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PREFACE TO AND DESCRIPTION OF THIS UPDATED

REVIEW AND BIBLIOGRAPHY

January 1, 2014

Since the publication ofersion 1 in1995 and Version 2 in 1997, the HEZR has becomene ofthe
worldé most widely used and best valied violence risk assessment instrurseihthas been translated
into 20 languages and adopted or evaluated in more than 35 countries. Bedaorloped over the past
5 years on the basis of extensive clinical beta testing and empiratahBon, waseleasedn mid-2013

This extensive HCR20 Review and AnnotatedilBiographyidentifies significant research carried out
with thethree versiosof the HCR20. This review has been maimaid and updated since the Aiigi90s
and since then has grovim incluce 9disseminations withthe V3 (with manymore underwayand 233
disseminations with earlier versions. To further facilitate its use, the following featuresbeaweadded

to the review

1. Separate sections for HE®"® andHCR-20""V? studies including separate summary tables and
references

2. A description of the HCR0"® andatable of revisions to the items

3. New sectios on HCR-20"YV2 case law revievand norempirical studies

4. Combinedcivil andgeneral psychiatric sections

A special edition of the HCRO Review and Annotated Bibligraphyhich includes additional studies
with V3, with be releaseth Spring2014i stay tuned for updates!
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SECTION 1: HCR-20"2 STUDIES
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% HCR-20"> RESEARCH SUMMARIES IN THIS UPDATE***

1. Blanchard, AJ.E, & Douglas, K. S. (2011, MarchAPLS UndergraduatePaper Award (First Place): The Historical £
Clinical ZRisk ManagemegiVersion 3: The inclusion of idiographi®levance ratings in violence risk assessmbmnited
posterpresentedt the annualconventionof the Americar#sychologyLaw Society,Miami, FL.

2. de Vogel, C, & de Vries Robbé, M2@13, June). Innovation in risk assessment: The value of the2CR3 in forensic
clinical practice in the Netherlands. In K. Douglas (Symposium Moderatersion 3 of the HCRO (HCR20-V3):
Development, overview and initial evaluation (Part $ymposim presented at the annual conference of the Internat
Association of Forensic Mental Health Services, Maastricht, Netherlands.

3. Douglas, K. & Belfrage, H. (2013, June). Development of HEDRVersion 3. In K. Douglas (Symposium Moderatd
Version 3of the HCR20 (HCR20-V3): Development, overview and initial evaluation (Part3ymposium presented at th
annual conference of the International Association of Forensic Mental Health Services, Maastricht, Netherlands.

4. Doyle, M. (2013, June). Preding postdischarge community violence in England and Wales using the HCR: V3.

Douglas (Symposium ModeratoNersion 3 of the HCR0O (HCR20-V3): Development, overview and initial evaluation (P§

). Symposium presented at the annual conference eflriternational Association of Forensic Mental Health Servi
Maastricht, Netherlands.

5. Eidhammer, G., Selmer, L.E., Bjarkly, S. (2013). Internal consistency and clinicility. In S. Bjarkly, S. (Symposium
Moderator) Risk assessment and managetn€linical experiences with the HER and the HCR/3 in the SAFE pilot
project. Symposium presented at the annual conference of the International Association of Forensic Mental Health
Maastricht, Netherlands.

Moderator) Risk assessment and management: Clinical experiences with th®@Rd the HCR/3 in the SAFE pilo
project. Symposium presented at the annual carfee of the International Association of Forensic Mental Health Ser
Maastricht, Netherlands.

6. Flaata, A.R., & Marthe, K. (2@, June). A singlease illustration from a high security ward. In S. Bjarkly, S. (Sympoilzm

7. Holzinger, B., Eucker, S., Kotter, $)lller-Isberner,R. (2013). An overview of the work of the HCR: V3kgroup of
Haina Foresnic Psychiatric Hospitdh K. Douglas (Symposium Moderatoryersion 3 of the HCRO (HCR20-V3):

bnal
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Development, overview and initial evaluation (Part ymposium presented at the annual conference of the Internafjonal

Association of Forensic Mental Health Services, Maastri¢atherlands.

8. Strub, D. S., & Douglas, K. S. (2009, MarcNewversionof the HCR20 violencerisk assessmerscheme: Evaluation of §

draft of the revised Historical scal@osterpresentedat the AmericardsychologyLaw Society conference San Antonio,
Texas.

9. Weerp J. (2013, June). Changes in repeated FORmeasurement. In S. Bldy, S. (Symposium ModeratorRisk
assessment and management: Clinical experiences with the2d@Rd the HCR/3 in the SAFE pilot projecGymposium
presented at the annual conference of the International Association of Forensic Mental Health Seaaéstschivi
Netherlands.
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DESCRIPTION OF THE HCR-20"®

VIOLENCE RISK ASSESSMENTSCHEME

UpdatedJanuary 1, 2014:

Version 3 of the HCRO (Douglas, Hart, Webster, & Belfrage, 2013) embodies and exemplifies the Structured
Professimal Judgment (SPJ) approach to violence risk assessment and managemedition to this fact, we were

guided by several principles inits revisior( a) continuity of concept (V3 has a
V2); (b) clinical and practicalitility (the ultimate purpose of V3 is to help practitioners evaluate and manage risk of
individual patients, clients, or offenders); (c) enhanced clavity ¢larified any areas from Version 2 that had been
pointed out to ugs being unclear); (d) legahd ethical acceptability (we exclude objectionable risk factors; the process

of risk assessment outlined in V3 allows for clinical and judicial review of the process of risk assessment); (e) empirical
defensibility (we conducted or asked others to confetatesting and empirical evaluation of V3 prior to publishing

it).

Although V2 performs well and has been widely adopted, based on the guiding principles outlined above we believed
we could improve itOne of the major goals was to ensure that Iy fekemplified contemporary SPJ scholarship. A lot

of thinking and work on risk assessment and management has transpired since we published V2 in 1997. V3 now
embodies this workWe engaged in extensive consultatimxamination of the literatures on vialee and risk
assessment generally and the HBIIRmore specificallyin-depth betdesting and feedback, and considerable empirical
evaluation in the development of V.number of our colleagues had shared their HRDR/2 data with us so we could
evaluateits performance in largecale samples (i.e., 5000+ casdd)is helped to guide us in terms of whether certain

items should be revised or addédrther,$ ar t i ng wi th Chris WebadHCRI appreachr K i n
has always sought to ingmrate the ideas of working cliniciaasd practitioner$ people who understand what works

on the ground, and what is and is not helpful to practice. We retaifed s fAgrass rootso el ement
Version 3.

Although we did make a number ofeaningful changes, we believe and have received feedbacthdisat who are
familiar with the SPJ approach more broadly or with HEERV2 more specifically can shift to using V3 quite
comfortably. A number of the additions and changes reflect whattraeled clinicians were doing in practice
anyways.

HCR-20 V3 is described in detalil iseveral publications (and the manual, of course!), but we highlight some of the
major changes heré€irst, the risk factors are presented in Table 1. As is clear, foime changes was the addition of
subitems for broader or more complicated risk factors. These &aefuators andlecisionmakersspecify and
conceptualize the nature of risk more precisé¥e did also make some changes to several items, includingidgopp

one or two, and adding one or two othé&k& also now ask that evaluators rate not only the presence of risk factors, but
also their relevance to the violence of the individual being evaluated. This step helps evaluators in the next (new) steps
of V3 1 case formulation and scenario plannitg.these steps, evaluators are provided with guidance in terms of

6
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developing formulations that explaivhy a person has acted violently, and what they are concerned a person might do

in the future.To furtheraidinf or mul ati on, we have foreach risidfactr. These isdicaiofs i nd
are there for guidance, and provide specific ways in whthfactors might manifest at the individial levéhere is

also now more explicit attention paid tongeating risk management and risk reduction plans that link to relevant risk
factors, formulations, and scenario pladsiother change was the removal of the requirement to use either the
Psychopathy Checklist Revised or Screening Version. Evaluatorgitarses these if they would like to, but they are

not required toFinally, we have included the opportunity for evaluators to make not only overall summary risk ratings,

but summary risk ratings of serious violence and of imminent violence.

We have prodced three rating sheet options. The use of any of these is discretionary, not required. There remains a
simple Xpage rating sheet (presence and relevance of risk factors; summary risk ratings),-pagear&ing sheet
(presence and relevance of risktfars and sulitems; summary risk ratings). These are available for free download
from HCR20.com.We have also produced an extended worksheet that includes the multistepORRprocedure

(i.e., including sections for formulation, scenario plannings, m&nagement).

We are currently finalizing several papers for the HELRWhite Paper Series, of which this Annotated Bibliography is
White Paper #1n addition, we have made available a 32@e violence literature review prepared by Guy and Wilson
(2007 that we used as part of our start to the revision process (White Paper #2). We are finalizing White Paper #3 (Guy
et al., in prep), which is an itetyy-item literature review for each HGRO V3 risk factor that summarizes the literature

in its support, ad the mechanisms by which it might lead to violence. In addition, we will be revising the2BICR
Violence Risk Management Companion Guide (Douglas et al., 2001), which is an edited compilation of chapters that
align with HCR20 risk factors and that pralé suggestions for risk reduction and managenféntlly, we have
recruited a number of colleages to put together a special issue of2BI@R articles. This is currently under review

and we will provide summaries of the articles in this document ofeg@ltblished.

PROPERCITATIONS

Douglas, K. S., Hart, S. D., Webster, C. D., & Belfrage, H. (20d8R-20 (Version 3): Assessing risk of violerice
User guide Burnaby, Canada: Mental Health, Law, and Policy Institute, Simon Fraser University.

Douglas, K S., Shaffer, C., Blanchard, A., Guy, L. S., Reeves, K., & Weir, J. (2002). HCR-20 violence risk
assessment scheme: Overview and annotated bibliograp@iR-20 Violence Risk Assessment White Paper
Series, #1. Burnaby, Canada: Mental Health, Law,Ruoiity Institute, Simon Fraser University.

Douglas, K. S., Webster, C. D., Hart, S. D., Eaves, D., & Ogloff, J. R. P. (Eds.) (200B)20: Violence risk
management companion guidgurnaby, BC, Canada: Mental Health, Law, and Policy Institute, SimaseFr
University, and Department of Mental Health Law & Policy, University of South Florida.

Guy, L. S., & Wilson, C. M. (2007)Empirical support for the HCRO: A critical analysis of the violence literature
HCR-20 Violence Risk Assessment White Paperie®e #2 Burnaby, Canada: Mental Health, Law, and Policy
Institute, Simon Fraser University.

Guy, L. S., Wilson, C. M., Douglas, K. S., Hart, S. D., Webster, C. D., & Belfrage, H. (in pt€5)20 Version 3:
Iltemby-item summary of violence literaturélCR-20 Violence Risk Assessment White Paper Series, #3.
Burnaby, Canada: Mental Health, Law, and Policy Institute, Simon Fraser University.
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TABLE 1

ITEMS IN THE HCR-20"° RISK ASSESSMENTSCHEME

Sub-Scales ltems Sub-ltems

Historical Scale

H1 History of Problems With Violence As a Child (12 and under)
As an Adolescent (1817)
As an Adult (18 and over)

H2 History of Problems With Other Antisocial Behavic As a Child (12 and under)
As an Adolescent (1817)
As an Adult (18 and over)

H3 History of Problems With Relationships Intimate Relationships
Non-Intimate Relationships

H4 History of Problems \lth Employment

H5 History of Problems Wi¢h Substance Use

H6 History of Problems WittMajor MentalDisorder Psychotic Disorders
Major Mood Disorders
Other Major Mental Disorders

H7 History of Problems witlPersonality Disorder Antisocial, Psychopathic and Dissocial
Other

H8 History of Problems With Traumatic Experiencs  Victimization/Trauma
Adverse Childrearing Experiences

H9 History of Problems With Violent Attitudes

H10 History of Problems With Treatment or Supervisio

Respons

Continues on Next Page with Clinical and Risk Management Items
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Sub-Scales ltems Sub-ltems

Clinical Scale
C1 Recent Problems Wh Insight Mental Disorder

Violence Risk
Need for Treatment

C2 Recent Problems With Violent Ideation or Intent
C3 Recent Problems With Symptoms of Major Psychotic Disorders
Mental Disorder Major Mood Disorders
Other Major Mental Disorders
C4 Recent Problems witlnstability Affective
Behavioral
Cognitive
C5 Recent Problems with Treatment or Supervision Compliance
Respons Responsiveness
Risk Management Scale
R1 Future Problems With Professional Services and
Plans
R2 Future Problems With Living Situation
R3 Future Problems With Personal Support
R4 Future Problems With Treatment or Supervision Compliance
Respons Responsiveness
R5 Future Problems With Stress or Coping

Note. Adapted from Douglas, Hart, Webster & Belfrage (2013).
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SUMMARY OF HCR-20"° STUDIES BY SAMPLE . OuTCcOME , GENDER, & COUNTRY

CIviL FORENSIC
TOTAL CORRECTIONAL MIXED JUVENILE
PSYCHIATRIC PSYCHIATRIC

ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN

TOTAL 8 847 1 50 3 626 2 134 - - - -

By Outcome®

INPATIENT 4 185 - - 4 185 - - - - - -
COMMUNITY 2 189 1 50 1 83 - - - - - -
BoTH 1 409 - - 1 409 1 56 - - - -

BY SAMPLE GENDER?

MIXED 2 515 1 50 1 409 1 56 - - - -
MALE 2 104 - - 1 20 1 84 - - - -
FEMALE - - - - - - - - - - - -

CONTINUES ON NEXT PAGE WITH STUDIES SEPARATED BY COUNTRY

! The Number of entries and Tofdldo not always add up to match the Totals due to missing information frosome studies.
2 The Number of entries and Tofdldo not always add up to match the Totals dueto missing information fronsome studiesAlso, it is acknowledged that many of the studies that utilized mixed gender
samples contained predominantly males.

10
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CIviL FORENSIC
TOTAL CORRECTIONAL MIXED JUVENILE
PSYCHIATRIC PSYCHIATRIC

ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN

BY COUNTRY®
186 1 50 1 80 1 56 - - - -

409 - - 1 409 - - - - - -

CANADA
UK

NORWAY 20 - - 1 20 - - - - - -

30 - - 1 35 - - - - - -
35 - - 1 35 - - - - - -

GERMANY
SWEDEN

83 - - 1 83 - - - - - -
84 - - - - 1 84 - - - -

NETHERLANDS
USA

BELGIUM

L

INTERNATIONAL
IRELAND - -
ARGENTINA - -
PORTUGAL - -
DENMARK - -
SERBIA - -
NEwW ZEALAND - -
SWITZERLAND - -
FRANCE - -
BRAZIL - -
AUSTRALIA - -
CHINA - -
RoOMANIA - -
SCOTLAND - -
SPAIN - -

GREECE - -

3 The Number of entries and Totdldo not always add up to matthe Totalsaw due to missing information frosome studies.

11
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A SUMMARY OF SELECTED HCR-20"° RESEARCH: KEY FINDINGS

MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR ToTAL H ScALE C SCALE R ScALE
FORENSIC PSYCHIATRIC
ICC1=.94, .94, .86, .75, .75
DOUGLAS & BELFRAGE 35 (ToTAL, H, C, R, SPJ)
(2012)* ICC,=.92, .91, .90, .93
(ToTAL, H, C, R)2
DE VOGEL & DE VRIES 83 AUCs =.75,.72, .82, ICCs=.84,.72,.72
RoBBE (2013) (ToTAL, SPJ 3 PT, SPJ 5 pT)° (ToTAL, SPI3PT, SPJ5PT)
ICC,=.73,.72, .69, .76
AUCs =.70, .63, .70, .63 (ToTaL, H, C,R)
DovLE (2013) 409 - - - - .
(ToTAL, H, C,R) ICC,=.92, .91, .90, .93
(ToTaL, H, C,R)
ICCs = .84, .85, .59, .81
EIDHAMMER ET AL. (2013) 20 -- -- -- -- -- 5
(ToTaL, H, C,R)
HOLZINGER ET AL. (2013) 30 - - - -- -- ICC=.86 (SPJ)6
STRUB & DouGLAS (2009) 80 - - - -- R = .60 witTH HCR-20 V2 (H) ICC1=.75,1CC,=.85(H)
CORRECTIONAL SAMPLES
8 ICCs (FIFTEEN CASES) =
SMITH ET AL. 84 - 13.92(4.18) 5.43(2.23) 6.92(2.32) -

, .92, .62,88(H, C,R)®
(UNDER REVIEW)

12
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CONTINUES ON NEXT PAGE WITH MIXED SAMPLES

MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR ToOTAL H ScALE C SCALE R ScALE
MIXED SAMPLES
BLANCHARD & DOUGLAS 9
43 - - - - AUC =.76 (SPJ) -
(2011)
DOUGLAS & STRUB (2013)" 106 - - - - AUCs = .81, .73 (SPJ)*° -

Note 1 This table does not contain all studies reported in the Annotated bibliography. Some studies supplemental to maerstndieachuded. Other studies were excluded from the Table if they seldit
issues other than the relationship between the2CBnd violence. The method ardults of the studies in this table are described in more detail in the annotated bibliography that follows.

Note 2 SPJ = Structured professional judgment of low, meatée or high risk.

!Presented iDouglas& Belfrage(2013 Jung. This presentatioprovided the results of two unpublished data analyses conductBeliyage and Douglas (2Q)Lin Swedenrf =35)andDouglas & Strub (203)
in Canadar{ = 106) References are as followBelfrage,& Douglas(2012). Interrater reliability and concurrentvalidity of HCR--20 (Version 3). UnpublisheddataanalysesMidd SwedenUniversity,
Sundsvall,Sweden Douglas,K.S. & Strub, D. S. (2013). Predictive validity of HCR--20 (Version3) amongstcivil psychiatric patientsand criminal offenders Unpublisheddata analysesSimon Fraser
University, Burnaby,Canada.

2|CCs reported for R, Total, and SPJ are Out ratings. ICC values are also provided for In ratings.

3SPJ ratings were given oRp®int and Spoint scales.

* AUC values reported are for violenae12months. The authors also provide the AUCs for violencerabiths.

5ICC values reported are betweer} avid \? of the HCR20

6 Authors also report ICC range for individual items (.21293)

"Smith, SKelley, S., Rulseh, A., Sorman, & Edens, J.F. (under reviewhdapting the HCR/3 for pretrial settings Manuscript submitted for publication

8 Mean and IC@alue provided i$or R Out ratingThe authors also provide theeamand ICC value for R In rating

9 AUC provided is for any violence. Authors also report the AUC for physical violence.

19 AUCs reported are for violence a4veeks and-8 montfs for the sample as a whole. AUCs are also reported separately for psychiatric and offesdemses.

13
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ANNOTATED BIBLIOGRAPHY OF HCR-20"® RESEARCH

PROJECTS, PUBLICATIONS , PRESENTATIONS , &

UNPUBLISHED STUDIES

FORENSIC PSYCHIATRIC SETTINGS

PROJECT AND SCHOLARLY WORK

Doyle, M. (2013, June). Predicting postlischarge
community violence in England and Wales using the
HCR: V3. In K. Douglas (Symposium Moderator),
Version 3 of the HCR20 (HCR20-V3):
Development, overview ariditial evaluation (Part I).
Symposium presented at the annual conference of
the International Association of Forensic Mental
Health Services, Maastricht, Netherlands.

SUMMARY

This study investigated the reliability and predictive
validity of the HCR: V3in a sample of 409 patients
discharged from 32 medium secure units in England and
Wales. Using a prospective cohort follmp design,
patients discharged between 2010 and 2011 were observed
over a 12 month period following discharge. Of the
sample, 51.4%vere discharged to the community, 25% to
a low secure pathway, 20.1% to prison, and 4% to a high
secure facility. A majority of the sample were male
(89.2%), Caucasian (59.7%), had a diagnosis of
schizophrenia (66.3%), and had a history of serious
violence (79.8%). Average age of the sample was 37.6
years §D=9.7).

The HCR: V3 was completed at 6 and 12 months-post
discharge using clinical records and information obtained
through interview with a social supervisor and/or care
coordinator who knew the pant well. Violence was
defined and measured using the MacArthur Community
Violence Instrument, using sources of official police data,
case file review, and interviews of participants and
collaterals. Of the sample, 14% committed an act of
violence at émonths and 23% committed an act of
violence at 12 months. Using information obtained from
police records only these rates were 1.6% and 2.8%,
respectively.

Interrater reliability of the HCRO V3, based on a subset
of 20 cases, was reported for the TotalHand R scales,
respectively, as followdCC, = .73,ICC, = .92; ICC; =
.72,1CC, = .91,ICC,; = .69,ICC, = .90, andICC; = .76,

ICC, =.93. The means of the patients that were violent at
6 and 12 months were 26.56 and 25.75, respectively, and
the means of the patients that were rainlent were 25.75
and 21.46, respectively. Standard deviations of the means
were not reported.

The authors report AUCs for violence of the subscales and
total score of the HCRO V3 at 6 and 12 months. For 6
months postischarge AUC values were .73, .63, .74, and
.67 for the total, H, C, and R scales, respectively. For 12
months postlischarge AUC values were .73, .63, .74 and
.67 for the Total, H, C, and R scales, respectively.
Additionally, the authors provided theoipt biserial
correlations with frequency of violence at 6 and 12
months. For 6 months correlations between Tatad 23;
p<.001),H¢=.14;p<.01), C (= .22;p<.001), and R

(r = .18;p < .001) scores and frequency of violence were
significant. For 12 months correlations betwe€otal ( =
.23;p<.001),H ( = .14;p < .01), C ¢ = .24;p < .001),
and R ( =.19;p < .001) were also significant.

The authors concluded that the V3 provided a
comprehensive coverage of items. In addition to good
inter-rater reliability, the HCR0 V3 discriminated well
between violent and neviolent participants, was strongly
associated with frequency of violence and was moderately
predictive of postischarge violence. The authors note,
however, that it was ditult to get agreement on relevant
factors. Study limitations and recommendations for future
research are provided.

PROJECT AND SCHOLARLY WORK

14
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Eidhammer, G., Selmer, L.E., & Bjarkly, S. (2013, Flaata, A.R., & Marthe, K. (2013, June). A singlecase
June). Internal consistency andlinical utility. In S. illustration from a high security ward. In S.
Bjarkly, S. (Symposium Moderator) Risk assessment Bjarkly, S. (Symposium Moderator) Risk assessment
and management; Clinical experiences with the and management: Clinical experiences with the
HCR-20 and the HCRV3 in the SAFE pilot project. HCR-20 and the HCRV3 in the SAFE pilot project.
Symposium presented at the annual conference of Symposium presented at the annual conference of
the International Association of Foreng Mental the International Association of Forensic Mental
Health Services, Maastricht, Netherlands. Health Services, Maastricht, Netherlands.

SUMMARY SUMMARY

The authors repted findings from an intraclass This study compared V2 and V3 assessments of a male

correlation test of V2 and V3 and a comparison of the maximum security patient. Two independent raters
clinical utility of the two measures. Ratings were carried  completed V2 and V3 together with hospital staff.
out in a forensic medium securitynit in Norway. Two Outcome of violence risk assessment, violence risk
psychiatric nurses compared the V2 and V3 by assessing management plan, and clinical utility was discusSdte

20 male forensic psychiatric patients. The raters raters found that V2 provided less support in the
independently assessed half of the patients each. First, they assessment process and assisted with more broad and
made a complete assessment of the patients with the V2. general risk management planning. In contrast, the V3
After that the same procedure was followed with V3 for provided better structure for the assessment process.
the same patients. Assessment data was gathered from Further, although the V3 was more time soming it was
patient files, observations, and consulting colleagues. more comprehensive regarding the whole process of
Because items in V2 are scored 0, 1, 2, and items in V3 are violence risk assessment.

coded y (yes), p (possibly), n (no), to ohtaiata for
statistical analysis a common scale of 0, 1, and 2 was
chosen to transform V3 ratings into scores.

PROJECT AND SCHOLARLY WORK

The authors found moderate-{&ms) to good (Hand R
items and aggregate scores) estimates of internal
consistency between the two versiaighe HCR20 (ICC

Holzinger, B., Eucker, S., Kotter, S,Mller -Isberner,
R. (2013). An overview of the work of the HCR: V3

values were .85, .57, .81, and .84 for H, C, R and all items workgroup of Haina Foresnic Psychiatric Hospital.

of V2 and V3, respectively). The authors concluded that In K. Douglas (Symposium Moderator),Version 3 of

the two versions reflect common underlying dimensions; the HCR20 (HCR20-V3): Development, overview
however there were still differences between V2 and V3 and initial evaluation (Part I). Symposium presented

ratings fo the same patients. The fact that scores on the C at the annual conference of the International

items yielded lower internal consistency when comparing Association of Forensic Mental Health Services,
the two versions was taken to indicate that the most Maastricht, Netherlands.

substantial difference in V3 pertains to clinical items. The

authors also tested the differencgéssum scores for H, C, SUMMARY

and R items of V2 and V3 using a paired sampiest.
There were significant differences for H items and C  Since the miehineties the HCR20 has been implemented
items, but not for R items. in the daily routines of the Haina Forensic Psychiatric
Hospital in Germany. This presentation provides an
The authors found that overall, compared to V2, that the overview of the HCR20 Verson 3 workgroup established
V3 contributed to more systematic addtailed violence in the hospital, a descriptict
risk assessment, with enhanced opportunity to conduct summary of the main results of the workgroup.
accurate, individual violence risk assessment. The
introduction of the new risk assessment category This workgroup was established to systematically work on
(ARel evanceodo) to emphasi ze icartain goald (¢.g9.] giving sskr fdedback mm the drafts o
major asset of V3. Theuthors also comment on the version). Projects completed by the workgroup included
coding and risk formulation of V3. betatesting of the English HCRO V3 draft versionthe
Ger man translation of -2Ohapte
Ver si on 30)-20avarsion 8 Rigk frattorR and
Coding | nstr uc-20UsarBangalanmen t he
PROJECT AND SCHOLARLY WORK empirical evaluation of the German HSR draft version.
First, the authors describe bidksting of the HCR0
Version 3. Fifteen raters (experienced and inexperienced
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with using SPJ tools to evaluate risk for violence) rated

one case each withahEnglish draft version of the HCR The total scores on the revised H@R Historical subscale

V3, following which they all completed a user feedback  displayed an increased range (7 to 30) compared to that of
form. The ratesd cases had thatota scores bn the icuargnnversian of thé gubsyate Ii6des i s
personality disorder, intellectual disability), level of 20). In addition, tk former scores approached normality in
familiarly (patient known vs. unknown to the ratemd their distribution, whereas the latter ones tended to be
security levels (no levels vs. unescorted levels). The user highly negatively skewed (56.4 % of the participants
feedback form included the possibility to give ity exhibited total scores between 18 and 20 on the existing

item and overall feedback. Subsequently the data were version of the subscale).
qualitatively analyzed by the workgroup. Feedback from
these raters was incorpogdt in revisions to V3. Interrater reliabiliy for the total scores on the three rated
scales was examined over 12 pairs of ratings (3 raters)
Next the authors describe an empirical evaluation of the randomly chosen from the dataset. Interrater reliability of
interrater reliability of the HCRO0 Version 3 draft version. the sum of numerical presence ratings for the V3 historical
Fiver raters (post graduate students with a degree in factors was acceptable, IGE.75, ICC* = .85; and slightly
psychology) each rated the presence and relevance of the higher than those mad using V2 historical risk factors;ICC
30 case vignettes of patients at the hospital with the = .69 and ICG = .82. ICC values for the VRAG were
German draft version of the HCEO V3. For the R ratings ICC,= .79, ICG= .88. The authors note that coding solely
the raters were asked to only do community out ratings from files was challenging and may have affected
(i.e. as if the institutionalized person were to be released at interrater rahbility. The authors recommend using both
the present moment withhe existing plans). Of the file and interview data, especially as it pertains to ratings
patients illustrated in the case vignettes, 10 had psychosis, made on version 3 of the HCED.
10 had personality disorder, and 10 had an intellectual
disability. For each diagnostic category, half of the patients  Version 3 of the H scale correlated significantly with both
had many risk factors and half of the patierdd few risk the VRAG { = .60;p < .01) and Version 2 of the H scale
factors. Raters did not discuss cases and ratings with one (r =.60;p < .01). The correlation between the VRAG and
another. The interrater reliability of the final overall rating Version 2 was slightly lowerr(= .50; p < .01). Since
was excellent (ICC = .86). Items that had ICC values > .70 Version 3 of the HCR0 subscale correlated significantly
were: H1, H5, H6, H7, H8, H9, C1, C3, C5, R1, R2, and with validated measures of historical risk factors for
R4. Itens that had ICC values < .50 were: H2, H3, H4, violence, the authors concludedthat it evidenced

H10, C2, and C4. Overall, ICCs ranged between .29. concurrent validity

PROJECT AND SCHOLARLY WORK PROJECT AND SCHOLARLY WORK

Strub, D. S., & Douglas, K. S. (2009, March)New Weerp, J. (2013, June). Changes in repeated HGRO
version of the HCRZ0 violence risk assessment measurement. In S. Bjerkly, S. (Symposium
scheme: Evaluation of a draft of the revised Moderator) Risk assessment and management:
Historical scale Poster presented at the American Clinical experiences witithe HCR20 and the HCR
TPsychologyLaw Society conference,San Antonio, V3 in the SAFE pilot projectSymposium presented
Texas. at the annual conference of the International

Association of Forensic Mental Health Services,
SUMMARY Maastricht, Netherlands

This research project examined the performance of a draft SUMMARY

version of the Historical scale of th&CR-20 V3 based on

archival data from 80 forensic psychiatric patients.  The study focused on changes in repeated assessments of
Participants were randomly selected from a list of all  the HCR20 V2 and V3. The use of significant changes in
insanity acquittees released (conditional discharge or visit  clinical factors to inform discharge decisions was
leave) between 2000 and 2003 and returned to the forensic jllustrated by a female forensic psychiatric patient case
hospital. The average age of the patients at time of release  study. The authors found that sitéms of the V3 helped
was 35. Most participants were male (91.25%), Caucasian structure judgment. Further, preserand relevance ratings
(76.3%), and had a previous psychiatric hospitalization  of helped define formulations and the specification of time
(86.3%). For each participant, violence risk was coded on  frame and priority of case ratings helped enhance the
version 2 and version 3 of thedtrical scale of the HGR structure of the risk management produce.

20, as well as on the VRAG.
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END OF FORENSIC PSYCHIATRIC SETTINGS
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MIXED SETTINGS

PROJECT AND SCHOLARLY WORK

SUMMARY

Blanchard, A.J.E., & Douglas, K. S. (2011, March).
APLS UndergraduatePaperAward (First Place): The
Historical i Clinical - Risk Management- Version 3:
The inclusion of idiographic relevance ratings in
violence risk assessmeritvited poster presentedat
the annual convention of the American TiPsychology
Law Society,Miami, FL.

SUMMARY

The present retrospective study investigated the concurrent
validity of the HCR20 Version 3 in a samplef 27 civil
psychiatric patients and 16 offenders recruited from
correctional institutions and probatiofffices in Western
Canada.Violence was assessed retrospectively during a
semistructured interview and from file information.
Information from these sources was used to determine an
overall dichotomous perpetration of violence outcome and
a dichotomous peetration of physical violence outcome.
The HCR:20 V3 was coded using file information and
interview. In this study, three decisions regarding the
relevance of each risk factor were made: a general decision
of relevance Ifliographic relevange the relevace of this

risk factor to past violenceHstorical relevancg and the
relevance of this risk factor to future violence perpetration
(Future relevange

ROC analyses were used to determine the ability of the
HCR: V3 ratings systems to postdict the perption of
any violence and physical violence. Overall, the AUCs
were all larger for physical violence (average AUC = .75)
compared to any violence (average AUC = .69).
Comparing the different rating systems, the final risk
judgments tended to yield thargest effects with AUCs of
.76 for any violence and .83 for physical violence (average
AUC =.79).

The study authors also performed postdictive analyses of
the association between the Presence and Relevance
ratings and violenceThe presence scoreselded effects
comparable to research on the former version of this
instrument (HCR20) with an average AUC of .67. Nearly

all of the new rating schemes outperformed the presence
scores. In decreasing order of effects, the historical
relevance ratings yieddl the largest effects (average AUC

= .82), followed by the overall idiographic relevance

ratings (average AUC = .75), and the indicator
(manifestation) system (average AUC = .71). With regards
to physical violence only, the future relevance ratings
outpeformed the presence scores; however, on average
this rating scheme was slightly below the presence scores
(average AUC = .66). Thus, the different rating schemes
outperformed merely rating the presence of risk factors.

The authors conducted hierarchicagistic regression to
assess the incremental validity of the different features in
comparison to the presence ratings, the subscale presence
scores were entered in the first block leading to a
significant model. When the other scoring features were
enteredin the second block, individually, each of these
features resulted in a significant increase in model fit.
Thus, all the different features demonstrated incremental
validity over the presence scores.

SEE ALSO

Blanchard, A.J.E. (2010). The Historical - Clinical -
Risk Management - Version 3: The Inclusion of
Idiographic Revelenvence Ratings in Violence Risk
Assessment. Unpublished honours thesis, Simon
Fraser University, Burnaby, British Columbia,
Canada.

PROJECT AND SCHOLARLY WORK

de Vogel, C, & de Vries Robbé, M. (2013, June).
Innovation in risk assessment: The value of the
HCR-20 V3 in forensic clinical practice in the
Netherlands. In K. Douglas (Symposium
Moderator) Version 3 of the HCR20 (HCR-20V3):
Development, overviewnd initial evaluation (Part I).
Symposium presented at the annual conference of
the International Association of Forensic Mental
Health Services, Maastricht, Netherlands.

SUMMARY

In this paper, the authors presented implementation and
clinical experiencesising a preliminary version of HCR

20 V3. First, reports from a pilot study using a draft of the
V3 were presented. Using a retrospective file study, 83
discharged patients were assessed using the-20Cénd
HCR-20 V3. Interrater reliability was calcued on a
subsample of 25 cases and was good for both draft of V3
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total score and final risk judgment (ICC values were .84
and .72, respectively). Correlation between draft V3 and
HCR-20 was .93. Predictive validity of V3 was
comparable to that of the HCRD. AUC values were .75,
.72 and .82 for the draft V3 total score, the final risk
judgment on a point scale, and final risk judgment on a
5-point scale, respectively.

The authors also presented the results of a qualitative study
examining the training fendliness and training necessity
of the draft in a sample of 109 individuals who attended
one of nine workshops for a Dutch version of V3. Of
those that attended, 73% were sociotherapists and 27%
were psychologists or psychiatrists. More than half (57%)
of the sample had more than one year experience with the
HCR-20. On average, it took participants 50 minutes to
code the HCR20 and an average of 27 extra minutes to
code V3. Participants found that there were easier sub
items on V3 compared to V2, howeveB items were
harder to code because they were new. More than half of
the sample thought the following components of V3 were
useful: subtems (89%), indicators (78%), relevance
(75%), risk formulation (73%), scenarios (74%), and
additional final judgmerst (67%). General impressions
were that V3 was more applicable, clear, structured,
detailed, more specific and more dynamic. Overall, 99.4%
of participants thought training on V3 was worth the
investment.

PROJECT AND SCHOLARLY WORK

Douglas, K. & Belfrage, H. (2013, June). Development
of HCR-20 Version 3. In K. Douglas (Symposium
Moderator), Version 3 of the HCR20 (HCR20-V3):
Development, overview and initial evaluation (Part ).
Symposium presented at the annual conference of
the International Association of Forensic Mental
Health Services, Maastricht, Netherlands.

SUMMARY

Researh indicates that Version 2 (V2) of th#CR-20 is as

or more strongly related to violence than other measures
and works comparably across countries a@odtinents.
Despite the success and widespread use of V2, conceptual
development in risk assessment since V2 was released first
in 1997 has suggested that improvements to V2 could be
made. The V3 was developed with the aims of retaining
clinical judgmentJinks to risk management and treatment,
and dynamic risk, while enhancing decisions about
individuals, risk formulation and quality of measurement.
This presentation provided an overview of the
development procedure of the HER Version 3. First,

the authors briefly described revisions to V2. Although
the primary core of V3 remained the same as V2 and other
SPJ instruments, features intended to facilitate clinical

practice include some changes (to certain items) and the
following: ratings of the indidual relevance of risk
factors; item indicator sets for each item; -gms;
greater emphasis and decision aids for formulation and risk
management.

Next, the authors described the development procedure of
the HCR20 which included critical feedbacketatesting,
re-drafting, and initial testing of reliability and validity
with colleagues across numerous countries (e.g., UK,
Netherlands, Sweden, Germany, and Norway). The
authors reported concurrent validity between Version 2
and Version 3 across sixternational studies as follows:
Total: range .84 .93, H Scale: range .60.91, C Scale:
range .59 .78. R: range .67.82, SRR : range .94.98.

The authors also reported the findings of an interrater
reliability study in Sweden, in which 35 forgic patients
were each evaluated using V3. For this project, three
evaluators jointly interviewed the patients, but completed
their evaluations independently. Results indicated that
acceptable levels of interrater reliability were achieved.
ICC; valueswere: H =.94, C = .86. R (In) = .69, R (Out) =
.75, HCR20 Total (In) = .94, HCRO Total (Out) = .94,
Final Judgment (In) = .81, and Final Judgment (Out) = .75.
ICC, values were: H=.98, C = .95, R (In) =.87, R (Out) =
.90, HCR20 Total (In) = .98, HCRO0 Total (Out) = .98,
Final Judgment (In) = .93, and Final Judgment (Out) = .90.

The authors also presented the findings of a predictive
validity study in Canada, in which 106 civil psychiatric
patients and offenders were evaluated using +20R
Version 3. Findings were presented for the combined
group as well as for each sshmple. Violence in the
community was assessed ab 4veeks posbaseline as
well as 68 months posbaseline. For the -8 month
follow-up, the SRRs were significantly predictive of
violence for the sample as a whote<(.41,p < .001), as
well as for psychiatricr(= .48,p < .001) and correctional

(r = .33,p < .01) subsamples. AUC values were .73, .74
and .68 for the entire subsample, and psychiatric and
correctional subsamplesgspectively. For the-8 week
follow-up, SRRs were again significantly predictive of
violence for the sample as a whote<(.43,p < .001), as
well as for psychiatricr(= .53,p < .001) and correctional

(r = .34,p < .01) subscales. AUC values were .&1 and

.72. The authors conducted logistic regression analyses to
test whether HCR0 Version 3 SRRs were moderated by
sample (psychiatric versus correctional). Findings
indicated that neither sample nor the interaction of the
sample and SRRs were prddie of violence. Thus,
despite some variation in bivariate effect sizes across
samples, the SRR was not differentially predictive for
patients and offenders. Additional regression analyses
indicated no moderation by gender.
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The authors concluded that thewas a strong association Recommendations for future evaluations were provided.
between V2 and V3, strong reliability of V3, and that
evidence of associations with violence for both the risk
factors and summary risk ratings was present.

END OF MIXED SETTING
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V1/V2
0

DESCRIPTION OF THE HCR-2

VIOLENCE RISK ASSESSMENTSCHEME

LastUpdatedJanuary 1, 2014

The HstoricalClinical-Risk Managemen20 (HCR-20; Webster, Douglas, Eaves, & Hart, 199%elongs to the
Structured Professional Judgment (Sdpel of violence risk assessment, along with instruments such as the SARA,
RSVP, SVR20, SAVRY, and START. It is intended to be used to guide a comprehensive, structured assessment of
violence risk for adults (18+) within forensic psychiatric, civil psgtfic and offender sampleghe conceptual scheme

of the HCR20 aligns riskfactorsinto past, present, and future. Its 10 Higtal factors obviously concern the past.
However, the HCR0 contains 5 Clinical items that are meant to reflect current,ndign@hangeable) correlates of
violence. The future is recognized in the 5 Risknigement items, which focus attention on situational -post
assessment factors that may aggravate or mitigateTiigse are also dynamithe HCR20 takes its name from these

three scaled Historical, Clinical, Risk Manageme#ft and from the nmber of items (20). Table €hows the items.

Ultimately, the HCR20, as with all SPJ instruments, is intended to establish the presence and individual relevance of
important violenceisk factors, and to inform the selection and intensity of risk management strategies. TIRO HCR

not an actuarial instrument, in that decisions about risk are not based on algorithms, equatiffss, @ubther
mechanical strategies. Rather, clinidamake structured professional judgments about risk level and degree of
necessary management (low, moderate, or high). The procedure used by ##0HER other SPJ instruments, is
well-studied, researehased, and empiricallyalidated. It is also inteded to be as clinically useful and informative as
possible.As such, the HCRO0 is an attempt to merge science and practice by offering an instrument that can be
integrated into clinical practice but also is empirically based atabies

The HCR20 wasdeveloped from a thorough consideration of the empirical literature concerning factors that relate to
violence. It attempts to develop professional standards regarding the process and substance of risk assessments. Further,
the HCR20 integrates the expence of clinicians, and is easy to administer, understand, and score. Randy Borum
(1996) has written aboutthe HERO t hat At he promise of this instrument |
scheme for assessing dangerousness and risk; is inathe empirical literature; its operationally defined coding
system...[and] its practical use....The field eagerly awaits new data on thisniastrt 0  ( Tihe fiel® Ha®changed

since Borum wrote those wordghere are now33 disseminations orhe HCR20 reviewed in this document.
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TABLE 2

I TEMS IN THE HCR-20"VV2

RISK ASSESSMENTSCHEME

Sub-Scales Items

Historical Scale

H1 Previous Violence

H2 Young Age at First Violent Incident
H3 Relationship Instability

H4 Employment Problems

H5 Substance Use Problems

H6 Major Mental Iliness

H7 Psychopathy

H8 Early Maladjustment

H9 Personality Disorder

H10 Prior Supervision Failure

Clinical Scale

C1 Lack of Insight

Cc2 Negative Attitudes

C3 Active Symptoms of Major Mental lliness
Cc4 Impulsivity

C5 Unresponsive to Treatment

Risk Management Scale

R1 Plans Lack Feasibility

R2 Exposure to Destabilizers

R3 Lack of Personal Support

R4 Noncompliance with Remediation Attempts
R5 Stress

Note. Adapted from Webster, Douglas, Eaves, and Hart §B7a).
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RECEIVER OPERATING CHARACTERISTIC (ROC) ANALYSES

LastUpdated September 22, 2010

I nformation on ROC analyses was included in the first
techniqueodo in risk aseregisme,nd .buUtt riast hneor loonneg eaf ftelme mo
evaluate the predictive validity of risk assessment 1ins

might not yet be familiar with ROC analyses.

ROC statistical analysis summarized here becaus®stHCR-20 (and other risk assessment instrumestsjlies use

this analysis, and results aeported in terms of the statistical indexes that ROC produces. Although ROCs have been
used in the area of radiology (Lusted, 1978)larasignal detection, and sensory psychology since the 1950s and 1960s
(Metz, 1984), thewvereintroduced into the area of violence risk assessinethie 1990¢Douglas, Ogloff, Nicholls, &

Grant, 1999Mossman, 1994a, 1994b; Rice & Harris, 1995; Ric&7)9They are recommended in this area because
they are less depdent on the base rate of the criterion variable in the sample (in the present case, violence) than are
traditional measures of predictive accuracy derived from 2 xnfimgency tables (suchs false positives and false
negatives). Since correlations diminish with departures from base rates of 50%, correlational techniques are not the
most effective means to estimate potide efficiency of risk assessment schemes (Rice & Harris, 1995).

ROCGs allow for the comparison of various thresholds on the predictor measures for offering predictions of violence, an
overall index of accuracy which accounts for all possible Holds, the simple identification of the optimal threshold,

and the comparisoaf two or more predictors (Hsiao, Bartko, & Potter, 1989; Lusted, 1978; Metz, 1984; Mossman,
1994a; 1994b; Mossman &Bioza, 1991; Vida, 1997).

The term Areceiver operating characteristicd took i ts
ficharactest i cs 0 of the test, and the fAreceivero of the dat a
ROCs are meant to be applied to data that are comprised of a continuous predictor variable and a dichotomous
dependent measure. Thekeaathe form of a figure (see Sample ROC, next page, for an example) with the sensitivity

(true positive rate [TPR]) of the predictor plotted as a function of the falvpaate (FPR [ispecificity]) (Mossman

& Somoza, 1991). For any given level of sifieity, the receiver knows the sensitivity. Each point on the curve (which
corresponds to a cuaiff on the pedictor) represents a different tradé between sensitivity and sgécity.

The area under the curve (AUC) of the ROC graph can be takeniradearfor interpreting the overall aaacy of the
predictor. Areas can range from O (perfect negative prediction), to .50 (chance prediction), to 1.0 (perfect positive
prediction). A given area represents the probability that a randomly chosen persgnose® positive on the dependent
measure (in this study, is actually violent) will fall above any giveroffubn the predictor measure, and that an
acually nonviolent person will score below the eoff (Mossman & Somoza, 1991). Thus, an area of .2ama that

there is a 75% chance that an actually violent person would score abovedffef@utiolence on the predictor, and an
acually nonviolent person would score below the -ait AUC values of 0.70 may be considered moderate to large,
and .75 ad above may be considered large.
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FIGURE 1
A SAMPLE ROC CURVE
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SUMMARY oF HCR-20"YV? STUDIES BY SAMPLE , OUTCOME , GENDER, & COUNTRY

CIviL FORENSIC

ToTAL CORRECTIONAL MIXED JUVENILE
PSYCHIATRIC PSYCHIATRIC

ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN

ToTAL 215 33471 19 2519 178 137119 39 12710 27 3182 2 212

By Outcome®

INPATIENT 49 4624 5 588 36 3357 6 309 2 390 - -
COMMUNITY 72 17132 8 2149 28 6961 21 6400 12 1278 2 212
BoTH 26 2794 4 410 14 1620 3 347 5 417 - -

BY SAMPLE GENDER?

MIXED 103 19675 15 2296 59 7650 13 7825 12 1669 1 104
MALE 78 13209 3 223 43 5543 20 5822 11 1513 1 108
FEMALE 5 390 - - 1 45 4 345 - - - -

CONTINUES ON NEXT PAGE WITH STUDIES SEPARATED BY COUNTRY

! The Number of entries and Tofdldo not always add up match the Totalsow due to missing information frosome studies. Also, some research projects were included in multiple rows due to the over
project collecting data regarding both inpatient and community recidivism, but particular studies tgatidnoen this project reporting on one time of outcome.

