
BackgroundBackground Little isknown abouttheLittle isknown aboutthe

determinants of violence inwomenwithdeterminants of violence inwomenwith

psychosis.psychosis.

AimsAims To identifypredictors of violenceTo identifypredictors of violence

in a community sample of womenwithin a community sample of womenwith

chronic psychosis.chronic psychosis.

MethodMethod The 2-year prevalence ofThe 2-year prevalence of

physicalassaultwasestimated for a samplephysical assaultwasestimated for a sample

of 304 womenwith psychosis.Baselineof 304 womenwith psychosis.Baseline

socio-demographic and clinical factorssocio-demographic and clinical factors

wereusedto identifypredictorsof assault.wereusedto identifypredictorsof assault.

ResultsResults The 2-year prevalence ofThe 2-year prevalence of

assault in the samplewas17%.Assaultiveassault in the samplewas17%.Assaultive

behaviourwas associatedwith previousbehaviourwas associatedwith previous

violence (ORviolence (OR¼5.87,95% CI 2.42^14.25),5.87,95% CI 2.42^14.25),

non-violentconvictions (ORnon-violentconvictions (OR¼2.63,95%CI2.63,95%CI

1.17^5.93), victimisation (OR1.17^5.93), victimisation (OR¼2.46,2.46,

95% CI1.02^5.93),African^Caribbean95% CI1.02^5.93),African^Caribbean

ethnicity (ORethnicity (OR¼2.24,95% CI1.02^4.77),2.24,95% CI1.02^4.77),

cluster B personalitydisorder (ORcluster B personalitydisorder (OR¼2.66,2.66,

95% CI1.11^6.38) andhigh levels of unmet95% CI1.11^6.38) andhigh levels of unmet

need (ORneed (OR¼1.17,95% CI1.01^1.35).An1.17,95% CI1.01^1.35).An

interaction between African^Caribbeaninteractionbetween African^Caribbean

ethnicity and cluster B personalityethnicity and cluster B personality

disorderwas identified inrelationtodisorderwas identified in relationto

violentoutcome.Violentwomenwereviolentoutcome.Violentwomenwere

found to bemore costly to services.found to bemore costly to services.

ConclusionsConclusions Nearly a fifth ofNearly a fifth of

community-dwellingwomenwith chroniccommunity-dwellingwomenwith chronic

psychosis committed assaultover a periodpsychosis committed assaultover a period

of 2 years.Six independent risk factorsof 2 years.Six independent risk factors

were found to predict violence.were found to predict violence.
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Men commit the majority of assaults inMen commit the majority of assaults in

society (Smith & Allen, 2003; Steen &society (Smith & Allen, 2003; Steen &

Hunskaar, 2004). Although the presenceHunskaar, 2004). Although the presence

of a psychotic illness is known to increaseof a psychotic illness is known to increase

the risk of violence (Arseneaultthe risk of violence (Arseneault et alet al,,

2000), there is accumulating evidence that2000), there is accumulating evidence that

the effect of psychosis on risk of violencethe effect of psychosis on risk of violence

is much greater for women than for menis much greater for women than for men

(Hodgins(Hodgins et alet al, 1996; Hiday, 1996; Hiday et alet al, 1998;, 1998;

Wessely, 1998). However, relatively fewWessely, 1998). However, relatively few

studies have examined the relationship be-studies have examined the relationship be-

tween gender and violence among patientstween gender and violence among patients

with psychosis in the community. In gen-with psychosis in the community. In gen-

eral, the risk of violence among individualseral, the risk of violence among individuals

with psychosis is known to be associatedwith psychosis is known to be associated

with comorbid substance misuse (Swansonwith comorbid substance misuse (Swanson

et alet al, 1990), non-compliance with medi-, 1990), non-compliance with medi-

cation (Swartzcation (Swartz et alet al, 1998), comorbid per-, 1998), comorbid per-

sonality disorder (Moransonality disorder (Moran et alet al, 2003) and, 2003) and

active psychotic symptoms, possibly includ-active psychotic symptoms, possibly includ-

ing delusions of persecution and control,ing delusions of persecution and control,

which are referred to as threat/controlwhich are referred to as threat/control

override symptoms (Linkoverride symptoms (Link et alet al, 1998)., 1998).

Little is known about the gender-Little is known about the gender-

specific factors associated with risk ofspecific factors associated with risk of

violence among individuals with psychosis.violence among individuals with psychosis.

Clearly, women with psychosis are a vul-Clearly, women with psychosis are a vul-

nerable group, and the effect of mental ill-nerable group, and the effect of mental ill-

ness on the risk of violence in this groupness on the risk of violence in this group

requires further investigation. Our aimrequires further investigation. Our aim

was to undertake this prospectively in awas to undertake this prospectively in a

sample of women with psychosis who weresample of women with psychosis who were

living in the community in urban settings.living in the community in urban settings.

METHODMETHOD

ParticipantsParticipants

A total of 304 women with psychosis fromA total of 304 women with psychosis from

four urban mental health services were re-four urban mental health services were re-

cruited as part of a larger randomised trialcruited as part of a larger randomised trial

of standardof standard vv. intensive community case. intensive community case

management (Burnsmanagement (Burns et alet al, 1999). The pri-, 1999). The pri-

mary difference between the two treatmentmary difference between the two treatment

groups concerned the size of the case-loadgroups concerned the size of the case-load

of the assigned keyworker, such that pa-of the assigned keyworker, such that pa-

tients receiving intensive case managementtients receiving intensive case management

had twice as much contact with theirhad twice as much contact with their

keyworker. Recruitment of individualskeyworker. Recruitment of individuals

aged between 18 and 65 years occurred ataged between 18 and 65 years occurred at

the point of discharge from hospital orthe point of discharge from hospital or

while they were living in the community.while they were living in the community.

In all four centres, patients were receivingIn all four centres, patients were receiving

‘standard’ case management prior to ran-‘standard’ case management prior to ran-

domisation and were under enhanced caredomisation and were under enhanced care

programme approach provision. Patientsprogramme approach provision. Patients

were included if they had been hospitalisedwere included if they had been hospitalised

for psychotic symptoms at least twice, withfor psychotic symptoms at least twice, with

one admission having occurred within theone admission having occurred within the

previous 2 years. Patients with organicprevious 2 years. Patients with organic

brain disorder or a history of primary sub-brain disorder or a history of primary sub-

stance misuse were excluded. Diagnosesstance misuse were excluded. Diagnoses

according to Research Diagnostic Criteriaaccording to Research Diagnostic Criteria

(RDC) were established using the Opera-(RDC) were established using the Opera-

tional Criteriational Criteria Checklist for Psychotic IllnessChecklist for Psychotic Illness

(McGuffin(McGuffin et alet al, 1991). This was based on, 1991). This was based on

lifetime records.lifetime records.

