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Voor alle forensische ggz professionals die dag in dag uit hun leven

wijden aan het veilig houden van onze samenleving, werken met

en zich inzetten voor de bijzondere en complexe doelgroep van
forensische psychiatrische patiénten.

Harry was a highly unusual boy in many ways.
(J.K. Rowling, Harry Potter and the Prisoner of Azkaban)
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Chapter 1

In many parts of the world, those who have committed a crime (partially) due to the
presence of a mental disorder are viewed as a distinct group, and are treated rather
than incarcerated (Arboleda-Florez, 2006; Mclntosh et al., 2021; Papalia et al., 2019).
Institutions providing forensic mental healthcare are generally more successful in reducing
recidivism risk than penitentiary institutions (e.g., prisons) that do not offer treatment
(Fazel et al., 2016; Mclntosh et al., 2021; Wartna et al., 2006). In the Netherlands,
the movement to separate those with mental disorders from “healthy” prisoners started
with the Introduction of the Criminal Law (Werboek van Strafrecht) in 1886. It stated
that someone suffering from a “deficit in development or sickly disorder” could not be
punished for their crimes. Those found to be non compos mentis (not held accountable)
due to criminal insanity would be sent to a psychiatric institution instead of a prison.
In 1928, the law also allowed for one to be judged partially responsible for their crime,
rather than being fully mentally competent or fully criminally insane. Under this law,
criminals would serve prison time for the part of their crime of which they were held
responsible. For the part of the crime they committed due to diminished sanity, criminals
were admitted to a psychiatric institution (de Boer & Gerrits, 2007). This regulation
“terbeschikkingstelling van de regering” (TBR, now converted into TBS), or “placed at the
disposition of the government” (Bernstein et al., 2021; De Boer & Gerrits, 2007) could
be renewed every two years if the patient was still considered a threat to society. Initially,
these psychiatric institutions did not offer much in terms of treatment and mainly ensured
“dangerous” psychiatric patients remained locked away from society. This changed after
World War II, when more psychiatric and psychological treatments would be offered
to patients. On the basis thereof, the Netherlands developed a wealth of experience in
forensic psychiatric treatment, including treatment of those most at risk to reoffend in
high-secure forensic hospitals (de Boer & Gerrits, 2007).

The field of forensic mental healthcare is a complex and unique work environment
for professionals. Compared to penitentiary settings where most professionals are solely
agents of power, professionals in forensic mental health settings are also a provider of
care and treatment. This duality of roles also forms the base of many ethical dilemmas
(O’Dowd et al., 2022; Keulen-de Vos & de Vogel, 2022; Marshall & Adams, 2018).
Compared to civil (e.g., non-forensic) mental healthcare, the focus on risk, including the
possibility of unlawful behavior, and how to diminish this forms the main difference. In
civil mental healthcare the main aims are the reduction of symptoms of the mental disorder
and to increase self-empowerment, experienced well-being and quality of life. Treatment
or intervention is often shaped around the patient’s own goals (Van Os et al., 2019). The
main goal is to reduce the risk of recidivism and the main guiding principles underlying
forensic mental healthcare are the Risk-Needs-Responsivity principles (Andrews &
Bonta, 2017). These dictate that the most resources should be devoted to those posing the
highest risk (Risk-principle), that treatment should be focused at decreasing criminogenic
needs or dynamic risk factors (Need-principle), and that treatment should be adapted to
the learning style of the patient (Responsivity principle). The uniqueness of the field of
forensic mental health may require a unique set of skills in professionals.



General introduction

In the Netherlands, the term “forensische scherpte” is used to indicate a specialistic
skill needed by professionals working in forensic mental healthcare settings. The term
is frequently used in the Netherlands: a quick Google search results in more than 3000
hits spreading over 10 pages. The term is used, for example, to describe how one should
work in the field of forensic mental health, and is often included in job descriptions
and training programs for professionals. However, the term is also frequently used in
official incident investigations or reports on the state of affairs in the Dutch forensic
mental healthcare (see for example Inspectie Justitie en Veiligheid, 2018; Andersson Elffers
Felix [AEF], 2018; Onderzocksraad voor Veiligheid, 2019). The Dutch term “forensische
scherpte” would literally translate into the English phrase “forensic sharpness”. Literal
translation, however, does not entirely convey the meaning intended with the Dutch
term, which encloses elements of attention (to one’s surroundings), watchfulness and
awareness of (possible) threat or escalation of the situation into danger. In consultation
with several international experts in the field of forensic mental health, we opted, after
consideration of options such as “forensic acumen” and “forensic attitude”, to translate
the term as “forensic vigilance”. The term forensic vigilance will be used throughout the
remainder of this dissertation.

The exact origins of the term forensic vigilance are unclear, though former forensic
healthcare director and forensic advisor Poelmann claims in his blog on the discussion
platform Discura (2019) that it was instated in 2010 by the Correctional Institutions
Service (Dienst Justitiéle Inrichtingen, DJI), the service responsible for penitentiary
institutions, juvenile detention centers and forensic psychiatric centers and clinics. It
is clear that the term does not appear before that in the currently used terminology.
In 2009 for example reports from the Inspectic voor de Sanctietoepassing (Inspection for
Application of Sanctions) mention in one of their conclusions that “continued awareness
(scherpte) of possible risks while granting leave could be strengthened”, but did not
name this “forensische scherpte”. After 2010 the term is used more frequently, though still
fragmented, for example in inspection reports (Inspectie Veiligheid en Justitie, 2012).

The term gained momentum after several tragic events in the Dutch forensic
mental healthcare system, most importantly the case of Michael P. In September 2017,
a young woman named Anne Faber went missing while cycling, which was covered
extensively by the media. The agitation and outrage from the public and the media storm
increased further when it was announced that Anne’s body was found and that she had
been violently raped and murdered by a patient (Michael P) of a nearby medium-secure
forensic psychiatric hospital while on unsupervised leave. Michael P. had been detained
and was undergoing treatment for the violent rape of two underaged girls. The incident
involving Anne Faber was investigated by the Onderzoeksraad voor de Veiligheid (Research
Council for Safety; 2019). One of the main conclusions from the report was that the
staff of the forensic hospital had been lacking in forensic vigilance and had focused too
much on their caregiver role instead of balancing both caregiver and agent of power
roles. They noted, for example, that the treatment ward of the prison where he previously
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Chapter 1

stayed did not enter Michael P. in a specialized program for persons who had committed
a sex offence and who had been convicted of a long-term sentence, despite fulfilling both
criteria. The report also notes that the forensic psychiatric hospital where Michael P. was
staying did not include his sexual offense history in the treatment plan, nor did they
formally assess the risk of sexual recidivism with a specialistic risk assessment instrument.
They furthermore allowed him unsupervised leave early on in treatment and with quick
increments in freedom because this was standard procedure rather than the result of
a substantive consideration of the case. When Michael P. had started a relationship
with a fellow patient, this was considered worrisome by the treatment team, however
(apparently) no reflection of this development given his past was made. The Inspection
Services of Justice and Safety, and of Healthcare and Youths (Znspectie Justitie en Veiligheid
and Inspectie Gezondheidszorg en Jeugd, 2019) also conducted investigations into this case,
and also concluded (amongst others) that insufficient attention had been given to specific
risk factors (e.g., history of, and risk of sexual offending) and that risks to society had
not been given appropriate weight in the decision to permit unsupervised leave. On the
base of both reports, during a debate with the House of Representatives, the Minister of
Justice at the time stated that “forensic vigilance and other fail safes in the system were
amiss” (Dekker, 2019). In a follow-up investigation of the institution Michael P. stayed at
the time of the incident which mainly scrutinized their proposed improvement plan, the
Inspection of Justice and Safety concluded that “forensic vigilance has been increased” but
also that it is important to “keep forensic vigilance under the attention of professionals”.

In 2020, the escape of two extremely high-risk (of both violence and escape/
withdrawal from supervision) forensic psychiatric patients who held a staff member
hostage was investigated by Inspection services as well. Both were patients of a specialistic
high-security ward due to their high-risk status. During their escape they threatened the
staff member with a knife and a flare gun, which looked like a regular firearm, smuggled
in previously by the partner of one of the two in an item of her clothing. After their escape
they were pursued by the police, which led to a confrontation during which one of the
two was shot by police and died. One of the main conclusions of this report was that the
team working on the high-secure ward was not the highly specialized and skilled team
they ought to be, as they were often supplemented with staff members from other (e.g.,
non-specialistic) wards or temporary workers. According to the investigators, this led to
“diminished expression of forensic vigilance and a lack of risk factor oriented action”.
They furthermore stated that staff members working at the check-in and surveillance of
visitors could have been expected to “exhibit forensic vigilance with regards to visitors
they permitted entrance to the hospital” (Inspectie Justitie en Veiligheid, 2020).

Since the mid 2010’s but especially since the case of Michael P, the use of the term
forensic vigilance is widespread in the Netherlands, including in job postings, interviews
with healthcare professionals (for example Weeda, 2019), official reports by Inspection
services (Inspectie Justitie en Veiligheid, 2018; 2019; 2020) and other (semi-)government
agencies (Onderzocksraad voor de Veiligheid, 2019) and most importantly in daily practice
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among professionals. Despite the widespread use the term lacked a clear definition. In
fact, the descriptions of the term “forensische scherpte” were as widespread as its use. For
example, in a report published by the Dutch Inspection of Safety and Justice in 2017 its
authors make a number of recommendations regarding what they refer to as “forensic
vigilance”. These include recommendations about the lines of sight through windows of
adjoining rooms, about cameras installed and what these cameras should capture, urine
testing and a recommendation to make a policy about how individual contact between
a staff member and a patient should be structured (Inspection of Safety and Justice,
2017). The research bureau Andersson Elffers Felix describes forensic vigilance as “the
observation of risks in the behavior of patients, which is followed by swift, adequate
intervention” (AEE 2018, p.11). In the incident report about the case of Michael P,
forensic vigilance is described as “identifying, keeping an eye on and controlling for risks
connected to offenders” (Utrecht Centre for Accountability and Liability Law, 2019).
In an investigation of forensic hospital De Woenselse Poort, the Inspection of Justice
and Safety describe forensic vigilance as “an awareness in professionals that they work
with individuals with a criminal background, which should be known and recognized to
estimate the risk of recidivism” (nspectie Justitie en Veiligheid, 2018, p. 6). These authors
furthermore state that the institution had taken measures to increase knowledge about
forensic mental healthcare “and thereby increased forensic vigilance” (p. 23). Furthermore,
on the professional discussion platform several authors give different descriptions of
forensic vigilance. From “risk assessment in penitentiary institutions” (Klazes, 2019), and
“we use forensic vigilance to estimate if a patient after conviction still poses danger to
society” (Meynen, 2019), “nothing more and nothing less than continuous alertness of
risks patients present with and to handle accordingly” (van Ewijk. 2019) to “something
that relates to attitude and ‘a sharp mind’: acumen, accuracy, fierceness and shrewdness;
these cannot be captured in regulations, checklists and monitoring systems, but in human
qualities that can be learned and trained” (Poelmann, 2019). Finally in a report by Van
der Wolf et al. (2020), forensic vigilance is referred to as something that is “missed by
treatment professionals”. However, the authors note this in a paragraph that mainly
discussed sharing of information between forensic care providers. In fact, the explanations
were so numerous that in an editorial piece by Hummelen (2019) it is stated in a footnote
that though the term forensic vigilance is often used to indicate “awareness of risk”, the
author refrained from using that term in his editorial piece due to “it’s lack of specificity”.
Though all individual descriptions certainly showed similarity, they were not the same,
and would sometimes include completely different elements. Attempts have been made
to pose a definition, for example by Folkert Helmus on his LinkedIn page (n.d.), and
Tom Deenen and Rob Ziel in their presentation for the Festival Forensische Zorg (Festival
of Forensic Care; 2012), but none presented were based on empirical data, nor were they
widely accepted or used.
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The lack of a definition is a barrier in many ways. First, in communication. As also
becomes clear from the range in explanations given by different authors, the lack of a clear
definition gives way to a situation where parties are not talking about the same construct,
or they cannot be sure whether they discuss the same issue. Furthermore, the lack of a
clear definition also hinders measurement, further research and theory building. Before a
construct can be measured reliably, research should be conducted on defining the construct
and the theories surrounding it. Despite the ambiguity of the term, authors or agencies
would draw conclusions about the presence of forensic vigilance in a given situation. This
mostly entailed incident reports (for example in the case of Michael P, Onderzoeksraad
voor de Veiligheid, 2019; in forensic psychiatric center De Rooyse Wissel, Inspection of
Safety and Justice, 2017; forensic psychiatric center de Kijvelanden, Inspectie Justitite en
Veiligheid, 2020), but would also include reports about the state of affairs in forensic
mental healthcare in general (for example AEE 2018). In an advisory report about the
acquisition of forensic mental healthcare, it was concluded that new parties on the market
are lacking in forensic vigilance, which entails “the risk of damage to the public image
of forensic mental healthcare” (Significant Synergy, 2021). Furthermore, forensic mental
health institutions would post job openings describing the ideal candidate would possess
forensic vigilance and compose training programs in forensic vigilance. On the basis of the
weight given to forensic vigilance in the field of forensic mental health, the importance of
research to enhance clarity and more knowledge of the construct of forensic vigilance was
evident. These encompassed the aims of this thesis, which are detailed below.

Thesis aims and outline
Part 1 — Defining and measuring forensic vigilance
This thesis aimed to increase knowledge of the seemingly important construct of forensic
vigilance. The first aim was to decrease the ambiguity surrounding the construct of
forensic vigilance by defining the construct and identifying aspects thereof. A second
aim was to develop a reliable instrument to capture forensic vigilance in professionals.
A dlearly delineated construct and reliable measurement are the first steps towards and
indispensable in further research. These steps formed the basis of the first two research
questions investigated in this thesis:

1. What is forensic vigilance, what are aspects thereof and how important is this

construct to professionals (Chapter 2)?
2. Can forensic vigilance be reliably measured in professionals (Chapter 3)?

