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The risk of violence associated with mental
illnesses is a topic of research, media coverage,
and debate. Research indicates that between
11% and 52% of adults with mental illnesses
have been violent within a 12-month period,1---7

and data from the National Comorbidity Sur-
vey show that rates of violence for adults with
mental illnesses are 2 to 8 times greater than in
the general population.8 Other studies show
modest but significant relationships between
mental illness and violence,3,9,10 even after
controlling for substance abuse.11 Although
highly publicized cases of violence perpe-
trated by adults with mental illnesses have
highlighted their “dangerousness,” data sug-
gest they experience victimization at rates
comparable to or higher than their rates of
perpetration.12 Studies show 12-month prev-
alence rates between 20% and 44%,7,12---15

and indicate the likelihood of experiencing
violent victimization is 23 times higher in
adults with mental illnesses compared with
the general population.12 Despite these find-
ings, there remains a focus on violence per-
petration to the neglect of victimization in this
vulnerable population.

The increased risk of violent outcomes that
is associated with mental illnesses represents
a substantial public health burden. Violence
can be devastating to victims and perpetrators
alike, as well as being costly to the public.16,17 In
addition to physical injury, violence may pre-
cipitate the loss of personal liberty because of
incarceration18 or civil commitment,19 require
implementation of expensive clinical and risk
assessment and management strategies,20 per-
petuate the stigma associated with mental
illness,21 and disrupt continuity of care.22

Consequently, an understanding of the preva-
lence and nature of community violence—both
perpetration and victimization—among adults
with mental illnesses is critical to public health
research and practice.

Unfortunately, the empirical literature is
limited. First, there are many more studies of

perpetration than victimization; a review of
the literature found 3 times as many publi-
cations about the link between mental illness
and violence compared with the link be-
tween mental illness and victimization.23

Second, although they are risk factors for
each other,24---26 there have been few studies
of community violence perpetration and
victimization. Only a handful of peer-
reviewed publications report on both out-
comes in the same sample of adults with
mental illnesses during the same reference
period.27---30 Third, studies that have exam-
ined both outcomes have restricted power
and generalizability because of the relatively
small, nonrepresentative samples. Fourth,
there is heterogeneity in the operational
definitions of violence, preventing meaning-
ful comparisons or aggregation of findings.
Fifth, violent outcomes are frequently mea-
sured with a single yes or no question (e.g.,
“Have you been victimized in the past 12
months?”), a measurement approach with
limited sensitivity.31

THE PRESENT STUDY

There have been few large-scale investiga-
tions of community violence perpetration and
victimization in a sample of adults with mental
illnesses; our study addressed this empirical
gap through secondary data analyses. We
pooled data across 5 studies that assessed
violence and victimization using the same
measure and timeframe. First, we examined the
6-month prevalence of community violence
perpetration and victimization. Second, we
reported on the prevalence of physical injuries
resulting from violence perpetrated by adults
with mental illnesses and the prevalence of
physical injuries they incurred as victims.
Third, we explored statistical associations be-
tween the occurrence of community violence
perpetration and victimization. When possible,
we compared findings by study of origin,
participant characteristics (e.g., age, sex, race/
ethnicity), and primary diagnoses. Fourth, we
described the locations in which adults with
mental illnesses perpetrated violence.

Objectives. In a large heterogeneous sample of adults with mental illnesses,

we examined the 6-month prevalence and nature of community violence

perpetration and victimization, as well as associations between these outcomes.

Methods. Baseline data were pooled from 5 studies of adults with mental

illnesses from across the United States (n = 4480); the studies took place from

1992 to 2007. The MacArthur Community Violence Screening Instrument was

administered to all participants.

Results. Prevalence of perpetration ranged from 11.0% to 43.4% across

studies, with approximately one quarter (23.9%) of participants reporting

violence. Prevalence of victimization was higher overall (30.9%), ranging from

17.0% to 56.6% across studies. Most violence (63.5%) was perpetrated in

residential settings. The prevalence of violence-related physical injury was

approximately 1 in 10 overall and 1 in 3 for those involved in violent incidents.

There were strong associations between perpetration and victimization.

Conclusions. Results provided further evidence that adults with mental

illnesses experienced violent outcomes at high rates, and that they were more

likely to be victims than perpetrators of community violence. There is a critical

need for public health interventions designed to reduce violence in this

vulnerable population. (Am J Public Health. Published online ahead of print

February 13, 2014: e1–e8. doi:10.2105/AJPH.2013.301680)
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METHODS

We pooled baseline data from 5 studies of
adults with mental illnesses (n = 4480). All
studies included broad inclusion and minimal
exclusion criteria and enrolled a range of
participants, from exacerbated inpatients to
partially remitted outpatients. Study protocols
were approved by relevant institutional review
boards, and all participants gave written in-
formed consent. The institutional review
boards of North Carolina State University, RTI
International, and University of California,
Davis approved the present analyses.

Facilitated Psychiatric Advance Directive

Study

The Facilitated Psychiatric Advance Direc-
tive (F-PAD) Study32 investigated the imple-
mentation of a facilitated psychiatric advance
directive intervention. Participants (n = 469)
were recruited from 2 mental health systems in
North Carolina. Inclusion criteria were (1) aged
18 to 65 years, (2) schizophrenia-spectrum or
major mood disorder, and (3) currently in
treatment. Data were collected between 2003
and 2007.

