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Abstract 
Objectives. It is unclear whether and to what extent purportedly empowering prac-
tices in mental health care, like rehabilitation programs, recovery-supporting mental 
health care environments and peer-run services, contribute to the process of em-
powerment. Several American empowerment questionnaires have been developed in 
recent years, facilitating the measurement of empowerment outcomes. Given likely 
major transatlantic cultural differences in a value-sensitive concept such as empow-
erment, this article describes the development of the Netherlands Empowerment List 
(NEL) and its psychometric properties. Methods. Patients in Dutch mental health 
services provided meaning to the empowerment concept from which the NEL was 
derived. Based on 531 completed questionnaires, analyses in agreement with COSMIN 
criteria examined aspects of internal consistency, content validity, structural validity, 
convergent validity, discriminant validity, reproducibility and responsiveness of the 
NEL. Results. The NEL is a 40-item self-report questionnaire with six subscales: So-
cial support, Professional help, Connectedness, Confidence and purpose, Self-ma- 
nagement and Caring community. Internal consistency (Cronbach’s alpha = 0.94), 
aspects of validity, reproducibility (intraclass correlation = 0.79) and responsiveness 
were good. Correlation with existing scales was the highest for the Mental Health 
Confidence Scale (r = 0.78) and the lowest for the Boston Empowerment Scale (r = 
0.61). Conclusion. The NEL appears to be a suitable instrument to capture the di-
mension of empowerment in European mental health settings. 
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1. Introduction 

Empowerment is a concept that is used in many sectors, including mental health care 
[1] [2]. Partly because of this, the concept is defined and interpreted in different ways. 
Rappaport describes empowerment as a process in which people, organisations or 
communities are able to influence events and situations that are important for them [3]. 
Zimmerman and colleagues describe the required ingredients to acquire such influence: 
access to information, knowledge and skills, the ability to take decisions, individual 
strength, participation in society and real control [4]. Corrigan notes the importance of 
hope, shared decision making, community approaches and stigma [5]. Leamey and col-
leagues defined empowerment as a core component of the CHIME recovery frame-
work, together with connectedness, hope and optimism about the future, identity and 
meaning in life [6]. A distinction can be made between empowerment at the individual 
and the collective level. At the individual level, empowerment is about processes in 
which the person rediscovers his identity and self-esteem and “takes his life in his own 
hands”. At the collective level, it is about the contribution by people with lived experi-
ence to the organisation and practice of mental health care and society. The concept of 
empowerment and the activities it embraces have been receiving growing attention in 
mental health care in several European countries in recent years, including the Nether-
lands. The focus is on the development of so-called best practice, particularly those that 
are co-set up and/or co-controlled by people with lived experience [7]. 

A large number of instruments to measure empowerment exist, among which a 
number is specifically in the area of mental health [8] (Table 1). Different instruments 
assess different aspects of empowerment; in fact empowerment appears to be defined so 
broadly that it is not possible to show convergent validity across different instruments 
[9]. Nevertheless, the overarching structure underlying all empowerment question-
naires appears to include domains of: patient states, experiences and capacities; patient  
 

Table 1. Existing empowerment-related scales demonstrating wide range of conceptual approaches. 

Scale Subscales N items Scale Language 

Personal Empowerment Scale [33] Two subscales: Discretion and Reduction in Chance 20 
5-point 

Likert Scale 
English 

Mental Health Confidence Scale [12] Three subscales: Optimism, Coping, Advocacy 16 
6-point 

Scale 
English 

Boston Empowerment Scale 
—Version 2 [11] 

Two super-ordinate factors: (i) Self-orientation: three sub-scales: 
Self-esteem, Self-efficacy, Optimism (ii) Community orientation: 
three subscales: Community action, Powerlessness, Effecting change 

25 
4-point 

Likert Scale 
English 

Health Promotion Intervention 
Questionnaire—Original [34] 

Four subscales: Alliance, Empowerment, Educational support, 
Practical support 

19 
5-Point 

Likert Scale 
Swedish 

Empowerment Questionnaire for 
Inpatients (EQuIP)—Original [35] 

