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Gender and Risk Assessment Accuracy:
Underestimating Women’s Violence Potential
Jennifer Skeem,1,7 Carol Schubert,2 Stephanie Stowman,3 Stacy Beeson,3
Edward Mulvey,4 William Gardner,5 and Charles Lidz6

Understanding factors that contribute to mental health professionals’ (MHPs’) accuracy in assessing patients risk of violence can inform efforts to improve accuracy
and to integrate risk assessment technology with practice. Based on a sample of 147
clinicians who assessed 680 patients in a psychiatric emergency room, this study investigates the influence of patient gender, MHP gender, and their potential interaction
on MHPS’ risk assessment accuracy. The results indicate that MHPs of both genders are particularly limited in their ability to assess female patients’ risk of future
violence. This finding was not limited to a particular professional group and was not
attributable to gender-related differences in violence. Implications for future research
on the judgment processes that may underlie MHPs’ limited accuracy with women
and for training programs in violence risk assessment are discussed.
KEY WORDS: mental illness; gender; violence; risk assessment.

Violence risk assessment has become an essential aspect of professional practice for mental health professionals (MHPs). These assessments are required in a
variety of criminal and civil contexts, ranging from decisions about sentencing to
admission to mental health facilities. Currently, however, MHPs are most likely to
assess risk to fulfill their responsibilities to protect third parties while the MHPs are
working with potentially violent patients in the community (Monahan, 1996; Skeem
& Mulvey, 2002).
Errors in such risk assessments have serious implications for the patient and the
public. When MHPs incorrectly deem patients to be at risk for violence (that is, they
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make false positive errors), the consequences for the patient may include involuntary commitment, mandated outpatient treatment, forced use of psychotropic medication, the loss of important civil rights (Monahan et al., 2001; Slovenko, 1992), and
damage to the therapeutic relationship between the patient and the MHP (see Bloch
& Chodoff, 1991). Conversely, when MHPs fail to identify patients at risk (that is,
they make false negative errors), patients may harm themselves, their loved ones,
or members of the general public (Council of State Governments, 2002). Given the
costs of these errors, researchers have made great efforts to improve MHPs’ accuracy in forecasting patients’ violence.
Historically, MHPs have not been viewed as being particularly skilled in this
task (Borum, 1996; Dershowitz, 1969). In fact, early studies suggested that MHPs
were accurate for only one of three cases at best (Monahan, 1981). More recent
and methodologically sound studies have shown that MHPs possess at least modest rates of accuracy (Lidz, Mulvey, & Gardner, 1993; McNiel, Sandberg, & Binder,
1998; Otto, 1992, 1994; Borum, 1996). Nevertheless, the field’s attention has largely
shifted from studying MHPs’ accuracy to developing violence risk assessment tools
to improve it. This shift reflects a growing consensus that unaided clinical judgment
often performs more poorly than clinical judgment that is structured by, or even replaced with, risk assessment tools (Dawes, Faust, & Meehl, 1989; Douglas & Skeem,
in press; Gardner, Lidz, Mulvey, & Shaw, 1996; Grove & Meehl, 1996; Meehl, 1954;
McNiel, Binder, & Greenfield, 1988; compare Litwack, 2001).
The field’s current dialogue about how narrow a role clinical judgment should
play in violence risk assessment assumes, perhaps prematurely, that the door is
closed on unaided clinical judgment (Litwack, 2001). There are three reasons to
continue to use unaided clinical judgments. First, the performance of actuarial assessments may not be as far superior to clinical assessments as is typically assumed
(see Grove, Zald, Lebos, Snitz, & Nelson, 2000). Second, unstructured assessments
probably are the most common grounds for making decisions about violence risk