MacArthur Mental Disorder and Violence

Risk Study

The MacArthur Mental Disorder and Vio-
lence Risk (MacRisk) Study2 examined violence
risk among civil psychiatric patients. Partici-
pants (n = 1136) were recruited from 3 sites:
Pittsburgh, Pennsylvania; Kansas City, Mis-
souri; and Worcester, Massachusetts. Inclusion
criteria were (1) English-speakingWhite, Black,
or Hispanic; (2) aged 18 to 40 years; and (3)
schizophrenia-spectrum, depression, mania,
brief reactive psychosis, delusional disorder,
other psychotic disorder, substance abuse or
dependence, or personality disorder. Data were
collected between 1992 and 1995.

Schizophrenia Care and Assessment

Program

The Schizophrenia Care and Assessment
Program (SCAP)5 examined clinical, functional,
and service utilization outcomes for adults with
schizophrenia. Participants (n = 404) were
recruited from treatment facilities across North
Carolina. Inclusion criteria were (1) aged 18
years or older, (2) schizophrenia, and (3)

current service use. Data were collected be-
tween 1997 and 2002.

MacArthur Mandated Community

Treatment Study

The MacArthur Mandated Community
Treatment (MacMandate) Study33 collected
data regarding lifetime experience of leverage
(e.g., money, housing, criminal justice, out-
patient commitment) to improve treatment
adherence among psychiatric outpatients.
Participants (n = 1011) were recruited from
5 sites: Chicago, Illinois; Durham, North
Carolina; San Francisco, California; Tampa,
Florida; and Worcester, Massachusetts. In-
clusion criteria were (1) aged 18 to 65 years,
(2) English- or Spanish-speaking, (3) current
outpatient treatment, and (4) first service
occurred at least 6 months before study entry.
Data were collected between 2002 and
2003.

Clinical Antipsychotic Trials of

Intervention Effectiveness Study

The Clinical Antipsychotic Trials of Inter-
vention Effectiveness (CATIE) Study34 exam-
ined the effectiveness of second- compared
with first-generation antipsychotic medication
for treating adults with schizophrenia. Partici-
pants (n = 1460) were recruited from 57 sites
(16 university clinics, 10 state mental health
agencies, 7 Veteran’s Affairs Medical Centers,
6 private nonprofit agencies, 4 private practice
sites, and 14 mixed system sites) across the
United States. Inclusion criteria were (1) aged
18 to 65 years, (2) schizophrenia, and (3)
ability to take oral antipsychotics. Data were
collected between 2001 and 2004.

Measures

Community violence. Prevalence of commu-
nity violence perpetration and victimization
was assessed using the MacArthur Community
Violence Screening Instrument (MCVSI).2 The
MCVSI includes 8 behaviorally based self-
report questions. Items assess

1. pushing, grabbing, or shoving;
2. kicking, biting, or choking;
3. slapping;
4. throwing an object;
5. hitting with a fist or object;
6. sexual assault;

7. threatening with a weapon in hand; and
8. using a weapon.

For each item, participants were first asked if
someone did this to them, and then they were
asked if they did this to someone else. When
there was a positive response, information
pertaining to the location of the incident and
resulting injury was collected. Community
violence was defined as a positive response to
at least 1 item querying if the participant did
this behavior to someone else, and commu-
nity victimization was defined as a positive
response to at least 1 item querying if some-
one else did this behavior to the participant.
Studies that reported findings of the MacRisk
and MacMandate studies used the labels
“violence” and “other aggressive acts” to de-
scribe and distinguish between severity of
acts. However, we used the label violence in
the present study, qualified by whether in-
juries were incurred, to describe these be-
haviors. This definition was consistent with
the definitions of violent crime used in reports
by the Bureau of Justice Statistics and the
Federal Bureau of Investigation Uniform
Crime Reporting Program.35,36 This ap-
proach was used in other studies that also
used the MCVSI.37

We dichotomized responses to obtain the
prevalence of violent outcomes (yes or no) in
the 6 months before the baseline interviews or
before hospitalization for participants who
were inpatients at baseline. Data on repeated
incidents of perpetration were available in the
MacRisk, SCAP, and MacMandate studies; re-
peated incidents of victimization were available
in the SCAP and CATIE studies. Whether
participants physically injured the victim(s)
during their perpetration of violence was que-
ried in all studies, except the SCAP study.
Whether participants were injured as a result of
victimization was queried only in the CATIE
study. Location of violence was assessed in the
MacRisk, MacMandate, and F-PAD studies, but
only for perpetration and not victimization.
(Data on the availability of outcomes by study
are available as a supplement to the online
version of this article at http://www.ajph.org.)
Participant characteristics. Information per-

taining to participant age (in years), sex, race/
ethnicity (White, Black, Hispanic, other),
primary diagnosis (schizophrenia, bipolar
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disorder, major depressive disorder, substance
use disorder, other), and hospitalization within
3 months of the baseline (yes or no) was
collected through interview and review of
official records.

Statistical Analysis

We first calculated descriptive statistics. To
address our first research aim, we computed
prevalence of self-reported violence perpetra-
tion and victimization, and to address our
second aim, we computed prevalence of in-
juries resulting from violence perpetration and
victimization. Results were then compared
using the χ2 analysis by study, demographic
characteristics, primary psychiatric diagnosis,
and whether the patient was hospitalized in the
3 months before the baseline assessment. To
address our third aim, we calculated partial
correlations and odds ratios to examine the
magnitude of the association between perpe-
tration and victimization, controlling for study.
We again examined findings across demo-
graphic characteristics, primary diagnoses, and
hospitalization. To address our fourth aim, we
categorized and computed prevalence of the
locations in which violence was perpetrated by
participants.

