 RESEARCH AND PRACTICE 

Mental Disorder and Violent Victimization in a
Total Birth Cohort
| Eric Silver, PhD, Louise Arseneault, PhD, John Langley, PhD, Avshalom Caspi, PhD, and Terrie E. Moffitt, PhD

Mental disorder may be associated with violent victimization. Unfortunately, few empirical studies have investigated this relation,1
and none has done so using general population data. Addressing this association is important for two reasons. First, most previous
studies of mental disorder and violence depicted people with mental disorders as violent
actors.2–6 These studies showed that people
with mental disorders engaged in violence
more often than people without mental disorders, particularly when their disorders involved alcohol or drug use. However, by ignoring the victimization experiences of people
with mental disorders, these studies inadvertently reinforced the belief that people with
mental disorders are dangerous7 when they
also may be more vulnerable to harm from
others than non–mentally disordered people.
Second, understanding the association between mental disorder and violent victimization is important for designing communitybased mental health services. Studies of
treated samples indicate that victims with
mental disorders exhibit unique symptom
patterns,8–10 require frequent use of emergency treatment services,10 and experience
victimization in substantial numbers that do
not appear in their medical charts.11–13 Ignoring victimization may therefore undermine
treatment success and contribute to the physical and psychological harm experienced by
people with mental disorders.
Two hypotheses have been suggested for
explaining the association between mental disorder and violent victimization. One hypothesis, enhanced vulnerability to attack, suggests
that people with mental disorders are often
unable to engage in alert self-protection and
self-defense.1 The second hypothesis, victimization as an informal social control, suggests
that people with mental disorders often behave in ways that elicit grievances in others,
which may lead to social control efforts that
eventuate in victimization.14 Both hypotheses

Objective. We examined the association between mental disorder and violent
victimization in a general population sample.
Methods. We performed a multivariate analysis of violent victimization in a 12month period on a total birth cohort with follow-up data that assessed, during their
21st year, males and females born in Dunedin, New Zealand, in the early 1970s.
Results. Compared with people with no mental disorder, (1) people with anxiety
disorders experienced more sexual assaults, (2) people with schizophreniform disorders experienced more threatened and completed physical assaults, (3) people
with alcohol dependence disorders experienced more completed physical assaults,
and (4) people with marijuana dependence disorders experienced more attempted
physical assaults. These results held after control for psychiatric comorbidity, demographic characteristics, and the study participants’ own violent behavior.
Conclusion. Mentally disordered young adults tend to experience more violent
victimization in the community than those without a mental disorder. (Am J Public
Health. 2005;95:2015–2021. doi:10.2105/AJPH.2003.021436)

predict a positive association between mental
disorder and violent victimization.
Examination of previous research revealed
several methodological limitations that we
wanted to overcome. First, previous studies of
the association between mental disorder and
victimization have operationalized mental disorders by examining current or former psychiatric
patients.1,8–16 Unfortunately, data on psychiatric
patients can tell us little about associations in
the general population, because most people
with mental disorders do not receive mental
health treatment.17 In addition, mentally disordered victims of violence are more likely to
seek psychiatric treatment than nonvictims,10
thereby inflating observed victimization rates.
Second, most previous studies did not include comparison data on non–mentally disordered people measured with the same research protocol.1,16 A notable exception is a
recent study14 in which the 10-week prevalence of violent victimization among 270 discharged psychiatric patients was compared
with 519 nonpatients drawn from the same
neighborhoods as the patients. Violent victimization was significantly higher for patients
than nonpatients (15.2% vs 6.9%, respectively). This finding has yet to be replicated
with a general population sample.
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Third, most previous studies used small
samples of patients, preventing reliable estimates of victimization rates to be calculated
for different types of mental disorder.8,9,11–13,15
Because half of all persons meeting the diagnostic criteria for mental disorder have at
least one other disorder,18–20 it is important
to examine whether different types of mental
disorder are uniquely associated with victimization. In addition, small samples prevent researchers from controlling for characteristics
known to be associated with both mental disorder and violent victimization (e.g., gender,
socioeconomic status [SES]) and may produce
spurious results.
Fourth, most previous studies failed to
measure violence perpetration.1,8–13,15 Because
people with mental disorders are more likely
to engage in violence than people without
mental disorders,2–6 they also may be more
likely to become victims in situations in which
their violent behavior is met with resistance
or retaliation.14 However, the degree to which
violence perpetration explains the association
between mental disorder and violent victimization remains unknown.
To overcome these limitations, we estimated rates of violent victimization for a
range of mental disorders in a total birth
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cohort of young adults at age 21. We examined unique associations between mental disorder and violent victimization, controlling for
psychiatric comorbidity, demographic factors,
and violence perpetration.14,17–20

METHODS
Sample
Participants were from the Dunedin Multidisciplinary Health and Development Study,
a longitudinal investigation of health and behavior in a total birth cohort.21,22 Study participants were born in Dunedin, New Zealand,
between April 1972 and March 1973. Of
these, 1037 children (91% of eligible births;
52% males) participated in the first follow-up
assessment at age 3 and were followed up at
ages 5, 7, 9, 11, 13, 15, 18, 21, and 26. Participants represented the full range of SESs in
New Zealand’s South Island and were primarily White individuals. We used data from the
age-21 assessment when a total of 944 study
participants provided information on pastyear physical and sexual assault.
Participants gave written informed consent
for each of the interview modules separately.
We carried out each module in a separate
room with a different interviewer who was
blind to the participant’s responses in other
interview modules.