Baseline measuresBaseline measures

A number of socio-demographic and clini-A number of socio-demographic and clini-

cal variables were assessed at baseline oncal variables were assessed at baseline on

the basis of interview and review of casethe basis of interview and review of case

notes. Clinical history and life circum-notes. Clinical history and life circum-

stances, including self-reported informationstances, including self-reported information

on assaultive behaviour, during the 2 yearson assaultive behaviour, during the 2 years

before baseline were assessed using thebefore baseline were assessed using the

World Health Organization Life ChartWorld Health Organization Life Chart

(World Health Organization, 1992). The(World Health Organization, 1992). The

Comprehensive Psychopathological RatingComprehensive Psychopathological Rating

Scale (CPRS; AsbergScale (CPRS; Åsberg et alet al, 1978) was used, 1978) was used

to assess current psychopathology. Twoto assess current psychopathology. Two

items from the CPRS, namely ‘feelingitems from the CPRS, namely ‘feeling

controlled’ and ‘ideas of persecution’, werecontrolled’ and ‘ideas of persecution’, were

taken together as a proxy measure fortaken together as a proxy measure for

threat/control override symptoms. Thethreat/control override symptoms. The

presence of comorbid personality disorderpresence of comorbid personality disorder

was assessed using a rapid version of thewas assessed using a rapid version of the

Personality Assessment Schedule (PAS–R;Personality Assessment Schedule (PAS–R;

TyrerTyrer et alet al, 1979), a semi-structured inter-, 1979), a semi-structured inter-

view schedule. Each category of personalityview schedule. Each category of personality

disorder was scored on a 3-point scaledisorder was scored on a 3-point scale

(0(0¼absence of dysfunction, 1absence of dysfunction, 1¼personalitypersonality

difficulty, 2difficulty, 2¼personality disorder). In thepersonality disorder). In the

present study, a dichotomous variable waspresent study, a dichotomous variable was

created (personality disorder and nocreated (personality disorder and no

personality disorder), with a score of 2personality disorder), with a score of 2

defining the presence of personality disor-defining the presence of personality disor-

der. Other baseline measures included theder. Other baseline measures included the

Scale for Assessment of Negative SymptomsScale for Assessment of Negative Symptoms

(SANS; Andreason, 1984), the National(SANS; Andreason, 1984), the National

Adult Reading Test (NART; Nelson,Adult Reading Test (NART; Nelson,

1982), the Lancashire Quality of Life1982), the Lancashire Quality of Life

Profile (Oliver, 1991), the CamberwellProfile (Oliver, 1991), the Camberwell

Assessment of Need (CAN; PhelanAssessment of Need (CAN; Phelan et alet al,,

1995); the Mental Needs Index (MINI;1995); the Mental Needs Index (MINI;

GloverGlover et alet al, 1998) and the World Health, 1998) and the World Health

Organization Disability AssessmentOrganization Disability Assessment

Schedule (DAS; JablenskySchedule (DAS; Jablensky et alet al, 1980)., 1980).
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Participants were asked about their alcoholParticipants were asked about their alcohol

and drug use by means of a questionnaireand drug use by means of a questionnaire

designed specifically for this study. A de-designed specifically for this study. A de-

mographic schedule was also devised tomographic schedule was also devised to

gather information about ethnicity, levelgather information about ethnicity, level

of education, history of medical illnessesof education, history of medical illnesses

and employment status, among otherand employment status, among other

variables. In addition to obtainingvariables. In addition to obtaining

information from interviews and caseinformation from interviews and case

notes, an application was made to thenotes, an application was made to the

British Home Office for the full criminalBritish Home Office for the full criminal

records for each participant, categorisedrecords for each participant, categorised

into violent and non-violent convictions.into violent and non-violent convictions.

Ethical approval for the study was obtainedEthical approval for the study was obtained

from the four local ethics committees.from the four local ethics committees.

Outcome measuresOutcome measures
The main outcome of interest was violenceThe main outcome of interest was violence

during the 2 years of follow-up. This wasduring the 2 years of follow-up. This was

defined as actual physical contact regard-defined as actual physical contact regard-

less of severity or resulting injury of theless of severity or resulting injury of the

victim. Three data sources were combinedvictim. Three data sources were combined

to produce a binary result for each patient,to produce a binary result for each patient,

namely self-report, case-note review andnamely self-report, case-note review and

case manager’s report. Data on costscase manager’s report. Data on costs

associated with healthcare, social andassociated with healthcare, social and

non-statutory sector services and prison/non-statutory sector services and prison/

police custody were also collected. A fullpolice custody were also collected. A full

description of the economic methodologydescription of the economic methodology

employed has been published previouslyemployed has been published previously

(UK700 Group, 2000).(UK700 Group, 2000).

Statistical methodsStatistical methods
Analyses were performed using theAnalyses were performed using the

Statistical Package for the Social SciencesStatistical Package for the Social Sciences

version 11.0 statistical software forversion 11.0 statistical software for

Windows. The prevalence of violence overWindows. The prevalence of violence over

the 2-year follow-up period was deter-the 2-year follow-up period was deter-

mined. Before the data were inspected, a listmined. Before the data were inspected, a list

of possible baseline predictor variables wasof possible baseline predictor variables was

drawn up from the clinical and demo-drawn up from the clinical and demo-

graphic measures available. Initially thegraphic measures available. Initially the

data were used to establish a baselinedata were used to establish a baseline

description of the study sample. Logisticdescription of the study sample. Logistic

regression analysis was then used toregression analysis was then used to

compare individuals who were violent withcompare individuals who were violent with

those who were not with regard to the pu-those who were not with regard to the pu-

tative predictor variables. Both categoricaltative predictor variables. Both categorical

and continuous variables were included inand continuous variables were included in

the analysis. If continuous variables werethe analysis. If continuous variables were

found to be highly skewed, categorical vari-found to be highly skewed, categorical vari-

ables were created by dividing data accord-ables were created by dividing data accord-

ing to the median. After a univariateing to the median. After a univariate

analysis had been performed (Tables 1analysis had been performed (Tables 1

and 2), a multivariate analysis was under-and 2), a multivariate analysis was under-

taken using a stepwise method (Table 3).taken using a stepwise method (Table 3).

All univariately significant factors were en-All univariately significant factors were en-

tered in the model, and those that were notered in the model, and those that were no

longer significant were then removed. Afterlonger significant were then removed. After

this stage, each univariate factor tested wasthis stage, each univariate factor tested was

entered individually to establish a finalentered individually to establish a final

model that best predicted violence as themodel that best predicted violence as the

outcome. Tests were also performed tooutcome. Tests were also performed to

examine the possibility of interactionsexamine the possibility of interactions

between the independent predictors identi-between the independent predictors identi-

fied and the univariately significant factorsfied and the univariately significant factors

for violence as the outcome.for violence as the outcome.

