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Backgrounds. The extent to which psychiatric disorders are associated with an increased risk of violence to partners is
unclear. This review aimed to establish risk of violence against partners among men and women with diagnosed psy-
chiatric disorders.

Methods. Systematic review and meta-analysis. Searches of eleven electronic databases were supplemented by hand
searching, reference screening and citation tracking of included articles, and expert recommendations.

Results. Seventeen studies were included, reporting on 72 585 participants, but only three reported on past year
violence. Pooled risk estimates could not be calculated for past year violence against a partner and the three studies
did not consistently report increased risk for any diagnosis. Pooled estimates showed an increased risk of having
ever been physically violent towards a partner among men with depression (odds ratio (OR) 2.8, 95% confidence inter-
vals (CI) 2.5–3.3), generalized anxiety disorder (GAD) (OR 3.2, 95% CI 2.3–4.4) and panic disorder (OR 2.5, 95% CI C%
1.7–3.6). Increased risk was also found among women with depression (OR 2.4, 95% CI 2.1–2.8), GAD (OR 2.4, 95% CI
1.9–3.0) and panic disorder (OR 1.9, 95% CI 1.4–2.5).

Conclusions. Psychiatric disorders are associated with high prevalence and increased odds of having ever been phys-
ically violent against a partner. As history of violence is a predictor of current violence, mental health professionals
should ask about previous partner violence when assessing risk.
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Introduction

Mental illness is known to be associated with an
increased risk of violence to others. People with schizo-
phrenia and bipolar disorder are nearly twice as likely
to perpetrate violence against others as those without
mental disorders, but much of this excess risk is
explained by substance misuse, and accounts for a
small proportion of violence in the community
(Walsh et al. 2002; Fazel et al. 2009, 2010). The literature
has focused on the extent and correlates of violence
perpetrated by people with severe mental illness
(SMI), but little is known about who this violence is
directed against, or about the risks posed by people
with common mental disorders (CMD), limiting our
ability to develop effective interventions. Specifically,
the extent to which psychiatric disorders are associated
with an increased risk of violence to partners is
unclear. Indeed, we are not aware of any previous

reviews on the risk of violence to partners from the
substantial body of research on interpersonal violence
perpetrated by people with psychiatric disorders.

Violence against partners is likely to have a different
time course and profile of risk factors and conse-
quences than violence against strangers and acquain-
tances, and hence is likely to require distinct
interventions (Krug et al. 2002). Although stranger vio-
lence tends to be sporadic, partner violence is usually
recurrent, and has an impact not only on the couple
themselves, but also on any dependant children
(World Health Organization and London School of
Hygiene and Tropical Medicine, 2010). Partner vio-
lence is a heterogeneous phenomenon, which tends
to occur either as a pattern of abusive, controlling be-
haviour or as a maladaptive way of coping with stress-
ful situations in a relationship (without the central
feature of coercive control) (Johnson & Leone, 2005).
Risk factors for both of these patterns of partner vio-
lence include childhood abuse, witnessing parental
domestic violence, social deprivation, substance misuse
and violent victimization (World Health Organization
and London School of Hygiene and Tropical
Medicine, 2010). These factors are also associated
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with psychiatric disorders, both CMDs (e.g. anxiety
and mild/moderate depression) and SMI (e.g. schizo-
phrenia, bipolar disorder and severe recurrent
depression) (Read et al. 2005; Hovens et al. 2010).
There may therefore be an indirect association between
mental illness and partner violence via one or more of
these risk factors (Hiday et al. 2002; Swanson et al.
2002; Rosenberg et al. 2007). In addition, the symptoms
of mental illness may directly increase the risk (e.g.
irritability during a manic episode, suspiciousness
and hostility during a psychotic episode), and risk
may vary across diagnoses. Identifying the extent to
which different mental disorders are associated with
violence against a partner is important since it would
inform violence prevention efforts.

Aims of the study:
This systematic review aimed to establish:

(a) The prevalence of violence against a partner among
men and women with diagnosed psychiatric
disorders.

(b) The risk of violence against a partner among men
and women with diagnosed psychiatric disorders
compared with controls.

