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Preventing relapse into violence and its destructive consequences among 
persistent re-offenders is a primary concern in forensic settings. The Risk-
Need-Responsivity framework models the best current practice for offender 
treatment, focused on building skills and changing pro-criminal cognitions. 
However, treatment effects are often modest, and the forensic context can 
obstruct the delivery of interventions. Developing treatments for offenders 
should focus on the best method of delivery to make “what works work.” Virtual 
reality (VR)-assisted treatments such as Virtual Reality Aggression Prevention 
Training (VRAPT) are a new and innovative approach to offender treatment. This 
pilot study followed 14 male violent offenders who participated in VRAPT in a 
Swedish prison context and measured changes from pre-treatment to post-
treatment and 3-month follow-up in targeted aggression, emotion regulation, 
and anger. It also investigated potential impact factors (pro-criminal cognitions, 
externalizing behaviors, psychosocial background, and childhood adverse 
experiences). In Bayesian linear mixed effects models, participants showed a high 
probability of change from pre-treatment to post-treatment and to follow-up on 
all outcome measures. All outcome measures demonstrated a low probability of 
change from post-treatment to follow-up. Analysis of reliable change showed 
that participants’ results ranged from recovery to deterioration. We discuss the 
implications of the study for VRAPT’s impact on the target group, those who 
might benefit from the approach, and suggested foci for future studies in the 
field of VR-assisted offender treatment. The study was preregistered at the 
International Standard Randomized Controlled Trial Number registry (https://
doi.org/10.1186/ISRCTN14916410).
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1. Introduction

Youth and adults cared for and incarcerated in various forensic 
institutions constitute a heterogeneous group with multifaceted 
problems in addition to crime, such as substance abuse and various 
psychological and psychiatric difficulties (1–3). Violent offenders stand 
out as a particularly important group to reach with risk-reducing 
interventions due to the destructive consequences of violence on victims 
and society (4). Persisting violence in high-risk offenders with early onset 
and complex needs such as personality disorders, substance abuse, and 
nonviolent criminality (5) is a challenge in forensic settings. Aggressive 
behaviors often persist in violent offenders with various mental disorders 
and problems with emotion regulation, impulsivity, and empathy. 
According to Smeijers et al. (6), research should focus on understanding 
the reciprocal relations of social information processing, emotions, and 
emotion regulation in violent offenders. Aggressive behaviors have been 
related to a lack of social problem-solving skills (7) and emotion 
dysregulation (8–10), which indicates various skill deficits among this 
group of offenders. Helping offenders with violent behavior learn anger 
control and interpersonal problem-solving skills may thus be especially 
important for reducing the risk for relapse in violent crime (11).

Interventions focused on violent offenders will be  affected by 
target group factors, potentially confounding the treatments’ impact. 
Such factors may be criminogenic needs, known but not properly 
addressed in the intervention, such as pro-criminal attitudes (12) and 
antisocial personality traits (13), but they can also include responsivity 
factors such as history of trauma (14) and psychiatric problems (3). 
Impact factors can also be related to how the treatment is facilitated 
(15), for instance the experience of presence in the virtual environment 
of Virtual Reality (VR)-assisted treatment (16). To increase the 
likelihood a treatment is effective and can handle the multifaceted 
problems among the group, treatment interventions should be based 
on the principles of risk, need, and responsivity (RNR; (15) for both 
adults (17, 18) and youth (19, 20). The RNR framework states that 
offender treatment should target individuals with the highest risk of 
relapse in crime (risk-principle), focus on dynamic risk factors 
associated with relapse (needs principle), and be adapted to general 
evidence of effective treatment and client-specific characteristics 
[responsivity principle (15)]. Understanding which needs are 
impacted by treatment and which needs, and responsivity factors 
impact treatment facilitation is crucial for treatment effectiveness.

Although cognitive behavioral treatment (CBT) programs for 
offenders has been supported by evidence to be effective in decreasing 
criminal recidivism (11, 21, 22), offenders’ often complex needs place 
high demands on individually adapted, yet evidence-based, 
interventions. Some of the key components of effective treatment for 
violent offenders are behavioral and skills training (e.g., emotion 
regulation and social skills) through role-plays based on social problem-
solving (22, 23). A recurring challenge in interventions provided in 
forensic institutions, however, is difficulties with contextual adaptation 
of such skills training. For both practical and safety reasons, it is difficult 
to create individually tailored practice situations in the forensic context. 
Thus, the generalization of skills is currently hampered in such 
institutions, presumably affecting the offenders’ rehabilitation back to 
society. There is an urgent need to develop clinical practice in forensic 
settings, for example, VR technology can provide new opportunities (24).

The use and knowledge of VR as a tool to deliver psychological 
treatment is developing rapidly in the fields of mental illness and 

offender rehabilitation. Its effects, which vary in nature and degree, 
have been demonstrated for several psychiatric disorders such as 
PTSD, social phobia, schizophrenia, specific phobia, and panic 
disorder (25). One study focusing on assessment of reactive aggression 
in students using immersive VR indicated that higher self-reported 
aggression was correlated to shorter reaction times for aggressive 
behavior in VR. The VR task was also a better predictor for past 
violence than self-assessment. This shows promise to VR-assessment 
in aggression and the authors concluded that future research in the 
area could be used for clinical samples such as violent offenders (26). 
VR-assisted treatment for offenders has been described as promising; 
adding VR as a complementary method to existing treatments creates 
opportunities for both adapted treatment (27) and controlled research 
(28). In a recent systematic review, the authors stated that immersive 
VR-assisted assessment and treatment is feasible and acceptable for 
offenders, but the evidence for implementing any specific VR 
intervention remains insufficient (29). In addition to being a tool for 
interventions, VR is also unique and powerful in creating immersive 
experiences that can lead to adaptations in responsivity. The two 
concepts at the heart of understanding the responsive nature of VR are 
immersion and presence (30). Immersion is best understood as the 
VR system’s ability to support natural contingencies for perception. 
Presence is the combination of place illusion, the sense of being in the 
virtual environment, and plausibility illusion, the sense that virtual 
events are actually happening (30, 31). The experiences of spatial 
presence, involvement, and realness are key factors in measuring 
presence in an immersive VR experience (16).

Virtual reality-focused research has approached offender treatment 
from various informative angles. In a study presenting a protocol for 
aggressive impulse management using the VR-GAIME system (32), 
Aggression Replacement Therapy (33) was evaluated in a randomized 
controlled trial with VR added on to impact approach and avoidance 
behaviors in provoking situations. In VR-GAIME, the participants 
receive training in decision-making with the task of avoiding disagreeable 
avatars and approaching agreeable avatars. This study thus aimed at 
investigating the effect of a motivational intervention on social threat, 
impacting automatic approach behaviors displayed by individuals high 
in trait anger (32). Another study investigated criminal expertise (34) 
using VR, comparing offenders with and without burglary experience 
with nonoffending community participants, showing that burglars 
demonstrated a distinct set of burglary skills in relation to the comparison 
groups. The study could have implications for offender treatment and 
further reveal the automatic and habitual nature of expertise in decision 
making (35). Virtual Reality Aggression Prevention Training (VRAPT) 
is an example of a newly developed VR-assisted treatment (36, 37) aimed 
to reduce reactive aggression in offenders. The program is CBT based 
and consists of 16 individual treatment sessions delivered once or twice 
a week, making the program 8–16 weeks long. VRAPT focuses on skills 
training in emotion recognition, emotion differentiation, problem-
solving, communication, and self-control of impulses and pro-violent 
cognitions. All sessions in VRAPT but the last include some sort of VR 
experience. The VR experience in VRAPT is expected to provide; skills 
training in environments not naturally found in the prison context, more 
intensive training sessions due to the immersive experience and tailored 
skills training addressing the needs of the participants to a higher degree 
than standard CBT-programs for offenders. All in all, the suggestion is 
that VR has the potential to make offender treatment more precise, 
intensive and resource efficient. The program starts with an introduction 
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to VRAPT and VR (Session 1), continues with assessment, emotion 
recognition, and differentiation (Sessions 2–6), skills training in role-play 
(Sessions 6–15), and ends with an evaluation of the treatment (Session 
16). Each session lasts 45–60 min, with 10–40 min per session in VR 
according to the manual (38, 39). In addition to in-session activities, 
VRAPT now also includes between-session assignments (40).

Virtual Reality Aggression Prevention Training was evaluated for 
forensic psychiatric patients in a multicenter RCT (37). The authors 
showed positive post-treatment effects on self-reported aggression and 
hostility, anger control skills, anger expression, and impulsiveness, but 
no effect on staff-reported aggression or long-term effects at the 
3-month follow-up. Possible reasons for the non-persistent results, the 
authors suggest, could be  that the model was based on the social 
information processing model, which does not consider trauma history; 
that the target group was heterogeneous in psychiatric disorders; that 
there was a lack of generalization in skills because homework was not 
assigned, and the scenarios in VR did not match the patients’ everyday 
life (37). In addition, self-assessment has limitations in a target group 
with cognitive deficits, behavioral skills were not explicitly measured, 
and the observational tools may not have been utilized optimally on the 
wards (37). The authors, however, recommended that future research 
focus on VR aggression treatment in other forensic populations such as 
clients in prison with aggressive behavior (37). VRAPT has subsequently 
been revised to address the initial RCT findings (40). It seems that 
VR-assisted interventions such as VRAPT can contribute to safer, 
ecologically valid, and effective interventions for violent offenders in 
forensic settings. Much work remains, however, to understand how 
VR-assisted offender treatment should be optimized.

1.1. Study design and research questions

The current study is a pilot study of the newly revised VRAPT (40) 
implemented in a prison setting. The study has a case-series within-
group design with pre-treatment, post-treatment, and 12-week post-
treatment follow-up measures. The overarching aim is to investigate 
the impact of VRAPT on key criminogenic needs related to aggressive 
behaviors, while highlighting important factors that may impact 
treatment outcomes, with the following specific research questions:

 I. How do emotion regulation abilities and strategies, aggression, 
and anger change over time in imprisoned violent offenders 
participating in VRAPT?

 II. Which important factors (e.g., experience of presence in the 
virtual environment, psychosocial background, psychiatric 
characteristics, pro-criminal attitudes, and prevalence of other 
externalizing behaviors including substance use) may impact 
the observed change over time in violent offenders?

2. Materials and methods

2.1. Sample

Participants were recruited from two medium- and high-security 
prisons in the Swedish prison and probation service (SPPS). To 
be included, possible participants had to (1) have a history of violent 

crime, (2) be sentenced to prison, (3) have been assessed with an 
increased risk (medium to high) of criminal recidivism, and (4) have 
an indicated need for treatment of aggression. Aggression was 
screened using pooled items from the risk and assessment tool Risk, 
Behov och Mottaglighetsbedömning (RBM_B) (41) with a cutoff value 
≥8 indicating the need for treatment. The maximum value for the 
pooled items was 24, and the within-group range was 8–19 (M = 14, 
SD = 3.76). Exclusion criteria were (1) inability to understand and 
provide informed consent, (2) major deficits in understanding the 
Swedish language preventing active participation, (3) epilepsy, (4) 
indications of acute psychosis, (5) intellectual disabilities (IQ < 70), (6) 
acute suicide risk, (7) current and serious security risks preventing 
safe participation, and (8) less than 10 weeks prison time remaining. 
The inclusion and exclusion processes were part of regular sentence 
planning, and investigative staff identified the potential candidates 
for participation.

A total of 18 male offenders were recruited to the study during the 
years 2020–2022. Before treatment started, one participant dropped 
out, and three more dropped out during treatment. Drop-outs were 
client-initiated (n = 3) or administrative (n = 1) due to the participant’s 
sudden transfer to a lower security prison where VRAPT was 
unavailable. The final sample thus consisted of 14 participants from 
the high-security (n = 6) and medium-security (n = 8) prisons. The 
participants were all violent offenders who had been assessed with a 
medium (n = 2) or high risk (n = 12) of relapse to criminality as 
measured by RBM-B. All participants had violence prevention 
programs as part of their prison treatment plan and were assessed by 
the study coordinator (first author DI) as eligible to participate 
in VRAPT.

Data on (1) current and past aggression, violence, and crime, (2) 
sociodemographic and psychosocial background, and (3) psychiatric 
problems, were collected from participants self-reports and structured 
data collection from file material.

