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Assessing the risk of violence in women: are the HCR-20 and FAM sufficient in female
forensic psychiatry services?

Introduction

Violence is a widespread issue in forensic psychiatry: defined here as an aggressive act,
attempt or threat that is intentional, unwanted, nonessential and harmful®2. Previously,
research of violence has focused solely on the male population and female violence,
historically, has been deemed so uncommon it was not worth exploring?®. Indeed, violence is
still predominantly a male phenomenon; male gender is one of the best predictors of violence
and the majority of violent offenders are male*°. However, this gender gap is narrowed in
institutionalised settings, including forensic psychiatric hospitals®’. Additionally, the rates of
violent female offending have been steadily increasing over time and women are now the
fastest growing forensic population worldwide®’.

Some scholars argue that these official figures have only grown because changes in policing
and criminal justice policies are increasingly identifying female offenders, rather than
because of a rise in female violence®®. In fact, the official rates of female offending may not
accurately reflect the rates of female violence. This is because female violence is often less
visible than male violence, as it is more likely to occur privately between people in intimate
or familial relationships®. In addition to this, the criminal justice system in the UK treats
women more leniently than their male counterparts; for example, women are more likely to
be sent to civil psychiatric institutions instead of being sentenced*'-13, Judges often view
women as less accountable for their actions and put more emphasis on their mental health
problems, drawing on societal stereotypes that women need protecting rather than
punishing®®415, This is exacerbated by the fact that female offenders are more likely to be
first time offenders, to have a background of severe victimization and psychiatric problems,
have dependent children, and adopt a positive and remorseful attitude in the courtroom?6:17,
Whether or not female violence has increased, or just been recognised more in official
figures, it is clearly a bigger issue than previously thought.

Not only is female violence a prevalent issue, but it is also distinguishable from male
violence in terms of its nature, severity and risk. Female forensic patients are more likely to
have committed arson and homicide, particularly neonaticide, whilst familicide and sexual
offences are more common in men’-22, However, the rates of child abuse, intimate partner
violence and psychiatric inpatient violence are similar between males and females?-2, The
victims of female offenders are more likely to be friends or family members, whereas male
victims are more likely to be strangers'®72425 Female violence is often indirect and reactive,
motivated by relational frustration or self-defence, compared to male violence, which is
antisocial, instrumental, sexually motivated, or due to peer pressure'®2%:25-27 Female violence
is less likely to result in serious injury than male violencel®?, Male patients are also more
likely to have consumed alcohol or illicit drugs before their violent act, whereas women are
more likely to be violent whilst on psychiatric medication®.

In terms of inpatient violence, females are more likely to be violent and manipulative towards
staff and themselves, differing from males, who tend to be more violent towards other
patients!”?°, In addition to this, female forensic patients often have more severe histories of
emotional, physical and sexual abuse during childhood and adulthood compared to their male
counterparts®”2°. They are also more likely to be diagnosed with emotionally unstable
personality disorder (EUPD), major depressive disorder (MDD) and post-traumatic stress
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disorder (PTSD), as opposed to male patients, who more often have antisocial or narcissistic
personality disorder (ASPD) (NPD)72°,

The clear differences between male and female violence in both community and inpatient
settings demonstrates the need for an increased focus on female violence. Although there
have been recent advances in the assessment, classification and management of female
offenders, female violence is still widely understudied’. A key area needed to understand
female violence is its risk factors. As women are violent in more subtle, indirect ways, it can
be difficult for staff to predict this violence’. If violence cannot be predicted, it is harder to
prevent and manage®!. One of the most commonly used tools in violence risk assessments is
the Historical-Clinical-Risk-Management-20 version three (HCR-20V?), accompanied by the
female additional model (FAM)3233, These tools follow the Structured Professional
Judgement (SPJ) model, assessing patients’ historical and dynamic risk factors for violence
based on a comprehensive review of the literature®*. Although the HCR-20V3 has been
extensively researched®*-%, its use in female patients is heavily disputed. This essay sets out
to explore whether these assessment tools are sufficient to assess risk in female forensic
patients.