Measures
Mental disorder. We attained mental disorder diagnoses by means of the Diagnostic Interview Schedule23 on the basis of DSM-III-R
criteria24 with a reporting period of 12 months
before the interview.25 Axis I mental disorders were grouped into 5 diagnostic families:
(1) depression disorders (17.8%), including
major depressive episode and dysthymia;
(2) anxiety disorders (20.4%), including generalized anxiety disorder, panic disorder,
agoraphobia, social phobia, simple phobia,
and obsessive-compulsive disorder; (3) schizophreniform disorder (4.1%), including individuals who responded “yes, definitely” to
interview questions probing symptoms of
schizophrenia, including bizarre beliefs such
as someone spying on them, being sent special messages through the television, or experiencing sensory perceptions such as hearing
voices others could not hear (excluded were

symptoms that occurred solely under the influence of alcohol or drugs, or during a major
depressive episode); (4) alcohol dependence
disorder (9.8%); and (5) marijuana dependence disorder (9.7%). Of the study participants, 40.5% met the criteria for at least 1 of
these disorder types, and 15.8% met the criteria for 2 or more disorder types. We use
the term “comorbidity” to refer to study participants in the latter group.
The 12-month prevalence of mental disorder in the Dunedin study corresponds to the
12-month prevalence for 15- to 24-year-old
participants in the US National Comorbidity
Survey.25,26 Although structured interviews
such as the one we used are prone to over
identify “psychotic” beliefs that may not reflect a clinically psychotic state,27 it is important to note that 85% of the schizophreniform group we identified had comorbid
diagnoses, 77% had symptoms that interfered
with their lives, 54% had their symptoms
corroborated by an informant, 39% received
mental health treatment, and 10% were taking psychiatric medication.25
Violent victimization. To ascertain the 1-year
prevalence of violent victimization in the
Dunedin sample,28,29 we asked study participants to indicate whether they had been the
victim of 4 different types of assault in the
previous 12 months: threatened physical assaults, attempted physical assaults, completed
physical assaults, and sexual assaults. For the
first 3 types of victimization, study participants selected responses from a list of examples (e.g., hitting, punching, kicking, biting,
choking, arm twisting, pushing, using a
weapon [gun, knife, etc.], and burning or
scalding). Sexual assaults were defined as
forced sex and referred to attempted or completed vaginal, oral, or anal intercourse.
Three hundred sixty-seven study participants
(38.9%) experienced some sort of violent victimization during the year before the interview, 128 (13.6%) experienced threatened
physical assault, 90 (9.5%) experienced attempted physical assault, 244 (25.8%) experienced completed physical assault, and 39
(4.1%) experienced sexual assault. Of the
study participants, 8.9% experienced 2 different types of violent victimization, 2.0% experienced 3 different types, and 0.4% experienced all 4 types of violent victimization. We
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gave a list of contact organizations offering
support for victims to all participants at the
end of the interview.
Violence perpetration. We measured violence perpetration by means of two data
sources: self-reports and court convictions for
violent offenses. Self-reports of violence that
occurred during the 12 months before the interview were obtained with a standardized
interview developed for the National Youth
Survey and National Institute of Justice multisite surveys.30 The instrument consists of a
6-item violence scale covering simple assault,
aggravated assault, robbery, and gangfighting. Because a single simple assault was
relatively common (27.4%), but thereafter
the distribution of the violence measure was
strongly skewed, individuals who reported 2
or more different types of violent offenses
(7.5% of the sample) were defined as selfreported violent offenders.
We obtained court convictions for violence
in all New Zealand and Australian courts by
searching the central computer system of the
New Zealand police. Thirty-seven study participants were convicted for a violent offense
in the 12 months before the interview, including inciting or threatening violence,
using an attack dog on a person, presenting
a weapon, threatening a police officer, rape,
manual assault, assault on a police officer,
assault with a deadly weapon, aggravated
robbery, and homicide. Thirty-one men and
six women, 3.9% of the sample, were defined as past-year violent offenders according
to official records.
Given the large overlap between selfreported and court-recorded violence in the
Dunedin sample (the odds of conviction were
17 times greater for study participants who
self-reported 2 or more violent offenses), a
dichotomous violence measure was constructed, coded 1 for those 90 study participants who had self-reported 2 or more different violent offense types or had been
convicted for a violent offense in the past
year. An alternative coding identifying as violent perpetrators study participants with 1 or
more different violent offense types yielded
results similar to the results reported below.
(New Zealand and the United States show
comparable prevalence rates of assault, rape,
robbery, burglary, and auto theft in national
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victimization surveys,31 and the Dunedin
cohort closely matches people of similar
ages from American surveys in terms of
self-reported violence.32)
Social and demographic controls. The following control variables were taken into account to rule out spuriousness: gender, family
SES, education, employment, and relationship
status (Table 1). Family SES was scored into
1 of 6 categories on the basis of the parents’
educational level and occupation (1 = unskilled
laborer to 6 = professional).33 Education was
coded as the highest attainment achieved by
age 21 (0 = no school certificate, 1 = school
certificate, 2 = sixth form certificate, 3 =
university attendance).34 Employment status
indicates the study participants’ main current
activity (unemployed, employed, student, or
homemaker). Relationship status was defined
as a relationship with an intimate partner
during the past 12 months that had lasted
at least 1 month.35
Consistent with previous research,36 study
participants with mental disorders exhibited
significantly lower levels of education, employment, and family SES (Table 1). In addition, mentally disordered individuals were
significantly less likely than non–mentally disordered people to be in serious dating relationships but more likely to be cohabiting.