2 The Number of entries and Tofdldo not always add up to match the Totals due to missing information frosome studiesAlso, it is acknowledged that many of the studies that utilized mizadey
samples contained predominantly males.
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TOTAL CIviL FORENSIC CORRECTIONAL MIXED JUVENILE
PSYCHIATRIC PSYCHIATRIC
ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN ENTRIES TOTALN
By COUNTRY®
UK a7 11660 3 476 29 5977 10 4721 5 486 - -
CANADA 44 3567 410 22 1489 5 440 7 1016 2 212
GERMANY 22 2675 - - 8 965 6 1241 5 469 - -
SWEDEN 20 1815 - - 16 1489 2 88 2 238 - -
NETHERLANDS 16 1560 - - 16 1560 - - - - - -
USA 14 7475 2 927 6 772 5 5645 - - - -
AUSTRALIA 5 501 - - 3 208 59 1 234 - -
IRELAND 5 269 - - 5 269 - - - - - -
BELGIUM 4 234 - - 2 166 1 68 1 - - -
INTERNATIONAL 4 533 - - - - - - 4 533 - -
NORWAY 3 154 1 110 2 44 - - - - - -
ARGENTINA 3 137 - - - - 2 72 1 65 - -
PORTUGAL 3 316 - - - - 3 316 - - - -
DENMARK 3 295 - - 1 107 - 2 118 - - -
BrAZIL 2 98 - - 2 98 - - - - - -
SERBIA 1 104 1 104 - - - - - - - -
NEW ZEALAND 1 96 - - 1 96 - - - - - -
SWITZERLAND 1 64 - - 1 64 - - - - - -
FRANCE 1 60 - - - - 1 60 - - - -
CHINA 2 280 1 60 - - - - 1 220 - -
RomANIA 1 59 59 - - - - - - - -
SCOTLAND 1 109 - - 1 109 - - - - - -
SPAIN 1 78 78 - - - - - - - -
GREECE 1 295 1 295 - - - - - - - -
LITHUANIA 1 118 - - 1 118 - - - - - -

3 The Number of entries and Totdldo not always add up to match the Totals due to missing information frosome studies.
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A SUMMARY OF SELECTED HCR-20"YV2 RESEARCH: KEY FINDINGS

MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR ToTAL H SCALE C SCALE R ScALE

CIVIL PSYCHIATRIC

26.0(5.6)"  14.6(2.9" 6.5(2.1)" 4.92.2)"°

ALEXANDER ET AL. (2012)* 362 20.4 (5.3)' 11.3(2.7)' 5.5 (2.0) 3725 - -
22.2(6.1)° 13.8(3.7)° 3.5(2.3)" 5.0 (2.6)"
ARBACH i LUCIONI ET AL. AUCs (ToTAL) =.69-.772
78 27.1(5.8) 14.4 (3.0) 7.2(2.1) 5.6 (2.3) -
(2011) AUCs (SPJ)=.77-.78
s 17.72° 9.25° 4.32° 4.24°
BLANCHARD ET AL. (2012) 214 L L L L - -
23.61 11.91 6.11 5.51
AUCs (ToTAL) = .65 - .97*
BLANCHARD ET AL. (2013) 139 -- -- -- -- -

AUCs (SPJ) = .46 - .96
DouGLAS, OGLOFF,

s 193 19.0 (5.8) 9.8 (3.4) 4.1(1.9) 51(23) AUCs=.76-.80 IRR (TOTAL) = .80 (ICC)
NicHOLLS, GRANT (1999)

v v ICC (TWENTY CASES) = .97 (H)
15.24(8.08) 7.97 (4.5)

DOYLE ETAL. (2012)6 114 N N -- -- AUCs = .67, .66 (TOTAL, H) ICC (SEVEN CASES) = .85, .83
10.37(6.26) 5.58 (3.37) ©.R)

7 AUCs = .68, .72, .54 (HC, H, C)*®
GARCIAT MANSILLA (2011) 827 -- -- - - -

AUCSs = .60, .60, .52 (HC, H, C)®

CONTINUES ON NEXT PAGE WITH FORENSIC SAMPLES
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MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR ToTAL H ScALE C SCALE R ScALE
AUCs = .56,.48, .38, .60, .60
(SPJ, ToTaL, H, C, R)™®
GREIG ET AL. (2013) 106 -- -- - -- -
AUCs = .61, .50, .59, .41, .37
(SPJToTAL, H, C, R)®
AUCs =.79, .85, .83, .70, .71 ICC=.88, .95, .96, .75, .88
JovaNoOVI L .£2009L 104 11.33(5.72) 3.71(3.38) 4.89 (1.60) 2.72 (2.05) 10
(SPJ, TotAL, H, C,R) (SPJ, TotAL, H,C,R)
AUCs = .68, .65, .60, .63 a=.70,.72, .65, .71
MARTINAKI ET AL. (2013) 295 28.3 (4.4) - - -
(TotAaL, H,C,R) (ToTAL, H, C, R)
AUCs = .65, .56, .77, .58
MCNIEL ET AL. (2003) 100 18.0 (6.6) 7.1(3.5) 6.1(2.3) 4.8(2.3) ICC (ToTAL) =.78-.96
(ToTAL, H, C,R)
NICHOLLS, OGLOFF, 270 20.4 (5.6)" 10.8 (3.3)* 7.4(1.5)" 5.4 (2.4  AUCs=.72-.75"
DoucLas (2001)"* 16.8 (5.4)° 8.2(3.2)° 6.9 (1.7)° 4.8(2.1® AUCs=.66-.80°
PETRIS & PODEA (2013) 59 19.41 7.05 (3.03) 6.83 (1.66) 5.58(2.43) -- -
R = .84 wiTH MopIFIED OVERT a=.82,.91, .78, .87
QUIN, Li, WANG (2010) 60 - - - -
AGGRESSION SCALE (ToTAL, H, C,R)
Ross, HART, WEBSTER IRR (H) =.82;
1 131 19.1 (6.2) 8.7 (4.0) 5.6 (1.9) 4.8(2.1) AUCs (ToTAL) =.68-.75
(1998) a(H)=.74;(C)=.64
AUCs = .63, .69, .67, .60, .56,
(SPJ, ToTAL, H, C, R)®
STRUB & DouGLAs (2011) 96 -- -- - -- -
AUCs =.77,.83, .81, .68, .77
(SPJ, TotAL, H, C,R)*
WILSON, HART, ET AL. (2009) 131 - - - - AUCs =.59-.68 --
FORENSIC PSYCHIATRIC
AUCs =.72, .56, .72, .66
ALLEN & HOWELLS (2008) 62 20.9 14.4 4.7 3.6 -

(ToTAL, H, C, R)**

CONTINUES ON NEXT PAGE WITH MORE FORENSIC SAMPLES

37



HCR-20 REVIEW AND ANNOTATED BIBLIOGRAPHY

MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR TOTAL H SCALE C ScALE R SCALE
IRR (ToTAL) =.81
BELFRAGE (1998) 43 28.8(6.2) 13.8(3.3) 55(2.2) 6.6 (2.0) -
a (TotAL) =.95
BrowN (2001) 172 22.7 (6.5) 12.8(3.6) 4.5(2.5) 5.4(2.7) - ICC(H)=.80
CESNIENE (2010) 118 14.96 (6.56) 8.42 (3.61) 2.57(2.16) 3.89(2.55) AUCs(H,C,R,))=.72,.69,.58 --
CHU ET AL. (2011) 66 - - . - AUC (C) = .68"™ -
CHuU, DAFFERN, OGLOFF 16
70 - - - - AUCs (ToTAL) =.62 - .78 --
(2013)
CLAIX ET AL (2002) 86 23.3(6.3) 12.4 (3.8) 5.0(2.2) 6.0 (2.0) rror = .30 W/ ASSAULT ICC (ToTAL) =.73
. 60"  21.97(5.60) 13.75(3.17)° 4.65(2.65)  3.54(1.74)"
CROCKER & COTE (2009) c c c c c - ICC (ToTAL) = .87
36 23.7 (5.94) 14.4 (3.59) 4.67 (2.41) 4.67 (2.03)
DE BORBA TELLES, FoLINO, AUCs =.73, .65, .75, .69
18 68 23.32(6.91) 12.35(3.89) 4.65 (2.37) 6.32(1.99) --
TABORDA (2012) (TotAaL, H,C,R)
DERNEVIK (1998) 66 -- -- -- -- -- IRR=.76-.96
o 227657 MULT R = .66 B/w HCR &
DERNEVIK ET AL (2001) 8 -- -- -- -
26.3(6.1) FEELING CHECKLIST
Iror = .32 (INPATIENT)
DERNEVIK ET AL. (2002) 54 23.1(5.8) 12.6 (3.5) 5.7(2.1) 4.8 (1.7) -
AUC = .84 (COMMUNITY)
- ICC=.83,.71, .83,.88,.75
DESMARAIS ET AL. (2010) 120 2490(6.59) 13.82(3.41) 4.81 (2.51) 6.19(2.36) AUC=.66-.80
(SPJ, TotAL, H, C, R)
) AUCs = .80, .73, .74, .77, .79 ICC (TWENTY FOUR CASES) =
DESMARAIS ET AL. (2012 120 2490(6.59) 13.82(3.41) 4.81 (2.51) 6.19 (2.36) 2
(ToTAL, H, C, R, SPJ) .71, .88 (ToTAL, C)
DE VOGEL ET AL (2001) 60 26.1(6.5) 14.6 (3.3) 5.3(2.2) 6.1(2.1) -- IRR (ToTAL) =.79
23 AUC (ToTAL) = .82 IRR (ToTAL) = .83
DE VOGEL ET AL (2004) 120 22.81 32.0 12.67 16.0 3771 7.0 567 9.1

AUC (SPJ)=.79

IRR (SPJ) =.73

CONTINUES ON NEXT PAGE WITH MORE FORENSIC SAMPLES
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MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR ToTAL H ScALE C SCALE R ScALE
DE VRIES ROBBE, DE VOGEL & 21
126 -- -- -- -- AUCs =.68 - .81 -
DE SPA (2011)
DE VRIES ROBBE, DE VOGEL, 25
325 - - - - AUC (ToTAL) =.79 -
VAN DEN BROEK (2012)
DE VRIES ROBBE, DE VOGEL 26 ICC (TWENTY FOUR CASES) =
188 - - - - AUCs (TOTAL) = .64 - .84
& DOUGLAS (2013) 74
. AUCs =.72, .66,.73,.72
DoLAN & FuLLAM (2007) 136 20.5(6.1) 10.1 (3.5) 5.91(1.88) 4.52 (1.58) -
(ToTAL, H, C,R)
DOLAN & KHAWAJA (2004) 70 19.4 (5.7)% 11.8(3.7) 3.3(2.2) 4.1(1.5) AUC (TOTAL) = .67 - .85%° -
a (ToTAL) =.78
DOUGLAS ET AL. (1998) 175 24.6 (5.8) 12.5 (3.6) 5.5(2.5) 6.6 (2.3) Obbs=2.2-3.7 IcC = 81
20 AUC (ToTAL) =.67-.70 IRR (ToTAL) =.85
DOUGLAS ET AL. (2003) 100 24.7 (4.6) 14.4 (2.8) 4.7 (2.0) 5.9(1.5)
AUC (SPJ) = .68 -.74 IRR (SPJ) = .61
FAGAN ET AL. (2009)** 81 21.1(9.2) 14.3(5.8) 4.5(3.3) 2.5(2.6) AUC (ToTAL) =.760 - .796 -
o 26.60 (4.5 14.92(2.2) 7.28(2.0) 4.36(1.8) AUCs=.66-.88"
FITZGERALD ET AL. (2009) 70 c c c c c -
23.71 (6.0) 14.29 (3.6) 5.60 (2.5) 3.89(2.2)° AUCs=.42-.67
AUC (ToTAL) = .61%
Fuai, LICHTON ET AL. (2004) 169 -- -- -- -- IRR (12 cAses) = .94
AUC (SPJ)=.70
AUC (AA) = .58
FuJil ET AL. (2005)** 169 - - . - AUC (EA) = .64 -
AUC (NAH) = .73
GRANN ET AL. (2000)35 404 -- 11.8(3.7) - -- AUCs=.66-.71 -
AUCs = .61, .62, .48, .62
GRAY ET AL (2004) 315 19.9 (7.0) 11.4 (4.0) 3.8(2.4) 4.7 (2.6) -

(ToTAaL, H, C, R)
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MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR ToTAL H ScALE C SCALE R ScALE
\ \ | . AUCs=.79, 81,.71, .64'
36 22.3(6.0) 12.4 (3.2) 5.9(2.1) 4.1(2.5) N
GRAY ET AL. (2007) 1,141 N N N N AUCs = .68, .69, .55, .63 IRR (ToTAL) =.80- .88
17.9 (6.3) 11.2 (3.8) 3.0(2.4) 3.7(2.6)
(Total, H, C, R)
GRAY, TAYLOR, SNOWDEN AUCs = .70, .68, .57, .63
887 18.3 (6.7) 11.3(3.7) 3.2(2.4) 3.7(2.6) 37 -
(2008) (ToTAL, H, C, R)
GRAY, TAYLOR, SNOWDEN 996 AUCs = .73, .72, .55, .70 ICC =.80, .92, .90, .85 (TOTAL,
(2011) (ToTAL, H, C, R)*® H,C,R)
39 AUCs = .56, .54, .60
GREVATT ET AL (2004) 44 19.4 (3.5) 13.2(3.2) 6.1(2.0) -- -
(HC, C, R)
Iot = -.37 w/BSI Direct IRR =.98, .92, .91, .95
HILTERMAN ET AL (2002) 62 25.2(7.5) -- -- -- )
Aggression Scale (ToTAL, H, C, R)
HILTERMAN, PHILIPSE, DE AUCs = .69, .68, .66, .62, .69
195 - - - - 20 ICCs=.74, .61 (ToTAL, SPJ)
GRAAF (2011) (ToTaL, H, C, R, SPJ)
AUCs =.80, .68, .48, .68, .70
LANGTON ET AL. (2009) 44 30.0 (4.1) 16.2 (1.7) 6.1(1.5) 7.2(2.0) -
(SPJ, TotaL, H, C,R)
AUCs = .68, 48, .68, .70, .80
LANGTON (2011) 44 30.0(4.1) 16.2 (1.7) 6.1(1.5) 7.2(2.0)
(ToTAL, H, C, R, SPJ)
AUCs =.72, .68, .67, .62 IRR =89.4%, 93.1%, 82.7%
LINDSAY ET AL. (2008) 212 -- 12.1 (4.4) 4.4 (.8) 3.0(1.8) .
(ToTAL, H, C,R) (H,C,R)
McDERMOTT, EDENS, ET AL. AUCs = .67, .55, .64, .67
108 23.8(6.2) -- - -- 2 IRR (R)=.86
(2008) (TotAL, H,C,R)
MCDERMOTT, QUANBECK, ET 26.93% 14.477 5.40% 7.15%
43 238 N N N N AUCs =.58-.89 -
AL, (2008) 23.89 13.85 3.98 6.05
AUCs = .67, .63, .61, .61
MOKROS ET AL. (2010) 393 -- -- -- -- ICC (ELEVEN CASES) =.89
(ToTAaL, H, C,R)
MORRISSEY ET AL. (2007) 73 22.5(4.5) - . - AUC (ToTaL) = .68; .77* -
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MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR TOTAL H SCALE C ScALE R SCALE
MULLER-ISBERNER & JOCKEL M KapPpPA (H) = .89
100 - 11.5(3.6) 5.2(1.9) - -
(2997) M KappPa (C) = .49
MULLER-ISBERNER ET AL.
(1999) 220 24.9 (5.9) 12.0(3.4) 5.3(2.2) 7.6 (1.9) PEARSON R1or .20 - .40 KaPPA (HCR) =.72
45 AUCs (TOTAL) =.68 - .77
NICHOLLS ET AL. (1999) 125 20.0(5.3) 11.2 (3.6) 5.1(2.5) 3.2(1.2) -
PEARSONT=.31-.46
Nowak & NUGTER (2011) 104 -- -- -- -- AUC (ToTAL) =.70 -
OLSSON ET AL. (2013) 267 -- -- 5.82 (2.15) 8.50(2.19) -- -
AUCs =.78,.74,.72, .71, .69 ICC=.74, .90, .85, .74, .84
PEDERSEN ET AL. (2010) 107 2454 (7.57) 13.59(3.84) 4.88 (2.56) 6.07 (2.40)
(SPJ, TotAL, H, C,R) (SPJ, TotAL, H,C,R)
AUCs = .66, .68, .62, .58, .56
PEDERSEN ET AL. (2012) 81 25.05(6.86)  13.73(3.48) 5.42 (2.48) 5.88(2.18) 45 -
(ToTAL, H, C, R, SPJ)
47 8 IRR (FIvE CAsEs) = .86, 1.00
PETERSEN ET AL. (2012) 41 -- 12.45 -- -- AUC (C)=.78
(C,/R)
PHAM (2001) 80 -- -- -- -- AUC (ToTAL) =.78 -
AUC (ToTAL) = .67
PHILIPSE (2002) 69 -- -- -- -- 9 IRR (ToTAL) =.90
AUC (MobpIFiED) = .90
REIMANN & NUsSSBAUM
130 24.44(7.17)  11.90(3.86) 5.41 (2.59) 7.13(2.39) - --
(2011)
ROSS ET AL. (2001)*° 103 20.2 (5.6) 12.7 (3.5) 3.5(2.1) 4.1(2.3) AUC (ToTAL) =.57;.76 -
SCHAAP ET AL. (2009) 45 24.8 (5.8) -- -- -- AUCs = .41 - .68 ICC=.98
SCHARIN (1999)" 49 - - - - OpDs = 9.63 -
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(2009)

MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR ToTAL H ScALE C SCALE R ScALE
SELENIUS, HELLSTROM, - 26.67(5.05)° 15.11(3.41)° 6.06(1.51)°  5.05(2.01)°
BELFRAGE (2011)° 23.43(4.88)"  13.57(3.46)" 5.21(2.46)"  4.64(1.60)"
SNOWDEN, GRAY, TAYLOR AUCs =.71, .70, 54, .69
53 1016 18.5(6.5) 11.3(3.7) 3.3(2.5) 3.8(2.6) ICC (NINETEEN CASES) = .80
(2010) (ToTAL, H, C,R)
63° 24.8 (7.0)° 12.9(3.6)° 5.1(2.6)° 6.7(2.9)>  NO DIFFERENCE B/W MEN AND .
STRAND & BELFRAGE (2001) A A A N A KENDALLG TAU-B = .67
85 25.5(7.9) 13.8 (4.2) 5.0(2.5) 6.7 (2.8) WOMEN ON SCALES
AUC (ToTAL) =.80 N
STRAND ET AL. (1999) 40 26.4 (8.0) 14.4 (4.4) 5.2(2.5) 6.8 (2.7) ~ KENDALL® TAU-B = .69
CoHENG d =1.19
AUCs =.72, .68, .67, .62 IRR =89.4%, 93.1%, 82.7%
TAYLORET AL (IN PREP) 212 19.54 12.09 (4.43) 4.41 (2.40) 3.04(1.78) 4
(ToTAL, H, C,R) (H,C,R)
ICC =.96, .97, .94, .96
TELLES ET AL. (2009) 30 23.73(6.25) 13.10(3.50)  4.83(1.97) 5.80(2.09) --
(ToTAL, H, C,R)
TENGSTROM (2001) 106 -- -- -- AUC (H) =.76 -
THOMSON ET AL. (2008) 164 - 13.38 (3.43) . - AUC (H) = .53 - .80 -
AUCs = .67, .58, .64, .66 a (TotAL) =.79
TIEGREEN (2010) 54 19.65(6.46) 12.37(3.72) 4.91(2.62)  2.35(2.18) "
(ToTAL, H, C,R)
URHEIMET AL (2003) 51 23.5(6.8) 13.8(4.3) 5.9 (1.9) 3.9(20) AUCs=.82,.77,.73,.76° -
VINCENT (1998) 125 22.3(6.3) 11.2(3.6) 5.0 (2.6) 6.1(2.1)  Obps=2.45 -
AUCs = .44, .42, .55, .46
VOJT ET AL. (2009) 115  25.42(5.33) 15.46(2.87) 5.22(2.43)  4.73(2.50)
(ToTAL, H, C,R)
VoJT, THOMSON, MARSHALL AUCs = .86, .68, .79, .75
109 25.22(5.1) 15.30 (2.7) 5.22 (2.4) 4.70 (2.4) o -
(2013) (TotAaL, H,C,R)
WHITTEMORE (1999) 172 -- -- -- -- WaLD =9.86 -
WILSON, DESMARAIS, ET AL.
30 24.97 (6.58) -- -- -- AUC =.72-.86 --
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MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR ToOTAL H ScALE C SCALE R ScALE

WINTRUP (1996)%°

CORRECTIONAL

BASDESKIS-JOZSA ET AL
(2013)

BELFRAGE, FRANSSON, & a1 26 CoHENG d =1.70, 1.00, 1.14,
STRAND (2000) 1.22 (ToTAL, H,C,R)

c (2009) 304°  202(7.48)° 121(429)° 3.11(211)° 5.03(242)° AUCs=.70,.61,.67°%
OID ET AL. -
1353*  19.1(7.80)* 11.1(456)* 3.39(2.15" 4.50(255* AUCs = .67,.69,.67"

53  25.84(6.23)% - - - - -

COIDETAL. (2011)
ICC.1=.92,.92,.74,.70

COOKE ET AL. (2001)%* 250 - 10.9 - - AUCs = .69 - .74
(ToTAL, H, C,R)
22° - 11.7 (4.3)° 3.9(2.2)° -
. 65 E E E AUCs = .83, .61 (H, C) ICC.1=.88(H),.71(C)
COTE (2001) 36 - 13.1(3.5) 4.8 (2.5) - N
M M M COHENGd=.29-1.4 ICC,=.93 (H), .83 (C)
19 - 16.0(3.2) 4.3(2.3) -
TAUToT = 80, RHOH = 93,
DAHLE (2002) 200 19.0 (6.5) - - - r=.25
RHOc =.73
DouGLAS & BELFRAGE CoHENG d s = (1) .89 - 1.75;
(2002)% (2) .36 - .50; (3) .08 - .44
DouGLAS & WEBSTER
67 72 - 11.9(3.3) 5.0 (2.0) - r=.3-.5;MObps (HC)=4.0 IRR (HC) =.80
(1999)
AUC (ToTAL) =.82 IRR (ToTAL) =.93
DOUGLAS ET AL. (2003) 188 20.1(7.9) 11.1 (3.9) 4.4 (2.5) 4.6 (2.8)
AUC (SPJ)=.78 IRR (SPJ) = .41
DovLE & DoLAN (2003) 129 -- -- - -- AUC (ToTAL) = .62 - .80 -
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OLIVEIRA (2011)

RUFINO ET AL. (2011)

(ToTAL, H,C,R,)"®

MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR ToTAL H SCcALE C ScALE R SCALE
. 14.1 (3.9}
DoOYLE ET AL. (2002) 87 NA N -- -- AUCs (H) = .66 t0 .70 -
11.4 (3.9)
IRR=.88-.94
DUNBAR (2003) 58 22.2(9.9) 9.4(5.7) 6.1(1.9) 6.7 (2.9) r =.33-.63
a=.86-.94
o 22.2 (6.5)% 12.8 (3.7)% 3.9(2.8)° 5.6 (2.2)° .
FREESE ET AL. (2002) 128 N N N N CoHENG d (TOTAL) = .77 -
17.2 (6.5) 10.4 (4.4) 3.1(1.9) 3.8(2.2)
AUCs = .81, .77, .79 (HC, H,
GRAY ET AL (2003) 34 -- 10.2 (3.4) 5.4 (2.6) -- C) -
r=.53,.43,.49 (HC, H, C)
o 11.78(4.44)°  8.10(3.41)° .76 (1.15)° 2.94(152)° AUCs=.78,.67,.79,.75
GuY ETAL. (2013) 5187 N N N N 7 -
18.15(6.95)" 10.40(3.95)" 2.83 (2.31)" 4.92(2.39)" (TotaL H,C,R)
HowaRrD (2007) 64 10.3(3.4)" - - - AUC (CR) = .65 - .68"° IRR (CR) = .77-1.0
INSTIT.r=.11-.32
KRONER & MiLLS (2001) 97 17.8(8.3) ICC = .85 (ToTAL)
Comm.r=.16-.39
KRONER & MILLS (2011) 248 - - . - AUC (ToTaL) =.79" -
. 22.21(6.55)% 13.07(3.88)°  4.08(2.04)°  5.06 (2.58)% 6
LIu ET AL. (2011) 1125 N N N v AUCs=.58-.70 -
17.88(7.84)"  10.37(4.69)" 3.15(2.11)"  4.36(2.48)
AUCs =.72..67,.75, .71
MILLS ET AL (2007) 83 18.3(8.4) 9.2 (4.4) 4.1(2.2) 4.9 (2.7) -
(ToTAL, H, C,R)
MiLLs & GRAY (2013)
NEVES & GONCALVES (2008) 158 15.3 (6.6) - . - AUC=.81"" -
NEVES, GONCALVES, PALMA - AUCs = .81, .83, .69, .72, .83
158  15.34(6.64) 7.52(3.70)  3.61(2.00)  4.27(2.11) -
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MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR ToTAL H SCALE C SCALE R SCcALE
AUCs =.76,.77,.74, .71
PHAM ET AL (2000) 68 20.7(9.2) 10.4 (5.0) 4.8(2.4) 5.2 (2.4) r=.85
(ToTAL, H, C,R)
AUCs =.74,.70, .62, .79
STADTLAND (2008) 86 -- -- - -- -
(ToTAL, H, C,R)
VERBRUGGE, GOODMAN T AUCs = .80, .75, .67, .75, .81
59 26.93(5.13) 14.69 (3.01) 6.15(1.74) 6.19 (1.75) 79 ICC (SEVEN CASES) = .67
DELAHUNTY, FRIZE (2011) (TotAL, H, C, R, SPJ)
VINCENT (1998) 125 23.6 (6.7) 11.9(3.8) 4.5(2.5) 7.3(1.7) -- -
3.9(2.6)° 5.8 (2.1)° ICC;1=.70(C), .58 (R
VINCENT ET AL. (2001)*° 56 - - ( )C ( )C - ' © ®)
4.7 (2.6) 5.4 (2.6) ICC,=.82(C),.74 (R)
MIXED SAMPLES
20.7 (5.6)"
CORNELIS, JOYAL, COTE 18.1 (7.1)™
81 178 cv - - - - -
(2011) 28.4(5.0)
25.5 (4.3)N
AUCs = .66, .62, .69, .43 (HC,
HILL ET AL. (2012) 90 -- -- -- -- 82 -
H,C,R)
Ho ET AL. (2009) 96 -- 13.14 (4.42) -- -- AUCs (H) = .605 - .739 --
ICC (ONE HUNDRED TEN
HO ET AL. (2013) 220 16.59 (6.80) 8.37 (3.98) 4.25 (2.30) 3.98(2.19) AUCs=.68- .70% Cases) =.57,.71, .43, .37, .73
(TotAL, H, C, R, SPJ)
84 ICC; = .85-.99 b/w raters and ICC1=.90, .94, .89, .68
HODGINS ET AL. (2001) 126 -- -- -- -- o
criteria scores (TotAL, H, C,R)
o 18.71(6.83)" 11.65(3.91)F 3.18(2.11)" 3.87(2.35"° AUCs=.67-.74"% ICC (THIRTY FIVE CASES) =
MICHEL ET AL. (2013) 248 G s G G G
19.19(7.04) 9.19 (4.50) 4.70(1.88) 5.30 (2.07) AUCs = .60 - .74 .895,.78, .52 (H,C,R)

CONTINUES ON NEXT PAGE WITH JUVENILE SAMPLES
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MEANS (SD)
STUDY / SAMPLE N VALIDITY INDICES RELIABILITY INDICES
HCR ToTAL H SCALE C SCALE R ScALE
. 10.68 (3.28)' AUCs (H) = .52 - .57'
NAGI ET AL. (2009) 49 - o - - ° -
9.25 (2.51) AUCs (H) = .66 - .82
NANAYAKKARA, O 0 HISCOLL, 25.21°%
88 234 F - - - - -
ALLNUTT (2012) 16.85
NILSSON ET AL. (2011) 100 -- -- - -- AUC (TotaL) = .71 -
o 16.91(4.32)%Y
SPEHR ET AL. (2010) 166 AV - -- - - -
16.15(4.82)
JUVENILE SAMPLES
rs=.35-.46 ICC,=.86, .88, .80, .77
MACEACHERN (2001) 108 19.7 (6.6) 7.9(3.2) 5.6 (1.9) 6.2 (2.3)
AUCs=.73-.79 (ToTAL, H, C,R)

Note 1 This table does not contain all studies reported in the Annotated bibliography. Some studies supplemental to maerstmdiesaluded. Other studies were excluded from the Table if they addr
issues dter than the relationship between the HZRand violence. The method aredults of the studies in this table are described in more detail in the annotated bibliography that follows.

Note 2 IRR = Interrater Reliability; HC = Total H Scale and C Scale musite when R Scale not availab®®J = Structured professional judgment of low, moderate, or highSiskp er scr i pt
analyses for men only; Supersciydo pde@De s etnlva tesample of anbtasyeys and esce deaatiagioof Ms antdS{ps.is ofitted.

'Superscript fAlPd denotes discharged patients withpanientsel WethubhD dhnbkwpbi ahdyfiPdéDienad
2Studyprovides AUCs for 4, 8, and 12 months. Psychopathy ltem (H7) is omitted from the AUC values reported-R RE&.

SSuperscript 88aydenoi éspslyohi at r i-stay gvifsycldatric matieatsnd ALO denotes | ong

4 AUC values wergrovided for several subgroups; range of AUC values is presented

® See also Douglas, Ogloff, & Nicholls (1997a, b)

*Superscript Vo denotes discharged patients who wer e tviolemtl ent in the community and @ANO
" Prior Supervision Failure (H10) could not be coded and was excluded from analyses.

8 AUC values were also reported collapsed across gender.

9 AUCs reported are for physical violence. The authors also present AUCs for any violence and verbal violence.

©The AUCs reported here refer to any violence perpetration, the authors also report AUCsdiaysical and physical violence.

1 gee also Nicholls, Ogloff, & Douglas (1997a, b). Table reports validity indices for community violence only.

2 See also Kassen (1996)

8 AUCs reported are for physical violence. The authors also present AUCs for any violence and verbal violence.

1 AUC is for any violence but AUCs are available for Level 1 and Level 2 violence

15 AUC reported is for any inpatient aggressitCs are also presented for interpersonal violence and verbal threat.

6 studyprovides AUCs at 1, 3, and 6 months. AUCs provided are for interpersonal aggression. The authors also present AUCfeavartthhny aggression.

YSuper scrnioptesiFonddevi duals sentenced to a forensic psychi atpsychatrichhospitalifoliowihg,a NGRMD desisisnu p e r s ¢
8 AUCs were also reported for any antisocial event.

9 Eight patients were radeby 40 clinicians, where each patient was rated by five different clinicians

2 The top mean (22.7) was derived from psychologists; the bottom mean (26.3) from psychiatric nurses.

2L AUCs are presented by the author separated by subscale and dividegttiratl aggression, physical aggression towards objects and physical aggression towards others.

22 AUCs reported are for any aggression. The authors also present AUCs separately for verbal aggression, physical aggréssibjettsy and physical aggsion towards individuals.
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ZMeans were provided for four different subgroups; range of means is presented.

2 Study provides AUCs for 1, 2, and 3 years gistharge.

% AUCs are also reported for the combined HSRPROF total score and final risk jgiient.

% AUCs were provided by the authors for violent recidivism at 1 year, 3 years, and long term.

2780 cases for followup.

Zpgychopathy Item (H7) is omitted from mean values reported for-2iCRotal and Fscale.

2 AUCs were provided for readmissi, self/collateral reports of violence, self/collateral reports-offending, and serious+effending; range of AUCs is reported.

% sample overlaps with Douglas et al. (1998); Ross et al (2001); Douglas & Ogloff (2003).

31 The means reported are takieom ljaz et al. (2009)which reported descriptive statistics from the same sample

#Super scdengesthéidar ni ng di s abl e dengtesthegntrol goupmigsyshiatricipatients fwdhiout a diagnosis of LD).

*validity indices reported are for inpatient violence.

34sample overlaps with Fujii, Lichton et al. (2004). Validity indices are for inpatient vielema function of ethnigroup. AA = Asian American, EA = Euwdmerican, NAH = Native American paHawaiian
% Thesesamples are a combination of forensic and correctional.

®Superscri pt indledualddsabtdgreugs tshugp e r s cr i pnoniitelestuatlyeisabledegoupt h e

%"The reported AUC is for violent convictions. Study provides AUCs fat .8, years followup for both violence and any conviction.

38 AUC values reported are for violent recidivism. The authors also provide AUC values for any recidivism. AUC values folembtand any recidivism are also reported separately for eablk psychiatric
diagnostic categories with a sample size larger than 100.

% Total Score is for HC composite.

40 AUC values reported are for serious (violent and sexual recidivism). The authors also provide AUCs for general recidivism.

“The reported IRRs percentagreement

“2The reported AUC is for total aggression. AUCs are also available for staff and patient directed aggression.

“Superscript ARO denotes i neuipvipdewa losd ;t hsautp err esmiidsipvt a tAeNdd idre ntoht ee sf onlolno w

“The first AUC is for interpersonal physical violence and the second is verbal/property violence.

“This sample also comprises the analyses for Vincentods (1999) forensic sample.

46 AUCs reported are for violent reconvictions. The authors also prasi®s for inpatient aggression.

" Baseline mean.

“8 AUC reported is for C score at Folledp 1 predicting violence at FollowJp 2.

“Based on a subset of most predictive items.

50 Ross et al. (2001) overlaps in sdenpith Douglas et al. (1998).

S Thesesamples are a combination of forensic and correctional.

“Superscript fiDd denotes patients with dyslexia and ANO denotes patients without dysle
% Means and AUC values were also reported separately for black and white participants.

% The reported IRRs percentage agreement.

%5 AUC values represent a range of incidents and violent offences. Authors present AUCs for any incident, any offence dténgidanys and frequency of serious incidents.

5AUC values reported for any violence, but ar@algailable for Category 1 and Category 2 violence.

5AUC values reported are for most severe episode of inpatient violence. The authors also presented AUCs for frequency.

%8 The effect size was for predicting time institutionalized, not violence.

59 AUCs reported are for serious (violent or sexual) incidents. AUCs are also provided for all incidents, minor incidents, andcion co

0 See also Douglas, Webster, & Wintrup (1996)

®1 The mean for the HC composite was 1BDE€ 3.8)

%2Mean presenteis for entire sample. Total and subscale means are also presented speartely for violent offenders, sex off@utsyésand

8 AUC values represent violent reconvictions, acquisitive reconvictions, and any reconvictions. The authors also preseneathCschle separated by gender.

¢4 Reported here for community violence only.

®Super s aderotednvoldn@rilyc i v i | p s y ¢ h iodenhatefocensiz patiante (foting not cfinkinally responsible on account of mentatidéso ) , 0@emtésméntdlly disordered offenders
 These analyses are based ommalysis of existing data sets across three samples, andMedescriptive characteristics, and reliability-efficients are not mvided here. The three d score ranges in
validity indices column refer to changes in C and R scores over time and not to any relationship with violence.

®7See also Douglas, Webster, & Wintrup (1996)

®Superscript ARO denotes i neuipvipdewa losd ;t hsautpseromsamdivdsipvt a tiieNdd idre ntohte f ol | ow

®Superscript RO denotes i neuipvipdewa losd ;t hsautp err esmdivistpvt a tiieNdd idne ntoht ee sf onlolno w

“Superscript AP0 denotes inmates that were granted parole and ANPO denotes inmates not
" AUCs reported are for parole suitability decisions.

2CR compaite.
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5The reported AUC is for violent recidivism but AUCs are available for general recidivism

"The authors also provide the AUC value tlee HCR-20 with the Psychopathy Item (H7) removed.

®“Superscript fAR0O denotes partici parpt spewh o dviamlde nitNldy dreencoft feesn dpead td wri ipragn ttsh evhfoo Idlicdw not v
® AUCs presented are for four different validation samples. AUCs are also presented separatelZARTRand NN models.

""The reported AUC is for violemecidivismbut the study provides AUCs for generatidivism re-offending, and violation of parole/probation.

"8 AUCs reported are for violent recidivism. The authors also present AUCs for genénabnviolent recidivism.

™ AUCs reported are for violent recidivism. The authors also present AUCs for general recidivism.

®®Means with superscr-bpsedRpDariehgs; tbhoseewr tbhsedbratipge.r scr i pt fACoO refer to clinician
B Superscript AF0 denote participants from forensic bestpeagscandt §Cof déwWotasndp@aNbdi déepa
respectively.

82 AUCs reported are for viof recidivism. The authors also present AUCs for general, sexual and violent sexual recidivism.

8 AUCs reported are for any violence. Study provides AUCs for any violence, verbal violence, violence against others taoohvickions at 6 and 12 monthBUCs are also available for subscales and !
ratings.

% There are 4 subsamples across different countries, with means broken down accordingly. They are not reported because of space

®Superscript AF0 denotes f ortesgeneral pspchiatric patieats.r i ¢ pati ents and AGO deno

8 AUCs were reported at 6, 12, 18, and 24 months. AUCs are also available for subscale and final risk ratings.

S%Means with superscript fAlo refer to the i nparoitpaterntsasigempl| e; those with superscript fAO0O0
BSuperscript fAF0 denotes forensic psychiatric patients and ACO denotes civil psychiatr
% Means were also provided for forensic and civil groups by recruitment location.

PSuperscript ACVO dehotebi bdxubtt mmsdandr &8AWdDtdenotes sexual murderers with adult vict
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ANNOTATED BIBLIOGRAPHY OF HCR-20"YV? RESEARCH

PROJECTS, PUBLICATIONS , PRESENTATIONS , &

UNPUBLISHED STUDIES

CIVIL PSYCHIATRIC SETTINGS

PROJECT AND SCHOLARLY WORK

Alexander, R. T., Chester, V., Gray, N. S., & Snowden,
R. J. (2012). Patients with personality disordrs and
intellectual disability - Closer to personality
disorders or intellectual disability? A three-way
comparison. Journal of Forensic Psghiatry and
Psychology23(4), 435451.

SUMMARY

Few studies have systematically examined how patients
with both intellectual disability and personality disorders
(the ID-PD group) differ from either those with a
intellectual disability alone (the ID groupy those with a
personality disorder alone (the PD group). The aim of this
study was to compare these three groups on a number of
preand postreatment variables to establish whether the
ID-PD group was more similar to the PD group or to the
ID group. Aspart of this examination group differences on
pretreatment PCL: SV and HGRO scores were
examined. Podtreatment variables included: pastease
convictions, rates of reffending at 1, 2 and 5 years, and
serious/violent reoffendingviplent offensesincluded all
those classified as violence against persons by the UK
Home Office, as well askidnap, criminal damage
endangering lifeRobbéy, rape, and indecent assault) at
two years.

This study was a retrospective case analysis of 362 patients
who weredischarged from medium secure facilities in the
UK. Of the sample, 48 subjects had both an intellectual
disability and a personality disorder, 97 had an intellectual
disability only, and 217 had a personality disorder only.
The HCR20 and PCL: SV were capfeted blind to any
outcome following discharge by research psychologists
using filebased information that was available at the time
of the patientds discharge

On the HCR20 there was strong evidence of an overall
difference between the re groups on the H, C, R and
total scores. For the HBD group, mean scores were 14.6
(SD=2.9),6.56D=2.1), 4.9 6D=2.2), and 26.03D=

5.6) on the HCRRO historical, clinical, risk, and total
scales, respectively. For the ID group, mean sco® w
11.3 D= 2.7), 5.5 6D = 2.0), 3.7 6D = 2.5), and 20.4
(SD=5.3) on the HCRRO historical, clinical, risk and total
scores respectively. For the PD group, mean scores were
13.8 §D=3.7), 3.5 6D = 2.3), 5.0 6D = 2.6), and 22.2
(SD=6.1) on tk HCR20 historical, clinical, risk and
total scores respectively. Pairwise comparisons revealed
that the IBPD group had significantly higher scores on all
HCR-20 scales compared to the ID group. Significant
differences between the iBD group and the P@roup
were only present on the C scale. Total PCL: SV scores
were 5.5 6D= 2.8), 3.7 §6D=3.1), 4.8 6D = 3.7) for the
ID-PD, ID and PD groups, respectively. ThePD group

had significantly higher scores on the PCL: SV compared
to the ID group, but thre were no significant differences

in psychopathy screening scores between thBIDgroup

and PD groups.

Convictions were highest in the PD group (37%) compared
to the IDPD (23%) and ID groups (14%). Reoffenses at
one, two and five years and a serioigént reconviction
were also more prevalent in the PD group and least
prevalent in the ID group. With regards to serious/violent
reoffense rates at 2 years, 23% of the PD group compared
to 10% of the IBPD and 3% of the ID groups reoffended.

The authes concluded that higher scores in theRD
group on the HCRO and PCLSV were likely due to the
presence of the dual diagnosis. In contrast to the two
comparison groups, the {BD group had more clinical
issues which would be relevant to the PCL: S &CR-

20. In terms of future offending and convictions, it seemed
that the IDPD group appeared more similar to the ID
f gFo@p™owelef thelalthots note that these findings should
be interpreted with caution. These results may be due to
the fact that those ith intellectual disabilities are diverted
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away from the criminal justice system and not subject to  Total scores on the HGRO (with item 7 removed) were
the same legal processes as those in the PD group. Further, strongly correlated with total scores on the PCL: BV (
because those with intellectual disability are more difficult  0.60, p < .01). The average PGR total score in the

to place they may be subject tofer restrictions than the sample was 8.79D = 6.2). The interpersondF1) and
PD group. social deviance (F2) mean scores wereSB € 3.2) and
4.7 (SD = 3.6), respectively. The average HQR total
score was 27.1§p= 5. 8) . The subscal e
were 14.4 $D = 3) for historical items, 7.25D = 2.1) for
PROJECT AND SCHOLARLY WORK the clinical items, and5.6 (SD = 2.3) for the risk
management items. Compared with naolent subjects
Arbach-Lucioni, K., Andrés-Pueyo, A., I?o_maroJCIotet, (M = 24.7,SD = 5.2), patients with aggressive behavior
E., & Gomar-Sofies, J. (2011). Predicting violence in during the followup showed higher mean total scores on
psychiatric inpatients: A prospective study with the the HCR20 M = 29.8,SD=4.8),t (72) =- 4.4,p < .001.
HCR-20 violence risk assessment schendaurnal of
Forensic Psychiatry andPsychology22(2), 203222. Point biserial () correlations were reported for each of
the instruments and violence (collapsed across physical
SUMMARY violence towards others and physical violence towards
objects) across -thonth intervals during the ongear
This study evaluated the accuracy of the HZIRand follow-up period. The HCRO taal score was found to
PCL: SV for predicting inpatient violent behavioanfy correlate more significantly with violent behavior than the
incident of physical violence/aggressitowards another PCL: SV. HCR20 total scores produced correlations with
person or propertybver a oneyear period in sample of violence ranging between .35 and .45, with higher indices
chronic adult psychiatric inpatients in Spakh= 78). This for the clinical subscale across all perioggs(between49
was the first prospective research study of the FCR6 s  and .54). The PCL: SV scores produced similar

predictive validity in a Spanish civii mental health significant relationships with violence only in the first 4
hospital. Study participants were selected on the basis of months ,, = 0.36), and were nesignificant after this
the following criteria: past violence and admission to a  period s were .18 and .21, respectively). After
long-stay unit. Participants had a mean age of 42.8 years controlling for the PCL: SV the cmelation between the
(SD = 9.7). Most participants in the sample were male = HCR-20 and violencerf, = 0.45,p < .001) in the first four
(74.4%), unemployed (97.4%), and sid[75.6%), with months dropped but remained significant (Partigl =
zero or low education level (73%). Primary diagnoses 0.32, p < .05). None of the PCL:SV correlations were
included paranoid  schizophrenia  (55%), other  significant after controlling for the HGRO suggesting that
schizophrenia (14.1%), schizoaffective disorder (10.3%), therewas a unique relationship between the HZIRand
personality disorder (10.3%), organic disorder (3.8%), and  violence that was independent of the variance in the HCR

other disorders (1.3%). Athe time of the study the 20 attributable to the PCL:SV but not vice versa.
sampl edbs mean duration of hospitalization was 1472 days
(SD=1443). For violence (collapsed across physical violence towards

others and physical violence towards aitgg, the AUCs of
The HCR20 and PCL: SV were coded by a clinical the HCR20 total score (without item 7) were .75, .69 and
psychologist using admission summaries, psychiatric .77 (all significant) for months 1 4, months 5 8 and
assessment reports, and nurse reports within the three months 9i 12, respectively. The AUCs of the PCL: SV
months prior to the beginning of the folleup period. total score were .70, .63, and .61 (only the AUC value for
Patients were followedp while in the hospital for 12 the first four month period was significant) for month$ 1
months by nursing staff who recorded violent incidents 4, months 51 8 and months 9 12, respectively. The
using a Spanish adaptation of the Modified Overt  HCR-20 final risk judgment (AUCs were .78, .78 and .77,

Aggression Scale.Nursing staff were blind téhe scores respectively) and clinical subscale (AUCs were .77, .81
on the risk assessment tools to avoid bias in data and .76, respectively) showed the highgsedictive
collection. For the purpose of this study only two validity over the entire follovwup period.

categories of aggression were considered: aggression
against propertywanton and reckless destruction of ward The authors conducted a logistic regression to examine key

paraphernalia or other possess) and physical predictors in relation to violence outcomes. The analyses
aggression against othersdlent action intended to inflict used violent behavior for each period of follayw as the
pain, bodily harm, or death upon anothéJring the one dependent measure, andaloscores and subscales of the

year followup period, 53.8% of the sample was involved HCR-20 and PCL: SV as predictors. When total HZR

in at least one physically violent incident against another and PCL: SV scores were included, only the HER

person and 35.9% were violent towards objects. contributed significantly to the prediction of physical
violence during all periods. When HER subscales and
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PCL: SV fators were entered in a new set of analyses only
clinical items remained in the model for each time period.
The same analyses were regeatusing physical
aggression only as the outcome. The results were the same
as above, the only exception being fel®months risk
management factors remained in the model but clinical
factors did not.

The authors also conducted a logistic regression to
examine whether structured final clinical judgments could
add incremental validity to the model in addition to HCR
numeical scores. These results revealed that for shorter
time periods (i.e. the first eight months) structured final
clinical judgments added incremental validity to the HCR
20 numerical scores used actuarially to predict violence in
the hospital, but that & this period the numerical scores
were robust single predictors of inpatient violence. These
results were similar when the outcome was restricted to
physical violence against persons.

This study demonstrated that the Spanish adaptation of the
HCR-20 was a useful measure for predicting the likelihood
of inpatient violence in a civil psychiatric environment in
both the short term and over a eyear period. It should

be noted that damage to property, if it is not fi@aiucing
behavior, does not matche definition of violence in the
HCR-20 manual.

PROJECT DESCRIPTION

Douglas,K. S., Isomura, T., & Koo, A. A Prospective,
RepeatedMeasures Study of Dynamic Risk Factors,
Treatbility, and Community Outcome among Civil
Psychiatic Patients.

This prospectivestudy examineslynamic risk factors for
violence, victimization, and selfarm in civil psychiatric
patients admitted to an acute stay ward in a large hospital
in Western Canada. Informed consent is obtaifrech
participarts through a detailed description of study
procedures and a brief comprehension test. Baseline data is
collected in the hospital via seakport, followed by an
interview. Patients are 1eontacted in the community for
follow-up interviews at fouweek inervals over a six
month period from the date of discharge. Folopv
information is also gathered from provincial correctional
records. Violence, victimization, and selarm are
measured using the MacArthur Community Violence
Insturment.

SCHOLARLY WORKS

Blanchard, A.J.E., Greig, D.G., & Douglas, K. (2013,
March). Getting specific about risk estimates: Risk
profile specificity using the HCR 20. Paper
presented at the annual convention of the American
T Psychology Law Society, Portland, Oregon.

SUMMARY

This study examined differences in HER scores, risk
ratings, and predictive validity across several subgroups.
The study sample consisted of 139 civil psychiatric
patients admitted to an acute stay ward in Canada. Average
age of the sample was 34 yearsodflof the sample was
male (53.2%) and Caucasian (78.4%). Primary Axis |
diagnoses were mood disorder (68.1%), psychotic disorder
(46.4%) and comorbid substance use disorder (34.1%).
Subgroups were created by grouping participants by
gender (male, femdlediagnostic category (psychopathy,
psychotic disorder, substance use disorder, antisocial
personality disorder, mood disorder), history of violence
(present, absent), and formal criminal contact (present,
absent).

The authors found that patients witByphopathy scored
significantly higher on HCRO total and subscales than
patients without psychopathy. Differences were also
observed at an item level, compared to patients without
psychopathy patients with psychopathy scored higher on
all but four itemsof the HCR20. Compared to patients
without a psychotic disorder, patients with a psychotic
disorder scored higher on the C scale and five items of the
HCR-20. Patients with a substance use/abuse disorder
scored higher on the total and H scales and 7 itefrtise
HCR-20 compared to patients without a substance
use/abuse disorder. Those with a history of formal crime
contacts scored higher on H, C, and R scales and 9 items
of the HCR20 compared to those without a history of
formal crime contacts. Patientstiv APSD scored higher

on H and R scales, and 10 items of the HZLRhen those
without an APSD diagnosis. Last, patients with a mood
disorder scored higher on 2 items of the HEZIR and
lower on 2 items relative to patients without a mood
disorder. Differeces in SPJ ratings across each of the
subgroups were reported. SPJ ratings significantly varied
as a function of gender, psychopathy, history of violence,
history of formal crime contacts, APSD, and substance
use/abuse.

The authors conducted logistic regsion analyses to
determine whether any of the sgloupings moderated
predictive validity of the HCRO0. The authors found that
history of formal crime contacts moderated HZ®R total,

but not subscale, scores. None of the other subgroups
moderated theredictive validity of the H, C, R or total
scores. AUC values of the HCED were reported for each

of the subgroups and suggest that the HtORpredicted
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violence equally across diverse subgroups.
for risk management were discussed.

Implications

Blanchard, A.J.E., Pritchard, A., & Douglas, K. (2011,
June). Homelessness as a risk factor for formal crime
contact: Strengthening the relationship of established
risk instruments. Poster presented at the annual
conference of the International Association for
Forensic Mental Health Services, Barcelona, Spain.

SUMMARY

This study examined whether a history of homelessness
improved the relationship between formal crime contact
and the HCR20, PCL: SV, Antisocial Personality
Disorder module of the Structured Clinidaiterview for

the DSM Disorders (SCID), and the Criminal Sentiments
Scale (CSS). Study participants were civil psychiatric
inpatients 0 =117, 53.0% male) admitted to the acute stay
psychiatric ward of a large hospital in western Canada.
File informationwas obtained and participants completed
an indepth interview and seteport measures to
determine if the participants had a history of any period of
homelessness (NFA) and a history of formal crime
contacts (arrests, charges, and convictionS}. the
patticipants, 32.7% had a history of ever being homeless
and 45.4% of the participants had a history of any arrests,
charges, or convictions, with 38.9% having a history of
nortviolent contacts and 17.6% having a history of violent
crime contacts.

The authes found that a history of NFA was significantly
related to an
nonviolent and violent. A history of being NFA increased
the odds of formal crime contacts by 2.99 times for any
contacts, 3.24 times for namnolent contacts, and 4.85
times for violent contactsWith respect to noswiolent
contacts, NFA added incrementally to the relationships
bet ween t he&’=R&Lp<.08V t(hge ¢CSS
= 7.66,p < .01) and the
.01) and ron-violent formal crime contact, but not to the
relationship between the HEE andnonviolent formal
crime contact. With respect to violent contacts, NFA did
not add incrementally to the relationship between violent
formal crime contact and the PCL: Sthe HCR20, and
the SCID module, but it did add to the relationship
between violent formal crime contacts and the CS@ =
4.82,p<.01).

Exploratory analyses revealed that homelessness
performed as well as other validated risk factors. When
NFA was entered in a backward stepwise logistic
regression with the PCL: SV items, NFA remained in the
final model along withtem 8 (poor behavior controls).
When entered in a backward stepwise logistic regression
with all of the HCR20 items, NFA remained in the final
model along with items H2 (young age at first violent

incident), H10 (prior supervision failure), and R4
(nonconpliance with remediation attempts). The authors
concluded that homelessness should be considered when
assessing risk for violent and general offending.

Blanchard, A.J.E., Pritchard, A., Douglas, K. &
Nicholls, T. (2012, June)Comparing shortstay and
long-stay civil psychiatric inpatients: risk and
symptomatology.Poster presented at the annual
conference of the International Association for
Forensic Mental Health Services, Miami, Florida,
USA.

SUMMARY

The present research examined differences in
symptomé#ology and risk profiles, using participants
recruited from an acute stay psychiatric ward in a general
hospital (shorstay) and various wards from a large
tertiary psychiatric hospital (lorgtay). The study sample
consisted of 124 shestay patients ith an average stay of
24 days and 90 longtay patients with an average stay of
2404 days. The shestay inpatients (52.4% male) had a
mean age of 34.36SD = 10.43). The majority were
Caucasian (80.6%) or Asian (11.3%). The kstay
inpatients (65.6%male) had a mean age of 47.8D(=
11.48). The majority were Caucasian (78.7%) or Asian
(9.0%). Participants completed a comprehensive interview
and collateral file information was also obtained. Specific
variables that were coded included official diages,
admission status, and GAF scores. The PCL: SV, 2GR

Y’ = B.84rpradl), oth n t a $TART arfd ®PRS were also scored.

Numerous differences were found between the sitast
and longstay inpatients. Longtay patients were more
likely to be admitted involuntarily %= 22.87,p < .001)
were more likely to have a psychotic disordes= 53.65,
f(<qd01) and less likely to have a major mood disordés

SEEDB.29mp&d ul e 76.5p,p < .001)or an anxiety disordef %= 7.30,p <

.001) No difference was found in the rates of substance
related discders. Additionally, lonestay patients
evidenced lower mean GAF scores on admission (37.95
vs. 43.39) and higher mean BPRS scores (50.41 vs. 44.08).
As a measure of onset of iliness, the latgy patients on
average were younger when first hospitalizedr f
psychiatric reasons (23.18 vs. 27.19). As well, istay
patients were also more likely to have three or more prior
psychiatric hospitalizations compared to the shtay
patients.

On average the lorgtay patients scored higher on both
the PCL: SV 10.36 vs. 6.97) and the HER (23.61 vs.
17.72). With respect to subscale scores, the -kiay
patients received higher H scale scores (11.91 vs. 9.25),
higher C scale scores (6.11 vs. 4.32), and higher R scale
scores (5.51 vs. 4.24) than the sksidty patients. In
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addition, on the START the lorgtay patients received
higher vulnerability ratings (19.35 vs. 17.20) and lower
strength ratings (13.48 vs. 20.53). Standard deviations
were not reported.

With regards to the HCRO final risk judgments, the g

stay patients received higher risk ratings for future
violence ( %= 26.10,p < .001) With regards to the
START final risk judgments, differences were found on
several ratings. Longtay patients were judged to pose
greater risk of going AWOL( %= 2264, p < .001) and
engaging in self negle¢ts= 24.12,p < .001) In contrast,
long-stay patients received lower ratings with regards to
their likelihood of committing self harri %= 10.13,p <

.01), attempting suicide( 5= 37.99, p < .001) and
engagimy in substance use%= 15.47,p < .001) Finally,

no difference was found between the ratings of long and
shortstay patients with regards to violence and
victimization. The authors concluded that risk assessment
tools were able to differentiate betwedong-stay and
shortstay patients and aid in management decisions.

Strub, D., & Douglas, K. (2011, June).Does gender
moderate the predictive validity of the HCRO?
Paper presented at the annual conference of the
International Association for Forensic Mental
Health Services, Barcelona, Spain.

SUMMARY

Despite advances in the knowledge and assessment
practices pertaining to male populations, the applicability
of current violence risk measures to women remains less
well understood. The current study inveated the
performance of the HGRO in a sample of 95 (49 men and
46 women) shofterm psychiatric inpatients. In particular,
this study examined whether there were gender differences
in ratings, interrater reliability, and predictive validity of
the HCR20. Using a prospective design, the H2R was
coded from interview and file reports 5 times ovenénth
intervals. Violence and other negative outcomes were also
recorded. Violence was categorized as verbal, physical or
any. Of the sample 9 men and 8 wor@@mmitted acts of
violence during the followup period. In addition, 11% of
the sample had suicide attempts, 8% had self harm
incidents and 27% had violent victimization incidents.

Overall, men had greater H and total scores, and were
more often ratedas highrisk and less often lowisk
compared to women. With regards to individual items,
men had more frequent/severe previous violence, violence
at a younger age, more substance use problems, were more
psychopathic, had more supervision failure, were emor
likely to lack support and to be noncompliant, greater lack
of insight and more negative attitudes. Compared to men,
women were more likely to find themselves in stressful

circumstances in the future. Means and standard deviations
were not reported.

Correlation and logistic regression analyses indicate that
HCR-20 components yielded significant models for all
violence outcomes, except the final risk judgment and C
scale for verbal violence. Logistic regressions analyzes
were also conducted to determindether gender had a
moderating effect on the relationship between the ¥0OR
and violence. There was no effect of gender on the
relationship between any of the HEZR®R components and
violent outcomes in the sample. HZR components
generally predicted immence of violence (especially any
and physical violence). There was no effect of gender on
the relationship between HCER components and time to
first violence (all types).