No subscales reported (Expected sub-scales were information, choice, 
and communication, but CFA did not confirm this and EFA was 
not conducted) 

16 
4-Point 

Likert Scale 
English 

Consumer Evaluation Of Mental Health 
Services (CEO-MHS)—Original [36] 

Two subscales: Empowerment (consumers’ sense of control 
over their illness, treatment and stigma), Dehumanization 

26 
5-Point  

Likert Scale 
English 

Inpatient Consumer Survey  
—Original [37] 

Six subscales: Outcome, Dignity, Rights, Participation, Environment, 
Empowerment (patient choice & communication) 

28 
5-Point 

Likert Scale 
English 
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actions and behaviours; patient self-determination within the healthcare relationship 
and patient skills development [8]. In mental health settings, the most frequently used 
instrument is the Boston Empowerment Scale, which was developed in the USA [10] 
[11]. As cultural factors are likely to play a role in how the concept of empowerment is 
framed and experienced in different parts of the world, psychometric properties of as-
sessment scales may vary across countries and cultures. For example, research in Euro-
pean samples suggests relatively poor psychometric properties for the Boston Empow-
erment Scale and relatively good properties for the Mental Health Confidence Scale 
[12], which is designed to measure self-efficacy and therefore has a focus on intraper-
sonal aspects of empowerment [9]. Another issue is that the Boston Empowerment 
Scale does not tap into the domain of interactions between professionals and patients 
within the mental health system, and the extent of opportunities for (guided) self- 
management. This is important because many users, in their commitment to more self- 
determination, are also actively trying to get a better grip on their own mental health 
problems. In a pilot study, we examined which aspects people with severe mental illness 
related to the concept of empowerment [13]. Based on the findings of this exploratory 
study, a Dutch empowerment questionnaire was developed. In this article, the devel-
opment of the Netherlands Empowerment List (NEL) and the results of the reliability 
and validity analyses are described. To conform with COSMIN criteria [14], we de-
scribe internal consistency, reproducibility, responsiveness, construct validity (conver-
gent and discriminant validity), content validity and structural validity. 

2. Methods 
2.1. Sample 1: Development of NEL and Content Validity 

The items in the NEL were based on the results of a conceptual study of empowerment, 
using Concept Mapping, in which 56 people with psychiatric diagnoses of severe men-
tal illness according to DSM-IV criteria mapped out the concept of empowerment [13]. 
Eight domains were identified based on a total of 96 statements. The domains were: 1) 
Emerging sense of self, 2) Recovery work, 3) Connectedness, 4) Basic conditions, 5) So-
cial support, 6) A caring community, 7) Social security, 8) Adequate help. 

Forty-five of the 96 statements were converted into questionnaire items. The selec-
tion was based on high indicated priority and low standard deviation: for each quadrant 
of the Concept Map we selected the items with the highest priority and a standard de-
viation of <2. We also screened for overlap. Finally, we assessed whether the items cov-
ered the tenor of the quadrant of origin. The items were cast in the form of concrete 
and unambiguous statements. 

Respondents indicate on a five-point scale the extent to which they agree or disagree 
with the statements (“strongly disagree” [1], “disagree” [2], “neither agree nor disagree” 
[3], “agree” [4], “strongly agree” [5]). Four items relate to mental health care services; 
these items have a sixth response category: “not applicable”. 

Six peers from the Dutch psychiatric user movement evaluated the first version of the 
questionnaire. In addition, a supervisory committee of peers with lived experience as-
sessed the questionnaire in particular in relation to its face validity. Finally, 33 current 
and former users of mental health services completed the draft questionnaire. Based on 



W. Boevink et al. 
 

21 

the outcome of this first test, we reformulated several items and reduced the total 
number of items to 42. 