RESULTSRESULTS

Sample characteristicsSample characteristics

The mean age of the sample at baseline wasThe mean age of the sample at baseline was

40 years (s.d.40 years (s.d.¼12) and the average length12) and the average length

of illness was 14 years (s.d.of illness was 14 years (s.d.¼10). The10). The

ethnic distribution of the sample was asethnic distribution of the sample was as

2 6 52 6 5

Table1.Table1. Socio-demographic characteristics of women by assaultive statusSocio-demographic characteristics of women by assaultive status

VariableVariable Assaultive behaviourAssaultive behaviour Odds ratioOdds ratio

Yes (Yes (nn¼53)53) No (No (nn¼251)251)
(95% CI, unadjusted)(95% CI, unadjusted)

Age (years):Age (years): nn (%)(%)

19^3919^39

37 (70)37 (70) 122 (49)122 (49) 2.45 (1.29^4.62)**2.45 (1.29^4.62)**

40^6440^64 16 (30)16 (30) 129 (51)129 (51) 11

Ethnicity:Ethnicity: nn (%)(%)

WhiteWhite 20 (38)20 (38) 140 (56)140 (56) 11

African^CaribbeanAfrican^Caribbean 25 (47)25 (47) 70 (28)70 (28) 2.50 (1.30^4.81)**2.50 (1.30^4.81)**

OtherOther 8 (15)8 (15) 41 (16)41 (16) 1.37 (0.56^3.33)1.37 (0.56^3.33)

Marital status:Marital status: nn (%)(%)

EvermarriedEver married 21 (40)21 (40) 129 (51)129 (51) 11

SingleSingle 32 (60)32 (60) 122 (49)122 (49) 1.61 (0.88^2.95)1.61 (0.88^2.95)

Occupation of father at birth:Occupation of father at birth: nn (%)(%)

Non-manualNon-manual 3 (7)3 (7) 35 (17)35 (17) 11

ManualManual 28 (65)28 (65) 115 (56)115 (56) 2.84 (0.81^9.91)2.84 (0.81^9.91)

UnemployedUnemployed 12 (28)12 (28) 55 (27)55 (27) 2.55 (0.67^9.66)2.55 (0.67^9.66)

Educational achievement:Educational achievement: nn (%)(%)

No qualificationsNo qualifications 28 (54)28 (54) 98 (40)98 (40) 1.75 (0.96^3.20)1.75 (0.96^3.20)

Any qualificationsAny qualifications 24 (46)24 (46) 147 (60)147 (60) 11

Living independently (past 2 years):Living independently (past 2 years): nn (%)(%)

NoNo 5 (9)5 (9) 19 (8)19 (8) 1.27 (0.45^3.57)1.27 (0.45^3.57)

YesYes 48 (91)48 (91) 232 (92)232 (92) 11

Employed (past 2 years):Employed (past 2 years): nn (%)(%)

NoNo 44 (83)44 (83) 184 (73)184 (73) 1.78 (0.83^3.84)1.78 (0.83^3.84)

YesYes 9 (17)9 (17) 67 (27)67 (27) 11

Homeless (past 2 years):Homeless (past 2 years): nn (%)(%)

NoNo 52 (98)52 (98) 242 (96)242 (96) 11

YesYes 1 (2)1 (2) 9 (4)9 (4) 0.52 (0.07^4.17)0.52 (0.07^4.17)

Victim (past year):Victim (past year): nn (%)(%)

NoNo 39 (75)39 (75) 218 (90)218 (90) 11

YesYes 13 (25)13 (25) 24 (10)24 (10) 3.03 (1.42^6.45)**3.03 (1.42^6.45)**

Violent behaviour (past 2 years):Violent behaviour (past 2 years): nn (%)(%)

NoNo 37 (70)37 (70) 229 (93)229 (93) 11

YesYes 16 (30)16 (30) 18 (7)18 (7) 5.50 (2.58^11.74)***5.50 (2.58^11.74)***

Conviction for violent offence:Conviction for violent offence: nn (%)(%)

NoNo 47 (89)47 (89) 240 (96)240 (96) 11

YesYes 6 (11)6 (11) 11 (4)11 (4) 2.79 (0.98^7.90)2.79 (0.98^7.90)

Conviction for non-violent offence:Conviction for non-violent offence: nn (%)(%)

NoNo 37 (70)37 (70) 219 (87)219 (87) 11

YesYes 16 (30)16 (30) 32 (13)32 (13) 2.96 (1.48^5.92)**2.96 (1.48^5.92)**

Randomisation:Randomisation: nn (%)(%)

Group1Group1 26 (49)26 (49) 129 (51)129 (51) 11

Group 2Group 2 27 (51)27 (51) 122 (49)122 (49) 1.10 (0.61^1.99)1.10 (0.61^1.99)

**PP550.05, **0.05, **PP550.01, ***0.01, ***PP550.001.0.001.
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follows: 160 White participants (52.6%);follows: 160 White participants (52.6%);

95 African–Caribbean participants95 African–Caribbean participants

(31.3%); and 49 participants of other(31.3%); and 49 participants of other

ethnic origin (16.1%). Only 76 membersethnic origin (16.1%). Only 76 members

(25%) of the sample had been employed(25%) of the sample had been employed

in the 2 years before the study, and 105in the 2 years before the study, and 105

(34.5%) were living alone. With regard to(34.5%) were living alone. With regard to

RDC diagnosis, 164 participants (53.9%)RDC diagnosis, 164 participants (53.9%)

had schizoaffective disorder, 94 (30.9%)had schizoaffective disorder, 94 (30.9%)

had schizophrenia, 27 (8.9%) had bipolarhad schizophrenia, 27 (8.9%) had bipolar

disorder and 18 (5.9%) were diagnoseddisorder and 18 (5.9%) were diagnosed

with psychotic disorder not otherwise spe-with psychotic disorder not otherwise spe-

cified. Only 84 individuals (27.6%) werecified. Only 84 individuals (27.6%) were

considered to be in remission at the timeconsidered to be in remission at the time

of interview. In total, 43 members of theof interview. In total, 43 members of the

sample (14%) admitted to using at leastsample (14%) admitted to using at least

one illegal drug, while 16 (5%) admittedone illegal drug, while 16 (5%) admitted

to a daily intake of alcohol in excess ofto a daily intake of alcohol in excess of

the levels recommended by the Departmentthe levels recommended by the Department

of Health. Of the 290 individuals for whomof Health. Of the 290 individuals for whom

PAS–R data were available, 79 (27%) hadPAS–R data were available, 79 (27%) had

at least one comorbid personality disorderat least one comorbid personality disorder

(cluster A,(cluster A, nn¼47; cluster B,47; cluster B, nn¼33; cluster33; cluster

C,C, nn¼31).31).

Prevalence of violencePrevalence of violence

Information on violence was available fromInformation on violence was available from

at least one data source for all womenat least one data source for all women

((nn¼304), and no significant difference in304), and no significant difference in

the availability of information was foundthe availability of information was found

between the two groups. Information onbetween the two groups. Information on

violence was available for 95% of theviolence was available for 95% of the

women based on self-report, for 75% basedwomen based on self-report, for 75% based

on the case manager’s interview and foron the case manager’s interview and for

93% based on case-note review. Over the93% based on case-note review. Over the

2-year follow-up period, 53 women (17%)2-year follow-up period, 53 women (17%)

physically assaulted another person.physically assaulted another person.

Univariate analysisUnivariate analysis

The socio-demographic profile of womenThe socio-demographic profile of women

who committed assault during the 2-yearwho committed assault during the 2-year

follow-up period is shown in Table 1.follow-up period is shown in Table 1.

Compared with non-violent women,Compared with non-violent women,

violent women were more likely to beviolent women were more likely to be

younger and of African–Caribbean ethnicyounger and of African–Caribbean ethnic

origin. They were also more likely to haveorigin. They were also more likely to have

reported being victims of violence them-reported being victims of violence them-

selves in the year before commencementselves in the year before commencement

of the study. Violent women more oftenof the study. Violent women more often

had a history of committing assault in thehad a history of committing assault in the

2 years before baseline, and were more2 years before baseline, and were more

likely to have a conviction for a non-violentlikely to have a conviction for a non-violent

offence than women who were not violentoffence than women who were not violent

during the study. No associations wereduring the study. No associations were

found between violence and employmentfound between violence and employment

status, educational achievement or mea-status, educational achievement or mea-

sures of living circumstances (e.g. homeless-sures of living circumstances (e.g. homeless-

ness). Importantly, there was no associationness). Importantly, there was no association

between being randomised to intensivebetween being randomised to intensive vv..

