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Psychotic disorders often have been linked with violence.
However, studies have shown that people with a psychotic
disorder are more often victim than perpetrator of violence.
The objective of this meta-analysis was to review preva-
lence rates for different types of victimization and to iden-
tify risk factors associated with victimization. Based on a
search in MEDLINE, PsycINFO, and Web of Science,
27 studies were found with samples consisting of adults
with a psychotic disorder and possible victimization occur-
ring during adulthood and data on “violent victimization,”
“sexual victimization,” “non-violent victimization,” and/or
“victimization not otherwise specified.” The median prev-
alence rate for violent victimization was 20%, for sexual
victimization 20%, nonviolent victimization 19%, and for
victimization not otherwise specified 19%. Victimization
rates were approximately 4-6 times higher than in the ge-
neral community. Meta-analyses showed the following
significant risk factors: delusion (OR = 1.69), hallucina-
tions (OR = 1.70), manic symptoms (OR = 1.66), drugs
(OR = 1.90) or alcohol abuse (OR = 2.05), perpetration
of a crime (OR = 4.33), unemployment (OR = 1.31), and
homelessness (OR = 2.49). Other risk factors like previous
victimization, impaired social functioning, personality dis-
order, and living in a disadvantaged neighborhood were
found only in 1 or 2 studies. Based on the results, we con-
clude that, depending on the examined time period, 1 in 5
(assessment period <3 y) or 1 in 3 (assessment period entire
adulthood) people with a psychotic disorder was victim of
a crime. Clinical, behavioral, and sociodemographic fac-
tors were significantly associated with victimization, as
well as previous victimization. Prospective research into

risk factors is needed to capture causal trajectories of
victimization.

Key words: schizophrenia/mental illness/victim/trauma/
violence/meta-analysis

Introduction

People with a psychotic disorder are often perceived as
dangerous and regularly associated with violent beha-
vior by the public.!* Although in some situations, psy-
chotic symptoms are significantly associated with violent
behavior,® the majority of people with psychosis never
expresses violent behavior.* In reality, people with severe
mental illness are more commonly victim than perpe-
trator of violence.” Compared with the general popula-
tion, victimization rates for people with a severe mental
illness are found to be 2 to more than a hundred times
higher.® It is apparent that victimization prevalence rates
vary widely between studies, partly due to methodolog-
ical differences, especially questionnaire design and inter-
view mode, and/or differences in sample characteristics.®’
Nevertheless, the picture that emerges from the literature
is altogether grim: there is a high risk of victimization for
people with a psychotic disorder.®®

Why do people with a psychotic disorder have an
increased risk of becoming victimized? The Lifestyle
and Routine Activity Theory (L-RAT), which is an inte-
gration of the routine activity and the lifestyle-exposure
theory,!®!! provides a theoretical framework for the ele-
vated victimization risks.!> According to L-RAT, there
are 3 important elements for a criminal event to occur:

© The Author(s) 2018. Published by Oxford University Press on behalf of the Maryland Psychiatric Research Center.
All rights reserved. For permissions, please email: journals.permissions@oup.com
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there has to be a motivated offender, a suitable target, and
lack of a capable guardian.'® In line with this reasoning,
routine activities and/or lifestyles that exposes people to
high-risk places and people, during times when there is
a lack of security or social guardianship to prevent the
crime, increase the risk of becoming a victim, especially
when one is an attractive target.!"'* Target attractiveness
depends on the characteristics of the victim that may
arouse the offenders’ anger or for instance the expecta-
tion that the victim will not be resistant to an attack.'

In addition, it has been suggested that clinical factors
such as positive symptoms could make people with psy-
chotic disorders more vulnerable to victimization.'>!® The
same holds for other clinical factors, such as dysfunc-
tional personality traits,'” which are frequently present in
this population. Maybe these clinical factors contribute to
the attractiveness of this group of people as a target. For
instance, some symptoms may arouse anger in a potential
offender or people may seem less resistant to an attack.
Behavior that stems from addiction, which is more com-
mon in people with a psychotic disorder, is also related to
victimization.'® as they expose substance abusers to dan-
gerous situations with potential offenders. In addition,
L-RAT stresses the role of sociodemographic factors that
can play a role in victimization when they increase prox-
imity to offenders, and target attractiveness and decrease
the chances for adequate guardianship.'®* For instance,
people with a psychotic disorder are more likely to live
in socially disorganized neighborhoods with higher crime
rates,”! and have a greater risk of being single, homeless,
and/or unemployed, compared with the general popula-
tion.”* Also, victimological research has shown that neg-
ative life events such as previous victimization® increase
victimization risk either because the former victims still
carry known risk characteristics, or because previous in-
volvement in victimization has increased one’s vulnera-
bility. The phenomenon of revictimization is known to be
most pronounced among high-risk groups.*

