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Motto:

“Nevertheless, by featuring more and more not only the criminal as a subject of the deed,

but the dangerous individual as a virtual perpetrator of the deeds, will we not give the society rights
over its members, starting from what they are (...) by their nature, structure, characteristics

or their pathological variables? (...) and is it not redoubtable to give justice the right to interfere
with the individuals based on this? A terrible society could give birth to...” (Foucault, 1981)

ABSTRACT:

Contrary to what a militating assertion would insinuate, violence is part of the everyday routine
in a psychiatric clinic. Mental disorders remain at the origin of a high risk of violence and even ho-
micide, including in situations of no substance consumption. On the other hand, justice requires psy-
chiatrists more and more to assess and predict this violence, understood as dangerousness in an increasing
number of circumstances.

But are clinical psychiatrists actually qualified and do they have the information and instruments
necessary for such evaluation?
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REZUMAT:

Contrar la ceea ce o afirmatie militanta lasa sa se inteleagd, violenta face parte din cotidianul
clinicii psihiatrice. Tulburarile psihice raman la originea unui risc crescut de violenta si chiar de omu-
cidere, si aceasta chiar si in afara oricarei probleme de consum de substante. Pe de alta parte, justitia
solicita din ce Tn ce mai mult psihiatrilor, evaluarea si predictia acestei violente intelese ca periculo-
zitate si aceasta fntr-un numar de circumstante din ce in ce mai importante.

Dar sunt oare clinicienii psihiatri abilitati si au ei cunostintele si instrumentele necesare unei
asemenea evaluari?

Cuvinte-cheie: evaluarea riscului, psihiatrie, expertiza medico-legala

General data

Relatively recently, last autumn, a premiere for the psychiatric world in France generated re-
sonant echoes and aroused numerous debates at different levels. A 58-year old lady psychiatrist with
over 20 years’ experience in the field, was accused of “involuntary homicide” and at the end of a trial
that lasted almost 8 years (!), she was sentenced to 1 year of prison with suspension of execution and
to pay civil damages of approximately euro 8,000, after a schizophrenic patient under her supervision
and treatment for 4 years, killed a 80-year old man, friend of his grandmother, with an axe.

The court considered that Dr. (...), accused of not having ‘foreseen the passage to the cri-
minal deed” of her patient, committed a “serious error” by not recognizing the “public menace” that
the patient treated by her represented... This court decision worries the medical world. “Clearly, if
psychiatrists live with the fear of being sentenced by the court, this will result concretely in the
tightening of the measures taken against patients”, showed the defence attorney.

Predicting a criminal deed before happening is possible only in science-fiction films; despite
all this, apparently this is what the society asked the psychiatrist to do in the trial from Marsille, be-
yond the simple assessment of the criminal responsibility. And Jean-Pierre Olié' ascertained so-
lemnly: “The expertise mission has become more and more a prognostic process”.

It is obvious that each individual feels violence depending on his own values and his own to-
lerance threshold. Aggressiveness, aggression, violence and dangerousness thus become terms that
substitute each other frequently in the current language.

The “dangerousness” concept was born at the middle of the century in a “social protection”
context, a context of the wish for social protection of the population against delinquency. Alienists
“inherited” this wish to protect the society against individuals considered dangerous and the place
occupied by “dangerousness” turned them — according to M. Foucault — into “servants of public hy-
giene... in charge with controlling any mess that would represent a menace” (..) Psychiatrist will es-
timate the social risks, and risk control must be ensured by excluding certain categories of indi-
viduals: mentally ill people, criminals...” (Foucault, 1978). And nowadays, to some authors (Pratt,
2001), this concept remains a social construct that changes depending on the volatile values of society.

Dangerousness, a concept that has no valid forensic definition, considered “dangerous in it-
self” (Shaw, 1973), could be characterized by a propension for the commission of deeds of certain

' “Risk and danger are notions difficult to demarcate. Risk is different from random. It is more anodyne than danger,
which implies the possibility of serious damage. Risk is improbable while we talk about danger, when the probability of
the occurrence of an event is high. Danger is what threatens or compromises safety, the existence of a person or thing
and the resulting situation. Dangerousness would characterize any potentially dangerous circumstance or condition. In
medical terms, it does not depend upon the diagnosis process, but on a prognostic evaluation; it belongs to the pre-
diction field, as it has the random dimension of any prognostic (...). The principle of precaution applied to the human
being, by unpredictable definition, leads to the conception of an absolute prevention of risk (...) medical experts are
from now on requested to participate in this utopia of zero risk...” (Evaluation de la dangerosité psychiatrique et
criminologique — Rapport — Recommandations; Sous la direction de Jacques Hureau, président, Jean-Pierre Olié et
Jean-Claude Archambault, rapporteurs, 2012)
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gravity, harmful to others and to the self, founded on the use of violence. It is common, for exam-
ple, to talk about a crime: “... that man is dangerous because he has committed murder”; in fact,
this post-crime diagnosis is not safe from critiques, as a series of emotional or passionate delinquents
exhaust their dangerousness in the committed antisocial deed itself.

