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Objective: This research examined the frequency of and
characteristics associated with three forms of violence among
persons with mental illness—violence directed at others, self-
directed violence, and violence directed at them by others.

Methods: Previously unreported data from a follow-up sam-
ple of 951 patients from the MacArthur Violence Risk Assess-
ment Study were analyzed to characterize involvement in
violence directed at others, self-directed violence, and vio-
lence directed at them by others.

Results: Most patients (58%) experienced at least one
form of violence, 28% experienced at least two forms,

and 7% experienced all three forms. Several diagnos-
tic, social, and historical variables distinguished the
groups.

Conclusions: Given the substantial overlap among the
three forms of violence, clinicians should routinely screen
patients who report one form for the occurrence of the
other two. Co-occurrence of several forms of violence may
require a package of interventions with components geared
to each.
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Violence to others by persons with a mental illness affects
not only those who are victimized. It also fuels stigmatizing
public perceptions of mental illness and is often invoked to
justify fear-based mental health policies, such as loosening
standards for public reporting of protected health information
(1). Given these profound sequelae, it is not surprising that
over the past several decades, an enormous research literature
has focused on the assessment and management of the risk
that persons with a mental illness will commit violence to
others in the community (2).

Violence directed at others, however, is not the only form
of violence that may be associated with mental illness. In
fact, the “lived experience” (3) of violence among people
with a mental illness includes two additional forms of vio-
lence. By simultaneously taking into account all three forms
of violence, a more scientifically inclusive and clinically
credible account of violence among persons with mental ill-
ness might emerge.

The first additional association between mental illness
and violence reflects violence directed at oneself. Violent
self-victimization—violence in which a patient is both the
perpetrator and the victim, such as attempted suicide or other
physically self-harming behavior—has long been recognized
as a serious clinical concern, with most mental disorders as-
sociated with increased rates of suicide and self-injury (4,5).

The second additional association between mental illness
and violence reflects violence directed by others at persons
with a mental illness. Although this type of violence is
studied much less frequently than other forms of violence
associated with mental illness, patients with a mental ill-
ness are violently victimized by others in the community at
a higher rate than the general population, a phenomenon
that has attracted increased empirical attention in recent
years (6–8).

To our knowledge, this is the first study to use a single
data set, the MacArthur Violence Risk Assessment Study, to
examine simultaneously the prevalence and characteristics
of all three forms of violence involving people with a mental
illness. The possible co-occurrence of various forms of vio-
lence could have important implications for clinical practice,
including efforts to conduct routine screening, tailor treat-
ment and preventive interventions, and pursue legal options
for mandated inpatient or outpatient treatment.

METHODS

The MacArthur Violence Risk Assessment Study (9–12)
involved a follow-up sample of 951 patients who had been
discharged from acute civil inpatient facilities at three U.S.
sites. English-speaking male and female patients who were

516 ps.psychiatryonline.org Psychiatric Services 68:5, May 2017

BRIEF REPORTS This article addresses the Core Competency of Patient Care and Procedural Skills

http://ps.psychiatryonline.org


between the ages of 18 and 40; who were of white, African-
American, or Hispanic race-ethnicity; and who had chart
diagnoses of bipolar disorders, depressive disorders,
schizophrenia or other psychotic disorders, substance use
disorders, or personality disorders were included in this
research.

Violence toward others by patients—the focus of the
MacArthur Study—was measured by using three sources of
information, including interviews with patients; interviews
with persons named by patients as knowledgeable about
their lives, known as collateral sources; and official sources
of information (arrest and hospital records). Information
from the three sources was coded and reconciled. Patients
and collateral sources were interviewed in person every ten
weeks for approximately one year after hospital discharge.
Violence to others was defined as acts of battery that resulted
in physical injury, sexual assaults, assaultive acts that involved
a weapon, or threats made with a weapon in hand.

Violent self-victimization by patients was measured by
means of a structured interview administered at each follow-
up. Interviewers asked patients whether they had attempted
to hurt themselves since the previous follow-up and, if so,
how they had done so. Patients who took physical action to
harm themselves were coded as having engaged in violent
self-victimization (also referred to as “suicide-related be-
havior”) (13).

Violent victimization of patients by others was also mea-
sured by means of a structured interview at each follow-up.
Violent victimization of patients by others was defined as
patients’ self-reports of having been targets of acts of battery,
sexual assaults, assaultive acts that involved a weapon, or
threats made with a weapon in hand. Information from
collateral sources or from official records regarding vio-
lent victimization and violent self-victimization was not
obtained (14).