An overview of the HCR-20Y3and FAM

The HCR-20V3is a 20-item tool, which is recommended for use in both adult men and
women?, It has three subscales: the 10-item historical scale, the 5-item clinical scale and the
5-item risk management scale. The historical scale investigates the patient’s history of
problems with violence (as a child, adolescent or adult) (H1), other antisocial behaviour (as a
child, adolescent or adult) (H2), relationships (intimate or non-intimate) (H3), employment
(H4), substance use (H5), major mental disorder (psychotic, major mood or other) (H6),
personality disorder (antisocial/psychopathic/dissocial or other) (H7), traumatic experiences
(victimization/trauma, or adverse childrearing experiences) (H8), violent attitudes (H9) and
treatment or supervision response (H10). The clinical scale investigates recent problems with
insight (mental disorder, violence risk or need for treatment) (C1), violent ideation or intent
(C2), symptoms of major mental disorder (psychotic, major mood or other) (C3), instability
(affective, behavioural or cognitive) (C4) and treatment or supervision response (compliance
or responsiveness) (C5). Finally, the risk management scale investigates potential future
problems with professional services and plans (R1), living situation (R2), personal support
(R3), treatment or supervision response (compliance or responsiveness) (R4) and stress or
coping (R5).

There are seven steps to complete the HCR-20V3, Firstly, the case information should be
gathered, by interviewing the patient and reviewing their relevant files. The presence of the
listed risk factors and any case-specific ones should then be rated as No, Possible or
Partially, Yes or Omit if not enough evidence exits. Step three is to rate the relevance of each
of these risk factors using a three-point scale: Low, Moderate or High. Next is risk
formulation, where the clinician seeks to understand why a patient has previously acted
violently, and why they may act violently in the future. Step five involves planning for likely
scenarios based on a patient’s risk factors, such as repeating a previous act of violence. This
allows the clinician to consider how best to prevent and manage these potential scenarios.
During step six management strategies are developed to address any important risk factors,
including monitoring, supervision, treatment and victim safety planning strategies. The final
step allocates the patient to either a Low, Moderate or High risk, depending on their number
of relevant risk factors and the level of potential interventions required to minimise their risk.
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The HCR-20V3 should assess for the risk of future violence, serious physical harm and
imminent violence. This should be carried out every six months in inpatient settings.

The FAM provides additional guidelines to the HCR-20V2 for assessing the risk of violence in
women?2, This was developed after a thorough review of the current literature, as well as
semi-structured interviews of mental health professionals. The FAM adds additional
guidelines to two of the HCR-20V?’s historical risk factors: H7 (presence of personality
disorders) and H8 (traumatic experiences). Four new historical items are added: prostitution
(H11), parenting difficulties (H12), pregnancy at a young age (H13) and suicidality/self-harm
(H14). Two new clinical items are added: covert/manipulative behaviour (C6) and low self-
esteem (C7). Two new risk management items are added: problematic childcare
responsibility (R6) and problematic intimate relationship (R7). The FAM works similarly to
the HCR-20V3, but the final risk ratings are based on a 5-point scale: Low, Low to Moderate,
Moderate, Moderate to High and High risk. As part of the FAM, evaluators should assess for
the risk of self-destructive behaviour, victimization and non-violent criminal behaviour, as
well as the risks required for the HCR-20V3,

Evaluation of the HCR-20V3 and FAM

The HCR-20V? has a high validity, reliability and clinical utility in forensic psychiatric
settings®>-37. However, its research has been criticised for its low sample sizes, and the fact
that many of the studies are conducted by at least one of the originating authors®. Despite
this, it is still considered the best evidenced risk assessment of violence and is widely
used3335, The validity of the HCR-20V? in the female population remains ambiguous, with the
majority of its evidence based on the male population®2.