2.2. Procedure

2.2.1. Data collection
Data were collected at four time points: (T0) Inclusion screening, 

(T1) pre-treatment (administered approximately 1 day to 1 week 
before start of treatment, adjusted after the participants’ possibility to 
begin), (T2) post-treatment, and (T3) 12-week post-treatment 
follow-up. See Table 1 for an overview of data collection sources at the 
different time points. To ensure the reliability of the data, participants 
were offered support by research staff in answering self-assessment 
forms. This was done in order to mitigate impact of potential 
responsivity factors (e.g., impulsivity, reading disabilities, or attention 
deficits) on answering performance, for example by portioning the 
text in the questions for better readability.

2.2.2. Virtual reality aggression prevention 
training

The mean amount of treatment weeks for the current VRAPT 
study was 17.5 weeks (SD 11.6, median 13.5), ranging from 7 to 
48 weeks. Only half of the VRAPT treatments followed the VRAPT 
protocol of 8–16 weeks of sessions due to the COVID-19 pandemic, 
general incidents at the involved prisons, and various logistical 
reasons. Two of the treatments were shorter than the stipulated 
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protocol (7 weeks) and 5 were longer, ranging 21–48 weeks. All 
participants received the same number of treatment sessions in 
accordance with the treatment protocol. Seven program facilitators 
were trained for the study, each of whom treated 1–5 participants, with 
a median of two participants per facilitator.

The VR environment was created with the software Social Worlds 
by CleVR using Oculus rift VR glasses, a high-performance laptop 
computer, a touch pad for the control of the VR environment, and a 
microphone and headphones for communicating with the participant 
in the VR environment. The software included three different 
functions that were used in VRAPT. The first function was “Walking 
around,” where the participant could get acquainted with the virtual 
world. The second function included two parts: “Emotion recognition” 
and “Emotion differentiation,” where the participant was introduced 
to avatars displaying different kinds of emotions. The participant was 
instructed to identify the correct emotions for the avatars. The third 
and final function that was used was real-time role-play where the 
program facilitator controlled the avatar’s speech using voice 
distortion, body language, and emotional responses. Each virtual 
environment (e.g., park, supermarket, home, office, and prison) had 
several different situations where the participant could meet between 
1 and 3 avatars.

2.2.3. Measures/instruments
Background data (e.g., psychosocial factors, criminal history, risk 

assessment, description of criminogenic needs, reports of misconduct, 
and individual plan for ongoing sentence) were collected from SPPS 
file materials. As a part of file data from RBM-B, we used the Drug Use 
Disorder Identification Test (42) and the Alcohol Use Disorder 
Identification Test (43) and the following self-assessment instruments 
for the different time points from pre-treatment to follow-up (see 
Table 1).

2.2.3.1. Aggression questionnaire-revised Swedish version
Aggression questionnaire is a self-assessment tool of aggression 

and hostile behavior containing 29 items spanning over four different 
factors: Physical aggression (PA), Verbal aggression (VA), Anger 

(AN), and Hostility (HS) (44). The items in the AQ-RSV version are 
measured on a five-point Likert scale (1 = least characteristic; 5 = most 
characteristic) (45). AQ is a highly used self-assessment instrument 
for aggression and has shown good psychometric properties [global 
internal consistency: alpha = 0.89 (44); and good generalizability to 
both the general population (46) and to prison samples (47)]. AQ-RSV 
has been shown as robust in translation and in a Swedish context (45).

2.2.3.2. Difficulties in emotion regulation scale
Difficulties in emotion regulation scale is a self-assessment tool 

containing 36 items that measure 6 dimensions of emotion recognition 
and regulation: Nonacceptance, Goals, Impulse, Awareness, Strategies, 
and Clarity (48). The items are measured on a five-point Likert scale 
(1 = almost never, 2 = sometimes, 3 = half the time, 4 = often, and 
5 = almost always). The psychometric properties have shown high 
internal consistency, good test–retest reliability, adequate construct 
and predictive validity (48), good internal consistency and clinical and 
predictive utility when used with an adult sample with emotional 
disorders (49).

2.2.3.3. State–trait anger expression inventory-2-S
State–Trait Anger expression Inventory is a self-assessment of 

anger, both current and habitual, containing 57 items on the State–
Trait anger scale (STAS) and the Anger expression scale (AX) (50). 
The items are measured on a four-point Likert scale for both State 
Anger items (1 = not at all, 2 = a little, 3 = rather, and 4 = very) and Trait 
Anger items (1 = almost never, 2 = sometimes, 3 = often, and 4 = almost 
always). STAXI-2 is one of the most commonly used instruments for 
assessing anger (51). The instrument, which is a revision of the STAXI 
(52), has excellent psychometric qualities in assessing anger (53). The 
adapted Swedish version, STAXI-2-S, has demonstrated good 
construct validity and appropriate reliability (54).

2.2.3.4. Externalizing spectrum inventory-brief form
Externalizing spectrum inventory-brief form provides a self-

assessment of lifetime externalizing behaviors and contains 160 
questions. ESI-BF (55) was developed from the conceptualization of the 

TABLE 1 Missing data on study measures at data collection points.

Measures Missing at pre-treatment Missing at post-treatment, n Missing at follow-up, n

AQ-RSV (Pre-treatment–follow-up) N/A 2 3

DERS (Pre-treatment–follow-up) N/A 2 3

STAXI-2-S (Pre-treatment–follow-up) N/A 2 3

ESI-BF (Pre-treatment) N/A N/A N/A

CTQ-SF (Pre-treatment) N/A N/A N/A

DSM-XC (Pre-treatment) N/A N/A N/A

MCAA—part B (Pre-treatment) N/A N/A N/A

IPQ (Post-treatment) N/A 2 N/A

IPQ subscales Internal missing, n

Full scale 3

Spatial presence 3

Involvement 3

Realness 2

Global presence 3
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externalizing spectrum to provide a more fine-grained assessment of 
impulsiveness/recklessness, substance abuse, and antisocial/aggressive 
behaviors (56). The items are measured on a four-point Likert scale 
(1 = true, 2 = partly true, 3 = partly false, and 4 = false) and summarized 
across the whole scale and on the subscales General Disinhibition (GD), 
Callous Aggression (CA), and Substance Abuse (SA). The factor 
structure for the ESI-BF was not confirmed when looking at a sample 
in a Dutch context, which the authors concluded could be  due to 
cultural differences (56). The criterion validity analysis indicates that the 
ESI-BF could be  more useful as a tool for prediction than as a 
measurement (56). A study on Swedish forensic psychiatric patients 
found that ESI-BF showed good to adequate reliability and internal 
consistency and good criterion validity, but an unclear structural fit (57).

2.2.3.5. Childhood trauma questionnaire-short form
Childhood trauma questionnaire-short form is a self-assessment of 

traumatic childhood circumstances, containing 28 items covering several 
types of childhood maltreatment and abuse (58). The items are measured 
on a five-point Likert scale (1 = never true, 2 = seldom true, 3 = sometimes 
true, 4 = often true, and 5 = very often true) and organized into five 
trauma types: emotional abuse, physical abuse, sexual abuse, emotional 
neglect, and physical neglect, which are assessed as either none 
(minimal); low to moderate; moderate to severe; or severe to extreme 
(58). CTQ is a well-established test of childhood trauma showing good 
psychometric properties (59), with research needed on test–retest 
reliability, measurement error, and criterion validity (60). CTQ 
demonstrates a strong level of evidence regarding adequate internal 
consistency, reliability, content validity, structural validity, and convergent 
validity, with CTQ-SF as a good alternative (61).

2.2.3.6. DSM-5 self-rated level 1 cross-cutting symptom 
measure

DSM-5 self-rated level 1 cross-cutting symptom measure provides a 
23-item self-assessment of 13 domains of mental illness important to 
psychiatric diagnostics (62). Each item focuses on how often during the 
last 2 weeks; the participant has been bothered by the symptoms. The 
items are measured on a five-point Likert scale (0 = none or not at all; 
1 = slight or rare, less than a day or two; 2 = mild or several days; 
3 = moderate or more than half the days; and 4 = severe or nearly every 
day). When using DSM-XC, a rating of mild (i.e., 2) or greater on any 
item in 10 of the domains (depression, anger, mania, anxiety, somatic 
symptoms, sleep problems, memory, repetitive thoughts and behaviors, 
dissociation, and personality functioning) may guide decisions about 
additional assessments (62). For substance use, suicidal ideation, and 
psychosis, a rating of slight (i.e., 1) or greater on any item within the 
domain may serve the same purpose (62). The psychometric properties 
of DSM-XC were evaluated through the field trials of DSM-5 (63–65) and 
found to have adequate test–retest reliability for all items except the two 
on mania (64). When evaluated as a screening tool on a sample of healthy 
adults, the conclusion was that the DSM-XC proved to have a good 
specificity (66). However, DSM-XC was not developed as a screening 
tool; it can, however, be a good instrument for transdiagnostic assessment 
in research and clinical use (66).

2.2.3.7. Measures of criminal attitudes and associates  
part B

Measures of criminal attitudes and associates gives a self-assessment 
of pro-criminal attitudes, containing 46 items measured across the areas 

of Violence, Entitlement, Antisocial Intent, and Attitudes Toward 
Associates (12). The items are measured on a four-point Likert scale 
(1 = disagree, 2 = undecided, 3 = agree, and 4 = agree completely) in the 
Swedish version of the questionnaire (67). The scale has shown 
acceptable levels of reliability and validity in a sample of incarcerated 
males (12), and when translated to Swedish and evaluated with an 
offender sample and a public sample, it showed satisfactory 
psychometric properties (67). MCAA has shown good predictive 
validity for relapse to both general and violent crime (68), and it is useful 
in understanding the dynamic risk factor of criminal attitudes (12, 68).

2.2.3.8. Igroup presence questionnaire
Igroup presence questionnaire, used as a self-assessment of 

presence in the virtual environment, contains 14 items across three 
subscales: Spatial presence, Involvement, and Realness (16). The items 
are measured on a seven-point Likert scale, with higher ratings 
indicating a higher degree of experienced presence in VR. IPQ has 
shown good internal consistency across several translations (16, 
69, 70).

2.3. Statistical analysis

R (version 4.2.1) was used for all statistical analysis. We analyzed 
change over time using robust Bayesian linear mixed effects models, 
with participant ID as the random effect. All Bayesian statistical 
models were specified using the R package brms (71), interfacing R 
with the Stan probabilistic programming language (72). Robustness 
was achieved using Student t likelihood (73), which alleviates the 
impact of potential outliers. Furthermore, all priors were chosen to 
be  weakly informative and to thus having negligible impact on 
obtained estimates while still providing moderate regularization (74). 
Model sampling using Markov Chain Monte Carlo (MCMC) was 
conducted using four chains with 4,000 iterations each. All models 
converged well, with Gelman-Rubin diagnostics (R-hat) of 1.00 (75).

Results from Bayesian analyses are presented as the median 
posterior estimate of change between the time points, with the 
associated 90% highest density interval (HDI) presented within square 
brackets. The 90% HDI may be  interpreted such that it has a 90% 
probability of containing the actual value. Since there is no notion of 
statistical significance in Bayesian statistics, we  followed guidelines 
suggesting that a probability of 90% or higher can be considered very 
likely (76). We therefore considered an estimated change as robust if the 
90% HDI did not contain zero and was very likely different from zero. 
In addition, we also calculated the probability of direction (PD), which 
is the probability, ranging from 50 to 100%, that the estimated change is 
either positive or negative (77). Since we were interested in lowered 
scores for all outcomes, we present the probability of the estimated 
change being negative. The PD has a 1:1 numerical correspondence with 
frequentist p values such that Ptwo − sided = 2 × (1 − PD).

We investigated the impact of potential confounding factors 
separately by including each potential confounder as a covariate for 
each outcome. The leave-one-out cross-validated expected log 
predictive density (ELPDLOO) (78); was then used to quantify and 
compare model fit. The relative model fit measure ELPDLOO provides 
an estimate of predictive accuracy for the model’s out-of-sample fit 
compared to another model fit on the same data, but with a different 
set of variables. We multiplied obtained values by 1, so that lower 
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values of ELPDLOO indicated better model fit. Differences in ELPDLOO 
of <4 points are generally considered unreliable and of no clear 
predictive advantage, thus favoring the least complex model (79).

