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Subjective well-being is a common outcome measure in the evaluation of
treatment in general psychiatry, but not yet in forensic psychiatry. The
impact of quality of life, deﬁned in terms of objective indicators and
subjective well-being, on criminal recidivism is unknown. Several
criminological theories, such as Ward’s good lives model, point at a
possible relationship. In a study of male forensic psychiatric outpatients
suﬀering from personality disorders, the quality of life of sexual and
violent oﬀenders was compared, using the Dutch version of the
Lancashire Quality of Life Proﬁle. The results indicated that although
sexual oﬀenders and violent oﬀenders hardly diﬀered on objective
indicators of quality of life, their judgments of their subjective well-being
diﬀered signiﬁcantly. Sexual oﬀenders were more satisﬁed in general and
in particular with their family relationships, safety, and health. For both
groups, diﬀerent objective and subjective indicators correlated with
global well-being. Assessment of domain-speciﬁc objective and subjective issues and global well-being, at the beginning of treatment, may
improve the eﬀectiveness of treatment and the quality of life of the
forensic patient.
Keywords: quality of life; community-based forensic psychiatry;
Lancashire Quality of Life Proﬁle; sexual oﬀenders; violent oﬀenders

Introduction
Following the good lives model (GLM; Ward, 2002), it can be hypothesised
that reductions in criminal oﬀending can be established by creating more
fulﬁlling and meaningful lives for oﬀender populations, including those with
mental disorders. In theories of quality of life (QoL), striving for the good
life is regarded as the most important goal in life (e.g., Diener & Suh, 1997;
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King, 2001; Oliver, Huxley, Bridges, & Mohamad, 1996). Although several
criminological theories emphasise aspects of this good life notion (e.g.,
Agnew, 1992; Rovers, 1998), it is far from clear what empirical relationship
exists between criminal behaviour and subjective well-being. In the GLM,
oﬀenders are seen as active agents striving for the highest level of well-being
through achieving human goods (Ward & Brown, 2004). Their criminogenic
needs are considered obstacles to the achievement of these primary goods.
According to the GLM model, rehabilitation should focus both on
reduction of risk factors and on promoting the attainment of human goods.
This theory has not yet received a great deal of empirical support due to a
lack of research, other than two unpublished studies mentioned by Ward,
Mann, and Gannon (2007) and one experiment evaluating diﬀerent
treatment approaches based on the GLM (Mann, Webster, Schoﬁeld, &
Marshall, 2004). There is little empirical knowledge on the subject of the
well-being of oﬀenders (Ogloﬀ & Davis, 2004); neither has there been much
attention to QoL in forensic psychiatry (Van Nieuwenhuizen, Schene, &
Koeter, 2002). The current study is an attempt to ﬁll a part of this gap.
The concept of quality of life
Diener and Suh (1997) mention three philosophical approaches to the good
life resulting in three diﬀerent groups of indicators: economic, social, and
subjective. This division of QoL indicators into three categories is generally
accepted in QoL research (Farquhar, 1995; Glatzer & Mohr, 1987;
Goodinson & Singleton, 1989; McCall, 1975). A broad deﬁnition using
indicators in a wide range of life domains is also accepted in psychiatry
(Lehman, 1983; Oliver et al., 1996; WHOQOL Group, 1998). There is a
debate regarding whether to solely focus on subjective indicators or to
include both objective and subjective indicators in the study of QoL; this has
not been resolved (Goodinson & Singleton, 1989; Lehman, 1983; Orley,
Saxena, & Herrman, 1998; Simmons, 1994). In the current research, both
types of indicators were used to measure global QoL. This choice was made
because a combination of these indicators best reﬂects treatment goals in
community-based forensic psychiatry.
Quality of life in forensic outpatients
Four studies have examined the QoL of forensic psychiatric outpatients, and
one studied sexual oﬀenders in a correctional community centre or ‘halfway
house’.
Draine and Solomon (1992) studied clients with or without an arrest
history, mainly suﬀering from schizophrenia (85%), attending a community
mental health centre. The patients with an arrest history were more
dissatisﬁed with their current living arrangements, with how they spent
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their time, and with their personal safety. These patients more often lived in
non-independent housing and had smaller social networks than patients
without an arrest history.
In another study of QoL, Draine and Solomon (2000) explored the role
of anxiety, depression, and continued involvement with the criminal justice
system in psychiatric patients suﬀering from depression, mania, or
schizophrenia, on probation or parole. They concluded that the ‘quality
of community life for persons with a mental illness can have a signiﬁcant
impact on aﬀective symptom course’ (p. 44), and could therefore have an
impact on criminal recidivism.
Gerber et al. (2003) explored objective and subjective QoL in
forensic patients (n ¼ 15), mainly diagnosed with schizoaﬀective disorder
and on Disposition Order specifying conditional discharge, and general
psychiatric outpatients (n ¼ 48). They reported that the forensic outpatients
were more satisﬁed with their family relationships, with work/school, in the
legal and safety domain, and with their global QoL. They seemed less
satisﬁed in the ﬁnancial domain.
Chung, Cumella, Wensley, and Easthope (1998) compared the subjective
