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Introductions *  Persons with schizophrenia have a clear association with increased
violence in community than the general population. At present, there
has not been any scale developed to estimate risk of violence,
particularly in persons with schizophrenia.

Objectives * To develop a clinically useful for evaluation violence risk among

persons with schizophrenia, and to carry out an initial validation of

the scale.
Setting ¢ Out patient department of a psychiatric hospital
Research design : [nstrument development
Sample ¢ Persons with schizophrenia who had committed violence (n = 300)
Methods : A 29-item Thai Violence Risk Scale (TVRS) was constructed on

the base of the literature review and Psychology of Criminal Conduct
(PCC) as guideline for selection of significant characteristics and
circumstances that are risk factors associated with violence among
persons with schizophrenia in community. Scale development
procedures composed of 10 steps guide by Crocker and Algina.
Content validity of the TVRS was evaluated by nine content experts,
internal consistency was evaluated with Cronbach alpha, and

construct validity was evaluated with exploratory factor analysis (EFA).
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Results : The number of 29 items in the item pool of the first draft of the TVRS
was reduced to 27 items in content validity step with an I-CVI score
ranged from .78 - 1.0 and an S-CVI/Ave score of .86. After completing
item analysis, the number of 27 items in the second draft scale was
reduced to 17 in this step. Cronbach’s alpha coefficient of the
second draft scale was high (¢ = .92). Findings from the EFA
(varimax rotation) showed that the TVRS was composed of 2 factors.
Factor | was the characteristics (15 items) and factor Il was the
circumstances (2 items).

Conclusions : The suitability of development procedures of the TVRS that seems
to be clinically and practically useful in identifying persons with

schizophrenia in community with a particularly high risk for violence.

Keywords : Violence, risk, violent, schizophrenia, scale, development, community,

questionnaire, interview, procedure.
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Schizophrenia is one of the main psychiatric

diagnoses associated with violence, "

especially,
those who are living with schizophrenia in community
have a clear association with increased violence than

2359 the situation is also

the general population;(
true in Thailand.

Some researchers reported that this
association is related to several risk factors.” """ Not
only psychotic symptoms but also other
characteristics and circumstances that can increase
chance of future violence among persons with
schizophrenia in the community. According to the
World Health Organization’s report”® on violence and
health, no single risk factor can explain why some
individuals behave violently toward others or why
violence is more prevalent in some communities than
others. Therefore, risk factors for violence can elevate
the violence risk. Identifying and assessing these risk
factors, particularly when they are applied to patients
with potential risks, is an important step in assessing
the underlying causes of violence.

Therefore, making an accurate assessment
of violence risk is the first step for effective prevention.
This is particularly important in the community setting
where violent patients not only harm others but also
demoralize family members who cared for them. It
is thus important to determine the risk factors for risk
of violence among persons with schizophrenia in the
community for establishing effective prevention
strategies of future violence. "*'?

Although the benefits of assessment of
the risks of violence in detecting highly violent
schizophrenic patients who are in need of help are

well developed by other disciplines in the west, the

technology to assess and predict when the risks have
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evolved, producing a number of generations of risk
assessment tools. The first generation of the tool relies
on nothing more than unstructured professional
opinions that may vary from one assessor to another
depending on their training, background, and
experience. This approach tends to lack consistency
or agreement among assessors with low reliability.""
The second generation of the tool uses essentially
static predictors or fixed risk markers"® such as the
Violence Risk Appraisal Guide (VRAG)"”and the
Violence Screening Checklist (VSC). " They also
have major shortcomings. First, tools with mostly static
or historical variables cannot assess changes in risk.
1% Second, the results of risk assessments using such
tools tell the assessor very little about the client’s areas
of problems, treatment potential, current function, etc.
The third generation uses dynamic or changeable
variables and, in some cases, are theory based such
as the Level of Service Inventory-Revised (LSI-R) "
and Historical, Clinical and Risk Management-20 Item
version 2 (HCR-20). " They are designed primarily
for the assessment of general criminality. Lastly, the
fourth generation develops to fulfill specialized
functions like the assessment and management of
offenders, especially the treatment of violence such
as the Level of Service/Case Management Inventory
(LS/CMI) " and the Violence Risk Scale (VRS).
However, the fourth generation of risk
assessment tools or other violence risk assessment
tools as described above to measure violence risk
among Thai persons with schizophrenia in community
is problematic for several reasons. First, they have
not been developed to assess specific types of risk
factors as violence risks among persons with

schizophrenia. Second, they take times for use as a
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screener in a setting like community, out patient
departments, or justice systems where there is
limited time or limited staff resources. They are time
consuming procedures which preclude routine
clinical uses as they need careful file reviews and
semi-structured interviews. Therefore, it appears that
the measurement of violence risk can be improved
for assessing persons with schizophrenia in the
community. Currently, there is no violence risk scale
developed particularly for persons with schizophrenia.
Thus, the researchers developed violence risk
assessment scale for Thai persons with schizophrenia
in the community, the Thai Violence Risk Scale (TVRS).