Predictive validity of each HCRO component was
reported separately for men amemen for each violent
outcome. For men, AUC values of HER total scores
were .69, .83, and .74 for any violence, physical violence
and verbal violence, respectively. For women, AUC values
were .60, .69, and .85 for any violence, physical violence
and \erbal violence, respectively. For men, AUC values of
H subscale scores were .66, .81, and .72 for any violence,
physical violence and verbal violence, respectively. For
women, AUC values of H subscale scores were .71, .67,
and .72 for any violence, physicgiolence and verbal
violence, respectively. For men, AUC values of C subscale
scores were .62, .68, and .58 for any violence, physical
violence and verbal violence, respectively. For women,
AUC values of C subscale scores were .65, .60, and .61 for
any \olence, physical violence and verbal violence,
respectively. For men, AUC values of R subscale scores
were .72, .77, and .80 for any violence, physical violence
and verbal violence, respectively. For women, AUC values
of R subscale scores were .60, .69da58 for any
violence, physical violence and verbal Vviolence,
respectively. For men, AUC values were .61, .85, and .63
of final risk ratings for any violence, physical violence and
verbal violence, respectively. For women, AUC values
were .62, .63, and5 of final risk ratings for any violence,
physical violence and verbal violence, respectively.

AUC values for other negative outcomes (suicide attempt,
selfharm, violent victimization) were also reported. The
HCR-20 seemed to predict violent victimtian
(particularly in men) and selfirected aggression
(particularly suicide attempts) in women. The authors
concluded that results support the use of the F¥20Rvith
psychiatric patients of both genders.

PROJECT AND SCHOLARL Y WORK
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Doyle, M., Carter, S., Shaw, J., & Dolan, M. (2012).
Predicting community violence from patients
discharged from acute mental health units in
England. Social Psychiatry ad Psychiatric
Epidemiology 47(4), 627637.

SUMMARY

This prospective cohortiiedy investigated the validity of
historical, dispositional, and clinical factors for predicting
community violence in an acute mental health sartipte

114) in the UK up to 20 weeks pedischarge. Baseline
assessments were completed by researchers inogpital

and were based on an interview with the participant and a
review of case records. Risk factors were measured using
the following scales: HCRO, PCL: SV, VRAG, Violence
Risk Scale (VRS), Novaco Anger Scale (NAS), Barratt
Impulsiveness Scale (B)S Positive and Negative
Syndrome Scale (PANSS), Brief Michigan Alcohol Screen
Test (MAST) and Drug Abuse Screening Test (DAST).
Violent behavior was measured with the MacArthur
Community Violence Instrument using information
collected through participarself-report, case records, and
collateral information. In this study, violence was defined
as any acts that included battery, sexual assaults, assaultive
acts or threats made with a weapon.

The study sample had a mean age of 40.5 years. A
majority of the sample was male (62.3%), Caucasian
(91.2%) and had a primary diagnosis of schizophreniform
disorder or manidipolar disorder (55.3%). Only 4.4% of
the sample had a personality disorder primary diagnosis
and 28.9% of the sample had a history of serioustanbe
misuse. The mean length of inpatient stay was 77.8 days
(SD = 98.34) and 82.5 % of participants were discharged
within 10 weeks of the baseline assessment. In the 20
week period postlischarge, 56 violent acts were recorded
committed by 25.4% of theample. There were a mean
number of 1.9 violent acts per participant.

Inter-rater reliability was conducted on a subset of 20 cases
for the historical items of the HGRO and the PCISV.

ICC values were satisfactory for the historical items of the
HCR-20 (0.97) and PCL: SV total (0.97). The intater
reliability between three raters based on 7 cases was also
calculated for the VRAG, HCIE, HCRR, and VRS. ICC
values were 0.99 for the VRAG, 0.85 and 0.83 for the
clinical and risk management items of tHER-20, and

0.96 for the VRS.

Mean scores on all the risk measures were significantly
different between the violent and nwiolent group. With
regards to HCRO total scores, violent participants had
significantly higher scores on the HER M = 1524, SD

= 8.08) compared to neviolent participantsNl = 10.37,
SD = 6.26),t (112) =- 3.12,p < .01. Violent participants

(M = 7.97,SD = 4.50) also had higher scores on the

historical subscale compared to nAdolent participants

(M =5.58,SD=3.37),t (112) =- 3.01,p < .01. The same
pattern of findings was also obtained for total scores on the
VRAG, VRS, and PCL: SV, with violent participants
scoring significantly higher on measures of risk.

ROC analyses revealed that all the risk scales signtfica
predicted postischarge violence; however the HCR
total score had the largest (though comparably sized) AUC
value of all the measures (AUC = .§7,< .01) and the
HCR-20 Historical sukscale was the only measure of
historical factors found to sigfitantly predict post
discharge violence (AUC = .6@,< .05). Using a median
split at 10, the odds ratio of the HER for any violence
was 3.02. The odds ratio was not reported for VRAG total
scores (AUC = .65p < .05) or VRS total scores (AUC =
.66, p < .05). Other measures that were predictive of-post
discharge violence were the NAS (AUC = .¢8< .01),

BIS (AUC = .66,p < .05), PCL: SV Factor 2 (AUC = .64,

p < .05), and PANSS Aggressive sabale (AUC = .65p

< .05). When controlling for age an@mger in a logistic
regression analysis, in each case the abovementioned
significant scales and factors remained predictive of-post
discharge violence.

The authors examined the association between the
frequency of violence up to 20 weeks pdscharge
compared with the independent variables. Frequency of
violence significantly correlated with HGBO total score

(r = 0.44,p < .05), but not VRAGIK(= 0.32,p > .05) or the
VRS risk measureg € 0.36,p > .05). Of the disposition
factors, only PCL: SV total(r = 0.39, p < .05),
interpersonal (= 0.37,p < .05), and social deviance sub
scales (= 0.37,p < .05) were significantly correlated with
frequency of violence. The PANASS total£ 0.51,p <
.01), positive = 0.51,p < .01), and aggressive subs=l

(r = 0.61,p < .001) were also significantly correlated with
frequency of violence. There was also a significant
correlation between the clinical items of the HZ® and
frequency violencer(= 0.51, p < .05), but neither the
MAST (r = 0.01,p > .05) ror the DAST ( = 0.07,p > .05)
significantly correlated with the frequency of violence
postdischarge.

The authors concluded that risk scales found to be
predictive of community violence in forensic samples were
also predictive of postdischarge violene in acute mental
health patients in England. In particular, the H2Rtotal
was a significant predictor of risk, supporting the use of
dynamic and static risk factors in violence risk assessment
with this sample. The authors note that despite significant
correlations between the HER and frequency of post
discharge violence, a high false positive rate (65%) was
evident at the median split. Thus the predictive power of
the HCR20 was only moderate when compared with

larger effects found in similar studie
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GarciaiMansilla, A., Rosenfeld, B., & Cruise, K. R.
(2011). Violence risk assessment and women:
Predictive accuracy of the HCR20 in a civil
psychiatric sample. Behavioral Sciences andhe
Law, 29(5), 623633.

SUMMARY

From the authorsé pemonst@atedt i
that the HCR20 has moderate to strong predictive
accuracy in men, however the utility of the H2R has

not been conclusively established in women. This
retrospective study utilized data from the MacArthur Study
of Mental Disorder and Violemcto examine whether an
abbreviated version of the HER was a valid indicator of
violence risk in women. The fivitem risk management
scale and the historical i
(H10) could not be scored due to missing data, and thus
were omitted from subsequent analyses. As such, only 14
of the 20 items of the HGCRO were scored. The
dependent variable in this study was violence (coded as
present or absent) from during the-&6ek followup
period. Violence, as defined by the MacArthundst (i.e.

acts of battery that resulted in physical injury; sexual
assaults; and assaultive acts that involved the use of a
weapon; or threats made with a weapon), was coded as
present if there was any physical violence to others by the
discharged patierih the community.

Of the original 1,136 participants enrolled in the
MacArthur study, 185 participants did not complete at
least one of the five followp interviews and were
excluded from the sample. An additional 124 patients were
also excluded due tmissing data on the PCL: SV and
BIS-11, instruments which were used to code two items of
the HCR20. The final study sample consisted of 827
patients (477 males and 350 females) who had at least one
follow-up. The average age of the participants was 29.8
(SD = 6.2). Of the sample, 68.7% were Caucasian, 29.1%
were African America and 2.2% were Hispanic. Primary
diagnoses were psychotic disorder (20.4%), unipolar mood
disorder (42.8%) and bipoloar disorder, mania or
cylothymia (12.1%). Men compared to womerere more
likely to have a psychotic disorder and/or substance abuse
diagnosis, significantly higher scores on the PCL: SV,
more prior arrests, and have committed a higher number of
violent acts. At least one incident of violence was reported
for 155 indivduals (18.7%) during the 20 week follow up
period, committed by 22.2% of men compared to 14.0% of
women.

To examine whether men and women would score
differently on individual items of the HGRO the authors
conducted an ANCOVA, controlling for race carage.
Results indicated there were significant gender differences
for eight of the 14 items analyzed. Men scored higher than
women on previous violence (H1), substance use problems
(H5), psychopathy (H7), and negative attitudes (C2).
Women scored highehan men on relationship instability
(H3), employment problems (H4), major mental illness
(H6), and early maladjustment (H8). Despite significant
differences at the item level, there was no significant main
effect for gender (i.e., difference in averagerssp for the

HC (Mpyen = 14.09,SDyer= 3.85, Mwomen= 13.93,SDwomen

2 654)1 H Mere:a9F681 HSDvn a=s2.79, Mwomen= 9.79

SDwomen= 2.59), or C subscale scord8yfo, = 4.42, SDyen
= 2.05,Myomen= 4.15, SDyomen= 2.04) of the HCR20.

For the samplesaa whole, AUC values were moderate to
poor (.66, .68, .54 for the HC total, H and C scales,
respectively, allps < .05) There was no significant
difference between HC and H AUC, however the

tcempined MG tpta) scoreswas ségpifigantty imere acaurate | u r

in predcting violence than the C scale total score (p <
.001). Likewise, the AUC was significantly higher for the
H scale than the C scale (p <.001). When the H, C and HC
scales were analyzed separately by gender, the HC total
score yielded an AUC of 0.6® & .001) for men and 0.60

(p <.05) for women. The difference in AUC values was not
significant. The AUC for the H scale was significantly
greater for men (AUC= 0.7 <0.001) than for women
(AUC=0.60, p <.05). There was no difference between
men and women fothe C scale (AUC = 0.54 vs.
AUC=0.52, respectively, botps > .05). AUC estimates
were also reported separately for gender for each of the
individual HC items. There were no significant differences
in AUC estimates between men and women on any of the
items.

Results suggested that the H@R is slightly, but not
significantly, better for evaluating future risk for violence
in men than in women, although the magnitude of the
gender differences was small and was largely limited to
historical factors. In atition, HCR20 ratings were made
in an atypical manner, using proxies derived from a pre
existing data set that was not collected in order to inform
ratings on the HCRO. The authors concluded that the
results do not indicate that the HE2R needs to beatlored

for use in women or that it should not be used in women,
but they do highlight that the HGCRD should be used
cautiously and with awareness of its potential limitations
in women.

SEEALSO
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Garcia-Mansilla, A. (2011). Can we assess risk for
violence in women? Predictive accuracy of the
HCR-20. Dissertation Abstracts International72.

PROJECT AND SCHOLARLY WORK

Hartvig, P., Alfarnes, S. A., Skjonberg, M., Moger, T.
A., & Ostberg, B. (2006). Brief checklists for
assesing violence risk among patients discharged
from acute psychiatric facilities: A preliminary
study. Nordic Journal of Psychiatry, 60243-248.

SUMMARY

The authors aimed to construct a brief checklist to use in
civil psychiatric settings. The sample comprised
patients (N = 509) residing at a shet¢rm inpatient unit in
Oslo, Norway during a ongear period. The final sample
consisted of the 110 patients for whom complete data were
available. Participants were 55 women and 55 men whose
mean age was 38.3 yegSD= 12.9, range: 197).

The authors constructed a-B3t e m
(PS) measure that consisted of all the HZIRitems
except H7 Psychopathy, 6 items from the Br@dset Violence
Chedlist (BVC; Almvik, Woods, & Rasmussen, 2000),
and 8 addit on al it ems based on
experience and their review of the literature. PS items are
scored using the same 0, 1, 2 criteria as the QR
Physicians or pghologists responsible for each

participantos

Raters were trained in use of the measure. Protocols were

excluded from analyses if there were missing data on more
than six items. To assess interrater reliability, eight of the
raters (the total number of raters was not specified) made
independet ratings of the same 15 abridged real case
stories. An ICC of 0.86 for the whole instrument was
obtained.

Data on patientsd violence
every three months over a oeyear period. Information

about violent outcome was based o pati ent s 6
during afterc ar e consul tations

information from family or
as lkeing verbally and/or physically violent towards others.
Physical violence referred to any physical attack on a
person. Na-physical violence was operationalized as

threats to harm a person, verbal attacks and attacks on

objects that could induce fear in a person nearby.
However, all angls es wer e based on
violence, 0 which included

The mean total score of the-88m PS was 15.9SD =
8.2; range: 42). Approximately onguarter of

treat meschargec ompl et ed

partidpants ( = 29; 26%) engaged in at least one violent
act during followup M = 2.2, SD = 1.6; range: 7).
There were 12 violent women and 17 viglenen. Of the
29 violent patients, 13 (7 women, 6 men) had been
physically violent; 14 (4 women, 10 men) had exhibited
only verbally threatening behaviour; in two cases, the
nature of the \dlent act was not specified.

Odds ratios (OR) for any violencerf the 33item PS

ranged from 0.7 (HCRO R3 Lack of Personal Support) to
12.8 (fiPresent substance useo
HCR-20 items was for H1 Previous Violence (OR = 7.0).

The other items for which statistically significant ORs

were obtainedwere: HCR20 H2 Young Age at First

Violent Incident (OR = 3.8); HCR0 H5 Substance Use
Praolems (OR = 2.9); HCRO H10 Prior Supervision

Failure (OR = 2.8); HCRO C1 Lack of Insight (OR =

2.7); BVC item Verbal Threats (OR = 4.8); BVC item
Physical Threat ( OR = 5. 0); HASuspicio
AiLack of Empat hy-80 Rl ©l&1s Eack3 . 3 ) |
Feasibiity (OR = 2.4); and HCR0 R5 Stress (OR = 3.6).

AUC values associated with engaging in any violence
were 0.71 1p < 0.01) using the 38em PS and 0.73p(<
0.01) using the 19 HCRO items. AUC values higher than

Apr el i mi n athey.71sasshcatecewith the whole PS were obtained when

various combinations of items with significant ORs were
used. More specifically, combinations of 4, 6, and 8 items
yielded AUCs of 0.77, @7, and 0.76, respectively (gll<
@.01)e The authbr® arguéd thatl their idataa support the
possibility of developing a brief screening instrument
specifcally for use in acute psychiatric units.

PS ratings at di
PROJECT AND SCHOLARLY WORK
Jovanov i 1 A. AL, Togevski, D.
Damjanovil , A., &PGadvi |LaMj e
nasilnog ponaganja veterana

p o Predintn avjolenae if

n%qr]erﬁUfn tii)? s\tl(leas]\s]? di(s’ogdf:-r]l. ect e

egled: itary edical = &

stresnim

el iy

Vojnosanitetski

s ePh rmaceéfi:?% ?loturnal of Serbia & Montenegro,
1), 1320
an Spontaneous
friends. o0 Violence was define
SUMMARY

As the HCR20 is used on various psychiatric populations
in practical settings, this study investigated the accuracy of
the HCR20 in a sample of veterans sufferingorfr

t pogttraymgtiy steegs disasder {RTRR). This population is
v i kgowne 9 cexhibip lostility, negative affegtpagd violent

behaviour, as well as increased risk for violence when
compared to control samples.

56



HCR-20 ReEVIEW AND ANNOTATED BIBLIOGRAPHY

Using a prospective design, 104 male veterans diagnosed
with PTSD were assessed using the HZIR Participants

had a mean age of 35 yea&D(= 10.2), most of whom
were married, employed, had children, and previously
competed secondary school. Violent outcomes were
assessed bimonthly for a one year period. @& t
participants, 67% perpetrated at least one violent act in the
follow-up period, while 56% perpetrated at least one act of
physical violence.

Interrater reliability was assessed on a subset of 52
participants. ICCs are reported for the total score (lCC
.95) and for each subscale separately (H = .96, C = .75, and
R = .88).ThelCC for the final risk judgments was .88.

Predictive validity was examined in several manners. The
authors report AUCs for any violence, nphysical
violence and physical violee, each separated by subscale
and total score. For any violence, AUCs were .79, .85, .83,
.70, and .71, for the final risk judgments, total score, H
scale, C scale, and R scale, respectively. Forphysical
violence, the AUCs were .73, .82, .81, .70d a9, again

for the final risk judgments, total score, H scale, C scale,
and R scale, respectively. Finally, for physical violence,
the AUCs were .76, .86, .86, .73, and a@fin for the final
risk judgmentstotal score, H scale, C scale, and R scale,
respectively.

Additionally, for each of the violence indexes a logistic
regression was conducted to determine which items were
independently significant predictors of violence. With
regards to the perpetration of any violence, three variables
were found tdbe predictive: R3 (lack of personal support)
with €” = 2.389, H1 (previous violence) wid} = 38.642

and R5 (stress) witle” = 2.597. With regards to the
perpetration of noiphysical violence, three variables were
found to be predictive: R3 (lack of persal support) with

e’ = 2.676, H1 (previous violence) witf = 12.898 and

C5 (unresponsive to treatment) with = 2.182. With
regards to the perpetration of physical violence, three
variables were found to be predictive: C1 (lack of insight)
with €® = 3851, H1 (previous violence) wite’ = 10.398

and R5 (stress) witd’ = 2.374.

The authors concluded that the results support the use of
this instrument with this population, as the results were
comparable to those of other forensic psychiatric, civil
psychatric and correctional samples.

PROJECT AND SCHOLARLY WORK

Martinaki, S., Ch, T., Ploumpidis, D., Douzenis, A.,
Tzavara, H., Skapinakis, P., & Mavreas, V. (2013).

Evaluation of dangerousness of Greek mental
patients. Psychiatiki, 24(3), 185196.

This prospective study examined the predictive validity of
the HCR20 and PCL: SV for violence and factors related
to the manifestation of violent behavior-frespitalization,
aggressive behavior, suicide attempts) over a theee
period in a sample of civil psychiatric patients in Greece.
Patients were included if the study if they were between
the ages of 18 and 70 and exhibited some form of violent
or aggressive behavior prior to their current
hospitalization. The final sampleonsisted of 295 (159
male and 136 female) individuals. Mean age of the sample
was 41.4 years. A majority of the sample was single
(68.5%), unemployed (40.3%), and had been diagnosed
with schizophrenia/psychotic disorder (46.1%). Other
diagnoses in the sgte were personality disorder (11.2%)
and cemorbid substance (20.7%) and alcohol use (22.4%).

A week prior to discharge patients were assessed with the
HCR-20, PCL: SV, and GAF using information collected
from case file, interviews with patients, clialcstaff, and
collateral informants. During the followp period,
outcome information was collected from patients and
collateral informants at-&onth intervals. At the time of
the initial assessment, mean scores on the ACRPCL:

SV, and GAF were 28.85D= 4.4), 13.4$D=4.7), and
48.4 ED = 10.3), respectively. At the time of the second
assessment, mean scores were 28B <X 3.0) and 14.4
(SD = 4.3) on the HCRO and PCL: SV, respectively.
Total scores on the HCRO and PCL: SV were
significantly positively correlated r(= .61, p < .001), in
addition all factor and subscale scores were significantly

positively correlated. Internal consistency, using
Cronbachoés al pha, was .70, .
and R scal es, resphlacwas noe | vy .

reported for the PCL: SV.

During the three year followp period, 44.4% of the
samplevere rehospitalized. Although rates of violence
were not reported, the authors note that the most common
form of violence was aggression towards others ¢twvhi
occurred in 82.4% of participants who were violent). Rates
of suicide (attempts, completion) were not reported. Both
the HCR20 and PCL:SV total and subscale scores were
found to be significant predictors of hospital readmission,
suicide attempts, anviolent behavior. With respect to-re
hospitalization, AUC values were .57, .57, .56, .63, .59,
.60, and .59 for PCL: SV Total, Factor, Factor 2, HZIR
Total, H, C, and R scales, respectively. All scales except
Factor 2 of the PCL: SV were significaniVith respect to
suicide attempts, AUC values were .53, .56, .54, .68, .57,
.62, and .70 for PCL: SV Total, Factor, Factor 2, HZR
Total, H, C, and R scales, respectively. All scales except
the HCR20 C scale were significant. With respect to
violence,AUC values were .66, .66, .61, .68, .65, .60, and
.63 for PCL: SV Total, Factor, Factor 2, HER Total, H,
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C, and R scales, respectively. All scales were significant.
Results of a series of logistiegressions indicatiethat
increases on the HCGRD Tdaal scale significantly
increased the probability of readmission to the psychiatric
unit, probability of successful suicide, and aggressive
behavior.

This study was the first in Greece to test the validity of the
HCR-20. The authors concluded that tresults provide
strong evidence that the HER is a good predictor of
violent behavior in psychiatric patients, and therefore
should be used by clinicians in routine clinical practice in
Greece.

PROJECT AND SCHOLARLY WORK

McNiel, D., Gregory, A., Lam, J., Binder, R., &
Sullivan, G. (2003). Utility of decision support tools
for assessing acute risk of violence. Journal of
Consulting and Clinical Pgchology, 71945-953.

SUMMARY

These authors used a pseymtospective design to
evaliate the utility of three decision support tools for
assessing acute risk ofolence: the HCR20, the PCLSV,
and the McNieBinder Violence Screening Checklist
(VSC). 100 patients from a universityased, shoiterm
psychiatric inpatient unit werased as partipants. The
design used a casentrol method of sampling in which 50
individuals who had been physically assaultive were

matched with 50 cases who had been nonviolent patients.

violence was
The

For this study, the definition of
operationalizedas physical attacks on persons.
median length of hosglization was 9.5 days.

Inter-rater reliability as measured by ICC for thevides
were: HCR20 = .78, PCLSV = .77, VSC = 1.0. The
means from the study group were: HRR total 18 §D=
6.6), HCR-20 H-scale 7.1 $D= 3.5), HCR20 Gscale 6.1
(SD= 2.3) and HCR20 Rscale 4.8 $D = 2.3), VSC 2.1
(SD = 1.3), PCLSV total score 9.18D = 5.1), PCLSV
Part 1 4.7$%D=3.0) and Part 2 4.550= 2.8).

Correlational analyses showed that the HZIRtotd score
was correlated with the PCEV total scorer(= .61;p <

.01) and with the VSCOr (= .26;p < .01). Each of the HCR
20 scales is also catated with the PCLSV total score
(H-scale ( = .56;p < .01), Gscale ( = .4;p< .01) and R
scale [ = .47;p < .01)) and with the VSC (idcale { =

.17;p <.01), Gscale { = .34;p < .01) and Rscale ( = .15;

p <.05)).

Logistic regression analyses showed that when violence
was predicted based on the total scores from the L

the HCR20 and the VSC, thabnly the VSC made an
independent contribution to the violence prediction.
Further regression analyses showed that when violence
was pedicted based on the subscale scores from the PCL
SV, the subscales of the HER® and the VSC, that the
Clinical items fom the HCR20 and the VSC made
independent contributions toolence prediction.

ROC analyses of the HCRO subscal es
.56 for the H Scale, .77 for the C Scale and .58 for the R
Scale. For the PCL:SV, the AUC for Part 1 was .66 and for
Part 2 was .55. Of these subscales, only the HIDR
Clinical items and Part 1 of the PV differed
significantly @ < .01) form the line of no information.
Compared to research using the HZR with longterm
community followup, the HCR20 had generally lwer
levels of sensitiity and specificity in this sample.

The discussion section details the need for risk assessment
tools as well the need for tools that are more appropriate
for shortterm risk assessment as opposed to-tengn risk
assessment. Howevethe C scale of the HCRO was
shown to be an important independent predictor of short
term inpatient physical glence.

PROJECT AND SCHOLARLY WORK

Moorhouse, R., Cree, A., Haque, Q., & HodginsS.
(2010, May). Evaluating the impact on risk
assessment of the HCR0 in an Assertive Outreach
Community Mental Health Team. In S. Hodgins
(Chair), Emerging limitation in the HCR20 and its
use in managing Vviolence risk Symposium
conducted at the annual conference of the
International Association of Forensic Mental Health
Services, Vancouver, British Columbia, Canada.

SUMMARY

This study aimed to examine the effect of implementing
the HCR20 into an Assertive Outreach Community
Mental Health Team. One team of mental health
professionks was provided with standard two day HQR
training and a one day refresher training after four weeks.
A control group used their standard risk assessment
process, which consisted of a short check list that falls well
below professional standards accoglito the authors.
Patientsé files in both
of the risk assessments and violent or antisocial outcomes.
Over the 12 month period, the incidence rate of violence in
the trained group was 41% compared to only 20% in the
contol group. Similarly, the incidence rate of contact with
police was 59% in the trained group and 37% in the
control group. Therefore, there were more violent acts in
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the trained group. However, it was found that only 2 risk
assessments using the H2BR wee actually conducted in

this period by the trained group. Instead, the trained group
continued to use the standard check list. Both groups did
however  generate  risk  scenarios, or case
conceptualizations, for the majority of cases. Nevertheless,
these riskscenarios did not contribute to risk management.
Overall, the authors concluded that training alone is
inadequate to change the risk assessment process utilized
in such programs, and that in order for a structured tool to
be implemented into clinical pract e a dAcul tur
the mental health staff must occur.

PROJECT DESCRIPTION

Nicholls, T. The PATHWAYS Project: Evaluating the
transition of psychiatric servies from hospital to
community.

This study examines the practicatlinical, and social
implications of transferring chronically ill patients from a
large psychiatric hospital in Western Canada to
communitybased settingsPrior to transfer, a detailed
evaluation of each patadltent o
psychidric symptoms), behavioural (e.g. suicide, self
harm, aggression, activities of daily living), and
psychosocial (e.g. consumer satisfaction, quality of life,
stigma) statuswas conducted. After moving into a
community care setting, each patiewas re-assssed
several times to detmine what, if any, changes were
found. In addition to patient interviews, information from
patients’ family members and peers afficial record
databases were also used in the study

SCHOLARLY WORKS

Greig, D.G., Blanchard, A.JE., Nichols, T., Gagnon,
N., Brink, J., & Douglas, K. (2013, March).Gender
differences in violence risk in tertiary psychiatric
patients transferred to community carePaper
presented at the annual convention of the American
T Psychology Law Society, Piland, Oregon.

SUMMARY

The Female Additional Manual (FAM) supplements the
HCR-20 with variables theoretically relevant to variables
specifically relevant to

has yet to be widely researched. Thiménth prospective
study contributes to crossalidation research by
examining gender differences in HER performance
(descriptively and predictively) in a chronically ill

WO me n

psychiatric sample transferring to

following a hospital closure.

the community

The study sample consisteof 106 (65 men and 41
women) patients. The average age of the sample was 47.1
(SD = 12.4). A majority of the sample was Caucasian
(75.5%) and had a diagnosis of Schizophrenia (31.1%).
Additionally, 33% had a dual substance abuse diagnosis
and 33% had a dupersonality disorder or traits. For each
participant the HCRO ad STARTOutcome Scale
(START-IOSY wedte coded. The STARGOS assesses
incidents of physical, verbal, and sexual aggression.
Responses are coded on-4 &everity scale. In this study,
START-SOS ratings were collapsed across file review,
staff interview, and patient interview.

The authors found that men scored significantly higher on
young age at first violence (H2) and women scored
significantly higher on stress (R5). There were no
significant differences between males and females on the
H (12.47 vs. 11.02), C (6.1 vs. 6.5), R (5.7 vs. 5.5) or Total
(23.9 vs. 22.9) scales (standard deviations were not
reported). Final risk judgments were also similar between
men and women (30% vs. 27% wawded as low risk,
48% vs. 44% were rated as moderate risk, and 22% vs.
29% were rated as high risk). There were no gender

giffererlcds Nid  &g@rbssidn typ® and PsBu¥rity| dved lthe h €

follow-up period.

The authors examined gender differences in predictive
validity of the HCR20 for verbal, physical and overall
aggression using Receiver Overating Characteristics
(ROC). For men, AUC values of total and subscale scores
ranged between .55 and 0.69 for verbal aggression, .38 and
.60 for physical aggression, and .6ida.69 for overall
aggression. For women, AUC values of total and subscale
scores ranged between .43 and .66 for verbal aggression,
.37 to .61 for physical aggression, and .43 to .66 for overall
aggression. Differences in bivariate effect sizes hinted at
better prediction for men, however there was no
moderating effect of gender. Collapsed across gender, the
results suggest relatively poor performance of the F2OR
overall (AUCS ranged between .52 to .64 for verbal
aggression, .47 and .58 for physicalgeggsion, and .56
and .63 for overall aggression) however the authors
suggest that high levels of intervention with study
participants may have influenced findings.

Petersen, K.L., Douglas, K., & Nicholls, T. (2012,
March). Dynamic nature of risk assesselly the

HC(})R-SZO in a Ing erﬁnlccgnll ps.ytc}}aglcu poyﬁulaq
experiencing deinstitutionalizationPaper &esente

at the annual convention of the American i
Psychology LawSociety, San Juan, Puerto Rico

SUMMARY
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Using a prospective, repeated measures designstudy
evaluated the dynamic nature of the HER 6 s

This was a chart review study of all 279 involuntarily

Cl i ndommaitted personsrdm a large psychiec hospital in

and Risk Management Scales. The study sample consisted Western Canada who applied for Review Panel hearings in

of 41 psychiatric patients with severe mental disorders
transferring to small regional facilities following the close
of a hospital inWestern Canada. The mean age of the
sample was 48.34 yearSH= 10.27). Of the sample, most
were male (65.9%), Caucasian (90.2%), and diagnosed
with Schizophrenia Spectrum disorders (95.1%). The
HCR-20 was coded by trained research assistants using
information obtained from file review and interviews with
patients and staff. Baseline data was collected at the
patientsbd
every 6 months over a 4Bonth period in the location of
the subjects residence. Negatioutcomes were assessed
using the START Outcome Scale (SOS).

Good intefrater reliability was obtained for the C (0.86)
and R scales (1.00). Of the sample, 83% of participants
evidenced change in C scores from Baseline to Fellpw

1 and 97% evidenced ahge in R scores. The most
frequent pattern observed was for both C and R scores to
decrease from baseline to Follmp 1; however, it was
also common to see increases in both C and R scores. At
baseline, mean scores were 6.8DE 2.08) and 5.733D

= 1.86) on the C and R scales, respectively. At follgw

one mean scores were 5.78D(= 2.22) and 5.733D =
1.86) on the C and R scales, respectively. Only R scores
evidenced significant changes overtime. The change in the
proportion of risk judgments froraseline to followup 1

was also reported. At baseline, 37% of participants were
rated as lowrisk, 53% as moderate risk, and 10% as high
risk. At follow-up 1, 56% of participants were rated as
low-risk, 37% were rated as moderate risk and 7% as high
risk. Follow-up 1 C scores and SPJ ratings, but not R
scores, were significantly correlated with violence at
Follow-up 2

The authors concluded that the H@R is an important
tool in assessing dynamic risk for inpatient mental health
populations anticipating dransition in their care. One
limitation noted by the authors was that no information
regarding treatment plans or risk prevention strategies was
available thus it is unclear how treatment plans or risk
prevention strategies may have impacted study fgsdin

PROJECT DESCRIPTION

Ogloff, J. R. P., & Grant, |. An Investigation of Civil
Commitment and Review Panel Decision Making in
British C olumbia.

SUMMARY

1994. Dat a wer e
denographic characteristics, family and childhood history,
mental health history, criminal history, and Review Panel
hearing outcomes. The majority of patients had psychotic
disorders, previous psychiatric hospitalizations, and were
unemployed at admission. Over half of patients had
previous arrests or convictions. Patients were tracked in
the canmunity after their relese for an average of 2 years.
Follow-up information was gathered from -re

psychi a-tprwere regeatesl p i thaspitaliaatioshs foothel eleasing psychiatric hospital,

hospitalization records from 16 general hospitals in the
province, provincial
records.

SCHOLARLY WORKS

Douglas, K. S., Ogloff, J. R. P., Nicholls, T. L., &
Grant, . (1999). Assessing risk for violence among
psychiatric patients: The HCR-20 risk assessment
scheme and the Psychopathy Checklist: Screening
Version. Journal of Consulting and Clinica
Psychdogy, 67 917930.

SUMMARY

This study compared the predictive validity of the HZR
Risk Assessment Scheme (Wgeer, Douglas, Eaves, &
Hart, 1997a; Webster, Eaves, Douglas, & Wintrup, 1995)
and the Psychopathy Checklist: Screening Version
(PCL:SV; Hart, Cox, & Hare, 1995). This research
includes the 193 patients for whom complete measures
were attainable (HCRO; PCL:SV). Patients were
followed into the community for an average of 626 days.

Violence was defined to include a demarcation between
physical and nofphysical aggrssion. Physical aggssion
refers to any attacks on persons. Niysical aggression
includes threats to harm a person, verbal attacks on
pesons, amdufcfiengrdo behaviour
objects. Violent crime was codexparately to allow for
addtional analyses, although typically it would also be
coded as physical violence. The three types of violent
outcome, then, were (1) any olénce; (2) physical
violence; (3) violent crime.

The AUCs produced by ROC ranged froi®.(for any and
physical violence) to .80 (for violent crime). Odds ratios
showed that persons scoring high on the FZOR(above
the median) were 6 (for any and physical violence) to 13
(for violent crime) times more likely to be violent in the
community han persons who scored under thesliain.
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For the PCL:SVAUCSs ranged from .68 (for any violence) violence. Concerning violent and criminal behaviour, a
to .73 (for physical violence) to .79 (for violent crime). greater poportion of men had histories of crime (including
Effects for the PCL:SV were more variable than those for  violent crime). On the violence taome measures, there
the HCR20. The odds of violence for thosbove the were no differences in the incidence of inpatient violence
median score of the PCL:SV also increased substantially —across genders. A greater percentage of men compared to
(from approximately 4 to 13 times). women displayed communityalence.

Hierarchical regression analyses revealed that the-BICR Males had higher mean scores on the H Sddle (10.8;
added to the predictive validity of the PCL:SV, but the SD= 3.3), C Scale coded upon admission (BB;= 1.5),
converse was not true. Miple regresion analyses of the and HCR20 Total ScoresM = 20.4;SD = 5.6) compared

subscales of the HCRO and PCL:SV indicated that only to women (H ScaleM = 8.2; SD = 3.2; C Scale at
HCR-20 scales predicted rate oblénce. The H scale and admssion M = 6.9; SD = 1.7); HCR20 Total Sore M =

R scale of the HCRO produced the largest effect sizes of 16.8;SD= 5.4). Males also had higher scores on the PCL:
all subscales with violence. Implications for research on  SV.

risk assessment, as well as the clinical assessment and

management of glence, are discussed. ROC AUC values for inpatient violence showed that the
HC composite, t he PCL: SV, an
Douglas, K. S., Ogloff, J. R. P., & Nicholls, T. L. (1997, (1994) Screening Measure did not predict violence for
June). Assessing the risk for inpatient psychiatric males. However, for femalesnoderate to large effects
violence Paper presented at the annual conveion were observed for the HC compositdJCs = .62.74) and
of the Canadian Psychological Association, Toronto, the PCLLSVAUCs = .63 = .74). Mc Ni
Ontario, Canada. screening measure was weakly related to violence,

predicting only vebal aggression.
SUMMARY o _ _

For postrelease community violence, different picture
This presentation focused on risk for inpatient violence ~ €merged. For male patients, H@R AUCs ranged from
specifically. Inpatient violence was defined in a similar ~ -72 (any violence) to .73 (physical violence) to .75
manner as community violence. A distinction was made (violence resulting in criminal sanctions). PCL:\JCs

between physil violence (which required physical ra_ng_ed from _.63 (any violence)_ to .7_0 (violence resulting in
contact with victims) and nephysical vblence (which criminal sandbns) to .71 (physical V|ol_ence)_. Fanfales,
included threats of violence and féaducing behaviour). HCR-20 AUCs ranged from .66 (physical violence) to .77
Approximately half of patients displayed physical (any_ violence) to .80 (violence resulting in cnmmal
aggression while hospitalized. sarctions). PCL:SV AUCs ranged from .51 (physical

violence) to .67 (any violence) to .89 (violenesulting in
AUCs for the H and C St@s composite for inpatient criminal sanctions).

violence ranged from .57 to .65. Odds ratios for inpatient ) o )
violence averaged approximately 2.0, and for repetiive ~ This study is important because it focuses on gender.
inpatient violence, 3.0. These values are smaller than those Perhaps surprisingly, it found that the H2R performed

for community violence, and indicate a moderatekedi better for the prediction of inpatient violence by women
relationship between the HEZ0 and repetitive inpatient than by men. Prediction of community violence was
violence. TheAUCs for the PCL:SV for inpatient violence comparable between genders. Statistical comparisons were
were similar to those for the HGRO, ramjing from .60 to not made between genders or measures, and as such the
.64. Odds ratios were comparable to those of the HGR differential predictive validity was not addressed directly.
averaging approximatelg.75 for inpatient violence, and Further, analyses were not carried out for HEIRand
3.0 for repditive violence. PCLSV sulscales.
Nicholls, T. L., Ogloff, J. R. P., & Douglas, K. S. (2004). SEE ALSO
Assessing risk for violence among male and female
psychiatric patients: The HCR-20, PCL:SV, and Douglas, K. S., Ogloff, J. R. P., & Nicholls, T. L. (1997,
VSC. Behavioral Sciences and the La2,127-158. August). Violence by psychiaic patients: Validity of
the HCR-20 Scheme and the Psychopathy Checklist:
SUMMARY Screening Version Paper presented at the annual
convention of the American Psychological
The focus of this research was to compare the performance ~ Assocation, Chicago, IL.

of the HCR20, PCL:SV and a violence screening measure
for both civil psychiatric inpatient and community
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Douglas, K. S., Ogloff, J. R. P., & Nicholls, T. L. (1997,
June). The role of personality disorders in
community violence among civil psychiatric
patients. In C. D. Webster (Symposium Moderator),
Personality disorder and violence Symposum
presented at the Fifth International Congress of the
Disorders of Personality, Vancouver, British
Columbia, Canada.

Nicholls, T. L., Ogloff, J. R. P., & Douglas, K. S. (1997,
August). Comparing risk assessments with female
and male psychiatric outpatign; Utility of the HCR
20 and Psychopathy Checklist: Screening Version
Paper presented at the annual convention of the
American Psyclological Association, Chicago, IL.

Nicholls, T. L., Ogloff, J. R. P., & Douglas, K. S. (1997,
June). Comparing risk assesnents with female and
male psychiatric inpatients: Utility of the HCRO and
Psychopathy Checklist: Screening VersiorPaper
presented at the annual convention of the Canadian
Psychological Association, Toronto, Ontario,
Canada.

Ogloff, J. R. P., Douglas K. S., Nicholls, T. N., &
Grant, I. (1997, November).Civil commitment and
risk for violence in psychiatric patients Paper
presented at the anual meeting of the Pinel
Institute, Montreal, Quebec, Canada.

Ogloff, J. R. P., Nicholls, T. L., Douglas, K. S &
Grant, |. (1997, May). Involuntary civil commitment:
Risk assessment, sex differences, and review panel
decision making Paper presented at the annual
convention of the Law and Society Association, St.
Louis, Missouri.

PROJECT AND SCHOLARLY WORK

Petris, A. O., & Podea, D. (2013)Correlations between
clinical factors involved in violence in schizophrenia
and the treatment with antipsychotics. Romanian
Journal of Psychopharmacology, 13671 24.

SUMMARY

The objective of thisprospecitvestudy was to analyze
clinical factors involved in violence by using the H2R,

the Global Impression of Severity (GS), and the
Clinical Global Impression of Improvement (CGI) over a
follow-up period of 6 to 12 months in a sample of males
with schizophrenia. The study sample was comprised of
59 patients admitted to an acute psychiatric ward in
Romania. The identification of violence during follaye

was completed through a nstructured psychiatric
interview and the collection of collatérdata from the
patientdés family.
mild (e.qg., threats), moderate (e.g., beating) or severe (e.g.,
sexual offense, rape, homicide). Of the sample, 30.5%
committed mild violence and 15.3% committed medium

violence. No svere violence was observed in the sample.

The HCR20, PCL:R, CG}S and CGI were coded the first
week after admission and again a minimum of 6 months
after the initial assessment. The C&land the CGI
analyze the severity of disease and the evolutiogeiun
treatment, respectively. Scores on the <&Ghnd CGI
indicate that a majority (80%) of the sample had a partial
response to treatment over thenénth interval between
assessments. Scores on the C subscale of the28GRre
also found to significantlydecline between the two time
points. At time point one, mean scores were 1930
5.59) 7.05 §D = 3.03), 6.83 %D = 1.66), and 5.583D =
2.430) on the total, H, C and R scales, respectively. At
time point two, mean scores were 18.8DE 5.65), 7.56
(SD=3.01), 5.68%D= 1.93), and 5.243D= 2.38) on the
total, H, C and R scales, respectively. There were no
significant changes to the H, R or total scores of the HCR
20 over the énonth interval.

Correlation analysis between select items of theRF20
(C1i C5, C total score and R4), adherence to treatment,
severity of violence, and the prediction of risk for violence
indicated that adherence to treatment was significantly
related to the prediction of future risk for violenee= .41,

p < .001). C total scores were significantly related to
adherence to treatmefnt=.35,p < .001) and prediction of
the risk for violence r( = 0.49, p < .001) but were
uncorrelated with the severity of the violent act. Items C1,
C2, C4, C5 and R4 were also found ke significantly
related to the prediction of risk for violence, but only C1,
C2, C5 and R4 were significantly related to adherence to

treatment

PROJECT AND SCHOLARLY WORK

Quin, X., Li, C., & Wang, X. (2010). -

20
[Study of the reliability and validity of HCR -20 for
assessing violence risk of giients  with

schizophrenia]. Journal of Clinical Research, 27 (3)
4057 408

SUMMARY

This study examined the reliability and validity of the
HCR-20 for assess violence risk in a sample of male
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psychiatric patients in ChinaParfcipants were sampled
from male patientsvho were admitted to hospital between
September 2008 and December 2008. Thirty participants
were selected on the basis pdstaggression, deafed as
any intentional action against other people which resulted
in at least minor injuries (aggressive group). Of these
participants, 27 had committed homicide and 3 had caused
severe injuries. Another thirty participants were selected
from the same pé&rd, but did not have any past incidents
of aggressive behavior (naggressive group). All male
participants were diagnosed with schizophrenia.
Aggressive and noaggressive groups did not
significantly differ with respect to age, marital status,
educatimal level, or treatment.

Using information collected from setéport, hospital files
and interviews with patients and their close relatives,
researchers completed the H@B, BIST 11, and BPRS.
I nternal consistency, us,i
.78 and .87 for Total, H, C, and R scales on the FOR
respectivel y. Cronbachos
other measures. Testtest reliability of the HCRO0 was
determined by reoding the HCR20 two to three weeks
after the initial assessmenitest retest reliabilityof HCR-
20 Total score was .90.h€& Modified Overt Aggression
Scale (MOAS)was used to determine patient aggression
over the past monthFour types ofaggression were
considered verbal aggression, aggression towards
property, autoggressioni(e., selfinjurious behavior) and
physical aggresion. In the past monti5.5% of the
aggressive group dnl15.5% of the noaggressivegroup
committed acts of aggression while in the hospital. With
respect to the aggressive group, 36.5% weeebally
aggressive, 41.2% were physically aggressive, 37% were
aggressive towards property and 45% were autoaggressive.
With respect to the neaggressive group, 24.6% were
verbally aggressive, 19.8% were physically aggressive,
24% were aggressive towargsoperty, and 16.0% were
autoaggressive. All differencdsetween the two groups
were significantfs <.01).

ng

al

Participants in the aggressive groud € 80.37,SD =
8.00) scored significantly higher on the B1% compared

to nontaggressive participantd/(= 62.83,SD = 10.95),t
(59) = 7.84p < .01.There were no significant differences
between participants in the aggressive and-aggressive
groups on BPRS total and subscale scores. With respect to
the aggressive group, mean scores were 573D X
10.69, 9.40 SD=5.00), 14.23%D = 3.41), 14.83%D=
4.05), 5.10 §D = 2.87), and 13.90SD = 3.25) on the
Total, Anxiety/Depression, Anergia, Thought Disturbance,
Activation, and Hostile/ Suspicious scales. With respect to
the nonaggressive group mean ses were 55.275D =
10.55), 10.07 $D = 3.73), 13.97%D = 3.52), 5.47 $D =
2.36), 5.47 §D = 2.36) and 13.209D = 3.18) on the
Total, Anxiety/Depression, Anergia, Thought Disturbance,
Activation, and Hostile/ Suspicious scales.

Total scores on the ER-20 were found to be significantly
positively correlated with total scores on BIS1 (r = .66,

p < .001) and total scores on the MOAS=0.843,p <
.001) Using a meansplit, participants were grouped as to
whether they scored higher or lower thiie mean score

on the MOAS M = 7). With regards to participants that
scored above the average (MOAS positive group), mean
scores were 26.40 (SD = 2.53), 11.ED(= 1.51), 7.53
(SD=0.97) and 7.603D = .93) on the total, H, C, and R
scales of the HCRQO, respectively. With regards to the
participants that scored below the average (MOAS
negative group), mean scores were 139D 2.47), 4.63
(SD = 1.16), 4.93 $D = 1.31) and 4.33D = 1.06). All
differences were significanpg < .001). Participants wer
also grouped as to whether they scored higher or lower
than the mean score on the BI$ M = 71.60). With
respect to participants that scored above the average (BIS
1T positiveb groud) énsan scorgshware 26\8@ & 2.53)8 2
11.30 D= 1.51), 7.53%D=0.97), and 7.603D= 0.93).

ithaespeca te pamiaipants tha pcoredtbelaiv thé average h e

(BIS-11 negative group, mean scores were 133D £
2.47), 4.63 $D= 1.16), 4.93 %D = 1.31) and 4.33D =
1.06). All differences were significarpg < .001).

PROJECT AND SCHOLARLY WORK

Smith, H., & White, T. (2007). Feasibility of a
structured risk assessment tool in general adult
psychiatry admissions.Psychiatric Bulletin, 31 418
420.

SUMMARY

This study assessed the feasibility aridical utility of the
HCR-20 in general adult psychiatric admissions.riDg

the 5month study period, 144 patients were admitted to
one of two general adult wards and 135 (75 males and 58
females) participated in the study. The HER (without

the Psychoathy item due to time concerns) wasmueted

by staff based on the medical and nursing notes from
admission and an interview with the participant if the
information was incomplete.

There was no difference between men and women with
regards to their aggsnales,M = 37.8 years, femaldd =

38.1 years), age at first symptoms and previous number of
admissions. Male patients were more likely to have a
primary diagnosis of schizophrenia and acute psychosis
(males, 45.9%; females, 18%), and were more likely to
have a comorbid diagnosis of drug and alcohol use (males,
43.9%; females, 21.6%), whereas female patients were
more likely to have a primary diagnosis of affective
disorder (males, 31.7%; females, 57.4%).
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The average HCRO total score for all patientsas 18.0
(SD = 7.3). There was a significant difference between
males and females for total scorés £ 19.2,SD=6.4;M

= 16.0,SD= 8.2 respectively). Participants in the higék
group (n = 28; HCRO0 > 25) were just as likely to be
female as male timathe low risk group (n = 105). They
were more likely to have a primary diagnosis of
personality disorder, much less likely to have an affective
diagnosis, and more likely to have a comorbid substance
problem. The HCR20 total score, the H subscale and the
R subscale scores were highest in those patients with a
diagnosis of personality disorder. The C subscale was
similar across diagnoses. In terms of length of stay in the
hospital, @tients who were in the hospital for less than 10
days had a significantlfigh H subscale score and those
who stayed longer had a significantly higher C subscale
score.

Logistic regression revealed that the total HER score
did not predict length of stay but a diagnosis of personality
disorder predicted a short stay in hoapifThis emained
significant when the HCRO total score and being defined
as high risk were included in the model. In terms of
feasbility, it was possible to complete HCEOs on 83.9%

of admissions within 2418 hours of admission.

PROJECT AND SCHOLARLY WORK

Teo, A. R, Holley, S. R., Leary, M., & McNiel, D. E.
(2012). The relationship between level of training
and accuracy of violence risk assessment.
Psychiatric Service®63(11), 10891094.

SUMMARY

This study compared thaccuracy of risk assessments
completed by experienced psychiatrists with those
completed by psychiatric residents. The study used a
retrospective caseontrol design. Medical records were
reviewed for 151 patients who assaulted staff at a county
hospital ad 150 comparison patients. At admission-a 4
point assault precaution checklist ranging from 0 (no
clinical indication for precautions) to 3 (strong intent is
present) was completed by psychiatric residddts38) for

52 patients and by attending psychigt (N=41) for 249
patients. Trained research clinicians, who were blind to
whether patients later became violent, coded information
available at hospital admission by using the HZIRC
scale. Inpatient aggression was recorded using the Staff
ObservationAggression Scalé Revised (SOASR). With
respect to the HCRO C scale)CC values were .81 on a
sample of 43 of the 301 study participants.

Receiver operating characteristic (ROC) analyses showed
that clinical estimates of violence risk by attending
psychiatrists had significantly higher predictive validity
than those of psychiatric residents. Risk assessments by
attending  psychiatrists were moderately accurate
(AUC=.70), whereas assessments by residents were no
better than chance (AUC=.52). Incrementalidity
analyses showed that addition of information from the
HCR-20-C had the potential to improve the accuracy of
risk assessments by residents to a level (AUC=.67) close to
that of attending psychiatristsThe authors concluded
thatless training andexperience were associated with
inaccurate violence risk assessments. Structured methods
hol d promi se for i mproving

risk.

PROJECT DESCRIPTION

Webster, C. D., Hart, S. D., Eaves, D. Prospective study
of the HCR-20 in a civil ps/chiatric setting.

SUMMARY

This was a prospective study of 131 persons admitted
consecutively to the Intensive Care Unit (ICU) of a large
psychiatric hospital in Western Canada. There were 82
(63%) men and 49 (37%) women. The meage at
admission was 36 yearsSD = 12). The majority of
patients were singlen(= 105; 80%). Only 10%n(= 13) of

the sample wasnaployed at admission. The mean length
of stay on the ICU was 21 dayS[)= 12). Patients had on
average 6.1 SD = 6.4) previos psychiatric
hospitalizations. Over half of the sample had schizophrenic
or other psychotic disders as admission diagnoses=

73; 56%). Approximately onéfth (n = 28) of the sample
received diagnoses of perstitadisorder.

The HCR20, PCL:SV, andBPRS were completed for
each patient. Researcbksistants coded the H scale items,
and attending psychiatrists coded the C and R scale
factors. Violence was measured on the unit by use of the
Overt Aggression Scale. Patients were also tracked in the
commurity. Subsequent contacts with corrections, police,
and hospitals were recorded from archival sources. A
researchss i st ant al so contacted
(persons who knew the patients and could report on their
community behaiour) at three and sixmonths post
release.

SCHOLARLY WORKS

Klassen, C. (1996)Predicting aggression in psychiatric
inpatients using 10 historical risk factors: Validating
t he A HO 0f20. t hlen pHBRi s hed
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thesis, Simon Fraser University, Burnaby, British
Columbia, Canada.