QoL of mentally disordered oﬀenders in a court diversion scheme with
normative data from a general population. A small proportion (4.6%) of the
outpatients suﬀered from a personality disorder. Six months after entering
the program, half of the oﬀenders lived at home, whereas the others lived in
hostels (20%), prison (22%), or a psychiatric hospital (9%). The mentally
disordered oﬀenders scored lower on all domains than the general
population. This diﬀerence could be explained by living arrangements,
because patients living at home or in hostels tended to have similar scores to
the general population.
Williams (2003) quantitatively and qualitatively explored the QoL of 23
male sex oﬀenders participating in sex oﬀender treatment in a community
correctional setting, or ‘halfway house’, as part of their parole or probation
agreements. There was no control group. No data on oﬀenders’ psychiatric
diagnoses were reported. Results from the quantitative part of the study
indicated that the participants were neither satisﬁed nor dissatisﬁed with
their living situation, total QoL, leisure, social relationships, and access to
medical care. They were dissatisﬁed with their ﬁnances and satisﬁed with
their family relationships and health. Combining the quantitative and
qualitative parts of the study, the author concluded that QoL for sex
oﬀenders may be primarily related to degree of freedom, interpersonal
relationships (especially with family), and positive emotions.
The vast majority of patients treated in forensic outpatient facilities in
the Netherlands are male and suﬀer from a personality disorder (Hildebrand
& De Ruiter, 2004; Plemper, 2001). Patients with personality disorders (PD)
have generally been found to have lower global subjective well-being than
patients with psychotic disorders (Lehman, 1999; Swinton, Oliver, &
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Carlisle, 1999) or the general population (Narud, Mykletun, & Dahl, 2005).
Co-morbidity of a PD with a major mental disorder also seems to lead to
lower subjective QoL (Draine & Solomon, 2000; Masthoﬀ et al., 2006).
However, in most of these studies (Draine & Solomon, 2000; Lehman, 1999;
Masthoﬀ, Trompenaars, Van Heck, Hodiamont, & De Vries, 2006; Narud
et al., 2005), a large percentage of the samples consisted of women. Previous
studies have demonstrated signiﬁcant diﬀerences in subjective well-being
between male and female psychiatric patients (Slade et al., 2004; Van
Nieuwenhuizen, 1998), with men reporting a higher QoL. Furthermore, the
diﬀerence between forensic psychiatric patients and other groups could be
inﬂuenced by living circumstances (see Draine & Solomon, 1992; Williams,
2003): patients living in non-independent housing display lower levels of
subjective well-being than patients living in independent circumstances
(Chung et al., 1998).
Quality of life of diﬀerent types of oﬀender
It is unknown whether forensic patients with non-sexually aggressive
behaviour and those patients who have committed a sexual oﬀence perceive
their lives diﬀerently, and consider diﬀerent life domains important. Ward
et al. (2007) reported that the absence of three types of human goods –
agency, inner peace, and relatedness – was strongly associated with sexual
oﬀending. Swinton, Carlisle, and Oliver (2001) noted that sexual oﬀenders,
especially child molesters, might deﬁne a good QoL diﬀerently from violent
oﬀenders, due to diﬀerent life goals and (unmet) needs.
Due to these presumed diﬀerences between male and female patients,
between patients with a psychotic disorder and patients with a PD, and
between patients living in non-independent housing and patients living in
independent housing, we compared two groups of adult male personalitydisordered forensic outpatients who diﬀered only in terms of type of oﬀence.
The two groups comprise sexual and violent oﬀenders. The results of this
study could provide information for treatment planning by identifying
those aspects of a patient’s life which can be considered problematic,
using objective social indicators and subjective assessments by the patient.
Following risk–needs–responsivity principles (see Ogloﬀ & Davis, 2004),
the results may aid clinicians in establishing treatment relationships
with patients, which can form a starting point for addressing criminogenic
needs.
Method
Setting
Patients were recruited from four forensic psychiatric outpatient treatment
centres throughout the Netherlands. In total, the four outpatient facilities
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have 11 locations in large (population approx. 500,000) and midsize
(population approx. 100,000) cities, each with a regional service function.
Most of the patients have a court order which requires them to participate in
treatment to reduce the risk of re-oﬀending. Treatment generally consists of
psychotherapy, psychiatric consultation, pharmacotherapy, and social
assistance by a psychiatric nurse or social worker. In some cases, art
therapy or social skills training is oﬀered. These forms of therapy can be
given either individually, in groups, or in a couple format.
Participants
The inclusion criteria were: male gender; 18 years or above; IQ higher than
70; and suﬀering from a PD or PD traits (DSM-IV-TR; American
Psychiatric Association, 2000) without a predominant Axis 1 disorder.
Co-morbidity with an Axis 1 disorder was allowed as long as the Axis 1
disorder was not primarily a mood, anxiety, or psychotic disorder. Patients
had to have contact at least once a month with a clinician from the forensic
treatment centre.
A sample of 214 patients were contacted by their therapist or the ﬁrst
author and handed a leaﬂet containing basic information about the present
