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The purpose of this study g go,develop an instrument for assessing violence

risk among Thai persons wit he community, the Thai violence risk
scale (TVRS). The charat “/J.es associating with violence among
persons with schizophr ted based on literature review and
the Psychology of Criit . e 2s Ol scale development procedures by

Crocker and Algina

The TVRZ

face interview instrur

N ies-no question for the face-to-
wsined by both exploratory factor
analysis (EFA) and cor Findings from the EFA (varimax
rotation, n = 300) s B = ; \ Y !l of 2 factors. Factor I was the
characteristics (15 iten # ¢ ' ‘ e ci 1‘1. Mances (2 items). The second order
CFA (n = 604) providec e, m na™ s illustrating that the violence risk
model fitted with the empirica .rt‘;:_ Baos supported the construct validity of the
TVRS. Predictive Wlig 2 f{ersons with schizophrenia in

the community. L BY ) re of 23, the sensitivity was

.80; the specificity "|: s .78 peelictivflvalue was .64. The reliability,

aF

internal consistency, of the TVRS was also acceptable Its Cronbach’s alpha coefficient

" QUHANENANEINT. s

minutes to complete the TVRS, th# instrument isuitable for ass@sging violence risk in

ARV AT s s

instruth ent, it requires further study to make it a standard instrument.
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CHAPTER 1

INTRODUCTION

Background and significance of the study

Recently, despite &= /tries with respect to mental health

legislation and institutiori® *in community settings, persons

with schizophrenia ha: sed violence over inpatients

and the general po , Kullgren, and Dahlgren,

2006; Stompe et al. 102). The great majority of

individuals with schiz , Wolence; however, a minority

ST

commits violence (Lindqv g andlds<=ae ; ronen, Hakola and Tithonen,

o
1996a; Eronen, Tiihonen and ‘e -
M)A

and other types of illegal acts and

A1, 1996).
AX
ses with schizophrenia have a

¥

become involved irks- =

A number I T
iy

four to six times higher g}sg)f committing violent crime as compared to the general

population (Aﬁ]eu%l a)&q g:mrﬁ]\wr&l,’la gdgins, 2000; Eronen,
Angermeyer nqdl Schulze 19 8). Tfe odds ratio from 2.4 ff those individuals
with scﬂzﬁ:&lﬁdtﬂoﬁls smeuuuﬂgnﬁ ngl;l)@ngjcomplicated by
substance abuse (Angermeyer, 2000). In Thailand, the prevalence of violence in
persons with mental illness (schizophrenic patients=72.8%, MR=10.5%,

others=16.7%) ranges from two to four times during 2 months to 5 years after first

committing the violence (Ranee Chayintu and Nongluck Sattra, 2000).



Some Thai persons with schizophrenia in the community are violent to
themselves and to others. Consequently, the victims are found to have suffered
physical injury, or psychological distress and emotional trauma, or both. In extreme
cases, the incidents have resulted in the death of family members or other persons.
Persons with schizophrenia are likel

v lje rejected by their community, stigmatized,

and often a key criterion for A / ission (Chaisurin, 2007) as in many
countries (Hirayasu, 2005 = , O ugl == Comish, 2004; Rocca, Villari,
and Bogetto, 2006). ’ | ' ' : = nlt in financial loss, loss of
freedom, and even lo: ‘ g an inpatient can result in
job loss, divorce, an “tients toward even further
W evention of future violence

violence to gain reso:

among persons with sc#z < n®/. Thus, mental health nurses

%

i r‘-’

should pay more attention to ". that can prevent violence before it

begins. y ’ )

: %,
In this study =" _ ,uity estimates of a person

intentionally using physwal force, threats or actual, agalnst another person, himself or

herself, or a ﬂsufgof)}wzi wsj waﬁlﬂlﬁhhood of resulting in

injury, death, psychologlcal harm, nfaldevelopmegg, or deprivatiogyThe estimates are
determ%m;lﬁiﬁrm imluﬁﬂgmcﬂoﬂ ta Eson and their
circumsténces that associated with violence.

Research on violence among persons with schizophrenia has suggested
several characteristics and circumstances as being associated with and predictive of
violence among persons with schizophrenia (Abu-Akel and Abushua’leh, 2004; Ran

et al., 2010; Swanson et al., 2006; Vevera et al., 2005; Walsh et al., 2004). Regarding



psychotic symptoms, in approximately 45% of cases (Humphreys et al., 1992), the
psychotic symptoms per se are judged to have directly elicited violent drives
(Junginger, 1996). Moreover, a number of studies of schizophrenic patients have
shown that before violence, psychotic symptoms such as delusions, hallucinations,

excitement, etc. are specific primarv chggeteristics that increase violence (Fullam and

, ﬂnen, 2006; Swanson et al., 2006).

on-s ,)m}ﬁ'"'_ing medication, have a history

Dolan, 2008; Joyal et al., 200:
Especially, if the patient
of previous violence, 2z qor family relationships, have
personality disorders, e likely to increase the risk
of committing violenc % the community (Brennan et
al., 2000; Colasanti et ; \\. hy, 2002).
Recently, althous \ Sevent violence among persons
with schizophrenia, such as and' violent management programs,

primary violence [(U'% - pfupnt (Hart, 1998). Early

)

identifying of high V . “ >sment can be useful in the

primary effective preventlon of future Vlolence (Hart 1998; Moran et al., 2001).

Thus, the f1rﬂ §li E}’}% E}Wj W& i giccurate violence risk

assessment scale (Erkiran et al.,g#2006). So, gyaluating the ggharacteristics and
c1rcqu1 w'gﬁiﬁ nljmu m:'lq n&f]ﬁﬂuce risk among
persons w1th schizophrenia in the community. Mullen (1997) believes that the
possibility of violence should be considered in much the same way that suicide risk is
routinely considered. Therefore, persons with schizophrenia in the community ought

to be assessed routinely for violence risk.



In Thailand, although mental health nurses try to decrease and manage
violence among persons with schizophrenia in the community, the patients are at risk
of committing violence later on because they not only have little power to detect or
intervene until these acts are committed, but also lack adequate or appropriate

ost common approach used is the clinical

violence risk assessment approach. Te4 ¢
approach that is unstructures ' his has the advantage of being
flexible, allowing a foct : Spestiic == and violence prevention (Hart

1998). However, the olig “icized for being unstructured,

informal, subjective, . ¢hl, 1996). Moreover, Hart

(1998) has also high’ \ N iructured clinical judgment.

These include the idea | tendiiad (Wsistency or agreement across

assessors with low inter- elig) ’

Vs

Tk ,u
problem of imprqyvije ’ 4§ preventing violence is

they reach a decision, making i iors to question that decision. Thus, the

-

Y
i ) . . .
enormous (Stone, 28¢=, ] P =" appropriate violence risk

¥

assessment scale.

Fromﬂ %ﬂ@%ﬂ% 5 WNoB Jh B Qe technology used to

assess and predlct risk of violence las evolved, pgpducing a numpgr of violence risk
assessn %m’:‘l a \ﬂangfm\u{m :1‘218%&11’]@‘48 Quinsey et al.,

1998 c1ted in Andrews and Bonta, 2006), the Violence Screening Checklist (VSC;
McNiel, Binder, and Greenfield, 1988), the Psychopathy Checklist-Revised (PCL-R;
Hare, 1991), the Psychopathy Checklist: Screening Version (PCL:SV; Hart et al.,
1995), the Level of Service Inventory-Revised (LSI-R; Andrews and Bonta, 1995),

and Historical, Clinical and Risk Management-20 Item version 2 (HCR-20; Webster



et al., 1997 cited in Andrews and Bonta, 2006). However, all of these scales were
developed based on risk factors for criminality of general offenders. Moreover, these
existing instruments take time for use as a screener in a setting such as the
community, outpatient departments, or justice systems where there is limited time or
gisting instruments involve time-consuming

ﬂuctured interview (Arango et al.,

(W sc ==mmessmcsent violence risk assessment

limited staff resources. That is, thes
procedures on a careful file 2

1999; Kho et al., 1998)
for a conditional dischar=
Wac suggested that the next
\ ssing changeable aspects of
violence risk. In a sin . \ e ' ] '\ 06) have proposed the idea
that regarding the develd cale for assessment of risk for
violence, persons that commit

“ificantly different enough from others

that we need a diffi-i¥ S > ances for violence. Thus,
7
|

new violence risk asf=, =1zed functions, such as the

..l . "y
i¥

assessment and management of violence, espec1ally regarding the treatment of

violence and ﬂ uﬁceﬁ}ﬁﬂ%j W SZH Y are more appropriate

for special need populations (Wong énd Gordon, 2006).
QTMV'-lla:mim%wfll mjd’l a)(EJ was designed
based on the Psychology of Criminal Conduct (PCC; Andrews and Bonta, 2006)
theory and literature review. The results of the VRS assessment can inform service
providers about whom to treat, what to treat, and how to treat (Wong and Gordon,
2006). It also demonstrates good validity and reliability (Lewis and Wong, 2008;

Wong and Gordon, 2006). However, although the VRS can assess violence risk



among psychiatric patients, some items of the VRS related to criminality which is not
characteristics or circumstances regarding the violence among persons with
schizophrenia in the community. Moreover, item D11 (mental disorder) is too broad
and this characteristics are not specific enough for assessing violence risk among

persons with schizophrenia in the cgry nity. In addition, the VRS is limited to

covering the entire descriptio s acteristics and circumstances of the

schizophrenic patients.

As a result, direzg salence risk assessment scales as

described above with g#a’ ¢ | A UhsrOSin the community may be

@ assess specific types of
characteristics and cir¢ S f( .ol

the community. Additida’ ﬁ 2L

et <
offenders may affect the reliab i
N,

persons with schizg¥yrg ' Sl . violence risk assessment

Y
. i l
has become increasii®= =g, as mental health nurses

W-rsons with schizophrenia in
:n schizophrenic patients and

of these scales when used with Thai

work with patients that have a high probablhty of dlsplaylng violent behavior.

However, as ﬂ hde E’g’a ¢ %es FE 5} B} SFment scates have ot

been developed specifically for persghns with schiggphrenia in the ggmmunity.
Qnmcn a Qenj m u nf]amae’a-l]ﬁ EJS who play a
pivotal role in violence prevention, have an accurate violence risk assessment scale
designed specifically to assess violence risk which focuses on the characteristics and
circumstances that are associated with violence potential. This would help mental
health nurses deal with violence among Thai persons with schizophrenia in the

community. Thus, mental health nurses need a reliable and valid instrument to



appropriately assess violence risk, and they need to use it appropriately in order to
identify which persons with schizophrenia in the community are at high violence risk.

Therefore, the present study will develop a violence risk assessment scale for
Thai persons with schizophrenia in the community, the Thai Violence Risk Scale
nd will use the Psychology of Criminal

// s a guide to select the significant

= With violence among persons

(TVRS), based on the literature
Conduct (PCC; Andrews and
characteristics and circu 7
with schizophrenia. Thi o develop a psychometrically-
sound measure for as¢ ¢ < ™ rsons with schizophrenia in
the community.

The outcome - N lence Risk Scale (TVRS),

represents new knowled 4 Wive way for assessing violence

F. inadad <2
risk through the characteristics

es that are associated with violence;

this is different fro prig w0 berused as a scale to develop

future knowledge V_ "‘i d in clinical practice. In

research, the scale came used as an instrument for as®%sing the effectiveness of an

intervention-bﬁﬁ)ﬁﬁowﬂﬁwcﬁﬁ ﬂl?e among persons with

schizophrenia #J the community. In clinical practlce the TVRS can be used as a

o IR LTI o

in the co%qmumty.



Research questions

1. What is an instrument which aimed to assess violence risk among Thai
persons with schizophrenia in the community?

2. What are the psychometric rties of an instrument that aimed to assess

violence risk among Thai per: / a in the community?
Objective of the study
" ce risk among Thai persons

2. To test the#p: 10 ".' rtic. §oi¥ the instrument for assessing

violence risk among Thai pers
P

©bhrenia in the community in term of

validity and reliabil[ ¥

Scope of the study

ﬂﬂﬂ’&ﬂﬂﬂ?ﬂﬂl’lﬂ‘i

This study, the development of an assesgapent scale, willgstablish a reliable
and Vde'la ﬂ ﬂ imnu m r] ’er Hlahﬂ persons with
schlzophrema in the community. The Thai Violence Risk Scale (TVRS) was
developed base on a review of the literature and used the Psychology of Criminal
Conduct (PCC; Andrews and Bonta, 2006) guided to select the characteristics and
circumstances related to violence. The target population is Thai persons with

schizophrenia in the community. The setting for this study was the outpatient



department of psychiatric hospitals, the Mental Health Department, Ministry of Public
Health, in four regions of Thailand. These include the north (Suan Prung Psychiatric
Hospital), the northeast (Prasrimahabhodi Psychiatric Hospital), the central region

(Galya Rajanagarindra Institute), and the southern region (Suansaranrom Hospital).

Conceptual framework

Violence risk ic ~Ziolence risk is the probability

estimates of a persor a, threats or actual, against

another person, himse¢ % hat results in or has a high

likelihood of resultin: \ » harm, maldevelopment, or

deprivation. The estimati 3) by -"- a®ing the existing characteristics

of the person and their circums fated with violence, as described in the

i ,_
chapter I. Thus, thcty, ' cjistics and circumstances
‘A R l

From the hterature there are various tne characteristics and the

cucumstancesﬂ;u Ej Ql Vi) ﬂj PP §éofy g schizophrenia in the

community. Th1s study, so, used thegPsychology @& Criminal Conguet (PCC; Andrews
i 8] M)’]@Mﬁmﬂmﬁlﬁ MELARE rcumsance

1dent1fled through research as being associated with violence among persons with

components.

schizophrenia in the community.
In this study, therefore, characteristics include younger age, male gender,
antisocial personality disorder, educational failure, living alone, younger age at first

hospitalization with schizophrenia, history of substance use, limited or no vocational
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activity, history of violence, history of abuse, aggressive behavior, delusions,
hallucinations, excitement, suspiciousness, hostility, lack of insight, symptoms of
mania, depressive symptoms, threat/control override symptom, uncoorperativeness,
disorientation, medication noncompliance, substance abuse, homeless, and weapon

availability; and circumstances poor peer relationships, poor family

relationships, and expressed e

The reason for
associated with violence 7AEN mecania in the community because
these characteristics a: way to assess violence risk.
Moreover, these charf monly available in persons
with schizophrenia or g persons with schizophrenia

in the community. The c#ic ‘ udy show as follows:

Figure 1 Conceptual framework of the study
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Operational definitions

Violence risk refers to the probability estimates of Thai persons with
schizophrenia in the community intentionally using physical force, threats or actual,

against another person, himself or hergejfy or a group of people that results in or has a

ﬂlogical harm, maldevelopment, or

deprivation. The estima - W e =mmmmm——_aracteristics of persons with

high likelihood of resulting ir

schizophrenia and their = ad with violence.

es or attribute, background,

social status, and con | Thasiiad '\\ W\ zophrenia in the community

1

associated with intentio# ti¥cats or actual, against another

person, himself or herself, or a that results in or has a high likelihood

dfVrlopment, or deprivation.

)

) . . .
wer, antisocial personality

of resulting in injy™
These characteristi®®Z
disorder, educational Iallure living alone, younger age at first hospitalization with

schlzophremaﬂ %E’ ’} 'Hcﬂ:%ﬁ Fw ﬂm’}«ﬂnﬁnal activity, history of

violence, hlstory of abuse, aggressiwe behavior, dalusions, halluciggtions, excitement,
ric Bl WOV FLd Bl Wl e B8 oo
threat/control override symptom, uncoorperativeness, disorientation, medication

noncompliance, substance abuse, homeless, and weapon availability.

2. Circumstances refer to events or situations of Thai persons with

schizophrenia in community life associated with intentionally using physical force,
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threats or actual, against another person, himself or herself, or a group of people that
results in or has a high likelihood of resulting in injury, death, psychological harm,
maldevelopment, or deprivation. These circumstances include poor peer relationships,

poor family relationships, and expressed emotions in family.

Expected benefits

X

¥

AULINENINYINT
IR TN ININY



CHAPTERII

LITERATURE REVIEWS

In reviewing the literature from this study is to point out the importance

towards developing that the T nce Risk Scale needs. Thus, existing

ﬁschizophrenia and violence risk
d

knowledge about violence

assessment were done bv Thai data bases that published

between 1990 and 204 tential articles was used in

order to include all es of Medline, CINAHL,

EBSCO, ProQuest, S# d Thailis; using key words:

violence, violent bekl isk assessment, aggression,

aggressive behavior, ana s mnthesis and critique of published

studies that focused specifica_ll s and circumstances associated with
e,

violence among pges———— Jdles literature examining
y %,
i )

anJf} the independent variables

¥

relationships and pr I IC

representing characterisfgcg, and circumstgnges for violence among persons with

schizophrenia.ﬁ]lx uaﬂxa hﬂﬂmeﬁ m ﬂv’]tfd]egrelated to violence in
O R R R eV .
| ,
gAll aspects and Tacts about violence among Thar persons with schizophrenia

in the community and how to develop violence risk assessment scale were discussed

on the topic of violence and violence risk among persons with schizophrenia in the
community, violence risk assessment scales, and scale development as the followings:
1. Theory of violence and violence risk

1.1 Theory of violence
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1.2 Definition of Violence risk

2. Violence risk among persons with schizophrenia in the community
2.1 Persons with schizophrenia
2.2 Violence among persons with schizophrenia in the community

g risk among persons with schizophrenia in

2.3 Violence and viol
the community
¢ (PCC)

2.5 Char~g o 7 \ “ssealated to violence guide by the

% in the community

rsons with schizophrenia in

the community
3.2 Violence rls tong persons with schizophrenia in the

community

4. ViolencC Y.

-
1]

d

i o

4.1 Generétwn of violence rlsk assessment scales

FUBINERINYINT

5. Scale development

QW'WMﬂﬁmuﬂﬂmﬂﬂﬂ
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1. Theory of violence and violence risk

1.1 Theory of violence
The word violence derives from the Latin root, vio, referring to force.

It generally refers to physical force 'y js mostly applied to human action (Barash,

=z

e W ffc w2 on theoretical and discipline

2001 cited in Muro-Ruiz, 200

oriented. In general, vial : / Ssosault, dangerousness generally
s recidivism is repeated re-
Petties (2002) as actual,
)lence, acts or threats that are
likely to cause harm ord arson, and acts or threats that
riedman (2006) defined violence as

could lead to criminal or ClVll

having used a weagp ¥ ~fu having become involved,

..
el

with a person other . 4 ,uan one fight that came to

blows behavior that 1s hkely to frlghten most people Moreover, World Health

Organization ﬂéﬂ %’1’31 V])%’:%shwgt@ﬂuﬁ of physical force or

power, threatened or actual, agains§’another perg@p or against oggself or a group of
people%n“;]lﬁ ﬁ fr] ﬁsmhu m;lugdnﬂsa@ EJ injury, death,
psychological harm, maldevelopment or deprivation.

In psychiatric outpatient, defined violence as battery that resulted in
physical injury (ranging from bruises to death), sexual assaults, assaultive acts that
involved the use of a weapon, or threats made with a weapon in hand (Hiday, 2006;

Petties, 2002; Skeem et al., 2005). Similarly, Monahan (2001) defined violence as:
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any acts that include battery resulted in physical injury, sexual assaults, or assaultive
acts that involved the use of a weapon, or threats made with a weapon in hand. The
violence variable reflects whether a patient committed any of these act(s) of violence
in the community during the entire follow-up period (i.e., 1 year after hospital

4ghiatric inpatients, moreover, violence was

discharge) (Skeem et al., 2005). In

defined as any incident in wh F # ted to physically harm others, such

s, attempted, or intended of
that involved the use of a
another person resulting in

physical injury, death, p opfnent or deprivation.

et AJ 4
Organization (1995384 o power’ in addition to the

- |
el

In this study, which defined by World Health

: %,
phrase ‘use of physie=" o ' ¥olent act and expands the
conventional understandlng of violence to 1nclude those acts that result from a power

relationship, i ﬂ ugﬁj;r%z w\%ﬂﬁtw B Yife| ohpower” also serves to

include neglect or acts of omissiong in addition g9 the more obygus violent acts of
commg er ﬂ J&ﬂlﬁ meu “l:lg m;l ’] a] Eal'nes including
psychologlcal harm, deprivation and maldevelopment (Krauss, 2006). Moreover,
WHO’s typology of violence (Krug et al., 2002) is rational and categorical rather than
empirical. It divides violence into three major categories: self-directed, interpersonal,
and collective based upon the circumstances in which the violent act took place. Each

of these categories is further subdivided. The focus of self-directed violence is self-
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evident. It has two subcategories: suicidal behavior and self-abuse (e.g., self-
mutilation). Interpersonal violence inflicted by another individual or a small group of
individuals. Such violence is further divided into family, intimate partner, and
community violence. Collective violence is “the instrumental use of violence by

people who identify themselves as magghgrs of a group against another group or a set

of individuals, in order to aclh ic, or social objectives” (Krug et

al., 2002: 5).

In relatioz violence and criminality or
criminal behavior in r; : hi=ot ‘I : = described in several studies
(Brennan et al., 2000: d ¥/ - = 1\ ‘ 0000; Swanson et al., 2000).

W-ws and Bonta, 2006), they
suggest four broad def" “" . These four areas are legal

criminal behavior or actions th
—"le

by the state and punishable under the

law, moral crimina f f 1plate the norms of religion

e ——— ..v
el

Y
. i ) . . . .
and morality and arc®=,” P ="Cme spiritual being, social

criminal behavior Wthh refers to actlons that Vlolate the norms of custom and

tradition and ﬂsﬂr&} %}‘w Ell %ﬁ'r@ w H’Inﬁ]y‘zsychologzcal criminal

behavior that rgflers to actions that ghay be rewagding to the actegbut inflict pain or
loss org Mr] a grfr]aﬁ moulnala wlﬂﬂ a JEJreover Sutherl
and Cressey (1999) defined criminality is behavior in violation of the criminal law.
No matter what the degree of immorality, reprehensibility, or indecency of an act, it is
not a crime unless it is prohibited by the criminal law. In addition, criminality was
defined as violent offenses that are murder, manslaughter, assault, arson, threat of

violence or harassment, sexual offence, robbery, forcible confinement, and illegal
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procession of firearms or explosives (Eriksson, 2008). So, violence is behavior or

action in the part of criminality.

1.2 Definition of violence risk

1.2.1 Risk

Originz ﬂas used primarily to mean loss or
A

hazard to the person or . on an expanded definition to

include the commercial aods. In 1789, the concept was
used in the law literat 2 | . " loss or damage. Moreover,
Siness and commerce such as
risk aversion, risk bee e T ' nt, risk rate, and risk factor
(Shattell, 2004).

Dempste fied components of risk include the

= ,_
nature of the even. b ' 8 [ 11l be violent, e.g., sexual

-
-

)

. i ! . .
violence versus spoti=* ttanging from no or minor

physical injury to muluple deaths), zmmznence (the tlme frame in which the person

will be Vloleﬂ ‘H Ejnﬁg\w H]% ? w M’e‘nﬂ ] years after release),

frequency (how often will this pers@h be violent,g&g., isolated acggof violence versus
chromgmauﬁﬂnﬁ)ﬁnmrum\rlglmﬂf]ﬂa ﬂm or victims).
These components of risk are gradually being incorporated into research and clinical
practice of violence risk assessment. For instance, the development of specialized
instruments for spousal assault (e.g., Spousal Assault Risk Assessment Guide, Kropp
et al., 1998) and sexual offending (e.g., Rapid Risk Assessment for Sex Offense

Recidivism, Hanson, 1997) have increased our understanding of the nature of risk. As
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well, the use of survival analyses has incorporated the notion of imminence into
violence risk studies (Kettles, 2004).

In a concept analysis of risk, Shattell (2004) reviewed the
literature in nursing, sociology, psychology, philosophy, ethics, business and industry,

art and architecture, education, lingui gy statistics, economics, religion, and popular

media found the concept risk >ly defined. Thus, Shattell provided

the following uses of the : sk: 8 A sl f or the potential for physical

or emotional harm, injn= c_risk factor, and high risk. 2)

Decision making, a w alor uncertainty: for example,

risk averter, risk take %&. and risk management. 3)

Danger to property. 4 \ 0 hrty or finances. 5) Insuring

people and property. 6) #or st1r .,- L r#e possibility of financial loss,

e

including a measurement tool ¢ ample, risk management, risk capital,

i ,_
risk money, and rj>¥ P g fo) perceived high risk: for

-

example, risk premief=,"& = =ple, a board game risk and

,!i ™
¥

computer software for t e 1nsurance 1ndustry

ﬂ u H @9 Wﬂfﬂ 5 Wcﬂqsefd] ‘sucept in health-related

research. There 18, however, great aghbiguity in thg theoretical definition of the term.
There %mnaoarﬁcf] jmﬂu Myflly’lmia;;liaiﬂand situational
context as follows:

According to Adams (1995 cited in Kettles, 2004) defined risk
as ‘the probability of an adverse future event multiplied by its magnitude’ (p. 69),
illustrated that while risk is easy to define, it entails difficult characteristics.

Moreover, it is used as risk factors for criminal behavior or violence behavior.
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Pins (1996) defined risk as the probability of a bad
consequence or as the likelihood that a particular adverse event will occur.

Carson (1997) definition of risk involves consideration of both
possible harm and possible benefits. Risk is dynamic, that is, it changes across time

and across situations.

ter, 2003) defined risk as a hazard
that can be predicted wit? -—

Hampel, 2006) defined risk
as a situation or ev: value (including humans
themselves) has been : Wlis uncertain.

brobability that an event will
occur. It encompasses 1e probability of a generally

unfavorable outcome.

'fuice or potentiality for loss

-
)

or harm, a cognitive* =" ; .,vrception about self and/or
others, and a decision- maklng process based on probablhty or a weighing of the

possibilities oﬁP u BIC’J IPﬂ El@'qe‘j WH fnrﬂ ‘3 she defined attributes

of the concept rlsk are as 1) a chamte or potentjglity of loss or lgggm, 2) a cognitive
recognﬁwﬂ'JIQ Qﬂim NMtﬂilm ﬂfflna El)thers and 3)
dec1s1on—mak1ng process based on probabilities or a weighing of the possibilities or
potentialities.

Medical dictionary (2010) defines risk as:

1. The possibility of suffering a harmful event.
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2. A factor or course involving uncertain danger, as
with smoking or exposure to radiation.

3. The possible peril related to a particular condition or
treatment. The risk may come directly from the condition itself or indirectly from the

it application.

process or method involved in the tre:
1infavorable event occurring.

d that an undesirable event or
effect will occur, as a re .= e, or influence of a chemical,
physical, or biologic period; the probability of
developing a given di
of loss.

v,'S defined risk as a chance or

possibility or probability or hk» - ®se event will occur multiplied by its

magnitude that is tho%a o wofihe authors defined risk as

Nl —————— -
- -
| %,

: AX
outcomes such as af= "= ity of the event of risk. In

addition, risk is sometlme used to refer to as risk factor tnat is context (circumstances)

of risk. More ﬁfu EJJ’J %Hnwn§ WfEJj qaﬂ ‘@uy and outcome. This

study use risk as probablhty of advese event will ggcur.

As described above, violence is defined as actual, attempted, or
intended of any physical force so as to injure, abuse, or threatened that involved the
use of a weapon, or threats made with a weapon in hand to another person whereas
risk defined as a chance or possibility or probability or likelihood of adverse event

will occur multiplied by its magnitude.
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According to Kumar and Simpson (2005) studied application of
risk assessment for violence methods to general adult psychiatry: a selective literature
review, defined violence risk as the probability that a person may commit a violent act
against another person in the future, in certain circumstances.
hog 41997) defined violence risk as probability

/1 rged as a promising alternative to

which implies certainty. The

Ferris and ot
estimates of the chances for Y
the less fruitful attemps 7
estimates are derived b ich are variables identified
through research as etermine the likelihood of
“harm,” which is the #fu g £ Fpe—s N\ o Sedicted.
WA risk as probability estimates
that a person will intenti#i: ; Here v vreats or actual, against another

/ \
person, himself or herself, or a chat results in or has a high likelihood

of resulting in injuny¥yle . wfOpment or deprivation. The

- -
- -
| %,

. [ ! . e
estimates are deternif=," ¢ = aracteristics of person and

their circumstances that assoc1ated with Vlolence Slmllarly, Andrews and Bonta

(2006: 47) deﬂF%sE}a’cJo%ﬁn%c% w E”iﬂ%d their circumstances

that associated w1th an increased chéince of futuggycriminal activigy That is, a higher
Vlolencarm '.La \ﬁlﬂ inm uma lﬂ ﬂfl ﬁ ﬂ:umstances for

Vlolence than a low violence risk person.
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2. Violence risk among persons with schizophrenia in the community

2.1 Persons with schizophrenia
Schizophrenia by definition is a disturbance that must last for 6 months

or longer, including at least 1 month cg g9lusions, hallucinations, disorganized speech,

, ﬂve symptoms (Stahl, 2010).

Mol ,10nﬂ""'_ebilitating mental illness that

grossly disorganized or catato

affects about 1% of the - ahana et al., 2002; Sadock and

Sadock, 2003). There wrer 100,000 population per

year (Kelly, 2005). T, Wng the causes of disability

worldwide, they manif hosis is often poor (Kylma et

al., 2006).

Finas -
In Thailand the ns diagnosed with schizophrenia is

increasing. Once thJYe 2fyrs, schizophrenia is now

)

recognized to be a GF¥Z = = = (Carpenter and Buchanan,

i¥

1994) caused by a comblnatlon of 1ncompletely characterized genetic and

enmnmemalﬁfu g INNITNYINT

ymptoms of schizoghrenia are glgssified in fougdomains: positive
s B Mo N3 Bl &liﬁﬂ&l I]&L’Jﬁyﬁlmms
symptoms are hallucinations, delusions and thought disorder. Negative symptoms
include social withdrawal, lack of motivation, spare speech and emotional
indifference. These negative symptoms are often quite debilitating and impede
rehabilitation, even when positive symptoms are in remission. Cognitive symptoms

include poor attention and decreased short-term memory. Long-term memory is not
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impaired. These cognitive difficulties clearly impede progress in rehabilitation,

vocational advancement and educational achievement. Affective disturbances are

primary related to discouragement and demoralization (Bloom and Wilson 2000).
Schizophrenia involves impairment in many domains, often over and

vghegic features. Thus, one can describe a variety

above the direct effect of positive ps
of disabilities that may affect 2 ﬁrder Primary disabilities: positive
and negative psychotic aloﬁ“ psychopathology, drug side-
effects, and cognitive | ' / N o eailities: loss of social capital,
education, family, fri
Tertiary disabilities: ,' — AW nities, and discrimination.

Impairments arise as N extent, tertiary disabilities.

Some people may requific pes "_; equate nutrition and hygiene

i r‘-’

standards, and to protect the ‘c consequences of impulsivity, poor

judgment, cognitivy:% g > yto delusional beliefs or

e ——— ..v
el

- Y
command hallucinati®=, : ' =fnat related to violence.

..l wi
W ¥

sy ETETUY (Tt —

rom the literatureg'review foupq that majorigpof persons with
schlzopQ‘ er] atiﬁluj m(u nf] qnﬂn’hﬁ EJllents in other
dlagnoses (Fazel and Grann, 2006; Logdberg, Nilsson, and Levander, 2004; Munkner
et al., 2005; Tuninger et al., 2001). The Epidemiological Catchment Area (ECA)
surveys carried out in 1980-1983 reported much higher rates of violence among
persons with schizophrenia living in the community compared to other community

residents were 21 times more likely to have used a weapon in a fight (Swanson et al.,
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1990). Wessely and others (1994) found that a study of 538 persons with
schizophrenia living in London reported that the men had a 3.9 times and women 5.3
times greater risk for conviction for assault and serious violence compared to a
control group with other psychiatric diagnoses. Lindqvist and Allebeck (1990)

followed up 644 persons, with a diaggge g of schizophrenia discharged from hospital

in Stockholm in 1971, over
convictions for violent e — S 1 (/= in the group than the general
population average. Wal! ‘ iy of individuals convicted of
serious offences in V: Mor evidence of a psychiatric
contact on the county N izophrenia were found to be
over four times more | Wsonal violence and ten times
more likely to be conv a'neral population. Birth cohort

studies have also found an assCe
b

schizophrenia and criminal acts. The

Northen Finnish Bij o 1jrolled for socio-economic

e ——— ..v
el

)

status, found that : ’ ,v times more likely to be

convicted of a crime and seven times more hkely to be convicted of a violent crime

(Tiihonen et aﬂ%)ﬂ ’J VI Ell Vl 5 w Ejfl ﬂ ‘5

In Thailand, there hagfe been few giydies related togyiolence in persons
with pa:mrl’ﬁm jrml uﬁil? MpEng @H studied about
psychotlc patient and violent crime. The findings found that 78.8% of persons with a
diagnosis of schizophrenia, 14.5% for other psychosis, and 6.7% for other non-
organic psychosis. Ranee Chayintu and Nongluck Sattra (2000) studied in the first
offending and re-offending among forensic psychiatric patients and their correlates.

The finding found that most of patients with psychosis (72.8%). The reoffending rate
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was 40.2% in 6 months and 22.4% in 7-12 months. Thus, the results of prior study

showed that persons with schizophrenia in the community were associated with

violence.
2.3 Violence and violence i<} gjamong persons with schizophrenia in the
community
memciation between mental illness
and violence is central t2 : | ‘ =0 aimed at patients, especially
in schizophrenic pati g : =W wia that are associated with
increased rates of vic br v N c likely to be violent than

Mental hc#fit! IV ’_‘;' z 100 ity to reduce such violence for

(AT
the sake of their patients as we i
LI

nmunity. Most of the violence among

those with schizop[i¥ offflatively small subgroups,

— =3
)

who probably const v ' *Cht population. These high-
risk subgroups are reéognlzable in advance. Importantly, however, only a few even in

these groups ﬂ unEj) 'amvs}:@%oj WHQ ﬂ:f§n 2006). Violence by

persons with schizophrenia in high-risk groups, is mediated gaot just by active
sympt(a m'lﬁmlﬁmumglg\ma ’]naaﬂssomated with
Vlolence.

The prevention of future violence requires approaches that target these
characteristics and circumstances regarding violence among persons with
schizophrenia. Thus, a patient is more likely to act violently they should receive better

services is equally problematic. However, for the mental health nurses that face up to
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the fact that reducing violence is part of the legitimate aims of their services, the issue
becomes a matter of adequate levels of care and treatment for the particular problems,
not better or worse services for any particular individual.

Therefore, the assessment of the risk of violence is of great interest to

mental health nurses that are trying tg i

ntify the characteristics and circumstances

: ﬁnt behavior among persons with

roWile e as to how to intervene best in

which may increase or decr
schizophrenia, which in

order to reduce the violex renia in the community.

2.4 The Psyc
As desc gfer : \ W1 by considering the existing
of characteristics of peol c d tl‘ eyesr | R Wat associated with violence. In

. F iiaesd - X

this study, thus, used the P(, clect significant characteristics and
- ﬁs-:' -.'.

circumstances whiqiy o

d jassociated with violence
: V
among persons with™=%=, "=
The Psychology of Cnmlnal Conduct (PCC Andrews and Bonta,

2006) theory ﬂ H E‘y’%ﬂ&l %fl %1 w E}ﬁ}ﬂl@havmr literature. The

PCC, was advanced by Andrews afid Bonta in 4994, 1998, 20@3 and 2006, is an
approaéq W‘nf] ﬁ‘\ﬁ\ﬂhimunﬂg mvﬂl;] ﬁﬂ a) the ethical
and humane application of systematic empirical methods of investigation, and b) the
construction of rational exploratory systems (Andrews and Bonta, 2006: 19). The

objective of the PCC is to understand variation in the delinquent and criminal

behavior of individuals (Andrews and Bonta, 2006: 28). The PCC is based on a
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combination of social learning, psychopathological, and sociological theories and
derivation of the principles of risk, need, strengths, and responsivity.

Risk, risk factors refer to characteristics of people and their
circumstances that are associated with an increased chance of future criminal activity.

The clinical (or practical) applicaticgy gf knowledge of risk factors are many. In

/ mental health settings, issues of

: 10nﬁ release. Generally, lower-risk

correctional agencies and fac
risk of reoffending are

cases are candidates for ¢ supervision while higher risk

cases are candidates f Mureover, risk is also a major

factor in the allocat: SAintensive services are best

allocated to the highe AWk have a low probability of

recidivism even in the a#e, 3 hndrews and Bonta, 2006: 47).

There are two aspects to the riS¥ C first is that criminal behavior can be

E N
predicted. The secq i3 P 1f "idea of matching levels of

..
el

%,
. i ) . .
treatment services toiy. " ==.s matching of service to

offender risk is the esser?e of the risk pr1nc1ple and is tne bridge between assessment

and effective ﬂ ) %%ﬂ le PP h Prensive and extensive

services if we are to hope for a sigdlificant redugson in recidiviggy. For the low-risk
offend% .W f]llagm jm&l “f]ug mﬂaﬁ Eli Bonta, 2006:
279).

Need, it has been traditional in corrections to identify problematic
circumstances as “need.” It would be valuable to differentiate between criminogenic
needs and noncriminogenic needs. Criminogenic needs are dynamic risk factors, risk

factors that can be change. With change, we see changes in the chances of criminal
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activity. Changes in noncriminogenic needs are not followed by changes in the
chances of criminal activity. Thus, the destination “dynamic risk factor” (or
criminogenic need) suggests possible intermediate targets of change for treatment
services when an objective is reduced reoffending (Andrews and Bonta, 2006: 48).

Dynamic risk factors are ones on whigk pgsessed change is associated with subsequent

criminal behavior. Some dvi !/ P re relatively stable in that change
occurs over a matter of = 7 o1 Cmmmmmr Some dynamic risk factors are
much less stable and. s : : Ssoncously. These fast-changing
dynamic risk factors - o te s factors and typically reflect
immediate situations ; - — SN " mmediate emotional states.
The discovery of dyna : 0.5k \ % | levels are subject to change
and that these dynamic Ii ) » "_v' Attt goals (Andrews and Bonta,

(e.g., monthly, weel.''} g jery of acute dynamic risk

factors that will pred =" short term (Andrews and

Bonta, 2006: 56).

ﬂr%ﬁ Q % g%% wryfr.rleﬂ d protective factors.

