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Abstract

Objectives To report the rate of violent victimisation of

psychiatric patients 1 year before interview and to

examine the relative rate in comparison to the general

population.

Method Cases were recruited from two public psychi-

atric hospitals in Stockholm County (n = 390). The

controls comprised gender- and age-matched people

interviewed in an annual national survey of living con-

ditions (n = 1,170).

Results Twenty percent of the patients had been victi-

mised during the preceding year. The relative rate was six

times higher than that of the controls. Women appeared to

be most vulnerable with a tenfold risk increase.

Conclusions The findings stress that psychiatric patients

are vulnerable to other people’s violent behaviour.

Keywords Victimisation � Violent victimisation �
Violence � Mental disorder

Introduction

Violence towards people with mental disorders appears to

be a neglected area in research as well as in clinical

practice. This stands in contrast to the well investigated

link between mental disorders and violence perpetration.

The concept of violent victimisation, as used here, refers to

being subjected to physical violence in adult years [20].

The literature reports a high rate of such violence towards

people with mental disorders [1, 2, 5, 17, 18, 21, 22, 25]

and, even more importantly, controlled studies show that

the risk is substantially higher compared to the general

population [4, 19, 20, 23]. In a comprehensive review of

studies from North America on violent behaviour by and

towards people with mental disorder, Choe and colleagues

[3] argue that victimisation of the mentally disordered

should be of greater public health concern than their violent

behaviour towards others.

Violent and sexual victimisation towards people with

major mental disorder have been linked to poor community

functioning, homelessness, hallucinations, delusions and

low quality of life [11, 14, 15]. Up to date only three

studies have examined the impact of treatment for the

occurrence of victimisation [5, 9, 22]. Two UK studies

found no significant reduction of victimisation in an

intensive treatment group compared to a standard treatment

group [5, 22]. A study from USA on people with severe

mental illness showed that patients who were discharged to

out-patient mandatory treatment were significantly less

likely to be victimised than patients who were discharged

without such compulsory treatment [9].

Aims of the study

Since there is no Swedish survey and no European con-

trolled study of victimisation of psychiatric patients, this

study was set up in order to report the rate of violent vic-

timisation of general psychiatric patients and to examine

the relative rate in comparison to the general population.
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Materials and methods

The setting

The study was conducted at the two largest public psy-

chiatric hospitals in Stockholm County (1.9 million

inhabitants) serving 289,000 and 400,000 people, respec-

tively. Both hospitals provide voluntary as well as invol-

untary care. Patients were recruited from the two general

psychiatric wards at the first hospital and from seven

general psychiatric wards at the second hospital (excluding

a ward negative to research). Patients were also recruited

from the emergency unit at the second hospital, which

serves the entire Stockholm County. This unit admits any

individual for acute psychiatric evaluation and treatment.

Prior psychiatric contact or referral by a third party is not

required. The clinician may decide to admit the patient, to

let the patient stay over night for observation, or to advise

the person to return home.

Health care in Sweden, of any kind, is provided at a low

cost to the individual who instead pays through general

taxation. The private sector in psychiatry was, at the time

of the study, small and of marginal importance. Treatment

of patients with psychoactive substance dependence dis-

orders in Stockholm County is run by a separate organi-

sation, albeit co-morbidity is often seen in general

psychiatry.

Cases

Psychiatric patients eligible for the study were between 18

and 60 years of age and returning home after an acute con-

sultation or admission at any of the two hospitals and had a

Swedish social security number (needed for access to records

and national registers) and had a clinical ICD diagnosis [26]

and had capacity to pursue an interview in Swedish or

English. We chose to use the clinical diagnoses rather than

conduct a specific diagnostic research interview, for two

reasons; the exact diagnosis was not a main focus of the study

and an extension of the research interview might have

jeopardised the response rate and data quality.

Approximately 512 patients from the inpatient units of

the two hospitals and 463 patients from the psychiatric

emergency unit were eligible for the study. Thus, approx-

imately 975 patients were eligible, 497 were approached

(50%) and 390 patients accepted to participate (78% of all

approached). Those who were not approached had left the

hospital at a time when the research assistant was off duty

(evenings, nights, weekends and holidays), and therefore

no information about the non-approached patients could be

retrieved. There were no significant difference between

participants and refusals in terms of gender, age, diagnosis,

admitted/not admitted, length of admission, voluntary/

involuntary care, and which hospital was concerned

(Table 1).