The aims of this paper are, namely: (1) to
develop a clinically useful dichotomous scale for
the assessing of violence risk among persons with
schizophrenia in the community, and (2) to carry out
an initial validation of the scale by content validity,
internal consistency, and construct validity was
evaluated with exploratory factor analysis (EFA).
However, the psychometric properties of the TVRS

will be reported in the future.

Methods
Procedures of developing the Thai Violence Risk
Scale (TVRS)

The development procedures comprised ten
steps guided by Crocker and Algina,”” including:
step 1, identify the primary purpose for which the test
scores will be used; step 2, identify behaviors that
represent the construct or define the domain; step 3,
prepare a set of test specifications, delineating the
proportion of items that should focus on each type of
behavior identified in step 2; step 4, construct an initial

pool of items; step 5, have items reviewed (and revise

Chula Med J

as necessary); step 6, hold preliminary item tryouts
(and revise as necessary); step 7, field-test the items
on a large sample representative of the examinee
population for whom the test is intended; step 8,
determine the statistical properties of item scores and,
when appropriate, eliminate items that do not meet
pre-established criteria; step 9, design and construct
reliability and validity studies for the final form
of the test; and step 10, develop guidelines for
administration, scoring, and interpretation of the test

score.

Subjects

The samples of the item analysis and EFA
were persons with schizophrenia in the community
that had committed violence at the Out-patient
Department of the Galya Rajanagarindra Institute, the
Department of Mental Health, Ministry of Public Health,
Thailand. They were 1) being diagnosed with
schizophrenia by ICD-10, 2) being 18 years of age or
older, 3) living in the community, 4) being able to
use Thai verbal communication, and 5) willing
to participate in this study. Criteria for exclusion
from the study include: 1) being diagnosed with
schizophrenia and other disorders such as mental
retardation (IQ less than 70), organic brain syndrome,
and neurological problems, 2) having hostility,
agitation, shouting, or throwing objects, 3) committing
violently to themselves or others, or 4) carrying a
weapon. A sample size of 270 in an item analysis and
EFAfor the 27-item TVRS was required. For the current
study, however, the actual sample comprised
300 persons with schizophrenia in the community.
Recruiting the samples via convenient sampling was

employed to select samples.
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Instrument

The Sociodemographic data sheet was
developed by the researcher. This instrument was
used for collecting demographic and socioeconomic
data including age, gender, religion, marital status,
education level, occupational, income, age at
first instance of psychiatric illness, length of
psychiatric illness, previous psychiatric inpatient
hospitalizations, number of previous psychiatric
inpatient hospitalizations, age when first admitted
in relation to psychiatric illness, having a history
of violence, number of incidences of violence,
medication noncompliance, length of medication
noncompliance, substance use history, and

substance abuse.

Data Collection

In this study, protection of human subjects
was performed before data collection in order to
ensure that there was not risk to subjects. Informed
consent was requested from each patients prior to
participation. In case of agitated patients in whom
it was difficult to obtain consent, informed consent
was requested from patient’s relatives. Once their
participation in the study was approved, the study
evaluation was performed.

The data collection was started after receiving
the certificate of approval from the Ethics Committee
of Galya Rajanagarindra Institute. Then, the
researcher and research assistants started to
collect data after having the permission from their
legal authorities. Each participant completed the
questionnaires consisting of informed consent and
demographic data sheet. The face-to-face interviews

of participants by researcher or research assistants
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were used for data collection.

Statistical analysis

1. Sociodemographic features of the subjects
were assessed by descriptive statistics which
consists of frequency and percentage, mean,
standard deviation, and range.

2. As for item analysis, descriptive statistic,
Chronbach’s alpha coefficient, corrected item-total
correlation, and item-item correlation were examined.
The results of the various analyses were used as
criteria to eliminate the poorly performing items.

3. Construct validity was evaluated by using
exploratory factor analysis (EFA).

4. Internal consistency reliability of the second
draft of the TVRS was made by using Cronbach’s

alpha coefficient.