TABLE 1—Sample Characteristics

Total Sample
(n = 944), %

No Mental
Disorder
(n = 562), %

Any Mental
Disorder
(n = 382), %

Male

51.1

52.8

48.4

Female

48.9

47.2

51.6

12.8

9.3

18.1

χ2

df

P

1.78

1

NS

28.16

3

.01

12.20

3

.007

24.39

4

.01

Gender

Educational attainmenta
No school certificate
School certificate

19.6

16.9

23.6

Sixth form certificate

41.9

44.7

38.0

University attendance

25.6

29.2

20.4

Unemployed

14.5

11.7

18.6

Employed

52.5

53.9

50.4

Student

28.6

30.7

25.4

4.3

3.6

5.5

Employment status

Homemaker
Romantic relationship
Not dating
Casual dating

8.7

9.6

7.3

23.6

23.6

23.6

Serious dating

41.8

45.7

36.0

Cohabiting

23.2

17.9

31.0

2.8

3.2

2.1

Married

Note. The category of any mental disorder included study participants who met diagnostic criteria for at least one of the
following disorders or disorder family: depression, anxiety, schizophreniform, alcohol dependence, or marijuana dependence.
Study participants who did not meet diagnostic criteria for any of these disorders were classified into the no-mental-disorder
category. The continuous measure of parental SES could not be fitted in this table. However, mean difference analysis
indicated that the mean level of SES was significantly lower in the group with any disorder (m = 3.69, SD = 1.07) compared
with the group with no mental disorder (m = 3.84, SD = 1.15) (t = 1.94, P = .05).
a
During this period, almost all students took school certification examinations. These examinations are used to determine
promotion in secondary and technical schools; passing also helps secure employment in the labor market. A sixth form
certificate is equivalent to a high school diploma in the United States.

Statistical Analyses
We used contingency tables (Table 2) to test
the bivariate associations between each type of

TABLE 2—Overall Risk of Violent Victimization Among People With Mental Disorder at Age 21 Years
Victim of Threatened
Physical Assaults (n = 128)
DSM-III-R Mental Disorder

% (no.)

OR (95% CI)

Victim of Attempted
Physical Assaults (n = 90)
% (no.)

Victim of Completed
Physical Assaults (n = 244)

OR (95% CI)

% (no.)

Victim of
Sexual Assaults (n = 39)

OR (95% CI)

% (no.)

OR (95% CI)

No mental disorder

8.2 (46)

...

7.5 (42)

...

20.5 (115)

...

0.9 (5)

...

Any mental disordera

21.5 (82)

3.07 (2.1, 4.5)

12.6 (48)

1.78 (1.2, 2.8)

33.8 (129)

1.98 (1.5, 2.7)

8.9 (34)

10.88 (4.2, 28.1)

Depression disorders (n = 168)

21.4 (36)

2.03 (1.3, 3.1)

11.9 (20)

1.36 (0.8, 2.3)

31.0 (52)

1.36 (0.9, 2.0)

10.7 (18)

4.31 (2.2, 8.3)

Anxiety disorders (n = 193)

20.7 (40)

1.97 (1.3, 3.0)

9.8 (19)

1.05 (0.6, 1.8)

28.5 (55)

1.19 (0.8, 1.7)

11.9 (23)

6.22 (3.2, 12.0)

Schizophreniform disorder (n = 38)

44.7 (17)

5.93 (3.0, 11.6)

15.8 (6)

1.84 (0.7, 4.5)

57.9 (22)

4.27 (2.2, 8.3)

13.2 (5)

4.24 (1.6, 11.6)

Alcohol dependence disorder (n = 92)

26.1 (24)

2.56 (1.5, 4.3)

12.0 (11)

1.32 (0.7, 2.6)

46.7 (43)

2.85 (1.8, 4.4)

7.6 (7)

2.10 (0.9, 4.9)

Marijuana dependence disorder (n = 91)

26.4 (24)

2.60 (1.6, 4.3)

23.1 (21)

3.40 (2.0, 5.9)

44.0 (40)

2.50 (1.6, 3.9)

9.9 (9)

3.00 (1.4, 6.5)

Specific mental disorder

Note. OR = odds ratio; CI = confidence interval.
a
The category of any mental disorder includes study participants who met diagnostic criteria for at least one of the following disorders or disorder family: depression, anxiety, schizophreniform,
alcohol dependence, or marijuana dependence. Study participants who did not meet diagnostic criteria for any of these disorders were classified into the no-mental-disorder category.
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mental disorder (depression, anxiety, schizophreniform, alcohol dependence, and marijuana dependence disorders) and each type of
violent victimization (threatened physical assault, attempted physical assault, completed
physical assault, and sexual assault). We used
multivariate logistic regression to examine the
association between each mental disorder and
each type of violent victimization, controlling
for psychiatric comorbidity, demographic characteristics, and violence perpetration (Table 3).
Our analyses controlled for study participant
violence and provided a conservative test of
the hypothesis that victimization is the result
of violence perpetration. This is because our
violence perpetration measure included acts
of violence that may have occurred at any
time during the 12-month recording period, including the time period immediately after victimization. Interaction terms between gender
and mental disorder did not statistically improve the fit of multivariate models. Therefore,
we used the combined sample of males and
females for our analyses.