Although these risk analyses confirm that people with
psychosis may for various reasons have a greater possi-
bility to be confronted with violence, to date, no compre-
hensive review of both prevalence rates and risk factors
for this group is available. The objective of this study is
to review the prevalence rates for violent, nonviolent, and
sexual victimization because these rates have been reported
to be higher in people with a psychotic disorder than in
people from the general population. We have chosen to
narrow down the focus on adulthood victimization be-
cause psychosis is rare in children, and the type and con-
text of victimization as well as potential risk factors can
be different during childhood."® For example, childhood
victimization is related to factors such as family stress,
young maternal age, large family size, and poverty.?>% It
is likely that because people age and become more inde-
pendent of their family, other factors could play a role.

Victimization and Psychosis: Review and Meta-analysis

We expect that clinical, behavioral, sociodemographic
factors and negative life experiences that can be related
to the L-RAT (in which a suitable target get exposed to
a motived offender in the absence of capable guardians),
will be associated with victimization.

Methods

Search Strategy and Procedure

A search was performed in 3 bibliographic databases:
MEDLINE, PsycINFO, and Web of Science. The fol-
lowing terms were applied: victimization, victimization
or victim* in combination with schizophrenia, schizo-
phreniform, psychosis, psychoses, or psychotic. Hits were
independently reviewed by B.V. and S.N. A secondary
search of reference lists was performed. Abstracts and
full texts were screened to determine whether inclusion
criteria were met. In case of inconsistency between raters,
consensus was reached through discussion.

Inclusion and Exclusion Criteria

Studies were included if: (1) all participants were 18 years
or older and had a diagnosis in the psychosis spectrum
according to DSM-5, DSM-1V, DSM-III-R, or ICD crite-
ria, (2) prevalence rates or risk factors of victimization were
reported, (3) victimization took place during adulthood, (4)
the time frame over which victimization was measured was
mentioned, and (5) published in English in a peer reviewed
journal. In case of missing information, the corresponding
author was contacted. In case of multiple publications on a
single data set, the paper with the largest sample size or the
longest examined time frame was included.

Categorization of Victimization, Prevalence Rates, and
Risk Factors

In this article, victimization is defined as an event in which
an individual is the target of a criminal act by another indi-
vidual.”” For the purpose of this review, 4 categories of vic-
timization were distinguished based on frequently used
victimization types although some overlap could not be
avoided. “Violent victimization” consists of crimes that
involve physical violence, threats with a weapon, robbery,
mugging, assault, and sexual victimization. When studies
reported results for sexual offences such as forced sexual pen-
etration, sexual touch without consent, or sexual harassment,
these were placed in the category “sexual victimization.”
“Nonviolent victimization” contains crimes without physical
contact including threats, theft of property or money, bur-
glary, identity theft, and fraud. Studies that did not differen-
tiate between victimization types, or that gave a total score
based on more than 1 type were placed in a fourth category,
“victimization not otherwise specified (NOS).” Because vic-
timization chance inevitably increases with time, studies were
arranged by the length of the examined time frame.
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The risk factors are divided into 4 categories. First is the
“clinical risk factors”; this is a broad category as we want
to explore all possible clinical characteristics that are asso-
ciated with victimization. The category consists of posi-
tive, negative, and general symptoms; comorbidity; affect
related symptoms; treatment-related factors; and diagnosis.
Apart from this we categorized the following 3 risk factors
that are not specific for psychosis based on examination of
previous victimization studies®?: behavioral risk factors
like substance abuse and being a perpetrator of a crime;
sociodemographic risk factors, such as age, gender, ethnic-
ity, education level, living situation, income, and social con-
tacts; and as a fourth category, “negative life experiences”
such as previous victimization and childhood abuse.

Quality Appraisal

The quality of the included studies was assessed with
the Newecastle-Ottawa Quality Assessment Scale for
Observational Non-randomized Studies.” A modified
version for cross-sectional studies was used. A total
of 10 points could be allocated to the following cat-
egories: selection (representative of the sample, sample
size, nonrespondents, and ascertainment), comparabil-
ity (controlled for confounding factors), and outcome
(assessment and statistics). Studies that scored above the
median were considered high-quality studies.* All studies
were assessed by the authors B.V. and S.N.

Meta-analysis of the Risk Factors

Risk factors that were addressed by 3 or more studies
were included in a meta-analysis. For the purpose of this
analysis victimization was considered to be a dichoto-
mous variable, and ORs were used as an effect size.’!

