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AbstrAct
Background: Assessment of risk of violent behavior in 
forensic psychiatric practice is a complex and responsible 
clinical task and the use of a valid instrument can make 
the expert’s work more effective. The Historical Clinical 
and Risk Management scale 20 (HCR-20) is a widely 
accepted measure of the risk of violence, sexual and 
criminal behavior. The aim of this study was to validate 
the HCR-20 in Israeli psychiatric inpatient settings. 

Method: In a prospective design, data were collected 
on 150 male patients aged 15-65, diagnosed with ICD-10 
schizophrenia, who were hospitalized in three wards: an 
acute psychiatric ward (n=50), a high security ward (n=50), 
and an open ward (n=50). The HCR-20, as the predictor 
measure, and the Positive and Negative Syndrome Scale, 
as a concurrent measure, were completed at baseline, and 
the Violence Assessment Scale, as the outcome measure, 
was completed at 6-, 12- and 18-month follow-up points. 

Results: Internal consistency reliability was good for the 
total HCR-20 scale, satisfactory for the H-subscale, but 
low for the C- and R-subscales. Concurrent validity was 
good for the C-subscale, and discriminative validity was 
reasonable for the C- and H-subscales. The total scale as 
well as the Historical and Clinical subscales predicted the 
risk of physical as well as physical/sexual violent behavior 
at both 6- and 18-month follow-up points. 

Conclusions: Appropriate psychometric properties of 
the HCR-20 suggest that it can serve as a useful measure 

of the risk of violent behavior in psychiatric settings in 
Israel. Further research is necessary to confirm norms 
and cut-off scores, using a larger representative sample. 
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IntroductIon 
In recent decades, there is increased focus on the danger-
ousness of patients with severe mental illness (SMI) (1, 2). 
Reportedly, the risk of committing a violent crime among 
individuals with SMI is 4 to 6 times higher than in the 
general population (3-5). In the light of the reports, a need 
for a standardized instrument assessing violence risk as an 
adjunct to clinical examination among people with SMI 
for routine use by clinicians and law enforcement officers 
becomes essential (6). According to the amendment number 
4 to the Law for the Treatment of the Mentally Ill (7), in 
Israel involuntarily hospitalized patients with SMI should 
regularly be represented before Regional Psychiatric Boards 
by the State’s Attorney’s office (Criminal Defense Division) 
or by the Civil Legal Aid. Following the implementation of 
the amendment to the law, it became necessary to assess 
the risk of violent behavior and provide expert opinions 
including risk assessment in order to provide the tribunals 
with appropriate tools to examine the legality of compulsory 
hospitalization (8), the need to extend these hospitalizations 
or discharge patients while protecting the public interests, 
without infringing on patients’ rights.

Traditionally, assessment is a process based on the 
subjective judgment, intuition and clinical experience 
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of the professional. Thus, its results may vary according 
to the personality of the professionals performing the 
assessment, and the validity of the assessment is related 
to the level of accuracy of the assessor. In various coun-
tries, such as the United Kingdom and United States, 
Canada and Germany, the assessment of violence risk in 
individuals with SMI, integrating clinical judgments and 
actuarial evaluations has been conducted with the use of 
the Historical Clinical Risk Management Scale-20 (HCR-
20) (9, 10). The use of HCR-20 offers an opportunity to 
more objectively measure the risk of violent behavior in 
psychiatric and forensic populations and compare various 
assessments of dangerousness risk in time, minimizing 
a potential error. The risk management subscale allows 
evaluating the impact of therapeutic interventions on the 
patient dangerous behavior and in case of a lack of effect 
to change the treatment approach accordingly. 

Despite a great need for a tool assessing violence risk 
in Israel, to date there is no validated actuarial instrument 
for this purpose. Consequently, this study aims to examine 
the psychometric properties and utility of the HCR-20 
in individuals with SMI across diverse psychiatric and 
forensic settings in Israel. Implementation of the HCR-20, 
an internationally accepted and widely used instrument, 
could enable quick and reliable evaluation lending support 
both to the clinical decisions of the hospital staff and of 
the Regional Psychiatric Boards and Courts. Routine use 
of the HCR-20 could both reduce the risk that patients 
would remain compulsorily hospitalized without sufficient 
grounds, and alternately, that patients at risk of violent 
behavior would be prematurely discharged. 