2 6 62 6 6

Table 2Table 2 Clinical characteristics of women by assaultive statusClinical characteristics of women by assaultive status

VariableVariable Assaultive behaviourAssaultive behaviour Odds ratioOdds ratio

Yes (Yes (nn¼53)53) No (No (nn¼251)251)
(95% CI, unadjusted)(95% CI, unadjusted)

Diagnosis:Diagnosis: nn (%)(%)

Schizoaffective disorderSchizoaffective disorder 26 (49)26 (49) 138 (55)138 (55) 11

SchizophreniaSchizophrenia 22 (42)22 (42) 72 (29)72 (29) 1.62 (0.86^3.06)1.62 (0.86^3.06)

Affective disorderAffective disorder 3 (5)3 (5) 24 (10)24 (10) 0.66 (0.19^2.37)0.66 (0.19^2.37)

OtherOther 2 (4)2 (4) 16 (6)16 (6) 0.66 (0.14^3.06)0.66 (0.14^3.06)

Age of onset (years):Age of onset (years): nn (%)(%)

443030 46 (87)46 (87) 183 (73)183 (73) 2.41 (1.04^5.59)*2.41 (1.04^5.59)*

553131 7 (13)7 (13) 67 (27)67 (27) 11

Length of illness (weeks):Length of illness (weeks): nn (%)(%)

44254254 43 (81)43 (81) 185 (74)185 (74) 11

55255255 10 (19)10 (19) 65 (26)65 (26) 0.66 (0.32^1.39)0.66 (0.32^1.39)

Severity of illness:Severity of illness: nn (%)(%)

Not recoveredNot recovered 44 (83)44 (83) 174 (70)174 (70) 2.11 (0.98^4.54)2.11 (0.98^4.54)

RecoveredRecovered 9 (17)9 (17) 75 (30)75 (30) 11

Threat/control override:Threat/control override: nn (%)(%)

NoNo 46 (87)46 (87) 234 (93)234 (93) 11

YesYes 7 (13)7 (13) 17 (7)17 (7) 2.09 (0.82^5.34)2.09 (0.82^5.34)

Drug use/misuse:Drug use/misuse: nn (%)(%)

NoneNone 42 (79)42 (79) 219 (87)219 (87) 11

OneOne 6 (11)6 (11) 22 (9)22 (9) 1.42 (0.54^3.72)1.42 (0.54^3.72)

More than oneMore than one 5 (10)5 (10) 10 (4)10 (4) 2.61 (0.85^8.01)2.61 (0.85^8.01)

Alcohol consumption:Alcohol consumption: nn (%)(%)

552^3 units/day2^3 units/day 49 (94)49 (94) 233 (93)233 (93) 11

442^3 units/day2^3 units/day 3 (6)3 (6) 13 (7)13 (7) 1.10 (0.30^4.0)1.10 (0.30^4.0)

Attempted suicide (past 2 years):Attempted suicide (past 2 years): nn (%)(%)

NoNo 41 (77)41 (77) 206 (83)206 (83) 11

YesYes 12 (23)12 (23) 43 (17)43 (17) 1.40 (0.68^2.89)1.40 (0.68^2.89)

Cluster A personality disorder:Cluster A personality disorder: nn (%)(%)

NoNo 39 (76)39 (76) 204 (85)204 (85) 11

YesYes 12 (24)12 (24) 35 (15)35 (15) 1.79 (0.86^3.76)1.79 (0.86^3.76)

Cluster B personality disorder:Cluster B personality disorder: nn (%)(%)

NoNo 38 (75)38 (75) 219 (92)219 (92) 11

YesYes 13 (25)13 (25) 20 (8)20 (8) 3.75 (1.72^8.16)**3.75 (1.72^8.16)**

Cluster C personality disorder:Cluster C personality disorder: nn (%)(%)

NoNo 48 (94)48 (94) 211 (88)211 (88) 11

YesYes 3 (6)3 (6) 28 (12)28 (12) 0.47 (0.14^1.61)0.47 (0.14^1.61)

Days in hospital (past 2 years):Days in hospital (past 2 years): nn (%)(%)

4465 days65 days 21 (40)21 (40) 134 (54)134 (54) 11

4465 days65 days 32 (60)32 (60) 116 (46)116 (46) 1.76 (0.96^3.22)1.76 (0.96^3.22)

Time in prison (past 2 years):Time in prison (past 2 years): nn (%)(%)

NoNo 51 (96)51 (96) 244 (98)244 (98) 11

YesYes 2 (4)2 (4) 6 (2)6 (2) 1.56 (0.31^8.13)1.56 (0.31^8.13)

Months of medication (past 2 years): mean (s.d.)Months of medication (past 2 years): mean (s.d.) 17.98 (7.85)17.98 (7.85) 15.85 (9.10)15.85 (9.10) 1.03 (0.99^1.07)1.03 (0.99^1.07)

CPRS total score: mean (s.d.)CPRS total score: mean (s.d.) 21.95 (12.84)21.95 (12.84) 17.73 (12.73)17.73 (12.73) 1.02 (1.00^1.05)*1.02 (1.00^1.05)*

DAS score: mean (s.d.)DAS score: mean (s.d.) 1.38 (0.71)1.38 (0.71) 1.07 (0.88)1.07 (0.88) 1.47 (1.06^2.04)*1.47 (1.06^2.04)*

SANS score: mean (s.d.)SANS score: mean (s.d.) 21.86 (16.76)21.86 (16.76) 19.09 (15.92)19.09 (15.92) 1.01 (0.99^1.03)1.01 (0.99^1.03)

MINI score: mean (s.d.)MINI score: mean (s.d.) 443.89 (67.27)443.89 (67.27) 440.95 (59.36)440.95 (59.36) 1.00 (0.999^1.01)1.00 (0.999^1.01)

Unmet needs: mean (s.d.)Unmet needs: mean (s.d.) 3.25 (2.24)3.25 (2.24) 2.31 (2.21)2.31 (2.21) 1.19 (1.06^2.04)**1.19 (1.06^2.04)**

NARTscore: mean (s.d.)NARTscore: mean (s.d.) 105.27 (10.36)105.27 (10.36) 107.62 (10.18)107.62 (10.18) 0.98 (0.95^1.01)0.98 (0.95^1.01)

CPRS,Comprehensive Psychopathological Rating Scale; DAS,World Health Organization Disability AssessmentCPRS,Comprehensive Psychopathological Rating Scale; DAS,World Health Organization Disability Assessment
Schedule; SANS, Scale for Assessment of Negative Symptoms; MINI, Mental Needs Index; NART,National AdultSchedule; SANS, Scale for Assessment of Negative Symptoms; MINI,Mental Needs Index; NART,National Adult
ReadingTest.ReadingTest.
**PP550.05, **0.05, **PP550.01, ***0.01, ***PP550.001.0.001.
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standard case management and an outcomestandard case management and an outcome

of violence in this sample.of violence in this sample.