A random effects model was chosen because we expected
systematic heterogeneity among studies due to differ-
ences in the definition of victimization, methodology, and
sample characteristics.’> When frequencies were reported,
the Mantel-Haenszel (M-H) method recommended by
Cochrane collaboration was used.*® With no frequen-
cies available, or combined continuous and categorical
independent variables, the generic Inverse Variance (IV)
method with LogOR and SE was used,* and OR and
CIs 95% were converted to logORs and their SE. In case
of reported ¢ test, first Cohen’s d was calculated using
software developed by Wilson (2001) and subsequently
converted to log-transformed ORs and SE.* In case of
more than 1 OR for a single risk factor, the subcatego-
ries were divided into 2 groups and a new OR was calcu-
lated. Heterogeneity between studies was measured using
Higgins I>. Heterogeneity around 25%, 50%, and 75%
was interpreted as low, moderate, and high values, respec-
tively.>* The meta-analyses were performed with Review
Manager 5.3 (version 5.3.5) developed by the Cochrane
collaboration.’** ORs ranging from 1.0 to 1.5 were con-
sidered as a weak association, OR between 1.6 and 2.5 as
moderate, and ORs between 2.6 and 9.9 as strong.*’

Publication Bias and Sensitivity Analysis

When more than 10 studies were available for 1 risk factor,
possible publication bias was evaluated by examination
of funnel plots.® A sensitivity analysis was performed by
repeating the meta-analyses while excluding all the stud-
ies one by one. If this had a considerable effect on heter-
ogeneity or level of significance, the study was removed
from the final analysis. This was based on consensus of
the authors B.V., J.B., and G.P.

PubMed
(n=849)

PsycINFO
(n=1267)

Web of
Science
(n=963)

Articles identified and screened for
retrieval n=3079

v

Secondary search of

Articles retrieved for
more detailed
evaluation n=2343

Duplicates
n=736

Articles excluded on

basis of title and/or

referrel:zze7 lists J XV abstract
(" ) n=2217
Full text screening
n=132
\ J

Articles excluded because
inclusion criteria were not

fulfilled n=105

Articles included

n=27

Fig. 1. Summary of study selection.
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Results

The search and cross-reference check yielded 3126 records
(figure 1), of which 27 studies fulfilled the inclusion cri-
teria and were included. Of these 27 studies, 26 stud-
ies reported prevalence rates and 19 studies addressed
potential risk factors. Because Fortugno et al®* presented
different results for an English, and European sample,
outcomes of the two samples were included separately.
Twenty-four studies were published after 2000, with 15
published in the past decade (2007 to June 2017).

Ten studies were performed in the United States, 12 in
Europe, 3 in Australia, 1 in New Zealand, 1 in Taiwan,
and 1 in Nigeria. With the exception of 4 studies, which
included only female patients, more male patients were
included (mean 61%). The mean age was 38 years and the
examined time frame ranged from 1 month to the entire
adulthood. The 1-year time frame was most common,
applied in 12 studies. Assessments were done with (struc-
tured) interviews or self-report questionnaires. Only 3
studies applied the same assessment method, the Lehman
Quality of Life Interview.!'>1640

Prevalence Rates

The victimization prevalence rate varies widely, partly
due to variation in length of the examined time period
(table 1). In studies with time frames of maximum 3 years,
the median prevalence rates for the victimization catego-
ries showed a higher degree of similarity. Within this time
frame, 20% of the participants reported violent victimiza-
tion (k = 13, range 4-51), 19% nonviolent victimization
(k =7, range 8-23), and 19% of the participants reported
victimization in the not otherwise specified (NOS) cate-
gory (k = 10, range 8-43). Sexual victimization in the pre-
vious year was assessed by 2 studies and reported by 15%
and 24% of the participants. When entire adulthood was
examined, violent victimization had the highest median
prevalence rate with 66% (k = 4, range 42-82). Nonviolent
victimization had a prevalence rate of 39% (k = 1), and
sexual victimization 27% (k = 6, range 15-59).

Meta-analysis of the Risk Factors Associated With
Victimization

Table 2 shows the results of the meta-analyses and fig-
ure 2 shows a model of some of the important signifi-
cant risk factors. Seventeen “sociodemographic” factors
and 58 “clinical” factors were examined. Twenty-four
potential risk factors were eligible for meta-analyses. One
study"’® could not be included in the meta-analysis because
there was insufficient available statistical information.
Forest plots of the meta-analyses can be found in the
supplementary material. No test for publication bias
was performed, due to an insufficient number of stud-
ies. Due to the moderate and high heterogeneity between
studies, funnel plots could be misleading.*! The quality

Victimization and Psychosis: Review and Meta-analysis

assessment showed that 4 studies were of low quality
(median = 5, range = 3-7, see supplementary material)
due to a small sample size or limited representativeness
(eg, only females, exclusion of substance misuse and
inclusion of comorbid substance abuse) of the sample.
Sensitivity analysis showed that exclusion of low-quality
studies in the meta-analysis revealed no substantial dif-
ferences in ORs. Only 1 low-quality study by Hacioglu
et al** had a considerable effect on heterogeneity (2 61%
vs I* 0) of the education level analysis, and was for this
reason excluded from this meta-analysis.