study: 79 did not want to participate (36.9%), and 135 agreed to participate.
All gave informed consent. On average, these patients had been in treatment
for almost two years (644 days, SD ¼ 636), ranging from a patient just
entering treatment to a patient who had been in treatment for over eight
years. Patients who did not participate did not diﬀer from patients who
consented with regard to age, substance abuse, the presence of paraphilic
disorder (DSM-IV-TR diagnoses), or on most criminal history variables
(ever convicted, ever incarcerated, violent or sexual oﬀence). Patients who
did not participate had co-morbid Axis 1 disorders more often (41.6% vs.
21.5%; w2[1] ¼ 9.64; p ¼ .002), and had less often been arrested before the
age of 16 (6.9% vs. 28.5%; w2[1] ¼ 13.03; p ¼ .000) than patients who
participated. For ﬁve patients, it was impossible to make a second
appointment; ﬁle information was used to score the Level of Service
Inventory–Revised (Andrews & Bonta, 1995). More than half of the patients
(57.8%) had displayed violent behaviour for which treatment was
recommended; 28% were in treatment because of sexually violent
behaviour; 13% had committed a property oﬀence and 6% had committed
arson; two patients showed both aggressive and sexually violent behaviour.
Of the sexual oﬀenders, 66% had molested children. Patients who had
committed arson or a property oﬀence were excluded, unless they had also
exhibited aggressive or sexually violent behaviour. The patients with both
aggressive and sexually violent behaviour were also excluded from the study,
which led to a ﬁnal sample of 76 patients with violent behaviour and 36
patients with sexually violent behaviour.
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Instruments
Quality of Life
We used the extended Dutch version of the Lancashire Quality of Life
Proﬁle (LQoLP; Van Nieuwenhuizen, Schene, & Koeter, 1998) to measure
objective and subjective QoL. This structured interview assesses seven life
domains: leisure and social participation (26 items), religion (2 items),
ﬁnances (9 items), living arrangements (8 items), legal status and safety (8
items), family relations (8 items), and health (16 items). No data on the
subjective rating of religion were gathered in the present study. The internal
consistency of the Dutch version of the LQoLP is adequate to good
(Cronbach’s alpha range ¼ .62–.84). The two-week test–retest reliability
ranges from .67 to .90 (Van Nieuwenhuizen, 1998).
At the end of the interview, each patient was asked to rate his overall life
quality at the moment, by indicating on a 100 mm ladder how he perceives
his life on a continuum ranging from ‘life at its worst’ to ‘life at its best’. This
is called Cantril’s ladder. A score of 50 mm was regarded as dissatisfaction, and 51 mm as satisfaction.
The Life Satisfaction Scale (LSS) was also used in the interview: patients
were asked to state their satisfaction with 32 subjective items from the six
domains, using a scoring system ranging from 1 (‘cannot be worse’) to 7
(‘cannot be better’). A mean domain score of 54 was regarded as
dissatisﬁed, and 4 as satisﬁed.
Criminal history
Here we used a section of the Level of Service Inventory–Revised (LSI-R;
Andrews & Bonta, 1995, 2000). The LSI-R is a measure of risk and need
assessment. It was developed to determine oﬀenders’ needs for assistance
when reintegrating into society. The interrater reliability of the English
version of the LSI-R ranges from moderate (.71 in Austin, Coleman,
Peyton, & Johnson, 2003) to good (.80 to .96 in Andrews & Bonta, 1995; .88
in Austin et al., 2003) depending, according to the latter authors, on the
degree of training of raters. The interrater reliability of the Dutch version of
the LSI-R is good (.87; De Rooy, 2004). The LSI-R in the present study was
scored using ﬁle and interview data. The interviews were conducted by the
ﬁrst author or by master’s-level psychology students as part of their clinical
internship. They all were trained in administering the instruments used.
Demographic background
Demographic variables are assessed by the LQoLP. Additional information
with regard to psychiatric diagnosis and background was taken from patient
ﬁles or gathered during the LSI-R interview. Psychiatric classiﬁcation was
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determined by clinicians who were treating the patients, which resulted in Axis
1 and/or 2 diagnoses. These clinicians indicated whether the primary diagnosis
related to treatment in the forensic facility was the Axis 1 or the Axis 2 disorder.
Patients were included if they were diagnosed with PD traits or with a PD. PD
traits are deﬁned as sub-clinical PD, which means the patients show a number
of traits of one or more PDs, but do not meet the required number to reach the
clinical threshold. Patients with a current mood, anxiety, or psychotic disorder
were excluded, as were patients with a lifetime psychotic disorder. Clinicians
who performed the assessment were all trained in using the DSM standard as
part of their professional education.
Statistical analyses
Student’s t tests were used to examine diﬀerences between sexual and violent
oﬀenders on ordinal or interval variables. Pearson w2 was used to examine
group diﬀerences on nominal variables. Furthermore, Pearson’s r was calculated to indicate correlations between scale variables. Signiﬁcance levels
were set at a .05. If applicable, a Bonferroni correction was employed.
Results
Demographic background
Violent oﬀenders and sexual oﬀenders did not diﬀer signiﬁcantly with regard
to age, educational level, IQ, or income (see Table 1).
Psychiatric background
Violent and sexual oﬀenders did not diﬀer in terms of prevalence of PD
(Table 2). However, the two oﬀender groups had diﬀerent types of PDs.
Table 1.

