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Abstract
There is a need for an internationally standardized and psychometrically tested instrument to
measure the perceptions of staff members on the quality of forensic inpatient care provided. The
aim of the present study was to adapt the Swedish instrument Quality of Psychiatric Care-Forensic
In-Patient Staff (QPC-FIPS) to the Danish context and to evaluate its psychometric properties and
factor structure in this context. All permanently employed staff members at all 27 forensic inpatient wards in Denmark were invited to answer the Danish version of the QPC-FIPS. In total, 641
staff members participated, resulting in a response rate of 80%. The Danish version of the QPCFIPS showed adequate psychometric properties and excellent goodness of fit of the hypothesised
factor structure. Hence, the Danish QPC-FIPS is an excellent instrument for evaluating quality of
forensic inpatient care both in clinical practice and in cross-cultural research. The members of
staff generally reported that the care provided to patients was of high quality. The quality of the
forensic-specific dimension was rated the highest, followed by the support, secluded environment,
encounter, discharge and participation. The quality of the secure environment dimension was
perceived to be the worst. The QPC-FIPS includes important aspects of staff members’ assessments
of quality of care and offers a simple and inexpensive way to evaluate psychiatric forensic inpatient care. The QPC-FIPS can be used together with the Quality of Psychiatric Care-Forensic In-Patient (QPC-FIP) instrument, which covers the same items and dimensions as the QPC-FIPS, to iden*
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tify patients’ and staff members’ views on quality of care and to improve the quality of forensic
psychiatric care and benchmarking.
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1. Introduction
In forensic psychiatry, as in all health care fields, the assessment of quality of care is becoming recognized as an
important outcome measure of the care provided [1]. It is argued that health care should be effective and productive [2] and that it should ensure that patients receive care which is as safe and high quality as possible, regardless of policy changes that may affect the staff’s ability to provide care [3]. Care providers have a responsibility to provide high quality care and should therefore make efforts to assess the quality of the care provided [4]. It
is thus important that the care providers have information about how they perform and that they assess the quality of care they provide in relation to patients’ perceptions of the care [5]. That information can then be used to
improve care [1] as well as to support changes in the organization of care and in the staff’s performance [6].
Although there is a growing interest in improving the quality of care in forensic psychiatric settings [7], staff
members’ assessments of quality of care are rarely used in the forensic psychiatric services [8] [9]. As a consequence, we know little about how staff members perceive the quality of care they provide. Recently, however,
the instrument Quality in Psychiatric Care-Forensic In-Patient Staff (QPC-FIPS) questionnaire has been developed and shown to have adequate psychometric properties in the Swedish context [5]. Because there are no
psychometrically evaluated instruments in forensic psychiatric care, there is potential for the QPC-FIPS to be
used to assess the perceptions of the quality of care among forensic psychiatric care providers in other countries.
However, the use of an instrument in another cultural setting requires careful translation and adaptation to the
specifics of the culture where it will be used [10] [11]. A cross-culturally validated instrument gives researchers
not only an instrument with known properties to make systematic analyses [12], but also the opportunity to compare results across similar care environments from different countries in meaningful ways [13] or to perform
benchmarking within [14] or across countries [7]. International comparisons will generate new and generalizable
knowledge that can be used in quality of care improvement.
Previously, there has been no available instrument like the QPC-FIPS available in Danish. Therefore, the aim
of the present study was to adapt the QPC-FIPS to the Danish context and to evaluate its psychometric properties and factor structure.

2. Methods
2.1. Study Sample
In Denmark, forensic psychiatric care is delivered through five regions. All permanently employed staff members at all 27 forensic inpatient wards in Denmark were invited to answer the Danish version of the QPC-FIPS.
All major occupational groups were represented, including nurses, physicians, social and health care assistants,
psychologists, social counselors and social workers. Staff members were informed that participation was voluntary and that their answers would remain anonymous.
In total, 641 members of staff completed the questionnaire, yielding a response rate of 80%. Eleven participating staff members had 30% or more missing items on the questionnaire and were excluded from the analysis.
Thus, the final study sample consisted of 630 members of staff, of whom 389 (61%) were women and 248 (39%)
were men (four participants had missing values on gender). The members of staff were aged between 18 and 70
years, with a median age of 47 years.

