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We performed a cross-sectional study using a self-reporting survey to assess lifetime
violent and non-violent victimization in people with severe mental illness experienced both
inside (i.e., any service providing mental health care such as psychiatric hospitals,
psychosocial rehabilitative programs, or outpatient care) and outside (i.e., in the
personal life of the participants) of the mental health care system. We recruited 170
participants from 20 community mental health facilities. We built logistic regression
models to assess potential risk factors for victimization inside the mental health care
system. Outside of the mental health care system, the most commonly reported events
were theft (n=93, 54.7%), physical violence without use of a weapon (n=87, 51.2%), and
sexual harassment (n=82, 50.6%). Within the mental health care system, most commonly
reported incidents were theft (n=68, 40.0%), sexual assault (n=18, 10.6%), and physical
violence (n=47, 27.7%) by other patients or staff. Signiﬁcant risk factors for speciﬁc
victimization events inside the mental health care system were psychotic disorder,
victimization in childhood and youth, female gender, number of hospitalizations, and
duration of illness. Findings call for increased attention to victimization of people with
severe mental illness, especially within the mental health care system as such victimization
events may severely impact patients’ trajectories.
Keywords: victimization in psychiatry, risk factors for violence in mental health care system, illegal offences against
patients, violence in mental health care system, patients as victims

INTRODUCTION
People with a mental health disorder have a signiﬁcantly higher risk of becoming victims of violence
compared to the general population (1–6). Previous research has focused largely on violent crimes
such as physical assault, aggravated acquisitive crimes, violent threats, and sexual offenses in this
population. Fewer studies have observed rates of victimization of non-violent crimes such as theft,
robberies, or threats in this population for which the elevated risk compared to the general
population persists (2). Signiﬁcant differences between male and female individuals have also been
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(8) found that lifetime exposure to sexual assault in individuals
with severe mental illness was associated with certain experiences
within the mental health care system, such as having medication
used as a threat or sexual assault by a staff member.
The purpose of this cross-sectional study was a detailed
assessment of the prevalence of different types of violent and
non-violent victimization outside and within the mental health
care system within the same sample. Furthermore, we evaluated
whether exposure to violence outside of the mental health care
system that preceded the ﬁrst inpatient hospitalization was
associated with an elevated risk for victimization within the
mental health care system, controlling for known risk factors.

described in the general population and among people with
severe mental illness: men are more often victims of violence
overall while women are more likely to be victims of domestic
violence and sexual offenses (3, 7).
Within the mental health care system (i.e., treatment or
support facilities that clients have personal contact with, for
example in-patient hospital units, outpatient treatment,
psychosocial rehabilitation programs), data on victimization is
scarce and the prevalence of crimes against patients in the mental
health care setting remains largely unknown. One previous study
of US American outpatient clients (n=142) found a high
prevalence of reported lifetime victimization within the mental
health care system, with 31% reporting physical assault, 8%
reporting sexual assault, and 63% witnessing traumatic events
(8). Exposure to institutional violence (i.e., coercive measures
such as being taken down by police or psychiatric staff, being
committed against own will, forced medication, seclusion, or
restraint) within the mental health care system has been shown
to lead to re-traumatization and aggravation of mental health
symptoms especially when a staff contact person was absent or
treatment by staff was dismissive and derogatory (9–11). This
potentially leads to a vicious circle of increased symptom
severity, poorer outcome, and vulnerability for victimization
(9, 12). Arguably, exposure to violence within the mental
health care system that constitutes a criminal offense may lead
to similar outcomes. It is therefore important to uncover the
degree to which such events take place.
Not much is known about risk factors for exposure to
violence in mental health care settings. Rather, the focus of
previous studies has been on identifying risk factors for patients
to become perpetrators rather than victims of violence while in
psychiatric care. Some literature suggests that mentally ill
individuals actually have a much higher risk of becoming
victims rather than perpetrators of violence (13, 14). For
example, Choe et al. (15) reported numbers between 2 to 13%
of violent offenses conducted by mentally ill vs. 20 to 34% of
mentally ill who had been victims of violent crimes during the
same period. Some studies suggest that perpetration is highly
correlated with victimization in people with severe mental illness
(14). However, more recent population-based research has raised
the hypothesis that perpetration is more likely to be a mediator
on the causal pathway between mental health disorder onset and
victimization (e.g., through sharing similar third variable risk
factors) rather than presenting a true confounder for the
relationship (2).
Victimization events across the lifespan are highly correlated,
particularly for sexual revictimization (16–19). We therefore
hypothesized that increased experience of victimization outside
of the mental health care system (i.e., events in the participants’
personal life that were unrelated to services received from the
mental health care sector) may be associated with elevated
prevalence of victimization within the system. Steinert et al.
(20) have shown that, among individuals with schizophrenic
disorders, those who reported a history of trauma were
signiﬁcantly more often subjected to seclusion and restraint
than those who did not have a history of trauma. Frueh et al.

Frontiers in Psychiatry | www.frontiersin.org

METHODS
Participants
The target population for this study was adults with severe
mental illness, whereby severity was deﬁned by the need for
social welfare support due to a mental health disorder (according
to Germany’s Social Security Code XII). Participants were
recruited through convenience sampling from facilities of the
outpatient mental health care system in Southern Germany
which provide clients with speciﬁc services such as supported
living or vocational services. This strategy allowed us to depart
from a severity deﬁnition that strictly focuses on diagnosis and
instead included participants that were severely impacted in the
social and occupational functioning, independent of their
psychiatric diagnosis.