RESULTS
Bivariate Associations
The overall association between having any
type of mental disorder and experiencing at
least 1 of the 4 types of violent victimization
in the past year was positive and statistically
significant (odds ratio = 2.19, df = 1, P < .001).
In addition, Table 2 (rows 1 and 2) shows that
having any mental disorder was associated
with a higher rate of each type of violent victimization. Table 2 (rows 3–7) shows that positive associations with victimization occurred
for the different types of mental disorder, although these associations varied in magnitude.
Specifically, people suffering from depression
and anxiety disorders had significantly higher
rates of threatened physical assaults and sexual assaults; people suffering from schizophreniform disorder had significantly higher
rates of threatened physical assaults, completed physical assaults, and sexual assaults;
people suffering from alcohol dependence disorder had significantly higher rates of threatened physical assaults and completed physical
assaults; and people suffering from marijuana
dependence disorder had significantly higher
rates of all 4 types of victimization.

Multivariate Models
Three explanations for the bivariate associations shown in Table 2 are presented in
Table 3. These are (1) that the associations
with victimization across the different mental
disorder types are caused by psychiatric comorbidity,17 (2) that the associations are spuriously related to demographic characteristics,37
and (3) that the associations are the result of
the study participants’ own violence. To examine these explanations, we estimated three logistic regression models for each victimization
outcome. The first three columns of Table 3
show results predicting threatened physical
assaults. Compared with those with no mental disorder, study participants with schizophreniform disorder experienced higher
rates of threatened physical assault, after
control for psychiatric comorbidity, demographic characteristics, and violence perpetration. The association between alcohol dependence disorder and threatened physical
assaults remained significant after control for
psychiatric comorbidity but was reduced and
rendered nonsignificant when demographic
characteristics were controlled.
Table 3 (columns 4–6) shows results for attempted physical assaults. Compared with
those with no mental disorder, study participants with marijuana dependence disorder
experienced a higher rate of attempted physical assaults, after control for psychiatric comorbidity, demographic characteristics, and
violence perpetration.
Table 3 (columns 7–9) shows results for
completed physical assaults. Compared with
those with no mental disorder, study participants with schizophreniform disorder and
substance dependence disorders experienced
higher rates of completed physical assaults
within the past year. Except for marijuana
dependence disorder, these associations
remained significant after control for
psychiatric comorbidity, demographic characteristics, and violence perpetration. The
association between marijuana dependence
disorder and completed physical assaults remained significant after control for psychiatric comorbidity but was reduced and rendered nonsignificant when demographic
characteristics were controlled.
Finally, Table 3 (columns 10–12) shows results for sexual assaults. Compared with those
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with no mental disorder, study participants
with anxiety disorders experienced a higher
rate of sexual assaults within the past year.
This result held after control for psychiatric
comorbidity, demographic characteristics,
and violence perpetration.

Comparing the Bivariate and
Multivariate Models
As shown in Table 3, after controlling for
psychiatric comorbidity, most of the associations between mental disorder and violent
victimization shown in Table 2 were reduced substantially. Of the associations that
remained statistically significant, two (i.e.,
the association between alcohol dependence
disorder and threatened physical assault and
the association between marijuana dependence disorder and completed physical assault) were reduced and rendered nonsignificant when the demographic characteristics
were controlled. Together, these results indicate that psychiatric comorbidity and demographic characteristics contribute in part to
the associations between mental disorder
and violent victimization observed at the bivariate level, but that a substantial amount
of the association remained after these factors were controlled.

Sensitivity Analyses
We conducted sensitivity analyses to resolve two potential problems with our data.
First, because the victimization groups were
not mutually exclusive, their associations
with specific mental disorders could be attributable to the co-occurrence of different
types of victimization. To address this concern, we re-ran each analysis controlling for
types of victimization other than the outcome. These analyses yielded results that
were the same as those shown in Table 3,
indicating that overlap in victimization experiences did not bias our findings. Second, we
were concerned that the analyses shown in
Table 3 included more covariates than could
be reliably supported by the number of cases
with victimizations in the data, a situation
that could result in model “overfitting.”38 To
address this concern, we re-ran the analyses
controlling for gender and SES only. Once
again, the reduced models yielded results
that were the same as those shown in
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1.70 (1.0, 3.0) 1.14 (0.6, 2.1)

Marijuana dependence
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1.42 (0.8, 2.4)
1.02 (0.6, 1.6)
1.14 (0.7, 1.9)

Unemployed

Serious dating

Cohabiting

Note. OR = odds ratio; CI = confidence interval.