Demographic characteristics.
Violent
(n ¼ 76)
P or M

Education: none or primary
school
Receiving social beneﬁt
Average debts, in euros
Income per month, average in
euros
Children? If yes: how many?
Average age

SD

39.5

Sexual
(n ¼ 36)
P or M

SD

33.3

Pearson’s
w2/t test
Value

p
n.s.

63.2
15,778a
1026

18,668
594

47.2
16,944b
1101c

20,867
443

n.s.
n.s.
n.s.

2.3d
37.5

1.3
9.1

1.9e
41.1

1.6
12.3

n.s.
n.s.

Note: P ¼ Percentage of group; M ¼ Mean per group.
a
n ¼ 49; bn ¼ 16; cn ¼ 34; dn ¼ 45; en ¼ 14.
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Clinical characteristics and criminal background.
Violent
(n ¼ 76)
P or M

Reason for treatment: oﬀence*
Framework treatment: mandatory**
Prior psychiatric treatment
Personality disorder
Cluster B PD*
Cluster C PD
Used medication for mental health
problems in previous year
Oﬀence history: ever convicted
Average number of convictions
Incarceration: yes
Been accused of crime in previous
year**
Judicial charge for violence***
Arrested before age 16*
Same delinquent behaviour before
admission*
Criminal family member*
Criminal acquaintances
Criminal friends

SD

Sexual
(n ¼ 36)
P or M

65.8
31.6
72.4
71.1
28.9
3.9
52.6

86.1
61.1
58.4
66.7
8.3
13.9
36.1

75.3c
3.61
46.6a
50.0

71.4d
1.97
45.7b
22.2

5.23

SD

Pearson’s
w2/t test
Value

p

5.04
8.80

.025
.003
n.s.
n.s.
.048
n.s.
n.s.