RESULTS

Across studies, almost two thirds of partici-
pants were male (59.8%). About half (51.4%)
were White, one third (37.7%) were Black,
7.1% were Hispanic, and 3.9% were other
races/ethnicities. Participant ages ranged be-
tween 18 and 71 years (mean = 38.97 years;
SD = 11.30 years). Schizophrenia was the most
prevalent primary diagnosis (63.5%), followed
by major depression (18.4%), bipolar disorder
(9.6%), substance use disorder (6.1%), and
other disorders (e.g., anxiety; 2.5%). Approxi-
mately one third of participants (39.6%) were
hospitalized within 3 months of the baseline
assessment.

Prevalence of Community Violence

Perpetration and Victimization

Table 1 shows the 6-month prevalence of
community violence perpetration and victimi-
zation. Approximately one quarter of par-
ticipants (23.9%) reported perpetrating at
least 1 incident of community violence, with

prevalence ranging from 11.0% (SCAP) to
43.4% (MacRisk) across studies. Of those who
reported perpetrating violence, about one third
(36.7%) reported perpetrating violence on
more than 1 occasion; the range across studies
for repeat perpetration was much smaller (from
34.2% in SCAP to 37.4% in CATIE). Almost
one third of participants (30.9%) reported at
least 1 incident of violent victimization in the
community, with prevalence ranging from
17.0% (SCAP) to 56.6% (MacRisk) across
studies. Of those who reported being victim-
ized, almost half (43.7%) reported being vic-
timized on more than 1 occasion; again, the
range across studies was small (from 42.8% in
MacMandate to 47.6% in SCAP). The preva-
lence of community violence victimization
overall and repeated victimization was signifi-
cantly higher than the prevalence rates for
perpetration (P< .001).

Analyses revealed significant differences in
prevalence rates as a function of the study of
origin and participant characteristics (Table 1).
Specifically, prevalence of violence perpetra-
tion and victimization were almost twice the
overall rate in the MacRisk study compared
with the other studies. Prevalence of violence
perpetration and victimization were more than
twice as high in younger compared with older
participants, although rates of repeated perpe-
tration and victimization were similar across
age groups. Women were significantly more
likely to report violence perpetration and mul-
tiple incidents of perpetration and victimiza-
tion; however, prevalence of any victimization
in women and men were comparable. Hispanic
participants reported lower rates of perpetra-
tion and victimization than White and Black
participants. Compared with participants with
other primary diagnoses, rates of perpetration
and victimization were lower for those with
schizophrenia and higher for those with sub-
stance use disorders. Violence perpetration and
victimization were more prevalent among par-
ticipants who had been hospitalized within 3
months of baseline.

Prevalence of Physical Injuries

Table 2 shows the prevalence of physical
injuries resulting from violence perpetration
and victimization. Ranging from 4.2% (Mac-
Mandate) to 16.6% (MacRisk) across studies,
the overall prevalence of physical injuries

resulting from violence perpetration (8.7%)
was higher than prevalence of injuries associ-
ated with victimization (7.5%; P = .05). The
ratio of any violence perpetration to perpetra-
tion resulting in physical injury was approxi-
mately 3:1 and the ratio of any victimization to
victimization resulting in physical injury was
approximately 4:1; that is, for every 3 adults
with mental illnesses who perpetrated violence,
1 of them physically injured the victim(s),
and for every 4 adults with mental illnesses
who was victimized, 1 of them was physically
injured. Approximately 1 in 3 participants
who reported violence—perpetration or
victimization—also reported injuries, but in-
juries were reported more frequently by those
who were victimized (39.3%) than those who
perpetrated violence (34.7%; P< .001).

Comparisons by study and participant char-
acteristics revealed differences that often mir-
rored differences in prevalence of perpetration
and victimization (Table 2). Injury rates overall
were much higher in younger compared with
older participants, for both community violence
perpetration (12.4% vs 4.5%) and victimization
(9.7% vs 6.0%). However, comparisons also
revealed notable differences; for instance,
women reported higher rates of perpetration
compared with men (25.5% vs 22.8% of the
sample), but more men reported perpetrating
violence that resulted in injury than did women
(9.4% vs 7.7%). Similarly, the ratio of perpe-
tration to perpetration resulting in physical in-
jury was similar for the MacRisk and CATIE
studies (3:1), but different for the F-PAD (2:1)
and MacMandate (5:1) studies; that is, for every
3 participants in the MacRisk and CATIE studies
who perpetrated violence, 1 of them physically
injured the victim(s), whereas 1 of every 2
participants in the F-PAD and 1 of every 5
participants in the MacMandate studies who
perpetrated violence inflicted injury.

Associations Between Violence

Perpetration and Victimization

Table 3 shows the correlations and odds
ratios, which were calculated controlling for the
study, between the 6-month prevalence of
community violence perpetration and victimi-
zation, overall and across participant charac-
teristics. Results showed a strong association
(0.50) and substantial shared variance (25.0%)
between perpetration and victimization, and
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that the occurrence of one was associated with
an 11-fold increase in risk for the other.
Chi-square analysis also revealed differences
by participant characteristics. The shared vari-
ances between perpetration and victimization
were almost twice as great for White (27.0%)
and Black (26.0%) participants compared with
Hispanic participants (15.2%) and participants
of other races/ethnicities (13.7%), as were the
odds ratios (Table 3). Correlations between
community perpetration and victimization were
also notably greater for participants with
schizophrenia and substance use disorders
compared with participants with other primary

diagnoses (Table 3). Odds ratios for participants
with schizophrenia and substance use disorders
compared with those with bipolar, major de-
pressive, and other disorders were about twice
as large (Table 3). By contrast, there was little
variation in the associations between perpetra-
tion and victimization by age, sex, and hospital-
ization within 3 months of baseline.