SUMMARY

In a subset of this sample comprising 50 patients, the 10
Historical variables of the HGRO and the 12 items from
the PCL:SV were used to predict inpatient violence.
Violence included acts of verbal aggression,-dekcted
aggression, andggression toward others and objects (as
measured by the Overt Aggression Scale). With respect to
internal consistency of the HCRO H scale, Klassen
reported a Cronbach's alpha of .73. Correlations between
the H variables and violence averaged .30 acsessral
outcome measures, and controlling statistically for the
effects of sex. Of the individual items, substance abuse and
psychopathy were most strongly related to violence. The
PCL:SV performed similarly to the H Scale, correlating at
.26 with ward wblence. Part 2 of the PCL:SV, which
measures the beliaural aspects of psychopathy, was
somewhat more strongly related to ward violence (.33)
than were PCL:SV Total or H scores from the HZR

Ross, D. J., Hart, S. D., & Webster, C. D. (1998).
Aggressionin psychiatric patients: Using the HCRO
to assess risk for violence in hospital and in the
community. Unpublished maruscript.

SUMMARY

Interrater reliability for the H Scale, based on a subsample
of 30 files, was . 82.
.74, and for the C Scale, .64. Interrater reliability for the
PCL:SV Part 1, 2, and Total was, respectively, .82, .91,
91. In this study, 47%n(= 62) of patients displayed
violence toward others while hospitalized. For inpatient
violence, the H Scale, CScale, and HC composite
produced AUCs with violence that were greater than
chance, raging from .63 to .68 for any type of aggression.
The largest AUC was for the HC composite. The PCL:SV
AUC was .61. The HCRO H and C scales were related to
ward violence with moderate strength in this sample
Survival analyses showed that persons who scored high on
the HC composite were twice as likely (62%) to be violent
by day 10 posadmission compared to persons who scored
low (35%).

For the community phase of theudy, 112 patients had
been released by the end of the study period, and data were
complete for 101 of these patients. Half of the sample
displayed violent behaviour in the community, most
frequently verbal aggression to others. For the FADR
slbscales AUCs for any aggression to others ranged from
.58 (C), to .73 (R). For physical violence, tA&JCs
averaged approximately .63. TWJC for the HCR20

Total score was .67. For violent crime, however, the HCR

20 AUC was .75. For the PCL:SV, thAaUC for any
violence and physical violence was .65, and for violent
crime, .70. AIIAUCs are ginificantly greater than chance
prediction.

PROJECT AND SCHOLARLY WORK

Wilson, C. M., Hart, S. D., Webster, C., & Ross, D.
(2009, June). Assessing violence risk in civil
psychiatric patients: A prospective study using the
HCR-20, VSC, PCL:SV, and BPRSaper presented
at the annual conference of the International
Association of Forensic Mental Health Services,
Edinburgh, Scotland.

SUMMARY

This prospetive study was done to examine the predictive
validity of the HCR20, PCL:SV, VSC and BPR®ith
regard toinstitutional aggression. A specific focus of the
current project was to examine if dynamic risk factors
contribute uniquely to the risk assessmeantpss.

Participants were 131 psychiatric inpatients that were
consecutively admitted to a large psychiatric hospital. The
participants were on average 36 years 8D € 12.24) and

mostly male (63%)The H scale was scored based on file
information by reearchers, whereas the C scale was
scored by the psychiatrist after an interview and file

Cr o n b aeGidwd Phe R9dcPaRdaPCll: S werk faRd bHsedSdni bne

file information. The BPRS was rated by the psychiatrist.

on

Inpatient aggression was assessed using the Overt
Aggres i on Scal e ( OAS) based
nursesd notes, and interviews

53% perpetrated at least one act of aggression and 30%
perpetrated at least one act of aggression against people.

Predictive validity was examined thi AUCs and
correlations. With regards to any aggression, the results
were as follows: H scale (AUC = .68,= .21), C scale
(AUC = .65,r = .27), HC (AUC = .68r = .28), VSC
(AUC = .64,r = .28), PCL:SV (AUC = .62r = .21),and
BPRS (AUC = .69y = .31) With regards to any physical
aggression towards people, the results were as follows: H
scale (AUC = .59r = .14), C scale (AUC = .6@,= .20),

HC (AUC = .63,r = .19), VSC (AUC = .62y = .21),
PCL:SV (AUC = .59y = .15),andBPRS (AUC = .71y =

.32).

Incremental validity analyses were performed to determine
if the dynamic risk factors added to the static risk factors.
Hierarchical logistic regressions were used in which the
PCL:SV, H scale, and VSC were entered in the first block.
This model was notsignificantly predictive of any
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aggression over chance levels. Then the C scale and BPRS
were entered in the second block. The addition of these
dynamic factors resulted in a significant model, with only
the BPRS being a significant predictor individualljhese
analyses were also done with physical violence as the
dependent variable and the same results were seen.

The authors concluded that these instruments can be used
to predict inpatient aggression, although the effect sizes
seen were quite small. Moneer, the instruments were
better at predicting any aggression, compared to physical
aggression. Finally, the (dynamic) factoms measured
with the BPRS,added incremental validity over the
historical or static factors.

PROJECT AND SCHOLARLY WORK

Wong, L., Morgan, A., Wilkie, T., & Barbaree, H.
(2012). Quality of resident violence risk assessments
in psychiatric emergency settings.The Canadian
Journal of Psychiatry / La Revue Canadienneed
Psychiatrie 57(6), 375380.

SUMMARY

The current study examined how psychiatric residents
perceive their ability to conduct violence risk assessments
and the risk factors they considered relevant in an
emergency department setting. The authors surveyed 55
psychiatric residents at a Canadiamiversity about their
experience and education in assessing suicide and violence
risk. The residents and a comparison group of 11 staff
psychiatrists at a teaching hospital affiliated with the
university then participated in a mock interview with one
of the study authors. The subjects were directed to ask for
all risk factors that would be relevant in determining the

risk of a hypothetical patient with homicidal ideation. The
risk factors they requested were compared with the risk
factors found in the HCRO.

On average, residents asked for 8.5 risk factors on the
HCR-20 compared with 14.7 by the staffStaff
psychiatrists and residents were compared on the number
of HCR-20 risk factors they asked for in the interview
using betweemroups ANOVA. Overall the groups
significantly differed in the number of risk factors they
asked about with staff psychiatrists asking about more risk
factors then residents. Further, junior residents asked about
significantly fewer risk factors than senior residents.

The adhors found that number of HCRO items requested
significantly correlated with years of training, amount of
formal and informal education, the number of patients for
whom participants had discharged a duty to warn, and the
number of suicidal and violent afients previously
assessed. Confidence at assessing violence risk was not
correlated with performance.

END OF CIVIL PSYCHIATRIC SETTINGS
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FORENSIC PSYCHIATRIC SETTINGS

PROJECT AND SCHOLARLY WORK significantly and positively correlated with the HONGS
clinical and security scadefrs 0.57 and .79), as well as the

HCR-20 clinical ¢s 0.45 and 0.68) and risk management
scales (s 0.69 and 0.73). HONGS clinical scales were
also significantly, positively correlated with clinical £
0.71) and risk management scales of the HORr =
0.45). HONOSS security scales were only found to be
significantly, positively correlated with the clinical scale of

AbouiSinna, R., & Luebbers, S. (2012). Validity of
assessing people experiencing mental illness who
have offended using the Camberwell Assessment of
Need Forensic and Health of the Nation Outcome
Scale$ Secure. International Journal of Mental

Health Nursing, 21(5), 462470. the HCR20 (r = 0.67). The HCRO was the only
measure found to be significantly correlated with the LS
SUMMARY CMI (r = 0.75), correlationsdiween the LSCMI and the

CANFOR or HONOS scales were neignificant.
This study investigated the interrelationship and overlap

between the Camberwell Assessment of NEedknsic As the HCR20 was the only criminogenic need measure
shortened version (CANFQOR), the Health of the Nations that both the HONOS and CANFORS were correlated
Outcome ScaleSecure (HONOSS), the Level Service with, a hierarchical regression analyses was conducted to
Case Managemenhventory (LS CMI), and the HCR20 determine where the dfNOSS accounted for additional

in a sample of forensic psychiatric patients residing in a  variance in the HCRO0 above that of the CANFQOR. The
state forensic mental health facility in Australia. CANFOR-S was found to explain 59% of the variation in
Participants of this study were 72 adults (66 males and 6 scores on the HGRO (R? = .59,F(1,56) = 37.327p < .01)
females), aged between 20 and 62 years of dge 37.78, , however the inclusion of the HONG&Sin the model did

SD = 8.98) who had committed serious violent offenses  not account for any additional variance in the HER
(i.e., murder, attempted murder, serious assault). A model PR?* = .01,F(1,55) = 0.43p > .05).

majority (68%) of the sample had schizophrenia as their

primary diagnosis. The authors concluded that the CANFSRwas an

adequate forensic mental health needs assessment that
The CANFORS was used to assess both patient and nurse incorporates both criminogenic and komminiogenic

views of toal, met, and unmet needs across 25 domains of needs relevant to individuals with mental illness who have

individuals  experiencing mental illness who have  offended. The HONOS on the other hand was associated
offended. Each domain is coded on a thpeet scale with specific violence risk factors associated with mental
from O (need is present) to 2 (need is unmet). The HBNOS  jliness rather than broader criminogenic needs. Thus, these
S was also used to assess the needs of individuals two measures contributetifferent information to care and
experiencing mental illness who have offended. It  treatment planning.

comprises amended versions of the original 12 items
HoNOS items and an additional sevieam security scale.
Each item is rated on a fiy@oint scale (84). A security
scale item rated 1 or above indicatésat a risk PROJECT AND SCHOLARLY WORK
management intervention is needed and for items on the

clinical scales, a rating of 2 or above indicates that a care Alfarnes, S. A., Jensen, A., Bork, M. A., Hymer, K. E.,

or treatment intervention is needed. In the current study, Leken, E., Reitan, U., et al. (2008, July).The

HoNOSS and CANFORS outcome data, routinely Structured Dynamic Norwegian model: Devagdment

completed between pants and their primary nurses, were of a new safer treatment model for psychotic

obtained from the hospital. HGBO and LSCMI data aggressive patients in medium security waroster

were coded from patient files and clinical documentation presented at the annual conference of the

by the study authors. International Association of Forensic Mental Health
Services, Vienna, Astria.

Pearsonoés product mo me nt correlations wer e used t o

examine the relationship between eaoh the four SUMMARY

measures. The HONGS and CANFORS were found to

have moderate to strong associations with the 2GR The authors presented @ new treatment model at a

CANFOR-S nurse and patient ratings of total needs were  secure hospital. In order to facilitate rehabilitation, an extra
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security ward was added. Patients needed to meet the
inclusion criteria of suffering from a major psychotic
disorder and having committed serious violent behaviou
towards others to be admitted to the new ward. As their
functional level improved, they were transferred to a lower
level ward. As part of admittance to this new security
ward, a neuropsychological evaluation, the Positive and
Negative Syndrome Scale (R&S) and the HCRO were
completed. The patients GAF, the HER® and the ADL
were administered every 6 months. Biological factors,
cortisol and testosterone were also monitored. The
treatment process the authors proposed includes a
combination of risk assesment and management,
structural milieu theapy, progression ladders, anger
management, cognitive behavioural therapy, psychosocial
support, work theapy and psychotropic medication. The
rehabilitation process begins as early as possible and
focusesonpai e nt 6 s ctioeing add copifig f u n
resources. Through this model, the authors intend to
reduce violent recidivism, enhance treatment quality, and
prepare for a graduagdauction of the treatment period. It

is hoped that the model will inform a futurResearch
Program on the effects of the treatment.

PROJECT AND SCHOLARLY WORK

Allen, C., & Howells, K. (2008, July). The
implementation and evaluation of a structured
professional judgment risk assessment tool within a
high secue forensic hospital Paper presented at the
annual conference of the International Association
of Forensic Mental Health Services, ‘enna,
Austria.

SUMMARY

The objective of the current study was to evaluate and
promote understanding of the content andl@ngentation

of a risk assessment tool within a high security hospital.
The authors developed the Structuring Clinical ouent:
Risk (SCJ: Risk) which incorporated all of the items on the
HCR-20 plus 6 new subscales (Suicide, Vulnerability,
Escape, Risk &nario Planning, Tilt High Risk $umary,

and Risk management Plan). The purpose of the study was

to retrospectively evaluate the predictive validity of the
SCJ: Risk with regards to institutional violence.
Institutional violence was coded on two Levelsorfr

hospital incident files 12 months following the initial

violence, 58% of participants committed a violent index
offence, 15% committed one incident exclusive of index,
24% canmitted ketween 24 violence incidents, and 13%
committed 5 or more violence incidents.

During the 12 month followup period, 74% of participants
were involved in at least one violent incident in the
hosptal i 57% were involved in a Level 1 incident
(physical aggression or any violence resulting in injury)
and 68% were involved in a Level 2 incident (general
aggression such as verbal aggression or property damage).
The mean scores for the HER are as follows: Totd!l =
20.87, HscaleM = 14.40, CscaleM = 4.65, RscaleM =
3.61. The mean scores for SCJ: Risk are as follows: Total
M = 31.47, HscaleM = 25.03, S scal¥ = .56, V scalévi

= 1.52, E scalev = .26. The HCR20 and its subscales
produced moderate to large AUCs. The AUC for the HCR
20 total sore was significant for any violence (.72), Level

1 (.70) and Level 2 (.76). The Bcale was not significant
for any of the outcomes. The &ale was signitant for

any violence (.72), Level 18) and Level 2 (.77). The R
scale was significant for anyiolence (.66) and Level 1
(.63). The SCJ scales were not significant for any
outcomes. Only the SCJ total was significant for any
violence (.63 Level 1 (.66) and Level 2 (.71).

PROJECT AND SCHOLARLY WORK

Bauer, P., & Knornschild, C. (2010, May). The ignored
female minority: Do women have differentiated
needs in the forensic setting? In R. Mllefdsberner
(Chair), Forensic patients with special needs
Symposium conducted at the annual conference of
the International Associaton of Forensic Mental
Health Services, Vancouver, British Columbia,
Canada.

SUMMARY

This study examined differences between all men and
women admitted to a large psychiatric hospital between
2000 and 2009. Numerous gender differences were found.
Women wth schizophrenia tended to be older when
admitted than men with schizophrenia or other women
with personality disorders. Women with schizophrenia
tended to more often be married than men with
schizophrenia. Women with schizophrenia tended to have
lower PCL:R scores than schizophrenic men. Women with

assessment. The mean age of the sample was 38 years of personality disorders also tended to have lower -RLC

age. The primary diagnosis was mental retardation§2)

but participants also suffered from personality disorder,
schizophrenia, and sevérather Axis | disorders (e.g.,
pervasive dvelopmental disorder). Participants were
mostly Caucasian British (81%). In terms of previous

scores than men with personality disorders.

With respect to the HGRO, several gender differences
were found. Women with schizophrenia had a lower H
scalescore than men with schizophrenia or women with a
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personality disorder. Women in general had lower scores
on items H2 (young age at first violent incident) and H10
(prior supervision failure) compared to men. Women with
schizophrenia also had lower scordsan men with
schizophrenia and women with a diagnosis of a personality
disorderon items H2 (young age at first violent incident),
H4 (employment problems), H5 (substance use problems),
and H8 (early maladjustment).

PROJECT AND SCHOLARLY WORK

Belfrage, H. (1998). Implementing the HCR20 scheme
for risk assessment in a forensic psychiatric
hospital: Integrating research and clinical practice.
Journal of Forensic Psychatry, 9, 328338.

SUMMARY

This was a reliability study of ¢hSwedish translation of
the HCR20 (Belfrage & Fransson, 1997). Six ¢timns
rated the same 43 patients on the HZIRand PCLR.
Over half of the samplen(= 25; 58%) had an index
offence of horitide, and the majority (77%) had previous
records for crirmal offences. The mean age of patients
was 40 (range = 24 67). The majority of patients had
primary ICD-9 diagnoses of mental disorder (70%), 21%
were dagnosed as personality disordered, and 9% received
other diagnoses. Approximately half of the sanfple 22;
51%) also had $stance abuse diagnoses.

I nternal consistency, usi
. 85. For t he tot al scor e,
Multivariate interrater reliabilitta nal y s e s,
W, produced the following coefficient§ Total scale =
.81; Hscale = .85; C scale = .62; R scale = .56. The HCR
20 correlated with the PGR at .64. The Cntb a ¢ h 6 s
forthe PCLR was . 95,

PROJECT AND SCHOLARLY WORK

Belfrage, H. & Douglas, K. S. (2002). Treatment effects
on forensic psychiatric patients measured with the
HCR-20 violence risk assessment scheme.
International Journal of Forensic Mantal Health, 1,
25-36.

SUMMARY

This study used both crosectional and prospective
methods to focus on the issue of change in HZIR

ng
scale was .96, for the C scale was .89, for the R scale was

al

Wamvag.78Kendal | 6s

violence risk factors in forensic psychiatric patients across
multiple assessment periods. The sample consisted of 150
forensic psychiatric patienfsom two maximum security
forensic psychiatric hospitals in Sweden. The sample was
all male, the majaty had committed violent crimes (94%)
and had been assessed on more than one occasion. For the
crosssectional analyses, the sample was divided imteet
groups: those who had been institutionalized up to a year,
between one and two years, and more than two years. A
subsample of 70 men was followed prospectively across
three assessment periods with six months in between each
assessment to further dywe change in violence risk
factors.

Crosssectional results showed that the mean scores for the
C-scale and the Rcale of the HCRR0 were significantly
lower the longer patients had been hospitalized. These
results were only significant for the -&ale when
comparing the group which had been institutioresd for

up to one year against those who had been in for over two
years (Gscalep < .038). The Rscale showed significant
changes between the one year group and thavemgear
group p = .01) as wk as letween the one year group and
the more than two years groyp< .001).

The withingroups prospective analyses contained 70
slbjects whose treatment times were much longer than
those in the previous analyses. For this group, the mean
scores from tb Gscale dropped significantly over time
both etween time 1 and time 2 € 2.07;p < .05) and
between time 1 and time 8€ 2.96;p < .01). However,

the scores from the-Bcale did not drop significantly for
either time priod.

Cronbachdés al pha, for t he

Cronbachods al pha wa s . 95.

us i nPRrAYeCTIAND ISEMOLARLY WORK

Blok, G. T., de Beurs, E. E., de Ranitz, A & Rinne, T.

P % 22010). Psychometrische stand van zaken van
risicotaxatie-instrumenten voor volwassenen in
Nederland [The current psychometric state of risk
assessment scales rfoadults in the Netherlands].
Tijdschrift Voor Psychiatrie 52(5), 331:341.

ABRIDGED ABSTRACT (English translation of the
study not available):

Background: Although Dutch forensic psychiatry is
making increasing use of structural risk assessment scales,
the controversy about the value and usefulness of these
instruments continues unabatedim: To provide an
overview of the psychometric qualities of the instruments
used most often in the Netherlands for risk assessment in
adults.Method: Dutch data about #hHistorical, Clinical,

and Risk ManagementHCR-20), the Sexual Violence
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Risk-20 (SVR-20), the Psychopathy CheckiRevised
(PCL-R) and two Dutch
Klinische enToekomstige Risidadicatorer3 0 GHKT¢
30) and
were reviewed. In addition, data relating to
unstructured clinical judgment were studi®esults:The
inter-rater reliability values of the instruments discussed
were in general satisfactory, but the internal consisten
was often unsatisfactory. Except in some studies, the
predictive validity was in general reasonab@onclusion:

At present, caution is called for with regard to the
assessment of the risk of recidivism when this is based
purely on risk assessment sml or purely on the
unstructured judgment. Perhaps it is simply not possible to
predict recidivism moreaccurately. Until there are some
new developments in this area, it seems advisable to
combine as many data as possible about a person under
investigationderived from assessment scales and clinical
judgment and to compare the outcome with the
conclusions of the other professionals

the

PROJECT AND SCHOLARLY WORK

Bernstein, D. P., Nijman, H. I., Karos, K., Keulende
Vos, M., de Vael, V., & Lucker, T. P. (2012).
Schema therapy for forensic patients with
personality disorders: Design and preliminary
findings of a multicenter randomized clinical trial in
the Netherlands. The International Journal d
Forensic Mental Health 11(4), 312324.

SUMMARY

In this prosectivestudy preliminary results are reported
from a multicenter randomized clinical trial on the
effectiveness of Schema Therapy (ST) for hospitalized
TBS patients rif = 30) with Antisocial, Borderline,
Narcissistic, or ParanoidelPsonality Disorder. Patients at
seven TBS clinics were randomly assigned to received
three years of either ST or treatment as usual (TAU) and
were assessed on several outcome variables, such as
recidivism risk (assessed every six months using the-HCR
20, SVR-20, and START), personality disorder symptoms
(SID-1V, SNAP-I), and successful fiategration into the
community. Of the sample, a majority was of Dutch origin
(90%), diagnosed with Antisocial Personality Disorder
(86.7%) and had received a TBS sentnfor committing

a violent offense (90%). Approximately 26.7% of the
sample had PG scores of 30 or higher.

Inter-rater reliability was determined using a subsample of
16 cases. ICC values were .81 and 1.0 for the 2QR
overall judgment of risk levewithin the hospital and

t hes ykchdrad ms issdehid0) PP r oF ii seH eerndds (e x ac't

ratings of risk outside the hospital, respectively. The inter

i nstr umeatertresiapility fohtlee PGiRHa6tad Scaverwiass.88h e

test and Cox
with PCL-R scores as a covariate were used to compare
the two treatment conditions with respect to the number of
days required to obtain premised for supervised leave and
unsupervised leave, respectively. In both analyses, results
suggest that the ST patients received leave more rapidly
than the TAU patientghough these differences were not
statistically significant.

The authors also conducted repeated measures ANOVA to
analyze the effect of ST versus TAU on HQR scores
over the course of treatment, using centered-RCicores

as a covariate. Results iodie that that while HCRO
scores improved more rapidly in ST patients compared to
TAU patients, no statistically significant effects of
treatment were found. When centered FRCkcores were
entered as a covariate, a highly significant effect of fRCL
sores on p a0 scerestwastourtd.CTRere was
also a statistically significant effect of time, but again no
main effect of treatment condition on HER scores.
Other outcome variables or interactions of treatment
conditions with PCER scores wereat examined because
of the low statistical power in the sample, which could
have impacted the main effect analyses as well.

PROJECT AND SCHOLARLY WORK

Brown, L. K. (2001). Assessing risk for elopnent and
breaches of conditinal release in insanity acquittees
Unpublished doctoral dissertation, Simon Fraser
University, Burnaby, British C olumbia, Canada.

SUMMARY

This study evaluated the utility of the HE®, PCL:R,

and VRAG in predicting negative outcomes of people
found NCRMD. The sample comprised 172 insanity
acquittees (20 women and 152 men) appearing before a
crimnal Rw i ew Board in British
mean age was 34.17 yed&D = 9.70). Most (91%) had
primary diagnoses of a psychotic disorder (6% organic
mental disorder; 2% anxiety or other disorder; 1%
suwbstance abuse disorder). Almost half (42%) had
secondary diagnoses of substance abuse or dependence and
31% were diagnosed with a personality disorder.

Co

The C and R scales were completed by psychiatsspae

of their routine assessment prior to the Review Board
Hearing. The H scale was completed by a research
assgtant using file material. For 67 participants, the PCL
R was completed using both an interview and file material;
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for the remainder of the s®le, only file material was
used. All instruments were completed prospectively except
for the VRAG, which was coded at the end of the study
period.

The mean PCIR scores were: total = 16.58) = 7.27);
F1 =5.92 6D = 3.14); F2 = 8.843D = 4.00). Themean
VRAG score was 0.58SD = 8.92). The mean HGRO
scores were: total = 22.6 B0 = 6.53); H scale = 12.80
(SD = 3.64); C scale = 4.475D = 2.54); R scale = 5.41
(SD=2.71).

Elopers had significantly higher scores on the H scale
compared to nowlopes;t (109.62)= 3.58,p = .001. The
two groups did not have significantly different scores on
the C p = .548) and R{ = .342) scales. Elopers also had
significantly higher PCIR scores and were placed into
higher VRAG score bins relative to neiopers. Cox
regression analyses using the H2R scales, with time at
risk calculated as time spent in hospital during the study
period, yielded the same pattern of results as the uatear
analyses. When the individual HER items were
examined, only Item H210p(ior supervision failure) was
positively and significantly associated with risk of
elopement. When HCR0 scales were compared to RCL
R total scores and VRAG bhin scores controlling for age,
none of the variables was related significantly to risk of
elopenent.

There were 109 participants who were released on
condtional discharge. Compared to participants not
released, those who were released had significantly lower
mean scores on the C scale 6.74,p <.001) and R scale
(t=9.61,p <.001). The groupsdid not have significantly
different H scaled = .843), PCLR (p = .603), or VRAG

bin scores § = .790) Cox regression analyses indicated
that R scale scores were associated with likelihood of
release (Wald = 23.0 < .001), but H (Wald = .42p =
.517 and C scale (Wald = .3§,= .550) scores were not.
When individual HCR20 items were considered, negative
and significant associations with release were found for
previous violence, active symptoms of major mental
illness, and plans lack feasibility. n lanother Cox
regression analysis that compared the three 12CR
scales, PCIR, and VRAG bin scores controlling for age, a
significant (positive) relation was found only for the R
scale. Age wassaociated negatively with release.

Of the 109 participanteeleased, 43 were returned and one
committed suicide. The following analyses consider only
the first rehospitalization in those cases were there were
multiple returns for the same individual. Neither univariate
analyses nor Cox regression analyses indicatgnificant
differences on any of the measures between those who
were successful or failed on release. When the individual
HCR-20 items were considered, a positive arghificant
relationship was found only for active symptoms of major

mental illness. Wen the dependant variable was narrowed
to rehospitalization following a significant security
problem in the community, PCR (Wald = 9.41p = .002)
and R (Wald = 3.89;p = .049) scale scores were
significant positive predictors. The H scale was
significantly but negatively related to this return following

a security problem (Wald = 6.89=.009).

PROJECT AND SCHOLARLY WORK

Cesniene, |. (2010). Violence risk assessment in two
forensic samples using the HCR0 in Lithuania.
European Psychiatry25, 751.

ABRIDGED ABSTRACT

Objectives: Professional risk assessment provides
estimates of future risk in terms of nature, frequeang
severity as well as may determine treatment services
required of an offender under parole or pitidra
supervision. This study examined the predictive validity of
the HCR20 in a Lithuanian forensic contextlethods:
This research includes a sample of criminal offenders and
a sample of forensic psychiatrigatients (a total of 118
participants). The HR-20 was coded othe basis of file
information. Results: The mean HCRO0 scores were:
Total score = 14.96 (SD = 6.56),-¢¢ak = 8.42 (SD =
3.61),C-scale = 2.57 (SD = 2.16),-8tale = 3.89 (SD =
2.55). ROC analysesf the HCR20 subscales showed
AUC's of .72 for the H Scale, .69 for the &cale and .58
for the R ScaleConclusionsThe HCR20 total score and
final risk judgments were significantly more accurate in
predicting violent recidivism (p < .05). Results indicate the
predictive &ility of the instument may bemaximized
when judgments of final risk are used rather than an
actuarial @proach wherein individual riskactors are
summed.

PROJECT AND SCHOLARLY WORK

Chu, C. M., Daffern, M., & Ogloff, J. R. (2013).
Predicting aggression in acute inpatient psychiatric
setting using BVC, DASA, and HCR20 Clinical
scale. Journal of Forensic Psychiatry and
Psychology24(2), 269- 285.

SUMMARY

This prospective study compared the predictive validity of
the Brgset Violence Checklis{BVC), the Dynamic

Appraisal of Situational Aggression (DASA), and the
HCR-20 Clinical scale for imminent inpatient aggression
over a 24hour period. Aggressive behaviors were
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recorded on a modified version of the Overt Aggression reliability indices were not obtained forhe various
Scale (OAS)Acts of aggession were classified as either measures in this study and this limitation should be
verbal threats(threats to kill or cause bodily harm to addressed in future research.

others) or interpersonal violendbiting, hitting, kicking,

punching, and throwing objects intending to injure).

The study sample consisted of 70 patients (55 neahels

15 females) who were present at the start of the study
period (June 2002) or admitted into the acute units of a
high-security forensic mental health hospital in Australia. €U, €. M., Thomas, S. D., Ogloff, J. R., & Daffern, M.

PROJECT AND SCHOLARLY WORK

A majority of the sample was Caucasian (78.6%), had (2011). The shorito medium-term predictive
psychotic disorders (80%9r substance abuse/dependence accuracy of static and dynamic risk assessment
(74.3%) and committed a violent index offense prior to measures in a secure forensic hospitahssessment
their admission to the hospital (71.4%). A total of 90 20(2), 230241.

incidents of inpatient aggression over theh®ir period
were recorded: 46.7% of the sample was involved SUMMARY
interpersmal violence and 81.1% made verbal threats.
This study compared the predictive accuracy of dynamic

Unit nursing staff completed the BVC, DASA, and HCR risk assessment tools with static measures for violence
20 Clinical scale for each patient. Although intater over the short term (up to fonth) and medium term

reliability analyses were not conducted, the second and (between 1 and 6 months) in a forensic psychiatric
third author trained the nurses in the use @atihg of the inpatient setting. The study sample consisted of 66 patients

tools. The authors note that because the DASA has an who were present or admitted into an acute ward of & high
overlap of two items with the BVC and an overlap of security forensic mental health hospital in Australia. A

another two items with the HGRO Clinical scale, these majoiity of the sample was male (80.3%), Caucasian
overlap items were not rated again and were incorporated (78.8%), admitted as security patients (i.e., prison
into the tabulation of e total score for the DASA. transfers, 81.4%) and had a violent index offense (71.2%)

Because of the similar items between scales, it is prior to admission. Of the sample, 84.8% presented with

unsurprising that t he t hr e epsychetia disordessgldring theirt admissimntbechespital, we r ¢

significantly correlated with each other. Correlations were  and 19.7% also presented with personality disorders.

.73 between the HGRO C scale and the DASA, .43

between tB HCR20 C scale and the BVC, and .62 The HCR20, START, LSIR: SV, PCLR, and VRAG

between the BVC and DASA. All correlations were were retrospectively coded from patient case file materials

significant. by the st udywhs was blindstd inpatiertt h o r
aggression In-patient aggression was assessed over-a 6

Results showed that the DASA and BVC had large effect month period and was categorized into: interpersonal

sizes with violence, and that the C scale had a moderate violence (which included bitting, hitting, kicking,

effect size. The DASA and BVC were signifitgnmore punching and throwing objects intending to injunerbal
accurate than the HGRO Clinical scale for predicting threat(which included threats to kill or cause bodily tmar
interpersonal violence, verbal threat, and any inpatient to others) and any inpatient aggression (which included
aggressior(i.e., presence of interpersonalolence and/or both interpersonal violence and verbal threat). Of the
verbal thregt In regards to any inpatient aggression, sample, 33.3% were violent towards staff, 24.2% were
AUCs were .68, .76and .77 for the HCRO C Scale, violent towards other patients, 15.2% made verbal threats
DASA and BVC, respectively. In regards to interpersonal  of physical harm to others, ail®.6% engaged in property
violence, AUCs were .72, .83 and .75 for the HEIRC damage.

Scale, DASA and BVC, respectively. In regards to verbal

threat, AUCs were .68, .77 and .77, for the HERC AUC values were reported for each measure and
Scale DASA and BVC, respectively. interpersonal violence outcome at 1, 3, and 6 months. To

control for Type | error, false discovery rate (FDR)
Overall, these findings support the use of the DASA, BVC,  corrections were also conducted. Results indicated that

and HCR20 Clinical Scale for predicting imminent HCR-20 total scores demonstrated the highest predictive
aggression  within  inpatient  psychiatric  settings. accuracy (AUC = .78) for interpersonal violence over 1
Notwithstanding that the BVC and the DASA generally month, and the HCRO Clinical and Risk Management

performed betr than the HCRO Clinical scale, the scales, the PCR total score, and the START Risk scale

present study showed that all three measures had modest to also significantly predicted interpersonalolince at 1
excellent predictive validity for inpatient aggression during ~ month followup after FDR corrections (AUCs = .73, .75,
a 24h follow-up. The authors noted that int@ter .72, and .75, respectively). In addition, the HZR Total
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score, Clinical and Risk Management scales, and START
Vulnerability scale significantly predicted interpersonal
violence at 3month follow-up after FDR corrections
(AUCs = .75, .75, .75, and .79, respectively). There were
no measures that significantly predicted interpersonal
violence at émonth followup after FDR correction, even
though the PCIR Facet 3 and the START Vulnerabyilit
scale showed acceptable levels predictive accuracy (AUCs
= .71 and .74, respectively). Although the HCRO
Clinical and Risk scales, PGR Facet 2, as well as the
START Risk scale showed moderate to strong predictive
accuracy for verbal threat (AUCs #2-.84), none of the
measures was significantly predicted verbal threat during
the follow-up periods after FDR corrections.

Overall, the START Vulnerability scale appeared to be
the most predictive of any inpatient aggression (i.e.,
interpersonal violece or verbal threat) both over the short
term (i.e., 1 month; AUC = .74) and the medium term (i.e.,
3 and 6 months; AUCs = .83 and .74, respectively), though
it only significantly predicted any inpatient aggression
during * and 3month followups after DR corrections.

In addition, the HCRO Total, Clinical, and Risk
Management Scales significantly predicted any inpatient
aggression during-tnonth (AUCs = .7273) and 3month
(AUCs = .76.78) follow-ups after FDR corrections. The
PCL-R total score alsagnificantly predicted any inpatient
aggression during -onth followup (AUC = .72) after
FDR correction. However, the HCGRO Historical scale,
the LSIR: SV, and the VRAG were generally inadequate
for predicting any inpatient aggression. The authors did
not report whether differences in predictive accuracy of
risk instruments was statistically significant.

Overall, results showed that dynamic measures were
generally more accurate than static measures for-giaort
mediumterm predictions of inpatient ggession. Most of
the dynamic risk assessment measures significantly
predicted inpatient aggression duringnbnth (i.e., short
term) and 3month (i.e., medium term) followps. In
particular, the Clinical and Risk Management Scales of the
HCR-20 were largly responsible for its predictive
accuracy in the short to medium term; the Historical Scale
performed inadequately in this context. The HZR
Historical Scale did not significantly predict any type of
inpatient aggression and showed modest predictive
accuracy throughout the followp periods. Overall,
findings support the assumption that risk assessment
measures that consists of dynamic or clinically relevant
variables are likely to play important roles in predicting
violence in the short term.

PROJECT AND SCHOLARLY WORK

Claix, A., Pham, T., & Willocq, L. (2002, March).
Evaluation of the HCR20 (HistoricalClinical-Risk
management) in a Belgian forensic population
Poster presented at the annual conference of the
International Association of Forensic Mental Health
Services, Munich, Gemany.

SUMMARY

This study reported on the descriptive statistics of the
HCR-20 as well assessing the relations between the-HCR
20, the PCER, and the Buss and Perry Aggression
Questionnaire (Bussand Perry, 1992). This study used 86
French speaking male adult offenders confined in a
Belgian foreasic hospital.

Types of offenses measured were: violent offenses; non
violent offenses and any sex offenses. Common items
between the HCRO and the PCIR and the AQ were
omitted. The omitted items were H7 (psychopathy), C1
(introspestion) and H1 (past violent behaviour) from the
HCR-20.

The HCR20 total score had adequate intater reliability
r= .73) and good internal
=.74). The intewrater reliabity for the Hscale alone was
(r = .85;p < .01) with an internal consistency alpha of .61.
The interrater reliability for the Gscale alone wasr (=
.65; p < .05) with an internal consistency alpha of .47. The
inter-rater rdiability for the Rscale alone wasr (= .64;
p<.05) with an internal congency alpha of .54.

The HCR20 and the PCIR were highly correlated across
most of their scales. The total, H and C scales from the
HCR-20 were all signitantly o < .01) and higly (r6 s >
.4) correlated with the PCR total, Factor 1 and Factor 2
scales. The HCRO R scale was only correlated at fhe

.05 level and withrd setwben .22 and .25 with the PR
scales. Using only a sub sample of 70 men, the 2CR
scales showed fafewer significant correlations with the
AQ. The HCR20 total scorer(=.3;p < .05) and the H
scale scorer(= .39;p < .01) were coslated with the AQ
total score. The HCRO total scorer(= .34;p < .01) and
the Hscale scorer(= .46;p < .01) wee also correlated
with the AQ physical aggression score. The other F2OR
scales were notgnificantly related to the AQ scores. The
HCR-20 scores were correlated to a few types of violent
offenses. The HCRO total score was correlated with
violent thdt (r = .26;p < .05) and with assault and battery
(r = .3;p <.01). The H scale was also correlated with
violent theft ¢ = .26;p < .05) and with assault and battery
(r = .37; p < .01). The C scale was correlated with
kidnapping € = .26;p < .05).

The HCR20 scores were correlated to a few types of hon
violent offenses. The HGRO total score was correlated

73
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with theft ¢ = .28; p < .01). The H scale was also
correlated with theft { = .27; p < .05) as well as drug
offensesi(= .24;p < .05).

Lastly, the HCR20 scores were correlated with indices of
homicide. The HCRO total score was correlated with
psychotic homicider(= -.74; p < .01). The H scale was
alsocorrelated with psychotic homicide € -.67;p < .05).
The C scale was also correlatgith psychotic homicider(

= -.64; p < .05) and eactive homicide { = -.56; p < .05)
and with instrumental homicide € .71;p < .01).

PROJECT AND SCHOLARLY WORKS

Coté, G., & Crocker, A. (2008, July).The practice in
regard d risk assessment instruments Paper
presented at the annual conference of the
International Association of Forensic Mental Health
Services, \fenna, Austria.

SUMMARY

The objective of the present study was to determine
whether risk assessments are usetiesame frequency in
cases of NCRMD (not criminal responsible by reason of a
mental disorder) as they are in other legal e¢istances.
Between October 2004 and August 2006, 96 men were
assessed using the HER prior to their Review Board
hearings. The ierrater reliability was excellent (ICC =
.87). In addition, the authors reviewed information
presented by clinical psychiatrists at the disposition
hearings, coding for factors from the HZR that were
considered to be azsated with violence.

The ana)sis was based on the kappa between the factors
identified by the research team and the factors mentioned
by psychiatrist in his or her report to the Review Board,
the factors discussed in the hearing, and those the Review
Board considered in their decisioAll the items of the
HCR-20 were dichotomized on the basis of the absence (0)
or presence (1 or 2) of the item. Very few of the risk
factors the research team considered as potentially relevant
were actually mentioned during the hearing process.
Exceptons to this finding
presence of HfAserious ment al
there was little or no agreement for the majority of items;
Asubstance use probl emsbo
Although the agreement for the C stdde was better, only
two factors had moder at e
symptoms of ment al il Il nesso
None of the R subscale items exhibitedderate or better
agreement. The results were essentially identical even
when the authors considered only forensic clinicians.
However, forensic clinicians were more preoccupied with

substance abuse problems (kappa = .72) and this had
implications for the justification of decisions (kappa =
.68). Overall, agreement on personalitysalder and
psychopthy was weak but agreement among forensic
clinicians was very low, comparable to that observed
among general pshiatrists. The authors concluded that,
overall, there is little application of empirically supported
risk assessments. Buhe results could be biased given
that the role of any expert is to provide an opinion, not
necessary to justify the @pon which might have
explained the lack of risk assessment information. In
addtion, patients are usually known to the Review Board
andhence some information may have been omitted.

SCHOLARLY WORKS

Crocker, A. G., & C6té, G. (2009b). Evolving systems
of care: Individuals found not criminally
responsible on account of mental disorder in
custody of civil and forensic psychiatric services.
European Psychiatry, 24356:364.

SUMMARY

The present study was undertaken to describe the
psychological, sociological, criminogenic, and risk of
individuals found NCRMD and subsequently remanded to
either civil psychiatric hospitals (CPH) or a forensic
psychiatric hospital (FPH). Participants were recruited
between October 2004 and August 2006 from two CPHs
and one FPH prior to their review board hearings. The
final sample consisted of 96 men between the ages of 18
and 65, 60 from the FPH and 36 from theHSP The
participants® mean age was
being slightly older. The majority of them had not
completed high school (62.1%Yf the total sample
87.5% had a history of prior psychiatric hospitalizations,
and 84% had a diagnosis sthizophrenia. No major
differences were found between the two settings in terms
of the participantsdé Axis |
PCL-R scores, VRAG scores, or type of index offence,
with the exception that individuals accused of homicide
weresent to the FPH.

Inter-rater reliability was assessed based on 10% of the

we r ecasiyp Intiaclass carrglaiion eqeiticicots reveaigd exchllent
reliabifity fordteer HC®20 (B7) and tthe PCR (B b s ¢ a |

Participants remanded to the CPH had a slightly higher

hHCR-20 tdal goore ¥l t=e23.6% SPr=eb &4 ¢hant those

remanded to the FPHV(= 21.97,SD = 5.60), a small

a g effecesimedrt.30)bepveea greupsthe twapgfoups, &RH i v e
,andafPd, h&dr sendair scoresop the M § 14.36 @it me n t

13.75, respectively) and C scaldgl € 4.67 and 45,
respectively). The R scale scores significantly differed
between the groups, with men remanded to CPH having
higher scoresM = 4.67) compared to FPHV(= 3.54).
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This group difference was mainly accounted for by
differences on two item®2 (destabilizng factory andR4
(nonrcompiance with remediation attempts).No
differences were found between individuals remanded for
a violent offence compared to a neiolent offence on the
HCR-20 (total or subscale scores).

The authors discussed that FPH mayrmee suitedo and
capable in dealing with i
needs, which results in tHewer R scale scores ithis
setting They also discussed implications of the lack of
major differences between the two groups, as they believe
that men remnd to FPH should pose a greater risk
necessitating the more secure detention.

n

SEE ALSO

Crocker, A. G., & C6té, G. (2009a, June)Comparing
forensic clients in civil and forensic mental health
settings: Implications for service delivery and risk
managemeh Paper presented at the annual
conference of the International Association of
Forensic Mental Health Services, Edinburgh,
Scotland.

PROJECT AND SCHOLARLY WORK

Daffern, M., & Howells, K. (2007). The prediction of
imminent aggression and setharm in personality
disordered patients of a high security hospital using
the HCR-20 Clinical scale and the Dynamic
Appraisal of Situational Aggression. International
Journal of Forensic Mental Health, 62), 137143.

SUMMARY

The present stly was based conceptually on the premise
that continuous monitoring of patients is needed in order to
assist daily decision making of ward staff, and that-self
harm and violence are highly related. From this backing,
the present study investigated the ctde validity of the
Dynamic Appraisal of Situational Aggression (DASA) and
the HCR20 Clinical scale in predicting imminent violence
and self harm. For the HCRD, the usually scoring scheme
was amended and each item was scored simply as present
or abset.

On a high secure forensic psychiatric unit that houses high
risk personality disordered offenders, the DASA and C
scale were rated daily by nursing staff. Aggression and self
harm were also assessed on a daily basis. Both of these
instruments were fouhto be predictive of aggression and
self harm. With regards to aggression, the DASA yielded a
slightly larger effect compared to the C scale (AUCs of .65

compared to .63). The same pattern was true of prediction
of self harm (AUC of .67 for the DASA an@6 for the C
scale). The authors concluded that acts of aggression and
self harm can both be predicted on a daily (imminent)
basis using these instruments.

SEE ALSO

Bafferr, .UblvelsS K., Hdnfitén, L.MAamfode Mme n t
Howard, R., & Lilly, M. (2009). The impact of
structured risk assessments followed by
management recommendations on aggression in
patients with personality disorder. The Journal of
Forensic Psychiatry & Psychology, 2B), 661679.

PROJECT AND SCHOLARLY WORK

Davoren, M., O'Dwyer, S., Abidin, Z., Naughton, L,
Gibbons, O., Doyle, E., & McDonnell, K., Monks,
S., & Kennedy, H. G. (2012). Prospective upatient
cohort study of moves between levels of therapeutic
security: The DUNDRUM-1 triage security,
DUNDRUM-3  programme  completion and
DUNDRUM-4 recovery scales and the HCRO.
BMC Psychiatry 12 (80), 1i 12.

SUMMARY

In this prospective study, the authors examined whether
the DUNDRUM;i 1, DUNDRUM 3 and DUNDRUMi

4 along with other assessment instruments, FOR
PANSS, GAF, SRAMM and CANFOR, could distinguish
between patients who moved from less secure to more
secure impatient units and viseersa. Data were gathered
as part of a clinical audit of service delivery in a forensic
hospital in the Republic of Irelandd total of 86 male
patients were assessed. Patients had a mean age of 40.6
(SD=12.8) at baseline, and length of stay in the hospital
was 7.6 yearsSD = 9.9). Primary diagnoses in the sample
were schizophrenia (74%), -polar affective disorder
(10%), shizoaffective disorder (8%), major depressive
disorder (3.5%) and intellectual disability (3.5%). A
positive move was recorded if there was any move to a less
secure unit and a negative move was recorded if there was
any move to a more secure unit. Patismovements were
documented over a period of 1.07 years. Of the sample,
76.7% had no moves, 12.79% had positive moves and
10.46% had negative moves.

Mean scores on each of the scales were reported for
patients admitted into each of the eight differentieas

of the hospital (e.g., rehabilitation pdéscharge unit,
hostel ward, 24 hour nurse care). Total scores on the-HCR
20 ranged between 13.3 and 29.0. Patients admitted to the
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selective adaptive behavior unit (the most secure unit of
the hospital) hadsignificantly higher scores on the
dynamic (total C and R composit®] = 14.0) and total
scales of the HCRO (M = 29.0). However H items did not
significantly vary as a function of location (range 10.7 to
15.0). While patients who had positive moves had
significantly higher scores on the H items of the HER
compared to those with negative or no moves (15.2 vs.
14.3 and 12.4), dynamic items did not significantly differ
across groups (6.9 vs. 9.7 and 6.3) although patients with
negative moves had higher oses on dynamic items.

Binary logistic regression indicated that for positive moves
the location at baseline, DUNDRU¥, HCR-20 dynamic

and PANSS general symptoms scores were associated with
subsequent positive movesThe receiver operating
characteristiovas significant for the DUNDRUM. while
ANOVA co-varying for both location at baseline and
HCR-20 dynamic score was significant for DUNDRUM

For negative moves, a binary logistic aggression indicated
that location at baseline, DUNDRUM and HCR20
dynanic scores were associated with subsequent negative
moves, along with DUNDRUM and PANSS negative
symptoms in some models. The receiver operating
characteristic was significant for the DUNDRUM
recovery and HCRO dynamic scores with DUNDRUM

1, DUNDRUM-3, PANSS general and GAF marginal.
ANOVA co-varying for both location at baseline and
HCR-20 dynamic scores showed only DUNDREMand
PANSS negative symptoms were associated with
subsequent negative movebhe authors concluded that
overall the DRUMDRUM1 triage security score and the
HCR-20 dynamic risk measures were best associated with
subsequent positive and negative moves. These findings
were consistent with past literature that has shown the
HCR-20 is useful in predicting a negative move from the
community back into a secure hospital.

PROJECT AND SCHOLARLY WORK

de Borba Telles, L., Folino, J., & Taborda, J. (2012).
Accuracy of the Historical, Clinical and Risk
Management Scales (HCR0) in predicting
violence and other offaises in forensic psychiatric
patients in Brazil. International Journal of Law and
Psychiatry 35(5-6), 427431.

SUMMARY

This study examined the use of the HE® by 10
Australian community forensic mental health services
(CFMHS). Each CFMHS location compdel a structured
guestionnaire to obtain comparative data on the use of the
HCR-20. During the 1anonth survey period, the number

of HCR-20 assessments conducted ranged from 6 to 168.
Differences in service models impacted on who was seen,
whether reassements were undertaken, and involvement
of generalist mental health staff. Of the 10 locations, 2
assessed only higlisk patients, 6 repeated assessments
[either weekly § = 1), every 3 monthsn(= 4) or every 6
months G = 1)], 7 provided preliminary fsdback, 6
conducted peer reviews, and 5 discussed assessments with
supervisors. All assessments were completed by
psychologists, while 70% also involved psychiatrists and
nurses, 60% involved social workers and 50% involved
registrars. Four of the locatie used the PCR to code

H7 (psychopathy) 100% of the time, while for the other six
locations inclusion rates varied fromi 90%. Key issues
involved in the application of SPJ risk assessments in
clinical practice were discussed.

PROJECT AND SCHOLARLY WORK

Dernevik, M. (2004a). Professional risk assessment in
clinical practice: The role of relevant clinical data
gathering and context for the accuracy of structured
professional risk  assessment Unpublished
Manuscript. Stockholm, Sweden: Center for
Violence Prevention, Karolinska Institutet.

SUMMARY

Aimed to examine the assessment process of experts and
staff raters, as well as the predictive ability of these
ratings, the present study used an overlapping sample with
Dernevik anl colleagues (2001). Eight forensic psychiatric
patients (four were also participants in the above
mentioned study) were assessed by both expert raters and
staff raters using the HGRO. An average of five staff
raters rated each participant. Raters wds® asked to
indicate the importance of psentence forensic
psychiatric reports (a comprehensive report of the patient),
case and hospital notes, interview with the patient, and
interaction with the patient after making their ratings.
Patients were subgeently followed up for 48 months
once released into the community.

With regard to the importance of information when scoring
the HCR20, the expert raters considered the-ggatence
forensic psychiatric reports and the interview with the
patient more irportant than the staff raters, who
considered interaction with the patient as more important.

No significant differences were seen between the total
score or subscale scores between expert and staff raters.
For expert raters, the mean scores were 26B8=(4.44),
14.13 SD= 3.83), 6.758D= 1.58), and 5.633D= 1.51)

for the total score, H scale, C scale, and R scale,
respectively. For staff raters, the mean scores were 25.88
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(SD=4.06), 15.25%$D= 3.99), 5.75%D= 1.58), and 4.88
(SD = 1.55) for he total score, H scale, C scale, and R
scale, respectively.

Predictive validity was then assessed for each rater group.
For inpatient violence and staff raters, the total score (
.63) and R scaler (= .76) were significant predictors. For
inpatient vblence and expert raters, the total scare= (
.66) and H scaler (= .73) were significant predictors. For
violent recidivism and staff raters, none of the scores were
significant predictors. For violent recidivism and expert
raters, the total score € .81) and H scaler(= .81) were
significant predictors. Implications of these results for
clinical use are discussed.

SCHOLARLY WORK

Dernevik, M. (2004b). Structured clinical assessment
and management of risk of violent regivism in
mentally disorder offaders. Manuscript. Stockholm,
Sweden: Center for Violence Prevention,
Karolinska Institutet.

SUMMARY

This report discussed the findings of Dernevik (1998),
Dernevik et al. (2002), Dernevik et al. (2001), and
Dernevik (2004a) that are summarized separaitelthe
annotated bibliography. Broader implications from this
group of studies are discussed. (This report also includes
another study that is not included, or relevant, to the
annotated bibliography.)

PROJECT AND SCHOLARLY WORK

Dernevik, M. (1998). Preliminary findings on reliability
and validity of the Historical-Clinical-Risk
Assesment in a forensic psychiatric setting.
Psychology, Crime, and Law, 427137.

SUMMARY

This was a reliability study of the HCGRO. Six cliriciars
each rated six patients on the HQR Reliability co
efficients ranged from .76 to .96.

PROJECT AND SCHOLARLY WORK

Dernevik, M., Falkheim, M., Holmqvist, R. & Sandell,
R. (2001) Implementing Risk Assessment: Clinical
Judgement Revisited. In D. Farrington, C. Hollin, &

M. McMurran (Eds.). Sex and Violence: The
Psychology of Crime and Risk Assessmehondon:
Harwood Academic.

SUMMARY

The main goal of this study was to evaluate issues related
to the process of risk assessmasiit pertains to the HCR

20. Specifically, the study
HCR-20 raters (psychologists) differed in their scores from
psychiatric nurses. Second, analyses were conducted to
determine the extent to which HER ratings were
infuencel by cliniciansé6 feeld.
contextual grounding for this approach was drawn from
the larger clinical and social psychological literature on
biases and hsistics in decisiormaking.

ngs

A total of 8 male patients and 40 clinicians (dsgtric
nurses) took part. On average, each patient was rated by
five clinicians, and each clinician rated one patient. These
patients had serious violent index offences (homicide,
rape, assault, arson) and severe mental disorders, as well as
personality dsorders. They were orvarage 28 years of
age.

