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Abstract

In Germany, short leave is an integral part of treatment in forensic psychiatric hospitals. It is
believed that the practice has many benefits for the patients’” wellbeing and their treatment
progress. However, the risk of an incident in the form of absconding or new offenses may be
especially heightened during unsupervised short leave. This study analyzes the impact of
unsupervised short leave on treatment progress using a pre-post design with follow-up and a
sample of 298 forensic psychiatric patients. Furthermore, incidents on short leave were
considered in the analysis. The results of the study suggest that unsupervised short leave can
foster treatment progress. However, they also reveal that incidents during leave can disrupt

the progress of treatment.
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Introduction

In Germany, individuals who have committed offenses can be admitted into forensic
psychiatric hospitals, based on the German criminal code (“Strafgesetzbuch”). Patients
admitted to a forensic psychiatric hospital must have committed an offense while suffering
from a severe mental disorder (e.g., schizophrenia) or an extreme mental state (e.g., extreme
emotional distress).

The placement in a forensic psychiatric hospital has no limitation regarding the
length of confinement. Release prospects of patients are mainly determined by an assessment
of the risk that they will reoffend (Edworthy et al., 2016; Mller-Isberner et al., 2000). The
goal of the admission is to cure or improve the patient’s condition so that they are no longer at
high risk of serious reoffending. Furthermore, the housing in forensic psychiatric hospitals is
adapted to the general living conditions as much as possible in order to prepare the patient for
an independent lifestyle.

To achieve these goals, various forms of treatment are used. Meta-analytic results by
Gilling Mclintosh et al. (2021) have shown that psychological and psychosocial interventions
in forensic psychiatric hospitals are effective in increasing insight into mental illness,
ameliorating symptoms, improving problem-solving abilities, reducing pro-criminal attitudes
and improving ward behavior.

In contrast to such positive findings, there are also empirical findings that show that
certain institutional conditions of forensic psychiatric hospitals have a negative impact on the
success of treatment and the well-being of patients. Meta-analytic results by Parhar et al.
(2008) indicate that involuntary, court mandated treatment of individuals who have offended
seems to be ineffective in reducing recidivism. This was particularly evident when the
treatment was in custodial settings.

A narrative literature review by Hachtel et al. (2019) further differentiated the results

regarding the influence of coercion in the treatment of individuals who had offended. The



authors state that it is not legal coercion itself, but perceived coercion that compromises the
therapy outcome. Perceived coercion is not necessarily a product of a court mandate, but of
the conditions of the treatment setting (e.g., the relationship between patient and treatment
provider), a feeling of a lack of respect and the experience of low autonomy (Hachtel et al.,
2019). This is in line with the findings of Franke et al. (2019), who observed higher scores for
depression, hostility and suicidal ideation in patients who perceived institutional coercion.
Besides the difficulties related to coercion, the incarceration leads the individual who
offended to be isolated from the outside world. This isolation can initiate a process of
disconnection from the community that may lead to a lack of meaningful opportunities to
work, receive an education, and maintain social interactions (Walker et al., 2013). This could
entail several serious consequences, such as patients losing the ability to manage their time
effectively and failing to meet the challenges of successful community participation and re-
entry (Farnworth et al., 2004; O’Connell et al., 2010; Sturidsson et al., 2007; Walker et al.,
2013). This loss of autonomy was also described by Sykes (1974) as one of the “pains of
imprisonment” (p. 63) and can be accompanied by low mental health (Goodstein et al., 1984).
Lastly, the isolated placement makes it difficult to practice therapeutic tasks in
everyday life (Gratz, 1986), which should be crucial if the prerequisite for release is a
favorable prognosis concerning the risk of recidivism. It has been proposed that these
problems, which arise from placement in a closed institution over a long period of time, could
at least be partially overcome with a process of graduated release and the opportunity of short

leave (e.g, Mller, Saimeh, et al., 2017).

Short leave in German forensic psychiatric hospitals

In Germany, periods of short leave (also called temporary absence) present an
opportunity for detained individuals who have offended to leave the correctional facility

under certain circumstances for a predetermined period of time (Kéhne & Lesting, 2012). The



possibility of short leave for individuals who have offended in the prison system as well as in
forensic psychiatric hospitals is legally consolidated in the German prison act
(“Strafvollzugsgesetz’) (Grinebaum & Volckart, 2015; Kéhne & Lesting, 2012). Especially
within the system of forensic psychiatric hospitals, the method of short leave is an integral
part of both the treatment process and the gradual release process (Muller, Saimeh, et al.,
2017; Poll&hne, 2018).