Originally, the evaluation of dangerousness was based on the principles of the classic criminal
law: the larger the number of crimes was the more severe the sentence. After the ‘70s, it is rather
the type of crime an individual could commit in the future than the number of the deeds committed
previously that seems to be important in determining the degree of dangerousness.

The past decades seem to mark — for most of the occidental world — a new orientation in
criminal justice, in which the “welfare model” of “justice or a paternalist society with a preventive
and educational vocation, marked by solidarity, assistance and control” in favour of a “neoliberal
model”, which overestimates the security issue, and gains momentum along with prevention,
“being content to sort the populations at risk, such as minors and the mentally ill; it reverses the
dialectics of the author’s responsibility with the obligation to assume and repair, and gives double
(dual) punishments: deprivation of freedom at first and then the safety measure for long periods of
time after the exit from penitentiary institutions”. (Bailleau & Cartuyvels, 2007)

As the authors emphasized, this model: ‘‘firmly institutes a risk cut-down policy... (...) ...
each person is responsible for his trajectory... (...) ... it is counterproductive to intend the cut-down
of social inequalities and, in the area of public order, a society must be content with managing the
disastrous effects of deviance, with the lowest costs... (...) ... it must seek to cut down the social
risks and damages associated with deviances, without seeking to deepen and even less to assume
the correction of the collective causes of these individual deviances”. (Bailleau & Cartuyvels, 2007)
The concern is not the stake on the human being and his/her re-adaptation, but the criminal beha-
viour and the fear generated by the same. The generous ideas and the investment in the rehabi-
litation capacity of the human being from the “welfare” model after the war are considered utopian
and economically non-profitable. The policy of most electoralist democracies swings towards the
popular exigencies that require maximum protection for citizens by cutting down risks and zero to-
lerance’. Tan Hacking, 1990, talks about the “faming of hazard” in describing the current societies
evolving towards risk management by means of regulations, a tendency that seems to have started in the
United States in 1960, in Great Britain in 1980 and continues to extend to the rest of Europe in 2005.

In “The New Penology”, launched in the United States by Malcolm Feeley and Jonathan Simon
(Feely & Simon, 1992), the court’s interest is not in the individual in his capacity of author of a crime
and in the motivations that led to the same, but in the relapse risk and of the most efficient manners of
“managing the level of this risk” (Feeley & Simon, 1992). To these authors it is about “substituting the
moral or clinical description of the person in an actuarial language of the probabilistic calculations and
of the statistical distribution applied to population groups” (Feeley & Simon, 1992).

Abandoning the dangerousness’, concept vague in itself and subject to the influences of the social
and political field, the current tendency is of opposing the violence concept, violence being connected to
real actions in relation to others and not based on phantasms, which are susceptive of affecting physical
integrity (Millaud, Gendron & Aubut, 1992), and the violence risk concept, respectively.

We notice that fundamental notions are mentioned: we cannot mistake the violence risk factors
for violence prediction or risk management. Risk factors are factors associated to violence: there are
relations, but not any direct causal relation and its mere presence allows the prediction of a passage to
the deed (Caillat, Horreard & Kottler, 2004).

In clinical practice, violence “does not result from an addition of factors as in a linear model
of direct causality, and the relation between metal disorder and violent crime is complex and can-

% On this line, refer, also, to “Discours d'ouverture de Madame La Garde des Sceaux, Colloque “Neutraliser les grands
criminels”, Assemblée nationale, 17 octobre 2008”.

? Dangerousness can be decomposed in several components: risk factors (variables used to predict violence), damages
(the importance of violence and by predicted violence), and risk (the probability of damages). Refer to: Steadman, H.,
Monahan, J., Appelbaum, P., et al. Designing a New Generation of Risk Assessment Research in Monahan, J.,
Steadman, H., Eds, Violence and Mental Disorder Chicago: Chicago Press:1994: 297-318.
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not be reduced to a mere causality connection” (Fazel & Gran). The violent behaviour of the men-
tally ill is a resultant made of demographic, biographic, situational, contextual and clinical factors.
Violence has localization in time and space, and the interrelational dynamics of this triple temporal
— spatial and dynamic concordance explains the difficulty of the prediction of violent behaviours
(Richard-Devantoy et al., 2010).