The AfFeeling Wor d Checklisto
clinicians to rate their reactions to the patients they
assessed. The FWC is based on a niptex model with

30 items comprising four dimensions and eight esabs

follows: (1) Helpfulness vs. Unhelpfulness; (2) Closeness

vs. Distance; (3) Accepting vs. Rejecting; and (4)
Autonomous vs. Becting. The FWC predicted HGRO

scores with Mult. R = .66, with feeling Close and
Accepting relating to higher scores,dahlelpfulness and
Autonomy relding to lower scores.

The mean score for the nurse was 26B £ 6.1), whereas
it was | ower tdrooM=22.hED=B6.8)xpert o

As Dernevik et al. point out, the question of whether the
relationship between feelyjs and HCR20 scores is
evidence for biases in clizal decisioamaking is not clear.
There were no outcome data (i.e., subsequent violence).
Further, it i s possi bl e t
correlative rather than causative of the HER rdings.
Demevi k et al . 6s findings,
importance of limiting biases and owemphasis on
personality to the greatest extent possible, and also the
potential importance in pfessional training on the
outcome of an assessment. Further, item bias wot
directly assessed (i.e., differential item functioning using
Item Response Hory).

h &

SEE ALSO
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Dernevik, M., Falkheim, M., Holmqyvist, R., & Sandell,
R. (1999, July). Implementing risk assessment
procedures in a forensic psychiatric setting: Personal
relationships between ass®or and the assessed using
the HistoricalClinical-Risk-20 scheme. Paper
presented at the international meeting of the
American Psychology-Law Society (Div. 41 APA)
and the European Academy of Psychology and Law,
Dublin, Ir eland.

PROJECT AND SCHOLARLY WORK

Dernevik, M., Grann, M., & Johansson, S. (2002).
Violent behaviour in forensic psychiatric patients:
Risk assessment and different risk management
levels using the HCR20. Psychdogy, Crime, and
Law, 8, 83111.

SUMMARY

This was a prospective study of shtatm inpatient and
community violence. Participants were 54 consecutive
admissions over two years to a forensiggbsatric unit.
Most (n = 48) were male. Mean age was 34SDE 8.92).
Most had vioént index offences (assautt= 16; murdern

= 10; great bodily harmrm = 4; arsonn = 10; sex ffences,

n = 6; other,n = 8). 29% had an Axis | diagnosis only
(mostly schizophrenia); 14% had Axis Il only; 27% had
both; 9% had other comltdtions of diagnoses.

Predictive analyses were carried out for the whole sample,
as well as across three risk management lelelgel one:
(High RM) Time spent on a high security ward with no
access to the communityevel two:(Medium RM) Time
spent living in the hosml but with limited access to
occupational and recreational activities in the camity.
Level three:(Low RM) Time spent in less secure living
arrangements and having access to the community while
still being monitored ragarly.

For overall analyses, H&20 effects with inpatient
violence were as follows: HCGRO Total Score ( = .32;
AUC = .68); H Scaler(= .37; AUC = .68); C, R, and
PCL:SV did not predict inpatient violence. For coomity
violence reconviction analyses, HGRO Total ScordUC

= .84; FCL:SV AUC = .71. The C Scale had the highest
AUC of the subscales, at .79.

In the low, medium, and high risk management ¢tmaks,

the measures were most predictive in low and medium
conditions, and less to in the high risk management
condtion. In the Hgh Risk Management condition, only
the H Scale was predictiveAJC = .67). HCR20 Total
Score predicted with = .21 andAUC = .64. C, R, and

PCL:SV did not predict. In the Medium Risk Management
condtion, effects were as follows: HCRO Total Scorer(
=.41; AUC = .82); H Scaler(= .34;AUC = .83); C Scale

(r = .36; AUC = .75). R and PCL:SV were not
significantly associated with violence, though had
small/moderate effect sizes. In the Low Riskridgement
condition, HCR20 Total Scorer(= .50; AUC = .71} H
Scale = .48;AUC = .75); R ¢ = .49; AUC = .62); C and
PCL:SV did not pedict.

Dernevik et al. interpreted their results as supporting the
predictive validity of the HCRO for inpatient and
community volence. The finding that the HGRD was
less #rongly related to violence in the High Risk
Management than in the Medium or Low Risk
Management categories, or in the community foligey
was interpreted not as lack of validity but as effective
intensive clinical risk managnent in this category. This
consistent with the finding and conclusion reached by
Muller-Isberner et al. (1999).

PROJECT AND SCHOLARLY WORK

Desmarais, S. L., Nicholls, T. L., Wilson, C. M., &
Brink, J. (2012). Using dynamic risk and protective
factors to predict inpatient aggression: Reliability
and validity of START assessmentsPsychological
AssessmenR4(3), 685700.

SUMMARY

This study examined the reliability and validity of the
START for predicting inpatient aggression in a sample of
120 male paénts in secure psychiatric hospitals in
Western Canada. The sample used in this study was
primarily = Caucasian  (75.8%), diagnosed  with
schizophrenia spectrum disorders (85%), had a comorbid
substance use disorder (52.5%), and were in the hospital as
resultof being found NCRMD (89%). The START, HER
20, and PCL: SV were coded by graduate research
assistants blind to outcome dathich had been collected

in a previous study through retrospective file review (see
Nicholls et al., 2009).Outcome data were codefdom
hospital files over a Xfhonth period using the Overt
Aggression Scale and were separated into verbal
aggression, physical aggression towards objects and
physical aggression towards othessbout half of the
sample (54.2%) engaged in aggression dutire follow

up period. The most common form of aggressive behavior
was verbal (52.5%), followed by physical aggression
towards others (22.5%) and physical aggression against
objects (16.7%). Despite high base rates of aggression,
aggressive behaviors wegenerally mild to moderate in
terms of severity. Data reported in subsequent analyses
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reflect dichotomous coding of the presence or absence of
the different forms of aggression.

Mean scores were 18.4&) = 8.08) and 16.829D =

8.07) on the START strgth and vulnerability scales,
respectively. HCRO mean scores were 13.830 =
3.41), 4.81 D= 2.51), 6.19 (SD = 2.36) and 24.990=

6.59) on the historical, clinical, risk management and total
scales. Mean PCR scores was 11.72 (SD = 4.20)ter

rater reliability for the risk instruments used in the study
was good. ICC values calculated on a subset of 24 cases
were .77 .70, .93, .95, and .85 for PCL: SV, HZR
START strength, vulnerability and total scores
respectively. ICC value for the Overt gigssion Scale
was calculated on a subset of 40 patients and was also high
in the study, | CCés for weac
.67 to .84.

Convergent and divergent validity of each of the measures
was examined. Correlations were moderate to strong
between START vulnerability and strength total scores and
HCR-20 subscale and total scores. With regards to the
START vulnerability total scores, correlations were 0.46,
0.81, 0.77 and 0.83 between the historical, clinical, risk
management and total scosthe HCR20 (all ps < .01).
With regards to the START strength total scores,
correlations were 0.43,- 0.72,- 0.76 andi 0.77 between

the historical, clinical, risk management and total scores of
the HCR20 (all ps < .01). PCLSV was only significary
correlated with START vulnerability total score= 0.21,

p < .05) and the historicalr (= 0.34,p < .01) and total
scores of the HCRO ( = 0.25,p < .01). There was a
significant, large negative correlation between strength and
vulnerability total sores on the STARTr(= - 0.87, p <
.01).

AUC values for the START violence risk estimates were
not significantly different than, though somewhat larger
than, the HCR2O0 violence risk estimates and the PCL: SV
total scores for any aggression (AUC = 0\&80 AUC =
0.79 and AUC = 0.75), verbal aggression (AUC = 0.78 vs.
0.74 and 0.74), physical aggression against objects (AUC
= 0.84 vs. AUC = 0.70 and AUC = 0.63), and physical
aggression towards others (AUC = 0.85 vs. AUC = 0.77
and AUC = 0.74), respectibe Cohen 6 s Kappa
categorical final risk judgments of the START and HCR
20 was .77There were no instances were one patient was
identified as high risk on one instrument and low risk on
the other, and vise versa.

The authors conducted two sets hi&rarchical logistic
regression analyses to determine whether START
assessments added incremental validity over historical risk
factors. First, whether START strength and vulnerability
total scores and final risk estimates added to the capacity
of the higorical subscale scores of the H@R to predict
aggression were examined. Across models, predictive

capability improved significantly, however the models
differed regarding whether the strength or vulnerability
total scores added incremental validityr Boy aggression
and verbal aggression, vulnerability total scores added
incremental predictive utility, whereas for physical
aggression towards others, strength total scores
demonstrated predictive utility. Neither vulnerability nor
strength total scoresdded unique contributions to the
prediction of physical aggression against objects, though
the overall model was significant. For all four outcomes,
the addition of START violence risk estimates produced
increases in predictive capacity; however, aftetergng
strength and vulnerability scores historical risk factors lost
their contribution in the model. Second, whether START
strength and vulnerability total scores added to the

bapaoitly oft thee PCd.:u BVs to gptedics aggrassianevehs f r ¢

examined. The same pattevfhiresults was obtained as that
found in the previous set of analyses with the HZIR
The authors concluded that START assessments
performed as well as, and sometimes better than
assessments using the H@R and PCL: SV, although
they did not compare ¢hSTART to the total score, C or R
scales of the HCRO.

PROJECT AND SCHOLARLY WORK

Desmarais, S. L., Wilson, C. M., Nicholls, T. L., &
Brink, J. (2010, March). Reliability and validity of
the ShortTerm Assessment of Risknd Treatability
in predicting inpatient aggressionPaper presented
at the annual conference of the American
PsychologyLaw  Society, Vancouver, British
Columbia, Canada.

SUMMARY

The reliability and validity of the latest version of the
ShortTerm Assessmerof Risk and Treatability (START)
was the focus of this study. Participants were 120 male
forensic psychiatric patients. Using a retrospective file
review design, the HCRO and START were coded.
Violence outcomes were assessed using eert
Aggrgssiop fRcale OAS) and separated into verbal
aggression, aggression against objects and aggression
against others.

The mean Strength score on the START was 18B(
8.08) and the mean Vulnerability score was 16 8P £
8.07). The mean HCRO scores were 2409(SD = 6.59),
13.82 GD= 3.41), 4.81$D= 2.51), and 6.193D= 2.36),
for the total score, H, C, and R scales, respectively.

Mean Intefltem correlations and alphas are reported for
each of the scales. In regards to the START, alphas were
.91 for the Strengths and .89 for the Vulnerability. In
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regards to the HCRO, alphas were .81, .71, .67, and .66,
for the total score, H, C, and R scales, respectively.
Interrater reliability analyses revealed good to excellent
interrater reliability for both tools ral all scales. ICCs
were .93 for the START Strength ar@b for the START
Vulnerability, and .82 for the final risk judgments. ICCs
for the HCR20 were .71, .83, .88, .75, and .83, for the
total score, H, C, R and final risk judgements, respectively.

Conwergent and divergent validity was also examined.
Comparing the START Strength ratings with the HZR
ratings correlations of.77,-.43,-.72,-.76, and-.64 were
found for the total score, H, C, R and final risk
judgements, respectively. Comparing theTART
Vulnerability ratings with the HCRO ratings correlations

of .83, .46, .81, .77, and .74 were found for the total score,
H, C, R and final risk judgements, respectively.
Comparing the final risk judgments made using the
START and the final risk judgents made using the HER
20, a correlation of .91 was found.

AUCs were used to assess predictive validity. With regards
to verbal aggression AUCs were as follows: START
Strength = .75, START Vulnerability = .79, START final
risk judgment = .78, HCRO Totl score = .80, H scale =
.71, C scale = .74, R scale = .77, HER final risk
judgment = .74. With regards to aggression against objects
AUCs were as follows: START Strength = .77, START
Vulnerability = .80, START final risk judgment = .84,
HCR-20 Totalscore = .79, H scale = .66, C scale = .78, R
scale = .77, HCRO final risk judgment = .70. With
regards to aggression against othefdJCs were as
follows: START Strength = .80, START Vulnerability =
.77, START final risk judgment = .85, HGEO Total scos
=.75, H scale = .69, C scale = .71, R scale = .75, 42CR
final risk judgment = .77.

Incremental validity of the START over the H scale of the
HCR-20 was also examined. Using hierarchical logistic
regression the H scale was entered in the first block
producing a significant overall modeThen the START
Strength and Mlnerability scores were entered in the
second block adding significantly to the model. Finally, in
a third block the START final risk judgments were added
again adding incremental valithi to the previous model.
Only the START final risk judgments were a significant
predictor individually in the last model. These findings
were examined with all three of the dependent aggression
variables. The findings are discussed in terms of the
performance of the START in comparison to the HZ®

PROJECT AND SCHOLARLY WORK

de Vogel, C, & de Vries Robbé, M. (2011, JuneRisk
assessment in female forensic psychiatric patients.
First results with new gender sensitive risk
assessment guidelines.Paper presented at the
annual conference of the International Association
for Forensic Mental Health Services, Barcelona,
Spain.

SUMMARY

In this paper, the authors present gersdarsitive risk
assessment guidelines for female (forengpsychiatric
patients, thd=emale Additional ManugFAM). The FAM

is a manual designed to be used alongside the-BIC&nd
was developed on the basis of a literature review and
clinical expertise. Additional considerations for rating ten
of the originalHCR-20 items for women are provided, and
nine specific risk factors for women were added, such as
Prostitution Parenting difficultiesPregnancy at young age
andCovert behaviarFurthermore, two new coding aspects
are included in the FAM: marking criat items; and
judging the risk ofself-harm victimization and non
violent offendingin addition to risk of violence to others.

In 2010, a prospective study was carried out on the
psychometric properties of the FAM in a Dutch forensic
psychiatric hospitahdmitting both men and women. The
FAM, in addition to the HCRO0, HCR: V3, PCER and

the SAPROF, was coded prospectively for 42 women and
a matched group of 42 men. Information related to
incidents during treatment, such as violence towards other
and sdi, victimization and criminal offending were also
recorded.

Interrater reliability coded on a subset of 20 cases
indicated good interrater reliability for total score and
individual items of the FAM. IRR values were .95 for
FAM total score, and ranged tiieen .63 and 1.00 for all
new items. For final risk ratings interrater reliability was
moderate to good. IRR values were .95, .85, .54 and .73
for violence towards others, seléstructive behavior,
victimization and nofviolent criminal behavior,
respetively.

Codings on the FAM and other instruments for the female
sample were compared to those of the male sample in
order to assess the specific applicability of the FAM items
for women. Women had higher scores on 7 of the 9 FAM
items and men had highscores on 2 of the 9 FAM items
(psychopathy and problematic behavior during childhood).
Overall, women scored higher on psychiatric factors and
men scored higher on antisocial factors. With regards to
violence against others, AUC values were .76, .88, .
.71, and .87 for FAM total, H, C, R, and final risk ratings,
respectively. With regards to saléstructive behavior,
AUC values were .80, .68, .77, .81 and .97 for total, H, C,
R, and final risk ratings, respectively. AUC values for the
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final risk judgments were .63 and .99 for victimization,
and nonviolent criminal offending, respectively. AUCs
were not reported separately for the H2Z®Rand the FAM.
The authors concluded that the FAM was promising for
assessing not only violence to others, but-de#tructive
behavior in a female sample and may be a useful addition
to the HCR20.

PROJECT AND SCHOLARLY WORK

de Vries Robbé, M., de Vogel, V., & van den Broek, E.
(2012, June).Dynamics of risk assessment: how risk
and protetive factors change during clinical
treatment.Paper presented at the annual conference
of the International Association for Forensic Mental
Health Services, Miami, Florida, USA.

SUMMARY

This prospective study examined how changes in the
dynamic risk faatrs of the HCRO0 and dynamic
protective factors of the SAPROF influenced violent
outcome over the course of clinical treatment. The study
sample consisted of 325 high risk violent and sexually
violent offenders in a forensic psychiatric hospital in the
Netherlands. Scores on the C and R items of the 2CR
and dynamic items of the SAPROF were analyzed at
different stages during treatment (intramural, supervised
leave, unsupervised leave, transmural, discharge). Violent
incidents during treatment were reded over a 12 month
period.

Results show that as patients moved through different
treatment stages, their risk level as reflected by their
combined risk and protective factor scores, reduced
accordingly. The combined effect of decrease in risk
factors &d increase in protective factors was a strong
predictor for the decline in incidents of violence over the
course of clinical treatment. AUCs were .77, .79, .81, and
.76 for the Total SAPROF, HGRO and combined HGR
SAPROF scores and final risk judgmentsspectively.
Overall, the study results indicate the usefulness of
dynamic risk and protective factors for informing effective
clinical treatment and for measuring changes in individual
risk levels over time.

PROJECT AND SCHOL ARLY WORK

Dolan, M., & Blattner, R. (2010). The utility of the
Historical Clinical Risk -20 Scale as a predictor of
outcomes in decisions to transfer patients from high
to lower levels of securityA UK perspective. BMC
Psychiatry (Open Access Journal).

SUMMARY

This pseudeprospectivestudy examined the predictive
validity of the HCR20 for outcome following transfer in a
sample of high security forensic patients discharged via
medium security care in the UK € 72). The mean age of
the sample was 36.4 s SD = 11.5). A majority of the
sample was male (87%), Caucasian (79%), met the criteria
for substance abuse dependence (61%) and diagnosed with
schizophrenia (67%). Primary index offenses leading to
admission were violence against others (64%), sexual
offenses (17%), and arson or criminal damage (19%).
Outcomes following transfer were classified as either
fisuccesseso or #Afailures. o
following criteria: direct return to the high security unit,
return to the high security itnafter discharge to the
community or reconviction for a serious offengiee.,
murder, manslaughter, assault, rape, indecent assault,
Robbéty, or arson)after discharge to the community.
Overall, 55.5% patients had an outcome that was classified
as a fdure based on the assigned categories. Of these
patients, 46% returned directly to the higgrcurity
hospital. Of the patients discharged to the community
(46%), 21% were reconvicted, 15% for violence against
persons.

Fa

The HCR20 was rated from patient s& files by a trained
psychiatrist on the data available in the medium secure unit
following transfer to high security. The coder was blind to
subsequent outcomes. The mean total FRORscore was
22.06 8D = 7.2). The H score was 12.430 = 3.5), C
was 429 (SD= 3.0) and R 5.295D = 2.5). The HCR20

was a strongly predictive of failure (AUC = 0.8p,<
.001). Analysis of the subscale scores indicate that the C
(AUC = 0.91,p < .001) and R (AUC = 0.86 < .001)
rather than H subscales (AUC = 0.59,< .05) were
significantly better than chance predictors. The results
suggested that the HGEO is a useful tool in predicting
those who will fail their rehabilitation. Measures such as
the HCR20 may have value in routine clinical decisions as
they may asst in the assessment of those who are likely to

succeed or fail on trial leaves to lower levels of security

PROJECT AND SCHOLARLY WORK

Dolan, M., & Khawaja, A. (2004). The HCR20 and
post-discharge outcome in male patients diharged
from medium security in the UK. Aggressive
Behavior, 30, 469483.

SUMMARY

This study investigated the predictive validity of the HCR
20 total and subscale scores among violent patidnts (
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70) discharged to the community under fairly intensive
suypervision. Participants were discharged between 1992
and 2000 and had stayed in the hospital for a mean of 24
months 6D = 14.49). Most of the sample was Caucasian
(83%) and single (80%). The mean age at admission was
35.3 years $D = 10.12). The most comon Axis |
diagrosis was schizophrenia (73%) and roughly -thied

of the sample had either primary or secondary diagnoses of
a PD (the most common being APD, 26%). Almost half
(44%) had a history of emorbid substance misuse.

The HCR20 was scored from oaprehensive case file
information at the time of discharge. Iltem H7 (RRL
score) was not coded for this study. Three types of fellow
up outcome data were collected blind to the initial HZIR
scores: (1) reconvictions were coded from the Home
Office Offerder Index; (2) readmissions to district and
forensic hospitals (readmissions could be of several types,
including those under the Mental Health Act that reflected
concern over an escalation in violence secondary to a
relapse in mental state); and (3) smiffateral reports of
violence were coded from community mental health
t e a ms Outericed meggords. Violence included sexual
violence, punching, biting, choking, kicking, or assault
with a weapon that resulted in physical injury to the
victim.

Mean HCR20 scores, with the psychopathy item omitted,
were: total = 19.379D = 5.7, range = B1); Hscale =
11.82 SD = 3.65, range =-48); Gscale = 3.343D =
2.20, range =10); Rscale = 4.07§D= 1.45, range =-1
7).

The mean length of stay in the communitgs 59 months
(SD= 37.64). There was a significant negative refaiop
between time in the community and H2R total scorer(
=-.48,p = .0001), Hscale ( =-.29,p = .014), C scale (
=-57,p=.001), and Rscale { =-.37,p=.001).

For the folowing analyses, median splits were performed
and high and low scores refer to scoad®ve and below
the median, respectively. No significant associations were
detected between high and low total scores on the-BICR
and reo f f e n di=n2¢1, { = .10) or violent re

of f endE n.d2, p(=6.18). Likewise, none of the
sutscales demonstted a significant association with
reconviction. However, the number of readmissions was
correlated signitantly with HCR20 total scorer(= .40,p
=.0001), Gscale ( = .26,p = .026), and Rscale ( = .31,

p = .007), but not Hscale. Chisquare anales indicated a
significant association between high total scores and all
subscales for any form of readmission and especially for
readmission under the Mental Health Act (MHA). For
incidents of violence reported by participants or their
carers, there waa significant association with high HER
20 tot al=1819p=.€06), Hs € a F=¢16.13@
=.001), and & ¢ a F=e7.46,m= .008). This association

nearly reached significance for thesRc a F23.06,5=
.08).

ROC curve analyses were egs as another index of
predctive validity. The AUC for the HCRO total score
for readmission under the MHA was .85 € .001, CI =
.76 -95). AUC values also were significant for
self/collateral reports of violence (AUC = .{6< .001, CI
= .65.87) andre-offending (AUC = .71p < .05, Cl = .56
.87). The AUC value for serious -offending was not
significant (AUC = .67p = .15, Cl = .47.88). All three
scales predicted rdmission under the MHA (AUC values
ranging from .65 to .78), with highest valuelstained for
the Hscale.

KaplanMeir survival analyses revealed significant
relationships between abovaedian HCR20 scores and
poor survival in the community. Log rank values were:
MHA readmission = 27.73p( < .001); self/collateral
reported violence 47.14 ¢ < .001); reoffending = 3.85

(p < .05); and violent reffending = 5.08 § < .05). The
authors noted (but did not provide a quantitative summary)
that when survival analyses were used to examine time at
risk in the community, they found evidendeat the G
scale and Fscale outperformed the-gtale.

The discussion section highlights reasons that may have
contributed to the finding of a significant relationship
between HCR20 scores and readmission but not
reconviction (e.g., high level of supendgsi hospital
policy petaining to readmittance at time of deterioration

in mental state/increase in risk of violence).

PROJECT DESCRIPTION

Webster, C. D., Hart, S. D., & Eaves, D. Prospective
study of the HCR-20 in a forensic psychiatric
sdting.

SUMMARY

This is a prospective study. The H2R was coded on
175 consecutive persons who were coming before a
Criminal Review Board for release from dispositions of
Not Crimnally Responsible an Account of Mental
Disorder (NCRMD). ThePCL-R was coded with the use
of interviews by trained assistants. Psychiatrists who were
respasible for providing the Board with a release
assessment completed the Brief PsychiatriingaScale
(BPRS), as well as the Clinical and Risk Management
scalesof the HCR20, as part of their assessments. The H
scale was coded by assistants on the basis of file and
interview information.

82



HCR-20 ReEVIEW AND ANNOTATED BIBLIOGRAPHY

The mean age at admission was 33D € 9.6). The past violence were removed to avoid inflation of
sanple was primarily malen(= 133, 88.7%). The vast correktion co-efficients. Persons scoring abave median
majority of participarg were unmployed at admissiom( of the HCR20 were significantly more likely than those
= 139, 92.7%). Schizophrenia was the predominant scoring below the median to have previous violent
admission Axis | diagnosisn(= 96, 64%). Fortyone convictions, previous assault charges, and juveadlerds.

patients (27.4%) of the patients received an admission
diagnosis of pemality disorder. Most patients had been Douglas, K. S., & Ogloff, J. R. P. (2008. Multiple

hospitaized in the pastn(= 132, 88%), and the majority facets of risk for violerce: The impact of
had previous charges for violent offences=(90, 60%). judgmental specificity on structured decisions about
Finally, most patients had a violent index offence (129, violence risk. International Journal of Forensic
86%). Violence was measured in the hospital with the Mental Health, 1, 19-34.
Overt Aggression Scale, and in tt@mmunity with arrests
records and radmission to the forensic instte. SUMMARY
SCHOLARLY WORKS The conceptual risk assessment literature describes risk as
multi-faceted (i.e., likelihood; severitimminence; nature;
Douglas, K. S., Klassen, C., Ross, D., Hart, S. D., targets) and calls for decisionakers to make desions
Webster, C. D., & Eaves, D. (1998, August). about these various facets. However, no research has been
Psychoméic properties of HCR20 violence risk conducted to evaluate whether such highly specific
assessment scheme imsanity acquittees Poster judgments can be made reliably or accurately. This study
presented at the annual meeting of the Amécan evaluated whetter highly specific judgments of violence
Psychological Association, San Frecisco, CA. could be made with reasonable reliability and incremental
validity over more general judgments. For this study, the
SUMMARY authors used the HGRD as the primary measure of

violence risk. The sample consisted of 100lsdvho had
been found not criminally responsible by reason of
insanity and were released from a maximsecurity
forensic institution into the community in 1996. The HCR
20 (Version) 2 was ecoded from the original 175
participants described above becaugersion 1 had
originally been used. The majority of the sample was male
(n = 89). For this study, the definition of violence was
categorized into three groups: any violence, physical
violence, norphysical wvolence, and violence that resulted
in criminal charges. Violence was measured from two
sources: official criminal recidivism data and records of
readmission to forensic psychiatricgees.

The HCR20 violence risk assessment scheme was coded
on 175 consecutive insanity acquittees appearing before a
criminal ReviewBoard. The purpose of the study was to
provide data on the descriptive, normative, and reliability
characteristics of the HCGRO, and on its relationship to
conceptuallyrelated concurrent measures andeixes. The
alpha ceefficients for the HCR20 Total H scale, C scale,
and R scale scores, respectively, were .78, .69, .77, and
.77. Other indexes also supported the structural reliability
of the HCR20 (i.e., MIC; CITC). For the H Scale,
interrater reliability was goodICC; = .81; ICC, = .90).
Interrate reliability was not avaable for the other HCR

20 scales. Tesetest analyses showed that the C and R . N .
y The interrater reliability was calculated using ICCs. For

scales changed (declined) across repeated assessments, asth i ) structured clinical risti th
they are Epected to. e omnibus (general) structured clinical riskngs on the

HCR-20, thelCC, was .61. Reliability was lower for more
The HCR20 was related strongly to the P®L specific judgment$ from low to moderate for judgments

correlding at .60. TheH Scale was most strongly related of various severities of violenceldC, = .27.37).
(.76 with PCLR Total), while the C and R Scales were Reliability was low to moderate for_ ratings of violence
related with small effect sizesr§ = .18 and .16, targets (CC, =_.40.47). Lastly, reliability was low to
respectively). The H Scale was more strongly correlated moder_ate for time frame of alence of up to one year
with Factor 2 of the PGIR, while the C and R Scales were (ICC, = .31-42).

more strongly corelated with Factor 1. The HGRO and

its scales were related to psychopathology (Brief
Psychiatric Rating Scale; various factors), in a
conceptually meaningful way. Gemadly, the C Scale was
most strongly related, the R Scale next stronglated,
and the H Scale generallynelated.

Only a limited number of the specific judgments about
future violence were capable of being evaluated due to low
base rates, low reliability or lacof ability to collect
outcome information. The shortterm risk judgment
produced a small but significant point biserial correlation
with violence at 12 monthg € .2; p = .02). A patrtial
point biserial correlation between shtetm risk

Finally, the HCR20 was related to an index of violence judgments andlL2-month violence holding the general risk

(past violent crimes). Items on the H@2R dealing with
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assessment constant was .06. Risk judgments of minor

violence showed a significant point biserial correlation
with nonphysical volence ¢ = .23;p = .012). The partial
point biserial correlation holding omnibuisk judgment
constant was nosignificant. Risk judgments of severe
violence showed a significant point biserial correlation
with physical violencer(= .27;p = .003). The partial
point biserial correlation holding omnibus risk judgment
constant was an-significant.

The findings showed that more specific judgments of
various facets of violence risk that are called for in the
literature were not made with as much reliability and
accuracy as more general gments.

Douglas, K. S., & Ogloff, J. R. P. (208b). The impact
of confidence on the accuracy of structured
professional and actuarial violence risk judgments
in a sample of forensic psychiatric patientsLaw and
Human Behavior, 27 573587.

SUMMARY

The purpose of the study was to evaluate the reldtipns

between confidence and accuracy of risk estimates made

using a structured professional judgment (SPJ) and an
actuarial approach. The impetus for the study was previous
research (McNiel, Sandberg, & Binder, 1998) in which
probabilistic clinical predictins of inpatient wilence by

ci vil psychiatric patients
confidence in their juginents.

The sample comprised 100 forensic psychiatric patients in
western North America who had been found to be not
criminally responsible for @éminal offenses (previously
reported on by Douglas, Ogloff, & Hart, 2003). The mean
age at admission was 35.30 years (SD = 9.84) and
participants primarily were single (67%), umgloyed
(93%), and had an admission diagnosis of schizophrenia
(73.5%; 24.0% ersonality disorder; 18.4% mood disorder;
5.1% substance use/ abuse
partidpants had a past violent charge (91.9%) and almost
half had a past violent conviction (48.5%). The majority
(79.0%) had a wlent index offense.

The HCR20 was coded archivally by two mastéesel
clinicians who were blind to outcome. Raters made
actuarial predictions of risk (the sum of the H2® items

for each scale) and SPJ predictions of risk (final risk
judgments of low, moderate, or high risk). Theyed their
confidence in their HCR20 judgments on a-10 scale,
where confidence was defi
certainty or reliance or trust about the correctness of the
rating. o A median split
confidence grougwho scored at or below the median) and
a high canfidence group (who scored above the median).

ned

Four categories of violence were coded from criminal and
hospital readmission records: (1) physical violence
(physcal contact by the perpetrator or use of a poeg;

(2) nonphysical violence (verbal threats and deducing
behaviour); (3) criminal violence (violence that led to
arrests or convictions); and (4) any violence (an it
category that included all violence).

A striking contrast emerged betweeneeffs of SPJs across
the high and low confidence groups, with point biserial
correlations 1) and AUCs in the former typically being
large and significant but in the latter being not significant.
Correlations for any, physical, nonphysical, and criminal
violence for the high confidence group were .62, .54, .48,
and .43 and for the low confidence group were .14, .18,
.10, and .03, respectively. AUC values for the any,
physical, nonphysical, and criminal violence for the high
confidence group were .86, .882., and .84 and for the
low confidence group were .58, .63, .58, and .52,
respectively. Cox regression analyses, which control for
time and weven followup periods, Yyielded a
nonsignificant model fit for the low confidence group
usi ng 06 anythevoutcome aritere.8Hoveeger, in
the high confdence group there was a roughly nine fold
increase in the hazard of violence that occurred between
low and moderate andetween moderate and high risk
ratings.

A similar set of analyses was carried out foe tthree
agteaiak judgments (open foregpch (sqp
confidence group, all,, and AUC values”across the four
violence c&egories were nonsignificant and generally
small, whereas for the high confidengeoup the values
geneally were larger and &re significant for the Hand
C-scales (but not for the-Brale).

Indices of variability for scale scores and final risk ratings
were highly comparable between the high and low
confidence groups, which provided evidence against the
possibility that theesults could be attributed to differential

d iVaigneeqod the predigiprs c?%tv’t’eﬁ”etPeét?"o. configlgreg
0

groups. Several possible explanations for the strong
relationship observed between confidence and accuracy
are discussed.

Douglas, K. S., Ogloff, J. R. P., &Hart, S. D. (2003).
Evaluation of a model of violence risk assessment
among forensic psychiatric patients Psychiatric
Services, 5413721379.

SUMMARY
as Athe rater has a feeli
This study tested the inteater reliability and criterion

w a elated yalidityiofestuctuted violence&igudgmentsamade o w

with one application of the structured professional

judgment (SPJ) model of violence risk assessment, the

84

le).cIp ithe jlow i an



HCR-20 ReEVIEW AND ANNOTATED BIBLIOGRAPHY

HCR-20 violence risk assessment scheme. Participants
were taken from a larger, ongoing prospective study
examining the predictivedidity of the HCR20. From the
larger study, 116 of 175 patients released from forensic
hospitalization between 1996 and 1997 were originally
chosen to partipate. The HCRO was completed on a
random sample of 100 of the 116 forensic psychiatric
patiens. All of the 100 had been found not guilty by
reason of insanity and were subsequently released into the
community.

For this study, violence was operationally defined as
actual, attempted or threatened physical harm to others.
Acts of violence were didied into broad categories of: any
violence, physical violence and nghysical violence.
Raters were two mastetsvel clinicians. Raters gathered
information from clincallegal files of participants as they
existed at time of dtharge. Violence in theocnmunity
was coded both from criminal records and clinical files
after discharge from the hdsgl.

The mean HCRO total score was 24.BD = 4.64). For
the Hscale the mean was 1430= 2.79), for the Gcale

it was 4.68 $D=2.02) and for the Rcaleit was 5.88 §D

= 1.49). ThdCC for the Hscale ranged from .41 (H4) to
1.0 (H7). For the total H scale it was .90. TR« for the
C-scale ranged from .34 (C5) to .69 (C3) (total C scale =
.79), and for the Rcale, thdCC ranged from .01 (R5) to
.54 R3) (total R scale = .47)ICC for the HCR20 total
score was .85. As for agreement on final risk ratings, raters
agreed on 70% of all cases, with mstances of low/high
risk errors (ICC = .61).

AUC values for the HCRO0 structured clinical judgments
(low, moderate, or high risk) were statistically significant
for each outcome criterion. Effects for the HQR
clinical judgments were moderate to large in size,
depending on the violence index (any violend&lC =
.69, p < .01; physical violenceAUC = .74,p < .01; non
physical volence,AUC = .68,p < .05). For the HCR0
total score, thUC for any violence was .6 < .05; for
physical volence was .70p < .05 and for nosphysical
violence was .67 < .05. For the kscale, theAUCs were
not signficant. For the &cale, theAUC for any violence
was .68,p < .05; for physical violence it was .70,< .05
and for norphysical violence it was .6§, < .05. For the
R-scale, theAUC6 s wer eicanbt si gni f

KaplanMeier survival analyses showed that rqmms
judged to be at high risk were more likely to be violent,
and to be so sooner than others. Cox regression analyses
showed that HCRO risk ratings were most strongly
related to vilence, over and above actuarial scores.

The discussion section reitéea the findings and explores
the implications of these results for using structured
clinical judgments in risk assesents.

Ross, D. J., Hart, S. D., Eaves, D., & Webster, C. D.
(1999, November). The relationship between the
HCR-20 and BC Review Board destons on the
release of forensic psychiatric inpatientsPaper
presented at the International Conference on Risk
Assessment and Risk Management: Implications for
Prevention of Violence, Vancouver, British
Columbia, Canada.

SUMMARY

This presentation compadt the H, C, and R scores of
those patients who had been released by the Review Board
to those who had not. While the H scale score did not
differ between groups, C and R scale scores did. Among
those discharged, the C scale score was 3.4, compared to
5.9 among those not released. Similarly, the R scale score
was significantly lower among those released (4.0)
compared to those not released (7.3).

Ross, D. J., Hart, S. D., Eaves, D., & Webster, C. D.
(2001, April). The relationship between the HGRO
and community violence in a sample of NCRMD
outpatients Paper presented at the founding
conference of the Interrational Association of
Forensic Mental Health Services, Vancouver,
British Columbia, Canada.

SUMMARY

This presentation reported the results of prospec
analyses of the prediction of pesiease wlence among
103 released forensic patients followed for six months. The
AUCval ue between fAany
.76. For H, C, and R, it was .60, .74, and &ABC values

for PCL:SV total, Rrt 1, and Part 2 were .64, .57, and .66.
For physical aggression, theUC values were smaller:
.57, .57, .60, and .61 for HCRO total, H, C, and R scale
scores. They were larger for PCL:SMal, Part 1, and Part

2 scores: .77, .75, and .70. As with Dexrik et al. (2002)

and Miullerlsberner et al. (1999), Ross et al. (2001)
suggested that risk management strategies could be
responible for the lower effects observed for more serious
violence and HCRO scores. As with the other studies,
however, this hypthesis remains untested. It is innamt

to point out that the lower effects for more serious violence
do not necessarily reflect a trend across studies, as other
reports have failed to observe this (Dtas et al., 1999).

PROJECT AND SCHOLARLY WORK

Douglas, K., Strand, S., & Belfrage, H. (2011, June).
Dynamic risk: Evaluating the nature and predictive
validity of change on the Clinical and Risk
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Management scales of the HGRO. Paper presented
at the annual conference of the rternational

Association for Forensic Mental Health Services,
Barcelona, Spain.

SUMMARY

This study evaluated whether Clinical and Risk
Management scale scores of the HQR changed over
timed and whether change predicted future violence. The
study sample ansisted of 174 forensic psychiatric patients
in Sweden. A majority of the sample were male (81%) and
had a psychotic disorder (67%). Using a prospective
design, the HCRO0 and PCL: SV were administered. C
and R scales were measured four times aho6th
intervals. Violence was also recorded between time points.

Repeated measures ANOVA revealed a statistically
significant linear decrease on C scores across timé eta
.12, p <.001). In a hierarchical logistic regression with C
(Time 1), GChange (Time Zimel), and their interaction
term as predictors, each was significantly predictive of
violence that occurred after Time 22(L = 125.81;
Nagelkerke R= .14;p < .01). A further novel (cluster
analytic) approach to uncover differential change within
sub-groups of participants indicated that there were distinct
groups of patients who differed substantially on C scale
changes, and violence within these groups changed across
time proportionally to change in C scores. While groups
significantly differed on PCLSV Total and F2 scores,
overall the PCL: SV was only moderately helpful in
separating groups. Risk Management scale results were
also presented. The authors concluded that change in
dynamic risk factors predicted change in violence, and that
there are important differences in degree of change across
different groups of patients. Clinical implications were
discussed.

PROJECT AND SCHOLARLY WORK

Dowsett, J. (2005). Measurement of risk by a
community forensic mental health teamPsychiatric
Bulletin, 29, 9-12.

SUMMARY

The predictive validity of the HCRO (version 2) was
evaluated prospectively among a complete caseload of
patients N = 47) managed by a community forensic team.
The sample primarily was malen (= 43 91%) and
AfricanCaribbeanrf = 35; 74%). Many participants had a
history of violence in the community (= 43; 91%) or in

an ingtient setting f = 23; 49%).

Data for all participants were collected over a thremnth
period by the author, who had worked clinicallitmsome

of the patients, via file review and an interview with each
participantés key worker
psychiatric nurse). No direct contact with thertjggpant
occurred in the course of data collection. The HFClvas
completed for asubset of participantsn(= 33). Mean
HCR-20 scores were: TotalM = 21.65, SD = 6.15);
Historical M = 13.40,SD = 3.31); Clinical M = 4.11,SD
= 2.32); Risk ManagementM(= 4.33,SD = 2.27). The
range of mean item scores on the Historical scale wé&s 1.1
(H10) to 1.87 (H6). The range of mean item scores on the
Clinical scale was .54 (C3) to 1.22 (C1). The range of
mean item scores on the Risk Ma@ement scale was .41
(R1) to 1.48 (R2).

Recidivism data were collected 2.5 years after the HCR
20s were scad. Outcome data were based on file records
and information collected from clinical staff. Eight
partidpants were charged or convicted of a new offence.
Mean total scores of recidivistdM(= 29.4) and non
recidivists M =21.2) were statistically significa (p < .05,
indepandent t-test). Reoffending of two participants
appeared to be linked closely to deteriorated mental state.
Among the dber six participants, all of whom maintained
their mental stability, reffending appeared to be related
to instrumetal violence, substance misuse, and antisocial
personality characteristics. Implications for targeting
specific types of patients for forensic services (versus
generic services) were discussed.

PROJECT AND SCHOLARLY WORK

de Ruiter, C., & Hildebrand, M. (2007). Risk
assesment and treatment in Dutch forensic
psychiatry. Journal of Psychology, 63166175.

SUMMARY

In this article, the authors review the possible legal statuses
for mentally disordered offenders in the Netheds as

well the relevant literature on treatment and risk
assessment. In the Netherlands, mentally disordered
offenders are ften involuntarily committed to a hospital
under a TBS orders (for offenders who at the time of the
crime were mentally disordered amdho are a risk to the
public). A TBS order is indefinite.

In terms or risk assessments and research, the authors
reviewed studies of the HGRO. The HCR20 produced
moderate to large AUCs when predicting community
violence. The authors also reviewed Hi€T-30, a Dutch

risk assessment tool developed in the Netherlands which
includes 11 historical items, 13 clinical and dynamic items
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and 6 future items scored on a five point scaledi8tu bulletins that detailed any disruptive incidents i@ents
revealed it performs as well and sometimes better than the were coded only if they were acts of physical vicken
HCR-20 gecifically in terms of the final risk juginent. directed towards other persons). Values for all HZIR

indices were higher for men than women. For men, AUC
values for HCR20 total and scale scores ranged from .75
to .88 andrs ranged from .42 to .62. For women, AUCs
PROJECT AND SCHOLARLY WORK ranged from .52 to .63 ands ramged from .07 to .22.
Values for final risk judgments were higher than values for
. . the HCR20 total and scale scores across both men (AUC
de Vogel, V. & de Ruiter, C. (2005). The HCR20 in =.91,r =.70) and women (AUC = .86,= .57). Predictive

personality - disordered female offenders: A indices for the PCIR generally were lower than for the
comparison with a matched sample of males. HCR-20

Clinical Psyclology and Psychotherapy, 1226240.

Results indicate the predictive ability of the H2BR may

SUMMARY be maximized when juginents of final risk are used rather
o o ) than an actuarial approach wherein indial risk factors
The predictive validity of the Dutch version of the H2R are summed.

was examined in a forensic psychiatric sample of 42
women admitted between 1985 and 2003. A sample of 42
male forensic psychiatric patients, also attkwi between
1985 and 2003 and matched on birth year, type of index
offense, ethnicity, and type of psychopathology, was used
as a comparison group.

PROJECT AND SCHOLARLY WORK

de Vogd, V. & de Ruiter, C. (2004). Differences

The HCR20 was coded on the basis of file information. between clinicians and researchers in assessing risk
For the women, ratings were made retrospectivetylf® of violence in forensic psychiatric patients.The
cases and prospectively for 27 cases. Good interrater Journal of Forensic Psychiatry and Psychology, .15
reliability was observed for the women for the total score, 145164.

H-scale, and final risk judgment & 27; ICCs = .75, .82,

.74) and moderate for the-$tale and Fscale (ICCs = .55, SUMMARY

.51). For the menhalf the ratings were retrospective and

half were prospective. Good interrater reliability was This research project assessed whethenicidins and

observed for the total score-$tale, Cscale, and final risk researchers differ in their violence risk assessment of the

judgment = 28; ICCs = .77, .82, .70, .69). same patients and whether ra
patients play into their risk assessments. This study used

There were significant mean differences betweea th the Dutch version of the HGRO on 60 patients (53 men

genders on several HCR items but the total and scale and 7 women)n a Dutch psychiatric forensic hospital.

scores were comparable. For women, mean scores were: The groups which coded the HER were comprised of 5

HCR-20 total (25.9,SD = 5.5); Hscale (14.0SD = 2.9); independent researchers, 7 treatment supervisor and 32
C-scale (5.4SD = 2.0); Rscale (6.6SD= 1.9). For men, group leaders. The treatment supervisors were mostly
mean scores were: HCRO totd (27.1, SD = 6.5); Hscale clinical psychologist or psychotherapists. The grou
(14.9,SD = 3.0); Gscale (5.45D= 2.3); Rscale (6.85D leaders were a diverse group with most having relevant
= 2.1). With respect to the HGRO final risk judgments, higher vocatioal or academic training.

women were judged as moderate risk significantly more

often, whereas men were judged as high risk significantly =~ The mean HCRO0 scores were: Total score = 263D(=
mor e of ten. The three mo s t6.5)fHsealg o 246D =y3.3),cCecdle € 5.3 PDo=t2.R)e r
consi de rffaredi for reach gedder. For men they R-scale = 6.1 $D = 2.1). The interater agrement was
were financial problems, lack of prospects for the future, measured byCC. ThelCC between all three groups for
and violent fardgsies whereas for women they were the HCR20 Total score was .79. For the-dtale thdCC
forming a new intimate relationship, eafor children, and was .82, the &cale was .64, the-Bcale was .57 and the
prostitution. Analyses of the predictive validitgcluded final clinical risk judgmentICC was .65. Interater
two types of violence collapsed into a single outcome  agreements between gbups of raters were equivalent to
variable: (1) violent recidivism (operationalized with the that of all three group®gether.

HCR-20 definition of violence) after discharge was

obtained from official judicial records for the In terms of differing scores by rater type, Group leaders
iretrospective partici pant s fatedasigrficantly2 lowerdsaorea on othe-sdalen Rigkt i e n t
violence was obtained from daily hospital information management items, and HER Total scores. There were
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no significant diferences in the mean scores between the

researchers and the treatment supervisors except for

structured clinical risk judgments. Treatment supervisors
more often judged
researbers.

Researchers stated that they spemuali20 minutes per

risk assessment, group leaders spent about 30 minutes and
supervisors about 15 minutes per assessment. Also,
researchers stated that they based their assessments

predoninantly on file information, whereas group leaders
and treatment su@gpvisors mostly relied on personal
experiences with the patient.

Correlations between HGRO scores and a measure of
feelings towards the patients showed many significant
correlations. The HCRO total score was correlated with
measures of
unhelpfulnessr(= .38; p < .01), distanti( = .2; p < .05),
accepting ¢ = -.19p < .01), rejectingn(= .34;p < .01), and
controlled ¢ = .46;p < .01). The HCRR20 risk judgment
was correlated
-.34; p < .01), whelpfulness i = .33; p < .01), close
=.19;p < .5), distanti(= .4;p < .01), acceptingr(= -.23;p
<.01), rejeting (r = .34;p < .01), and controlledr (= .37;
p<.01).

Stepwise multiple regression analyses shbttat feelings

of being controlled or manipulated by a patient
significartly predicted high HCR0 scores. 21% of the
variance in the HCRO Total score was explained by
feelings of being controlled by the patient. Also in
stepwise regressions, feelingfzat the patient was close
and distant predicted high risk judgments; in contrast,
feelings that the giient was helpful predicted low risk
judgments. Together these three explained 23% of the
variance in risk jugments.

PROJECT AND SCHOLARLY WORK

de Vogel, V., & de Ruiter, C. (2006). Structured
professional judgment of violence risk in forensic
clinical practice: A prospective study into the
predictive validity of the Dutch HCR-20.
Psychology, Crime, antaw, 12 321-336.

SUMMARY

This prospective study examined differences in accuracy
between researchefis = 9), treatment supervisors £ 8),
and group leadersn(= 59) with respect to individual

versus consensus ratings and structured final risk versus

acuarially based risudgments. The sample comprised
127 men (a subset of whowere reported on previously;

patients

see de Vogel & de Ruiter, 2004) whose mean age at
admission was 32.%50 = 9.6, range= 17-66). The index
offenses were: 44% (attempted) homicide, 33% sexual
oftelsses, AL6%0 other vidlest loféenses suctiRalbdye @6 t o
arson. Mean length of stay in the hospital was 3.7 years
(SD= 2.4, range =412). More than half of the parijzants

had abus# substances in the past (8% alcohol, 15% drugs,
and 44% multiple substances) and most hetkived
previous psychiatric treatment.

Participants varied in terms of their treatment phase at the
time the HCR20 was coded. For participants who were
commencig their first unsupervised leave from the
hospital (n = 9), entering the transmural treatment phase (
= 28), or already were in the transmural treatment phase (
= 24), the Rscale was coded for the outside context. For
partidpants were newly admitted tbe hospital 1if = 49)

fuimess ( = n28;Ps<:.01)h e | pand for existing inpatients1(= 17), the Rscale was coded

for the catext inside (risk of inpatient violence).

Raters coded the HGRO between January 2001 and June

wi t hpfulmessfsu r e 2004 for @aaeht dase nirntdépendently ehd agreed upon a

consensus scerand a final risk judgment during a case
conference. For 19 (15%) patients, more than one HCR
rating was completed because there was a change in their
treament phase. The most recent risk assessment was used
for those participants.

Outcome data wereobtained from daily information
bulletins published in the hospital that report on inpatient
violence and violence that occurred outside the hospital
(e.g., for patients who were in the transmural treatment
phase). The defition of physical violence washé¢ same

as that used in the HCEO manual. The mean follow up
period was 21.5 monthsSD = 10.9, range = -B7). For
individuals under mandated treatment conditions, data on
violent recidivism was not obtained after the court order
expired (= 20; mean fdbw up period after discharge for
this sibgroup = 15 months$D= 8.8, range =-84).

Group leaders gave significantly lowtstal and Rscale
scores [ < .05) compared to researchers and treatment
supervisors. There were no significant differences inrmea
HCR-20 scores between researchers and treatment
supevisors. The mean HGCRO consensus scores were
higher (but not significantly so) than the mean HGRO
scores of the three individual rater groupsean total
scores were: researchers = 263D(= 6.1), treatment
supervisors = 25.8§D= 6.1), group leaders = 24.8D =
5.8), consensus = 26.8D = 5.6). Mean Hscale scores
were: esearchers = 14.80 = 3.1), treatment supervisors

= 14.3 SD = 3.4), group leaders = 14.6D = 3.4),
consensus = 14.85D = 3.1). Mean Gscale scores were:
researchers = 5.350 = 2.1), treatment supervisors = 5.3
(SD=2.2), group leaders = 5.8D= 2.0), consensus = 5.5
(SD = 2.1). Mean Rscale scores were: researchers = 6.3
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(SD = 2.2), treatment supervisors = 6320= 2.2, group
leaders = 5.33D= 2.2), consensus = 6.8D=1.9).

Participants who scored above the median (2@tive to
those below the median had significantly more had
significantly more incidents of physical violence (fan
Meier log rank = 15.8p < .001; odds ratio = 21.6, 95% CI

= 2.8167.2). Cox regression analyses with the three scales
entered on the fist block and final risk judgment entered
on the second using the forward conditional method

There were no significant fléerences between the rater

groups in final risk judgments. The percentages of low
HCR-20 final risk judgments were: 24% researchers, 30%
treatment supervisors, 21%roup leaders, and 28%

consensus. The percentages fogjudnts of moderate risk resulted in a $30NFi127)=2a.9pt
were: 45% researchers, 46% treatment supervisors, 43% < .001) at Block 1. HCRO final risk judgment
group leaders, and 48% consensus. The percentages for demonstrated incremental validity as there was St
judgments of high risk were: 31% researchers, 24% impr ovement to the Tobahge (10N f it

mo d

treatment supeisors, 35% group leaders, and 24%
consensus.