Results
Results of conducting items review by content validity
analysis

Content validity of the first draft of the TVRS
was determined by Items Content Validity Index
(I-CVI) and Scale Content Validity Index/Average
Proportion (S-CVI/Ave) based on Polit and Beck. ***?
After completing content validity process, 29 items of
the pool were revised, reshaped, deleted or added
together following comments and suggestions of the
experts. Regarding the items that are irrelevant to the
operational definitions meaning, there were 2 items
(item 4 and 14) which were deleted. Therefore, the
number of 29 items in the item pool was reduced to
27 items in this step with an I-CVI score ranged

from .78 -1.0 and an S-CVI/Ave score = .86.
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In this step, after evaluating content validity,
other nine mental health experts were invited to weight
the score. After the nine experts weighted the 27
items, there were 3 items = 1 score, 6 items = 2 scores,

and 18 items = 3 scores.

Sociodemographic Features of Sample for Item
Analysis and EFA

Data for the item analysis and the EFA were
collected through convenient sampling method from
the Galya Rajanagarindra Institute, Department of
Mental Health. The total samples of persons with
schizophrenia (n = 300) comprises 82.00% men
and 18.00% women between 17 - 60 years of age
(3 = 37.04, SD = 9.38). Moreover, more than one-
third of them (39.00%) were 31 - 40 years old. Most of
them were Buddhist (97.70%) and single (70.60%).
They had completed elementary school (37.30%),
high school (29.70%), and secondary school
(17.30%), respectively. More than half of the samples
were unemployed (52.70%). Sample incomes per
month ranged from 200 - 200,000 baht (X = 5,884.67,
SD = 16736.29) and most of them had incomes of
less than 5,000 baht per month (67.70%).

Moreover, the age at first instance of
psychiatric illness ranged from 13 to 55 years
(X = 28.09, SD = 9.15). A total of 40.70% of the
samples were 21 - 30 years of age at first instance of
psychiatric illness. The length of the psychiatric illness
from 1 to 44 years (X = 9.78, SD = 8.43) and a total of
30.30% of them had experienced a psychiatric illness
more than 10 years. Most of them had previous
inpatient hospitalizations (87.00%) and the number
of previous inpatient hospitalizations ranged from 1

to 21 times (i = 3.01, SD = 3.25). The samples had
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previous inpatient hospitalizations 1 time (27.00%),
2 times (19.00%), and more than 5 times (15.70%),
respectively. The age when the samples were first
admitted to the hospital in relation to a psychiatric
illness ranged from 12 to 53 years (X = 25.05, SD =
13.02) and more than one-third of them (36.00%) were
21 to 30 years of age when they were admitted to the
hospital in relation to psychiatric illness. Regarding
medication noncompliance before committing
violence, 63.30% were medication noncompliant and
length of medication noncompliance ranged from
2 to 730 days (X = 54.98, SD = 120.64). Moreover,
the samples were medication noncompliant from 15
to 30 days (16.70%).

Additionally, most subjects had abused a
substance before committing violence (68.70%), with
alcohol (49.30%), amphetamines (10.30%), and
marijuana (8.30%), respectively. Regarding violence
history, they had committed violence ranging from
1-50times (X = 4.15, SD = 4.84) and the number of
previous instances of violence was 2 times (22.00%),
3 times (19.70%), and 1 time (16.70%), respectively
(Table 1).

Results of Conducting Preliminary ltem Tryout by ltem
Review

Before starting the item analysis and EFA, the
second draft of the TVRS was determined for its
appropriateness and clarity of each item, i.c., wording
through face-to-face interviews with 10 schizophrenic
patients in order to improve the items that were difficult
to understand or answer. After the item review, all
items were not improved.

The time used for answering the TVRS varied,

ranging from 5 minutes to 10 minutes. The time taken
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Table 1. Sociodemographic features of the sample (n = 300).

Sociodemographic features n

%

Age 17-60 years, X = 37.04, SD =9.38

15-20 years 7
21-30 years 76
31-40 years 117
41-50 years 71
51-60 years 29
Gender
Male 246
Female 54
Religion
Buddhism 293
Christianity 5
Islam 2

Marital status

Single 212
Married 35
Widowed 7
Divorced 46

Education level

No education 8
Elementary school 112
Secondary school 52
High school 89
Diploma 14
Bachelor's degree 25
Occupational

Unemployed 158
Student 5
Government officer 1
Employee 76
Merchant 38
Company officer 11

Agriculture 11

2.30
25.30
39.00
23.70
9.70

82.00
18.00

97.70
1.70
0.60

70.70
11.70
2.30

15.30

2.70
37.30
17.30
29.70
4.70
8.30

52.70
1.70
0.30
25.30
12.60
3.70
3.70

707
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Table 1. Sociodemographic features of the sample (n = 300). (Continued)