The clinical characteristics of theThe clinical characteristics of the

women who were violent during the studywomen who were violent during the study

period are listed in Table 2. They wereperiod are listed in Table 2. They were

more likely to have an earlier age of onsetmore likely to have an earlier age of onset

of illness (under 30 years) and a diagnosisof illness (under 30 years) and a diagnosis

of cluster B personality disorder comparedof cluster B personality disorder compared

with non-violent women (impulsive person-with non-violent women (impulsive person-

ality disorder,ality disorder, nn¼9; dissocial personality9; dissocial personality

disorder,disorder, nn¼4; histrionic personality disor-4; histrionic personality disor-

der,der, nn¼4; borderline personality disorder,4; borderline personality disorder,

nn¼4 in the violent group). They also had4 in the violent group). They also had

higher levels of disability, psychopathologyhigher levels of disability, psychopathology

and unmet need. However, violent womenand unmet need. However, violent women

were not more likely to report misuse ofwere not more likely to report misuse of

either alcohol or drugs.either alcohol or drugs.

The Lancashire Quality of Life ProfileThe Lancashire Quality of Life Profile

(Oliver, 1991) provided information about(Oliver, 1991) provided information about

the way in which the participants perceivedthe way in which the participants perceived

their circumstances when interviewed attheir circumstances when interviewed at

baseline. Compared with non-violentbaseline. Compared with non-violent

women, those who were violent duringwomen, those who were violent during

the study were less satisfied with their per-the study were less satisfied with their per-

sonal safety (odds ratio (OR)sonal safety (odds ratio (OR)¼2.14, 95%2.14, 95%

CI 1.17–3.91), wanted to move but feltCI 1.17–3.91), wanted to move but felt

unable to do so (ORunable to do so (OR¼2.02, 95% CI 1.03–2.02, 95% CI 1.03–

3.98), and were dissatisfied with their3.98), and were dissatisfied with their

financial status (ORfinancial status (OR¼2.39, 95% CI 1.11–2.39, 95% CI 1.11–

5.15). However, there were no significant5.15). However, there were no significant

differences in the way that they perceiveddifferences in the way that they perceived

the safety of their neighbourhood, thethe safety of their neighbourhood, the

support provided by their family or thesupport provided by their family or the

pleasure they derived from leisure activities.pleasure they derived from leisure activities.

We then examined the costs associatedWe then examined the costs associated

with healthcare, social and non-statutorywith healthcare, social and non-statutory

sector services, and time spent in prison/sector services, and time spent in prison/

police custody for each of the women.police custody for each of the women.

Those who were violent during the 2 yearsThose who were violent during the 2 years

of the study were significantly more costlyof the study were significantly more costly

to services than non-violent women.to services than non-violent women.

Violent women were more than three timesViolent women were more than three times

(OR(OR¼3.63, 95% CI 1.83–7.16) more likely3.63, 95% CI 1.83–7.16) more likely

to require overall care costing over £12 000to require overall care costing over £12 000

during the 2 years of the study than non-during the 2 years of the study than non-

violent women (£12 000 was the medianviolent women (£12 000 was the median

cost for the whole sample). Violent womencost for the whole sample). Violent women

accrued more costs associated withaccrued more costs associated with

supported accommodation, social servicessupported accommodation, social services

involvement, prison service involvementinvolvement, prison service involvement

and healthcare, although only the differ-and healthcare, although only the differ-

ence in the latter area of cost reached theence in the latter area of cost reached the

level of statistical significance. We did notlevel of statistical significance. We did not

have access to detailed data that wouldhave access to detailed data that would

allow comparison of service contactsallow comparison of service contacts

between the two groups. However, we didbetween the two groups. However, we did

find that violent women spent more timefind that violent women spent more time

in hospital and were more likely to havein hospital and were more likely to have

spent time in prison during the study,spent time in prison during the study,

although the differences were not signifi-although the differences were not signifi-

cant (see Table 2). In the whole sample ofcant (see Table 2). In the whole sample of

women with psychosis, the following fac-women with psychosis, the following fac-

tors were found to independently predicttors were found to independently predict

high total cost: level of unmet need; absencehigh total cost: level of unmet need; absence

of alcohol misuse; number of days in hos-of alcohol misuse; number of days in hos-

pital; and conviction for a non-violentpital; and conviction for a non-violent

offence. When these factors were added tooffence. When these factors were added to

the unadjusted model, violence duringthe unadjusted model, violence during

follow-up remained significantly associatedfollow-up remained significantly associated

with high total costs, but the odds ratiowith high total costs, but the odds ratio

decreased.decreased.

Multivariate analysisMultivariate analysis

Table 3 shows the final multivariate modelTable 3 shows the final multivariate model

with each predictor adjusted for all of thewith each predictor adjusted for all of the

others in the univariate tables. The follow-others in the univariate tables. The follow-

ing six factors remained in the multivariateing six factors remained in the multivariate

model as significant predictors of violencemodel as significant predictors of violence

in the sample: being of African–Caribbeanin the sample: being of African–Caribbean

ethnic origin; having been a victim ofethnic origin; having been a victim of

violence; admitting to a history of violence;violence; admitting to a history of violence;

having a conviction for a non-violenthaving a conviction for a non-violent

offence; having comorbid cluster B person-offence; having comorbid cluster B person-

ality disorder; and having a high level ofality disorder; and having a high level of

unmet need.unmet need.

We tested for interactions using logisticWe tested for interactions using logistic

regression analysis by entering an inter-regression analysis by entering an inter-

action term for ethnicity and factors whichaction term for ethnicity and factors which

were found to be univariately significant inwere found to be univariately significant in

the initial analysis. Cluster B personalitythe initial analysis. Cluster B personality

disorder was the only factor that was founddisorder was the only factor that was found

to contribute any significant interaction toto contribute any significant interaction to

the association between ethnicity and vio-the association between ethnicity and vio-

lence. African–Caribbean women withlence. African–Caribbean women with

cluster B personality disorder were morecluster B personality disorder were more

likely to be violent than African–Caribbeanlikely to be violent than African–Caribbean

women without this disorder. We also sub-women without this disorder. We also sub-

sequently adjusted the final model for age,sequently adjusted the final model for age,

which in itself did not remain significantwhich in itself did not remain significant

in the model, but eliminated the signifi-in the model, but eliminated the signifi-

cance of being a victim of violence as acance of being a victim of violence as a

predictor.predictor.

DISCUSSIONDISCUSSION

Almost a fifth of this sample of 304 womenAlmost a fifth of this sample of 304 women

with severe psychotic illness committedwith severe psychotic illness committed

assault during 2 years of follow-up. Aassault during 2 years of follow-up. A

history of violence during the 2 years beforehistory of violence during the 2 years before

baseline, conviction for non-violent crime,baseline, conviction for non-violent crime,

African–Caribbean ethnicity, victimisation,African–Caribbean ethnicity, victimisation,

high levels of unmet need and the presencehigh levels of unmet need and the presence

of cluster B personality disorder predictedof cluster B personality disorder predicted

violence as the outcome during follow-up.violence as the outcome during follow-up.