AUC values for physical violence for the total score were:
researchers = .78 = .05), treatment supasors = .81
(SD=.05), group leaders = .75D= .05), consensus = .85
(SD = .04). AUC values for the 4dcale were: researchers
= .73 SD = .06), treatment supeasors = .74 $D = .06),
group leaders = .7550= .06), consensus = .73 = .05).
AUC values for the &cale were: researchers = . BD(=
.06), treatment supeisors = .75 $D = .05), group leads

= .66 SD=.06), consensus = .88 = .05). AUC values
for the Rscale scores were: researchers = S@ £ .06),
treatment supervisors = .7%[0= .05), group leaders = .63
(SD=.07), consensus = .78 = .05).

AUC values for the final risk judgnmé were: researchers =
77 (SD = 2.2), treatment supdasors = .75 $D = .05),
group leaders = .640=.07), consensus = .86 = .04).
Group leaders compared to researchers had aisiymify

=127)=6.8p< .01).

AUC values and Pearson correlations were used to
examine the predictive validity of consensus ratings for
physical violence of the HCRO items. Items 2, 4, 5, and 7
from the Hscale, items 11, 12, 14, and 15 from the C
scale, and items 16, 17, and 19 from thescBle had
significant AUC values and correlations. Sigeéint AUC
values ranged from .674 and significant correlations
ranged from .2432. Cox regressioanalysis with all items
included yielded a sigrifc ant T{20dN + 127) &
43.7,p < .01). Using the forward conditional method to
determine which HCR0 items were significant predictors
of incidents of physical vience produced a final model in
which items 2 ¢ = 6.4, 95% CI = 1.88.0), 15 € = 3.4,
95% Cl = 1.58.1), and 17 = 3.4, 95% CI = 1.210.0)
were significant predictors of incidents of physical
violence.

The HCR20 total score and final risk judgments were

l ower AUC value for ?(lhNe= f i nsghificantly priedictve fdr dpatreverbal apuse (total score:
127 =63,p< .01). Group | eader s @&UCr=am,iSE=gls,r .36/ HI; tndl risk jogment:
consensus ratings were significantly lower for thescale, AUC = .65, SE = .05r = .28,p < .01) and verbal threat
Rscal e, total scor e,?(anm=d f i (totllscore:iAdK = .TOUSE g nD8,A 86, p(<c01; final
127) = respectively 6.8, 4.9, 4.6 and 2(Qvls .05). The risk judgment: AUC = .71, SE = .06z .31,p< .01).

AUC value for the HCR20 mnsensus final risk judgment
was significantly higher than the individual final risk
judgment of researchers, treatment supervisors and group
| e ad?® N=12% = respectively 6.9, 5.3, and 2Qo1,
<.01).

PROJECT AND SCHOLARLY WORK

de Vogel, V., de Ruiter, C. Hildebrand, M., Bos, B. &
van de Ven, P. (2004). Type dfischarge and risk of
recidivism measured by the HCR20: A
retrospective study in a Dutch sample of treated
forensic psychiatric patients. International Journal
of Forensic Mental Health, 3149165.

Correlations for the HCRO total score wex. researchers

= .35, treatment supervisors = .36, group leaders = .30,
consensus = .43. Correlations for thesthle were:
researchers = .27, treatment supervisors =.28, group
leaders = .29, consensus = .32. Correlations for theale
were: researchers .31, treatment supervisors = .31, group
leaders = .19, consensus = .36. Correlations for tfeedte
were: researchers = .29, treatment supervisors = .27, group
leaders = .16, consensus = .35. Correlations for the final
risk judgment were: researchers =35, treatment
supervsors = .33, group leaders = .19, consensus = .49. All
p values< .01 for consensus, researchers, and treatment
supervisors and at least < .05 for group leadessef@ R
scalep =.16.

SUMMARY

The authors investigated the predictive validity, intger
reliability and suwvival rates while using the HGRO and
PCL-R. The sample consisted of 120 patients discharged
from a Dutch forensic pghiatric hospital between 1993
and 1999. The patients had a mean duration of treatment
of 58.7 months and there was an average folipweeriod
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of 73 months for this study. There were four different
ways of discharge for these patients: transmudat (30;
termnati on of treat ment by
advice and after a resocialization phase), conform advice
(N = 30; termination of treatment by court in line with

h o s p i dvieel witlsout eesocialization phase), contrary
to advice N = 30; temination of treatment by court

against the hospitalds advi
institution (N = 30; readmission to anothenstitution).
Inter-rater reliability was measured usii@Cé s . ICCT h e

for the HCR20 total score was .83. For the-d¢tale it was
.89, for the Gscale it was .76, for the-Bcale it was .58,
and for the structured final risk jgchent it was .73.

The mean scores for the HER and PCLER by type of
discharge were as follows. Tranaml means were: PCGL
R total (15.4), HCR20 total (22.8), Fscale (12.6), &cale
(3.7), Rscale (6.5). Conform means were: RRLiotal
(17), HCR20 total (22.8), Hscale (12.8), &cale (4.3), R
scale (5.6). Contrary means were: PRLtotal (20.2),
HCR-20 total (27.6), Hscale (14.6), &cale(5.4), Rscale
(7.6). Readmission means were: PRItotal (25.3), HCR
20 total (32), Hscale (16), &cale (7), Rscale (9.1).

For the Hscale there were significant differences between
the transmural and conform means as compared to the
contrary mean g < .05) and the contrary mean as
compared to the readmission meagn< .05). For the €
scale there were significant differences between the
transmural and conform means as compared to the contrary
and eadmission meang(< .05). For the Fscale there
were significant differences between the transmural and
conform means as owgpared to the contrary and
readmission meang € .05). For the HCRO total score
there were significant differences between the transmural
and conform means as ropared to the corary and
readmission meang (< .05). For the PCIR total score,
there were significant differences between the transmural
and caform means as compared to the contrary mean (
.05) and the contrary mean as compared to the resaidmi
mean p < .05).

Significant differences were found in the level of risk
judgments given across the four discharge types. For the
HCR-20, low risk judgments were given significantly more
often to transmural and conform groups than to the
readmission groupf < .05). Useof the HCR20 also led

to more moderate risk judgments for the transmural,
conform and contrary groups as compared to the
readmission groupp(< .05). Lastly for the HCRO, this
measure led to more high risk judgments for the transmural
and coform group as compared to the contrary and
readmission group$(< .05). Using a cubff of 26 on the
PCL-R, there were higher judgments of risk given to those
in the contrary and readmission groups as compared to the
transmural or conform groups(< .05).

Resultsshowed that there were no significant differences
between the transmural and conform or contrary groups in

c otermst of viiokent fedidiviem. wihe donfohmogsopp Hadi & 6 s

lower reconviction rate for violent offensgs € .05), and
the readmission group had a highieconviction rate for
violent offenses than the other three groyps (01).

The prediatinedvalidite of theTHCRG PGI-R and dinica@d n ot h ¢

judgment for violent offending were calculated using
AUCs and P erelhtorsABC) s ¢ 0-20 GoRil
score (.82p <.001), Hscale (.80p <.001), Gscale (.77p
<.001), Rscale (.79;p < .001), Risk judgment (.79 <
.001), PCLR total score (.75p < .001), PCER with cut
off of 26 or greater (.65 < .01) and unstructured clinical
judgment (.68p < .01). Corelations: HCR20 total score
(.52;p<.01), Hscale (.47p < .01), Cscale (.46p < .01),
R-scale (.47p < .01), Risk judgment (.53 < .01), PCER
total score (.43p < .01), PCLR with cutoff of 26 or
greater (.39 < .01) and unstructured clirdt judgment
(.32;p<.01).

The authors conclude that the H@R structured final
judgment was significantly more accurate than
unstrictured clinical judgment in predicting violent
recidivism p < .05). The HCR20 was also significantly
more accurate tharthe PCLR in predicting violent
recidivism @ < .05) except when the item H7
(psychopathy) was removed from the H2R total score

(p=.08).

PROJECT AND SCHOLARLY WORK

de Vogel, V., de Ruiter, C., & Vandeputte, C. (2001,
November). Implementation of the HCR20 and
SVR-20 in a Dutch forensic psychiatric hospital
Paper presented at the International Conference on
Violence Risk Assessment and Management:
Bringing Science and Practice Closer Together.
Sundsvall, Sweden.

SUMMARY

This research project assessed the reliability and predictive
validity of the HCR20 and the SVR0 (Sexual Violence
Risk-20). The project also assessed who would be the
most suiable to perform risk assessments. The study used
60 patients (53 males, 7nfales), assessed them initially
before their entrance into a transmural phase and then
again in the transuomal phase.

The mean HCR0 scores were: Total score = 263D(=
6.5), Hscale = 14.63D = 3.3), Gscale = 5.3%D= 2.2),
R-scale = 6.1 $D = 2.1). Interrater reliability was
assessed usingCCs. Across assessors, treatment leaders
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and group leaders together, th&Cs were as filows: disorder. A history of substance abuse was present in 65%
HCR-20 total score (.79), {dcale (.82), &cale (.64), R of the cases. HCRO and SAPROF were coded from

scale (.57), and final structured risk judgment (.65). In pati ent éds f i |l es, hivahinfarhatios,ont ai
terms of diffeing scores by rater type, those who were  psychological reports, reports to the court regarding
assessors gave the highest HEIRscores, with treatment treatment progress, treatment plans and treatment
supervisors giving the next highest and group leaders evaluations, by trained researchers, including the three
giving the lowest. $jnificant differences only existed, study authors. All raters were blind to previous risk
though, between ass®rs and pup leaders. assessments and reeidim outcome data. Based on a

subsample of 40 cases ICC values were 0.88 and 0.85 for
I npatientsdé6 H, C, R and Tot adtal SAPROFe scorgseanck finhli pgotedion judgnzents t h c
in the transmural phase. Inpatient final risk judgments respectively. All individual factors had moderate to
were higher than when in the transmural phase. excellent interrater reliabilities (range .42 to .94).

Mean scoes were: SAPROF TotdM = 11.65 ED= 6.41);
Internal factorsM = 3.48 SD = 1.84); Moativational
FactorsM = 5.01 8D = 3.91); and External FactoM =
PROJECT AND SCHOLARLY WORK 3.18 ED = 1.89). The Final Protection Judgment was low
for 41% of the sample, moderate for 51% of thengle
and high for 8% of the sample. Means scores on the-HCR
20 total and subscales, as well as SPJ ratings were not
reported. There was a significant negative correlation

de Vries Robbé, M., deVogel, V., & de Spa, E. (2011).
Protective factors for violence risk in forensic
psychiatric patients: A retrospective validation

study of the SAPROF.The International Journal d between the HCRO and the SAPROF = .69,p < .01).
Forensic Mental Health 10(3), 178186. The relationship between the HER and the SAPROF
total scores was calculated for the entire samyle {26).
SUMMARY Analyses showed a high negative correlation between both
instruments { = .69, p < .01). The highest intetem
This retrospective study @vides the first validation of the correlationswere found between the SAPROF facgmif

Structured Assessment of Protective Factors for violence controland the HCR20 factorsimpulsivity (r = .73,p <

risk (SAPROF), an instrument developed as a strengths 01) andUnresponsiveness to treatmént .69, p < .01)

based supplement to the HER (and other risk and between the SAPROF factdptivation for treatment
assessment tools), in a sample of 126 male violent and the HCR20 factor Noncompliancewith remediation
offenders dicharged from intensive forensic psychiatric attemptgr = .67,p <.01).

hospital treatment in the Netherlands. The study authors

hypothesized that the combined use of both the 2GR Receiver operating characteristic analyses were conducted
and the SAPROF would increase predictive validity over  for the 1, 2, and 3 year followp periods. SAPROF total
either instrument alone. An overall totalbse of risk and scores showed good predictive validity for recidivism

protection was composed by subtracting SAPROF total of a violent offenses, AUC values weredarat lyear
score from HCRR20 total score, resulting in a total risk follow-up (AUC = .85) and ¥ear follow-up (AUC = .80)
score corrected for available protective factors (HCR and moderate to large fory@ar followup (AUC = .74).
SAPROF total score). The dependent variable, recidivism,  For all three followup periods, the predictive validity for
was defined as angew conviction for a violent offense the violent recidivism of the HCRO total score was lower
according to the HCRO definition of violence (actual, than the préictive validity for nonrecidivism of the
attempted, or threatened violence). For all patients, fellow = SAPROF total score. However, this difference was not
up time started on the day of discharge and was recidivism  significant. AUCs were .81, .77, and .68 at 2, and 3
was recorded at 1 year intervals over a efryperiod. year followup, respectively. With regards to the combined
Twenty patients were readmitted and their recidivism data HCR-SAPROF total score AUC values were .8%1, and
could not be retrieved, thus they were excluded from 72 for 1, 2, and 3 vyear followp respectively.
subsequent predictive validity analyses. Criminal records  Comparative analyses on the AUC values showed a
showed that eight of the 105 discharged patients were significantly better predictive validity of the HGR
reconvicted of a vient offense within 1 year, 15 patients SAPROFE measure over the HER total score for both-1
after 2 years, and 20 patients within 3 years. year and 3ear follow. The SAPROF Final ®tection
Judgment (FPJ) and the Integrated Final Risk Judgment
The sample used in this study consisted of violent (IFRJ) showed good predictive validity for (no) violent
offenders discharged between 1990 and 2006 from a TBS recidivism with 1 and 2 years follewp (FPJ AUC = .82
hospital. The average treatment length was 5.3 y&&s ( and .77, respectively, IFRJ AUC = .80 and .72,
2.2) and the mean age at release wasSD £ 7.3). The respectively). However, predictivealidities of both final
majority (83%) of the sample had an Axis Il personality  judgments decreased ay8ars after discharge (FPJ AUC
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= .71; IFRJ AUC = .65)The best individual predicting
SAPROF factordor no violent reconvictions wer8elf
control (AUCs = .83, .74 and .73 at years 1, 2, and 3,
respectivgl) and Work (AUCs = .83, .76 and .71,
respectively, botlps < .01).

The analyses of the correlations between the total score on
each instrument and recidivisrn (= 105) revealed
significant negative results for-,12-, and 3year follow

ups for the SAPROF(r,, = .35, 1.38, and1.35,
respectively, alp <.01) and significant positive results for

all three followup times for the HCRO (p, = .31, .34,

and .25, respectively, gl < .05).

The results demonstrate that combined total score the
HCR-SAPROF was a significantly better predictor of
violent reconvictions than the HCRO total score, at least

at the 1 and 3year followups. These findings suggest
that future risk assessments would benefit from
combination of risk and protective measures fodjmting
future violence.

PROJECT AND SCHOLARLY WORK

de Vries Robbé M. de Vogel, V., & Douglas, K. (2013).
Risk factors and protective factors: a twesided
dynamic approach to violence risk assessmerithe
Journal of Forensic Psychiatry and Psychology
24(4), 4401 457.

SUMMARY

The current study investigated the value of assessing risk
and protective factors when determining level of risk in a
sample of discharged forensic psychiatric patients. In
addition, the study examinedhether protective factors
were similar for both violent offenders and sexual
offenders. The HCRO and SAPROF were coded
retrospectively for a sample of 188 patients with a history
of violent (h = 105) or sexual offendingi(= 83) who had
been admittedot a Dutch forensic psychiatric hospital
under a TBS order. The study sample was predominately
Caucasian and had either an Axis Il personality disorder
(66%) or traits (205). A history of substance use problems
was present in 72% of cases.

HCR-20 and SAROF were coded from patient files by
nine trained raters blind to recidivism outcome. Interrater
reliability was calculated on a subsample of 24 cases. ICC
values were .74 for the HGRO total score and .79 for the
SAPROF total score. In addition to cdfting total scores

on each scale, the authors composed an overall total score
of risk and protection by subtracting the SAPROF total
score from the HCRO total score (HCRSAPROF).
Recidivism was the dependent variable in the study.

Recidivism was operatnalized as any new conviction
after discharge for a violent (sexual or reexual) offense
according to the HCRO definition of violence (any
actual, attempted or threatened violenédl) patients were
followed up with in the community for a period dflaast
three years after dischargeM (= 11.1). To compare
predictive validities at fixed follovup times, official
reconvictions within one and three years after release were
used. Violent recidivism rates were 8% for one year, 19%
for three years, and 90 for longterm followup for the
violent offender sample. For the sexual offender sample,
this was 7, 17 and 45%, respectively.

The authors tested whether there was a moderating effect
of offense type (violent vs. sexual) on the relationship
between totascores on the HCRO, SAPROF, and the
HCR-20 SAPROF and reffending. The interaction
between offense type and total scores were entered into a
logistic regression analysis for each tool, with new
convictions for violent offending at the different follewp
times as outcome. In all cases, offense type did not
significantly moderate the relationship between total score
and violent recidivism indicating that risk and protective
factors operated in similar ways for both offender types.
Samples were pooleddether for further analysis.

Analysis of the relationship between ptgatment HCR

20 total score and SAPROF total score showed a negative
correlation between both instruments=(- .76, p < .001).
The analyses ofhe correlations between the total
on the tools and recidivism revealed significant negative
results for one year, three year and lbexgn follow-up for

the SAPROF1(,, = -.32,-.35, and-.39, respectively, albs

< .001) and significant positive results for all three folow
up times for the HCR20 (,, = .33, .32, and .26,
respectively, alps< .001) and for the combined index of
HCR-SAPROF (,, = .34, .35, and .34, respectively, pi

< .001). When controlling for the HCRO in a partial
correlation analysis, the correlation betwdabe SAPROF
and recidivism remained significant at both three year (
=-.18,p < .05) and long ternr, = -.31,p < .001) follow

up. On the other hand, when controlling for the SAPROF
correlations between the HER and recidivism were no
longer signiicant (values not reported by the authors).

ROC curve analyses were used as an index of predictive
validity. The SAPROF total score showed good predictive
validity (AUC one year = .85; AUC three year = .75; AUC
long-term = .73). The dynamic protectivectars were the
strongest predictors of desistance from violence, even at
long-term follow-up (AUC one year = .86; AUC three year
=.75; AUC long term = .72). The predictive validity of the
HCR-20 total score for violent recidivism was comparable
to that ofthe SAPROF total score for one and thyear
follow-up (AUC = .84 and .73, respectively). However, the
long-term predictive accuracy of the risk factors (AUC =
.64) was not as strong as for the protective factors. The
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dynamic (Clinical and Risk managentg risk factors
predicted future violence better than the static (Historical)
ones. The combined total score of the HERPROF
index was the best predictor of violent reconvictions for
one and thregear followup (AUC = .87, .76,
respectively), althouginot significantly better than either
the SAPROF or HCRO alone. Comparative analyses on
the AUC values showed that at loteym follow-up the
HCR-SAPROF index total score (AUC one year = .87;
AUC three year = .76; AUC long term = .70) predicted
violent recidivism significantly better than the HER
total score alonec(](1, N= 188) = 13.4,p < .001),
however, at one year and thigear followup these
differences were not significant.

To further assess incremental predictive validity of the
SAPROF protective factors over the H2R risk factors,
and the interactiongdween risk and protective factors over
the independent total scores on both tools, the authors
conducted hierarchical logistic regression analysis on each
of the three followup times. Although not significant for
oneyear followup, for both thregrear ad longterm
follow-up statistically significant improvements to the
model were found when the SAPROF was added. In
addition, partial correlation analysis showed that both three
year and long term followp the correlation between
violent outcome and pratéve factors remained
significant after controlling for risk scores. The
relationship between Final Protection and Final Risk
judgments and recidivism was also examined. In general,
patients with the highest risk levels recidivated the most.
Overall, espeially within the moderate risk and higtsk
group patients with higher levels of protection at
discharged showed less violent recidivism. Taken together,
results demonstrate good predictive validity of dynamic
risk and protective factors over time anc timcremental
validity protective factors in assessing (desistance from)
violence risk.

PROJECT AND SCHOLARLY WORK

de Vogel, V. V., de Vries Robbé, M. M., van
Kalmthout, W. W., & Place, C. C. (2012).
Risicotaxatie van geweld hivrouwen: Ontwikkeling
van de OFemale Additional
assessment of violent women: development of the
6Femal e
Psychiatrie 54(4), 329338.

ABRIDGED ABSTRACT (English translation of the study
not available):

Background:Violence perpetrated by women is a growing
problem. Research has shown that the risk factors
associated with women differ from those associated with

Addi t i oridachrift Woam u a |

men and that the risk assessments currently in use are not
adequate for predicting violea in women.Aim: To
develop a clinically relevant, useful tool for an accurate,
gendersensitive assessment of risk of violent behaviour in
women and to offer guidelines for risk management in
women. Method: On the basis of literature research,
clinical expertise and the results of a pilot study, we
adapted the mueb s e d OHi storical
managemer?2 0 6  (26) ®Ruse with female (forensic)
psychiatric patients who have a record of violence towards
other peopleResults:The O6Femal e
(FAM) supplemented and added value to the HE® for
assessing the risk of violent behaviour by women.
Conclusion: The FAM is a valuable addition to the
currently available risk assessment tools in that it provides
a more accurate gendspecific sk assessment with
regard to female (forensic) psychiatric patients. Future
research will have to further demonstrate the value of the
FAM.

PROJECT AND SCHOLARLY WORK

Dietiker, J., Dittmann, V., & Graf, M. (2007).
Gutachterliche risikoeinschatzung bei
sexualstraftatern. Anwendbarkeit von PCL-SV,

HCR-20+3 und SVR20 [Risk assessment of sex
offenders in a Germanspeaking sample.
Applicability of PCL -SV, HCR-20+3, and SVR20].
Nervenarzt, 781), 5361.

ABRIDGED ABSTRACT (English translation of the
study not available):

In the present study, 64 sex offenders in Switzerland were
retrospectively rated with the PERV, the HCR20 +3 and

the SVR20. These participants are part of a larger study
by the Forensic Department of the Psyaftat/niversity.

The risk assessments were coded based on prior risk
assessment reports as well as criminal reports. The scores
on the PCLSV, HCR20 +3 and the SVRO were
compared to prior scores on the Structured Risk
Assesment of Basel. Results of thistudy confirm the
utility of PCL-SV, HCR20+3 and SVR20 in a German
speaking sample of s oﬁ ders. ;éhe authors conclude
the fisk é{'sgenis]s%emgiﬁa(rﬁe Esh I besullléed primarily

V\cL)itlT antisocial and physically aggressive sex offenders.

PROJECT AND SCHOLARLY WORK

Dolan, M., & Fullam, R. (2007). The validity of the
Violence Risk Scale second edition (VR3) in a
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British forensic inpatient sample. Journal of

Forensic Psychiatry & Psychogy, 18 381-393.

SUMMARY

In this study,the authors investigated the psychometric
properties of the Part A baseline assessment component of
the Violence Risk Scale second edition (VBSWong &
Gordon, 2000). Participants were 136 male inpatients at
the Edenfield Medium Secure Unit in ManchestgK

who were admitted to the unit between 1995 and July
2003. The VRS was coded based on admission notes. The
HCR-20 was completed on a subsample of 80 cases that
were then followeeup in 12 months.

The mean age of the sample was 35.5 yeas= 9.45).

The majority were Caucasian (80.1%). Primary diagnoses
included schizophrenia (76.4%), schizoaffective disorder
(10.3%), affective disorder (3.7%), personality disorder
(4.4%), and organic brain syndrome (0.7%). The majority
of participants had been refed from prison (55.1%).
however, 18.4% had been transferred from a high security
hospital, 14.7% from noeforensic district services, 10.3%
from the courts or probation services, and 1.5% from the
forensic community service. The vast majority (97%) had
been charged with or convicted of a criminal offence. Of
these, 34.6% had an index offence of wounding, 14.0%
homicide, 12.5% arson, 7.4% sexual assault, 8.1% theft,
2.2% public order offences, and 2.9% possession of
offensive weapons. A further 15.4% hadiltiple index
offences recorded, all of which included a violent offence.
Four had no criminal conviction but had been admitted
because of unmanageable violence in district services.

Demographic information and some historical mfiation

was collected fsm case files. These same files, admission
summaries, index forensic assessment reports, and pre
admission court reports (available at admission) were used
to score the VR and the HCR0. The VRS2 and the
HCR-20 were scored independently by researgheliad

to each ot her 6s
physical violence towards others) were examined by a
third researcher to avoid any potential bias. The 32RS
contains an item assessing institutional violence: this item
was rated based on violem in other settings prior to the
index admission to the secure unit. The imtder
reliability of the VRS2 was based on a comparison of 23
cases rated previously by another rater and the current
rater. The intraclass correlation coefficients were
satidactory, with alphas of .96, .85, and .89 for the VRS
static, dynamic, and total scores respectively.

The VRS2 total scores had a mean of 413D(= 11.3).
The static item scores had a mean of 83 £ 3.8). The
dynamic item had a mean of 32300= 8.9). The means of
the HCR20 were: TotalM = 20.5,SD = 6.1, 432; H

r at iisodg <of D

suwbscaleM = 10.1,SD = 3.5, 218; C subscal®! = 5.91,

SD = 1.88, 110; R subscaleM = 4.52,SD = 1.58, 08.
Correktions between the two measures were all highly
significant. Participats who had engaged in institutional
violence duing the 12 month followup period had higher
mean VRS2 total, subscale scores, HEZR and subscale
scores than the neriolent group. Comparison of the
predictive acaracy of both measures indicated thatythe
had moderate predictive accuracy (VRAUCs = .62-.72;
HCR-20 Total, H, C, R AUG=.72, .66, .73, .67). Overall,
the dynamic scales in both measures had greater predictive
acaracy that the more static scales. A logistic regression
analysis indicated hat the subscale scores from both
measures were significant contributors to the prediction of
institutional violence, however, only the C subscale was a
significant predictor in the forward entry model.

PROJECT AND SCHOLARLY WORK

Fitzgerald, S., Gray, N. S., & Snowden, R. J. (2009,
June). Predicting institutional violence in offenders
with intellectual disabilities. In W. R. Lindsay
(Chair), Risk assessment for offenders with
intellectual disability (ID). Symposium conducted at
the annual conference of the International
Association of Forensic Mental Health Services,
Edinburgh, Scotland.

SUMMARY

Because of a purported lack of research investigating the
use of risk assessment tools with offenders with
intellectual disabilities (@), the authors investigated the
use of the VRAG and the HCRO in medium secure unit
with a sample of 25 participants with a diagnosis of a
learning disability i = 25) and a control group of mentally
disordered offenders n( = 45). Participants were
subsguently followed, for 6 months, with 80% of the
f rrﬁ‘ng (ﬂsgbledogli’ohpc c%rmﬁ’itting% at feast one violent
incident and 40% of the control group committing at least
one violent incident.

For the learning disabled group the mean score on the
VRAG was 14.60 $D = 7.23), and mean scores on the
HCR-20 were 26.60D = 4.54), 14.92%D= 2.18), 7.28
(SD=1.99), and 4.363D = 1.80), for the total scores, H,

C, and R scale respectively. For the control group the
mean score on the VRAG was 6.38B0(= 10.90), and
mean scores on the HGRO were 23.71§D=5.98), 14.29
(SD = 3.55), 5.60 $D = 2.45), and 3.899D = 2.19), for

the total scores, H, C, and R scale respectively.

The VRAG was found to predict institutional violence
better in the learning disabled group (ABC87) than the

94



HCR-20 ReEVIEW AND ANNOTATED BIBLIOGRAPHY

control group (AUC = .60). The HCRO also yielded
larger effects in the learning disabled group with AUCs of

77,.77, .66, .73, and .88 for the total scores, H, C, R scale,

and final risk judgments. In comparison, the AUCs were
.58, 42,67, .62, and .63 for the control group.

The main conclusion drawn from the present study was
that both the VRAG and HGRO are excellent predictors
of future violence in offenders with intellectual disabilities.

PROJECT AND SCHOLARLY WORKS

Fujii, D., Lichton, A., & Tokioka, A. (under review).
Structured professional judgment versus actuarial
data in vilence risk prediction using the Historical
Clinical - Risk Management- 20. Manuscript
submitted for publication.

SUMMARY

The accuracy of actuarial predictions of inpatient violence
using a cubff score of 27 on the HGRO versus
cliniciansd structured
compared. The HCRO was administered by three
doctoral level psychologists within the finseek of arrival

to 169 patients (138 men and 31 women) admitted
consecutively to a state hospital between February 2002

and January 2003. The most common admission diagnoses

were schizoaffective (18%) and paranoid schizophrenia
(16%). The interater relability coefficient for 12 cases
was .94. Episodes of inpatient violence (operationalized by
the definition of violence in the HGRO manual) were
recorded from hospital event records for a minimum of
three months postdmission.

For actuarially derivedpredictions, the hit rate = 719%,
sensitivity = 30% (12/40), specificity = 86% (95/111),
positive predictive power (PPP) = 43% (12/28), negative
predictive power (NPP) = 77% (95/123), and AUC = .61
(range: .51.72). SPbased predictions (patients were date
either as high risk or low/moderate risk) generally were
higher: hit rate = 77%, sensitivity = 45% (18/40),
speciftity = 88% (105/120), PPP = 55% (18/33), NPP =
83% (105/127), and AUC = .70 (range:-5§).

A stepwise regression was completed usihg number of
violent inpatient episodes as the criterion variable and
overall HCR20 scores and fivkevel SPJ predictions (low,
low-moderate, moderate, moderigh, and high) as the
predictor variables. SHiased predictions added
incremental validityover actuarial predictions (an increase
in r? from .036 to .092p < .05), whereas thesverse was
not true.

prof

The study al so
the situational contexts in which violence might occur for
each participant based orstor her historical baground.
Results provide support for the use of the SPJ approach in
making predictions of inpatient violence among forensic
psychiatric patients.

Fujii, D. E. M., Tokioka, A. B., Lichton, A. I, &
Hishinuma, E. (2005). Ethnic diffeences in
prediction of violence risk with the HCR-20 among
psychiatric inpatients. Psychiatric Sevices, 56 711
716.

SUMMARY

The authors noted that the majority of studies on the HCR
20 have used samples that comprise predominantly
Cauasians of Europearheritage. The purpose of the
present study was to examine retrospectively cultural
differences in violence risk assessment of psychiatric
inpatients using the HCGRO. Participants were drawn
from a sample of 169 osecutive admissions (the same
sample reprted on by Fuijii, Lichton, & Tokioka, under
review). Participants were included in this study if they
described theselves .as |aAmer|c n _(AA;n_z=
I‘:‘Euﬁcﬂtrlne?lcr};\r?l A; nJ— q %rrﬂlgt@e A?nenéar? AD
Hawaiian (NAH n = 38) heritage. Part|C|pantsvere
considered AA if their ethnicity was Japanese, Chinese,
Korean, Filipino, or Vietnamese and NAH if they reported
Hawaiian as one of their ethnicniguages. Participants
with a mixed ethnic heritage, apart from the NAH group,
were excluded. The finalample caosisted of 88 men and
20 women and had a mean age of 40.1 ye3lis=12.6)
and a mean education level of 11.9 ye&3¥£ 2.5).

There were no differences in rates of institutional violence
(i.e., threats or assaults on patients and staff) antioeg
three ethnic groups. ROC analyses indicated the highest
accuracy for predicting inpatient violence was obtained for
the NAH group (AUC = .730) and the lowest accuracy for
the AA group (AUC = .575; AUC for the EA group =
.638). Stepwise multiple regrésss were conducted for
each ethnic group using HCR items as predictor
variables and the number of violent events (multiplied by
log10 to control for a skewed distribution) as the criterion
variable. Results indicated a unique pattern of predictors
was associated with each cultural group. Models for AA
and EA each produced a single significant predictor. For
AA, item C4 (impulsivity) accounted for 16.1% of the
variance. For EA, item H2 (young age at first violence)
accounted for 13.3% of the variance. €l largest effect
size & = .430) was obtained for NAH, which had three
significant predictors (H2, young age at first violence; H3,
relationship instability; and R1, plans lack feasibility).
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Results are discussed in terms of possible explanations for nonpsychopathic patientsn(= 42) M = 19.29,SD =
thedisparities in observed predictive ability of the H2R 5.49), ¢ (57) = -4.09, p < 0.001). The psychopathic
as a function of ethnicity. patients also had significantly higher mean scores on the
Historical scale (1 = 15.7,SD= 1.87), ¢ (57) =-5.09,p <
0.00). To avoid criterion contamination, data were
arelysed with and without the HGRO items H7
PROJECT AND SCHOLARLY WORK Psychopath)and H9 Personali'ty DisorderUsing the t'otal
and Historical scores adjusted on this basis, the
o sychopathic gtients group still had higher total(67) =-
Fullam, R., & Dolan, M. (2006). The criminal and g.gapg 0.01?, and ?—Iistgricalt((57) 0 -2.52,p(<60).05)

personality profile of patients with schizophrenia scores. The psycpathic group also had significantly

anq _comorpid psychopathic traits. Personality and higher 'CIinicaI M = 5.44,SD= 2.48) scores than the non

Individual Differences, 4015911602 psychopathic grougM = 3.90,SD= 2.69), [ (57) =-2.07,

p < 0.05]. No diferences between the psychopathit £

SUMMARY 4.44,SD = 2.91) and nosychopathic Nl = 3.49,SD =

2.20) groups were observed on Risk Management scores,
The authors compared the clinical, criminal, and (t(57) =-1.39 n.s).

personéity characteristics of male forensic psychiatric

patients with schizophrenia who were categorized into  predictive validity data were provided for the PCL:SV, but
high and lowpsychopathy groups on the basis of PCL:SV  not the HCR20. The psychophic group was more likely
scores. The HCRO was coded, but it was not a main o have engaged in an episode of institutional aggression (

focus of this study. Participant®\ (= 61) were recruited = 13, 72%) than the nepsychopathic groupn(= 13,
from two forensic psychiatric hospitals in England. Their 34.2%;6° = 7.1,p < 0.01) between admission and time of
mean age was 37.79 yeasX= 8.52); data orthe racial assessment. The psychopathic group also had a
compostion of the sample was not provided. significantly higher mean number of aggressive incidents
in the first year of admissioM = 2.74,SD = 4.92; mean
Criminal history information (i.e., number of offences, rank = 36.5) than the negusychopathic grougM = 0.18,

type of offences, and age at first offence) was coded sSp=2.18; mean rank, 28.51), Mann Whitrigy= 294.5 p
dichotomously from official conviction records reported < 0.05. There was a significant difference between the
within case files. Data were cetited on the following psychopatic (M = 17.17 monthsSD = 31.68) and non
measures: PCL:SV, PANSS, HER, a seHreport psychopathic M = 28.48 monthsSD = 42.24) survival
measure entitled the Antisocial Personality Questionnaire  curves for time in months filwing admission to first

(APQ; Blackburn & Fawcett, 1999), and the Chart of  gggressive incident (Kaplan Meier, Log rank statistit1]
Interpersonal Reactions in Closed Living Environments  =7.64,p< 0.01).

(CIRCLE; Blackburn & Rawick, 1996). The authors
reported that Atrained I eThé authGrd ®riciEded thia® thddr lfirlihg® Yenerdily ere
psychopthy, risk and symptom related assessments based consistent with previous research that has examined

on file review and intervi eilg:iibng befiveeR fhRhofathy dcddes Fiolehce lisk Wwa's
stated that the PCL:SV was completed using file review  and criminality in general, as well as in patients with

and inteview, but the basis of HCRO scores was not schimphrenia. They also noted that assessing personality
specified. Ratings on the CIRCLE were made by nursing  functioning, including interpersonal style, may help in
staff. develging appropriate treatment interventions to mitigate

) ) the impad of such personality pathology on maladaptive
A researcher blind to baseline assessment data recorded pehaviours such as poor compliance and institutional

episodes of institutional aggression using computerized  aggression.

official incident reports covering the ped from

admssion to assessment. An episode was defined as

aggressive #dif the patient was the <clear I nstirgator or
aggressor, and if the incident involved verbal or physical

aggression to the staff, paEROJ%C[TéNDo&HgLrAEqueWOﬁK() Length

follow-up was not spéfted.

Grann, M., Belfrage, H., & Tengstrom, A. (2000).

The mean PCL:SV score was 12SD(= 5.37). Patients Actuarial assessment of risk for violece: Predictive
were classified as psychopathic if they scored above the validity of the VRAG and the historical part of the
75th percentile on the PCL:SV (total score of 16 or HCR-20. Criminal Justice and Behaior, 27, 97-114.

higher). The psychopathic patients £ 19) had a higher

mean total HCR20 score 1 = 25.61,SD = 5.38) than the SUMMARY
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This was a retrospective folleup of 404 forensic patients
who had committed violent offences in Sweden, and who
were followed upfor a period of two years. This study
compared to predictive characteristics of the Violence Risk
Appraisal Guide (VRAG; Harris, Rice, & Quinsey, 1993)
and the H Scale of the HGPO. The smple was further
broken down into two subamples or cohorts: 1)93
violent offenders with ICE® diagnoses of personality
disorder; 2) 111 violent offenders with diagnoses of
schizophrenia.

Across both groups, the AUC of the ROC for the H Scale
was .71 (95%CI = .66- .76). At the cuboff score of 12 on
the H Scale (th inflexion point), sensitivity = .71;
specificity = .61; positive predictive power = .35, and
negative pedictive power = .88. For the VRAG, th&UC
was .68 (95%CI = .63-.73). At the cuboff score of 13 on
the VRAG (the inflexion point), sensitivity =50;
specificity = .77; positive predictive power = .39, and
negative prediive power = .84.

In the personality disordered cohort, th&C of the ROC

for the H Scale was .71 (95@ = .66- .76). At the cubff
score of 12 on the H Scale (the inflexipaint), sengivity

= .72; specificity = .60; positive predictive power = .38,
and negative predictive power = .86. For the VRAG, the
AUC was .68 (95%CI = .62- .73). At the cuff score of

13 on the VRAG (the inflexion point), sensitivity = .57,
specifcity = .71; positive predictive power = .40, and
negative predtive power = .83.

In the schizophrenia cohort, th&JC of the ROC for the H
Scale was .66 (95%I = .56- .75). At the cuboff score of

8 on the H Scale (the inflexion point), sensitivity.88;
specificity = .36; positive predictive power = .19, and
negative predtive power = .95. For the VRAG, theUC
was .60 (95%CI = .50- .69). At the cutoff score of 0 on
the VRAG (the inflexion point), sensitivity = .68;
specificity = .53; positive mdictive power = .20, and
negative predtive power = .91.

Grann et al. concluded that both the H Scale and the
VRAG predicted violence significantly better than chance
(except for the VRAG in the sctdphrenia group). They
comment that the obtained valuesuld underrepresent

the actual predictive accuracy of the instruments because
sever al items on each scal e
sensitivity of the H Scale tended to be greater than that for
the VRAG, whereas the specificity of the VRAG tended to
be greater. Among the schizophrenia group, only the H
Scale was heer than chance.

SCHOLARLY WORK

Grann, M., & Langstrom, N. (2007). Actuarial
assesment of risk for violence: To weigh or not to
weigh? Criminal Justice and Bhavior, 34 22-36.

SUMMARY

Using data from Grann et al. (2000), this investigation
evaluated the relative accuracies of different options for
weighting H scale scores. The authors used five
approaches: nonweighted, Nuffield approach, logistic
regression model (ondoy-one), logisticregression model
(12-term algorithm), and artificial neural network. They
split the sample into training (or calibration) and validation
seeds or subsets. Results showed that the unweighted
procedure produced the largest average AUC value (.72),
compared d the Nuffield approach (.71), logistic
regression onby-one (.71), logistic regression térm
algorithm (.68) and artificial neural network (.64). These
findings are consistent with research showing that- unit
weighted predictors are often as accurateopsmally-
weighted procedures.

PROJECT AND SCHOLARLY WORK

Gray, N. S., Taylor, J., & Snowden, R. J. (2011).
Predicting violence using structured professional
judgment in patients with different mental and
behavioral disorders. Psychiatry Researchl87(1-2),
248253.

SUMMARY

Using a pseudprospective cate note analysis, this study
examinedwhether the HCR0 was equally effective for
the prediction of future violence across varying mental
health diagnoses in a sample of mentatlisordered
offenders discharged from medium secure facilities in the
UK. The total sample consisted of 996 male patients with
a mean age at discharge of 37.7 ye8B3% 9.2). Primary
diagnoses were schizophrenia (63.8%), mood disorder
(11.2%), substamc misuse (13%), personality disorder
(18.0%), mental retardation (12.9%) and other diagnoses
(8.4%). A majority of the sample were White (69.2%). The

gehn length df stay withip fhe neediunmsectire serviée wash e

436 days $D=510).

Psychiatric diagnoses weerdetermined using IGO0
criteria by a consultant psychiatrist upon patient admission
to the hospital. Two psychologists completed the HROR
using filebased information which included full criminal
record history, admission and discharge reports, kocia
work and probation information, and nursing recokds.
HCR-20 assessments were completed blind to study
outcome.Inter-rater reliability was 0.80, 0.92, 0.90 and
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0.85 for the total, historical, clinical and risk management
scales of the HCRO, respedtely. The dependent
variable in the study was the occurrence of an offense,
grouped as either any or violent, following discharge from
the hospital. Convictions were obtained from the Home
Of fice Offendersd I ndex.

Overall, the authors were able to scthe HCR20 and
obtain follow up information for 890 of the patients. Of the
sample, 19.4% were convicted of an offense within 2 years
of discharge from the unit and 11.3% were convicted of a
violent offense. Looking at the sample as a whole, the
HCR-20 wtal score, historical scale and the risk scale
produced significant predictions, but the clinical scale did
not. AUCs were 0.73, 0.72, 0.55 and 0.70 for the total,
historical, clinical and risk management scales of the
HCR-20. With respect to any convioti, the AUC values
were 0.69, 0.69, 0.51 and 0.68. Again, HZR total,
historical and risk scales produced significant predictions,
but the clinical scale was not significant.

Patients were stratified according to whether they had
received a particulamental health diagnosis. Because
there was not sufficient data for some subgroups to
perform meaningful analysis, only groups with a sample
size larger than 100 (i.e., schizophrenia, personality
disorder, substance use, mental retardation and mood
disorde) were examined in subsequent analyses. The
authors found that the HGRO was a significant predictor

of future violence in all the psychiatric diagnostic groups
they were able test. However there were some variations in
the efficacy of the instrument eten groups. HCRO
total, historical, clinical and risk scores were most
predictive in patients with mental retardation (AUCs =
0.80, 0.84, 0.68, and 0.70). Total, clinical and risk scores
were the worse for predicting violence among patient with
persomlity disorders (AUCs = 0.62, 0.51 and 0.62).
Historical items were the least predictive in patients with a
substance use disorder (AUC = 0.60). The same pattern of
findings was obtained with respect to general offending.
Again, HCR20 total, historical, linical and risk scores
were most predictive in patients with mental retardation
(AUCs =0.80, 0.79. 0.64, and 0.76). Historical and clinical
items were worse for individuals with a substance use
disorder (AUCs = 0.62 and 0.45). Total and risk scores
wereworse for patients with a personality disorder (AUCs
=0.62 and 0.62). The authors concluded that the relatively
poor prediction of the HCRO for those with personality
disorders or substance use disorders might be due to the
fact that both of these coitidns are associated with
impulsive behavior and chaotic lifestyles, thus behavior
may be less predictive and more prone to outside
influences that are unknown at the time of the evaluation
of future risk. However, it should be noted that the HCR
20 tendgto be comparably predictive in studies relying on
samples consisting primarily of personality disordered
people (i.e., offender samples) than it is with forensic or

civil psychiatric samples (see metnalysis by Guy,
2008). As such, these findings midig samplespecific.

PROJECT AND SCHOLARLY WORK

Gray, N., Taylor, J., & Snowden, R. (2008). Predicting
violent reconvictions using the HCR20. The British
Journal of Psychiatry, 192384387.

SUMMARY

This was a pseudprospectie study of 887 male forensic
psychiatric patients discharged from four medium secure
units in the UK between December 1992 and September
2001. Four psychologists completed the HZRbased on
mental health and criminal justice files and were blind to
outmme. The outcome variable was the occurrence of a
violent offence or any offence after discharge from the
hospital based on information obtained from the UK Home
Office. Violence referred to violence against the person
including kidnapping, criminal damagendanggng life,
Robbéy, rape and indecent assault. Any offences referred
to all offences committed during the follewp period.
Time to offence was calculated as the difference between
the discharge date and the time of reconviction for the
subsequenbffence.

The total sample consisted of 996 male patients with a
mean age at discharge of 37.7 ye&B € 9.2, range 16:9
71.2). Of those 996, 887 had an H2R completed. Most
patients (69.2%) were White, 21.6% were of Black
Caribbean or Black African dgin, 2.4% were of Asian
origin, 1.5% were of other or mixed ethnicity and 5.2%
were of unknown ethnicity. The mean length of stay within
the hospital was 436 daySD = 510 days, range-3785
days) . The participantos
schizophenia or a psychotic disorder (56.2%) and the rest
were mood, personality, mental retardation, developmental
or organic disorders with 3.2% being of unknown
diagrosis.

Many of the subsequent analyses are based oaasuples

of the overall sample. All subamples were compared
with the total sample and no significant differences were
found in terms of patient characteristics. |ntater
reliability for the HCR20 based on 20 cases yielded a
collective inteclass correlation of .80. The mean scores for
the HCR-20 and its subscales are as follows: Tadfak
18.3,SD = 6.2; 636; H subscalé = 11.3,SD= 3.7, 0

20; C subscal®! = 3.2,SD= 2.4; G 10; R subscal =
3.7,SD=2.6; 610.
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After five years, 34% of participants had a new cotion,
with 10% reseiving a new conviction for a violent offence.
The authors reported AUCs for 6 months to 5 years- post
discharge. The HCRO was a good predictor of violent
offences with AUG between .7076. However, the
predctive accuracy of the HCRO (and its subscas)
slightly declined over time and this was a statistically
significant trend p > .05). The H subscale was also a good
predictor (.68.77) and the R subscale (AUC -63D)
showed moderate levels of predictive efficacy. In contrast,
the C sibiscale was notredictive of violent offences
(AUC .54.61). The HCR20 showed similar gdictive
ability with any convictions, but the AUwere slightly
lower (HCR20 total, AUC .69.75; H subscale, .695; C
subscale, .5155; R subscale, .6&%9). Only the C substa
was not gjnificant.

PROJECT AND SCHOLARLY WORK

Gray, N., Fitzgerald, S., Taylor, J., MacCulloch, M., &
Snowden, R. (2007). Predicting future reconviction
in offenders with intellectual disabilities: The
predictive efficacy of VRAG, PCL-SV, and the
HCR-20. Psychologcal Assessment, 19474479.

SUMMARY

This study was a pseugiwospective casaote analysis of
the ability of the HCR20, PCL-R and the VRAG to
predict general and violent +effending in patients with
and withou intellectual disabilities (ID). The final sample
consisted of 1,141 patients released between 1990 and
2001. Partipants were admitted to the hospital on the
basis of (a) having a serious mental illness, ID, or
personality dsorder; (b) having been coitted of a
criminal offense 1t = 881); or (c) having exhibited
behaviour that might have led to a conviction in different
circumstancesn(= 260). The ID groupr(= 145) all had a
diagnosis of mental retardation (MR) and consisted of 121
patients with mildMR, 18 with moderate MR, 5 with
severe MR, and 1 with unspéed MR. In the ID group,

49 patients had a diagnosis of ID alone, and 96 patients
had a comorbid diagnosis of another mental disorder
(either mental illness or personality dider). The nofiD
group fi = 996) consisted of all the other participants, all
of whom had some form of psychiatric diesis but
without ID. In the ID group there were 118 (81.4%) men
and 27 (18.6%) women, with a mean age at the time of
discharge of 31.54 yearSI[D = 8.94 18.8465.78). In the
nonlID group, there were 843 (85.6%) men and 153
(15.4%) women, with a mean age at the time of discharge
of 31.95 years§D = 9.28, 16.90 71.25). The two groups
did not sgnificantly differ on gender or age at discharge.
The ID groyp had a lower number of previous convictions

(M =8.30,SD= 13.05) than the netD group M = 11.80,
SD=16.35),t (1139) = 2.47p < .05.

The scoring of the risk assessments was completed at the
point of discharge based on case review notes. Raters were
blind to outcome. Not all risk instruments could be
completed on all participants because of a lack of relevant
file information. Reliability of all instruments was high
(VRAG ICC = .95; PCLSV total ICG between .89 and
.95; HCR 20 total: ICG between .8 and .88). The tags

were made in a set order of P&V, HCR 20, and then
VRAG since the PCL:SV is component of both and to
minimize the influence of the more objective VRAG on
the more subjective HGRO.

Outcome information was collected from the Ho®iice
Offenders Index (2000). Violent offenses included all
offenses classified as violence against the person by the
Home Office, as well as kidnapping, criminal damage
endangering life Robbéy, rape, and indecent assault. The
ID group had higher VRAGotal scores, PQLSV total
scores, Part 1 scores, Part 2 scores, HDRotal scores,

H subscale scores, and C subscale scores. The ID group
was reconvicted at a slower rate (approximately one half)
than the rate of the ndid group for both violent offeres
(e.g., after 2 years, 4.8% for the ID group and 11.2% for
the nonID group) and general offenses (e.g., after 2 years,
9.7% for the ID group and 18.7% for the ridh group).
Survival analysis showed these differences to be
significant (violence: Log Radn[1] = 7.11,p < .01; general

Log Rank [1] = 8.19,p < .01). The VRAG AUC for
predicting volent reconviction after a-$ear followup
period in the ID group was .74 which was nearly identical
to that of the no#iD group.

The PCL SV was a good predictorf doth violent and
general reconvictions in the ID group and #ibngroup,
yielding large effect sizes. The HCRD was a very good
predictor of violent reconviction in the ID group, achig

an AUC of .79. For general offending, the HCR was
again a grater predictor of convictions for the ID group
(AUC = .81) than the netD group (AUC = .68), and this
difference was statistically significarng € .05). The strong
performance of the HORO total score was also reflected
in the History subscale for th®Igroup (AUC = .80.81)

but somewhat less so for the Clinical subscale (AUC = .69
.71). The Risk Management subscale did not achieve
statistical significance. A series of paired-score
comparisons revealed no significant differences in the
predictive accracy of the VRAG, PCLSV, or HCR 20
within the ID group or noiD group.

PROJECT AND SCHOLARLY WORK
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Gray, N. S., Snowden, R. J., MacCulloch, S., Phillips, other two measures. For the H2R, groups were digied
H., Taylor, J. & MacCulloch, M. J. (2004). Relative as follows: low (scores of 16 or less); medium (scores of
efficacy of criminological, clinical, and personality 17-22); and high (scores of 23 or more). Groups for the
measures of future risk of offending in mentally OGRS were: low (<.29); medium (.29.67); and high
disordered offerders: A comparative study of HCR (>.67). Although significant results were obtained with
20, PCL:SV, and OGRS.Journal of Consulting and respect to any type of offeimd) outcome for all mesares,
Clinical Psychology, 72523530. the logrank value for the OGRS was much higher (83.78)

than the values for the HCGRO (10.70) and PCL:SV
SUMMARY (10.76).
This study compared the predi accuracy of the HGR Mean scores on the three measures were compared across

20, PCL:SV, and the Offender Group Reconviction Scale Participants who offended and
offending history variables that estimates the probability of 1 (-25), Part 2 (.70), and OGRS (1.28).

reconvictionwithin 2 years of release) among 315 forensic

psychiatric patients discharged from a medisggure USing ROC anaIySiS, total scores of all three measures
facility in South Wales, United Kingdom between 1992  were associated significantly withffending outcome
and 1999. The Samp|e primar"y was male (876%), (AUC values for the HCRO0, PCL:SV, and OGRS were
Caucasian (84.4%; 12.4% Black Caribbean or Black -61, .66, and .81, respectively). AUC vales for the
Affican; 1.3% Asian; . 6% 0mi xe guscaleg weseymoig yaplR, wishuihe o) scale {.624 R
diagnosed with schizophrenia or psychotic disorder  scale (.62), and PCL:SV Part 2 (.72) reaching significance,
(49.2%; 16.8% personality disorder; 9.8% affective  but with the C scal¢.48) and PCL:SV Part 1 (.57) failing
disorder; 6.3% drug induced psychosis; 5.1% MR; 1.0% 1O do so. ROC analyses that examined serious and minor

substance misuse disbe r ; 3.2% 6ot hofferses revgaled @ similar pattern of results. When

6umkvmd) . participants were divided into groups on the basis of
diagrosis (i.e., mental illnesses, personality disordarsl

Two psychologists blind to outcome completed all 0ot hero di agnoses t hat incl

assesments using file information available at discharge, ~ developmental disorder, and physical diagnoses), the size
which consisted of mental health, criminal, social work, ~Of the AUC vdues for the mental il
and pobation records. Participants were followed up for at ~ 9roups was similar to the aboedescribed values for the

least two years (mean 6.00 years,SD = 1.77 years). overall sample (éhough noneof the values except for the

During the followup period, 36.5% were convicted of any =~ OGRSweregni fi cant for the o6other

type of offense. ] o . .
Finally, a logistic regression analysis was undertaken to

Mean HCR20 scores were: Total (19.98D= 7.02; range investigate whether the HGEO and/or PCL:SV could
0-36); H-scale (11.39SD = 3.97; range 0); Gscale make an additional significant contribution to an OGRS
(3.77,SD = 2.42; range €10); Rscale 4.68,SD = 2.63; only model. Usig a forcedentry method, no total or
range 610). Mean PCL:SV scores were: Total (8.80)= scale/Part variables added incremental validity.