Finally, we conducted supplementary analysis using the reliable 
change index (RCI) developed by Jacobson and Truax (80) to further 
explore the direction of individual change. RCI is the individual post-
treatment or follow-up measurement subtracted by the individual 
pre-treatment measurement divided by the standard error of the 
change between measures and is calculated by the following formulas:

 
RCI X X

Sdiff
=

−2 1

 S Sdiff E= ( )2 2

Standard error (SE) was calculated by multiplying the standard 
deviation for a normal population times the square of 1 – the 
instrument’s internal consistency:

 SE S rxx= −1 1

According to the authors, a reliable change beyond ±1.96 is 
unlikely with an alpha level of p < 0.05 without a real change, therefore 
this indicates reliable change. The best cutoff for change indicating a 
move from a pathological level to a normal level uses the C criteria 
(80). Cutoff C is calculated using the SD for the clinical group 
multiplied by the mean for the normal population and adding this 
with the SD for the normal population multiplied by the mean for the 
clinical group divided by the added SDs from the normal population 
and clinical group. The calculation uses the following formula:

 
CutoffC

SD xM SD xMclinical non clinical non clinical clinica=
( ) +− − ll

clinical non clinicalSD SD
( )

+( )−

Based on RCI and cutoff, participants were divided into the 
categories Recovered (those who passed the cutoff and made a reliable 
change), Improved (those who did not pass the cutoff but made reliable 
change), Unchanged (neither passed the cutoff nor made a reliable 
change), and Deteriorated (made a reliable change, but in the wrong 
direction) (80). Participants below cutoff at pre-treatment, but who 
showed a reliable change were assigned to the Improved category. 
Missing values at post-treatment and follow-up assigned the 
participant to the Unchanged category. Due to missing data, reliable 
change was true for different participants for different time points.

3. Results

3.1. Sample characteristics

The mean age of the participants was 29 years (SD = 8.1, 
median = 28.5, range 20–49). The majority (71%, n = 10) were 
20–30 years old. Most (64%, n = 9) had a high school degree, while 
21% (n = 3) lacked that qualification. Two participants had a degree 
from senior high school. Fewer than half (43%, n = 6) owned their own 
homes at the time of imprisonment, and an equal number (43%, n = 6) 

were homeless. Two participants had temporary living conditions 
outside of prison. Almost all participants (93%, n = 13) had no work 
outside prison; only one worked or studied part-time. Foster home 
placement prior to age 18 was uncommon (valid for only 21%, n = 3). 
Repeated misbehavior before age 15 was, however, common (57%, 
n = 8), with occasional misbehavior being the second most common 
category (21%, n = 3), followed by mainly well-behaved (14%, n = 2) 
and unknown (7%, n = 1).

For self-reported mental health, overall and across all DSM-XC 
domains, 71% (n = 10) of participants were eligible for some sort of 
additional assessment. The number of domains above the cutoff for 
additional assessment ranged 1–11 for the whole sample, with a 
median of four domains above cutoff per participant. The most 
common domains above cutoff were depression and mania (50%, 
n = 7). Four participants had at least one domain reported as severe, 
with a range of 1–8 domains. See Table  2 for individual variety 
across domains.

File data on mental health showed that 50% (n = 7) had a 
diagnosis of mental disorder, with the most common being 
ADHD (43%, n = 6). Other indexed diagnoses were personality 
disorder (7%, n = 1), personality disorder due to organic brain 
damage (7%, n = 1), post-traumatic stress syndrome (7%, n = 1), 
and depression (7%, n = 1). In addition, various undiagnosed 
aspects of mental illness registered were anxiety and panic 
attacks, depressive mood, recurring nightmares, and a history of 
suicidal ideation. A total of 36% (n = 5) had no registered mental 
illness, and 14% (n = 2) had unspecified (depressive, anxiety) 
mental illness. Most of the group (79%, n = 11) had no history of 
suicide attempts and none of the participants had attempted 
suicide within the last year. Diagnoses of substance abuse 
disorders (29%, n = 4) and alcohol abuse disorder (7%, n = 1) were 
uncommon in the sample. However, 64% (n = 9) of the 
participants scored >0 on the DUDIT measure (81), with a mean 
of 20 (SD = 13.03 and median = 17) and a range of 3–40. A score 
of <6 on the DUDIT is an indication of substance use problems, 
and a score of ≥25 indicates that substance abuse syndrome is 
probable (82). The most common drug used in the entire sample 
was cannabis (64%, n = 9), followed by cocaine (43%, n = 6). Many 
participants had a history of using various drug (57%, n = 8). A 
total of 64% (n = 9) scored >0 on the AUDIT measure (83) with a 
mean of 8.1 (SD = 5.37; median = 10) and a range of 1–18. The 
mean for the subsample is in the zone indicating risky alcohol 
consumption (a score of 8–15) and the range carries over to the 
zone of problematic alcohol consumption (a score of 16–19) (82).

The participants’ index crimes comprised 1–8 different offenses, 
covering a total of 31 different categories of offenses (e.g., attempted 
murder, murder, robbery, aggravated robbery, drunk driving, theft, 
and minor and major drug offenses). The most common index crime 
was robbery. The length of prison sentence ranged from 7 months to 
life imprisonment, and the range of prior prosecutions was 1–25 
(M = 10.78, median = 10). For a summary of the participants’ 
additional antisocial history and behaviors, see Table 3.

Misconduct during imprisonment was measured both before 
and during the VRAPT trial. A large proportion of the sample 
(79%, n = 11) had reported or suspected acts of misconduct prior 
to the pre-treatment measure, with ranges of 0–10 for reported 
misconduct (M = 3, SD = 3.11) and 0–8 for suspected misconducts 
(M = 2.85, SD = 2.68). Together, the range of reported and 
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suspected misconducts was 0–18 (M = 5.85, SD = 5.05). No 
criminal acts were committed during imprisonment, and the 
number of participants with reports of violence (14%, n = 2) or 
suspected violence (14%, n = 2) was small. One participant, 
however, was responsible for nine acts of reported violence prior 
to the pre-treatment measure and another had three acts of 
suspected violence.

Externalizing behaviors, childhood adverse events, and 
pro-criminal attitudes as measured by the ESI-BF, CTQ-SF, and 
MCAA are presented in Table 4.

3.1.1. Time spent and presence in the virtual 
environment

The mean time spent in the virtual environment in a session was 
estimated by the participants as 24.5 min (range 10–45, SD = 10.12). 
Because the experience of presence as measured by the IPQ was 
severely skewed, we used the median and interquartile range (IQR) 
for this measure. The results were highly variable and ranged from 
−1.5 to 6. Average score for spatial presence was 6 (IQR = 0.5–8), 
general presence 2 (IQR = 1–3), involvement 1 (IQR = −4.5–4.5), and 
experienced realism −1.5 (IQR = −3–2).

3.2. Change in aggression, emotion 
regulation, and anger following VRAPT

3.2.1. Aggression
The estimated change in AQ-RSV scores from pre-treatment to 

post-treatment was 8.5 [1.16, 15.88], and the estimated change from 
pre-treatment to follow-up was 9.03 [1.4, 17.05]. There was no robust 
difference between post-treatment and follow-up (0.38 [−7.67, 8.25]). 
The probability that AQ-RSV scores were lower at post-treatment than 
at pre-treatment was 97.45%, and the probability that AQ-RSV scores 
were lower at follow-up than at pre-treatment was 96.74%. Figure 1 
demonstrates changes in aggression as measured by AQ-RSV for the 
whole sample over all measure points.

The AQ-RSV trajectories of individual participants from 
pre-treatment to follow-up can be described as either decreasing 
at each measure point (n = 2), increasing at each measure point 
(n = 1), or showing variability in increase and decrease (n = 6). 
Two participants lacked post-treatment data but showed a 
general, decreasing curve, while three others also lacked 
follow-up data, but showed a decreasing trend between 
pre-treatment and post-treatment.

TABLE 2 DSM-XC variety in domains.

DSM-XC domains None, n Slight, n Mild*, n
Moderate, 

n
Severe, n Total, N

Above 
cutoff, %

Depression 5 2 N/A 4 3 14 50

Anger 2 6 2 1 3 14 43

Mania 4 3 2 5 N/A 14 50

Anxiety 6 3 4 N/A 1 14 36

Somatic symptoms 7 3 1 2 1 14 29

Sleep problems 5 3 3 2 1 14 43

Memory 9 2 3 N/A N/A 14 21

Repetitive thoughts and behaviors 8 3 1 1 1 14 21

Dissociation 7 5 N/A N/A 2 14 14

Personality functioning 10 2 N/A 1 1 14 14

DSM-XC domains None Slight** Mild Moderate Severe Total
Above 
cutoff

Substance use N/A N/A N/A N/A N/A 14 N/A

Suicidal ideation N/A N/A N/A N/A N/A 14 N/A

Psychosis N/A N/A N/A 1 N/A 14 7%

*Cutoffs indicate depression, anger, mania, anxiety, somatic symptoms, sleep problems, memory, repetitive thoughts and behaviors, dissociation, personality functioning. **Cutoffs indicate 
substance use, suicidal ideation, and psychosis.

TABLE 3 Antisocial history and behaviors.

Antisocial history and behaviors (N  =  14)

Family members convicted of a violent crime: n ≥2: 3 1: 2 0: 9

Prior SPPS sentence: n Yes: 9 No: 5

Prior prosecutions: n ≥2: 9 1: 3 0: 2

  violent crimes: n ≥2: 8 1: 2 0: 4

Age of 1st prosecution, years: n <18: 8 18–20: 3 >21: 3

-age of first prosecution for violent offense, years: n <18: 3 18–20: 4 >21: 7

Institutionalizations for misconduct: n >2: 2 1: 6 0: 6
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Three participants showed higher aggression levels at follow-up 
than at pre-treatment. The rest of the sample (n = 11) had either lower 
aggression at follow-up than at pre-treatment (n = 8) or incomplete 
data for follow-up (n = 3). Stated differently, 73% of the participants 
with valid data showed decreased aggression between pre-treatment 
and follow-up.

Reliable change (RC) between pre-treatment and post-
treatment as indicated by a value greater than ±1.96 was true for 
seven participants with complete pre-treatment and post-
treatment measures. Three of these participants had a 

post-treatment value under the calculated cutoff value (84.7), 
indicating a status of recovered, and three showed an RC but did 
not cross the cutoff, indicating an improved status. One 
participant was in the Deteriorated category. The rest of the 
sample (n = 7) was unchanged. See Table 5 for complete RC data 
between pre-treatment to post-treatment.

Reliable change from pre-treatment to follow-up was true for 
eight participants with complete pre-treatment and follow-up data. Of 
these, 2 were classified as Recovered, 4 as Improved, and 1 as 
Deteriorated. The rest of the sample was Unchanged (n = 7). See 

TABLE 4 Outcome measures and impacting factors at pre-treatment for the whole sample (N  =  14).

Measures Mean SD Range

AQ-RSV 94.4 23.4 39–124

DERS 92.9 23.5 44–120

STAXI-State 24 11.9 15–51

STAXI-Trait 24.7 8.1 11–39

STAXI-AX 53.9 17.9 13–76

ESI-BF 254.4 71 110–343

  General disinhibition 36 12.7 13–51

  Callous aggression 31.4 9.2 15–44

  Substance abuse 25.9 8.9 12–38

CTQ-SF 60.5 6.9 50–72

  Emotional abuse 8.1 (none–low) 3.7 5–15 (none–moderate)

  Physical abuse 9.5 (low–moderate) 3.9 5–16 (none–severe)

  Sexual abuse - - -

  Emotional neglect 17.1 (moderate–severe) 4.9 8–25 (none–severe)

  Physical neglect 13 (severe) 2 10–17 (low–severe)

MCAA 128.1 29.4 70–160

FIGURE 1

(A) Individual trajectories showing observed values of AQ-RSV score across timepoints. (B) Model-based estimate of AQ-RSV score across timepoints, 
with associated 90% highest density interval. (C) Model-based change in AQ-RSV score between timepoints, with associated 90% highest density 
interval. (D) Posterior distribution of estimated difference in AQ-RSV score from pre-treatment to post-treatment. (E) Posterior distribution of estimated 
difference in AQ-RSV score from pre-treatment to follow-up. (F) Posterior distribution of estimated difference in AQ-RSV score from post-treatment 
to follow-up.

https://doi.org/10.3389/fpsyt.2023.1239066
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Ivarsson et al. 10.3389/fpsyt.2023.1239066

Frontiers in Psychiatry 09 frontiersin.org

Table  6 for complete AQ-RSV RC data from pre-treatment to 
follow-up.