Methods

Search strategy

This review followed Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA)
and Meta-analysis Of Observational Studies in
Epidemiology (MOOSE) guidelines and the protocol is
registered with Prospero: registration CRD42012002048
(www.crd.york.ac.uk/prospero) (Stroup et al. 2000;
Moher et al. 2009) A completed PRISMA checklist is
available as supplementary material. We undertook
electronic searches of eleven bibliographic databases
(see supplementary material), updated two systematic
reviews on violence perpetration by people with
mental disorders (i.e. which did not report on
violence perpetrated by partners) to identify studies
which may have collected data on violence perpetrated
against a partner (Fazel et al. 2009, 2010), hand
searched three journals (Aggression and Violent
Behaviour, Journal of Family Violence and Journal of
Interpersonal Violence), screened reference lists of
included studies, conducted forwards citation tracking
of included studies, and contacted experts for recom-
mendations. Medical Subject Headings (MeSH) and
text words were used for electronic database searches,
from their dates of inception up to 31st January 2012.
Terms for partner violence were adapted from
Cochrane protocols and literature reviews (Ramsay
et al. 2002, 2009; Dalsbo & Johme, 2006) terms for men-
tal disorders were adapted from National Institute of

Clinical Excellence (NICE) guidelines (see supplemen-
tary information) (NICE, 2008). When updating the
reviews on violence perpetration, we used the author’s
original search terms to search databases from
February 2009 (the upper limit of the original review)
to 31st January 2012 (Fazel et al. 2009, 2010). Fifty
experts were contacted with a list of included studies
and were asked to nominate additional papers
(either published or in press) that may have been eli-
gible for inclusion in the review; responses were
received from 29. Only English language papers were
included.

Study selection criteria

Studies were eligible for inclusion if they: (a) included
men and/or women (aged ≥16 years), (b) measured
psychiatric disorder using a validated diagnostic
instrument (e.g. the Schedules for Clinical
Assessment in Neuropsychiatry) (Wing, 1994); (c)
recruited participants from clinical, community or gen-
eral population settings; (d) presented the results of
peer-reviewed research based on intervention studies
(e.g. randomized controlled trials, non-randomized
controlled trials and parallel group studies),
before-and-after studies, interrupted time series
studies, cohort studies, case-control studies or cross-
sectional studies; and (e) reported the prevalence
and/or risk of perpetration of violence against a part-
ner, or collected data from which these statistics
could be calculated. Partner violence was defined
‘physical, sexual and/or psychological abuse to an
individual perpetrated by a current or former intimate
partner’, as per American Medical Association guide-
lines (American Psychiatric Association, 1992). The
full definition of psychiatric disorder used in this
review is provided in the Supplementary Material.

Data extraction and quality appraisal

Three reviewers screened titles and abstracts against
the inclusion criteria; if it was unclear whether a refer-
ence met the inclusion criteria, it was taken forward to
the next stage of screening. Reviewers then assessed
full texts of potentially eligible studies. If studies col-
lected data on the prevalence and/or risk of violence
perpetration against a partner but did not report it,
authors were contacted.

Data from included papers were extracted onto
standardized electronic forms by three reviewers.
Extracted data included information on study designs,
sample characteristics, measures of mental disorder
and violence perpetration and the prevalence and
risk of perpetration of violence against a partner.
Data were extracted separately for men and women.
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The quality of included studies was independently
appraised by two reviewers using criteria adapted
from validated tools (Wing, 1994; Downs & Black,
1998; Loney & Chambers, 2000; Saha et al. 2005).
Reviewers compared scores and resolved disagreements
before allocating a final appraisal score. The quality
appraisal checklist included items assessing study
selection and measurement biases (see supplementary
material). Studies were categorized as high quality if
they scored ≥50% on questions pertaining to selection
bias. This criterion was chosen in order to maximize
the number of studies eligible for inclusion in the
meta-analysis while excluding studies in which a
high risk of selection bias threatened the validity of the
results.