6.06

7.79

n.s.
n.s.
n.s.
.005

4.33

90.4a
34.2a
75.7e

31.4b
11.4b
54.3b

40.22
6.27
4.97

.000
.012
.026

49.3a
75.3a
44.4a

24.2b
67.6b
27.3b

5.78

.016
n.s.
n.s.

Note: P ¼ Percentage of group; M ¼ Mean per group.
a
n ¼ 73; bn ¼ 35; cn ¼ 69; dn ¼ 32; en ¼ 70.
*p  .05; **p  .01; ***p  .001.

Over three times more violent oﬀenders were diagnosed with a Cluster B PD
(borderline, antisocial, or narcissistic PD) than sexual oﬀenders. Moreover,
sexual oﬀenders tended (p ¼ .06) to have a Cluster C PD (dependant, avoidant,
or obsessive-compulsive PD) more often than violent oﬀenders. No signiﬁcant
diﬀerences were found between the two groups with regard to prior psychiatric
hospitalisations, mental health treatment, or use of medication.
Criminal history
Most patients treated at the outpatient facilities had a criminal history
(Table 2). About three-quarters had previous convictions. Although the same
number of violent and sexual oﬀenders had previous convictions, four times
more violent oﬀenders than sexual oﬀenders had been convicted three times
or more (F[1] ¼ 11.98; p ¼ .001), with a maximum of 35 convictions. Over a
quarter of the patients had been arrested before 16 years of age, including
three times more violent oﬀenders than sexual oﬀenders. Nearly half (46%)
of the patients had been incarcerated after a conviction as an adult. Twice as
many violent oﬀenders as sexual oﬀenders had been accused of a crime during
the year prior to the interview. For 41.1% of the patients, the background for
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the current treatment was a conditional sentence in combination with
mandatory treatment. The sexual oﬀenders’ treatment was mandatory twice
as often as that of violent oﬀenders. More violent oﬀenders than sexual
oﬀenders had a family member with a criminal record. Overall, violent
oﬀenders had a more severe criminal history than sexual oﬀenders.
Social indicators of quality of life
Violent and sexual oﬀenders did not diﬀer on objective QoL, as indicated by
the average number of positive social indicators (see Table 3). However, the
two groups diﬀered in terms of several underlying circumstances. More
violent oﬀenders had children, more of them had debts, and more of them
were religious, compared with sexual oﬀenders. Sexual oﬀenders more
frequently had contact with their family than violent oﬀenders.
Domain-speciﬁc subjective quality of life
Overall, sexual oﬀenders were satisﬁed in more domains than violent
oﬀenders (see Figure 1; mean for sexual oﬀenders ¼ 5.2, for violent
Table 3.

Social indicators of quality of life.
Violent
(n ¼ 76)

Sexual
(n ¼ 36)

Pearson’s
w2/t test

P or M SD P or M SD Value
Work: yes
Been out to watch or participate
in sports in the past two weeks
Average of leisure activities
(max. ¼ 4)
Relationship: yes
Children: yes*
Has a friend who will help when
needed
Daily or weekly family contact**
Debts: yes*
Living situation: alone
Been victim of violence in
previous year
Been hospitalised in psychiatric
hospital in the previous year
Religious: yes**
Average number of positive
social indicators{

30.3
46.1
3.1

47.2
33.3
0.9

3.1

3.06
0.6

p
n.s. (.080)
n.s.
n.s.

53.9
59.2
69.7

36.1
38.9
72.2

3.11
4.05

n.s. (.078)
.044
n.s.

72.4
67.1
32.9
25.0

94.4
44.4
44.4
33.3

7.30
5.22

.007
.022
n.s.
n.s.

6.6

5.6

60.5
6.6

1.7

30.6
6.3

n.s.
8.78
1.9

.003
n.s.