3.2.2. Difficulties in emotion regulation
The estimated change in DERS score from pre-treatment to post-

treatment was 18.37 [10.65, 26.53], and the estimated change from 
pre-treatment to follow-up was 15.6 [7.39, 23.94]. There was no robust 
difference between post-treatment and follow-up (−2.76 [−11.02, 
5.67]). The probability that DERS scores were lower at post-treatment 
than at pre-treatment was 99.99%, and the probability that DERS 

scores were lower at follow-up than at pre-treatment was 99.89%. 
Change in emotion regulation difficulties for the sample as measured 
by DERS is demonstrated in Figure 2.

Different individual trends between pre-treatment to follow-up 
were evident, with emotion dysregulation either decreasing at every 
measure point (n = 1) or showing variability in increase and decrease 
(n = 8). Of two participants lacking post-treatment data, one showed 
a decrease and the other an increase in emotion dysregulation from 
pre-treatment to follow-up, and three others lacked follow-up data but 
showed a decreasing trend from pre-treatment to post-treatment. 

TABLE 5 Reliable change and cutoffs on outcome measures between pre- and post-treatment.

Measure RC  >± 1.96* Cutoff
Recovered, n 

(%)
Improved, n 

(%)
Unchanged***, 

n (%)
Deteriorated  

n (%)

Below cutoff at 
pre-treatment 

n (%)

AQ-RSV −17.3–2.9 84.7 3 (21) 3 (21) 7 (50) 1 (7) 4 (29)

DERS −30.7–3.0 85 4 (29) 5 (36) 4 (29) 1 (7) 4 (29)

STAXI-Trait −15.2–(−2.2) 20.9 3 (21) 7 (50) 4 (29) N/A 4 (29)

STAXI-AX −24.5–3.2 42.2 6 (42) 4 (29) 3 (21) 1 (7) 3 (21)

*SE and Sdiff: AQ-RSV = 1.85 and 2.62 (IC = 0.89**), DERS = 1.45 and 2.05 (IC = 0.93**), STAXI-Trait = 0.65 and 0.92 (IC = 0.88**), and STAXI-Anger Expression Index = 1.57 and 2.2 
(IC = 0.88**). **AQ-RSV (44), DERS (48), and STAXI-2 (50). ***Missing Post-treatment data: n = 2.

TABLE 6 Reliable change and cutoffs on outcome measures between pre-treatment and follow-up.

Measure RC  >± 1.96* Cutoff
Recovered n 

(%)
Improved n 

(%)
Unchanged*** 

n (%)

Deteri-
orated n 

(%)

Below cutoff at 
pre-treatment 

n (%)

AQ-RSV −10.3–8.4 84.7 2 (14) 4 (29) 7 (50) 1 (7) 4 (29)

DERS −18.5–2.9 85 4 (29) 4 (29) 5 (36) 1 (7) 4 (29)

STAXI-trait −11.9–5.4 20.9 3 (21) 3 (21) 7 (50) 1 (7) 4 (29)

STAXI-AX −16.4–5 42.2 4 (29) 4 (29) 5 (36) 1 (7) 3 (21)

*SE and Sdiff: AQ-RSV = 1.85 and 2.62 (IC = 0.89**), DERS = 1.45 and 2.05 (IC = 0.93**), STAXI-Trait = 0.65 and 0.92 (IC = 0.88**), STAXI-Anger Expression Index = 1.57 and 2.2 (IC = 0.88**). 
**AQ-RSV (44), DERS (48), and STAXI-2 (50). ***Missing Follow-up data: n = 3.

FIGURE 2

(A) Individual trajectories showing observed values of DERS score across timepoints. (B) Model-based estimate of DERS score across timepoints, with 
associated 90% highest density interval. (C) Model-based change in DERS score between timepoints, with associated 90% highest density interval. 
(D) Posterior distribution of estimated difference in DERS score from pre-treatment to post-treatment. (E) Posterior distribution of estimated difference 
in DERS score from pre-treatment to follow-up. (F) Posterior distribution of estimated difference in DERS score from post-treatment to follow-up.
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Overall, two participants showed an increased level of emotion 
dysregulation from pre-treatment to follow-up. The rest of the sample 
(n = 12) had either incomplete data at follow-up (n = 3) or lower (n = 9) 
emotion dysregulation at follow-up than at pre-treatment. Thus, 
approximately 82% of the participants with valid follow-up data 
showed a decrease in emotion dysregulation from pre-treatment to 
follow-up.

Reliable change between pre-treatment and post-treatment as 
indicated by a score greater than ±1.96 was true for 10 participants 
with complete pre-treatment and post-treatment measures. Four of 
these participants had a post-treatment value under the calculated 
cutoff (84), indicating a Recovered status and five had a RC value 
above cutoff, indicating an Improved status. One participant had a 
Deteriorated status from pre-treatment to post-treatment. The rest of 
the sample (n = 4) was Unchanged. See Table 5 for complete data on 
DERS RC between pre-treatment and post-treatment.

Reliable change from pre-treatment to follow-up was true for nine 
participants with complete pre-treatment and follow-up measures. Of 
these, four were classified as Recovered, four as Improved, and one as 
Deteriorated. The rest of the sample was Unchanged (n = 5). See 
Table 6 for complete data on DERS RC between pre-treatment and 
follow-up.

3.2.3. Anger

3.2.3.1. State anger
Due to the low variance in the STAXI-State score, this subscale 

could not be used in the mixed effects models and was therefore left 
out of the analysis on probability of change between time points. For 
consistency, the STAXI-State score was also kept out of the 
RCI analyses.

Between pre-treatment and post-treatment, anger scores 
decreased at every time point (n = 1), varied between increasing and 

decreasing (n = 6), or showed no variability at all (n = 2). Of the three 
participants who lacked follow-up data, two showed a decrease in 
anger from pre-treatment to post-treatment, and one showed no 
trend. Of the two participants who lacked post-treatment data, both 
showed no trend between pre-treatment and follow-up. At follow-up, 
the sample had either incomplete data (n = 3), increased state anger 
(n = 1), no change (n = 3), or decreased state anger (n = 5) since 
pre-treatment. In other words, 45% of the sample with valid follow-up 
data showed decreased levels of state anger between pre-treatment and 
follow-up.

3.2.3.2. Trait anger
The estimated change in STAXI-Trait score from pre-treatment to 

post-treatment was 4.46 [2.51, 6.51], and the estimated change from 
pre-treatment to follow-up was 3.05 [0.97, 5.21]. There was no robust 
difference between post-treatment and follow-up (−1.43 [−3.48, 
0.81]). The probability that STAXI-Trait scores were lower at post-
treatment than at pre-treatment was 99.95%, and the probability that 
STAXI-Trait scores were lower at follow-up than at pre-treatment was 
98.92%. Figure 3 demonstrates changes in trait anger as measured by 
STAXI-trait for the whole sample over all measure points.

Between pre-treatment and follow-up, members in the sample 
were either decreasing in trait anger at every measure point (n = 1) or 
showed variability in increase and decrease (n = 8). Three participants 
lacked follow-up data, and all of them showed a decrease between 
pre-treatment and post-treatment. Two participants lacked post-
treatment data, with one showing an increasing trend and the other a 
decreasing trend between pre-treatment and follow-up. The sample 
had either incomplete data for follow-up (n = 3) or increased (n = 2) or 
decreased (n = 9) levels of state anger at follow-up than at 
pre-treatment. In other words, 64% of the sample with valid follow-up 
data showed decreased levels of state anger between pre-treatment and 
follow-up.

FIGURE 3

(A) Individual trajectories showing observed values of STAXI-Trait score across timepoints. (B) Model-based estimate of STAXI-Trait score across 
timepoints, with associated 90% highest density interval. (C) Model-based change in STAXI-Trait score between timepoints, with associated 90% 
highest density interval. (D) Posterior distribution of estimated difference in STAXI-Trait score from pre-treatment to post-treatment. (E) Posterior 
distribution of estimated difference in STAXI-Trait score from pre-treatment to follow-up. (F) Posterior distribution of estimated difference in STAXI-Trait 
score from post-treatment to follow-up.
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Reliable change between pre-treatment and post-treatment as 
indicated by a score greater than ±1.96 was true for 10 participants 
with complete pre-treatment and post-treatment measures. Three of 
these showed a change below the cutoff (20.9), indicating a Recovered 
status after the treatment, and seven showed a change that did not 
drop below the cutoff, indicating an Improved status. The rest of the 
sample (n = 4) was Unchanged. All the unchanged participants were 
under the calculated cutoff at pre-treatment. No participant 
deteriorated in trait anger between pre-treatment and follow-up. See 
Table  5 for complete RC data between pre-treatment and 
post-treatment.

Reliable change between pre-treatment and follow-up was true for 
seven participants with complete pre-treatment and follow-up 
measures. Of these, three participants were classified as Recovered, 
three as Improved, and one as Deteriorated. The rest of the sample was 
Unchanged (n = 7). See Table  6 for complete RC data between 
pre-treatment and follow-up.

3.2.3.3. Anger expression
The estimated change in STAXI-AX Index score from 

pre-treatment to post-treatment was 17.43 [11.28, 23.39], and the 
estimated change from pre-treatment to follow-up was 11.18 [5.08, 
18.02]. There was no robust difference between post-treatment and 
follow-up (−6.3 [−12.58, 0.37]). The probability that STAXI-AX 
Index scores were lower at post-treatment compared to 
pre-treatment was >99.99%, and the probability that STAXI-AX 
Index scores were lower at follow-up compared to pre-treatment was 
99.75%. Figure  4 demonstrates changes in anger expression as 
measured by STAXI-AX Index for the whole sample over all 
measure points.

Different trends between pre-treatment and follow-up in the 
sample showed a decrease every measure point (n = 1) or variability 
between increase and decrease (n = 8). Of the three participants who 

lacked follow-up data, two showed a decrease between pre-treatment 
and post-treatment, and a single participant showed an increasing 
trend. Two participants lacked post-treatment data but showed a 
decreasing trend from pre-treatment to follow-up. The sample had 
incomplete data for follow-up (n = 3), increased state anger (n = 1), no 
change (n = 2), or decreased state anger (n = 8) between pre-treatment 
and follow-up. In other words, 57% of the sample with valid follow-up 
data showed decreased levels of anger expression between 
pre-treatment and follow-up.

Reliable change between pre-treatment and post-treatment as 
indicated by a score greater than ±1.96 was true for 11 participants 
with complete pre-treatment and post-treatment measures. Six of 
these showed a change below the cutoff (42.2), indicating a 
Recovered status post-treatment, four showed no change below 
cutoff and were Improved, and one participant was Deteriorated. 
The rest of the sample (n = 3) was Unchanged. Three participants 
were under the calculated cutoff at pre-treatment. See Table 5 for 
complete RC data.

Reliable change between pre-treatment and follow-up was true for 
nine participants with complete pre-treatment and follow-up 
measures. Of these, four participants were Recovered, four were 
Improved, and one was Deteriorated. The rest of the sample was 
Unchanged (n = 5). See Table  6 for complete RC data between 
pre-treatment and follow-up.

3.3. Possible factors impacting outcome 
from VRAPT

Analysis of potential confounding factors revealed no impact on 
the model’s predictive performance for any confounding factor, 
regardless of outcome, with none of the ELPDLOO values showing a 
change of at least four points. The base model, without any impacting 

FIGURE 4

(A) Individual trajectories showing observed values of STAXI AX Index score across timepoints. (B) Model-based estimate of STAXI AX Index score 
across timepoints, with associated 90% highest density interval. (C) Model-based change in STAXI AX Index score between timepoints, with associated 
90% highest density interval. (D) Posterior distribution of estimated difference in STAXI AX Index score from pre-treatment to post-treatment. 
(E) Posterior distribution of estimated difference in STAXI AX Index score from pre-treatment to follow-up. (F) Posterior distribution of estimated 
difference in STAXI AX Index score from post-treatment to follow-up.
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factors, thus exhibited the best predictive performance. Results are 
visualized in Figure 5.