Data synthesis

Prevalence, odds ratios (OR) and 95% confidence inter-
vals (CI) were calculated for perpetration of physical
violence by type of mental disorder among men and
women. If studies measured one disorder only, the
control group for the calculation of risk estimates
were participants without that disorder. If studies
measured multiple disorders and thus contributed to
estimates of violence perpetration across several men-
tal disorders, the control groups were participants
without those mental disorders. Owing to limited
data, it was not possible to adjust ORs for potential
confounders; unadjusted ORs are therefore presented.

Pooled unadjusted OR estimates (with correspond-
ing 95% CI) of perpetration of physical violence
against partners by type of mental disorder were cal-
culated if data were available from three or more high-
quality studies. Pooled ORs were calculated separately
for men and for women; studies for which gender-
disaggregated data were not available and were not
eligible for inclusion in the meta-analyses.
Heterogeneity was estimated using the I2 statistic
(associated 95% CIs were calculated using a non-
central χ2 based approach); as an indicator I2 values
of 25–50%, 50–75% and ≥75% represent ‘low’, ‘moder-
ate’ and ‘high’ heterogeneity, respectively (Higgins &
Thompson, 2002; Harris et al. 2008). DerSimonian–
Laird random effects models were used (DerSimonian
& Laird, 1986). Owing to the small number of studies
included in each meta-analysis, it was not possible to
use meta-regression to investigate sources of hetero-
geneity; analyses were instead manually checked.
Sensitivity analyses were conducted in order to assess
the impact of excluding low-quality papers from
pooled estimate calculations. We also examined the
influence of individual studies on summary effect esti-
mates by conducting influence analyses, which com-
pute summary estimates omitting one study at a

time. We aimed to use Egger’s test to estimate risk of
study bias with funnel plots (Egger et al. 1997).
However, due to the small number of eligible studies
(<10 per meta-analysis), tests for funnel plot asymmetry
could not be conducted and visual inspections of the
plots were not meaningful (Sterne et al. 2011). Funnel
plots are therefore not presented. All analyses were
conducted in STATA 11 (StataCorp, 2009).

Results

Literature searches yielded 8239 unique references;
7792 were excluded following title and abstract screen-
ing and a further 430 were excluded following full-text
screening. Details of the 430 papers excluded after full-
text screening, and reasons for exclusion, are available
upon request. Seventeen papers were included in the
review (see Fig. 1), reporting on 72 585 participants.
Thirteen papers were identified during searches of
electronic databases, three during citation tracking,
one during the update of the reviews on violence per-
petration (Fazel et al. 2009, 2010) and none from expert
recommendations or hand searches.

Key features of included studies

Key characteristics of all included studies are summar-
ized in Table 1. Additional detail for all included
studies, including outcomes and quality appraisal
scores are reported by disorder in the supplementary
material. Ten studies were conducted in non-clinical
settings (Swanson et al. 1990; Kessler et al. 1994, 2005;
Danielson et al. 1998; Fergusson et al. 2005; Taft et al.
2007; O’Leary et al. 2008; McManus et al. 2009; Gass
et al. 2011), six in clinical settings (Parrott et al. 2003;
Najavits et al. 2004; Grant & Kaplan, 2005; Taft et al.
2009, 2010; Friedman et al. 2011; Yang et al. 2012) and
one was in both clinical and non-clinical settings
(Sippel & Marshall, 2011). Thirteen studies were
categorized as high quality. Unless otherwise stated,
results are reported for high-quality studies only and
neither the exclusion of poor quality studies nor
sensitivity analyses made material differences to odds
estimates.

Results are presented as follows: (a) prevalence and
risk of past year perpetration of physical violence
against a partner among people with SMI (schizo-
phrenia, non-affective psychosis and bipolar disorder)
and people with CMD (depression, dysthymia, gener-
alized anxiety disorder (GAD), post-traumatic stress
disorder (PTSD), panic disorder and social phobia)
and (b) prevalence and risk of lifetime physical vio-
lence against a partner among people with SMI and
people with CMD.