Sociodemographic features n %

Income 200-200,000 baht/month, X = 5884.67, SD = 16736.29

Less than 5,000 baht/month 203 67.70
5,001-10,000 baht/month 79 26.30
10,001-15,000 baht/month 11 3.70
15,001-20,000 baht/month 1 0.30
20,001-25,000 baht/month - -
25,001-30,000 baht/month 2 0.70
More than 30,001 baht/month 4 1.30
Age at first instance of psychiatric illness 12 - 52 years, X = 28.09, SD = 9.15
12-20 years 76 25.30
21-30 years 122 40.70
31-40 years 61 20.30
41-50 years 37 12.30
51-60 years 4 1.40
Length of psychiatric illness 1 - 44 years, X = 8.90, SD = 8.09
0-2 years 66 22.10
3-5 years 61 20.30
6-10 years 82 27.30
More than 10 years 91 30.30
Previous psychiatric inpatient hospitalizations 261 87.00

Number of previous psychiatric inpatient hospitalizations
1-21 times, ¥ = 3.01, SD = 3.25

No 39 13.00
1 time 81 27.00
2 times 57 19.00
3 times 35 11.70
4 times 27 9.00

5 times 14 4.70

More than 5 times 47 15.60

Age at first of admitted in relation to psychiatric illness
12 - 53 years, X = 25.05, SD = 13.02

No 39 13.00
12-20 years 60 20.00
21-30 years 108 36.00
31-40 years 54 18.00
41-50 years 35 11.70

51-60 years 4 1.30
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Table 1. Sociodemographic features of the sample (n = 300). (Continued)

Sociodemographic features n %

Number of instances of history of violence

1 time 50 16.70
2 times 66 22.00
3 times 59 19.70
4 times 37 12.20
5 times 44 14.70
More than 5 times 44 14.70
Medication noncompliance before committing violence 190 63.30

Length of medication noncompliance before committing violence
2-730 days, X = 54.98, SD = 120.64

No 110 36.70

1-7 days 42 14.00

8-14 days 32 10.70

15-30 days 50 16.70

31-60 days 13 4.30

61-90 days 11 3.70

91-180 days 17 5.70

181-365 days 21 7.00

More than 365 days 4 1.20

Substance abuse before committing violence 206 68.70

Alcohol abuse 148 49.30

Amphetamine abuse 72 24.00

Marijuana abuse 56 18.70

Inhalants abuse 24 8.00

Cocaine abuse 1 0.30

Kratom abuse 13 14.30

Opiates abuse 3 1.00

Heroin abuse 10 3.30
for the process depends on the age of patient; Results of Determining Statistical Properties of ltem
the older they were, the more time they used. Scores by ltem Analysis and EFA
After completing the questionnaires, a briefing was 1. Results of item analysis
organized in which patients were invited to comment Item analysis was used to determine the items
on each item and they offered suggestions. However, in the second draft of the TVRS that were appropriate
they did not comment nor made any suggestion. for constructing the final draft. The results of the item

analysis are presented as follows:
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[tem distribution was examined by using
mean, standard deviation, skewness, and kurtosis.
As for the 27 items of the second draft scale, their
means ranging from 0.07 to 2.54, with standard
deviation ranging from 0.38 to 1.49. Two statistic
indicators, representing normal distribution, were
skewness and kurtosis. In this study, there were 21
items that obtained skewness values falling inside
the range of -1 to +1, which represented normal
distribution.*” There were 19 items which had
negatively high skewness, ranging from -.19 to -1.48.

Moreover, the items were examined by using
corrected item-total correlations. The results of the
item analysis show that 16 of all 27 items had an item-
total correlation greater than .3. For the correlation
matrix, when considered, there were 7 paired-items;
3/11, 3/15, 3/21, 8/26, 11/15, 15/21, and 19/20, which
had inter-item correlation > 7.

The Cronbach’s alpha coefficient of the
second draft of the scale was high (X = .921), which
indicated that a number of items of the second draft
of scale would be reduced due to many redundant
items. Additionally, the value of Cronbach’s alpha
coefficients, if any item was deleted, was also still
high and ranged from 0.911 to 0.927 (Table 2).

In this study, guidance for selection of
appropriate items was conducted from item
distribution, the results of item analysis, and the
number of samples. Although the statistical data was
useful for item selection, the final decision to include
or reject any item in the final scale was primarily based
on human judgment regarding what the item analysis

revealed.”® Therefore, the corrected item-total, the

Chula Med J

inter-item correlation, and the operational definition
of the TVRS constructs were cooperated on making
decision to select the items.