2.2. The Original Swedish QPC-FIPS Instrument
The QPC-FIPS [5] is a self-reported, multi-dimensional instrument based on the Quality in Psychiatric CareForensic In-Patient (QPC-FIP) instrument developed by Schröder, Ågrim and Lundqvist [15] and adapted to
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measure perceptions among staff. The QPC-FIP was developed from a definition of quality of care based on a
phenomenographic interview study with patients receiving both inpatient and outpatient care [16]. Both the
QPC-FIP and the QPC-FIPS have been shown to have good psychometric properties [5] [15].
The QPC-FIPS measures quality of care using 34 items across seven dimensions: encounter, participation,
discharge, support, secluded environment, secure environment and a forensic-specific dimension. Every item is
related to the phrase “I experienced that…” All items are scored on 4-point Likert-type scales ranging from 1
(totally disagree) to 4 (totally agree). For all items, participants can respond with “not applicable”. The questionnaire also includes a number of background questions concerning demographic characteristics and generally
relevant clinical data. Finally, at the end of the questionnaire, there is an open-ended question for participants to
offer further comments on the quality of care.

2.3. Danish Adaption of the QPC-FIPS
A forward-back translation process [17] was used for the translation of the original Swedish QPC-FIPS into Danish. A native Danish speaker and authorized translator with Swedish as a second language translated the Swedish version into Danish. Another independent authorized translator back-translated the Danish version into
Swedish. Thereafter, the back-translation was discussed by the Swedish research group (LOL and AS). The Danish version was then compared with the Swedish version to identify any difficulties in the translation process
and to scrutinize the convergence between the translation and back-translation. Some difficulties were found and
were discussed with both translators. This led to some minor revisions of the translation. A preliminary version
of the Danish QPC-FIPS was designed. The Swedish and Danish research groups subsequently discussed this
version and compared it with the original QPC-FIPS to continue fitting the items into the forensic psychiatry
context in Denmark.
The preliminary QPC-FIPS was validated with 20 employees from five different wards. The interviewed employees were social workers and social and health care assistants of both genders. The interviews were conducted as cognitive interviews lasting for around 30 minutes each. The interviewees were asked to answer the
questionnaire while the interviewer observed to see whether certain questions caused trouble. Afterwards, the
interviewer asked the employee to elaborate on the specific answers given and to explain what certain terms in
the items meant to the employee. Any discrepancies between the theoretical meaning of the question and the
employee’s understanding of the question were noted. The Danish and the Swedish research groups reviewed
the results from the validation, and some terms were altered to fit the Danish psychiatric context. The final instrument is available upon request from the first author.

2.4. Data Analysis
Imputation was performed before analysis by replacing missing data points with the item means. Descriptive
statistics were produced using SPSS 21. Cronbach’s alpha [18] was used to assess the scales, and the 0.70 criterion was used to determine adequate homogeneity [19]. To test the factor structure of the QPC-FIPS, confirmatory factor analysis (CFA) was performed using LISREL 8.8 [20]. Generalized weighted least squares estimation was used on the asymptotic covariance matrices. The PRELIS program [21] obtained the polychoric and
polyserial correlation matrix. As recommended by Jöreskog and Sörbom [20], for ordinal measurement variables,
the parameters were estimated by the weighted least squares method using the asymptotic covariance matrix.
To test the tenability of the factor structure model proposed a priori and based on the original Swedish QPCFIPS [5], a CFA was performed, specified with the following model: Items 7, 10, 11, 12, 15, 17, 19 and 24 were
assumed to represent encounter; items 1, 5, 6, 13, 14, 25, 27 and 28 to represent participation; items 8, 16 and 20
to represent discharge; items 18, 21, 22 and 23 to represent support; items 3 and 26 to represent secluded environment; items 2, 4 and 9 to represent secure environment and items 29 through 34 to represent forensic unitspecific situations.
The Satorra-Bentler scaled chi-squared (SBχ2) test, the comparative fit index (CFI), the standardized root
mean square residual (SRMR) and the root mean square of approximation (RMSEA) were used to evaluate the
adequacy of the models. Values ≥ 0.90 and 0.95 for the CFI, ≤ 0.10 and 0.08 for the SRMR, and < 0.08 and 0.05
for the RMSEA were considered to constitute adequate and excellent levels of goodness of fit, respectively [22][24].
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3. Results
3.1. Psychometric Evaluation of the QPC-FIPS