Generally, strengths refer to charactgristics of peggle and their ciggamstances that are
assocuﬂlmtflﬁgﬂ ﬁefu mf]gm&\l;}ﬁ &ls are assessed
with valldlty, they may increase the predictive accuracy that is achieved by an
assessment of risk factors. Moreover, consideration of strengths allows for a more
positive and complete picture of people than does simply a focus on risk (Andrews

and Bonta, 2006: 48).
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Responsivity, the responsivity principle refers to delivering treatment
programs in a style and mode that is consistent with the ability and learning style of
the offender. The general responsivity principle is quite straightforward: offenders are
human beings, and most powerful influence strategies available are cognitive-

behavioral strategies. Hence we shovidygse social learning and cognitive-behavioral

styles of service to bring ahc , /)Werful influence strategies include

_.»..'_".-

modeling, reinforcemens )kﬂﬁ modification of thoughts and

emotions through cognig «cing new low-risk alternative

behaviors over and o s tuations until one gets very

\\\ 4(20006) are able to rank-order
potential risk/need facto Srmyg / "_;v A “W=ir covariation, or at least form

%> They introduced the “Central Eight”

risk/need factors t]iy J iy of antisocial behavior

..
-
%,

)

domain, antisocial p\ b —=Cs domain, and antisocial

personality domain) alon.g with substance abuse and proolematlc circumstances in the

domains of ﬂ uj%}q %ﬂwﬂj w Hr’é]rﬂ‘ion All of these are

proposed to be %Iie major risk factos variables apq indeed the mgjgr causal variables
n ) mmmmummm ALl 2 o
whereas minor risk factors are domain of personal/emotional distress, major mental
disorder, physical health issues, fear of official punishment, social class of origin,
seriousness of current offense, and other factors unrelated or only mildly related to

offending (Andrews and Bonta, 2006: 68).
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The PCC is an alternative concept which appropriately use as a guide
to select characteristics and circumstances which are the variables, risk factors, for
violence in violence risk assessment tool among Thai persons with schizophrenia in
the community because it not only addresses the present risk factors for violence, but

also how to prevent violence. This sty gised the PCC that composed of eight major

ﬂor domain, antisocial cognition

ains ,antﬂ"'“_bonality domain, school/work

risk factor domain (history
domain, antisocial assows

domain, family/marita! isure/recreation domain, and

substance abuse dom: Ve ! \ - or mental disorder domain)

behavior refers to risk/need fate— Fal behavior of individuals related to

2T T
early involvement (.1%)3 b “f 1 jactivities in a variety of

..
el

%,
. . i ! . . . .
setting such as in Gf=,. "= o1 indicators include being

.!i : "y
¥ ¥

arrested at a young age, large number of prlor offenses, and rule violations while on

conditional reﬁ wE’k% %n&} weﬁ w &}qs.ﬂ ?arly onset and number

and variety of o?fenses (Andrews agtl Bonta, 20Q&; 67). The congfpuct of a history of
antlsoca Ma'\la ﬁﬂuimﬂlleuan ’JIMﬂsfllaFchy beliefs with
regard to belng able to complete the act successfully and serves as a measure of habit

strength in the tradition of behaviorism (Andrews and Bonta, 2006: 156).

2. Antisocial cognition domain, antisocial cognition refers to

risk/need factors for criminal behavior of individuals related to set of variables
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includes attitudes, values, beliefs, rationalizations, and a personal identity that is
favorable to crime (Andrews and Bonta, 2006: 68). Additionally, antisocial cognition
also includes negative cognitive-emotional states of resentment and feeling mistreated
(Andrews and Bonta, 2006: 227). Specific indicators would include identification

with criminals, negative attitudes togyg the law and justice system, a belief that

crime will payoff, and ration a broad range of conditions under

A

which crime is justified (4 Pt —

ocial associates refers to
Wsted to both association with
“Aninal others. This risk/need

factor is sometimes calle " JFi I '-" el e \ S\ndrews and Bonta, 2006: 68).

The construct of antisociat as

- -"'1-' . ,_ '

ery important. Antisocial associates

(including parents, sibling imzediate situation of action)

influence the procry y.'- '\_,,‘ deling in the situation of

action as well as go - 'n the rules vy wilCh rewarci and costs are signaled and

delivered (Anmﬁﬂaﬂ)ﬁ ﬁ 5 w Ej "I ﬂ ‘s
AR SIRIT NS <

risk/needfactors for criminal behavior of individuals related to personality aspects are
weak constraint, negative emotionality, stress reaction, low agreeableness, low
conscientiousness, novelty seeking, low self-directedness, low cooperativeness
(Andrews and Bonta, 2006: 67-68). Antisocial personality is one of the best predictors

of violence behavior. The assumption of antisocial personality is immutable that
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change little with time (Andrews and Bonta, 2006). The first meaning is simply the
extremes of normal dimensions of personality that are common to all. The second
meaning is rooted in psychopathology. A psychopathological perspective considers

antisocial personality as a mental disorder, sees it as unhealthy and abnormal

(Andrews and Bonta, 2006: 250).

refers to risk/need factors for
quality of the interpersonal
relationships within th ' . : N N erally, the risk/need factors
‘ walow levels of rewards and
WNively low levels of academic
achievement are the risl. i g 73 '," 7 -, and their predictive validity
persists into adulthood (An# e\ 5: 330).

Work_is pagtess e -, gy people. Seeking work is also a

fy' Jtronger risk factor than is

reality for unemplo y

low level of emp1 ment T e oal T crimirdf}] behavior increases with

Zzzr)nploymen'ﬁ ﬂ ﬁﬁﬁdﬂ ﬂ;%dw ﬁ.y] (ﬁ. )iws and Bonta, 2006:
Qﬂjﬁﬂﬂﬁmﬁﬂq?ﬂﬂqﬂ d

Family/marital  circumstances domain, family/marital
circumstances refers to risk/need factors for criminal behavior of individuals related
to the quality of the interpersonal relationships with the unit (parent-child or spouse-
spouse) and the behavioral expectations and rules in regard to antisocial behavior,
including monitoring, supervision, and disciplinary approaches (Andrews and Bonta,

2006: 68).
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Parental influence operates along two major dimensions. There is a
relationship dimension that is a negative parent-child relationship can arouse hostile
emotions and lead to antisocial behavior. Then there is a structuring dimension. Along
this dimension, the parents’ role is to teach and instill prosocial norms, values, and

beliefs, as well as the skills to succeed in society. Failure to model prosocial behavior,

poor monitoring, and inconsist: /'Pcritical in this regard (Andrews and
Bonta, 2006: 211). , é

In the o= aomeent), look for a high-quality
relationship (mutual car 4" ‘ - AUARY Sacombination with anticriminal
expectations. The risk f4 N bs in combination with either
neutral expectations wit’ al expectations (Andrews and
Bonta, 2006: 68).

Moreover; ; JMmilies live can influence the
behavior of parents and chilsZ=75 disadvantaged neighborhoods can

interfere with goocs ;f————— =~/ bonds, expose youths to

%,
|

A - ews and Bonta, 2006: 236).

¥

Can .Y |
ﬂ %&Qc%tﬂ wlsilwe&‘]rg}ﬂg)n refers to risk/need
Y
factors for criminal behavior of indfviduals relatesl to the low le@dls of involvement

ot sl AUNELARU A AL QILEN DB 2. 60, 1

the PCC consider the risk factor to be noninvolvement in conventional organized

other criminals, and p 1 1
o4

leisure time activities and poor use of free time (Andrews and Bonta, 2006: 234).

8. Substance abuse domain, substance abuse refers to risk/need

factors for criminal behavior of individuals related to the problems with alcohol
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and/or other drugs (tobacco excluded). Current problems with substances indicate
higher risk than a prior history of abuse (Andrews and Bonta, 2006: 68).

The relationship between substance abuse and criminal behavior is
complex. Substance abuse may influence criminal behavior through the disinhibition

initiating thoughts that lead to antisocial

of behavioral controls or by directly

behavior. Substance abuse mgs gwful behavior in order to purchase

drugs, and buying drugs —~— igli -/d direct contact with criminals.

Alcohol and other drug dar 77/i | O = _crune among adults and young

9. Majo s X WA, in major mental disorders,
mentally disordered offe gfc " S . p center of debate surrounding

dangerousness. These ofﬂ de % pr Wirther violent behavior and that

preventive confinement i o longer dangerous (Andrews and

Bonta, 2006: 424). ' V :’"I . criminal populations, the

major mental disordef I schlzop ema anu we other Adis I disorders, are relatively

infrequent (A ﬁﬁ W ﬁ%?’ are what most would
t c

consider the inical syndromes such as sc 1zophren1a (Andrews and Bonta,

o QRYRINTO UNVTRY AN w0

Vlolence (Modestin and Ammann, 1996; Stueve and Link, 1997). Risk factors for
violent behavior of individuals with schizophrenia related to type of diagnosis,

psychotic symptoms, and treatment.
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2.5 Characteristics and circumstances related to violence guide by the

PCC theory
The review of the literature is presented using the PCC guide to select
characteristics and circumstances for violence among persons with schizophrenia in
the community. This is a synthesis g critique of published studies that focuses

ﬁassomated with violence among

: lmlﬁ includes literature examining

specifically on characteristic
persons with schizophr:

relationships between >z variables representing some

domains of the PCC.
circumstances included in
the TVRS was reduccf ‘ T \ T » exclude characteristics and

circumstances that are n ®ons with schizophrenia or are

e -
difficult to assess routlnely 'ﬂ opathy, biological, prenatal, and
-r"f-.' . ,_-'-A'.

developmental fact(™

In th=" L =%Cs and circumstances for

violence that guided by ‘§even domains of the PCC 1nclud1ng History of antisocial

behavior dorrﬂv HCB ’Jh%ﬂ%ﬁ w Hﬂhﬂa‘ﬁ of abuse. Antisocial

associates domazn includes poor per relationspips. Antisocial gggrsonality domain
1nclud&m1aglﬂ jlmeum'}q mﬂ’]ﬁﬁul/work domain
include educat10na1 failure and limited or no vocational activity. Family/marital
circumstances domain include poor family relationships and expressed emotions in
family. Substance abuse domain includes history of substance use, and substance
abuse. Major mental disorder domain includes younger age at first hospitalization

with schizophrenia, delusions, hallucinations, thought disorder, excitement,
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suspicious, hostility, lack of insight, symptoms of mania, depressive symptoms,
threat/control override symptom, uncoorperativeness, disorientation, and medication
noncompliance. Other characteristics such as younger age, male gender, living alone,
homeless, and weapon availability were selected from the literature review. All of

these are significant characteristics g geircumstances which are the variables for

violence among persons with
The discu - o ha =——eand circumstances that related

to violence among persoz / smmunity are as follows.

ce among persons with

: S . o
for violence among persons wi a in the community include younger
LI

o fTynal failure, living alone,
3

. i ) .
younger age at firstf=," "= nistory of substance use,

age, male gender, (11%i3

¥

limited or no Vocatlonal act1v1ty, history of violence, history of abuse, aggressive

behavior, delﬁ)u %Jlu’J %(E’ %%‘w &l’lcf]l%ss hostility, lack of

insight, symptoms of mania, depresive symptorgg, threat/controggverride symptom,
uncooq Mef] ﬁ ﬁﬂﬁm udutﬂ\q nﬂlfllﬁ E\l)stance abuse,

homeless, and weapon availability.

1. Younger age, younger age has been significantly associated
with violence in a number of studies. Age as a characteristic is known to interact with

other characteristics and circumstances for violence, namely diagnosis and phase of
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the illness (McNiel, 1997). In persons with schizophrenia, the violence has been
found to diminish with age in a variety of studies. Violent persons with schizophrenia
tend to be younger, predominantly under 40 years of age (Abu-Akel and Abushua’leh,
2004; Brekke et al., 2001; Swanson et al., 2006; Walsh et al., 2004).

For instance, ;pAkel and Abushua’leh (2004) studied in

theory of mind in violent ani : with paranoid schizophrenia. The
finding found that moste = ere’ OU.]d + 8.9 (mean=36.2, SD=10.1).
Brekke and others (201 > als with schizophrenia who are
living in the commur, ; ! _ ‘I gihree individuals (48%) had
percentage of the contacts
Wons and being younger (age
mean=33.2, SD=7.3). | Mly in predicting violence in
schizophrenia by Walsh nd ound that of the 271 persons with

schizophrenia who (-}

£y > significantly more likely

: Ry
to be under 40 years¥=, 2 ‘ =0.02).

m Thalland a retrospectlve study, Prapat Ukranan and

Veeradech Veﬂlpug%j Q;% $ j WBHFF pigent and violent crime

(N=283). The flndlngs found that 7&8% of persqag with a diagnqgjs of schizophrenia
(n= 223@ mrlﬁ ﬁ ﬂ‘nm ;szyfllﬂ(ﬂ;-] a H Chayintu and
Nongluck Sattra (2000) studied in the first offending and re-offending among forensic
psychiatric patients and their correlates (N=323). The findings found that most of
patients were diagnosed with psychosis (72.8%) and most of them were 21-30 years
old (39.9%). In qualitative study, Suphanee Sangrugsa (2003) studied in mental

disorder and social factors among murdering Thai offenders (N=15). The results
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showed that most samples were murdering offenders with schizophrenia (n=7) and
23-48 years old. Natthawut Arin (2004) studied in the commission of crime and
criminal responsibility in forensic psychiatric offenders (N=34). The results showed
that most subjects were diagnosed as schizophrenia (n=24, 70.6%) and most of them

were 15-38 years old.

, /1 ence risk of Thai persons with

schizophrenia in the cos TOUM) Y= based on literature review is

person who is being the 2

Sanportant characteristics for
violence. Males are de l. hnt than females (Monahan et
al., 2000; Stueve and L4 >SOf persons with schizophrenia
have found men to be more lik ) ehgage in violence (Ran et al., 2010;

Vevera et al., 2005{ Y3 o WLor instance, Ran and others

..
el

)

(2010) explored th' . 4 “ Teported criminal behavior
among persons with schlzophrema in rural China. They used data from a 14-year

prospective fﬂ%’} %PE}W@ B ik BRvior among a cohort

(N=489; male:$4 and female=265¢ of persons gath schizophrenggin Xinjin County,
China.qqhwaﬁlm ﬁamlum;t] alnlﬂc:]tahuer rate of any
criminal behavior (13.8%) than female patients (6.8%) (¥2=6.7, df=1, p=0.01).
Compared with female subjects (6 cases, 20.0%), male patients had significantly
higher rate of violent criminal behavior (e.g., arson, sexual assault, physical assault,
and murder) (24 cases, 80.0%) (x2=9.3, df=1, p=0.002). Bivariate analyses showed

that the risk of criminal behavior was significantly associated with being male. In
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multivariate logistic regression analyses being male (OR=2.28, p=0.009, 95%
CI=1.23-4.23) were identified as independent predictors of increased criminal
behavior in persons with schizophrenia in the follow-up period.

In Thailand, a retrospective study, Prapat Ukranan and

Veeradech Veerapongset (1998) studigabout psychotic patient and violent crime

(N=283). The findings found /ts with a diagnosis of schizophrenia

(n=223) and most of the - .= anee Chayintu and Nongluck
Sattra (2000) studied in_ e 4 ‘ » _ “no among forensic psychiatric
patients and their cor: ‘ ). Se w8 that most of subjects were
e male (n=271, 83.9%). In
qualitative study, Supl [o b \ mental disorder and social

factors among murderi he results showed that most

samples were murdering otfenl hrenia (n=7) and most of them were

e
male (n=14). Natthy Vi Syion of crime and criminal

responsibility in ford#s . ' =t results showed that most

)

subjects were dlagnose as sch1zophren1a (n 24, 70. 6% ) and most of them were male

=) ﬂﬂﬂ?ﬂﬂﬂﬁwmﬂﬁ

In summary,gassessing vjalence risk of glhai persons with
schlzopQ‘ w':] ﬁ m ﬁm&m;g ’JJ] IEJ f]oa gllture review is

person Who is being a man.

3. Antisocial personality disorder, to understand antisocial
personality disorder (ASPD), it is necessary to learn what having any personality

disorder involves.
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Violence is associated with certain personality disorders. The
most common personality disorder associated with violence is ASPD. ASPD is
defined primarily in terms of behavior that is, persistent violations of social norms

(Nolan et al., 1999). DSM-IV states that this disorder is characterized by a pervasive

pattern of disregard for and violation f ghe rights of others that begins in childhood or
early adolescence and cor | /o d (Marmar, 2000). ASPD is
differentiated from the C“V ‘ me pervasive pattern of disregard,
and violation of, the righ* s 2. 2006: 251).

re described by the World
Health Organization's onceptually similar disorder

sOlal personality disorder. It is

., N

to antisocial personali,
characterized by at least '
F iz _

1. Callo he feelings of others and lack of the

capacity for empathy

| 5 3\

AX
! = tcsponsibility and disregard
for social norms, mles and obllgatlons

AU NERIREANT

4. Very low golerance to Jggustration and gow threshold for
dlschag mg:;] aoﬁ mﬁnguoucm '] ’J ﬂ EJ f] a EJ

5. Incapacity to experience guilt and to profit from experience,
particularly punishment.

6. Markedly prone to blame others or to offer plausible
rationalizations for the behavior bringing the subject into conflict.

7. Persistent irritability.
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ASPD is views as stable personality traits that change little with
time. With respect to violence, ASPD is important characteristics in determining
violence in person with schizophrenia (Angermeyer, 2000; Eriksson, 2008; Fullam,
and Dolan, 2006; Hodgins, Hiscoke, and Freese, 2003; Hodgins, Lapalme, and

Toupin, 1999). For instance, Hodgins g ggothers (1999) found that in a 2-year follow-

up in 30 males with major ; nd 74 with schizophrenia, 15% of

those with schizophrenis 7 nitis Clé violent. Co-morbid antisocial
personality disorder wz : / N " tv among the patients with
schizophrenia but not . it ; o ysorders.

' Mlisk of Thai persons with
schizophrenia in the c.

W n literature review is person

who met the characterist

nailure is a lack of success

..
-
%,

)

in doing or achievifs ==Cademic achievement and

experiences in school” are related to Vlolence Level’ of academic that related to

violence referﬂPH:%} ’}%H wshw E})qaﬂ ‘3001 (Monahan, 1993b

cited in Blumenthal and Lavendew’ 2000). Moggpver, person gho had been little
1nteresal m'laaﬁ ﬂ'fmm m;lcgnwaﬂ’la Eﬁlung age are at
risk not only for school failure and dropout, but also for associating with delinquent
peers and engaging in antisocial behavior that associated with an increased violence.
Thus, poor education is a robust predictor of both past and future violence (Abrams
and Teplin, 1990 cited in Blumenthal and Lavender, 2000) and has been related to

increased risk of violence (Stueve and Link, 1997; Walsh et al., 2004).
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In persons with schizophrenia, Cannon and others (2002)
investigated whether such risk factors are associated with criminal behavior in an
epidemiological cohort of patients with schizophrenia (N=636). The results showed
that poor educational attainment and poor grades for attention at school were

significantly associated with the risk ¢ inal offending in adulthood in this sample

of patients with schizophreni F# 2004) investigated the surrounding
context, psychotic symp —1 ( iracssssss.d other circumstantial factors

associated with homicid= schizophrenia, with (n=35) or

without (n=23) an a, Y _ ' \“* prder (ASPD). The results

showed that received N ited with homicidal acts.

Veeradech Veerapongsed( J98) i/~ % (Motic patient and violent crime

F iiesd
(N=283). The findings found tha = tents with a diagnosis of schizophrenia
LM T

=

(n=223) and most (1'%h ol (n=145, 51.2%). Ranee

- |
el

)

Chayintu and Nong1 Y A ' ffending and re-offending

among forensic psychlatrlc patients and thelr correlates (N =323). The findings found

that most of ﬁt % E\jer’eJ %‘H W@ W%}'}l ﬂz%@) and most of them

educated in prlmary school (n=160,#9.5%). In qyalitative study, §uphanee Sangrugsa
(2003)%%:] argmoigudljﬁ f';]tg mOEJ n’:lralsgl Thai offenders
(N=15). »The results showed that most samples were murdering offenders with
schizophrenia (n=7) with educated in primary school (n=9). Natthawut Arin (2004)
studied in the commission of crime and criminal responsibility in forensic psychiatric
offenders (N=34). The results showed that most subjects were diagnosed as

schizophrenia (n=24, 70.6%) and were educated in primary school (n=19, 55.9%).
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In summary, assessing violence risk of Thai persons with
schizophrenia in the community through educational failure based on literature review
is person who has been failure to continue elementary or secondary school because of

poor grade and/or other behavioral problems.

/ as indicated that patients living

alone were significantly iolence than their counterparts

who were living with n2 Saeaily and/or marriage might be
strong predictors of ' , N 13; Andrews et al., 2006),
evidence also indicate ; S risk of violent behavior as
they would have less
married patients (Melle o

Most res fis with schizophrenia who committed

¢ Ytin, and Ammann, 1996).

:. of violent behavior with

violence were with)¥
Fresan and others

)

sociodemographic and chnlcal features in schlzophremc patients. The finding found

that marital sﬂjw ’adw @W@%H'B}ﬂnﬁe variable for violent

behavior in sch1zophren1a in whichgthe patients ggthout partner QR=27.42, 95% CI
2.05- 3@6“31aﬁm§ m2u mr] ‘2 mfﬂ ’.J algj in comparison
with those with partner. Similarly with Modestin and Ammann (1996) investigated
lifetime prevalence of criminal behavior in a population of male schizophrenic
patients. The finding found that a total of 282 schizophrenic patients were mostly

single (85%). The stepwise discriminant analysis yielded the divorced or widowed
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marital status is the best discriminating between patients with and without criminal
records.

In Thailand, a retrospective study, Prapat Ukranan and
Veeradech Veerapongset (1998) studied about psychotic patient and violent crime
(N=283). The findings found that 78.%% gf patients with a diagnosis of schizophrenia

/7 , 60.7%). Ranee Chayintu and

= re-offending among forensic

(n=223) and most of them
Nongluck Sattra (2000)

psychiatric patients and Saia. findings found that most of

patients were diagnos< z 0% (_ s ver, most of subjects were

single (n=185, 57.3% N ualitative study, Suphanee

Sangrugsa (2003) stud: Ahctors among murdering Thai

offenders (N=15). The # » g _’_‘_J' N piiles were murdering offenders
with schizophrenia (n=7). Mo ®were single (n=6), separated (n=4),

b
divorce (n=3), and (Vg fidied in the commission of

crime and criminal 1=, | p ' ®enders (N=34). The results

.pi

showed that most sub.lects were dlagnosed as scmzophrenla (n=24, 70.6%).

Mareoer el HYINURINHANG

In summary,gassessing vjalence risk of glhai persons with
schlzopQ‘ w':] ﬁ Qrﬁ] ﬁm;Jhm;lq mlzjefloa gj}ture review is
person who is living without partner or other persons in his or her house regardless of

marital status.

6. Younger age at first hospitalization with schizophrenia,

hospitalization means someone who are sent or admitted to hospital (Collins
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COBUILD English Dictionary, 2006). Most research of persons with schizophrenia
has found younger age at first hospitalization have a clear associated with violence
than non psychiatric patients (Fresan et al., 2005; Nolan et al., 1999). Foe instance,
Fresan and others (2005) investigated the relationship of violent behavior with

sociodemographic and clinical featurge g+ schizophrenic patients. The findings found

that from the total sample (Ny /e patients were classified as violent
(n=52). Age of first psy : Spi Ml iZa w——cc age 24.4+ 6.2 years; 14-42
zedictive variables for violent

behavior in schizophr y | a Mitalization meant a risk that

risk of Thai persons with

schizophrenia in the cof lity

e

afe at first hospitalization with

schizophrenia based on lltCI'aL erson who has been the first time

AT
admitted in the hosy™

y—— i
J N

1. Hlstory of substance use, a history of excessive alcohol

drinking and ﬂgu;%jf'a: $re¥] j ANR)EE) per key characteristics

positively corre?!lted with the violegice. Patientsgyith a history gfycriminal offenses
and sua!amrlﬁ ﬁﬂ iﬁ&“ﬁoﬂ] lm’l(a EJeXhlblt violent
behav1or. Erkiran and others (2006) studied in substance abuse amplifies the risk for
violence in schizophrenia spectrum disorder. The findings found that history of
substance use disorder were significantly predicted violence (OR=5.62, p=0.04 95%
CI=1.07-29.37; OR=20.10, p <0.01 95% CI=5.03-80.27, respectively). In follow-up

studies of persons with schizophrenia, moreover, a history of substance abuse and/or
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dependence has typically been found to be a risk factor for future violent behavior
(Appelbaum, Robbins, and Monahan, 2000; Tengstrom et al., 2000).

In Thailand, a retrospective study, Prapat Ukranan and
Veeradech Veerapongset (1998) studied about psychotic patient and violent crime

(N=283). The findings found that 78.%% gf patients with a diagnosis of schizophrenia

(n=223) and most of them w rug use (n=91, 33.2%) and alcohol
use (n=69, 25.2%). Ra —tu '1d s Sattra (2000) studied in first
offending and re-offend: ‘ N patients and their correlates
(N=323). The finding . 073 ; \‘ ‘sychosis (72.8%). Some of
v - | W fending (n=73, 51.4%) and
recidivism (n=69, 48.645. & £ Wiz \ W | Sangrugsa (2003) studied in

mental disorder and soi "'.' " ¥ Thai offenders (N=15). The

RS -

results showed that most samp -'ﬂ flig otfenders with schizophrenia (n=7)
ZHA T

and most of them M y=-£ ) including alcohol (n=7),

-

)

amphetamine (n=3)] . ¥). Natthawut Arin (2004)

studied in the comm1ss1on of crime and cr1m1nal respons1b111ty in forensic psychiatric

offenders (Nﬂ)qu r’eJ w Hawjhwzﬂ’}ﬂe‘ﬁ; were diagnosed as

schizophrenia (n 24,70.6%) and had history of dggg use (n=20, 5§.8

q Wf] a ﬂ ﬂrjlgu Egimfl'q n Hlﬂoﬁl‘&l persons with
schizophrema in the community through history of substance use based on literature
review is person who has been excessively used alcohol and/or drugs (amphetamine,
cannabis, benzodiazepines, inhalants, opiates, stimulants etc.) or diagnosed as

substance use disorder or abuse or dependence.
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8. Limited or no vocational activity, Swanson and others
(2006) examined the prevalence and correlates of violence among schizophrenic
patients living in the community by developing multivariable statistical models to
assess the net effects of psychotic symptoms and other risk factors for minor violence

(corresponding to simple assault withg§fginjury or weapon use) and serious violence

, /0 or resulting in injury, any threat

sé1a] =mmm——1c results showed that the final

(corresponding to any assaulf
with a lethal weapon in *
model shows minor violz xore likely among participants
(N=1,115) with limite
\ N isk of Thai persons with
schizophrenia in the ¢ \ W vocational activity based on
literature review is persd

108 ayoff, or no activity related to

any occupations.

..
el

%,
.74 belief is that persons who

v

commit violence are 11Kely to commit further Vlolence History of violent behavior

alone appears ﬂ buhE} ’a pwl E’ W ?W%}}ﬂa‘sww Monahan et al.,

2000). A h1story of violence is helpftl to ask indjgiduals about thg most violent thing
that thahm 'l:aoﬁ Q i(m ;J qu Q m Ejt:c;]\napu against others
in the past may pose a serious risk of future violence (Scott and Resnick, 2006). Thus,
history of violence is the most significant predictor of violence and risk assessment
requires that the potentially violent need to be distinguished from a population who
have been violence in the part (Blumenthal and Lavender, 2000). Moreover, history of

violence variables represent the more or less static background factors included in
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earlier actuarial tools (Doyle and Dolan, 2004) and widely considered the best
predictor of future violence risk (Lindenmayer et al., 2002). From the literature
review, history of violence of persons with schizophrenia in the community that
associated with an increased chance of future violence (Bin and Bei, 1995; Bobes,

; Ran et al., 2010; Swanson et al., 2006).

Fillat, and Arango, 2009; Brekke et al

/1 (2004) studied in the commission

of crime and criminal & hiatric offenders (N=34). The

results showed that mos* hizophrenia (n=24, 70.6%) and

most of them were Wlior (n=13, 38.2%). Ranee

offending and re-offending

among forensic psychi 1t Al W N=323). The findings found

Finas ,
were having history of violenct i fover, the re-offending rate was 33.1%
- -F/i-" . ._ v.‘-"-'. )
and most of them (Whre g dgftipn, 43 (40.20%) of them

— =3
)

. i ) . .
were re-offence witif=, & L ==cre re-offence within 7-12

months, 19 (17. 8%) OI them were re- offence within 2 3 years, 13 (12.1%) of them

were re- offenﬂunajz’g:aﬂag 9/(]7557%6‘ Hrn’lvﬂ §offence within 5 years

or more.

Q Wf] a ﬂ ﬂrﬁnm Mmrlfq n Hlﬂoﬂl‘&l persons with
schizophrema in the community through history of violence based on literature review
is persons who having past evidences of being committed intentional use of physical
force, threatened or actions, against another person, one self, or a group of people that

involved with or without weapon.
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10. History of abuse, persons with schizophrenia are more
likely to be abuse than others, especially childhood and adult physical abuse to be
highly significant in predicting adult violence among their sample of discharged
schizophrenic patients (Fitzgerald et al., 2005; Monahan et al., 2001).

review, history of abuse of persons with

From the literog g
schizophrenia in the commn /W'th an increased chance of future
violence including chils s ct al., 2006; Yesavage, and
Zarcone, 1998), adult = : ‘ | N\ _ d_Zarcone, 1998), and sexual
e Sangrugsa (2003) studied
hai offenders (N=15). The
ers with schizophrenia (n=7)
(n=10). Natthawut Arin (2004)
studied in the commission of ci* ti responsibility in forensic psychiatric

offenders (N=34).{ %ha sfSiects were diagnosed as

-
-
%,

schizophrenia (n=23%= " ' *ing history of child abuse

..I
-

AU 8 FRERTIBART T oo v

schizophrenia in the community thrgugh history gabuse based ogiterature review is
personQan @ invim um 'L’J mfgln’] @ Esons including

sexual abuse.

(n=6, 17.6%).

11. Aggressive behavior, aggressive behavior and violence
have various meanings. Anderson and Bushman (2002) see the difference between

aggressive behavior and violence to be a matter of degree, with aggressive behavior
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defined as a group that includes incidents of battery that did not result in injury
(Monahan et al., 2001) or behavior intended to produce deliberate harm to another
and violence having extreme harm as its intent (such as murder). Aggressive behavior
defines as a state of arousal manifested by various emotional communicative

 contrast, violence defines as the physical

strategies (e.g., shouting, gesturing. e
attack of one person by anoﬂ ggresswe behavior. On this basis,
one can be aggressive JlOJﬁZ)t the reverse (Anderson and
Bushman, 2002).
- many studies analyzed
\ > hospitalization. It has been
shown that nearly 209 40f ‘ 5 chizophrenia behaved in an
aggressive manner, anc lizations are due to violence
occurring immediately betfore "

iphreys et al., 1992; Volavka et al.,

1997). Thus, aggre-¥va apsociated with increasing

violence among pers¢ ‘ 009; Fresan et al., 2005;

Fullam, and Dolan, 20U6) From the hterature review, aggresswe behaviors of persons

with schlzopkﬁl unﬂ ’Ao?ﬁxﬂzwﬁ w E}:’Ivﬂ%\ increased chance of

future violence 1nc1ude verbal agggssion (makgs, loud noises, ghputs angrily, mild
personq nmr]fa ﬂuniﬁu um frgnmlzj a a cElflolence needs
help), phys1cal aggression against objects (slams door, scattering clothing, making a
mess, kicks objects, breaks objects, shatters windows, and sets fires, throws objects),
physical aggression against others (gestures, swings at people, grabs at clothes,
strikes, kicks, pulls hair, attacks others, causing mild to moderate physical injury, and

causing serious physical injury) (Bobes et al., 2009; Fresan et al., 2005), and physical
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aggression against self (picks or scratches skin, pulls hair, bangs head or objects. hurts
self without serious injury, small cuts or bruises, minor burns, mutilates self, deep
cuts, and serious injury) (Bobes et al., 2009).

Indicators of aggressive behavior were identified in the

Modified Overt Aggression Scale ( D (Yudofsky et al., 1986) as follow:

L ggressive—violent behavior
among outpatients wil s 4 fFhre ’I W showed that recent violent
episodes (within the pr e . ioni 'y more likely among patients
with a history of aggressive beh&®

ﬂﬂ:- 1
\I; o bhanee Sangrugsa (2003)

- — - |
-
W,

studied in mental =T "=*hurdering Thai offenders

(N=15). This study e)éplored psychosomal factors as3001ated with psychiatric

disorders. ThﬂF% Hu’g Vlh&l %qsi W1ﬁ| '}ﬁ‘idenng offenders with

schizophrenia (n—7) and having aggessive behavjar

AWIAND-ATU URILL AL e
schizophrema in the community through aggressive behavior based on literature
review including verbal aggression, physical aggression against objects, physical

aggression against others, and physical aggression against self.
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12. Delusions, delusions mean an unshakable belief in
something untrue. These irrational beliefs defy normal reasoning, and remain firm
even when overwhelming proof is presented to dispute them (Medical Dictionary,

2010). Goldman and Foreman (2000) defined delusion as a false belief or idea firmly

held despite abundant contradictory

al. 2004; Lagjasalo g Saason et al, 2006). Violent
schizophrenic patien’ g . . \ cMicquency of delusions of
y pporting the premise that it
is the nature of the de #%1- : ‘ $ 5 - \ |y the presence of delusional

beliefs, that may influen# %t al., 1997; Harris and Lurigio,

." iﬁ
2007; Paterson et al., 2004)

LN
"W ' cfujat persons with delusions

g
e

)

)

reported that they W = =>%is when frightened, sad, or
anxious because of thelr behefs Ina controlled study of 31 violent subjects with

schizophrenia ﬂFHnEjeQafn 1879/] % W1H "‘tﬂ:‘s more frequently had

persecutory delusmns that caused thgm to feel anggy. The study bg ¢’heung and others
furtheer Wdf]lﬁ ﬂﬂimu mfl‘lmﬂ:\lﬁ Ejnce if the tone,
content, and emotion of the voices were negative. This group also found that
persecutory delusions were more likely to be acted upon than delusions of guilt or
catastrophe (Wessely et al., 1993).

From the literature review, delusional symptoms that related to

violence among persons with schizophrenia are including:
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Delusion of jealousy (Suphanee Sangrugsa, 2003; Swanson et
al., 2006) is an abnormal belief that one’s sexual partner is unfaithful (Pull, 1995).

Delusion of persecution (Cheung et al., 1997; Erkiran et al.,
2006; Laajasalo and Hakkanen, 2006; Swanson et al., 2006) is being followed,
harassed, threatented, or plotted again i fgoldman and Foreman, 2000).

ﬂm, and Dolan, 2006; Swanson et
d

s ving occult powers, or actually

al., 2006) is being influe
being some powerful fiox Foreman, 2000).

N Hakkanen, 2006; Swanson
et al., 2006) mean on: sible basis in fact (Medical

Dictionary, 2010).

L i s
Hakkanen, 2006; Suphanee S¢&
T3

Swanson et al., 2006) is thoughts,

feelings, or behavju% "\(Goldman and Foreman,

[

2000).
elus1on of mlsldentlflcatlon syndromes/somatlc (Swanson et

., 2006) is ﬂ%%f}%ﬂﬂ %‘@WH "clbﬂ ﬁr place has somehow

changed or has been altered (Wikipeglia Encyclopgdlia Dictionary, g310).

q Wf] a ﬁeﬂ j mfunm(rrlma ’J(ﬁ) EJexternal events
or portents have personal significance, such as special messages or commands. A
person with delusions of reference believes that strangers on the street are talking
about him or her, the television commentator is sending coded messages, etc

(Goldman and Foreman, 2000).
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Delusion of religious (Swanson et al., 2006) is any delusion
with a religious or spiritual content. These may be combined with other delusions,
such as grandiose delusions (the belief that the affected person was chosen by God,
for example), delusions of control, or delusions of guilt. Beliefs that would be

ligious or cultural background are not

considered normal for an individuy'g
delusions (American Psychiat
risk of Thai persons with

schizophrenia in the < s, based on literature review

including delusions lkse, being controlled, and

reference.

lu(‘ " allt ons mean false or distorted

SY i
sensory experiences that appea1 “ptions. These sensory impressions are
-F/i-" / v_‘-'-'_

generated by the ni™ ' T, and may be seen, heard,

Y

felt, and even smel =S ¥U). Goldman and Foreman

,I ™
¥

(2000) defined hallucnglons as a false sensory percepuon of something that is not

thee ﬂﬂﬂ')ﬂﬂﬂﬁwmﬂﬁ

Persons suffefing from sghizophrenia fregmently experience
hallucgt m m&n imFumrll‘lm ﬂy’] ﬁlﬂOM Laajasalo
and Hakkanen, 2006; Swanson et al., 2006). The individual experiences direct
instructions to carry out an act, usually in the form of an auditory hallucination
(Junginger 1996). The relationship between violence and hallucinations has been

studied virtually exclusively in relation to command hallucinations. Among persons
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with schizophrenia had hallucinations at the time of the offence (Junginger, 1990;
Laajasalo and Hakkanen, 2006).

From the literature review, hallucinations in relation to violence
among persons with schizophrenia are including:

tion (Laajasalo and Hakkanen, 2006;

Command ha!
Swanson et al., 2006) is a cc /1'Viduals hear and sometimes obey
voices that command th: — 3rtz ¢ hallucinations may influence
them to engage in beh-g aselves or to others (Mosby's
Medical Dictionary, 2/
and Hakkanen, 2006;
Swanson et al., 2006; rceptions of sounds (voices,
music, buzzing, motor n i ‘ 1d Foreman, 2000).
Visul h' = asalo and Hakkanen, 2006; Swanson

et al., 2006) is fal3% vi 2cf"in a lighted environment

, d
(Goldman and Foreri# [ ' =

Ulfactory hallucination (Laajasalo and Hakkanen, 2006) is false

prepions offi UHANBRINEINT

Gustatory halfucination (Jegajasalo and Iggkkanen, 2006) is
false pq maﬁﬁ Qom\um;l‘lm EJ f] a EJ

Tactile hallucination (Laajasalo and Hakkanen, 2006) is false
sensations of touch (Goldman and Foreman, 2000).

In summary, assessing violence risk of Thai persons with
schizophrenia in the community through hallucinations based on literature review

including command hallucination, auditory hallucination, and visual hallucination.
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14. Excitement, excitement is expressing feelings without
restraint, manifesting speech that is hurried, exhibiting an elevated mood, showing an
attitude of superiority, dramatizing oneself or one’s symptoms, manifesting loud and
boisterous speech, exhibiting overactivity or restlessness, and exhibiting excess of

haracterized as “hyperactivity as reflected in

speech (Stahl, 2010). This symptom
accelerated motor behavior. 2 ”

excessive mood lability.’ pas¥nts sssss————encnt, they might be committed
violence. ‘
'ts of violence have been

associated with excite \ \ nd Dolan, 2008; Volavka et

al., 1997; Swanson et F( J- - , Whd others (2005) investigated

the relationship betwe oley ’ -“" ychiatric symptomatology in

F ines
schizophrenic patients. The finC* i 1olent behaviors were associated with
e : -
excitement. Fullama%d8 ' . S ixecutive function deficits

- |
el

- I\
in inpatient violencC*#=," ¥ = ontal cortical (DLPFC) and

ventrolateral prefronta1 cortlcal (VLPEC) functlon in 1npatlent violence in forensic

patients with ﬁ\u%nq %E}%@W g b Jaces of violence were

significantly assocmted with highergxcitement sggpptom scores. @wanson and others
(2006)%%1 aeqnaimumﬂlm&q QOEJ schizophrenia
patients 11V1ng in the community by developing multivariable statistical models to
assess the net effects of psychotic symptoms and other risk factors for minor and
serious violence. The finding found that positive psychotic symptoms, such as
persecutory ideation, increased the risk of minor and serious violence, while serious

violence was associated with excitement.
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In summary, assessing violence risk of Thai persons with
schizophrenia in the community through excitement based on literature review is who
having expressing feelings without restraint, manifesting speech that is hurried,
exhibiting an elevated mood, showing an attitude of superiority, dramatizing oneself

or one’s symptoms, manifesting loudgg4 boisterous speech, exhibiting over activity

or restlessness, and exhibiting

22ss means disposed to suspect
O ‘Collins English Dictionary,
; or exaggerated ideas of
}'ful attitude, or suspicious

hypervigilance that oth i ([i®%) patients are suspicious, they

Oz

/»'"_ ,_-'-A'.

might be afraid of everyoncs nd every interaction around them

(Schwecke, 2007). |
X'

1 ..
an  association between

suspiciousness and V10 ‘q:nt behavior in persons Wlth schizophrenia (Krakowski,

Czobor, and cﬂ W f\}?ﬂ Hﬂ@%(ﬂ ’ﬂcﬂ;‘s al., 1999; Swanson et

, 2006; Tengstrom et al.,, 2004). For instapge, Krakowskiggnd others (1999)

m% RARINIRU AN e i

ward behav10rs, and neurological impairment. Psychiatric symptoms and ward
behaviors were assessed in violent inpatients with schizophrenia or schizoaffective
disorder. The finding found that at the end of 4 weeks, the persistently violent patients
had evidence of more severe suspiciousness. Swanson and others (2006) examined the

prevalence and correlates of violence among schizophrenic patients living in the
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community by developing multivariable statistical models to assess the net effects of
psychotic symptoms and other risk factors for minor and serious violence. The finding
found that serious violence was associated with suspiciousness.