Part I — Attributes of professionals and the workplace and their relationship to forensic vigilance
Although the term forensic vigilance was seemingly first introduced in relation to serious
incidents, we hypothesized the construct to be related to individual differences between
professionals, and how capable professionals feel in their work. In some of the incident

reports a connection between forensic vigilance and work experience was observed (for
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example Inspectie Justitie en Veiligheid, 2020). We therefore investigated whether forensic
vigilance was related to work experience. Furthermore, certain personality traits may be
positively linked to forensic vigilance. In the Big Five model of personality states there
are five dimensions of personality functioning: Neuroticism, Extraversion, Openness to
experience, Agreeableness and Conscientiousness (Pérez-Fuentes et al., 2019). Earlier
studies among forensic vs. non-forensic nurses showed that firmness, limit setting and
a non-judgmental attitude were more important for forensic nurses than non-forensic
nurses for example (Bowen & Mason, 2012). These behaviors and skills may be easier for
those higher in certain personality traits then other traits. Conversely, given the complex
nature of the forensic mental health setting, it was hypothesized that other personality
traits, such as neuroticism, may show a negative effect on forensic vigilance. Finally,
since the forensic mental health sector is complex, and the patients pose with complex
problems and can show aggression and violence (see for example Nijman et al., 2005),
this work can be stressful (see also AEF, 2018). However, forensic vigilance may mediate
the experienced stress level as those higher in forensic vigilance may feel more competent,
which is linked to lower levels of stress (Paoline & Lambert, 2012) and may be less likely
to be faced with aggression due to successful negation of potentially escalating situations.
Conversely, stress or burnout symptoms may diminish the professional capacity for
forensic vigilance, as stress may decrease the ability to focus, observe and process ques.
These questions formed the basis of the third research question investigated in this thesis:

3. Is there a relationship between forensic vigilance and work experience, personality

traits, experienced workplace satisfaction and stress of professionals (Chapter 4)?

Part III — Forensic vigilance in relation to the occurrence of incidents and maintaining safety
in forensic mental health settings
Finally, since forensic vigilance is often mentioned in relation to maintaining safety in
forensic psychiatric settings, one aim was to investigate whether forensic vigilance indeed
plays a role in the occurrence of incidents and how. We also investigated patients’ views
on forensic vigilance, and explore what they consider important in staff members in
relation to maintaining safety in forensic mental health settings.
4. In what way does forensic vigilance relate to the occurrence of incidents in forensic
mental health settings (Chapter 5)?
5. What are patients’ views on knowledge, skills, and attitudes needed by staff in order
to maintain safety in forensic mental health settings (Chapter 6)?

Finally, Chapter 7 provides a summary and general discussion of the findings presented
in the previous chapters.
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PART 1

Defining and measuring forensic vigilance






CHAPTER 2

What is so special about Forensic Psychiatric
Professionals? Towards a Definition of Forensic

Vigilance in Psychiatry

This chapter is publis,

Clercx, M., Keulen-de Vos, M., Nijman, H.
What is so Special about Forensic Psychiatrj
Forensic Vigilance in Forensic Psychiatry,
Practice, 21(3), 195-213. https://
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Chapter 2

Abstract

Forensic professionals have a unique role due to the precarious balance between providing care
and enforcing control. In the Netherlands, the term “forensische scherpte”, which we translated
as ‘forensic vigilance’, is widely used to indicate a core competency professionals require
during work in forensic psychiatric settings. However, a clear definition and understanding of
the construct is lacking, which hinders theory building, measurement, research and training,
The current study aimed to capture this concept and provide a first definition.

Thirty statements about possible aspects of forensic vigilance were formulated.
Participants (/V = 700) were forensic psychiatric professionals. By means of an online
survey, participants had to indicate how much they endorsed each statement by means
of 100mm Visual Analog Scale (VAS) ranging from “totally disagree” at 0 mm to “totally
agree” at 100 mm. The most endorsed statements included “Forensic vigilance is being
able to recognize even subtle signs of impending danger/possible escalation” and “Forensic
vigilance is daring to be assertive”. Fifteen statements were endorsed with a mean of
. 828 - .845).
The professionals regarded forensic vigilance as highly important (4 = 89.01 mm out of

70mm or more. Cronbach’s a of these 15 items was good (a = .844; a.
100) for their work. Further research will include testing a newly constructed 15-item
instrument for measuring forensic vigilance, and explore its relationship with personal
and professional characteristics.
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Forensic Psychiatry

Many countries now recognize that those who have committed a criminal offense, (partly)
due to a mental disorder, form a distinct population that needs some sort of specialized
forensic psychiatric treatment and care besides incarceration (Arboleda-Florez, 2006).
In general, forensic psychiatric settings are relatively successful in reducing recidivism
compared to prison services without treatment: both general and violent recidivism after
forensic psychiatric hospitalization are found to be lower than recidivism rates after prison
sentence alone (Fazel et al., 2016; Wartna et al., 20006).

Violence and aggression among patients and towards healthcare professionals is
common in forensic psychiatric settings, and all types of violence any aggression are
seen, such as verbal, non-verbal, or physical behavior that comes across as threatening,
sexual inappropriate discourse or behavior, or physical behavior that actually causes
harm (themselves, others or property; Abderhalden et al., 2007; Bowers et al., 2011;
Nicholls et al., 2009; Nijman et al., 2005). The relationship between experienced violence
and aggression and staff stress, reduced psychological well-being, high levels of anxiety,
lower levels of job satisfaction and higher levels of burn-out symptoms and sick leave is
well-documented (Van den Bossche et al., 2012; Dickens et al., 2012; Johnson et al.,
2018). Remarkably, in spite of high exposure to aggression and violence, several studies
find that forensic nurses do not experience particularly high levels of stress and burnout
(Happell, Martin, & Pinihanka, 2003; Lauvrud et al., 2009) and show higher levels of
job satisfaction than non-forensic (civil) nurses (Happell, Pinikahana, & Martin, 2003).
Happell, Pinikahana and Martin (2003) explain this finding by hypothesizing that
forensic nurses are highly confident in their competence despite caring for a complex and
possibly dangerous group of patients.

Professionals working in forensic psychiatric care aim for reduction of recidivism
risks of patients while maintaining a safe environment for patients, staff and society.
'The forensic professional has a unique position in healthcare which is filled with ethical
dilemmas caused by the dual role of being both a care provider and an agent of control.
Forensic psychiatric patients have been declared (partially) criminally insane and therefore
receive treatment, but in order to protect society the patient is heavily restricted in his or
her freedom. The forensic professional is responsible for both aspects, the treatment and
the restriction of freedom. The forensic professional also faces scrutiny from society, since
forensic patients are often stigmatized (and processionals choosing to work with these
patients are sometimes poorly understood by the general public), and incidents in forensic
settings or with forensic patients, though rare, may receive media attention (Appelbaum,
1990; Holmes, 2005; Jacob, 2012; Martin, 2001; Mason, Coyle & Lovell., 2008; Timmons,
2010). While in civil psychiatry the focus is placed on self-empowerment of the patient
and building resilience and reducing emotional stress as much as possible (Anthony, 1993;
Frese et al., 2001), forensic psychiatric care is often guided by the Risk-Needs-Responsivity
principles, which dictate that (among others) most resources are dedicated to those who
pose the greatest risk and are aimed at reducing criminogenic needs while being responsive
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to patient characteristics (Bonta & Andrews, 2007). Although attention has been given to
specific professional roles within the forensic psychiatric field (Holmes, 2005; Jacob, 2012;
Martin, 2001; Timmons, 2010), it often seems to be assumed that working in the field of
forensic psychiatry requires a different mindset, attitude and approach compared to civil
psychiatry, regardless of professional roles.

In the Netherlands, the term “forensische scherpte” (for instance see: Weeda, 2019)
has been used for some time to indicate a central competency that forensic professionals
need to be successful in their job. The Dutch term “forensische scherpte” literally translates
into ‘forensic sharpness’ in English. However, this literal translation possibly does not
cover the meaning conveyed by the Dutch term, which seems to encompass a certain
amount of watchfulness and attention to one’s surrounding and awareness of (possible)
threat or escalation of the situation but also seems to include a certain willingness to
act. We initially opted to translate the Dutch term into English as ‘forensic awareness’.
However, after consultation of international experts in forensic psychiatry who are part of
the professional network of the authors, several other translations were suggested, among
which ‘forensic vigilance’, ‘forensic acumen’ and ‘forensic attitude’. In our opinion, the
term that seems to cover the meaning in Dutch the best is ‘forensic vigilance’ and therefore
we will use this term throughout the remainder of the paper.

It is not entirely clear when the term was first used, but after several severe incidents
and cases of severe recidivism of forensic patients in the Netherlands, the remark was made
(also in official incident investigations; see for example Inspectie Justitie en Veiligheid,
2018; AEE, 2018; Onderzoeksraad voor Veiligheid, 2019) that there seemed to have
been a lack of forensic vigilance in those cases, and that professionals should remain
“sharp” to prevent incidents. The term recently gained momentum and currently the term
“forensische scherpte” [forensic vigilance] is rather widely used in the Netherlands, in daily
practice between professionals, but also in official documents, such as letters and policy
from the Ministry of Justice and Safety, incident reports, institutional training programs,
job vacancies etcetera. However, despite its widespread use, no unambiguous definition
of this construct exists to date. This is problematic since different people explain the
term differently (only on the professional discussion platform Discura, www.discura.
nl there were at least five different explanations or definitions of the concept given).
However, it seems to be assumed, at least in the Dutch forensic mental health sector, that
forensic vigilance is a core competency that forensic professionals require to be able to
prevent violent incidents between patients and towards staff, and undesired situations, as
well as to reduce the risks of recidivism during leave from the hospital and re-entry into
society (see for example Onderzoeksraad voor Veiligheid, 2019 or Weeda, 2019). The
lack of a clear and generally accepted definition of this concept hinders theory building,
communication, measurement, research and training.

We hypothesize that forensic vigilance is a central competency not only for Dutch,
but also for forensic professionals in forensic psychiatric settings across nations, although
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other countries may have different terms for it. When we consulted several international
colleagues about the English terminology, all instinctively knew what construct we meant,
and recognized that this was a relevant construct for forensic professionals, although in
some cases no distinct term in their country came to mind. This seems to strengthen the
idea that this phenomenon does exist and is highly relevant in the field of forensic mental
healthcare, while the term “forensic vigilance’ itself may be new to some. This assumption

seems to be supported further by the fact that many “standard” international textbooks
start with describing the unique position the forensic psychiatric professional takes, and
the myriad of responsibilities and ethical dilemmas they face (see for example Robinson
& Kettles, 2000; Simon & Gold, 2010). It may, for example, be the case that a certain
patient with complex psychopathology is starting to get institutionalized and is losing
hope for the future. For this patient it could help to practice leave or furlough to reduce
the risk of institutionalization and provide a boost to the therapeutic relationship and his
treatment motivation. However, this patient may still pose a risk to society that is more
serious than one would like when starting with leave. In this case, the decision balances
precariously between what is best for the patient and what is needed to protect society.
Forensic vigilance seems to be a complex mix of awareness of possible threat or danger and
patient interaction, a willingness to act and to discuss matters with patients and colleagues,
and “gut feelings”. Forensic vigilance is assumed by many to exceed formal training and
knowledge, such as training in risk assessment or aggression management and knowledge
of psychopathology, and is relevant for all professionals working in forensic care and
treatment institutions. We specifically hypothesize that forensic vigilance is important
for all disciplines in a forensic setting on the basis of how the term is currently used,
our professional experience and our hypothesis of what this construct entails. Naturally,
those disciplines where direct patient contact is central, such as group supervisors or
forensic psychiatric nurses will be required to “be forensically vigilant” almost all the
time. We hypothesize that forensic vigilance is that what is needed to maintain the, often
precarious, balance between providing care and maintaining order. We furthermore
hypothesize that forensic vigilance determines whether a forensic professional is deemed
capable by peers and superiors, but also whether the professional feels competent and at
ease in the complex forensic setting. Although central to those working in direct patient
contact, we hypothesize that disciplines with less, or even no direct patient contact will
still need forensic vigilance from time to time. A social worker responsible for mapping
and screening a patient’s outside world contacts for example, would be required to notice
if a contact may possibly smuggle contraband for a patient, assertively discusses this with
relevant persons, including the patient involved, and should dare to limit unsupervised
contact if doubt remains. Even an administrative employee handling patients’ finances
should signal suspect transactions for example. All employees working in a forensic
setting are part of the protective yet caring structure formed around the patient. We
hypothesize that certain aspects of forensic vigilance can be trained to a certain degree (for
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example which specific risks are associated with different types of psychopathology), but
that there is also an innate component, which may be difficult or impossible to train such
as a certain amount of instinct and natural comfort with being assertive.

We hypothesize that high levels of forensic vigilance reduce risks of institutional
violence, the number of absconsions and failures to return, and lower relapse risk (during
treatment), because personnel that is high in forensic vigilance will de-escalate a situation
before it fully develops. Along this line, we also hypothesize those with high levels of
forensic vigilance may feel more competent and comfortable in working in the field
of forensic psychiatric healthcare, because they can adapt to offender’s risks and needs
more readily, are more prepared for boundary-setting and are more assertive than staff
members less skilled in forensic vigilance. Previous studies have found that high levels
of professionalism are associated with lower levels of job stress and higher levels of job
satisfaction (Paoline & Lambert, 2012), and we hypothesize forensic vigilance to be a
kind of professionalism.

Construct clarity of what forensic vigilance is and how it could be assessed in forensic
psychiatric professionals and ward teams can inform the field of forensic psychiatry,
could improve communication about this topic and provide a starting point for future
research. Eventually, these efforts could possibly contribute towards increasing the safety
and quality of forensic care, and could possibly reduce violence between patients and
towards staff. A definition and operationalization of the construct can possibly also
improve staff training programs. It can furthermore be helpful in the selection of forensic
staff members, provided research offers insight into the relationship between certain staff
characteristics and forensic vigilance.