After completion of the test, the NEL was sent to 823 current and former users of 
Dutch mental health care services aged 18 - 65 years, distributed throughout the Neth-
erlands (Table 2). We attempted to reach a representative group of current and former 
users, from people receiving long-term intensive care, to people who currently make 
little or no use of mental health care services, to people (self) employed as peer workers. 
The questionnaires were distributed by professionals working at mental health institu-
tions (n = 364), staff of user-run projects (n = 224) and rehabilitation programmes (n = 
235). In addition to these, a few respondents received a questionnaire directly from the 
researchers (n = 9). A total of 368 completed questionnaires were completed and re-
turned by reply-paid envelope, representing a response rate of 44%. 

2.2. Sample 2: RCT Sample 

In addition to sample 1, data from a recently published randomised controlled trial 
with data collected at baseline and two follow-up points (one year and two years), were 
used to examine the NEL [15]. The sample was divided in a group of “early starters” 
(sample 2a) and a group of ‘late starters’ (sample 2b). The NEL had been collected at 
year 1 and year 2, allowing an analysis of the effect of TREE on NEL outcomes in those 
who started with TREE after year 1 [15]. The RCT examined, over a two-year period, 
the impact of a user-developed and user-run recovery program (Toward Recovery, 
Empowerment and Experiential Expertise - TREE) on outcomes in individuals with se-
vere mental illness, as add-on to care as usual. A randomised wait-list controlled design 
of TREE (n = 80), added to care as usual (CAU; consisting of professional case man-
agement), versus CAU only (n = 83), was implemented in patients with severe mental 
illness. Follow-up was at 12 and at 24 months after inclusion [15]. The data pertaining 
to the RCT sample were used to examine NEL reproducibility (comparing repeated 

 
Table 2. Sample characteristics. 

 
Sample 1 Sample 2a Sample 2b 

Age: mean (n; SD) 43.9 (361; 12.0) 44.1 (79; 10.8) 43.7 (83; 12.0) 

Male n (n total; %) 182 (362; 50.3) 46 (80; 57.5) 39 (83; 47.0) 

Born in the Netherlands n (%; n total) 329 (364; 90.4) 71 (77; 92.2) 75 (83; 90.4) 

Living in institution n (n total; %) 106 (362; 29.3) 24 (80; 30.0) 32 (83; 38.6) 

Paid employment n (n total; %) 37 (353; 10.5) 16 (80; 20.0) 6 (83; 7.2) 

Education# 
   

Low n (n total; %) 117 (355; 32.9) 39 (80; 48.8) 36 (83; 43.3) 

Middle n (n total; %) 142 (355; 40.0) 29 (80; 36.3) 25 (83; 30.1) 

High n (n total; %) 96 (355; 27.0) 9 (80; 11.3) 22 (83; 26.5) 

Psychosis n (n total; %) 198 (358; 55.3) 32 (80; 40.0) 34 (83; 41.0) 

Never admitted n (n total; %) 69 (361; 19.1) 12 (64; 18.8) 10 (63; 15.9) 

Sample 2a—RCT sample group of “early starters”. Sample 2b—RCT sample group of “late starters”. #Higher educa-
tional level: higher professional/university; Lower educational level: no formal education, special or primary educa-
tion, junior secondary vocational education. 
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measures of NEL after the start of the intervention in the RCT) and responsiveness 
(change in NEL after treatment). In addition, convergent validity with both the Boston 
Empowerment Scale [10] [11] and the Mental Health Confidence Scale [12] was ana-
lysed, hypothesizing greater convergent validity compared to the Boston Empowerment 
Scale, given previous research suggesting relatively poor psychometric properties for 
the Boston Empowerment Scale and relatively good properties for the Mental Health 
Confidence Scale [9]). Finally, discriminant validity was assessed against the number of 
met and unmet needs as assessed by the Camberwell Assessment of Need (CAN) [16] 
and the Community Assessment of Psychic Experiences (CAPE) total score [17] [18]. 
The CAN is designed to discuss and rate 22 different needs covering all aspects of an 
individual’s life and mental wellbeing including accommodation, daytime activities, 
psychotic symptoms, childcare, money, psychological distress, physical health and rela-
tionships. Each of the 22 needs can be rated as “met” or “unmet” depending on whether 
the person is receiving help in that area, yielding scores of the number of met and un-
met needs. The CAPE is a 42-item self-report instrument that transdiagnostically cap-
tures psychotic (20 items), depressive (8 items) and negative symptoms (14 items) [19]. 
Items are scored on a scale from 1 to 4, and can be added to form a total score. 

