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Abstract and Introduction

Abstract

Purpose of review: Public concern about violence by the mentally ill means that mental health professionals are 
increasingly called upon to assess the risk of violence in a wide range of client populations. The past year, like the 
previous few, has seen an increase in the number of articles on the topic.
Recent findings: The evidence favouring actuarial methods for appraising the risk of violence is increasing. There are, 
however, some professionals who still argue against their use, especially their exclusive use. One of the liveliest debates 
is the extent to which dynamic variables, especially those to do with treatment, can add to static variables in the prediction 
of violence. The available evidence suggests that dynamic predictors contribute little to the question of who is at greatest 
risk, but might be valuable in predicting when an individual at high risk is likely to offend. Several papers in the past year 
have compared the accuracy of two or more actuarial or other prediction instruments. Surprisingly, instruments often 
show little variation in predictive accuracy, although actuarial instruments frequently outperform non-actuarial instruments. 
Several articles have examined predictors of violence among civilly committed patients and other subgroups of violent 
individuals. Schizophrenia and psychotic symptomatology have been found to be negatively, if at all, related to future 
violence. The predictors of violence appear to be common across subgroups, follow-up periods, and definitions of violent 
recidivism.
Summary: Risk assessments using empirically validated instruments can enhance public safety without increasing the 
number of individuals detained.

Introduction

The field of violence risk assessment has come a long way since 1981, when Monahan,[1] in a widely cited monograph, 
stated 'psychiatrists or psychologists are accurate in no more than one out of three predictions of violent behavior... ;' (p. 
47). Of course, this did not mean that professionals performed at a worse-than-chance level overall; when they predicted 
that someone was not likely to be violent, they were much more likely to be correct than incorrect. The problem was 
thought to be primarily one of overprediction, and that professionals were operating in the same fashion as laypersons. 
Follow-up periods in early studies were generally short, violence was measured only by arrests or convictions, and the 
individuals released into the community were generally quite old, all of which resulted in low base rates of subsequent 
violent behaviour.[2] Research since has shown that base rates of violence are considerably higher when individuals are 
younger upon release, violence includes self-reported violent acts or those reported by significant others, and follow-up 
periods are longer[3,4**].

Several studies showed that measures of psychopathy (the Psychopathy Checklist - Revised[5] and related instruments) 
are excellent predictors of violence, even though the tools were not designed for risk assessment[3,6]. Many of the same 
studies showed that diagnostic variables indicative of serious mental illness such as schizophrenia and major affective 
disorders, once thought to be positive indicators for future violence, were in fact unrelated or negatively related to the risk 
of violence among clinical and forensic populations[3,6].

During the past two decades, there have been many studies of the predictors of future violence, and a few meta-analyses 
of particular populations undertaken to determine the relative strengths of various predictors. Interestingly, such studies 
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have generally shown that the predictors tend to be largely the same across populations of mentally disordered offenders, 
criminal offenders in general, and sex offenders in particular[7-9].

Over the past decade, actuarial risk assessment tools have been developed using predictor variables that have been 
shown in earlier studies to be related to future violence. Individuals are scored on those risk variables before release (or 
scored using only that information available before release) and then followed up some time afterwards to see which 
combination of variables best predicts later violence[3, 6,10]. In addition, 'structured clinical' risk assessments have been 
created. These are not actuarial, inasmuch as they were not derived by following up a sample of individuals, but rather 
were developed by putting together variables obtained from previous research and from clinical experience, and 
instructing clinical users to arrive at a final determination intuitively or impressionistically.[11]

The Clinical Versus Actuarial Debate

The latest work coming from the multi-million-dollar study of violence risk assessment funded by the MacArthur 
Foundation[4**] stated that actuarial methods have been sufficiently shown to be superior to clinical methods of prediction 
that 'More research demonstrating that the outcome of unstructured clinical assessments left a great deal to be desired 
seemed to be overkill: That horse was already dead' (p. 7). Actuarial risk assessment tools have shown large effect sizes 
in predictive accuracy using large development samples (e.g. the Iterative Classification Tree[4**]), or on several 
cross-validation samples (e.g. the Violence Risk Appraisal Guide (VRAG) or the Sex Offender Risk Appraisal Guide[12]; 
http://www.mhcp-research.com).