Clinical Factors

Overall Symptoms and Chronicity. The meta-analysis
showed no significant association between victimization
and chronicity or worse outcome. Six studies found a trend
or a significant association with longer duration of the ill-
ness, whereas in 2 studies shorter duration was significantly
related to victimization. Furthermore, there was no asso-
ciation between higher overall symptoms score and vic-
timization. Two studies found such an association only on
bivariate level. There was also no association found between
global functioning and victimization, neither in this meta-
analysis, nor in the 3 studies separately.

Positive Symptoms.  One study found an association on
bivariate level between general level of positive symp-
toms and victimization. However, meta-analysis showed
only a weak, insignificant association (P =.08). Meta-
analysis showed a moderate relationship with hallucina-
tion (OR =1.70, P <.001), as was the case on bivariate
level in 2 of the individual studies. Furthermore, a meta-
analysis showed a significant association between delu-
sion and victimization (OR = 1.69, P <.01). Two studies
found a significant relationship on bivariate level.

Negative Symptoms. The meta-analysis regarding nega-
tive symptoms showed no significant association between
negative symptoms and victimization. Only one study
found a significant association between negative symp-
toms and lower victimization prevalence rate.

Affect-Related Symptoms. Three studies revealed a
significant relationship between manic symptoms and
victimization, with 2 on multivariate level. Accordingly,
meta-analysis revealed that this association was moder-
ate (OR = 1.66, P <.01). Meta-analysis showed no signif-
icant association between victimization and depression.
One study found a significant association on bivariate
level.

Treatment Related. No significant association was found
between past hospitalization and victimization, neither in
this meta-analysis, nor in the individual studies.

Diagnosis. Meta-analysis did not show a significant
association between type of psychotic disorder and
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Table 2 Meta-analysis of the risk factors associated with victimization

Risk factors Studies £ Victimized N Total N Random OR (95% CI) V4 12 (%) p

Clinical factors

Higher overall symptoms score 3 248 1474 1.03 (0.98-1.08) 1.11 86 0.27
Longer duration/worse outcome 8 967 6219 1.19 (0.88-1.63) 1.12 64 0.26
Lower global functioning 3 383 2841 1.11 (0.85-1.44) 0.75 42 0.46
Higher positive symptoms score 4 370 1916 1.23 (0.97-1.55) 1.74 87 0.08
Delusion 3 344 1678 1.69 (1.16-2.46) 2.76 60 <0.01
Hallucinations 4 437 2466 1.70 (1.41-2.06) 5.51 0 < 0.001
Higher negative symptoms score 4 370 1915 0.95(0.75-2.34) 0.60 49 0.55
Higher manic symptoms score 3 587 2725 1.66 (1.27-2.17) 373 73 <0.001
Higher depression score 4 633 3071 1.29 (0.89-1.86) 1.36 88 0.17
Past hospitalization 3 326 1233 1.06 (0.70-1.59) 0.26 44 0.79
Type of psychotic diagnosis 3 492 2803 1.01 (0.62-1.66) 0.04 78 0.97
Lower age of onset/age at first admission 5 586 3543 1.38 (0.97-1.97) 1.79 83 0.07
Behavioral related factors
Drug abuse or dependence 4 529 3461 1.90 (1.16-3.12) 253 71 0.01
Alcohol abuse or dependence 4 523 3450 2.05(1.17-3.56) 253 71 0.01
Perpetration of a crime 5 693 4426 4.33(2.53-7.41) 5.34 81 <0.001
Socio-demographic factors
Younger age 9 1058 5484 1.02 (0.96-1.08) 0.51 83 0.51
Lower education level 4 529 3473 0.98 (0.85-1.13) 0.30 0 0.76
Ethnicity 3 492 2803 1.32(0.91-1.92) 146 35 0.14
Unemployed 7 853 3845 1.31 (1.04-1.64) 232 23 0.02
Less income 4 423 2960 1.49 (0.83-2.67) 1.35 76 0.19
Homeless 6 934 5417 2.49 (2.00-3.08) 8.28 6 <0.01
Living alone 3 339 618 1.23 (0.90-1.68) 1.30 0 0.19
Marital status single 5 586 3539 1.29 (0.85-1.95) 1.21 56 0.22
Gender female 9 1111 5029 1.02 (0.80-1.30) 0.17 59 0.87