2.3. Instruments 

In addition to the NEL, data were collected on several other outcomes. The Boston 
Empowerment Scale [10] was translated to the Dutch “Making Decisions Scale” [9]. 
The 28-item scale consists of five factors: self-efficacy and self-esteem, power and pow-
erlessness, community activism, righteous anger, and optimism toward and control 
over the future. Items are true or false statements. Possible scores range from 1 to 4, 
with higher scores indicating more empowerment [10]. Quality of life was assessed with 
the Maastricht Brief Quality of Life Scale [20]. Information about mental health was 
provided by the Mental Health Index (MHI-5), comprising five items from the SF-36 
[21] and items on care use and use of medication. Finally, we collected socio-demo- 
graphic information and asked the respondents to classify their mental health prob-
lems, giving them the options of “psychotic disorder/schizophrenia”, “personality dis-
order”, “anxiety disorder” and “mood disorder”. 

2.4. Ethics 

The standing medical ethical committee approved the study. The study was conducted 
according to the principles expressed in the Declaration of Helsinki. All participants 
provided written informed consent. No incentives were offered for participation. 

2.5. Analysis 

Analyses were carried out in SPSS [22] and STATA, version 14 [23]. In order to exam-
ine the structural validity, a principal component analysis was carried out with listwise 
deletion. Principal components were selected based on the screeplot as well as on inter-
pretability and face validity in relation to the concept mapping exercise of the pilot 
study [13]. Given the fact that the items on mental health services and care were miss-
ing for the sizeable proportion of participants who did not receive care, analyses were 
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repeated without these items, in order to examine stability of the principal component 
structure without these items. On the basis of the principal component structure of the 
principal component analysis, scale scores were calculated as the weighted average of 
the items with high loadings (>0.4) on that particular scale. The missing data rule for 
the scale score analysis was that if more than 20% of the items on a particular scale were 
missing, the scale score was not computed. 

Internal consistency of the total questionnaire as well as the subscales was deter-
mined by calculating Cronbach’s alpha. Two items were dropped due to ambiguity and 
low item-rest correlations (<0.40), leaving 40 items in the final instrument. Convergent 
validity was evaluated by calculating the Pearson correlations between the scores on the 
NEL on the one hand, and the scores on the Boston Empowerment Scale (both sample1 
and sample 2) and the Mental Health Confidence Scale (sample 2) on the other, hy-
pothesizing that the correlation between the NEL and the Mental health Confidence 
Scale would be high, and significantly higher than the correlation with the Boston Em-
powerment Scale. This latter hypothesis was examined in sample 2, using the MVREG 
(multivariate regression) procedure in STATA. Discriminant validity was examined 
using the Quality of Life questionnaire, the Mental Health Index, the CAPE total score 
and the CAN total number of met and unmet needs, hypothesizing that Pearson corre-
lations between NEL and these scales would be low to moderate. Reproducibility and 
responsiveness were analysed in sample 2 as described in detail in an earlier report [15]. 
A multilevel random regression analysis, adjusted for location, was conducted using the 
XTREG routine in STATA, in order to take into account clustering of observations 
(level 1) within persons (level 2). In the XTREG multilevel random intercept regression 
model, the dependent variable was the continuous outcome measure and the inde-
pendent variable was condition (TREE or CAU). Effect sizes were expressed as the re-
gression coefficient B. 

3. Results 
3.1. Sample 1: Respondent Characteristics 

The average age of the 368 respondents was 44 years (in a range from 18 to 82 years). 
Half was male, 90% was born in The Netherlands, 46% lived alone; 29% resided in a 
mental health institution or some form of sheltered housing. 10 percent had a regular 
paid job (full or part-time); 37% were engaged in voluntary work, were homemaker, 
studying or going to school. Twenty-seven percent of respondents had a higher educa-
tional level (higher professional/university); 33% had a lower educational level (no 
formal education, special or primary education, junior secondary vocational educa-
tion). More than half reported they had suffered from psychosis and only 19% was 
never admitted to a psychiatric hospital. 