It is nevertheless sometimes argued that the superiority of actuarial over clinical methods has not been established.[13]

Others claim that the accuracy of actuarial assessments has been overstated, primarily because the low base of violence 
means that far too many non-violent individuals must be detained in order to prevent one individual who really would be 
violent from being released[14*,15]. These critics have not taken into account the fact that (for reasons outlined in the 
introduction) base rates in many recent studies have exceeded 25%[4**], 30%,[3] or even 50%.[16] When base rates are 
this high, the number needed to be detained in order to prevent one violent act is considerably less than one. Also, such 
critics rarely describe an alternative method to make better risk-related decisions.

The argument that clinicians' judgements of the risk of violence may be sufficiently accurate for forensic decision-making 
is severely undermined by the finding in one study[17**] that there was no association between clinicians' judgements and 
the actuarial risk score (on the VRAG) even when clinicians had the VRAG score available. It is further undermined by a 
study that compared clinical judgement and actuarial assessment directly in a prospective study.[18] Part of the reason for 
the lesser accuracy of clinical than actuarial appraisals of risk may be that clinicians' judgements are influenced by their 
emotions[19*]. Also, some research shows that clinicians cannot make the kinds of conditional probability judgements 
required for the management of continuously changing, idiosyncratic violence risk factors.[20]

Studies Comparing the Predictive Accuracy of Risk Assessment Instruments

A recent advance in risk assessment has been studies comparing the accuracies of more than one actuarial or structured 
clinical instrument on the same sample of individuals. Surprisingly, such studies have found few significant differences 
among instruments in the prediction of either violence in general or sexual violence in particular[21*-25**], although some 
found that actuarial instruments performed significantly better than structured clinical instruments.

Violence Risk Among Individuals With Major Mental Disorder

The results of the MacArthur Study of Mental Disorder and Violence[4**] yielded findings challenging the idea that 
symptoms of major mental disorder are violence risk factors. In that study, civil psychiatric patients were rated while in 
hospital on a wide range of predictor variables, released to the community, and followed for one year. Violence included 
self-reported acts as well as those reported by official and other sources. Diagnoses of schizophrenia, or major mental 
disorder without substance abuse, threat-control override symptoms, delusions at the time of admission, and persecutory 
delusions, all were indicators of reduced violence risk upon release. Furthermore, hallucinations, command hallucinations, 
grandiose delusions, score on the Global Assessment of Functioning, total score on the Brief Psychiatric Rating Scale, 
and diagnoses of mania and depression were all unrelated to future violence. The largest predictors were score on the 
screening version of the Psychopathy Checklist, a diagnosis of antisocial personality disorder, drug or alcohol abuse, and 
anger as measured by the Novaco Anger Scale.

In another study using the MacArthur data[26**] it was found that the psychopathy score retained its predictive power even 
after relevant covariates were controlled statistically. Moreover, although few patients met the customary diagnostic 
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threshold for psychopathy, their scores predicted violence. Also, high scores on the items reflecting antisocial behaviour 
were more indicative of risk than high scores on the items reflecting emotional detachment. Similar results were found in 
two other studies. In one study,[27] threat-control override symptoms were negatively related, and a diagnosis of 
schizophrenia unrelated, to aggression on a 3-year follow-up of psychotic patients making their first contact with 
psychiatric services. In a study of violence among inpatients,[28] a diagnosis of schizophrenia was unrelated, and three 
types of personality disorder diagnoses were positively related to subsequent violence.