Study Design and Research Procedures
This study was a cross-sectional, multicenter study which
included 20 community mental health care facilities from 10
counties in Southern Germany. These included facilities of
inpatient and outpatient assisted living, facilities that provide
employment opportunities in the secondary labor market, and
other psychosocial rehabilitation services. Inclusion criteria for
participants were: receipt of social integration or caregiving
services according to Social Security Code XII, residence in 1 of
the 10 counties included in the study, and voluntary participation.
Exclusion criteria were: limited cognitive function (not capable to
ﬁll out the questionnaire) and minority (under 18 years of age).
After having received approval by the ethics commission of Ulm
University, data collection through paper-based questionnaires
was done from July to December 2014.

Questionnaire
The Weissenau Questionnaire on Victimization of People with
Severe Mental Illness is an extensive self-report questionnaire
developed for the purpose of this study. Two pre-existing
instruments were translated and modiﬁed to ﬁt regional
circumstances. The previously validated Trauma Assessment
for Adults—Self Report Version (TAA; (21)) was used for the
survey of trauma and victimization in participants’ personal
lives. The original 17 items were reduced to ten items by
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covariates in each of the models: age, gender, and living situation
to reﬂect sociodemographic status; psychotic and substance use
disorder as known risk factors for victimization compared to other
diagnoses (2, 22); victimization in childhood and youth as known
risk factor for victimization across the lifespan (1, 16–19); and
ﬁnally, duration of illness and number of hospitalizations. We
considered temporality between the experiences outside and those
within the mental health care setting by only including observations
of cases where at least one occurrence of victimization outside the
mental health care system preceded the ﬁrst hospitalization.
Observations with no previous exposure to violence were fully
included in the models as the reference category. Model ﬁt was
assessed through pseudo R2. All statistical analysis was done using
Statistica® (StatSoft, Version 8.0).

excluding questions about traumatizing military experiences due
to a low prevalence in the German population as well as
questions about the relationship between victim and
perpetrator as this was beyond the scope of this study. For the
survey of victimization within the mental health care system, the
Psychiatric Experiences Questionnaire (PEQ; (8)) was used in a
modiﬁed version which excluded questions about consensual
relationships with other patients or staff. Both questionnaires
were translated and retranslated by two individuals who are
ﬂuent in both English and German.
The ﬁnal questionnaire consisted of 49 items (detailed list of
items see Supplementary Table 1) of which 10 pertained to
participant characteristics, 10 assessed victimization in
participants’ personal lives, and 29 inquired about victimization
within the mental health care system which included coercive
measures and incidents that constitute a criminal offense. For
each item, participants were asked to indicate whether or not they
had ever experienced a certain event and if so, how often. They were
further asked to report when the ﬁrst and last time of this experience
took place in order to infer the temporal relationship between
exposure to the victimization event and ﬁrst hospitalization.

RESULTS
Response Rates and Participant
Characteristics
The average response rate among recruited participants across all
facilities was 44.8%. The total study sample consisted of 170
participants of which 50% were women (n=85) and 50% were
men (n=85). The average age of participants was 44.2 years (±
12.1 years) with an average duration of illness of 23.1 years (±
9.8). Psychosis (44.7%) and affective disorders (41.2%)
represented the most prevalent disorders in the study sample.
Substance use was reported signiﬁcantly more often by male
participants (27.1 vs. 10.6%, p=0.006). Participants were
hospitalized a median number of 5.0 times (IQR 2.0–10.0) and
the last hospitalization preceded the time of data collection by a
median of 2.0 years (IQR=0.8–4.0). Further details are shown in
Table 1.

Statistical Analysis and Study Variables
For descriptive purposes, we reported continuous variables as
mean and standard deviation (SD) for normally distributed
variables and as median with inter-quartile range (IQR) for
non-normally distributed variables. For categorical variables, we
reported frequencies. We applied two sample t-test to compare
numeric variables such as number of occurrences of victimization
events between female and male participants. For variables that
were not normally distributed, we applied the non-parametric
Mann-Whitney-U test. We compared categorical variables using
Pearson’s chi square test, or Fisher’s exact test if assumptions were
not met. We stratiﬁed descriptive statistics by gender. Answers
such as “I don’t know,” “prefer not to say,” or “I don’t remember”
were counted as missing observations. All results are based on
complete case analysis excluding missing observations per item.
We analyzed the association between victimization outside
and victimization within the mental health care system through
multiple logistic regression models for these main explanatory
variables: crimes against property outside (model 1); physical
violence outside (model 2); and sexual violence outside the
mental health care system (model 3). Each of these models was
calculated for ﬁve outcomes of victimization inside the mental
health care system: a) crimes against property, b) lack of privacy
and adequate nutrition, c) physical violence, d) sexual violence,
e) coercive measures, resulting in model labels 1a-e, 2a-e, and 3a-e
(see Table 4). The main explanatory and outcome variables
included in the models were created as thematic aggregate scores
of individual questionnaire items pertaining to these variables. For
better interpretability, we additionally conducted a Poisson
regression with a composite model aggregating a) to d) into one
outcome variable of victimization within the mental health care
system. The covariates and main explanatory variables remained
the same. Based on our conceptual understanding, ﬁndings in
previous literature, and exclusion of multicollinearity through
Pearson’s correlation coefﬁcient, we included the following as
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Prevalence of Victimization Outside the
Mental Health Care System for Total
Sample and Compared by Gender
The results on prevalence of victimization events outside the
mental health care system are presented in Table 2. Particularly
high proportions (more than 50% of participants had
experienced this at least once) were reported for theft (54.7%;
n=93); threat of physical violence without a weapon (70.0%;
n=119); physical violence without a weapon (51.2%; n=87); and
sexual harassment (50.6%; n=82).
A signiﬁcantly higher proportion of women reported to have
experienced sexual harassment (70.6%, n=60 vs. 25.9%, n=22 of
men; p ≤ 0.001), rape (51.2%, n=43 vs. 10.8%, n=9 of men; p ≤
0.001), and physical violence without a weapon (60.5%, n=49 vs.
44.7%, n=38 of men; p=0.04).