Based on the findings from the item analysis,
17 items were retained and 10 items were excluded
(Table 3). The final outcome of the scale construction
phase became the final draft of the TVRS, which was
composed of 17 items covering the two components
of the violence risk concept - circumstances (2 items)
and characteristics (15 items) - for violence risk among
persons with schizophrenia in the community. The final
draft scale also reflected all aspects of violence risk
among persons with schizophrenia in community as

provided in the operational definitions.

2. Results of the EFA

A principle components analysis was
selected as the factor extraction technique. Varimax
orthogonal rotation was used to maximize the variance
among the loadings on each factor. The first factor
included fifteen of the original items developed to
examine the characteristics component of this factor.
The loadings of items on this factor ranged from .413
to .831, with an eigenvalue of 7.93, accounted
for 46.65% of variance, and cumulative 46.65% of
variance.

The second factor contained 2 items
that were proposed to measure the circumstances
component. Factor loadings ranged from .824 to .825,
with an eigenvalue of 1.89, accounted for 11.10%
of variance, and cumulative 57.76% of variance

(Table 4).
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Table 3. Descriptive statistic of the 17 item-TVRS (n = 300).

17 item-TVRS Mean SD Min Max Skewness Kurtosis
ltem1 1.64 1.49 0 3 -0.188 -1.978
ltem2 1.1 1.45 0 3 541 -1.791
ltem3 2.54 1.08 0 3 -1.943 -1.752
ltem4 1.89 1.45 0 3 -0.541 -1.719
ltem5 2.01 1.41 0 3 -0.727 -1.482
Item6 1.03 1.43 0 3 0.663 -1.571
ltem7 1.98 1.42 0 3 -0.679 -1.549
ltem8 1.89 1.45 0 3 -0.541 -1.719
ltem9 1.91 1.45 0 3 -0.571 -1.685
ltem10 1.94 1.44 0 3 -0.617 -1.631
ltem11 2.03 1.40 0 3 -0.759 -1.433
ltem12 2.10 1.38 0 3 -0.877 -1.239
Item13 2.09 1.38 0 3 -0.860 -1.269
ltem14 1.41 0.91 0 2 -0.912 -1.175
ltem15 1.93 1.44 0 3 -0.601 -1.649
ltem16 2.00 1.42 0 3 -0.711 -1.505
ltem17 2.09 1.38 0 3 -0.860 -1.269

Table 4. Factor loadings, Eigenvalues, Percent of Variance, and Communallities for

Varimax factor Rotation.

Factors/ltems Eigenvalues  Percent of Comulative % Factor Communalities
Variance of variance loading

Factor | Characteristics 7.93 46.65% 46.65% - -
Cha3 413 .633
Cha4 .814 714
Chab .811 .665
Cha6 460 .345
Cha7 434 570
Cha8 .818 712
Cha9 .831 714
Cha10 794 .632
Cha11 .805 .661
Cha12 .801 .653
Cha13 .796 642
Chal4 .800 .643
Cha1s .811 .685
Cha16 .644 450
Cha17 .810 .666
Factor Il Circumstances 1.89 11.10% 57.76%
Cir .824 764
Cir2 .825 728
Note:

Cha = Characteristics

Cir = Circumstances

713
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Discussions

When sociodemographic features were
analyzed, persons with schizophrenia who had
committed violence were similar to the findings from
that reported in the literature. It was observed that

the persons with schizophrenia who had committed

violence were younger age (40 years or under), ® >
male gender, ®°"*" Buddhist, ****" single, '*#" %%
40,41) 13, 34 - 37)

poorly educated, ' unemployed,

low income, ®®**” younger age at the first of

29, 38, 39

psychiatric episode, ' previous inpatient

28, 39

hospitalizations, ®® ** with a greater number of

28, 39,

previous inpatient hospitalizations, “® *” younger age

at first of admitted in psychiatric hospital, *® violence

13, 28, 29, 33, 42, 43

history, ' " more than one committed

6, 43, 44)

violence, ' noncompliance to average more

5, 29, 30, 38

previous medications, ¢ ' history of substance

29, 34

use, ® 3 and presence of substance

abuse. (132729340
The first and second drafts of the TVRS have
several properties that may make it appropriate for
psychometric properties testing and, then, attractive
to mental health professionals and researchers. First,
all items of the TVRS were developed based on
literature review and the Psychology of Criminal
Conduct (PCC) "? guided to select significant
characteristics and circumstances which are
variables, risk factors, as being associated with
violence risk among persons with schizophrenia in
community. So, the TVRS reflects the characteristics
and circumstances of persons with schizophrenia in
community which were assumed to be violence risks.
The 29 items of the pool were revised,
reshaped, deleted or added together following