Rossdale, Tully & Egan’s (2019) meta-analysis set out to understand whether the HCR-20
can predict violence in women®°. They systematically searched for research papers that
assessed adult females using any version of the HCR-20 and measured their violent
outcomes. These papers could also include males as participants but had to be able to extract
the female data. This search only provided 12 studies. This meta-analysis was completed 24
years after the original HCR-20 was published*. Therefore, in these 24 years of the HCR-20
being a widely used tool to assess risk33, only 12 studies were found to have researched its
use in females. This alone suggests that the use of the HCR-20 is under-researched in women.
The outcome of this meta-analysis showed that the HCR-20 has moderate predictive validity
in females. The authors concluded that while the HCR-20 may be applicable for females, it
should be used with caution due to the lack of research.

However, the 12 studies included were found to be heterogeneous, due to differences in
measurement outcomes, sample sizes, research settings, versions of HCR-20 and type of
study design®. This could mean that the studies are incomparable. Nevertheless, it is worth
noting that heterogeneity may be inevitable when measuring subjective outcomes like
violence*'. The different settings used in these studies, however, may mean that they lack
relevance to this essay, as some of them took place in civil psychiatric or prison settings, and
not in forensic psychiatric units.

Furthermore, some forensic psychiatry studies disagree with Rossdale, Tully & Egan’s
results. In particular, Schaap, Lammers & de VVogel (2007) found that none of the subscale or
total scores of the HCR-20V? significantly predicted violent recidivism in Dutch female ex-
patients. However, it only had a sample size of 45, and the quality of information for some of
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the participants was poor#2. A similar result was found in female offenders with personality
disorders; the HCR-20V? total score did not predict violent outcome, unlike their matched
male counterparts*®. However, the HCR-20 final risk judgement did predict violence in both
men and women. This suggests the SPJ method works well in female patients, perhaps
because it encourages case-specific risk factors to be included. Interestingly, these additional
risk factors highlighted by the SPJ method differed by gender, with new intimate partner, care
for children and prostitution being the most common additional factors in women. These have
now been incorporated into the FAM.

Other forensic psychiatry studies provide contrasting results. O’Shea et al. (2014) undertook
a pseudo-prospective cohort study, which showed that the HCR-20V? is a better predictor for
inpatient violence in women than in men, especially for person-directed physical
aggression®’. This was after controlling for age, diagnosis, ethnicity and time between
admission and assessment. These results are supported by another meta-analysis, whereby
studies with larger female populations showed greater effect sizes for the use of HCR-20V2 in
predicting violence**. This may be explained by the moderating effect of prevention
strategies®’. Mental health professionals often view women as less dangerous than men, and
so women are less likely to be physically restrained, receive early interventions or receive pro
re nata (PRN) medications during aggressive outbursts?®45-47, This highlights the fact that
female violence is not prevented as effectively as male violence, and so women have more
opportunities to express their aggression. This may be why the HCR-20V? predicts violence
better in women.

More recent studies that explore the validity of the HCR-20V2 also suggest that it is
successful in predicting violence in females. Green et al. (2016), for example, found that
gender was not a significant moderator in the relationship between the HCR-20V2 and
inpatient violence*®. However, none of the HCR-20V3 subscale scores, or the total score, were
significantly associated with violence in females, unlike the males. These results may be
limited by the fact that the female sample size was much smaller (n=24) compared to the
males (n=100).

Further studies have compared the validity of the different versions of the HCR-20 and the
FAM. de Vogel et al. (2019) followed up 78 Dutch forensic psychiatric patients over 12
years, comparing the validity of six risk assessment tools in predicting violence and
reoffending®®. The HCR-20V? and the FAM ranked amongst the best of the tools for
predicting reoffending, but only the clinical scale of the HCR-20V? significantly predicted
violence. The HCR-20V3 was found to have a higher predictive validity than the HCR-20V2.
The HCR-20V? broadened the definition of H8 (traumatic experiences) to include
victimization from adulthood as well as childhood, which is an important risk factor for
women'22, de Vogel et al. also argued that the HCR-20V2 does a better job of distinguishing
between problematic behaviour during different behavioural stages and traumatic
experiences, which is important in females*®. This may explain why it performs better than
the HCR-20V2 in female samples.