Clinical factors Behavioral factors Socio-demographic Negative life

factors experiences

Previous victimization®4*
OR 2,71 (k=1 study)

Homeless?
OR 2.49 (k=6 studies)

Hallucinations”
OR 1.70 (k=4 studies)

Perpetration of a crime®
OR 4.33(k=5 studies)

Alcohol abuse?
OR 2.05 (k=4 studies)

Unemployed”
OR 1.31(k=7 studies)

Delusion*
OR 1.69 (k=3 studies)

Childhood abuse 822
OR 2.13 (k=1 study)

Drug abuse?
OR 1.90 (k=4 studies)

Impaired social
functioning®3
OR 2.65 (k=1 study)

Manic symptoms*
OR 1.66 (k=3 studies)

Personality disorder®**
OR 2.54 (k=1 study)

\ U~

Disadvantaged
neighborhood®??
OR 1.68 (k=1 study)

'
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
1
1
1
'

N \

Victimization
A Based on meta-analysis
B Based on an individual study
Fig. 2. Risk factors of victimization.
victimization. One study found that people with schizo-  Age of Onset. Results showed a weak, insignificant
phrenia reported less victimization compared with other  association between lower age of onset and victimiza-
psychotic disorders, but only in bivariate analysis. tion (P = .07). Lower age of onset or younger age at
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first admission was associated with victimization in
three studies (2 on bivariate level and 1 on multivariate
level).

Behavioral Factors

Alcohol and Drugs.  Meta-analysis showed that both
drug and alcohol misuse or abuse were moderately
associated with victimization (OR = 1.90, P = .01 and
OR = 2.05, P = .01, respectively). Three studies found a
significant association between drug abuse and victimiza-
tion. Two studies found a significant association between
alcohol abuse and victimization.

Perpetrator of a Crime.  Five studies revealed that per-
petration of a crime (eg, being assaultive, arrested, or
perpetrator of a crime) was strongly associated with vic-
timization (OR = 4.33, P < .01). All five studies showed
a significant relationship between perpetration and
victimization.

Sociodemographic Factors

Age. Meta-analysis did not show a relationship between
age and victimization. In 4 studies younger people
reported more victimization. Four studies found no sig-
nificant relationship. In one study, younger age was asso-
ciated with higher risk for sexual abuse and lower risk for
physical abuse.*

Education Level. Results did not show a relationship
between education level and victimization. Neither the
meta-analysis nor the individual studies found this.

Ethnicity.  Meta-analysis did not reveal a significant
relationship between victimization and ethnicity. Two
studies did not find an association for ethnicity. One
study found an association on bivariate level but not on
multivariate level.2

Employment and Income. ~ Meta-analysis showed that
unemployment was weakly associated with victimization
(OR = 1.31, P = .02). Two studies found a significant
relation with unemployment or not having meaningful
daily activities. Meta-analysis of 4 studies showed no sig-
nificant association with poor financial situation or less
income. In 1 study a significant relationship was found
but not in the 3 other studies.

Living Situation. Meta-analysis of 6 studies showed a
moderate relationship between homelessness and victim-
ization (OR = 2.49, P <.01). Four studies found a signifi-
cant relationship, but in the 2 samples of Fortugno et al*
this association did not reach significance. There was no
association found between living alone and victimization,

Victimization and Psychosis: Review and Meta-analysis

neither in the meta-analysis, nor in 1 of the 3 included
studies separately.

Being Single.  Meta-analysis of 5 studies did not reveal
a relationship between being single and victimization. In
2 studies not having a romantic partner was associated
with victimization, in 3 others this was not the case.

Gender. Meta-analysis did not show a significant asso-
ciation between violent victimization and gender. In one
study, women were more often victim of violent victimi-
zation and in another study men. The other 7 studies did
not find a significant difference.

Review of the 4 Risk Factors: Categories Associated
With Victimization

Supplementary material provides an overview of pos-
sible risk factors that were addressed by 1 or 2 studies.
The following clinical factors were significantly associ-
ated with victimization: lower satisfaction of basic needs,
higher satisfaction of social needs,'® hostility,'**? unusual
thought content, grandiosity, conceptual disorganization,
excitement,'® higher disorganization score,* higher emo-
tional withdrawal, higher blunted affect score,** higher
general symptoms score,'® higher difficulty in delaying
gratification score,* personality disorder,>* higher affec-
tive lability score, higher anger score,* higher anxiety
score,?>* higher depression score, deliberate self-harm,
suicidal ideation,? higher posttraumatic stress disorder
score,* and medication nonadherence.*® Behavioral fac-
tors that were significantly associated with victimization
were: been in jail at least 1 night in the past 6 months,'®
and nonviolent conviction.** Sociodemographic factors
that were associated with victimization were not having
a disability pension,* living in a disadvantaged neighbor-
hood,? impaired social and occupational functioning,*
not living with family,*® less than daily contact with fam-
ily,* less than 1 social contact a month was associated
with less victimization,'® having an intimate relationship
shorter than 10 years was associated with intimate part-
ner violence,® and gender with females reporting less
nonviolent victimization and more sexual victimization.’
Negative life experiences that were significantly associ-
ated with victimization were previous victimization* and
childhood abuse.?