In summary, assessing violence risk of Thai persons with

schizophrenia in the community thr puspiciousness based on literature review is

who having unrealistic or

guardedness, a distrustfu

motional state characterized
by enmity toward ot %At whom the antagonism is

directed (Mosby's Mec : $ 0 \ N ) of hostility assessed “verbal

. B 9 '. 4 i [ .
and nonverbal expressics ol "_; 2 % This symptom was associated

_ f>yciation between hostility

)

and violent behavio - “ u—Akel and Abushua’leh,

2004; Fullam, and Dolan 2006; Soyka et al., 2007 bwanson et al.,, 2006). For

instance, Soyﬂ u Ejea %ﬂ%@w %}’}ﬂl‘ﬁngher risk of violent

crimes in persons with schizophrghia with a Rgstility syndronger at discharge. At
admlssa'lmf] a ﬂﬂ jvm umf] gfmar;la t&JNere especially
high When the score for hostility syndrome was high. If a severe hostility syndrome
was present at discharge, probabilities of later criminal behavior were even higher.
Patients with a mild or severe hostility syndrome at admission were more likely to
show later criminal behavior or to commit violent crimes than patients without a

hostility syndrome (OR=1.15 and 1.71, respectively). Later criminal convictions were
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frequent in patients with mild or severe hostility at discharge than in those without
any hostility (OR=1.93 and 3.45, respectively). Swanson and others (2006) examined
the prevalence and correlates of violence among schizophrenia patients living in the
community by developing multivariable statistical models to assess the net effects of

psychotic symptoms and other risk fagg g for minor and serious violence. The finding

found that serious violence w:
risk of Thai persons with
schizophrenia in the cox on literature review is who
having an emotional ¢ others and a desire to harm

those at whom the ant

is the patient’s degree of
understanding of his or her medis 7 ®ical problems (Mueller, Kiernan, and

Langston, 2000). L1% 4 iy %) gnce of the awareness and

..
el

%,
. . i )
understanding into =" =" a core and most common

characteristics of persons w1th schlzophrema Lower levels of insight in schizophrenia

have been asﬁ H Bh’a w E’ ﬂ %\WCHI’.IIH @r et al., 1993; Kemp,

and David, 199%| Schwartz, Coheng’'and Grubaugh, 1997), worsggxecutive function
def1c1ti3w;rlﬂ ﬂ %ﬁ)mungq Mqﬁqﬂns (Buckley et
al., 2001). Psychotic patients with poor awareness of having a mental illness also
show poor compliance with both pharmacological (Kemp, and David, 1995) and
psychosocial treatments (Lysaker et al., 1994).

Several studies have showed an association between lack of

insight and violent behavior in persons with schizophrenia (Arango et al., 1999;
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Buckley et al., 2006). For instance, Buckley and others (2004) found that violent
patients with schizophrenia had more prominent lack of insight regarding their illness
and legal complications of their behavior when compared with a nonviolent
comparison group. Moreover, Soyka and others (2007) found that significantly higher
rates of criminal conviction and recid g g were found for patients with schizophrenia

, ﬂngo and others (1999) evaluated
d

| O ViCesmes 3 inpatients with a DSM-IV

with lack of insight at disch
several variables in the
diagnosis of schizophrerz he finding found that violent
patients had significa: aasured by the Positive and
on the PANSS general
psychopathology scale #ic : 4 4. \ Wonstructs assessed. A logistic
regression was performd - . L “Wolent and nonviolent patients.

Three variables entered the == " into symptoms, PANSS general

psychopathology s¢ % U g [ yck. The actuarial model

)

correctly classified ¢ . *1s significantly better than

i
v %
!i

chance for the base rate of Vlolence in this study At hosp1ta1 admission, clinical rather

than soc10den'ﬁr% ﬁaﬁab% ‘H‘% 5 W%’]oﬂ?nce This study is the

first to demonstrate that insight intagpsychotic syggptoms is a pregigtor of violence in
SChlZOPQ’W'.] aqn ﬁm u“f]q w EJ’] a EJ

In summary, assessing violence risk of Thai persons with
schizophrenia in the community through lack of insight based on literature review is
who having deficiency or absence of the awareness and understanding into his or her

illness.
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18. Symptoms of mania, mania is an abnormally elated mental
state, typically characterized by feelings of euphoria, lack of inhibitions, racing
thoughts, diminished need for sleep, talkativeness, risk taking, and irritability
(Medical Dictionary, 2010). In persons with schizophrenia, acts of violence have been

associated with symptoms of mania. g jeins and others (1999) studied in criminal

activities and substance u , ﬁ major affective disorders and
schizophrenia: a 2-year £ — ) mﬂ"'“_‘ajor affective disorders and 74

with schizophrenia were, ing found that at discharge the

patients showed few Saichizophrenia were rated as
showing significantly Maualitative study, Suphanee
Sangrugsa (2003) stud: Nl jictors among murdering Thai
offenders (N=15). Thil \ ®cial factors associated with
psychiatric disorders. The result® = ,losf samples were murdering offenders
with schizophrenia (Tl i 3o pf mania.

yi \ ak of Thai persons with
schizophrenia in the communlty through symptom of manla based on literature review

is who havmﬂ\ %H.ﬁ}rw Eﬁé}j wgp’qaﬂ ﬁuactenzed by feelings

of euphoria, lack of inhibitions¢ racing thoyghts, diminishegdy need for sleep,

s LN EL3 8 VA1) IR

19. Depressive symptoms, depressive symptoms mean a state
of being depressed marked especially by sadness, inactivity, difficulty with thinking

and concentration, a significant increase or decrease in appetite and time spent
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sleeping, feelings of dejection and hopelessness, and sometimes suicidal thoughts or
an attempt to commit suicide (Gale Encyclopedia of Medicine, 2008).

Median prevalence of depression is about 25% or more in
schizophrenia. These symptoms can occur at any time during the illness, including

gespond to antidepressants (Keltner, 2007).

years after the acute phase, but they
From the literature review fo 3 ptoms are the characteristics for
violence in schizophreni 50) 1 etﬁwanson et al., 2006). They are
regret, anguish, helple°" ‘ ‘ / N " o eaver, they feel awkward, ugly,
dull, slovenly, and un’ ) i | \\“ jo one likes them, suffering,

decrease in functiong,

2000).

multinational study indicated
that increases in depressive sy? == “asured by the Positive and Negative
Syndrome Scale (RA%IS gdaay S0, were highly predictive

- - -
el

)

(OR=10.5-14.9) of E £ phrenic patients (Freese et

al., 2002). A retrospecuve study in chmcal correlates OI later violence and criminal

offences in scﬁ% E’ st(ﬂnﬂ @ wo%’i‘ﬂ ﬁt of the 1,662 subjects

with sch1zophren1a of the nine the #@ssociation fgg Methodologygyad Documentation
in Psyéq M rlla)g ﬂcﬁm u wf] (‘a mﬂ ’] ﬁ EJIVC syndrome)
reached statlstlcal significance in the binary regression model. Swanson and others
(2006) studied in a national study of violent behavior in persons with schizophrenia.
The finding found that the final model shows that serious violence was associated
with psychotic and depressive symptoms, childhood conduct problems, and

victimization. Moreover, suicide is a significant cause of premature death in persons
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with schizophrenia (Caldwell and Gottesman, 1992), with lifetime estimates ranging
from 5 to 13% (Caldwell and Gottesman, 1990; Palmer et al., 2005).

In summary, assessing violence risk of Thai persons with
schizophrenia in the community through depressive symptoms based on literature

review is who having sadness, inactivity glifficulty with thinking and concentration, a

significant increase or decre | _time spent sleeping, feelings of

—

dejection and hopelessne Netfes s ughts or an attempt to commit

suicide.

\ % oms, threat/control override
(TCO) symptoms refer bl \ %y btoms. Individuals with TCO
symptoms experience th 1 #Fple; "_;v W% hreat) and/or that they can not

e

control their own thinking due ¢ "I dominated by forces outside of their

own control or th{ ¥ tfiffo their heads (override)

..
el

- 3
(Eriksson, 2008). T V:‘ g . _ to be an important link

between symptoms and Vlolence EV1dence for an association between TCO

symptoms anﬂ HCEJJEKIJ %n&}%ﬁ Y4 BpJfy 1 schizophrenic patients

(Angermeyer, 2%!)0 Hodgins et al., 8003; Stompeggf al., 2004; Waggh et al., 2002).

q Wf] a iﬂaﬁm MVMI:.]’VQ mﬂ ’1 a I:EJveen TCO and
violent behav10r in persons with schizophrenia (Angermeyer, 2000; Hodgins et al.,
2003; Stompe et al., 2004; Walsh et al., 2002). For instance, Link and Stueve
identified among the range of delusional symptoms a few that were significantly more
frequently than others related to violence. As these symptoms describe a patient's

feeling of being "gravely threatened by someone who intends to cause harm" and of
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an override of self-control through external forces, they were called threat/control-
override (TCO) symptoms (Link and Stueve, 1994 cited in Stompe et al., 2004). TCO
symptoms represent experiences of patients feeling that people are trying to harm

them and experiences of their minds being dominated by forces outside their control

(Walsh et al., 2002). Stompe and othgg §2004) reexamined the validity of the TCO
concept from an / al position, they compared in a
retrospective design a — nNals® of | =) schizophrenia not guilty by
reason of insanity (n * ‘ ' / : ol nonoffending schizophrenia
patients (n = 105). Th aunt the severity of offenses,
TCO symptoms emer Maiolence.

risk of Thai persons with
schizophrenia in the ccir ity | "_;. CO"Ns®l on literature review is who

having experience that people W :
LTI

‘1 and/or that they can not control their

own thinking due t¢ %tk

< )ltside of their own control

~d

or that other people S -

W ¥

CPEPTTTE CTIEYE —

cooperate (The ﬂ”ee dictionary, 201@). In personsggith schizophregja, acts of violence
have lgqnmsaiﬁlﬁ/ﬂ jcmumsfu]nm Hlkﬁs EIL99) evaluated
several \;ariables in the prediction of violence in 63 inpatients with a DSM-IV
diagnosis of schizophrenia or schizoaffective disorder. The finding found that the
general psychopathology scale revealed significant differences on items measuring
uncooperativeness, violent patients scored higher on this item. Moreover, Fresan and

others (2005) determined which temperament and character dimensions are predictors
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of violent behavior in schizophrenia. The logistic regression only included two
predictive variables for violent behavior in schizophrenia. These variables are: a)
Novelty seeking, where patients with higher scores have a risk 6.12 times greater of
being violent and b) cooperativeness, where lower scores meant a risk that was 11.07

times greater for being violent.

In sun ﬁence risk of Thai persons with
A

schizophrenia in the comns ness based on literature review

is who unwilling to coong

means a state of mental

confusion characterize W rceptions of place, time, or

identity (Mosby's Medic# 1 and Foreman (2000) defined

disorientation as 1) not orientec " knowing what day, month, season, or

- -F/i-" . ._ v.‘-"-'. )
year it is; 2) not ori[:'§4 g 12 of the building, the kind

-
-
%,

of building, or the C¥ Y ' Tresently located; or 3) not

oriented to person, i.e., not knowmg who one is.

AU 83 BN T v

disorientation and violent behavio# in persons gyith schizophregia (Arango et al.,

1999; ﬂmg aﬁ)ﬂ gm umrlq ntﬂf]ﬁSﬂwemgated the
relat10nsh1p between violent behavior and psychiatric symptomatology in
schizophrenic patients. The finding found that the association between violence and
some items of the general psychopathology subscale, such as disorientation, unusual

thought disorder and poor impulse control. Such symptomatic distinction makes it
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possible to focus widely on several markers that could be used to increase the
understanding of the schizophrenia and violence.

In summary, assessing violence risk of Thai persons with
schizophrenia in the community through disorientation based on literature review is

who having a state of mental configpp characterized by inadequate or incorrect

perceptions of place, time, pe:

_ medication compliance has

similar meaning to se two terms are used

interchangeable, alth: Skc. Compliance means the

consistency and accur \ W the regimen prescribed by

physician or other he# medical dictionary, 2000).

Adherence means the extent tc %L continues an agreed-upon model of

ofTipliance and maintenance

-
)

(Stedmen’s medical®#=, " ' ®.s refer to patient’s ability

)

treatment without (1¥%e

and willingness to follow recommended treatment

ﬂ U H ’a"%aﬂf’W@fW BTG comply: the faiture or

refusal to conform and adapt ondS actions tQeg rule or to gegessity. The term
nonc%mfl ﬁ:ﬁiﬂ immqg mﬁfl ﬂaﬂnt not taking a
prescribed medication or following a prescribed course of therapy. Medication
noncompliance was defined as discontinuing medication without the recommendation

of the treating physician (Ghaziuddin et al., 1999).
Medication compliance may be viewed as protective factors for

violence. That is, without adequate treatment, risk factors associated with mental
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illness (i.e., symptoms) or with life more generally (i.e., stress) are likely to lead to
violence (Douglas and Skeem, 2005). Thus, medication noncompliance has been
shown as a strong predictor of future violence (Bartels et al., 1991; Monahan et al.,
2001; Schwartz et al., 1998).

In persons witheeghizophrenia, Bartels and others (1991) found

, ﬂlemly had difficulties in several

)SySOSCemmmmmmsenncnt  adherence, medication

that persons with schizophre
basic social areas, iz
compliance, and treatmez 2001) examined the incidence
and victimization among
the community (N=172).

The results showed thedfe: ‘ 3o \ | at baseline (out of 180 days)

was significant predictoi ’ 1T&pective study, Prapat Ukranan

-’:@;

and Veeradech Veerapongset ( ut psychotic patient and violent crime

(N=283). The findij:* _iagnosis of schizophrenia

-
)
)

(n=223). Most of . “ ®ice. Ranee Chayintu and

Nongluck Sattra (200 ) studled in first offendlng and’ re offending among forensic

psychiatric paﬁﬁulﬁj F% wrﬁafﬁ @:W)ﬁ@ %s found that most of

patients were dlagnosed with psyclfosis (72.8%mMoreover, megp of subjects were
med1caa>tm fl)alﬁﬂ imufnnf]l’lna’lrajﬂnee Sangrugsa
(2003) studled in mental disorder and social factors among murdering Thai offenders
(N=15). The results showed that most samples were murdering offenders with
schizophrenia (n=7) and medication noncompliance. They stopped taking medicine in
1-5 months (n=7), 6 months - 3 years (n=3), and 3-7 days (n=2) before committed

violence.
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In summary, assessing violence risk of Thai persons with
schizophrenia in the community through medication noncompliance based on
literature review is who discontinuing medication without the recommendation of the

treating physician.

24. Sul ance abuse is the excessive use of a
substance, alcohol or drs — i tiodof == buse that is frequently cited is
that in DSM-IV, the fo:z N aerican Psychiatric Association
(2000). The relations! : LIS jolent behavior is complex.
; “Bough the disinhibition of

18 lead to antisocial behavior.

Violence may occur thr Y " 1) 1i#:d when a person’s attempt to

-’:@;

-"'1-' . ,_ '

obtain or use substances is th tne craving and desire associated with

using various subst{ies e f. person may be more likely

..
el

)

to act aggressively W . 2 substances (Douglas and

Skeem, 2005). Thus, alcohol and other drug abuse is a r1sk factor for crime (Andrews

and Bonta, 2ﬂ&)ﬂﬂ1’a % E’kﬁ;ﬁ:w Ejjﬂ\ﬂ@seneault et al., 2000;

Brennan et al., 2000 Mullen, 2@06; Tengstrga, Hodgins, agdr Kullgren, 2001;
Wallach\mf] ﬁﬁ@ imuwf]q w EJ’] a EJ

Substance abuse is almost by definition dynamic. That is,
intoxication and use of substances ebb and flow relatively rapidly, even among heavy
users. Furthermore, the relation was strongest shortly after alcohol consumption (i.e.,
0-2 hr) and became progressively weaker with time. Mulvey (2004) found clear

evidence that alcohol and drug use changed over time in a sample of high-risk
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psychiatric patients, and that use of alcohol and drugs other than marijuana were
predictive of violence 2-3 days later. Thus, there is some direct evidence that
substance abuse is a dynamic risk factor for violence.

In persons with schizophrenia, epidemiological evidence in

he correlation between substance abuse and

schizophrenia supports the strength
violence (Large, Smith, and ) / mahan et al., 2001; Mullen et al.,

2000; Soyka, 2000; Stees V| w2004 ; Weiss et al., 2006). The
co-occurrence of schiznag ‘ a significant and increasing
problem (Blanchard ¢ patients with substance use
were violent behavic \ N ted of violence during the
follow-up period (Hod g##is . ' u ; »n, and Ross, 2005; Munkner
et al., 2003).

For 1nst
e

and others (2006) examined the

prevalence and coji®§as bfCipic patients living in the

e ——— ..v
el

: %,
community by devel¥ =3 4 ' o assess the net effects of

psychotic symptoms and other risk factors for minor (correspondlng to simple assault

without mjurﬂr%ﬁ ’g Y99 j W YFr)eSPonding o any assauit

using a lethal weapon or resulting igf injury, any ggreat with a letggl weapon in hand,
or anﬂ mlfl ﬁﬁ fr]\im umflg mIEJa:l arﬁll'sm substance
abuse/dependence was associated with a highly significant 4-fold increase in the odds
of serious violent behavior. Erkiran and others (2006) studied in substance abuse
amplifies the risk for violence in schizophrenia spectrum disorder. The finding found
that substance use disorder was also significant predictor of violence (OR=20.10,

p<0.01 95% CI=5.03-80.27). In an unselected birth cohort (N=11,017), Rasanen and
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others (1998) found that men with schizophrenia and comorbid alcohol abuse were 25
times more likely to commit violent offenses than men with no mental disorders and
no alcohol problems. A retrospective study, Prapat Ukranan and Veeradech

Veerapongset (1998) studied about psychotic patient and violent crime (N=283). The

findings found that 78.8% of patlen i 4h a diagnosis of schizophrenia (n=223) and

al., 2006; Fresan et al #® L e ‘_ . 1., 2009; Weiss et al., 2006)
\ oc et al., 2009; Ran et al.,
2010; Walsh et al., 2 : > \ % ymphetamine (Erkiran et al.,

2006; Large et al., 20094 ¢ 1ab1 «4 L
/ f ot

al., 2009), benzodiazepines, inh'&®
LM T
“Wip P Tk of Thai persons with

J®6; Koen et al., 2004; Large et

Pumulants (Erkiran et al., 2006).

-

)

schizophrenia in th doe based on the literature

review including alcohol abuse and/or drug abuse (amphetamine, cannabis,

o 48] IRBHENREINT
q WASRIAI U ANENGY, o o

Development (HUD) defines the term "homeless" or "homeless individual or
homeless person" as (1) an individual who lacks a fixed, regular, and adequate
nighttime residence; and (2) an individual who has a primary nighttime residence that
is: A) supervised publicly or privately operated shelter designed to provide temporary

living accommodations (including welfare hotels, congregate shelters, and transitional
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housing for the mentally ill); B) an institution that provides a temporary residence for
individuals intended to be institutionalized; or C) a public or private place not
designed for, or ordinarily used as, a regular sleeping accommodations for human
beings (Wikipedia Encyclopedia Dictionary, 2010). In social medicine defined

homeless as a state of disenfranchioge: , in which a person's lack a permanent

residence, often living on the , action from the environment and/or
ready access to sanitati — 8 (8 cGemmm® Oncise Dictionary of Modern
Medicine, 2002). N
efined homeless as a group
of people who live Wi heir lives in public space,
footpath, under expre > months. They are called
"homeless" rather than 4 \ Seferred (Boonlert Visetpricha,

2003).

sphizophrenic patients may

..
el

)

be due in part to ¥ 2 “ ®C patients, lack of health
insurance, and poor tamﬂy caring status (Ran et al., 4007 Ran, Chan, and Chen,

2009). Ran aﬁ %ﬂ(@%g ﬂiﬁ W%I’a:ﬂﬁ risk factors for self-

reported crlmlan behavior among pérsons with sghizophrenia in gal China. The rate
of crlq‘nflla Q’Vﬂ ﬁm MM f]g ngj ’] ﬂkﬂua in a rural
communlty during the follow-up period. Bivariate analyses showed that the risk of
criminal behavior was significantly associated with homeless. Similarly with
Modestin and Ammann (1996) investigated lifetime prevalence of criminal behavior

in a population of male schizophrenia patients. The finding found that the stepwise
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discriminant analysis yielded the homeless at index admission is the best
discriminating between patients with and without criminal records.

In summary, assessing violence risk of Thai persons with
schizophrenia in the community through homeless based on literature review is who

live without accommodation and liggtgeir lives in public space, footpath, under

expressway etc. for more than

she environment into which a

person is discharged Misk of violent behavior is

significantly increases, Slver, 2001). In persons with

schizophrenia, Large W ystematic review and meta-

analysis of population-b#s deloped countries of homicide

committed by persons dlagnOb Fohrenia. The findings found that the

factors associated| “i ' irf"ihe community have a

-l
-
%,

)

disproportionate eff&#= % ‘= cr because of an interplay

)

between aspects of the 111ness and substance use or Weapon availability. In qualitative

study, Supha:ﬁ %%Jk% quﬂ %ﬁﬂﬁu’] ﬂ;@er and social factors

among murdermg offenders (N=1%). The resulis,showed that gyost samples were
murdeﬁ m':]iﬁ ﬁ ﬂ ﬁ mell m:rl ?ﬂﬂv&!fl a\'ﬂ the weapon.
Natthawut Arin (2004) studied in the commission of crime and criminal responsibility
in forensic psychiatric offenders (N=34). The results showed that most subjects were
diagnosed as schizophrenia (n=24, 70.6%). Moreover, most subjects were having

weapon used for committed crime.
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In summary, assessing violence risk of Thai persons with
schizophrenia in the community through weapon availability based on literature
review is person who often uses weapons such as knife or gun to cause physical or
psychological harm to others or routinely carry (although may not use) weapons as

part of everyday life.

2.5.2 Cis —s wlence among persons with
schizophrenia in the coz »
“alich are the variables for
violence among pers munity include poor peer
relationships, poor fam 1otions in family.
ships, the quality of individuals’
relationships  influ(Myes 3y and wane over time.
Relationships may C¢ y , " ctors for violence or more
general protective factors Ind1v1dua1s are often violent toward those with whom they

have relauonﬂ uuﬂdﬁl} ﬁ%}mw&]ﬁ)ﬂ @onahan et al., 2001).

Supportive frlendshlps negative s@cial status gagpong peers, agdr association with
deV1ana mn’llﬂ mimfu m l] ’A m EJ f]ﬁ &olence

In persons with schizophrenia, violence may be a consequence
of his or her years’ of experiences of hardship including experiences and feelings of
wandering around his neighborhood and encountering with abusive peers, and
experiences and feelings of being bullied and threatened by peers (Yip, 2005). Fresan

and others (2004) examined the influence of premorbid adjustment on violent
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behavior in schizophrenic patients (N=72). The results showed that violent
schizophrenic patients showed the area of ‘‘peer relationships’” was significantly
diminished in several life period sections such as childhood, early and late
adolescence in violent patients. Estroff and Zimmer (1994 cited in Douglas and

Skeem, 2005) reported that patientsy ghp felt threatened by or perceived hostility

, ﬁn violence toward others.

tersfure ﬂp‘".oor peer relationships that

among friends and others wer
associated with  viels schizophrenia  including
experiences/feelings pod (Yip, 2005), perceived
hostility among friend % Douglas and Skeem, 2005),
experiences/feelings o \ peers (Fresan et al., 2004;
Vevera et al., 2005; Yip,i
vioiénce risk of Thai persons with

In sumni®

schizophrenia in th:-%q pships based on literature

..
el

)

review including expe= 2 o ' his neighborhood, having

abusive peers, percelved hostlhty among frlends experlences/feehngs of being bullied

nd teaneff i £ EW]?‘W 81173
q WW AIAIRLABIININAL

Violence in complex ways, either preventing or provoking violent behavior, depending
on whether the family environment serves as a protective matrix or a stimulus for
aggressive interactions. Living at home with the ostensible tangible support of family
members could actually serve to elevate risk for violence if a person has a conflictual

and stressful relationship with another person living there. Moreover, meager



76

opportunities; resource deprivation; physical deterioration; and the breakdown of
micro institutions, especially the family are significantly raises the likelihood of
violence and the likelihood predicted by individual risk factors (Swanson et al., 2006).
On the other hand, this situation could decrease the odds of violence if there is no

such conflict present. Several familyg gigcumstances have been shown to increase

=

th ¥#hiZ —ssssss® an and others (2010) explored

violence.

the prevalence and risk g ainal behavior among persons

with schizophrenia in ®ved that the risk of criminal

behavior was signifi W aregivers. In a sample of

outpatients with schiz¢ % »’1988a, 1988b, 1988c, 1989)

found that lack of supp# al spouse (feeling let down or

i -
dissatisfied with family, h1gh l 'ﬂ fits with family) predicted violence. In
qualitative study, Su¥h b if ipental disorder and social

: Y
factors among muies . result showed that most

samples were murderlng offenders with sch1zophren1a (n=7), having conflict in

family, and p(ﬁ %E}g’g %H%@Wlﬁ}’}zﬂ ‘sxlatthawut Arin (2004)

studied in the comm1s31on of crimegind criminal ggsponsibility ingfgrensic psychiatric
offendgq m:’;l)aTﬁ frlsjtmouMZ] g)ﬂsﬂéla'eg diagnosed as
schizophrenia (n=24, 70.6%). Moreover, most subjects were poor family relationships
(n=28, 82.4%).

Swanson and others (2006) examined the prevalence and
correlates of violence among schizophrenia patients living in the community by

developing multivariable statistical models to assess the net effects of psychotic
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symptoms and other risk factors for minor (corresponding to simple assault without
injury or weapon use) and serious violence (corresponding to any assault using a
lethal weapon or resulting in injury, any threat with a lethal weapon in hand, or any
sexual assault). The results showed that the final model shows minor violent behavior
was significantly more likely amogg gparticipants (N=1,115) with residing in

restrictive housing and not fec , ﬁmﬂy members.

A% sSiwmmmmmmmec risk of Thai persons with

schizophrenia in the cor: ationships based on literature

review including no _ from family members and
spouse, having confli: % in restrictive housing, and

not feeling “listened to,

in family, expressed emotions (EE)

means frequency ayd uper or hostility, expressed

..
-
%,

)

by family members “=-od to a high relapse rate,
especially in schlzophrenlc patients (Medical chtlonary, 1998).

AU S INERTHE ARG = oo o

hostility, crltlclsm and emotional @ver-involvegagnt. These attigudes of the family
e S L1 3 E M 1 1238 N84

Hostility, the hostile attitudes of EE are negative toward the
person with the disorder. The family members put blame on this person because of the
disorder. The family members perceive the person as the one who is in control of the
course of the illness. The patient is held accountable for any kind of negative incident

that occurs within the family and is constantly blamed for the problems of the family.
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They have a hard time problem solving within the family because the answer to most
problems is settled with the disorder being the cause (Brewin et al., 1991).

Criticism, the critical attitudes of EE are combinations of
hostile and emotional over-involvement. The family members are more open to view

other aspects that contribute to the meggjillness and the behavior. These attitudes are

v view more than one cause of the

—

eve th=sssssscgative criticism even though

more open minded than the i
disorder (Brewin et al., =

other contributions are v members. Critical EE from
family members are M2 problems for the patient
(Bullock, Bank, and N hotic relapse and violent
behavior.
(EOI), contrarily, family
members may express their : ‘ lne.n'tal illness with emotional over-

involvement. The {a%i pverything instead of the

-

: '\
patient. They feel th s *= - vver involved with the one

¥

who has the illness (Lopez et al., 2004).

ﬂ 4 E}’% w‘ﬂ‘ﬂljpwr&j B B) ity members (marked

by critical, hoq{llle and/or emotiahally over-iggplved attitudeggduring a clinical
1nterv1a)m rl\awﬂefy] ﬁmu M f] ’Abm ﬂl’](ﬁoﬂoor prognosis
(Butzlaff and Hooley, 1998) and increased violence. The family members influence
the outcome of the disorder through negative comments and nonverbal actions. The
patients are feeling of belonging needs to be very strong because of the fear of being
rejected. These feelings start to take over some people's lives, most damagingly in

their home, where they should feel the most comfortable (Lopez et al., 2004).
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Ranee Chayintu and Nongluck Sattra (2000) studied in first
offending and re-offending among forensic psychiatric patients and their correlates
(N=323). The findings found that most of patients were diagnosed with psychosis
(72.8%). Most of subjects were having EE in family that related to increased
 Sangruksa (2003) studied in mental disorder

ﬁlS). The result showed that most

s n=7) and having EE in family.

offending. In qualitative study, Suphage
and social factors among mu
samples were murdering

i focus of assessment of EE

e s

should be the patien: comments and emotional

expressions, and the o the patients, rather than

interviewing the careg’ ' tient’s behavior (Hooley and

Teasdale, 1989).

In sumnfe violence risk of Thai persons with

LT

schizophrenia in thcleg i\ fOnsed on literature review

— -l
-
%,

. . . i ) . .
including perceivea™i=, " ~= over-involvement of family

) |
AULINENTNYING
The studies reviewed in thés paper congag in supportinggthe assumption that

e RUARIDTUIAIINEDALL o v

risk. There is no unambiguous evidence of an increase of violence committed by

members.

persons with schizophrenia in particular during in the community. Moreover, violence
risk in persons with schizophrenia in the community probably results from multiple

characteristics and circumstances that associated with violence.
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Therefore, assessing violence risk of Thai persons with schizophrenia in the
community through characteristics and circumstances that associated with violence as
described above is the way that prevented violence before it begins. That is, violence
risk assessment can help mental health nurse to identify characteristics and

circumstances for violence and evyljoje, probability of violence. Probability is

concerned with the chances -_repeated and typically actuarial

methods are used to eval —ili o K= mpson, 2005).
3. Nursing practice i

. community

3.1 Nurse ar : 4120 pWsons with schizophrenia in

the community

s -
In the commum 'ﬂ %L nurses belong to the discipline most
often identified a/™p g vfTew role has significant

3 Y .
implications for thé V:‘ y ent, communication, and

management of viol€¥ e risk Clearly, the knowledg skills, and experience that

mental healthﬂju Ejs?swwﬁowﬁqmmns involved in the

process of assth ing and managm% violence I'lSk Thus, mental health nurses are
confroQaW Qla:g&ﬂxﬁ mewwqa%m %Jq ﬁnﬂnmg their civil
rights, ll?)ertles, and autonomy. It is clear that the role of mental health nurses is
pivotal in the assessment and management of violence risk among persons with
schizophrenia in the community, not only because their family members are often the
target of such violence, but also because of the need to maintain public safety.

Consequently, violence risk is the optimal goal of nursing

interventions. Thailand does not have a reliable or valid instrument to identify
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violence risk for persons with schizophrenia in the community who need help, nor do
they have a standard violence risk assessment for persons with schizophrenia in the
community that can evaluate the effect of nursing interventions aimed at preventing
and decreasing violent behavior in persons with schizophrenia in the community. The

identification of violence risk by the “g4lgnce risk assessment scale thus will improve

the effectiveness of the 1# ' vices provided to persons with
schizophrenia in the cou d IMef mmm———the rate of recidivism. This in

turn will reduce the num? =nia in the community moving

from general psychiz g 5173 )  VSover, violent behavior and

violent recidivism ar %Ain the community may be

successfully reduced.

3.2 Violence rlsk ass ~ persons with schizophrenia in the

-—'1-‘ _ "
community '

%,
|

Recerd= U Juch as drug treatment and

8
¥

to prevent violence among persons Wwith

scmophremaw&l ANURTNHAR G

1sk assessment is gbecoming apsincreasingly iggportant aspect of
clinicaﬂqamaﬁyﬁ El(jcmlum ;lzg mugj ’i-\]caiﬂ persons with

schizophrenia in the community. The term ‘risk assessment’ is now used in many

management of Vlolence program

contexts and may be inappropriately extrapolated from one context to another. Risk
assessment is a combination of an estimate of the probability of a target behavior
occurring with a consideration of the consequences of such occurrences (Towl and

Crighton, 1996: 55). In mental health practice, risk assessment has three main
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concerns: risk of violence, dangerousness, and risk of recidivism (Mason, 1998 cited
in Kettles, 2004). So, risk assessment is defined as ‘any negative outcome that could
be prevented, predicted or from which liability could ensue’. Such outcomes include
recidivism, violence of any kind (including violence toward others and self), or abuse

ind) (Samuels, O’Driscoll, and Bazaley,

(physical, sexual or exploitation o
2005).

In violen 8) provided the definition of
violence risk assessmen* individuals to (1) characterize
the likelihood they v 2) develop interventions to
whether or not a patient is a
s¥ess and recidivism in the part,
L1sk assessment has become the focus

now or in the future (Kettles, 25

of much activity hu¥th g - fCiht has been shown to be

-
-
%,

. . i ) .
diverse, lacking staii= gironger research basis and

consequently stronger rehablhty and Valldlty (Kettles et al 2003; MacCall, 2003).

ﬁPuoEj ’3 WEWW Wﬂfc‘eﬂﬁmh the clinical reality

of assessing an? managing violence risk rather gaan the researclgask of prediction.
There g m'fl\aamim ulm r]‘aamtgj ’laeﬂuch as clinical
approach, actuarial approach, and structured clinical judgment approach. Within each
of these approaches there are many different approaches attempt to help the mental

health nurses in identifying past, present and future risk of violence.
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1. Clinical approach
In mental health services, clinical decisions on risk are made at
all stages of patient care, so violence risk assessment and management are key
components of clinical practice. Historically, the most common approach to

assessment was unstructured clinica’y grgprofessional judgment. This has a human

, ﬂ with the patient based on their
uals ,Do,éyle, 2000; Doyle and Dolan,

clinical judge who makes de
personal impression of
2004). This helps to ida; has and how it has changed
over time (Kettles, ‘been criticized for being
S accurate (Doyle and Dolan,

W\ s plagued by various sources

. . L/ .. 7..7 J '_ . k . . . .
of bias and error as infd flayerts | N (Mipon interviewing, observation

2. Ac 2

lhf actuarial approach to Vlolence risk assessment is typified

by assessors ﬂ% Hag’g N E]ij B4 frpion according to fixed

and explicit rules This approach is # compile a ghgcklist of a nuggber of predictors or
factorsq mf]valﬁﬂ ﬁmu m ']Jg na ’lﬁﬂs an ‘actuarial’
graduated probability measure, representing the amount of risk attributed to the
individual (Hart, 1998; Kraemer et al. 1997). Although actuarial approaches to
violence prediction have been found to be more accurate than unstructured clinical
approaches, there are limitations. Actuarial approaches tend to focus the assessment

on a limited range of characteristics, thus ignoring potentially crucial case-specific
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factors. There is also a tendency to focus on static factors (such as age, gender, past
behavior, age at first violence) that are immutable, change little, and so in principle
not amenable to clinical intervention (Doyle, and Dolan, 2004; Doyle and Dolan,

2002;” Hart, 1998).

actuarial approach is . - — AR " ictured decision making or
structured clinical jud : .54 N \bridge the gap between the

actuarial approach and# “Wolence risk assessment. This

approach recognizes the reall “ess of clinical risk assessment is a

dynamic and continu'yig ing conditions (Doyle and

..
el

Dolan, 2002). Thus;, . o ers a more objective and

interpretable means of comparlng 1ntervent10n results; 4) is norm-based; 3) enhances

the commumﬁ)uog})’a %ﬂ ﬂ ?W‘E}q ﬂ fa'offers process data for

comparison w1 recidivism data; #5) is suppogiive to rehabilggtion planning; 6)
prov1dabmfl ai\n m jrmnum;])g y]gﬂtfl &‘Ellon of specific
treatment goals therefore effectiveness of treatment; 8) provides an overall treatment
effect related to the developments of a multitude of behaviors; and 9) enables clinical
audit of implementation, standardized assessment, systematic decisions, more focused
treatment, is patient-focused, has health indicators and challenges outdated models

(Kettles, 2004).
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4. Violence risk assessment scale

4.1 Generation of violence risk assessment scales
Over the years, the method to assess and predict violence risks has

evolved, producing a number of genejjgns of violence risk assessment scales. First-

generation violence risk ass
professional opinions th: 7 y VW'h commmssOr’s training, background, and
experience (Wong and N
that was many shortcc
n at scales were characterized
bles, and special populations
(Heilbrun, Ogloff, and i < With essentially static predictors
uch as the Violence Risk Appraisal

or fixed risk markers (Kraem

Guide (VRAG; Quiiipy ' § fRyrdon, 2006) and Offender

..
el

)

Group Reconvictiol 29 A “ % 1998 cited in Wong and

Gordon, 2006). However they have major shortcommgs These scales with mostly

static or hlstﬂF%H)Q %"Et’ %'s'laj wgq ﬂc‘gqaemer et al., 1997),

Moreover, the results of risk assessuflents using spgh scales tell thg assessor very little
about % mr:tl aoﬁeﬂaimﬂmgegan\ﬂimogleds, strengths,
current functioning, and so on. Although second-generation scales may be more
prediction friendly, they are not treatment friendly (Wong and Gordon, 2006).
Third-generation violence risk assessment scales used dynamic or
changeable variables such as criminal attitudes and associates and, in some cases, are

theory based such as the Level of Service Inventory—Revised (LSI-R; Andrews and
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Bonta, 1995 cited in Wong and Gordon, 2006), the Problem Identification Checklist
Scales (PICS, Quinsey et al., 1997), and Historical, Clinical and Risk Management—
20 Item (HCR-20; Webster et al., 1997 cited in Wong and Gordon, 2006). This
approach is based on objective assessment by trained people with appropriate

14 plinary approach. Most of the shortcomings

expertise and which supports a mult
of these scales are designer sessment of general criminality.
Dynamic variables can p |ust J V\"$Jr variables (Wong and Gordon,
2006). ‘
ent scales were to fulfill
\ ~ment of mental disordered
Wb f violence, including sexual
violence such as the 4 fa¥agement Inventory (LS/CMI;
Andrews, Bonta, and Worth tndrews and Bonta, 2006) was cited as

Lk AJ J
an example of a foyi}-g fale. The LS/CMl is, by and

e ——— ..v
el

: %,
large, an offender =" . ' “Clivery system that guides

and monitors serv1ce dehvery to and superv1s1on oI offenders (including risk

assessment) frﬂ Ml%} ’}ﬂl&ﬂ:%@w Hﬂsﬂ ‘5006) A major goal of

such systems 1s?o strengthen adherafice with priggiples of effectiggrintervention (e.g.,
case cﬂ m:lrﬁ ﬂlﬂim uuq&mﬂ’lﬁnﬂs) in order to
enhance pubhc safety (Andrews, Bonta, and Wormith, 2006). Rather than duplicating
one another and to reduce the proliferation of risk scales, fourth-generation scales
were designed to serve different and specialized functions. For example, system
scales are appropriate to guide the delivery of general offender treatment services and

for offender management and monitoring. Moreover, specialized scales are more
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appropriate for special need populations such as the Violence Risk Scale (VRS, Wong

and Gordon, 2006).