Table 1 Victimisation among

psychiatric patients in

Stockholm: socio-demographic

and clinical characteristics of

cases, controls and refusals

* Not known

** Not applicable

Cases

(n = 390)

Controls

(n = 1,170)

Refusals

(n = 107)

Gender

Female 203 (52%) 609 (52%) 50 (47%)

Male 187 (48%) 561 (48%) 57 (53%)

Mean age (SD) 36.6 (11.8) 36.6 (11.8) 36.9 (11.5)

Born in Sweden 285 (73%) 931 (80%) *

Monthly income

[1,000€ 191 (49%) 334 (29%) *

1,000–2,000€ 156 (40%) 312 (27%) *

\2,000€ 43 (11%) 524 (45%) *

Diagnosis

Mood disorder (F30–F39) 124 (32%) ** 27 (26%)

Psychosis (F20–F29) 76 (20%) ** 25 (23%)

Personality disorder (F60–F61) 55 (14%) ** 5 (5%)

Dependence disorder (F10–F19) 22 (6%) ** 7 (6%)

Other (all other) 111 (28%) ** 43 (40%)

Admission 272 (67%) ** 65 (61%)

Involuntary treatment 105 (27%) ** 30 (28%)

Mean duration of hospitalisation (days) (SD) 17.2 (23.3) ** 14.3 (23.5)

Hospital

Hospital I 351 (90%) ** 96 (90%)

Hospital II 39 (10%) ** 11 (10%)
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Controls

The controls were selected from the annual surveys of

living conditions (ULF), conducted by Statistics Sweden

[21], which interviews, in person, a representative sample

of 6,000 people from the general population. The attrition

rate between 2003 and 2006 was 24%. The inclusion cri-

teria of the subjects of the survey are the same as those of

the cases except that the survey includes people without a

Swedish social security number. The survey covers many

aspects of the participants’ living conditions, including two

specific questions pertaining to experiences of having been

victimised.

The controls were selected in a two-step procedure.

First, all residents of Stockholm County, interviewed by

the ULF survey in the period 2003 through 2006, were

identified. Secondly, three controls per case, matched in

terms of gender and age, were randomly drawn from this

group, resulting in 1,170 controls.

Procedure

Patients were interviewed from 10 January to 12 December

2007 by two external and independent research assistants.

When staff announced that a patient was returning home,

he/she was asked to participate (after controlling eligibil-

ity). No compensation was offered. A structured 10–

15 min interview was conducted after discharge by the

responsible clinician but before the patient left the hospital

building. The participants were assured that the informa-

tion from the research interview would not be reported to

the responsible clinician unless it concerned a threat

towards a named person or a case of child mistreatment.

The study was approved by Stockholm Regional Ethical

Committee (Dnr 2006/1231-31).

Variables

Data on gender, age, voluntary/involuntary care, admis-

sion/not admission and duration of admission of the cases

were collected from medical case records. The interview

provided further information on socio-economic status,

level of education and country of birth using questions

from the ULF survey. Diagnosis according to ICD [26] was

obtained from the medical case records or via verbal

communication with the responsible clinician.

The outcome variable, victimisation, was measured by

asking the patients the same two questions as posed to the

controls in the ULF survey: ‘‘have you been subjected to

violence resulting in visible injuries during the last twelve

months?’’ and ‘‘have you been subjected to violence that

required medical attention during the last twelve months?’’

The latter type of victimisation is considered more severe

than the former. Sexual violence is included, provided it

left visible physical marks and/or required medical

attention.

Data analysis

All data are presented in terms of descriptive statistics, i.e.

mean and standard deviation for continuous data, and fre-

quency and relative frequency for categorical data together

with the exact (binominal distribution) 95% confidence

intervals (CI). Participants and refusals were compared

using t test for continuous data and Chi-square for cate-

gorical data. Data were checked for skewness. All tests

were two-tailed and P \ 0.05 was regarded as statistically

significant. The crude odds ratios (OR) and the corre-

sponding 95% CI of being violently victimised among the

cases versus controls were computed using Stata version

10.1.

Results

General characteristics

The 390 patients comprised 203 (52%) females and 187

(48%) males, with a mean age of 36 and 38 years,

respectively (Table 1). About half of the patients were

diagnosed as having a major mental disorder (schizophre-

nia, delusional disorder, mood disorder with psychotic

symptoms, and unspecified psychosis). Sixty-five percent

(n = 252) had been admitted; mean duration 17 days.