Discussion

The 27 studies on victimization in people with psycho-
sis that were reviewed provided evidence for an increased
risk for this group. Especially individuals who have symp-
toms and/or show behavior that impairs social function-
ing, and people who have a lifestyle that exposes them to
potential offenders are at risk.
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Prevalence Rate

The objective of this study was to review victimization
prevalence rates and examine risk factors associated with
victimization in people with a psychotic disorder. When
victimization was examined over a short period (<3 years)
approximately 1 in 5 patients reported violent, nonviolent,
sexual, or NOS crime. When victimization was examined
during entire adulthood, 2 out of 3 people were found to
have been a victim of violent victimization, followed by
nonviolent victimization (39%), while the median preva-
lence rate of sexual victimization increased to 27%.

None of the studies used a matched control group that
lived in the same area. However, some studies did men-
tion the average prevalence rate for victimization for the
entire country, during the time of the study. In these stud-
ies victimization rates were approximately between 4 and
6 times higher in people with a psychotic disorder, than
for people in the general community.>?>4

The broad range of prevalence rates between stud-
ies can be explained by the differences between study
methodologies, such as the definition of victimization,
reference period, and assessment method that were
used. In some studies, people were only asked whether
they had been a victim of a crime. A more extensive
questionnaire is likely to be more sensitive, because
specific questions prompt a better recall of incidents.
Secondly, studies differ in sample characteristics. For
example, a study that only included patients with sub-
stance abuse or dependence reported higher victimiza-
tion prevalence rates.* Finally, prevalence rates should
be understood in the demographic context of the coun-
try. For example, Finland has lower crime rates than
many other countries, and patients reported less victim-
ization accordingly.¥

Clinical Factors Associated With Victimization

Symptoms. The included studies show that the associa-
tions between severity of illness, chronicity of the illness,
global functioning, overall symptoms score, or general
symptoms score and victimization are inconsistent. This
is unexpected because most of the literature suggests a bi-
directional relationship between victimization and symp-
toms. Where some individual studies show that psychotic
symptoms are significantly associated with an increased
victimization risk in adulthood,>'®* there is also an
increasing evidence from large population-based studies
that trauma plays a role in the development of psychotic
symptoms.>*>* Even though causality is unclear, more sig-
nificant associations in individual studies and the meta-
analyses were expected due to the cross-sectional design
of the studies. It is possible that when symptoms increase,
the victimization risk is moderated by protective fac-
tors. For example, people could avoid social situations
when they are not feeling well or their social support
system becomes more protective and shields them from
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dangerous situations. Another possibility is that only spe-
cific symptoms are affected or responsible for the increase
in victimization risk.

Meta-analysis shows a weak association between victim-
ization and positive symptoms, particularly for delusion
and hallucinations, but only when no other variables were
controlled for. Because neither the exact time between vic-
timization and symptom measurement was reported, nor
the severity of the positive symptoms right before the vic-
timization, the nature of this association remains unclear.
However, it is likely that an increase in positive symptoms
has a negative impact on social interactions and when the
time between the victimization and assessment of positive
symptoms is shorter, the association will be stronger.

Total level of negative symptoms was not associ-
ated with victimization. This confirms earlier studies, in
which negative symptoms were not regarded as a risk fac-
tor because these symptoms lead to less social contacts
(including violent contacts).”* However, in one of the
studies,* emotional withdrawal and blunted affect were
significantly associated with sexual harassment of female
patients. It should be noted, however, that it may be pos-
sible that these symptoms were a consequence of victimi-
zation, rather than a cause. This could also be the case for
anxiety,”* which was increased in patients who were vic-
timized, whereas depression scores were not. Furthermore,
our meta-analysis showed an association between comor-
bid cluster B personality disorder and victimization.?>* It
is plausible that difficulties in interpersonal relationships,
in these cases caused by maladaptive personality traits,
make people more vulnerable to victimization.

