
set up in shadow form until July 2003, and they will not
become fully operational until after the appropriate
legislation is passed in April 2004.2 The twists and
turns in health policy over the past five years and a ten-
dency for policy to be set as the need arises mean that
current plans are almost certainly liable to modifica-
tion and revision, if not abandonment.

Notwithstanding this uncertainty, official state-
ments indicate that hospitals that are currently
performing at the highest standard in terms of the
NHS performance ratings—that is, three star trusts—
will be able to apply for foundation status.3 If successful,
they will be offered greater freedom and independence
to manage their affairs, although they will still be firmly
within the NHS. Specific additional freedoms that have
been cited include retention of revenues from land
sales, freedom to determine their own investment
plans and raise capital funds, and the scope to offer
additional performance related rewards to staff.2 By
placing foundation trusts outside direct line manage-
ment and control from Whitehall, ministers expect to
stimulate a wave of local entrepreneurship and innova-
tion. New governance arrangements will ensure that
they are locally owned organisations and pursue public
sector values, but that they operate in a business-like
way.

Despite the apparent newness of this approach, we
have been here before. The proposals for foundation
trusts are strikingly similar to the proposals for NHS
trusts originally introduced through the Thatcher gov-
ernment’s internal market reforms in 1991. Devolu-
tion of decision making to the local level and new
freedoms over pay and conditions and capital
spending were important elements of those reforms
too.4 The subsequent history of that period, with its
failure to deliver the freedoms promised for NHS
trusts, offers some clear lessons for the foundation trust
proposals. Most notably it became clear that the
requirements of public accountability meant that the
Department of Health imposed an increasingly restric-
tive regulatory structure.5 According to some commen-
tators, the potential benefits of NHS trust status failed
to be realised because the incentives were too weak and
the constraints too strong.6

These concerns are already being echoed in terms
of foundation trusts. Apart from the well known prob-
lems associated with the closure of failing hospitals—
when access to services for local people is an important

requirement—financial failure would bring a new set of
problems. As foundation trusts are a form of not for
profit, public interest company, the Treasury would
ultimately be responsible for their debt in the event of
insolvency. Fears of trust spending sprees for which the
Treasury would ultimately be responsible but over
which it would have little control are understandably
making it lukewarm about the idea.7 A rigorous selec-
tion process for foundation trust status may minimise
the prospects of failure, but the current performance
management ratings to be used in this connection are
imperfect and subject to large year on year changes. It
is far more likely that each set of emerging problems
associated with greater autonomy will be dealt with
through tighter regulation.8

This is the crux of the problem. Those who believe
that there is a case for greater separation of local
healthcare provision from central control9 10 are inevi-
tably confronted with an NHS legacy of centralised
command and control that has proved stubbornly
resistant to change. Despite claims to the contrary, the
emphasis on national standards and accountability set
out in Delivering the NHS Plan suggests that this is still
an important part of the ministerial mindset. In the
long term, genuine freedom from Whitehall may well
come more from the growth of independent providers
(both profit and not for profit), within a more pluralist
system, than from the tortuous process of setting NHS
trusts free.
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Violence in society
Contribution of mental illness is low

As increasing numbers of mentally ill patients have
been treated and reside in the community, pub-
lic concern about their potential for violence

has increased. Fear and stigma of mentally ill people
have been exaggerated by high profile and occasionally
sensationalist reporting of rare, albeit tragic, violent acts.1