Most cases (73%) were in voluntary treatment. Twenty-

seven percent were not born in Sweden, compared to 20%

of the controls. Forty percent of the patients lacked a ‘cash

safety margin’ of 1,500€, i.e. the amount of money that

could be raised in an acute situation. The cases had a lower

mean economic income than the controls (Table 1).

Twenty percent of the cases had not finished 9 years of

school, which is the compulsory length of education in

Sweden.

Victimisation

Twenty percent of the patients reported that they had been

victimised in the year preceding the interview and half of

them, 10.2% of the whole sample, to the degree that

medical attention was needed (Table 2). The corresponding

figures for the controls were 3.8 and 1.3%. Victimisation

was slightly more prevalent, but not statistically significant,

among female rather than male patients, while the reverse

was true among the controls (Table 2).

The odds of being victimised was 4.7 (CI 2.6–8.3) for

male patients and 10.5 (CI 5.7–19.9) for female patients
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(Table 3). The latter were more at risk of victimisation that

required medical attention, with an OR of 20.3 (CI 6.8–

81.1). No such difference was noted among male patients.

Discussion

Victimisation

The first main finding is that 20% of general psychiatric

patients in Stockholm had been victimised within 1 year

prior to interview. A UK study found that 16% of urban

residents with a psychotic disorder had been victimised

during the preceding 12 months [25] and 23% 2 years after

inclusion [5]. A study from the UK, France and Germany

on people with schizophrenia found that 10% had been

violently victimised during a period of 2.5 years [17]. A

Finnish study on patients with schizophrenia, interviewed

3 years after discharge, shows an even lower rate of being

victim of a violent crime, 5.6% [12]. In contrast, a study on

severely mentally ill in-patients from inner-city areas of

London, reports a considerably higher rate, 53%, of violent

victimisation 6 months prior inclusion [10]. These shifting

rates may all be attributed to different methodology and

definition of victimisation but it is likely that socio-geo-

graphic factors, co-morbidity and, possibly, severity of the

psychiatric disorder also play a role.

The second main finding, that psychiatric patients were

six times more at risk of victimisation than the general

population, is compatible with the results of four other

controlled studies from New Zealand and the USA [4, 19,

20, 23]. Three of these studies report a 2–4 times higher

risk [4, 19, 20], while one shows an 11-fold increase of

risk, and as in our study, the relative risk increases with the

severity of the violence [23]. However, in order to assess

international comparisons of relative rates of victimisation,

it is necessary to consider the variation of the base rate of

victimisation within the general population of each coun-

try. According to an international multi-centre study, the

12-month rate of violent victimisation in the general pop-

ulation is 3.6% in Sweden, 4.6% in Finland, 4.8% in the

UK, 6.0% in New Zealand and 7.7% in the USA [24].

Thus, should the rates of victimisation among psychiatric

patients follow this pattern, all countries will report similar

relative rates, suggesting that the mentally disordered are

equally disadvantaged in all the countries concerned. The

literature, including this study, lends some support to this

view.

There is less international consensus concerning the

third main finding that female patients are especially at risk

of victimisation, and that this risk is most prominent for

more severe types of violence. Some studies report that

male patients are more often violently victimised [12, 19,

25], others claim that there are no gender differences [5, 7,

8, 17], while some find female patients to be more often

victimised [1, 2]. The only other study that compares odds

ratio with a gender perspective is a retrospective study

from USA on 936 individuals with severe mental illness

[22]. The results show that the relative risk for completed

violent victimisation was 9 for the males and 19 for the

females, compared to matched controls.

Limitations

Recall bias is a potential problem in a study of this kind,

although self-report is considered a better measurement of

victimisation among psychiatric patients compared to e.g.

police-records or other records [13]. Yet, the relative rate

Table 2 Twelve-month rate of violent victimisation in Stockholm among 390 psychiatric patients and 1,170 gender- and age-matched controls

in Stockholm Percent (95% CI)

Cases Controls

Males (n = 187) Females (n = 203) Total (n = 390) Males (n = 561) Females (n = 609) Total (n = 1,170)

Visible injury 13.5% (9.0–19.1) 15.5% (10.6–21.0) 14.5% (11.3–18.5) 3.5% (2.2–5.5) 2.3% (1.3–3.8) 2.9% (2.0–4.0)