“The evaluation of the hetero-aggressive potential of a subject belongs to a synchronic and
diachronic dynamics that is circumscribed equally to the place where it occurs (the hospital, clinic,
medical office, etc.) and to the moment of the evaluation in the personal trajectory of the subject
suffering from a major mental disorder (the psychotic or thymic decompensation phase, the phase
of stability of the psychotic or thymic symptomatology)” (Richard-Devantoy et al., 2010; Voyer, 2008).
We rightfully wonder if the clinical examination should not explore systematically the sphere of
violence and the systematic search for general and specific factors of hetero-aggressive violence,
even if the patient does not evoke it spontaneously, as suggested by a series of authors (Dubreucq,
Joyal & Millaud, 2005; Millaud & Dubrecq, 2005). But his process implies the gathering in the files
of the concerned persons of references related to their history of violence or impulsive behaviour, of
severe mental disorders, of information related to the alcohol or psychoactive substance consump-
tion, of current sufferings and fears, of recent stress and contextual factors (Dubreucq, Joyal & Millaud,
2005; Lorettu, Sanna & Nivoli, 2009), which — we have to admit — exceeds the key and possibilities
of the coroner in our country.

The evaluation of dangerousness remains the central matter of numerous debates, both in the
justice field and in the psychiatric field. The connection between mental disorder and violence was
emphasized in the specialized literature, but numerous factors are involved in the genesis of and
increase in the violence risk, and the mental disorder alone cannot predict future violence and psy-
chiatrists are more and more often called to the court to evaluate this dangerousness in an increasing
number of circumstances, but are they actually qualified and do they have the knowledge and in-
struments necessary for such evaluation?

Evaluation of the Violence Risk in the Mentally Ill. Clinical vs. Actuarial Methods

The evaluation of the violence risk (violent behaviour) in a psychiatric patient serves in putting
into practice of strategies aiming at preventing the repetition of this conduct. “Its evaluation refers both
to the notion of behaviour predictability’ (the evaluation of the possibility of emergence of a certain
event, namely the passage to the hetero-aggressive deed) and to the prognostic notion (the evaluation of
risks associated to evolutional forms of a known mental illness)” (Puig-Verges & Schweitzer, 2005).

Among the methods of assessment of the violence risk, two main directions can be differen-
tiated: the ones that allow for a clinical evaluation (structured or semi-structured clinical interviews)
and the ones based entirely on statistical data (actuarial scales).

“Purely” Clinical Approach

In current practice, the oldest method of evaluating the violence risk is the clinical one, based
on the psychiatrist’s experience and knowledge regarding risk factors. The assessor, who is a clini-
cian, must study different fields that proved valid in the evaluation of the violence risk. This implies
that he will take into account equally the static’ and the dynamic® risk factors. The clinician’s task
would thus be to highlight and take into consideration the known risk factors as having the greatest
impact on the increase in the violence risk (Scott & Resnick, 2006).

According to Doyle et Dolan, the evaluation of the violence risk should be done in 5 stages,
“the first consisting in gathering information regarding the evaluated subject (violence history,

* Predictability is founded on an anticipative reasoning and supports the data offered by a series of “specific and
reliable” instruments.

> The “static” risk factors cannot be changed as a result of the therapeutic intervention. For example age, gender,
personal and family history.

® The “dynamic” risk factors are susceptible to evolve as a result of the specific intervention (psychiatric symp-
tomatology, substance abuse, adherence to treatment, etc.).
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mental status, substance abuse, etc.) using different sources (patient, family, third parties that inter-
fere in the therapeutic process, etc.). The second stage consists of identifying the violence risk fac-
tors (history, current clinic, environmental, contextual’ ...). The third stage must allow the search
for the existence of protective factors, and the fourth consists in the evaluation of the violence risk
starting from the information obtained, trying to specify the nature, severity, imminence, possible
evolution and factors that can aggravate or diminish the risk. The last stage should allow the de-
velopment of assistance measures adapted to the typology of the violence risk (treatment, violence
control, surveillance, etc.)” (Doyle & Dolan, 2007).

Nevertheless, in current practice, the evaluation of the violence risk is based first of all on the
clinical experience and information of the practitioner on the risk factors and the psychopathology
of violent behaviours resulting in a “subjective, irreproducible evaluation (as long as it differs de-
pending on different assessors” (Gravier & Lustenberger, 2005) (and giving a considerable margin
to hazard, we would add).

But starting the ‘70s, more and more voices criticize this situation, starting with Monahan. In-
deed, in a series of studies, Monahan emphasized that the lack of reliability of the psychiatric and
psychological clinical methods of anticipating accurately violent behaviours is present in 1/3 of the
cases (Steadman & Cocozza, 1978a; 1979; Thornberry & Jacoby, 1974; Monhan 1984).