Violent perpetration

0.60 (0.3, 1.1)
0.49 (0.2, 1.0)

School certificate

University attendance

0.37 (0.2, 0.7)

Family SES

Sixth form certificate

2.49 (1.6, 3.9)
0.98 (0.8, 1.2)

Male

Control variables

4.10 (2.0, 8.3) 3.74 (1.8, 7.8)

1.85 (1.1, 3.2) 1.54 (0.9, 2.7)

Alcohol dependence

1.35 (0.8, 2.2) 1.52 (0.9, 2.5)

Anxiety disorders

Schizophreniform disorder

1.32 (0.8, 2.2) 1.77 (1.0, 3.0)

Depression disorders

Variables

Psychiatric
Comorbidity
OR (95% CI)

1.55 (0.9, 2.8)

1.10 (0.6, 1.9)

1.02 (0.6, 1.6)

1.33 (0.8, 2.3)

0.52 (0.3, 1.1)

0.65 (0.4, 1.2)

0.40 (0.2, 0.8)

1.00 (0.8, 1.2)

2.40 (1.5, 3.8)

1.08 (0.6, 2.0)

1.49 (0.8, 2.7)

3.60 (1.7, 7.5)

1.49 (0.9, 2.5)

1.75 (1.0, 2.9)

Psychiatric
Psychiatric
Comorbidity,
Comorbidity and Demographics,
Demographics and Violence
OR (95% CI)
OR (95% CI)

Threatened Physical Assaults
(n = 128, 13.6%), With Control for

3.46 (1.9, 6.2)

0.86 (0.4, 1.8)

1.33 (0.5, 3.5)

0.85 (0.5, 1.5)

1.22 (0.7, 2.2)

Psychiatric
Comorbidity
OR (95% CI)

1.21 (0.7, 2.2)

1.09 (0.6, 1.9)

0.99 (0.5, 1.8)

0.70 (0.3, 1.7)

1.22 (0.6, 2.4)

1.03 (0.5, 2.2)

0.71 (0.6, 0.9)

3.93 (2.2, 6.9)

2.37 (1.3, 4.4)

0.70 (0.3, 1.5)

1.06 (0.4, 2.9)

1.04 (0.6, 1.9)

1.74 (0.9, 3.2)

Psychiatric
Comorbidity and
Demographics
OR (95% CI)

1.77 (0.9, 3.4)

1.17 (0.6, 2.2)

1.09 (0.6, 1.9)

0.89 (0.5, 1.7)

0.77 (0.3, 1.9)

1.35 (0.7, 2.7)

1.13 (0.5, 2.4)

0.73 (0.6, 0.9)

3.74 (2.1, 6.6)

2.17 (1.2, 4.1)

0.67 (0.3, 1.4)

0.99 (0.4, 2.7)

1.01 (0.5, 1.9)

1.69 (0.9, 3.2)

Psychiatric
Comorbidity,
Demographics,
and Violence
OR (95% CI)

Attempted Physical Assaults
(n = 90, 9.5%), With Control for

1.85 (1.1, 3.0)

2.34 (1.5, 3.8)

3.56 (1.8, 7.2)

0.89 (0.6, 1.3)

1.03 (0.7, 1.6)

Psychiatric
Comorbidity
OR (95% CI)

2.10 (1.4, 3.2)

1.57 (1.1, 2.3)

1.11 (0.7, 1.7)

1.17 (0.6, 2.1)

1.11 (0.7, 1.9)

1.01 (0.6, 1.8)

1.00 (0.9, 1.2)

2.09 (1.5, 2.9)

1.57 (0.9, 2.6)

2.09 (1.3, 3.4)

3.41 (1.7, 7.8)

1.00 (0.7, 1.5)

1.19 (0.8, 1.8)

Psychiatric
Comorbidity and
Demographics
OR (95% CI)

3.25 (1.9, 5.5)

1.96 (1.3, 3.0)

1.58 (1.1, 2.3)

0.93 (0.6, 1.5)

1.40 (0.7, 2.6)

1.37 (0.8, 2.4)

1.20 (0.7, 2.1)

1.02 (0.9, 1.2)

1.95 (1.4, 2.7)

1.33 (0.8, 2.2)

1.97 (1.2, 3.2)

3.19 (1.5, 6.7)

0.96 (0.6, 1.5)

1.14 (0.7, 1.8)

Psychiatric
Comorbidity,
Demographics,
and Violence
OR (95% CI)

Completed Physical Assaults
(n = 244, 25.8%), With Control for

TABLE 3—Associations Between Mental Disorder and Violent Victimization at Age 21 Years, With Control for
Psychiatric Comorbidity, Demographic Factors, and Violence Perpetration

2.08 (0.8, 5.3)

1.13 (0.4, 3.0)

1.72 (0.6, 5.1)

4.26 (2.0, 9.0)

2.06 (1.0, 4.4)

Psychiatric
Comorbidity
OR (95% CI)

1.23 (0.5, 3.3)
0.90 (0.4, 2.1)
0.98 (0.4, 2.4)

1.23 (0.5, 3.3)
0.90 (0.4, 2.1)
0.98 (0.4, 2.4)

1.02 (0.3, 3.2)

1.37 (0.4, 5.0)
1.89 (0.4, 8.3)