Reliable change analyses identified participants as either 
Recovered, Improved, Unchanged, or Deteriorated. In terms of 
impacting factors, the group that Deteriorated on at least one outcome 
measure (n = 4, 29% of N) was assessed as interesting for further 
exploratory analysis. The Deterioration group showed lower values 
across all measures except STAXI-State anger (equal) and ESI-BF SA 
and CTQ-SF (both higher). The CTQ-SF subscales showed that the 
Deterioration group had less experience of physical abuse (none–low) 
and more experience of emotional and physical neglect (moderate–
severe) than the rest of the sample. See Table 7 for outcome measures 
and factors impacting the deterioration group.

4. Discussion

In this pilot study on violent offenders undergoing VRAPT 
treatment, we could estimate that a decrease in emotion dysregulation, 
aggression, and trait anger as well as anger expression was very likely 
(> 95% probability across all outcome measures) to occur between 

pre-treatment to post-treatment and follow-up. We could also show 
RC at a Recovered or Improved level for just under half or slightly 
more than two-thirds of the sample, respectively. However, no robust 
difference was demonstrated between post-treatment and follow-up 
and no robust impact of potential impacting factors on the model 
were demonstrated for any of the outcome measures.

Considering the first research question, “How do emotion 
regulation abilities and strategies, aggression, and anger change over 
time in imprisoned, violent offenders participating in VRAPT?” RC 
analyses revealed that 42% (6/14) of the sample recovered or improved 
in terms of aggression and as many as 65% (9/14) either recovered or 
improved in terms of emotion regulation between pre-treatment and 
post-treatment. For trait anger 71% (10/14) either recovered or 
improved, which was also true for anger expression. RC analyses of 
the period between pre-treatment and follow-up produced similar 
results, but with fewer participants showing RC, recovery, or 
improvement, and more participants staying unchanged, in line with 
the upward slope trend between post-treatment to follow-up shown 
in Figures 1–4. Consistently across outcome measures, a majority of 
the unchanged group was below the calculated cutoff C for RC at 
pre-treatment, possibly indicating a floor effect. RNR-based research 

FIGURE 5

Effect of confounding factors on model fit. Dots show the average leave-one-out cross-validated expected log predictive density, lines show the 
associated standard error. A difference of four or less is considered unreliable and of no clear predictive advantage, thus favoring the base model.
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states that individuals with higher risk for relapse tend to benefit more 
from treatment (15, 85) and that offender treatment should focus on 
the appropriate criminogenic needs of the individual (15). The sample 
consisted of offenders with a medium to high risk of relapse into 
crime, making them all eligible for the treatment. However, it is 
possible that the outcome measures did not accurately assess some of 
the unchanged individuals’ crimonogenic needs. It is possible that the 
unchanged participants could be different to the other participants, 
and that their changing might depend on impacting factors, even 
though our models could not show this. The unchanged individuals 
varied between different outcome measures, which highlights the 
heterogeneity of the offender population. More research is needed into 
individual offenders’ various backgrounds and needs and 
treatment impact.

Four participants demonstrated some deterioration between 
pre-treatment and post-treatment and/or pre-treatment to follow-up, 
two of these on AQ-RSV and two on either DERS or STAXI. This is 
an important finding to highlight, since any potentially 
counterproductive results of a treatment must be known, especially in 
such a novel treatment as VRAPT. Although deterioration following 
treatment must be taken seriously, three of these semi-deteriorating 
participants also seemed to benefit from VRAPT and demonstrated 
positive changes on other outcome measures. No participant 
deteriorated across all outcome measures or crossed the cutoff C in 
the wrong direction. The fourth participant lacked data from post-
treatment but deteriorated on all outcome measures except anger 
expression at follow-up. Given the small sample size, no firm 
conclusions can be drawn from this, but the findings highlight the 
importance of matching the treatment to offenders’ individual risks 
and needs. An important area that this study could not address is how 
to identify offenders who potentially should not take part in VRAPT 
and to learn more about the potential hazards and unbeneficial aspects 
of VR-assisted treatment for offenders. While no in-depth analyses of 
this is possible with our study data, it is notable that the participants 
with partial deterioration all scored in the moderate to severe category 

for emotional neglect and in the severe category for physical neglect 
according to the CTQ-SF. This could mean that offenders with a 
history of childhood trauma including physical or emotional neglect 
might need to be treated differently—or not at all—in VRAPT. Clearly, 
this needs to be  further investigated in future studies as also 
recommended by Klein Tuente et al. (37).

To further translate the findings from our outcome measures into 
clinical meaning, they should be placed in a larger context. We found 
that the sample mean on emotion regulation was below that of a 
normal population (48) at both post-treatment and follow-up. This 
was also true for the post-treatment measure of state anger compared 
with another normal population (50). STAXI in the study sample 
ranged from the 35 to the 45th percentile for state anger, between the 
55 and 70th percentiles for trait anger, and the 55 and 75th percentiles 
for anger expression at post-treatment and follow-up, putting the 
sample within a normal population range (50). The study design does 
not permit conclusions about the effect of the intervention due to the 
lack of control group, and the findings in this study must be interpreted 
with much care due to the obvious limitations in the study design and 
small sample size, but the participants seemed to change on aggression, 
anger, and emotion dysregulation both during VRAPT and over time.

Several factors may impact the results of this study. For instance, 
half the sample had participated in treatment programs in the SPPS 
before entering VRAPT, which could have led to their greater ability 
to change during the time period for VRAPT due to skills acquired in 
previous treatments. No analyses of previous treatment in relation to 
VRAPT outcome were possible in this study, but this highlights a 
potential way to utilize VR-assisted offender treatment as a means of 
boosting or rehearsing specific skills and behaviors. Another aspect 
which must be considered relates to the generalizability of the current 
results. The current sample—14 violent offenders with high to 
medium risk of criminal recidivism—was like other offender samples 
in terms of complexity of needs and background factors commonly 
found in violent offender populations. Our sample consisted of young 
individuals lacking in post high school education and work 

TABLE 7 Outcome measure and impacting factors for the deterioration group (n  =  4).

Measures Mean SD Range

AQ-RSV 84.2 30.6 39–107

DERS 89.5 33.0 44–120

STAXI—state 24 18.0 15–51

STAXI—trait 20.5 6.8 11–27

STAXI—AX 48 23.4 13–61

ESI-BF 250.2 94.4 110–311

  General disinhibition 33.8 14.4 13–46

  Callous aggression 27.3 10.0 15–39

  Substance abuse 29.3 11.7 12–38

CTQ 65.3 4.6 60–70

  Emotional abuse 7.5 (none) 5.0 5–15 (none–moderate)

  Physical abuse 8.3 (none–low) 2.5 5–11 (none–low)

  Sexual abuse 5 (none) N/A 5–5 (none)

  Emotional neglect 20.3 (severe) 5.0 15–25 (moderate–severe)

  Physical neglect 15 (severe) 1.8 13–17 (severe)

MCAA 123.2 37.4 70–153
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experience, who had a history of externalizing behaviors before age 
15. Psychiatric problems and a history of adverse childhood 
experiences including prior convictions were prominent, as was a 
history of substance or alcohol abuse. Pro-criminal cognitions and 
externalizing behaviors over the life span were common. Aggression 
at baseline as measured by AQ-RSV (M = 94.4, SD = 23.4) was similar 
to other forensic populations (M = 95.5, SD = 20.4) (86) but differed 
from the general population (M = 77.8, SD = 16.5) (44). Emotion 
regulation as measured by DERS (M = 92.9, SD = 23.5 at baseline) was 
comparable to adults with emotional disorders (M = 89.3, SD = 22.6) 
(49) but higher than in a general population (M = 78, SD = 20.7) (48). 
State anger (M = 24, SD = 11.9), trait anger (M = 24.7, SD = 8.1), and 
anger expression (M = 53.9, SD = 17.9) as measured by STAXI-2-S 
showed similar levels for state anger (M = 21.3, SD = 1.2) but not trait 
anger (M = 19.2, SD = 0.84) as a forensic outpatient group (51) but 
higher than a general population (state anger M = 19.3, SD = 6.9; trait 
anger M = 18.4, SD = 5.4; anger expression M = 33.5, SD = 13.1) (50). 
In a general population age group of 20–29, scores between the 25 and 
the 75th percentiles can be seen as normal (50); the study sample, 
however, scored in the 80th percentile for state anger, in the 85th 
percentile for trait anger, and in the 95 to 97th percentiles for anger 
expression at pre-treatment. The study sample therefore differed from 
normal populations and demonstrated similarities to clinical samples 
on the outcome measures. This sample cannot, however, be claimed 
as representative of violent offenders in general.

Since VR technology is an innovative and novel tool in offender 
treatment, its impact on offenders is not yet clear. Ethical 
considerations are important when using persuasive technology such 
as VR with vulnerable persons (87), and the participants in this study 
constitute a vulnerable group considering their complex needs, 
trauma history, and residence under the power dynamics of a 
correctional facility. The ethical dilemma is how to take vulnerability 
into consideration, avoid harm, and resist using persuasive technology 
coercively or manipulatively (87) while still developing better 
treatment for offenders to reduce their risk of criminal recidivism. A 
recent systematic review (29), concluded that VR-assisted assessment 
and treatment does not seem to pose any harm when applied in 
forensic settings, although much is still unknown of its effects. Thus, 
utilizing VR within offender treatment is feasible, but we still need to 
be mindful of its potential impacts and consequences.

Another ethical dilemma involves the risk of not providing 
potentially beneficial treatment simply because of its unknown 
characteristics. Standing on the frontlines of treatment development 
is always foggy, and steps forward need to be taken one at a time 
before we pick up speed. This study is a small step forward in a small 
group in dire need of effective treatment. The ethical dilemmas were 
managed through informed consent and participants’ ability to 
opt-out (or simply return to the real world by removing the VR 
goggles) at any time, which were meant to strengthen participant 
autonomy. All participants received VRAPT as voluntary treatment 
and were informed that dropping out would not impact their sentence 
planning or earned prison privileges in any way. The first VRAPT 
session allows the participant to try the VR environment without any 
specific purpose except to get acquainted with it. This slow start is 
important, not only to build trust in the technology, but also to learn 
more about participants’ reactions. It might be better to let participants 
try out the VR environment before enrolling in treatment, so they can 
make a fully informed decision about participating. Another benefit 

of such an approach would be learning beforehand about participants’ 
reactions, thoughts, and feelings about VR. This knowledge could 
be helpful in tailoring the experience better to participants having 
trouble experiencing immersion and presence in the virtual world and 
mitigating participants’ fears, attitudes, or prejudice about using VR 
in treatment.

4.1. Strengths and limitations

This study is rare in that it targets imprisoned violent offenders 
with VR-assisted relapse-preventive treatment, a novel methodology 
in forensic contexts. The study provides important insights into target 
group impact and feasibility in an innovative field that has great 
potential to improve the effectiveness of offender treatment. 
Specifically, the study provides clinical data on individual change, 
important knowledge that could be  helpful in designing future 
VR-assisted treatment protocols and studies. The main strengths of 
the study lie in its novelty and exploratory aspect.

Given the current study’s design as a pilot study, the sample size 
was small and there was no control group, limiting possible analyses, 
and conclusions from analyses. When introducing a new treatment 
protocol based on a novel technology such as VR, pilot studies 
performed in smaller samples are recommended to limit the number 
of participants exposed to the intervention in recognition of the 
importance of testing with care (84). The current analyses were 
selected considering this, and the combination of both a nomothetic 
and an idiographic approach with descriptive and statistical analysis 
filled the explorative purpose. For instance, the small sample made it 
hard to answer the second research question with inferential statistics 
on the group level, but the descriptive statistical analysis and analysis 
of RC made it possible to discuss potential impact factors in line with 
the aim of the study. To help address the limitation concerning sample 
size, we report missing post-treatment and follow-up data for different 
participants. Although this method of linear mixed models can 
accommodate missing data (88), the fact remains that some analyses 
consisted of only 11 of 12 participants, which is unfortunate and must 
be considered when interpreting the results.