Medical attention 8.5% (5.0–13.5) 11.8% (7.7–17.0) 10.2% (7.2–13.4) 2.1% (1.1–3.7) 0.7% (0.2–1.7) 1.3% (0.7–2.1)

Any victimisation 19.2% (13.9–25.6) 23.1% (17.5–29.6) 20.0% (16.1–24.3) 4.9% (3.2–6.9) 2.8% (1.6–4.4) 3.8% (2.8–5.0)

Table 3 Crude odds ratio for 12-month rate of victimisation among 390 psychiatric patients versus 1,170 gender and age-matched controls in

Stockholm

Males OR (95% CI), P value Females OR (95% CI), P value Total OR (95% CI), P value

Visible injury 4.2 (2.2–8.1), P \ 0.001 7.7 (3.8–15.9), P \ 0.001 5.7 (3.6–9.2), P \ 0.001

Medical attention 4.3 (1.9–11.9), P \ 0.001 20.3 (6.8–81.1), P \ 0.001 8.8 (4.7–17.3), P \ 0.001

Any victimisation 4.7 (2.6–8.3), P \ 0.001 10.5 (5.7–19.9), P \ 0.001 6.4 (4.2–9.7), P \ 0.001

Cases and controls were tested (P value) using Chi-square test
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may be inflated since it is likely that an ongoing therapeutic

contact with a psychiatric hospital facilitates the full

acknowledgement of having been victimised, while, in

contrast, the interviews of the controls were unrelated to a

therapeutic setting.

There are at least four possible selection biases of this

study. Firstly, the patient group was more disadvantaged

than the controls in terms of income and had a somewhat

higher rate of individuals born outside Sweden. Secondly,

the ULF survey targets residents with an address or a tele-

phone number, which reduces the proportion of homeless,

incarcerated, or otherwise socially isolated control subjects.

Both of these biases will tend to inflate the odds ratio, since

socially marginalised groups are more vulnerable to vic-

timisation [6]. However, a third bias, working in the opposite

direction, is that the ULF survey, in contrast to the patient

group, includes people without a Swedish social security

number, which means that immigrants without residence

permits, poor, and socially marginalised people may be

overrepresented compared to the patient group. A fourth

bias, in our mind the most important one, relates to the fact

that patients might be in a hospital because of current vic-

timisation. Having been physically attacked is likely to de-

stabilise the psychiatric condition and promote the need to

seek professional advice, although the patients may not

always communicate that they have been victimised to the

clinicians. Furthermore, the police may transport an assaul-

ted person to hospital for a physical and/or psychiatric check-

up. Thus, life-time rate of victimisation would be a better

variable for measurement of relative risk of victimisation,

since this would be independent of current psychiatric

interventions. However, from a clinical point of view, it is of

less importance to know the exact relationship between rate

of victimisation among patients and non-patients, respec-

tively. What matters is that there are many patients who

ought to be identified in terms of their vulnerability to vio-

lence by others.

The ambiguous results concerning gender may be related

to observational bias. The incitement for women to report

victimisation, especially sexual violence, is related to con-

temporary attitudes in society. If violence towards women is

‘‘normalised’’, there will be little understanding and support

for battered women, who, consequently, will be less inclined

to report victimisation. On the other hand, in societies with a

low acceptance of such violence, such as in Sweden, the

reported rate will be higher. However, differences in the

relative rate of violent victimisation are not affected by this

observational bias, as such societal factors are likely to

influence cases and controls equally.

In summary, the strengths of this study are that the number

of cases and controls are large enough to produce rather small

CI and the comparatively low proportion of refusals, who,

additionally, shared the basic properties of the participants.

The major limitation is that the cases were recruited in a life

situation which may be associated with the outcome, in

contrast to the controls. However, all in all, we believe that

this study presents a fair estimate of the problem of vic-

timisation in a group of general psychiatric patients.

Proper professional management of these patients is

likely to increase treatment efficiency and maybe prevent

further victimisation [5, 9]. Since so many patients are

victimised there is a need for clinical guidelines to screen,

support and intervene. There are presently no accepted

guideline for the management of adult physical abuse and

victimisation, but some work based on patients that have

been victimised in childhood, may be applicable for adult

victimisation as well [16]. Future studies should provide

clinicians with empirical data on specific risk groups,

enabling resources to be allocated to where they pay off

best. Controlled intervention studies would provide infor-

mation on the size of the problem and its clinical impor-

tance including risk factors such as substance abuse and

residential factors.
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