Locations of Violence

Adults with mental illnesses were signifi-
cantly more likely to perpetrate community
violence in private settings than in public
settings (P < .001). Approximately two thirds

of incidents (63.5%) took place in residential
settings, either in the participant’s home (48.9%)
or another private residence (14.6%). One
quarter of the incidents (25.7%) were perpe-
trated in public settings, including outdoors
(20.5%), a bar or restaurant (3.5%), or a com-
mercial setting (e.g., store; 1.7%). Fewer incidents
(6.6%) were perpetrated in treatment settings
(1.4% in outpatient settings, such as community
clinics, and 5.2% in inpatient settings). The
remainder occurred at school or work (2.6%), in
jail or prison (0.2%), or other settings (0.9%).

DISCUSSION

The increased risk for violence perpetration
and victimization associated with mental illness
represents a substantial public health concern;
however, these 2 outcomes have rarely been
examined in the same sample of adults with
mental illnesses during the same timeframe.
Pooling data from 5 studies, we addressed this
empirical gap by investigating the prevalence
and co-occurrence of violent outcomes during
a 6-month period in a large, heterogeneous
sample of adults with mental illnesses. This
study represented the largest evaluation of the
prevalence, nature, and associations of com-
munity violence perpetration and victimization
in this population.

Overall, results showed a high 6-month
prevalence of community violence perpetra-
tion and victimization—approximately one
quarter of participants (23.9%) perpetrated
violence and one third of participants (30.9%)
were victims of violence, although prevalence
differed considerably across studies. These
rates fell within the 12-month prevalence
ranges for violence perpetration (11%---52%)1---6

and victimization (20%---44%)12---15 found in
previous research. The findings also provided
further evidence that adults with mental ill-
nesses experienced violence, both perpetration
and victimization, at rates higher than those
reported in community and US general popu-
lation samples.2,35,36

Differences in community violence perpe-
tration and victimization were seen as a func-
tion of participant age and sex, as well as
primary diagnoses, highlighting the heteroge-
neity and variability within this high-risk pop-
ulation. Younger participants and women
reported significantly higher rates of violence

TABLE 1—Prevalence of Community Violence Perpetration and Victimization Among Adults

With Mental Illnesses: Five Studies in the United States, 1992–2007

Perpetration

> 1 Incident Among

Perpetrators Victimization

> 1 Incident

Among Victims

Variable % P % P % P % P

Overall (n = 4474) 23.9 < .001 36.7 < .001 30.9 < .001 43.7 .02

Study < .001 0.92 < .001 .49

F-PAD (n = 469) 25.2 . . . 24.1 . . .

MacRisk (n = 1136) 43.4 36.5 56.6 . . .

SCAP (n = 400) 11.0 34.2 17.0 47.6

MacMandate (n = 1010) 19.3 . . . 27.5 42.8

CATIE (n = 1459) 15.0 37.4 19.2 . . .

Age, y < .001 .46 < .001 .64

£ 39 (n = 2357) 32.8 37.3 40.7 42.5

‡ 40 (n = 2110) 14.0 33.3 20.0 45.1

Sex .03 .01 .84 .05

Male (n = 2677) 22.8 33.2 31.0 40.5

Female (n = 1797) 25.5 42.4 30.7 52.1

Race/ethnicity .16 .22 .03 .4

White (n = 2297) 24.3 35.4 32.1 38.6

Black (n = 1683) 24.6 39.4 30.3 46.8

Hispanic (n = 317) 19.2 26.8 24.0 51.5

Other (n = 172) 20.9 54.5 32.6 41.7

Primary diagnosis < .001 .19 < .001 . . .

Schizophrenia (n = 2833) 16.1 35.8 22.9 43.7

Bipolar disorder (n = 428) 27.3 32.7 37.6 . . .

Major depression (n = 824) 37.0 40.4 40.9 . . .

Substance use disorder (n = 272) 54.0 32.7 67.7 —

Other (n = 110) 37.3 63.6 42.7 —

Hospitalized in previous 3 mo < .001 .27 < .001 .28

Yes (n = 1773) 36.9 35.7 45.9 39.8

No (n = 2700) 15.3 40.5 21.1 45.9

Note. CATIE = Clinical Antipsychotic Trials of Intervention Effectiveness; F-PAD = Facilitated Psychiatric Advance Directive
study; MacMandate = MacArthur Mandated Community Treatment study; MacRisk = MacArthur Mental Disorder and Violence
Risk study; SCAP = Schizophrenia Care and Assessment Program. Percents are valid percentages. Numerical discrepancies
reflect missing data.
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perpetration than older participants and men,
respectively. The age difference was in
agreement with results of previous studies on
violence perpetration in adults with mental
illnesses, as well as in the general popula-
tion.3,11,26,38 In contrast, with respect to sex,
research typically showed equal or greater
risk of community violence perpetration in
men compared with women in adults with
mental illnesses11,26,39---41 and in the general
population.42 However, the sex differences we
observed might reflect our operationalization
of violence. Research that found higher over-
all rates of violence perpetrated by women

compared with men, including the present
study, also showed comparable or higher rates
of more serious forms of violence perpetration
(e.g., resulting in injury) among men.43 Addi-
tionally, women were more likely to be injured
than were men, a finding consistent with
results of previous research.44 That said, as
noted elsewhere, high rates of female violence
in this population might reflect increased
opportunity; women with mental illness were
more likely to live with family, and men were
more likely to live alone.6 Given the prepon-
derance of violence perpetrated in residential
settings in the present study, the higher rates

of female violence might reflect such in-
creased opportunities for conflict in the home.
However, the higher rates of female violence
also might reflect our use of self-reported data
rather than official, criminal justice records
(e.g., police records). Specifically, previous re-
search suggested that women might be more
likely to disclose violence-related experiences
(perpetration and victimization) compared
with men,44,45 and that rates of female crime
might be under-represented in official re-
cords.40,46