today and are likely to remain so, unless or until barriers to transferring risk assessment technology to real world settings are addressed (Borum, 1996; Elbogen, 2002).
Third, understanding clinical judgment will remain important even after technology
transfer takes place. This is true both for risk assessment tools that (a) structure
(rather than replace) that judgment (Monahan, 1997; Webster, 1994), and (b) replace judgment, but necessarily rely upon MHPs to evaluate dynamic predictors
(Douglas & Skeem, 2004; Monahan & Steadman, 1994; Ward & Eccleston, 2000),
and to communicate risk information to others involved in the patient’s care (Heilbrun, O’Neill, Strohman, Bowman, & Philipson, 2000). Improving understanding
of clinical judgment is therefore not only reasonable, but is actually a necessary
step toward effectively integrating risk assessment technology with contemporary
practice.
This article enriches the picture of the factors that contribute to MHPs’ accuracy in violence risk assessment. Only a few investigators have gone beyond assessing MHPs’ basic accuracy to identify factors associated with accurate and inaccurate
risk assessments (for example, McNeil, & Binder, 1991, 1995). One key predictor of
accuracy that emerges consistently, however, is patient gender (see Spector, 2001;
Blashfield & Herkov, 1996). Although MHPs’ overall risk assessment accuracy is
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only modest, their accuracy with women is worse, chiefly because they underestimate the likelihood that female patients will become involved in violence (Coontz,
Lidz, & Mulvey, 1994; Elbogen, Williams, Kim, Tomkins, & Scaolora, 2001; Lidz
et al., 1993; McNeil & Binder, 1995). For example, Nicholls, Ledwidge, and Ogloff
(2003) examined psychiatrists’ accuracy in assessing 63 psychiatric patients’ risk of
physical violence (rated as low, moderate, or high) within 1 year of assessment. During that period, 23% of male and 38% of female inpatients engaged in violence. The
probability that a psychiatrist had rated a man involved in violence as being a moderate to high risk was low (.43), nevertheless it was nearly twice the probability that
this rating had been given to a woman involved in violence (.25).
Despite relatively consistent findings that patient gender affects accuracy, the
effects of MHPs’ own gender on accuracy in assessing risk is unclear. Coontz and
her colleagues (Coontz et al., 1994) examined transcripts of MHP interactions with
62 individuals who were referred to a psychiatric emergency room within 72 hr of
involvement in violence. The authors found that MHPs’ gender did not predict the
amount of time MHPs discussed violence potential with patients, although MHPs
were more likely to discuss the issue of violence with men than women. In contrast, Elbogen et al. (2001) found that MHPs’ (N = 81) gender interacted with patient gender in predicting the accuracy of violence risk assessments. MHPs had been
asked to select eight of their recent patients and rate their likelihood of future violence. Although MHPs of both genders rated women as similarly likely to be violent,
female MHPs rated men as more dangerous than did male MHPs. Female MHPs
also perceived a larger “gender gap” in violence than male MHPs, in that, their ratings of dangerousness for men were significantly higher than those for women.
The influence of patient gender, MHP gender, and their potential interaction
on MHPs’ risk assessments has important implications. To the extent that MHPs
inaccurately perceive female patients as disproportionately safe, female patients are
at risk for inadequate supervision and intervention (Binder & McNeil, 1990). Given
findings that male and female patients are at equal risk for future violence, patientand/or MHP- gender judgment biases should be addressed through training (Borum,
1996; Elbogen et al., 2001).
The present study was designed to increase understanding of the extent to
which MHPs’ accuracy in assessing violence risk varies with patient and MHP gender. Based on data from one of the few large-scale, methodologically sound assessments of MHPs’ accuracy in risk assessment (Lidz et al., 1993), we assess the relations between accuracy and patient gender, MHP gender, and the patient by MHP
gender interaction.