Current study

The current study aims to provide a definition of the concept forensic vigilance by simply
asking a large number of forensic psychiatric professionals what they feel are important
aspects of the construct, and whether the construct is important in their work. The aspects
deemed mostimportant to define forensic vigilance according to the responding professionals
will be incorporated in this definition. This was done by presenting the professionals with
statements that possibly could pertain to forensic vigilance and asking them to what extent
the statements in their minds were representative of the construct of forensic vigilance.
Information was gathered through an online survey distributed among a large cohort of
professionals working in the field of forensic psychiatric healthcare in the Netherlands.

Method

The study was reviewed by an institutional review board of Forensic Psychiatric Centre
“de Rooyse Wissel” to which the first author (main researcher) is affiliated, who provided
administrative permission and scrutinized the ethics of the study. Aspects of the study
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design that were considered were, among other things, the burden placed on participants,
any possible negative effects (none were expected), the procedures for data collection,
storage and protecting anonymity and the measures chosen, in accordance with ethical
compliance principles (American Psychological Association, APA, 2020).

Materials
Based on their experiences working in forensic psychiatric institutions, potential aspects
of what forensic vigilance could be were formulated by the authors in the form of a set of
statements. Based on professional experience and on sources naming forensic vigilance,
such as incident reports the authors first gathered numerous phrases, phenomena and
examples that they had witnessed, heard being mentioned or described by others as
having a connection with forensic vigilance. Before doing so, several authors consulted
professionals in the field to consult them about their ideas of forensic vigilance and read
incident reports and newspaper articles etc. On the basis of this collection, statements
were formulated until all named aspects were covered, we did not agree on a maximum
number of statements or a maximum length per statement beforehand. Completeness
was more important than conciseness at this point. Next, each author judged the set of
statements individually. In a second session, these statements were scrutinized on the
precise formulation, resulting in the final statements that were presented to participants.
These included for example “Forensic vigilance is being able to recognize even subtle signs
of impending danger/possible escalation”, “Forensic vigilance is anticipating possible
ways in which a situation can escalate before it happens”, “Forensic vigilance is being
able to recognize and communicate about your “gut feelings” and “Forensic vigilance is
actively observing your colleagues and surroundings”. In two sessions, these statements
were finalized in consensus, leading to a total of 30 statements; all formulated in an
affirmative (“Forensic vigilance is ...”) manner (see Table 2 for all statements).

The online survey was made with SurveyMonkey and consisted of 4 sections.
The first section (after informed consent was provided by the respondent) collected
background information from the participants, such as age, gender and number of years
of professional experience. The next section consisted of the 30 statements being presented
to participants one by one with 100 millimeter Visual Analogue Scales (VAS; Crichton,
2001) on which participants had to indicate how much they endorsed the statement.
The left end of the VAS was labelled “Totally disagree” and the right end of the scale was
labelled “Totally agree”. Scores could range from 0 to 100 mm but the numbered score was
not visible in any way to the participant when scoring the statements on the VAS-scales.
The third section presented the statements to participants again and asked them to pick
the statements that they felt were most representative of the construct forensic vigilance.
Participants could select 2 minimum of 1 and a maximum of 5 statements and no specific
ranking or order in the statements was asked. Finally, a short open-ended questionnaire

section asked participants to describe forensic vigilance in their own words and indicate

25




26

Chapter 2

what they feel is the importance of forensic vigilance in working in forensic psychiatric
care. This question was added to ensure the statements formulated in this research and
provided to participants covered all aspects of the construct of forensic vigilance as seen
by professionals. The final questions asked participants about their opinions about the
associations between forensic vigilance and work experience, and whether they believed
that training could be effective in increasing forensic vigilance.

Procedure

The survey was distributed through professional networks such as LinkedIn, KNAPP!
and professional networks of the authors, social media groups (on Facebook and Twitter),
and through the intranet pages of forensic psychiatric institutions. The target population
consisted of professionals working in the field of forensic psychiatry in the Netherlands.
To ensure this specific target population, we only shared our survey on intranet pages
of forensic psychiatric institutions and networks (e.g., KNAPP), although we may have
reached some non-forensic professionals through LinkedIn. In our advertisement and
on the first page of our survey, we included a statement “Who can participate” to draw
attention to the fact that only forensic professionals were invited to participate. The
survey was active for three months, during which calls to participate were repeated a few
times on each distribution channel to ensure sufficient participation.

Potential participants were first presented a digital informed consent page providing
information about the purpose of the study and the questions that could be expected.
The informed consent specified that participants could end their participation at any
time, and that participation was anonymous. For this, personal and contact information
collected for participation in the lottery (see below) was separated from study data, and
could in no way be connected to their answers to the survey questions. Participants had
to indicate that they were 18 years of age (or older), and that they had understood the
information and agreed to the terms by clicking a button. If a participant indicated that
she/he did not agree to the terms set in the informed consent or was not at least 18
years of age they were automatically redirected to the end of the questionnaire. When
participants agreed to the informed consent conditions and were at least 18 years old, the
four sections of the survey were shown consecutively (see materials sections).

As an incentive to complete the survey, participants were offered to take part in
a lottery to win €12,50 or €25 or €50 in the form of a (digital) gift certificate. This
information was included in the advertisement text. The lottery page was on a different
URL than the actual survey, and details entered here could not be connected to answers
given in the survey. This was done in order to collect personal details solely for the purpose
of contacting lottery winners, while maintaining an anonymous dataset. The lottery URL
was shown to participants at the end of the survey.

1 A professional network based on the concept of social media specifically developed for forensic psychiatric
professionals in the Netherlands.
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The personal details of participants, which were collected with the second URL
solely for the purpose of the lottery, were deleted roughly two months after data collections
finished after the winners had been randomly drawn, contacted and received their prizes.
The research data, which does not contain any personal information, are stored on a
secured server (inside the high-secure forensic hospital), in a folder that can only be
accessed by the authors, will be stored for at least 10 years after the last publication
stemming from this data, in accordance with APA standards (APA, 2020).

Participants
In total, the survey was started 916 times. Unfortunately, it is impossible to determine
how many people saw the call to participate but did not open the survey.

Of the 916 participants who started the survey only one respondent (0.1%) did
not agree to the informed consent, 93 (10.2%) accepted the informed consent but did
not answer any questions, and 122 (13.3%) completed the background questions but did
not answer any further questions. These potential subjects were excluded from analysis,
leaving 700 (76.4%) participants in the final analysis. These professionals had a mean of
10.09 (8D = 7.96) years of experience in forensic mental healthcare, and a mean of 13.49
(SD = 10.11) years on average in mental healthcare in general. Their mean age was 40.45
(SD = 11.47) years, and 62% was female. Forty-five (6.4%) participants indicated they
were a previous-service user (in the Netherlands peer-support by previous service users
with special training is on the rise). About two-third of the sample (65.4%) indicated that
direct patient contact was their main task and another fifth (21.6%) indicated that they
often have direct patient contact. About a third (37.6%) indicated they have a role in
the treatment milieu (for example as group counselor) and about a quarter of the sample
(26.9%) indicated they had a role in treatment (outside the ward, such as psychologist
or psychiatrist). Almost half of the respondents (45.1%) indicated they are currently
working in a high-secure facility, 23.6% worked in a medium security facility and 12.0%
in a low-security institution at the time of the survey. Almost one fifth of the sample
(19.1%) indicated that they work in an outpatient facility. Please see Table 1 for the
demographic background of the participants.

27




28

Chapter 2

Table 1

Demographic characteristics of the sample, 700 forensic psychiatric professionals

# (SD)

Forensic mental healthcare experience
General mental healthcare experience

Age in years

Gender

Previous service user

Patient contact frequency

Professional role

Setting

Male
Female

Other

Yes, main task

Yes, often

Yes, sometimes

No, but regular file access

No, never or very rarely

Role in treatment milieu

Role in treatment (outside of milien)
Treatment coordination
Managementlsupervision

Security
Administration/supporting services
Extra-institutio nﬂ//oulpatimt services
Monitoringljudicial services
Education/vocation

High-secure

Medium-secure

Low-secure

Housing institute

Qutpatient treatment/mentoring
Regional coordination

Probation services/district attorney
Addiction institute
Prison/detention

Other

10.09 (7.96)
13.49 (10.11)
40.45 (11.47)

Frequency
(%)

266 (38.0%)
434 (62.0%)
0 (0.0%)

45 (6.4%)
458 (65.4%)
151 (21.6%)
47 (6.7%)
27 (3.9%)
17 (2.4%)
263 (37.6%)
188 (26.9%)
66 (9.4%)
67 (9.6%)
10 (1.4%)
49 (7.0%)
21 (3.0%)

9 (1.3%)

27 (3.9%)
316 (45.1%)
165 (23.6%)
84 (12.0%)
27 (3.9%)
134 (19.1%)
1 (0.1%)

9 (1.2%)

5 (0.7%)

18 (2.6%)
26 (3.7%)




What Is so Special about Forensic Psychiatric Professionals? Towards a Definition of Forensic Vigilance in

Forensic Psychiatry

# (SD)
High-secure 245 (35.0%
Medium-secure 122 (17.4%)
Low-secure 87 (12.4%)
Housing institute 62 (8.9%)
Qutpatient treatment/mentoring 104 (14.9%)
Previous setting’ Regional coordination 6 (0.9%)
Probation services/district attorney 25 (4.2%)
Police 8 (1.1%)
Addiction institute 24 (3.4%)
Prison/detention 42 (6.0%)
Other 261 (37.3%)

} Respondents could indicate they work, or have worked, in more than one setting. The sum of percentages can
therefore be larger than 100%.

Analyses

Analyses were conducted with Statistical Package for Social Science (SPSS) version 20.0.
Demographic data were analyzed with descriptive techniques, such as means and standard
deviations and frequencies and percentages.

To analyze the 30 statements, means and standard deviations were obtained from
the scores. A mean endorsement score of 70 or higher (on a VAS scale ranging from 0
mm to 100 mm) was chosen as a criterion that the statement according to many of the
respondents covered an aspect of the term forensic vigilance. Cronbach’s & was computed
to analyze the internal consistency of the answers to the 30 statements.

The analysis of the top-ranked statements (section three of the questionnaire) was
done by computing the frequency and percentage of each statement. Finally, the open-
ended question was analyzed by means of thematic analysis (not in SPSS; Javadi & Zarea,
2016). Answers were categorized (manually) into topics, which were not predefined but
rather emerged naturally from the text provided by participants. Subsequent open answers
that mentioned the same topic were also coded. Next, all mentions in the same topic
were collected, which allowed for the dissection of the topics mentioned most frequently,
which were labelled as the “themes”.

The statements that were endorsed by participants with a mean of 70 out of 100
were included in a mean score, which was then related to professional experience by
means of a Pearson correlation, and to professional role and patient contact frequency by
means of one-way ANOVAs. The choice for a mean of 70 or higher was arbitrary, reached
in consensus between authors, as we felt this would differentiate between well-supported
and moderately or not supported statements.
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Results

Results about the endorsement scores of the 30 statements are presented in Table 2. Fifteen
statements had average endorsement ratings of 70 or higher. The most endorsed statements
included “Forensic vigilance is being able to recognize even subtle signs of impending
danger/possible escalation”, “Forensic vigilance is knowing when an observation requires
action”, “Forensic vigilance is anticipating possible ways in which a situation can escalate
before it happens” (e.g. escalation into an uncomfortable or verbally, sexually or physically
threatening situation) and “Forensic vigilance is being able to discuss doubt/uncertainty
with colleagues”. The statements that were most endorsed by participants on the VAS-
scale were also often selected in the top five ranking of statements that were deemed to be
most representative of forensic vigilance according to participants. Besides that, the five
statements that were included in the top five ranking most often were all selected by at
least a third of the participants (31.0% — 58.4%). The five least chosen statements were
all chosen by less than 1.0 percent of participants (0.0% - 0.9%).

Internal consistency by means of Cronbach’s a (of the endorsement scores) is good
(a =.799), no single statement increased Cronbach’s & much if the item was removed

(a .783-.812). Participants also indicated that they consider forensic vigilance to be a

range
verygimportant construct in working in a forensic psychiatric setting (# = 89.09 mm). The
majority of participants (59.1%) believe that forensic vigilance increases with increasing
experience. Please see Table 3 for the percentage of participants that hypothesized other
relationships between forensic vigilance and training and experience. The open-ended
questions showed themes that were similar to the statements, such as forensic vigilance
is: “being aware of subtle signals”, “awareness of the patient and the behavior, and the
dynamics with other patients”, “alertness”, “being able to act upon or discuss doubt with
colleagues” and “building a constructive therapeutic alliance with the patient”.