In contrast with the predominant focus
on the dangerousness of adults with mental

TABLE 2—Physical Injuries Resulting From Violence Perpetration and Victimization Among Adults With Mental Illnesses: Five Studies in the

United States, 1992–2007

Sample Who Perpetrated

Violence Resulting in Injuries

to Others (n = 4075)

Perpetrators

Who Caused

Injuries

Sample Who Reported

Victimization Resulting in

Injuries to Participant (n = 1460)

Victims Who Reported

Victimization-Related

Injuries

Variable % P % P % P % P

Overall 8.7 < .001 34.7 < .001 7.5 < .001 39.3 < .001

Study < .001 < .001 . . .

F-PAD 12.2 48.3 . . . . . .

MacRisk 16.6 38.3 . . . . . .

SCAP — . . . . . . . . .

MacMandate 4.2 21.5 . . . . . .

CATIE 4.7 31.1 7.5 < .001 39.3 < .001

Age, y < .001 .09 .94

£ 39 12.4 36.2 9.7 .01 39.5

‡ 40 4.5 30.5 6.0 39.1

Sex .06 < .001 .95 .98

Male 9.4 39.5 7.5 39.3

Female 7.7 28.5 7.6 39.2

Race/ethnicity .58 .85

White 8.2 30.0 6.9 39.1

Black 10.2 37.8 8.7 40.0

Hispanic 7.4 37.3 7.6 41.9

Other 5.4 26.5 4.9 27.3

Primary diagnosis < .001 .35 . . . . . .

Schizophrenia 5.6 32.9 7.5 39.3

Bipolar disorder 8.4 30.8 . . . . . .

Major depression 13.1 35.4 . . . . . .

Substance use disorder 22.4 41.5 . . . . . .

Other 12.7 34.2 . . . . . .

Hospitalized in previous 3 mo < .001 .02 < .001 .11

Yes 14.6 37.5 11.9 45.3

No 4.8 30.2 5.9 35.6

Note. CATIE = Clinical Antipsychotic Trials of Intervention Effectiveness; F-PAD = Facilitated Psychiatric Advance Directive study; MacMandate = MacArthur Mandated Community Treatment study;
MacRisk = MacArthur Mental Disorder and Violence Risk study; SCAP = Schizophrenia Care and Assessment Program. Percents are valid percentages. Numerical discrepancies reflect missing data.
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illnesses, participants in the present study were
significantly more likely to report being vic-
timized than they were to report being violent.
Consistent with previous research that showed
higher rates of victimization than perpetration
in separate samples, our investigation was one
of the few studies that directly compared the
prevalence of these 2 violent outcomes in the
same sample and timeframe, thereby pro-
viding more definitive evidence. Moreover,
almost two thirds of violent incidents
(63.5%) perpetrated by adults with mental
illnesses occurred in residential settings;
comparatively few incidents (approximately
1 in 4) occurred in public settings, and even
fewer (2.6%) occurred in school or work
settings. These data provided some insight
into the broader social---environmental con-
text within which community violence was
perpetrated by adults with mental illnesses,
and importantly, highlighted the prevalence
of victimization.

Although the majority of adults with mental
illnesses do not perpetrate violence, the dev-
astating impact of violence in this population is
not to be minimized. Our data and previous
findings9,11 showed increased risk of violence
associated with mental illness. Consequently,
practitioners working with adults with mental
illnesses should not only use evidence-based
approaches to assess and manage violence risk,
but also should consider risk for victimization.
Moreover, the strong association between vio-
lence perpetration and victimization suggested
that interventions addressing both outcomes
should produce the greatest public health
benefits.47 Although many instruments exist
for assessing and managing violence risk posed
by adults with mental illnesses, such as the
Historical-Clinical-Risk Management-20,48

the Violence Risk Appraisal Guide,49 and the
Classification of Violence Risk,50 we were
aware of only 1 instrument, the Short-Term
Assessment of Risk and Treatability,51 that

guides the assessment of risk for both perpe-
tration and victimization.

The present study was limited in several
ways. First, the data were cross sectional and
did not afford analyses of incidence. Second,
studies were mixed in terms of their inclusion
of inpatient and outpatient samples. Although
this increased generalizability of our findings, it
also introduced potential confounders. For
example, inpatients retrospectively reported
violence that occurred before their hospitali-
zation, which might represent lengthy periods
of time, whereas outpatients recalled experi-
ences immediately preceding the interview.
Studies also were mixed in their assessment of
repeat incidents, injury, and location, preclud-
ing some analyses and comparisons. Third, we
focused on prevalence of violence, rather than
what transpired during the violent interactions.
Incidents of both perpetration and victimiza-
tion might have occurred during the same
interaction; with the current data, we were
unable to determine which occurred first.
Fourth, our violence data were derived from
self-report and might be susceptible to recall
bias and errors, as well as social desirability.
However, self-report remains a valid and reli-
able method for collecting sensitive data, in-
cluding violence and victimization, in this
population.6,52---54 Fifth, data on inter-rater re-
liability were not available, although detailed
descriptions of interviewer training were pro-
vided elsewhere.43,55 Sixth, we focused on
primary diagnoses of mental illness to the
exclusion of co-occurring disorders, comorbid
personality disorders (e.g., antisocial personal-
ity disorder, psychopathy), and substance use
disorders, in particular.