Methodological issuesMethodological issues

This study has a number of strengths. Pre-This study has a number of strengths. Pre-

dictors of violence were investigated in adictors of violence were investigated in a

prospective manner in a large sample ofprospective manner in a large sample of

women, thus avoiding the problems inher-women, thus avoiding the problems inher-

ent in retrospective analyses. Importantly,ent in retrospective analyses. Importantly,

multiple sources of data were used to iden-multiple sources of data were used to iden-

tify with greater accuracy those womentify with greater accuracy those women

who were violent during the period ofwho were violent during the period of

follow-up. Different methods of assessingfollow-up. Different methods of assessing

violence can produce very different results,violence can produce very different results,

particularly among patients living in theparticularly among patients living in the

community, so the use of a multiple sourcecommunity, so the use of a multiple source

design has important advantages (Mulveydesign has important advantages (Mulvey

et alet al, 1994). The inclusion of self-reported, 1994). The inclusion of self-reported

violence is also important, as this methodviolence is also important, as this method

has been shown to produce higher preva-has been shown to produce higher preva-

lence figures for violence than the use oflence figures for violence than the use of

other sources (Lidzother sources (Lidz et alet al, 1993)., 1993).

Operational definitions of psychosisOperational definitions of psychosis

were used in the study, in addition towere used in the study, in addition to

well-validated instruments that were pre-well-validated instruments that were pre-

dominantly based on interview rather thandominantly based on interview rather than

on records. The large size and community-on records. The large size and community-

based nature of the sample also offer abased nature of the sample also offer a

number of advantages. The participantsnumber of advantages. The participants

were typical of individuals with chronicwere typical of individuals with chronic

and severe psychosis managed by mentaland severe psychosis managed by mental

health services in the community. Thehealth services in the community. The

urban settings of the four centres may limiturban settings of the four centres may limit

the extent to which our results can be gen-the extent to which our results can be gen-

eralised to more rural populations. Finally,eralised to more rural populations. Finally,

the completion rate for measurement ofthe completion rate for measurement of

2 6 72 6 7

Table 3Table 3 Socio-demographic and clinical predictorsSocio-demographic and clinical predictors

of violent behaviourof violent behaviour

VariableVariable Odds ratio (95% CI,Odds ratio (95% CI,

adjusted for all otheradjusted for all other

variables in the table)variables in the table)

EthnicityEthnicity

WhiteWhite 11

African^CaribbeanAfrican^Caribbean 2.24 (1.02^4.77)*2.24 (1.02^4.77)*

Victim (in past year)Victim (in past year)

NoNo 11

YesYes 2.46 (1.02^5.93)*2.46 (1.02^5.93)*

Assault (in past 2 years)Assault (in past 2 years)

NoNo 11

YesYes 5.87 (2.42^14.25)***5.87 (2.42^14.25)***

Conviction for non-Conviction for non-

violent offenceviolent offence

NoNo 11

YesYes 2.63 (1.17^5.93)*2.63 (1.17^5.93)*

Cluster B personalityCluster B personality

disorderdisorder

NoNo 11

YesYes 2.66 (1.11^6.38)*2.66 (1.11^6.38)*

Unmet needsUnmet needs 1.17 (1.01^1.35)*1.17 (1.01^1.35)*

**PP550.05, ***0.05, ***PP550.001.0.001.
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outcome over 2 years was high, and infor-outcome over 2 years was high, and infor-

mation about violence was collected frommation about violence was collected from

at least one source for each woman.at least one source for each woman.

One limitation of our study is the lackOne limitation of our study is the lack

of information on the frequency, severityof information on the frequency, severity

and context of the violent episodes re-and context of the violent episodes re-

corded, and on the perpetrator’s relation-corded, and on the perpetrator’s relation-

ship to the victim. Previous researchship to the victim. Previous research

indicates that such factors differ betweenindicates that such factors differ between

men and women in populations with andmen and women in populations with and

without mental illness (Hidaywithout mental illness (Hiday et alet al, 1998)., 1998).

The MacArthur Violence Risk AssessmentThe MacArthur Violence Risk Assessment

Study found that men were more likely toStudy found that men were more likely to

commit violence that resulted in serious in-commit violence that resulted in serious in-

jury, whereas women were more likely tojury, whereas women were more likely to

target family members and to be violent intarget family members and to be violent in

the home (Robbinsthe home (Robbins et alet al, 2003). Clearly this, 2003). Clearly this

is an area that requires further investiga-is an area that requires further investiga-

tion. We also lacked any information abouttion. We also lacked any information about

compliance with treatment provided bycompliance with treatment provided by

mental health services, a factor which hasmental health services, a factor which has

been found to predict violence in individ-been found to predict violence in individ-

uals with mental disorder (Swartzuals with mental disorder (Swartz et alet al,,

1998).1998).

Prevalence of violencePrevalence of violence

It is difficult to compare the prevalence ofIt is difficult to compare the prevalence of

violence found in the present study withviolence found in the present study with

that reported from previous investigations,that reported from previous investigations,

as there is little consistency in the way thatas there is little consistency in the way that

violence is either measured or defined. Inviolence is either measured or defined. In

addition, the selection of samples and theaddition, the selection of samples and the

populations from which they are derivedpopulations from which they are derived

vary widely. During a 1-year follow-upvary widely. During a 1-year follow-up

after discharge from hospital, 24.6% ofafter discharge from hospital, 24.6% of

the women in the MacArthur Violence Riskthe women in the MacArthur Violence Risk

Assessment Study committed an act of vio-Assessment Study committed an act of vio-

lence, but that study included women withlence, but that study included women with

a range of primary mental disorders ina range of primary mental disorders in

addition to psychosis (Robbinsaddition to psychosis (Robbins et alet al,,

2003). During the first 20 weeks, 7.14%2003). During the first 20 weeks, 7.14%

of women who had a diagnosis of schizo-of women who had a diagnosis of schizo-

phrenia, bipolar disorder or other psychosisphrenia, bipolar disorder or other psychosis

were violent in the MacArthur study.were violent in the MacArthur study.

Risk factors for violenceRisk factors for violence

After adjustment for potential confounders,After adjustment for potential confounders,

six factors were found to predict assaultsix factors were found to predict assault

during the follow-up period (Table 3). Aduring the follow-up period (Table 3). A

past history of violence has consistentlypast history of violence has consistently

been found to predict subsequent violencebeen found to predict subsequent violence

in a number of populations (Tardiffin a number of populations (Tardiff et alet al,,

1997; Steinert, 2002). It is one of the most1997; Steinert, 2002). It is one of the most

robust of the static risk factors that are usedrobust of the static risk factors that are used

to predict future violence. In our study, weto predict future violence. In our study, we

also found that a history of conviction for aalso found that a history of conviction for a

non-violent offence predicted assault dur-non-violent offence predicted assault dur-

ing the follow-up period. This may indicateing the follow-up period. This may indicate

that women with psychosis who committhat women with psychosis who commit

assault do so in the context of a criminalassault do so in the context of a criminal

lifestyle.lifestyle.

