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ABSTRACT: Few studies have investigated criminal and violent behavior in patients with affective disorders. We reviewed the national crime
register for records of criminal offenses committed by 1561 patients with affective disorders and studied the predictive value of certain psychopatho-
logical symptoms assessed with the Association for Methodology and Documentation in Psychiatry (AMDP) system concerning future criminal
behavior. Sixty-five (4.2%) patients had been convicted in the 7–12 years after discharge (307 cases). Patients with the AMDP syndrome mania had
a significantly higher risk for later criminal behavior. The combination with the hostility syndrome further increased the risk. These findings are in
line with previous data indicating a higher risk for later criminal behavior in patients with a manic ⁄ bipolar disorder compared to depressive disorder.
As previously demonstrated in another sample of schizophrenic patients, the AMDP syndromes mania (and hostility) is associated with a higher risk
of later criminal behavior.
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Recent data indicate a dramatic twofold to threefold increase in
patients with mental disorders treated in forensic-psychiatric hospi-
tals over the last decade (1). Previously, numerous studies have
suggested an association between major mental disorders, criminal
behavior, and violent crimes (2–12). The most robust evidence
exists for an association between schizophrenia and violent crimes
(13,14). There are less studies on affective disorders and violent
behavior (3,8,10,11). Some studies suggest a higher criminality rate
in bipolar and manic patients than in patients with unipolar major
depression (8). Previously, we reported the risk for nonviolent and
violent crimes to be highest in former inpatients with bipolar
disorder (15).

Multiple studies aim to define predictors for violence risk in
patients with mental disorders. Previous studies identified substance
use as a risk factor for later criminal behavior and violent crimes
(3,16–21), especially in manic and bipolar disorder (22–24). Other
predictors of later criminal behavior in psychotic patients are lack
of insight (14,25,26) and medication noncompliance (14,27,28).

As the risk assessment in psychiatric patients cannot be based on
clinical diagnosis only, we examined further psychopathological
data obtained in a large group of former inpatients with affective
disorder studied for the prevalence of criminal behavior and violent

crimes in a 7-year to 12-year postdischarge period concerning their
predictive value on later criminal risk.

Methods and Data Analysis

The methods of this study have been described in detail else-
where (14,15). In brief, we analyzed the prevalence of criminal
behavior and violent crimes among former inpatients with affective
disorder (ICD-9 criteria) by reviewing the German national crime
register of criminal offenses (‘‘Bundeszentralregister’’). This register
records all convictions and acquittals (but not charges) for nonvio-
lent and violent crimes. We assessed convictions between discharge
(1990–1995) and 2002 and separated entries in the register into
two groups: nonviolent criminal behavior and violent criminal
behavior. In this additional study, we analyzed Association for
Methodology and Documentation in Psychiatry (AMDP) syndromes
as predictive factors for criminal behavior and violent crimes
among former inpatients with affective disorder, i.e., bipolar, manic,
and major depressive disorder according to ICD-9 criteria. The
ICD-9 diagnosis for a manic disorder (a distinct period of abnor-
mally and persistently elevated, expansive, or irritable mood lasting
at least 1 week with or without psychotic symptoms) corresponds
to the DSM-IV criteria for a single manic episode that is subsumed
under the category of bipolar disorders.

The AMDP system is a comprehensive rating instrument devel-
oped by the Association for Methodology and Documentation in
Psychiatry and includes more than 200 symptoms (29). Each psy-
chiatric symptom of the AMDP system is scored on a four-point
scale from 0 (absent) to 3 (severe) with defined anchor statements
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using a semi-structured interview. Pietzcker et al. (30) extracted
nine psychopathological syndromes by using a principal component
analysis of AMDP ratings to establish possible psychopathological
characteristics for future criminal behavior: paranoid-hallucinatory,
depressive, psycho-organic, obsessive-compulsive, manic, apathy,
hostility, catatonic ⁄ stuporous, and autonomic syndrome. For exam-
ple, the hostility syndrome is composed of seven AMDP symptom
items: suspiciousness, dysphoria, irritability, aggressiveness, lack of
feeling of illness, lack of insight, and uncooperativeness. As each
item can be rated as 0 (absent), 1 (mild), 2 (moderate), or 3
(severe), the total possible score for the hostility syndrome ranges
from 0 to 21 (sum scores of all items). In addition to the aforemen-
tioned standardized assessment of psychopathological symptoms,
the AMDP system also includes a section for the documentation of
sociodemographic data like marital status, education, and ethnicity.