Note: P ¼ Percentage of group; M ¼ Mean per group.
*p  .05; **p  .01; ***p  .001; {range ¼ 0–11 (average leisure activities not included).
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Proportion of satisﬁed violent and sexual patients per domain and in

oﬀenders ¼ 4.2; F ¼ 14.63; p ¼ .000). Signiﬁcantly more sexual oﬀenders
than violent oﬀenders were satisﬁed with their family, safety, and health. In
the other life domains, the diﬀerences were not signiﬁcant.
In terms of domain-speciﬁc indicators, patients were satisﬁed with most
aspects of their leisure time and social activities, except with their sexual
activities. Violent patients were neither satisﬁed nor dissatisﬁed with their daily
structure, whereas sexually violent patients were signiﬁcantly more satisﬁed in
this respect. On most of the variables of the family domain the groups did not
diﬀer signiﬁcantly, except for family support: violent patients were on average
neither satisﬁed nor dissatisﬁed whereas patients who had committed a sexual
crime were satisﬁed. Violent patients were signiﬁcantly less satisﬁed with the
amount of money they had, their income, and how much money they could
spend on leisure activities. Violent oﬀenders evaluated the quality of their
housing similarly to sex oﬀenders. On average, both patient groups felt
satisﬁed about their safety. Subjectively, patients who had committed a sexual
oﬀence were signiﬁcantly more satisﬁed with every aspect of their health,
except for the perceived attitude of their doctor towards their mental health
problems, compared to violent patients. Violent oﬀenders tended to be neither
positive nor negative with regard to their health, while sexual oﬀenders were
satisﬁed with every aspect of their mental and general health.
Global subjective quality of life
Violent oﬀenders were less satisﬁed with their current life, as measured by
Cantril’s ladder, than patients who had committed a sexual oﬀence (see
Figure 1; w2[1] ¼ 4.05; p ¼ .044).
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Prior to an examination of the relationship between objective and
subjective indicators and global subjective well-being, bivariate correlations
among the social indicators and among the domain-speciﬁc subjective
indicators were calculated in order to check for possible multi-collinearity.
No correlations of .5 or higher were found between social indicators for the
total group, for the group of violent oﬀenders, or for the group of sexual
oﬀenders. Subjective well-being with regard to health and with regard to
leisure and social participation correlated signiﬁcantly at .51 for the total
group. No correlations higher than the threshold were found among
domain-speciﬁc subjective indicators for the group of violent oﬀenders. For
the group of sexual oﬀenders, the correlations between satisfaction with
health and satisfaction with leisure and social participation, and between
satisfaction with health and satisfaction with living arrangements, were .74
and .56 respectively. When calculating the correlations between the objective
and subjective indicators and global subjective well-being, we therefore
applied a Bonferroni correction for these three subjective indicators.
The relationships between objective and domain-speciﬁc subjective QoL
scores on the one hand, and a global measure of QoL (i.e., Cantril’s ladder)
on the other, revealed diﬀerent pictures for violent oﬀenders and sexual
oﬀenders (see Table 4). For violent oﬀenders, having paid work and not
having ﬁnancial debts correlated with high scores on Cantril’s ladder. For
sexual oﬀenders, having a religious faith correlated with lower scores on
Cantril’s ladder. For violent oﬀenders, the total number of positive objective
indicators correlated with Cantril’s ladder, indicating that more positive
circumstances correlated with higher global subjective well-being.
Of the domain-speciﬁc subjective ratings, satisfaction with leisure time
and social participation, ﬁnances, and health all correlated with Cantril’s
ladder for both groups of oﬀenders. For violent oﬀenders, satisfaction with
safety also correlated with Cantril’s ladder; however, this was not the case
for sexual oﬀenders. Satisfaction with family was not correlated with the
Cantril’s ladder score for either group. The total number of domains with
which patients were dissatisﬁed correlated negatively with Cantril’s ladder
for both groups.
Discussion
This study aimed to compare sexual and violent male forensic outpatients in
terms of quality of life and its determinants. Sexual and violent oﬀenders
displayed the same objective QoL. Subjectively, sexual oﬀenders were more
satisﬁed with their life in general and with their health, safety, and family
relationships, compared to violent oﬀenders. For violent and sexual
oﬀenders diﬀerent indicators were associated with global well-being.
Although violent oﬀenders and sexual oﬀenders did not diﬀer with
regard to their total score on objective indicators, they did diﬀer from sexual
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Table 4. Bivariate correlations of objective and subjective quality of life measures
with scores on Cantril’s ladder.
Violent
(n ¼ 76)
r
Social indicators#
Relationship
Work
Debts
Been victim of violence in previous year
Children
Religious
Been out to participate in or watch sports
in the past two weeks
Average of leisure activities (max. ¼ 4){
Daily or weekly family contact
Has a friend who will help when needed
Living situation
Been hospitalised in psychiatric hospital
in the previous year
Number of positive social indicators
Average life satisfaction on domains
Leisure time and social participation
Family
Finances
Living arrangements
Safety
Health
Number of domains dissatisﬁed