1.37 (0.4, 4.9)
1.88 (0.4, 8.2)

0.95 (0.7, 1.4)
1.50 (0.4, 5.5)

0.40 (0.2, 0.9)

0.40 (0.2, 0.9)
1.49 (0.4, 5.4)

2.69 (0.9, 7.7)

2.70 (1.0, 7.6)

0.95 (0.6, 1.4)

1.86 (0.6, 2.9)
1.36 (0.5, 3.8)

1.86 (0.6, 2.9)
1.37 (0.5, 3.8)

1.62 (0.7, 3.6)
3.74 (1.7, 8.1)

1.62 (0.7, 3.6)
3.74 (1.7, 8.1)

Psychiatric
Comorbidity,
Demographics,
and Violence
OR (95% CI)

Psychiatric
Comorbidity and
Demographics
OR (95% CI)

Sexual Assaults (n = 39, 4.1%), With Control for
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Table 3, suggesting that our findings were
not the product of overfitting.

DISCUSSION

We examined violent victimization among
people with and without a mental disorder
living in the community. Results showed that
compared with people with no mental disorder, people with anxiety disorders experienced more sexual assaults, people with schizophreniform disorders experienced more
threatened and completed physical assaults,
people with alcohol dependence disorders
experienced more completed physical assaults, and people with marijuana dependence disorders experienced more attempted
physical assaults. These results held after control for psychiatric comorbidity, demographic
characteristics, and the study participants’
own violent behavior.
One explanation for these findings is that
people with mental disorders living in the
community are more vulnerable to attack than
their non–mentally disordered counterparts.
To the extent that a mental disorder undermines a person’s capacity to engage in alert
self-protection, or leads a person to appear
as if he or she would be ineffective at selfdefense, people with mental disorders may be
attractive targets to those motivated to engage
in violent assault. Moreover, mentally disordered victims may be less likely to report assaults to the police because they fear their allegations will not be taken seriously.7 Reduced
access to the protection of law may leave people with mental disorders vulnerable to attack
from assailants who estimate their likelihood
of detection and punishment as low.
Another explanation of the findings is
that suffering from a mental disorder may
lead people to behave in ways that elicit
grievances (or produce negative emotions) in
others, causing those others to engage in social control efforts that may culminate in violence.14 For example, a person with a mental
disorder who has stopped taking her medication and intends to acquire illegal drugs may
be confronted by a caretaker (oftentimes a
family member or romantic partner) who
wants to dissuade her from her course of action. If met with resistance, such attempts at
social control may result in victimization as
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the caretaker resorts to increasingly extreme
measures to achieve the desired behavioral
goal. In this way, attempts at social control
that are initiated for the good of the person
with a mental disorder may culminate in that
person’s victimization.
Because the data analyzed here were crosssectional, one limitation of this study was that
we could not determine whether mental disorder was a risk factor for violent victimization, and we advise caution in using these
data to support such a claim. For example, the
observed association between anxiety disorder and sexual assault may be attributable to
the effects of sexual assault on anxiety disorders. In this regard, victimization may function as a serious (although seldom measured)
stressful life event that raises the risk of experiencing anxiety symptoms. The problem of
causal ordering is not a simple one that can
be solved by using traditional longitudinal
data but requires the development of new
methods of data collection to obtain better
temporal resolution of both mental disorder
and victimization experiences.39
A second limitation of this study is that
we did not examine the role of mental health
treatment. It is thus impossible to determine
from our data whether currently available
treatment interventions will lower the risk of
violent victimization that is associated with
mental disorder, although recent research on
outpatients in North Carolina suggests that
this may be so.40
A third limitation is that our victimization
measure does not provide information on the
multiple types of victimization that might be
experienced by mentally disordered people
during a single victimization encounter.
Finally, the fact that this study used data
from a 21-year-old birth cohort can be seen
as both a strength and as a weakness. The
strength is that our results generalize to an
age group for whom the risk of violent victimization is at its peak.41 The limitation is that
we are unable to generalize our findings to
people substantially older or younger than
our sample, for whom rates and types of
mental disorder, victimization, and violence
may differ from those observed here.
Limitations not withstanding, our findings
indicate that violent victimization is a serious
problem that must be examined both epi-

demiologically and within the context of
mental health services. Moreover, these findings underscore the need to focus mental
health services on helping to protect mentally
disordered people from victimization in the
community, in addition to helping protect the
public from the harm they might commit.
Understanding the complex ways in which
mental disorders produce, or are produced
by, victimization, the ways in which different
mental disorders interact to affect victimization, and the ways in which violence and
victimization interrelate over time should be
high priorities for future research. In the
meantime, increasing public awareness of
the vulnerabilities of people with mental disorders to victimization should help reduce
the public’s perception of mental disorder
solely as something to be feared, which may
in turn reduce the stigma and rejection that
are typically experienced by people with
mental disorders.7

Human Participant Protection
All subjects enrolled in this study gave informed consent to participate in the research. Procedures were
approved by the institutional review boards of the University of Otago, the University of Wisconsin, and
Maudsley Hospital, London, England.