Subjects

All patients (n = 1561) were included who met the ICD-9
diagnosis of affective disorder and were treated as inpatients in the
Psychiatric Hospital of the Ludwig-Maximilian University of
Munich between 1990 and 1995. Patients were subdivided into
those with bipolar (n = 756), manic (n = 89), and major depressive
disorder (n = 702). Fourteen patients with other and unspecified
bipolar or episodic mood disorder were not included in the
analysis.

Procedure

The psychopathology and clinical history of all included patients
had been assessed by an experienced and trained psychiatrist. The
AMDP assessment took place at admission to and discharge from
inpatient treatment.

Statistical Analysis

Data were analyzed using SPSS, version 16.0. Continuous vari-
ables were analyzed by univariate variance analyses, categorical
data by chi-square test. To predict later criminal behavior, we used
a binary logistic regression with the AMDP syndromes as predict-
ing variables to predict the probability of the event ‘‘future criminal
behavior’’ (yes ⁄no). To calculate the impact of co-existing syn-
dromes on later criminal behavior, syndromes were classified as 0
(absent), 1 (mild), or 2 (moderate ⁄ severe). The discrimination
between 1 and 2 was made by means of a median split. The rela-
tive frequency of later criminal patients compared to later noncrimi-
nal patients in the presence of co-existing syndromes (e.g., hostility
AND manic syndrome) of different severity was calculated by chi-
square test.

In a final step, we calculated the odds ratios (OR) to estimate
the average change in the odds of the predicted event (criminal
behavior after discharge) associated with the presence of the risk
factor ‘‘psychopathological syndrome.’’

The two-tailed alpha level was 0.05.

Results

Patient Characteristics

During the observation period, a total of 307 convictions were
recorded, among them, 258 nonviolent and 49 violent crimes (for
details see [15]). Seventy-four crimes were committed by patients
with a manic disorder (65 nonviolent and 9 violent crimes), 76 by

patients with a bipolar disorder (62 nonviolent and 14 violent
crimes), and 154 by depressive patients (129 nonviolent and 25
violent crimes). A total of 65 patients committed the nonviolent
and violent crimes (14 patients with a manic, 17 with a bipolar,
and 33 with a major depressive disorder). All 65 patients (4.2% of
the whole sample) committed nonviolent crimes; 21 of them com-
mitted violent crimes, too. Regarding all 307 convictions, each
offender committed 4.72 crimes on average (manic disorder: 5.29;
bipolar disorder: 4.47; depressive disorder: 4.67). Seventy proceed-
ings were discontinued because of lack of evidence. They could
not be differentiated and were counted as nonviolent crimes.

Sixty-five patients (4.16% of the total sample) committed crimi-
nal acts during the follow-up period. Of the 307 convictions, 48
were for violent crimes (physical aggression against other people),
which were committed by 21 patients (1.35%). The mean number
of violent crimes was 2.33. There were a total of 210 lawsuits,
whereby 70 (33.33%) proceedings were discontinued (acquittals).
The rate for criminal behavior and violent crimes was especially
high in the manic group: 15.73% of these patients were listed in
the national crime register during the follow-up period and 5.6%
were convicted of physical injury offenses. This rate was four times
higher than the rate in the major depressive group (1.42%).