comments and suggestions of the nine content

Chula Med J

experts who experienced in the area of mental health
and violence among persons with schizophrenia.
According to DeVellis“ it was suggested that asking
for feedback in relation to accuracy, appropriateness,
relevant to the test specification, wording, vocabulary,
sentence structure, and readability of each item; all
these were recommended. Then, the first draft of the
TVRS indicated good content validity (I-CVI = .78-
1.0 and S-CVI/Ave score = .86). Regarding content
analysis, the items with an I-CVI score should be .78
or higher®“**” and an S-CVI/Ave score of .80 or better
indicate good content validity. “®~*”

Each item score of the second draft of the
TVRS was weighted by other nine mental health
experts who experienced in persons schizophrenic
violence. According to Prentky and Righthand,®" risk
assessment scale may work better when items are
properly weighted. Item weighting was then taken into
consideration. Some items are simply more important
than others when it comes to outcome prediction.

Regarding the exploratory factor analysis
(EFA), from the literature review, the TVRS was
hypothesized to have 2 factors: a 2-factor solution
using varimax rotation was originally specified. The
result showed that the two factors include factor I,
characteristics (15 items), and factor Il, circumstances
(2 items).

Regarding the characteristics, the first factor
contained 15 items, with a factor loading of .413 to
.831. All of the items in this factor included personality
or features or attributes, background, social status,
and the conditions of Thai persons with schizophrenia
in the community. Regarding the circumstances, the
second factor contained 2 items with a factor loading

of .824 to .825. All items in this factor included events
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or situations in the family of Thai persons with
schizophrenia in the community, for example, poor
family relationships (item 1) and expressed emotions
in family (item 2). Both of the factors in this study are
similar to those of Andrews and Bonta'"”, who stated
that risk factors refer to the characteristics of people
and their circumstances that are associated with an
increased chance of future criminal activity.

The scale is sensitive to Thai persons with
schizophrenia in the community which does not exist
in other violence risk scales based on western culture.
When considering the item statements, the TVRS is
more practical persons with schizophrenia in the
community measure. The scale provides item
statements which reflect specific questions on actual
risk factors emerging within the persons with
schizophrenia in previously and daily life that easily

recall and answer.

Conclusions

The suitability of the development procedures
for the TVRS seems to be clinically and practically
useful in assessing persons with schizophrenia in
community with a particularly high risk for violence.
Moreover, it can help mental health professionals to
identify characteristics and circumstances which are
risk factors associated with violence risk among
the persons with schizophrenia in the community.
In addition, the TVRS can help mental health
professionals in preventing violence before it begins
and designing appropriate intervention strategies to
reduce violence among persons with schizophrenia

in community.

insasfiadszifiuanaiissnamsiianginssusunseluguislauam: nsimun 715
; o
KAENISATIFAUAMAWIATANaLTBIAY

Acknowledgements

The authors wish to thank the Office of
the Higher Education Commission and the 90"
Anniversary of Chulalongkorn University Fund for

making this study possible.

References

1. Modestin J, Ammann R. Mental disorder and
criminality: male schizophrenia. Schizophr
Bull 1996; 22(1):69-82

2. Nordstrom A, Kullgren G, Dahigren L. Schizophrenia
and violent crime: the experience of parents.
Int J Law Psychiatr 2006 Jan-Feb; 29(1):
57-67

w

. Stompe T, Strnad A, Ritteret K Fischer-Danzinger
D, Letmaier M, Ortwein-Swoboda G, Schanda
H. Family and social influences on offending
in men with schizophrenia. Aust New Zeal J
Psychiatr 2006 Jun-Jul; 40(6-7):554-60
4. Stueve A, Link BG. Violence and psychiatric
disorders: results from an epidemiological
study of young adults in Israel. Psychiatr Q
1997 Winter; 68(4):327-42
5. Swanson JW, Holzer CE 3rd, Ganju VK, Jono RT.
Violence and psychiatric disorder in the
community: evidence from epidemiologic
catchments area survey. Hosp Community
Psychiatr 1990 Jul; 41(7):761-70
6. Tengstrom A, Hodgins S. Criminal behavior of
forensic and general psychiatric patients
with schizophrenia: are they different? Acta
Psychiatr Scand Suppl 2002;(412): 62-6
7. Tiihonen J, Isohanni M, Rasanen P, Koiranen M,
Moring J. Specific major mental disorders

and criminality: a 26-year prospective study



716 angn ‘L!"Iﬂl,ﬁl%iy LLasAe

of the 1966 northern Finland birth cohort. Am
J Psychitry 1997 Jun; 154(6):840-5

8. Hodgins S. Mental disorder, intellectual deficiency,
and crime: evidence from a birth cohort.
Arch Gen Psychiatr 1992 Jun; 49(6):476-83