METHOD
Lidz et al. (1993) interviewed patients who presented at a psychiatric emergency room, as well as the MHPs who assessed them. After these patients were
discharged, the investigators attempted to locate them in the community and interview both patients and collateral informants (i.e., a family member, significant
other, or close friend who knew them well) three times during a 6-month period.
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These interviews were supplemented by reviews of official records. Baseline interviews focused on MHPs’ assessments of patients’ violence potential, whereas
follow-up interviews focused on patients’ involvement in violence. To ensure that
the data accurately reflected whether at least one violent incident had occurred
during the follow-up, only cases with at least two patient follow-up interviews or
three follow-up interviews, including at least one with the patient, were included for
analysis.
The emergency room had a team-based sequence for processing patients, in
which (a) a staff clinician interviewed the patient in detail, (b) the attending psychiatrist briefly “re-interviewed” the patient, and (c) the clinician and attending came
to a case disposition. After a disposition was determined, investigators asked the
clinician and attending to independently rate their degree of concern that the patient might be violent toward others in the next 6 months (on a six-point scale, ranging from 0 = no concern to 5 = great concern). Lidz et al. (1993) summed these
ratings to generate a total concern score (ranging from 0 to 10) and used this score
to create two groups of patients: “predicted violent” (total concern ≥ 3) and “predicted nonviolent” (total concern = 0). (The group of patients with total concern
scores of 1 and 2 were not included in analyses.) Each “predicted violent” patient
was matched with a “predicted nonviolent” patient on age, sex, race, and admission
status (admitted/not admitted) to prevent MHPs from obtaining high rates of predictive accuracy based on demographic differences. The original sample consisted
of 357 matched pairs (N = 714).
To address the present study’s aim, the original data set was reconfigured.
Specifically, clinicians’ and attendings’ independent ratings of concern about future
violence were extracted to permit an assessment of the relation between predictive
accuracy and gender (of MHP and patient). The use of MHPs’ individual ratings
destroyed the original matching system, given that patients had been matched using
summed, team-based scores.8
Participants
Patients
Clinicians provided ratings of concern for 680 cases and attendings provided
ratings of concern for 667 cases. These are fewer cases than those described in the
study presented by Lidz et al. (1993, N = 714).9 Based on hospital procedure, clinicians and attendings typically saw the same patients (approximately 90% of the
8 Although

the use of individual ratings destroyed the original matching system, cases classified as “predicted violent” and “predicted nonviolent” based on individual ratings did not differ on the original
study’s matching variables (gender, race, age, and admission status). This was true at both the univariate (i.e., t- and chi-square tests) and multivariate (i.e., discriminant function analysis [DFA]) level, for
both clinicians’ and attendings’ predictions.
9 This differences reflects differences in the units of study: individual ratings of concern (in the present
study) or team-based ratings of concern (in Lidz et al., 1993). For “predicted nonviolent” cases, the
number of team-based ratings is equal to or greater than the number of individual ratings. (The numbers are equal if both MHPs for the team-based ratings had “zero” levels of concern, but team-based
ratings exceed individual ratings when a single MHP was counted as a “team” in the original study.)
For “predicted violent” cases, the number of team-based ratings is greater than the number of individual ratings. (For team-based ratings, only one MHP had to have significant concern to qualify the case
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time). Thus, to simplify the presentation of results, only clinicians’ data are reported
here (attendings’ results are reported when they differ substantively from those
reported for clinicians). Based on clinicians’ 680 cases, the current study’s sample
consisted of relatively young (M = 28.3 years, SD = 11), chiefly high-school educated (M = 12.2 years, SD = 3.2), male (60.3%) and female (39.7%) participants
who were equally likely to be White (52.2%) or African-American (47.8%). Research participants’ most common diagnosis was substance abuse disorder (33.1%),
although diagnoses of affective disorder (19.6%), personality (17.0%), schizophrenia or schizoaffective (14.2%), and other (16.2%) disorders were also common. Relatively few were diagnosed only with substance abuse (2.6%) or personality (7.0%)
disorders. Instead, 30.5% of participants were diagnosed with a comorbid substance
abuse and Axis I mental disorder, and 10.0% were diagnosed with a comorbid personality and Axis I mental disorder. According to hospital records, over one-quarter
(26.2%) of participants had a history of at least one arrest.
Mental Health Professionals
Of the 147 clinicians who assessed risk, 37% were junior resident psychiatrists,
24% were master’s-level clinicians, 20% were nurse-clinicians, 12% were doctoral
psychology interns, and 7% were licensed social workers. Sixty percent were women
and 40% were men. The distribution of ratings across clinicians was examined to see
if the results might be affected by a small number of clinicians performing a large
proportion of the assessments. Although cases were distributed relatively evenly
among clinicians, four outlying clinicians assessed 27–32 cases each (nearly 5% of
total assessments).
Of the 62 attendings who assessed risk in this study, 65% were attending psychiatrists and 35% were senior resident psychiatrists. Nevertheless, attending psychiatrists completed the vast majority (95%) of assessments. Most attendings (87%)
were men. Three outlying attending psychiatrists assessed 50–79 cases each. Analyses were conducted that omitted these outlying psychiatrists and clinicians to determine whether they unduly affected the results (see below).
Measures
Predictions
Each MHPs’ rating of their degree of concern about violence within the next
6 months was left in its original scaled form (0 = no concern to 5 = great concern)
and collapsed into a nominal category as well: “predicted violent” (concern ≥ 3) and
“predicted nonviolent” (concern = 0).
Violence
Patient violence was measured based on information from patient and collateral follow-up interviews as well as reviews of records. To elicit information about
for the “predicted violent” sample. For individual ratings, each MHP must have significant concern to
qualify the case as “predicted violent.”)