Women of African–Caribbean ethnicWomen of African–Caribbean ethnic

origin were more likely to commit assault,origin were more likely to commit assault,

and this association persisted after adjust-and this association persisted after adjust-

ment. This is consistent with previous find-ment. This is consistent with previous find-

ings from a study of a similar population ofings from a study of a similar population of

individuals with schizophrenia, which re-individuals with schizophrenia, which re-

ported that belonging to an ethnic minorityported that belonging to an ethnic minority

(predominantly African–Caribbean) inde-(predominantly African–Caribbean) inde-

pendently increased the risk of criminalpendently increased the risk of criminal

conviction for both men and womenconviction for both men and women

(Wessely, 1998). In our study, an inter-(Wessely, 1998). In our study, an inter-

action between ethnicity and cluster Baction between ethnicity and cluster B

personality disorder was found to be anpersonality disorder was found to be an

important explanatory factor in the asso-important explanatory factor in the asso-

ciation with assault. Among the African–ciation with assault. Among the African–

Caribbean women, those with comorbidCaribbean women, those with comorbid

cluster B personality disorder (cluster B personality disorder (nn¼13) were13) were

more likely to be violent. However, nomore likely to be violent. However, no

association was found between comorbidassociation was found between comorbid

diagnosis of any personality disorder anddiagnosis of any personality disorder and

ethnic origin in the larger sample of menethnic origin in the larger sample of men

and women from which our study sampleand women from which our study sample

was drawn (Moranwas drawn (Moran et alet al, 2003). Little is, 2003). Little is

known about the prevalence and correlatesknown about the prevalence and correlates

of personality disorder in Black and min-of personality disorder in Black and min-

ority ethnic groups. Personality disorderority ethnic groups. Personality disorder

has in fact been found to be less commonhas in fact been found to be less common

among African–Caribbean patients thanamong African–Caribbean patients than

among White patients presenting to psychi-among White patients presenting to psychi-

atric services in the UK (Tyreratric services in the UK (Tyrer et alet al, 1994),, 1994),

but the rates in the general population arebut the rates in the general population are

as yet unknown. Rather than reflecting aas yet unknown. Rather than reflecting a

genuinely lower prevalence, the rarity ofgenuinely lower prevalence, the rarity of

personality disorder among Black patientspersonality disorder among Black patients

in treatment may be due to diagnostic orin treatment may be due to diagnostic or

selection bias (Ndegwa, 2004). Anotherselection bias (Ndegwa, 2004). Another

potential interacting factor that we consid-potential interacting factor that we consid-

ered, namely substance misuse, was notered, namely substance misuse, was not

found to be associated with either ethnicityfound to be associated with either ethnicity

or violence in our sample, but the limita-or violence in our sample, but the limita-

tions of the measure available may havetions of the measure available may have

impaired our ability to detect suchimpaired our ability to detect such

associations. However, our finding thatassociations. However, our finding that

rates of substance misuse did not differrates of substance misuse did not differ

between ethnic groups is supported by re-between ethnic groups is supported by re-

cent evidence in this area (Hutchinson &cent evidence in this area (Hutchinson &

Haasen, 2004).Haasen, 2004).

The presence of comorbid personalityThe presence of comorbid personality

disorder is known to increase the risk ofdisorder is known to increase the risk of

violence among people with a psychoticviolence among people with a psychotic

disorder, and this has been confirmed bydisorder, and this has been confirmed by

analysis of the entire sample from whichanalysis of the entire sample from which

our study sample of women was drawnour study sample of women was drawn

(Moran(Moran et alet al, 2003). Personality disorder, 2003). Personality disorder

has also been shown to be prevalent amonghas also been shown to be prevalent among

women without psychosis who commitwomen without psychosis who commit

serious assault (Putkonenserious assault (Putkonen et alet al, 2003). In, 2003). In

our sample of women with psychosis weour sample of women with psychosis we

found that the presence of cluster B (bor-found that the presence of cluster B (bor-

derline, dissocial, histrionic and impulsive)derline, dissocial, histrionic and impulsive)

personality disorder in particular predictedpersonality disorder in particular predicted

violence, and this association persisted afterviolence, and this association persisted after

adjustment. We also found that theadjustment. We also found that the

presence of cluster C personality disorderpresence of cluster C personality disorder

(obsessive–compulsive, dependent and(obsessive–compulsive, dependent and

avoidant) protected against violent behav-avoidant) protected against violent behav-

iour during the follow-up period, but thisiour during the follow-up period, but this

association did not remain after adjust-association did not remain after adjust-

ment, when the impact of the small numberment, when the impact of the small number

of individuals with the disorder is likely toof individuals with the disorder is likely to

have been significant. One problem thathave been significant. One problem that

arises when considering the role of comor-arises when considering the role of comor-

bid personality disorder in relation to riskbid personality disorder in relation to risk

of violence is the fact that one of theof violence is the fact that one of the

diagnostic criteria for a diagnosis of anti-diagnostic criteria for a diagnosis of anti-

social personality disorder is a history ofsocial personality disorder is a history of

aggression, although in our sample impul-aggression, although in our sample impul-

sive rather than dissocial personality disor-sive rather than dissocial personality disor-

der was more common in the violent group.der was more common in the violent group.

Other difficulties associated with the assess-Other difficulties associated with the assess-

ment of personality in individuals with psy-ment of personality in individuals with psy-

chosis have been highlighted previouslychosis have been highlighted previously

(Moran(Moran et alet al, 2003), but it is not known, 2003), but it is not known

whether these are gender-dependent. Aswhether these are gender-dependent. As

was noted previously, little is known aboutwas noted previously, little is known about

personality disorder in Black and minoritypersonality disorder in Black and minority

ethnic groups, and since most research onethnic groups, and since most research on

antisocial personality disorder has focusedantisocial personality disorder has focused

on men, very little is known about womenon men, very little is known about women

with this disorder (Mulderwith this disorder (Mulder et alet al, 1994)., 1994).

The present study therefore provides valu-The present study therefore provides valu-

able descriptive epidemiological data inable descriptive epidemiological data in

both of these respects.both of these respects.

In addition to the above predictors, weIn addition to the above predictors, we

found two factors which have not beenfound two factors which have not been

reported frequently in other studies, andreported frequently in other studies, and

which may reflect risk factors that are par-which may reflect risk factors that are par-

ticularly relevant to women. Victimisationticularly relevant to women. Victimisation

was found to independently predict vio-was found to independently predict vio-

lence during the follow-up period, but thislence during the follow-up period, but this

did not remain significant after adjustmentdid not remain significant after adjustment

for age. An analysis of the UK700 datafor age. An analysis of the UK700 data

was recently undertaken to establish thewas recently undertaken to establish the

prevalence of violent victimisation in theprevalence of violent victimisation in the

entire sample (Walshentire sample (Walsh et alet al, 2003). In total,, 2003). In total,

16% of patients (men and women) with16% of patients (men and women) with

psychosis reported being the victim ofpsychosis reported being the victim of

violence in the year before baseline, andviolence in the year before baseline, and

associations were found with severity ofassociations were found with severity of

symptoms, homelessness, substance misuse,symptoms, homelessness, substance misuse,

comorbid personality disorder and previouscomorbid personality disorder and previous

violent behaviour. Victimisation may againviolent behaviour. Victimisation may again

reflect the criminal nature of the lifestylereflect the criminal nature of the lifestyle

and social milieu of women with psychosisand social milieu of women with psychosis

who go on to commit assault. However,who go on to commit assault. However,

only 35% of the women who wereonly 35% of the women who were

victimised committed assault during thevictimised committed assault during the

follow-up period, so clearly other factorsfollow-up period, so clearly other factors

2 6 82 6 8
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are operating to alter the role of being aare operating to alter the role of being a

victim in predicting later violence. Percep-victim in predicting later violence. Percep-

tions of safety may mediate the linktions of safety may mediate the link

between victimisation and violence. Webetween victimisation and violence. We

found that women who committed assaultfound that women who committed assault

were less satisfied with their personal safetywere less satisfied with their personal safety

than those who did not, but we foundthan those who did not, but we found

no differences when we enquired aboutno differences when we enquired about

their perceptions of the safety of theirtheir perceptions of the safety of their

neighbourhood.neighbourhood.