There was a wide range of criminal behavior, with defalcation
(11.73%; 36 cases), theft (7.82%; 24 cases), and fraud (6.51%; 20
cases) being the most frequent. There was also a significant number
of aggressive and violent crimes (48 cases), with physical assault
(46.34%; 19 cases) being the most frequent. One murder was com-
mitted by a manic (male) patient.

Sociodemographic Risk Factors for Future Delinquent Behavior

The sociodemographic characteristics of the sample, divided into
later noncriminal and criminal patients, are given in Table 1.

As expected, in this study, male gender was a substantial risk
factor for nonviolent and violent behavior. Men started a criminal
career after discharge nearly twice as often as women (v2(df) =
31.1 (1), p < 0.01). Also, there were significantly more patients
with a manic disorder in the criminal group (v2(df) = 36.8 (2),
p < 0.01). Manic disorder, therefore, seems to be a high-risk diag-
nosis for later criminal behavior. Furthermore, there were signifi-
cant differences in marital status and educational status. In the
criminal group, more patients were widowed (v2(df) = 56.9 (3),
p < 0.01) and more patients had a higher education (v2(df) = 6.3
(2), p < 0.05) than in the noncriminal group.

There were no significant group differences concerning age, dura-
tion of hospital stay, lack of insight at admission, or substance use.

Psychopathological Risk Factors Predicting Criminal
Behavior After Discharge

The scores at admission and discharge of the following AMDP
syndromes (see Methods and Data Analysis) were analyzed to evalu-
ate the possible impact of psychopathology on future criminality:
Paranoid-hallucinatory syndrome (M (admission) = 1.22, SD = 2.99;
M (discharge) = 0.10, SD = 0.66), depressive syndrome (M (admis-
sion) = 12.42, SD = 7.76; M (discharge) = 2.13, SD = 3.45), psy-
cho-organic syndrome (M (admission) = 1.43, SD = 2.37; M
(discharge) = 0.39, SD = 1.40), obsessive-compulsive syndrome (M
(admission) = 0.11, SD = 0.58; M (discharge) = 0.03, SD = 0.26),
manic syndrome (M (admission) = 2.34, SD = 4.12; M (dis-
charge) = 0.61, SD = 1.69), apathy syndrome (M (admis-
sion) = 5.38, SD = 4.42; M (discharge) = 1.29, SD = 2.10), hostility
syndrome (M (admission) =2.24, SD = 3.53; M (discharge) = 0.60,
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SD = 1.73), catatonic ⁄ stuporous syndrome (M (admission) = 7.26,
SD = 5.11; M (discharge) = 1.61, SD = 2.46), and autonomic syn-
drome (M (admission) = 1.14, SD = 2.23; M (discharge) = 0.30,
SD = 0.91).

Of the nine AMDP syndromes at admission and discharge, only
the manic syndrome at admission and discharge reached statistical
significance in the binary regression model to predict later criminal-
ity. Patients with affective disorder who had a higher score for the
manic syndrome at admission or at discharge showed a greater like-
lihood for criminal behavior in the future (admission: p < 0.001,
odds ratio = 1.13; discharge: p < 0.001, odds ratio = 1.15).

The presence of the hostility syndrome seems to be predictive
for later criminal behavior in schizophrenic patients (14). Therefore,
we compared the co-existence of the hostility and the depressive
syndrome or the hostility and manic syndrome respectively in later
criminal and noncriminal patients (see Table 2). At admission, the
observed probability of future criminality was especially high when
the scores for hostility and manic syndrome were high (‘‘severe
hostility ⁄ severe manic syndrome’’) (p < 0.05).

Odds Ratios

Finally, odds ratios were calculated for the probability of future
noncriminal ⁄ criminal behavior for the manic and hostility syndrome
at admission and discharge (see Table 3).