178

Skeem, Schubert, Stowman, Beeson, Mulvey, Gardner, and Lidz

violent incidents, interviewers administered an expanded version of the Conflict
Tactics Scale (Straus & Gelles, 1990), which assesses multiple categories of specific
acts of aggression ranging from pushing, grabbing or shoving, to using a weapon
on someone (Lidz et al., 1993). When patients had engaged in violence, interviewers asked probe questions to determine the nature of the violent incident (e.g., the
degree of co-combatant injury).
A patient was judged to have been involved in a violent incident if the patient,
collateral, or an official record reported that the patient had laid hands on another
person with intent to harm him or her, or had threatened someone with a weapon
in hand. Verbal threats, incidents in which the patient was the victim of violence
(e.g., the victim of a mugging) or did not engage in any retaliatory violent act, and
parental discipline were excluded. A patient was judged to have been involved in a
serious violent incident if the violent incident included rape, threats with a weapon
in hand, use of a weapon, injuries that required medical attention, and attempted
homicide. The measures of violence and serious violence were dichotomous, and reflected whether or not the patient had been involved in at least one incident during
the full, 6-month follow-up period. Only violent incidents that occurred in the community (rather than closed treatment settings) were considered in these analyses. Of
clinicians’ 680 cases, 45% were involved in some form of violence, and 20% were
involved in one or more serious violent incidents.
RESULTS
The chief aim of this study was to assess the relations among patient gender,
MHP gender, and risk assessment accuracy. To help interpret the results of our main
analyses, we began by assessing the basic accuracy of MHPs’ individual concerns. In
this section, MHPs’ basic accuracy is presented, followed by its relation to gender.
Only clinicians’ results are considered to simplify the presentation.
Accuracy of Individual Concerns
We first assessed the basic accuracy of MHPs’ nominal concerns (“predicted
violent” vs. “predicted nonviolent”) in predicting patience violence. As shown in
Table 1, clinicians’ nominal concerns were weakly (φ = .20), but significantly predictive of patient violence, χ2 (1, N = 605) = 24.65, p < .001. Notably, the finding
that individual MHPs have modest predictive power is consistent with that found
for MHPs functioning as teams (see Lidz et al., 1993).
Table 1. Clinicians’ Basic Predictive Accuracy