9. Angermeyer MC. Schizophrenia and violence.
Acta Psychiatr Scand Suppl 2000; (407):
63-7

10. Monahan J, Steadman HJ, Appelbaum PS,
Robbins PC, Mulvey EP, Silver E, Roth LH,
Grisso T. Developing a clinically useful
actuarial tool for assessing violence risk.
Br J Psychiatr 2000 Apr; 176:312-9

11. Wessley S. Taylor P. Madness and crime:
criminology vs psychiatry. Crim Behav Ment
Health 1991; 1(3):193-228.

12. Krug EG, Dahlberg LL, Mercy JA, Zwi AB, Lozano
R, eds. World Report on Violence and Health.
Geneva, World Health Organization, 2002.

13. Erkiran M, Ozunalan H, Evren C, Aytaclar S,
Kirisci L, Tarter R. Substance abuse
amplifies the risk for violence in schizophrenia
spectrum disorder. Addict Behav 2006 Oct;
31(10):1797-805

14. Hart SD. The role of psychopathy in assessing
risk for violence: Conceptual and metho-
dological issues. Legal Criminol Psych 1998
Feb; 3(1):121-37

15. Moran MJ, Sweda MG, Fragara MR, Sasscer-
Burgos J. The clinical application of risk
assessment in the treatment-planning
process. Int J Offender Ther Comp Criminol
2001 Aug; 45(4):421-35

16. Kraemer HC, Kazdin AE, Offord DR, Kessler RC,

Jensen PS, Kupfer DJ. Coming to terms

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

Chula Med J

with the terms of risk. Arch Gen Psychiatry
1997 Apr; 54(4):337-43

Kroner C, Stadtland C, Eidt M, Nedopil N. The
validity of the Violence Risk Appraisal Guide
(VRAG) in predicting criminal recidivism.
Crim Behav Ment Health 2007; 17(2): 89-100

McNiel DE, Binder RL, Greenfield TK. Predictors
of violence in civilly committed acute
psychiatric patients. Am. J. Psychiatry 1988
Aug; 145(8):965-70

Andrew DA, Bonta J. The psychology of Criminal
Conduc. 4" ed. Cincinnati, Ohio: Anderson
Pub, 2006.

Wong SC, Gordon A, Gu D. Assessment and
treatment of violence-prone forensic clients:
an integrated approach. Br J Psychiatry 2007
May; 49:566-74

Polit DF, Beck CT. Nursing research: Generating
and Assessing Evidence for Nursing Practice.
8" ed. Philadelphia: Lippincott Williams &
Wilkins 2008

Polit DF, Beck CT. The content validity index: are
you sure you know what's being reported?
Critique and recommendations. Res Nurs
Health 2006 Oct; 29(5):489-9.

Hair JF, Anderson RE, Tatham RL, Black WC.
Multivariate Data Analysis. 5" ed. New
Jersey: Prentice Hall 1998

Nunnally JC, Bernstein IH. Psychometric Theory.
3"ed. New York: McGraw-Hill, 1994

Abu-Akel A, Abushua’leh K. ‘Theory of mind’ in
violent and nonviolent patients with paranoid
schizophrenia. Schizophr. Res 2004 Jul 1;
69(1):45-53

Abushua’leh K, Abu-Akel A. Association of



Vol. 56 No. 6

November - December 2012

psychopathic traits and symptomatology
with violence in patients with schizophrenia.
Psychiatry Res 2006 Aug 30; 143(2-3):
205-1

27. Swanson JW, Swartz MS, Van Dorn RA, Elbogen
EB, Wagner HR, Rosenheck RA, Stroup TS,
McEvoy JP, Lieberman JA. A national study
of violent behavior in persons with
schizophrenia. Arch Gen Psychiatry 2006
May; 63(5):490-9

28. Walsh E, Gilvarry C, Samele C, Harvey K, Manley
C, Tattan T, Tyrer P, Creed F, Murray R,
Fahy T. Predicting violence in schizophrenia:
a prospective study. Schizophr Res 2004 Apr
1; 67(2-3):247-52

29. Soyka M, Graz C, Bottlender R, Dirsched! P,
Schoech H. Clinical correlates of later violence
and criminal offences in schizophrenia.
Schizophr Res 2007 Aug; 94(1-3):89-9