5.18; range €0), Part 1 (3.795D= 3.79, range{1), and
Part 2 (4.50,SD = 2.83; range 12). The mean OGRS The discussion section reiterated the findings and noted

score was .499D = .29; range .03 .99). HCR20 and that the timing at which the C scale was scored (i.e., prior
PCL:SV total andscale/Part scores correlated highly and  to discharge when symptomatology was as low &keityl
significantly with one another (rgimg from .36 to .78). ever would be, rather than during a time of active
Correlations for the OGRS with the HER and PCL:SV sympbmatology) may have impacted the findings. The
tended to be lower and were not consistently significant. authors concluded that adoption of a singular focus on

mental health factors ignores important sources of
Survival analysis revealed that 87% of the eoffes information predictive of reoffending.

occurred within approximately 3 years. The MarBax
log-rank statistic was used to evaluate the percentage of
patients in low, medium, and high risk predictor groups

who committed an offense following discharge for the PROJECT AND SCHOLARLY WORK
three measures. For the PCV;Sisk groups were defined

as follows: low (scores of 12 or less); medium (scores of  reen B. Carroll. A.. & Brett. A. (2010). Structured
13-17); and high (scores of 18 or more). The distribution risk assessment in community forensic mental
of scores was used to trisect the sample into groups for the
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health practice. Australasian Psychiatry 18(6), 538
541.

SUMMARY

This study examined the use of theCR20 by 10
Australian community forensic mental health services
(CFMHS). Each CFMHS location completed a structured
guestionnaire to obtain comparative data on the use of the
HCR-20. During the 12month survey period, the number

of HCR-20 assessments atucted ranged from 6 to 168.
Differences in service models impacted on who was seen,
whether reassessments were undertaken, and involvement
of generalist mental health staff. Of the 10 locations, 2
assessed only higtisk patients, 6 repeated assessments
[either weekly § = 1), every 3 monthsn(= 4) or every 6
months G = 1)], 7 provided preliminary feedback, 6
conducted peer reviews, and 5 discussed assessments with
supervisors. All assessments were completed by
psychologists, while 70% also involved phiatrists and
nurses, 60% involved social workers and 50% involved
registrars. Four of the locations used the HCLo code

H7 (psychopathy) 100% of the time, while for the other six
locations inclusion rates varied fromi 090%. Key issues
involved in he application of SPJ risk assessments in
clinical practice were discussed.

PROJECT AND SCHOLARLY WORKS

Gretenkord, L., Muller -Isberner, R., Ozokyay, K. &
Sommer, J. (2002, March).Validating the HCR20:
relationship between leels of security and the GRO
score in hospital order treatmenPaper presented at
the annual conference of the International
Association of Forensic Mental Health Services,
Munich, Germany.

SUMMARY

This study used a prospective design to determine the
relationship between the HGRO and levels of security in

a forensic psychiatric hospital. Over 12 months, they
followed 220 individuals (209 men and 11 women) who
had a hospital order sentence and had been hospitalized for
the entire 12 month period. Theyedicted that if risk
factors were changed by successful treatment, the dynamic
part of the HCR20 (the CR10) should dcrease.

The following significant correlations between individual
C and R scale items and level etsrity were found over
time: C1(r =-.286), C2 ( =-.264), C4(=-.236), C5( =
-.347), R1(=-.42), R2 ( =-.443), R3(=-.237), R4( =
-.409), R5 [ = -.227). The Gscale in total showed a
significant correlation with level ofesurity over time ( =
.369;p < .001), as dl the total Rscale = .575;p < .001)

and to a lesser extent, thegsdale ¢ = .167;p < .05). The
PCL also showed a significant correlation with level of
security over time { = .227;p < .01).

The authors conclude that there are robust correlations
between CR10 items and levels of security and that the
CR-10 seems to be a good indicator of treatmeogn@ss.

SCHOLARLY WORKS

Mdller -Isberner, R., Webster, C. D., & Gretenkord, L.
(2007). Measuring progress in hospital order
treatment: Relationship beween levels of security
and the C and R scores of the HCRO.
International Journal of Forensic Mental Health,
6(2), 113121.

SUMMARY

Using the same data as reported above (Gretenkord et al.,
2002), the authors sought to clarify the relationship
between e dynamic items on the HCEO and treatment
success. The mean C scale score was S38=(2.2) and

the mean R scale score was 73D(E 1.9). A consistent
pattern was seen across the 8 levels of security and the
mean C and R scale scorébat is, & thelevel of security
increased, so too did the mean C and mean R scale score.
The C scale and R scale scores were correlated with level
of security ¢ = .37 andr = .52, respectively). A similar
pattern was seen at the item level with almost all of the C
andR items correlating with level of security, as reported
above. The HCRO total score was also correlated with
level of security ( = .40). The authors concludi¢hat all

the C and R items and total scores can be used to predict
level of security. Moreover they discussd that the
findings provide some reassurance to the decision making
of the clinicians in charge of security levels, in that a
reduction in security level is associated with a lower score
on the C and R scales.

Miiller -Isberner, R., Sommer, J, Ozokyay, K., &
Freese, R. (1999, November)Clinical use of the
HCR-20 for predicting violence in a German
Forensic Psychiatric Hospital Paper presented at
the International Conference on Risk Assessment
and Management: Implications for Prevention of
Violence, Vancouver, British Columbia, Caada.

SUMMARY

This study involved coding the German Version of the
HCR-20 on 220 forensic psychiatric patients (209 male).
Patients had committed serious offences, been found not
criminally responible, and had begndged to have a high

risk for recidivism. Hospitalization is indeterminate; court
requires annual progress reports. Mean age of sample was

101



HCR-20 ReEVIEW AND ANNOTATED BIBLIOGRAPHY

38.1 BD = 10.1). Index offences were asllfavs:
homicide (24% of males; 18% of females); assault (21% of
males; 2% of females); sexual offences (29% of males;
0% of females); arson (9% of males; 55% of females);
property and other offences (15% of males; 0% of
females). Diagnostic categories for males were 45% major
mental dsorder, 35% personality disorder, 20% Inrai
damage, mental retaaibn or substance abuse disorders.
For females, diagnostic categories were 55% major mental
disorder, 18% personality dister, 27% mental
retardation. Mean SD) scores: Total (24.87; 5.90); H
(11.97; 3.42); C (5.30; 2.18); R (7.5B86).

Researchers carried out interrater reliability data hyriga

7 HAexperienced psychiatrist
Kappa for chanceorrected agreement on categorical final
risk judgments was .72.

Numerous correlations between H, C, R, PCL:S¥d a
various inpatient indices of aggression were reported
separately for patients with primary diagnoses of major
mental disorder vsus personality disorder. Correlations
between predictors and outcome for patients with major
mental disorders were as folls: Minor aggressive acts:
threats (HCR20 Total = .39; H, C, & R = .22, .44, .30;
PCL:SV = .30); insults (HCRO Total =.30; H, C, & R =

ns .36, .21; PCL:SV = .28). Medium aggressive acts:
wilful property danage (HCR20 Total = .40; H, C, & R =
.23, .51 .27; PCL:SV = .24); terror/incitement (HER
Total =.20; H, C, & R =ns .27,ns PCL:SV = .21). Major
aggressive acts: physical violence toward staff (HIOR
Total = .23; H, C, & R =s .34,ns PCL:SV =ng); sex
offences (HCR20 Total = .20; H, C, &R =ns .25,ng
PCL:SV = .21). No measure correlated with fire setting or
physical violence toward patients. Correlations for the
personality disordered patients were similar for minor
aggressive acts, and less consistent for otheomes.

The researddrs concluded that both the HER and
PCL:SV did not predict serious violence consistently. The
C-Scale was most consistent for patients with major
mental disorders; the PCL:SV for patients with personality
disoders alone. Possible reasons include losebates or
small N (neither were reported). The authors claimed that
the acuracy of measures for serious violence might have
been affected by staff taking measures to prevent violence
(hence reducing base rates and likely affecting the
behariour of patients). Staff may have prevented the
violence of higher risk patients, hence reducing the
correlations btween high scores and high incidents of
violence.

PROJECT AND SCHOLARLY WORK

Grevatt, M., Thomas-Peter, B., & Hughes, G. (204).
Violence, mental disorder and risk assessment: Can
structured clinical assessments predict the short
term risk of inpatient violence? The Journal of
Forensic Psychiatry & PsycHogy, 15 278292.

SUMMARY

This study examined retrospectively the pradectability

of the combined HCRO H and Cscales and the
Violence Risk Scale 2 (VRS; Wong & Gordon, 2001)
within the first six months of admission to a forensic unit.
The VRS conprises six static and 20 dynamic factors rated
on_a 0 (not present/not apgble) to 3 (definitely
Sré&sentfagplicdble).® Ghe Praehsursh twére
retrospectively for 44 men using information available at
admssion. One rater, who was blind to outcome of
institutional volence, completed the HC composite and
VRS. Another raterwho was blind to risk assessment
ratings, rated the incidents of violence. Types of violence
coded were physical assault, verbal aggression, and
damage to pnerty.

Mean scores on the HC composite were: full scale (19.44,
SD= 3.45); Hscale (13.15SD= 3.25); and Gscale (6.05,

SD = 1.98). Total scores on the HC composite and VRS
(prorated for omitted items) did not distinguishtjmpants

who were aggressive in the institution from those who
were not nonaggressive. ROC analyses indicated that the
HC andVRS indices, with the exception of thesCale,
tended to not have predictive accuracy for inpatient
violence that was greater than chance (the highest value
was for the HC composite for physical assaults, AUC =
.56, SD = .10). AUC values for the -Gcalewere larger:

any inddents (.72SD = .08); physical assaults (.68D =

.11); verbal abuse (.88D= .07); and damage to property
(.65,SD=.10).

Four multiple regression analyses were conducted (one for
each category of violence as the dependent ba)iaising

t he
and VRS dynamic) as the predictorss€ale was the only
significant predictor for any institutional incidents and was
the most significant predictor for verbal assault. None of
the sipscales emerged as significant predictors for the
outcomes of physical assault and damage to property.

When individual items that comprise the HC composite
and VRS scale were considered, those most predictive of
inpatient violence were HC composite itethat assess a
previous diagnosis of mental illness, lack of insight, and
active signs of mental illness. Protective factors for
institutional violence included VRS items that assess
relationship instability, number of young offender
convictions, violent festyle, and violence throhigut the
lifespan.
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offences, posssion or trade of illegal drugstraffic
offences, etc.

PROJECT AND SCHOLARLY WORK o
Interrater reliability was based on 20 reports coded by all

three raters. Good IRR was obtained for the FRC(CC =

.84 single measure intraclass correlation), the £0R
(ICC = .87), that Stati®9 (ICC = .84) and the HCRO
total score (ICC = .77). Followap data was available for
139 offenders (83.7% of the original sample). Those
without follow-up information had less often committed

] . prevous sexual offences before the sexual homicide and
The HCR20 Risk and Recovery Group was developed in  |ess often had high PGR and SVR20 scoes. The
the UK as a way to use the HER to facilitate discussion original sample I{=166) consisted of all Caucasian

about risks among mentally disordered offenders. The offenders, 97.6% of whom were German. Twi

program promotes transpar en ggcentHaPKilidd mbrdtRan dné \eind, 157 % cofnitted O S
assessment of phars and erhcdumges i Sskydal horficided tat two or more distinct occasions and
participants to take responsibility for managing their own 5 404 were serial killers. The meage at the time of the

risk factors, ultimately reducing their risk. This article first sexual homicide was 26.5 yeaBDES.2; 11.4% were
provides a short description of this therapeutic program.  sqolecents).

The authors note that graduates of this program moved to

either lower security or were directly discharged to the At the time of followup based on federal criminal records,
community. 35.5% were still incarcerated in prison or in a forensic
psychiatric hospital and 64.7% had been asked. The
mean time at risk was between 6.4 (any violdiférces)

Henagulph, S., Mclvor, R., & Clarke, A. (2012). Risk
and recovery group for offenders with mental
disorders. Psychiatric Services63(1), 9495.

SUMMARY

PROJECT AND SCHOLARLY WORK to 10.7 years (sexual offences). Of the 90 men released
from prison or hospital, 23.1% committed new sexual
Hill, A., Habermann, N., Klusmann, D., Berner, W., & offences, 18.3% committed new nonsexual violent
Briken, P. (2008). Criminal recidivism in sexual offences, 35.7% committed any lgat offences and
homicide perpetrators. International Journal of 58.4% comntted nonviolent offences during the 20 years
Offender Therapy and Comparative Criminology, at risk. The majaty of any violent recidivism occurred
52(1), 5-20. during the first 5 years after release and sexual recidivism
continued over a longer period. While serving their prison
SUMMARY sentece for s&ual homicide, 10 participants committed

new violent offences (5 sexual violence and 5 nonsexual
violence). When investigating the influence of different
risk factors on the estimated recidivism rates, the analyses
were restricted to violent offees. None of the risk
assessments or the PER were significantly related to
sexual recidivism rates. None of the other risk factors were
significant for sexual recidivism. The authors found higher
recidivism rates for nonsexual violence in offers with
previous sexual and nonsexual violent offences, in those
committing their seual offences as adolescents and in
offenders with higher scores on the RRL HC of the
HCR-20, and SVR20.

The current pseudprospective study aimed to evaluate
risk factors, legal consequences, and recidivism rates for
sexual (i.e., sexual homicide) and nonsexual offending.
Psydiatric court reports on 166 men who had committed a
sexual homicide between 1945 and 1991 were
retrospetively evaluated by three trained forensic
psychiatrists and psychologists. The SY®R the Static

99, the HCR20 and the PCIR were coded based on the
information in those reports. PER was used to assess
psychopathic syndrome (cutoff score of 20). For statistical
group canparisons, cutoff scores of 25 and 20 were
chosen for the SVRO and HCR20 respectively. The
HCR-20 R sibscale and SVRO item 19 were not
analyzed in this study because they could not be rated with
enough confidence for the majority of offenders. Raters PROJECT AND SCHOLARLY WORK

were blind to the filow-up data from the federate criminal

records. Three types of r e c Hilgrimani SEM &w E€halkhssid &f i(2002d March)s e X u a |

of f e nc desl tapej sexudbaault, sexual child abuse, Prospective assessment of risk: comparing H2R,
and sexual homici de; 6 nonsex Behhvioutali Srdtue nnidex BESH eandcles/d® Riske r e
bodily harm, assaultRobbéy, kidnapping, nonsexual Assessment (LRA) Paper presented at the annual
homicide); and ononviolent 0 tohferancee ¢f Othe ilMmeenhtiondle Assodiation Pok I t y
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Forensic Mental Health

Germany.

Sevices, Munich,

SUMMARY

This study was a prospective analysis comparing the-HCR
20 (Dutch version), BSI and LRA in their ability to assess
future risk. The HCRO0 was given before the first
supervised leave request and before every extension of
unsupevised leave. The BSI was given every half year
before treatment evaluation. The LRA was given before
extension leave trajectory and advice regarding the
extension of the hospital order.

Inter-rater reliability for the HCR20 (N = 11) was: Hscale
(ICC = .92), Gscale [CC = .91), Rscale [CC = .95) and
Total score ICC = .98). Interrater reliability for the BSI
(N = 75) was: Direct aggressionICC = .84),
Obstructionism ICC = .84) and BSI RiskICC = .89).
Inter-rater relability for the LRA (N = 14) was: LRASV
(ICC=.99) and LRADV (ICC = .84).

The distribution of scores for the measures was lé®ns.
With a sample size of 27, the HER® had a mean of 25.2
(SD= 7.54). With a sample size of 62, the BSI had a mean
of 4.57 8D=.37). With a samplsize of 16, the LRAV

had a mean of .65D= 1.72) and the LRAV had a mean

of 15 (SD=3.34).

Correlations between the HER and the BSI were
conducted. The HCRO total score was clated with
BSI-Obstructionism 1 = -.38; p < .1), BSHDirect
aggession { = -.37; p <.1) and with BSIRisk ( = -.43;p

< .05). The HCR20 H-scale was correlated with BSI
Direct aggrssion ¢ = -.35;p < .1) and with BSIRisk ( =
-.36; p < .1). The HCR20 Gscale was codated with
BSI-Obstructionism = -51; p < .01), BSiDirect
aggressionr(= -.46; p < .05) and with BSRisk ( = -.56;

p <.01). The HCR0 Rscale was not correlated with any
BSI score. The HCRO total score was ceelated with
LRA-SV scale ( = .77;p < .01) and with the LRAV
scale ( = 5;p<.1). The HCR20 H-scale was correlated
with LRA-SV scale ( = .73; p < .01) but not with the
LRA-DV scale. The HCRO0 Gscale score was correlated
with LRA-SV scale ( = .7;p < .01) and with the LRAV
scale ( = .52;p<.1). The HCR20 R-scalewas corelated
with LRA-SV scale ( = .58; p < .05) but not with the
LRA-DV scale.

PROJECT AND SCHOLARLY WORK

Hilterman, E. B., Philipse, M. G., & de Graaf, N.
(2011). Assessment of offending during leave:
Development of the leave Risk Assessment in a

sample of Dutch forensic psychiatric patientsThe
International Journal of Forensic Mental Health
10(3), 233243.

SUMMARY

The Leave Risk Assessment (LRA) is an actuarial risk
assessment tool composed of both historical anchteset
related subscales, developed to assess the risk of serious
reoffending by forensic psychiatric patients. In this
retrospectivestudy the psychometric properties of the LCA
were examined. As part of this examination, the
association between LRA and ethHCR20 was also
investigated. The sample used in this study was drawn
from the same population on which the BRwas
developed. This population included 78 TBS (i.e., Dutch
forensic) patients who committed a violent or felony
offense during authorizeddge between 1997 and 2003.
Additionally, 117 noroffenders were randomly selected
from TBS patients who were on authorized leave and
terminated TBS between 1998 and 2003.

The LRA and HCR20 were coded using information from
the TBS patient files at theiNistry of Justice. Raters were
blind to which group (reoffender vs. noeoffender)
patients were in. Agreement between raters was calculated
on the basis of 20 caseshdl interrater reliability of the
LRA-HIS was excellent (ICG .93) and good for the
LRA-TRIS (ICC = .62) and theLRA total score (ICC=

.72). The interrater reliability wasalso good for the HCR

20 total score (ICG .74) and the&sPJ summary risk rating

of high, moderate, or low risKICC = .61). Serious
criminal offenses were operatidized as offenses with a
maximum prison sentence of at least four years and were
of a violent/and or sexual nature. Of the 78 patients who
committed an offense during leave, 63.3% committed a
serious offense, and 36.7% committed a less serious
offense.

Corcurrent validity analyses indicate that he LIRUS
was moderately correlated with the historical sal¢he
HCR-20 (s =.46,p < .001) and had smaller correlations
with the clinical and risk management scales of the HCR
20 (rs=.20 for eachp <.01). Tre LRA-TRIS was strongly
associated with the C and R scalesd the HCR20 total
score (s = .58,rs = .56 andrs = .60, respectively, alps <
.001), but less so with thdistorical items of the HCRO
(rs=.27,p <.001). Finally,the LRA total score aoelated
strongly with the HCR20 totalscore (s=.57,p <.001).

AUC values for LRA and HCRO total and subscale
scores were reported for serious and general offending.
The LRAHIS was not significantly different from the
historical scale score of ¢h HCR20 in assessing
reoffending during leave. In contrast, the LRPRIS
assessed risk of serious and general reoffending during
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leave significantly better than the clinical and risk
management scales of the HQR (p <.05 andp <.01,
respectively). Moreeer, the LRA total score had a
significantly higher predictive validity compared to the
HCR-20 total scoref( < .001) and HCR20 summary risk
judgment p < .001). With respect to serious offending,
AUCs were .76, .75, and .84, for LRA historical, treattnen
related and total scores, respectively, and .69, .68. .66, .62
and .69 for HCR20 total, historical, clinical, risk
management scales, and final risk judgments, respectively.
With respect to general offending, AUC values were 0.77,
0.73 and 0.83 LRA histical, treatment related and total
scores, respectively, and 0.70, 0.70, 0.64, 0.62 and 065 for
total, H, C, R and final risk judgment, respectively.

Multivariate logistic regression analyses were conducted
with the HCR20 total score, the HGRO summay risk
judgment and the LRA total score using the forward
stepwise method. The LRA total score produced a
significant fit for serious reoffendingz2(1, N = 195) =
57.41p <.001, and general reoffending2(1, N = 195) =
66.53,p < .001. In both analyses, the HER) total score
and the final risk judgment did not produce a significant
improvement to the model after the LRA was entered.
Subsequentlythe authors tested the incremental validity of
the Clinical and Risk management scales of the 20R
on the LRATRIS, using the same procedure. The LRA
TRIS produced a significant fic2(1, N = 195)= 38.27,p

< .001 ands2(1,N = 195) = 33.96,p <.001 br serious and
general reoffending respectively), the clinigal=.81,p =

.99, respectively) and risk management scgles.b9,p =

.88, respectively) of the HGRO were not entered into the
model because they did not contribute significantly to the
improvement of the model.

The authors concluded that the LRA can have significant
contribution in the decisiemaking process regarding
authorized leave. Although the authors concluded that the
LRA had incremental predictive value over the HEZR
they noed that because the HER was used as an
actuarial instrument (by summing scores) rather than an
SPJ tool and that the psychopathy item was not included

results may underestimate the tuidity of the tool.

PROJECT AND SCHOLARLY WORKS

|l jaz, A., Papaconstantinou,
H. G. (2009). The Suicide Risk Assessment and
Management Manual (SRAMM) validation study
1. Irish Journal of Psychological Medicine, 2@), 54
58.

SUMMARY

Many risk assessment instrumengse available for
assessing an i
validated tools are available to assess risk of suicide. The
present study was the first to investigate the reliability and
concurrent validity of the Suicide Risk Assessment and
Management Manual {BAMM). Participants were
inpatients at the only forensic psychiatric unit in Ireland.
The authors report acceptable levels of internal consistency
and interrater reliability for the-BAMM, based on coding

25 cases.

The HCR20 was themsed to establish concurrent validity
of the SRAMM based on independent rating made on 81
patients. HCR20 total scores and-BAMM total scores
were relatedr(= .48). The H scale did not correlate with
the background items on theRAMM (r = .11,p = .34).

The C and R scales correlated well with the corresponding
Current and Future subscales on tHe/AVIM (r = .50 and

r = .44, for the C and R scales, respectively). The dynamic
totals also correlated well € .62).

Next, it was investigated whether t8eRAMM and HCR

20 stratified across the levels of security within the
hospital. The SRAMM total score (F = 11.3p < .001),
background subscale (F = 4@8= .001), current subscale
(F=7.6,p<.001), and future subscale (F = 1(bk .001)

all differed significantly across the six levels of security. A
similar pattern was also seen for the HEZR total score

and subscale scores, as they stratified across the security
levels.

The authors discussed the implications of the results and
the need for futureesearch regarding the use of structured
assessment tool for risk of suicide.

Fagan, J., Papaconstantinou, A., ljaz, A., Lynch, A.,
O6 Nei | I, H. , & Kennedy, H.
Risk Assessment and Management Manual (S
RAMM) validation study Il. Irish Journal of
Psychological Medicine, 2@), 107113.

SUMMARY

In a second part to the FAMM validation study reported
above, the authors report the results of the prospective
portion of the study. Participants included the 81 inpatients
that were report abve. Participants were followed for a

mgan nurzr?\%)@felgﬁsldays, |gi|nd incid§nt§<o‘£ ﬁeﬁ Igam ,

suicidé a nce were fecorded.

The SRAMM was found to be an excellent predictor of
self harm (AUC = .902), suicidal ideation (AUC = .875),
and violence (AUCs .744- .790). The HCR20 was also
predictive of violence as defined by the H2RBR (AUCs =
.766, .775, and .796, for the H scale, combined C and R
scales, and total score, respectively). The HIDRvas also
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predictive of violence as defined more broadlyiniclude
aggression against objects (AUCs = .738, .728, and .760,
for the H scale, combined C and R scales, and total score,
respectively). In addition, the HCR was found to be
predictive of both self harm incidents (AUCs = .776, .910,
and .887, for ta H scale, combined C and R scales, and
total score, respectively) and suicidal ideation (AUCs =
.553, .754, and .705, for the H scale, combined C and R
scales, and total score, respectively). The authors also
report predictive validity analyses for the 6Aand
PANSS.

PROJECT AND SCHOLARLY WORK

Joyal, C., Co6té, G., & Hodgins, S. (2008, July¥iolence
and major mental disorders: On the importance of
considering antisocial personalityPaper presented
at the annual conference ofthe International
Association of Forensic Mental Health Sendges,
Vienna, Austria.

SUMMARY

The main goal of the present investigation was to describe
the surrounding context, psychotic symptoms, target
chaacteristics and other circumstantial factors emsded
with homicidal acts committed by men with schizophrenia
with or without an additional antisocial personality
disorder (APD). Comprehensive clinical and research
interviews, as well as multiple sources of information (e.qg.,
social worker reports, g¢rinal records, collateral
information, police officers). The sample consisted of 178
participants meeting criteria for the study (e.g., major
mental illness) werenterviewed during the days preceding
release. The SCHI, PANSS, PCER, HCR20, the
MacArthur questionnaire, and alcohol and drug use/abuse
guestionnaires were owpleted for all participants.

The mean total PCR scores differed significantly,
including the impulsivity index between groups with and
without an APD. The authors developed fourtidist
groups (explained 54% of variance) based on 19 variables
(only Impulsivity, H14, from the HCRO0): nonviolents
(67), chronic inpatients (40), acute violent patients (23)
and delinquent violent persons (39). The variables
included criminal history, gmptoms of mental disorder,
items from risk assessments, location of offences, victims,
and offence method.

PROJECT AND SCHOLARLY WORK

Khiroya, R., Weaver, T., & Maden, T. (2009). Use and
perceived utility of structured violence risk
assessments in English medium secure forensic
units. Psychiatric Bulletin, 22 129132.

SUMMARY

Current consensus in England supports the use of
Structured Professional Judgment (SPJ) instruments;
however, the extent to which these instrumentsaateally
used in practice is unknown. This study attempted to
determine which tools are used in medium secure forensic
psychiatric units and to measure the perceived value of the
tools.

A total of 47 medium secure units for adults were sent a
guestionnak asking for details of the unit and specifically
which violence risk instruments were used at the facility
with a list of named instruments provided. Survey
respondents were asked to indicate whether they used each
of the
and were subsequently asked to rate the utility of the
instruments they endorsed using on a 5 point likert scale.
Of the 47 units sent the questionnaire, responses were
received from 29 (a 62% response rate).

The HCR20 and PCER were he most widely used
instruments, and they were often used in conjunction. The
START was rarely used but received the highest ratings in
terms of its utility. With regards to risk for sexual violence,
the RM2000, Stati®9 and SORAG were reported to be
usedthe most frequently.

Qualitative interviews were conducted with several sites
subsequent to the questionnaire. Of those who reported
using the HCR20, common reasons for its use included it
being flaccessible to al |
comprehensivenformation about violence risk; it helped
with risk management; it was tailored to the individual
because it included specific risk scenarios; its dynamic
content allowed monitoring of change; and it was widely
understood by other cli

PROJECT AND SCHOLARLY WORK

Langton, C. M. (2011). Personality traits and dynamic
variables associated with types of aggression in high
security forensic psychiatric inpatients.
Unpublished doctoral dissertation, University of
Toronto, Toronto, Ontario, Canada

SUMMARY
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The Dangerous and Severe Personality Disorder (DSPD)
initiative in England and Wales provides specialized care
to high risk personality disordered individuals in prison
and secure psychiatric facilities. In this dissertatiie,
predictive utility of several risk assessment tools were
prospectivelyexamined for institutional infractions among
personality disordered DSPD patients in a high security
forensic psychiatric setting. There were two studies: in the
first study, the pedictive utility of the HCR20, Violence
Risk Scale (VRS), Static®9, and Risk Matrix 2000 Scale
were examined. In the second study, the predictive utility
of the PCLR and International Personality Disorder
Examination were examined.

The sample used ithis study was comprised of 44 males
who were an average of 34.41 years of &8 £ 8.47).

The most common diagnoses in the sample were alcohol
and substaneeelated disorders (57% and 52%,
respectively), postraumatic stress disorder (36%), and
major cepressive disorder (24%). Using the IPDE, the
most common personality disorder (PD) diagnoses were
for Antisocial PD (73%), Borderline PD (41%), and
Narcissistic PD (16%). Using the recommended UK cut
off score of 28 on the PCR, 49% of the sample met
criteria for psychopathy. All patients had been charged
with or convicted of a criminal offence, and 89% had
committed one or more violent offences. Incidents of
aggression, including damage to property, verbal
aggression, and interpersonal physical aggrasgicected

to staff or other patients were identified over a 12 month
period or the date of transfer of the patient to another unit.
Of the sample, 38% of patients damaged property on at
least one occasion and 38.6 % engaged in physical
aggression towardnather person on at least one occasion.
Due to the fact that almost all of the patients were verbally
aggressive during the followp period only the accuracy

of the assessment measures in predicting incidents
involving damage to property and interpersophysical
aggression were examined.

Correlations were reported for each of the component and
total scores of the HGRO, VRS and PCIR. HCR20

SPJ ratings were significantly correlated with the VIRS
(r=0.71,p< .001), PCLR Factor 1(=0.48,p < .05) and
PCL-R Facet 2 scoreg € 0.57,p < .01). HCR20 total
scores were significantly correlated with VRS total=(
0.50,p < .01) and VRSD (r = 0.59,p < .001) scores, as
well as PCER Total ¢ = 0.54,p < .001), PCER Factor 2
(r=0.32,p<.05), Feet 1 ¢ = 0.36,p < .01) and Facet 2
scores (= 0.56,p < .001).

AUC values for the full followup period and the initial 12
months were reported for each measure for incidents
involving damage to property and incidents involving
interpersonal physicalaggression.  Among the risk
assessment tools, the HER Total, Clinical, and Risk
Management scales as well as the SPJ showed at least

moderate levels of predictive accuracy for both outcomes
for at least one of the two followp periods. For both
damageto property and interpersonal physical aggression
outcomes, the HCRO SFRJ was found to have a
moderate to large level of accuracy, with AUCs between
.73 to .80 (allps < .05). For damage to property in the
initial 12-month followrup period the effect & was in the
medium to large range although the AUC failed to reach
statistical significance, likely due to low power. Using the
full follow-up, the HCR20 Total score also showed a
moderate level of accuracy for both outcomes (AUCs =
0.68 and 0.70, fomterpersonal aggression and aggression
towards property respectively, bgils< .05). The Clinical
and Risk Management scales similarly predicted both
outcomes (although the pattern of significant AUCs
according to outcome and folleuwp period varied betves

the two and only the Risk Management scale predicted
interpersonal physical aggression for both folop
periods) with effect sizes generally falling in the medium
to large range for all these components. The FAOR
Historical scale failed to predicheé outcomes for either
follow-up period with small effect sizes (AUCs between
.48 and .58). In contrast to the H2R, performances for
the VRS (Total score and Static and Dynamic Factor
scales), the RM 2000 and the Sté@i& were all less
consistent andyenerally weaker. Total scores for these
tools did predict damage to property in the first year
following admission but no total or scale scores
significantly predicted interpersonal physical aggression.
The author noted that effect sizes varied and tlewein

the medium range do suggest that additional research with
larger samples is required before conclusions are drawn
about the predictive utility of these tools within the DSPD
service. It should be underscored that with an N of 44,
power would have den inadequate to detect some
moderate effect sizes.

PROJECT AND SCHOLARLY WORK

Langton, C. M., Hogue, T. E., Daffern, M., Mannion,
A., & Howells, K. (2009). Prediction of institutional
aggression among personality disorderedofensic
patients using actuarial and structured clinical risk
assessment tools: Prospective evaluation of the
HCR-20, VRS, Static99, and Risk Matrix 2000.
Psychology, Crime & Law, 1), 635659.

SUMMARY

Many risk assessment instruments are used in &sgess
offenders entering the Dangerous and Severe Personality
Disorder (DSPD) service in England and Wales. As a
result, the present study investigated the utility of various
violence risk assessment instruments on this specialized
population. This unit prades focused care for high risk
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individuals with personality disorders. It is routine practice
for initial assessments of individuals entering this unit to
include structured assessments using the {2CGRthe
Violence Risk Scale (VRS), the RM 2000, thetigta9,
and the PCIR. The ability of these instruments to predict
institutional infractions among this population has not
previously been established.

The present study focused on the first 51 consecutive
admissions to the unit, yet full data was onlwitable on

44 participants. All the participants were male and mostly
Caucasian with a mean age of 34.41 ye&D £ 8.47).

The most common Axis | disorders included substance
related disorders, posttraumatic stress disorder, and major
depressive disorderAntisocial personality disorder was
the most common personality disorder. The participants
were followed for an average of 570.3 days following their
assessments. Incidents of damage to property and
interpersonal physical aggression were recorded.

Many d the risk assessment measures correlated with one
another. The HCRO final risk judgments were related to
the total scores & .69), H scaler(= .44), and R scale €
.70), but not the C scale £ .29,ns9), although this appears
to be attributable tédow power. The total score correlated
with all of the scale scores £ .73, .71, and .72, for the H,
C, and R scales, respectively). The H scale correlated with
the C scaler(= .36), but not the R scale € .28, ns
although note power problems). Filyathe C and R scales
were correlatedr(= .35). The HCRR0 final risk judgments
also correlated with the VRS D items< .71) and Factor

1 of the PCL:R i( = .48). The HCR20 total scores also
correlated with the VRS total scores<.50) and D items

(r =.59), as well as the PCL:R total scores (54), Factor

1 (r = .50), and Factor 2  .32). The H scale items were
also correlated with the VRS total scores=(.51) and D
items ¢ = .58), as well as the PCL:R total scores (62),
Factor 1 ( = .34), and Factor 2r (= .52). The C scale was
correlated with the VRS total scoras<.40) and D items

(r =.39). The R scale was correlated with the VRS D items
(r = .45) and Factor 1 of the PCL:R< .35). Several other
correlations amongst these instrents were also reported.

With respect to predicting damage to property, several
instruments were found to be predictive including the
HCR-20 final risk judgments (AUC = .73), the HER

total scores (AUC = .70), the R scale (AUC = .77), the
VRS total sores (AUC = .72), the VRS S scale (AUC =
.67, and the RM 2000V (AUC = .74). Point biserial
correlations and correlations between the frequency of this
outcome and assessments scores confirmed these findings.

With respect to predicting interpersonal phgsic
aggression, only features of the HQR were found to
predict this outcome, including the final risk judgments
(AUC = .80), the total scores (AUC = .68), the C scale
(AUC = .68), and the R scale (AUC =.70). Again point

biserial correlations and corralamts between the
frequency of this outcome and assessments scores
confirmed these findings. The HGR final risk
judgments were also the only feature to predict repetitive
physical aggression (AUC = .74). The final risk judgments
and the R scale were alsorrelated with the number of
days to committing physical aggression=(-.48 and-.33,
respectively). The results were discussed in terms of the
utility of these instruments for the DSPD population.

PROJECT AND SCHOLARLY WORK

McDermott, B., Edens, J., Quanbeck, C., Busse, D., &
Scott, C. (2008). Examining the role of static and
dynamic risk factors in the prediction of inpatient
violence: Variable and personfocused analyses.
Law and Human Behaior, 32, 325338.

SUMMARY

The purpose of the present study was to determine if
measures of anger, impulsivity and mental health
symptoms would improve the predictive validity of the
HCR-20 or VRAG for institutional aggression. The
authors also sought to determine subtypes of patieimbs
are violent in institutions. This study was a prospective
study caoducted at a longerm psychiatric hospital in
California were approximately 80% of patients are under a
forensic comntiment. The sample comprised 154 patients
posttrial between July2002 and September 2005. Of
those, 108 cmpleted the required assessments.

The overall sample was mostly male (84%) and Caucasian
(72%). The modal commitment offences were assault
and/or battery (39%) followed by murder/manslaughter
(24%). Most participats were committed under the NGRI
statute and were diagnosed with schizophrenia (53%), or
schizoaffective disorder (19%), with the remainder
diagnosed with mood disorders, substance use disorders or
other disorders. The average age of participants was 45.6
years with an average length of stay in the hospital of 5.9
years. All violence risk assessments were coded by trained
doctoral level psychologists. Inteater reliability ranged
from an average intraclass correlation of .86 for the HCR
20 R subscale t®7 for the total PCIR score. Routine re
calibrations were performed to prevent rater drift. The
outcome was coded from Special Incident Reports (SIRS)
which were completed for incidents of physical aggression
(against either patient or staff), verbal agggion (against
either patient or staff), seifjurious behaviour, property
damage, unauthorized absences, -dieting, and other
cdegories related to staff behaviour.
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The average length of followp for the sample was 2.48
years 6D = .88, .97 4.01 \ears). The average rates of
physically aggressive acts per year were S0 £ .34) for
staff-directed aggression, .16SD = .40) for patient
directed aggression, and .28d= .64) for both categories
combined. SIRS involving verbal aggression were very
rare so the rest of the analyses focused on physical
aggression. The percentage of patients with one or more
aggressive incidents was 16% (stadfrected), 22%
(patientdirected), and 28% (combined). The means of the
risk assessments were as follows: H2R Total M =
23.76,SD= 6.22; VRAGM = 5.36,SD= 9.89; PCLR M
=16.18,SD=7.90.

In terms of aggressive incidents in total (staff aatiept-
directed), the HCRO was the only significant predictor
(AUC .65) and the R subscale was the strongest
predidor (AUC = .66). For stafflirected aggression, the
relationships were weaker but the HER total score was
still a significant predictor (AUC = .65) as well as Factor 2
of the PCLRR (AUC = .66) and the VRAG with and
without the PCER item (AUC = .65, .8). For patient
directed aggrssive acts the C and R subscale (AJ€

.66, .70) eiudenced significant moderate relationships as
well as Facet 1 of the PGR (AUC = .65). Although the
HCR-20 had the strongest relationship to the outcomes, the
H subscale wasunrelated to any type of aggression. Next,
the authors used logistic regression to partial out the
unique variance for each predictor and then ROC analyses
were conducted again. Plus the PRlwas removed from

the VRAG and HCR20. When the PCIR scores we
controlled for, the VRAG continued to be a modest
predictor of stafdirected aggression and the H2R was

also still significant for total aggressive idents and
patientdirected aggression but not the stdiffected
aggression. This same patternegged for the Rsubscale.
Given that the other predictors (BPRS, Novaco, and
Impulsivity) were no longer significant once the R
subscale was controlled for in analyses, the authors
concluded the extra measures would not add substantially
to the predictiorof institutional aggression. Using cluster
analyses, the authors identified 4séus which differed in
terms of the means on the risk assessments as well as types
of institutional @gression.

PROJECT AND SCHOLARLY WORK

McDermott, B. E., Quanbeck, C. D., Busse, D., Yastro,
K., & Scott, C. L. (2008). The accuracy of risk
assessment instruments in the prediction of
impulsive versus predatory aggressionBehavioral
Sciences and the Law, 2659777.

SUMMARY

Research examining ¢h predictive validity of risk
assessment instruments for predicting inpatient violence in
secure forensic psychiatric units was claimed by the
authors to be limited. As such, the present study sought to
examine whether various instruments were predictifve o
different types of violence in an inpatient setting. A total of
238 participants housed in a leteym forensic psychiatric
hospital were involved in this study. The participants were
mostly male (86%) and Caucasian (63%) with an average
age of 46.6 year Many of the participants had diagnoses
of schizophrenia (45%) or schizoaffective disorder (27%).
The mean length of stay prior to the study period was 4.5
years. The mean follow up length following baseline
assessment was 2.52 yea®D(= 1.55 years). Nmerous
instruments were used: the HER, PCLR, BPRS,
Barratt Impulsivity Scale (BIS), and the Novaco Anger
Scale and Provocation Index (NAS). A total of 25% of

the participants engaged in some type of violent behaviour
during the follow up period. Qhese aggressive acts, 58%
were classified as impulsive, 14% as predatory, and 15%
as psychotic.

Several group differences between aggressive and non
aggressive individuals were found. Naggressive
individuals had lower HCRO total scores, C scale ses

and R scale scores, as well as lower scores on the BPRS
(total score and subscales).

With regard to impulsive physical aggression, the HZIR
total score, C scale, and R scale were predictive (AUCs =
.67, .69, and .66, respectively). Other instruméms were
predictive of this type of aggression included the HCL
(AUC = .64) and the BPRS total score (AUC = .70).

With regard to predatory physical aggression, the F0OR
total score, C scale and R scale were predictive once again
(AUCs = .68, .68, amh.69, respectively). Other instruments
that were predictive for this type of aggression included
the PCI:R (AUC = .66) and the NAS total score (AUC =
.67).

With respect to psychotic physical aggression, the C scale
was predictive (AUC = .66), as was th®BS total score
(AUC =.77) and all of the BPRS subscale scores.

The authors also report the predictive ability of the same
instruments across the same three types of physical
aggression for only the first 12 months of the follow up
period. The same ovdrpatterns are evident for the short
term prediction of these outcomes. The main difference is
that the Novaco subscales are much more predictive of
impulsive and predatory aggression in the short term.

The results are discussed in context of predictimgl
managing inpatient aggression on secure forensic units.
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PROJECT AND SCHOLARLY WORK

McKenzie, B., & Curr, H. (2005). Predicting violence in
a medium secure setting: A study using the
historical and clinical scales of the HR-20. British
Journal of Forensic Practice, 722-28.

SUMMARY

The authors examined retrospectively the predictive
validity of the Historical and Clinical scales for inpatient
violence. Participants were 21 women and 74 men who
had been admitted sequentjatb a medium secure unit
and residing for at | east
age was 35 (range: ).

Data were coded for the Historical and Clinical scales by
two raters using information that would have been
avalable in the first two weeks &ft admission. The
authors cited insufficient variance and poor interrater
reliability as reasons for not completing the Risk
Management scale. The Historical scale was completed on
the basis of madal reports available at admission. Items
on the Clinicalscale were rated from nursing observation
notes regarding the behaviour and clinical state of the
individual during the first two weeks peatimission.

Inpatient violence was defined as acts of physical
aggression towards a person or property. Violentsggies
were coded from a database of critical incidents recorded
by nursing staff. Length of followp was not reported.

Mean scores on the Historical and Clinical scales were 9.0
(SD = 3.0) and 5.58D = 2.4), respectively. Correlations
and AUC values foviolence for the combined Historical +
Clinical (HC), Historical (H), and Clinical (C) scales,
respectively, were: HCr(= .49,p < .01; AUC = .65,p =
.03); H { = .14,p=.06 AUC = .55p=.50); C ( = .40, p

< .01; AUC = .68,p = .01). In terms of th predictive
power of the individual items, none of the H scale items
except H10 Prior Supervision Failure were statistically
significant. All C scales items correlated significantly with
violence, with the largest Rho observed for C4 Impulsivity
(.55, p < .01) and the smallest Rho observed for C5
Unresponsive to Treatment (.18,= .04). AUC values for
the C items were: C1 Lack of Insight (.55= .50); C2
Negative Attitudes (.66p = .02); C3 Active Symptoms of
Mental lliness (.60p = .15); C4 Impulsiviy (.77,p = .01);

C5 Unresponsive to Treatment (.45 .61).

The authors divided the sample in four groups: those not
violent, those violent fewer than five times during their
admission, those violent between five and ten times, and
those violent morehian ten times. Predictive power of the
HC, H, and C scales increased as a function of frequency
of violence observed.

PROJECT AND SCHOLARLY WORK

Morrissey, C., Hogue, T., Mooney, P., Allen, C.,
Johnston, S., Hollin, C., Lindsay W. R., et al.
(2007). Predictive validity of the PCL:R in offenders
with intellectual disability in a high secure hospital
setting: Institutional aggression.Journal of Forensic
Psychiatry & Psychology, 1@1), 1-15.

SUMMARY

f Tthet currem @rodpdutive stullyaestibated the pradictived

validity of the PCLR, the HCR20 and the Emotional
Problem Scales for institutional aggression in 60 male
intellectually disabled (ID) patients. All patients £ 73)

in a high security hospital for England and Wales had
prevMously been assessed in 2003 as part of a wider study.

Participants in the current study were the 60 original
participants still present in high security at them@nth
follow-up. The majority of participants were of white
British origin (80%). The mearufl-scale 1Q of the sample

was 66.2 $D= 8.9, range 43 76), and the mean age was

38.0 SD = 8.1) years. The participants had been detained
in the high security hospital for an average of 9.0 years
(SD= 8.0, range G 35). In total, 81% of the sample a
an ICD10 diagnosis of mental retardation, 54.8% a
diagnosis of pesonality disorder, 28.8% psychotic
disorder, and 8% mood disorder (including cases of dual
diagnosis).

The PCLR was completed for all 60 participants by a
trained graduatéevel psychabgist using a combination of

file review and interview with a clinical informant
(psychiatrist or psychologist). In the wider study, inter
rater reliability was established with a second rater who
coded 45 cases using the same methodology. The IRR was
good(ICC = .89), although it was slightly lower for cases
at the high secure site (ICC = .80). As with the A&Lthe
HCR-20 was completed from a comprehensive file review
combined with an interview with a clinical informant. In
total, 54 of the 60 patientsal a completed HGRO.
Follow-up institutional aggression data were collected
from official hospital records. The incidents were divided
into several categories: all aggressive incidents;
interpersonal physical aggression (labelled Type 1
aggression), andverbal a@gression or aggression to
property (labelled Type 2 aggression). Then, all incidents
were coded into 3 catedes that reflected the degree of
actual or potential harm to others (low, medium, high).
Those incidents in the high category were definea s
ri sk aggressiond (Type 3).
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In total, 76.7% of the sample were involved in at least one
aggressive incident during the follewp: 59.3% had
engaged in at least one Type 1 violent inciddvitig = 1.5,
07 103), 70% had engaged in one or more €yp
incidents Mdn = 2.5, 0i 125), and 36% of the sample had
engaged in a Type 3 incideMidn= 0, 17 17). The mean
scores for the PCR were: Total scoréM = 18.3,SD =
7.2; Fator 1M = 7.0,SD = 4.1; Factor M = 9.7,SD =
4.5; 13item total M = 11.7SD= 6.0; Items 9, 15, and 17
were prorated). The mean HER scale score was 22.5
(SD=4.5).

The PCL:R total score, Factor 1 score, Factor 2 score, and
PCL-R 13 item total were not significantly correlated with
any type of institutional aggressiony Bontrast, the HCR

20 total score was significantly correlated with both Type
1 and Type 2 aggression. Neither the PRltotal, Factor

1, Factor 2 scores, or the-it8m total produced significant
AUCs significantly greater than chance for either Type 1
or Type 2 aggression (A= .4871 .59). Both the HCR

20 total score (AUC = .68B.77) and the EPS externalizing
scale (AUC = .72 .77) significantly predicted both types
of aggression. In addition, AUCs obtained for the HEZR
were significantly greatehain those obtained for the PCL
R, except in the case of Factor 2 in relation to Type 1
aggression.

PROJECT AND SCHOLARLY WORK

Morrissey, C., Mooney, P., Hogue, T., Lindsay, W. R.,
& Taylor, J. L. (2007). Predictive validity of the
PCL-R for offenders with intellectual disability in a
high security hospital: Treatment progress.Journal
of Intellectual & Developmental Disability, 32125
133.

SUMMARY

The current study investigated the predictive utility of the
PCL-R and the HCRO for 75 male offenders with
intellectual disabilities (ID) with respect to positive and
negetive treatment progress (i.e., moves of patients both
within and out of high security). Participants were the
entire population of individuals with ID being tredtin a
high security hospital during 2003. The mean age was 37.0
years (range = 1’68 years). Of the total, 81% had an ICD
10 diagnosis of Mental Retardation, 54% Personality
Disorder (specific or mixed), 28.8% Psychotic Disorder,
and 8.6% Mood Disorderyith 70% having two or more

assessment. Active positive progress was defined as
movements from the high security facility to a medium
security setting. Ative negative progress was defined as
movements from lower security wartts higher security
wards within the hospital, return to prison where the stated
reason was lack of suitability for treatment or lack of
treatment progress, or moves back to high security from
medium security.

Both the PCER and the HCR0 were coded froma full

file review plus an interview with a clinical informant. Of
the 73 participants, 25 (34.2%) had made active positive
progress during the followp period and 8 (11%) had
made negative progress moves. As the authors predicted,
the PCLR Total scordr = .30), PCLR Factor 11 = .33),
PCL-R Total 13 ( = .35), Facet 1r(= .25) and Facet 2 €

.36) were all significantly correlated with a negative
progress move. However, neither P&_Factor 2 nor the
HCR-20 Total score were significantly correlatedth
negative progress. In addition, a positive progress move to
medium security conditions was significantly negatively
associated with the PGR Total scorer(= -.36), and with
Facet 2 ( = -.30), Facet 4r(= -.26) of the 4 facet model

and the HCR20 Total scorer(=-.32). Only PCER Facet

4 (antisocial) was no longer significantly correlated with a
positive progress outcome when other variables were
controlled.

In the ROC analysis, the PER Total, PCER-13 items,
PCL-R Factor 1, Facet 1 and Fac2twere significant
predictors of negative progress (AWE .80, .82., .84, .77,
.85). The PCIR Total, PCLR-13 items, PCER Factor 1,
Facet 2, Facet 4, and the H2R Total score (AUE= .73,

.66, .65, .69, .67,.69) all associated with lack ofitpas
progress. With respect to positive progress to medium
security  conditions, the PCLR0 demonstrated
incremental validity over the HCRO.

PROJECT AND SCHOLARLY WORK

Mudde, N. N., Nijman, H. H., van der Hulst, W. W., &
van den Baut, J. J. (2011). Het voorspellen van
agressie tijdens de behandeling van forensisch
psychiatrische patiénten aan de hand van de HRC
20 [Predicting aggression during the treatment of
forensic psychiatric patients by means of the HCR
20]. Tijdschrift Voor Psychiatrig 53(10), 705713.