References
1. Hiday VZ, Swartz MS, Swanson JW, Borum R,
Wagner HR. Criminal victimization of persons with severe mental illness. Psychiatr Serv. 1999;50:62–68.
2. 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;57:979–986.
3. Link BG, Andrews H, Cullen FT. The violent and
illegal behavior of mental patients reconsidered. Am
Soc Rev. 1992;57:275–292.
4. Monahan J, Steadman HJ, Silver E, et al. Rethinking Risk Assessment: The Macarthur Study of Mental Disorder and Violence. Oxford, UK: Oxford University
Press; 2001.
5. Silver E. Extending social disorganization theory:
a multilevel approach to the study of violence among
persons with mental illnesses. Criminology. 2000;38:
1043–1074.

About the Authors
Eric Silver is with the Sociology Department at The Pennsylvania State University, University Park, Pa. Louise
Arseneault is with the Institute of Psychiatry, London,
United Kingdom. John Langley is with the University of
Otago, New Zealand. Avshalom Caspi and Terrie E.
Moffitt are with the Institute of Psychiatry, London, United
Kingdom, and with the University of Wisconsin, Madison.
Requests for reprints should be sent to Eric Silver,
Crime, Law and Justice Program, Department of Sociology,
The Pennsylvania State University, 211 Oswald Tower,
University Park, PA 16802 (e-mail: exs44@psu.edu).
This article was accepted June 2, 2004.

Contributors
Eric Silver was primarily responsible for conceptualizing this study and writing this article. Louise Arseneault
conducted all of the data analyses. John Langley,
Avshalom Caspi, and Terrie E. Moffitt provided the
data on which this article is based and gave substantive
comments on this article throughout its production.

Acknowledgments
This work was supported by the UK Medical Research
Council, the British Academy–Associations for Commonwealth Universities, and the National Institute of
Mental Health (grants MH45070 and MH49414).
Louise Arseneault is supported by the Canadian Institute of Health Research. Terrie E. Moffitt is a Royal
Society–Wolfson Merit Award holder. The Dunedin
Multidisciplinary Health and Development Research
Unit is supported by the New Zealand Research
Council.
We thank data manager HonaLee Harrington, study
founder Phil Silva, Air New Zealand, and the Dunedin
study participants. We also thank Richie Poulton, John
Monahan, Virginia Hiday, and Shyamala Nada-Raja for

2020 | Research and Practice | Peer Reviewed | Silver et al.

commenting on previous drafts of this work and the
National Consortium on Violence Research, a program
of the National Science Foundation.

6. Swanson JW, Swartz MS, Essock SE, et al. The
social–environmental context of violent behavior in
persons treated for severe mental illness. Am J Public
Health. 2002;92:1523–1531.
7. Link BG, Phelan JC, Bresnahan MB, Stueve A,
Pescosolido BA. Public conceptions of mental illness:
labels, causes, dangerousness, and social distance. Am
J Public Health. 1999;89:1328–1333.
8. Brekke JS, Prindle C, Bae SW, Long JD. Risks for
individuals with schizophrenia who are living in the
community. Psychiatr Serv. 2001;52:1358–1366.
9. Carmen EH, Riecker PP, Mills T. Victims of violence and psychiatric illness. Am J Psychiatry. 1984;
141:378–383.
10. Lehman AF, Linn LS. Crimes against discharged
mental patients in board-and-care homes. Am J Psychiatry. 1984;141:271–274.
11. Cascardi M, Mueser KT, DeGiralomo J, Murrin M.
Physical aggression against psychiatric inpatients by
family members and partners. Psychiatr Serv. 1996;47:
531–533.
12. Jacobson A. Physical and sexual assault histories
among psychiatric outpatients. Am J Psychiatry. 1989;
146:755–758.
13. Lipschitz DS, Kaplan ML, Sorkenn JB, Faedda GL,
Chorney P, Asnis GM. Prevalence and characteristics of
sexual abuse among psychiatric outpatients. Psychiatr
Serv. 1996;47:189–191.
14. Silver E. Mental disorder and violent victimization: the mediating role of involvement in conflicted
social relationships. Criminology. 2002;40:191–212.
15. Coverdale JH, Turbott SH. Sexual and physical
abuse of chronically ill psychiatric outpatients compared

American Journal of Public Health | November 2005, Vol 95, No. 11

 RESEARCH AND PRACTICE 

with a matched sample of medical outpatients. J Nerv
Ment Dis. 2000;188:440–445.
16. 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;14:615–632.
17. Robins LN, Regier DA. Psychiatric Disorders in
America: The Epidemiological Catchment Area Study.
New York, NY: Free Press; 1991.
18. Clark LA, Watson D, Reynolds S. Diagnosis and
classification of psychopathology: challenges to the current system and future directions. Annu Rev Psychol.
1995;46:121–153.
19. Newman DL, Moffitt TE, Caspi A, Silva PA. Comorbid mental disorders: implications for treatment
and sample selection. J Abnorm Psychol. 1998;107:
305–311.
20. Wittchen H-U. Critical issues in the evaluation of
comorbidity of psychiatric disorders. Br J Psychiatry.
1996;168(suppl 30):9–16.
21. Silva PA, Stanton WR. From Child to Adult: The
Dunedin Multidisciplinary Health and Development
Study. Auckland, UK: Oxford University Press; 1996.
22. Moffitt TE, Caspi A, Rutter M, Silva PA. Sex Differences in Antisocial Behaviour: Conduct Disorder, Delinquency, and Violence in the Dunedin Longitudinal Study.
Cambridge, UK: Cambridge University Press; 2001.
23. Robins LN, Helzer JE, Crottler L, Goldring E. Diagnostic Interview Schedule, Version III-R. St. Louis, MO:
Washington University; 1989.
24. Diagnostic and Statistical Manual of Mental Disorders, Revised Third Edition. Washington, DC: American
Psychiatric Association; 1987.
25. Newman DL, Moffitt TE, Caspi A, Magdol L,
Silva PA, Stanton WR. Psychiatric disorder in a birth
cohort of young adults: prevalence, comorbidity, clinical significance, and new case incidence from ages 11
to 21. J Consult Clin Psychol. 1996;64:552–562.