4.2 Violence risk assessment scales

Various instruments hog ¢ ghown promise in improving assessment and

predictive accuracy in men

disciplines from the wess

he facilitate predictions of
dangerousness among o | % consultations with clinical
hirgee in 1976. The item list

comprised 18 ratings #r festyle-related variables, and

interview-specific factors posst with risk potential, encompassing 11
L b
personality factors, (% P gofipd variables and interview

- - -
-

: %,
specific factors. The 5‘ K . ,A Pearson correlation of .22

(Menzies et al., 1994) fports on the predlctlve Valldlty of the DBRS, indicate that it

has met with ﬂl%%’ ’JMBW@ ’Pﬁ ‘Ehe exclusive use of a

single predlctlve instrument preclugled the posgility that alterggtive measures, or
even gﬂ) wnﬁuﬁmjrﬁu um flg mﬂcﬂﬁﬂess predictions
than those generated in the initial study (Menzies et al., 1994).

2. Psychopathy Checklist—-Revised (PCL-R) was developed by Hare in
1991. It is similar to the actuarial measures. So, it is most often seen as a static
variable (Miller, 2006). The PCL-R is a clinical tool for diagnosing psychopathy

consists of 20 items that are scored 0, 1 or 2 based upon a clinical interview and
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review of file information. Total scores can range from 0 to 40, and scores of 30 or
more are considered diagnostic of psychopathy. Although not originally developed as
a risk assessment instrument, two meta-analyses have demonstrated that the PCL-R is
a strong predictor of violent recidivism (Hemphill, Hare, and Wong, 1998; Salekin,

35 excellent psychometric properties in terms

Rogers, and Sewell, 1996). The PCI_-

for this because of its ro® 7L\ N el offending (Hare, 1991 cited
in Langstom & Granr ; CoEs | al risk assessment per se, it

“lien seen as a static variable

3. Psychc ersion (PCL:SV) by Hart and

| T

others in 1995. It needed to b i nd empirically related to the PCL-R,
i AJ J

'ty scale, sensitive to non-

-7 |
el

%,
. i ) oo .
forensic samples an&*¥=,™ =" specifically was designed

psychometrically spHtpd

to assess for psychopath}/ in noncriminal samples glven that criminal records often

are unavaﬂablﬂ ueE‘Jaﬁg %H Vl § WeE]ZfISﬂhs 12 items, each scored

from O to 2 (range of scores = 0-24¥ The PCL:S}&has two factorgFactor 1 measures
selflshqmrllﬁ:ﬁn jamu mafrl 11 ngj lﬂﬂaffectlve traits.
Factor 2 measures socially deviant behavior and past criminality. It is not an
instrument for criminal predictions per se, but it has often been shown to be predictive
for persistent delinquency and future violence.

4. Violence Risk Appraisal Guide (VRAG) was developed by Harris

and others in 1993. The VRAG is a 12-item actuarial instrument developed from files
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of male criminal offenders and forensic patients with attributed integer weights,
ranging from —5 to -12. Each item was then given a weighting of 1 or -1 for every
+5% difference from the mean recidivism rate of 31%. The total scores of the VRAG
is range from -26 to 38, with higher scores reflecting a greater propensity of violent

reoffending.

5. Historical. ( anagement—20 Item (HCR-20) was

developed by Webster — 05 smmmmcd in 1997. The HCR-20 is a

structured risk assessme: isk factors for future violence

in adult offenders wit! ; y e ental disorder or personality
disorder. The instrun AN Ss with 10 historical items
relating to past, relatiy

current, dynamic correla®s T "‘- \ 15%¢ to be changeable; and 5 risk-

@ﬁ&

L BN A

management items focusmg ol fors that might aggravate or mitigate

risk (Douglas and {v¥%bs yod predictive accuracy in

-

%,
. . . 4 ) . .
civil and forensic sS=7 ==ed if there is not enough

information available Ior codlng, with the total score belng prorated according to the

wwmwﬂHU?ﬂHW5WUﬂﬂ§

6 The Problem Iden#ffication Chegklist Scales (PIg$) by Quinsey and
othersq mmﬂﬂOiMIN Md:]egomas’:leaﬂ to refine and
examine the utility of the scale. The rationally derived PICS consists of 67 items that
tap six problem areas (psychotic behaviors, skill deficits, procriminal behavior, mood
problems, social withdrawal, and other rehabilitation obstacles) and four proximal
indicators (dynamic antisociality, psychiatric symptoms, poor compliance, poor

medication compliance/dysphoria).
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7. Offender Group Reconviction Scale (OGRS) was developed by
Copas and Marshall in 1998. The OGRS is a criminogenic actuarial instrument based
solely on history of offending and certain demographic variables. The OGRS
estimates the probability that offenders will be reconvicted of any offense within 2

iples (e.g., age, gender, current and previous

years of release on the basis of nine
offenses, rate of conviction. 5 inical judgment, and estimates of
reliability are not necesz =" s aﬁr generated. The OGRS score
cannot be calculated for ‘ zous convictions and does not
include any assessme: ‘* 1riables (Gray et al., 2004).
\ N ral population. The OGRS,

N\ 1 personnel can code them
c®), efficient, and not dependent

on clinical judgment with poss1 tor and bias.

Lk AJ J
8. Lqw -R) was developed base on

il E— - 0
-
%,
)

Psychology of crimix ’ ' and Bonta in 1995. The

LSI-R is an 1nstrument Ior rlsk/needs assessment with 54 items related to ten different

risk areas. It ﬁ éuc%]i’g ‘ﬁ:ﬂ:ﬂ%%%}(}ﬂ “Qence as it appeared in

multiple 1nterna?onal comparative sglidies as one gf the best predigte

Q Wr] aﬁcﬂ{imeu % aﬂ?emoﬂl’l'a Hand Gordon in
2000. Vlolence Risk Scale is a scale specifically designed to assess the risk of violent
recidivism in forensic patients. The theoretical basis of the VRS is predicated on the
PCC. The VRS consists of six static or historical factors and 20 dynamic or
changeable factors. Each item is rated on a four-point scale (0—3) against descriptive

criteria. It has been used effectively to evaluate the effect of treatment on risk in a
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violence-prevention program in Canada and the authors report that research indicates
that the VRS has demonstrated strong predictive validity for violent recidivism over a
2-year follow-up period. The VRS was designed to integrate the assessment of risk,
need, responsivity and treatment change into a single tool. It assesses the clients’ level

of violence risk, identifies treatment g ggets linked to violence, assesses the clients’

readiness for change and thes /)%ments on the treatment targets.

Treatment improvement Te(Wis |==mme——1antitative changes in violence

risk (Wong, Gordon, & L=

10. Str: 1€ A -.\:\‘* ommunity Risk Monitoring

(SORM) was develop s - ‘ e aim of SORM is to assess

N
%
N

recidivism in outpati ' ﬁ Whtric patients and mentally
disordered offenders whi amunity. The 30 items of the

SORM emanate from the 001
AT

produced in the pilot study from a

specific individual p¥%g

4 cjion of 23 former patients

: A J
from a maximum s€et=,’ p =%c SORM was intended for

] 4

use with former forensw mental health chents and Wl[h clients in forensic mental

health who heﬂ %n&}l’a& w-ﬂWtﬁtW%}ﬂ]ﬂ @ the community on a

conditional leave basis and are still #fibject to afteggar

AR URNIANE VA B conss
was developed by Miller in 2006. The IORNS is a true/false self-report measure for
the assessment of risk, dynamic needs, and protective strengths. The main goals of the
IORNS development project were twofold. The first goal was to construct a time-
efficient and easily administered measure of variables related to criminal behavior,

recidivism, and crime desistance. The second goal was to develop a comprehensive
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measure containing indexes, scales, and subscales for specificity in interpretation such
that utility for offender risk assessment, treatment, and management would be
achieved. The 130-item measure provides four indexes, the Static risk index (SRI; 12
items), the Dynamic Need Index (DNI; 79 items), the Protective Strength Index (PSI;

26 items); the Favorable Impression

("g&Y 13 items) (Miller, 2006).

ﬁent and Management System

ar == n  2004. The DRAMS is an

12. The Duvi W\
(DRAMS) was develoy
lars with intellectual disabilities

S

from the literature o ## 04 | ¢ SHhAMR AMS composes of mood,

assessment for dynamic/z

antisocial behavior, Mself-regulation, therapeutic

alliance, compliance therapeutic alliance, and
opportunity for victim 4 Wse items is arranged along a
continuum from no problern to :

13. [/ %la 2 a nas developed by McNiel

and others in 1988. -

2! had been identified in a
previous study of stafistical prediction of violence anong 238 civilly committed

a Y
psychiatric in[ﬁeﬁ. qu W%WiMfTﬁple of 338 patients by

McNiel and BifMer in 1994a. The 1Rems are Worded so that a posmve answer to each
questla Mq a @ﬂh@(ﬂdv%% f}‘adw %i)’]ua @atlve answer is
scored as a 0. The revised version, the Violence Screening Checklist-Revised (VSC—
R), consists of the first four items from the first version (McNiel et al., 2003).

14. Broset violence checklist (BVC) was developed by Almvik and
Woods in 1998. The BVC is a short-term violence prediction instrument for inpatient
violence. The BVC, 6 items, is assessing confusion, irritability, boisterousness, verbal

threats, physical threats and attacks on objects as either present or absent. Each of the
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six items on the BVC is scored for their presence (1) or absence (0). The sum of
scores is then totalled. Interpretation of the scoring is given as follows: a sum of 0
suggests that the risk of violence is small; scores of 1 and 2 suggest that the risk of
violence is moderate and preventive measures should be taken; and scores of 3 and
more indicate that the risk of violence is very high, immediate preventive measures

are required and plans for han - uld

be activated (Woods and Almvik,

2002).

15. The le (MOAS) was modified by
Kay and others 1988, or cale (OAS) by Yudofsky and
others in 1986. The M levels of aggression among
people with mental disc t severe act in four categories:

n against self, and aggression
against other people. A scife y@ sighed to each act: 0 scores indicate

LRI T

increasing severity. The scg aultiplied by a factor assigned to

that category: 1 ‘, Y n against objects, 3 for
gory v g )

aggression against sel. ‘-E nd 4 for aggicssion against othddpeople. Thus, the total score

= N nenn s
RN ITUUMING AT



Table 1 Violence risk assessment scales

Scale

Purposes

94

Framework

The Dangerous
Behaviour Rating
Scale (DBRS)
version 2 by
Menzies and
others in 1994

Psychopathy

Checklist—Revised

(PCL-R) by Hare
in 1991

To facilitate

predictions of
dangerousness
among pretrial

forensic patients.

- Initially, this
checklist was
developed as a
psychometric
measure of a
specific form of
personality
disorder.

Validity/Reliability

Weakness

Based on consultations
with clinical
practitioners, from a
model originally
devised by Megargee
(1976).

0\'

5 et‘ ment
tyl&(factor 2).
for diagnosing

- The PCL-R was -C
derived from a factor (fac r 1 "r- =
analysis of - The PC

characteristics and ps Zi et ach item
historical criminal | ™ o flops
versatility based on ti'F= - - J
clinical conception of s et

psychopathy detailed in Ty anss U CJrhore
Cleckley’s (1976). ' .~ are considered aiagnosuc of psychop .
- Semi-structure interview, a clinical

AU Wﬁ TELTIERD

- Inter-rater pearson
correlation of .22
(Menzies et al., 1994).

- ICCs of 0.88 for Factor
1, 0.99 for Factor 2, and
0.95 for PCL-R total

score (Warren, and et al.,

2005).

- Cronbach's alpha of the
total score were 0=.71
(Dahle, 20006).

- Predictive validity:
AUC =.64 (Harris and
Lurigio, 2007).

’Qﬁﬁﬁ\iﬂ‘iﬁuuﬁﬂﬂmﬁﬂ

- The DBRS is now
rarely used because of
the limitations of this
instrument reflect the
limited literature on
which it was based
(Dolan and Doyle,
2000).

- Time consuming
procedure which
precludes routine clinical
use because on a careful
clinical interview,
reviews of file
information, and case-
history information.

¥6



Table 1 (Continued)
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Validity/Reliability

Weakness

Scale Purposes Framework
Psychopathy The PCL:SV Psychopathy based on a
Checklist: specifically was symptom construct
Screening designed to assess scale, sensitive to non- *
Version for psychopathy in ~ forensic samples.

(PCL:SV) by noncriminal
Hart and others ~ samples and to

in 1995 screen for
psychopathy in
offender
populations.

Violence Risk To predict violent

Appraisal Guide recidivism in

(VRAG) by offender

Webster and populations

others in 1994 between violent
recidivists and non
recidivists.

The VRAG was
developed from file
information

about 618 men who had
committed a serious or

re-offend.

aca 'l, M nge of

“ormation case-
history. i b

- The VRAG is a 12-item. Each item w s then
g'vga weighting of 1 gl for every +5%
violent offence,

syl 14 Eh g FEFT G R IT] 9
from -26 to 38, with higher scores reﬂectmg a
greater propendity of violent rgeqf

- ICCs = .84, .81, and
.75, respectively, for
total score, Part 1, and
Part 2 and Cronbach’s
o= .84 (Vitacco,
Neumann, and Jackson,
2005).

- Concurrent validity, the
PCL:SV had high
correlations with the
PCL-R (= .80)
(Monahan et al., 2000).

- Predictive validity:
AUC =.68 (Yang, Wong,
and Coid, 2010).

- Interrater correlations
are above .80 and kappas
are above .70 (Webster
et al., 1994 cited in
Dolan and Doyle, 2000).
- Predictive validity:
AUC =.70 (Harris and
Lurigio, 2007) and
sof075 0.74 and

’QW’] ANNTUUAIINEN &xﬂfp;ﬁf;‘iiﬁm

and Harris, 1995)

- Time consuming
procedure which
precludes routine clinical
use because on a careful
file review and a semi-
structured interview.

- The VRAG with
mostly static or
historical variables
cannot assess changes in
risk (Kraemer et al.,
1997).

S6



Table 1 (Continued)
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Scale Purposes Framework
Historical, To predict future - An extensive review
Clinical and risk of violence in of the literature.

Risk mentally
Management— disordered

20 Item (HCR- offenders, general
20) version 2 by  offenders, and
Webster and forensic patients.

others in 1997

The Problem
Identification
Checklist Scales
(PICS) by
Quinsey and
others in 1997

To predict re-
offending in
mentally
disordered
offenders.

Data on 110 mentally ¥
disordered offenders =
were used to refine and ¥|fnood pr
examine

the utility of the scale.

Al

A4

Validity/Reliability

Weakness

d file review

m—llawal, anfl
rehabilitation obstacles) and four proxiinal
il'dmtors (dynamic angggciality, psychiatric

g VB WE T

- The 67 items, these items were scored based
on a record refew of the offelﬁr’s state 6

N

control event (violent

- The inter-rater
reliability total: r = .80;
History subscale: r =
.92; Clinical subscale: r
= .90; Risk Management
subscale: r = .85 (Gray
et al., 2004).

- Predictive validity:
AUC =.71 (Yang, Wong,
and Coid, 2010).

No testing

./

PIdHE 1R

- Time consuming
procedure which
precludes routine clinical
use because on a careful
file review and a semi-
structured interview.

- It already enjoin
consideration of
dynamic factors as part
of the instrument. The
impact of treatment on
dynamic factors and
consequently recidivism
is not yet clear (Miller et
al., 2005).

- The PICS scores
change over time and
predict proximal
violence (Douglas and
Skeem, 2005).
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Table 1 (Continued)

Scale Purposes

Framework

Level of Service The LSI-R is an

Inventory — instrument for
Revised risk/needs
(LSI-R) by assessment

Andrews and
Bonta in 1995

Violence Risk To assess the risk

Scale (VRS) by  of violent

Wong and recidivism and risk

Gordon in 2000  management in
mentally
disordered
offenders who have
completed

treatment and are
being considered
for release.

Psychology of criminal

conduct (PCC)

Psychology of criminal
conduct (PCC) theory

(Andrews and Bonta,
2003)

AU INENTNYINS

scale (0—2

level o5 ber

97

Validity/Reliability

Weakness

Natisocial

I""-..I fic
L Or | "\- & hool,

oM. four-point
Joore indicate the
21 the score, the

- Cronbach's alpha were
0=.84. ICC=.93 (Dahle,
2006).

- Predictive validity:
AUC =.65 (Yang, Wong,
and Coid, 2010).

- The Cronbach alpha
coefficients for the VRS
total, dynamic item total,
and static item total were
.93, .94, and .69,
respectively (Wong and
Gordon, 2000 cited in
Wong and Gordon,
2006).

- The predictive validity
for violent recidivism
over a 2-year follow-up
period, AUC = .81; r=
.46, the VRS scores were
significantly associated
with violent recidivism
(r=.26) (Douglas and
Skeem, 2005).

RIAATUAMINYAE

An assessment tool
commonly used in
correctional settings.

- The static variables
lack unidimensionality;
three of the six static
variables were loaded on
Factors 1 and 3, and this
may account for the low
alpha (internal
consistency) of the static
variables (Wong and
Gordon, 2000 cited in
Wong and Gordon,
20006).

- Time consuming
procedure which
precludes routine clinical
use because on a careful
file review and a semi-
structured interview.

L6



Table 1 (Continued)
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Validity/Reliability

Weakness

Scale Purposes Framework
Strucured - The aim of Pilot study to explore a
Outcome SORM is designed  specific individual or
Assessment and  for assessment and  contextual factor and
Community risk monitoring in outcome empirically
Risk Monitoring outpatient settings ~ among 23 former
(SORM) by of forensic patients from a
Grann and psychiatric patients ~maximum security
others in 2005 and mentally forensic psychiatric

The Inventory
of Offender
Risk, Needs,
and Strengths
(IORNS) by
Miller in 2006

disordered
offenders who are
discharge to the
community.

To measure of
variables related to
criminal behavior,
recidivism, and
crime desistance

hospital.

Several constructs were - Compo:* index (SRI; 12
identified in the items) e ex (DNI; 79
literature that (P
significantly related g - ‘
general, violent, and y AY

sexual criminal o=
behavior (Miller, 2006).: ! ndexes, sia oy TS Cales, twill)
protective strength scales and several
dihesales for detailed sgae interpretation.

AU EIRERIWEINT

protective strengths

- Cohen’s Kappa, was on
average k = 0.88 and
ranged from 0.32 to 1.00
(median=1, mode=1)
(Grann et al., 2005).

- The predictive validity,
for violent incidents,
AUC was 0.71. For other
criminal acts, AUC was
0.67. For risk situations,
AUC was 0.65 (Grann et
al., 2005).

- The reliability (a =.51-
.91 (Miller, 2006).

’Qﬁﬁﬁ\iﬂ‘iﬁuuﬁﬂﬂmﬁﬂ

Time consuming
procedure which
precludes routine clinical
use because on a careful
file review and a semi-
structured interview.

- The IORNS validity
results are promising,
they are limited in
generalizability (Miller,
2006).

86
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Validity/Reliability

Weakness

Scale Purposes Framework
The Dynamic An assessment for ~ From the literature on
Risk dynamic/proximal  proximal/ dynamic risk.
Assessment and  risk factors in
Management offenders with
System intellectual
(DRAMS) by disabilities.
Lindsay and
others in 2004
Violence Predicting violence  Based on a previous
Screening study of statistical
Checklist (VSC) prediction of Violenc
by McNiel and among civilly T -

others in 1988

committed patients | ¥

AUESNERIHBINT

:‘ »u101dal DOT e ——
diagnosis, (d) male gender and (e) curiently

followizzi"is / 1 attacks
3 . he,

Lot 11
B—C pnrenic Il

agsigd or cohabiting. g

likelihood of violence (scored as a 1) and a
negative answi is scored as afie

|r‘.

1anic

- Internal consistency
reliability, total r = .45
(Lindsay et al., 2004).

- Indeed, Cohen’s Alpha
co-efficient (a = 0.58)
(Lindsay et al., 2004).

In a general inpatient
population, scores on the
tool had a sensitivity of
.55, specificity of .64,
false-positive rate of .68,
false-negative rate of
.18, positive predictive
value of .41, negative
predictive value of .82,
and total predictive value
of .61 (McNiel and
Binder 1994a).

’Qﬁﬁﬁ\iﬂ‘iﬁuuﬁﬂﬂmﬁﬂ

- The DRAMS is not
designed to be a
coherent, unified
dynamic risk
assessment. It simply
takes the available
variables and sets them
out in a usable fashion.
Therefore, there is no
strong expectation that it
is measuring a single
concept.

The VSC does not
include any assessment
of characteristics and
circumstances variables
for violence risk among
persons with
schizophrenia.
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Table 1 (Continued)

Scale Purposes Framework
Broset violence  To predicting - The BVC was
checklist (BVC)  short-term inpatient developed based on the
was developed violence within the  empirical work of
by Almvik and  next 24-h period. Linaker and Busch-

Woods in 1998

Modified Overt  To assess
Aggression aggression in
Scale (MOAS) mental illness.
was developed

by Kay and

others 1988

Iversen in 1995.

Based on literature
review

:

pre it e
for handii

i
1 cores T8

:ﬂs&ed to that ca

U B AR Ve Ve Tk

aggression against other people.
total score ranges from O to 40

100

Validity/Reliability

Weakness

1 1o W te that
igli Wnniediate
jred® nd plans
2 be activated.

200re2sion
= Jad
|" J
et 0
seinty. Tl score

“In each category is multiplied by #* factor

ry: 1 for verbal

Thus, ‘the
=

- Sensitivity was 0.63

and specificity was 0.92.

The AUC was 0.82,
SE=0.04, 95% CI1 0.75-
0.89, p<.001, and
kappa=0.44. Overall the
results are reported to
indicate that a score of 2
or more predicts a
violent event in the next
24-h period (Almvik,
Woods, and Rasmussen,
2000).

- test—retest reliability
(a=0.75).

- Discriminate validity
during 1-week period
was 71.9% (Kay,
Wolkenfield, and
Murrill, 1988).

The BVC does not
include any assessment
of characteristics and
circumstances variables
for violence among
persons with
schizophrenia in the
community.

The MOAS does not
include any assessment
of characteristics and
circumstances variables
for violence among
persons with
schizophrenia in the
community.

001
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5. Scale development

5.1 Instrument development procedure
Instrument development is complex and time consuming. It consists of
~iglopment which identified by Crocker and

/ trategy for developing the TVRS.

s sist of 1) identify the primary

the ten steps of guideline in scale
Algina (1986). This study wil
The ten steps of guidels

purpose for which the feg atify behavior that represent the

construct or define th: - Se Maloccifications, delineating the

proportion of items tk avior identify in step 2, 4)

construct an initial poc W1 and revise as necessary), 6)

hold preliminary item try4 %) field-test the items on a large

sample representative of the ex® on for whom the test is intended, 8)

F A

determine statistical (V%1 priate, eliminate items that

do not meet pre-estac®= ° : ' *Ciiability and validity studies

for the final form of the tfst and 10) develop guidelines Ior administration, scoring and

interpretation ﬂ.% E’o% ?ﬁ:ﬁﬂnﬁ Bl ﬂﬁumended cutting scores

or standards for perforrnance) (Crock& and Alginag986).
5.2 Psychometric property testing
Regardless of a new development instrument tool, evidence of validity
and reliability is of crucial importance. The psychometric property testing concerns

with validity and reliability of instrument as follows:
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5.2.1 Validity
Validity is a determination of the extent to which the
instrument actually reflects the abstract construct being examined (Burn and Grove,
2005) or the degree to which an instrument measures what it is supposed to measure

(Polit and Beck, 2004). Therefore whpgan instrument is valid, it truly reflects the

concept it is supposed to mea and Haber, 2006). There are four
type of validity as follow
~d by inspecting the items to
Mntains important items that

sey, 2000) or concerns the

\ N » full breadth of the construct

s the extent to which the instrument

represents the phenJ%e Tf-ippsey, 2000). Validity of

-
)
)

content is usually cof=, »7u, and subjects or patients

from the population Ior whom the 1nstrument woula be appropriate, review the

instrument anﬁ%g'tﬁa Wﬁ%?fﬂiﬁqﬁeﬁet al., 1999). Thus, the

processes of coq!ent validity are pregeded by conggpt analysis (degpain identification)
and a a m:lﬁﬁag §£Uhu m l’l‘nﬂ’lﬁﬂment Content
Va11d1ty is an interpretation of the results of the tool development, a critical review of
the instrument’s items in order to assess semantic clarity, domain sampling adequacy,
and coherence of items. The evaluation methods include 1) literature review, includes
historical and current uses of the concept/instrument, 2) personal reflection, and 3)

analytical critique; (a) analytical critique of the instrument by experts (clinicians and
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researchers), either individually or as a panel, in which both the individual items and
the entire instrument are evaluated, and (b) analytical critique of the instrument by
potential subjects (focus groups) (Higgins and Staub, 2006). A numerical value
reflecting the level of content validity evidence can be obtained by using the content

7iand Bausell (1981 cited in Burn and Grove,

validity index (CVI) developed by W g
2005). With this instrument. & / nt relevance of each item using a 4-
point rating scale (1=not — 421y s he CVI for total instrument is
the proportion of items ‘ ‘ ‘ N " o Segscore of .80 or better indicates
good content validity
ost important and highest
level of validity (Crc 4; Polit and Beck, 2004).
Construct validity is dird -o®:tical relationship of a variable
to other variables (DeVellis, - Cmphasizes on the instrument really

measuring, adequaic'y interest. Its expresses the

..
el

)

confidence that a pa¥ = ' Talidation method is a vital

activity to the development of a strong ev1dence base Wthh it is inextricably linked

with the theo:ﬂcu Ejrw Ej% jfw H)’%ﬂf‘%)nstmct validity are 1)

specifying the yomaln of relevantg'variables, 2adetermining thg extent to which
observa Wfl!ﬁ ﬁnmﬁ mfuml;] g n ﬂlﬁeﬂant research to
determme if the properties of measure consistent with the substantive theory
(Nunnally and Bernstein, 1994). Establishing construct validity is a complicated and
time consuming process because it requires that the measuring instrument be used in a
succession of different studies (Dempsey and Dempsey, 2000). In instrument

development should be use one or more of the ways described in their effort to assess
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the instrument’s worth. There are three ways to examine the construct validity as
follows:

1. Factor analysis, which is a method for identifying
unitary clusters of related items or measures on a scale (Polit, Beck, and Hungler,

2001). Factor analysis provides helofgl egidence about measures that are intended to

have content validity (Nunrs
instrument to operationa’s 7 g ﬂetermmlng the relationships of

a set of variables (Hige ay be used to determine 1)

groupings or clusterir belong to which group and

how strongly they b “aare needed to explain the

relations among variab W -ribe the relations among the

variables more convenied u®s on such groupings (Nunnally

F inas -
and Bernstein, 1994: 447). Tht Lstructs in the instrument equivalence
e

among comparison| M40 ¢ use of confirmatory factor

..
el

)

analysis. Items desigf= 2 . % should load on the same

factor. Thus, items that ‘do not fall into a factor may De deleted (Burn and Grove,

2005). Therefﬁ %‘H"}%H %@tweﬂ ‘qnﬂ ?ems related should be

clustered when subjected to factor agalysis.
q Wf] a q ﬂ ﬁ m unflnln\gjp’\] al Eefers to ability

of instrument identifies two groups of individuals who are suspected to score

extremely high or low in the characteristics being measured by the instrument
(LoBiondo-Wood and Haber, 2006). Samples are selected from at least two groups
that are expected to have opposing responses to the items in the instrument. If the

instrument is sensitive to individual differences in the trait being measured, meaning
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that these two groups should differ significantly and evidence of construct validity
would be supported. If the results obtained demonstrate statistically significant

differences as expected, then the instrument is said to have a degree of construct

validity.

ultimethod validity refers to involves
examining the relationshin , t_that should measure the same
construct and between : o d == {ferent constructs (LoBiondo-

Wood and Haber, 2006 o suring more than one construct

by means of more th: a fully crossed method-by-
measure matrix (DeV pse measures should then be
correlated with the rest yrait-multimethod matrix.

dity is concerned with the
statistical testing of thereticu — Within an instrument, between 2

S

instruments, and/or| o'y i v f, before, during, or after an

..
el

%,
instrument is used t Zseins and Staub, 2006). The

instrument is said to be Valld if its scores correlate hlghly with score on the criterion

(Polit and Becﬂ %E}‘P% ‘ﬂa&}% ﬁ W;H\’A} ﬂ:‘snenon related validity

as follows:

q Wf] aq ﬂ ﬁm MM::]Q mcEJ :::}eﬁ (ﬂne adequacy of
an instrument in differentiating between people’s performance on some future
criterion (Polit and Beck, 2004; Polit et al.,, 2001). Therefore the criterion of
instrument must be administered some time after the predictor instrument (Talbot,
1995). The preferred method for evaluating the predictive accuracy of violence risk

assessment tools is the receiver operating characteristics (ROC), which plots 1-
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specificity by sensitivity, and can be used to yield an area under the curve (AUC)
(Altman and Bland, 1994).

The ROC curve is a means of evaluating
prediction accuracy adapted from the field of signal-detection analyses. Ratios of true

fylgegalarms) across different decision cutoffs of

positives (hits) and false positives
the predictive tools can be ug )e of prediction accuracy, the area

under the curve (AUC; & st equals .5 is chance; an AUC

larger than .5 is better & 1.0 is perfect prediction. In

general, AUCs of .7 2 good (McGraw and Wong,

1992; Rice and Harris
cificity can be illustrated is

by constructing a curve &t 's to the ability of the tool to

%

identify correctly cases of dlse Ply, the sensitivity is the proportion of

(.
&

' €alculated as the proportion

diseased cases thaty

Tpfers to a test’s ability to
correctly identify ca®®
of nondiseased cases that are identified as negatlve (Cotter and Peipert, 2005).

ﬂ u EJ 'J w ﬂ%@ Wﬂﬂsﬂ ﬁ(the true positive rate)

is plotted on the left vertical axig against thegfalse positive gate on the bottom
horizon qlmslavigt)ﬁlmauu arﬁ)‘ﬂ)ﬂ(ﬁ .aizjverall accuracy
of a screening instrument can be described as the area under its ROC curve. The
larger is the area under the curve, the more accurate is the screening instrument. The
optimum cutoff score is generally at or near the shoulder of the ROC curve (Jekel et

al., 1996 cited in Wang et al., 2009). The corner near the shoulder represents a
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sensitivity of 100% and a false positive rate of 0%. The ROC curve helps decide the
best cutoff point (Wang et al., 2009).

4.2 Concurrent validity refers to ability to detect
a positive or negative statistical relationship between 2 instruments simultaneously
e (Higgins and Staub, 2006) or how well

/ t is known to be valid (Dempsey

¢icient (r) (Higgins and Staub,

measuring the same concept at the sa
an instrument correlates with
and Dempsey, 2000). R

2006).

W the consistency of measures
and indication of the ex4 , Weasurement method (Burn and

Grove, 2005). If the same ind
- -F/i-" / ,_ ":

Pasured under the same conditions, a

lofTjal or nearly identical

reliable measurenc'y

— -
%,
|

measurements (Grav =*an be reliable but not valid

(LoBiondo-Wood and ‘aber 2006). Rellablhty is usually expressed as a number,

called a coefﬂ W’}%ﬂ)%@wg ’ﬂmﬂnﬁt common estimate of

reliability coeff1c1ent ranges from Ogto 1. The clgger to 1 the cogfficient is, the more
rehabIQhW)fl alﬁﬂbﬁ Mfumrl gﬂmﬂf] a gﬁllcatmg perfect
rehablhty and .00 indicating no reliability. A reliable coefficient of .80 is considered
the lowest acceptable value for a well-developed psychosocial measurement
instrument (Burn and Grove, 2005; Dempsey and Dempsey, 2000). Reliability testing

composed of the internal consistency, stability and equivalence.
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5.2.2.1 Internal consistency or homogeneity is another attribute
of an instrument relates to reliability with which the items within the scale reflect or
measure the same concept (LoBiondo-Wood and Haber, 2006). Internal consistency is
the most widely used reliability approach. Its popularity reflects the fact that it is

economical and is the best means ~gsessing an especially important source of

measurement error in psycha \l/ ' e sampling of items (Polit and

with the extent to which the
aipcated administration of the
and Beck, 2004) or the
consistency of repeates : ‘ 3.4 \ % hith the use of the same scale
or instrument (Burn and : "’.' ‘ —v : a % Mub, 2006). The data sets from

the 2 test admlmstratlons ar mpared from one test to the next.

fijerstanding of the concept

..
el

: %,
of interest, the tim&*s," o . sliing factors (Higgins and

Staub, 2006). It is usuall.y referred to as test retest rehamhty Test-retest reliability is

the admmlstrﬂPuﬁ]’}%Hwn%.w Elﬂe"}aﬂ:@bjects under similar

conditions on ?\!VO or more occagfons. Reporfgd as a correlagipn coefficient (r)

5.2.2.3 Equivalence is focused on the comparison of two

Assessing stability ¥y

versions of the same paper and pencil instrument or of two observers measuring the
same event (Burn and Grove, 2005). The resulting data can then be used to calculate

an index of equivalence or agreement. That is, a reliability coefficient can be
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computed to demonstrate the strength of the relation between the observes’ rating

(Polit et al., 2001).

Validity and reliability are two crucial aspects in the instrument

development. If an instrument is unreliable, it lacks adequate validity or cannot

possibly be valid (Crookes et a: d Beck, 2004; Polit et al., 2001). An

instrument cannot validly s of interest if it is erratic or

inaccurate and an instg ®*without being valid (Polit et

S,

al., 2001). Therefore de: be established validity and

reliability that represent, & \instrument.

AULINENINYINT
IR TN ININY



CHAPTER III

METHODOLOGY

The purpose of this study was to develop the Thai Violence Risk Scale

(TVRS) for persons with schizo 3 the community. This part of the paper

ﬁ scale and testing its validity and

reliability. The followir® . - A8l —carch design, population and

presents the methodology g

sample, research instrur allection, protection of human

subjects, and data ana’

Research design

e
This is a scale develop

237

4 development procedures comprised

ten steps guided by 3og o ofStep 1, identify the primary

purpose for which ti¥ #ly behaviors that represent
the construct or defilic the domain; step 3, prepare "2 set of test specifications,

delineating tﬁ%@ﬂf}% E’ Qﬂxﬁhwcﬁﬁl ﬂ‘n‘iach type of behavior

identified in stgfy 2; step 4, constigict an initialgpool of items;gsfep 5, have items
revwwa mre]va ﬂ@muﬁqgmﬂw (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
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the test; and step 10, develop guidelines for administration, scoring, and interpretation of

the test score.

Population and Sample

In this study, the tar / al persons with schizophrenia in

the community, where wews with schizophrenia in the

The followin waioles in this study:

"D-10,

‘ s
4) being able to r'=ﬂ fommunication, and

=y
5) wiihg

Criteria foref=

i

Sy

1) being g1agnosed with schlzophrema Wlth other disorders such as

mental retardﬂ?n%%jl’s Hnﬂm ? w E}"I sﬂd‘ﬁme and neurological

"9 RASAIRINmaANEAsL.

3) committing violently to themselves or others, or

Y

4) carrying a weapon.

As noted in the research design, this study consisted of ten steps. So, the

sample size estimation and sampling methods were separately conducted as follows:
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1. Samples of the preliminary item tryouts by item review
In the case of conducting the preliminary item tryouts, the samples for
item review were ten persons with schizophrenia that met the criteria as described

above at the outpatient department of the Galya Rajanagarindra Institute, Mental

Health Department, Ministry of Pu'jlggHealth, Thailand. They were selected by

convenient sampling method |

2. Samples of 4 anerties of item scores by item
analysis and EFA
EFA were persons with
schizophrenia in the c: lence and met the criteria as
described above at the #v 1et 4" ’ i [FRc®ialya Rajanagarindra Institute,
Sy

Mental Health Department, M11
-F/i-" . ._ v_‘-'-'_

Fiealth, Thailand. Nunnally (1967 cited

infTim number of samples to

in Crocker and Alg ¥y

-
%,
|

use in an item analys =samples as items, whereas

|

Tinsley and Tinsley (1987 cited in DeVellis, 2003) have suggested a ratio of about 5

t0 10 subjectsﬂ urﬂp'}%w jjw ﬂ’}‘cﬂ ﬁalys,ls Thus, a sample

size of 270 in an item analysis and &FA for the 2&-item TVRS wgy required. For the
curreng sz}vﬁ ﬂ ﬂ ﬁ mm mrlﬂl%ae’rlﬁv\u schizophrenia
in the communlty. Recruiting the samples via convenient sampling was employed to

select the samples (n=300).
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3. Samples of the designing and construct reliability and validity studies for

the final form of the test

3.1 Samples for testing confirmatory factor analysis
nfirmatory factor analysis to test construct

ﬂtory factor analysis were persons

lat —————_cria as described above at the

This study use

validity. Thus, the samples fq \

with schizophrenia in ths ity

outpatient department of w'Jealth Department, Ministry of

Public Health, in four ac of more than 200 may be

needed to reflect valic N $6). However, as regards the

sample size for testing . arey (1973 cited in DeVellis,

2003) classifies a sample#bt JFO ag “as excellent.
In order ¢

i r‘-’

criterion of at least 500 persons with

schizophrenia in th:=%q ifii; which had a number of

e ——— ..v
el

: %,
outpatients in the ot¥= = ‘ ' ¥ per day were purposively

selected from four reglons of Thailand, 1nc1ud1ng Suan Pmng Psychiatric Hospital in

the north regl(ﬂ %1&' %)% Ej%a@ w)%}ﬁ}ﬂ‘sortheast region, Galya

RaJanagarlndraqfnstltute in the cemstral region, gpd Suansaranrgga Hospital in the
southeﬁ uf] ﬁ mamumqgnm Hlﬁ E”l persons with
schlzophrema in the community were conveniently sampled. Moreover, 20% of the
total sample size was added to take into account dropouts (adding 5% to each of the
four psychiatric hospitals). The current study, therefore, has a total sample of 600
persons with schizophrenia in the community. However, the actual total samples in

this study were 604 persons with schizophrenia in the community.
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The psychiatric hospitals in Mental Health Department

- . —0

>

North Northeast Central Southern
Suan Prung Prasrimahabhodi Galya Rajanagarindra Suansaranrom
Psychiatric Host Psychiatric Hospital Institute Hospital

(n=150) (n=150 (n=154) (n=150)

3.2 Sar gt~ it S alidity
N lated validity by predictive

\ he communities, which were

conveniently sampled. T# niyles for testing the confirmatory

factor analysis, as described a® Central region (Galya Rajanagarindra
..-""' .
Institute). They wejc'y ‘ . gi fVism outcome at 2 months

— -
W,
|

follow-up by teleph . = . However, the actual total

samples in this study were 128 persons with schlzophrema in the community.

o of] 848 @hﬁ%ﬁq@ ARG ot comect
q maamﬁmum’s NYNaY

The sample for testing the reliability was the same from the

samples for testing the confirmatory factor analysis, as described above (n=604).
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Instrumentation

The sociodemographic data sheet was developed by the researcher. This
instrument was used to collect demographic and socioeconomic data, including age,
cygppal level, occupational, income, age at first

ﬂttic illness, previous psychiatric

inpatient hospitalization - WoVissmms———_C.tric inpatient hospitalizations,

gender, religion, marital status, edr

instance of psychiatric illne

age when first admitted having a history of violence,

number of incidences Sliiance, length of medication

noncompliance, subst:

Procedures of developi

_‘a Lo

The folloy Mo, : ; e 70 f the Thai Violence Risk

— -
-
LY

Scale (TVRS). The ' *ment procedures. Each of

these steps was exarnmed in detall

AU INYNTNEING

1. Identifying the primary purpose foggyhich the test ggores will be used

QA WARNDL I EUALAL A ILLLR B crons o
persons with schizophrenia in the community. The intended use of the TVRS was to
assess violence risk for clinical and research purposes in both the outpatient
department and in the community setting. The user is the nurses who experienced in

taking care of persons with schizophrenia at least three years.