Methods
PAtIents
The study sample included 150 male patients aged 18-65 
with an ICD-10 diagnosis of schizophrenia. Patients with 
dual diagnosis, organic disorders or severe chronic illnesses 
were not enrolled. All patients were hospitalized in three 
Mental Health Centers (MHC): the Lev Ha-Sharon MHC 
(Group 1, n=50), the Sha’ar Menashe MHC (Group 2, 
n=50), and the Maban MHC (Group 3, n=50). The groups 
were chosen thus to test criterion validity of the HCR-20 
and differed by legal status of the baseline admission: 
Group 1 patients were hospitalized voluntarily in an acute 
ward; Group 2 patients were hospitalized involuntarily in 
a high security ward either by Court Observation Order 
(n=46) or by District Psychiatrist’s Order (n=4); and Group 
3 patients were hospitalized voluntarily in an open ward. 

For the total sample, the mean age was 37.2±10.7 years. 
The majority of patients were never married (n=111, 74%) 
and Jewish (n=125, 83%); 73 patients (49%) were Israel-
born, 23 patients (15%) immigrated to Israel from the 
former Soviet Union, 13 patients (9%) from Ethiopia, and 
41 patients (27%) from other countries. Only 30% (45 
patients) served in the Israel Defense Forces. The mean 
number of psychiatric hospitalizations was 10.5±10.3 
(median = 7) and mean duration of the current hospital-
ization was 21.7±43.7 months (median = 4 months). The 
groups did not differ in the mean number of psychiatric 
admissions (χ2=1.66, df=2, p>0.05), but Group 1 and 2 had 
a significantly longer duration of the current hospitalization 
than Group 3 (F=58.8, df=2, p<0.001).

InstruMents
the hcr-20
The HCR-20 (9, 10) is a 20 item broad-band violence risk 
assessment instrument with potential applicability to a vari-
ety of settings. The conceptual scheme of the HCR-20 aligns 
risk markers into past, present, and future (see Appendix). 
Its 10 Historical factors obviously concern the past (e.g., 
previous violence, young age at first violent incident, etc.), 
the 5 Clinical items are meant to reflect current, dynamic 
(changeable) correlates of violence (e.g., lack of insight, 
impulsivity, active symptoms of SMI, etc.). The future is 
recognized in the 5 Risk Management items, which focus 
on situational post-assessment factors that may either 
aggravate or mitigate risk (e.g., plans lack feasibility, lack 
of personal support, stress, etc.). Scores on the whole scale 
are calculated, as well as scores on each of three subscales: 
0=rating for absence of an item, 1=for possible presence of 
the item, and 2=for definite evidence for this item.

This study was designed to explore the reliability and 
discriminant, concurrent and predictive validity of the 
HCR-20 for use in the mental health (forensic psychiatry) 
service system in Israel. 

PosItIve And negAtIve syndroMes scAle 
We used the PANSS (11) to measure participants’ cur-
rent levels of symptomatology. It is a 30-item scale with 7 
positive-symptom items, 7 negative-symptom items, and 
16 general psychopathology symptom items. Each item is 
scored on a 7-point severity scale, resulting in a range of 
possible scores from 30 to 210. The positive- and negative-
symptom item groups are often reported separately, with 
a possible range of 7 to 49. A patient with schizophrenia 
entering a clinical trial typically scores 91. The PANSS 
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has sound psychometric properties, and its Positive and 
Negative scales are very sensitive to changes (12). For our 
sample, the internal consistency of the PANSS, as measured 
by the Cronbach’s alpha coefficient, was 0.92 for the PANSS 
total scale, and ranged from 0.82 for the general psycho-
pathology dimension to 0.92 for the negative syndrome 
dimension. The severity of psychopathology, as measured by 
PANSS scores, was 11.7 (SD=10.7) for positive symptoms, 
15.0 (SD=10.6) for negative symptoms, 23.2 (SD=14.6) for 
general psychopathology symptoms and 49.9 (SD=31.5) 
for the PANSS as a whole.

vIolence AssessMent scAle (vAs)
We used the VAS (13, 14) as an outcome measure for 
the severity of violent behavior. It is a 0-100 point scale, 
analogous to the DSM-IV, GAF (15), with 10 anchor points 
that contain descriptions of overt violence toward others. 
The descriptions encompass physical or sexual assault (e.g., 
murder, rape, stabbing, punching, molesting, etc.) as well as 
threatening behavior (e.g., raising a fist, pointing a weapon, 
chasing or stalking, verbal threats, etc.) and damage to 
property (e.g., setting fire, breaking, slamming things). 
The VAS also contains severity indications such as degree 
of damage and use of weapons which are embedded in the 
scale where appropriate. The VAS was previously validated 
with the Mac-Arthur Community Violence Instrument (3) 
with Kappa of within-rater and between-scale agreement 
of .52–.89. We used the cut-off score of 30 to dichotomize 
violent behavior into two severity categories: mild or no 
physical violence versus moderate /severe physical violence. 
In addition, the detailed personnel records of physical and 
sexual violent behaviors for each case during the entire 
follow-up period were used as an additional dichotomous 
outcome measure (presence vs. absence).

deMogrAPhIc InforMAtIon
Standard sociodemographic characteristics included age, 
family status, years of education, and military service 
in the IDF. 