Systematic review and meta-analysis of psychiatric disorder and the perpetration of partner violence 363



Prevalence and odds of violence perpetrated against
a partner by men and women with psychiatric
disorders
Tables 2 and 3 report the median prevalence and
pooled OR estimates of past year and lifetime physical
violence perpetration against a partner by psychiatric

disorder, for men and women, respectively. If median
prevalence could not be calculated, prevalence esti-
mates from individual studies are shown. Where
pooled OR estimates could not be calculated, the direc-
tion of risk reported by individual studies is shown.
Owing to a lack of data, prevalence and risk estimates

Fig. 1. Flow diagram of screened and included papers.
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for other types of violence (e.g. psychological violence,
sexual violence or combinations of physical, sexual
and/or psychological violence) are presented as sup-
plementary information only.

Past year physical violence against a partner

Data on the past year perpetration of physical violence
against a partner were limited; three high-quality
studies provided usable data. Yang et al. followed up
US psychiatric inpatients 1 year post-discharge, and

included men and women with bipolar disorder,
schizophrenia and depression (Yang et al. 2012).
Danielson et al. analysed data from the Dunedin
Multidisciplinary Health and Development Study,
conducted in New Zealand with a community sample,
and collected data from men and women with non-
affective psychosis, depression and GAD (Danielson
et al. 1998). O’Leary et al. conducted a nationally repre-
sentative survey in Ukraine that included a small num-
ber of men and women with CMD (O’Leary et al.
2008). In the latter two studies, the prevalence of past
year physical violence against a partner among people

Table 1. Characteristics of included studies (n = 17)*

Total (n = 17)
Past year violence

against a partner (n = 6)
Lifetime violence against

a partner (n = 11)

Sample:
Males only 2 0 2
Females only 2 0 2
Males and females 13 6 7

Diagnoses:
Schizophrenia and non-affective psychosis 9 6 3
Bipolar affective disorder 9 1 8
Depressive disorders 22 8 14
Generalized anxiety disorder 8 3 5
PTSD 14 2 12
Panic disorders 17 6 11
Social phobia 5 1 4
Agoraphobia 4 1 3
OCD 3 0 3
Eating disorder 3 1 2
Type of violence
Physical 16 5 10
Psychological 5 2 3
Sexual 2 0 2
Physical, sexual or psychological (combined) 2 1 1

Measurement of violence:
Validated instruments (unmodified) 1 0 1
Validated instruments (modified) 10 5 5
Non-validated instruments 4 1 3
Items from DIS/SCID schedules 2 0 2

Setting:
Clinical only 7 3 4
Non-clinical only 10 3 7
Clinical and non-clinical 1 1 0

Region:
North America 12 3 9
Central America 0 0 0
South America 0 0 0
Europe 2 1 1
Africa 1 0 1
Asia 0 0 0
Australasia 2 2 0

OCD, obsessive compulsive disorder; PTSD, post-traumatic stress disorder.
*Categories are not mutually exclusive and rows may therefore add to >17.

Systematic review and meta-analysis of psychiatric disorder and the perpetration of partner violence 365



Table 2. Median prevalence and pooled OR of perpetrating physical violence against a partner among men with psychiatric disorder (high-quality studies only)

Past year perpetration Lifetime perpetration

Prevalence OR Prevalence OR

Disorder
Median (IQR,

range)

Individual study
estimates

(where median
prevalence could
not be calculated) Pooled OR

OR reported as
increased (+),

decreased (−) or no
different (=) (where
pooled OR could not

be calculated)
Median prevalence

(IQR, range)

Individual study
estimates (where

median
prevalence could
not be calculated) Pooled OR

OR reported as
increased (+),

decreased (−) or
no different (=)

(where pooled OR
could not be
calculated)

No disorder (reference
group)

– Danielson et al.
(1998) 15.0%
(n = 293)
O’Leary et al.
(2008) 16.9%
(n = 473)

n/a n/a 4.0%
(IQR 3.3–6.8%;
range 2.8–13.4%

– n/a n/a

Bipolar affective disorder – Yang et al.
(2012) 18.2%
(n = 11)

– – 18.6% (IQR
16.7–27.1%;
range 14.7–35.5%)

– – Grant & Kaplan
2005 (+)
Kessler et al.
(1994) (=)
Kessler et al.
(2005) (+)

Schizophrenia and
non-affective psychosis

– Danielson et al.
(1998) 31.8%
(n = 22)
Yang et al.
(2012) 7.2%
(n = 83)