In conclusion, our results provided further
evidence that adults with mental illnesses
experienced violent outcomes in the commu-
nity at high rates. They also indicated that
adults with mental illnesses were more likely to
be victims than perpetrators of community
violence. There are many factors that should be
explored to better understand the prevalence
of and association between community vio-
lence perpetration and victimization in this
population, such as comorbid diagnoses, pov-
erty, and neighborhood factors. Moreover, in
addition to focusing on the risk for violence
associated with mental illness, there is a critical
need for the development, implementation,

TABLE 3—Statistical Associations Between Community Violence Perpetration and

Victimization Among Adults With Mental Illnesses: Five Studies in the United States, 1992–

2007

Participant Characteristics No. Partial Correlations OR (95% CI)

Overall 4474 0.50 12.19 (10.34, 14.35)

Age, y

£ 39 2357 0.50 10.24 (8.28, 12.66)

‡ 40 2110 0.46 12.93 (9.73, 17.18)

Sex

Male 2677 0.52 14.24 (11.39, 17.81)

Female 1797 0.48 10.10 (7.90, 12.90)

Race/ethnicity

White 2297 0.52 13.49 (10.67, 17.07)

Black 1683 0.51 12.53 (9.63, 16.30)

Hispanic 317 0.39 7.37 (3.96, 13.73)

Other 172 0.37 6.42 (2.88, 14.28)

Primary diagnosis

Schizophrenia 2833 0.50 15.22 (12.04, 19.25)

Bipolar disorder 428 0.45 8.73 (5.37, 14.19)

Major depression 824 0.45 7.50 (5.42, 10.39)

Substance use disorder 272 0.51 12.35 (6.50, 23.46)

Other 110 0.37 5.38 (2.25, 12.86)

Hospitalized in previous 3 mo

Yes 1773 0.48 9.32 (7.39, 11.76)

No 2700 0.47 13.47 (10.60, 17.11)

Note. CI = confidence interval; OR = odds ratio. All effects calculated controlling for study of origin. Numerical discrepancies
reflect missing data. All P < .001.
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and evaluation of interventions designed to
reduce violence victimization and perpetration
among this vulnerable population. j

About the Authors
Sarah L. Desmarais and Kiersten L. Johnson are with the
Department of Psychology, North Carolina State University,
Raleigh. Richard A. Van Dorn is with the Behavioral Health
Epidemiology Program, RTI International, Durham, NC.
Kevin J. Grimm is with the Department of Psychology,
University of California Davis. Kevin S. Douglas is with the
Department of Psychology, Simon Fraser University, Bur-
naby, British Columbia. Marvin S. Swartz is with the
Division Head of Social and Community Psychiatry and the
Department of Psychiatry and Behavioral Sciences, Duke
University Medical Center, Durham, NC.
Correspondence should be sent to Sarah L. Desmarais,

PhD, Assistant Professor, Department of Psychology, North
Carolina State University, Campus Box 7650, Raleigh, NC
27695-7650 (e-mail: sdesmarais@ncsu.edu). Reprints
can be ordered at http://www.ajph.org by clicking the
“Reprints” link.
This article was accepted September 11, 2013.

Contributors
S. L. Desmarais oversaw and led all aspects of the article,
including planning and analyzing data, interpreting re-
sults, and writing the article. R. A. Van Dorn coded and
analyzed the data, with assistance from K. L. Johnson, and
drafted sections of the article. K. L. Johnson, K. J. Grimm,
K. S. Douglas, and M. S. Swartz contributed to interpreting
results and revisions of the article.

Acknowledgments
Funding for this study was provided by the National
Institute of Mental Health (NIMH; award number
R01MH093426; PI: R. A. Van Dorn).

This article was based on results from the Facilitated
Psychiatric Advance Directive (F-PAD) project, supported
with federal funds from the NIMH through research grant
R01MH063949 and also was supported by the John D.
and Catherine T. MacArthur Foundation Research Net-
work on Mandated Community Treatment (PI: Jeffrey W.
Swanson, PhD); results from the MacArthur Mental
Disorder and Violence Risk (MacRisk) project, supported
with funds from the Research Network on Mental Health
and the Law of the John D. and Catherine T. MacArthur
Foundation, Chicago, IL, and by NIMH grant R0149696
(PI: John Monahan, PhD); results from the Schizophrenia
Care and Assessment Program (SCAP) project, supported
with funds from Eli Lilly, Inc., through a contract with the
MedStat Group (PI: Jeffrey W. Swanson, PhD); results
from the MacArthur Mandated Community Treatment
(MacMandate) project, supported with funds from the
John D. and Catherine T. MacArthur Foundation Re-
search Network on Mandated Community Treatment (PI:
John Monahan, PhD); and results from the Clinical
Antipsychotic Trials of Intervention Effectiveness
(CATIE) project, supported with federal funds from the
NIMH under contract NO1MH90001.

Note. The content is solely the responsibility of the
authors and does not necessarily represent the official
views of the NIMH or the National Institutes of Health.

Human Participant Protection
Protocols of the original studies were approved by
relevant institutional review boards. The North Carolina

State University, RTI International, and University of
California Davis institutional review boards approved the
present analyses.

References
1. Arseneault L, Moffitt TE, Caspi A, Taylor PJ, Silva
PA. Mental disorders and violence in a total birth cohort:
results from the Dunedin study. Arch Gen Psychiatry.
2000;57(10):979---986.

2. Steadman HJ, Mulvey EP, Monahan J, et al. Violence
by people discharged from acute psychiatric inpatient
facilities and by others in the same neighborhoods. Arch
Gen Psychiatry. 1998;55(5):393---401.