Social Functioning. Impaired social functioning was sig-
nificantly associated with victimization in people with a
psychotic disorder* and may be an important risk factor in
victimization. The idea is that impaired social functioning
may restrain the development of a good social support sys-
tem and enhance the chances of having conflicting relation-
ships and behaving inadequately in a potentially dangerous
social situation or lacking sufficient social guardianship
from intimates or bystanders. However, this is speculation
as this was not directly investigated by the included studies.
Some indication was found that guardianship indeed can
protect people from becoming a victim, because patients
who had daily family contact,* who lived with family,*
and who had a partner!®* were less likely to report victimi-
zation. In addition, studies also show that problematic and
even violent relationships are not uncommon in the lives
of people with a psychotic disorder. Violence often occurs
in the victim’s own home and is often committed by perpe-
trators from the victim’s own social network.”> This result
indicates that people with a psychotic disorder sometimes
have problematic relationships, which brings them in prox-
imity to potential offenders.

The mechanisms underlying the relationship between
social functioning and victimization were not addressed
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in the included studies. However, other studies show that
deficits in social cognition are commonly found in people
with a psychotic disorder,’ and are significantly associ-
ated with lower social functioning.’”>* People may become
victimized because they do not recognize potentially dan-
gerous social cues,” miss cues that a social contract is vio-
lated, and fail to anticipate that their behavior can cause
interpersonal problems or to remove themselves in time
from a potentially dangerous situation.®® In victimologi-
cal risk models, this would be subsumed under lack of
security or self-protection.

Emotion Regulation and Aggressive Behavior. Emotion
dysregulation can have an impact on social interac-
tions, as people experience and respond in a maladap-
tive (sometimes aggressive) way to emotional states.®!
People may end up in a conflict in which they ultimately
become victimized. Indeed, we found that patients who
had higher scores on anger, affective lability, difficulty in
delaying gratification score,*? deliberate self-harm, and
suicidal ideation? reported more victimization. Similarly,
this could explain why manic symptoms were signifi-
cantly associated with victimization. Manic episodes
may lead to higher activity levels, impaired judgment,
and reduced self-control, which place people in high-risk
social situations.®

Treatment. Type of treatment was not associated with
victimization,'**47 nor was past hospitalization, time
in hospital, and number of admissions.'*** As such no
evidence was found for the suggestion that involuntary
admitted patients report more victimization because they
have more conflicts, nor that treatment can protect people
of becoming victimized.®*This is in contrast to a study by
Hiday et al,®* who found that people with a severe mental
illness who were committed to outpatient treatment were
significantly less likely to report violent victimization,
compared with patient who did not receive this treat-
ment. The authors suggest that the treatment improves
medication adherence and reduces substance abuse and
therefore protects people.

Behavioral Risk Factors

Substance abuse is another common problem in people
with a psychotic disorder and is significantly associated
with victimization. Those who abused or were depend-
ent on alcohol or drugs had twice the odds to report
victimization. Substance abuse itself, as well as the inter-
action with people (eg, drug dealers) that are involved,
could increase victimization risk. Possibly provocative
or aggressive behavior and socially inadequate reactions
may underlie the strong association between victimiza-
tion and perpetration of a crime, as offenders were 4.3
times more likely to report victimization compared with
non-offenders.

Victimization and Psychosis: Review and Meta-analysis

Sociodemographic Risk Factors

As expected from theory, sociodemographic factors that
are related to a risky lifestyle and/or deprived circum-
stances were significantly associated with victimization.
First, patients that were unemployed had 1.3 times the
odds of reporting victimization compared with those with
ajob. Unemployment or a lack of significant daily activities
could create an incentive to become involved in risky situ-
ations or increase proximity to potential offender through
routine activities such as hanging around in public spaces.
Especially patients who are not receiving a disability pen-
sion seem to be at higher risk.*’” Not having an income puts
people in a dependent position leading to victimization.

Secondly, this article confirms that living in a disad-
vantaged neighborhood was significantly associated with
victimization.?> The influence of the living situation was
even more apparent for homeless people, who were 2.5
times as likely to become victim of a crime compared with
peers with a roof over their head. Living on the streets or
in these neighborhoods makes people and their posses-
sions more vulnerable and brings them in close proximity
to the offender population.

In contrast to studies in the general population, in
which the victimization rate tends to be the highest dur-
ing adolescence and young adulthood, declining as people
age,® our meta-analysis showed no significant associa-
tion between age and victimization. The main explana-
tion seems the relative high mean age (38 years) in the
studies. It is plausible that also the period examined was
a confounding factor. Older people might have reported
more victimization when entire adulthood is examined,
while young people will experience more victimization
when the previous year is assessed.