Prevalence of Victimization in the Mental
Health Care System for Total Sample and
Compared by Gender
Detailed results on prevalence of victimization within the mental
health care system are reported in Table 3. Three items had a
prevalence of over 50% in the total sample: being around violent
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TABLE 1 | Sociodemographic and mental health disorder-related variables in a multicenter sample of 170 people with severe mental illness.
Male (n=85)

Female (n=85)

Total (n=170)

(Mean ± SD)
44.3 ± 11.9

(Mean ± SD)
44.1 ± 12.4

(Mean ± SD)
44.2 ± 12.1

Item
Age
Diagnosis1
Psychosis
Personality disorder
Affective disorder
Substance use disorder
Other
Housing2
Independently in own home
With own family
With birth family
With host family3
Outpatient assisted living
Inpatient assisted living
Other
Nationality
German
Non-German
Dual citizenship (German + other)

n

%

n

%

n

%

41
25
30
23
9

48.2%
29.4%
35.3%
27.1%
10.6%

35
23
40
9
18

41.2%
27.1%
47.1
10.6%
21.2%

76
48
70
32
27

44.7%
28.2%
41.2%
18.8%
15.9%

26
3
3
2
26
31
4

30.6%
3.5%
3.5%
2.4%
30.6%
36.5%
4.7%

31
12
1
0
30
18
3

26.5%
14.11%
1.2%
0.0%
35.3%
21.2%
3.5%

57
15
4
2
56
49
7

33.5%
8.8%
2.4%
1.2%
32.9%
28.8%
4.1%

78
7
0

91.8%
8.2%
0.0%

78
3
3

91.8%
3.5%
3.5%
(Mean ± SD)
21.3 ± 10.4
(Median; IQR)
22.0; 18.0–32.3
5.0; 2.0–10.0
2.0; 1.0–4.0

156
10
3

91.8%
5.9%
1.8%

(Mean ± SD)
23.6 ± 9.1
(Median; IQR)
25.0; 20.0–32.8
5.0; 3.0–10.0
2.0; 0.5–4.0

Age of onset
Age at time of ﬁrst hospitalization
Number of hospitalizations
Time (in years) since last hospitalization

(Mean ± SD)
22.4 ± 9.8
(Median; IQR)
25.0; 19.0–33.8
5.0; 2.0–10.0
2.0; 0.8–4.0

1

Multiple answers were allowed for this item in order to reﬂect co-morbidity.
Multiple answers were allowed for this item, e.g., it is possible to live independently in one’s own apartment and receive outpatient assisted living support.
3
Living with host families is a form of accommodation for mentally ill available in some regions of Germany. Patients live with families that are not their own who provide shelter, food, social
support, basic care, and sometimes employment, e.g., in the form of farm work.
2

TABLE 2 | Prevalence of victimization outside of the mental health care system in a multicenter sample of 170 people with severe mental illness.
Item

Theft
Burglary
Threat of physical violence no weapon
Physical violence no weapon
Threat of violence with weapon
Violence with weapon
Violent situation with fear for life
Witness violence on another person
Sexual harassment
Rape

Male (n=85)

Female (n=85)

n

%

n

%

47
15
59
38
29
8
31
32
22
9

55.3%
17.6%
69.4%
44.7%
34.1%
9.5%
36.5%
37.6%
25.9%
10.8%

46
20
60
49
33
15
39
31
60
43

54.1%
23.8%
70.6%
60.5%
38.8%
18.3%
47.0%
36.5%
70.6%
51.2%

p male vs. female

0.88
0.32
0.04*
0.04*
0.49
0.10
0.17
0.78
≤0.001*
≤0.001*

df

1
1
1
1
1
1
1
1
1
1

Total sample (n=170)
n

%

93
35
119
87
62
23
70
63
82
52

54.7%
20.6%
70.0%
51.2%
36.5%
13.5%
41.2%
37.1%
50.6%
30.6%

* = signiﬁcant with a signiﬁcance level of p ≤ 0.05.

(n=18) reported to have experienced physical violence by staff
(other than coercive measures or having been “taken down”).
Intrusive and unwanted sexual advances were reported by
signiﬁcantly more women (32.1%; n=27) than men (10.8%; n=9;
p ≤ 0.001). Men reported signiﬁcantly higher proportions for
threat of physical violence with 43.9% (n=36) vs. 25.3% of
women (n=21, p=0.01) and strip-searched with 34.6% (n=28)
of men and 19.8% (n=16, p=0.03) of women.

or frightening patients (51.2%, n=87), badgering or name calling
by another patient (50.0%, n=85), and being committed against
own will (55.9%, n=95). Incidents which constitute a criminal
offense within the mental health care system were reported as
follows: 40.0% (n=68) reported to have experienced theft; 7.1%
(n=12) and 3.5% (n=6) reported having been sexually assaulted
by another patient or staff, respectively; 17.1% (n=29) reported to
have been physically assaulted by another patient; and 10.6%
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TABLE 3 | Prevalence of victimization within the mental health care system in a multicenter sample of 170 people with severe mental illness.
Item