Patients with a severe manic syndrome showed later criminal
behavior more often than patients without a manic syndrome
(admission: OR = 1.78; discharge: OR = 3.1) or those with a mild
manic syndrome (admission: OR = 1.41; discharge: OR = 1.7).
Patients with a severe hostility syndrome also had slightly more

convictions after discharge than patients with a mild hostility syn-
drome (admission: OR = 1.4; discharge: OR = 1.3).

Discussion

Forensic risk assessment plays an important role in the judicial
process and for psychiatric expert witnesses. Intuitive or just clini-
cal, nonstandardized assessments are not sufficient in this respect
(31). Especially in the area of affective disorders, the diagnostic
criteria for the diagnosis of mania or bipolar disorder have dramati-
cally changed over recent years with a widening of the diagnostic
criteria for bipolar disorder (32), questioning the role of clinical
diagnosis for predicting risk of violence.

Apart from clinical diagnosis and sociodemographic variables,
standardized psychopathological scales may help to predict risk for
later violence in psychiatric patients. In the present study, we ana-
lyzed the predictive value of AMDP symptoms and profiles con-
cerning the risk for later criminal behavior and violent crimes in a
group of 1561 patients with affective disorder on the basis of
records in the national crime register for a 7-year to 12-year period
after discharge.

A previous descriptive analysis already gave evidence for a moder-
ate association between affective disorder and criminality, especially
in manic and bipolar patients, respectively (25). These data indicated
a significant rate of nonviolent crimes (307 cases), but there were also
a number of aggressive and violent crimes (48 cases including one
homicide). Criminal behavior and violent crimes were most frequent
in patients with unipolar mania, where nearly 16% committed crimes
after discharge. Psychopathological data obtained in this sample fur-
ther emphasize this association. The data of this study indicate that

TABLE 2—AMDP syndromes predicting overall criminality at admission.

Syndromes at Admission
Predicting Criminality

Cases
(criminality

yes ⁄ no)
Observed

Probability (%) p
Hostility
Syndrome

Manic
Syndrome

0 0 15 ⁄ 515 2.8 0.66
0 1 6 ⁄ 162 3.6
0 2 4 ⁄ 84 4.5
1 0 5 ⁄ 190 2.6 0.42
1 1 0 ⁄ 61 0
1 2 2 ⁄ 64 3.0
2 0 7 ⁄ 148 4.5 0.04*
2 1 2 ⁄ 61 3.2
2 2 24 ⁄ 211 10.2

0, not present; 1, mild; 2, moderate ⁄ severe; AMDP, Association for
Methodology and Documentation in Psychiatry.

*p < 0.05.

TABLE 1—Patient characteristics.

No Conviction
After

Discharge

Conviction
After

Discharge v2(df) ⁄ F(df)

N 1496 (100%) 65 (100%)
Sex

Male 470 (31.4%) 42 (64.6%) 31.1 (1)*
Female 1026 (68.6%) 23 (35.4%)

Diagnosis
Bipolar disorder 752 (50.3%) 18 (27.7%) 36.8 (2)*
Manic disorder 75 (5.0%) 14 (21.5%)
Major depressive
disorder

669 (44.7%) 33 (50.8%)

Age 53.2 (SD=16.3) 54.2 (SD=15.8) 0.23 (1)
Marital status

Single 337 (22.5%) 8 (12.3%) 56.9 (3)*
Married ⁄ partnership 726 (48.5%) 21 (32.3%)
Separated ⁄ divorced 284 (19.0%) 10 (15.4%)
Widowed 149 (10.0%) 26 (40.0%)

Education�

Low 369 (24.7%) 20 (30.8%) 6.3 (2)**
Moderate 697 (46.6%) 20 (30.8%)
High 430 (28.7%) 25 (38.5%)

Duration of hospital
stay

64.3 (SD=52.0) 66.9 (SD=40.5) 0.16 (1)

Lack of insight
Yes 21 (1.4%) 1 (4.5%) 0.01 (1)
No 1475 (98.6%) 64 (95.5%)

Substance use
Yes 320 (21.4%) 9 (13.8%) 2.1 (1)
No 1176 (78.6%) 56 (86.2%)

*p < 0.01; **p < 0.05.
�Low: no graduation, school for mentally handicapped children, ‘‘poor’’

CSE. Moderate: ‘‘good’’ CSE, O-level. High: A-level, high school
graduation.