116

2. Identifying behaviors that represent the construct or define the
domain

In this study, violence risk refers to the probability estimates of Thai

persons with schizophrenia in the community intentionally using physical force,

threats or actual, against another persgp self or herself, or a group of people that

results in or has a high likel , injury, death, psychological harm,

maldevelopment, or depw 7 o im ==m:crmined by the characteristics

of persons with schizogg : / \ es that are associated with
violence.

Consec Wt the characteristics and
circumstances of viole : .54 \ v:“_ hrenia in the community that

were relevant to violenc# s@irching both Western and Thai
databases published between % : A broad search strategy for potential
articles was used 11§14 o 'e FElectronic searches using
Z 4

Medline, CINAHL; ==CCT, Sage, Google, and

Thailis were conducted w1th the followmg key words violence, violent behavior,

violence rlskﬂ'ung ak‘w H W j w H’]‘ ﬂg@sswe behavior, and

schlzophrema

q Wf]oa ﬂ:ﬂtjm MM qg m ﬂ:ﬂlaacwnsucs and
circumstances for violence among persons with schizophrenia in the community.
However, the characteristics and circumstances included in the TVRS were reduced
from the original 78 to 29 because these characteristics and circumstances provide a
concrete way to assess violence risk. Moreover, these characteristics and

circumstances are commonly available in persons with schizophrenia or are easily to
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assess routinely among persons with schizophrenia in the community. Other
characteristics and circumstances were excluded because those are not commonly
available in persons with schizophrenia or are difficult to assess routinely such as
psychopathy, biological, prenatal, and developmental factors.

In this study, thus, nce risk of persons with schizophrenia

ﬁd circumstances. Characteristic
A

tisocial personality disorder,

comprised two component
component included ye

educational failure, lizz first hospitalization with

schizophrenia, historv cational activity, history of

violence, and history Sbility, aggressive behavior,

delusions, hallucinatic hostility, lack of insight,

symptoms of mania, #c gFssiyg _’_‘; 7 t/control override symptom,

) . s
uncoorperativeness, disorientat
LI

noncompliance, and substance abuse
and circumstances Jjationships, poor family
Y]
. . i |
relationships, and expi=,°
‘.II ¥

; Pﬂ“aug 3 084 V15 SR) AR e e praporton o
QRARID IV AR DN IR E e

comprised of the components of characteristic and circumstances. Thus, before

items

conducting an initial pool of items, operational definition of the violence risk among
persons with schizophrenia from the literature review were identified by the

researcher in order to make sure that the definitions represented all aspects of the
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concept. The content of the characteristics for violence among person with
schizophrenia in the community that composed of 26 items are as follow:

1. Younger age refers to Thai persons with schizophrenia in the
community who are 40 years or under.

2. Male gender refers gopgale Thai persons with schizophrenia in the

community as shown on an IT
3. AntiSommm b mecfers to Thai persons with

schizophrenia in the co d L SSiteria as having an antisocial

s with schizophrenia in the

W ary or secondary education

5. Living alone¢ . persons with schizophrenia in the

community that are[ /i cof 1 in their house regardless

\Z " Y
i -

6. Younger age at first hospltahzatlon w1tn schizophrenia refers to Thai

persons with ﬁ%ﬁ ’}.ﬂ: H%ija&l@] ﬂn%imltted to the hospital

for the first t1meq!for schizophrenia agld that are 3Qggears or youngeg,s
q Wq@lﬁ'm ﬁ meum;r] grm ﬂs,:] a lElhlzophrema in

the commumty that have excessively used alcohol and/or drugs (amphetamine,

of marital status.

cannabis, benzodiazepines, inhalants, opiates, and stimulants, etc.), causing social or

health problems.
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8. Limited or no vocational activity refers to Thai persons with
schizophrenia in the community that are unemployed or have been laid off because of
no outcome or no capability related to any occupation.

9. History of violence refers to Thai persons with schizophrenia in the

community that have exhibited past e gjce of committing intentional use of

physical force, threatened or :
people with or without a
10. Histox

ns with schizophrenia in the

community that have 't SR " insulted by other persons,

11. Ag 4 e b il \ Whavior intended to produce

deliberate harm to ond If g J' ’ by "% ®us emotional communicative

) s
strategies and bad or negative™s
LI

flai persons with schizophrenia in the

community, includji Sjon against self, physical

-l -
-
%,

aggression against 05 5‘ - e ' *others.
12. Delus1ons refer to psychotlc symptoms in relation to a false belief

in something Wﬁh%p% H%thpE}rq ﬂt@communlty, including

delusions of jealousy, persecution, gfandiose, beigg,controlled, ang yeference.
AWIAN NIAINIANL ALl nsory
perceptlon of something that is not there among Thai persons with schizophrenia in
the community, including command hallucinations, auditory hallucinations, and
visual hallucinations.
14. Excitement refers to psychotic symptoms in relation to expressing

feelings without restraint, manifesting speech that is hurried, exhibiting an elevated
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mood, showing an attitude of superiority, dramatizing oneself or one’s symptoms,
manifesting loud and boisterous speech, exhibiting over activity or restlessness, and
exhibiting excess of speech with reference to Thai persons with schizophrenia in the
community.

15. Suspiciousness T

/l. as reflected in guardedness, a

i persons with schizophrenia in

to psychotic symptoms in relation to

unrealistic or exaggerated i
distrustful attitude, or sus
the community.

16. Ho =1 8 in relation to an emotional

community.

17. Lack of in
e

psychotic symptoms in relation to
deficiency or absgiM 3 of Thai persons with
schizophrenia in the

18. Symptoms of mania refer to psychotic symptoms in relation to an

abnormally- elﬁpu;rg % %;EHG' jaweﬂ "Irf}ﬁmgs of euphoria, lack

of inhibitions, racmg thoughts, dimghished need £Qr sleep, talkatgyeness, risk taking,
and 1rrﬁbmf] ﬁ:ﬁ%ﬂ ilmeuim:] g ml‘ﬂn’.llaeglmmumty

19. Depressive symptoms refer to psychotic symptoms in relation to
sadness, inactivity, difficulty with thinking and concentration, a significant increase or
decrease in appetite and time spent sleeping, feelings of dejection and hopelessness,
and sometimes suicidal thoughts or an attempt to commit suicide of Thai persons with

schizophrenia in the community.
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20. Threat/control override symptoms refer to psychotic symptoms in
relation to the experience of Thai persons with schizophrenia in the community
whereby people want to harm themselves and/or they cannot control their own
thinking due to either a mind that is perceived to be dominated by forces outside their
rirgonle’s thoughts were put into their heads.

/-V hotic symptoms in relation to the

= community to cooperate with

own control or the perception that oth
21. Uncoorper:
unwillingness of Thai pe
other persons.
Walfoms in relation to a state of
0 perceptions of place, time,
phrenia in the community.
23. Me(f Al c yc®ers to Thai persons with

schizophrenia in the comm g their medication without the

-,/
recommendation of] '

-
-

V. : Y

[ ="osive use by Thai persons
with schizophrenia in [t? community of alcohol and/or drugs that causes health or

otherkmdsoﬂww]ﬂwj weIna9

. Homeless referg to Thai pagsons with sq@zophrenia in the
commla Nﬂﬁﬁﬂ\ﬁmu;ﬁ rltg‘nmiﬂ f]ladﬂ public spaces,

footpaths, under the expressway, etc. for more than three months.

24. S

26. Weapon availability refers to Thai persons with schizophrenia in
the community who often use weapons such as a knife or gun to cause physical or
psychological harm to others or routinely carry (although they may not use them)

weapons as part of everyday life.
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Moreover, the content of the circumstances for violence among person
with schizophrenia in the community that composed of 3 items are as follow:
1. Poor peer relationships refer to perceived hostility among peers,

experiences/feelings of being bullied or threatened by peers on the part of Thai

persons with schizophrenia in the conr

2. Poor familv ﬂ hai persons with schizophrenia in
the community that have — Ca 121V s ppOIt from family members or
spouse (feel let down or 2 ‘ igh levels of arguments with
family), have conflic nting, reside in restrictive
perceived hostility, critical,
and emotional over-ird mep g _ ’_‘;' oers of Thai persons with
schizophrenia in the communlty

LW S
' is i on the contents of both

5

components that covete, * <

..I
-

a. Cﬂtuté?gl%ﬂ% ‘ﬁ;wsﬂ 1Mn?

q RN AUNAIING QAL . s

choice, yes-no question for the face-to-face interview instrument. Each item was given

Then . ™

a different weighting score (yes=1, 2, or 3 and no=0) to reflect the extent of the
problems identified by the characteristics or circumstances for violence. A yes answer
indicated the characteristic or circumstances in the question as low (1), moderate (2),

or high (3), respectively, in association with violence risk. A no answer (0) indicated
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that the characteristic or circumstances in the question had no association with
violence risk.
4.2 Generating the item pool of the first draft of the TVRS
An item pool for the first draft of the TVRS was generated

based on operational definitions of viclence risk from reviewing the literature. This

included literature examiningyg id predictions between violence risk

and the independent v2: prey nti‘ eristics and circumstances of
persons with schizophrciit” =evicwed literature was then used
for constructing item - ) wach item was constructed by
writing a short declara‘ #% - : \ cteristics and circumstances
for violence among Th- the community. In order to

cover all aspects of t' e O f violence risk, items were

L ¥
o

constructed as the large i f{ , p:ted to be representative of the

universe items of the TVRS, _FeabiZ/s 24

;—ﬁ ;‘ f 29 items reflecting all

aspects of all constru i} of ViZHs " thai jf{rsons with schizophrenia in

the community, The ©€sacteristic corfigbnent corrllfr]ised 26 items and the
circumstances@nuna c’a'nmsﬂ?)n (ﬁpﬂd;] . ﬁ
¢ e i .
FRVANATRHARTIIR TN ™" ™
| ,

draft of fhe TVRS were used to conducting items reviewed.

5. Conducting items reviewed
5.1 Content validity
In this study, item reviewed was conducted by content validity.

Regarding the number of experts, nine mental health experts were invited to validate
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the content of all of the item pools of the first draft of the TVRS. Two of the nine
experts were nurse instructors with expertise in mental health nursing and
schizophrenia and violence research. Three other experts were mental health nurses
that had closely worked with Thai persons that exhibited schizophrenia violence in the

community setting. Three other expegfg gvere psychiatrists with expertise in mental

which contained 2 important
issues: clarity of expr. g = ) 1y jiolence risk in Thai persons
with schizophrenia in '/ | — 1\ “of expression, the adequacy
of each item in terms ua ‘ T \ % i:s or appearance of bias, and
redundancy was examin . .. » "_;v 's %:d toward the Content Validity
Form with the respect to placin _— e df four-point scale that reflected: 1)
relevance to the ori i |

pint rating scale: 1 = not

relevant, 2 = somevt=

ighly relevant and using

¥

open suggestions, and 2) clarlty of items by using open suggestions. Therefore, the

rated scores oﬂ ﬁﬁr{j ‘ﬁlﬂ%@w fedimhifi)s Ta suggestions on cach

item by experts were used to consiler whether gag item should jgrefined, changed,
correcta M 'lea&mﬁnmgll m;] a msﬂo’l alﬂnd Beck, 2006;
2008).

In this study, the content validity of the first draft of the TVRS
was determined with the Items Content Validity Index (I-CVI) and the Scale Content

Validity Index/Average Proportion (S-CVI/Ave).
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The I-CVI was computed as the number of raters giving a
rating of either 3 or 4 on the 4-point relevance scale, divided by the number of
experts; that is, the number in agreement about relevancy (Polit and Beck, 2006,
2008).
experts on which items agreed

ﬂr of experts
A

by averaging the I-CVIs, it as

judged content valid (Po'

W items
Wecause of the risk of chances
of agreement when ratin#5 ersus not relevant), items with

a I-CVI score of .78 or higher b‘ : : od (Lynn, 1986; Polit and Beck, 2008;

Mclntire and Millg %04 ) or better indicates good

W,
|

content validity tz, Strickland, and Lenz,

1991).

ﬂ U H %ﬁqﬁﬁ Wﬁw fofed)fi}ihe 1-CVI tess than 78

that it would be deleted (Polit and Beck, 2006; 2808). Commentsggnd suggestions on
each rea mf] a ﬁ ﬂimpll m;r] q nﬂt:lﬂtﬂents that were
amblguous were considered for revising. Further, whenever there were redundant
items, only the best one was selected. However, DeVellis (2003) suggested that the
developer should make careful, informed decisions about how to use their advice.
Then, the 29 items of the pool were revised or deleted

following the comments and suggestions of the experts. Two items of the characteristic
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component were deleted because of their irrelevancy to the meaning of the operational
definitions.

After completing the content validity process, the number of 29
items in the item pool of the first draft of the TVRS was reduced to 27 items in this

step and they were used to construct tgpgcond draft of the TVRS (Appendix E). The

characteristic components c( , ﬂd the circumstances component

comprised 3 items. Th iteis® O == stic component were deleted

because the I-CVI of bot: 2 result, the second draft of the

Sy he risk of violence of Thai

W he operational definitions.

cWrhted on a three-point scale (1-

Finas -
3) by the nine mental health tating indicated the characteristic or
b

circumstances for 1 ye o jin the question with low
2
)

association with rigf= L =wed the characteristic or

circumstances for v1olence of persons with schlzophrenla in the question in moderate

association wﬂ ulﬂ:’}% add ‘55 P Jid Qe characteristics or

circumstances 1n the question hafl the highegl association gjth violence risk.
Therefﬁ mfl aﬁ Qrimfuqu g nlﬂ ’llascu from the nine
experts.

In this process, after evaluating the content validity, nine other
mental health experts (not content experts) were invited to weight score. They were
asked to rate each item of the scale. Four of nine experts were mental health nurses

that had closely worked with Thai persons that exhibited schizophrenic violence. Four
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other experts were psychiatrists with expertise in mental health and that had closely
worked with Thai persons that exhibited schizophrenic violence. The last one was a
psychologist that had closely worked with Thai persons that had exhibited
schizophrenic violence.

Item weights_vigejogassigned by the mental health expert that

performed during the scale de / elp establish the construct validity

of the scale. The nine m w=d toward the Weighted Score

Form with respect to plo s =-point scale that reflected the

characteristics and ci g 2t ®ship with violence risk by
rated the characteristic or

circumstances for vic Niz¥hrenia in question in low

association with violenc#i1 o acate characteristic or circumstances

for violence of persons with sCt : question in moderate association with
WA T
Sl ) v

violence risk, and g4 ™ ircumstances for violence

— -
-
|

of persons with sCif=

violence risk. The me(nan 1tern ratings from the nine mental health experts were then

used to ass1g.ﬂF%E;ht (WOH W§ w ye’r'.} fz])@ according to relative

“‘”“%”ikm ANDARINBAINY A o

items, there were 3 items = 1 score, 6 items = 2 scores, and 18 items = 3 scores

T highest association with

(Appendix F).
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6. Conducting preliminary item tryouts
In this study, the preliminary item tryouts were conducted by using item
review. Before started the next step, the second draft of the TVRS was tried out for the
appropriateness and clarity of each item wording through face-to-face interview with

prove the items that were difficult to

10 schizophrenic patients in order o4 §
understand or answer. After t / ade no comments and offered no

suggestions. So, all iter clarity of each item wording.

(Appendix H).
7. Conducti xmple representative of the
examinee population f
In this stud ‘e Sl A _‘;' &t of the items on a large sample

representative of the examinee }, "hom the test was intended comprised

300 Thai persons (wkh fd violence, as described

above. This step = . final draft of the TVRS.

Then, in order to mee the purposes of this study, the second draft of the TVRS was

ity 41 ANERINYIRT
smam DIARLNRIANENAH

8.1 Item analysis
In this study, item analysis was employed to select the
appropriate items that were representative of the sample domain of the item universe

in order to construct the final draft scale. Therefore, the descriptive statistics of each
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item, item-total correlation, item-item correlation, and Cronbach’s alpha coefficient
were examined.

The descriptive statistics of each item were examined by using
mean, standard deviation, skewness, and kurtosis. Kurtosis measures whether the

distribution is peaked or flat relative ormal distribution. Skewness measures the

symmetry of the distribution , /{t'stics allow one to determine the

d

degree to which a popu tS S O s distribution. The items which

represented normal disfr =, the criteria for selecting the
appropriate items wer S range of -1 to +1 (Hair et
al., 1998), and the m; N an 2 (Wegner, Schnoll, and
Gipson, 1998).

%ed in terms of the precision of

oo

-r"f-.' . ,_-'-A'.

the item indicating how str fual item reflected the total scale.

Psychometrically s{i%ypg of ijgh correlations with the

-

: %,
scale total and indi V== .w item-total correlation by

using the Pearson proauct -moment correlatlon Regardlng a common rule of thumb,

the item-total ﬂw%ﬂ sﬁ} wbﬂ% j waH ’I)ﬂ1§e less than .30 did not

contribute much to the measuremen#'of the concegf, while those gggater than .70 were
probaba mlﬁ(?&ﬂﬁ mgu m)f] %mogj ’lﬁvﬂ an item total
correlatlon of less than .30 were deleted, and the paired items with an item-item
correlation greater than .70 were considered the best for each paired item.

The Cronbach’s alpha coefficient, which represented the
internal consistency of the scale, was used as the criterion for keeping appropriate

items. It can be applied when test items are scored dichotomously, but the alpha has
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an advantage over KR-20 of being applicable when items are weighted. Hence, the
Cronbach’s alpha coefficient is more flexible than the KR-20 (Brown, 2002). When
the alpha if any items deleted was less than .70, those items would be retained. In
addition, the alpha of the first draft scale should be at least .70 for new developed

instruments (Nunnally and Bernstein, 1994).

nalysis, the number of 27 items in

% was employed to determine
the latent variables (fo gfr 1 E NS N constructing the final draft
scale. Therefore, a pri, ‘, - h b with varimax (orthogonal)

rotation was initially used # baled on the literature review. Item

LRI

loadings with an abgoluts used to describe the factors

(Polit and Beck, 20048 X

<iter completing EFA, the secon®#lraft scale was comprised of

17 items basﬂou ﬂ‘:nﬂ'ﬁjs ﬂ iﬂ w%fﬁgﬁﬂ?imumstaﬂces factors.

Then, these wékk used for construg ‘tlng the f1na1 draft of the TVRS (Appendix I).

co RAARIRA TR RAAVIAE AR B e

all the aspects of violence risk of Thai persons with schizophrenia in the community

provided in the operational definitions.
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9. Designing and construct reliability and validity studies for the final form
of the test
The expected outcome of this step was a valid and reliable research

instrument for measuring violence risk with the TVRS among Thai persons with

schizophrenia in the community. Thiy §¥gp consisted of confirmatory factor analysis,
predictive validity, and intern: ﬂy, as follows:
9.1 Confismmms -

s used to test the construct

Sl 1d study.

- -F/i-" ’ ._ -'-
was used to test the(d™§ 1i '

9.3 I, B J

)
iy

mtfrnal consistency rellablhty Was used to test the reliability of

the TVRS on ﬂa%d Bu%o%ﬁ% ‘j.%ﬂ;ﬁlhﬂyﬁsmg Cronbach’s alpha

method.
10. Developing scoring and interpretation of the test score
Next, the level of violence risk was created on the basis of the TVRS
total scores. The TVRS score should indicate the level of violence risk; the higher the
score, the higher the violence risk. The TVRS cut-off score was validated based on

sensitivity (number of patients with violence correctly identified by the TVRS),
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specificity (number of patients without violence correctly excluded by the TVRS),
and the Area Under the Curve (AUC) in a Receiver Operating Characteristics (ROC)
analysis plotting the sensitivity (y-axis) against 1-specificity (x-axis). The optimal
cut-off score is the one closet to or above 90% sensitivity, 90% specificity, and 90%

under the curve in the upper left corngry |

glgwever, sensitivity and specificity are with

/ is, Chan, and Funk, 2006).

The procedure 11% ssn be summarized as shown in

values of 80% being good anc

figure 3.

AULINENINYINT
IR TN ININY
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Procedures for developing the TVRS

1. Identifying the primary purpose for which the test scores will be used

v

2. Identifying behaviors that represent the construct or define the domain

'

3. Preparing a set of test 3 | }-jions, delineating the proportion of items

(29 items)
ot experts
(27 items)
g tryC \ ‘ J item review (n=10)

7. Condiziibd/ i 2 /) ins on a large sample
8. Determir e g A ). analysis and EFA (n=300)
"i

ol o

The V S (17 items)

9. Design aqll consﬂ:t,rgumty annlgty studies for tharj form of the test

ﬁ WA QN1 ?‘éunuﬁ'l%ﬂ TR

by CFA by predictive validity reliability by

(n=604) (n=128) Cronbach’s alpha
Coefficient
(n=604)

'

10. Develop scoring and interpretation of the test score

Figure 3: The TVRS development procedures
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Research assistants’ training

In this study, the researcher utilized eight research assistants. The head nurse
of each psychiatric hospital was the facilitator for recruiting two research assistants,

who had graduated in the area of men‘g'ghgalth and psychiatric nursing.

/ue made an appointment with the

smessedata collection procedure was

Before the data col
research assistants. The

discussed. Any lack of.s was about the data collection

procedures was also d:

Initially the earcher collecting the data

from participants. Afte s discussed in detail and the

. - >~ 3
research assistants were #ic #age ‘é'-h.i estiC % a%out the procedure.

—

/ qﬁiggz
P e ;
After that, the researt®

LA

ie research assistants collecting data

from the first partiq i}

ccflire was discussed in detail.

)

Problems occurring &=, 71 .

L/ L
puacancf] JANYNINYINS
ANBINIAUNRIANL AN e e

the data collection for determining the statistical properties of item scores by item

analysis and EFA in order to construct the final draft of the TVRS. Step two was the
data collection for the construct reliability and validity studies in order to test the

construct validity, criterion-related validity, and internal consistency reliability of the

TVRS.
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1. Data collection for determining statistical properties of item scores by

item analysis and EFA
The purpose for determining the statistical properties of items in the
second draft of the TVRS was to perform item try-out analyzed by using item analysis

and EFA. The data in this step vgjgacollected by the researcher and research

assistants. The participants Wy , F #izophrenia in the community who
were representatives of t:

The dat~ ‘ ‘ : / "o statistical properties of item
scores by item analysi¢ je the permit letter from the
Ethical Review Com: Institute. According to the
research settings of the N\ bf item scores by item analysis
and EFA, the Galya Raj# c®ed. The researcher had to send

e -
the official letter, authorlzed 'ﬂ * Faculty of Nursing, Chulalongkorn
2R

University, to the du¥¢ 1 gﬁ‘tute in order to allow the

)

i ) . . .
researcher to collect™¥=," ==fining permission to collect

the data from this 1nst1[ute the researcher and research as31stants began collecting the

dtaafer receﬂ*%%l APENINYINT

ample codes of the samples wgge recorded bygthe researcher and
researcﬂw':] aﬁﬁﬂlﬁlﬁuum fl/?lm gjlgpa EJd researcher or
research assistants, the participants signed their names on the consent sheets, and the
researcher or research assistants explained the objectives and usefulness of the study

before collecting the data.
Each participant then completed the informed consent sheet, the

sociodemographic data sheet, and the second draft of the TVRS. The face-to-face
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interview of the participants by researcher and research assistants was used for
collecting the data. While answering the scales, the participants could refuse to
answer the scale whenever they wanted. After each participant had completed the
scale, the researcher and research assistants checked its completeness and kept it in a

gould access the data. The process of data

locked cabinet, and only the researcye
collection testing item analys} F #udy started on 15 November 2010

and continued until 23

generally similar to that > : ?"‘ "N ¥ mining the statistical properties

of item scores by item analys1s an
b

settings and scale were quite different.

2.1 (Ut it validity and internal

. R J
consistency reliabilieZ
lhf data collection for construct rehablhty and validity studies

began after reﬂ H E} ’an% 1&}3{15 w H’E‘lﬂ:ﬁw Committee of each

psychiatric hosp1ta1 Mental Health#DepartmentglIhe research sgtings for the data
collectlai m lﬁﬁﬂbﬁm u mfl‘q mﬂhfloa)ﬂnt departments
of the psychlatrlc hospitals, Mental Health Department, in four regions of Thailand.
These included the north (Suan Prung Psychiatric Hospital), the northeast
(Prasrimahabhodi Psychiatric Hospital), the central region (Galya Rajanagarindra
Institute), and the southern region (Suansaranrom Hospital). Therefore, the official

letters were authorized by the Dean of the Faculty of Nursing, Chulalongkorn
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University, and were sent to the director of each psychiatric hospital to allow the
researcher to collect data in their supervision areas. After obtaining permission to
collect the data from each psychiatric hospital, the researcher and research assistants
started to collect the data after having the permission from legal authorities.

The sample cgeg of the samples were recorded by the

, ﬁreement between the participants
d

tss¥ he s s signed their names on the

researcher and research assis
and researcher or resea

consent sheets, and the = . explained the objectives and

usefulness of the stud:
he informed consent sheet,
the demographic data : L o '\\ WMhe TVRS. The face-to-face
interview of the particip# r ;L.' ¢ _;v oW Msearch assistants was used to

collect the data. While answern articipants could refuse to answer the
scale whenever thch '

gif cpmpleted the scale, the

-

: %,
researcher and rese =% Acss and kept it in a locked

cabinet, and only the researcher could access the data The process of the data

collection tesﬂ u: H % YIW ﬁdweﬁlaf}ﬂ ‘§ncy reliability in this

study began on ﬂ) 31 January 2011.¢

A WAN SRARIANAL,

As described in the sample for testing criterion-related validity,

The sample for testing the criterion-related validity by predictive validity of the
samples was the same from the samples for testing the confirmatory factor analysis
from the central region (Galya Rajanagarindra Institute). After the face-to-face

interview, the participants were asked to allow the researcher to collect data about



138

violence and violent recidivism at 2 months follow-up by telephone. After obtaining
permission to collect the data from the participants, the researcher and research
assistants began to collect the data after receiving permission.

Then, they were asked about violence and violent recidivism at

2 months follow up by telephone. Hog/gjer. the actual persons that were asked about

this issue in this study were "hizophrenia in the community and
their family members. : S & da=sssesssen for testing criterion-related

validity at 2 months foll~ : / \ started in 10-31 March 2011.

Protection of human

ly. Approval of the study plan for the

protection of huma 1™ k£ cpl Review Committee for

..
-
%,

)

Research Involving ** . ‘= ~us in Research, psychiatric

hospital, Department o Mental Health, Mlmstry of Put)llc Health, before collecting

thedatamthlﬂswﬂqvlﬂwsw Ejflﬂ‘s

Before collecting the dat& the samplgs, were given aginformation sheet
whichaqu):t.(] QQtfe] j msuyngp’tlm El;:]aa Ej the samples’
anonymity, the usefulness of the results of the study, a chance to ask questions and
express concerns, time and tasks to be completed, and the name and address of the
researcher, after which the researcher also responded to any questions the potential
participant may have had. There was no harm to the samples in this study. Neither

was there any cost to or payment requested from the samples in the study.
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During the collecting data, the process would be stopped whenever the
samples needed without penalty. Moreover, the process would be stopped whenever
the samples exhibited severe psychotic symptoms or presented a danger to themselves
or others. Then, the researcher or research assistant would refer them for treatment

and nursing care by the psychiatrist orgyegtal health nurse in the hospital.

In some cases, if tt 'chological harm, the researcher or

research assistant would - 5 wessnd give the sample supportive
therapy until the sample : | - _ inuous care, the researcher or
research assistant me | o5 Maliual’s psychiatrist or mental
“ical harm, the researcher or
research assistant wou s t b \ W ment or nursing care by the
psychiatrist and mental4 ersons with severe psychotic
symptoms or dangerous patlentb

=20 |
After comMi ' > -ept anonymous through

- - -
-
W,

the use of name codw , ' ¥Cd in a locked cabinet.

This explained before tnfzy signed their names on the 1nt0rmed consent sheet.

ﬂﬂﬂ?ﬂﬂﬂﬁwmﬂﬁ

Data analys1s

Data were analyzed by using the Statistical Package for the Social Science
for Personal Computer (SPSS/PC) version 15, and LISREL 8.52 was used for testing
validity using confirmatory factor analysis. Before conducting the data analysis, all

data were screened through descriptive analysis in order to detect missing data.
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1. Sociodemographic data of samples
The sociodemographic features of the sample were assessed by
descriptive statistics consisting of frequency and percentage, mean, standard

deviation, and range.

2. Item description

Item desc '. - o, - "’L tive statistics, including mean,

standard deviation, ske:: ' \\ information on outliers and
normal distribution. _ ny items was zero, their
distributions were no whose skewness values fall

inside the range from - y A N Wb ution (Hair et al., 1998).

3. Item analysis

The (W o £~ best item for constructing

o e - |
-
%,

the final draft of the 5 ' - ' *ity. The analyses involved

descriptive statistic, ronbach s alpha coefflc1ent corrected item-total correlation,

i ienf R) BBV P RIA e o s

for eliminating poorly performing it¢ms.

QA WARND.ITU4) 1) AN« e
correlatlons with the scale total and individual items (Cohen, 1992). In this study, the
items that had a correlation coefficient below .30 or above .70 were eliminated, and
the alpha of the total scale was accepted at least .70 for an early developed instrument

(Nunnally and Bernstein, 1994).
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4. Construct validity
4.1 Exploratory factor analysis (EFA)
Exploratory factor analysis (EFA) was used to obtain the factor
structure to be included in the overall solution. In this study, the EFA was performed

using SPSS version 15.0 for Windov g ggextract the factors from the second draft of

the TVRS scores. The results / for constructing the final draft of

the TVRS before testings #nding with an absolute value of

0.4 or higher was used o Beck, 2008).

MRS was examined through

he construct validity of the

A

measurement model of # ['VE] 4',5'- e Ce 1d order factor analysis. The

_‘a Lo

specific model fit indices used ®ie overall model fit in this study was

Chi-square (Xz) staf{ s%ca 1the chi-square be divided

. ff Schmelkin, 1991), the p-

by degree of freedo ! ,

value be larger than 03 the goodness of f1t index (GFI) t)e 0.9 or larger (Byrne, 2001;

Munro, 2001 )ﬂ% Elfanw H;% ﬁow %}r’d}ﬂtlﬁm (RMSEA) be 0.08 or

less (Browne and Cudeck, 1993; R§rne, 2001). &he adjusted ggoeness of fit index
(AGIFQM DANTI Y WH &lﬂ]&’tﬁf Bl o was
0.9 or larger (Hair et al., 1998; Kline, 1998; Sittipong Wattananonsakul, Panrapee

Suttiwan and Sompoch Iamsupasit, 2010)
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5. Criterion-Related validity
Predictive validity
Predictive validity was used to examine the criterion-related validity.
The predictive validity was used to predict whether the future performance of the

yplidity of the instrument. Predictive validity

ﬁ (ROC) analysis yielding Areas
d

basis of instrument score would to th
was assessed by Receiver (
Under the Curve (AUC v

The AUC : ‘ " ‘ , ‘ san as an index for interpreting
the overall accuracy can be interpreted as the
probability that randa OWenia in the community that
exhibited risk of viol M instrument than a randomly
selected non-violent grod. ) (perfect negative prediction),
to .50 (chance prediction), o 1 e prediction). In general, AUC values

of .70 and above 2 ®g U f7200d (Douglas, Guy, and

V. ’ d

)

Weir, 2005).
Moreover the receiver operatlng characterlstlc (ROC) curve was used

to determine ﬁ unﬂq W wrﬁfw Hﬁ] ﬂngbetween low and high

violence risk wi%L appropriate sensi@vity and spegificity (Zweig agd Campbell, 1993).
An Roaq cmefil agﬂﬁmun&grm&mu false negative
and false positive rates for every possible cutoff. The ROC analysis results in a plot of
the true positive rate (sensitivity) against the false positive rate (1 minus specificity)
for every possible cut-off score of the instrument. Equivalently, the ROC curve is the

representation of the tradeoffs between sensitivity and specificity.
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Sensitivity and specificity were estimated to determine whether the
predictor variables were informative for practical application in identifying patients
that were likely to exhibit violence. Sensitivity meant the proportion of violent
patients that had been predicted to be violent. Specificity referred to the proportion of

nonviolent patients that had been pregig‘gd to be nonviolent. The positive predictive

value was the likelihood of f / violent after a high risk had been
melikelihood of the patient not

becoming violent after —¢ 1R S, The total predictive was the

o w-risk or high-risk.

Sensitivity = Wrue positives
c®+ Number of false negatives
Specificity = W f.cinegatives

-
)

' *umber of false positives

e 48 NN FNBAR G

M T ke /AT L/

Negatlve predictive value = Number of true negatives

Number of true negatives + Number of false negatives
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6. Reliability
Internal consistency reliability
Internal consistency reliability was used to examine the extent
to which all of the instrument’s items or subscale measured the same attribute.

ch’s alpha coefficient method to evaluate

Internal consistency would be used Cg
the second draft of the TVRS ‘ / value above .70 for the alpha of the
new scale was consideres . sscrnstein, 1994).
In summary, th: he research methodologies for
constructing the TVE and internal consistency
reliability. In order tc ks study, the instrument was
developed and estimat: \ ults of the statistical analysis

from this study will be r

ﬂumwﬂmwmm
QW'WMﬂ?fNNWTmEﬂﬂEJ



CHAPTER IV

RESULTS

This study developed the Thai Violence Risk Scale (TVRS) and tested its

psychometric properties. This chent

content validity analysis, ¢ éary item tryout by item review,

s the results of conducting item review by

determining the statistic~ s by item analysis and EFA,

designing and construg the final form of the test by
construct validity @ developing scoring and

interpretation of the t
Results of conducting iten,

In this St -
\7 A

29 items covering tw ! C ST cbncept, characteristics (26

TVRS was composed of

¥

items) and circumstanceg(3jtems) of violegcg risk among persons with schizophrenia

in the comm%}u lﬂ,qmngtw;c%’s]@;iwited to validate the
contenﬁfﬁ the it@] ﬁ%ﬂe isﬁ( ﬁ ﬁTﬁ’cE]tent validity of
the first Qraft :jll@was determine lyltemﬁontemity n ex (I-CVI) and the
Scale Content Validity Index/Average Proportion (S-CVI/Ave).

Then, the 29 items of the pool of the first draft were revised, reshaped, or
deleted following comments and suggestions of the experts. According to I-CVI<.78
(Lynn, 1986; MclIntire and Miller, 2007; Polit and Beck, 2008), there were 2 items of

characteristics component which were deleted.
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After completing the content validity process, the number of 29 items in the
item pool was reduced to 27 items, with a I-CVI score ranging from .78-1.0 and a S-
CVI/Ave score = .86 in this step. As a result, the characteristics component comprised

24 items and the circumstances component comprised 3 items (Appendix E).

Results of conducting preli F#v item review

Before beginniz he second draft of the TVRS

was determined appr rding through face-to-face

interviews with 10 s¢ prove the items that were

difficult to understand W11 items were not improved.

The time used # , ranging from 5 minutes to 10

minutes. The time taken for p % on the patients’ age; the older they

/ 2
were, the more tin\th f>yfionnaires, a briefing took

-
-
%,

place in which patief,* A ' wch item and they offered

)

suggestions. However th‘ey made no comments and offered no suggestions.

ﬂﬂﬂ?ﬂﬂﬂﬁwmﬂﬁ

Results of determlnlng statistical @roperties ofsitem scores by jtem analysis and

e A WIANNIUAATINGIRE

1. Sociodemographic features of the samples for the item analysis and
EFA (n=300)
The data for the item analysis and EFA were collected through the

convenient sampling method at the Galya Rajanagarindra Institute, Mental Health
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Department. The total sample of persons with schizophrenia comprises 82.00% men

and 18.00% women between 17-60 years of age (}: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%), an ndary school (17.30%), respectively. More

, ﬂ%). Sample incomes per month
d

=5,¢ ‘54.(36.29) and most of them had

than half of the samples wa

ranged from 200-200,00¢
incomes of less than 5.4

tatric illness ranged from 13

to 55 years (x=28.09%5 5 5 & A\% \ S samples were 21-30 years

of age at first instance Of #f S pIre o) :.‘h of the psychiatric illness from

1 to 44 years (x=9.78, ST af 8 30% of them had experienced a

psychiatric illness more thaz_ibs . of them had previous inpatient

hospitalizations (87 e

Y

ranged from 1 to 21 .i 1es (x=5.

hospitalizatlo %W fj %han 5 times (15.70%),
respectively age when the samples were first admitted to the hospltal in relation

s QIRARITO NV RYAR o e

than one- thlrd of them (36.00%) were 21 to 30 years of age when they were admitted

;3‘ inpatient hospitalizations
)

oo E0N20). The sifhiples had previous inpatient

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 (}:54.98, SD=120.64).

Moreover, the samples were medication noncompliant from 15 to 30 days (16.70%).
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Additionally, most of the samples 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 1-50 times (x=4.15, SD=4.84) and the number of previous

instances of violence was 2 times (2 K § 3 times (19.70%), and 1 time (16.70%),

respectively (Table 2).

Table 2 Sociodemogr: am analysis and EFA

(n=300)
n %

Age 17-60 years, x =37.04, SO fi7 e '

15-20 years '=ﬂ 7 2.30

21-30 years e L 76 25.30

31-40 years o 117 39.00

41-50 years — = 71 23.70

51-60 years \77 Y | 29 9.70
Gender

Male 246 82.00

Female 54 18.00
HUEJ’JVIEIVITW enN9

Buddhism 293 97.70

Christianity 1.70

Isla 0.60
Mamﬁ!m ANNIUNRIINYIA. EJ

Slngl 70.70

Married 11.70

Widowed 7 2.30

Divorced 46 15.30
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Table 2 (Continued)
Sociodemographic features n %

Education level
No education 8 2.70
Elementary school 112 37.30
Secondary school 52 17.30
High school 89 29.70
Diploma 14 4.70
Bachelor's degree 25 8.30

Occupational
Unemployed 158 52.70
Student 5 1.70
Government officer 1 0.30
Employee 76 25.30
Merchant 38 12.60
Company officer 11 3.70
Agriculture 11 3.70

Income 200-200,000 b
Less than 5,000 baht/mo: 203 67.70
5,001-10,000 baht/mor 79 26.30
10,001-15,000 baht/month 11 3.70
15,001-20,000 baht/mont, 1 0.30
20,001-25,000 baht/montn - -
25,001-30,000 baht/month 2 0.70
More than 30,001 baht/month : 4 1.30

Age at first instance (1"}
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

‘o .Y

e AUHINUNINYING
0-2 years Y ' 66 22.10
3-5 years 61 20.30
6-10uye ¢ | — A 27.30
VARANINTIUNURIINYIQY oo

Previouﬁ)sychiatric inpatient hospitalizations 261 87.00

Number of previous psychiatric inpatient hospitalizations

1-21 times, x =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
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Table 2 (Continued)
Sociodemographic features n %
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
Having a history of violeng, 300 100.00
Number of instances of k
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 noncompliar 190 63.30
Length of medication nonc
2-730 days, x =54.98, SD=12C
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 abu 206 68.70
Alcohol abu Bﬁ Ejltg Wﬂ-ﬂ 5 w ﬂ ’I n 5 148 49.30
Amphetamine§puse 72 24.00
Marljuana abuse 18.70
8.00
] ANNIUNRIINYIA | EJ
abuse 14.30
Oplates abuse 1.00
Heroin abuse 10 3.30
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2. Results of item analysis (n=300)

The item analysis was used to determine which items in the second

draft of the TVRS were appropriate for constructing the final draft. The results of the

item analysis are presented as follows,

Item distributi /V using mean, standard deviation,

skewness, and kurtosis. me'raft scale, their means ranged

from 0.07 to 2.54, with ¢ _, “om 0.38 to 1.49. Two statistic
indicators, representin ™alis and kurtosis. In this study,
there were 21 items t [inside the range of -1 to +1,
which represented nor:

had negatively high skevific' ffrangf 4"' ’ L n3.