32. Junger-Tas J, Terlouw G, Klein M. Delinquent Behavior among Young People in the Western World. Amsterdam, the Netherlands: Kugler Publications; 1994.
33. Elley WB, Irving JC. Revised socioeconomic index
for New Zealand. N Z J Educ Stud. 1976;11:25–36.
34. Miech RA, Caspi A, Moffitt TE, Wright BR, Silva PA.
Low socioeconomic status and mental disorders: a longitudinal study of selection and causation during young
adulthood. Am J Sociol. 1999;104:1096–1131.
35. Magdol L, Moffitt TE, Caspi A, Silva PA. Developmental antecedents of partner abuse: a prospectivelongitudinal study. J Abnorm Psychol. 1998;107:375–389.
36. Dohrenwend BP. The role of adversity and stress
in psychopathology: some evidence and its implications
for theory and research. J Health Soc Behav. 2000;41:
1–19.
37. Sampson RJ, Lauritsen JL. Violent victimization
and offending: individual-, situational-, and communitylevel risk factors. In: Reiss AJ, Roth JA, eds. Understanding and Preventing Violence. Washington, DC: National Academy Press; 1994:1–114.
38. Hosmer D, Lemeshow S. Applied Logistic Regression. 2nd ed. New York, NY: John Wiley and Sons;
2000.
39. Horney J, Osgood DW, Marshal IH. Criminal careers in the short term: intra-individual variability in
crime and its relation to local life circumstances. Am
Sociol Rev. 1995;60:655–673.
40. Hiday VA, Swartz MS, Swanson JW, Borum R,
Wagner HR. Impact of outpatient commitment on
victimization of people with severe mental illness. Am
J Psychiatry. 2002;159:1403–1411.
41. Perkins CA. Age Patterns of Victims of Serious Violent Crime. Washington, DC: US Dept of Justice; 1997.

26. Kessler RC, McGonagle KA, Zhao S, et al. Lifetime and 12-month prevalence of DSM-III-R psychiatric disorders in the United States: results from the National Comorbidity Study. Arch Gen Psychiatry. 1994;
51:8–19.
27. Kendler KS, Gallagher TJ, Abelson JM, Kessler RC.
Lifetime prevalence, demographic risk factors, and diagnostic validity of nonaffective psychosis as assessed
in a US community sample: the National Comorbidity
Survey. Arch Gen Psychiatry. 1996;53:1022–1031.
28. Feehan M, Nada-Raja S, Martin JA, Langley JD.
The prevalence and correlates of psychological distress
following physical and sexual assault in a young adult
cohort. Violence Vict. 2001;1:49–63.

Public Health Law
Manual 3rd Edition
by Frank P. Grad, LLB

he 3rd
edition
The
Public Health
of this
Law Manual
classic authority on public
health law is
invaluable for
transforming
the black letter of the law
on the statute books into real–life
protection of the public’s health.
Substantial treatment is given
to environmental health law. It also
provides greatly enriched material
on legal aspects of personal health
services, including right of privacy,
recent abortion and “right to die”
cases, an expanded discussion of
law and policy governing
HIV/AIDS, and an in–depth analysis
of the new HIPPA Privacy Rule providing the first national standards
for certain individually identifiable
health data.

T

3rd Edition

by Frank P. Grad, LLB

American Public Health Association

ISBN 0–87553–042–7 • 391 pages • hardcover
$26.95 APHA Members • $38.50 Nonmembers
plus shipping and handling

ORDER TODAY!
American Public Health Association
Publication Sales
Web: www.apha.org
E-mail: APHA@pbd.com
Tel: 888-320-APHA
FAX: 888-361-APHA

29. Martin J, Nada-Raja S, Langley JD, et al. Physical
assault in New Zealand: the experience of 21 year
old men and women in a community sample. N Z Med
J. 1998;111:158–160.
30. Elliott DS, Huizinga D. Improving self-reported
measures of delinquency. In: Klein MW, ed. Crossnational Research in Self-reported Crime and Delinquency.
Norwell, Mass: Kluwer Academic Publisher; 1989:
155–186.
31. van Dijk J, Mayhew P. Criminal Victimization in
the Industrialized World. The Hague, the Netherlands:
Ministry of Justice; 1992.

November 2005, Vol 95, No. 11 | American Journal of Public Health

Silver et al. | Peer Reviewed | Research and Practice | 2021