Different types of short leave are scaled in a step-by-step plan by the institutions
according to the amount of freedom granted (e.g., from going out with two staff members for
a short period of time to long-term leave outside the facility; Muller, Nedopil, et al., 2017).
Patients usually complete all steps (sometimes steps can be skipped or altered depending on
the patient’s progress and needs) before their release. The completion of a previous stage
without any incident (e.g., absconding, new offenses) is a prerequisite for progressing to the
next step of the plan. One important step in this process is the unsupervised short leave. Here,

the patient is allowed to leave the institution without a staff member.

The potential benefits of short leave for the treatment of individuals who have offended

Theoretical concepts about therapy for individuals who have offended, such as the
multifactor offender readiness model (MORM) by Ward et al. (2004), suggest that factors
related to the setting of the treatment influence a patient’s readiness for treatment and thus the
success of the treatment. The MORM model proposes that treatment readiness is a function of
external (context) factors and internal (person) factors. The contextual factors refer primarily
to the context conditions of how the treatment is offered. The location (prison vs. community
treatment), circumstances (mandated vs. voluntary), and program characteristics (program
type) are some examples of contextual factors. The internal factors refer to an individual’s
cognitive (e.g., viewing the condition as serious and offending as a problem), emotional (e.g.,

experiencing distress), volitional (e.g., motivation to change), and behavioral properties (e.qg.,



possessing basic communication and social skills). A favorable interaction of internal and
external factors increases the readiness of a person, leading to high program engagement and
performance. Theoretical assumptions suggest that short leave can positively influence the
internal readiness of a patient. The prospect of short leave may help to increase motivation to
participate in therapy (Muller, Nedopil, et al., 2017; Suhling et al., 2015). Furthermore, it is
assumed that short leave can improve autonomy, which has a positive influence on patients’

well-being and quality of life (Goodstein et al., 1984; Watson & Choo, 2020).

The potential risks of short leave

Despite the potential benefits, there is also the risk of an incident on short leave (ISL).
Such incidents can be of a diverse nature as they are often broadly defined as types of
behavior that might disrupt the treatment progress (Neumann et al., 2019). This can include
the use of addictive substances as well as absconding and new offenses during short leave.
Offenses committed by forensic psychiatric patients during leave can pose a serious threat to
the community (Hilterman et al., 2011), even though these events rarely occur (e.g. Watson &
Choo, 2020; Wilkie et al., 2014). It is also suspected that incidents on short leave negatively
affect the patient. Wilkie et al. (2014) describe absconding during short leave as corrosive for
treatment, slowing down the progress. Watson and Choo (2020) raise concerns about potential

health and safety risks for patients who abscond.

The present study

Despite the risk of incidents, short leave from forensic psychiatric hospitals can be
seen as an important tool for evaluating the treatment progress outside of the institution.
Furthermore, short leave may present an opportunity to encourage the patient’s rehabilitation
and motivate them to engage in further treatment (Walker et al., 2013; Wedler & Maal3,
2016). However, the extent to which these advantages apply to short leave has not yet been

sufficiently investigated. Therefore, the aim of the present study is to examine how the



treatment progresses after short leave is granted and how an ISL influences the treatment
progress. The first hypothesis is that short leave has a positive influence on treatment
progress, meaning that after permission is given for short leave, indicators of treatment
progress are rated as better than they were prior to the permission of short leave. The second
hypothesis is that incidents during short leave disrupt the treatment progress, meaning that the

ratings of indicators of treatment progress worsen after an incident during short leave.

Method

Sample and setting

The present study uses data from a research project conducted by the Criminological
Research Institute of Lower Saxony. All data used in this study was originally collected and
stored by the forensic mental health institutions in the context of their day-to-day risk
assessment procedures. Thus, no informed consent of individual patients could be obtained.
The possibility of releasing this data for scientific purposes was examined and approved by
the Ministry of Social Affairs of Lower Saxony, considering the data protection approach of
the research project. The aim of the research project was to evaluate the institutional process
regarding short leave in all ten forensic mental health institutions in Lower Saxony, a federal
state in northern Germany (Neumann et al., 2019; funded by the Ministry of Social Affairs of
Lower Saxony). Data were gathered from all forensic-psychiatric patients who had undergone
an external risk assessment in relation to their application for unsupervised short leave
between 2006 and 2016 (N = 431). The 346 patients for whom short leave was granted make
up our study sample. Once they received permission, patients could take unsupervised short
leave within a pre-determined limit (e.g., one hour twice per week). Unfortunately, the extent
to which they made use of this possibility is unknown. We can only be sure that the patients
used their opportunity to leave the institution unsupervised at some point in time and that all

incidents that are referred to in this study happened during leave.