.08
.29
.29
.15
7.02
7.08
.14

Sexual
(n ¼ 36)
p

.012
.012

.22
.01
.10
.07
.08

r
.00
.23
.20
.14
7.12
7.41
7.15

p

.014

.06
7.22
7.02
7.09
.05

.29

.010

7.06

.37
.08
.42
.05
.32
.42
7.39

.001

.59
.05
.41
.20
.16
.52
7.54

.000
.005
.000
.001

.000
.014
.001
.001

#
Lower scores on social indicators imply negative circumstances; {not used for sum of positive
social indicators.

oﬀenders on four of the social indicators. Violent oﬀenders had more debts,
were more often religious, more often had children, had less contact with
family members, tended to be unemployed more often, and tended to be in
an intimate relationship more often. Other studies (Hanson, Scott, & Steﬀy,
1995; Lievore, 2004) have also reported that rapists and child molesters tend
more often to be single than other types of oﬀender. However, Craig,
Brown, Beech, and Stringer (2006) found that violent oﬀenders were more
often single than sexual and other oﬀenders. In line with our ﬁndings, Craig
et al. (2006) demonstrated that violent oﬀenders more often had a history of
school and employment problems than sexual and other oﬀenders. The
results of our study with regard to having children are comparable to other
studies (see Lievore, 2004). Overall, forensic outpatients in the current
sample seemed to have an unfavourable socio-economic position. Compared
to the Dutch male adult population (Centraal Bureau voor de Statistiek,
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n.d.), our oﬀender groups more often had little education, were unemployed, had ﬁnancial problems, and did not have an intimate relationship.
Only 6.8% of the adult male Dutch workforce has either an unknown level
of education or only primary school. Furthermore, 5% of Dutch households
have serious ﬁnancial problems, and 14.5% of the male Dutch population is
single.
In general, the majority of the sexual oﬀenders were satisﬁed, while most
violent oﬀenders were dissatisﬁed. Most violent and sexual oﬀenders were
satisﬁed with their leisure time, social participation, living circumstances,
and safety. Both groups were neither satisﬁed nor dissatisﬁed with their
ﬁnancial situation. Violent patients were neither satisﬁed nor dissatisﬁed
with their family relationships and their health, while sexual oﬀenders were
satisﬁed. Sexual oﬀenders were also more satisﬁed with a number of other
domains, such as general and mental health. Compared to the ﬁndings of
Williams (2003), the sexual oﬀenders in our study were more satisﬁed with
their living arrangements, leisure time, social relationships, and ﬁnances.
The sexual oﬀenders in Williams’ study resided in a halfway house, and
might therefore have been more limited in their autonomy with regard to
leisure time and social relationships, and thus have been less satisﬁed with
their living arrangements.
Comparing objective social indicators with domain-speciﬁc subjective
well-being, the patients in our sample seemed to be relatively satisﬁed with
their circumstances, despite their relatively unfavourable social position.
This might reﬂect a diﬀerent set point or benchmark for satisfaction.
Patients seem to adapt to less positive circumstances by redeﬁning their
situation, and altering their ideals towards more realistic goals (also called
response shift; Schwartz & Sprangers, 2000).
When we explored the relationships between the objective and subjective
indicators of QoL and global well-being, diﬀerent pictures emerged for
violent oﬀenders and sexual oﬀenders. For sexual oﬀenders, having a
religious belief correlated negatively with global subjective well-being. For
violent oﬀenders, ﬁnancial situation and employment status correlated
signiﬁcantly with Cantril’s ladder, as did their overall objective situation.
The two groups did not diﬀer signiﬁcantly on many domain-speciﬁc
subjective indicators. However, among violent oﬀenders, subjective assessment of safety correlated signiﬁcantly with Cantril’s ladder, which was not
the case for sexual oﬀenders. Living arrangements and family do not seem to
play an important role in these oﬀenders’ current lives; the objective and
subjective indicators in these areas did not correlate with their overall wellbeing. The relationship between religion and global well-being for sexual
oﬀenders is somewhat counter-intuitive. However, the strong values
regarding sexual behaviour generally advocated by religions may prompt
sexual oﬀenders to feel bad about their lives because they have broken the
rules set by their religion.
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Sexual oﬀenders were more satisﬁed with their lives in general than violent