Procedure
The Institutional Review Board in each participating 
MHC approved the study protocol and all patients signed 
informed consent forms. Only three patients refused to 
participate in the study, and they did not differ from the 
participants in their sociodemographic and clinical vari-
ables. At baseline, the HCR-20 was rated on the base of a 
detailed case file including data available in the MHC ward 

by a trained criminologist. The PANSS also was rated at 
baseline for each case by a trained psychiatrist. The VAS 
was rated at 6, 12 and 18 month follow-up points by raters 
blinded to the HCR-20 initial ratings. The detailed person-
nel records of violent behaviors for each case during the 
follow-up period were analyzed as an outcome measure, 
independent of the VAS outcome ratings.

stAtIstIcAl AnAlysIs
All analyses were conducted using the 20 release of IBM-
SPSS Statistics. Scores of missing items (within the number 
allowed) were calculated as the mean score of the remaining 
items. Internal consistency reliability was calculated using 
the raw Cronbach alpha coefficient with 95% Confidence 
Intervals (CI). Concurrent validity was assessed by compar-
ing scores on the HCR-20 with PANSS total and dimension 
scores using the Pearson product-moment correlation coef-
ficient. Discriminant validity was assessed by comparing 
patient HCR-20 scores across the three groups (patient 
from acute, high security and open wards), computed by 
analysis of variance with GLM procedures, using Sidak’s 
post-hoc single comparison option. Predictive validity, 
based on the assumption that patient HCR-20 scores at 
baseline will predict episodes of violent behavior during 
6, 12 and 18 month follow-up periods, was assessed by 
comparing HCR-20 scores using t-test analysis for pooled 
patient groups. Receiver Operating Characteristics (ROC) 
analyses (16) were used to examine the predictive validity 
of the HCR-20 score for dichotomous outcome measures. 
ROCs also offer the advantage of plotting the trade-off 
between sensitivity (true positive rate) and 1-specificity 
(false positive rate). The Area under the curve (AUC) 
statistics ranges from 0 (perfect negative prediction) to 1 
(perfect positive prediction) with 0.50 representing a chance 
level of prediction. ROC AUC statistics of 0.76 approximate 
to Cohen’s d of 1 which is considered a large effect size (17, 
18). Distributions of raw scores were used to determine 
the cut-off scores to identify patients as belonging to the 
high and low risk groups. A P-value of 0.05 was considered 
significant for all analyses, unless otherwise specified. 

results
InternAl consIstency
Good internal consistency was demonstrated for the total 
HCR-20 scores for all wards [Cronbach’s α= 0.81, 95% 
Confidence Interval (CI) 0.76-0.85]. The values were 
satisfactory for the Historical (H)-subscale [α=0.75, CI 
0.68-0.80]; however for both the Clinical (C)- and Risk 
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management (R)- subscales the values were low [α=0.56, 
CI 0.43-0.66 and α=0.47, CI 0.32-0.59], suggesting great 
caution in interpreting these subscales within these samples. 

hcr-20 MeAn scores
Table 1 presents HCR-20 total and subscale mean scores and 
SD across all study settings. For the entire sample, the mean 
total HCR-20 score was 24.5 (SD 6.8), the H-subscale score 
was 12.6 (SD 4.0), the C-subscale score was 5.5 (SD 2.2) and 
the R-subscale score was 6.4 (SD 2.0). Patients in the high 
security ward scored significantly higher on the HCR-20 
H-subscale than patients in the acute ward (F2,147 = 4.62, 
p=0.011), whereas no significant differences were found 
between the former and patients from the open ward. The 
total HCR-20 scale score, as well as the C- and R- subscale 
scores did not differ significantly across the wards. 

concurrent vAlIdIty
Concurrent validity was assessed by correlating scores on 
the HCR-20 with measures of psychopathology already in 
use in Israel (PANSS). Significant positive correlations were 
found between the HCR-20 C-subscale scores and PANSS 
Positive (r=0.54, p<0.01), Negative (r=0.19, p<0.05) and 
General Psychopathology (r=0.42, p<0.01) dimension scores 
and PANSS total score (r=0.41, p<0.01), as well (Table 2). 
The H- and R-subscale scores showed no significant cor-

relations with all PANSS dimensions, and the HCR-20 total 
score positively correlated with PANSS Positive subscale 
score (r=.25, p<0.01). These correlations suggest that the 
HCR-20 C-subscale may measure positive and general 
psychopathology symptoms consistent with the PANSS.