3.2. Sample 2: Respondent Characteristics 

Sample characteristics of the 163 participants have been described in detail elsewhere 
[15]. The mean age was 43.9 (years, SD = 11.4), 52% was male, 91% was born in the 
Netherlands. Fourteen percent were in (part/full time) paid employment, 50% were 
engaged in voluntary work/housemaker/study. The proportions with low, medium and 
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high educational level were, respectively, 47%, 34% and 19%. Eighteen percent was liv-
ing with parents or with children (with or without a partner); 42% lived alone, 34% 
were living in an institution. Forty percent suffered from a psychosis and only 17% was 
never admitted to a psychiatric hospital (Table 2). 

3.3. Structural Validity (Sample 1) 

The principal component analysis of the 40 items produced six components explaining 
54% of the variance (N = 235). These components corresponded well with the domains 
identified in the Concept Map and were labelled Self-management; Social support; 
Caring community; Connectedness; Confidence and purpose and Professional help. 
The principal component analysis was repeated without the four items with the highest 
loadings on the factor Professional help. Sixty participants who did not receive care 
could now be included in the analysis (N = 295). Results of both analyses were highly 
comparable. Only two items had a higher loading on another component. Therefore, 
calculation of the six scale scores was based on the results of the second principal com-
ponent analysis (Table 3). Correlations between subscales were low to moderate; only a 
single correlation-between Confidence and purpose and Self-management—had a value 
≥0.8 (Table 4). 

A short version with 25 items can be composed of three subscales: confidence and 
purpose, social support and connectedness. Together these three subscales explained 
95% (sample 1) and 96% (sample 2) of the variance in the total score. 

3.4. Construct Validity 

Convergent validity (Table 5) 
The correlation between the NEL and the Boston Empowerment Scale was moderate 

at 0.663 and 0.614 in sample 1 and sample 2, respectively. The correlation with the 
Mental Health Confidence Scale was high at 0.778, significantly higher than the corre-
lation with the Boston Empowerment Scale (p < 0.001). Entering, in sample 2, the Bos-
ton Empowerment Scale and the Mental Health Confidence Scale in the same regres-
sion model of the NEL revealed that the association with the Boston Empowerment 
Scale (b = 0.010, p = 0.176) was entirely reducible to the association with the Mental 
Health Confidence Scale (b = 0.478, p < 0.001). 

Discriminant validity (Table 6) 
Pearson correlations were low to moderate for the CAPE total score, CAN unmet 

needs, CAN met needs, Mental Health Index and Quality of life (Table 6). 

3.5. Internal Consistency (Sample 1 and Sample 2) 

Cronbach’s alpha was 0.94 (sample 1) and 0.95 (sample 2) for the total scale. The out-
comes for the subscales are reported in Table 4 (sample 1), showing good internal con-
sistency. 

3.6. Reproducibility (Sample 2) 

In the RCT sample, repeated measures of NEL in the treatment group were available for 
57 individuals. The NEL intraclass correlation coefficient in this group was 0.79. 
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Table 3. Results of factor analysis of scale items. 