The fifteen most endorsed statements (4, , > 70.0; see Figure 1) were used to
calculate an overall forensic vigilance endorsement score. The Cronbach’s a based on the
endorsement of these 15 items is .844 (range .828 - .845). The mean endorsement score
of these 15 statements showed almost no correlation with general work experience in
years, with Pearson 7 being .074 (p = .050), and a very modest but significant association
with forensic work experience in years with Pearson 7 being .105 (p = .005). One-way
ANOVA of the mean endorsement of the 15 statements indicates that there is a significant

difference in endorsement between different professional roles (F(8) = 4.594, p = .000).
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Table 2
Endorsement of statements about forensic vigilance among 700 forensic psychiatric professionals

No. of #(SD)

statement
1. Forensic vigilance is being able to recognize even subtle signs of impending 19 84.45 (14.10)°
danger/possible escalation
2. Forensic vigilance is knowing when an observation requires action 11 83.22 (16.24)
3. Forensic vigilance is being able to recognize and communicate about your ‘qut 20 83.02 (16.79)
feelings”
4. Forensic vigilance is being able to discuss doubttuncertainty with colleagues 22 82.98 (18.86)
5. Forensic vigilance is anticipating possible ways in which a situation can 12 82.43 (16.77)
escalate before it happens
6. Forensic vigilance is being aware of the patient, the mental disorder and the 4 82.15 (19.61)
criminal history
7. Forensic vigilance is constantly being aware of your own behavior and 8 74.73 (21.52)"
reactions, and the effect it as on the patient
8. Forensic vigilance is realizing that providing healthcare may sometimes go 13 73.96 (20.67)
against what patients themselves feel is best
9. Forensic vigilance is being able to understand behavior in the context of the 3 73.86 (20.49)
Jforensic setting where the patient is staying
10. Forensic vigilance is actively observing your colleagues and surroundings 1 73.13 (22.21)
11.Forensic vigilance is being “hyperalert” in order to prevent incidents 2 73.00 (20.96)"
12. Forensic vigilance is daring to be assertive 21 72.35 (22.89)°
13. Forensic vigilance is being aware of what may serve as a concealed storage for 16 71.96 (22.80)
contraband
14. Patients know which employees are more or less forensically aware 30 71.44 (22.01)
15. Forensic vigilance is realizing how patients can influence each other negatively 15 71.31 (21.39)
16. Forensic vigilance is being able to distinguish the boundary between healthy 5 68.75 (24.34)"
and unhealthy behavior
17. Forensic vigilance is being able to capitalize on chances/possibilities for patients 24 67.51 (25.01)°
18. Forensic vigilance is not shying away from making controversial decisions 14 66.83 (22.85)
19. Forensic vigilance means that information obtained confidentially from a 10 65.41 (23.01)"
patient sometimes has to be used anyway
20. Forensic vigilance sometimes means providing healthcare without putting the 7 64.86 (23.81)"
patients needs first
21. Forensic vigilance means rather over-reacting, than not doing enough 9 64.76 (23.94)
22. Forensic vigilance is the same as risk assessment/risk management” 25 51.78 (26.31)T
23. Forensic vigilance is something that employees working in non-forensic care 6 50.81 (26.19)
do not need
24. Continuous forensic vigilance is very difficult, if not impossible’ 29 44.80 (27.40)
25. Forensic vigilance is always action-oriented” 26 40.97 (21.98)
26. Forensic vigilance can stand in the way of bonding with the patient 23 40.66 (28.65)"
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No. of #(SD)

statement
27. Forensic vigilance is different for forensic nurses/group supervisors than it is 17 35.82 (28.76)"
for therapists
28. Forensic vigilance is taking risks so society does not have to 18 34.90 (25.56)"
29. Forensic vigilance is the same as relational security” 28 28.76 (22.11)°
30. Forensic vigilance is limited to the behavior of the patient’ 27 18.82 (18.03)"

* Significantly different from 50.00 at p <..001 * Difference with 50.00 shows a trend towards significance at p < .10
AStatements were conceptualized as non-affirmative (“Forensic vigilance is not ...”) and reformulated

Table 3
Participant (N = 700) ratings of the importance of forensic vigilance, and participant’s view of the relationship
between forensic vigilance, training and experience

#(SD)
Importance of forensic vigilance in working in forensic psychiatric healthcare 89.09 (12.18)
Frequency (%)
Increases with experience 389 (59.1%)
Stays the same 25 (3.8%)
Decreases with experience 42 (6.4%)
Experience
You either have it or not 18 (2.7%)
Relationship w. experience depends on the person/team/situation erc 133 (20.2%)
Inverse U-curve between experience and forensic vigilance' 51 (7.8%)
Increases with training 55 (8.4%)
Increases with experience 43 (6.5%)
Increases with both training andlor experience 513 (78.0%)
Training
You either have it or not 5 (0.8%)
Effect of training is dependent on the person/team/situation etc. 9 (1.4%)
Some can learn and benefit, others just don’t have it* 33 (5.0%)

A Answers were not provided verbatim as an answer option to participants. Rather, an open-ended answer
option “other” was provided, which were categorized into emerging themes.

Those with a role in the direct ward treatment milieu (sociotherapists, nurses, group
supervisors etc.) endorsed the 15 statements significantly stronger than professionals with
a role outside of the direct ward treatment milieu (psychologist, psychiatrist, therapist
etc.) and those with a role in treatment coordination, but not other professionals
(management, security, administration and supporting services, etc.). There was no
difference in endorsement scores between professionals with different levels of patient
contact intensity (F(4) = 1.642, p = .162).
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Figure 1
Statements that had a mean endorsement score of 70 or higher (fifteen statements)

1. Forensic vigilance is being able to recognize even subtle signs of impeding danger or possible

escalation.

2. Forensic vigilance is knowing when an observation requires action.

3. Forensic vigilance is being able to recognize and communicate about your “gut feelings”.

4. Forensic vigilance is being able to discuss doubt/uncertainty among colleagues.

5. Forensic vigilance is anticipating possible ways in which a situation can escalate before it happens.

6. Forensic vigilance is being aware of the patient, their mental disorder and their criminal history.

7. Forensic vigilance is constantly being aware of your own behavior and reactions, and the effect it has
on the patient.

8. Forensic vigilance is realizing that providing healthcare in this context may sometimes go against
what patients themselves feel is best.

9. Forensic vigilance is being able to understand behavior in the context of the forensic setting where the
patient is staying.

10. Forensic vigilance is actively observing your colleagues and surroundings.

11. Forensic vigilance is being “hyperalert” in order to prevent incidents.

12. Forensic vigilance is daring to be assertive.

13. Forensic vigilance is being vigilance of what may serve as concealed storage for contraband.

14. Patients know which employees are more or less forensically aware.

15. Forensic vigilance is realizing how patients can influence each other negatively.
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Discussion

Forensic professionals work with complex and challenging patients who have an increased
risk of engaging in violence and aggression towards each other and staff. Furthermore,
the forensic setting is a unique environment with a delicate balance between care for,
but also, power over, the patients. The forensic mental health professional is responsible
for providing care and therapy to a mentally disordered patient, but is at the same time
responsible for maintaining a safe society and is an agent that has control over the freedom
of that same patient. This freedom restriction and rule enforcement does not always stem
from the patients’ (e.g., restriction to prevent self-harm) or immediate danger to others
(as can be the case in general psychiatric healthcare), but from the interest of the safety of
society as a whole. It has been suggested that there is a unique competency that is needed
in forensic psychiatric healthcare professions: forensic vigilance. In the current study, we
attempted to define forensic vigilance and the underlying construct by surveying a large
sample of forensic psychiatric professionals.

It was found that professionals working in the forensic field in general regard
forensic vigilance a highly important construct for their work, as the mean indication
of “How important is forensic vigilance in your work?” was 89.09 mm (on a VAS scale
ranging from “not important at all, at 0 mm, to “very important”, at 100 mm) . Fifteen
statements (out of thirty) were endorsed with a mean of 70 (mm, out of 100) or higher.
Internal consistency of the mean of these 15 items was .844 (range of the individual items
.828 - .845), which is considered good according to internationally accepted standards
(see for example Tavakol & Dennick, 2011). Based on the statements that were endorsed
on the VAS scales with a mean of 70 mm or higher (out of 100 mm), we want to propose
the following definition of forensic vigilance:

“Forensic vigilance is anticipating on possible escalation of a situation before it
happens by actively observing your surroundings and colleagues, and knowing
when an observation requires action. Forensic vigilance requires awareness of the
patient(s), their mental disorder, criminal history and awareness of the context
of a forensic setting. It is being able to recognize even subtle signs of possible
escalation, the capacity to communicate with colleagues about observations,

doubt, uncertainty or gut feelings, and the willingness to act when necessary.”

Conceptually we hypothesize, based on the answers of forensic professionals,
personal communication with researchers and practitioners, and news and other reports
(see for example Inspectie Justitie en Veiligheid, 2018; AEF, 2018; Onderzoeksraad voor
Veiligheid, 2019; Weeda, 2019), that forensic vigilance is closely linked to, but distinctly
different from other central concepts in the field of forensic psychology and psychiatry,
such as risk assessment and relational security. Risk assessment is excellent for predicting
recidivism risk on both short term (for example with the Short-Term Assessment of
Risk and Treatability; START; Braithwaite, et al., 2010) and long term (for example the
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Historical, Clinical and Risk Management; HCR-20; Douglas et al., 2013). Although
forensic vigilance clearly also entails anticipating possible risks, risk assessment is more
formal and more structured and is less suited to make “on the spot” decisions than
forensic vigilance in daily practice. Relational security (Tighe & Gudjonsson, 2012) also
closely links to forensic vigilance, as it covers several areas, such as the team, the patient
and professional boundaries. Relational security, however, implies an aspect of action,
while forensic vigilance appears to be more of a general attitude and basic competency of
forensic staff members that is required to suitable for the job.

Finally, while we expect that certain aspects of the wider construct may also be
relevant in other (psychiatric) healthcare settings, or even other professions, such as the
police force, we do expect that the construct as a whole is unique to forensic psychiatric
settings. However, this has to be investigated in future research, by including healthcare
professionals from other settings.

In conclusion, we think the study presented here provides a first insight into the
widely recognized, but previously undefined construct of forensic vigilance. The construct
seems to be highly relevant for working in the field of forensic psychiatry, and seems to
take its own place among other central concepts in the field.

This study has a number of limitations. First, it is unknown how many professionals
saw the call for participants but did not decide to participate. A self-selecting bias may
be present, with individuals interested in the topic or convinced of the importance of the
construct more likely to participate than others. Even though we did ask participants about
their professional background, and distributed the survey through professional networks,
it is possible that non-forensic professionals or even individuals not professionally
employed in mental healthcare participated in the survey. Furthermore, although we
gave participants an open-ended question to describe what forensic vigilance [“forensische
scherpte”] is according to them, there is a chance that not all aspects of the construct were
captured by the survey. Finally, the choice to use a cut-off of 70 mm or higher on the
VAS-scales and the choice to allow the respondents to select up to five statements that
they think best described forensic vigilance is an arbitrary one.

Despite these limitations this paper provides a first attempt at construct clarity and
definition for forensic vigilance, a concept we assume is central in forensic psychiatric work.

Future work will be focused at developing an instrument, based on the 15 most
endorsed items (see Figure 1), which may be helpful to assess and discuss forensic
vigilance in professionals and teams, and at investigating the validity and reliability of this
tool. Forensic vigilance may also play a prominent role in incidents in forensic psychiatric
settings Future research may be conducted to establish whether this is indeed the case,
by for instance investigating whether forensic vigilance was indeed missing or decreased
during incidents. This can, for example, be done by having trained, independent
observers score existing incident reports on the presence of different aspects of forensic

vigilance, or by monitoring forensic vigilance in teams and individuals over time as well
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as recording incident occurrence over time. Another possible method of exploring this
relationship may be interviewing professionals with regards to instances they recall from
their professional career where they felt that forensic vigilance prevented an incident from
occurring, or instances where forensic vigilance may have been lacking. Future work can
also aim at investigating the relationships of forensic vigilance with personality traits,
burnout and stress symptoms, work satisfaction and team dynamics. Although we have
noted that forensic psychiatric professionals do not seem to experience high levels of stress
or burnout symptoms (Happell, Martin, & Pinihanka, 2003; Lauvrud et al., 2009), we
expect that this will mostly be true for those professionals with high levels of forensic
vigilance. We hypothesize that those with high levels of forensic vigilance to feel more
relaxed in the forensic psychiatric setting and feel more competent in their work, and that
these professionals therefore experience lower levels of stress and burnout, are more satisfied
in their work and are less likely to leave the forensic psychiatric sector in comparison to
those with lower levels of forensic vigilance. Since, among others, attentiveness to of one’s
surroundings, anticipating possible scenarios a situation can evolve and assertiveness seem
to be central to the construct of forensic vigilance, it seems likely that personality traits
that also encompass similar characteristics are related. We therefore also hypothesize that
forensic vigilance will show significant relationships with certain personality traits, such as
neuroticism and extraversion. Furthermore, in future research, forensic patients could be
consulted to investigate whether the proposed concept of forensic vigilance is in line with
their experiences. It would be very insightful to examine what characteristics or aspects
contribute to patients having a feeling that a staff member is very vigilant, watchful or
attentive. One could question patients about with which type of staff members they would
be more inclined to break rules for example, or even smuggle or deal contrabands. What
makes that they would conduct such activities or show certain behaviors (e.g. (sexually)
inappropriate behavior or discourse) with one staff member but not another? Insight into
this issue could not only improve the state of knowledge about forensic vigilance, but also
greatly improve the clinical utility of the construct.

All these lines of future research could increase knowledge about forensic vigilance
and strengthen the status of this construct in the field of forensic psychiatry.
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Abstract

Purpose Forensic vigilance is a central competency that forensic professionals need to
meet the complex demands of working in forensic settings. Until recently, no instrument
for forensic vigilance was available. In the current study, we developed a self-assessment
tool of forensic vigilance for individuals and teams working in forensic settings, and
investigated its psychometric properties.

Approach 'The Forensic Vigilance Estimate (FVE) was presented to 367 forensic
psychiatric professionals and 94 non-forensic psychiatric professionals by means of an

online survey. Professionals rated themselves on 15 aspects of forensic vigilance.

Findings Results indicated that the FVE had good psychometric properties, reflected by a
good to excellent internal consistency (Cronbach’s a of .903), a good split-half reliability
(.884), and good test-retest reliability (.809). The factor structure of the FVE was captured
by a one-factor model (RMSEA .09, SRMR .05, TLI .91 and CFI .92). Proportion of
explained variance was 52%. Forensic professionals scored significantly higher than non-

forensic professionals on the FVE (#(459) = 3.848, p = .002).

Practical implications These results suggest that the FVE may reliably be used for
research purposes, for example to study the effects of targeted training or intervention
or increasing work experience on forensic vigilance or to study which factors influence

forensic vigilance.