RESULTS

As previously reported, one year after discharge, the prev-
alence rate for violence to others was 28% (N=262) (9);
violent self-victimization, 23% (N=217) (13); and violent
victimization by others, 43% (N=405) (14). One-year post-
discharge prevalence was 58% (N=555) for involvement in
at least one form of violence, 28% (N=262) for involvement
in at least two forms of violence, and 7% (N=67) for in-
volvement in all three. The 262 patients involved in at least
two forms of violence consisted of 14 (5%) patients who
were involved only in violence to others and in violent
self-victimization, 124 (47%) who were involved only in
violence to others and in violent victimization by others,
and 57 (22%) who were involved only in violent self-
victimization and in violent victimization by others, as
well as the 67 (25%) patients who were involved in all
three forms of violence.

Table 1 presents the characteristics of patients involved
in at least one of the three forms of violence and patients

involved in all three forms of violence and compares them
with the characteristics of patients from the MacArthur
Study who had no involvement in violence over the one-year
follow-up period. Neither the patients involved in at least
one form of violence nor those involved in all three forms
differed significantly in gender or race-ethnicity from the
patients who were uninvolved in violence. However, both of
the groups that had been involved in violence were signifi-
cantly more likely to have a history of prior hospitalization
and of prior arrest compared with the group uninvolved in
violence.

In terms of diagnosis (10), neither the group involved in
at least one form of violence nor the group involved in all
three forms of violence was more likely than patients who
were uninvolved in violence to have a diagnosis of de-
pression. The group involved in at least one form of vio-
lence was significantly less likely than the group that was
uninvolved in violence to have a diagnosis of schizophrenia
or bipolar disorder. Both the group that was involved in at
least one form of violence and the group that was involved
in all three forms of violence were significantly more likely
than the group that was uninvolved in violence to have a
diagnosis of alcohol or drug use disorder. Regarding co-
occurring diagnoses, the proportion of patients diagnosed
as having a major disorder (depression, schizophrenia, or
bipolar disorder) without a diagnosis of a substance use
disorder was significantly higher in the group that was
uninvolved in violence compared with the groups that were
involved in at least one form of violence. At the same time,
the proportion of patients diagnosed as having a substance
use disorder without a diagnosis of a major disorder was
significantly higher among the patients involved in at least
one form of violence compared with patients who were
uninvolved in violence. Patients diagnosed as having a
major disorder and a substance use disorder constituted
the largest proportion of both the group involved in at least
one form of violence and the group involved in all three
forms of violence, but the proportions of patients who had
both a major disorder and a substance use disorder was not
significantly different between either of the groups involved
in at least one form of violence and the group that was un-
involved in violence.

In terms of social history, both the patients involved in at
least one form of violence and the patients involved in all
three forms of violence were more likely than the patients
who were not involved in violence to report having been
physically abused as a child. The patients involved in at
least one form of violence were more likely to report having
been sexually abused as a child compared with those who
were uninvolved in violence, but this comparison failed to
reach statistical significance for patients involved in all
three forms of violence. Both the patients involved in at
least one form of violence and the patients involved in all
three forms of violence were more likely than the group
that was uninvolved in violence to report that their fathers
had been arrested two or more times during their childhood
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and that they had been homeless and unemployed during
at least one of the ten-week postdischarge follow-up
periods.

DISCUSSION AND CONCLUSIONS

Most patients (58%) experienced at least one form of
violence—whether as perpetrator, as victim, or in the case
of self-harm, as both perpetrator and victim. Over one-
quarter (28%) of patients experienced at least two forms of
violence, and 7% of patients experienced all three forms of
violence.

Although all of the groups of patients we studied were
similar in gender and racial-ethnic composition, the group
that engaged in at least one form of violence and, particu-
larly, the group that engaged in all three forms of violence led
much less stable and more traumatic lives than the group
that was uninvolved in violence. These two groups were
much more likely to have histories of prior hospitalization

and arrest and to have been
homeless and unemployed for
some portion of the one-year
follow-up. These features ex-
tended back to the patients’
childhoods: patients involved
in at least one form of vio-
lence and, particularly, pa-
tients involved in all three
forms of violence were much
more likely to report having
been physically abused as
children and to report that
their fathers had been arres-
ted two or more times during
their childhoods.