Scale items Factor loadings* 
 f1 f2 f3 f4 f5 f6 

 
Confidence 
and purpose 

Social 
support 

Caring 
community 

Connectedness 
Self- 

management 
Professional 

help 
33. I think of myself as a person worth something 0.79 

     
34. I turn negative thoughts into positive ones 0.75 

     
43. I am not afraid to rely on myself 0.67 

     
19. I am determined to go on 0.64 

     
13. I derive satisfaction from the things that go well 0.58 

     
4. I have a purpose in my life  0.57 

     
41. I can deal with my vulnerabilities 0.54 

     
22. The role of patient is no longer central in my life 0.54 

     
14. I am able to deal with the problems that come my way 0.46 

     
3. I have the feeling that I can mean something 

for someone else 
0.46 

     
16. I decide how I control my life 0.45 

     
36. I can see how my life has made me who I am today 0.43 

     
10. The people around me take me as I am 

 
0.75 

    
42. I can fall back on the people around me 

 
0.73 

    
17. The people I love support me  

 
0.71 

    
28. I have a good relationship with the people around me 

 
0.71 

    
6. The people around me accept me 

 
0.67 

    
9. Those around me offer me a listening ear 

 
0.64 

    
18. I can obtain adequate support when I need it 

 
0.53 

    
39. This society does not discriminate against people 

with a mental disability   
0.78 

   
12. In our society, people with a mental disability 

are considered full citizens   
0.73 

   
24. This society offers social security to people with 

a mental disability   
0.73 

   
29. This society creates opportunities that fit my 

level of participation   
0.72 

   

2. This society makes allowance for people with 
a psychiatric disability   

0.64 
   

20. Society respects my rights as a citizen 
  

0.55 
   

25. I regularly meet people outside my home 
   

0.66 
  

40. I do the things that I think are important 
   

0.60 
  

26. I can share my experiences with others 
with similar experiences    

0.59 
  

38. I have enough to do each day 
   

0.58 
  

32. I have a sense of belonging  
   

0.52 
  

37. I find peace and safety in my home 
   

0.38 
  

8. I am able to set my boundaries 
    

0.70 
 

11. I know what is good and what is not good for me 
    

0.68 
 

27. I know what I am good at  
    

0.50 
 

21. I have structure in my life  
    

0.50 
 

23. I am not afraid to ask for help 
    

0.42 
 

15. My caregiver is there for me when I need him/her 
     

0.79 
1. My caregiver and I have a good collaborative relationship 

     
0.77 

7. My caregiver takes my abilities as a starting point, 
not my limitations      

0.70 

30. The care I receive fits in well with my life 
     

0.61 
Cronbach’s alpha in first sample 0.89 0.87 0.81 0.74 0.78 0.81 
Cronbach’s alpha in second sample 0.92 0.89 0.84 0.78 0.80 0.84 

*factors 1 - 5 calculated in sample of n = 295; factor 6 calculated in sample of n = 235. 
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Table 4. Pearson correlations (r*) between subscales of the Netherlands Empowerment List. 

 
Self- 

management 
Social 

support 
Caring 

community 
Connected- 

ness 
Confidence 
and purpose 

Professional 
help 

Total 
score 

Self- 
management 

r 1 0.521 0.380 0.706 0.803 0.351 0.873 

N 356 351 335 328 355 311 352 

Social support 
r 0.521 1 0.423 0.592 0.469 0.500 0.777 

N 351 357 334 326 355 308 349 

Caring 
community 

r 0.380 0.423 1 0.640 0.296 0.272 0.612 

N 335 334 338 317 336 298 336 

Connectedness 
r 0.706 0.592 0.640 1 0.541 0.555 0.860 

N 328 326 317 331 329 305 329 

Confidence 
and purpose 

r 0.803 0.469 0.296 0.541 1 0.251 0.762 

N 355 355 336 329 360 310 353 

Professional 
help 

r 0.351 0.500 0.272 0.555 0.251 1 0.600 

N 311 308 298 305 310 311 309 

Total score 
r 0.873 0.777 0.612 0.860 0.762 0.600 1 

N 352 349 336 329 353 309 353 

*all correlations in table p-value < 0.001. 

 
Table 5. Convergent validity: Pearson correlations between Netherlands Empowerment List and 
other empowerment-related scales. 

 Empowerment scale† Empowerment scale‡ Mental Health Confidence scale‡ 

NEL 
Total score 

r# 0.663 0.614 0.778 

p-value 0.000 0.000 0.000 

N 345 102 111 

#r = Pearson correlation coefficient. †Sample 1. ‡Sample 2. 

 
Table 6. Discriminant validity: Pearson correlations between Netherlands Empowerment List 
and other scales. 

 
Quality 
of life† 

Mental health  
Index† 

CAPE total 
score‡ 

CAN unmet 
needs‡ 

CAN met 
needs‡ 

NEL Total 
score 

r# 0.663 0.442 −0.583 −0.585 −0.009 

p-value 0.000 0.000 0.000 0.000 0.927 

N 345 346 112 112 112 

#r = Pearson correlation coefficient. †Sample 1. ‡Sample 2. 