Originality This study represents the first attempt to capture forensic vigilance with a
measuring instrument.
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Forensic psychiatric patients suffer from similar mental disorders and show similar
levels of sexual offending, fire-setting and aggression and violence compared to civilly
committed non-forensic psychiatric patients (Galappathie et al., 2017; Huitema et al.,
2018). However, forensic mental health settings present their own unique challenges.
First, forensic professionals are both caregiver and an agent of power (Keulen-de Vos &
de Vogel, 2022; Skeem et al., 2007). Second, the forensic mental health professional often
faces ethical dilemmas and scrutiny by the general public and media, more so than those
in civil non-forensic psychiatric settings (Calcedo-Barba, 2006; Jacob, 2012; Mason,
Coyle & Lovell, 2008; Timmons, 2010). Finally, in civil psychiatry the aim is to reduce
symptomatology, to develop self-empowerment and to help patients build resilience and
reduce emotional stress (Frese et al., 2001; Muir-Cochrane et al., 2011). In contrast, the
main aim in forensic mental healthcare is to reduce recidivism risk, and care is based
on the Risk-Needs-Responsivity principles (Andrews & Bonta, 2017). Though there are
similarities with civil mental health settings, the forensic mental health setting is a unique
working environment which requires a highly specialized competency from professionals.
One such competency is forensic vigilance.

The construct of “forensic vigilance” describes the hypothesized specialist
competency needed by professionals working in forensic settings, regardless of specific
professional roles and overarching general clinical judgement. The competency consists
of components of clinical judgement and risk assessment that all professionals working
in the field of (mental) healthcare use (Muir-Cochrane et al., 2011), complemented
with skills, attitudes and - most importantly - a manner of thinking specific to the
forensic context. It requires theoretical knowledge of mental disorders and their relation
to offending behavior, knowledge of theories offending behavior, the criminal history
of specific patients, antecedents and signals of escalation of specific patients and also
requires observations and subjective impressions based on clinical judgment, such as “gut
feelings”. The forensic professional needs to “connect the dots” and think how a specific
patient, with a specific criminal history and diagnosis, who shows specific behaviors at
that moment in time, could react in a specific situation or to specific stimuli and what
that reaction means in relation to themselves as professionals, the patient, and others
or the society. Specifically how these “dots” are connected or the weight that is given to
each dot differs when compared to the care and management of patients in non-forensic
settings compared to those in settings with patients who have known forensic histories.
Since the aim of treatment is primarily to reduce the risk of harm to others and society,
decision-making in forensic settings is weighed in that specific context.

Though several scholars have written about the specialism and professional
competencies of professionals working in this field, they have primarily done so in
the context of specific professional roles (Jacob, 2012; Koskinen et al., 2013; Packer
& Grisso, 2011; Timmons, 2010; Varela & Conroy, 2012). However, it is likely that
professionals working in the field of forensic mental healthcare require a different
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mindset, competencies, attitude and approach compared to civil mental healthcare,
independent of specific professional roles. They need to be more forensically vigilant and
aware than those working in non-forensic settings. In the Netherlands, this construct
is called “forensische scherpte”, which is being used extensively for years (see for example
Andersson Elffers Felix [AEF], 2018; Ondersoeksraad voor Veiligheid [Council for
Safety Research], 2019; Weeda, 2019). However, this construct lacked a definition
and supporting scientific research. Though internationally the specific term “forensic
vigilance” is new and was first coined in the paper by Clercx et al. (2021), the construct
that is indicated with this terminology is not new. The existence of a distinct specialty
has been described elsewhere by several scholars (Jae-Woo & Hye-Jin, 2021; Romain-
Glassey et al., 2014). Clercx et al. (2021) expanded on the idea of forensic vigilance and
conducted a study to delineate and define the construct. The term “forensic vigilance” was
chosen in consultation with several international scholars in forensic psychiatry, which all
indicated that the construct indicated with the term was something they readily recognized
(Clercx et al., 2021). Furthermore a study was conducted among international forensic
psychiatric professionals (/V = 83), which showed a similar background in terms of years
of experience, professional role, gender and frequency of patient contact to the Dutch
professionals whom participated in the study by Clercx et al. (2021). This study shows
that the same statements that were endorsed highly by the Dutch professionals, were
highly endorsed by the international professionals. Most high-scoring statements showed
no statistical difference between the Dutch and international professionals. Furthermore,
the international experts also indicated forensic vigilance is highly important in their work
(88.57 out of 100, compared to 89.09 in the Dutch sample; no significant difference
(Clercx & Keulen-de Vos, in preparation). These findings support the notion that while
the terminology may be new, the idea that forensic psychiatric professionals need a highly
specialized competency may be pre-existing in many countries.

Forensic vigilance is assumed to be important for making quick on the spot decisions,
but also for observing long-term changes in patients and assessing how these changes
relate to changes in recidivism risk. Forensic vigilance is seen as something separate from
the therapeutic alliance between therapist and patient where the emphasis is on patient
care and not necessarily on forensic risk management. Clercx et al. (2021) offered the
following definition to provide wider understanding and clarity of the concept:

“Forensic vigilance is anticipating on possible escalation of a situation before it
happens by actively observing your surroundings and colleagues, and knowing
when an observation requires action. Forensic vigilance requires awareness of the
patient(s), their mental disorder, criminal history, and awareness of the context
of a forensic setting. It is being able to recognize even subtle signs of possible
escalation, the capacity to communicate with colleagues about observations, doubr,
uncertainty or gut feelings, and the willingness to act when necessary.” (p. 14).
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Although this construct has now been defined, an instrument to measure the
construct was not available, which hinders further research and theory development.
Such an instrument is needed to study the relationship of forensic vigilance with other
central concepts in the field, and whether empirical differences can be observed between
mental health care professionals working in forensic and non-forensic settings.

The aim of the current study is to develop a tool to estimate forensic vigilance,
and investigated its psychometric properties. The tool consisted of 15 items which were
identified as being relevant from Clercx et al.’s (2021) study. Based on the results of
Clercx et al. (2021), the experimental hypothesis is that the scale will produce good
internal consistency and at least good split-half reliability and test-retest reliability. We
also investigated whether the tool distinguishes between professionals working in forensic
and civil mental healthcare.

Method

The study was approved by the ethics committee of the Faculty of Social Sciences of the
Radboud University in Nijmegen, the Netherlands, reference number ECSW-2020-137.

Development of the Forensic Vigilance Estimate

The items contained within the Forensic Vigilance Estimate (FVE) were based on the study
by Clercx etal. (2021). Their aim was to capture the construct of forensic vigilance by means
of prototypicality analysis, investigate its construct validity and provide a first definition of
the construct. The authors created a series of statements in several consensus meetings,
based on their own professional experience, conversations with other forensic mental health
professionals, consultation with international experts and (non-scientific) literature. This
resulted in a total of 30 statements (“Forensic vigilance is...”), which were presented to 700
Dutch forensic professionals by means of an online survey. For each statement, professionals
had to indicate the degree to which the statement represented forensic vigilance on a Visual
Analogue Scale (VAS; Crichton, 2001), ranging from 0 (mm) to 100 (mm). Participants
were also asked to choose the five statements most representative of forensic vigilance. These
top five choices showed a large overlap with the agreement with statements on the VAS
scales. This resulted in 15 items which all scored 70 mm or more. A mean endorsement
score of 70 or higher was chosen because this would reflect that a clear majority of the
respondents thought the statement covered an aspect of the term forensic vigilance, though
would not be too stringent. Internal consistency of the 15 items was .844 (range of the
individual items .828 — .845), which may be considered good. Finally, participants were
also provided with an open-ended question asking whether there would be any aspects of
forensic vigilance that were not reflected in the statements presented. No items were added
as most participants either indicated an aspect that was already covered, or mentioned an
aspect that was not mentioned by (many) other respondents. The resulting 15 items were
converted into items to develop the FVE.
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Procedure

Data were collected by means of an online survey via SurveyMonkey. The survey was
advertised on professional networks such as LinkedIn, the intranet pages of forensic mental
healthcare institutions, KNAPP?, the personal networks of the authors, and closed social
media groups on Facebook and Twitter. Professionals working in the field of forensic mental
healthcare in the Netherlands were invited to participate in the main survey. Additionally,
the survey was advertised with a different text among professionals working in non-forensic
mental healthcare as a comparison group, which was advertised on intranet pages of civil
institutions, and distributed through personal networks of the authors as well. The non-
forensic professionals were included to research whether there are indeed differences on the
Forensic Vigilance Estimate between forensic and non-forensic professionals as a group.
The construct of forensic vigilance entails the hypothesis that all professionals working
in forensic mental healthcare would need forensic vigilance. A measurement for forensic
vigilance would be expected to show that difference. A comparison with a group of non-
forensic professionals on the target instrument was considered more informative than
within group-differences in the group of forensic professionals.

A statement of “Who can participate” was included to explain to participants who
was eligible for participation in which survey. Calls to participate were repeated every 6
weeks for 3 months to increase participation.

Participants were first presented with a digital informed consent upon surfing to the
survey link providing information about the purpose of the study, the expected completion
time, responsible researchers including contact information, ethical permission details,
and the type of questions in the survey. Participants were free to stop participation at
any time, and participation was anonymous. Participants had to indicate they had read,
understood and agreed with the information given in the informed consent by clicking a
box. They also had to indicate that they were 18 years of age or older. If one of these two
conditions was not met the survey was redirected to the end.

Next, participants answered background questions about their age, institution of
employment and years of experience in forensic and non-forensic mental health care.
The participants also answered questions about the team composition, team stability,
the work experience of the team, and the trust they have in the team. Participants were
invited to participate in a test-retest of the measure, and if they agreed, they entered an
email address to which the invitation for the repeated measure could be sent. After these
background questions participants were presented with the FVE.

As an incentive for participation, participants could enter a lottery upon completion
of the survey. Individual participants could win one of three gift certificates worth €50
for an online store. Additionally, teams/departments/divisions from which six or more
colleagues participated could win one of three cakes delivered by an online bakery. The

2 A professional network based on the concept of social media specifically developed for forensic mental
healthcare professionals in the Netherlands.
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URL for the lottery was separated from the survey, presented on the final page, and the
personal details that were gathered to select and contact lottery winners could not be
connected to survey answers.

The repeated measurement (test-retest), which was for forensic professionals only,
included all of the previous described steps including the lottery. Participants completed the
repeated measure on average 11.99 days after the first measurement (range 1 to 37 days).

Participants

Participants included forensic and non-forensic professionals. A subsample of the forensic
mental healthcare professionals also completed the repeated measurement. Not all
participants who started the survey were included in the analysis. Reasons for exclusion
included: not agreeing with the informed consent, age below 18, not answering any
background questions, not answering any questions after the demographic section, or
failing to complete the FVE. Table 1 provides details as to the number of participants
excluded for each of the reasons listed.

;::‘I;;amx excluded from analysis per group of subjects, specified per reason
N (% of initial total)
Forensic Repeated measurement ~ Non-forensic

professionals  (forensic professionals)  professionals
N at start 539 183 160
Did not agree with informed consent 3 (0.56%) 1 (0.55%) 0
Entered study nwice, incomplete entry removed 11 (2.04%) 2 (1.09%) 0
Stopped after informed consent 44 (8.16%) 11 (6.01%) 15 (9.38%)
Age below 18 1 (0.19%) 0 0
Only completed demographic questions 60 (11.13%) 5 (2.73%) 11 (6.88%)
Did not complete FVE 53 (9.83%) 8 (4.37%) 9 (5.63%)
No corresponding entry in main data N.a. 2 (1.09%) N.a.
Indicated to work at a forensic institute N.a. N.a. 31 (19.34%)
Total number of participants in analyses 367 (68.09%) 154 (84.15%) 94 (58.75%)

Note. N.a. = not applicable.

After removing excluded participants, the total sample consisted of 367 forensic
professionals, of whom 154 participated in the test-retest data collection. A total of
94 professionals participated in the survey for the non-forensic group. Participant
demographic characteristics are listed in Table 2.
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Table 2
Demographic characteristics of the participants
Forensic Test re-test  Non-forensic
psych. prof. N=154 profsN=94
N=367
u(SD) u(SD) u(SD)
Age in years 39.02 (11.23) 40.56 (11.98) 38.29 (10.18)
Years of experience (general) 12.42 (9.38) 13.66 (9.59) 11.77(9.08)
Years of experience (forensic) 8.78 (7.41) 9.29 (8.31) N.a.
Frequency (%) Frequency (%)  Frequency (%)
Male 126 (34.3%) 56 (36.4%) 18 (19.1%)
Gender
Female 241 (65.7%) 98 (63.6%) 76 (80.9%)
High secure forensic hospital 136 (37.1%) 62 (40.3%) N.a.
Medium secure forensic hospital 82 (22.3%) 32 (20.8) N.a.
Low secure forensic hospital 32 (8.7%) 11 (7.1%) N.a.
Forensic assisted living 39 (10.6%) 13 (8.4%) N.a.
Bpe of
institute Forensic outpatient service 38 (10.4%) 25 (16.2%) N.a.
Other services (addiction/probation etc.) 40 (10.6%) 11 (7.1%) 39 (45.7%)
Housing service N.a. N.a. 17 (18.1%)
Psychiatric hospital or psychiatric ward in N.a. N.a. 38 (40.4%)
regular hospital
Role on ward/housing unit (e.g. forensic 218 (59.4%) 93 (60.4%) 36 (38.3%)
psychiatric nurses/group leader etc.)
Treatment/therapy (e.g. psychologist, psychia- 53 (14.4%) 20 (13.0%) 16 (17.0%)
trist, (arts) therapist, work supervisor etc.)
. Treatment coordination (e.g. treatment 20 (5.4%) 12 (7.8%) 2 (2.1%)
P ";ﬁ”’o”ﬂl coordinator, lead psychologist)
role
Management role (e.g. (ward) manager, 25 (6.8%) 13 (8.4%) 3 (3.2%)
director etc.)
Supporting role (e.g. security, ICT, policy, 15 (4.1%) 3 (1.9%) 1(1.1%)
legal, administrative, HR roles etc.)
In outpatient treatment 36 (9.8%) 13 (8.4%) 36 (38.3%)
Previous No 351 (95.6%) 149 (96.8%) 90 (95.7%)
SETVIEISET g 16 (4.4%) 5 (3.2%) 4 (4.3%)
Statistical analyses

To investigate the reliability of the FVE, a computed internal consistency (Cronbach’s
@) and split-half reliability analysis was utilized. Exploratory Factor Analysis (EFA) with
oblimin rotation and computed the test-retest reliability was also used. The differences
between forensic and non-forensic participants scores compared using one-way ANOVA.
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The data were not normally distributed as distributions were skewed to the left for
most items. For most of the analyses non-normality was not considered problematic,
however, identifying outliers cannot be done reliably in skewed distributions utilizing
conventional methods. A reflected square root transformation resulted in acceptable
ranges for skewness and kurtosis. Of the transformed item scores, z-scores were computed.
Values associated with a z-score of -3 or lower or 3 or higher were marked as an outlier
and were removed (marked as missing value) before continuing with the analyses. For
most of the analyses non-normality was not problematic, and the non-transformed data
were used, unless specifically indicated.