Predicted nonviolent
Predicted violent
Total

Not violent

Violent

Total

227
108
335

129
141
270

356
249
605

Sensitivity = .52. Specificity = .68. Positive predictive power =
.57. Negative predictive power = .64.
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Litwack and Schlesinger (1999) expressed concern that using dichotomous predictions of violence, as opposed to scaled predictions, may underestimate the accuracy of MHPs’ predictions. Therefore, we also analyzed the accuracy of MHPs’ predictions in the 0–5 scale using ROC curve methods. The results were consistent with
those found using dichotomized predictions. Using Swets (1988) descriptive classifications, the accuracy of MHPs’ predictions was poor (the area under the ROC curve
was only 61%). The cutoff that balanced false negative and false positive errors (2)
was similar to the value that we used to dichotomize the predictions. Therefore,
for the remainder of the paper we consider “violent/non-violent” predictions only.
Notably, a subset of analyses completed with scaled predictions produced findings
parallel to those described below.
Relation Between Accuracy and Gender
The second aim of the study was to assess the relation between predictive accuracy and patient gender, MHP gender, and the patient gender × MHP gender interaction. Hierarchical loglinear analyses were performed to assess the relationship
among four dichotomous variables: patient gender, MHP gender, MHPs’ predictions, and whether the patient was violent during the follow-up. For these analyses,
three interactions were of particular interest. The first was the four-way interaction
(MHP prediction × patient gender × MHP gender × violence). If this interaction
were significant, it would mean that predictive accuracy varied, depending upon specific MHP gender and patient gender combinations (that MHPs either were more
accurate at predicting same gender patient violence or opposite gender patient violence). The second was a three-way interaction (MHP prediction × patient gender ×
violence), which, if significant, would indicate that predictive accuracy was associated with patient gender. The third was a three-way interaction (MHP prediction ×
MHP gender × violence), which, if significant, would indicate that predictive accuracy was associated with MHP gender.
In the first analysis, all variables were entered directly to test a saturated model
(that included all main effects and all interactions). As shown in Table 2, the results
of this conservative analysis indicated that patient gender, but neither MHP gender
nor its interaction with patient gender, were associated with predictive accuracy.
Specifically, the three-way interaction of interest that included patient gender was
significant, but the three-way interaction of interest that included MHP gender, and
the four-way interaction were not significant. The results indicate that MHPs’ predictive accuracy varied significantly with patient gender, even when controlling for
significant lower-order associations that reflected MHPs’ basic accuracy (MHP prediction x violence) and women’s greater involvement in violence (patient gender ×
violence).
In the second analysis, all variables were entered stepwise via backward deletion of effects to build a “best-fitting” model by statistical criteria. The substantive
results of this analysis, particularly with respect to the three-way and four-way interactions of interest, were consistent with those reported above. The final model
included only the main effect of MHP gender (χ2 [1, 600] = 23.39, p < .001) and
the three-way interaction among MHPS’ predictions, patient gender, and patient
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Table 2. Predictive Accuracy and Gender: Loglinear
Results for a Saturated Model
χ2

Effect
Main effects
Clinician
Patient
Prediction
Violence

23.35∗∗∗
24.16∗∗∗
18.11∗∗∗
6.01∗∗

Two-way interactions
Patient × clinician
Patient × prediction
Clinician × prediction
Clinician × violence
Patient × violence
Prediction × violence

2.33
.11
1.14
.81
4.30∗
24.45∗

Three-way interactions
Patient × clinician × prediction
Patient × clinician × violence
Clinician × prediction × violence
Patient × prediction × violence
Four-way interaction

2.88
.22
.20
3.86∗
.27

Clinician: clinician gender; Patient: patient gender.
∗ p < .05; ∗∗ p < .01; ∗∗∗ p < .001.

violence (χ2 [1, 600] = 4.14, p < .05). As before, the three-way interaction among
MHPs’ predictions, MHP gender, and patient violence was not significant, nor was
the single four-way interaction. Notably, in these analyses, cell sizes were adequate
and there was sufficient power to detect at least a medium effect (Cohen, 1988,
1992).
These multivariate results were consistent with the results of univariate tests.
As shown in Table 3, the association between patient gender and predictive accuracy
(accurate/inaccurate) was weak, but significant (φ = .10, p < .05). Table 3 presents
the sensitivity, specificity, negative predictive power (NPP) and positive predictive
power (PPP) of clinicians’ predictions for women and men. Clinicians’ predictions
were poorer for women than men, although the difference was statistically significant (p < .05) only for negative predictive power.
Table 3. Clinicians’ Predictive Accuracy and Patient Gender

Women
Men

Predicted nonviolent
Predicted violent
Total
Predicted nonviolent
Predicted violent
Total