These findings are at odds with studies reporting that men with schizophrenia are more likely to commit violent crimes 
than non-disordered men.[29] One study shed some light on this apparent contradiction[25**]. Male offenders with 
schizophrenia were divided into those who began to offend early versus those who began late. Early starters were more 
likely to have alcohol or drug abuse disorders, antisocial personality disorder, high scores on the Psychopathy Checklist, 
unstable work histories, histories of separation from biological parents before the age of 16 years, and histories of 
dependence on social welfare. Early starters also had more previous violent offences. The minority of men with 
schizophrenia who also had co-morbid psychopathy or antisocial personality disorder were therefore the ones who 
accounted for most of the violence committed by the entire sample. It is quite possible that, in the studies comparing rates 
of violence among individuals with schizophrenia and the general population, it is the early starters of criminal behaviour 
who are disproportionately represented in the group with schizophrenia, because they are more likely to come to the 
attention of mental health professionals and thus receive a diagnosis. By this reasoning, it is antisocial personality 
disorder, psychopathy, and substance-use disorders that are related to the risk of violence, not schizophrenia.

Risk Assessment in Other Groups

Several studies have examined risk assessment in such other specific groups as incest offenders[30*], stalkers,[31] wife 
assaulters,[32] and juveniles[33**-35]. In general, those studies found that the risk factors for violence were generally the 
same as those reported in other groups of offenders and mentally disordered populations.

Dynamic Risk Factors

Several studies have examined the contribution of 'dynamic' risk factors in risk assessment[36-39], and have argued that 
risk assessments containing dynamic variables can be more accurate than risk assessments consisting only of static 
variables. No studies, however, have evaluated whether change in a variable purported to be dynamic is related to a 
parallel change in risk, a requirement that must be met before it can be said that a variable is, in fact, a dynamic risk 
factor.[40] Following the methodology of an earlier study,[41] one study[37] found some evidence that an increase in 
hostility may be useful in predicting when an offender is at higher risk. Unfortunately, the role of dynamic characteristics in 
violence risk assessment has become complicated and confused. This is illustrated by structured checklists in which such 
characteristics as antisocial personality, insight, and response to treatment are said to be changeable personal (i.e. 
dynamic) characteristics essential for accurate risk assessment. In the hope of clarifying some of this confusion, we 
highlight several issues relevant to 'dynamic' risk:

Whether antisocial personality can be made to change is empirically unclear; certainly the stability of standard personality 
measures, especially in adults, is remarkably high.

The assessment of anything at one point in time is a static variable. Using information obtained only at or before release 
in attempting to predict which offenders will recidivate means that all predictors are static variables. This is true whether 
predictors are just in principle modifiable or whether they are believed to have actually changed before the release 
decision.

Change scores derived from measures of modifiable characteristics gathered entirely before release become purely 
historic variables, even if based on dynamic traits.

Everything assessed before the opportunity to reoffend competes for outcome variance. Any predictive accuracy 
achieved by already-identified static, historical variables reduces the amount available for such putatively 'dynamic' 
variables as insight or procriminal attitudes. For example, offenders who complete treatment programmes exhibit less 
recidivism than those who drop out; but offenders with antisocial personalities are both more likely to recidivate and more 
likely to drop out of treatment. These facts mean that it cannot be assumed that treatment completion adds anything to an 
antisocial personality. It could be that the effect of treatment completion on recidivism is entirely subsumed by the effect of 
antisocial personality. The question of the incremental validity of dynamic predictors is relevant to the idea that various 
attitudes, values, and intentions must be evaluated for valid pre-release risk assessment. In some studies, the addition of 
pre-release evaluations of several purportedly dynamic variables to static, historical variables actually decreased the 
predictive accuracy for violent crime[21*,42].

This might occur because bona fide dynamic variables that undergo unobserved changes during the follow-up period 
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would be expected to lose their predictive ability. By definition, this cannot happen to truly static, historical predictors.