PredIctIve vAlIdIty
Compared to patients with mild violent behavior (VAS 
score ≤30; n=115), those with moderate/severe violent 
behavior according to VAS (VAS score =31-100; n=34) had 
the significantly highest baseline HCR-20 total and H- , C-, 
and -R subscale scores at Time 1 and Time 3, except for 
R-subscale at Time 3 (Table 3). Similar differences were 
found in comparison to the baseline HCR-20 total and 

Table 1. Discriminant validity of the total HCR-20 scale and its subscales by study groups

 HCR-20

Clinical ward

ANOVAAcute High security Open Total

Mean SD Mean SD Mean SD Mean SD F (2,147) P

Historical 11.6 3.1 13.9 4.2 12.4 4.3 12.6 4.0 4.617 0.011

Clinical 5.7 2.3 5.8 2.0 5.0 2.3 5.5 2.2 1.92 0.15

Risk management 6.4 1.8 6.1 2.4 6.6 1.8 6.4 2.0 0.9 0.409

Total 23.7 5.6 25.8 7.5 24.0 7.0 24.5 6.8 1.465 0.234

Table 2. Concurrent validity of the total HCR-20 scale and 
subscales with criteria measure (Pearson correlations with 
PANSS dimension scores at baseline)

 HCR-20 subscale

PANSS dimension 

Positive Negative
General 
psychopathology

Total 
score

Historical 0.071 -0.158 -0.002 -0.055

Clinical .540** .193* .416** .413**

Risk management 0.092 -0.124 -0.075 -0.025

Total score .246** -0.068 0.113 0.095

*P< 0.05,** P< 0.01

Table 3. Predictive validity of the HCR scale and subscales by VAS mild (score <30) versus severe (score 31-100) violence at three 
time points

HCR
dimension

VAS Time 1 VAS Time 2 VAS Time 3

<30 31-100
t-value 
(df=147) P <30 31-100

t-value 
(df=145) P <30 31-100

t-value 
(df=143) P

History 12.3(4.0) 14(3.8) -2.169 0.03 12.4(4.0) 14(4.1) -1.791 0.075 12.4(4.0) 14.4(3.6) -2.26 0.025

Clinical 5.2(2.2) 6.5(2.1) -3.12 0.002 5.3(2.1) 6.4(2.4) -2.285 0.024 5.3(2.2) 6.7(1.5) -2.916 0.004

Risk management 6.2(2.1) 6.9(1.7) -1.828 0.07 6.3(2.0) 6.5(2.2) -0.406 0.685 6.3(2.1) 6.9(1.5) -1.301 0.2

Total score 23.7(6.7) 27.4(6.1) -2.874 0.005 24.1(6.6) 26.8(7.3) -1.919 0.057 23.9(6.9) 28(5.4) -2.671 0.008

N 115 34   121 26   122 23   

VAS=the Violence Assessment Scale
Time 1=6-month follow-up; Time 2=12-month follow-up; Time 3=18-month follow-up
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subscale scores between patients with the presence and 
absence of physical violence during the same follow-up 
periods (Table 4). No significant differences between the 
groups in all baseline HCR-20 scores were noted at Time 2, 
except for the C-subscale score. The findings suggest that 
the total HCR-20 scale as well as the H-, C- and R-subscales 
may predict episodes of severe/moderate physical violence 
in both short- and long-term. 

dIscrIMInAnt vAlIdIty
We compared patients of the high risk group and those of the 
low risk group according to the VAS scores (VAS score>30 
and <30, respectively) as well as those with the presence/
absence of physical and physical/sexual violence episodes 
over the three follow-up periods, using ROC analysis, where 
sensitivity and specificity are combined and provide an 

AUC, with values varying between 0 and 1 (Table 5). The 
HCR-20 total score was a reasonable predictor for Time 1 
and Time 3 VAS outcomes (AUC 0.65 and 0.66, respectively) 
as well as for physical (AUC 0.76 and 0.69, respectively) and 
physical/sexual violence outcomes (AUC 0.73 and 0.69, 
respectively). Analysis of the subscale scores showed that 
the C and H subscales were better than chance predictors, 
compared with the R subscale (Figure 1a and b). 