Fabakanis v 1%
he .

LT

Moreover, namined using corrected item-total

J716 of all 27 items had an

-
-
%,

) . .
= matrix, when considered,

correlations. The rq>Mts

item-total correlatic: :

there were 7 paired- 1tems 3/11 3/15, 3/21, 8/26 11/15 15/21 and 19/20, which had

s oSS BAEN S NEIN'S

e Cronbach’s alph coefficient gf the second dggfit of the scale was
high (aq m;.]\ﬁcﬂﬂ im uml:.] glmﬂla &lﬂ 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.

In this study, guidances for selecting appropriate items were conducted

from item distribution, the results of item analysis, and the number of samples.
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Although the statistical data was very useful for item selection, the final decision to
include or reject any items in the final scale was primarily based on human judgment
regarding what the item analysis revealed (Nunnally and Bernstein, 1994). Therefore,
the corrected item-total, the inter-item correlation, and the operational definition of

the TVRS constructs were cooperated g § gnaking decision to select the items.

Based on the \
and 10 items were deletom 1X M. T = come of the scale construction
phase was the final draft N posed of 17 items covering the
two components of Miumstances (2 items) and
characteristics (15 ite: s with schizophrenia in the
community. The final hects of violence risk among

persons with schizophreri fhe Y "_v e®in the operational definitions.

3. Results ™% T VIRY

..
el

)

The ' i y AA. Before conducting the

EFA, the descriptive statl‘gtlc was presented as follows:

AUYINYNINYINT

3.1 Descriptive statigtic of the 17ztems of the T\RS (n=300)
q Wf] a ﬁf]iﬁ muam:] 3 wﬂ:ll'ﬁ (Ejhe exploratory
factor analys1s. The descriptive statistics for the TVRS components, including
characteristics, circumstances, and total score, are presented as follows.

The descriptive statistics of the TVRS are presented below. The

average total TVRS score was approximately 32 (}:31.59, SD=15.61). An

inspection of the frequency distribution of the TVRS score further indicated that the
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sample had a wide range of scores (0-50), within a possible range of 0-50, and a
reasonably normal distribution. The skewness of the TVRS was -0.93, and the
kurtosis was -0.63. The TVRS score obtained skewness values falling inside the range

of -1 to +1, which represented normal distribution (Hair et al., 1998).

3.2 Testing assumn
sseormality, multicollinearity, the

Bartlett’s test of spher eOlkin Measure of Sampling

Adequacy were exam?

g 1
-

& SN W 17 items of the final draft of

¥V e :

the TVRS ranged from 1.03 to é

757

1.49. Each item scq c§2 . i f: item 14 score ranged from
37 X

0 to 2. The skewnes E g B = om -0.91 to 0.66 and -1.97

to -1.17, respectively. There were 16 1tems that obtamed skewness values falling

inside the ranﬂpu Ejf}% H;Vs}ﬁa‘wrﬂqsﬂﬁon (Hair et al., 1998).

Only 1 item of 17 represented #em charactgggstics of non-ggrmal distribution.

vor B IV LT SUUBIANULR e,

tndard deviation ranging from 0.91 to
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Table 3 Descriptive statistic of the 17 item-TVRS (n=300)

17 item-TVRS Mean SD Min Max Skewness Kurtosis
Iteml 1.64 1.49 0 3 -0.188 -1.978
Item2 1.11 1.45 0 3 541 -1.791
Item3 2.54 1.08 0 3 -1.943 -1.752
Item4 1.89 1.45 0 3 -0.541 -1.719
Item5 2.01 3 -0.727 -1.482
Item6 1.03 3 0.663 -1.571
Item7 3 -0.679 -1.549
Item8 -0.541 -1.719
Item9 -0.571 -1.685

Item10 -0.617 -1.631
Iteml1 -0.759 -1.433
Item12 -0.877 -1.239
Item13 -0.860 -1.269
Item14 -0.912 -1.175
Item15 -0.601 -1.649
Item16 -0.711 -1.505
Item17 -0.860 -1.269

. testing, bivariate muliticollinearity

was checked by exggad “=Jividual items included in

AX
=orrelations of any item is

¥

the analysis. Bivaria‘ '

greater than .85 (Munro p&Page 1993) eover, bivariate multicollinearity occurs

when the toleﬂ ANV 5 W8 AE) 2 the variance inflation
‘«‘-i”ﬁ’ﬁ"ﬁ"ﬁ ISRl ANy, .

found, and correlation of any item was less than .85 (Table 4). Moreover, tolerance
values were not close to 0 (ranging from 0.318 to 0.801) and the VIF values were less
than 10 (ranging from 1.249 to 3.334) (Table 5). Thus, the tolerance and VIF values

indicated no evidence of muliticollinearity.



Table 4 Inter correlation matrix of the 17-itemTVRS (n=300)

211 Iteml2 Iteml3 Iteml4

Item15 Iteml16 Iteml7

Iteml Item2 Item3 Item4 ItemS Item6 Itez
Iteml 1
Item2 .531** 1
Item3 .151** 154%**% | .
Itemd .134*  201** 249%* ]
Item5 .144%  156%* 311** 607** 1 .
Item6  .193%% 217** 171%* 35]%* 254%* |
Item7 .025 -.004  280%* 252%%  334%*  [48%*
Item8  .190** _158** 306%*  743%* 607** 409%*
Item9 .120*  .120%*  256%* 727%%* ©19%*  37]%*
Iteml10 .167** _119%  324%* ©03%** ©53%* 285%%*
Iteml1 .086 A31*% 0 279%%  607** .606%* 305%*
Item12 .091 .110 287*%k  598**  592%* - 3D(** 1
Item13 .127* .160** 323%**% 591** 663**  324%* .644%*
Iteml4 .178%* 145%  335%% @]3%* 622%*% 343%*% 3](Q* ' .681%*
Item15 .105 A24% 0 243%%  712%%  661%* | 348*%* | 3]8** : = 601%FF  606%*
Item16 .038 .059 190%*%  469%*  451%*  318%* | et 2 S525%*
Iteml17 .157*% [130%*  .323%% 591%* 74(Q%*

2944 i R 28k

#p<.05, *p<.01 (2-tailed)

1

J37F*
583%*
A41%*
.606+*

1

ST5%*
A445%*
.610%*

1
A463%*
.614%*

1
AT2H%

1

AU INENTNYINS

RIAATUAMINYAE
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Table 5 Assessment for multicollinearity among the 17-item TVRS (n=300)

The 17 item-TVRS Tolerance VIF
Iteml 0.672 1.488
Item2 0.669 1.495
Item3 0.801 1.249
Item4 0.318 3.146
Item5 8 40.330 3.026
Item6 ' 1.313
Item7 1.309
Item8 3.269
Item9 3.334
Item10 2.521
Iteml11 2.798
Item12 2.640
Item13 2.815
Item14 2.896
Iteml15 2.837
Item16 1.802
Item17 2.890

3.2.3 Ba‘ s taas o adlaeri 'nd the Kaiser-Meyer-Olkin
Measure of Sampling Adequads
AL W A 17 items of the TVRS

-
%,
)

were significant ( y —.> means that 17 items had a

- ¥

multivariate normal distgilgion and that txls correlation matrix was not an identity

o o LU IIRING WBIART 1 s s

test showed that the size of the ovrall KMO was 0.941 (Tabldd). This value was
considadm :Jcélﬂ 1ﬂcjlm;i;u Qgeuﬂlg\ﬁeﬂas greater than
0.8 (Dixon, 2005; Pett et al., 2003).

Communality, a measure of how much of the variability in a given
variable is explained by all of the factors in the analysis (Munro, 2001), ranged from
.345 to 714 (Table 7). Thus, the items had very acceptable communalities with a

value greater than .20 (Tabachnick and Fidell, 2001).
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In conclusion, regarding the various testing assumptions for the EFA,

the results showed that the data were sufficient for the EFA.

Table 6 Bartlett’s test of sphericity and KMO for EFA (n=300)

Kaiser-Meyer-Olkin Measurx . 941

Bartlett’s Test of Spheric’, 3038.051
136

.000

e was .941. A KMO value >.90 is

According J t1% -ﬂ

E}IP
considered an excel’gnt i palyse

. A principle components

analysis was selecteu 4% : A >commended by Nunnally

and Bernstein (1994). "!

wmone e 1°aﬂg‘lﬂ"E1°TWEl NINYINT

When the principal cgmponent analys1s was 1n1t1ally performed on the

oo R FVTIDT UHAIINGAR B e

The factor solution is presented in Table 7.

arimax orthogonal rotation was™fed to maximize the variance

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.
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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 7 Factor loadings, Ei : # 4 Variance, and Communallities

Factor Communalities
loading

Factor I Characteristics

Cha3 413 .633
Cha4 814 714
Cha5 811 .665
Cha6 460 .345
Cha7 434 570
Cha8 818 712
Cha9 .831 714
ChalO 794 .632
Chall .805 .661
Chal2 .801 .653
Chal3 796 .642
Chal4 .800 .643
Chal5 811 .685
Chal6 .644 450
Chal7 810 .666

=g INENING NG
AT N Ta

1rcumstances
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Results of designing and construct reliability and validity studies

1. Sociodemographic features of the samples for construct validity and
reliability (n=604)
The data for the cogy

, ﬂr regions of Thailand discussed

ONSW Vit = renia in the community was

validity and reliability were collected

through a convenient sampli
earlier. The total samps

comprised of 75.50% between 18-60 years of age

(}:36.77, SD=9.36) s old (41.10%). Moreover,

most of them were | 0%). They had completed

elementary school (38 A secondary school (20.50%),

respectively. A total of <%. Y memployed. Regarding income,

the sample incomes per m ST 300-200,000 baht (;:4942.38,

-F/i-"' # '..-.A'_

SD=9715.41) and {gads I, &> Jn 5,000 baht per month
V. ) 4

¥

(71.00%). ’ i

Moreover‘tk age at first mejlence of psychiatric illness ranged from

13055 euf B, Q)ILEJ XN HE e were 2130 years
T TTT Tre r r

illness, e length of psychiatric the illness of the samples ranged from 1 to 44 years

(x=9.86, SD=8.18) and 36.90% of them had a length of psychiatric illness more than
10 years. Regarding previous inpatient hospitalizations, a total of 78.30% of the

samples had previous inpatient hospitalizations, the number of previous inpatient

hospitalizations ranged from 1-25 times (;:2.68, SD=3.28), and they had previous
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inpatient hospitalizations 1 time (23.70%), 2 times (18.40%), and more than 5 times

(12.10%), respectively. Regarding age at first hospital admission in relation to

psychiatric illness, the samples ranged from 12-57 years (}:21.76, SD=13.86) and
more than one-third of them (33.80%) were 21 to 30 years of age when first of

admitted in relation to psychiatric !

total of 62.70% of the sargs ﬁoncompliant, the length of their

®=Vs (x=96.19, SD=309.36), and

Regarding medication noncompliance, a

medication noncomplianc®

the samples were med:; gand 30 days (17.70%).

Additie®)1 v W W (59.30%) had a substance

use history with alco! %5 »), and marijuana (25.00%),

respectively, and a tot# 1 substance during the study,

with alcohol (39.70%), b 14 % W), and marijuana (13.20%),

respectively. In addition, 49._8 o0 2les had committed violence ranging

from 1 to 12 timeNom—————— ‘:,‘ previous violence was 1

time (27.20%), 2 time. ! 12,758 S0 ,‘ ‘.pectively (Table 8).

o MEANENI NI c it

21 NG04

Sociodemographic features n %

Age 18-60 years, x=36.77, SD=9.36

15-20 years 13 2.10

21-30 years 155 25.70

31-40 years 248 41.10

41-50 years 128 21.20

51-60 years 60 9.90
Gender

Male 456 75.50

Female 148 24.50
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Table 8 (Continued)
Sociodemographic features n %
Religion
Buddhism 591 97.80
Christianity 7 1.20
Islam 6 1.00
Marital status
Single 410 67.90
Married 108 17.90
Widowed 19 3.10
Divorced 67 11.10
Education level
No education 21 3.50
Elementary school 232 38.40
Secondary school 124 20.50
High school 140 23.20
Diploma 26 4.30
Bachelor's degree 56 9.30
Master’s degree 5 0.80
Occupation
Unemployed 278 46.00
Student 10 1.70
Government officer 11 1.80
Employee 127 21.00
Merchant 70 11.60
Company officer 8 1.30
Agriculture 100 16.60
Income 300-200,000 be | Mot
Less than 5,000 baht/mefath 429 71.00
5,001-10,000 baht/month 130 21.40
10,001-15,00 t/ o o v 24 4.00
15,001-20,@% ANYNINYINS » oo
20,001-25,0 1 0.20
25,001-30,000%aht/month ¢ 6 1.00
Mo thﬁo‘iﬁhﬁ jfil = et 0.70
« g8
Age at fifst'inSta [§ i tjms u—n:], Q:IL,
SD=8.83
12-20 years 182 30.10
21-30 years 253 41.90
31-40 years 120 19.90
41-50 years 39 6.50
51-60 years 10 1.60
Length of psychiatric illness 1-44 years, x =9.86, SD=8.18
0-2 years 117 19.40
3-5 years 108 17.90
6-10 years 156 25.80
More than 10 years 223 36.90
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Table 8 (Continued)
Sociodemographic features n %
Previous psychiatric inpatient hospitalizations 473 78.30
Number of previous psychiatric inpatient hospitalizations
1-25 times, x =2.68, SD=3.28
No 131 21.70
1 time 143 23.70
2 times 111 18.40
3 times 66 10.90
4 times 52 8.60
5 times 28 4.60
More than 5 times 73 12.10
Age at first of admitted s r-
12-57 years, x =21.76, &
No 131 21.70
12-20 years 123 20.40
21-30 years 204 33.80
31-40 years 102 16.90
41-50 years 37 6.00
51-60 years 7 1.20
Having history of violence 301 49.80
Number of instances of history of ) x =1.93, SD=1.29
No i 303 50.20
1 time 164 27.20
2 times 73 12.10
3 times 36 6.00
4 times 10 1.50
5 times 6 1.00
More than 5 times 12 2.00
o HH ININTNYINT = o
Length of medlcﬂion noncompliance 1-‘ 380 days, x = 19 SD=309.36
37.30
FAINTUIRIINGND &
8 14 8.10
15-30 days 107 17.70
31-60 days 23 3.80
61-90 days 16 2.60
91-180 days 20 3.30
181-365 days 58 9.60
More than 365 Days 25 4.20
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Table 8 (Continued)
Sociodemographic features n %

Substance use history 358 59.30
Alcohol abuse 289 47.80
Amphetamine abuse 165 27.30
Marijuana abuse 151 25.00
Inhalants abuse 73 12.10
Cocaine abuse 3 0.50
Kratom abuse 60 9.90
Opiates abuse 5 0.80
Heroin abuse 19 3.10

Substance abuse 295 48.80
Alcohol abuse 240 39.70
Amphetamine abuse 89 14.70
Marijuana abuse 80 13.20
Inhalants abuse 33 5.50
Kratom abuse 33 5.50
Heroin abuse 2 0.30

2. Sociodemo #fa fic :;: 5 vlmples for criterion-related

validity (n=128) V e

2T

The %48 s "ere the same as the data
collected through th&convenient sampling method % the Galya Rajanagarindra

‘a o/ |
Institure, one ﬁfﬂ;ﬂc@t%lﬁwﬁoﬂsmm‘mw factor analysis. A

total sample ofﬂersons with schizophrenia in the commumty wag jnen, 74.20%, and

wvone P 3bal ST S0UAD ngaﬁ &) o061 and

most of them were 31-40 years old (40.60%). Moreover, most of them were Buddhist
(96.90%) and single (67.20%). They had completed elementary school (28.90%), high
school (28.10%), and secondary school (19.50%), respectively. A total of 51.60% of

the samples were unemployed. Regarding income, the sample incomes per month
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ranged from 300 to 200,000 baht (;:6715.62, SD=7923.65) and most of them had
incomes of less than 5,000 baht per month (71.10%).

In addition, the age at which the samples experienced the first instance

of psychiatric illness ranged from 13 to 53 years (x=28.17, SD=9.57) and a total of

38.30% of them were 21-30 years s @ § B § their first psychiatric illness. Regarding
the length of the psychiatri . el élged from 1 to 44 years (x=9.16,
SD=7.86) and 31.30% c*f = nij>nt- aore than 10 years. Regarding

previous inpatient hce##a: & ‘ LU the samples had previous

from 1 to 21 times - O hey had previous inpatient
hospitalizations at 1 time #F SUGgee " IEERE 3 times, and more than 5 times

(10.90%), respectively. R % be they were first admitted to the

hospital in relation to psychizi_iks mples ranged from 15 to 50 years

(x=24.38, SD:ll.z '\:" 5.20%) were between 21
and 30 years of age. .i garding iicaicanon noncompli . ce, a total of 70.30% of the

samples werﬁrﬂcgt]‘oﬁmcg%n%’w Eﬂe,]lﬁ% of their medication

noncompliance §hnged from 2 to 3 650 days (x 157.08, SD=403. 61) additionally,
~ QRARIATRHRII NN oo
Furthermore, more than half of the samples (64.10%) had a substance
use history with alcohol (43.80%), marijuana (30.50%), and amphetamine abuse
(16.40%), respectively, and a total of 58.60% of them abused a substance during the
study, with alcohol (38.30%), marijuana (21.90%), and amphetamine abuse (11.70%),

respectively. In addition, 36.70% of the samples had committed violence, ranging
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from 1-12 times (;:1.19, SD=1.76). The number of instances of previous violence

was 1 time (40.40%), 2 times (23.40%), and 3 times (17.0%), respectively (Table 9).

Table 9 Sociodemographic features of the samples for criterion-related validity

(n=128)
n %

Age 20-60 years, x

15-20 years 3 2.30

21-30 years 30 23.40

31-40 years 52 40.60

41-50 years 31 24.20

51-60 years 12 9.50
Gender

Male 95 74.20

Female 33 25.80
Religion

Buddhism 124 96.90

Christianity 3 2.30

Islam 1 0.80
Marital status

Single 86 67.20

Married 21 16.40

Widowed 2 1.60

Divorced 19 14.80

Education level

slz;izi:?;ﬂ U EJ M El Ny ‘W gInNds

3

Secondary scHih 19.50
H1 h school 28.10
4.70
egr a 12.50

Mast &q's degree 0.80

Occupation

Unemployed 66 51.60
Student 4 3.10
Government officer 4 3.10
Employee 27 21.10
Merchant 18 14.00
Company officer 1 0.80

Agriculture 8 6.30
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Table 9 (Continued)
Sociodemographic features n %
Income 300-200,000 baht/month x =6392.96, SD=18040.17
Less than 5,000 baht/month 91 71.10
5,001-10,000 baht/month 24 18.80
10,001-15,000 baht/month 7 5.30
15,001-20,000 baht/month 2 1.60
20,001-25,000 baht/month 1 0.80
25,001-30,000 baht/month 2 1.60
More than 30,001 baht/mont} 1 0.80
Age at first instance of psyz’
13-53 years, x =28.17, SI,
12-20 years 34 26.60
21-30 years 49 38.30
31-40 years 33 25.80
41-50 years 7 5.50
51-60 years 5 3.80
Length of psychiatric illne
0-2 years , 11 16.40
3-5 years 31 24.20
6-10 years 36 28.10
More than 10 years 40 31.30
Previous psychiatric inpatient hosp 101 78.90
Number of previous psychi
1-21 times, X =2.56, —_——————
No 27 21.10
1 time 33 25.80
2 times 26 20.30
3 times _ 14 10.90
4 times ‘ — g , 9 7.10
= AUEINENINGING:
More than 5 tigles® 14 10.90
Age at first itted in relation to psycHiatric illness 4= /
AR El ey
12-20gyears 25.80
21-30 years 45 35.20
31-40 years 30 23.40
41-50 years 7 5.40
51-60 years 13 10.20
Having a history of violence 47 36.70
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Table 9 (Continued)
Sociodemographic features n %
Number of previous instances of violence 1-12 times, x =1.19, SD=1.76
1 time 19 40.40
2 times 11 23.40
3 times 8 15.00
4 times 6 11.60
5 times 1 2.10
More than 5 times 4 7.50
Medication noncompliance 90 70.30
Length of medication nonc
2-3,650 days, x=157.08, >
No 38 29.70
1-7 days 15 11.70
8-14 days 5 3.90
15-30 days 27 21.10
31-60 days 7 5.50
61-90 days 2 1.60
91-180 days 5 3.90
181-365 days 19 14.80
More than 365 Days 10 7.80
Substance use history 82 (64.1) 64.10
Alcohol abuse 56 (43.8) 43.80
Amphetamine abuse 21 (16.4) 16.40
Marijuana abuse 39 (30.5) 30.50
Inhalants abuse 13 (10.2) 10.20
Cocaine abuse - -
Kratom abuse 9 6.80
Opiates abuse - -
Heroin abuse 3 2.30
Substance abus 58.60
mmwﬂuﬂqwﬂwswaﬂnﬁ mo
Amphetami 11.70
Marijuana abu¥d 21.90
Inhalants abuse 5.50
A mmmum'mma t

Oplat abuse
Heroin abuse -
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3. Second order confirmatory factor analysis

The 17-item TVRS was conducted to test construct validity using
second order confirmatory factor analysis. Before testing construct validity,

descriptive statistic and testing assum g for the CFA were presented as follows.

factor analysis. %eS components, including

characteristic, circums %! as follows.

Neof the TVRS, the average

TVRS total score was a D=14.49). An inspection of the

frequency distribution of the T =t indicated that the sample had a wide

range of scores (0L>4 i ¢4 and a reasonably normal

-
e

"é .0sis was -1.36.

¥

= v
LRI WA 11 T
v The testin aﬁlliriptions fa=CFA, normali@ multicollinearity,

suet) B HOL SRRALADAIEL VR o s

Adequacy were examined.

distribution. The skevees S

3.2.1 Normality testing
In the normality testing, the means of the 17 items of

the final draft of the TVRS ranged from 0.69 to 2.36, with a standard deviation
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ranging from 0.96 to 1.50. Each item score ranged from 0O to 3, excepted item 14, here
the score ranged from O to 2. The skewness and kurtosis of the 17 items ranged from -
1.40 to 1.27 and -2.00 to -0.04, respectively. Fifteen items obtained skewness values
falling inside the range of -1 to 1, which represented normal distribution (Hair ET

AL., 1998). Only 2 of the 17 items rejg §' §d, characteristics of non-normal distribution.

Moreover, all items were neg: P ndicated platykurtic (Table 10).

Table 10 Descriptive st

17 item-TVRS Skewness Kurtosis

Item1 -1.401 -0.037
Ttem2 -0.760 -1.428
Item3 -0.309 1911
Ttemd 0.309 1911
Item5 0.302 -19.915
Item6 1.274 -0.377
Item?7 0.399 -1.847
Item$ -0.040 2.005
Item9 \ -0.093 -1.988
Ttem10 e = 0.187 -1.972
Ttem11 : ] 0034 -1.952
Ttem12 =1 0.316 -1.907
Item13 - - 0.603 -1.642
Ttem14 1 29 0.96 0 -0.603 -1.642
Item15 1.48 0.316 -1.907

lemis ﬂum mm‘s W Hﬂﬂ‘a‘sa*;f g

q WW ﬂﬁﬂhﬁmﬂjﬂy’nﬂ 188

In the multicollinearity testing, the bivariate
muliticollinearity was checked by examining the correlation matrix among individual
items included in the analysis. Bivariate multicollinearity occurs when correlations of

any item are greater than .85 (Munro and Page, 1993). Moreover, bivariate
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multicollinearity occurs when the tolerance value is less than 0.01 (Hair et al., 2006)
and the variance inflation factor (VIF) is close to 10 (Nongluk Wiratchai, 1999).

In this study, however, evidence of multicollinearity
was not found; the correlation of any item was less than .85 (Table 11). Moreover,

from 0.142 to 0.745) and the VIF values

ﬂ‘ able 12). Thus, the tolerance and

tolerance values were not close to 0 (g

were less than 10 (ranging fr

VIF values indicated no

and the Kaiser-Meyer-
Olkin Measure of Sz
W howed that 17 items of the

TVRS were significant # ® p=.000). This means that 17

items had normal multlvarlate "'d the correlation matrix was not an

_,.#_,. i _4'

identity matrix. 4/))) measure of sampling

-
)

| yl P
adequacy test showe E 10 1= was 0.905 (Table 13). This

value was considered ala, excellent 1nd1cat10n for using CFA because the value was

aeser thand. Fm{i@ ‘Ve}%l PINYINT
q WZ] AN IDINAII DY, oo

the results showed that the data were sufficient for the CFA.
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Item?2

Item3

Item4

Item5
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Item6

Iteml
Item?2
Item3
Item4
Item5
Item6
Item7
Item8
Item9
Item10
Iteml11
Item12
Item13
Item14
Item15
Item16
Item17

1
A448%*
.040
265%*
.074
143%*
291%%*
.288%*
.299%*
299%*
293 %%
.308%*
SB11%*
192%%
241%*
150%*
.100*

1
-.030
.186%*
.098*
.180%*
A73%*
.240%*
257%*
217%*
262%*
206%*
272%*
.097*
222%*
.071
.101*

1

.038
A428%*
218%*
123%*
176%*
125%*
142%*
.138%*
.192%*
176%*
.068
.102%*
228%*
370%*

1
225%*
.091*
285%*
.393%*
A404%%*
323%*
344%*
296%*
269%*
256%*
325%*
161%*
162%%*

.180%*
A71%*
2927%%
281%*
270%*
278%*
231%*
.302%*
.195%*
326%*
273%*
.O74%*

211 Iteml2 Iteml3 Iteml4 Iteml5 Iteml6 Iteml7

389+
398
383
396+
370%% Lo AN
318%% + 07 08"\ Ox 1
321%% 391+ M o 0 W33 709%
106+ 286 Adaikad. < « W30gHE  300%%
284%  35giE 4 623 566+
i S AR %* op
292%% D66k e 08%* 344
1904 18 ; % R

-
-
.1

#p<.05, *p<.01 (2-tailed)

1

.343%*
H611%*
.360%*
238%*

1

.264%*
245%*
A71%%

1
317%*
261%*

1
279%*

1

o ¥

AU INENTNYINS

RIAATUAMINYAE
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Table 12 Assessment for multicollinearity among the 17 items of the TVRS (n=604)

The 17 item-TVRS Tolerance VIF

Item1 0.745 1.343

Item2 0.736 1.359

Item3 0.463 2.162

Itemd 0.711 1.407

Item5 i 233 4.293

Item6 ' 3.063

Item7 4.152

Item8 4.403

Item9 5.726

Item10 6.086

Iteml1 6.253

Item12 7.056

Item13 2.478

Item14 5.053

Item15 3.933

Item16 4.744

Item17 1.343

Table 13 Bartlett’s test N . r e CFA (n=604)

Kaiser-Meyer-Olkin Me: - : 905
Bartlett’s Test of Spherncnty‘ Appr hi-Square 4192.495

AUEINENTNEINT -

Si .000

¢ > o ,

3.3 Measurement model of the TVRS

The TVRS was conceptualized as a unidimensional scale. The
measurement model of the scale was identified as having 17 items with 2

unidimensional components, as shown in Figure 3.
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For good understanding of the entire model, the figures
demonstrated in this study, and symbols of all indicator names, are presented as
follows:

Cha = Characteristics
Cir = Circumstances

Cirl

Cir2

Cha3

Cha4

Cha5s

Cha6

Violence Risk
Cha7

Cha8

Cha9

Chal0

Chall <

Chal2

Chal3

Chal4

Chal5s

Chalé

Chal7

L7
Fig

TS

this study, the measurement model of violence risk was

QR TRANTUHRA T e

the hypoalesized model of the factor structure of the TVRS was an over-identified model.

~

The model hypothesized specified as follows:
1. The 17 item indicators were hypothesized as having

measurement error, and two factors were uncorrelated with each other.
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2. Response to the TVRS could be explained by two first-order
factors (characteristic and circumstances).

3. Each item would have a non-zero loading on the first-order
factor, which it was designed to measure, and zero loadings on another first-order factor.

4. Error terms asg g

ted with each item would be uncorrelated.

o factors would be explained fully by

AULINENINYINT
IR TN ININY
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Figure 5 The hypothesized factor measurement model of the TVRS
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3.4.1 Assessment of overall model fit
The hypothesized factor structure model of the TVRS
(Figure 4) was tested using second-order factor analysis. The results showed inacceptable
model fit with the data (y* = 870.74, p =0.00, df=118, y*/df = 7.38, GFI = 0.855, CFI =

0.925, AGFI = 0.812, RMSEA = 0.12% It was indicated that the hypothesized model

did not fit a possible data-m« " refore, the hypothesized model was
modified and retested.
odel fit

although the overall model
from 0.17 to 0.83 were

was misfit, the fact:

statistically significant

®model was modified terms in order to

reduce the residual yd%es 10ds: allowing relationships

-
-
%,

of error terms betwc . . ' swing possible relationships

among the two factors

ﬂ u EJ ’J %aﬂrﬂﬂﬁl W\%}ﬂ ﬂﬁe researcher judged to

free error termsqf!f each paired item ginder rationalg considerationglhe results showed

o) W H N TS S oo b 0.8

After modifying the model, the results of the second-
order CFA showed that all indices of the overall model fit of the modified model met the
criteria for supporting good model fit. There were low Chi-square values resulting in a
non-significant difference level of .05. The y*/df ratio fell within the recommended level

of 2, with GFI and AGFI values close to 1.00. The RMSEA value was close to zero. After
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modifying the model, the results indicated that all indices of overall model fit of the
modified model met the criteria for supporting the good model fit (X2:87.08, df=10,
p=0.00, x*/df=1.24, GFI=0.983, AGFI=0.963, CFI=0.998, RMSEA=0.020) (Table 14,

Appendix L).

Table 14 Fit indices of hypothas dified factor structure of the TVRS

(n=604)

Values

Goodness of 5

ized model Modified model

Chi-Square 87.08
\ (p=0.08)
Degree of Freedom (df) * I 18 70
- 24.989) ( x *df=1.24)
Goodness of Fit Index (GFI) i ' % 0.844 0.983
Root Mean Square Error of Ap#0: #ation 8 f 0.103 0.020
Comparative Fit Index (CFI) | y@ 0.915 0.998
Adjusted Goodness of Fit Index (AGFI) 0.797 0.963
_,)_,’,"_ A
= 'F"{
M} T BTICd thiffhe modified factor structure

W] AN E A ELIT2 e o s
0 RIAINTRI im“ﬂ‘ PIE TR o e

model wre reported in two parts: the first level of the CFA and the second level of

model was congruent Widssthe em 1r10alﬂhta and under investigation the factor
structure in th@\

the CFA.
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Figure 6 The modified measurement model of the TVRS
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3.4.4 The first level of the CFA
Moreover, there were 17 indicators and 2 factors in the first
level of the CFA, as shown in Figure 6. The results showed that the factor loadings of
all 17 indicators, ranging from 0.166 to 0.829, were statistically significant. There was

one indicator, item 3 (male gender). viEpge factor loading was low (6=0.167) as show

=

hs¥ sqUesmmmem ple  correlations (RZ) for all

in Table 15.

indicators of both constr: 22 The R’ of 10 indicators were

moderate indicator ex ~ gsonality disorder, history of

substance abuse, havin “s, lack of insight, medication

noncompliance, and sub \lue as show in Table 15.

Table 15 Analysis results for t ~ measurement model

d ﬁ,-?:

Construct and® ;f——“—* =0 R? SS b

)

Circumstances s

Cirl (poor family relatioif {§ps)
Cir2 (expressed emotionZn family)
Characteristics

Cha3 (male gen 0.028 0.166 0.167
Cha4 (antisocial Mnﬁs%m El 5 Wﬂ ’I fj ‘g 0.173 0415 0.415
Cha5 (history o 0.112 0.335 0.335

- 0.547 0.738 0.739
0.079 0.360 0.600 0.600

0.600 7.562 % %

Cha6 (havmg histoty of violence during ¢ 0. 427 TO4FH* 0.113 0 182  0.427 0.427
Cha? ’Zlﬁaa nN9tu %M ’1% A ﬂ’i&ﬂ 0,664 0.664
Chas (a (S i 0.672 0.673
Cha9 (de 310n) 0.753 3.801%** 0.198 0.567 0.752 0.753
Chal0 (hallucination) 0.731 3.794 %% 0.193 0.534 0.731 0.731
Chall (excitement) 0.829 3.817#%* 0.217 0.688 0.829 0.829
Chal2 (suspicious) 0.773 3.872%** 0.200 0.596 0.773 0.772
Chal3 (hostility) 0.754 3.852%** 0.196 0.569 0.754 0.754
Chal4 (lack of insight) 0.414 3.612%** 0.114 0.171 0414 0413
Chal5 (symptom of mania) 0.722 3.776%** 0.191 0.521 0.722 0.722
Chal6 (medication noncompliance) 0.475 3.786%** 0.125 0.225 0475 0474
Chal7 (substance abuse) 0.347 4.021%%* 0.086 0.120 0.347 0.347
*HEp<,001 b = factor loading b, = completely standardized solution
Cha = Characteristics SE, =standarderror R? = square multiple correlation

Cir = Circumstances  ss = standardized solution
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3.4.5 The second level of CFA
Table 16 illustrates the loading with t-values and squared
multiple correlations of both constructs for violence risk measurement. Based on an
accepted level of .05, the t-value test statistic needed to be 1.96 or more before the

esg'jogshowed that all of the regression weights

hypothesis could be rejected. The
between the two constructs ar /ri k scale (TVRS) ranged from 0.52

to 1.00 and were statistiCass = ndicated that characteristics and

circumstances Were act .. the case of the construct
reliability of the two : U " uared multiple correlations

were 0.275 and 1.00 p - Sruct, circumstances, which

was at an unsatisfactor

Table 16 Factor loadings and

Construct "d error R’

Y]
Circumstances 1 o - 0;055 0.275
Characteristics 1.000 3.817 = 0.262 1.00

su%y,ﬂ?ﬂﬂ‘ﬂéw 8N

e findings revealed that the measurement model fit the empirical

wRRININT ﬂd”%m I R cn oo

AGFI Vaues were close to 1.0 and the RMSEA value was less than .08. Thus, the
measured model’s indices were acceptable. The classical testing approach for reliability

and validity provided adequate support for the TVRS measure.
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4. Predictive validity
An ROC analysis was conducted to examine the predictive accuracy of
the TVRS measures for violence outcome. The time period for the samples was 2 months.

The total sample of 128 included 47 persons with schizophrenia in the community that

committed violence and 81 persons with schizophrenia in the community that not committed

/ﬂzophrenia in the community (31.3%)
éuring the observation period. The

violence. In the follow-up peric
committed violence and 88 ‘
TVRS exhibited good . . . | | _ oW persons with schizophrenia
in the community.

Figure 6 < K | sults of the ROC analysis. The
AUCs of .88 and was st> #fC o : 5% CI .81-.94), indicating good

predictive accuracy. In S O Bt : 2%/5 is considered good (Douglas,

MURIINNAY

0.00 .25 .50 .75 1.00

1 - Specificity

Diagonal segments are produced by ties.

Figure 7 The ROC curve
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The results of the ROC analysis, including sensitivity, specificity,
positive predictive value, and the negative predictive value of the TVRS in predicting
violence, with cut-off scores ranging from 18 to 24, are presented in Table 17.

Table 17 Sensitivity, specificity, the g ycitive predictive value, and the negative

predictive value of ~rent cut-off scores in predicting

violence

TVRS Negative predictive

Cut-off score value

24 .89

23 .89

22 ) / \ 91

21 ) el 6 91

18 ’ ’:;‘ JAp H8 .93
Note: Sensitivity=true positives/# ued; :r:"': 've® specificity=true negatives/(true
negatives+false positives), positive pre‘ - positives/(true positives+false positives), and
negative predictive value=true positid i e ! & Dositives)

— -
-
LY

In ' applied to level of violence

risk (low violence riske -23 and high Vlolence risk=24-3 u) with a sensitivity of .80, a

specificity of ﬂ HSE}Q %ﬁlu&”ﬁl %owéﬁrlaﬂg‘ﬁwe predictive value of

.89. These 1ndlcz&le the accuracy of thegscale.

qmmmmummmaﬂ

Table 18 Test result and violence outcome

Violence outcome

True False

Test result True 32 (true positives) 18 (false positives)

False 8 (false negatives) 70 (true negatives)
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Sensitivity = Number of true positives

Number of true positives + Number of false negatives

= 32/(32+8)=.80

Specificity = Number of true negatives

Number of true negatives + Number of false positives

70/(70+18)=.79

1 Of t iti
ﬁ_f of true positives

tru + Number of false positives

Positive predictiv

Wl ic negatives

w% Number of false negatives

5. Reliability

i ———— e -
-

The £ A M consistency for the TVRS

was high (a = .89). Tk ‘-E ,, the alpha coeliicient of the T#4.S was more than acceptable

-9 o/ . .
at 0.7 for a neﬂrﬁﬂﬁ WWWW?n 1994). Considering
] \

the internal corflistency of overall scale, it was found that the alpha coefficient of the

| ¢ S (Y
R RN FTRH A BB
3 { |
Results of developing scoring and interpretation of the test score

In this study, the cutoff score of the total TVRS score of 50 was classified

into two levels (low violence risk and high violence risk) based on cut-off score of 23
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of the scale from the results of the ROC analysis. Thus, low violence risk was score
from O to 23. This indicated that the persons with schizophrenia in the community that
had scores from O to 23 were at low risk of committing violence. Moreover, the high
violence risk score ranged from 24 to 50. This indicated that the persons with

7§ scores from 24 to 50 were at high risk of

schizophrenia in the community that

committing violence.

In summary, the o 7 \ Ssscmpirical evidence to support
the notion that the T\ ems, could be accepted as a
valid and reliable ins: TVRS measurement model

was confirmed having

AULINENINYINT
IR TN ININY



CHAPTER V

DISCUSSION AND CONCLUSION

The content of this chapter is divided into four parts. First, the research

findings are discussed based on the

of the study is drawn bases - //le, the implications of the study

F Jcs of the study. Secondly, the conclusion

results regarding mental = ental health nursing research

are presented. Lastly, h and the limitations of the

~

study are depicted.
Discussion

This study was of an_j , soment design. The research issues for

the discussion are gy .5~ atures of the samples, 2)
‘ V: . . I" d

the Thai Violence Ris 1 yCares hperties of the Thai Violence

AUEINENINYINS
SV B s/ i) (HREE

The samples of this study are divided into two groups: the samples for

Risk Scale.

the item analysis and EFA and the samples for the CFA, predictive validity, and
reliability analysis. In the item analysis and the EFA, the samples are persons with
schizophrenia that had committed violence (n=300). In the CFA, predictive validity,

and reliability analysis, the samples (n=604) were different from the item analysis and
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EFA. In this study, the important issue regarding the samples for the CFA, predictive
validity, and reliability is that they should be sufficient for generalization findings on
the target population and sufficient for reducing sampling error because the number of
samples met the ratio of samples per item, which would be 10:1 (Dixon, 2001;

Lee cited in Pett et al., 2003).