– Danielson et al.
(1998) (=)

– Kessler et al.
(1994) 100%
(n = 17)

– –

Depression 17.8% (IQR 16.6–
20.8%,
range 15.4–
23.7%)

– – Danielson et al.
(1998) (=)
O’Leary et al.
(2008) (=)

18.3% (IQR 15.1–
21.5%;
range 13.1–22.5%)

– 2.8 (95% CI
2.5–3.3), I2 =
60.2%

–

Dysthymia – O’Leary et al.
(2008) 0%
(n = 9)

– – 16.63% (IQR
15.6–17.4%; range
14.6–18.1%)

– Kessler et al.
(1994) (=)
Kessler et al.
(2005) (=)
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GAD – Danielson et al.
(1998) 40.0%
(n = 65)
O’Leary et al.
(2008) 14.3%
(n = 7)

– Danielson et al.
(1998) (+)
O’Leary et al. (2008)
(=)

20.2% (IQR
19.2–23.4%; range
17.3–31.9%)

3.2 (95%
CI 2.3–4.4),
I2 = 78.4%

–

PTSD O’Leary et al.
(2008) 27.3%
(n = 11)

O’Leary et al.
(2008) (=)

22.3% (IQR
17.7–27.6%; range
27.3–86%).

– 1.8 (95%
CI 1.0–3.2),
I2 = 29.8%

–

Panic disorder – O’Leary et al.
(2008) 28.6%
(n = 7)

– O’Leary et al.
(2008) (=)

14.4% (IQR
13.0–18.6%; range
12.2–27.7%)

2.5 (95%
CI 1.7–3.6),
I2 = 39.%

–

Social phobia – O’Leary et al.
(2008) 78.6%
(n = 14)

– O’Leary et al.
(2008) (+)

20.7% (IQR
16.1–26.3%; range
11.1–34.8%).

2.8 (95%
CI 2.4–3.2),
I2 = 90.3%

–

Agoraphobia – O’Leary et al.
(2008) 100%
(n = 2)

– – – Kessler et al.
(1994)
22.1% (n = 33)
McManus
(2009)
32.5% (n = 29)

– Kessler et al.
(1994) (=)
McManus 2009
(+)

OCD – – – – McManus (2009)
21.3% (n = 32)

– McManus et al.
(2009) (+)

Eating disorder – Danielson et al.
(1998) 50%
(n = 2)

– – – Kessler et al.
(2005) 8.9%
(n = 11)

– –

GAD, generalized anxiety disorder; OCD, obsessive compulsive disorder; OR, odds ratios; PTSD, post-traumatic stress disorder.
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Table 3. Median prevalence and pooled odds of perpetrating physical violence against a partner among women with psychiatric disorder (high-quality studies only)

Past year perpetration Lifetime perpetration

Prevalence OR Prevalence OR

Disorder
Median (IQR,

range)

Individual study
estimates (where
median prevalence

could not be
calculated) Pooled OR

OR reported as
increased (+),

decreased (−) or no
different (=) (where
pooled OR could
not be calculated)

Median (IQR,
range)

Individual study
estimates (where
median prevalence

could not be calculated) Pooled OR

OR reported as
increased (+),

decreased (−) or no
different (=) (where
pooled OR could
not be calculated)

No. disorder (reference group) – Danielson et al.
(1998) 29.3%
(n = 263)
O’Leary et al.
(2008) 18.1%
(n = 426)

n/a n/a 7.4% (IQR 3.3–
12.3%; range
2.0–15.8%

n/a n/a

Bipolar affective disorder – – – 29.5% (IQR 29–
33.1%, range
28.4–36.7%)

– Grant 2005 (+)
Kessler et al.
(1994) (=)
Kessler et al.
(2005) (+)

Schizophrenia and non-affective
psychosis

– Danielson 50.0%
(n = 16)
Yang et al. (2012)
18.8% (n = 32)

– Danielson et al.
(1998) (=)

– Kessler et al.
(1994) 21.0%
(n = 72)

– Kessler et al.
(1994) (=)

Depression 33.3% (IQR 26.4–
42.3%, range
19.5–51.3%)