In 1966, the Supreme Court of the USA (Baxstrom vs. Herold) ordered the release of John Baxstrom — convict
transferred to a psychiatric institution after serving his sentence, without having his dangerousness evaluated. The Court
showed in the ruling that this “detention would go against the equality clauses before the law and the right to protect the
same”. As a consequence, 967 mentally ill delinquents detained after serving their sentences in maximum security
psychiatric facilities were discharged or transferred to regular psychiatric hospitals in the state of New York.

Subsequent studies summarized by Steadman et Cocozza (Steadman & Cocozza, 1978a; 1979) demonstrated that only
98 (20 %) of the subjects committed acts of violence afterwards during the following four years from their discharge or
transfer. They also emphasized that among the 121 subjects released immediately after, only 9 (8 %) were found guilty of an
offence and only 1 of the offences was an act of violence. Their conclusion was that only a low percentage (3 %) of the
mentally ill transferred to the psychiatry hospitals were re-admitted in maximum security facilities.

In the Dixon vs. Pennsylvania case (1971, the Supreme Court of the USA confirmed the decisions in the
Baxstrom case, thus 438 mentally ill criminals detained at Fairview — maximum security correctional facility of the
state of Pennsylvania — were released or transferred to psychiatric hospitals. Again, subsequent studies (Thornberry &
Jacoby, 1974) show the exaggerate degree of dangerousness prognostic: only 14 % of the former convicts from Fairview were
re-imprisoned. In the authors’ opinion, these results lead to the issue of the dangerousness of abnormal delinquents, as well as
of the need for them to be institutionalized in maximum security facilities for long periods of time.

In order to surmount this reproducibility flaw and the presumed level of subjectivity of this
type of evaluation, scales and standardized instruments have been developed and implemented for
the evaluation of the violent behaviour risk. Such instruments, despite all the critiques attached to them,
are according to the current trend in the forensic psychiatric expertise (Pham, Ducro, Marghem &
Réveillere, 2005): starting the ‘60s in the USA and the ‘80s in England, the actuarial methods® were
added to the clinical predictions. Practically, starting the 1990s, different clinical instruments were
developed and implemented, by reuniting statistical and clinical factors and future risk factors.

Structured or semi-structured clinical instruments

Risk is evaluated by means of these scales based on exhaustive information. “Such instru-
ments associate the search for historical risk factors (violence history, mental disorder history), cu-
rrent clinical factors (current symptoms) and future-related factors (Cote, 2001). The scales have a

7 ... factors that play an important role in increasing the violence risk and that are often omitted by clinicians in their
evaluations (apud Elbogen, E. B., Johnson, S. C.: The Intricate Link Between Violence and Mental Disorder: Results
from the National Epidemiologic Survey on Alcohol and Related Conditions. Arch GenPsychiatry 2009;66(2):152-61.)
¥ The actuarial science is a quite distinctive mixture of mathematics, statistics, economics and accountability, conceived
to deal with operational issues faced by the financial business environment, predominantly when there are significant
uncertainties. Hence, an actuary is a business executive, with specialized competences in the field of mathematical
sciences for the evaluation of financial risks, capable to elaborate, analyze the value and refine insurance programmes,
in order to meet the requirements of the society.
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threshold score (cut-off) that allows the classification of the violence risk as a high risk or low risk,
but gives way to “the clinicians’ interpretations in appreciating the risk level, as they are the ones
judging the weight applied to different factors in order to determined the final violence risk” (Gray
et al. 2004; Gravier & Lustenberger, 2005).

HCR-20 (Historical Clinical Risk-20).

HCR-20 is a scale frequently used by clinicians for the evaluation of the violent behaviour
risk. The scale was developed by Webster et al. in 1997, starting from a population of forensic pa-
tients and inmates. It includes 20 items that contain information on the patient’s history, his current
clinical state and previsions on his future.

The score goes from 0 to 40, each item being evaluated based on a score of 0.1 or 2, de-
pending on how the subject meets the criteria in the concerning item or not (0: No — item is absent;
1: possible — item may be present or present for a definite period of time; 2: Yes — item present).
The relative weight of each item, such as the “psychopathy item”, is taken into account for the final
calculation of the risk.

Though there is no threshold recommended in the HCR-20 manual, subsequent studies pro-
posed total scores of 20, 25 and 30 to classify patients with high and low violence risk. (Nicholls et
al., 2004)

There are several studies done on forensic psychiatric patients, which evaluate the reliability
of the instrument: Douglas et al., 2003, Gray et al., 2008 (especially for the subscales used to eva-
luate the historic factors and future risk management factors), Doyle & Dolan, 2007; Gravier &
Lustenberger, 2005; Pham et al., 2005; Cote 2001; Nicholls et al. 2004; Douglas et al., 2003; Gray
et al., 2008; Doyle & Dolan, 2006; Douglas et al., 1999, etc.