Naunnally and Bernstein, 1994; Comrg:

However, the ) /)wtures of the samples for the item

analysis and EFA, and ‘ Or == ctive validity, and reliability
analysis were similar tg ‘ / N arted in the literature. It was
observed that the pe: s 112 _ " associated with increased

violence were of a yo: \ o-\""‘- L kel and Abushua’leh, 2004;

Abushua’leh, and Abu anson et al., 2006; Walsh et

al., 2004), were male (" ., 2007; Vevera et al., 2005;

rf.{
Wallace et al., 1998; Yesavag ®> 1998), Buddhism (Natthawut Arin,
= AJ

2004; Prapart Ukg{ ©98; Ranee Chayintu, and

-7 |
el

)

Nongluck Sattra, 20 5‘ S A ' et al., 2006; Fresan et al.,

2005), had a poor educatlon (Cannon et al., 2002 Joyal et al., 2004), were

unemployed (ﬂ{ H %}Qz% %W@ WH@ﬂ‘ﬁm et al., 2005), had a

low income (qulthawut Arin, 2004¢Prapart Ukggganan and Veerggdet Veerapongseat,
oos: Rl SN T B, 1123080 ﬁyﬂg when they
experlenced their first psychiatric illness (Bobes et al., 2009; Fresan et al., 2005;
Walsh et al., 2004), experienced previous inpatient hospitalizations (Fresan et al.,
2005; Swanson et al., 2006), had a greater number of previous inpatient
hospitalizations (Fresan et al., 2005; Swanson et al., 2006), when at a young age when

first of admitted to a psychiatric hospital (Fresan et al., 2005), had a history of



187

violence (Erkiran et al., 2006; Laajasalo, and Hakkkanen, 2006; Ran et al., 2010;
Swanson et al., 2006; Walsh et al., 2004), had a history of violence more than once
(Laajasalo, and Hakkkanen, 2006; Tengstrom, and Hodgins, 2002; Tengstrom et al.,
2001), had a greater number of previous medication noncompliance (Bobes et al.,

2009; Soyka et al., 2007; Torrey, 2005 f*falsh et al., 2004), had a history of substance

use (Vevera et al., 2005; Wal ) /& use substances (Abushua’leh, and

d

Abu-Akel, 2006; Erkiras 6; M2Sa =) S ; Joyal et al., 2004; Swanson

et al., 2006; Walsh et al

b ™ s‘amples, in addition, the
researcher collected d ## 1+ 4 | . — RN “aions of Thailand. Therefore,
the sociodemographic |

|| the variety of schizophrenia

types, socioeconomic 4 / "‘ ¥/ Maracteristics. The variety of

-
W=

-"'1- . , '
reliability analysis i 1/}li b if tersons with schizophrenia

s -
el

sociodemographic features Ut the CFA, predictive validity, and

: %,
living in both rural’ 5‘ P . with various schizophrenia

types such as paran01d schlzophrema undlfferentlated schizophrenia, residual

scmophremaﬂ%a«www H1N9
amamm URANYIAY

The TVRS was developed in response to the need in mental health
nursing to develop a more formal and uniform process to identify persons with
schizophrenia in the community at high risk of committing violence. The goal of the

TVRS was to develop a reliable and valid measure of the risk of violence that was
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relatively brief and that could be scored by mental health nurses using only face-to-
face interviews for all violent schizophrenic patients in the community.

The TVRS appears to meet these criteria. The 17-item TVRS is
relatively brief and it requires only a face-to-face interview among these persons. In

addition, it can be reliably scored withy! £ gninutes of training.

The first and / VRS had several properties that

may make it appropriate — stird of H_‘,Aic properties and attractive to

s ped based on the literature

review and used the (PCC) guide to select the

significant characterist # - rcu J- ' wrOMnted the variables associated

with violence among pe#o: withfea = -f‘- enic % e community. As a result, the

F s -
TVRS reflects the characteristic “uces of persons with schizophrenia in

b
the community whi( %§g .. by these individuals.

- - -
-
%,
)

Moree'=, = "isk of violence incorporate

estimates of the chance that violence will occur These estimates are determined by

considering tﬂ ‘Hfﬂ:"; %H %ﬁw Ej"l;ﬁ %e variables identified

through research as being associatedfwith violengg, Comparing thg gomponents of the
TVRSQ\M flﬁ ﬁ m m unlgm EJ ’la Hsk concept in
various populatlons. It was found that almost all existing violence risk scales focus on
the long-term prediction of general criminality (Andrews and Bonta, 1995; Copas and
Marshall, 1998; Grann et al., 2005; McNiel et al., 1988; Menzies et al., 1994; Miller,
2006; Quinsey et al., 1998; Webster et al., 1997; Wong and Gordon, 2006). Moreover,

the components of these scales emphasize static and dynamic risk factors for criminal
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behavior. According to the violence risk scale (VRS), was developed by Wong and
Gondon in 2000 (Wong and Gordon, 2006) based on the PCC theory and literature
review. The component of the VRS composed of antisocial attitudes, antisocial
associates, antisocial behavioral history, antisocial personality, and problematic

P

‘hool, work, and leisure. So, these existing

/)volving the characteristics and
d

MO = With schizophrenia in the

conditions in the domains of home
instruments were lack of 5SS
circumstances surrounds

community. Therefore. £ Lt have limitations particularly

jn the community.
e risk, the TVRS is a scale

used to assess viole 4% ) osbonents: characteristics and

circumstances. From the#it fure "_; Al ch

(aitms < %

identified through research as
LT T

schizophrenia in 1% g b xjsting characteristics and

. —— -
el

%,
. i ! . . .
circumstances for vigi=< ‘ €hia in the community were

ascertained by researcmr;g both Western and Thai databases published between 1990

and 2010. Thﬂ ucgra’c}%cﬁ}%@ w &}’I ﬂ‘§1g age, male, have an

antisocial personahty disorder, eduadition failure, Jying alone, beigg young when first
hospltaﬂ erll ahﬁ)nimvu“hfs]g m EJs’l(auEJ limited or no

Vocatlonal activity, having a history of violence, a history of abuse, exhibiting

caristics and circumstances were

*a with violence among persons with

aggressive behavior, delusions, hallucinations, excitement, being suspicious, hostile,
showing lack of insight, symptoms of mania, depressive symptoms, threat/control
override symptoms, being uncooperative, having disorientation, being noncompliant

with medication, homeless, and having weapon availability, circumstances comprised
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of poor peer relationships, poor family relationships, and excessively expressed
emotions in family, as described in chapter II.

In identifying a format for the tool, the TVRS was designed as a face-
to-face interview instrument. Each item was differently scored on a three-point scale
(yes=1, 2, or 3 and no=0). The scigep

completed in 10 minutes or 3 ﬂfy individuals that have a risk of

committing violence aiw Ldivessm do not project such a risk.

Id be easily used, easily answered, and

Therefore, the burden pl- or any one item and with this
the scale the patients V ) . N ry items than other scales
' (Nions (DeVellis, 2003). This
W enia who not only exhibit a
degree of impulsivity b4 sponsibility. According to the

violence risk scale (VRS), was . *
L BN T

=

ong and Gondon in 2000 (Wong and

Shp The VRS variables are
7

rated on 4-point L¥#= W= used a format demanding

Gordon, 2006) basqu®ps

concentration. MOI‘@OVCI‘ lt takes time for USC as a SCI'CGIIGI’ That is, it involves time-

consuming pﬁe%ﬂ’}‘ﬁﬂWje%’]ﬂ éij-structured interview.

Therefore, the \”{S have limitationsgparticularly gagarding the conggxt of Thai persons
i RSN HRTINDTAE
q
In generating the item pool, a 29-item pool in the first draft of the
TVRS was generated from reviewing the literature based on operational definitions of
the violence risk. Each item was constructed by writing a short declarative statement
reflecting the characteristics and circumstances for violence among Thai persons with

schizophrenia in the community. According to DeVellis (2003), the content of each
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item should primarily reflect the construct of interest and a good item should be
unambiguous.

In conducting the content validity analysis, content validity concerned
with whether or not the test items adequately sampled the content area, or the

representatives and comprehensivenege g the items. DeVellis (2003) has stated that

content validity concerns item , that is, the extent to which a specific
set of items reflects a ce : 1in M he s> asked to evaluate individual
items on the new scale 2 ant. Two key issues in such an

evaluation are whethe ; - ! a. appropriate in terms of the

construct, and whethe y - AR\ “Adimensions of the construct

it were used in the first draft of

the TVRS were revised, rcshap iowing the comments and suggestions

of the nine experty "3 Y ipntal health and violence
e — 7

among persons with™® ' 003), asking for feedback

W

in relation to accuracy, approprlatcncss relevancc to test specification, wording,

vocabulary, s ﬂ u %j. ’n} ﬂrﬂ %{l r@% Ejéf] ﬂh‘st em—all of these are

recommended. Then, the 29 items of the first drgf of the TVRSgwere reduced to 27
that 1ng m'la ﬁcﬂ jm114\/m7f]1’3 m ﬂ\’;}ﬁ Elrc— 86). In the
content analys1s, items with a I-CVI score should be .78 or higher (Lynn, 1986; Polit
and Beck, 2008; Mclntire and Miller, 2007) and a S-CVI/Ave score of .80 or better
indicates good content validity (Davis, 1992; Polit and Beck, 2004; Waltz et al.,
1991). So, the other two items were deleted because I-CVI score=.56 that indicated poor

content validity.



192

In weighting the score, the score of each item on the second draft of
the TVRS was weighted by nine other mental health experts that had had experience
with violent schizophrenic patients. After the nine experts weighted the score on each
of the 27 items, 3 items = 1 score, 6 items = 2 scores, and 18 items = 3 scores.

According to Prentky and Righthandy3303), risk assessment scale may work better

when items are properly wei
that some items simply : Np&F an ==———s when it comes to predicting

outcome. This means th< re important to the construct

underlying the scale f tribute more to the overall

risk score (Bowling, M and Anthony, 2007). Thus,

differential valuing she Wacteristics and circumstances

for violence based on th#fir ping, 272 j: ¥ mportance. Failure to use this

e

mechanism means that the no 1sk score may diverge from the true,

=
yet unknown, valycyn L e ‘tlveness of the planned

: D "l
nursing interventionS¥ =" Camees.

An item analys1s is the process of evaluaung the performance of each

item on a testﬂ u Haﬁa %%jmm ﬁ@ﬂa‘ﬁonducwd for selecting

the best item for the final draft of ¢he TVRS. Baged on the findipgs from the item
analysﬂ 1w':l§ ﬂ flimdu unf]\g nlﬂﬂpﬁoﬂg to Hair and
others (1998), two statistical indicators, representing normal distribution, are
skewness and kurtosis. In this study, 21 items obtained skewness values falling inside
the range of -1 to +1, which represented normal distribution (Hair et al., 1998); 19

items had negatively high skewness, ranging from -.19 to -1.48.
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Moreover, the results of the item analysis showed that 16 of all 27
items had item-total correlations greater than .3. The other nine items were deleted
because item-total correlation of these items was less than .30. For the correlation
matrix, when considered, there were 7 paired-items which had an inter-item

correlation > .7. The item-total corre'g/igp. namely, the strength and direction of the

relation between the way test 2 / one item and the way in which they
responded to all of thews = 1 WOle s and Miller, 2007). Item-total
correlation was propos'J . ‘ . : \ N N e item, indicating how strongly
an individual item ref’ g#Cd ¢ _ 20 N SRClly strong items would have

moderate to high cor dividual items. This study

calculated the item-tot: product-moment correlation.

Regarding a common ru#o uny, " ?"‘ a yo:lation should be between 0.30

F ipas
and .70. Those less than .30 & i te much to the measurement of the
=y ‘
concept, while tho/ s a S fiydant (Polit and Hungler,

- - -
el

1999). Therefore, ti 5‘ . Tt correlation less than .30

H |
¥

were deleted, and the palred items with an 1tem item correlation greater than .70 were

considered keﬁ‘nuiﬂ ?rw H mow %}’r}ﬂiﬁltem -total correlations

less than .3 was contamed because #lis item retaipgd the full meagipg of violence risk
in thlsqu:laﬂ ﬂl\ﬁnmllllmf]gl mﬁj ’Jea :Eﬂll that although
the statlstlcal data was very useful for item selection, the final decision to include or
reject any items in the final scale was primarily based on human judgment regarding
what the item analysis revealed.

This evidence showed that the scale was sensitive to Thai persons with

schizophrenia in the community that had committed violence, a sensitivity that does
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not exist in other violence risk scales based on western culture. When considering the
item statements, the TVRS was more practical for persons with schizophrenia in the
community measure. The scale provides item statements which reflect specific
questions on actual characteristics and circumstances for violence emerging from the

persons with schizophrenia in previougl g gnd daily life that easily recall and answer.

Additionally. ta coefficient of the second draft scale
was high (o = .92), indi = re xbiléing to Nunnally and Bernstein
(1994), and Burn and G ‘ wly-developed scale of at least
.70 is considered satis " jhmelkin (1991) have stated
that reliability is bast “the instrument measure the
same phenomena, or i, W cncous. This means that the
higher the correlations it c%ae individual item reliabilities

i r &
(DeVellis, 2003). In this study,
L b

“nt have come from the process of the

L
29-item generation| % 1iese high scores indicated

e ——— ..v
el

)

good internal consist=, M it was suitable for further

..l
g

F}guj‘&; Ej W%W%iw SIFTER. from the literawure

review, the TVRS was hypothesiagd to have Zefactors: a 2-fggjor solution using
arlmaq ﬂf‘] aﬁﬂ jmuﬁnfl? m ﬂ’laaﬂe two factors

include factor I, characteristics (15 items), and factor II, circumstances (2 items).

evaluation.

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
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contained 2 items with a factor loading of .824 to .825. All items in this factor
included events 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 (2006), who stated that riskyfggors refer to the characteristics of people and

their circumstances that are | # ¢ ncreased chance of future criminal

activity.

1al framework of a violence risk

concept to operational definifiziibzi =4 glidity of the TVRS. The conceptual

and operational delfa ={assumption which can be

y_ . h ‘

supported by validityfif=sting™® pibased fih the literature review, the

WELANEIL N
TVRS’QWWMﬂimlme‘EJ’]ﬂEJ

Confirmatory factor analysis using the LISREL program was

and circumsta

components of iolence fig were identifidlidas having 2 com onents characteristics
ﬂ 1 nstruct validity of the

employed to examine the construct validity of the TVRS, which was composed of two
factors. The result showed that the proposed model was accepted as a good fit model.
It could be concluded that the components of the Thai schizophrenic violence risk
concept that were congruent with the violence risk from the literature review were

supported by the empirical data testing.
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Regarding factor loadings, the regression coefficients of all 17
indicators were statistically significant (p<.05). It was noted that one indicator, male
gender (item 3), related to the characteristic accounting for low factor loading (b =
0.166). Although it could be stated that this indicator could predict a very small

amount of variation in the characterist; or, this indicator retained the full meaning

of violence risk. Consequeni if the circumstances (2 items) and

characteristics (15 items jm
alationships (item 1) are the
circumstances that ass ‘S rsons with schizophrenia in
the community. Poor g¥i1! g o - - A “nce in complex ways, either
preventing or provol g on whether the family
environment serves as o us for aggressive interactions.
Living at home with the ostenS1

.r"‘-,-' A
serve to elevate 1% 4 : Ponﬂlctual and stressful

relationships with a1 . 2= al 2002). Thus, the result

svort of family members could actually

of this study is similar [o several studies that have shown an association between poor

family re1auoﬂ.u %}’J o Hﬁqj B S0} P schizophrenia in the

community (Klassen and O’Connad, 1988a, 1988b, 1988c, 1980y Natthawut Arin,
2o0s: QLN L) S AL 2K B TR E)

| Expressed emotions in the family (item 2) are the
circumstances that associated with violence risk among persons with schizophrenia in
the community. This is similar to two studies showed an association between
expressed emotions in the family and violent behavior in persons with schizophrenia

in the community (Ranee Chayintu and Nongluck Sattra, 2000; Suphanee Sangruksa,
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2003). According to Vaughn and Leff (1976), the three attitudes pertaining to
negative EE are hostility, criticism, and emotional over-involvement. The hostile
attitudes of EE are negative toward the person with the disorder—the family members
put blame on this person because of the disorder (Brewin et al., 1991). The critical
tile and emotional over-involvement, and the

ﬂture and increasing problems for

Boast e cspecially regarding violent

attitudes of EE are a combination of !
critical EE from family meniy
the patient (Bullock, %
behavior. So, when pecf sommunity expressed emotions
in the family, they r ‘Then, they might commit
violence.
W cteristic that associated with
violence risk among pd

1® the community. Males show

higher rates of violent behav1
b

s in the general population. Among

people with menta] ™

ofiijore likely to result in an

: x d
arrest or need for meE=” ="0on, 2001) whereas violence

by women was more hkely than violence by men to be directed against family

members and ﬂou Ej QD%E}% fa'lw BT hegcat reatment o arrest

(Harris and Lurlglo 2007). Accordghg to Monahap and Stueve @@00) and Link and
othersan:laﬁ ﬁﬂeimbunm flg nﬂflﬁuﬂfemales Thus,
the result of this study is similar to several researches on persons with schizophrenia
that found men to be more likely than women to engage in violence (Natthawut Arin,
2004; Prapat Ukranan and Veeradech Veerapongset, 1998; Ran et al., 2010; Ranee
Chayintu and Nongluck Sattra, 2000; Vevera et al., 2005; Walsh et al., 2002).

However, some studies found that both men and women have similar rates of
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violence. For example, research examining the relationship of gender and violence
committed by psychiatric inpatients also concluded that both men and women have
similar rates of aggression in this setting. In their study of 155 male and 67 female
psychiatric inpatients, Krakowski and Czobor (2004) found that a similar percentage

ofgohysical assault in the hospital. However,

of women and men had an inciden®

that associated with aavith schizophrenia in the

\ %A f social norms (Nolan et al.,

1999) or a pervasive pgfcr hsr' J- : |28 of the rights of others that

begins in childhood or#a; adg " A fues into adulthood (Marmar,
F e
2000). With respect to Vlolenc
= AJ g
meet some of the ¢\ i v fuyincreased violence. Thus,

e ——— ..v
el

schizophrenia in the community that

)

the result of this stu =9 : ' %ve shown that ASPD is an

¥

important characterlstlc 1n determining v1olence in person with schizophrenia

(Angermeyer, ﬁouz%}’} WW§ % IHa{r.ll ﬂ)gﬁﬂodgms Hiscoke, and

Freese, 2003; Hodglns Lapalme, and Toupin, 199Q)

AW ammummm NEL 5w
characterlstlc that associated with violence risk among persons with schizophrenia in
the community. A history of excessive alcohol drinking and drug use of persons with
schizophrenia, for example, was another key characteristic positively correlated with
the violence. Thus, the result of this study is similar to several researches of persons

with schizophrenia which found a history of violence to be associated with an
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increased chance of future violence (Appelbaum et al., 2000; Erkiran et al., 2006;
Monahan et al., 2000; Natthawut Arin, 2004; Prapat Ukranan and Veeradech
Veerapongset, 1998; Tengstrom et al., 2000).

Having a history of violence during 6 months (item 6) is also the

characteristic that associated with viciegge risk among persons with schizophrenia in

, rs (2000), persons that commit

I Vs ,len'ﬁ'"'_"e result of this study is similar

the community. According 3
violence are likely to cozx

to several studies showiz nersons with schizophrenia in

sl uture violence (Bin and Bei,

1995; Bobes, Fillat, - 01; Natthawut Arin, 2004;

“We characteristic that associated

with violence risk among perso firenia in the community. Silver (2001)

has stated that if th=%n g ifujscharged offers access to

..
el

- Y
weapons, the risk o™= 4 . %5ed. Thus, the result of this

study is congruent w1th the results of the studies of Large and others (2009) and

Natthawut Arﬂ%ﬂt@f%d&ja%a% w&}q ﬂs‘jsoaated with increased

violence.

q Wf] a ﬁgﬂ j'm\;\l“e;];g mﬂa:la Bthat associated
with Vlolence risk among persons with schizophrenia in the community. Many studies
have analyzed the aggressive behaviors of persons with schizophrenia before
hospitalization, and it has been shown that nearly 20% of first contact inpatients with
schizophrenia behaved in an aggressive manner, and that nearly 50% of

hospitalizations were due to violence occurring immediately before admission
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(Humphreys et al., 1992; Volavka et al., 1997). Thus, aggressive behavior can
increase violence among persons with schizophrenia in the community; the same is
true in various studies (Bobes et al., 2009; Fresan et al., 2005; Fullam, and Dolan,
2006).

9) is the characteristic that associated

/ ﬁia in the community. In persons

e Wve =mmmmmmsciated with delusional thought

with violence risk among pe
with schizophrenia, acts

(Cheung et al., 1997; Fr= 2004; Laajasalo and Hakkanen,

~

2006; Swanson et al W3) found for example that

persons with delusior %A ly to act on their delusions

when frightened, sad, ¢ \ R * Thus, violent schizophrenic

patients had a significani JFher, WA .;,‘ 1. W s®ns of persecution than patients

categorized as ‘“non-violent,” remise that it is the nature of the

delusional beliefs, (1%hag ﬂ'nsional beliefs, that may

..
el

- Y
influence rates of vict=, - . ¥ Lurigio, 2007; Paterson et

i
i¥

al., 2004). Thus, the result of this study is congruent with the results of several studies

that have shoﬂ u %}:’3 waﬂ%j WM ‘E]aﬂr@ased chance of future

violence (Buchanan et al., 1993; Cheung et al., 1297, Laajasalo agg Hakkanen, 2006;
swans8] AN IR INYINY

Hallucination (item 10) is the characteristic that associated with
violence risk among persons with schizophrenia in the community. Goldman and
Foreman (2000) defined a hallucination as a false sensory perception of something
that is not there. The relationship between violence and hallucinations has been

studied virtually exclusively in relation to command hallucinations (Junginger, 1990;
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Laajasalo and Hakkanen, 2006). So, when persons with schizophrenia commit
violence, they may have the hallucinations at the time of the violence. Thus, the result
of this study is congruent with the results of several studies that have shown that

hallucinations are associated with increased chance of future violence (Laajasalo and

Hakkanen, 2006; Swanson et al., 2006

/}haracteristic that associated with

violence risk among pers ‘hiZshr =m0 mmunity. Stahl (2010) stated

that excitement consists it restraint, manifesting speech

that is hurried, exhit _ g BN WS an attitude of superiority,

dramatizing oneself ospud and boisterous speech,

exhibiting overactivity sne: J- Mess of speech. This symptom

is characterized as “hi Ctivy "_; z 1% accelerated motor behavior,
JIAEL
heightened responsivity to stini :
E N
when persons with ) hi P il 4 cited, they might commit
%,
violence. Thus, the™* = : ' =1 several studies that have

ice, or excessive mood liability.” So,

shown that excitement 1s assoc1ated with 1ncreased chance of future violence (Fresan

et al., 2005; Fﬂuﬁf}éﬁoﬂwlﬁcw H@Wmon et al., 2006).

Being suspicigus (item 12)gg the charactegggpic that associated
it %M’lﬁ NN SAUURLINYNA By,
symptom is characterized by “unrealistic or exaggerated ideas of persecution, as
reflected in guardedness, a distrustful attitude, or suspicious hypervigilance that others
mean one harm.” So, when persons with schizophrenia in the community are
suspicious, then, they might be afraid of everyone, everything, and every interaction

around them (Schwecke, 2007). Then they might commit violence. Thus, the result of
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this study is similar to several studies have shown that being suspicious is associated
with an increased chance of future violence (Krakowski, Czobor, and Chou, 1999;

Moran and Hodgins, 2004; Nolan et al., 1999; Swanson et al., 2006; Tengstrom et al.,

2004).

Hostility (item ! 3'gis the characteristic that associated with
violence risk among persons v 1 the community. Hostility refers to
“an emotional state char ' y el ,1ityélers and a desire to harm those

at whom the antagonisg adical Dictionary, 2009). This

symptom is associater, violence. So, when persons

with schizophrenia i WAy might express anger or

resentment and might ysult of this study is similar to

several studies have sho# 1s¥ociated with increased chances

of future violence (Abu-Akel ,. 2004; Fullam, and Dolan, 2006;

Soyka et al., 2007; SNl

L ==laracteristic that associated

»
.!i
»

with violence risk amorag persons with schlzophrema 1n the community. Psychotic

patients with ﬂ?”ﬂ ’gswh&}%!]@ Y B} ik OFhow poor compliance

with both pharmacologlcal (Kempg'and David,g995) and psygsocial treatments
(Lysakéqqem ,'}La mﬁm(u m:]lgomeﬂ ::] ta cﬂmunity lack of
insight, they may discontinue medication and other treatments resulting the symptoms
poor or severe. They, then, might commit violence. Thus, the result of this study is
similar to several studies have shown an association between lack of insight and
violent behavior in persons with schizophrenia (Arango et al., 1999; Buckley et al.,

2006).
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Symptoms of mania (item 15) are the characteristic that
associated with violence risk among persons with schizophrenia in the community.
Mania is an abnormally-elated mental state, typically characterized by feelings of
euphoria, lack of inhibitions, racing thoughts, diminished need for sleep,
talkativeness, risk taking, and irrit

persons with schizophrenia i v ﬁw symptoms of mania, they feel
euphoria, lack inhibitior 7 e's ,.cirﬁ""',, a diminished need for sleep,

¥'iy. Medical Dictionary, 2010). So, when

talkativeness, risk takinz might commit violence. Thus,

‘:\“ gthers (1999) and Suphanee

S ptoms of mania and violent

16) is the characteristic that

associated with violence rlsk a with schizophrenia in the community.

Medication noncon; )2 b r )8 medication without the

recommendation of tf=, . 1999). So, when persons

with schizophrenia in the commumty are medlcatlon noncomphant the symptoms

may be poor ﬂ Hﬁa&}@/}lﬂ %@ W\EJV’.C‘Iﬂ ‘ﬁrhus the result of this

study is s1m11arq! several studies hétve shown thaf medication nggcompliance was a
strongqmoflaﬂeﬂ im}umfl lmm aalﬂOOI Monahan
et al., 2001, Prapat Ukranan and Veeradech Veerapongset, 1998; Schwartz et al.,
1998).

Substance abuse (item 17) is the last characteristic that
associated with violence risk among persons with schizophrenia in the community.

Substance abuse may influence violent behavior through the disinhibition of
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behavioral controls or by directly initiating thoughts that lead to antisocial behavior.
Violence may occur through the frustration experienced when a person’s attempt to
obtain or use substances is thwarted. Quelling the craving and desire associated with
using various substances is a strong motivator, and hence a person may be more likely
from acquiring substances (Douglas and

ﬂema the result of this study is

ot ’ of the correlation between

to act aggressively when they are pregy
Skeem, 2005). Regarding ni
similar to several stucs

substance abuse and vizg ‘alssen, 2009; Monahan et al.,

2001; Mullen et al., ¢ "\‘" 0003; Wallace et al., 2004;

Weiss et al., 2006).

(> confirmatory factor analysis

provide empirical evidence to Sosed construct of Thai schizophrenic
- /s'_ . v.‘-"-'.

violence risk in tha] Wis ' fyith 17 items. In addition,

i |
the factor structure ==, =0 measurement.

.
.pi
i)

ﬂﬁwwdamsw 81173

In evaluatinggbredictive vghidity, the predigtive efficacy of the
TVRSQq_aMs&ﬁ&ﬂeﬁi&ﬂ%&gcmsﬂs’&a)ﬂich have been
used frequently in the literature as measures of predictive efficacy of violence risk
assessment tools. The results of the ROC take the form of a graph with the sensitivity
of the predictor plotted as a function of the false rate. The area under the curve (AUC)
of the ROC graph can be taken as an index for interpreting the overall accuracy of the

predictor. Areas can range from O (perfect negative prediction), to .50 (chance
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prediction), to 1.0 (perfect positive prediction) (Andrews and Bonta, 2006). Applying
the ROC methodology to the TVRS data revealed that the area under the curve (AUC)
was .88 (p<.001), which showed good predictive accuracy. Douglas and others (2005)

have stated that the AUC values of .70 and above are considered moderate, and above

.75 good. So, the TVRS has shown g'ggng predictive accuracy for violence risk in
persons with schizophrenia iry / 's might come from the fact that the
development of the T — >’d Wani == the development of other
instruments; it is the onl: ‘ ‘ / : o aaally-determined characteristics
and circumstances for / [ T W S¥gophrenia in the community.
of the TVRS was similar to

Moreover, the strong

the violence risk scale _qat LS 'and Gondon in 2000 (Wong

and Gordon, 2006) ba £4 o th ’ ?"‘ eor  Wi® literature review. The VRS
F s
predictive validity was assesse i talysis. The AUCs of the ROC for the
Lk AJ J
VRS total scores ar (%l

[, offenders with follow-up

-7 |
el

7 7 AY |

periods of 1.0, 2.0, ok — violent reconvictions. All
AUCs were between . /1 and .75 and were statlstlcally s1gn1f1cant (p<.001). Moreover,

the result of ﬂ H;&j %Wﬂ ‘jn%h&jr’} B ment instrument was

developed w1th different aims: thg¢ HCR-20 wgs for clinical ggsk assessment or
resemdﬂpﬂlagﬂjmﬂmag mgﬂ ;:lra Hw and analysis
of the literature. The HCR-20 (Thai version) was translated by Wanlee Thammakosit
(2007) showed the AUCs was .95 (p<.001).

With a cut-off score of 23, the TVRS demonstrated both 80%
sensitivity and 79% sensitivity which showed good sensitivity and specificity for

violence risk among persons with schizophrenia in the community. Dennis and others
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(2006) have stated that sensitivity and specificity with the values of 80% and 70% are
good and fair, respectively. This indicated that the TVRS was 80% accurate in
predicting that violence will occur and 79% accurate in predicting that violence will
not occur. So, the TVRS score above 23 was used to determine high violence risk

jhe community. This indicated that when

among persons with schizophrenia g

assessing individuals with fl hal combination of sensitivity and

specificity occurs when s . On the other hand, the TVRS

score of 23 or below ic nce risk among persons with

schizophrenia in the ¢ n assessing individuals with

the TVRS, the optir N specificity occurs when a

TVRS score of 23 or b

T, Ui index are positive predictive
, el < 2
power or negative predictive p: i

WA T

iy, a positive predictive power of .64

and a negative preqit§i st ffand good predictive power

-

)

or negative predictiv ' ¥lve power is the probability

that persons with schlzoghrenla in the commumty Wlth scores above a specified cut-

off will expeﬂ u@}'} w H %ﬁl scw Hf}ﬂs‘ée probability of false

positive predlctlons Negative preditive power 4§ the probabiliggsthat persons with
schlzopQ‘ wfr] aﬁmimﬂﬂelq m& f]cﬁ@&]score will not
experience violence recidivism, and its inverse is the probability of false negative

predictions.
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3.3 Reliability
Regarding reliability, internal consistency reliability was
employed. With the value of alpha coefficient, the TVRS revealed a reliable scale
since Cronbach’s alpha coefficient of the total scale was quite high (a = .89), which

fell at an acceptable level for a newly gy gloped instrument, of at least .70 (Burns and

Grove, 2005; Knapp and B
words, the total TVRS — P i[ac =] consistency reliability. The
result of this study was = N iolence risk scale (VRS) that
developed by Wong : ordon, 2006) based on the
PCC theory and litera; “oefficient for the VRS total,
dynamic item total, » 94, and .69, respectively.
Moreover, the result of ' 'e #:liability of the HCR-20 (Thai

version), 20 items, was transla * hammakosit (2007). The Cronbach’s

alpha coefficient foj “a

..
el

;'_ P ‘

: "= coefficient may have been

influenced by the long test length (Brink and Wood, 1998 Waltz and other, 1991),

where the Tvﬁ \% C&le’} wfﬂ %@In}?ﬂe Haf]iﬂﬁas highly reliable.
Me'f] AN E@Jflm AANBARE e

property testing and satisfactory psychometric properties of the TVRS can be
clinically and practically useful in assessing persons with schizophrenia in the
community with a particularly high risk of committing violence. Moreover, it can help
mental health nurses in identifying the characteristics and circumstances surrounding

violence among persons with schizophrenia in the community. In addition, the TVRS
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can help mental health nurses in preventing violence before it begins and in designing
appropriate intervention strategies to reduce violence among the persons with

schizophrenia in the community.

Conclusion

This study foc:
schizophrenia in the cog ' . 1 -- study were to develop an
\
instrument for assesst s with schizophrenia in the
community and to est %s. In the part of conclusion,
there are discussions and psychometric properties

testing.

1. Scale cq{n™

Cons=, T =2 concept of violence risk

based on the llterature ?Vlew Then, operatlonal def1n1t10ns of the concept and its

constructs weﬂdﬂ %ji’@h%&la?ﬂﬁ Whﬂﬁl ﬂﬁTVRs which reflected

violence risk of persons with schizgphrenia in thgcommunity, wgge generated based
on e A BN U S LAHE AR L scncnion,
reviewing literature was performed to collect detail of characteristics and
circumstances for violence among persons with schizophrenia in the community for
wording 29 item statements. Characteristics component composed of 26 items and

circumstances component composed of 3 items.
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The 29-item pool of the first draft TVRS was introduced to nine
content experts of violence and mental health areas for conducting content validity.
After validating the content, 27 items were put in the second draft TVRS. An item
review (n=10), item analysis, and EFA (N=300) were conducted on examining the

second draft TVRS. Finishing on sca'g ggnstruction phase, 17 items were selected to

create the final draft TVRS w o test construct validity.

validity using confirmatory
WRS. After conducting second
order confirmatory fac# - : ‘ .54 N yms still retained in the final
version of the scale, cd -;L.' "_;v “y % Scale (TVRS). Then, testing
Sle .performed to examine internal

psychometric properties on

consistency reliabil{ (¥ ofujalysis was use to test the

-

)

hypothesized factor == . ncorrelated factors and 17

indicators with measurement errors. Conflrmmg the hypothe31zed model, the results

showed that ﬂeu H ’\a %ﬂ Pﬂ@ w ch ﬂz‘s After modifying the

hypothesized model the results of @verall modglyfit showed thggall of fit measure
1ndlcegfmfrl<ﬁ‘g ﬂ)jlm uﬂflg M f]ﬂaﬁﬂtlonally, factor
loadings of all 17 indicators were statistically significant. Therefore, it could be conclude
that all of the two factors can predict the violence risk construct significantly.
Regarding internal consistency reliability, Cronbach’s alpha coefficient of total scale

was quite high (a = .89).
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After testing psychometric properties, it could be stated that the TVRS
is a newly valid and reliable research instrument that could be used to assess violence
risk. The TVRS was a face to face interview with dichotomous scale (yes=2 or 3 and
no=0). The scale composed of 17 items with two subscales including characteristics and

YRS will be obtained by summing raw scores

circumstances. The total score of the
across 17 items on two subsca / 0 to 50. The higher the score, the

higher the violence risk, = on ROC analysis with cut-off

score of 23 was classific g 2 risk (0-23) and high violence

risk (24-50), respectiv
Implications and recc

Implications

Basqi%n . ; o fflness of the TVRS was

- -
- r
| %,

addressed as implica® ! P2
‘a LY o
PRI 1A B4 TN e
Y | o : : .
1.1 Mental hegilth nurses cgg, identify low glence risk or high

soen® ) LI EUM AL IELARE o 1ve

scores on the TVRS.

*%1 and practice.

1.2 Each item of the TVRS represents visible characteristics and
circumstances for violence that associated with persons with schizophrenia in the
community. Using the content of item statements as a matter for consideration, mental

health nurses could identify characteristics and circumstances for violence that
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associated with persons with schizophrenia in the community and can assist persons
with schizophrenia in the community to deal with some characteristics and
circumstances for violence which increased chance of future violence.

1.3 The result of the TVRS, violence risk level, well enhances

the quality of care in mental health rg-gipg for violence prevention in each violence

risk level before it begins amc¢ . phrenia in the community.

at the TVRS is a valid and
>IN de valid result for assessing
violence risk as an ou#®n 4 ‘ ’I ich expects to be useful for
mental health nursing.

2.2 he .

*Or creational research study in order to

welfiCe on violence risk of Thai

Y

find out the charact(:I*ti
. .Y
persons with schizop® ! .

2. 3 The TVRS can also be apphea for creational research study

in order to ﬁﬂ%ﬂtﬁ}ﬂsﬂsﬁ@%%’l ﬂ ‘§mﬂuence on violence

risk of other psychlatrlc disorders gich as schizggffective, delusggnal disorders, and

parano%dﬁﬂﬁﬂﬂifuuﬂﬂ’mﬂ’lﬁﬂ

Recommendation for further research
The TVRS is a very new research instrument. A lot of further studies

are requested.
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1. The TVRS developed in this study focused on specific
persons with schizophrenia in the community only. For further study, the TVRS
would be extensively tested in other psychiatric disorders such as schizoaffective,
delusional disorders, and paranoid disorders.

2. To find oj y‘pe persons with schizophrenia or other

/ lelusional disorders, and paranoid

psychiatric disorders such 2

disorders in the hospital -

schizophrenia in relati
y is needed to identify how
Mbutcome of violence risk. In

various score on the ~

addition, a suitable cutof be :, or low levels of violence risk

fe

should be studied in the same p

E w
’/-l- ; L

Limitation

e FA I3 A TN A 0 o

about did not record diagnosis tyge of the sagpgles who weregFhai persons with
schlzopa‘ w'] a in jcf“l;'j “;lgiw ﬂl::] adﬂvas not record
d1agnos1s type of Thai persons with schizophrenia; limiting interpret diagnosis type of

persons with schizophrenia in relation to violence risk.
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LIST OF THE EXPERTS

List of experts for CVI

Nine experts who validate content of the Thai Violence Risk scale were

presented as follows:

1.

N

_Psy., Psychiatrist)
st Publish Health
Professor.s /3 S5 MR.C., Psy., MSc., LLB.,

odi Hospital, Mahidol

., Psychiatrist)

£ Publish Health

Associate Profes

)

_fy’ e

‘chimongkol (Ph.D., R.N.)

Facy iy of
Asso 5 4 "  prasert (Ph.D., R.N.)

. i)

Faculty of Nursmg Science, Assumptlon niversity of Thailand.

F&H%@W‘Bﬂ% WG o)

aculty of Medicine, $iriraj hospitgl, Mahidol Uniyggpsity

VWLANT, USRI INEDRLL,..