Lack of proper food/nutrition
No adequate privacy
Theft
Being around violent or frightening patients
Badgering, calling names, bullying by staff
Witnessing another patient being badgered, called names, bullied by staff
Badgering, calling names, bullying by another patient
Taken down by police
Witnessing other patients being taken down by police
Taken down by staff
Witnessing another patient being taken down by staff
Threat of physical violence
Physical violence by staff
Physical violence by another patient
Witnessing physical violence by staff
Witnessing physical violence by another patient
Witnessing physical violence against staff
Intrusive and unwanted sexual advances
Sexual assault by staff
Sexual assault by another patient
Witnessing of sexual assault by staff
Witnessing sexual assault by another patient
Committed against will
Placed in seclusion against will
Put in restraints
Strip-searched
Given medication against will
Threat of medication against will as punishment
Witnessing of death of another person

Male (n=85)

Female
(n=85)

n

%

n

%

9
10
34
41
20
14
46
30
22
22
42
36
8
14
13
14
12
9
1
3
0
2
47
27
30
28
20
11
21

10.7%
11.8%
40.0%
48.2%
23.5%
16.5%
56.1%
36.6%
25.9%
27.2%
49.2%
43.9%
10.0%
16.5%
15.3%
16.5%
14.6%
10.8%
1.2%
3.7%
0.0%
2.4%
55.3%
31.8%
35.3%
34.6%
24.4%
12.9%
24.7%

4
13
34
46
21
17
39
21
18
28
41
21
10
15
13
16
17
27
5
9
3
3
48
28
34
16
30
15
20

4.8%
15.3%
40.0%
54.1%
24.7%
20.0%
46.3%
25.0%
21.2%
33.3%
48.2%
25.3%
11.9%
17.6%
15.3%
18.8%
20.2%
32.1%
6.0%
10.8%
3.6%
3.6%
65.5%
32.9%
40.0%
19.8%
35.7%
17.6%
23.5%

p male vs.
female

0.16
0.50
0.95
0.39
0.86
0.58
0.21
0.11
0.44
0.39
0.82
0.01*
0.69
0.89
0.92
0.74
0.34
≤0.001*
0.09
0.07
0.25
0.67
0.91
0.95
0.61
0.03*
0.11
0.41
0.82

df

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

Total sample
(n=170)
n

%

13
23
68
87
41
31
85
51
40
50
83
57
18
29
26
30
29
36
6
12
3
5
95
55
64
44
50
26
41

7.6%
13.5%
40.0%
51.2%
24.1%
18.2%
50.0%
30.0%
23.5%
29.4%
48.8%
33.5%
10.6%
17.1%
15.3%
17.6%
17.1%
21.2%
3.5%
7.1%
1.8%
2.9%
55.9%
32.4%
37.6%
25.9%
29.4%
15.3%
24.1%

* = signiﬁcant with a signiﬁcance level of p ≤ 0.05.

Risk Factors for Victimization Within the
Mental Health Care System

mental health care system compared to men (OR=3.09, 95%
CI=1.78, 8.11 in model 1 and OR=2.80, 95% CI=1.09, 7.18 in
model 2, respectively), while female gender was negatively
associated with coercive measures (OR=0.19, 95% CI=0.05, 0.68
in model 1 and OR=0.18, 95% CI=0.05, 0.67 in model 2). We also
found that the presence of a psychotic disorder increased odds of
lack of privacy and adequate nutrition (OR=3.05, 95% CI=1.09,
8.47) and coercive measures (OR=3.59, 95% CI=1.03, 12.58) in
model 1 and model 2 (lack of privacy and adequate nutrition:
OR=2.76, 95% CI=1.01, 7.54 and coercive measures: OR=3.55,
95% CI=1.01, 12.47). In the composite model, we aggregated
crimes against property, lack of proper nutrition and privacy,
physical violence, and sexual violence within the mental health
care system into one outcome variable. Here, we found that
psychosis remained a statistically signiﬁcant risk factor in model
1 and 3 (RR=1.37; 95% CI=1.02, 1.86 and RR=1.36; 95% CI=1.01,
1.84, respectively), while the number of hospitalizations was
signiﬁcantly associated with victimization within the mental
health care system in model 2 (RR=1.01; 95% CI=1.00, 1.01).
R2 values as a measure of model ﬁt ranged between 8 and
43%. The highest R2 value was observed for the full model with
coercive measures as outcome and sexual violence as main
explanatory variable.

In the unadjusted models, the following incidents of criminal
victimization outside were signiﬁcantly associated with subsequent
victimization within the mental health care system. Crimes against
personal property were associated with a lack of adequate privacy
and nutrition in the mental health care system (OR=2.67, 95%
CI=1.15, 6.19). Sexual violence outside was associated with sexual
violence within the mental health care system (OR=2.24, 95%
CI=1.07, 4.70) as well as with a lack of adequate privacy and
nutrition (OR=2.33, 95% CI=1.05, 5.17). When adjusting for all
covariates (age, gender, living situation, psychotic disorder,
substance use, victimization in childhood and youth, duration of
illness, and number of hospitalizations), the associations between
victimizations outside and those within the mental health care
system did not remain statistically signiﬁcant. Signiﬁcant
associations with the outcomes of different victimization events
in the mental health care system were observed for several
covariates. Detailed results are depicted in Table 4 (to increase
readability, we omitted covariates that were not signiﬁcantly
associated with any of the outcomes but were controlled for in
the full models). To highlight a few signiﬁcant ﬁndings: women
have higher odds to become victims of sexual violence in the
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Outcomes (within the mental health care system)
a) Crimes against property