Changes in dynamic variables that can be observed during the follow-up do not compete with measures (static or 
'dynamic') obtained entirely before release. The two prediction issues are incommensurate; one is relevant to release 
decisions and long-term supervision, and the other to short-term adjustments in disposition and supervision. Whether the 
associations between violence and change in dynamic variables (during follow-up) vary as a function of long-term (static) 
risk level is unknown. Some post-release changes in the offender or environment must influence reoffending - behaviour 
has contemporaneous causes and offenders' recidivistic behaviour shows day-to-day variability - but research on the 
interplay between these domains is just beginning. It is unknown, for example, how well static, historical variables predict 
post-release circumstances. (Are psychopaths most likely to select antisocial peers and procriminal environments after 
release?) Unlike other fields such as meteorology, we are a long way from having an agreed-upon and empirically 
validated theory of human violence.

The reduction in risk that may be accomplished by treatment is of particular relevance. Unfortunately, there continues to 
be little evidence that the risk of violence has been reduced by the treatment of adult offenders[21,43,44]. A methodological 
contribution to the quasi-experimental, non-random evaluation of treatment (especially in view of the inadequacy of 
covariance approaches[45]) is exemplified by an inter-institutional comparison study suggesting that criminal (not 
specifically violent) recidivism and relapse to drug use was reduced by prison-based drug treatment programmes[46*].

Conclusion

Progress in violence risk assessment is continuing at a rapid pace. Most of the progress has been made through the use 
of actuarial risk assessment tools that consist of static predictors. Evidence continues to mount that schizophrenia and 
psychotic symptoms are negatively, if at all, related to the risk of future violence among offenders and individuals who 
receive psychiatric services. There is as yet no convincing evidence that dynamic variables (especially treatment) play a 
role in determining who is likely to engage in future violence. There is good evidence that forensic decision-making is 
improved when based on actuarial methods.

References

References and Recommended Reading

Papers of particular interest, published within the annual period of review, have been highlighted as:

* of special interest
** of outstanding interest

Monahan J. The clinical prediction of violent behavior. Washington, DC: Government Printing Press; 1981.1.
Steadman H, Cocozza J. Careers of the criminally insane. Lexington, MA: Lexington Books; 1974.2.
Harris GT, Rice ME, Quinsey VL. Violent recidivism of mentally disordered offenders: the development of a 
statistical prediction instrument. Crim Just Behav 1993; 20:315-335.

3.

Monahan J, Steadman H, Silver E, et al. Rethinking risk assessment: the MacArthur study of mental disorder and 
violence. New York, NY: Oxford University Press; 2001.
**A highly readable summary of the outcome of the MacArthur Risk Assessment Study. Many of its findings 
confirm those of other recent work regarding mental disorder and violence, but many also challenge conventional 
wisdom.

4.

Hare RD. The Revised Psychopathy Checklist. Toronto, ON: Multi-Health Systems; 1991.5.
Steadman H, Silver E, Appelbaum P. A classification tree approach to the development of actuarial violence risk 
assessment tools. Law Hum Behav 2000; 24:83-100.

6.

Bonta J, Law M, Hanson K. The prediction of criminal and violent recidivism among mentally disordered offenders: 
a meta-analysis. Psychol Bull 1998; 123:123-142.

7.

Hanson RK, Bussière MT. Predicting relapse: a meta-analysis of sexual offender recidivism studies. J Consult Clin
Psychol 1998; 66:348-362.

8.

Gendreau P, Little T, Goggin C. A meta-analysis of the predictors of adult offender recidivism: what works. 
Criminology 1996; 34:575-607.

9.

Hanson RK, Thornton D. Improving risk assessments for sex offenders: a comparison of three actuarial scales. 
Law Hum Behav 2000; 24:119-136.

10.

Hart SD, Cox DN, Hare RD. The Hare PCL:SV Psychopathy Checklist Screening Version. Toronto, ON: 
Multi-Health Systems; 1995.

11.

Quinsey VL, Harris GT, Rice ME, et al. Violent offenders: appraising and managing risk. Washington, DC: 
American Psychological Association; 1998.

12.

Litwack TR. Actuarial versus clinical assessments of dangerousness. Psychol, Pub Pol, Law 2001; 7:409-443.13.
Buchanan A, Leese M. Detention of people with dangerous severe personality disorders: a systematic review 14.