Not violent

Violent

Total

79
45
124
148
63
211

64
56
120
65
85
150

143
101
244
213
148
361

Sensitivity for women vs. men = .47 vs. .57. Specificity for women vs.
men = .64 vs. .70. Positive predictive power for women v. men= .55 vs.
.57. Negative predictive power for women vs. men= .55 vs. .70.
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Ruling Out Alternative Hypotheses
In summary, these results suggest that MHPs are less accurate at predicting violence involving women patients, and that MHP gender and its interaction with patient gender have little effect on predictive accuracy. We completed
several final analyses to rule out possible methodological explanations for these
findings.
Are Predictions More Accurate for Serious Violence?
One might argue that the modest rates of basic predictive efficiency found
here reflect the fact that MHPs do not view minor patient violence as worthy
of concern. Because MHPs focus narrowly on serious patient violence, only serious violence should be considered when assessing accuracy. We therefore completed the analyses of predictive utility using serious violence as the criterion.
These analyses did not reveal greater predictive accuracy than those that focused
on violence in general. For example, ROC analyses of clinicians scaled concerns
in relation to serious violence produced an AUC of .63 (SE = .03) for serious violence, which is highly similar to the AUC of .61 (SE = .02) found for violence
overall.
Another issue is whether MHPs’ have poorer predictive accuracy for women
because men are involved in more serious violence. This argument is wrong in its
premise: there was no significant relation between patient gender and the occurrence of serious violence, χ2 (1) = 0.05, ns.
Does Predictive Accuracy Vary Substantially Across MHP Subgroups?
As noted earlier, the results reported above focus on clinicians rather than attendings. This is because results were highly similar for the two groups. For example, ROC analyses of attendings’ scaled concerns in relation to violence produced
an area under the curve of .59 (SE = .02), which is only 2% lower than that for
clinicians. As with clinicians, loglinear analyses revealed no significant association
between predictive accuracy and attending gender, nor an attending by patient gender interaction. Relative to clinicians, there were less pronounced gender-related
differences in accuracy for attendings: their predictions were accurate for 45% of
women and 62% of men, (χ2 [1, 561] = 2.63, p < .10). Nevertheless, as with clinicians, attendings’ false negative rate for women (29.4%) was substantially higher
than that for men (16.0%). In summary, the key findings seem applicable to both
clinicians and attendings.
An additional concern is whether the results reflect the influence of a
few individuals who evaluated an extreme number of cases in the emergency
room. To examine this possibility, analyses parallel to those above were completed, omitting these “extreme” individuals. The results obtained were similar
to those reported above. For example, an ROC analysis completed without
the four outlying clinicians who completed 27–32 cases each produced an area
of the curve of .61 (SE = .02), identical to that obtained with the entire
sample.
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How Might Dependent Samples Affect Predictive Accuracy?
As noted earlier, although the use of individual rather than team-based predictions destroyed the original study’s matched design, univariate and multivariate
analyses indicated that the individually-based “predicted violent” and “predicted
nonviolent” cases were still similar on all matching variables (age, sex, race, and admission status). To ensure that the results obtained were not due to dependency between the originally matched samples, we completed analyses of MHPs’ predictions
using statistics appropriate for nonindependent samples (for example, McNemar’s
test of dependent sample proportions). The results obtained were parallel to those
reported above.
DISCUSSION
In contemporary clinical settings, the prototypic violence risk assessment is
completed by an MHP who chiefly relies on his or her professional judgment.
This study was among the first to systematically assess the relation between violence risk assessment accuracy and MHP gender, patient gender, and their interaction. The results indicate that, as others had found (Coontz et al., 1994; Elbogen
et al., 2001; McNeil & Binder, 1995; Nicholls, Ledwidge, & Ogloff, 2003) MHPs
underestimate the risk of future violence in female psychiatric patients. We also
found that male and female MHPs are equally poor at assessing women’s violence
potential.
We tested a number of alternative hypotheses for our finding that MHPs were
poorer in assessing womens’ risk of future violence than mens.’ We found that the
results were not limited to a particular professional group (they applied to clinicians
and attending psychiatrists; and MHPS who saw more and fewer patients). Similarly,
the results could not be attributed to any gender-related differences in seriousness
of the violence, because women in this study were as likely to be involved in serious
violent as men.
MHP’s underestimation of violence in women may be based partially on two