The hybrid Bayesian and frequentist approach might also be seen 
as a limitation in that a more consistent approach would have been 
preferable. However, from an explorative perspective, the combination 
of Bayesian linear mixed effects models that could handle the 
nomothetic approach of group data with a small sample, and the well-
established and useful frequentist approach of RCI (89) for the 
idiographic approach allowed us to utilize the strengths of both 
Bayesian and frequentist statistics. As stated by Bayarri and Berger 
(90), statisticians should use both Bayesian and frequentist ideas, and 
there are several situations where a combination is highly useful.

Another limitation lies in deviations taken from the recommended 
VRAPT methodology. Only half of the VRAPT treatments were 
conducted at the recommended intensity, possibly influencing the 
study’s reliability. Treatment length was, however, both shorter and 
longer than the recommendations. The prison context is riddled with 
obstacles for treatment in general due to logistical issues such as 
overcrowding, staff turnover, competing planned activities, 
transportation distances, difficulties finding treatment rooms, or client 
misconduct leading to ward lockdowns. This study was conducted 
during the years 2020–2022, with a pandemic paralyzing much of the 
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everyday work with both staff and client infections, staff shortages, 
and ward lockdowns due to infections. In light of both the usual 
prison constraints and those of the COVID-19 pandemic, impact on 
treatment length was unavoidable in this study. However, despite these 
limitations, given the robust RC for many participants in this study, it 
seems plausible that VRAPT can be  adjusted to be  implement at 
different treatment intensities. The strong emphasis on self-reported 
data to measure change is another limitation in the study. Misconduct 
could not be used as a change measure mainly due to large differences 
in time served between participants before VRAPT. Staff ratings of 
participant behavior which was used in the randomized controlled 
trial by Klein Tuente et al. (37) was abandoned early in this project due 
to the overcrowding strain that staff was under at the time, making 
staff ratings impossible. More precise data on misconduct and staff 
ratings of participant behavior would certainly have added value to 
the exploratory aim of the study, providing valuable information on 
target group impact.

During the study, we found a skew in the number of VRAPT 
treatments conducted by the individual VRAPT facilitators; some 
conducted only one treatment, while one conducted as many as 5. 
Even though all VRAPT facilitators received basic training and 
supervision in using VR and the VRAPT protocol, it is reasonable to 
assume that facilitators performing more VRAPT treatments would 
excel in using the VR technology. With proficiency in using the 
technology, it is probably easier to focus on alliance and treatment in 
general. On the other hand, all facilitators were selected because of 
their experience in offender treatment, CBT methodology, and 
working with complex violent offenders. Learning a VR-assisted 
offender treatment program would probably be  a much larger 
challenge for an unexperienced facilitator. Whether treatment 
effectiveness differs according to the alliance-building and 
methodological competencies of individual VRAPT facilitators is 
beyond the scope of this study. It may, however, impact treatment 
outcomes and should therefore be investigated in further studies since 
it raises questions about whether VR technology itself is better than 
the hand wielding it.

Finally, a possible impacting factor that could not be thoroughly 
investigated in this study was the impact of presence in VR. Our 
measure of presence in VR, IPQ, unfortunately provided data that was 
hard to interpret, with large differences in averages between the 
different subscales, possibly due in part to both general and internal 
missing data. Also, the IPQ results did not match the feedback 
provided from the participants during the study, most of whom 
seemed to describe both proper immersion and presence. Future 
studies on VR-assisted treatment need to explore further ways to 
measure presence and immersion, since these concepts are at the core 
of the VR experience (30).

4.2. Future research

Virtual reality-assisted offender treatment is still in its infancy and 
VRAPT is only one of many potential VR-assisted offender treatment 
programs. Much is unknown about how, when, with whom, why, and 
even whether we should use this technology. Randomized controlled 
trials are needed to evaluate various treatment protocol’s effect on the 
risk of criminal recidivism. Continued explorative studies on the 
impact of VR-assisted offender programs and whether and how 

VR-assisted treatment might trigger trauma responses in offenders 
and impact treatment responsivity are also needed. Other aims could 
include determining who might and might not benefit from 
VR-assisted treatment and whether VR treatment can be tailored to 
address responsivity issues related to the technology itself such as 
presence and immersion. Bridging the gap between the participant 
and the technology raises yet other research questions, and appropriate 
amounts of VR exposure should also be investigated to establish the 
most effective treatment intensity. Finally, research is needed on how 
VR can fit into existing treatment protocols and how clinicians’ 
experiences using the technology can affect treatment response 
in participants.

4.3. Conclusion

This pilot study provides an early glimpse of how the VR-assisted 
aggression treatment VRAPT might impact the target group of 
incarcerated violent offenders. No conclusions on the effect of VRAPT 
can be made due to the study’s lack of a comparison group, and results 
must be interpreted with caution due to its small sample size. However, 
the results indicated that for many participants in this study, a highly 
probable change in core criminogenic needs related to the risk of 
relapse in crime occurred during the time for enrollment in VRAPT, 
and that change was largely maintained over a 3-month period after 
treatment ended. Some participants did not seem to benefit much 
from VRAPT treatment, however, and a minority even deteriorated 
on the outcome measures. From both an ethical and relapse-
prevention perspective, further investigations on identifying 
appropriate VRAPT target groups remain key avenues for future 
research. Although VRAPT should be considered an early adaptation 
in a field that will develop rapidly during the years to come, this pilot 
demonstrates that taking part in VRAPT may be  associated with 
change on important outcomes for imprisoned violent offenders.

Data availability statement

The raw data supporting the conclusions of this article will 
be made available by the authors, without undue reservation.

Ethics statement

The studies involving humans were approved by The Swedish 
ethical review authority. The studies were conducted in accordance with 
the local legislation and institutional requirements. The participants 
provided their written informed consent to participate in this study.

Author contributions

DI participated in planning the study, collecting, and analyzing 
the data, and writing and revising the article. CD participated in the 
data analysis and in writing and revising the article. PE participated 
in revising the article, and MW planned the study and revised the 
article. All authors contributed to the article and approved the 
submitted version.

https://doi.org/10.3389/fpsyt.2023.1239066
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


Ivarsson et al. 10.3389/fpsyt.2023.1239066

Frontiers in Psychiatry 16 frontiersin.org

Funding

This study was supported by Swedish Prison and Probation 
Service, the Regional Forensic Psychiatric Clinic in Växjö, and the 
Swedish National Council for Crime Prevention (5.1-0348/22) 
and the Swedish Research Council for Health, Working Life and 
Welfare (2018–01409).

Acknowledgments

The study was made possible through the joint venture of the 
Swedish Prison and Probation Service and Regional Forensic 
Psychiatric Clinic in Växjö, Region Kronoberg. The study was 
preregistered at the International Standard Randomized Controlled 
Trial Number registry (ISRCTN14916410).

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could be 
construed as a potential conflict of interest.

The handling editor JH is currently organizing a Research Topic 
with the author MW.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated organizations, 
or those of the publisher, the editors and the reviewers. Any product 
that may be evaluated in this article, or claim that may be made by its 
manufacturer, is not guaranteed or endorsed by the publisher.

References
 1. Ståhlberg O, Anckarsäter H, Nilsson T. Mental health problems in youths 

committed to juvenile institutions: prevalences and treatment needs. Eur Child Adolesc 
Psychiatry. (2010) 19:893–903. doi: 10.1007/s00787-010-0137-1

 2. Wallinius M, Nilsson T, Hofvander B, Anckarsäter H, Stålenheim G. Facets of 
psychopathy among mentally disordered offenders: clinical comorbidity patterns and 
prediction of violent and criminal behavior. Psychiatry Res. (2012) 198:279–84. doi: 
10.1016/j.psychres.2012.01.005

 3. Fazel S, Hayes AJ, Bartellas K, Clerici M, Trestman R. Mental health of prisoners: 
prevalence, adverse outcomes, and interventions. Lancet Psychiatry. (2016) 3:871–81. 
doi: 10.1016/S2215-0366(16)30142-0

 4. Mikton CR, Butchart A, Dahlberg LL, Krug EG. Global status report on violence 
prevention 2014. Am J Prev Med. (2016) 50:652–9. doi: 10.1016/j.amepre.2015.10.007

 5. Falk O, Wallinius M, Lundstrom S, Frisell T, Anckarsater H, Kerekes N. The 1% of 
the population accountable for 63% of all violent crime convictions. Soc Psychiatry 
Psychiatr Epidemiol. (2014) 49:559–71. doi: 10.1007/s00127-013-0783-y

 6. Smeijers D, Benbouriche M, Garofalo C. The association between emotion, social 
information processing, and aggressive behavior: a systematic review. Eur Psychol. 
(2020) 25:81–91. doi: 10.1027/1016-9040/a000395

 7. Kelty SF. You have to hit some people! Why problem-solving skills are more 
criminogenic than hostile attributional biases for adult male violent offenders. Psychiatry 
Psychol Law. (2013) 20:713–34. doi: 10.1080/13218719.2012.729022

 8. Calvete E, Orue I. The role of emotion regulation in the predictive association 
between social information processing and aggressive behavior in adolescents. Int J 
Behav Dev. (2012) 36:338–47. doi: 10.1177/0165025412444079

 9. Helmsen J, Koglin U, Petermann F. Emotion regulation and aggressive behavior in 
preschoolers: the mediating role of social information processing. Child Psychiatry Hum 
Dev. (2012) 43:87–101. doi: 10.1007/s10578-011-0252-3

 10. Gagnon J, McDuff P, Daelman S, Fournier S. Is hostile attributional bias 
associated with negative urgency and impulsive behaviors? A social-cognitive 
conceptualization of impulsivity. Personal Individ Differ. (2015) 72:18–23. doi: 
10.1016/j.paid.2014.08.011

 11. Landenberger NA, Lipsey MW. The positive effects of cognitive–behavioral 
programs for offenders: a meta-analysis of factors associated with effective treatment. J 
Exp Criminol. (2005) 1:451–76. doi: 10.1007/s11292-005-3541-7

 12. Mills JF, Kroner DG, Forth AE. Measures of criminal attitudes and associates 
(MCAA): development, factor structure, reliability, and validity. Assessment. (2002) 
9:240–53. doi: 10.1177/1073191102009003003

 13. Krueger RF, Markon KE, Patrick CJ, Benning SD, Kramer MD. Linking 
antisocial behavior, substance use, and personality: an integrative quantitative 
model of the adult externalizing spectrum. J Abnorm Psychol. (2007) 116:645–66. 
doi: 10.1037/0021-843X.116.4.645

 14. Sindicich N, Mills KL, Barrett EL, Indig D, Sunjic S, Sannibale C, et al. Offenders as 
victims: post-traumatic stress disorder and substance use disorder among male prisoners. 
J Forensic Psychiatry Psychol. (2014) 25:44–60. doi: 10.1080/14789949.2013.877516

 15. Bonta J, Andrews DA. The Psychology of Criminal Conduct. 6th ed New York:  
Routledge (2017).

 16. Schubert T, Friedmann F, Regenbrecht H. The experience of PRESENCE: factor 
analytic insights. Presence Teleoperat Virtual Environ. (2001) 10:266–81. doi: 
10.1162/105474601300343603

 17. McGuire J. A review of effective interventions for reducing aggression and 
violence. Philos Trans R Soc B. (2008) 363:2577–97. doi: 10.1098/rstb.2008.0035

 18. McGuire J. “What works” to reduce re-offending: 18 years on In: Craig LA, Dixon 
L, Gannon TA, editors. What Works in Offender Rehabilitation: An Evidence-Based 
Approach to Assessment and Treatment: Wiley Blackwell (2013). 20–49.