For the risk assessment, the patients’ main therapists completed a questionnaire
devised by the forensic mental health institutions in Lower Saxony. The questionnaire
contained demographic variables as well as static and dynamic risk and protective factors,
including questions about the treatment progress (no validated instruments are included; the
complete questionnaire can be found in Neumann et al., 2019). This questionnaire was then
given to external clinicians (three people from different clinics) together with the patient’s file
for an external expert assessment regarding the question of unsupervised short leave. When a
patient was granted unsupervised short leave from the institution, the questionnaire regarding
treatment progress was distributed again after each of two consecutive six-month intervals.
Furthermore, at both points of measurement (six and twelve months after granted leave), any
rule breaking behavior that occurred during short leave was recorded. Thus, the data set
includes three points of measurement regarding indicators of treatment progress: to = before
permission for short leave (pretest), t1 = six months after permission for short leave (posttest),
t> = twelve months after permission for short leave (follow-up). The data set also includes two

points of measurement for incidents on short leave (1, t2).

Of the 346 patients in our sample, 48 were removed because data regarding the
treatment progress or incidents on short leave was missing. For nine of these, the necessary
timeframe of one year since the risk assessment had not been reached at the time of data
collection. For the remaining 39 patients it is unclear why some of the data is missing.
Possible causes include oversights by the clinic staff, transfer to a different federal state, total
revocation of any leave privileges, or death of the patient. In conclusion, the final data set for

the analyses contained data from 298 patients.

The patients in the final sample ranged in age from 19 to 79 years (M = 39.69;
SD = 11.80) and most of them were male (87.6%). The most common types of diagnoses

were substance use disorders (F1X.XX; 55.7%), schizophrenic disorders (F2X.XX; 37.9%)



and combined personality disorders (F61; 18.1%). Common offenses were violent offences

(e.g., assault, robbery; 47.0%), sexual offenses (35.6%) and homicide (29.5%).

Measures

Dependent variable

The aim of this study is to analyze the progress of treatment in forensic psychiatric
hospitals after patients have been granted approval for unsupervised short leave. We define
treatment progress as a positive change in the patient within the framework of therapy. This
includes positive change in treatment readiness and engagement (e.g., Drieschner &
Verschuur, 2010). The questionnaire that the main therapists completed at each time of
measurement includes several potential indicators of treatment progress. All of these were
rated on a 5-point scale (very low — very high). The most obvious item asked for the
“progress of the treatment since the start of the confinement” (Progress). To strengthen the
reliability of our measurement, we chose to include additional indicators available from the
questionnaire. Two of these items can be classified as factors indicating treatment engagement
and two concern internal factors for treatment readiness (Ward et al., 2004). The item Contact
(“Contact with the patient in daily therapeutic practice”) is meant to measure the relationship
between the patient and the clinical personnel. Thus, it is closely related to the concepts of
therapeutic/working alliance (e.g., Bordin, 1979) and treatment engagement (Ward et al.,
2004). The item Cooperation (“Actual cooperation in treatment and day-to-day correctional
routines”) incorporates factors such as attendance and participation during treatment; thus, it
is also related to treatment engagement (e.g., Drieschner & Boomsma, 2008; Ward et al.,
2004). The item Motivation (“Motivation regarding treatment’) measures the patient’s
motivation to participate in therapy and accept the treatment. Therefore, it can be linked to the

volitional factors for internal treatment readiness specified by Ward et al. (2004). The item