– – Danielson et al.
(1998) (+)
O’Leary et al.
(2008) (=)

18.8% (IQR
14.9–23.5%;
range 9.6–31.6%)

– 2.4 (95%
CI 2.1–2.8),
I2 = 67.7%

–

Dysthymia – O’Leary et al.
(2008) 13.3%
(n = 15)

– – 26.0% (IQR
20.4–31.4%,
range 14.8–
36.8%)

1.8 (95%
CI 1.2–2.7),
I2 = 51.4%

–
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GAD – Danielson et al.
(1998) 42.3%
(n = 130)
O’Leary et al.
(2008) 18.8%
(n = 16)

– Danielson et al.
(1998) (+)
O’Leary et al.
(2008) (=)

20.7% (IQR
15.1–24.8%,
range 10.2–
25.3%)

2.4 (95% CI
1.9–3.0), I2 =
57.1%

–

PTSD – O’Leary et al.
(2008) 8%
(n = 25)

– O’Leary et al.
(2008) (=)

– Kessler et al.
(1994) 22.1% (n = 85)
Kessler et al. (2005)
15.1% (n = 63)

– Kessler et al.
(1994) (=)
Kessler et al.
(2005) (+)

Panic disorder – O’Leary et al.
(2008) 16.7%
(n = 18)

– O’Leary et al.
(2008) (=)

22.8%
(IQR 21.0–28.0%,
range 20.0–
39.5%)

1.9
95% CI 1.4–2.5),
I2 = 70.5%

–

Social phobia O’Leary et al.
(2008) 47.6%
(n = 21)

O’Leary 2008 (+) 22.2%
(IQR 16.7–31.7%,
range 14.6–
45.6%)

2.3 (2.1–2.7),
I2 = 90.5%

Agoraphobia – O’Leary et al.
(2008) 50%
(n = 2)

– – – Kessler et al.
(1994) 29.7% (n = 85)
McManus (2009)
43.0% (n = 57)

– Kessler et al.
(1994) (+)
McManus et al.
(2009) (+)

OCD – – – – McManus (2009)
36.2% (n = 49)

– McManus et al.
(2009) (+)

Eating disorder – Danielson et al.
(1998) 63.6%
(n = 11)

– Danielson et al.
(1998) (+)

– Kessler et al. (2005)
12.5% (n = 14)

– –

GAD, generalized anxiety disorder; OCD, obsessive compulsive disorder; OR, odds ratio; PTSD, post-traumatic stress disorder.
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with no psychiatric disorder ranged from 15.0 to 16.9%
among men and from 18.1 to 29.3% among women
(Danielson et al. 1998; O’Leary et al. 2008).

SMI: Two studies reported onmen andwomen’s per-
petration of past year physical violence against a part-
ner (Danielson et al. 1998; Yang et al. 2012). Median
prevalence and pooled risk estimates could not be cal-
culated. Tables 2 and 3 report prevalence estimates
from individual studies. Risk statistics could be calcu-
lated for Danielson et al. only, which found no increase
in risk of violence among men or women with non-
affective psychosis compared with men and women
with no psychiatric disorder (Danielson et al. 1998).

CMD: Median prevalence estimates of the per-
petration of physical violence against a partner in the
past year could be calculated for depression only. A
higher median prevalence was reported for women
with depression (33.3% Inter Quartile Range (IQR),
26.4–42.3%) than for men with depression (17.8%,
IQR 16.6–20.8%) (see Tables 2 and 3). Pooled risk esti-
mates could not be calculated. Among women with
depression, an increased risk of past year perpetration
of physical violence against a partner was reported by
Danielson et al. (OR 2.5, 95% CI 1.6–4.1) but not by
O’Leary et al. Neither study reported an increased
risk for men with depression. As shown in Tables 2
and 3, risk estimates for other CMDs also varied
between studies, gender and type of disorder.

Lifetime physical violence against a partner

Data on the lifetime perpetration of violence against a
partner were drawn predominantly from five house-
hold surveys, conducted in the USA (Kessler et al.
1994, 2005; Grant & Kaplan, 2005), the UK
(McManus et al. 2009) and South Africa (Gass et al.
2011). In these studies, the median prevalence of life-
time physical violence against a partner among people
with no psychiatric disorder was 4.0% (IQR 3.3–6.8%,
range 2.8–13.4%) for men and 7.4% (IQR 3.3–12.3%,
range 2.0–15.8%) for women.