Although there were no
differences among the groups
in rates of depression, the
group involved in at least
one form of violence was
much less likely than the
group that was uninvolved
in violence to be diagnosed as
having schizophrenia or bi-
polar disorder. In terms of
co-occurring diagnoses, both
groups that were involved
in violence were much more
likely than patients who were
uninvolved in violence to be
diagnosed as having a sub-
stance use disorder.

We believe that the high
prevalence rate of experi-
encing at least one form of
violence and the nontrivial

prevalence rate of experiencing all three forms of violence
among patients who had been discharged from acute civil
inpatient facilities, along with the characteristics associated
with each of these groups, may have at least three implica-
tions for clinical practice.

First, given the substantial overlap among the three forms
of violence studied here, clinicians should routinely screen
patients who report one form for the occurrence of the other
two forms of violence (7).

Second, for patients who screen positive for one or more
forms of violence, clinicians should consider both treatment
and preventive implications (8). For example, patients who
have been violently victimized by others might benefit from
trauma-informed treatment and, for those who are home-
less, from efforts to obtain adequate housing, given that
being domiciled reduces rates of victimization (15). The
co-occurrence of several forms of violence involvement may
require a package of interventions with components geared
to each.

TABLE 1. Characteristics of 951 patients with no involvement in violence, involvement in at least
one form of violence, or involvement in all three forms of violence during one-year follow-up after
discharge from an acute inpatient facilitya

p

No violence
(N=396)

‡1 form
(N=555)

All 3 forms
(N=67)

No
violence

No
violence

Characteristic N % N % N %
vs. ‡1
formb

vs. all 3
formsc

Male 227 57 321 58 39 58 .894 .999
White 283 72 371 67 42 63 .136 .436
Diagnosis
Depression 223 56 337 61 42 63 .182 .983
Schizophrenia 89 23 88 16 4 6d .011 na
Bipolar disorder 76 19 76 14 8 12 .025 .455
Substance use disorder

Alcohol 149 38 282 51 38 57 ,.001 .010
Drug 124 31 220 40 34 51 .009 .006

Co-occurring disorders ,.001e

Major disorder, no substance
use disorder

197 50 200 37 17 27 .002c .002

Major disorder, substance
use disorder

148 38 244 45 29 46 .682c .645

Substance use disorder,
no major disorder

46 12 96 18 17 27 .005c .004

Prior hospitalization 256 66 406 75 55 82 .005 .027
Child physical abuse 302 76 476 86 62 93 ,.001 .008
Child sexual abuse 137 36 240 45 31 48 .007 .186
Prior arrests 131 40 273 58 42 75 ,.001 ,.001
Father’s arrests 65 18 167 34 28 45 ,.001 ,.001
Homeless 37 9 152 27 27 40 ,.001 ,.001
Unemployed 258 65 433 78 61 91 ,.001 ,.001

a The three forms of violence included violence directed at others, violence directed at themselves, and violence
directed at themselves by others. The sample size for co-occurring disorders excluded 21 patients with personality
disorder and included 391 patients with no involvement in violence, 540 patients with $1 form, and 63 patients with
all 3 forms; for prior hospitalization, 388 patients with no involvement, 545 with $1 form, and 67 with all 3 forms; for
child sexual abuse, 385 patients with no involvement in violence, 538 with $1 form, and 65 with all 3 forms; for prior
arrests, 328 with no involvement, 472 with $1 form, and 56 with all 3 forms; and for father’s arrests, 355 with no
involvement in violence, 493 with $1 form, and 62 with all 3 forms.

b Fisher’s exact test for 232 tables
c Test for difference in proportions with Bonferroni correction
d Proportion too small for testing
e Chi-square test, df=2
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Third, risk of violence to others and of violent self-
victimization are independent grounds for invoking in-
patient or outpatient civil commitment, and the risk of
violent victimization by others may be encompassed under
state provisions that allow the commitment of a person with
a mental illness who is likely to “suffer serious harm due to
his lack of capacity to protect himself from harm” (Code of
Virginia x37.2–815). Findings reported here indicate that
these three justifications for commitment, while legally in-
dependent, often may be fulfilled simultaneously. Recogni-
tion of the co-occurrence of various forms of violence may
increase the perceived benefit of inpatient or outpatient
commitment and may be more persuasive to legal decision
makers.
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