Insight (“Insight into one’s illness”) concerns the understanding and acceptance of the patient
regarding the diagnoses being addressed in therapy. It can therefore be seen as a cognitive
factor for treatment readiness (Ward et al., 2004). The psychometric performance of these
chosen indicators (1. Progress; 2. Contact; 3. Cooperation; 4. Motivation; 5. Insight) was
tested before the main analysis was conducted (see Table 1 for a correlation matrix). First, we
used a confirmatory factor analysis (robust DWLS estimator using the R-package lavaan;
Rosseel, 2012; version 0.6-12) to test the unidimensionality assumption across all three points
of measurement (including longitudinal measurement invariance regarding the measurement
model and factor loadings; see Brown, 2015; Kline, 2011). The resulting fit indices support a
one-factor model (RMSEA: .063; SRMR: .054; CFI: .985; TLI: .981; see Hu & Bentler, 1999),
fit for interpretation regarding multiple times of measurement (differences to model with no
restrictions on factor loadings: Adf: 8; ARMSEA: -.003; ASRMR: .008; ACFT: .000; ATLI: .002;
see Chen, 2007). The internal consistency of the scale was investigated with Revelle’s w
based on polychoric correlations using the package psych (Revelle, 2017) because the
assumptions of tau-equivalence and continuous items (e.g., McNeish, 2018) for Cronbach’s o
were not met (see Table 2). The scale shows good internal consistency for all three points of
measurement (ww = .91; wu = .93; wr =.92). In conclusion, we defined the Scale of
Treatment Progress as the mean of the variables Progress, Contact, Cooperation, Motivation,

and Insight. We then used it as the dependent variable in our analyses.
###Insert tables 1 and 2 here###
Independent variable

In addition to the analysis of the change of the Scale of Treatment Progress over time,
the influence of an ISL on treatment progress was investigated. As previously stated, ISLs had
been recorded at t; and t> for the preceding six months. The main therapists were asked if any

of the following types of behavior had occurred during short leave: 1. Violation of



communication requirements (e.g., not answering the phone), 2. Exceeding the specified time
frame (e.g., late return), 3. Leaving the previously defined area (e.g., leaving the city for
which the leave was granted), 4. Violation of situational or personal contact prohibitions
(e.g., seeking contact with former victim), 5. Unauthorized use of media (e.g., procurement of
a smartphone without permission), 6. Use of psychotropic substances (e.g., drinking alcohol),
7. Miscellaneous (e.g., new offenses, gambling). For this study, we formed binary variables
for ISL at t; and t. for descriptive analyses as well as a categorical variable with the levels No
incidents (no ISL was recorded), 0-6 months (at least one type of ISL was recorded at t1), 7-12
months (at least one type of ISL was recorded at t2), and Both (at least one type of ISL was

recorded at t; and t2) to study the impact on the Scale of Treatment Progress.

Statistical Analysis

The statistics software R (R Core Team, 2021) was used for all analyses and figures

(Wickham, 2016).

Following an ISL, it is possible that the patients’ short leave privileges were paused or
completely revoked. Unfortunately, we are unable to identify these groups exactly. We can
only verify that all patients in our sample used their permission for short leave at some point
during both time frames (0-6 months and 7-12 months after the permission was granted).
However, for 51 patients in our sample, permission for unsupervised short leave was paused
or privileges were reduced during the observation period. As it is unclear whether these
pauses were of any meaningful length, we chose to include the patients in question in our

analysis.

The study uses a pre-post design with follow-up and no control group. The main
analysis was conducted using a repeated measures ANOVA and post-hoc t-tests with the time
of measurement as a within-subjects factor and the categorical ISL variable as a between-

subjects factor. The following assumptions for the repeated measures ANOVA were tested: 1.



The non-existence of extreme outliers, 2. The assumption of normality in all conditions, 3.
Sphericity. Extreme outliers were defined as values greater than the 75%-quantile + 3*IQR or
smaller than the 25%-quantile — 3*IQR within each condition (Kassambara, 2021). Two
extreme outliers were identified and excluded from the main analysis (still included in
descriptive results). Normality within each condition was assessed using a series of QQ-plots.
In some conditions, the distribution of the dependent variable appears to be somewhat left-
skewed, but no major violations of the assumption of normality could be identified. The
sphericity was tested using Mauchly's W (Mauchly, 1940). The test suggests that
heteroskedasticity is indeed a problem (W = .96; p < .01). To correct the degrees of freedom
accordingly, the Huynh-Feldt correction (Huynh & Feldt, 1976; Lecoutre, 1991) was used, as

the ¢ was > .75 (.96).

Results

Descriptive Statistics

Table 3 shows descriptive statistics regarding the change of the Scale of Treatment
Progress over the course of the three measurements. Table 4 shows the frequency of the

different types of ISL within the sample.

###1Insert tables 3 and 4 here###

Eighteen (6%) patients were only involved in an ISL in the first six months after their
permission to leave the institution unsupervised was granted. Twenty-six (9%) patients were
only linked to an ISL between 7 and 12 months after their permission was granted. Fourteen

(5%) patients were involved in an ISL in both timeframes.