VRS-2 (Violence Risk Scale: 2" edition — Dolan e al., 2008)

The scale was developed based on a batch of patients from a forensic psychiatric hospital in
Canada. It is a 26-item instrument allowing an evaluation of the violence risk as well as the mana-
gement of subsequent risks. 6 items measure the static risk factors and 20 items measure the dy-
namic risk factors. The static items are classified from 0 to 3, as well as the dynamic ones, indi-
cating that the subject corresponds flatly to the description in the item. Every classification is made
by following the faithful description of the item. The scale has two parts: part A consisting in the
evaluation of history, and part B containing the evaluation of the response to treatment, which is
measured by means of the changes in the classification of the dynamic risk factors of the individual.

Actuarial Instruments

This type of instruments target the prediction of the violent behaviour risk, based on a purely
algorithmic process generating a numeric evaluation of the violence risk valid for a given popula-
tion at a certain point. They involve the calculation of a risk based on statistic combinations of a
low number (necessarily!) of variables’. Though not as a rule, most often they find three categories
of variables: regarding the violence in the individual’s past, the reinforcing factors of violent beha-
viours (marginalization, impulsiveness, toxic substance consumption) and stimuli susceptible of tri-
ggering violence (acute alcoholism, psychiatric symptoms, abandonment) (Gravier & Lustenberger,
2005). These scales do not allow personal evaluations (or clinical reasoning), give no way to the
assessor’s subjectivity and do not allow the weighing of factors depending on the clinical evalua-
tion. The assessor does not need to be a clinician any more, and results are reproducible in case the
assessor changes.

They are quick and easy to fill out and are used for the prediction of the relapse risk in indi-
viduals that do not have symptoms of mental disorder, but are equally used for the mentally ill
(Gray et al., 2004).

Variables are chosen in this case based on a reliable empiric relation between variables and the violence risk.



Assessment of risk in psychiatry and psychiatric forensic expertise activity 39

PCL-R and PCL-SV

PCL-R was developed by Hare in 1990 and it was originally meant for the detection of a psy-
chopathic personality disorder. Normally, this is not about an instrument of evaluation of the vio-
lence risk, but the scale is often used to this purpose, by virtue of its predictive capacity for all types
of crimes (Gray et al., 2004). PCL-R is based on the psychopathy description by Clekley in 1976
and includes 20 items that allow the evaluation of the personality and behaviour traits in people
with personality disorders.

Each of the twenty items is scored between 0 and 3 as follows: 0 = Inapplicable to the eva-
luated patient; 1 = Applicable to a certain extent, meaning that the trait is present, but not very do-
minant in the person in question; 2 = Fits the person perfectly, it defines the dominating traits of
the character and/or behaviour of the person in question.

The score itself goes theoretically from 0 to 40 and represents the level of resemblance of the
individual to the psychopath prototype. A score over 30 indicates a serious personality disharmony
and is associated to a high risk of violent behaviours. The highest possible score that a person can
get is 40. The average (regular) score is somewhere between 3 and 6 (4 being the average estima-
tion). The average score of a non-psychopath delinquent is between 16 and 22, the medium socio-
path delinquent or/and the delinquent with an antisocial personality disorder gets a score between
26 and 29. Psychopath criminals can obtain a score between 30 and 40. A non-delinquent psycho-
path gets a score between 30 and 34. Approximately 1/45 evaluated individuals receives a score of
40 (Sreenivasan et al., 2008).

VRAG (Violence Risk Apraisal Guide)

VRAG (Violence Risk Apraisal Guide) is an actuarial scale created in 1998 by Harris, Rice and
Quinsey. It was elaborated starting from a batch of 618 patients hospitalized in a maximum security
forensic hospital. 12 items have been selected for their capacity of “predicting relapse risk for a period
of 7 years”. The weight of scores in the 12 items is predetermined with a total result foreseeing the
violence risk for a period of 10 years and going from 0 to 100 %. On this scale, schizophrenia is con-
sidered a factor decreasing the violence risk (Gravier & Lustenberger, 2005).

The experts’ opinions regarding this instrument differ to some extent: some studies consider
that VRAG demonstrated its efficiency regarding the prediction of the violence risk in the popula-
tions of forensic psychiatric patients with a violence or conviction history (Harris et al., 2004 talking
about approximately 25 studies of at least 5 different countries; Snowden et al., 2007).