TABLE 3—Odds ratios for the probability of future noncriminal ⁄ criminal
behavior for the manic and hostility syndrome at admission and discharge.

Severity*

Odds Ratios

Admission Discharge

Manic syndrome 0 vs. 1 0.9 0.8
0 vs. 2 1.78 3.1
1 vs. 2 1.41 1.7

Hostility syndrome 0 vs. 1 0.74 1.0
0 vs. 2 1.6 1.7
1 vs. 2 1.4 1.3

*0, not present; 1, mild; 2, moderate ⁄ severe.
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the AMDP syndrome mania at admission and discharge may predict
the long-term risk for later criminal behavior and violence. The
AMDP system is a well-established standardized method to record
and measure psychopathological symptoms independent from psychi-
atric diagnosis (29,30). The combination of the manic syndrome with
the AMDP hostility syndrome enhanced the predictive value. Other
psychopathological syndromes were not found to be predictive in this
sense. These findings are basically in line with the pervious data indi-
cating that the clinical diagnosis of mania is associated with higher
risk for criminal behavior in patients with affective disorder (15).
This analysis showed the highest risk of future nonviolent (15.7%)
and violent crimes (5.6%) in patients with manic disorder. In addi-
tion, the AMDP profiles had been found to be predictive in another
sample of patients with schizophrenia (14) indicating a significant
role of this standardized psychopathological scale in risk assessment
of criminal behavior.

There is a very limited database concerning the association of
violence or criminal behavior in affective disorder. Much of the
existing literature is limited to the risk of infanticide in depressed
mothers (22,33,34). Corresponding to our data, Dean et al. (35)
reported a high rate of aggressive behavior in patients with a diag-
nosis of mania. Modestin et al. (24) demonstrated that patients with
affective disorders and substance abuse were twice as likely to have
a criminal record as matched controls from the general population.
However, patients with affective disorders without substance abuse
had a higher probability of committing crimes against property.

Other risk factors for criminal behavior have basically been stud-
ied in patients with schizophrenia, including comorbid substance
use (3,19–21,21), also demonstrated in patients with affective disor-
der (22–24), noncompliance (14,27,28), and lack of insight (25,26).

As previously stated (14,15), a number of limitations of our
study must be addressed. First, data were obtained from a retro-
spective record search in the national criminal register. Minor forms
of assault or nonreported violence, particularly in families and dur-
ing treatment, were not assessed. The real rate of violence and
aggression may therefore even be higher. As this study was retro-
spective, the impact of interfering variables at the time of criminal
offense could not be assessed. Second, a selection bias must be
considered because our sample consisted only of former inpatients
treated in a university hospital. Patients with severe violent behav-
ior may be more likely to be admitted to a state mental hospital
rather than a university. Third, we have no valid information on
the course of illness following discharge, such as further hospital-
izations, treatments, or suicide rate, which clearly limits the validity
of clinical predictors of later violence. Fourth, the average age of
patients in our sample was relatively high and patients compara-
tively well educated. In most forensic studies, younger age (and
male sex) was independently associated with criminal behavior and
violent crimes. An age-related bias cannot be excluded.

In conclusion, clinical diagnosis does not seem to be sufficient
to predict later nonviolent and violent criminality. High scores in
the AMDP syndromes mania and hostility may indicate a higher
risk for later criminality both in patients with affective disorder and
schizophrenia and thus be a valuable clinical instrument for the pre-
diction of later criminality in psychiatric patients. More longitudinal
research is needed to further elucidate the interrelationship between
affective disorder and criminal behavior and its prediction.
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