Unadjusted OR
(95% CI)

1

Adjusted OR
(95% CI)

b) Lack of privacy and adequate
nutrition1
Unadjusted OR
(95% CI)

6

Model 1 (crimes against property outside of the mental health care system)*
Crimes against property2
2.09 (1.01, 4.30)
1.69 (0.70, 4.10)
2.67 (1.15, 6.19)
(reference: no)
Age (continuous)
0.96 (0.91, 1.00)
Gender (reference: male)
0.87 (0.39, 1.97)
Psychotic disorder
1.63 (0.73, 3.66)
(reference: no)
Victimization in childhood
1.49 (0.58, 3.89)
and youth (reference: no)
Duration of illness
1.03 (0.99, 1.08)
(continuous)
Model 2 (physical violence outside of the mental health care system)**
Physical violence2
1.37 (0.74, 2.55)
0.74 (0.27, 2.00)
1.23 (0.56, 2.71)
(reference: no)
Age (continuous)
0.96 (0.91, 1.00)
Gender (reference: male)
0.80 (0.36, 1.78)
Psychotic disorder
1.54 (0.69, 3.44)
(reference: no)
Victimization in childhood
1.92 (0.68, 5.44)
and youth (reference: no)
Duration of illness
1.02 (0.99, 1.05)
(continuous)
Number of
1.02 (0.99, 1.05)
hospitalizations
(continuous)
Model 3 (sexual violence outside of the mental health care system)***
Sexual violence2
1.33 (0.70, 2.55)
1.19 (0.46, 3.08)
2.33 (1.05, 5.17)
(reference: no)
Age (continuous)
0.95 (0.91, 1.00)
Psychotic disorder
1.60 (0.71, 3.62)
(reference: no)
Duration of illness
1.03 (0.99, 1.08)
(continuous)
Number of
1.02 (0.99, 1.05)
hospitalizations
(continuous)

c) Physical violence1

d) Sexual violence1

e) Coercive measures1

Adjusted OR
(95% CI)

Unadjusted OR
(95% CI)

Adjusted OR
(95% CI)

Unadjusted OR
(95% CI)

Adjusted OR
(95% CI)

Unadjusted OR
(95% CI)

Adjusted OR
(95% CI)

2.20 (0.76, 6.39)

1.98 (0.86, 4.51)

2.86 (0.97, 8.33)

1.47 (0.65, 3.33)

1.73 (0.64, 4.67)

1.05 (0.46, 2.38)

1.30 (0.35, 4.81)

0.95 (0.89, 1.00)
1.27 (0.46, 3.53)
3.05 (1.09, 8.47)

1.01 (0.96, 1.06)
1.24 (0.47, 3.26)
2.15 (0.84, 5.52)

1.00 (0.95, 1.05)
3.09 (1.78, 8.11)
1.48 (0.59, 3.72)

0.87 (0.80, 0.94)
0.19 (0.05, 0.68)
3.59 (1.03, 12.58)

3.02 (0.71, 12.8)

0.78 (0.25, 2.41)

1.38 (0.45, 4.26)

0.11 (0.02, 0.71)

1.05 (0.99, 1.11)

0.98 (0.94, 1.03)

0.99 (0.95, 1.04)

1.22 (1.11, 1.34)

0.41 (0.12, 1.39)

1.22 (0.64, 2.32)

0.85 (0.27, 2.67)

1.20 (0.58, 2.48)

0.66 (0.21, 2.05)

1.00 (0.50, 1.99)

1.40 (0.30, 6.48)

0.95 (0.89, 1.01)
1.11 (0.40, 3.04)
2.76 (1.01, 7.54)

1.01 (0.96, 1.06)
0.96 (0.38, 2.39)
1.92 (0.77, 4.80)

1.00 (0.95, 1.05)
2.80 (1.09, 7.18)
1.38 (0.56, 3.43)

0.87 (0.80, 0.94)
0.18 (0.05, 0.67)
3.55 (1.01, 12.47)

5.56 (1.12, 27.68)

1.12 (0.36, 3.50)

1.87 (0.55, 6.36)

0.11 (0.02, 0.71)

1.04 (0.97, 1.10)

0.98 (0.94, 1.03)

0.98 (0.94, 1.03)

1.22 (1.11, 1.34)

1.03 (0.99, 1.06)

1.13 (1.03, 1.25)

1.02 (0.99, 1.04)

Not measured3

2.36 (0.71, 7.81)
0.93 (0.87, 0.99)
3.23 (1.14, 9.15)

0.96 (0.49, 1.89)

0.79 (0.27, 2.32)
1.01 (0.96, 1.06)
1.86 (0.74, 4.69)

2.24 (1.07, 4.70)

1.41 (0.48, 4.16)

0.54 (0.27, 1.11)
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TABLE 4 | Adjusted and unadjusted logistic regression models of risk factors for victimization within the mental health care system in a multicenter sample of 170 people with severe mental illness.