3. Swanson JW, Holzer CE 3rd, Ganju VK, Jono RT.
Violence and psychiatric disorder in the community:
evidence from the Epidemiologic Catchment Area surveys.
Hosp Community Psychiatry. 1990;41(7):761---770.

4. Swanson JW, Swartz MS, Borum R, Hiday VA,
Wagner HR, Burns BJ. Involuntary out-patient commit-
ment and reduction of violent behaviour in persons
with severe mental illness. Br J Psychiatry. 2000;176:
324---331.

5. Swanson JW, Swartz MS, Elbogen EB. Effectiveness
of atypical antipsychotic medications in reducing vio-
lent behavior among persons with schizophrenia in
community-based treatment. Schizophr Bull. 2004;
30(1):3---20.

6. Swanson JW, Swartz MS, Van Dorn RA, et al. A
national study of violent behavior in persons with
schizophrenia. Arch Gen Psychiatry. 2006;63(5):490---499.

7. Havassy BE, Mericle AA. Recent violence among
persons entering short-term residential mental health
and substance abuse treatment. J Dual Diagn. 2013;9(3)
222---227.

8. Corrigan PW, Watson AC. Findings from the
National Comorbidity Survey on the frequency of violent
behavior in individuals with psychiatric disorders. Psy-
chiatry Res. 2005;136(2---3):153---162.

9. Douglas KS, Guy LS, Hart SD. Psychosis as a risk
factor for violence to others: a meta-analysis. Psychol Bull.
2009;135(5):679---706.

10. Fazel S, Gulati G, Linsell L, Geddes JR, Grann M.
Schizophrenia and violence: systematic review and meta-
analysis. PLoS Med. 2009;6(8):e1000120.

11. Van Dorn RA, Volavka J, Johnson N. Mental disorder
and violence: is there a relationship beyond substance use?
Soc Psychiatry Psychiatr Epidemiol. 2012;47(3):487---503.

12. Teplin LA, Mcclelland GM, Abram KM, Weiner DA.
Crime victimization in adults with severe mental illness:
comparison with the national crime victimization survey.
Arch Gen Psychiatry. 2005;62(8):911---921.

13. Goodman LA, Salyers MP, Mueser KT, et al. Recent
victimization in women and men with severe mental
illness: prevalence and correlates. J Trauma Stress.
2001;14(4):615---632.

14. Goodman LA, Thompson KM, Weinfurt K, et al.
Reliability of reports of violent victimization and post-
traumatic stress disorder among men and women with
serious mental illness. J Trauma Stress. 1999;12(4):587---599.

15. Lam JA, Rosenheck R. The effect of victimization on
clinical outcomes of homeless persons with serious
mental illness. Psychiatr Serv. 1998;49(5):678---683.

16. Miller TR, Cohen MA, Wiersema B. Violence
Costs and Consequences: A New Look. Washington, DC:
National Institute of Justice; 1996.

17. McCollister KE, French MT, Fang H. The cost of
crime to society: new crime-specific estimates for policy
and program evaluation. Drug Alcohol Depend. 2010;
108(1---2):98---109.

18. Fisher WH, Roy-Bujnowski KM, Grudzinskas AJ Jr,
Clayfield JC, Banks SM, Wolff N. Patterns and prevalence
of arrest in a statewide cohort of mental health care
consumers. Psychiatr Serv. 2006;57(11):1623---1628.

19. McNiel DE, Binder RL. Violence, civil commitment,
and hospitalization. J Nerv Ment Dis. 1986;174(2):107---
111.

20. Desmarais SL, Nicholls TL, Wilson CM, Brink J.
Using dynamic risk and protective factors to predict
inpatient aggression: reliability and validity of START
assessments. Psychol Assess. 2012;24(3):685---700.

21. Van Dorn RA, Swanson JW, Elbogen EB, Swartz
MS. A comparison of stigmatizing attitudes toward
persons with schizophrenia in four stakeholder groups:
perceived likelihood of violence and desire for social
distance. Psychiatry. 2005;68(2):152---163.

22. Gilbert AR, Moser LL, Van Dorn RA, et al. Re-
ductions in arrest under assisted outpatient treatment in
New York. Psychiatr Serv. 2010;61(10):996---999.

23. Choe JY, Teplin LA, Abram KM. Perpetration of
violence, violent victimization, and severe mental illness:
balancing public health concerns. Psychiatr Serv. 2008;
59(2):153---164.

24. Hiday VA, Swartz MS, Swanson JW, Borum R,
Wagner HR. Criminal victimization of persons with
severe mental illness. Psychiatr Serv. 1999;50(1):62---68.

25. Silver E. Mental disorder and violent victimization:
the mediating role of involvement in conflicted social
relationships. Criminology. 2002;40(1):191---212.

26. Witt K, Van Dorn RA, Fazel S. Risk factors for
violence in psychosis: systematic review and meta-
regression analysis of 110 studies. PLoS ONE. 2013;8(2):
e55942.

27. Hiday VA, Swanson JW, Swartz MS, Borum R,
Wagner HR. Victimization: a link between mental illness
and violence? Int J Law Psychiatry. 2001;24(6):559---
572.

28. Brekke JS, Prindle C, Bae SW, Long JD. Risks for
individuals with schizophrenia who are living in the
community. Psychiatr Serv. 2001;52(10):1358---1366.

29. Silver E, Piquero AR, Jennings WG, Piquero NL,
Leiber M. Assessing the violent offending and violent
victimization overlap among discharged psychiatric pa-
tients. Law Hum Behav. 2011;35(1):49---59.

30. Swanson JW, Swartz MS, Essock SM, et al. The
social-environmental context of violent behavior in per-
sons treated for severe mental illness. Am J Public Health.
2002;92(9):1523---1531.