SMI: Very few studies reported prevalence or risk
estimates for lifetime physical violence against a part-
ner among men or women with schizophrenia or non-
affective psychosis. Median prevalence and pooled
risk estimates could not be calculated; Tables 2 and 3
report prevalence estimates from individual studies.
Among men and women with bipolar disorder, the
median prevalence of lifetime physical violence
against a partner was 18.6% (IQR 16.7–27.1%; range
14.7–35.5%) and 29.5% (IQR 29.0–33.1%, range 28.4–
36.7%), respectively. Two community surveys con-
ducted in the USA found an increased risk of violence
of having ever been physically violent against a

partner among both men and women with bipolar dis-
order compared with those with no psychiatric dis-
order (Grant & Kaplan, 2005; Kessler et al. 2005),
while a third found no significant risk difference
(Kessler et al. 1994).

CMD: The median prevalence of lifetime physical
violence perpetrated against a partner was similar
across disorders, ranging from 14.4 to 26.0%, and
between men and women (see Tables 2 and 3).
Pooled risk estimates suggested, however, that com-
pared with men and women with no psychiatric dis-
order, the risk of lifetime physical violence against a
partner was slightly higher among men with CMD
than among women with CMD (see Figs 2 and 3, and
Tables 2 and 3). I2 statistics generally indicated low to
moderate between-study heterogeneity; high hetero-
geneity was observed in the meta-analysis of risk of
lifetime violence against a partner among men with
GAD, and both men and women with social phobia.

Discussion

This review highlights the lack of evidence on the
recent perpetration of violence against a partner by
men and women with psychiatric disorders. The
majority of studies collected data on whether partici-
pants had ever perpetrated physical violence against
a partner. Although reports of having ever been phys-
ically violent against a partner could include recent
violence, these data do not allow assessment of current
and or recent risk of violence towards a partner among
people with psychiatric disorder.

A history of having perpetrated violence against a
partner is one of the strongest risk factors for future
violence (Stith et al. 2004). This review’s finding that,
across a range of diagnoses, men and women with
psychiatric disorder have an increased risk of having
ever been physically violent towards a partner may
also indicate that there is an increased risk of current
or future violence. The increase in risk was as high
among those with CMD as those with SMI and the
findings are consistent with a narrative review of risk
factors for male-to-female partner abuse which
reported higher prevalence of symptoms of psychotic
and non-psychotic disorders among male abusers
compared with non-abusers (Schumacher et al. 2001).
The risk of violence perpetration was increased
among both men and women with psychiatric dis-
orders compared with those without a disorder, but
more so for men than for women. This contrasts with
the literature on violence victimization, where there
is increased risk for both men and women with psy-
chiatric disorder compared with those without a dis-
order, but more so for women than for men (Teplin
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et al. 2005; Khalifeh & Dean, 2010). However, for both
men and women with psychiatric disorder, the
increased risk of having ever been physically violent
towards a partner is lower than the risk of having
ever been a victim of partner violence (Trevillion
et al. 2012; Jonas et al. 2013).

Previous reviews have demonstrated an increased
risk of violence by people with psychiatric disorders
but have not reported on who this violence was perpe-
trated against (Fazel et al. 2009, 2010). To our knowl-
edge, this is the first review of the risk of violence to
partners by people with psychiatric disorders. We
used a comprehensive search strategy and followed

MOOSE and PRISMA reporting guidelines (Stroup
et al. 2000; Moher et al. 2009). We examined the preva-
lence and odds of violence across all psychiatric dis-
orders, restricting the scope to studies that used
validated diagnostic instruments, examining the
prevalence and odds of violence perpetrated against
a partner by men and women with psychiatric dis-
orders, including both current and former partners;
and extracting data from studies on psychiatric dis-
order and interpersonal violence. Between-study het-
erogeneity was acceptable.