Repeated measures ANOVA

Table 5 displays the results of the repeated measures ANOVAs. The analysis reveals a

significant main effect of ISL. Furthermore, a significant interaction effect between the time



of measurement and ISL can be observed. A subsequent analysis comparing the different
times of measurement within the groups of ISL using post-hoc t-tests provides a more detailed
picture (see Figure 1). For the patients with no ISL, there is a significant increase in the Scale
of Treatment Progress between to and t; (t = -2.66; p <.05; d = 0.11) and between to and t>
(t=-3.25; p<.01; d =0.14). In contrast, patients with an ISL within both timeframes showed
a significant decrease in the Scale of Treatment Progress between to and t; (t = 3.41; p < .05;

d =0.57).

###Insert table 5 and figure 1 here###

Discussion

The aim of this study was to investigate how treatment within forensic hospitals
advances after unsupervised short leave is granted. To that end, we investigated the change of
treatment progress as assessed by patients” main therapists in a pre-post design with follow-

up. We also analyzed the impact of incidents during short leave on the therapists’ ratings.

To interpret the results of this study, some key aspects should be kept in mind. First,
no control group was included in the study. Thus, one cannot be entirely sure that pre-post
differences in the Scale of Treatment Progress are an effect of short leave rather than just a
general effect of treatment progression over time. Second, the dependent variable (Scale of
Treatment Progress) solely relies on the main therapists’ ratings which are given on an
unvalidated questionnaire. Therefore, it is unclear to what extent these ratings represent
conformity to the therapists’ beliefs or their expectations of their patients rather than the true
characteristics of the patients. Third, not all missing values in the data set can be accounted
for. It cannot be ruled out that some patients were not included in the analysis because their
permission for short leave was completely revoked due to a serious incident during leave. It
follows that these results should be seen as a first step in this area of research and should be

followed with prospective research using more rigorous methods.



Despite these limitations, the results of this study provide valuable first insights into
the influence of short leave programs on the advancement of treatment for individuals who
have offended as well as the impact of incidents during short leave. The results of the repeated
measures ANOVA with post-hoc tests show a positive effect of unsupervised short leave on
the Scale of Treatment Progress for patients who did not have an ISL. Furthermore, the level

of the Scale of Treatment Progress seems to remain stable between posttest and follow-up.

The association between unsupervised short leave and the Scale of Treatment Progress
shows an interaction with the occurrence of an ISL within our sample. The exact nature of this
interaction, however, is hard to pin down. There are indications that an ISL leads to a decrease
in the Scale of Treatment Progress within the same timeframe, but this working hypothesis
does not adequately fit the results. A significant reduction regarding the Scale of Treatment
Progress can only be observed in the group of patients with an ISL in both time frames. The
groups of patients with an ISL in only one time frame did show reductions in the
corresponding time frames, but these did not prove to be statistically significant. The problem
might be that the groups of patients with an ISL are relatively small due to the low overall
prevalence rate (19.5%) and the differentiation into the two time intervals. Future research
should include larger samples of patients with an ISL to examine the interaction with the
treatment progress in more detail. However, it is noteworthy that the negative impact of an
ISL within the first six months was strongest in the group of patients who also had an ISL
within the second time frame. This raises the question of whether a strong decrease in

treatment progress has any prognostic value for future ISLs.

The results of this study support the conclusion that providing freedoms to patients in
forensic psychiatric institutions can support treatment progress. However, they also reveal that
ISLs can halt or even reduce treatment progress. It is unclear whether this effect is due to a

behavioral change in the patients or the therapists' assessments becoming worse because they



are disappointed in their patients. In both cases, it is evident that the consequences of an ISL

should be avoided.

Directions for future research

As previously stated, this study can only be seen as a first glance into the analysis of
the association between short leave and the treatment of individuals who have offended.
Future research should ideally employ a prospective longitudinal design with validated
measures of treatment progress (e.g., Instrument for Forensic Treatment Evaluation [IFTE];
Schuringa et al., 2014; Treatment Engagement Rating Scale [TER]; Drieschner & Boomsma,
2008; Forensic Camberwell Assessment of Need [CANFORY]; Thomas et al., 2008; for an
overview see Ryland et al., 2021). Furthermore, to be able to improve risk management
strategies in forensic psychiatric institutions, a more detailed analysis of the field is required
in future research. First, it would be advantageous to differentiate between different kinds of
ISLs. The term includes a wide variety of behaviors that differ substantially in severity
(Neumann et al., 2019). For example, a lapse during addiction treatment might impact the
patient’s treatment progress and relationship with their therapist differently than a new and
serious offense would. Due to the low prevalence of ISLs, this kind of differentiation would
require greater sample sizes as well. Second, research should address the following question:
To what extent can declines in treatment progress after an ISL be attributed to the patients and
how much of the decline can be attributed to the reactions of the therapists and institutions?
To do so, researchers should also include the consequences that patients face because of an
ISL in more detail in future analyses. It could be that a stronger disruption of treatment
progress is merely associated with a harsher reaction from the clinic. In addition, future
research endeavors should consider different types of leave options (e.g., supervised) and the