On the other hand, others have doubts regarding the predictive capacity of the scale on the vio-
lence risk, especially in patients with no violence history (Céte, 2001, Mc Dermott et al., 2008; Doyle &
Dolan, 2006). It seems that the scale is inappropriate in predicting risk in women (but it seems that the
number of studies is very low) (Harris ef al., 2004) and there is some reluctance regarding the genera-
lization of the VRAG results in “regular” mental patients (Borum, 1996; McDermott et al., 2008), or
regarding the fact that the scale is scarcely sensitive to the patients’ evolution (Douglas et al., 2003).

Other instruments

Violence Screening Checklist (VSC)

VSC (Mc Niel & Binder, 1994) is an instrument that can help clinicians evaluate quickly the
violence risk on a short term, in hospitalized patients. The original batch included a population of appro-
ximately 238 psychiatric patients from a general hospital. The original version included 5 items, used to
define a low or high risk. The scale has not been validated (until now) on a female population.

Hartvig Rapid Screening List

Hartvig et al., 2006, proposed a preliminary study allowing the creation of a quick list of evalua-
tion of the violence risk, for a period of 1 year, for patients discharged from the general psychiatric
hospital.
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Conclusions:

e The evaluation of the violence risk based on clinical criteria is more and more criticized as
being subjective, irreproducible and expensive.

e We witness more and more the emergence and implementation of a number of instruments
in different development stages, of which some have a proven capacity of evaluating the violence
risk. Despite all this, experts should prove prudence in using them as long as the applicability of
these scales proved to vary depending on the studied populations. Indeed, the use of instruments
complementary to clinical evaluation evolves to higher rigor and enhanced efficiency.

e Purely actuarial methods, though enabling reproducibility between different evaluator, fail
to take into account the context and possible changes of the individual.

e The semi-structured interviews that give way to the appraisal of the clinical evolution and
personal expertise seem to offer the best reproducibility and reliability as a consequence of a syste-
matized clinical exploration. Thus these methods seem the most interesting in evaluating risk.

e The instruments of quick risk detection enabling particular vigilance in the hospital envi-
ronment focus on certain patients and they should not be ignored.

e In our country, the necessity of alignment to general European rules imposes the quick for-
mation of experts in forensic psychiatric evaluation as well as the adoption of instruments appro-
priate to the purpose.

ACKNOWLEDGMENTS AND DISCLOSURE

The work of Dr. Andrei Radu, Armasu Viorel, Botezatu Cesara and Mihalache loan, was supported by
the project “European standards for competitive postdoctoral training programmes in advanced research ma-
nagement and forensic psychiatric expertise” (, Standarde europene pentru programe postdoctorale compe-
titive de formare in domeniul managementului cercetarii avansate §i expertizei psihiatrice medico-legale”) —
POSDRU/89/1.5/8/64123, cofinanced from the Social European Fund through the Sectorial Operational Pro-
gramme Human Resources Development 2007 — 2013, beneficiary Institute of Legal Medicine of lasi, Romania.

REFERENCES:

1. Foucault, M., L'évolution de la notion ,,d'individu dangereux” dans la psychiatrie 1égale. In: Déviance et
société, vol. 5, nr. 4, pp. 403 —422, 1978

2. Pratt, J., Dangerosité, risque et technologie du pouvoir. Criminologie 2001; 34: 101-21

3. Shaw, S.H.: The dangerousness of dangerousness. Medicine, Science and the Law, 13, 269-271, 1973

4. Bailleau, F., Cartuyvels, Y., La Justice pénale des mineurs en Europe, entre modéle Welfare et inflexion
néolibérale déviances et société logique sociale. Paris: L'Harmattan, 2007

5. Hacking, I., The Taming of Chance. Cambridge-New York-Port Chester: Cambridge Univ. Press, 1990

6. Feeley, M., Simon, J., The new penology: notes on the emerging strategy of corrections and its impli-
cations. Criminology 1992; 30: 449-74

7. Millaud, F., Roy, R., Gendron, P., Aubut, J., Un inventaire pour 1’évaluation de la dangerosité des patients
psychiatriques. Revue canadienne de psychiatrie 1992; 37: 608-615

8. Caillat, S., Horreard, A. S., Kottler, C., Les méthodes d’¢valuation de la dangerosité. In: Beaurepaire, C.,
Benezech, M., Kottler, C., eds. Les dangerosités. Montrouge. Editions John Libbey Eurotext, 2004: 291-299

9. Fazel, S., Grann, M., The population impact of severe mental illness on violent crime. Am J Psychiatry
2006; 163 (8) : 1397-1403

10. Richard-Devantoy, S., Voyer, M., Gohier, B., Garré, J. B., Senon, J. L., La crise homicidaire: pendant de la
crise suicidaire? Particularités chez le sujet schizophréne. Ann Méd Psychol 2010;168:62-8