0.62 (0.15, 2.54)

0.99 (0.95, 1.05)
1.48 (0.59, 3.74)

0.88 (0.81, 0.95)
2.63 (0.72, 9.59)

1.05 (0.99, 1.12)

0.98 (0.94, 1.03)

0.99 (0.95, 1.04)

1.17 (1.07, 1.28)

1.02 (0.99, 1.06)

1.13 (1.03, 1.25)

1.02 (0.99, 1.04)

Not measured3

1

Inside the mental health care system.
Outside of the mental health care system.
3
Not measured due to too small of an n in at least one of the ﬁelds of the contingency table.
*R2Model 1a=0.08; R2Model 1b=0.16; R2Model 1c=0.17; R2Model 1d=0.09; R2Model 1e=0.40.
**R2Model 2a=0.08; R2Model 2b=0.16; R2Model 2c=0.15; R2Model 2d=0.08; R2Model 2e=0.40.
***R2Model 3a=0.08; R2Model 2b=0.16; R2Model 3c=0.15; R2Model 3d=0.08; R2Model 3e=0.43.
2

Victimization of People With Severe Mental Illness

September 2020 | Volume 11 | Article 563860

Rossa-Roccor et al.

Victimization of People With Severe Mental Illness

health care facilities also operate at or beyond capacity which
may also contribute to a lack of privacy. Finally, duration of
illness and number of hospitalizations were signiﬁcantly
associated with coercive measures and physical violence,
respectively. Both are likely connected to victimization through
unmeasured factors such as symptom severity and chronicity (6).
It is worth noting that in our study sample living situation did
not seem to play a signiﬁcant role in predicting victimization in
the mental health care system. This seems contrary to an
extensive body of literature that describes housing as an
important risk factor for victimization (25, 26). However, our
study sample was recruited from individuals who live in
Germany where people tend to receive more continuous
mental health care and social security services. None of our
participants were therefore vulnerably housed and 61.8% lived
in some form of assisted living arrangement. In addition,
although the data collected in this study focuses on patientrelated characteristics only, however, this is not to suggest that
victimization occurs solely based on factors related to the patient
but is likely dependent on external factors such as the type of
facility, disorders present among other patients, and factors that
inﬂuence staff behavior such as workload or de-escalation
training. Finally, it is worth pointing out that, despite the high
prevalence of victimization events reported in this sample,
merely n=6 (3.5%) of participants reported to suffer from or
have been diagnosed with posttraumatic stress disorder (PTSD).
This may be due to a negligence of exploring PTSD in people
with severe mental illness in clinical practice. Given that a large
proportion of patients has likely suffered from some, if not
severe, forms of victimization, an increased attention to
exploring PTSD as a possible co-morbidity in this patient
population may be indicated.

DISCUSSION
Interpretation
This study shows a high prevalence of victimization among
people with severe mental illness. The results conﬁrm previous
ﬁndings on victimization of people with mental illness (2–5)
while they contribute a more detailed picture by combining
violent and non-violent victimization outside and within the
mental health care system within the same study population. To
the best of our knowledge, there is only one previous study that
assessed criminal offenses against patients within the mental
health care setting. The authors reported incidents such as
physical or sexual assault by another patient or staff and
highlighted that although these events were reported by less
than 10% of the participants, they were indeed highly distressing
and have the potential to extremely impact the individual’s
further trajectory, trust in the mental health care system, and
quality of life (8). Although the prevalence of these experiences in
our sample was similarly low, the mere occurrence of criminal
offenses conducted by other patients and particularly by staff in
psychiatric care—an environment where individuals are highly
vulnerable and rightfully expect to be in a safe environment—
give reason to be alert.
We hypothesized that exposure to victimization outside may
be associated with increased reports of victimization within the
mental health care system. While this was true for the unadjusted
association in this study, none of the relationship between the
exposures outside the mental health care system and those within
remained signiﬁcant once we controlled for covariates. Several of
these covariates were signiﬁcantly associated with victimization
within the mental health care system in the full models and
conﬁrm previous studies. Female gender was strongly associated
with sexual violence. This association has been described
extensively in the literature on victimization of people with
mental health disorders (3, 7, 23) and can also be seen in the
general population, although women with severe mental illness
are more likely to become the victim of sexual violence than
women in the general population (7). Psychotic disorder as a risk
factor for coercive measures is a well-known phenomenon (20,
24), although its association with other victimization events
within the mental health care system has not previously been
assessed. This may add to the conceptualization of this particular
group being highly vulnerable for victimization, even within the
mental health care system. However, it is also possible that this
may be reported more often among this population due to
underlying symptoms such as paranoia. We observed high
odds for those who experience childhood trauma for lack of
privacy and adequate nutrition in only one model (physical
violence), although this observation must be interpreted with
caution due to a large 95% CI. Importantly, a perceived lack of
adequate privacy and nutrition may vary widely not only due to
the symptoms of the patients but also due the type of facility (e.g.,
outpatient vs. inpatient) and treatment received. For example,
the standard treatment of substance use often involves intensive
monitoring and can be perceived as a severe intrusion of privacy
—potentially meaning that clinicians may need to more carefully
consider whether these measures are justiﬁed. Many mental
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Strengths and Limitations
Limitations of this study are inherent to the cross-sectional study
design which does not allow for conclusions about causal
pathways. We made an effort to partially attenuate this
concern by introducing a temporal sequence—the analysis
included only observations of exposure to violence outside the
mental health system when at least one event preceded the ﬁrst
hospitalization. The relatively poor model ﬁt of some of the
models in this study indicates a more complex relationship
between potential risk factors and victimization with the mental
health care system and the presence of unmeasured factors. Both
the relatively small sample size (n=170) and selection bias may
present a limitation to the generalizability of the results. For
example, it is possible that only individuals who had suffered a
disproportionate amount of victimization chose to participate in
the study in order to be able to share their experiences. As a nonrandom sampling strategy was used, there is likely some variability
in the sociodemographic variables between the study sample and
the general population of people with severe mental illness.
However, this sampling strategy was chosen in order to obtain a
study sample that is representative in terms of their illness-related
functioning. Participants were recruited from facilities which
service patients and clients who receive beneﬁts according to
Germany’s social security code XII which, per deﬁnition, is only
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and for long periods of time dependent on psychiatric care, this is
an important component of trauma history. Although we based
our models on existing literature and a conceptual understanding,
the model ﬁt of some of the herein presented results is relatively
poor pointing at more complex underlying pathways. More factors
such as socioeconomic status or vulnerable housing may be taken
into consideration. Furthermore, it is important to investigate nonpatient related factors such as types of facilities (e.g., acute care vs.
outpatient care) or perpetrator-related characteristics to ensure
that victimization is not considered solely based on the patients’
characteristics. It would be informative to explore mediating
pathways between lifetime exposure to victimization and
victimization that happens speciﬁcally within mental health care
facilities. Finally, future research may focus on protective factors to
inform clinicians about approaches to preventing victimization and
traumatization of patients.