Our review has several limitations. Although we
found that men and women with psychiatric disorders

Fig. 2. Forest plot displaying DerSimonian and Laird weighted random-effect pooled odds estimates for lifetime physical
violence against a partner by men with diagnosed psychiatric disorders.
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are more likely to have a history of having been phys-
ically violent towards a partner compared with men
and women with no psychiatric disorder, there is little
data on whether this is the case during episodes of ill-
ness or is entirely explained by substance misuse. It is
known that much of the increased risk of community
violence among people with psychiatric disorders is
related to substance misuse (Steadman et al. 1998;
Appelbaum et al. 2000; Swanson et al. 2006; Elbogen &
Johnson, 2009; Van Dorn et al. 2012); however, few pri-
mary studies collected data on substance abuse and
wewere not able to control for this potential confounder
in the pooled analyses. In addition, controls used for the

calculation ofORs includedpeoplewith a primarydiag-
nosis of substance misuse disorder, which may have
inflated the prevalence of violence among controls and
obscured the potential relationship between psychiatric
disorder and violence towards a partner. It was also not
possible to control for other potential confounders, such
as prior violence (Walsh et al. 2004), pre-morbid con-
ditions (Swanson et al. 2008a), psychiatric treatment
(Swanson et al. 2008b) or other clinical and social factors
that may increase the risk of violence (Soyka, 2000;
Alhusen et al. 2010).

Owing to the limitations of the measures used in
primary studies to assess the perpetration of physical

Fig. 3. Forest plot displaying DerSimonian and Laird weighted random-effect pooled odds estimates for lifetime physical
violence against a partner by women with diagnosed psychiatric disorders.
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violence against a partner, it was not possible to disen-
tangle the perpetration of violence that occurred
within the context of controlling behaviours (often
seen as the defining features of ‘domestic violence’ or
‘intimate partner violence’), and which is more com-
monly perpetrated by men, from situational couple
violence (Johnson, 1995; Johnson & Leone, 2005);
impact was also not systematically reported in individ-
ual studies. Furthermore, the capacity of primary
studies to differentiate between physical violence per-
petration and victimization is likely to have been lim-
ited (Miller et al. 2011). Several studies used the
Conflict Tactics Scale (CTS) to measure violence
(Straus, 1979), either in full or selected sub-scales,
which has been criticized for its gender neutrality
and for measuring acts out of context (i.e. not reporting
whether acts of violence were in attack or defence),
which may lead to differential misclassification bias
across genders. Several papers reported modifying
validated instruments without detailing how, if at all,
the adapted measures were validated, or reported
that they developed their own measures to assess vio-
lence. In addition, because the majority of studies
measured only physical violence, we were unable to
assess the relationship between psychiatric disorder
and sexual and psychological violence.

Finally, we were unable to draw conclusions about
whether a causal relationship exists between psychia-
tric disorder and the perpetration of violence against
a partner. We sought to use data on past year rather
than lifetime diagnoses of psychiatric disorder when-
ever possible, in order to avoid miscategorizing people
as having psychiatric disorders on the basis of their
psychiatric history rather than current symptomology
(Van Dorn et al. 2012). However, the majority of pri-
mary studies measured physical violence towards a
partner over the lifetime and not in the past year.

Further research is needed to address the evidence
gaps identified by this review. In particular, high-
quality longitudinal studies are needed to explore the
nature of the association between psychiatric disorder
and the perpetration of violence against partners.
Studies should employ validated, multi-item scales to
measure perpetration of violence against partners
and should consider not only acts of physical, psycho-
logical and sexual violence but also their severity and
frequency. Several large-scale psychiatric epidemiol-
ogy surveys measure the perpetration of violence, but
relatively few include questions about perpetrators’
relationships to the victims of violence. However, the
risk factors and consequences of violence against part-
ners are likely to differ from those of violence against
other acquaintances and strangers. Future psychiatric
epidemiology surveys should include questions about
the relationship between perpetrator and victim.

Conclusions

Further research is needed to investigate whether psy-
chiatric disorders are associated with a current risk of
violence to partners. Although men and women with
psychiatric disorders have an increased risk of having
ever been physically violent towards a partner, the risk
of having ever been a victim of violence from a partner
is more pronounced.
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