cut-off scores
A cut-off score of 12 for the total HCR-20 was determined 
for all patients in the study. According to the cut-off score, 
the sensitivity (i.e., classifying a patient at high risk of violent 
behavior correctly) for the total HCR-20 would be 0.59 and 
specificity (i.e., classifying a patient at low risk of violent 
behavior correctly) was 0.60. This cut-off score allowed to 

Table 4. Predictive validity of the HCR by presence/absence of physical violence at three time points

HCR dimension

Physical violence Time 1 Physical violence Time 2 Physical violence Time 3

Absent Present
t-value 
df=148 P Absent Present

t-value 
df=146 P Absent Present

t-value 
df=144 P

History 12 (3.9) 15.4(3.0) -4.26 0.00004 12.6(4.1) 13.5(3.8) -0.968 0.33 12.5(4.0) 14.6(3.6) -2.128 0.035

Clinical 5.2 (2.2) 7 (1.8) -4.249 0.00004 5.4(2.2) 6.3(2.0) -1.901 0.06 5.3(2.2) 6.8(1.1) -2.797 0.006

Risk management 6.2 (2.0) 7.1(1.7) -2.203 0.029 6.4(2.0) 6.2(1.9) 0.318 0.75 6.3(2.1) 7.1(1.6) -1.635 0.1

Total score 23.4(6.6) 29.6(5.1) -4.655 0.00001 24.3(6.9) 26(5.8) -1.087 0.28 24(6.8) 28.6(5.1) -2.658 0.009

Number of cases defined 121 28   125 22   128 17   
Time 1=6-month follow-up; Time 2=12-month follow-up; Time 3=18-month follow-up

Table 5. HCR-20 subscale and total score as a predictor of the outcome measure

HCR subscale

Outcome measure

VAS
<30 vs. 31-100

Physical violence
Presence vs. Absence

Physical and sexual violence
Presence vs. Absence

Time 1 Time 2 Time 3 Time 1 Time 2 Time 3 Time 1 Time 2 Time 3

Historical 0.61 0.61 0.64 0.74 0.57 0.65 0.7 0.58 0.65

95% CI .50 - .72 .48 - .73 .52 - .76 .65 -.83 .44 - .70 .51 - .79 .60 - .80 .46 - .71 95% CI

P 0.053 0.08 0.04 0.0001 0.3 0.04 0.001 0.2 0.04

Clinical 0.67 0.65 0.67 0.75 0.62 0.7 0.73 0.64 0.7

95% CI .57 - .77 .53 - .77 .57 - .78 .65 - .84 .50 - .75 .60 - 80 .64 - .83 .52 - .76 .60- .80

P 0.003 0.015 0.007 0.0001 0.06 0.007 0.0001 0.03 0.01

Risk management 0.59 0.52 0.57 0.62 0.46 0.6 0.63 0.48 0.6

95% CI .48 - .69 .38 - .65 .46 - .68 .51 - 73 .33 - .59 .47 - .62 .52 - .73 .35 - .61 .47- .72

P 0.12 0.8 0.31 0.05 0.55 0.18 0.03 0.8 0.18

Total scale 0.65 0.61 0.66 0.76 0.57 0.69 0.73 0.59 0.69

95% CI .54 - .75 .48 - .74 .55 -.77 .67 - 85 .45 - .69 .57 - .81 .64 - .83 .47 - .71 .57 - .81

P-value 0.009 0.08 0.014 0.0001 0.29 0.012 0.0001 0.17 0.012

Number of cases defined 34 26 23 28 22 17 31 23 17

Time 1=6-month follow-up; Time 2=12-month follow-up; Time 3=18-month follow-up
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identify correctly 20 of 34 patients as belonging to the low 
risk group and 46 of 115 patients as belonging to the high/
moderate risk group according to the VAS definitions. 

dIscussIon
The results of this study demonstrate reasonable psy-
chometric properties for the HCR-20 instrument that 
promise its feasibility as a valid and reliable tool for 
use in Israel’s institutional patient samples for ongoing 
clinical, forensic and research purposes. 

Reliability was confirmed for the total HCR-20 instru-
ment and for its H-subscale by good and satisfactory internal 
consistency was demonstrated across all inpatient settings 
under this study. Unfortunately, the C- and R- subscales 
showed low internal consistency, suggesting great caution 
in interpreting these subscales with these samples. Studies 
in other countries (19, 20) also reported more favorable 
results for the total HCR-20 and for the H-subscale and 
lower values for the C- and R-subscales.