Jim
Highlight



The Appraisal of Violence Risk http://www.medscape.com/viewarticle/444153_print

5 of 6 1/12/2008 7:56 AM

[Review]. Lancet 2001; 358:1955-1959.
*Although perhaps flawed in its low estimate of the base rate of violence and its use of an effect size measure that 
assumes symmetrical distributions of true negatives and true positives, the authors present a useful method to use 
relevant evidence to address a policy about dangerous individuals.
Freedman D. False prediction of future dangerousness: error rates and Psychopathy Checklist-Revised. J Am 
Acad Psychiatry Law 2001; 29:89-95.

15.

Rice ME, Harris GT. Violent recidivism: assessing predictive validity. J Consult Clin Psychol 1995; 63:737-748.16.
Hilton NZ, Simmons JL. The influence of actuarial risk assessment in clinical judgments and tribunal decisions 
about mentally disordered offenders in maximum security. Law Hum Behav 2001; 25:393-408.
**An elegant demonstration of how simply making actuarial risk assessment scores available to forensic clinicians 
is unlikely to improve their judgements of risk or those of review tribunals who hear clinicians' testimonies.

17.

Harris GT, Rice ME, Cormier CA. Prospective replication of the VRAG and clinical judgment in the prediction of 
violent recidivism among forensic patients. Law Hum Behav 2002; 26:377-394.

18.

Lowenstein GF, Hsee CK, Weber EU, et al. Risk as feelings. Psychol Bull 2001; 127:267-286.
*An excellent illustration of why structured or unstructured clinical assessments of the risk of violence may be 
clouded by emotion at the time of decision-making.

19.

Skeem JL, Mulvey EP, Lidz CW. Building mental health professionals' decisional models into tests of predictive 
validity: the accuracy of contextualized predictions of violence. Law Hum Behav 2000; 24:607-628.

20.

Barbaree HE, Seto MC, Langton CM, et al. Evaluating the predictive accuracy of six risk assessment instruments 
for adult sex offenders. Crim Just Behav 2001; 28:490-521.
*An excellent example of how to compare the relative accuracies of risk assessment instruments. Also exemplifies 
an evaluation of whether treatment is a dynamic risk factor.

21.

Glover AJ, Nicholson DE, Hemmati T, et al. A comparison of predictors of general and violent recidivism among 
high-risk federal offenders. Crim Just Behav 2002; 29:235-249.

22.

Kroner DG, Mills JF. The accuracy of five risk appraisal instruments in predicting institutional misconduct and new 
convictions. Crim Just Behav 2001; 28:471-489.
*This study exemplifies the comparison of several risk assessment instruments on the same sample of offenders.

23.

Sjostedt G, Langström N. Actuarial assessment of sex offender recidivism risk: a cross-validation of the RRASOR
and the Static-99 in Sweden. Law Hum Behav 2001; 25:629-645.

24.

Tengström A, Hodgins S, Kullgren G. Men with schizophrenia who behave violently: the usefulness of an
early-versus late-start offender typology. Schizophren Bull 2001; 27:205-218.
**An excellent illustration of the utility of early antisocial behaviour in assessing the risk of violence among men 
with schizophrenia.

25.

Skeem JL, Mulvey EP. Psychopathy and community violence among civil psychiatric patients: results from the 
MacArthur violence risk assessment study. J Consult Clin Psychol 2001; 69:358-374.
**A carefully conducted analysis using the MacArthur Risk Assessment Study sample showing the power of 
psychopathy to predict violence among civil psychiatric patients, even after controlling for a host of covariates.

26.

Milton J, Amin S, Singh SP, et al. Aggressive incidents in first-episode psychosis. Br J Psychiatry 2001; 
178:433-440.

27.

Soliman AE, Reza H. Risk factors and correlates of violence among acutely ill adult psychiatric inpatients. 
Psychiatr Serv 2001; 52:75-80.

28.