11. Voyer, M., Dangerosité psychiatrique : 1’état de la question. Réflexions autour d'une meilleure prévention
et prise en charge de la violence physique des malades mentaux [thése]. Poitier: Université de Poitiers — Faculté de
Médecine et Pharmacie; 2008

12. Dubreucq, J. L., Joyal, C., Millaud, F., Risque de violence et troubles mentaux graves. Ann Médico Psychol
2005;163(10):852-65

13. Millaud, F., Dubreucq, J. L., Evaluation de la dangerosité du malade mental psychotique. Introduction. Ann
Meéd Psychol 2005;163(10):846-51

14. Lorettu, L., Sanna, N. M., Nivoli, G., Le passage a I'acte homicide du schizophréne. In: Millaud F, ed. Le
passage a l'acte. 2009. pp. 77— 93



Assessment of risk in psychiatry and psychiatric forensic expertise activity 41

15. Puig-Verges, N., Schweitzer, M. G., Violences, prédictivité et attentes sociales. Probabilités et certitudes,
vers de nouvelles logiques. Ann Méd Psychol 2005;163(10):816-9

16. Monahan, J., The prediction of violent behaviour: Toward a second generation of theory and policy.
American Journal of Psychiatry, 1984, 141, 10-15

17. Monahan, J., Steadman, H. J., Appelbaum, P. S., Robbins, P. C., Mulvey, E. P., Silver, E., ef al., Deve-
loping a clinically useful actuarial tool for assessing violence risk. Br J Psychiatry 2000;176:312-9

18. Monahan, J., Steadman, H. J., Robbins, P. C., Appelbaum, P., Banks, S., Grisso, T., ef al., An actuarial
model of violence risk assessment for persons with mental disorders. Psychiatr Serv 2005;56(7):810-5

19. Steadman, H. J., Cocozza, J. J. (1978a), Psychiatry, dangerousness and the repetitively violent offender,
Journal of criminal law and criminology, vol. 69, nr. 2, 226-231

20. Steadman, H. J., Cocozza, J. J. (1979), Dangerousness standard and psychiatry — Cross national issue in the
social-control of the mentally-ill, Sociology and social research, vol. 63, nr. 4, 649-669

21. Thornberry, T. P. and Jacoby, J. E., The use of discretion in a maximum security mental hospital: The
Dixon case. In Reforms in Corrections: Problems and Prospects, edited by H. E. Allen and N. Beran. New York:
Praeger Publishers, 1977, pp. 17-31

22. Scott, C. L., Resnick, P., Violence risk assessment in persons with mental illness. Agression violent be-
havior. Agress Violent Behav 2006;11(6):598-611

23. Doyle, M., Dolan, M., Standardized risk assessment. Psychiatry 2007;6(10):409-14

24. Gravier, B., Lustenberger, Y., L’évaluation du risque de comportements violents: le point sur la question.
Ann Méd Psychol 2005;163(8):668-80

25. Pham, T. H., Ducro, C., Marghem, B., Réveillére, C., Evaluation du risque de récidive au sein d’une popu-
lation de délinquants incarcérés ou internés en Belgique francophone. Ann Méd Psychol, 2005;163(10):842-5

26. Coéte, G., Les instruments d'évaluation du risque de comprotement violents: mise en perspective critique.
Criminologie 2001;34(1):31-45

27. Gray, N. S., Snowden, R. J., MacCulloch, S., Phillips, H., Taylor, J., MacCulloch, M. J., Relative efficacy
of criminological, clinical, and personality measures of future risk of offending in mentally disordered offenders: a
comparative study of HCR-20, PCL:SV, and OGRS. J Consult Clin Psychol 2004;72(3):523-30

28. Gravier, B., Lustenberger, Y., L’évaluation du risque de comportements violents: le point sur la question.
Ann Méd Psychol 2005;163(8):668-80

29. Nicholls, T. L., Ogloff, J. R. P., Douglas, K. S., Assessing risk for violence among male and female civil
psychiatric patients: the HCR-20, PCL:SV, and VSC. Behav Sci Law 2004;22(1):127-58

30. Douglas, K. S., Ogloff, J. R., Hart, S. D., Evaluation of a model of violence risk assessment among forensic
psychiatric patients. Psychiatr Serv 2003;54(10):1372-9

31. Gray, N. S., Taylor, J., Snowden, R. J., Predicting violent reconvictions using the HCR-20. Br J Psychiatry
2008;192(5):384-7

32. Doyle, M., Dolan, M., Standardized risk assessment. Psychiatry 2007;6(10):409-14

33. Gravier, B., Lustenberger, Y., L’évaluation du risque de comportements violents: le point sur la question.
Ann Méd Psychol 2005;163(8):668-80