actual amount of short leave taken by patients rather than the general permission to do so.
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Tablel. Correlation matrix for the indicators of the Scale of Treatment Progress using Pearson
correlation coefficients.

to ty t2
#1  #2 #3 #4 #5 #l  #2 #3 #4 #5 #1  #2 #3 #4 #5
to
#1  Progress - - - - - - - - - - - - - - -
#2 Contact .36 - - - - - - - - - - - - - -
#3  Cooperation 50 .49 - - - - - - - - - - - - -
#4  Motivation 45 55 .69 - - - - - - - - - - - -
#5  Insight 49 31 .53 .60 - - - - - - - - - - -
G
#1  Progress 48 28 40 .37 .36 - - - - - - - - - -
#2 Contact 16 37 .29 .28 .15 45 - - - - - - - - -
#3  Cooperation 26 .26 44 39 25 .60 .57 - - - - - - - -
#4  Motivation 25 .28 .46 .50 .37 .60 .56 .70 - - - - - - -
#5  Insight 34 29 42 44 54 57 .36 .54 .67 - - - - - -
t
#1  Progress 42 18 29 .26 .22 59 32 47 40 .36 - - - - -
#2 Contact 07 21 23 .18 .15 A9 48 27 27 22 .38 - - - -
#3  Cooperation 22 21 44 40 .32 38 3 58 45 41 59 b1 - - -
#4  Motivation 23 .23 43 47 .36 39 39 48 56 .50 57 50 .71 - -
#5 Insight 33 27 39 44 52 41 28 40 .50 .68 47 33 50 .68 -




Table 2. Factor loadings of the indicators of the Scale of Treatment Progress within a one-factor model
with invariant loadings for all points of measurement.

Factor loadings
Standardized

Unstandardized

1o &1 )
#1 Progress 100 70 .74 .72
#2 Contact 084 59 62 .61
#3 Cooperation 119 83 88 .86
#4  Motivation 128 8 94 92

#5  Insight 106 74 78 .77




Table 3. Descriptive statistics of the Scale of Treatment Progress categorized by the legal basis of
confinement and the time of measurement.

M Med SD Range
to 3.32 3.40 0.71  1.40-5.00
t 3.40 3.40 0.73 1.40-5.00

) 3.44 3.40 0.70  1.40-5.00




Table 4. Number of patients with an ISL subdivided by the type of ISL and the timeframe after the
short leave was granted (N = 298).

0-6 7-12 Any
months  months time

Violation of
#1  communication
requirements

9 10 16
(3.0%) (3.4%)  (5.4%)

49 Exceeding the 13 11 17
specified time frame (4.4%) (3.7%) (5.7%)
Leaving the

. . 9 11 14

#3  previously defined (3.0%) (37%)  (4.7%)
area
Violation of

44 situational or 4 3 5
personal contact (1.3%) (1.0%) (1L.7%)
prohibitions

45 Unauthorized use of 6 7 12
media (2.0%) (2.3%) (4.0%)

46 Use of psychotropic 14 19 26
substances (4.7%)  (6.4%) (8.7%)

0 1 1

#7  New offences (0.0%) (0.3%) (0.3%)

32 40 58

Any type (10.7%) (13.4%) (19.5%)




Table 5. Repeated-measures ANOVA with the time of measurement as a within subject factor and ISL
as a between subject factor.

dfn dfd F p 772
ISL 3.00 294.00 5.59 <.001 .039
Time of measurement 1.94 569.27 1.22 .29 .001

ISL*Time of measurement 5.81 569.27 3.48 <.01 .010
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Figure 1. Change of the Scale of Treatment Progress over the times of measurement divided by ISLs.
Displayed are box plots and the mean of the Scale of Treatment Progress as diamonds. The horizontal
lines above indicate significant change over time according to post-hoc t-tests (*p < .05; **p <.01).