Concurrent validity was confirmed for the HCR-20 
C-subscale by its significant positive correlations with the 
criterion measures - PANSS Positive, Negative and General 
Psychopathology domain scores and with PANSS total score. 
However, the HCR-20 H- and R-subscales did not correlate 

with any PANSS scores. These results can be easily explained 
by the fact that the PANSS as a diagnostic instrument attempts 
to detect the presence of a current condition (as it makes 
the HCR-20 C-subscale), whereas the HCR-20 H-subscale 
obviously concerns the past (previous violence episodes) and 
the R-subscale attempts to predict the likelihood of a future 
outcome. In addition, out of the HCR-20 subscales, only the 
H-subscale discriminated patients involuntarily hospitalized 
in the high security ward from patients voluntarily hospital-
ized in the other two wards. In other HCR-20 validity studies, 
violence was strongly associated with higher positive and 
general symptom scores and higher total PANSS scores (2, 
5, 21). A recent study (22), which examined factors related 
to moves from higher to lower levels of therapeutic security 
in forensic settings, indicated that, among others, HCR-20 
dynamic (C- and R-subscales combined) and PANSS general 
symptom scores predicted subsequent positive moves, i.e., 
were associated with one another. 

Predictive validity was evidenced for the total HCR-20 
instrument and for the subscales by comparing baseline 
rates with outcome levels of violence (mild vs. moderate/
severe, assessed by the VAS scores) and type of violence 
(verbal vs. physical, according to the staff records) over 
the follow-up periods. We found that the total HCR-20 
and subscale base rates predicted the levels and type of 

Figure 1 a. Area under curve for the HCR-20 total and subscale 
score as a predictor of the VAS 6-month outcome
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Figure 1 b. Area under curve for the HCR-20 total and subscale 
score as a predictor of the VAS 18-month outcome
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violence observed at a 6-month and 18-month follow-up 
points, but only the C-subscale predicted the violence 
levels at a 12-month follow-up. 

We compared the accuracy of actuarial predictions of 
inpatient violence using a cut-off score of 12 on the HCR-20 
versus the VAS levels and staff ’s violence records. The ROC 
AUC analyses confirmed discriminant validity for the total 
HCR-20 and H- and C-subscales for the 6- and 18-month 
follow-up times. The total score ROC AUC curves ranged 
from 0.57 to 0.76 for the total instrument which are similar to 
many previous studies in both civil and forensic psychiatric 
settings (20, 23-26). Consistent with some previous studies 
(27, 28), we found that the accuracy of actuarial predictions 
of inpatient violence was somewhat less for the R-subscale, 
compared with H- and C-subscales. A possible explanation 
is that the items of criminal history, substance use problems 
and current psychotic symptoms (H- and C-subscales) are 
more structured and more associated with risk of violence in 
individuals diagnosed with psychosis than risk management 
items, on which actuarial prediction of the future violence 
is based. Out of the latter factors, only psychotic patients 
non-adherent with psychological therapies and psychotropic 
medication were associated with a risk of violence (5). 

Limitations of this study include a relatively small sample 
size and a focus on a male inpatient cohort with Jewish 
majority. Taking into consideration gender and ethnic differ-
ences in certain scores of some HCR-20 items (29-31), the 
study results cannot be generalized to women and groups 
with a greater representation of non-Jewish minorities. 
Another limitation is the absence of test-retest reliability 
investigation. Hence, further validation of the tool with a 
larger inpatient samples including female and more non-
Jewish patients and test-retest is warranted. Larger sample 
sizes are needed in particular in order to further establish 
cut-off scores for more accurate violence predictions.

In conclusion, this study has demonstrated satisfactory 
psychometric properties of the HCR-20, suggesting that 
it can serve as a useful measure of violence risk in diverse 
clinical forensic and research settings in Israel. However, 
the conclusions of the recent systematic review and meta-
analysis study on the use of risk assessment instruments for 
predicting violence (4, p. 12) certainly refer to our validity 
study too: “The current level of evidence is not sufficiently 
strong for definitive decisions on sentencing, parole, and 
release or discharge to be made solely using these tools. The 
extent to which these instruments improve clinical outcomes 
and reduce offending needs further research.” We conclude 
suggesting the use of this tool as an important add-on to a 
thorough clinical structured assessment.
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