Are people with mental illness more violent than
other people? An influential German study published
in 1973 led to the belief that people with mental disor-

der were no more likely to be violent than the general
population.2 This view remained unchallenged until
the late 1980s. The best epidemiological data on
violence and mental disorder come from the American
ECA (epidemiologic catchment area) study.3 Self
reported violence in the past year was measured
among a representative community sample of 10 059
individuals. The prevalence of violence in people with
no psychiatric disorder was 2%, and it was much higher
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in young men. Violence was reported in 8% of people
with schizophrenia. People with alcohol (24%) or drug
misuse or dependence disorders (34%) presented the
highest risk. This study clearly shows that the increased
risk of violence associated with mental disorder is lim-
ited to few, with only 10% of people with a mental dis-
order (in its broadest sense) admitting to assault in the
previous year. Similarly, Australian men with schizo-
phrenia have been shown to be four times more likely
than the general population to be convicted for serious
violence. To set these figures in perspective, however, in
any given year only 0.2% of patients with schizophre-
nia received such a conviction.4 Both the American and
Australian studies show the risk of violence in patients
with psychosis and coexisting substance misuse to be
considerably increased. Our interpretation of these
and other impressive epidemiological studies is that
patients with psychotic illness alone have a modest
increase in risk for violent behaviour,5 6 but the greatest
risk is associated with personality disorder,7 8 substance
misuse,8 and in comorbid conditions where substance
abuse is combined with severe mental illness.3 4

What proportion of societal violence is attributable
to mental disorder? The answer to this question will
vary according to the overall community rates of
violence. In the United States, 16% of men aged 18-24
years and from low socioeconomic classes were violent
in the ECA study, which presents a far greater risk than
all people with schizophrenia in the sample. Variables
such as male sex, young age, and lower socioeconomic
status contribute a much higher proportion to societal
violence than the modest amount attributable to men-
tal illness.

Studies of unselected birth cohorts and epidemio-
logical studies in the community allow us to consider
the important public health issue of population attrib-
utable risk—the percentage of violence that can be
ascribed to mental disorders in the population. If a
person with mental illness is violent, however, it does
not necessarily mean that this is due to the illness; it
may be due to other variables that may be contributing
to the increased risk of violence. This point is best illus-
trated by the findings of a study of a Danish birth
cohort followed to age 44, which found that 7% of life-
time arrests in male participants for violence were
attributable to psychotic disorder.5 Five per cent had
coexisting substance misuse, however, meaning that
only 2% of all arrests were attributable to a psychotic
disorder alone, and it is plausible that some of these
were attributable to other coexisting risk variables.

Overall, it seems that less than 10% of serious vio-
lence, including homicide, is attributable to psychosis.9

Additionally, strangers constitute only a small minority
of the victims of violence committed by those with psy-
chosis.10 The greater importance of personality
disorder and substance misuse is highlighted by
findings from the National Confidential Inquiry into
Homicide and Suicide, which found that a third of all
homicide offenders in the United Kingdom had a life-
time diagnosis of a mental disorder, the most common
being personality disorder and substance misuse, and
only 5% had schizophrenia.10

Could the closing of large psychiatric institutions
over the last 30 years have meant that a greater
proportion of societal violence is attributable to those-

with mental disorder? The evidence contradicts this
seductive hypothesis. The contribution of mental
disorder to homicide statistics in the United Kingdom
seems to be falling rather than increasing.11 In Victoria
County, Australia, violent acts (including homicide)
committed by people with schizophrenia have risen
since the shift to community care, but it has risen only
to the same extent as in the general population.12 Even
among patients who have already been seriously
violent, reconviction rates have fallen over the past 20
years.13

Many health workers will encounter victims of vio-
lence in their day to day clinical work and will not need
to be reminded of the impact of violence on their
patients’ wellbeing. It will be equally obvious to them
that most of their patients are not at increased risk of
violence compared with the readers of tabloid newspa-
pers, members of parliament, mental health profes-
sionals, and other sections of the general population.
The scientific literature supports these observations
and refutes the stereotyping of all patients with severe
mental illness as dangerous. In many mental health
assessments it is appropriate to estimate the risk of vio-
lence to others as one of many dimensions of a
comprehensive assessment. But it is inappropriate that
mental health policy and legislation should be driven
by preoccupation with risk of violence, rather than the
delivery of effective treatments in the community.14
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