Analyses were conducted with the Statistical Package for Social Sciences (SPSS)
version 27. The factor analysis was conducted in R, version 4.0.5 (2013).

Results

The internal consistency of the 15-item FVE was excellent with Cronbach’s a of .903
(range if item was deleted: .891 - .931). The item-total correlation was lowest for item 14
(-.028; Tavakol & Dennick, 2011).

Split-half reliability as calculated by the Spearman-Brown coefficient was good to
excellent with a value of .884.

No multicollinearity was detected, most inter-item correlations were between
(approximately) .30 and .70, except for item 14 which barely correlated with other
items. The range of Pearson r correlations, excluding item 14, was .291-.767. Between
item 1 and item 2 of the FVE a correlation of .767 was found, the range of Pearson
correlations excluding this single high correlation, was .291-.693. These values did not
indicate multicollinearity.

Due to non-normality (Shapiro-Wilk < .05 for all variables), EFA was conducted
with ordinary least squares (OLS) instead of maximum likelihood (ML), for both
versions separately. Bartlett’s sphericity test was highly significant and Kaiser-Meyer-
Olkin factor adequacy was .95, allowing us to conduct EFA as planned. EFA with one,
two and three factors was conducted. Item 14 did not load on any factors in any of the
models (factor loadings < .20), and was excluded to calculate the best fitting model. The
one factor model resulted in the highest proportion explained variance and best model fit
indices. Factor loadings of all items, excluding item 14, ranged between .59 and .84 and
a proportion of explained variance of 52%. RMSEA indicated moderate fit at .091 (90%
CI[.081, 0.102]), the SRMR indicated excellent fit (.05), and the TLI (.91) and CFI
(.92) indicated good fit (Schermelleh-Engel et al., 2003). See Table 3 for factor loadings

of the items.
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Table 3

Factor loadings of items in Exploratory Factory Analysis
lrem Factor loading
Itemn 1: 1 am/my team is able to recognize even subtle signs of impeding danger or 79
possible escalation.
Item 2: 1 know/my team knows when an observation requires action. 79
Item 3: 1 am/the team is able to recognize and communicate about your “gut feelings” .70
Item 4: 1 am/the team is able to discuss doubt/uncertainty among colleagues . .64
Item 5: 1 /the team anticipates possible ways in which a situation can escalate before it .84
happens.
Item 6: 1 am/the team is being aware of the patient, their mental disorder and their .60
criminal history.
Item 7: 1 am/the team is aware of my/their own behavior and reactions, and the effect it 71
has on the patient.
Item 8: 1 realize/the team realizes that providing healthcare in this context may .67
sometimes go against what patients themselves feel is best.
Item 9: 1 am/the team is able to understand behavior in the context of the forensic .76
setting where the patient is staying.
Item 10: 1/my team actively observe(s) my/their colleagues and surroundings. .70
Item 11: 1 am/the team is being “hyperalert” in order to prevent incidents. .84
Item 12:1 dare/the team dares to be assertive. .69
Item 13: ] am/the team is aware of what may serve as concealed storage for contraband. .59
Item 15: 1 realize/the team realizes how patients can influence each other negatively. .68
Item excluded from model - item 14: Patients know which employees are more or less -.02

forensically aware.

Factor loadings above .40 are printed in bold.

The test-retest reliability was computed per item, which were significant (p < .01).

Pearson’s 7 ranged between .559 and .750 demonstrating moderate to acceptable test-

retest reliability. Test-retest reliability of the total score was good (Pearson’s .809).

No significant differences were found in terms of years of experience in general

mental healthcare or age between forensic professionals and non-forensic psychiatric

professionals (see Table 1 and 2), however an expected significant difference (p < .01)

was found in the years of experience in forensic mental healthcare. Significant group
differences were found on the FVE item 1, 2, 3, 5, 9, 11, 13 and 15 (see Table 4 for
details). The effect size Cohen’s & ranged between small (.25, item 1) to medium (.56,
item 13). The FVE total score showed a significant difference between groups, with #(459)

= 3.848, p = .002, with a small effect size of .33 (Cohen’s ).



Forensic Vigilance in Forensic Professionals: Development, Reliability and Factor Structure of the Forensic

Table 4
Group differences on items between forensic and non-forensic professionals

Vigilance Estimate

Item

t (df) of group difference

Item 1: 1 am/my team is able to recognize even subtle signs of impeding
danger or possible escalation.

Item 2: 1 know/my team knows when an observation requires action.

Item 3: 1 am/the team is able to recognize and communicate about your “gut
feelings”

Item 4: 1 am/the team is able to discuss doubt/uncertainty among colleagues .

Item 5: 1 /the team anticipates possible ways in which a situation can escalate
before it happens.

Item 6: 1 am/the team is being aware of the patient, their mental disorder and
their criminal history.

Item 7: 1 am/the team is aware of my/their own behavior and reactions, and
the effect it has on the patient.

Item 8: 1 realize/the team realizes that providing healthcare in this context
may sometimes go against what patients themselves feel is best.

Ttem 9: 1 am/the team is able to understand behavior in the context of the
forensic setting where the patient is staying.

Item 10: 1/my team actively observe(s) my/their colleagues and surroundings.
Item 11: 1 am/the team is being “hyperalert” in order to prevent incidents.
Ttem 12: 1 dare/the team dares to be assertive.

Item 13: 1 am/the team is aware of what may serve as concealed storage for
contraband.

Item 14: Patients know which employees are more or less forensically aware.

Item 15: 1 realize/the team realizes how patients can influence each other
negatively.

1.805 (118.89)

3.019 (124.74)"
2.405 (459)"

-.444 (458)
2.291 (459)"

1.212 (459)

.286 (459)

1.329 (458)

2.860 (459)"

996 (459)
2.767 (459)”
1.171 (458)
4.848 (459)"

1.321 (156.97)
2.542 (458)"

* Significant at o < .05 ** Significant at a < .01
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Discussion
The current study builds on the study by Clerex et al. (2021) who used the 15 most

endorsed items by forensic professionals to develop a tool to measure forensic vigilance.
The current study investigated the psychometric properties of the Forensic Vigilance
Estimate (FVE). Results indicated that the FVE has excellent internal consistency, good
to excellent split-half reliability and moderate to strong test-retest reliability. The FVE
seems to consist of one factor.

There was a significant difference in FVE total score between forensic professionals
and non-forensic professionals. This finding indicates that forensic professionals estimate
themselves as having more forensic vigilance compared to non-forensic professionals. Thus,
while forensic vigilance is also relevant in non-forensic settings, as it also includes non-
context specific aspects such as clinical professional decision-making and communication
with colleagues, it may be more relevant for those working in a forensic setting. The
finding that the group of forensic professionals scored themselves higher than the non-
forensic professionals, albeit with a relatively small effect size, was expected and seems to
point in the direction of the FVE possessing validity, however further studies are needed.

The FVE and appears to have good internal consistency, split-half reliability and test-
retest reliability, which allows this instruments to be used in future research. The results
presented here allow for further research on forensic vigilance, such as the relationship
between forensic vigilance and other constructs in the fields of forensic mental healthcare
and professionalism in the workplace. Future research could furthermore be directed
at the relationship between personality traits and forensic vigilance, or the relationship
between workplace stress and satisfaction and forensic vigilance. The FVE could also
be employed to study the effects of targeted training or intervention or increasing work
experience on forensic vigilance. A further area of study could be whether forensic
vigilance is (temporarily) impacted by incidents, such as (high-impact) absconsions or
inpatient violence or aggression incidents.

Though the study presented here shows internal reliability of the FVE, more validity
research needs to be undertaken.

Limitations
The current study represents the first effort to measure forensic vigilance. With 367 included
participants the study was conducted in a large sample size and allowed reflection on the
reliability of the FVE. However, the current study also suffered from a number of limitations.
The first limitation is the use of self-estimate measures. Problems with self-estimate
measures have long been known and include socially desirable responding, overestimating
the self and selective recall (Stevens et al., 2015). Given the hypothesized nature of
forensic vigilance it is difficult to design an instrument that does not include self-report.
This issue should be further addressed and researched, for example by comparing observer
scores to the self-estimate scores. Such a study would have to be thoroughly reviewed by
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an ethical review board. Furthermore, in many areas of functioning self-estimates are
predictive of ability, even though self-estimates tend to be inflated when compared with
group estimates (Ivcevic & Kaufman, 2013).

Finally, the use of an online survey also allows for sampling biases. It is unknown
how many professionals saw the call for participants but decided against participation.
Those interested or convinced of the importance of the topic may have been more
likely to participate than others. Furthermore, though we asked about their professional
background, and distributed the survey through professional networks, it is possible that
non-forensic professionals or even individuals not professionally employed in mental
healthcare participated in the survey. Finally, due to participants choosing their own time
of participation the time between repeated measures varied between participants (average
11.99 days). To decrease memory effects a 2-week interval is usually recommended,
however other studies developing a competency measure in professionals have made use
of a I-week interval (see for example Van de Velde et al., 2016) which our study exceeds.

Directions for future research and implications for practice

Future studies should research the convergent and divergent validity of the FVE. Forensic
vigilance should be different from the capacity to conduct structured risk assessment for
example, but may show convergence with measures of professionalism in the workplace.

Other suggestions for future research include studies into the relationship between
forensic vigilance in professionals and personality traits or communication styles. Forensic
vigilance encompasses (among others) alertness, assertiveness and effective communication.
Earlier work showed that being firm but non-judgmental and setting limits are important
for forensic nurses (Bowen & Mason, 2012). On the basis thereof it could, for example,
be the case that conscientiousness, extraversion and agreeableness (Masmouei et al., 2020)
relate to forensic vigilance, as well as a precise and friendly communication styles (De Vries
etal.,, 2011). This type of research could inform hiring policies, or could be informative in
developing (targeted) training or supervision programs for forensic professionals. Especially
interesting for the field of forensic mental health is research into resilience and forensic
vigilance, since forensic professionals face aggression and other adverse incidents in their
work (Bowers et al., 2011; Huitema et al., 2018). Forensic vigilance may influence how
forensic professionals react to such incidents. Are more resilient professionals more vigilant,
or does forensic vigilance lead to higher resilience?

For managers and directors it may be useful to research forensic vigilance in relation
to workplace related stress and burnout symptoms. The forensic work environment as
a whole is often considered a stressful one, and it could be the case that the constant
focus forensic vigilance requires plays a role in this. Further work could also include
research into the relationship between forensic vigilance and (different types of) attention
as forensic vigilance assumes certain observation skills are needed. Finally, it would be
interesting to investigate whether different professional roles (e.g. forensic psychologist
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mainly involved in therapy vs. forensic nurses involved in the living milieu) differ in the
levels of forensic vigilance, or perhaps different aspects are more relevant for one group
compared to the other.

A reliable instrument for forensic vigilance gives way to several uses in daily practice.
The FVE could be used for future research (as specified above) but could also cautiously
be used in hiring processes. The finding that those with exclusively non-forensic clinical
work experience score lower on forensic vigilance could signal those responsible for
hiring that these individuals require additional training in the forensic way of thinking.
The availability of a reliable measure of forensic vigilance can furthermore be useful
in developing, and for personalizing supervision and training for professionals. These
could include elements were found to be important in forensic vigilance and could be
evaluated and adapted with the use of the FVE. Such a training program would build
or strengthen professional forensic knowledge, for example with theory, but should
also focus on internal processes of the professional. For example, professionals could do
exercises focused on gut feelings, how to recognize and discuss these, and how to weigh
them in the decision making processes. Training programs could further include exercises
in assertiveness and communication, amongst others. It seems important for professionals
to exchange experiences and to create an open an safe atmosphere within the team with
room for each individual’s reflections and contributions.

Implications for practice:
¢ The Forensic Vigilance Estimate seems to be a reliable instrument for future research
¢ Forensic vigilance can be a topic in the hiring process
e Forensic vigilance can be used to develop and personalize supervision and training
programs
e Future research could include research into the relationship between forensic
vigilance and personality traits, communication styles and/or resilience.
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Abstract

Purpose Forensic mental healthcare is a unique field that poses complex demands on
professionals. Forensic vigilance is a hypothesized specialty of forensic mental health
professionals, allowing them to meet the complex demands of working in forensic
settings. Forensic vigilance consists of theoretical and experiential knowledge of mental
disorders, theory of offending behavior, the criminal history of patients, and environmental
observations and clinical judgment. Although this concept has only been recently described
and defined, it is still unknown which professional and individual factors are related to

forensic vigilance, and if forensic vigilance is related to job stress and burnout symptoms.

Approach The current study investigated whether forensic vigilance is predicted by years
of work experience and the Big Five personality traits by means of an online survey
among forensic mental health professionals and whether forensic vigilance is associated
with work-related stress, burnout, and workplace satisfaction.

Findings The 283 forensic mental health professionals who responded to the survey
indicated that forensic work experience, but not general experience, positively predicted
forensic vigilance. Forensic vigilance was negatively associated with Neuroticism, and
positively associated with Openness to experience and Conscientiousness. Forensic vigilance
did not predict work-related stress, burnout symptoms and workplace satisfaction.