granted to individuals with severe limitations of their functionality.
This approach made it possible to recruit a group of severely disabled
participants who lived in a wide range of different living conditions
in the care of 20 different facilities in ten counties and allowed us to
depart from the narrow diagnosis-related deﬁnition of severe mental
illness, which is generally deﬁned as having schizophrenia, bipolar
disorder, or major depression. The use of self-reported data limits the
reliability of the results and further introduces an information bias.
Details about quantity and time of certain experiences are subject to
recall bias and can certainly only represent individual estimates.
Indeed, we observed a high proportion of missing data and a wide
variation in answers with regards to the frequency of occurrences of
certain events. This compelled us to conceptualize the outcome
variables as dichotomous (i.e., yes/no) rather than count variables
which would have rendered a more detailed picture of the individual
victimization events. In addition, certain psychopathologies such as
delusion can further skew an individual’s answers to the survey
questions. However, we believe that the wide heterogeneity of
participants and the considerable average timely distance to the
last hospitalization with acute symptoms minimizes this bias.
Further limitations to the study were caused by the use of a survey
that was not previously tested for validity or reliability; however, the
survey was meant to primarily assess prevalence rather than measure
psychological factors.
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The results of this study are preliminary. Further research is
certainly indicated to paint a more complete picture of risk factors
contributing to victimization experiences, especially with respect to
the occurrence of criminal offenses within the mental health care
system. Given that many people with severe mental illness are often

The studies involving human participants were reviewed and
approved by Ethics commission of Ulm University (Ethikkommission
der Universitaet Ulm). The participants provided their written
informed consent to participate in this study.

AUTHOR CONTRIBUTIONS
VR-R: Conceptualization, methodology, validation, support in
formal analysis, investigation, writing —original draft. PS:
methodology, validation, formal analysis lead, writing—review
and editing. TS: Conceptualization, methodology, validation,
writing—review and editing, supervision.

SUPPLEMENTARY MATERIAL
The Supplementary Material for this article can be found online at:
https://www.frontiersin.org/articles/10.3389/fpsyt.2020.563860/
full#supplementary-material
3. Kamperman AM, Henrichs J, Bogaerts S, Lesaffre EM, Wierdsma AI,
Ghauharali RR, et al. Criminal victimisation in people with severe mental
illness: a multi-site prevalence and incidence survey in the Netherlands. PloS
One (2014) 9(3). doi: 10.1371/journal.pone.0091029
4. Khalifeh H, Moran P, Borschmann R, Dean K, Hart C, Hogg J, et al. Domestic
and sexual violence against patients with severe mental illness. Psychol Med
(2015) 45(4):875–86. doi: 10.1017/S0033291714001962
5. Latalova K, Kamaradova D, Prasko J. Violent victimization of adult patients
with severe mental illness: a systematic review. Neuropsychiatr Dis Treat
(2014) 10:1925. doi: 10.2147/NDT.S68321

REFERENCES
1. Bhavsar V, Dean K, Hatch SL, MacCabe JH, Hotopf M. Psychiatric symptoms
and risk of victimisation: a population-based study from Southeast London.
Epidemiol Psychiatr Sci (2019) 28(2):168–78. doi: 10.1017/S2045796018000537
2. Dean K, Laursen TM, Pedersen CB, Webb RT, Mortensen PB, Agerbo E. Risk
of being subjected to crime, including violent crime, after onset of mental
illness: a Danish National Registry study using police data. JAMA Psychiatry
(2018) 75(7):689–96. doi: 10.1001/jamapsychiatry.2018.0534

Frontiers in Psychiatry | www.frontiersin.org

8

September 2020 | Volume 11 | Article 563860

Rossa-Roccor et al.