3.7. Responsiveness (Sample 2) 

In the RCT sample, the responsiveness of NEL to the TREE intervention was examined 
in 131 individuals who had been exposed to one or more elements of the TREE inter-
vention in the trial (see [15] for details). Of these, 63 had NEL administered at baseline 
before the TREE intervention, 127 after one year of TREE treatment, and 57 after two 
years of TREE treatment. From year 1 to year 2, there was a small but significant effect 
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of TREE treatment over time, similar to the effects on other outcomes reported pre- 
viously [15] (Table 7). 

4. Summary and Discussion 

The NEL questionnaire was created exclusively on the basis of contributions by people 
with mental disabilities from all over the Netherlands suggesting good content validity. 
It contains 40 statements with which respondents can agree or disagree. Principal com- 
ponent analysis produced six interpretable subscales: social support, professional help, 
connectedness, confidence and purpose, self-management and caring community. In-
ternal consistency was good, with the items forming a coherent whole. Discriminant 
validity was also good. Although there was a degree of association among NEL and 
constructs of quality of life, mental well-being, needs and psychopathology, these cor-
relations were not so high that they could be described as the same constructs. Conver-
gent validity was, as expected, better for the Mental Health Confidence Scale than for 
the Boston Empowerment Scale, suggesting the need for a culturally sensitive scale. The 
NEL showed good reproducibility and was responsive to a user-led intervention. 

The NEL was devised before the publication of the CHIME framework [6], with 
which it clearly shows a degree of conceptual overlap. The dimensions of the NEL, 
similar to the CHIME framework, point to the importance of kindling strength and 
support for self-narrative development, promoting the role of mental health services in 
building inclusive communities enabling access to peer support as well as providing 
sanctuaries, and clinical skills that promote self-management. 

Conceptually, the scale describes feelings, competencies and actions reflective of 
personal empowerment (confidence and purpose, self-management, connectedness), 
and the resources in support of this process (social support, professional help, caring 
community). The first factor “Confidence and purpose” describes core aspects of per-
sonal empowerment: identity, self-esteem, control, willpower and purpose. A short ver-
sion of 25 items can be composed of this subscale combined with social support and 
connectedness. 

The Netherlands Empowerment List was developed with and for adults with psychi-
atric disabilities and was psychometrically tested in institutionalized and non-institu- 
tionalized settings, and in consumer-run initiatives. To date, the scale has been used in 
 
Table 7. Effect of TREE intervention on NEL empowerment in RCT sample (adjusted for site). 

 Level of need for care 

Time CAU TREE 1-year follow-up TREE 2-year follow-up 

 Mean (SD) N Mean (SD) N Mean (SD) N 

Baseline --#      

Year1 3.41 (0.64) 63 3.52 (0.60) 63   

Year2   3.49 (0.64) 64 3.60 (0.55) 57 

Stratified effect size¶ 0*  0.083 (−0.040,0.21), p = 0.189 0.172 (0.002, −0.34), p = 0.047 

CAU = care as usual. # = the NEL was not administered at baseline. * = reference category. ¶ = regression coefficient 
B of TREE at year 1 and year 2. Between brackets: 95% confidence interval. 
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a wide range of settings in and outside mental health care in the Netherlands and Bel-
gium, including services for homeless people, youth care, social work, visual impair-
ments, intellectual disabilities, and physical revalidation [24]-[32]. 

Study Limitations 

The findings should be interpreted in the context of a number of strengths and weak-
nesses. An advantage is the user-led development of the NEL, thus ensuring content va-
lidity. A further strength was adherence to the full set of COSMIN criteria [14], making 
NEL the exception in this regard [8]. Weaknesses are the lack of psychopathology in-
terview data and the use of two different samples for the analyses, although the samples 
are quite comparable clinically and demographically. Future work should include psy-
chopathology interview data and attempt further alignment with the CHIME frame-
work [6]. 
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