Also contrary to people in the general population, for
patients with psychosis, victimization was not associ-
ated with lower education level or ethnicity. And where
in the general population males have in most countries a
higher risk to become victim of a violent crime.* in psy-
chosis no such gender differences were found or results
were inconsistent. The narrowing of the gender gap can
be explained by the increased risk of intimate partner
violence.” In addition, Khalifeh and Dean® suggest
that severe mental illness could lead to a loss of mean-
ingful social roles and impact behavior patterns, which
lead to a less distinct gender pattern with respect to risk
domains (eg, proximity to offenders, absence of a suit-
able guardian). Women with psychosis did report more
sexual victimization during adulthood than men.’ This
is in line with studies among the general population.

Negative Life Experiences Associated With

Victimization

The complex causal relation between symptoms and vic-
timization is again apparent in the high number of people
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(28%-40%) experiencing revictimization*#%  within
2 years. Additionally, 45% of the people who had been
victimized reported childhood abuse.?* Possibly the risk
factors that made people vulnerable in the first place per-
sist or increase after the first victimization and enhance
the chance of revictimization. An example of the latter
would be that mental stress resulting from victimization
may cause acting out provoking revictimization.

Limitations and Implications for Research and
Treatment

The heterogeneity between studies in our review limits
comparison and adequate interpretation of results. To
make studies more homogenous in the future, it is advised
to use the same and preferably an extensive victimization
survey (see prevalence rates) and examine similar time
periods of at least 1 year to capture rare incidents. More
research is needed to confirm this.

In all studies, victimization measures were based on
self-report, which is unfortunately more apt to be influ-
enced by memory or reporting bias.* However, self-report is
more adequate especially for this group than police reports
because people with a psychotic disorder are less likely to
have an official police report of the victimization.®”” Another
limitation is the absence of a neighborhood matched con-
trol group. Although results revealed that the victimization
prevalence is high, it is unknown how much higher these
rates are compared with the general population that lives in
the same neighborhood or circumstances. In addition, most
studies were performed in high-income Western countries
and findings cannot be generalized as such to patients in
other parts of the world. It is difficult to say how prevalence
rates would be in these countries as there is little informa-
tion available on this topic. It possibly depends on factors
such as crime rate of a country, the status of people with a
mental disorder, and availability or quality of mental health
care. In future research, the influence of country character-
istics should be studied to confirm these hypotheses.

To gain a better understanding of why people are vic-
timized more information is needed on lifestyle and related
routine activities, type of incidents, the context (eg, where
was it, who was the offender), and the process of cause
and effect.®® To gain knowledge on risk factors, it is impor-
tant to investigate mediating and moderating factors that
influence victimization risk. For example, childhood
abuse may be a common cause for adulthood victimiza-
tion and risk factors such as hallucinations and substance
abuse. Another example is that victimization risk is possi-
bly moderated by social withdrawal or avoidance, as this
could limit social contacts and possible conflicts. Because
of the cross-sectional nature of most studies, it is unclear
whether potential risk factors were (already) present at
the time of the victimization. In the future, a prospective
design should be utilized to investigate the risk factors and
to capture causal trajectories of victimization.
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To prevent victimization, intervention programs should
be developed targeting the risk factors. In the Netherlands,
for example, a body-oriented resilience training has been
developed and is currently under evaluation, with the aim
to decrease victimization risk in people with a psychotic
disorder (De Vries et al, in preparation).” Of special
importance seems the detection of victimization experi-
ences by clinicians, subsequent referrals to police and/or
available services for crime victims, and interventions to
mitigate traumatic stress and prevent revictimization.

Conclusions

Every year approximately 1 in 5 individuals with a psy-
chotic disorder becomes victimized. However, not every
patient has the same risk of becoming a victim. Clinical
factors such as hallucinations, delusions, manic symptoms,
and a personality disorder may increase target attractive-
ness. The offender may see someone with many symptoms
as an easy target, or they may provoke anger or aggres-
sion more easily in potential offenders. People whose social
functioning is impaired face additional risks because they
may not be able to develop a social network that protects
them and because they may have difficulty to detect social
threats in time. Substance abuse and criminal behavior
may also increase the victimization risk as this not only
provokes potential offenders, it also brings people in close
proximity to possible offenders. The demographic factors
such as homelessness, unemployment, and living in a dis-
advantaged neighborhood possibly affect lifestyles that are
associated with victimization as these factors could expose
people to high-risk places and people when no capable
guardian is around to prevent the crime. Where meta-
analysis only highlights bivariate associations, L-RAT
in this way helps to see how the different risk factors are
mutually related, suggesting that there is a small group
of patients who have a high risk of becoming victimized.
More prospective research is needed to capture the causal
trajectories of victimization and investigate mediating or
moderating factors that protect or increase the victimiza-
tion risk.

Supplementary Material

Supplementary material is available at http://schizophre-
niabulletin.oxfordjournals.org.
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