The CFA based on the Swedish QPC-FIPS factor structure showed a significant chi square (SBχ2 = 1258.12, df
= 506, p < 0.001), a CFI of 0.99, an RMSEA of 0.048 (CI = 0.045 - 0.052), a p-value of .81 for the test of close
fit based on the RMSEA (RMSEA < 0.05), and an SRMR of 0.078. Taken together, these results indicate an excellent goodness of fit. Summary statistics are given in Table 1. As seen in Table 2, four (19%) of the correlation coefficients among the QPC-FIPS dimensions were strong (>0.60) and 12 (57%) coefficients were moderate
(0.40 - 0.60) in size, implying the possibility of a common second-order factor. A test of a common second-order factor showed, however, a worse fit (SBχ2 = 2268.07, df = 527), so this model was discarded. Therefore, the
model specified a priori with seven first-order factors with 34 items was regarded as a satisfactory representation
of the factor structure of the Danish version of the QPC-FIPS and was considered the final model.

3.2. Descriptions of Staff Members’ Views of Quality of Forensic Inpatient Care
Means and standard deviations of the seven QPC-FIPS dimensions and associated items are given in Table 1.
Overall, the staff perceived the quality of the forensic-specific dimension as the highest, followed by the quality
of the support dimension, which was somewhat lower. The next highest scores were assigned for quality on the
secluded environment, encounter, discharge and participation dimensions. The quality of the secure environment
dimension was perceived as the worst. As seen in Figure 1, and supported by Bonferroni corrected t-tests, the
perceived quality of the forensic-specific dimension was not significantly different from the second-ranked dimension of support. The perceived quality of the support dimension was significantly greater than that of the
secluded environment (t(629) = 4.70, p < 0.0001), which was, in turn, significantly greater than that of encounter
(t(629) = 4.19, p < 0.0001). Perceptions of quality did not differ between the encounter and discharge dimensions.
The perceived quality of discharge was significantly greater than that of the participation dimension (t(629) =
12.41, p < 0.0001), and the perceived quality of participation was significantly greater than that of the lowest
ranked dimension, secure environment (t(629) = 12.57, p < 0.0001).

4. Discussion
The present study showed that the factor structure of the Danish version of the QPC-FIPS was equivalent to that
proposed on the basis of the original Swedish version [5], demonstrating that the concept of quality of forensic
psychiatric care held by staff in Denmark are in keeping with the concept held by staff in Sweden. Factor loadings as well as homogeneity of the dimensions were also in keeping with the Swedish version. Hence, this study
has shown that the methods used to adapt and standardize the Swedish QPC-FIPS instrument for applicability in
the Danish context were successful.
The Danish version of the QPC-FIPS is the first instrument for measuring staff members’ perceptions of quality of care in forensic inpatient care settings in Denmark. The instrument was rigorously translated and adapted
to the Danish culture. Most of the adaptation of the instrument was related to semantic equivalence. The selection of the method of interviews was time consuming but very important for the adaptation.
The staff members reported generally high quality of care (i.e., a mean scores over 2.5, which is the centre of
the scale). The highest perceptions of quality of care were found in the forensic-specific dimension, and the
lowest perceptions were found in the secure environment dimension. The low ratings in the secure environment
dimension are in line with previous findings among forensic inpatient staff in Sweden [5]. This finding may indicate that the staff, relatively speaking, did not perceive the ward environment as safe for the patients. This is
somewhat puzzling because, as patients have been sentenced for a crime, the focus of forensic psychiatry is on
safety [25], and the staff should provide a secure base for patients in the ward [26]. This is in line with interviews among staff, where they expressed the view that patients should feel safe and secure and not have to be
disturbed by fellow patients in the ward [16]. Our findings, however, may indicate that, relative to other quality
of care dimensions, security is an area for improvement. Notably, the lowest QPC-FIPS rating was on the item
“the patients are not disturbed by fellow patients”.
The present study has several strengths, such as the thorough translation and adaptation process, the inclusion
of all wards in Denmark, the ease of use and administration of the questionnaire, the high response rate and the
low frequency of missing items, there are some limitations. For instance, it should be noted that Denmark and
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Table 1. Summary statistics of confirmatory factor analysis of the QPC-FIPS (N =630).
QPC-FIPS Items and Dimensions

Loading

Total QPC-FIPS (34 Items)
1. Encounter (8 items)