Victimization of People With Severe Mental Illness

18. Walker HE, Freud JS, Ellis RA, Fraine SM, Wilson LC. The prevalence of
sexual revictimization: a meta-analytic review. Trauma Violence Abuse (2019)
20(1):67–80. doi: 10.1177/1524838017692364
19. Scoglio AA, Kraus SW, Saczynski J, Jooma S, Molnar BE. Systematic review of
risk and protective factors for revictimization after child sexual abuse. Trauma
Violence Abuse (2019) 1524838018823274. doi: 10.1177/1524838018823274
20. Steinert T, Schmid P, Bergbauer G. History of trauma in people with
schizophrenia predicts need for seclusion and restraint. J Clin Psychiatry
(2006) 67(6):995. doi: 10.4088/JCP.v67n0619a
21. Resnick HS. Psychometric review of Trauma Assessment for Adults (TAA).
In: Measurement of Stress, Trauma, and Adaptation. Lutherville, MD: Sidran
Press (1996).
22. Silver E, Arseneault L, Langley J, Caspi A, Mofﬁtt TE. Mental disorder and
violent victimization in a total birth cohort. Am J Public Health (2005) 95
(11):2015–21. doi: 10.2105/AJPH.2003.021436
23. Brunette MF, Drake RE. Gender differences in patients with schizophrenia
and substance abuse. Compr Psychiatry (1997) 38(2):109–16. doi: 10.1016/
S0010-440X(97)90090-0
24. Simpson SA, Joesch JM, West II, Pasic J. Risk for physical restraint or
seclusion in the psychiatric emergency service (PES). Gen Hosp Psychiatry
(2014) 36(1):113–8. doi: 10.1016/j.genhosppsych.2013.09.009
25. Buhrich N, Hodder T, Teesson M. Lifetime prevalence of trauma among
homeless people in Sydney. Aust NZ J Psychiatry (2000) 34(6):963–6. doi:
10.1080/000486700270
26. White MC, Chafetz L, Collins-Bride G, Nickens J. History of arrest,
incarceration and victimization in community-based severely mentally ill.
J Community Health (2006) 31(2):123–35. doi: 10.1007/s10900-005-9005-1

6. Maniglio R. Severe mental illness and criminal victimization: a systematic review.
Acta Psychiatr Scand (2009) 119(3):180–91. doi: 10.1111/j.1600-0447.2008.01300.x
7. Khalifeh H, Dean K. Gender and violence against people with severe mental illness.
Int Rev Psychiatry (2010) 22(5):535–46. doi: 10.3109/09540261.2010.506185
8. Frueh BC, Knapp RG, Cusack KJ, Grubaugh AL, Sauvageot JA, Cousins VC,
et al. Special section on seclusion and restraint: patients’ reports of traumatic
or harmful experiences within the psychiatric setting. Psych Serv (2005)
56:1123–33. doi: 10.1176/appi.ps.56.9.1123
9. Cohen LJ. Psychiatric hospitalization as an experience of trauma. Arch
Psychiatr Nurs (1994) 8(2):78–81. doi: 10.1016/0883-9417(94)90037-X
10. Steinert T, Birk M, Flammer E, Bergk J. Subjective distress after seclusion or
mechanical restraint: one-year follow-up of a randomized controlled study.
Psych Serv (2013) 64(10):1012–7. doi: 10.1176/appi.ps.201200315
11. Wallsten T, Kjellin L, Lindström L. Short-term outcome of inpatient
psychiatric care—impact of coercion and treatment characteristics. Soc
Psychiat Epidemiol (2006) 41(12):975–80. doi: 10.1007/s00127-006-0131-6
12. Seedat S, Stein MB, Oosthuizen PP, Emsley RA, Stein DJ. Linking
posttraumatic stress disorder and psychosis: a look at epidemiology,
phenomenology, and treatment. J Nerv Ment Dis (2003) 191(10):675–81.
doi: 10.1097/01.nmd.0000092177.97317.26
13. Desmarais SL, Van Dorn RA, Johnson KL, Grimm KJ, Douglas KS, Swartz
MS. Community violence perpetration and victimization among adults with
mental illnesses. Am J Public Health (2014) 104(12):2342–9. doi: 10.2105/
AJPH.2013.301680
14. Johnson KL, Desmarais SL, Van Dorn RA, Grimm KJ. A typology of community
violence perpetration and victimization among adults with mental illnesses. J
Interp Violence (2015) 30(3):522–40. doi: 10.1177/0886260514535102
15. Choe JY, Teplin LA, Abram KM. Perpetration of violence, violent
victimization, and severe mental illness: balancing public health concerns.
Psych Serv (2008) 59(2):153–64. doi: 10.1176/ps.2008.59.2.153
16. Anderson F, Howard L, Dean K, Moran P, Khalifeh H. Childhood
maltreatment and adulthood domestic and sexual violence victimisation
among people with severe mental illness. Soc Psychiatry Psychiatr Epidemiol
(2016) 51(7):961–70. doi: 10.1007/s00127-016-1244-1
17. Morgan VA, Morgan F, Galletly C, Valuri G, Shah S, Jablensky A.
Sociodemographic, clinical and childhood correlates of adult violent victimisation
in a large, national survey sample of people with psychotic disorders. Soc Psychiatry
Psychiatr Epidemiol (2016) 51(2):269–79. doi: 10.1007/s00127-015-1155-6

Frontiers in Psychiatry | www.frontiersin.org

Conﬂict of Interest: The authors declare that the research was conducted in the
absence of any commercial or ﬁnancial relationships that could be construed as a
potential conﬂict of interest.
Copyright © 2020 Rossa-Roccor, Schmid and Steinert. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (CC BY).
The use, distribution or reproduction in other forums is permitted, provided the
original author(s) and the copyright owner(s) are credited and that the original
publication in this journal is cited, in accordance with accepted academic practice. No
use, distribution or reproduction is permitted which does not comply with these terms.

9

September 2020 | Volume 11 | Article 563860