Lindqvist P, Allebeck P. Schizophrenia and crime. Br J Psychiatry 1990; 157:345-350.29.
Rice ME, Harris GT. Men who molest their sexually immature daughters: is a special explanation required. J 
Abnorm Psychol 2002; 111:329-339.
*Incest offenders have traditionally been considered to be distinct from other child molesters and sex offenders. 
This paper shows that two actuarial risk assessment instruments (the VRAG and the Sex Offender Risk Appraisal 
Guide) work just as well for incest offenders as for other sex offenders.

30.

Meloy JR, Davis B, Lovette J. Risk factors for violence among stalkers. J Threat Assess 2001; 1:3-16.31.
Hilton NZ, Harris GT, Rice ME. Predicting violence by serious wife assaulters. J Interpers Violence 2001; 
16:408-423.

32.

Cottle CC, Lee RJ, Heilbrun K. The prediction of criminal recidivism in juveniles. Crim Just Behav 2001; 
28:367-394.
**A comprehensive meta-analysis of risk factors for criminal recidivism among juveniles finding results very similar 
to those reported for adults.

33.

Gretton HM, McBride M, Hare RD, et al. Psychopathy and recidivism in adolescent sex offenders. Crim Just Behav 
2001; 28:427-449.
**A good illustration of the importance in adolescents (similar to adults) of psychopathy in assessing the risk of 
violence.

34.

Wilson JJ, Rojas N, Haapanen R, et al. Substance abuse and criminal recidivism: a prospective study of 
adolescents. Child Psychiatry Hum Dev 2001; 31:297-312.

35.

Beech A, Friendship C, Erickson M, et al. The relationship between static and dynamic risk factors and 
reconviction in a sample of UK child abusers. Sex Abuse: J Res Treatment 2002; 14:155-167.

36.

Hanson RK, Harris AJR. A structured approach to evaluating change among sexual offenders. Sex Abuse: J Res 
Treatment 2001; 13:105-122.

37.



The Appraisal of Violence Risk http://www.medscape.com/viewarticle/444153_print

6 of 6 1/12/2008 7:56 AM

Dempster RJ, Hart SD. The relative utility of fixed and variable risk factors in discriminating sexual recidivists and 
nonrecidivists. Sex Abuse: J Res Treatment 2002; 14:121-138. discussion 195-197

38.

Hudson SM, Wales DS, Bakker L, et al. Dynamic risk factors: the Kia Marama evaluation. Sex Abuse: J Res 
Treatment 2002; 14:103-119.

39.

Kraemer HC, Kazdin AE, Offord DR, et al. Coming to terms with the terms of risk. Arch Gen Psychiatry 1997; 
54:337-343.

40.

Quinsey VL, Coleman G, Jones B, et al. Proximal antecedents of eloping and reoffending among supervised 
mentally disordered offenders. J Interpers Violence 1997; 12:794-813.

41.

Douglas K. Crystal balls of many colours: the HCR20. In: Annual Convention of the Canadian Psychological 
Association; May 2002; Vancouver, BC.

42.

Berliner L. Commentary. Sex Abuse: J Res Treatment 2002; 14:195-197.43.
Hanson RK, Gordon A, Harris AJR, et al. First report of the collaborative outcome data project on the effectiveness 
of psychological treatment for sex offenders. Sex Abuse: J Res Treatment 2002; 14:169-194.

44.

Miller GA, Chapman JP. Misunderstanding analysis of covariance. J Abnorm Psychol 2001; 110:40-48.45.
Rhodes W, Pelissier B, Gaes G, et al. Alternative solutions to the problem of selection bias in an analysis of 
federal residential drug treatment programs. Eval Rev 2001; 25:331-369.
*An explication of a method to improve the evaluations of treatments to reduce criminality when random 
assignment is not possible

46.

Marnie E. Rice, McMaster University, Hamilton; Grant T. Harris, Mental Health Centre, Penetanguishene; Vernon L. 
Quinsey, Queen's University, Kingston, Ontario, Canada 

 