α

M

SD

0.93

3.22

0.43

0.89

3.27

0.53

07. Gives support when the patients need it

0.40

3.27

0.73

10. Committed staff

0.53

2.88

0.79

11. Shows empathy

0.54

3.26

0.72

12. Cares if the patients get angry

0.79

3.44

0.71

15. Respects the patients

0.47

3.34

0.70

17. Shows understanding

0.63

3.24

0.71

19. Has time to listen

0.42

3.15

0.73

24. Cares about the patients’ care

0.65

3.56

0.63

2.95

0.56

2. Participation (8 items)

0.84

01. Patients have influence over their care

0.45

2.84

0.82

05. Patients’ views of the right care are respected

0.38

2.54

0.82

06. Patients take part in decision making about their care

0.46

2.79

0.84

13. Benefit is drawn from the patients’ earlier experiences of treatment

0.54

3.19

0.78

14. Patients help to recognize signs of deterioration

0.61

2.98

0.91

25. Patients are informed in a way that they understand

0.50

3.25

0.73

27. Patients have knowledge about their mental troubles

0.56

3.15

0.77

28. Patients receive information about treatment alternatives

0.62

2.82

0.96

3. Discharge (3 items)

3.26

0.72

08. Planning of the patients’ continued treatment

0.46

0.58

2.95

0.78

16. Patients are offered follow-up after discharge

0.57

3.29

1.19

20. Patients know where to turn

0.59

3.52

0.94

3.53

0.53

4. Support (4 items)

0.76

18. Stops the patients from hurting others

0.67

3.54

0.65

21. Stops the patients from hurting themselves

0.83

3.66

0.58

22. Nothing shameful about having mental troubles

0.80

3.46

0.73

23. Shame and guilt must not get in the way

0.84

3.45

0.80

3.39

0.75

3.43

0.82

3.35

0.92

2.62

0.62

5. Secluded environment (2 items)

0.65

03. Access to a secluded place

1.11

26. There is a secluded place

1.01

6. Secure environment (3 items)

0.61

02. High level of security in the ward

0.51

3.03

0.88

04. Feels secure with fellow patients

0.67

2.74

0.79

09. Not disturbed by fellow patients

0.56

2.10

0.80

3.54

0.41

7. Forensic specific (6 items)

0.69

29. Informed of their rights

0.73

3.84

0.45

30. Help the patients contact the Administrative Court

0.87

3.86

0.41

31. The doctor explains…

0.55

3.37

0.76

32. Support from their lawyer

0.31

3.40

0.84

33. Staffs help the patients with processing their crime

0.52

3.22

0.79

34. Staffs are involved in the patients’ care…

0.48

3.56

0.66

Notes: QPC-FIPS = Quality of Psychiatric Care-Forensic In-Patient Staff; α = Chronbach alpha.
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Table 2. Correlation coefficients of QPC-FIPS dimensions (N = 630).
QPC-FIPS Dimension

1

2

3

4

5

6

1

Encounter

1.00

2

Participation

0.67

1.00

3

Discharge

0.46

0.55

1.00

4

Support

0.66

0.57

0.47

1.00

5

Secluded environment

0.41

0.38

0.34

0.40

1.00

6

Secure environment

0.44

0.42

0.32

0.37

0.43

1.00

7

Forensic-specific

0.61

0.59

0.47

0.61

0.40

0.32

7

1.00

Notes: All correlation coefficients are significant at p < 0.001.

4.0

Mean ratings (1-4)

3.5

3.0

2.5

2.0

Forensic
specific

Support

Secluded
environment

Encounter

Discharge

Participation

Secure
environment

QPC-FIPS domains

Figure 1. Mean ratings of the Danish QPC-FIPS dimensions. Error bars represent one Standard Error of the Mean.

Sweden are culturally similar. However, as a first step to test the cross-cultural validity of the QPC-FIPS, the
adaptation to Danish was deemed suitable. To permit international comparison, adaptation and standardization
of the QPC-FIPS instrument into languages and countries outside Scandinavia is warranted [27]. To improve the
quality of care further, both patients’ and staff members’ views of quality of care should be considered [28]. The
planned development of the QPC for the forensic psychiatric area should include both the patients’ and the staff
members’ perspectives.

5. Conclusion
The result of this study demonstrates that the Danish QPC-FIPS has good psychometric properties, which is an
excellent instrument to measure the staff members’ perceptions of psychiatric inpatient care and has the potential to be useful in cross-cultural research.

6. Clinical Implications
The QPC-FIPS is inexpensive and easy to use. It can be used together with the Danish-adapted and psychometrically tested instrument for patients, the Quality in Psychiatric Care-Forensic In-Patient questionnaire [29], to
identify both patients’ and staff members’ views on quality of care to improve the quality of forensic psychiatric
care and benchmarking.
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