factors. First, in society as a whole, women have a lower rate of violence than men
(Litwack & Schlesinger, 1999; Robbins, Monahan, & Silver, 2003), and MHPs may
adjust their risk assessments accordingly. Substantial evidence, however, suggests
that the gender gap in violence is absent in psychiatric populations (Elbogen et al.,
2001; Lamb, McNiel, & Binder, 2000; Newhill, Mulvey, & Lidz, 1995). Based on
data for 1,136 psychiatric patients involved in the MacArthur Violence Risk Assessment Study, Robbins et al. (2003) found that the prevalence rate of “violence or
other aggressive acts” during the first year after discharge was essentially the same
for men (59.8%) and women (61.6%). Second, MHPs’ underestimation of women’s
violence potential may reflect the fact that women’s involvement in violence is less
visible than men’s, since it occurs disproportionately in the home with family members (Hiday, Swartz, Swanson, Borum, & Wagner, 1998; Kruttschnitt, Gartner, &
Ferraro, 2002; Newhill, Mulvey, & Lidz, 1995; Robbins et al., 2003). Robbins and
her colleagues (2003) found that women’s co-combatants were significantly more
likely than men’s to be family members, and men’s co-combatants were significantly
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more likely to be friends, acquaintances, or strangers. Violence and other aggressive
acts were more likely for women than men to occur in the home.
Despite the clear finding that risk assessment accuracy was associated with patient gender, we found no relation between risk assessment accuracy and MHP
gender or the interaction of MHP gender with patient gender. Because few studies have addressed this issue, and the results of these studies are mixed (compare
Coontz et al., 1994; Elbogen et al., 2001), it is difficult to contextualize this finding. Nevertheless, the results suggest that MHPs’ own gender may have little to
do with their accuracy in assessing men and women’s risk. Male and female MHPs
seem to share whatever judgment processes there are that limit their ability to assess
women’s violence potential.
A secondary finding of this study is that the results on MHPs’ accuracy originally presented by Lidz and his colleagues (1993) were not an artifact of the use
of team-based predictions or a decision to dichotomize MHPs’ predictions (see
Litwack & Schlesinger, 1999). The AUC for clinicians’ ratings of concern suggested
there was only a 61% chance that a patient who later became violent elicited more
concern from clinicians than a randomly chosen patient who did not become violent.
Clinicians’ poor levels of accuracy are lower than, but comparable to, the fair-good
levels typically found for the violence risk assessment tools (approximately .76–
.80; for example, Douglas, Ogloff, Nicholls, & Grant, 1999; Monahan et al., 2001;
Quinsey, Harris, Rice, Cormier, 1998).
Limitations and Implications
The strength of this study lies in its large sample size, strong design for testing
risk assessment accuracy, and provision of data to thoroughly test the specific aims
against competing hypotheses. Although there was no effort in this study to correct
estimates of the patient’s community violence for the amount of time they actually
spent in the community during the 6-month follow-up period, all cases (regardless
of admission status) were followed from the time they left the hospital for the community.
This study has strong implications both for future research and clinical practice. First, although this study clearly suggests that MHPs underestimate women’s
violence potential, it sheds little light on why they do so. As suggested earlier, we
expect that MHPs are mistaken about female patients’ baserates of violence and serious violence. In a related sense, MHPs may weight the utilities of potential errors
in prediction differently for men and women. To the extent that they are less concerned about false negative errors for women than men, they may less often deem
women as at risk for future violence. A third possibility is that MHPs are limited in
their ability to predict the type of violence in which women are involved (regardless of whether a man or woman is involved in this type of violence). Determining
whether MHPs underestimate women’s risk of violence, weight errors of prediction
with women differently, or have a “blind spot” for the type of violence in which
woman usually engage will have direct implications for developing interventions
that might best improve MHPs risk assessments with women. Such interventions
could focus on informing MHPs about the nearly equal baserates of violence for
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men and women, or might emphasize a particular form of violence that often goes
undetected by MHPs (and perhaps even risk assessment tools).
Improving MHPs risk assessments may, in turn, help to better address the needs
of a potentially underserved population. If women are as likely to be violent (and
seriously violent) as men following discharge, but are not identified as high risk
cases, they will not be provided with services designed to manage risk. The determination of gender-based bias in judgment is thus linked to the larger inquiry of
potential gender bias in service provision or the application of mandated treatment.
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