ABRIDGED ABSTRACT (English translation of the

diagnoses. Participants had already been assessed using a study not available):

range of measures for the purposes of a wider study
addressing ID, personality disorder and risk conducted in
2003. The otcome (positive and negative progress) was
codal from institutional records two years after the initial

Background:A substantial number of forensic psychiatric
patients also show aggressive behaviour while being
admitted to a psychiatric hospital. Risk assessnoam
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therefore be of importance not only for estimating the risk  high for the C Scale, ranging from .33 to .65, with a mean
of recidivism after treatment, but can also be used to Kappa of .49. In 71% of casesjnitians were within one

protect the hospital stafAim: To find out to what extent point on the C Scale.
scores on the Historical Clinical Risk Managerm2ot
(HCR-20) can predict ggressive behaviour during Mean H scores were greatest for personality disordered

inpatient treatment in a forensic psychiatric department  patients with low IQsNI = 13.6) and lowest for patients
Method: In total, 102 patients were included in our with major brain dmage M = 9.5). Homicide offenders
analysis. Of these, 43 patients had caused 174 aggressive (M = 9.5) and nonviolent sexual offenders! (= 8.0)

incidents between January 2005 and August 2008. The scored lowest on the H Scale, whereas patients who had
incidentswere recorded by staff members who used the commit ed fAvi ol ent proper My of fe
Staff Observation Aggression Scdevised SOASR). 138). There were no differences on the C Scale as a
Results:On average, the group of patients involved in one  function of index éfence.

or more aggressive incidents were found to have higher
HCR-scores than patients who were not inealvin
aggressive incidents. The area under the cuAdC)-
value of theHCR-20 total score was 0.70 as far as the PROJECT AND SCHOLARLY WORK
prediction of aggression was concerned. Logistic
aggression analysis suggested that particularly the C . o
subscale items assessing impulsivitierfi C4) and the Murphy, D. (2007). Theory of mind functioning in
patientdés response to treat men}?[Ptally q'S%%eFﬁd E:‘f%e ers %e?megén tgg t
predict aggressive behaviour fairly accurately in a security psychiatric care: It relationship to clinical
particular department.Conclusion: The HCR-20 can outcome, need and risk.Criminal Behaviour and

predict to a certain extent which patients will engage in Mental Health, 17 300-311.

violent behaviour whilereceiving treatment in a forensic

psychiatric department. These results correspond to those SUMMARY

of similar earlier investigations which showed that the

HCR-20 could predict that patients would engage in  The author assessed whether Theory of Mind (ToM)

further violent or criminal behaviour after being  deficits among 30 male schizophrenics in high security
dischaged fromhospital. psychiatric care were related to H&R scores and

assesments of clinical outcome three years after the initial
ToM assessments. Most patients had prior criminal
histories for violent offences including rape, indecent
assault, maslaughter, assault with bodily harm, grave
bodily harm, and arso The majority of patients also had

X ) : histories of substance misuse. All reocial cognitive and
The implementation of the HCRO in a German ToM measures were assessed as part of a routine
hospital order institution Paper presented at the neurological assessment at admissions. The clinical
Seventh European Conference orPsychology and outcome measures, including the H2& were completed
Law, Solna, Sveden. threeyears later by trained clinicians.

PROJECT AND SCHOLARLY WORK

Mdiller -Isberner, R., & Jockel, D. (1997, September).

SUMMARY The mean scores for the HER are as follows: H
subscaleM = 13.5,SD= 2.5, 918; C subscal& =4.9,SD
100 forensic psychiatric patients were rated on the German =25 G10; R subscal® = 6.1,SD= 2.3, 110; HCR20

version of the HCRO0 (which includes 3 vaables not in total M = 245, SD = 5.5, 1337. The secondrder
the original version). There were 96 men, and the mean Modified Advanced Theory of Mind Test (MAT) was
age of the sample was 38.8 years. Ongykthand C scales significantly correlated with HCRO R subscaler (= .42).

were rated. Most index offences were of a violent nature:  The Revised Eye Test (RET) was sigeaintly correlated

homicide (24%); severe bodily harm (21%); violent sexual  with HCR H subscaler(= .46), the R subscale € .48)

offences (20%); arson (13%); and 24 other offences. Close and the HCR20 Total ¢ = .49). When contrdihg for the

to half (43%) of the sample had primary diagnoses of  WAIS only the relationship with the R subscale remained.

functional pgchosis. The WAIS FIQ was significantly correlated with the H
subscale ( = .37) and the R subscale<X .42). The results

Two psychiatrists rated a subsample of 45 offenders, suggested that many dimensions of neuropsychological

allowing interrater reliability analyses. For the H Scale  function are relat to risk for vblence.

items, Kappa ranged from .54 to 1.00, with a mean Kappa

of .89. In 91% of cases, the two clinicians were within one

point on raings ofH Scale total scores. Kappa was not as
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PROJECT AND SCHOLARLY WORK

Nowak, M. J. & Nugter, M. A. (2011, June).Predicting
recidivism in two forensic psychiatric populations, in
the Netherlands Paper presented at the annual
conference of the hternational Association for
Forensic Mental Health Services, Barcelona, Spain.

SUMMARY

In the Netherlands a temporary hospital order is often
given to patients with a psychotic disorder, with the
intention to reduce violence through medical treatment, fo
a maximum initial period of one year. A pilot study was
done on the reoffense rate after inpatient treatment and the
predicting factors. Results of this pilot study € 44)
showed that the reoffense rate after discharge of the
patients with a one yeaphpital order was 50% which was
rather high compared to patients with a TBS order
(reoffense rate = 30%). Both HE® and PCLR had
predictive power. The present study replicated previous
research using a greater sample. Two subsamples were
included in thestudy: those participants from the pilot
study (N = 44) and an additional 60 participants who were
discharged between the years of 2002 and 2009. In total,
26 participants were under a TBS order, and 79 hgeiat
order. Participants were retrospectivaksessed using the
PCL-R and HCR 20, with raters blind to outcome data.
Recividism was collected from the administrative database
of the Ministry of Justice.

There were significant differences between the TBS order
population and the one year ordempptation with respect

to scores on the PCR Total and Factor 1 scores. TBS
patients scored significantly higher on Total and Factor 1.
There were no significant differences between groups on
Factor 2 or HCR20 Total scores. Of the sample, 55
participans engaged in disruptive behavior during
hospitalization. There were also differences in rates of
recidivism between the two groups. A greater proportion
of TBS patients (73%) did not have a reconviction
compared to the one year hospital order patients J57%

Predictive validity of the PCIR and HCR20 were
investigated using Receiver Operating Characteristic
(ROC) analyses. AUC values were .76, .56, .80, and .70
for PCL-R Total, Factor 1, Factor 2, and H&ZR Total
scores.  Survival analyses indicate thaimpared to
patients with low scores on the P@& and HCR20,
patients with high scores committed violence at a faster
rate. Results of a regression analysis using ¥2CRPCl-

R and violations to predict type of recidivism revealed that
the HCR20 was tle strongest predictor. The authors
concluded that the HCRO and PCER were effective
measurements to predict future violence.

PROJECT AND SCHOLARLY WORK

Olsson, H., Strand, S., Kristiansen, L., Sjéling, M., &
Asplund, K. (2013). Decreased risk for violence in
patients admitted to forensic care, measured with
the HCR-20. Archives of PsychiatridNursing, 27(4),
1917 197.

SUMMARY

The retrospectivestudy examined if patients admitted to
forensic psychiatric care could decreaseirthrisk for
violence over time and, if so, which factors played an
important role in contributing to their decrease in
aggressive behavior. The sample used in this study
consisted of 267 individuals admitted to a maxiraum
security forensic psychiatric dlic in Sweden between
1997 and 2010. The average age of the participants at time
of admission was 35 yearSP= 10.8). A majority (80%)

of the sample was male, had a substance abuse problem
(65%), and a psychotic disorder (63%). A total of 233
(87%) patents were assessed using the PGV M =
11.8,SD = 5.3). Twelve percent of patients had scores of
18 or higher.

The HCR20 was coded from comprehensive file reviews

of information which had been routinely collected by the
clinic staff. Assessments atragssion were compared with

a second, and most recent, risk assessment. The mean time
between admission and the patient's initial assessment, the
first and second assessment, and the first and most recent
assessment were 11, 9, and 43 months, respectively.
Decreased risk for violence was operationalized as a
reduction in scores on either the C or R scale of the HCR
20.

The authors found that total score on both the C and R
scales showed a significant reduction, both over a short
period of time as well as langer period of time. Scores

on thirteen out of 15 risk factors significantly decreased
after more than 2 years of treatment. A comparison of the
risk assessment on the C scale reveals that between
assessment 1 and 2, the total score dropped significant
from 5.82 6D = 2.15) to 5.50 §D = 2.15). In terms of

item level, reductions were seen in all items except for C4
(impulsivity). When looking at the comparison of the first
and most recent assessments, the total score dropped even
more, 5.0 §D = 2.16, also the scores on all items
decreased. The total score on the R scale decreased and
showed the greatest reduction between the first assessment
5.08 SD = 1.70) and the second assessment 4S00 {

1.81). Regarding item level, R1 (plans lack feasibility
and R4 (noncompliance with remediation), showed a
decrease, while no decrease was found for R2 (exposure of
destabilizers), R3 (lack of personal support), and R5
(stress) when comparing the first and the second
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assessment. When comparing the first assesat to the
most recent assessment, a risk reduction was found also for
R2 (exposure of destabilizers), but R3 (lack of personal
support), and R5 (stress), still did not show a significant
change in risk.

SEE ALSO

Olsson, H., & Strand, S. (2011, June)orensic patients
who lowered their risk for violence. Who are they?
Poster presented at the annual conference of the
International Association for Forensic Mental
Health Services, Barcelona, Spain.

PROJECT AND SCHOLARLY WORK

Pedersen, L., Ramussen, K., & Elsass, P. (2012). HER
20 violence risk assessments as a guide for treating
and managing violence risk in a forensic psychiatric
setting. Psychology, Crime antlaw, 18(8), 733743.

SUMMARY

The authors argued that while manydies demonstrate
good predictive utility of the HCRO for violence, less
attention has been paid to its clinical applicability. The
present study was a true prospective study into the
utilization of the HCR20 as part of a clinical routine at a
forensic psychiatric unit in Denmark. The final study
sample consisted of 81 male patients discharged from the
unit between 2006 and 2007 to other psychiatric hospital
wards (38%), prison wards (7%) or the community (48%).
All data were collected and scored by tieg clinicians as
part of the clinical routine of the unit. Risk of future
violence was assessed by the HEBR and psychopathy
was scored using the PCL: SV. The outcome variables of
interest to the study were inpatient aggression and post
release reconvibns. Aggression during hospitalization
was recorded on the revised version of the Staff
Observation Aggression Scale (SOR$, which was also
implemented as part of the routine at the unit. Aggression
included any verbal, newerbal or physical behavidhat
was threatening, or physical behavior that actually did
cause harm. New convictions palischarge were
collected from date of discharge until November 2008
using information extracted from the Danish National
Crime Registry. The mean followp time was 21 months
(SD = 6.28). Reconvictions were categorized into the
following categories: any violent crime, any Reiolent
crime or any crime (an omnibus category that included all
crime).

The mean age of the patients was 35.7 years (SD = 10.49).
Seventynine percent were diagnosed with schizophrenia,
3% had affective disorders, 9% had personality disorders
and 6% had other diagnoses. Of the sample, 68% had a
substance use disorder. Mean admission time for the index
hospitalization was 432 days. Approxirelgt 37% of the
patients had one or more aggressive incidents during the
index hospitalization. A total of 43% of the sample was
reconvicted during the followp and 23% were
reconvicted for a violent crime. There were no significant
differences in recidiam rates between patients discharged
to another institution or to the community.

Mean scores on the HCEO were 13.733D= 3.48), 5.42
(SD= 2.48), 5.88 $D = 2.18) and 25.05SD = 6.86) for

the historical, clinical, risk management and total scales.
Patients with aggressive inpatient behavior had
significantly higher scores on the HER total scores
(mean 28.3 vs. 23.81), H scale (mean 15 vs. 13.1) C scale
(mean 6.6 vs. 5.1), R scale (mean 6.7 vs. 5.6) and
structured final risk judgment (mean 2.1 vk.7). In
regards to violent reconvictions, the predictive ability of
the HCR20 total score was in the moderate range with an
AUC value of .66. The AUC values were .68, .62 and .58
for the historical, clirdal and risk management scales.

The structured fial risk judgment showed poor predictive
accuracy (AUC =56). Only theHCR-20 total score and
historical scale were statistically significant. With regards
to inpatient aggression, the predictive ability of the HCR
20 was in the moderate range for theictured final risk
judgment (AUC = .64). The AUC values were 0.70, 0.68,
0.66 and 0.66 for the total, historical, clinical, and risk
management scales of the H2R. All scales, except the
structured final risk judgment, were statistically significant
in predicting future inpatient aggression.

While the predictive validity of the HGRO was lower
compared with previous findings, the authors note that this
was likely the result of the HGRO being used to guide
risk management strategies which reduced empsnt
viol ent behavior. Further
recidivism was recorded as a new criminal conviction only
underreporting may have occurred. Similarly, they note
that aggression during hospitalization may have been
underreported as only th8OASR was used and not
collateral file information. These limitations may have also
affected the predictive accuracy of the measure.

SEE ALSO

Pedersen, L., Rasmussen, K., & Elsass, P. (2010). Risk
assessment: The value of structured professional
judgments. International Journal of Forensic Mental
Health, 9 74-81.
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Penney, S., McMaster, R., & Wilkie, T. (n press.
Multi -rater reliability of the Historical, Clinical,
and Risk Management20. Assessmen

SUMMARY

This study investigated the interrater reliability of the
HCR-20 among 21 practicing clinicians (12 males and 9
females) in a large forensic psychiatric program in Eastern
Canada. The aim of this study was to determine whether
acceptable level®f reliability were obtained when the
HCR-20 was scored by practicing clinicians with varying
levels of training, experiencand familiarity with the SPJ
model. Each ratelindependently scored the HER for
three caseglesigned to vary in overall rislevel and
completed a questionnaire following the ratings. The
guestionnaire asked about
prior training in the HCR20 and other forensic assessment
instruments, and years of experience in forensic mental
health.

For each cse, HCR20 total and subscale means were
provided as a function ofater gender (male, female),
profession (psychiatry, psychology), expertise (prior HCR
20 training, no prior training), and experience (more than
10 years, less than 10 years). Overallenatwith varying
professional background, training, and experience

generated comparable total and subscale scores across the

three casesFor onecase participants with prior HCRO
training had significantly higher ratings on HZR total
score than pécipants with no prior HCR20 training. For
another case, participants with more than 10 years of
experience had significantly higher ratings on HZR
total and H scores than participants with less than 10 years
of training. No other significant diffeneces in ratings
were observed.

The authors provided ICC values separately for each rater
characteristic. ICC values ranged between .89 and .94 for
the H scale, .77 and .95 for the C scale, .58 and .75 for the
R scale, and .91 and .94 for the total scht@.the sample

as a whole, IC¢Cvalues were .92, .86, .65 and .92, for the
H, C, R and Total scalesgspectively. For the summary
risk ratings,half of all kappa values showed substantial to
excellent agreement, while a further 20% fell into the
moderateange.Case one was rated moderate risk by 83%
of raters, case two was rated high risk by 67% of raters,
and case three was rated low risk by 96% of raters. The
authors concluded thaaters from different disciplines and
with varying levels of trainingrad experience can achieve
good to excellent levels of reliability when scoring the
HCR-20.

SEE ALSO

Penney, S., McMaster, R., & Wilkie, T. (2013, June).
Field reliability of the Historical, Clinical, and Risk
Management 20 (HCR2O). Poster presented at e
annual conference of the International Association
of Forensic Mental Health Services, Maastricht,
Netherlands.

PROJECT AND SCHOLARLY WORK

Pham, T. (2001, November)Assessing risk for violence
among Belgian offenders Paper presented at the
International Conference on Violence Risk
Assessment and Management: Bringing Science and
Practice Closer Togeher, Sundsvall, Sweden.

BUeIMARE t er 6s gender ,

This research was a mixed time perspective study using the
HCR-20, PCLR and the Violence Riskppraisal Guide
(VRAG,; Harris, Rice, & Quinsey, 1993). This study used
80 subjects to measure correlations of the above measures
with type of offense, and a subset of 58 subjects to conduct
KaplanMeier survival analyses and ROCs. Type of
offense fall undr two categories: general reisigm (any
offense committed after release) and violent recidivism
(homicide, assault and battery, theft with violence, any sex
offense). The mean follow upeod after release was 994
days.

In terms of general recidiwis, the PCER was correlated
(r =.26;p < .05) with drug offensesr € .33;p < .01) with
carrying a weapon, and € .46;p < .01) with theft. The
HCR-20 was correlatedr (= .24; p < .05) with drug
offenses, 1( = .23;p < .05) with carrying a weapon, afid
=.40; p < .01) with theft. The VRAG was calated ¢ =
.26; p < .05) with drug offenses and £ .47;p < .01) with
theft.

In terms of violent recidivism, the PGR was correlated (
= .39;p < .01) with assault and battery and=<.48;p <
.01) with violent theft. The HCR20 was only comlated ¢

= .32; p < .01) with violent theft. The VRAG was
correlated i( = .29;p < .05) with &sault and battery and (
= .38;p < .01) with violent theft.

In terms of predicting general recidivism, the RRLhad
an AUC of .78. The VRAG had aAUC of .86 and the
HCR-20 had anAUC of .79. With predicting violent
recidivism, the PCER had arAUC of .85, the VRAG had
anAUC of .84, and the HCRO0 had arAUC of .78.
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The following Pearson correlations between treasures
were found: PCIR was correlated with the VRAG €
.67) and the HCRO ( = .83), while the VRAG was
correlated with the HCR20 (r = .68).

PROJECT AND SCHOLARLY WORK

Philipse, M. (2002, March).Postdictive validity d the
HCR-20 in a Dutch forensic psychiatric sample
Paper presented at the annual conference of the
International Association of Forensic Mental Health
Services, Munich, Germany.

SUMMARY

This was a retrospective validation study in the

Nethealands of theDutch version of the HCRO (Philipse,

de Ruiter, Hildebrande & Bauman, 2000). This research

study used subset of 69 patients from three hospitals from

a lager prospective study on assessing risk for re

offending. The research was conducted without ukamg

7 (Psychopthy) from the H scale. The sample consisted of

64 males and 5 females. The types of offenses were

categrized as violent, sex, and arson. Patients had left the

hospital ketween 1/1/96 and 12/31/98. Ré&ending data

was collected on 1/2220with an average of 4 years and 4

months of time for patients to have been outside of the

hospital. 21 (30%) had been found to have hsewed
contact with the law.

Inter-rater reliability for the HCR20 (Dutch version) was:
ICC HCR-20 Total = .90)JCC H-scale = .79|CC C-scale
=.76,ICC R-scale = .67. The total andd$Rale scores were
significantly lower for patients discharged from the
hospital according to hospital advice. -sBores were
predictive of type of dischargeAUC = .67). HCR20
(Dutch ersion) was most effective for naexual
offenders. Deletingemales did not alter the findings. The
postdictive validity AUCs for committing a violent act
(when excluding sex offelers) were: HCR2O0 total score
= .67, Hscale = .72, &cale = .60, Fscak = .58. The
postdictive validityAUC for clinical judgment was .64, as
was the number of présus convictions. Reducing the
HCR-20 into smaller units increased the postdictigC
values. Wing only the H2, H4, H5, H10, C3 and C4 items
achieved amAUC of .82. Using only the H2, H5, H10 and
the C4 items achieved #&uUC of .90.

In terms of decision making, the-i®#m version of the
HCR-20 with a cutoff of 50% identified all offenders with
2.2 false positives per true positives. Théaefn vesion

of the HCR20 with a cuioff of 80% identified 5 of 8
offenders with .6 false positives per true positives.
Implications for the clinical assessment of risk of re

offending and the best composition of the HEZRitems
are dscussed.

PROJECT AND SCHOLARLY WORK

Philipse, M., Erven, T. van, & Peters, J. (2002).
Risicotaxatie in de tbs: van geloof naar empirie.
[Risk assessment in tbs: from belief to empiricism.]
Justitiéle Verkenningen [Judicial Explorations],
28(8), 77-93.

SUMMARY

Risk assessment in Dutch forensic psychiatry (tbs) is still
dominated by an unstructured clinical approach.
Researbers have argued in favour of a standardised
approach because international research reports limited
predictive \aidity of clinical approaches.The Dutch
version of the clinicahctuarial debate is briefly
summarised in this ade. A study is presented that
evaluates the validity of an intetional risk assessment
tool, the HCR20 in tbs. This shows that using the HER
may improve risk asssmsient under certain conditions,
although unstructured clinical judgent performs quite
well too. Also, it is shown that clinically adjusted HCR
scores are slightly better than actuarial scores. However, in
the final analysis historical gdictors outperfam all other
measures. It is concluded that the HZRmay constitute

a meaningful addition to Dutch risk assessment practice,
though it is mperative that all persons dealing with this
and similar instruments have a clear view of their
limitations.

PROJECT AND SCHOLARLY WORK

Pillay, S. M., Oliver, B., Butler, L., & Kennedy, H. G.
(2008). Risk stratification and the care pathway.
Irish Journal of Psychological Medicine, 2@l), 123
127.

SUMMARY

This study investigated whether tlware pathway was
supported by housing patients with the highest levels of
risk and psychopathology in high secure units and the
lowest levels of risk and psychopathology in the low
secure units. Many hospitals and forensic units operate
under a care patray model with several levels of security
that patients are progressed through from high to medium
to low secure units. The current study was conducted at a
large hospital that housed two high secure units, two
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medium secure units, a low secure unit, anaden unit.
Data were collected in a one month period in which 75
men were housed on the units, yet only 70 patients were
available for the study. Participants were rated on the
dynamic items (C and R scales) of the HEZ®R the
Positive and Negative Syndme Scale (PANSS), the
Global Assessment of Functioning (GAF), the Camberwell
Assessment of Need Forensic Version (CANFOR), and the
Health of the Nation ScalésSecure (HoNOSsecure).

The HCR20 C scale (F = 7.9 < .001), R scale (F = 5.8,

p < .001) anddtal dynamic items score (F = 92< .001)

all stratified significantly across the units. Other measures
that also stratified across the units were the HoNOS
Secure, the PANSS totals score, the PANSS positive, and
the GAF. The PANSS negative and the CANF did not
stratify across the levels of security. The authors concluded
that the results support the pathways of care model and
discussed implications.

PROJECT AND SCHOLARLY WORK

Reimann, B. J., & Nussbaum, D. (2011). Prediatg
seclusion in a medium secure forensic inpatient
setting. The International Journal d Forensic
Mental Health, 10(2), 153158.

SUMMARY

The current study investigated the predictive validity of the
PCL-R, HCR20, VRAG and LSIR for frequency and
durationof seclusion in a sample of forensic psychiatric
patients in Canada. The authors hypothesized that high
scores on all four riskelated instruments would be
associated with frequency and duration of seclusion, as the
practice of secluding patients is aftan response to
aggressive behavior. The sample used in this study
consisted of 130 (116 males and 12 females) adult forensic
psychiatric patients found NCRMD who were hospitalized
in a mediumsecure forensic inpatient unit in Ontario. The
participants raged in age from 22 to 74 yeaid € 45.01,

SD = 9.87). Riskrelated instruments were coded from
patientsdéd institutional fil
trained on the instruments. Incidents of seclusion and
description of aggressive incidents were uwtoented by
nursing staff and were collected retrospectively from
patient files by a preloctoral intern in clinical psychology.
Seclusion was indexed in terms of total number of
seclusions during a period of two years and total time
spent in seclusion.

Combined seclusion data across first and second years of
hospitalization showed that for almost half of the sample
(42%) seclusion was necessary. Similarly in years one and

two, the greatest proportion of patients were secluded
either once (13%) or twice (). The proportion of
patients that required seclusion on three or more occasions
revealed a declining linear trend ranging from 5% to 1%.
Neither gender nor age correlated with any seclusion
variables, with the exception of age having a negative but
mild association with average seclusion duratior- (-
0.29,p < .05). Mean scores in the sample were: FCM

= 12.50 6D = 6.81); Factor IM = 3.49 &D = 2.93);
Factor 2M = 7.92 8D = 3.82); VRAG TotalM = - 1.04
(SD=10.69), VRAG BinM = 4.47 SD= 1.%); LSFRM

= 24.06 6D = 7.40); HCR20 TotalM = 24.44 D =
7.17); HM = 11.90 6D = 3.86); CM = 5.41 SD= 2.59);

and RM = 7.13 €D= 2.39).

Predictive validity of the instruments was evaluated using
three series of Receiver Operator Characteri@®©C)
analyses. The first set examined the ability of the
instruments to predict seclusion, regardless of duration of
that stay. A single incident, however, might represent a
less serious event, so analyses were also conducted to
predict frequent seclusig defined in two ways: above the
median (Q1 and Q2 vs. Q3 and Q4) and top quartile (i.e.
Q1 vs. Q2, Q3, and Q4). In the second set of analyses,
analyses from the first set were repeated with the length of
hospital stay taken into consideration in the gses. The
third set evaluated the
identify those whose average seclusion durations (as
oppose to number of seclusions) were above the median
length or in the upper quartile length. AUC values for each
series of analysesese reported by the authors. Overall,
ROC analyses indicated that all instruments had small to
moderate (AUCs range = .54 to 71) significant predictive
validity with respect to frequency of seclusion, but were
less strongly predictive of duration of sedtus (AUCs
range = .47 to .72).

To compare the efficacy of each instrument, the authors
rank ordered the predictive accuracy for each of the
instruments across the six analyses. Although AUC levels
from the various instruments were similar in magnitude,
from a content perspective Factor 2 of the HTL
performed most strongly in the prediction of seclusion of
seclusion (mean rank = 1.33). The H2R and LSRR
performed very similarly across the various analyses

@néan ks =3&.16rakd93i8S, teSpectvely). Breiey 6fh o | 0 g

rankings for the instruments are as follows: PR otal

(2), LSFR (3), HCR20 Total (4), H subscale (5), VRAG
(6), C subscale (7), Factor 1 (8), VRAG Bin (9) and HCR
20 R (10). Because the efficacy of the measures was
compared in a descriptiveashion, whether there were
significant differences in predictive utility of the measures

was not addressed
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PROJECT AND SCHOLARLY WORK

Reynolds, K. & Miles, H. L. (2009). The effect of
training on the quality of the HCR-20 violence risk
assessments in forensic secure servic@$ie Journal
of Forensic Psychiatry & Psychology, 28), 473480.

SUMMARY

The current study examined the effect of training on the
quality of risk assessments using the HER The
research was conductebased out of two forensic
psychiatric units. Full HCRO training was offered to
professionals at the two units. Training involved an initial
one day workshop that included an introduction to the tool,
case examples and reviews of relevant literature. The
training also involved practice cases under the supervision
of the trainer and subsequent refresher sessions with the
trainer. Following the training, the authors reviewed the
patientsdéd files at the
20 assessments.h& reviewer was blind to the training
status of the individual who had completed the HEIR
Each scale of the HGRO was rated based on the content
and relevant risk information (2 = poor, 3 = good). These
reviews included cases that were rated beforeafied the
training. A total of 42 HCR20 assessments were reviewed
for quality.

Following the training it was found that the overall quality
of the assessments improved significantly ¢6.661,p <
.001). As well, the quality of the ratings on each loé t
subscales also improved significantly. The authors
concluded that consideration should be given to providing
training for all professionals using structured assessment
measures.

PROJECT AND SCHOLARLY WORK

Ross, T., FontaoM. I., Reed, V., Dean, A., Doenisch
Seidel, U., & Pfafflin, F. (2007). Die Beurteilung
von lebenspraktischen Fertigkeiten forensisch
psychiatrischer Patienten mit dem BESTIndex
[The evaluation of living skills in forensic
psychiatric patients}. Psychotlerapie Psychosomatik
Medizinische Psychologie, 5298305.

ABRIDGED ABSTRACT (English translation of the
study not available):

In this study, the Behavioural Status Index (BHSdex),
an instrument assessing daily living skills and social risk,
was invesigated and cross validated with the PRLand

u-ni t SSU'\AMP‘BY rated t

the HCR20. Participants were 86 German forensic
psychiatric patients. All instruments were coded three
times over a nine month study period. Sufficient inter rater
reliability and good convergent validity diie subscales

of the BESTFIndex was demonstrated in comparison to the
HCR-20 and the PCIR. The authors concluded that
clinicians working with the BESThdex may use it to
monitor behavioural change over long treatment periods in
mentally ill offenders.

PROJECT AND SCHOLARLY WORK

Schaap, G, Lammers, S., & de Vogel, V. (2009). Risk
assessment in female forensic psychiatric patients:
A quasi-prospective study into the validity of the
HCR-20 and PCL-R. The Journal of forensic
Psychiatry & Psychology, 2(B), 354365.

he quality of t

Compared to research focusing on male offenders, the
empirical research examining the validity of risk
assessment tools in female offenders and female
psychiatric inpatients is scarce. The present study
investgated the postdictive validity of the HER and
PCL-R in a female forensic psychiatric sample in the
Netherlands. Raters scored the measures based on file
information and
official criminal records. All female pati¢n discharged
from two forensic psychiatric hospitals between 1985 and
2001 were included in the study resulting in a sample of 45
former patients. The
the hospital was 28.3 yearS[ = 8.3). In terms of index
offence,49% had been convicted for homicide, 18% for
violent crimes, 22% for arson, and 11% for property
crimes. Outcome data was retrieved from an official
criminal database.

The mean HCR2O total score was 24.8D=5.8), and the
mean PCLER total score was 18 (D= 6.8). With respect

to the final risk judgments, 24% were classified as low
risk, 40% as moderate risk, and 36% as high risk. Interrater
reliability was assessed on a subset of 30 cases. Both
instruments demonstrated excellent interrater reliability
with ICCs of .98 and .97 for the HCRO and PCLR total
scores, respectively.

A total of 36% of the participants were reconvicted in the
follow-up period with 16% being reconvicted of a violent
offence. None of the instruments were postdictive of
general or violent recidivism. With respect to general
recidivism, the AUCs were .54, .58, .41, and .56, for the
total score, H, C and R scales, respectivelygglb .33).
With regard to violent recidivism, the AUCs were .54, .68,
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42, and .56 for the total segr H, C and R scales,
respectively (allps > .13). Similar, poor postdictive
validity was seen for the PCR total scores and factor
scores (2, 3, and 4 factor variants). For the fRCtotal
score, the AUCs were .57 and .60 for violent and general
recidivism, respectively. At the item level, only one item
was found to be individually postdictive of violent
reconviction: H2 (Young age at first violent incident)
(AUC =.76).

The results lead the authors to conclude that these risk
assessment instrument mawytnbe useful with female
forensic psychiatric patients. However, other studies have
found the instruments to yield moderate to large effect
sizes with female forensic (see de Vogel & de Ruiter,
2005) and civil psychiatric patients (see Nicholls et al.,
1997, 2001, 2004) and female offenders (see Strand and
Belfrage, 2001; Warren et al., 2005).

PROJECT AND SCHOLARLY WORK

Scharin, C. (1999). Bedémning av aterfallsrisk hos
rattspsykiatriskt undersokta personer: En utvardering
av  Kattningsskalan HCR20. Unpublished
manuscript.

SUMMARY

The Swedish version of the HER was coded on 49
forensic psychiatric patients. [Sample characteristics
unavailable at this time until English translation available].
Proportion of violence in variau score categories was
cdculated for the total HCRO score and the H scale
alone. Results were as follows: HER total score from-0

19, 15% volent; total score from 20 to 40, 64% violent. H
scale score of 0 to 5 (0% violent), 6 to 10 (31% violent),
11-15 (54% violent), 16 to 20 (80%oalent).

PROJECT AND SCHOLARLY WORK

Schreiber, J.M., Green, D., Belfi, B., Kunz, M.K.,
Yagoda, J., & Omofuma, Y. (2013, March)Relative
importance of HCR20 factors in predicting
recommitment 6 insanity acquittees over a 2@ear
period. Paper presented at the annual convention of
the American i Psychology Law Society, Portland,
Oregon.

SUMMARY

The HCR20 is a robust predictor of violence in a variety
of settings (e.g., forensic, civil psychia). However,
there is a lack of research on its effectiveness identifying
insanity acquittees who are most at risk of- re
arrest/recommitment following their transfer from forensic
to civil psychiatric settings. This retrospective study
examined the assition of HCR20 risk factors with
recommitment of insanity acquittees to forensic hospital.
The HCR20 was coded from patient files of 157 insanity
acquittees in eastern US discharged from forensic hospitals
to a less restrictive setting. Of these paptgits, 34.4%
were recommitted to the forensic setting between 1977 and
2010. The Historical scale was found to be the best
predictor of recommitment over time. In particular, higher
scores on factors H2 (young age at first violence), and H10
(prior supervsion failure) and lower score on H6 (major
mental illness) significantly increased likelihood of
recommitment after release from a forensic facility. Only 1
of 10 dynamic items were found to be significant (C2
Negative Attitudes). The authors concluded tive HCR

20 was useful in differentiating those who were
recommitted from those who were not.

PROJECT AND SCHOLARLY WORK

Selenius, H., Hellstrom, A., & Belfrage, H. (2011).
Aggression and risk of future violence in forensic
psychiatric patients with and without dyslexia.
Dyslexia: An International Journal of Research and
Practice 17(2), 201206.

SUMMARY

Dyslexia does not cause criminal behavior, but it may
worsen aggressive behavior tendencies. In this study,
aggressive behami and risk of future violence were
compared between forensic psychiatric patients with (
18) and without dyslexian(= 14). The study sample
consisted of 32 (26 male and 6 female) forensic psychiatric
patients from a higisecurity forensic hospital iBweden.

Of the sample, 65.63% had been sentenced for violent
crimes, 12.5% for sexual crimes, and 3.12% for other
crimes.

Dyslexia was assessed using the Swedish phonological
processing battery €a twas
completed by trained assesstwased on interviews with
the patients and their caregivers, forensic psychiatric
investigators, sentences, and journals. Aggression was
determined using Swedish version of the patientregbrt
Aggression Questionnaire which is divided into four
subscale: physical aggression, verbal aggression, anger,
and hostility. Total score on the Aggression Questionnaire
was found to be positively related to total score of the
HCR-20 (r = 0.54,p < .01). Total score on The Pigeon was
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not significantly related to Aggssion or HCR0 scores,
the only exception being Angdr = - 0.35, p < .05).
Anger, in turn was found to explain 35% of the variance in
total score of the HCRO (b = .59,p < .001)

Patients with dyslexiaM = 80.11, SD = 15.15) self
reported significatly more aggressive behavior then did
patients without dyslexid{ = 62.86,SD= 15.97). For the
dyslexic group, mean scores were 15.3D € 3.41), 6.06
(SD= 1.51), 5.50 $D = 2.01) and 26.679D = 5.05) on
the historical, clinical, risk management aothal scales of
the HCR20, respectively. For the natyslexic group,
mean scores were 13.5%00 = 3.46), 5.21 $D = 2.46),
4.64 (SD = 1.60) and 23.43 (SD = 4.88) the historical,
clinical, risk management and total scales of the FROR
respectively. Whileghere was a tendency for patients with
dyslexia to receive higher scores on the HZERcompared
to patients without dyslexia, this was msignificant. The
authors note that a followp study should be conducted
using the HCR20 to examine whether patisn with
dyslexia relapse more often in vialecrimes then patients
without dyslexia.

PROJECT AND SCHOLARLY WORK

Sheldon, K. L., Tetley, A. C., Thompson, C., &
Krishnan, G. (2013). Are they different? A
comparison of risk in Dangerous and Severe
Personality Disordered and Personality Disordered
hospitalized populations.Psychology, Crime & Law
19(1), 67-83.

SUMMARY

In the UK, the Dangerous and Severe Personality Disorder
(DSPD) program was initiated to deal with individuals
who have a severe personality disorder and who might
pose a risk for future recidivism. However, it is unclear
whether those admitted to DSPD programs are different
from those admitted to conventional personality disorder
(PD) services. In this study, DSPD aR® patients were
compared on level of predicted future risk using the HCR
20, previous offending behavior and fireatment levels

of institutional riskrelated behavior. The study sample
was comprised of 60 DSPD patients and 44-D&sP
patients admittedvithin the same high secure psychiatric
hospital in the UK. Mean age of the samples wereSE3 (

= 9.00) and 343D = 8.00), respectively. Both samples
were predominantly from a White ethnic group. A majority
(93%) of the DSPD sample was diagnosed with a
psychopathic disorder, compared to 57% in the PD group.
Rates of mental illness and mental impairment were higher
in the PD group had compared to the DSPD group. DPSD
patients received a significantly greater number of
convictions after the age of 18, rél@ to the PD patients,

and had been imprisoned on a greater number of
occasions. Index offenses of the DPSD patients were more
likely to contain violence than those of the PD patients.

HCR-20 assessments were completed on admission to
either the DSPD moPD unit of the hospital as part of
routine clinical procedure.
offending history was collected during admission and PD
patients offending history was collected from review of
hospital records. The initial 6 12 months following
admission to either of the unit consisted of patient
assessment and case formulation, and was therefore
referred to by
Pretreatment institutional riskelated behavior was
collected from hospital incident reportses the 12month
period. These incidents were coded into the following
subtypes: physical interpersonal aggression, verbal
aggression, and total institutional rislated behavior that
combined the two categories above. Intdiability
computed on a sglample of 20 randomly chosen incidents
was good (ICC = 0.93). Within the first 12 months of
admission, DSPD patients engaged more frequently in
physical interpersonal aggression, verbal aggression and
all institutional riskrelated behavior relative to PD
patients.

Ten patients within the sample (7 PD patients and 3 DSPD
patients) had not been assessed using the-BICRithin

two years of their admission date and were excluded from
any analyses using these assessments. Relative to PD
patients, DSPD pati¢s obtained significantly higher
scores on the HCRO scale, and on the clinical and risk
subscales, but scores on the historical scale did not
significantly differ between groups. With respect to the
PD group, median scores were 24.0 (IQR = 8.0), 1R (I

= 4.0), 4.0 (IQR = 4.0) and 2.0 (IQR = 2.0) on the total,
historical, clinical and risk management items of the HCR
20. With respect to the DPSD group, median scores were
28.0 (IQR = 8.5), 16.0 (IQR = 2.0), 6.0 (IQR = 2.0) and
7.0 (IQR = 2.0) on the tat, historical, clinical and risk
management items of the HER.

There was evidence to suggest that the time taken to
complete HCR20 assessment after admission of the PD
sample was significantly longeM(= 239 daysSD = 167
days) than for the DSPDample M = 138 daysSD = 65
days). Therefore, the PD sample could have obtained
lower scores on the HGRO relative to the DSPD sample
because their assessments were conducted after a greater
inpatient stay. Statistically controlling for time until
compldion of the HCR20 assessment, the authors found
that higher scores on the HER scale, clinical and risk
subscales were significantly associated with admission to a
DSPD facility.

Spearmands rho correlation
incidents of risk-related behavior during the initial 12
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months of admission were significantly correlated with
HCR-20 total scoresr{= 0.42,p < .001), clinical subscale
scores I(s = 0.47,p < 0.001), and risk subscale scores
0.40,p < 0.001). Likewise, thesecales were associated
with incidents of interpersonal physical aggression=(
0.28,p < .01;rs = 0.35,p < 0.001;rs = 0.21,p < 0.05,
respectively) and verbal aggression=0.44,p < 0.001;r

= 0.44,p < 0.001;rs = 0.34,p < 0.001, respectively)The
HCR-20 historical subscale scores also correlated
significantly with incidents ofrerbal aggressiorr{= 0.24,

p < .05). However, the historical subscale did cmtrelate
significantly with total incidents of riskelated behaviour
(rs= 0.12), or nterpersonal physical aggression= 0.13).

PROJECT AND SCHOLARLY WORK

Skipworth, J. (2005). Rehabilitation in forensic
psychiatry: Punishment or treatment? The Journal
of Forensic Pgchiatry & Psychology, 1670-84.

SUMMARY

To investigate whether care of forensic psychiatatepts

in Auckland, New Zealand was more related to treatment
for their illness or punishment for their offending, this
study examined whether clinical progress (epenalized

as access to unsupemtkleave) was associated more with
clinical factors or with criminological factors (e.g., time
served proportional to the severity of oftiamg). A non
experimental crossectional study design was used with
this sample that comprised all mentally disoeder
offenders in the Auckland region under forensic care (96
patients, 74 of whom were inpatients).

Participant sd me aSD=8.28erangea s
18-62). Most participants were men#£ 88; 91.7%). There
were no significant differences in meaneagr gender
between participants who were or were not granted
unsupevised leave. More than half (52.1%) of the sample
was New Zealand Maori (36.4% European; 11.5% Pacific
Idanders). Maori (56.0%) and Pacific Islanders (81.8%)
were significantly more lidg to be restricted than
Europeans (34.2%g° = 8.59,p = .01).

To quantify severity of offending, a Crown prosecutor
assisted in calculating a theoretical custodial sentence and
date of parole using information from an offence summary
or police summary fofacts. A treating psychiatrist made
DSM-IV diagnoses. Severity of mental disorder was
assessed with the Health of the Nation Outcome Scale
(HOoNOS; Wing et al., 1998). General functioning was
measured with the Life Skills Profile (LS¥®; Rosen,
HadziPauovic, & Parker, 1989), which comprises five
categories: seltare, norurbulence, sociatontact,
communication, and responsivity. Clinicians who gathered

the data were not bl nterrtert o
reliability was assessed before tdata were collected
(values not reported). The psychopathy item (H7) was
omitted when scoring the HCRO.

Eighty-four participants were diagnosed with psychotic
spectrum disorders. Of five participants who did not have a
diagnosis on Axis |, three had penality disorder
diagroses and two had mild mental retardation. There were
no significant differences on Axis | diagnoses between the
two leave groupsdf = 1.87,p = .76).

There was not a victim in 16.7% of cases. Strangers
(28.1%), acquaintances (28.1%), and family members
(27.1%) were victimized in similar proportions. Victim
type did not differentiate the two leave grougs< 4.38,p
=.22).

Inspection of HCR20 scores indicated that scores on the
total measure and on the Clinical and Risk Management
scale scores, but not on the Historical scale, differed
significantly between participants who were or were not
granted access to unsupervised leaviean HCR20
scores were as follows: Total (detained = 25.8B, =
7.11; released = 18.268D = 5.06; p < .01); Historical
(detained = 13.67%5D= 3.30; released = 12.98D = 3.51;

p = .30); Clinical (detained = 5.5GD = 2.81; eleased =
2.83;SD = 2.28;p < .01); Risk Management (detained =
5.88,SD= 2.72; released = 2.48D= 1.88;p < .01). ROC
analyses were consistent with these results and revealed
that historical risk factors were not disciimatory of leave
status (AUC = .56, SE = .0§, = .31, $% CI: .45.68).
The Total (AUC = .77, SE = .0p,= .00, 95%CI: .68-.87),
Clinical (AUC = .76, SE = .05 = .00, 95%Cl: .67-.86),

and Risk Maagement (AUC = .85, SE = .0g¢~ .00, 95%

Cl: .78.92) scales were predictive of leave status.

35.7 years (

The two leavegroups did not differ significantly in terms
of severity of offendingt(= -.03,p = .97), time served &
-.65,p = .52), or time served relative to offending severity
(t=-.63,p = .53). Offence type significantly differentiated
the groups @ = 13.63,p < .05), with sex offenders being
significantly more likely to be detained compared to other
types of offenders.

Binary logistic regression was used to examine the ability
of demographic (i.e., age, gender, and ethnicity), clinical
(i.e., scores on HoN® HCR20, and LSF39), and
criminological (i.e., legal status, type of offence, offence
severity, time served, proportion of time served relative to
offence severity) variables to predict leave status. None of
the criminological factors reached statistiségnificance
and of the demographic variables, only ethnicity reached
significance B = .12, p = .01). Clinical factors i
especially those assessed by the HE® Risk
Management scalewere most predictive. Values for the
HCR-20 indices were as follosv Total & = .32,p < .01);
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Historical (% = .02,p = .27); Clinical & = .29,p < .01);
Risk Management R’ = .45,p < .01).

In summary, results indicated that dynamic clinical and
risk assessment variables had improved among participants
granted relase, whereas static and criminological
variables were not significantly different between the two
leave groups.

PROJECT AND SCHOLARLY WORK

Smith, H., White, T., MacCall, C. (2004). A comparison
of special hospital patients andther admissions to
a regional low security unit. Journal of Forensic
Psychiatry & Psychology, 1%560668.

SUMMARY

The goals of the present study were: (1) to identify if
patients in a low security forensic psychiatry unit in
Scotland who were admittddom a high security hospital
were npatients for a longer period of time than patients
admitted from other sources (e.g., prison, other hospitals,
and police custody) and (2) to examine whether any
individual factor could predict a length of inpatientystd
more than 2 years (i.e., the length of time recommended by
a local policy report). Using a retrospective cohort design,
all patients 1t = 17) transferred from a special security unit
in Scotland K = 16) and in Englandn(= 1) between 1990
and 2002 wee compared to a control group that comprised
17 conseadtively admitted patients from any other referral
source. File information was used to code demographic
details and ffending history. The last clinical diagnosis
recorded on the multidisciplinary teamaview was coded
for the present study. The HER was completed, with
the psycbpathy item (H7) omitted, for all participants
with four exceptions in the control group for two
participants, only the Historical scale wasmpbeted
because they had digddne from natural causes and one
from suicide), and for another two participants, insufficient
documentation mvented scoring of all HCRO indices.

There was no difference in age between participants
trarsferred from the special security unitl (= 40.5years)

and participants in the control groud € 36.8 years). The
average HCR0 total score was significantly higher for
the special hospital group/(= 27.5) than for the control
group M = 20.7),p < .005. There was a significant
difference in diagnosibetween the two groups,= 7.7,df

= 4,p = .01. Ten special hospital patients were diagnosed
with schizophrenia compared to 4 control patients. The
type of index offence also differed significantly between
the two groupse® = 9.6,df = 6,p= fi i dndueatd small

numbers, 0 wi t h vi ol ent i nde

common in the special hospital group.

The outcome of inpatient stays was significantly different
between the two groupse®(= 16.6,df = 5, p < .005).
Among the 17 patients transferred fropesial hospitals,

11 remained inpatients in forensic service, compared to
only one participant in the control group. The mean length
of stay for the special hospital group was 2.41 yeas<

2.9 years, range = 2 week4 years). The mean length of
stay br the control group was 0.55 yea®(= 1.4 years,
range = 1 da¥ years).

A regression analysis to predict length of stay was
completed with the following variables: HCGR0, age, age

at first symptoms, diagnosis, index offence, and previous
offences. Athough the overall model was significant

(adjustedR?= .04,F = 1.11,p < .05, 95%Cl: 0.1810.64),

no single factor was significant in predicting length of

stay.

In summary, patients transferred from special hospitals to
the low security forensic unit@ve more likely to have a
diagnosis of schizophrenia, a more serious index offence, a
lengthier criminal history involving violence, and a higher
HCR-20 score compared to patients admitted from other
sources. They also were more likely to remain as inptatie

in forensic service.

PROJECT AND SCHOLARLY WORK

Snowden, R. J., Gray, N. S., & Taylor, J. (2010). Risk
assessment for future violence in individuals from
an ethnic minority group. The International Journal
of Forensic Mengal Health, 9(2), 118123.

SUMMARY

This study examined the predictive validity of the VRAG
and HCR20 in a sample of mentally disordered patients
from a black ethnic minority using a psedgd@spective
case note analysis design. The final study sample stedsi

of 1,016 mentally disordered offenders (834 Caucasian and
249 Black patients) discharged from medigeture
psychiatric facilities in the UK between December 1992
and September 2001. The black and white groups were
well matched in terms of gender (real white = 83%,
black = 86%) and average age (white = 32.0, black =
31.2). The prevalence of mental illness was smaller in
white than black patients (65.7% vs. 87.6%), while there
was a greater prevalence of personality disorder (27.2% vs.
9.2%) and intééctual disability in the white participants
(14.1% vs. 5.6%).
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whit e of fender 6s VsS. 16% of
The HCR20 and VRAG were coded using fibmsed reconvicted) or for a violent offense (12% of white
information by four psychologists blind to outcome offenders vs. 11% of btk offenders were reconvicted).
following discharge. On a test sample of 19 cases ICC

values were 0.80 and 0.95 for the H2R and the VRAG, The authors concluded that the H2R and VRAG were
respectively. The main dependent variable in the study accurate for predicting violent reconvictions in a sample of
was occurrence of an offense over a -year period black patients discharged from medium psychiatric units in

following discharge from secure psychiatric services and the UK. They also noted that differences in riskres may
was obtained from the UK Ministry of Justice Offenders reflect different rates of mental illness and personality
Index. Offenses wer grouped as whether they were disorder between the two groups. Future research should

violent or any offense(which also included violent investigate whether the HCRD and the VRAG are
offenses) Violent offensesncluded all offenses classified consistency accurate for predicting violence in black
as violence against the persby the Home Office and minority groups, as well as wther these measures are
kidnap, criminal damage endangerilifg, Robbéy, rape, accurate across other ethnic minority groups.

and indecent assaulliime to offense was also calculated
and was operationalized as the difference between the
discharge date and the time of reconviction.

Mean scores and AUC values for violent offending were PROJECT AND SCHOLARLY WORK

reported. For the sample as a whole, mezores were

4.73 6D = 10.25), 18.5%D = 6.5), 11.3 D = 3.7), 3.3 Strand, S., & Belfrage, H. (2001). Cmparison of HCR-
(SD= 2.5), 3.8 8D = 2.6), and 4.733D = 10.25) on the 20 scores in violent mentally disordered men and
VRAG, and HCR20 total, historical, clinical, and risk women: Gender differences and similarities.
management scales, respectively. Black participants Psychology, Crime and Law, ,771-79.

appeared to have lowesk scores on both the VRAG and

the HCR20 t han the whites=P20 ti cSUYMARY s ( Cohenods

T 0.38), however these differences were not statistically

significant. With regards to the white participants, mean  The purpose of this study was to compare the scores on the
scores were 5.550=10.51), 19.08D=6.9), .5 SD= HCR-20 between male and female forensic patients. Using
3.8), 3.5 ED= 2.5) and 3.8%D = 2.6) on the VRAG and the official Swedish trastation of the HCR20, all female
HCR-20 total, historical, clinical, and risk management patients § = 63) who entered a Swedish forensic facility
scales, respectively. With regards to the black participants, over 10 years were assessed with file, and, where possible,

mean scores were 2.48 = 7.98), 16.9 $D= 6.0), 10.7 also with interview. Comparisons were made with all 85
(SD = 3.5), 3.0(SD = 2.5) and 3.0%D = 2.2) on the male patients admitted to two Swedish forensic hospitals
VRAG and HCR20 total, history, clinical, and risk in 1998.

management scales, respectively.
The female sample was younger (3@8 35.1 years),
AUC values for the VRAG and the HCEO were mainly more often diagnosed with a personality disorder (55.6%
good for both white and black participants. Furthermore, vs. 36.5%, specifically borderline [85.7% vs. 25.8%], and
differences in AUC vales between the two groups were less often amsocial [0.0% vs. 25.8%]). Females were less
small and not statistically significant. For black often admitted after committing alent crimes (9.5% vs.
participants, AUC values were .74, .66, .68, .53, and .62 on  31.8% muder; 17.5% vs. 31.8% other violent crimes), and
the VRAG and HCRR20 total, historical, clinical, and risk more often admitted from general psychiatry due to
management scales, respectively. For white particspant violence (42.9% vs. 2.4%).
AUC values were .79, .72, .71, .54, and .69 on the VRAG
and HCR20 total, historical, clinical, and risk There were no differences in scale or total scores between
management scales, respectively. For the sample as a genders. Total score = 24.7600 = 6.95) female, 25.51
whole, AUC values were: .76, .71, .70, .54, and .69 on the (SD = 7.92) male H scale = 12.943D = 3.58) female,
VRAG and HCR20 total, historical,clinical, and risk 13.81 6D = 4.21) male; C scale = 5.185D = 2.57)
management scales, respectively. female, 5.0089D= 2.48) male, R scale = 6.78 = 2.85)
female, 6.68 $D= 2.80) male.
A survival analysis was conducted to determine racial

differences in time to violence. A Kaplvieier Log Rank There were differences on some of the items, likely
test showed that there were no significant differences in  refleding the general diérences between genders. Males
overall survival rates (white 3278 days, black = 2932 scored higher on Previous Vi

days). There were no significant differences between (H2), Substance Use Problems (H5), and Negative
groups in terms of conviction for any offense (19% of
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