30. Wallace C, Mullen P, Burgess P, Palmer S,
Ruschena D, Browne C. Serious criminal
offending and mental disorder. Br J
Psychiatry 1998 Jun; 172:477-84

31. Yesavage JA, Zarcone V. History of drug abuse
and dangerous behavior in inpatient
schizophrenics. J Clin Psychiatry 1983 Jul;
44(7):259-61

32. Ran MS, Chen PY, Liao ZG, Chan CL, Chen EY,
Tang CP, Mao WJ, Lamberti JS, Conwell Y.
Criminal behavior among persons with
schizophrenia in rural China. Schizophr Res
2010 Sep; 122(1-3):213-8

33. Vevera J, Hubbard A, Vesely A, Papezova H.
Violent behaviour in schizophrenia:

retrospective study of four independent

insasfiadszifiuanaiissnamsiianginssusunseluguislauam: nsimun 717
; o
KAENISATIFAUAMAWIATANaLTBIAY

samples from Prague, 1949-2000. Br J
Psychiatry 2005 Nov; 187:426-30

34. Arin N. The commission of crime and criminal
responsibility in forensic psychiatric
offenders. [thesis] Bangkok: Mahidol
University 2004.

35. Chayintu R, Sattra N. Relate factors of first
offending and re-offending among forensic
psychiatric patients. Bangkok: Forensic
psychiatric Hospital 2000.

36. PUkgaranan P, Veerapongseat V. Psychotic
patient and violent crime. Bangkok: Forensic
psychiatric Hospital, Department of Mental
Health 1998.

37. Bobes J, Fillat O, Arango C. Violence among
schizophrenia out-patients compliant with
medication: prevalence and associated
factors. Acta Psychiatr Scand 2009 Mar;
119(3):218-225.

38. Fresan A, de la Fuente-Sandoval C, Juarez F,
Loyzaga C, Meyenberg N, Garcia-Anaya M,
Nicolini H, Apiquian R. Sociodomographic
features related to violent behavior in
schizophrenia. Actas Esp Psiquiatr 2005
May-Jun; 33(3):188-93

39. Cannon M, Huttunen MO, Tanskanen AJ,
Arseneault L, Jones PB, Murray RM. Perinatal
and childhood risk factors for later criminality
and violence in schizophrenia. Br J Psychiatry
2002 Jun; 180:496-501

40. Joyal CC, Putkonen A, Paavola P, Tiihonen J.
Characteristics and circumstances of
homicidal acts committed by offenders with
schizophrenia. Psychol Med 2004 Apr; 34(3):
433-42



718 angn ‘u"lﬂl,ﬁl%iy LLasAe

41. Arango C, Calcedo Barba A, Gonzalez-Salvador,
Calcedo Ordonez A, Violence in inpatients
with schizophrenia: a prospective study.
Schizophr Bull 1999; 25(3):493-503

42. Laajasalo T, Hakkanen H. Excessive violence and
psychotic symptomatology among homicide
offenders with schizophrenia. Crim Behav
Ment Health 2006; 16(4):242-53

43. Tengstrom A, Hodgins S, Kullgren G. Men with
schizophrenia who behave violently: the
usefulness of an early-versus late-start
offender typology. Schizophr Bull 2001; 27(2):
205-18

44. DeVellis RF. Scale development: Theory and
Applications. 2" ed. Thousand Oaks, CA:
SAGE Publications 2003.

45. Lynn MR. Determination and quantification of
content validity. Nurs Res 1986 Nov-Dec;
35(6):382-5

46. Mcintire SA, Miller LA. Foundations of
Psychological Testing: A Practical Approach.

Chula Med J

2" ed. Thousand Oaks, CA: SAGE
Publications, 2007

47. Davis LL. Instrument review: getting the most
from your panel of experts. Appl Nurs Res
1992 Nov; 5(4):194-7

48. Polit DF, Beck CT. Nursing research: Principles
and Methods. 7" ed. Philadelphia: Lippincott
Williams & Wilkins 2004

49. Waltz CF, Strickland OL, Lenz ER. Measurement
in Nursing Research. Philadelphia: F.A. Davis
Company 1991

50. Prentky R, Righthand S. Juvenile Sex Offender
Assessment Protocol-Il (J-SOAP-I1): Manual.
Washington, DC: Office of Juvenile Justice
and Delinquency Prevention 2003

51. Burns N, Grove SK. The Practice of Nursing
Research: Conducts, Critique and Ultilization.
5" ed. St. Louis: Saunders, 2005

52. Pedhazur JE, Schmelkin PL. Measurement design
and analysis: An integrated approach. New

Jersey: Lawrence Eblbaum Associates, 1991