34. Pham, T. H., Ducro, C., Marghem, B., Réveillére, C., Evaluation du risque de récidive au sein d’une
population de délinquants incarcérés ou internés en Belgique francophone. Ann Méd Psychol 2005;163(10):842-5

35. Cote, G., Les instruments d'évaluation du risque de comprotement violents: mise en perspective critique.
Criminologie 2001;34(1):31-45

36. Nicholls, T. L., Ogloff, J. R. P., Douglas, K. S., Assessing risk for violence among male and female civil
psychiatric patients: the HCR-20, PCL:SV, and VSC. Behav Sci Law 2004;22(1):127-58

37. Douglas, K. S., Ogloff, J. R., Hart, S. D., Evaluation of a model of violence risk assessment among forensic
psychiatric patients. Psychiatr Serv 2003;54(10):1372-9

38. Gray, N. S., Taylor, J., Snowden, R. J., Predicting violent reconvictions using the HCR-20. Br J Psychiatry
2008;192(5):384-7

39. Doyle, M., Dolan, M., Predicting community violence from patients discharged from mintal health ser-
vices. Br J Psychiatry 2006;189:520-6

40. Douglas, K. S., Ogloff, J. R., Nicholls, T. L., Grant, 1., Assessing risk for violence among psychiatric pa-
tients: the HCR-20 violence risk assessment scheme and the Psychopathy Checklist: Screening Version. J Consult Clin
Psychol 1999;67(6):917-30

41. Dolan, M., Fullam, R., Logan, C., Davies, G., The Violence Risk Scale Second Edition (VRS-2) as a
predictor of institutional violence in a British forensic inpatient sample. Psychiatry Res 2008;158(1):55-65

42. Gravier, B., Lustenberger, Y., L’évaluation du risque de comportements violents: le point sur la question.
Ann Méd Psychol 2005;163(8):668-80

43. Gray, N. S., Snowden, R. J., MacCulloch, S., Phillips, H., Taylor, J., MacCulloch, M. J., Relative efficacy
of criminological, clinical, and personality measures of future risk of offending in mentally disordered offenders: a
comparative study of HCR-20, PCL:SV, and OGRS. J Consult Clin Psychol 2004;72(3):523-30

44. Sreenivasan, S., Walker, S. C., Weinberger, L. E., Kirkish, P., Garrick, T., Four-facet PCL-R structure and
cognitive functioning among high violent criminal offenders. J Pers Assess 2008;90(2):197-200



42 BULETIN DE PSIHIATRIE INTEGRATIVA / Bulletin of Integrative Psychiatry

45. Céte, G., Hodgins, S., Pham, T. H., Psychopathie et comportements violents. In: C6té, G., Pham, T. H., ed.
Psychopathie. Théorie et recherche. Lille: Presses universitaires du septentrion; 2000. p. 75-95

46. Monahan, J., Steadman, H. J., Violence and mental disorder developments in risk assessment. Chicage:
University of Chicago Press; 1994

47. Harris, G. T., Rice, M. E., Camilleri, J. A., Applying a forensic actuarial assessment (the Violence Risk
Appraisal Guide) to nonforensic patients. J Interpers Violence 2004;19(9):1063-74

48. Snowden, R. J., Gray, N. S., Taylor, J., MacCulloch, M. J., Actuarial prediction of violent recidivism in
mentally disordered offenders. Psychol Med 2007;37(11):1539-49

49. McDermott, B. E., Edens, J. F., Quanbeck, C. D., Busse, D., Scott, C. L., Examining the role of static and
dynamic risk factors in the prediction of inpatient violence: variable — and person focused analyses. Law Hum Behav
2008;32(4):325-38

50. Borum, R., Improving the clinical practice of violence risk assessment. Technology, guidelines, and trai-
ning. Am Psychol 1996 ; 51 : 945-56

51. Harris, G. T., Rice, M. E., Camilleri, J. A., Applying a forensic actuarial assessment (the Violence Risk
Appraisal Guide) to nonforensic patients. J Interpers Violence 2004;19(9):1063-74

52. Monahan, J., Steadman, H. J., Appelbaum, P. S., Robbins, P. C., Mulvey, E. P., Silver, E., ef al., Deve-
loping a clinically useful actuarial tool for assessing violence risk. Br J Psychiatry 2000;176:312-9

53. McNiel, D. E., Binder, R. L., Screening for risk of inpatients violence: validation of an actuarial tool. Law
and Human Behav 1994;18(5):579-86

54. Hartvig, P., Alfarnes, S. A., Skjonberg, M., Moger, T. A., Ostberg, B., Brief checklists for assessing vio-
lence risk among patients discharged from acute psychiatric facilities: a preliminary study. Nord J Psychiatry 2006;
60(3):243-8