Practical implications Findings of the present study increase the understanding of the
construct of forensic vigilance. The findings presented here highlight the importance of
differences between professionals in terms of experience and personality. Training programs
should capitalize on experience, while taking personality differences in consideration.
Personality differences are relevant in hiring policies and team composition.

Originality The current study represents the first effort to study forensic vigilance in
relation to personality, work experience and experienced work-place related stress and
satisfaction.
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Many scholars have described the uniqueness of the field of forensic mental healthcare,
albeit mostly in the context of specific professional roles (Holmes, 2005; Jacob, 2012;
Timmons, 2010). Although forensic psychiatric patients often present with similar mental
disorders as detained non-forensic psychiatric patients, and both groups show aggression
and other problematic behavior (such as fire-setting or sexual transgressions; Galappathie
etal., 2017; Huitema et al., 2018; Seto et al., 2004), there are notable differences between
forensic and civil settings. First, treatment in forensic settings is aimed at a reduction
of recidivism risk (Andrews & Bonta, 2017), as opposed to treatment primarily aimed
at symptom reduction (Van Os et al., 2019) in non-forensic settings. Second, forensic
mental healthcare professionals have a dual role since they are both caregiver and have
power over the patient, which also leads to an increased number of ethical dilemmas
faced by the forensic mental healthcare professional (Keulen-de Vos & de Vogel, 2022;
Skeem et al., 2007). Third, the field of forensic mental health is subject to scrutiny and
stigmatization from both media and the general public, more often than the field of civil
psychiatry (Holmes, 2005; Jacob, 2012; Mason, Coyle & Lovell, 2008; Timmons, 2010).
The highly specialized and complex field of forensic mental health may require
a different mindset, attitude and approach compared to non-forensic mental health
settings. This specialty may be needed by all professionals employed in forensic mental
healthcare, independent of professional roles (such as “nurse” or “psychologist”). Forensic
vigilance is hypothesized to both include but also transcend professional skills such as
clinical decision making, which are needed in all mental healthcare settings (Lauri et al.,
1999; Muir-Cochrane et al., 2011). It requires a manner of thinking which connects
professional knowledge (e.g., knowledge about mental disorders and their relation to
offending behavior), knowledge of the criminal history of individual patients, observations
of one’s surroundings and “gut feelings”, and weigh them in a manner specific to the
forensic context and the ability to communicate about this process (Clercx et al., 2021).
Clercx et al. (2021, p. 14) named this specialty “forensic vigilance”, and defined it as:

“Forensic vigilance is anticipating on possible escalation of a situation before it
happens by actively observing your surroundings and colleagues, and knowing
when an observation requires action. Forensic vigilance requires awareness of the
patient(s), their mental disorder, criminal history, and awareness of the context
of a forensic setting. It is being able to recognize even subtle signs of possible
escalation, the capacity to communicate with colleagues about observations,
doubt, uncertainty or gut feelings, and the willingness to act when necessary.”

Clercx et al. (2021) also identified elements which are part of the construct of
forensic vigilance according to forensic mental healthcare professionals. However, it is
still unclear if and which professional and individual factors are associated with forensic
vigilance and if and how forensic vigilance is related to job stress and burnout symptoms.
This information can be used in theory development but also for developing training
programs to increase forensic vigilance which may ultimately reduce inpatient aggression
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and recidivism risk. In this study, several factors are explored, such as professionals’ years
of work experience or personality traits, which may be related to forensic vigilance.

Professionalism is defined as “the conduct, aims, or qualities that characterize or
mark a profession or professional person” and is associated with attitudes, knowledge,
and behaviors that underlie successful clinical practice (Cornett, 2006, p. 301). Forensic
vigilance is, along that line, hypothesized to be pivotal for levels of professionalism in
forensic mental healthcare professionals. A study among registered nurses showed that,
among others, years of work experience significantly contribute to professionalism (Wynd,
2003). In Clerex et al.’s (2021) study, professionals’ knowledge of patient’s history and
signs of current escalation in individual patients were found to be important attributes
of forensic mental healthcare professionals. These types of knowledge may improve
with years of work experience as practitioners further develop their level of awareness
and vigilance. Furthermore, 59% of forensic mental healthcare professionals believe
that forensic vigilance increases with work experience (Clercx et al., 2021). It would be
expected that years of work experience in forensic mental healthcare will positively relate
to forensic vigilance.

Similarly, personality traits may show a relationship with forensic vigilance. One
of the most influential models in personality theory and research is the Big Five model
of personality, which specifies that there are five dimensions to personality: Neuroticism,
Extraversion, Openness to experience, Agreeableness and Conscientiousness (Pérez-Fuentes
et al., 2019). Research indicates that forensic mental healthcare professionals believe that
alertness, assertiveness and effective communication are important in forensic vigilance
(Clerex et al., 2021). Being firm, setting limits and being non-judgmental (amongst
others) were important for forensic nurses in comparison to non-forensic nurses (Bowen &
Mason, 2012). These traits may come more naturally to those high in certain personality
traits. Professionalism in nurses was positively related to extraversion, conscientiousness
and agreeableness but inversely related to neuroticism (Masmouei et al., 2020). Another
study showed that staff members who score high on conscientiousness, extraversion and
agreeableness were less involved in medical accidents, while those scoring high on neuroticism
were more involved in medical accidents (Babaei et al., 2018). Although medical accidents
are different from incidents in forensic hospitals, both share characteristics, such as the role
of protocols and rules and required attentiveness from employees. Since forensic vigilance
is also hypothesized to aid in the prevention of incidents, personality traits may relate
to forensic vigilance in a similar manner. It is expected that higher levels of extraversion,
conscientiousness and agreeableness will be related to higher levels of forensic vigilance,
while neuroticism would be inversely related to forensic vigilance.

Conversely, it is expected forensic vigilance influences how the forensic mental
healthcare professionals experience their work. As stated earlier, the field of forensic
mental healthcare is one with complex demands and violence and aggression, especially
verbal aggression, towards healthcare professionals are common in forensic mental
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health settings compared to non-forensic settings (Bowers et al., 2011; Haines et al.,
2017; Nicholls et al., 2009; Nijman et al., 2005). Being exposed to aggression can have
detrimental effects on the social-emotional functioning of the professionals with some
reporting higher levels of anxiety and sadness, lower job satisfaction, and increased
occupational stress (Edward et al., 2014; Lanctot & Guay, 2014; van Leeuwen & Harte,
2017). Furthermore, forensic mental healthcare professionals generally experience a high
emotional and general workload and high work pressure (AEE 2018; de Vogel & Bosker,
2019). Remarkably, several studies find that forensic nurses do not experience particularly
high levels of stress and burnout (Happell, Pinikahana, & Martin, 2003; Lauvrud et
al., 2009) and show higher levels of job satisfaction than non-forensic nurses (Happell,
Martin & Pinikahana, 2003). Interestingly, the amount of violence experienced seems of
little influence in the experienced levels of stress and burnout (Coffey, 1999; Dickinson
& Wright, 2008). It has been suggested that those working in forensic settings may differ
in how problem severity is perceived (Seto et al., 2004) and in fact may not be overly
affected by violence or aggression (Dickinson & Wright, 2008). This might relate to
forensic vigilance in the sense that those high in forensic vigilance are better equipped
at dealing with patients who show violence and aggression because they are able to
de-escalate situations more quickly or might even prevent a situation from escalating.
Forensic vigilance may also allow professionals to be more resilient when they do face
violence and aggression. Studies among prison staff found that professionalism has a
negative relationship with job stress (Paoline & Lambert, 2012). It is expected those
high in forensic vigilance to experience lower levels of stress and burnout symptoms.
Conversely, it is also expected that those whom experience more stress and burn-out
symptoms respectively, score lower on forensic vigilance as stress may decrease the ability
to focus, observe and process ques.

Finally, studies showed that job satisfaction is positively correlated to assertiveness
(Cho, 2014), an aspect identified as important in the construct of forensic vigilance (Clerex
et al., 2021). Professionalism was also positively related to workplace satisfaction among
prison staff (Paoline & Lambert, 2012). Higher levels of stress have often been demonstrated
to be related to lower levels of job satisfaction (Happell, Martin, & Pinikahana, 2003;
Happell, Pinikahana, & Martin, 2003; Lauvrud et al., 2009). In line with these findings we
expected that forensic vigilance would be positively related to job satisfaction.

The current study

The current study aims to examine if personality traits and years of work experience
relate to forensic vigilance and investigate whether forensic vigilance is related to work-
related stress, burnout symptoms and workplace satisfaction. Findings from this study
can further the theoretical knowledge of forensic vigilance, be informative in developing
training programs for forensic vigilance and guide managerial support for professionals
employed in forensic settings.
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Method

'The study was approved by the ethics committee of the faculty of social sciences of the Rad-
boud University in Nijmegen, the Netherlands, with reference number ECSW-2020-137.

Procedure

Forensic mental healthcare professionals were invited to participate in an online survey
on SurveyMonkey. Adverts for participants were circulated on professional networks
such as LinkedlIn, intranet pages of forensic psychiatric institutions, KNAPP?, personal
networks of the authors, and social media groups on Facebook and Twitter. Professionals
who were currently working in the field of forensic mental health or who had worked
in the field of forensic mental healthcare were invited to participate. The questionnaires
(see “Materials”) were in Dutch and our target population consisted of Dutch forensic
mental healthcare professionals. To ensure that only forensic psychiatric professionals
would participate, we included a statement “Who can participate” detailing our target
population. Professionals interested in participation could enter the study at a moment
of their choosing for a period of three months, during which calls to participate were
repeated frequently to increase participation.

Those interested in participating were first offered a digital informed consent. The
informed consent page stated information about the purpose of the study, the expected
duration, ethical permission details, the type of questions that would be posed and contact
information of the principal researchers was presented. We also informed participants that
participation was anonymous and that they could stop the survey at any time by closing the
window of their web browser. Participants had to indicate that they had read and understood
the information provided and that they agreed with the terms of participation by clicking
a box. They were also required to indicate that they were at least 18 years of age at the time
of participation, also by clicking a box. Participants could not proceed to the main survey
unless both boxes were checked and were otherwise rerouted to a thank-you message.

Next, participants were presented with background questions, such as questions
about their age, and professional background. These included inquiries into the type of
institution where they worked, where they worked previously, years of work experience in
general and forensic mental healthcare and their professional role. Participants were then
presented with the questionnaires included in the study in digital format (see “Materials”).

As an incentive for participation participants could enter a lottery upon completion
of the survey where participants could win one of three gift certificates of €50 (for an
online warehouse). The lottery URL was different than the URL of the survey so that
personal details collected in the lottery (to draw and contact winners) could not be
connected to study data, which were anonymous. Participants were re-routed to the
lottery URL when they completed the entire survey.

3 A professional network based on the concept of social media specifically developed for forensic
professionals in the Netherlands.
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Materials
The following materials were digitalized and provided to participants in the form of an

online survey.

The Forensic Vigilance Estimate for Professionals. The Forensic Vigilance Estimate
(FVE) utilized the 15 items found to be important by Clercx et al. (2021) and were
converted into self-report items. The FVE (Clercx et al., 2022) consists of fifteen items
that are scored by the participant on a visual analogue scale (VAS; Crichton, 2001) and
measures Forensic Vigilance as described by Clercx et al. (2021). The scale does not have
subscales, and ranges from “0 (“not good at all”) to 100 (“very good”). Each item lists
an aspect of forensic vigilance formulated in an affirmative manner “I am able to...”
or “I know....”. The internal consistency of the FVE was found to be excellent, with a
Cronbach’s a of .903 (range of Cronbach’s & if any item was deleted: .891 - .931). Split-
half reliability of the FVE was also found to be good, with a Spearman-Brown coeflicient
of .884. In the current sample, the internal consistency measured with Cronbach’s a
was .903, which is excellent. The FVE is best captured by a one-factor model (RMSEA
indicated moderate fit at .091 (90% CI[.081, 0.102]), SRMR indicated excellent fit with
.05, and the TLI (.91) and CFI (.92) indicated good fit; Schermelleh-Engel et al., 2003)
with a proportion of explained variance of 52% (Clercx et al., 2022).

Work experience in years. Participants were asked to indicate the number of years of
work experience they have (had) in both general and in forensic mental healthcare.

The NEO-Five Factor Inventory. The NEO-Five Factor Inventory (NEO-FFI; Costa
& McCrae, 1992; McCrae & Costa, 2004, 2011) was included to measure participants
personality traits according to the Big Five model. The NEO-FFI consists of 60 items, which
are scored on a five-point scale (totally disagree to totally agree). The NEO-FFI has five
subscales each consisting of 12 items: Neuroticism, Extraversion, Openness to Experience,
Agreeableness and Conscientiousness. Neuroticism relates to anxiety, self-consciousness
and stress tolerance. Extraversion relates to how much one enjoys the company of others.
Openness to experience relates to open-mindedness about emotions, unusual ideas, and
having a rich imagination, curiosity and willingness to try new things. Agreeableness
indicates a desire for social harmony, striving to get along with others and kindness,
generosity, and trustworthiness. Finally, Conscientiousness relates to (self-)discipline, an
ability to control impulses and a preference for planning (McCrae & Costa, 2004; 2011).

Test-retest reliability of the NEO-FFI after two weeks is high, ranging between 0.86
to 0.90 for subscale scores, and the internal consistency ranges from acceptable to good
(Cronbach’s a between 0.68 to 0.86; Costa & McCrae, 1992; McCrae & Costa, 2004).
The internal consistencies measured by Cronbach’s & in our sample ranged between .68
and .87 for the different subscales.
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The Demands and Support Questionnaire. To measure work related stress, the
Demands and Support Questionnaire (DSQ; Rose, 1999) was used. The DSQ is a 41-
item questionnaire designed to measure well-being and job-related stress, which was
translated in Dutch by De Looff et al. (2018). The DSQ consists of 7 subscales divided
over two domains: demands and support. In this study, we did not use the individual
subscales but only the mean scores of the two domains. Based on the occupational stress
model the idea behind the two domains is that an increase in job-related demands will
increase job-related stress, while an increase in job-related supports can curb job-related
stress (De Looff, 2018; Rose, 1999). For example, a professional being responsible for
a large number of patients or experiencing high work pressure (the feeling that there is
too much work for the time available) would increase the demands total score, while
experiencing freedom and autonomy in decision-making and support from colleagues
would increase the support score. In a sample of Dutch psychiatric nurses the internal
consistency measured by Cronbach’s a was.84 for the Demands scale and .62 for the
Supports scale (De Looff et al., 2018). In our sample, the Cronbach’s a was .89 for the
Demands scale and .90 for the Support scale.