Galya Rajanagarindra Institute, Department of Mental Health

Mrs. Jalee Jaroensan (ML.N.S., R.N., Mental Health Nurse)
Suansaranrom hospital, Department of Mental Health

Ms. Pavinee Tanabodee-tummajaree (M.N.S.,RN., Mental Health Nurse)

Somdet ChaoPraya institute of psychiatry, Department of Mental Health
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List of experts for weighting score

Nine experts, who weighted score on each item of the second draft of the
Thai Violence Risk Scale were presented as follows:

1. Mr. Prapat Ukranan (M.D., Psy., Psychiatrist)

Nakhorn Rachsima Ra’gy-garindra Psychiatric Hospital, Department

of Mental Hea
2. Mrs. Duasss . - . Psychiatrist)

Galya Rai: 7/ 7\‘"“‘&; t of Mental Health
Wl sychiatrist)
of Mental Health
4.  Ms. Rag ' \ W ychiatrist)

Galya Ra #: in $i L/ ¢ ent of Mental Health
»» R.N., Mental Health Nurse)

5. Ms. Benjawan S<

Galy ™8 ai s 2 f0F Mental Health
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6. Ms. » - th Nurse)
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INFORMED CONSENT FORM

Population sample/Participant Information Sheet

Title: Thai Violence Risk Scale (TVRS) for

The Developmag

Researcher name: =] Student

acn University

Work place: Witute, Thaweewattana,
8899066 ext. 2101, 2102
The objective o y j‘ _’_‘ : N ¥ assessment of violence risk in
Thai persons with schizophrem —= ¥ In this research, mental health nurses
will understand in i 7 s ffulence risk assessment tool

- -
| LY

for violent preventiolr#=," g .charge. This study can help

persons with schlzophrema after discharge long live w1t healthy in the society and re-

odmission e ﬁludf:le%m HNINYINT

In thls research, the infgrmation is ggthered from ghai persons with
schlzo@' qua ﬁn ﬁlmu mn gmﬂrfl\a &Lemg diagnosis
of schlzophrema by ICD-10, 2) being 18 years or more, 3) being discharged from
psychiatric hospital at least one month, 4) having past history of violence, 5) being able
to use Thai verbal communication, 6) willing to participate in this study by answering
the questionnaire about basic information and violence risk of the Thai persons with

schizophrenia after discharge. The time used in answering questionnaire for each patient
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not more than 10 minutes. The setting for this study is the out patient department of
psychiatric hospitals of Mental Health Department, Ministry of Public Health, in four
regions of Thailand. Theses included in the north region (Suan Prung Psychiatric
Hospital), northeast region (Prasrimahabhodi Psychiatric Hospital), central region

ern region (Suansaranrom Hospital). There

(Galiya Rajanagarindra Institute), and g4

are approximately 900 particiny , ' to complete gathering information
is 3 months
To keep all inSed® : / Ssecionnaire will be classified by

ecific to you will not appear
the people involved in this

study and data analysi \ hier people will not see these

information.

If you have any questlb ating in answering the questionnaire of

this research, you c{iydi plfiinroen, Faculty of Nursing,

e
)
)

Chulalongkorn  Unf 5‘ : e ulng, Siamsquare Soi 4,

Pathumwan, Bangkok U330 Tel. 081 4421667 or contact to Associate Professor Jintana

Yunibhand, Faﬂt;u%l ﬁl} ‘w E”%ﬁ W\Eﬂ}’&l ﬂm@k Tel. 02-2189800.

To par%!mpate in this reseafch, the partjgipant willing tggdo and there is no
dangeﬂ)m'lﬂ’ﬂﬂ ﬁem ume] ’Jemﬂo’](&ﬂ up answering
questlon any time if you want and there is no any effect to you. If you want to
participate in answering the questionnaire, please fill in the information on page 2 and
you will get a copy of this document. Your signature confirms that the person who
gathers the information answer all of your questions and you willing to participate in

answering the questionnaire of this research.
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Consent Form for the Participants
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Informed Consent Form

Title: The Development of Thai Violence Risk Scale (TVRS) for Persons
with Schizophrenia
Code number: Population or Participant.................oooviiiiiiiiiiiiiiiiiieen,
I was informed by Miss Utaya Nakcharoen
Address 23 Moo 8 Galya Rajgjgarindra Institute, Thaweewattana,
Bangkok 10170

She has signed has . this Lﬁ f'fmd has explained the objectives

of the study, research ™ - begfit 3 which may occur during
investigation. I have ask, ' N \\ derstand the whole research
process.

I agree to parti: thdraw from the study without
providing a reason. |

I recognize a occur during the study. If I
experience any harmful ¢ given to me by the researcher.
I was informed by the | e ‘mful effects occur during the
investigation. I will be proteg will report any harmful effects to
researcher as soon 75308 L by Law.

I agree toy V AX J:archer, so as to bring a

benefit to this study. |

¥

Finally, I agree willingly to participage,in this study under the conditions above.

ﬂﬂﬂ’&ﬂﬂﬂ?ﬂﬂl’lﬂ‘i

(e )
Place / Date Main researcher signature
(e )

Place / Date Witness signature
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THE ITEM POOL OF THE FIRST DRAFT TVRS (29 ITEMS)
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27-ITEM STATEMENTS OF THE SECOND DRAFT TVRS
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SOCIODEMOGRAPHIC DATA SHEET FOR ITEM ANALYSIS AND EFA
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THE THAI VIOLENCE RISK SCALE (17 ITEMS)
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ITEM DESCRIPTION O

Chronbach’s No. of samples

Item No. CVI Mean SD Alpha if Item answer
Deleted “Yes” (%)
1 .89 1.5933 80630 897 239 (79.70)
2 .89 2.5400 1.08273 .894 254 (84.70)
3 78 1.8900 1.45083 .887 189 (63.00)
4 78 1.6400 1.49595 .897 164 (54.70)
5 .89 1.1100 1.45083 .897 111 (37.00)

6 1 0733 37651 .898 11 (3.70)
7 .78 5600 49722 .898 168 (56.00)
8 1 2.0100 1.41300 .887 201 (67.00)
9 .89 1.3200 1.49165 -1.954 436 = .894 132 (44.00)
10 1 1.9800 350 -1.549 .895 198 (66.00)
11 .89 1.8900 1.45083 ﬂ uéﬂ ’J VI &lﬂ j w H;] n ﬁ .887 189 (63.00)
12 .78 1.0900 1.44529 571 -1. 6§5 . .898 109 (36.30)
13 78 1.3267 ! f] &@ ﬂ imsu w f] ?‘I H f] a EI 898 199 (66.30)
14 .89 5467 gfjﬁ -.18 -1.978 11 164 (54.70)
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Item No.

15
16
17
18
19
20
21
22
23
24
25
26
27

CVl

78
.89
78
.89
78
.89
.89
.78
78
.89
78

Mean SD Skewness
1.9100 1.44529
1.9400 1.43641
2.0300 1.40559
2.1000 1.37707
2.0900 1.38140
1.4133 91210
1.9300 1.43945
1867 39029
7200 1.28339
5267 .88236
2.0000 1.41658
2.0900 1.38140
5933 91510

orrected Item-

Chronbach’s

No. of samples

ARIAINTUNNING

Alpha if Item answer

Deleted “Yes” (%)

.887 191 (63.7)

.887 194 (64.70)

.887 203 (67.70)

.888 210 (70.00)

.888 209 (69.70)

.889 212 (70.70)

.887 193 (64.30)

897 56 (18.70)

.899 72 (24.00)

.898 79 (26.30)

.891 200 (66.70)

.887 209 (69.70)

.896 89 (29.70)
NS
ila

L
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ITEM DESCRIPTION

Item No.

e e S E g S ey
\]O\UI-PUJI\)HOGOO\]O\U]AU‘)N’_‘

CVIl

.89
78
18
.89
1
.89
1
.89
1
1
78
.89
78
.89
78
18
.89

Mean SD

2.5400 1.08273
1.8900 1.45083
1.6400 1.49595
1.1100 1.45083
2.0100 1.41300
1.3200 1.49165
1.9800 1.42350
1.8900 1.45083
1.9100 1.44529
1.9400 1.43641
2.0300 1.40559
2.1000 1.37707
2.0900 1.38140
1.4133 91210
1.9300 1.43945
2.0000 1.41658
2.0900 1.38140

| /&1 Item-

s :lation

'l

4 L DRAFT TVRS

284

Chronbach’s No. of samples
Alpha if Item answer
Deleted “Yes” (%)
.894 254 (84.70)
.887 189 (63.00)
.897 164 (54.70)
.897 111 (37.00)
.887 201 (67.00)
.894 132 (44.00)
.895 198 (66.00)
.887 189 (63.00)
.887 191 (63.70)
.887 194 (64.70)
.887 203 (67.70)
.888 210 (70.00)
.888 209 (69.70)
.889 212 (70.70)
.887 193 (64.30)
.891 200 (66.70)
.887 209 (69.70)
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LISREL PRINTOUT FOR MODEL TESTING OF THE SECOND ORDER
CONFIRMATORY FACTOR ANALYSIS

DATE: 3/19/2011
TIME: 11:41

LISREL 852

yram —= publis

da \
The following lines were read from file D:\I T VTN F[A 15 CIR 2\PS 1 1 WITH CHA 15 CIR 2.LS8:

TI

SECOND ORDER CFA
DA NI=17 NO=604 NG=1 MA
KM

1.000

.448 1.000
.040-.030 1.000
.265 .186 .038 1.000 ﬂ u H q VI Hﬂj w ﬂq nﬁ
.074.098 .428 .225 1. 00

143 .180 .218.091.180 1.000

SRR I NAININY

.288.240 .1".393 .292 398 .467 1.000

.29

—

.299 .257 .125 .404 281 .383 .513.589 1.000

299 217 .142 .323 270 .396 .514 .547 .683 1.000

.293 .262 .138 .344 .278 .370 .534 .539 .616 .602 1.000

.308.206 .192.296 .231 .318 .413 .456 .581 .608 .643 1.000

311.272 1176 .269 .302 .321 .391 .480 .544 .545 .633 .709 1.000

.192.097 .068 .256 .195 .106 .286 .260 .301 .233 .328 .320 .343 1.000
.241.222 102 .325 .326 .284 .358 .429 .534.507 .623 .566 .611 .264 1.000
.150.071 .228 .16

—

.273.292 .266 .329 .371 .303 .408 .344 .360 .245 .317 1.000
.100.101 .370.162 .674 .190 .180 .252.300 .297 .280 .241 .238 .171 .261 .279 1.000
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LA

Item1 Item?2 Item3 Item4 Item5 Item6 Item?7 Item8 Item9 Item10 Item11 Item12 Item13 Item14 Item15 Item16 Item17

MO NY=17 NK=1 NE=2 LY=FU,FI BE=FU,FI GA=FU,FI PH=SY,FR PS=FI TE=SY
LE

Cir Cha

LK

V_Risk

FRLY(1,1) LY(2,1) LY(3,2) LY(4,2) LY(5,2) LY(6,2 12(9,2) LY(10,2)

FRLY(11,2) LY(12,2) LY(13,2) LY(14,2) LY(} BGA(2,1)PS 11
FRTE175TE13 12 TES3TE 173 TE 15 DSTE63TE118TE84TE94

FRTE86TE 138 TE87TE 12 8 TE g — » - - STE83TEIS7TES 4
FRTEI135TEI15S5TE 1410 TE32 2 62TE96TE163TE 123
FRTE133TEI22TE162TE 167 T
PD

OU ME=ML MI SS TV RS FS SC

TI

Number of Input Va?
Number of Y - Variable
Number of X - Variables

Number of ETA - Variables .

-~

Number of KSI - Variables 1 .= ' J 7
Number of Obs;" ¥§ion

il

v

TI

1]
|
W

Covariance Matrix

e ..;tmﬁmm INYINT

Item1 000, ‘ - n 4
= ARARNNTUARIINYIA Y
Ttem3 0.‘10 -0.030  1.000

Item4 0265 0.186 0.038  1.000

Item5 0.074 0.098 0428 0225 1.000

Item6 0.143  0.180 0218 0.091 0.180  1.000

Item7 0291 0.173 0.123 0285 0.171 0.389

Item8 0288 0240 0.176 0393 0292  0.398

Item9 0299 0257 0.125 0404 0281 0383

Iteml0 0299 0217 0.142 0323 0270 0396

Itemll 0293 0262 0.138 0344 0278 0370
Iteml2 0308 0206 0.192 0296 0231 0318



Item13 0311 0272 0.176  0.269 0.302  0.321
Iteml14  0.192  0.097 0.068 0.256 0.195 0.106
Iteml5 0.241 0222 0.102 0.325 0326 0.284
Iteml6  0.150 0.071 0228 0.161 0.273  0.292
Iteml17  0.100 0.101 0370 0.162 0.674 0.190

Covariance Matrix

Item7 Item8 Item9 Iteml0 Itemll

Item7  1.000

Item8  0.467  1.000
Item9  0.513  0.589
Item10  0.514  0.547
Itemll  0.534  0.539
Iteml12 0413  0.456
Item13  0.391  0.480
Iteml4  0.286  0.260
Iteml5  0.358  0.429
Iteml6  0.266  0.329
Iteml17  0.180  0.252

Covariance Matrix

Iteml3 Itemld Iter? ] P
- —— ',
i f’.{

Item13  1.000 = -

Item14  0.343  1.000

‘Ll

v F’J. B NYNINYNAS
. ARIANIUNMINGNAD

Parameter Specifications

LAMBDA-Y
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Item4 0 2
Item5 0 3
Item6 0 4
Item?7 0 5
Item8 0 6
Item9 0 7
Item10 0 8
Item11 0 9
Item12 0 10
Item13 0 11
Ttem14 0 12
Ttem15 0 13
Item16 0 14
Ttem17 0 15
GAMMA
V Risk
Cir 16
Cha 17
PSI
Cir Cha
18 0
THETA-EPS

- AU INENTNYNS

Y I

= RIAN TN INGIAY

Item1

Item3

Item4 23 0
Item5 0 0
Item6 0 28
Item7 0 0
Item8 34 35

Item9 0 0
Ttem10 0 0
Iteml1 0 0
Item12 0 52

0
25
29
0

36

24
26
30
0
37
42

27
0 31
0 32
38 39
0 43
0 46
0 0

289
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Tteml13 0 0 58 0 59 0
Ttem14 0 0 0 64 0 65
Tteml15 0 0 69 0 70 0
Ttem16 0 75 76 0 0 77
Item17 0 0 81 0 82 0
THETA-EPS
Item7 Item8 Item10 Ttemll st

Item7 33

Item8 40 41
Item9 0 44
Ttem10 0 47
Tteml11 0 50
Ttem12 54 55
Item13 60 61
Item14 0 66
Iteml15 71 72
Item16 78 79

Item17 0 0

THETA-EPS

Item13  Item14

Item13 63
Ttem14 0 68

Item15

Item16

= AUEINENINens
ARIAN I INNSE

Number of Iterations = 39

T

LISREL Estimates (Maximum Likelihood)

LAMBDA-Y



291

Iteml  0.738  --
Item2 0.600  --
(0.079)
7.562
Item3 -- 0.166
Item4  -- 0.415
(0.115)
3.614
Item5 -- 0335
(0.081)
4.147
Item6  -- 0.427
(0.113)
3.764
Item7  -- 0.664
(0.176)
3.766
Item8 --  0.672
(0.195)
3.448
Item9 -- 0752

AU INGNINYINT
IFAINTUNRIINYIAY

Q3.794

Item10

Item11 -- 0.829
(0.217)
3.817

Item12  -- 0773
(0.200)
3.872



Ttem13 --  0.754
(0.196)
3.852
Tteml4 -- 0414
(0.114)
3.612
Item15 --0.722
(0.191)
3.776
Iteml6  -- 0475
(0.125)
3.786
Item17 -- 0347
(0.086)
4.021
GAMMA
V_Risk
Cir  0.524
(0.055)
9.488

ﬂ‘UH’JVIElW?WH']ﬂ’i

3.817

ammmmmmqwmaﬂ

Covarla e Matrix of ETA and KSI

Cir  1.000
Cha  0.524  1.000
V_Risk  0.524  1.000  1.000

PHI
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PSI

Note: This matrix is diagonal.

0.275  1.000

0.275  1.000

 EUGIREN NGNS
ARANTUNNINGAY

(0.032) (0.055)
2489 17.472

Item4  0.086 -- .- 0.826

293



(0.031) (0.049)
2.768 17.026
Item5  -- -- 0368 0.079 0.891

(0.040) (0.025) (0.051)
9.284  3.135 17.431

Item6 -- 0.063 0.120 -0.086 --  0.817
(0.032) (0.032) (0.032) (0.0492
1.978  3.737

-2.664

tem7 --  -- -

Item8  0.027 0.021  0.06!
(0.042) (0.038) (0.029) (0
0.646  0.551  2.127

Item9  -- -- -- 00
(0.025)
3.502

Item10  -- -- --
Ttem11 -- -- --
Item12 -- -0.0
w-omﬂﬂﬂ’lﬂimﬁw gIN7
-2.328 61
nemwammn‘sfuw’nwma d
(0.027) (0.020)
2.455 3.459
Iteml4  -- -- -- 0077 -- -0.068
(0.034) (0.033)
2.290 -2.069
Iteml5  -- -- -0013 -- 0070 --
(0.028) (0.022)

-0.453 3.119
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Iteml6  -- -0.075 0.099 --  --  0.092
(0.032) (0.033) (0.033)
-2323  3.021 2.767
Iteml7 -- -- 0306 -- 0560 --
(0.039) (0.042)
7.882 13.177

THETA-EPS

Item7 Item8 Item9 Iteml0

Item7  0.558
(0.038)
14.835

Item8 0.014  0.546
(0.058) (0.113)
0.238  4.841

Item9 --  0.081 0433
(0.065)  (0.029)
1.256  15.040

Item10  --  0.051 0.1 0
h-'
(0.063) (0.022)

0.818  5.878

Item11 -- -0.017  -- -- 4 0312

CAUEAINENINYINT

Item12 106 0. - .0, o 4 S 1 1 v
-4.511 -0.868 2.291 13.783

Item13 -0.107 -0.016 -- -- --  0.128
(0.024)  (0.064) (0.022)
-4.450  -0.248 5.806

Item14  --  -0.024 -- -0.067 --  --

(0.043) (0.025)
-0.555 -2.694
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Iteml15 -0.114 -0.052  -- -- -- --
(0.025) (0.062)
-4.603  -0.840

Iteml6 -0.067 0.009  -- -- -- --

(0.030) (0.047)

-2.272 0.182

Iteml7  -- -- -- --

THETA-EPS

Iteml13  Itemld Iteml5 ot

Item13  0.431
(0.031)
14.034

Item14 -- 0.829

Iteml5 0.063 -- 0478
(0.021) (0.032)
2.974 14.823

(0.046) 1

16.726

- ﬂﬂﬂ’%ﬂﬁlﬂ?‘lﬂmﬂ’i

(0.051)
17,141

QW'I‘@ NINUNIINYAY

Squared ultiple Correlations for Y - Variables

Iteml Item2 Item3 Item4 Item5 Item6

0.547 0360 0.028 0.173  0.112  0.182

Squared Multiple Correlations for Y - Variables

Item7 Item8 Item9 Iteml0 Itemll Iteml2
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0.441 0453 0.567 0.534 0.688 0.596

Squared Multiple Correlations for Y - Variables

Item13 Iteml4 Iteml5 Iteml6 Iteml7

0.569  0.171  0.521 0225 0.120

Goodness of Fit Statistics

Degrees of Freedom = 70

Minimum Fit Function Chi-Squg
Normal Theory Weighted Least Sc;
Estimated Non-centrality Para

90 Percent Confidence Interval to

Minimum Fit Function V/
Population Discrepancy F
90 Percent Confidence Interva’
Root Mean Square Error of A
90 Percent Confidence Interval fc

P-Value for Test of Close Fit (RMS

Expected Cross-Validation Index (EC):#
90 Percent Confidence Iy "%l fg

ECVI for Satura
ECVI for Indepena’™ =
-

W

Chi-Square for Independence Model w th 136 Degrees of Freedom = 9904.177

AU INYNSTNYINS

saturat®h1C = 306.000

QAN Y

Saturated CAIC =1132.747

Normed Fit Index (NFI) = 0.991
Non-Normed Fit Index (NNFI) = 0.996
Parsimony Normed Fit Index (PNFI) = 0.510
Comparative Fit Index (CFI) = 0.998
Incremental Fit Index (IFT) = 0.998
Relative Fit Index (RFI) = 0.983

Critical N (CN) = 685.057
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Root Mean Square Residual (RMR) = 0.0244
Standardized RMR = 0.0244
Goodness of Fit Index (GFI) = 0.983
Adjusted Goodness of Fit Index (AGFI) = 0.963
Parsimony Goodness of Fit Index (PGFI) = 0.450

TI

Fitted Covariance Matrix

Iteml  Item2 Item3  Item4
Iteml  0.996

Item2  0.443  1.001
Item3  0.064 -0.028
Item4  0.247  0.131
Item5 0.130 0.106
Item6  0.165 0.197
Item7  0.257  0.209
Item8 0.287  0.232
Item9 0.291  0.237
Item10  0.283  0.230
Itemll  0.321 0.261
Item12  0.299  0.190
Item13  0.292  0.237
Item14  0.160  0.130

Iteml5 0279 0227 0.0757 =,
s
Iteml6  0.184  0.074  0.17¢81§0.197  0.15 O

Iteml7 0.134 0.109 0364 ‘144 0.676  0.148

AU INENTNYING
AMERTAM N8

Item7 0Q8

Item8  0.460  0.997

Item9  0.499 0.587  0.999

Tteml0  0.485 0.542  0.679  0.999

Itemll 0.551 0.541 0.624 0.606  1.000

Iteml2  0.407 0.463 0.582 0.607 0.641 1.003
Iteml3 0394 0491 0.567 0.551 0.625 0.711
Iteml4 0275 0254 0311 0.235 0343 0320
Iteml5 0365 0433 0.543 0.527 0.598 0.558
Iteml6 0248 0327 0357 0.347 0394 0367



Item17

0.230

0233 0.261  0.253  0.288  0.268

Fitted Covariance Matrix

Item13

Item14 TIteml5 Iteml6 Iteml7

Iteml13  1.000
Iteml4 0312  1.001
Iteml5 0.607 0298  0.998
Iteml6 0358 0.196 0342  1.002
Item17 0.262 0.143  0.250

Fitted Residuals

Iteml  Item2  Item3

Iteml  0.004
Item2  0.005 -0.001
Item3 -0.024 -0.002  0.005
Item4 0.018 0.055 -0.031
Item5 -0.056 -0.008  0.004
Item6 -0.022 -0.017  0.027
Item7  0.034 -0.036 0.013
Item8 0.001 0.008 0.004
Item9 0.008 0.020 0/
Item10  0.016 -0.013 C
Itemll -0.028 0.001 00F
Item12  0.009 0.016 -0.02’5 :0.025
Iteml3 0019 0035 -0.016 -0,044 -0.019 -0.001
Iteml14  0.032 -0.Q3 .01 X -0g0 v
Iteml5 -0.038 - ﬁ ﬁﬁoz ﬁ EIO% i w H q ﬂ i
Iteml6 -0.034 —0.0m 0.050 -0.036 0.114 -0.002
Item17

AN

Fitted RQiduals

Item7

Item7
Item8
Item9
Item10
Iteml1

Item12

0.002
0.007
0.014
0.029
-0.017
0.006

0.003

0.002  0.001

0.005  0.004 0.001

-0.002  -0.008 -0.004  0.000
-0.007 -0.001  0.001  0.002 -0.003

$UINYTa Y

Item8 Item9 Item10 Itemll Iteml2
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Item13  -0.003 -0.011 -0.023 -0.006  0.008 -0.002
Item14  0.011  0.006 -0.010 -0.002 -0.015  0.000
Item15 -0.007 -0.004 -0.009 -0.020 0.025 0.008
Item16  0.018 0.002 0.014 -0.044 0.014 -0.023
Iteml17 -0.050 0.019 0.039 0.044 -0.008 -0.027

Fitted Residuals

Item13 Iteml4 Iteml5 Iteml6

Item13  0.000

Item14  0.031 -0.001
Iteml15  0.004 -0.034
Item16  0.002  0.049 -0.025
Item17 -0.024  0.028

Summary Statistics for Fitted Residual

Smallest Fitted Residual = -0.056

Median Fitted Residual = 0.001

Largest Fitted Residual = 0.114

Stemleaf Plot
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Standardized Residuals

Iteml Item2 Item3 Item4 Item5 Itemo6

Iteml  1.368

Item2 0.715 -0.136

Item3 -0.670 -0.091 0.720

Item4 1.256 1.604 -0.867 0.517

Item5 -1.604 -0.208

Item6 -0.671 -1.149

Item7 1.291 -1.317

Item8 0.108 0.919

Item9 0.341 0.870

Item10  0.682 -0.528

Ttemll -1.541  0.056

Tteml12  0.399  1.303

Item13  0.846  1.500

Iteml4 0953 -0.957

Iteml5 -1.588 -0.203

Iteml6 -1.048 -0.225

Item17 -0.990 -0.227

Standardized Residuals
Item7  Item8  Iten Ite

Item7  0.609

Item8 1.304  0.993

Item9 0.831 0.683 0783

Item10  1.697

w2 ] YaINENINYINg
Item12 1.001 -1. 3 -0.059  0.121 0.164 -1.364
Iteml13

Item14
Item15
Item16

Item17

—)

ANy

0.204  0.660 -1.984 0870 -1.158
2.063 1.680 1.796 -0.409 -1.223

Standardized Residuals

Item13 Iteml4 Iteml5 Iteml6 Iteml7
Item13  0.148
Iteml4  1.401 -0.783
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Iteml15  0.955 -1.448 1.368
Iteml6  0.102  1.534 -1.139 -2.069
Item17 -1.017 0806 0436 3479 --

Summary Statistics for Standardized Residuals

Smallest Standardized Residual = -2.249
Median Standardized Residual = 0.121

Largest Standardized Residual = 3.479
Stemleaf Plot

-2|21000
- 119976665
- 1]44433332222211110000
- 0]988887776666555
- 0/44444333322221110000000000
0]1111122233344444
0[5555667777777788888888999999
1/00000001111223333444 f
1|5555666778
2|113
2
334
35
Largest Positive Standardized K]
Residual for Iteml6and Item>™ =, =

LU

Residual for Item16 and Item5

Residual for Item17 and Iteml16 3. 472
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Standardized Residuals

TI

Modification Indices and Expected Change

Modification Indices for LAMBDA-Y

Cir Cha
Item1 -- --
Item2  -- --
Item3  0.001  --
Item4 1.872  --
Item5 1.204  --
Item6  0.528  --
Item7 0382  --
Item8  -- --
Item9 0245 --

Item10  0.011 --
Itemll 1376  --
Iteml2  0.048  --
Iteml13 2951  --
Iteml14  0.024  --
Iteml5 1.737  --
Iteml6 0423  --
Iteml7  0.004  --

~ queineminean

- ARNAINTAUNMINYAE

Item2

Item3  0.002  --
Item4 0.109  --
Item5 -0.049  --
Item6 -0.045  --
Item7 0.032  --
Item8  -- --
Item9  0.021 --

Item10  0.005 --
Iteml1l -0.048 --



Item12
Item13
Item14
Iteml15
Item16

Item17

Standardized Expected Change for LAMBDA-Y

0.010
0.072
0.009
-0.061
-0.041
0.003

Item1
Item2
Item3
Item4
Item5
Item6
Item7
Item8
Item9
Item10
Iteml11
Item12
Item13
Item14
Iteml15
Item16

Item17

AU INENI NN

0.002
0.109
-0.049
-0.045
0.032
0.021
0.005
-0.048
0.010
0.072
0.009
-0.061
-0.041
0.003

Item1
Item2
Item3
Item4
Item5
Item6
Item7
Item8
Item9
Item10

Ttem11

0.002
0.109
-0.049
-0.045
0.032

AN TUNM NN Y
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Item12
Item13
Item14
Iteml15
Item16

Item17

0.010
0.072
0.009
-0.061
-0.040
0.003

No Non-Zero Modification Indices for BETA

No Non-Zero Modification Indices for GAMMA

No Non-Zero Modification Indices for Ri

No Non-Zero Modification Indices for "2

Modification Indices for THE,

Item1

Item2  Item3

Item1
Item2
Item3
Item4
Item5
Item6
Item7
Item8
Item9
Item10
Tteml1
Item12
Iteml13
Item14
Iteml15
Item16

Item17

1.554
0.528
3.705

1

1.872  0.127

f ayBNENSNEIng

-- 3308 -- 0019

ﬁWﬁﬁ\?ﬂ%ﬁNNﬂﬂmﬂﬁﬂ

-- 1.941 2971 --
0.007 -- 0350 -- 0.173

Modification Indices for THETA-EPS

Item7

Item8 Item9 Item10 Itemll Iteml2

Item7
Item8

Item9

0.087
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Item10
Iteml1
Item12
Item13
Item14
Iteml15
Item16

Item17

Modification Indices for THETA-EPS

Item13 Iteml4 Iteml5

307

1.589  -- -- --

1231 -- 0510 0.120 --

-- -- 089 -- 0000 --

-- -- 1608 0306 0.046 --
0441 -- 0216 -- 0.699 0.126
-- -- 0024 0918 3.527 0.773
-- -- 2592 4137 0536 0.568
1476  -- 0324 1227 0113  0.443

Item13
Item14
Iteml15
Item16

Item17

Expected Change for THETA-

3286  --

- 4592 --
0.136  2.239
0915  0.003

Iteml Item2 Item3 Item4

Item1
Item2
Item3
Item4
Item5
Item6
Item7
Item8
Item9
Item10
Iteml1
Item12
Item13
Item14
Iteml15
Item16

Item17

0.001 --
-- 0.047 -0.012
-0.030 0.005 --
-0.024 -- 0 012 --
””ﬁﬁﬁﬁﬁﬂﬂiﬂﬂw
173
-0.007 —0017 -- 0.010 -- _

‘#Wﬁﬁl FUNATINYINY

--  -0.010 -0.016 -0.016

0.026 0.020 -- -0.042 --  0.003
0.047 -0.054 -0.037 -- 0.044 --
-0.032  -0.001 -- 0041 --  -0.019
-0.022  -- -- -0.045 0.045 --

0.000 0.002 -- 0019 -- 0011

Expected Change for THETA-EPS

Item7 Item8 Item9 Iteml0 Itemll Iteml2
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Item7

Item8

Item9
Item10
Iteml1
Item12
Iteml13
Item14
Iteml15
Item16

Item17

0.007  -- --
0.031  -- -- --
-0.030  --  -0.013 -0.007  --
-- -- 0018 -- 0000 --
-- -- -0.022 0011 0.004 --
0.021  -- -0012 -- -0.020
-- -- -0.003 -0.019 0.G
-- --0.038 -0.050
-0.028  --  0.011 045

Item13 Iteml4 ItemlS

Item13
Item14
Iteml15
Item16

Item17

Item1
Item2
Item3
Item4
Item5
Item6
Item7
Item8
Item9
Item10
Iteml1
Item12
Item13
Item14
Iteml15
Item16

Item17

0.043  --

-- -0.058  --
0.009  0.050 -0.033

-0.024  -0.001  0.002 0.0

-
Iteml  Item2  Iten§®

“ AULINENINYINT

-0.030

FRAMATUNMINYIAY

9
-0.007  0.023 -0.017 -- 0010 --
0.026 -0.032 0.011 0.021 -0.003  --
-0.037  0.016  0.000 0.010 0.000 0.027
0.005  -- --  -0.010 -0.016 -0.016
0.026 0.020 -- -0.042 --  0.003
0.047 -0.054 -0.037 -- 0.044 --
-0.032  -0.001 -- 0042  --  -0.019
-0.022  -- -- -0.045 0.044 --

0.000 0.002 -- 0019 -- 0.011



Completely Standardized Expected Change for THETA-EPS

Item7 Item8 Item9 Iteml0 Itemll Iteml2

Item7  --

Item8  -- --

Item9  0.007 -- -

Item10  0.031 -- -- .

Itemll -0.030 -- -0.013 -0.007
Item12  -- -- 0018 -- 0

Item13  -- - -0.022 0.0

Itemld  0.021  -= <0012

Iteml15  -- -- -0.003 -0.0'2
Iteml6  -- --0.038 -u.us°
Iteml17 -0.028 --  0.011 D22

Completely Standardized Exp ## C'

Item13 Iteml4 Iteml5

Iteml13  --

Iteml4  0.043  --
Iteml5 -- -0.058 -
Iteml6  0.009 0.050 -G

Iteml7 -0.024 -0.001 (]

Maximum Modification Index is or Element (1,1

AU InenIneng

Factor Scores Regressiol

ARIANTUNAIINGINY

Iteml Item2 Item3 Item4 Item5 Item6

Cir 0526 0314 0.022 -0.056 -0.002 -0.041
Cha 0.018 0.032 -0.028 0.008 -0.024 -0.013

ETA

Item7 Item8 Item9 Iteml0 Itemll Iteml2
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Cir 0.057 0.004 0.040 0.017 0.044 0.078
Cha 0.189 0.119 0.089 0.076 0.212 0.179
ETA
Item13 Iteml4 Iteml5 Iteml6 Iteml7
Cir 0011 0.012 0.038 0.047 0.000
Cha 0.118 0.046 0.162 0.071 0.055

TI

Standardized Solution

LAMBDA-Y
Cir Cha

Iteml  0.738  --

Item2  0.600  --

Item3 --  0.166

Item4 -- 0415

Item5 -- 0335

Item6  -- 0427

Item7 --  0.664

Itemg --  0.672

Item9 -- 0752
Iteml10  --  0.731
Itemll --  0.829 ‘
Tteml2  --  0.773m ' — v
e B UHINUNINYINT
temi4  -- 04144 .
Iteml5 - ‘ ‘ e
S ARANIUNRINYINY
Ieml7 4§ 0347

GAMMA
V_Risk
Cir  0.524
Cha  1.000

Correlation Matrix of ETA and KSI
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Cir  1.000
Cha 0.524  1.000
V_Risk 0.524 1.000 1.000

PSI

Note: This matrix is diagonal.

TI

Completely Standardized Solution

LAMBDA-Y
Cir Cha

Iteml  0.739  --

Item2  0.600 --

Item3 --  0.167

Item4 -- 0415

Item5 -- 0.335 -

Item6 -- 0.427 .. .I

Item7 -- 0.664 ‘

Item8  --  0.673mm ] A -1
Item9  -- 075ﬂuﬂqwﬂw5w31ni
temio  -- 07319

Item11 - -

RN IUNRIINGIA Y

Item13 q 0.754

Item14  -- 0413
Iteml5  --  0.722
Iteml6  -- 0474
Item17  -- 0347
GAMMA



Cir
Cha

0.524
1.000

Correlation Matrix of ETA and KSI

Cir
Cha

V_Risk  0.524  1.000  1.000

PSI

Note: This matrix is diagonal.

THETA-EPS

1.000
0.524  1.000

Iteml Item2  Item3

Item1
Item2
Item3
Item4
Item5
Item6
Item7
Item8
Item9
Item10
Iteml1
Item12
Item13
Item14
Iteml15
Item16

Item17

-- -0.081 0.9

0.087  -- --
-- -- 0369
ny

-- 0063 0120 Elfse
T g 0.092

”7Hﬁ85ﬂﬂWiWHﬂﬂi

0.089

QWW\‘Iﬂ‘iﬂJMWl')WEﬂﬁEJ

-- 0067 -- 0068 @ --
-- -- -- 0077 --  -0.068
-- -- -0013 -- 0070 --
-- -0.075 0.100  -- --0.092
-- -- 0307 -- 0559 --

THETA-EPS

Item7 Item8 Item9 Iteml0 Itemll Iteml2
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Item7  0.559

Item8  0.014  0.547

Item9 --  0.081 0433

Iteml0 --  0.052 0.129 0.466

Iteml1 -- 0017 -- -- 0312

Iteml2 -0.106 -0.057 -- 0.042 -- 0404
Item13 -0.107 -0.016  -- -- -- 0128
Iteml14 -- -0.024 -- -0.067 -- --

Iteml5 -0.114 -0.052
Iteml16 -0.067  0.009

Item17 -- -- -

THETA-EPS

Item13 Iteml4 Iteml5

Iteml13  0.431

Iteml4 --  0.829
Iteml5  0.063  --
Iteml6  -- -- -

Item17 -- -- -

TI

Total and Indirect Effects

Total Effects of X on ETA

V_Risk

e AUEINENTNYINS
CARAINTANNINGIAD

BETA*BETA' is not Pos. Def., Stability Index cannot be Computed

Total Effects of ETA on Y

Cir Cha
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Iteml  0.738 --
Item2  0.600 --
(0.079)
7.562
Item3 -- 0.166
Item4  -- 0.415
(0.115)
3.614
Item5S -- 0.335
(0.081)
4.147
Item6  -- 0.427
(0.113)
3.764
Item7  -- 0.664
(0.176)
3.766
Item8 -- 0.672
(0.195)
3.448
Item9  -- 0.75 2 } u "
o UHINBNINYING
ssor 4
Qo.193) '
3.794
Iteml1 -- 0.829
(0.217)
3.817
Item12 -- 0.773
(0.200)

3.872
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Item13  --  0.754
(0.196)
3.852

Iteml4  -- 0414
(0.114)
3.612

Item15 --0.722
(0.191)
3.776

Iteml6  -- 0475
(0.125)
3.786

Item17 -- 0347
(0.086)
4.021

Total Effects of X on Y

Iteml  0.387
(0.041)

9.488

~ o AUEINENTNYINS

(0.042)

AMIANTUIMINYAE

(0.044)

Item3

3.817

Item4 0415

(0.041)

10.191

Item5 0.335
(0.042)
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8.044

Item6  0.427
(0.042)
10.214

Item7  0.664
(0.039)
17.107

Item8  0.672
(0.088)
7.619

Item9  0.752
(0.036)
21.018

Item10  0.731
(0.036)
20.023

Itemll  0.829
(0.034)
24.256

Item12  0.773

(0.036) |

21.422

- o AUEININTNYINS

(0.037)

AR INENa Y

(0.041)
10.159

Item15  0.722
(0.037)
19.575

Iteml6  0.475
(0.041)



11.697

Item17  0.347

TI

Standardized Total and Indirect Effects

(0.041)
8.415

Standardized Total Effects of X on -—_:
—
V_Risk
Cir  0.524
Cha  1.000

Item1
Item2
Item3
Item4
Item5
Item6
Item7
Item8
Item9
Item10
Iteml1
Item12
Item13
Item14
Iteml15
Item16

Item17

-- 0166

-- 0415
-- 0335

-- 0427

-- 0.664

) Z:iZFJl‘lJH‘fj NYNINYINT

-- 0731

AN ITUNN NN Y

-- 0475
-- 0347

Completely Standardized Total Effects of ETA on' Y

317



318

Iteml 0.739  --
Item2  0.600  --
Item3 --  0.167
Item4 -- 0415
Item5 -- 0335
Item6 -- 0427
Item7 --  0.664
Item8 --  0.673
Item9 -- 0753
Iteml0 --  0.731
Itemll  --  0.829
Iteml2 --  0.772
Iteml3 --  0.754
Iteml4 -- 0413
Iteml5 --  0.722
Iteml6  --  0.474
Iteml7 --  0.347

Standardized Total Effects of X o

i

V_Risk
Iteml  0.387
Item2 0315
Item3  0.166
Item4  0.415
Item5  0.335
Item6  0.427
Item7  0.664

Item10  0.731

= fusIneninenns

Z RN TUNMINYAY

Item14  0.414
Item15  0.722
Iteml16  0.475
Item17  0.347

Completely Standardized Total Effects of X on Y



Item1
Item2
Item3
Item4
Item5
Item6
Item7
Item8
Item9
Item10
Iteml1
Item12
Item13
Item14
Iteml15
Item16

Item17

0.388
0.315
0.167
0.415
0.335
0.427
0.664
0.673
0.753
0.731
0.829
0.772
0.754
0.413
0.722
0.474
0.347

Time used: 0.125 Se
i
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