The final independent predictor thatThe final independent predictor that

was identified in this study was the associa-was identified in this study was the associa-

tion between higher levels of unmet need attion between higher levels of unmet need at

baseline and later violence. This may reflectbaseline and later violence. This may reflect

problems both with the provision ofproblems both with the provision of

services and with the engagement ofservices and with the engagement of

women with psychosis with such services.women with psychosis with such services.

Current service provision may beCurrent service provision may be

inadequate, inappropriate, or both, andinadequate, inappropriate, or both, and

may well be rejected by women with psy-may well be rejected by women with psy-

chosis, who themselves are likely to havechosis, who themselves are likely to have

certain personality characteristics whichcertain personality characteristics which

contribute to the development of dysfunc-contribute to the development of dysfunc-

tional relationships with others. In addi-tional relationships with others. In addi-

tion, the high level of unmet need maytion, the high level of unmet need may

reflect a lack of informal support which isreflect a lack of informal support which is

caused by poor social networks. In acaused by poor social networks. In a post-post-

hochoc analysis, women who committedanalysis, women who committed

assault were found to have significantlyassault were found to have significantly

more serious problems with regard tomore serious problems with regard to

unmet need in the areas of daily activity,unmet need in the areas of daily activity,

childcare, basic education and finances.childcare, basic education and finances.

Economic considerationsEconomic considerations

In addition to establishing predictors of vio-In addition to establishing predictors of vio-

lence, we found that women with psychosislence, we found that women with psychosis

who committed assault during follow-upwho committed assault during follow-up

were more costly to services. This clearlywere more costly to services. This clearly

has implications for the planning of servicehas implications for the planning of service

provision. These women incurred moreprovision. These women incurred more

costs to public services in several areas, in-costs to public services in several areas, in-

cluding health, criminal justice and socialcluding health, criminal justice and social

services. Interestingly, in addition to findingservices. Interestingly, in addition to finding

that unmet need predicted violence, we alsothat unmet need predicted violence, we also

found an association between unmet needfound an association between unmet need

and total costs in the total sample. Our ana-and total costs in the total sample. Our ana-

lysis also suggests that some of the highlysis also suggests that some of the high

costs are likely to be due to time spent incosts are likely to be due to time spent in

hospital and in contact with the criminalhospital and in contact with the criminal

justice system, perhaps for non-violent of-justice system, perhaps for non-violent of-

fences in particular. Thus not only are thesefences in particular. Thus not only are these

women more costly to public services, butwomen more costly to public services, but

also their needs are still not being met byalso their needs are still not being met by

those very services.those very services.

Implications and further researchImplications and further research

Our findings with regard to predictors ofOur findings with regard to predictors of

violence are similar to previous findings,violence are similar to previous findings,

highlightling history of previous violence,highlightling history of previous violence,

comorbid personality disorder, previouscomorbid personality disorder, previous

conviction and specific minority ethnicity.conviction and specific minority ethnicity.

Predictors such as victimisation and higherPredictors such as victimisation and higher

levels of unmet need may represent factorslevels of unmet need may represent factors

that are particularly relevant to womenthat are particularly relevant to women

with a psychotic disorder. In contrast towith a psychotic disorder. In contrast to

other studies, we did not find an associationother studies, we did not find an association

with substance misuse. This may reflect awith substance misuse. This may reflect a

lower prevalence of substance misuselower prevalence of substance misuse

among women with psychosis (12% ofamong women with psychosis (12% of

the women in our study misused drugs).the women in our study misused drugs).

We also considered the possibility that ourWe also considered the possibility that our

measure of substance misuse may well havemeasure of substance misuse may well have

had limitations that rendered it inadequatehad limitations that rendered it inadequate

for demonstrating a link with violence. Infor demonstrating a link with violence. In

addition, no data were available on compli-addition, no data were available on compli-

ance with treatment, and we did not findance with treatment, and we did not find

an association with the presence of threat/an association with the presence of threat/

control override symptoms, which has beencontrol override symptoms, which has been

reported previously (Linkreported previously (Link et alet al, 1998)., 1998).

The high prevalence of violence duringThe high prevalence of violence during

follow-up in our sample, as well as the find-follow-up in our sample, as well as the find-

ing of the high costs to services incurred bying of the high costs to services incurred by

this group, both highlight the importance ofthis group, both highlight the importance of

considering the risk of violence in womenconsidering the risk of violence in women

with chronic psychosis. Clinicians havewith chronic psychosis. Clinicians have

been shown to consistently underestimatebeen shown to consistently underestimate

the potential risk of violence posed bythe potential risk of violence posed by

female patients with psychosis (Lidzfemale patients with psychosis (Lidz et alet al,,

1993; Coontz1993; Coontz et alet al, 1994), and conse-, 1994), and conse-

quently this risk may be less likely to bequently this risk may be less likely to be

considered when management plans are de-considered when management plans are de-

vised. It has been argued that the inabilityvised. It has been argued that the inability

of clinicians to recognise the potential riskof clinicians to recognise the potential risk

of violence among female patients may con-of violence among female patients may con-

tribute substantially to the poor results thattribute substantially to the poor results that

are often obtained when risk prediction byare often obtained when risk prediction by

clinicians is evaluated (Robbinsclinicians is evaluated (Robbins et alet al,,

2003). Violence is regarded as a male2003). Violence is regarded as a male

phenomenon by clinicians and the layphenomenon by clinicians and the lay

public alike.public alike.

Our findings support the need to raiseOur findings support the need to raise

awareness of the risk of violence in womenawareness of the risk of violence in women

with psychosis, and they provide some indi-with psychosis, and they provide some indi-

cation of the factors that should be thecation of the factors that should be the

focus of risk assessment and management.focus of risk assessment and management.

Further research is needed to explore theFurther research is needed to explore the

important predictors of violence in womenimportant predictors of violence in women

with mental illness from a range of popula-with mental illness from a range of popula-

tions, and also to evaluate the benefits oftions, and also to evaluate the benefits of

addressing such factors with a view toaddressing such factors with a view to

reducing the risk of violence.reducing the risk of violence.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& There is a high prevalence of violence among womenwith chronic and severeThere is a high prevalence of violence among womenwith chronic and severe
psychosis who are living in the community.psychosis who are living in the community.

&& Experiences of victimisation and high levels of unmet need are predictors ofExperiences of victimisation and high levels of unmet need are predictors of
violence inwomenwith psychosis, in addition towell-established risk factors.violence inwomenwith psychosis, in addition towell-established risk factors.

&& Violent behaviour significantly increases the costs of caring for womenwithViolent behaviour significantly increases the costs of caring for womenwith
psychosis.psychosis.

LIMITATIONSLIMITATIONS

&& No datawere available on the frequency, severity or context of the violenceNo datawere available on the frequency, severity or context of the violence
committed by women.committed by women.

&& No datawere available on compliancewith treatment or engagementwithmentalNo datawere available on compliancewith treatment or engagementwithmental
health services.health services.

&& The extent towhich the findings canbe generalisedmaybe limitedby the fact thatThe extent towhich the findings canbe generalisedmaybe limitedby the fact that
the sample only includedwomenwith chronic psychosis living in an urban setting.the sample only includedwomenwith chronic psychosis living in an urban setting.
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