 19. Koehler JA, Lösel F, Akoensi TD, Humphreys DK. A systematic review and meta-
analysis on the effects of young offender treatment programs in Europe. J Exp Criminol. 
(2013) 9:19–43. doi: 10.1007/s11292-012-9159-7

 20. Brogan L, Haney-Caron E, NeMoyer A, DeMatteo D. Applying the risk-needs-
responsivity (RNR) model to juvenile justice. Crim Justice Rev. (2015) 40:277–302. doi: 
10.1177/0734016814567312

 21. Lipsey MW, Landenberger NA, Wilson SJ. Effects of cognitive-behavioral 
programs for criminal offenders. Campbell Syst Rev. (2007) 3:1–21. doi: 10.1002/CL2.42

 22. Papalia N, Spivak B, Daffern M, Ogloff JRP. A meta-analytic review of the efficacy 
of psychological treatments for violent offenders in correctional and forensic mental 
health settings. Clin Psychol Sci Pract. (2019) 26:12282. doi: 10.1111/cpsp.12282

 23. Jolliffe D, Farrington DP (2009). Effectiveness of interventions with adult male 
violent offenders: report prepared for the Swedish National Council for crime 
prevention. Brottsförebyggande rådet. Available at: http://ludwig.lub.lu.se/
login?url=https://search.ebscohost.com/login.aspx?direct=true&db=cat07147a&AN=l
ub.1874799&site=eds-live&scope=site (Accessed Nov 25, 2021).

 24. Kip H, Bouman YHA, Kelders SM, van Gemert-Pijnen LJEWC. eHealth in 
treatment of offenders in forensic mental health: a review of the current state. Front 
Psychiatry. (2018) 9:42. doi: 10.3389/fpsyt.2018.00042

 25. Valmaggia LR, Latif L, Kempton MJ, Rus-Calafell M. Virtual reality in the 
psychological treatment for mental health problems: an systematic review of recent 
evidence. Psychiatry Res. (2016) 236:189–95. doi: 10.1016/j.psychres.2016.01.015

 26. Terbeck S, Case C, Turner J, Spencer V, Bacon A, Howard C, et al. Assessing 
reactive violence using immersive virtual reality. PLoS One. (2022) 17:e0268191. doi: 
10.1371/journal.pone.0268191

 27. Ticknor B. Virtual reality and correctional rehabilitation: a game changer. Crim 
Justice Behav. (2019) 46:1319–36. doi: 10.1177/0093854819842588

 28. Ticknor B, Tillinghast S. Virtual reality and the criminal justice system: new 
possibilities for research, training, and rehabilitation. J Virtual Worlds Res. (2011) 
4:4–44. doi: 10.4101/jvwr.v4i2.2071

 29. Sygel K, Wallinius M. Immersive virtual reality simulation in forensic psychiatry 
and adjacent clinical fields: a review of current assessment and treatment methods for 
practitioners. Front Psychol. (2021) 12:673089. doi: 10.3389/fpsyt.2021.673089

 30. Slater M. Place illusion and plausibility can lead to realistic behaviour in immersive 
virtual environments. Philos Trans R Soc Lond Ser B Biol Sci. (2009) 364:3549–57. doi: 
10.1098/rstb.2009.0138

 31. Slater M. Immersion and the illusion of presence in virtual reality. Br J Psychol. 
(2018) 109:431–3. doi: 10.1111/bjop.12305

 32. Smeijers D, Koole SL. Testing the effects of a virtual reality game for aggressive 
impulse management (VR-GAIME): study protocol. Front Psychol. (2019) 10:83. doi: 
10.3389/fpsyt.2019.00083

 33. Goldstein AP, Glick B, Reiner S, Zimmerman D, Coultry TM, Gold D. Aggression 
replacement training: a comprehensive intervention for the acting-out delinquent. J 
Correct Educ. (1986) 37:120–6.

https://doi.org/10.3389/fpsyt.2023.1239066
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://doi.org/10.1007/s00787-010-0137-1
https://doi.org/10.1016/j.psychres.2012.01.005
https://doi.org/10.1016/S2215-0366(16)30142-0
https://doi.org/10.1016/j.amepre.2015.10.007
https://doi.org/10.1007/s00127-013-0783-y
https://doi.org/10.1027/1016-9040/a000395
https://doi.org/10.1080/13218719.2012.729022
https://doi.org/10.1177/0165025412444079
https://doi.org/10.1007/s10578-011-0252-3
https://doi.org/10.1016/j.paid.2014.08.011
https://doi.org/10.1007/s11292-005-3541-7
https://doi.org/10.1177/1073191102009003003
https://doi.org/10.1037/0021-843X.116.4.645
https://doi.org/10.1080/14789949.2013.877516
https://doi.org/10.1162/105474601300343603
https://doi.org/10.1098/rstb.2008.0035
https://doi.org/10.1007/s11292-012-9159-7
https://doi.org/10.1177/0734016814567312
https://doi.org/10.1002/CL2.42
https://doi.org/10.1111/cpsp.12282
http://ludwig.lub.lu.se/login?url=https://search.ebscohost.com/login.aspx?direct=true&db=cat07147a&AN=lub.1874799&site=eds-live&scope=site
http://ludwig.lub.lu.se/login?url=https://search.ebscohost.com/login.aspx?direct=true&db=cat07147a&AN=lub.1874799&site=eds-live&scope=site
http://ludwig.lub.lu.se/login?url=https://search.ebscohost.com/login.aspx?direct=true&db=cat07147a&AN=lub.1874799&site=eds-live&scope=site
https://doi.org/10.3389/fpsyt.2018.00042
https://doi.org/10.1016/j.psychres.2016.01.015
https://doi.org/10.1371/journal.pone.0268191
https://doi.org/10.1177/0093854819842588
https://doi.org/10.4101/jvwr.v4i2.2071
https://doi.org/10.3389/fpsyt.2021.673089
https://doi.org/10.1098/rstb.2009.0138
https://doi.org/10.1111/bjop.12305
https://doi.org/10.3389/fpsyt.2019.00083


Ivarsson et al. 10.3389/fpsyt.2023.1239066

Frontiers in Psychiatry 17 frontiersin.org

 34. Nee C, Ward T. Expertise and offending: themes for future research. Aggress 
Violent Behav. (2015) 20:92–3. doi: 10.1016/j.avb.2014.12.009

 35. Nee C. Understanding expertise in burglars: from pre-conscious scanning to action 
and beyond. Aggress Violent Behav. (2015) 20:53–61. doi: 10.1016/j.avb.2014.12.006

 36. Klein Tuente S, Bogaerts S, van IJzendoorn S. Effect of virtual reality aggression 
prevention training for forensic psychiatric patients (VRAPT): study protocol of a multi-
center RCT. BMC Psychiatry. (2018) 18:251. doi: 10.1186/s12888-018-1830-8

 37. Klein Tuente S, Bogaerts S, Bulten E, Keulen-de Vos M, Vos M, Bokern H, et al. 
Virtual reality aggression prevention therapy (VRAPT) versus waiting list control for 
forensic psychiatric inpatients: a multicenter randomized controlled trial. JCMM. (2020) 
9:2258. doi: 10.3390/jcm9072258

 38. Klein Tuente S, van JS, Vos M, Bogaerts S, Veling W. VRAPT Manual, vol. v2 (Eds.) 
(Edsl) Klein Tuente S, Wallinius M, Moraga FG and veling M (2017).

 39. Klein Tuente S, Gonzales WM, Moraga F, Veling W. VRAPT Manual, vol. v3 (Edsl) 
Klein Tuente S, Wallinius M, Moraga FG and veling M (2020).

 40. González Moraga FR, Klein Tuente S, Perrin S, Enebrink P, Sygel K, Veling W, et al. 
New developments in virtual reality-assisted treatment of aggression in forensic settings: 
the Case of VRAPT. Front Virtual Real. (2022) 2:675004. doi: 10.3389/frvir.2021.675004

 41. Kriminalvården (2020). Manual för RBM-B. Risk-, Behov Och Mottaglighetsbedömning 
Version 1.1 Inom Ramen för Kriminalvårdens Verkställighetsplanering

 42. Berman AH, Bergman H, Palmstierna T, Schlyter F. DUDIT − The Drug Use 
Disorders Identification Test, MANUAL Version 1.0. Karolinska institutet, Department 
of Clinical Neuroscience, Section for Alcohol and Drug Dependence Research (2003).

 43. Bohn MJ, Babor TF, Kranzler HR. The Alcohol Use Disorders Identification Test 
(AUDIT): validation of a screening instrument for use in medical settings. J Stud 
Alcohol.. (1995) 56:423–432.

 44. Buss AH, Perry M. The aggression questionnaire. J Pers Soc Psychol. (1992) 
63:452–9. doi: 10.1037/0022-3514.63.3.452

 45. Prochazka H, Ågren H. Aggression in the general Swedish population, measured 
with a new self-rating inventory: the aggression questionnaire—revised Swedish version 
(AQ-RSV). Nord J Psychiatry. (2001) 55:17–23. doi: 10.1080/080394801750093661

 46. Gerevich J, Bácskai E, Czobor P. The generalizability of the Buss-Perry aggression 
questionnaire. Int J Methods Psychiatr Res. (2007) 16:124–36. doi: 10.1002/mpr.221

 47. García-León A, Reyes GA, Vila J, Pérez N, Robles H, Ramos MM. The aggression 
questionnaire: a validation study in student samples. Span J Psychol. (2002) 5:45–53. doi: 
10.1017/S1138741600005825

 48. Gratz KL, Roemer L. Multidimensional assessment of emotion regulation and 
dysregulation: development, factor structure, and initial validation of the difficulties in 
emotion regulation scale. J Psychopathol Behav Assess. (2004) 26:41–54. doi: 10.1023/B:
JOBA.0000007455.08539.94

 49. Hallion LS, Steinman SA, Tolin DF, Diefenbach GJ. Psychometric properties of the 
difficulties in emotion regulation scale (DERS) and its short forms in adults with 
emotional disorders. Front Psychol. (2018) 9:539. doi: 10.3389/fpsyg.2018.00539

 50. Spielberger C. State-Trait Anger Expression Inventory-2 Professional Manual. 
Odessa, Florida: Psychological Assessment Resources (1999).

 51. Lievaart M, Franken IHA, Hovens JE. Anger assessment in clinical and nonclinical 
populations: further validation of the state-trait anger expression Inventory-2: further 
validation of the STAXI-2. J Clin Psychol. (2016) 72:263–78. doi: 10.1002/jclp. 
22253

 52. Spielberger CD. State-Trait Anger Expression Inventory Professional Manual. 
Odessa, Florida: Psychological Assessment Resources (1988).

 53. Eckhardt C, Norlander B, Deffenbacher J. The assessment of anger and hostility: a 
critical review. Aggress Violent Behav. (2004) 9:17–43. doi: 10.1016/S1359-1789(02)00116-7

 54. Lindqvist JK, Dåderman AM, Hellström Å. Swedish adaptations of the novaco 
anger scale-1998, the provocation inventory, and the state-trait anger expression 
inventory-2. Soc Behav Pers. (2003) 31:773–88. doi: 10.2224/sbp.2003. 
31.8.773

 55. Patrick CJ, Kramer MD, Krueger RF, Markon KE. Optimizing efficiency of 
psychopathology assessment through quantitative modeling: development of a brief 
form of the externalizing Spectrum inventory. Psychol Assess. (2013) 25:1332–48. doi: 
10.1037/a0034864

 56. Soe-Agnie SE, Paap MCS, Nijman HLI, De Jong CAJ. Psychometric properties of 
the externalizing Spectrum inventory: replication and extension across clinical and non-
clinical samples. J Pers Assess. (2021) 103:332–41. doi: 10.1080/00223891.2020. 
1753752

 57. Berlin J, Wallinius M, Nilsson T, Karlén MH, Delfin C. Exploring the psychometric 
properties of the externalizing spectrum inventory-brief form in a Swedish forensic 
psychiatric inpatient sample. BMC Psychiatry. (2023) 23:184. doi: 10.1186/s12888-023- 
04609-y

 58. Bernstein DP, Fink L. Childhood Trauma Questionnaire: A Retrospective Self-Report 
Manual. San Antonio, Texas: The Psychological Corporation (1998).

 59. Bernstein DP, Stein JA, Newcomb MD, Walker E, Pogge D, Ahluvalia T, et al. 
Development and validation of a brief screening version of the childhood trauma 
questionnaire. Child Abuse Negl. (2003) 27:169–90. doi: 10.1016/S0145-2134(02)00541-0

 60. Georgieva S, Tomas JM, Navarro-Pérez JJ. Systematic review and critical appraisal 
of childhood trauma questionnaire—short form (CTQ-SF). Child Abuse Negl. (2021) 
120:105223. doi: 10.1016/j.chiabu.2021.105223

 61. Saini SM, Hoffmann CR, Pantelis C, Everall IP, Bousman CA. Systematic review 
and critical appraisal of child abuse measurement instruments. Psychiatry Res. (2019) 
272:106–13. doi: 10.1016/j.psychres.2018.12.068

 62. American Psychiatric Association (2019). DSM-5 self-rated level 1 cross-cutting 
symptom measure American Psychiatric Association [WWW document]. Available at: 
https://www.psychiatry.org/psychiatrists/practice/dsm/educational-resources/
assessment-measures (Accessed Feb 1, 2020).