oﬀenders. What could account for this diﬀerence? Do sexual oﬀenders have
diﬀerent belief systems; are their expectations diﬀerent from those of violent
oﬀenders? Violent oﬀenders were diagnosed with a Cluster B PD more
frequently than sexual oﬀenders. Patients with a Cluster B PD report lower
QoL (Chen et al., 2006) and, more speciﬁcally, patients with antisocial
PD characteristics have been found to be more dissatisﬁed than patients
without such traits (Sareen, Stein, Cox, & Hassard, 2004). Furthermore,
violent oﬀenders tend to have a more chaotic lifestyle than sexual and
general oﬀenders (Craig et al., 2006). In combination with the fact that violent
offenders more often were diagnosed as suﬀering from a Cluster B PD, violent
oﬀenders could be more prone to strain as a result of interpersonal conﬂict
and a chaotic lifestyle than sexual oﬀenders. According to Agnew (1992),
strain leads to negative aﬀect and negative aﬀect has been found to inﬂuence
subjective QoL negatively (Baker & Intagliata, 1982; Diener & Suh, 1997).
The good lives model (GLM; Ward, 2002; Ward et al., 2007) oﬀers a
framework for constructing treatment for sexual oﬀenders, based on
positive psychology. Clinicians can try to motivate oﬀenders to pursue
more socially acceptable goals as personally meaningful and valuable
through insight into the value of alternative ways of living (Ward & Brown,
2004). Several cautionary remarks should be made here. First, a treatment
approach solely focussing on positive psychology can lead to inattention to
criminogenic needs, which caused the original criminal behaviour. Second,
sexual oﬀenders demonstrate higher subjective well-being than seems
plausible, based on their objective circumstances. Sexual oﬀenders are
known frequently to deny and minimise their oﬀences (Ward, Hudson, &
Marshall, 1995). This tendency may also be present in their subjective QoL
assessment. Third, the set of goods used in the GLM may reﬂect a set of
values based on a particular subset of the general population. Patients seem
to come from lower SES groups, whereas the goods used in the GLM may
be applicable to a middle class population and may not be as relevant to
individuals from other socioeconomic or cultural groups.
One of the weaknesses of this study is that only a small group of sexual
oﬀenders participated. In order to explore more fundamentally the concept
of QoL in this group, it would be useful to study a larger sample of sexual
oﬀenders, preferably diﬀerentiating between child molesters and rapists. The
objective of this study was to explore the QoL of a sample homogeneous with
regard to mental disorder. Diagnostic procedures can inﬂuence the reliability
and validity of psychiatric diagnoses; however, although the clinicians who
diagnosed these patients did not use standardised interviews, all had been
trained in diagnostic interviewing during their formal education.
When a patient enters treatment, one of the primary objectives is to
create a situation where treatment can have a positive eﬀect on the patient’s
life. For forensic patients, this often means creating order in the chaos.
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Violent patients seem to be more aware of the problem areas in their lives
than sexual oﬀenders. After assessing the objective problem domains, these
can be addressed in treatment. According to Slade et al. (2004), the QoL of
psychiatric outpatients can be inﬂuenced by assessing the unmet needs
formulated by patients. For violent patients, forensic treatment programs
tend to focus on impulse control and anger management, which are
legitimate and logical treatment targets. However, our study shows that by
administering a more general QoL measure at intake assessment, other
problem domains, which also require attention, may surface. For instance,
ﬁnances seem to be problematic for a large proportion of violent oﬀenders.
Forensic treatment should target speciﬁc life domains which have been
found to correlate with the risk of recidivism. Several dynamic factors, such
as having an intimate relationship (Odonne-Paolucci, Violato, & Schoﬁeld,
2000), work, a stable ﬁnancial situation (Gendreau, Goggin, & Gray, 2000),
and structured leisure activities (for adolescents; Hoge, Andrews, &
Leschied, 1996), can protect against future criminal behaviour. Treatment
cannot change a criminal history, but it can try to provide a favourable
starting point by helping forensic patients to change their objective
circumstances and aim towards a better life.
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