Utrechtse Burn-out Schaal voor Cliénten [Utrecht Burnout Scale for Clients]. Burnout
symptoms were assessed using a validated Dutch translation of the Maslach Burnout
Inventory (MBI; Maslach et al., 1996), the “Utrechtse Burnout Schaal voor Cliénten”
([Utrecht Burnout Scale for Clients]; UBOS-C; Schaufeli & van Dierendonck, 2000).
The questionnaire consists of 20 items on which the respondent has to indicate how often
he or she experiences this on a 7-point scale (ranging from never to always/daily). The
scale consists of three subscales: emotional exhaustion, depersonalization and personal
accomplishment. The Emotional exhaustion subscale measures whether individuals feel
emotionally overextended or exhausted from their work. The subscale Depersonalization
measures whether the responding individual feels impersonal or distant towards patients
or clients who rely on their service or care. The Personal Accomplishment subscale
measures whether one feels successful, experiences achievement and feels competent in
their work. The Emotional exhaustion and Depersonalization subscales show a positive
association with burnout, while personal accomplishment is negatively associated with
burnout (MBI; Maslach et al., 1996; Schaufeli & van Dierendonck, 2000). Cronbach’s
a ranged between 0.64 and 0.86 for the subscales (Schaufeli et al., 2001). In our sample,
Cronbach’s a were .89 for the emotional exhaustion scale, .69 for the depersonalization
scale and .79 for the personal accomplishment scale.

McCloskey/Mueller Satisfaction Scale. The McCloskey/Mueller Satisfaction Scale
(MMSS; Mueller & McCloskey, 1990) was used to measure satisfaction with work. This
scale consists of 31 items in the form of statements that respondents have to indicate how
satisfied they are with that aspect of their work on a 5-point scale (very unsatisfied to very
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satisfied). The MMSS was developed in 1990 and is one of the most widely used scales
for measuring job satisfaction among nurses. In this study the total score was used as an
indicator of workplace satisfaction. Cronbach’s o in the MMSS subscales ranged between
0.71 and 0.87 in a sample of 1007 Canadian nurses (Lee et al., 2016). In our sample,
Cronbach’s a of the total scale score was .91.

Likeliness to leave the field of forensic mental healthcare. A Likert-scale question about
how likely the participant is to leave the field of forensic mental healthcare in the next two
years or the next five years, and how likely the participant is to leave the field of mental
healthcare in general in the next two years or the next five years was used. We used this
question as a reflection of the respondent’s general satisfaction with the field of forensic
mental healthcare as a whole. This question could be scored on a five-point Likert scale
ranging from “very unlikely” to “very likely”.

Participants

Participants included professionals employed in the field of forensic mental healthcare.
The survey was initiated 539 times. However, not all those who began the survey were
included in the analyses. Reasons for exclusion were: not agreeing with the informed
consent (V= 3, 0.5%), entering the study twice (incomplete submission removed; V=11,
2.0%), being younger than 18 years of age (V = 1, 0.2%), not answering any demographic
questions (/V = 44, 8.2%), not answering any questions after the demographic section (V
= 60, 11.1%), failing to complete the FVE (V= 53, 9.8%) or not completing the other
measures in the study (V = 84, 51.6%). A total of 283 participants remained in the
analysis. Please see Table 1 for the demographic characteristics of the participants.
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Table 1

Demographic characteristics of the participants

Forensic mental
healthcare professionals

N=283
u (SD)
Age in years 38.87 (11.47)
Years of experience in mental healthcare (non-forensic) 12.41 (9.36)
Years of experience in forensic mental healthcare 8.87 (7.49)
Frequency (%)
— Male 86 (30.4%)
Female 197 (69.6%)
High secure forensic hospital 110 (38.9%)
Medium secure forensic hospital 59 (20.8%)
Low secure forensic hospital 22 (7.8%)
Type of Forensic assisted living 33 (11.7%)
institute Forensic outpatient service 28 (9.9%)
Probation services 3 (1.1%)
Forensic addiction service 6 (2.1%)
Other 22 (7.8%)
Role on ward/housing unit (e.g. forensic psychiatric nurses/ 172 (60.8%)
group leader etc.)
Role in treatment/therapy (e.g. psychologist, psychiatrist, (arts) 40 (14.1%)
therapist, work supervisor etc.)
Professional Role in rrmtm'ent coordination (e.g. treatment coordinator, 16 (5.7%)
ilb lead psychologist)
Management role (e.g. (ward) manager, director etc.) 20 (7.1%)
Supporting role (e.g. security, ICT, policy, legal, administrative, 6 (2.1%)
HR roles etc.)
Role in outpatient treatment 29 (10.2%)
Mainly patient contact 223 (78.8%)
Frequent patient contact 50 (17.7%)
Patient contact Incidental patient contact 9 (3.2%)
No direct patient contact, but frequent insight in patient files 1 (0.4%)
No direct patient contact 0 (0.0%)
Previous No 268 (94.7%)
serviceuSeT g 15 (5.3%)
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Analyses

Analyses were conducted with Statistical Package for Social Sciences (SPSS) version 27.0.
Several regression analyses were conducted utilizing the total scores (or subscale total
scores) of each measure. A multiple regression with forensic vigilance (FVE total score)
was conducted as an output variable, with years of work experience in step one and the
five NEO-FFI scales in step two as predictors. Next, a series of regression analyses, where
the five NEO-FFI scales (in step one) and forensic vigilance (FVE total score; in step two)
were used to predict the scores on the DSQ (demands and support scale scores separately),
the MMSS total score, the UBOS-C (emotional exhaustion, depersonalization and
personal accomplishment separately) and the likelihood that the participant will leave the
sector of forensic mental healthcare in the next two or five years separately as outcome
variables. Finally, a regression analysis with the DSQ subscales, the UBOS-C subscales
and the MMSS as independent and forensic vigilance (FVE total score) was used as an
outcome variable.

The FVE scores were distributed normally, as were those of both subscales of the
DSQ, the MMSS total score, the years of work experience in general and forensic mental
healthcare, and the five subscales of the NEO-FFI. The emotional exhaustion and
depersonalization subscales of the UBOS-C were skewed to the right (positive skew), while
the personal accomplishment subscale was skewed to the left (negative skew). Logarithm
transformation of the emotional exhaustion and depersonalization scales and squaring the
personal accomplishment scales were sufficient in approaching normality of scores on these
scales. Transformed scores were used in all analyses (unless specified otherwise). Z-scores were
computed for all scale scores (transformed scale scores in case of the UBOS-C scales). Values
associated with a z-score of -3 or lower or 3 or higher were marked as outliers and removed
(marked as missing value) before continuing with the analyses. No multicollinearity was
detected in any of these models (VIF range 1.029 — 1.680). To correct for multiple testing
we adjusted the level of significance from & .05 to .01.

Results

The models predicting forensic vigilance total score were significant when only work
experience in both general and forensic mental health care were added to the model
(F(2) = 5.472, p = .005), but were also significant when the five scales of the NEO-FFI
personality inventory were added in step 2 (F(7) = 8.864, p = .000). See Table 2 for the
results of the multiple regression analyses predicting forensic vigilance. The model with
forensic work experience explained 4.3% of the variance in forensic vigilance, while the
model that included work experience and the personality scales (NEO-FFI) explained
20.6% of the variance. In both models only experience in the forensic mental health field
was a significant predictor (see Table 2), while experience in the general mental health
field was non-significant in both. Of the NEO-FFI personality inventory subscales,
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Neuroticism total score, Openness to experience total score and Conscientiousness total
score were significant predictors of forensic vigilance total score, but Extraversion total
score and Agreeableness total score were not. Neuroticism had a negative B coeflicient

indicating that higher forensic vigilance was related to lower Neuroticism.

Table 2
Regression analyses of the effects of work experience in forensic mental healthcare and the Big Five personality traits
on forensic vigilance

N = 283 forensic mental healthcare professionals

Outcome Model F(df) R* AR’ Predictorsin B (SEB) 95% CI t
model
Constant 1110.923 1079.189 — 68.954
(16.111)  1142.658
Experience in -.230 -2.773 — -.178
general mental (1.291) 2.314
5.472 healthcare (in
L ) L5 years)
Experience in 4.277 1.171 - 2.713"
forensic mental (1.576) 7.382
healthcare (in
years)
Constant 637.239 333.638 — 4.135
(154.117) 940.840
Experience in -.836 -3.204 — -.696
Total self general men{al (1.202) 1.531
healthcare (in
reported
: years)
forensic
vigilance Experience in 3.977 1.058 — 2.684'
forensic mental (1.482) 6.896
healthcare (in
years)
8.864 )
2 gy 200 163 NEO-FFI -3.450 -6319- 2369
Neuroticism (1.456) -.581
NEO-FFI 1.712 -1.958 — 919
Extraversion (1.863) 5.381
NEO-FFI 4.079 .1.076 — 2.676
Openness (1.525) 7.083
NEO-FFI .936 -3.218 - 444
Agreeableness (2.109) 5.090
NEO-FFI 6.515 2.981 - 3.632
Conscientious-ness — (1.794) 10.048
Note. * p <.01.

The models predicting DSQ Demands and DSQ Support were both significant, but the
only significant predictor was NEO-FFI Openness as a predictor of DSQ Demands.
None of the other personality traits were significant. Forensic vigilance was a significant
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predictor for DSQ Demands, though with a very low coefficient and the significance level
was not below .01. Significance was lost after correction for multiple testing (adjusting
the level of a from .05 to .01). The models predicting UBOS-C Emotional Exhaustion,
UBOS-C Depersonalization and UBOS-C Personal Accomplishment were all significant.
In these models the only significant predictor after correction for multiple testing was the
Big Five personality trait Neuroticism, which was a significant predictor of Emotional
Exhaustion and Depersonalization. UBOS-C Personal Accomplishment only showed
significance for the overall model, but none of the predictors were significant. Both models
predicting Workplace Satisfaction measured by the MMSS were significant, whereby
NEO-FFI Extraversion, Openness and Agreeableness were significant. The intention to
leave the field of forensic mental healthcare could not be significantly predicted, neither
within two nor five years. See Table 3 for the results of using the NEO-FFI personality
traits and forensic vigilance to predict DSQ, UBOS-C, MMSS and the intention to leave
the field of forensic mental healthcare in two and five years.

The model predicting forensic vigilance on the basis of measures of stress,
burnout symptoms and workplace satisfaction was significant. The UBOS-C Personal
Accomplishment was a significant predictor showing a small positive relationship with
forensic vigilance. Workplace satisfaction measured with the MMSS was not a significant
predictor, neither were the DSQ scales or UBOS-C Depersonalization and Emotional
Exhaustion (see Table 4).

69




Chapter 4

LIET €20 — 200 (S00°) T10° 20UPISL HSUUOT Y-TN]
Y6 1- 01 — S6%'- (TS17) 961 - $SoUsnONUIISUO) [ :f-OFN
668'T- 710"~ 6.9~ FLT) 1€€- 5$2U3)qUIUSY [ f-OFN
$$9°C 065" — 80 (821°) 6€¢ ssouuad() [.4:-OAN 61" €71 .(9) 0%99 4
%00°1- 0ST —79%"- (6ST17) 96T~ U020 [1:]-OAN
$80°¢ 809" — HET (oTr) 14¢ uis11104mN J1:1-OFN o925 ssauss
£YTE 88%'89 — $TL 91 (8ET°€T) 909°TH JupIsUo) spuvua g parjou

. . . y . osa ~34oM
660 L1 = 61%- (0S1) ¥TI - $SaUSnOUILISUOY) [ J-OIN
8T L10" =949 - (941°) 0€€- $52U3)qro2SY [i]]-OGN
201°€ €h9 — ¢yl (LT1) €6¢ ssouu2dQ) [:1-OAN

Y1 .(S) 14L9 I
758 SLT — 1¥h- (9S1°) €€1°- u01staav X [ 1-OIN
.799°C 78S - T80 (6IT) L1 wis11104m3\ [ 4-OIN
.080°% 8869/ —GIL'9T (659°C1) TS9'1¢S TuvIsuor)
1 1D %S6 [CEDK] Ppow ursionpag YV A (P)d  PPOW AwoanQ

s[euorssajoxd oredyI[esy [EIUSW JISUII0J €8T = A

suvall 1xou aq1 w1 24w2q17vay [pIuIUWL I15UdLof Jo piarf aqy Surava) Jo ssauyayy puv (SSIWN)
uorvfsuys parvjas-yiom (H)-SOg[1) suorduds nouing (DSQ) $5aus parpja-yiom uo aupjisia srsuasof puy sivar lgpuosiad sazg 51g ags Jo s1aflo ays Jo sasrup uotssasay

€ 21qeL

70



Relationship between Forensic Vigilance and Personality Traits, Work Experience, Burnout Symptoms,

7

Workplace Stress and Satisfaction in Forensic Mental Healthcare Professionals

£60 800" — 800 (#00°) 000~ WUVIITIN 15U240] -TNA

y6¢ ¥/T 81" (911 9%0° $sousnonuaIsuo)) [.4:1-O4AN

CI¢1 S¢H = /80 (TINE7A% $59Ua|qr23y [14-OGN

918’ 0LT —TIT- (£607) 6L0° ssauuzd() [11-OIN 000 S¥0 (9) 658°1 4

991'1 1€ =660~ (811) 8€T” uo1si2av3x [11-OIN

766 680"~ 69T~ (160°) 060 wisinomaN [of:-OI