 63. Clarke DE, Narrow WE, Regier DA, Kuramoto SJ, Kupfer DJ, Kuhl EA, et al. 
DSM-5 Field trials in the United States and Canada, part I: study design, sampling 
strategy, implementation, and analytic approaches. AJP. (2013) 170:43–58. doi: 10.1176/
appi.ajp.2012.12070998

 64. Narrow WE, Clarke DE, Kuramoto SJ, Kraemer HC, Kupfer DJ, Greiner L, et al. 
DSM-5 Field trials in the United States and Canada, part III: development and reliability 
testing of a cross-cutting symptom assessment for DSM-5. AJP. (2013) 170:71–82. doi: 
10.1176/appi.ajp.2012.12071000

 65. Regier DA, Narrow WE, Clarke DE, Kraemer HC, Kuramoto SJ, Kuhl EA, et al. 
DSM-5 Field trials in the United States and Canada, part II: test-retest reliability of selected 
categorical diagnoses. AJP. (2013) 170:59–70. doi: 10.1176/appi.ajp.2012.12070999

 66. Mahoney MR, Farmer C, Sinclair S, Sung S, Dehaut K, Chung JY. Utilization of 
the DSM-5 self-rated level 1 cross-cutting symptom measure-adult to screen healthy 
volunteers for research studies. Psychiatry Res. (2020) 286:112822. doi: 10.1016/j.
psychres.2020.112822

 67. Bäckström M, Björklund F. The measures of criminal attitudes and associates 
(MCAA): further testing of structural and criterion-related validity. Crim Justice Behav. 
(2008) 35:1398–410. doi: 10.1177/0093854808322239

 68. Mills JF, Kroner DG, Hemmati T. The measures of criminal attitudes and associates 
(MCAA): the prediction of general and violent recidivism. Crim Justice Behav. (2004) 
31:717–33. doi: 10.1177/0093854804268755

 69. Chicago Panahi SM, Fathi AA, Azad FP, Montazer GA. Reliability and validity of 
Igroup presence questionnaire (IPQ). J Behav Sci. (2009) 3:27–34.

 70. Vasconcelos-Raposo J, Bessa M, Melo M, Barbosa L, Rodrigues R, Teixeira 
CM, et al. Adaptation and validation of the Igroup presence questionnaire (IPQ) 
in a Portuguese sample. Presence Teleop Virt. (2016) 25:191–203. doi: 10.1162/
PRES_a_00261

 71. Bürkner PC. Brms: an R package for Bayesian multilevel models using Stan. J Stat 
Softw. (2017) 80:1–28. doi: 10.18637/jss.v080.i01

 72. Carpenter B, Gelman A, Hoffman MD, Lee D, Goodrich B, Betancourt M, et al. 
Stan: a probabilistic programming language. J Stat Softw. (2017) 76:1–32. doi: 10.18637/
jss.v076.i01

 73. Lange KL, Little RJA, Taylor JMG. Robust statistical modeling using the t 
distribution. J Am Stat Assoc. (1989) 84:881–96. doi: 10.2307/2290063

 74. Gelman A, Simpson D, Betancourt M. The prior can often only be understood in 
the context of the likelihood. Entropy. (2017) 19:555. doi: 10.3390/e19100555

 75. Gelman A, Rubin DB. Inference from iterative simulation using multiple 
sequences. Stat Sci. (1992) 7:457–72. doi: 10.1214/ss/1177011136

 76. Mastrandrea MD, Mach KJ, Plattner GK, Edenhofer O, Stocker TF, Field CB, et al. 
The IPCC AR5 guidance note on consistent treatment of uncertainties: a common 
approach across the working groups. Clim Chang. (2011) 108:675–91. doi: 10.1007/
s10584-011-0178-6

 77. Makowski D, Ben-Shachar MS, Chen SHA, Lüdecke D. Indices of effect existence 
and significance in the Bayesian framework. Front Psychol. (2019) 10:2767. doi: 10.3389/
fpsyg.2019.02767

 78. Vehtari A, Gelman A, Gabry J. Practical Bayesian model evaluation using leave-
one-out cross-validation and WAIC. Stat Comput. (2017) 27:1413–32. doi: 10.1007/
s11222-016-9696-4

 79. Gelman A, Hill J, Vehtari A (2020). Regression and Other Stories. Cambridge 
University Press.

 80. Jacobson NS, Truax P. Clinical significance: a statistical approach to defining 
meaningful change in psychotherapy research. J Consult Clin Psychol. (1991) 59:12–9. 
doi: 10.1037/0022-006X.59.1.12

 81. Berman AH, Bergman H, Palmstierna T, Schlyter F (2003). DUDIT−the drug use 
disorders identification test, MANUAL version 1.0. Karolinska institutet, Department 
of Clinical Neuroscience, Section for Alcohol and Drug Dependence Research.

 82. Berman AH, Wennberg P, Källmen H. AUDIT & DUDIT. Gothia förlag: Identifiera 
problem med alkohol och droger (2012).

 83. Bohn MJ, Babor TF, Kranzler HR. The alcohol use disorders identification test 
(AUDIT): validation of a screening instrument for use in medical settings. J Stud 
Alcohol. (1995) 56:423–32. doi: 10.15288/jsa.1995.56.423

 84. Marloth M, Chandler J, Vogeley K. Psychiatric interventions in virtual reality: why 
we need an ethical framework. Camb Q Healthc Ethics. (2020) 29:574–84. doi: 10.1017/
S0963180120000328

https://doi.org/10.3389/fpsyt.2023.1239066
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://doi.org/10.1016/j.avb.2014.12.009
https://doi.org/10.1016/j.avb.2014.12.006
https://doi.org/10.1186/s12888-018-1830-8
https://doi.org/10.3390/jcm9072258
https://doi.org/10.3389/frvir.2021.675004
https://doi.org/10.1037/0022-3514.63.3.452
https://doi.org/10.1080/080394801750093661
https://doi.org/10.1002/mpr.221
https://doi.org/10.1017/S1138741600005825
https://doi.org/10.1023/B:JOBA.0000007455.08539.94
https://doi.org/10.1023/B:JOBA.0000007455.08539.94
https://doi.org/10.3389/fpsyg.2018.00539
https://doi.org/10.1002/jclp.22253
https://doi.org/10.1002/jclp.22253
https://doi.org/10.1016/S1359-1789(02)00116-7
https://doi.org/10.2224/sbp.2003.31.8.773
https://doi.org/10.2224/sbp.2003.31.8.773
https://doi.org/10.1037/a0034864
https://doi.org/10.1080/00223891.2020.1753752
https://doi.org/10.1080/00223891.2020.1753752
https://doi.org/10.1186/s12888-023-04609-y
https://doi.org/10.1186/s12888-023-04609-y
https://doi.org/10.1016/S0145-2134(02)00541-0
https://doi.org/10.1016/j.chiabu.2021.105223
https://doi.org/10.1016/j.psychres.2018.12.068
https://www.psychiatry.org/psychiatrists/practice/dsm/educational-resources/assessment-measures
https://www.psychiatry.org/psychiatrists/practice/dsm/educational-resources/assessment-measures
https://doi.org/10.1176/appi.ajp.2012.12070998
https://doi.org/10.1176/appi.ajp.2012.12070998
https://doi.org/10.1176/appi.ajp.2012.12071000
https://doi.org/10.1176/appi.ajp.2012.12070999
https://doi.org/10.1016/j.psychres.2020.112822
https://doi.org/10.1016/j.psychres.2020.112822
https://doi.org/10.1177/0093854808322239
https://doi.org/10.1177/0093854804268755
https://doi.org/10.1162/PRES_a_00261
https://doi.org/10.1162/PRES_a_00261
https://doi.org/10.18637/jss.v080.i01
https://doi.org/10.18637/jss.v076.i01
https://doi.org/10.18637/jss.v076.i01
https://doi.org/10.2307/2290063
https://doi.org/10.3390/e19100555
https://doi.org/10.1214/ss/1177011136
https://doi.org/10.1007/s10584-011-0178-6
https://doi.org/10.1007/s10584-011-0178-6
https://doi.org/10.3389/fpsyg.2019.02767
https://doi.org/10.3389/fpsyg.2019.02767
https://doi.org/10.1007/s11222-016-9696-4
https://doi.org/10.1007/s11222-016-9696-4
https://doi.org/10.1037/0022-006X.59.1.12
https://doi.org/10.15288/jsa.1995.56.423
https://doi.org/10.1017/S0963180120000328
https://doi.org/10.1017/S0963180120000328


Ivarsson et al. 10.3389/fpsyt.2023.1239066

Frontiers in Psychiatry 18 frontiersin.org

 85. Andrews DA, Dowden C. Risk principle of Case classification in correctional 
treatment: a meta-analytic investigation. Int J Offender Ther Comp Criminol. (2006) 
50:88–100. doi: 10.1177/0306624X05282556

 86. Berlin J, Tärnhäll A, Hofvander B, Wallinius M. Self-report versus clinician-ratings 
in the assessment of aggression in violent offenders. Crim Behav Ment Health. (2021) 
31:198–210. doi: 10.1002/cbm.2201

 87. Jacobs N. Two ethical concerns about the use of persuasive technology for 
vulnerable people. Bioethics. (2020) 34:519–26. doi: 10.1111/bioe.12683

 88. Magezi DA. Linear mixed-effects models for within-participant psychology 
experiments: an introductory tutorial and free, graphical user interface (LMMgui). 
Front Psychol. (2015) 6:2. doi: 10.3389/fpsyg.2015.00002

 89. Blampied NM. Reliable change and the reliable change index: still  
useful after all these years? tCBT. (2022) 15:e50. doi: 10.1017/S1754470 
X22000484

 90. Bayarri MJ, Berger JO. The interplay of Bayesian and frequentist analysis. Stat Sci. 
(2004) 19:58–80. doi: 10.1214/088342304000000116.full

https://doi.org/10.3389/fpsyt.2023.1239066
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://doi.org/10.1177/0306624X05282556
https://doi.org/10.1002/cbm.2201
https://doi.org/10.1111/bioe.12683
https://doi.org/10.3389/fpsyg.2015.00002
https://doi.org/10.1017/S1754470X22000484
https://doi.org/10.1017/S1754470X22000484
https://doi.org/10.1214/088342304000000116.full

	Pinpointing change in virtual reality assisted treatment for violent offenders: a pilot study of Virtual Reality Aggression Prevention Training (VRAPT)
	1. Introduction
	1.1. Study design and research questions

	2. Materials and methods
	2.1. Sample
	2.2. Procedure
	2.2.1. Data collection
	2.2.2. Virtual reality aggression prevention training
	2.2.3. Measures/instruments
	2.2.3.1. Aggression questionnaire-revised Swedish version
	2.2.3.2. Difficulties in emotion regulation scale
	2.2.3.3. State–trait anger expression inventory-2-S
	2.2.3.4. Externalizing spectrum inventory-brief form
	2.2.3.5. Childhood trauma questionnaire-short form
	2.2.3.6. DSM-5 self-rated level 1 cross-cutting symptom measure
	2.2.3.7. Measures of criminal attitudes and associates part B
	2.2.3.8. Igroup presence questionnaire
	2.3. Statistical analysis

	3. Results
	3.1. Sample characteristics
	3.1.1. Time spent and presence in the virtual environment
	3.2. Change in aggression, emotion regulation, and anger following VRAPT
	3.2.1. Aggression
	3.2.2. Difficulties in emotion regulation
	3.2.3. Anger
	3.2.3.1. State anger
	3.2.3.2. Trait anger
	3.2.3.3. Anger expression
	3.3. Possible factors impacting outcome from VRAPT

	4. Discussion
	4.1. Strengths and limitations
	4.2. Future research
	4.3. Conclusion

	Data availability statement
	Ethics statement
	Author contributions

	References