31. Koss MP. Detecting the scope of rape: a review of
prevalence research methods. J Interpers Violence.
1993;8(2):198---222.

32. Swanson JW, Swartz MS, Elbogen EB, et al. Facil-
itated psychiatric advance directives: a randomized trial
of an intervention to foster advance treatment planning
among persons with severe mental illness. Am J Psychi-
atry. 2006;163(11):1943---1951.

RESEARCH AND PRACTICE

Published online ahead of print February 13, 2014 | American Journal of Public Health Desmarais et al. | Peer Reviewed | Research and Practice | e7

mailto:sdesmarais@ncsu.edu
mailto:http://www.ajph.org


33. Monahan J, Bonnie RJ, Appelbaum PS, Hyde PS,
Steadman HJ, Swartz MS. Mandated community treat-
ment: beyond outpatient commitment. Psychiatr Serv.
2001;52(9):1198---1205.

34. Lieberman JA, Stroup TS, Mcevoy JP, et al. Effec-
tiveness of antipsychotic drugs in patients with chronic
schizophrenia. N Engl J Med. 2005;353(12):1209---
1223.

35. Truman J, Langton L, Planty M. Criminal Victimi-
zation, 2012. Washington, DC: Bureau of Justice Statis-
tics, US Department of Justice; 2012.

36. Baltic SE, ed. Crime in the United States, 2011.
Washington, DC: Federal Bureau of Investigation; 2012.

37. Swanson JW, Van Dorn RA, Monahan J, Swartz MS.
Violence and leveraged community treatment for per-
sons with mental disorders. Am J Psychiatry. 2006;163
(8):1404---1411.

38. Sturup J, Monahan J, Kristiansson M. Violent
behavior and gender of Swedish psychiatric patients:
a prospective clinical study. Psychiatr Serv. 2013;64
(7):688---693.

39. Hiday VA, Swartz MS, Swanson JW, Borum R,
Wagner HR. Male-female differences in the setting and
construction of violence among people with severe
mental illness. Soc Psychiatry Psychiatr Epidemiol.
1998;33(suppl 1):S68---S74.

40. Lidz CW, Mulvey EP, Gardner W. The accuracy of
predictions of violence to others. JAMA. 1993;269(8):
1007---1011.

41. Newhill CE, Mulvey EP, Lidz CW. Characteristics of
violence in the community by female patients seen in
a psychiatric emergency service. Psychiatr Serv. 1995;46
(8):785---789.

42. Snyder HN. Arrest in the United States, 1980-2009.
Rockville, MD: Bureau of Justice Statistics; 2011.

43. Monahan J, Steadman HJ, Silver E, et al. Rethinking
Risk Assessment: The MacArthur Study of Mental Disorder
and Violence Risk. New York, NY: Oxford University
Press; 2001.

44. Desmarais SL, Reeves KA, Nicholls TL, Telford RP,
Fiebert MS. Prevalence of physical violence in intimate
relationships: part 1. Rates of male and female victimi-
zation. Partner Abuse. 2012;3(2):140---169.

45. Desmarais SL, Reeves KA, Nicholls TL, Telford RP,
Fiebert MS. Prevalence of physical violence in intimate
relationships: part 2. Rates of male and female perpe-
tration. Partner Abuse. 2012;3(2):170---198.

46. Lynam DR, Piquero AR, Moffitt TE. Specialization
and the propensity to violence: support from self-reports
but not official records. J Contemp Crim Justice. 2004;20
(2):215---228.

47. Webb RT, Qin P, Stevens H, Mortensen PB, Appleby
L, Shaw J. National study of suicide in all people with
a criminal justice history. Arch Gen Psychiatry. 2011;68
(6):591---599.

48. Webster C, Douglas KS, Eaves D, Hart SD. HCR-20:
Assessing Risk for Violence. 2 ed. Vancouver, British
Columbia: Mental Health, Law, & Policy Institute, Simon
Fraser University; 1997.

49. Quinsey VL, Harris GT, Rice ME, Cormier CA.
Violent Offenders: Appraising and Managing Violence
Risk. 2nd ed. Washington, DC: American Psychological
Association; 2006.

50. Monahan J, Steadman HJ, Appelbaum P, et al.
Classification of Violence Risk. Lutz, FL: Psychological
Assessment Resources; 2011.

51. Webster C, Martin ML, Brink J, Nicholls TL,
Desmarais SL. Manual for the Short-Term Assessment of
Risk and Treatability (START) (version 1.1). Coquitlam,
British Columbia: British Columbia Mental Health &
Addiction Services; 2009.

52. Van Dorn RA, Kosterman R, Williams JH, et al. The
relationship between outpatient mental health treatment
and subsequent mental health symptoms and disorders
in young adults. Adm Policy Ment Health. 2010;37(6):
484---496.

53. Huizinga D, Elliott DS. Reassessing the reliability
and validity of self-report delinquency measures. J Quant
Criminol. 1986;2(4):293---327.

54. Crisanti A, Laygo R, Junginger J. A review of
self-reported arrests among persons with mental illness.
Curr Opin Psychiatry. 2003;16(5):565---569.

55. Stroup TS, Mcevoy JP, Swartz MS, et al. The National
Institute of Mental Health Clinical Antipsychotic Trials of
Intervention Effectiveness (CATIE) project: schizophre-
nia trial design and protocol development. Schizophr Bull.
2003;29(1):15---31.

RESEARCH AND PRACTICE

e8 | Research and Practice | Peer Reviewed | Desmarais et al. American Journal of Public Health | Published online ahead of print February 13, 2014