Additionally, de Vogel et al. found that the FAM performed worse than the HCR-20V3, and
only slightly better than the HCR-20V2, when predicting violence*. Some of the FAM risk
factors did correlate with general criminal offending, and past violent behaviour, but not
necessarily with future violent behaviour. This is supported by Strand & Selenius (2019),
who showed that the HCR-20V2 had a higher reliability when used without the FAM®C. The
authors argued that some of the additional FAM risk factors were already explained by the
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HCR-20V2items. For example, R6 (problematic childcare responsibility) may lead to
difficulties with R5 (stress or coping), and so the risk of R6 is already incorporated under the
scoring of R5. Indeed, the most valuable risk factors in the FAM were found to be ones
already present in the HCR-20V2, whilst the least valuable were the newly added risk factors.
Strand & Selenius also argue because some of the risk factors, like H14 (suicidality/self-
harm), are present in a large majority of women (89% in this sample) they are not able to
discriminate for the risk of violence. de VVogel et al. only measured violence after discharge,
and Strand & Selinius only measured physical inpatient violence*>°, Therefore, it is possible
that the FAM can still be useful in predicting other types of violence, such as self-harm#. The
FAM may also have greater use in clinical practice, as it raises awareness of gender issues in
the risk management and treatment of women®Z,

Overall, there is modest evidence supporting the use of the HCR-20 in the female forensic
population and a lack of evidence supporting the use of the FAM. This is still a severely
under-researched topic. Many of the discussed studies can be criticised for their
methodology, and some are outdated. Researchers often struggle with sample sizes and high
attrition rates, with many of the female participants dying before follow-up®?. They combat
this by reducing follow-up times, sampling participants from multiple hospitals and using a
mixture of retrospective and prospective study designs. Some of the studies even had
overlapping samples: de VVogel et al. (2019) and de Vogel & de Ruiter (2005) shared 15
participants*34°. Therefore, no firm conclusions can be made until further research has been
undertaken. However, if we can ascertain the specific risk factors for violence in women, and
whether the HCR-20V3 and FAM incorporate these factors, then we can be more confident in
the use of these risk assessment tools for female patients.

Female risk factors for violence
Victimization:

There are a wide variety of risk factors specific to violence in women. These gender-
responsive risk factors are defined as ones that are not typically seen in men, occur at a
greater frequency in women, or are factors which women are more sensitive to°2. One of
these is victimization; this comes under the HCR-20V®’s H8 (traumatic experiences). This is
divided into victimization/trauma and adverse childrearing experiences. The FAM splits this
further and specifies whether victimization occurred before or after childhood. Victimization
is defined as being the victim of damaging behaviour caused by another person?.

Both female and male forensic patients commonly experience victimization in
childhood'"3%48, Studies suggest women were more likely to experience sexual abuse at this
time, although it is unlikely all men report their sexual abuse®”53%4, Victimization during
childhood increases the risk of antisocial behaviours, personality disorders, mental health
problems, risky sexual behaviours, substance abuse, and being revictimized later in life>5-5°,
These are all risk factors included in the FAM. Specific childhood problems can lead to
specific adult behaviours: parental divorce and witnessing domestic abuse are associated with
future partner violence and repeated violent behaviour, whilst parental substance misuse and
mental health problems are associated with future violent offences®-62. Overall, child
victimization is an important risk factor for violence, and this risk is stronger in women®2,

Victimization after childhood is also related to violence and offending®26263, Female forensic
patients are more often victimized in adulthood than male patients, mostly by their intimate
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partners!’. Women are also more sensitive to trauma: they are more likely to develop PTSD
after a traumatic event®. Indeed, female violent offenders are more likely to have been
mentally and physically abused as an adult than non-offenders®2. Women who are victims of
partner abuse are more likely to exhibit violent behaviour towards their partner and their
children®66, These traumatic experiences can also lead to risky behaviours and substance
misuse, which again are risk factors for violence32¢’,

Therefore, it is clear that both victimization during and after childhood are risk factors for
violence. Experiencing victimization during multiple developmental stages is thought to
worsen the risk of violence even further®?. However, the HCR-20V*’s H8 has not been found
to predict violence in a sample of 24 insanity acquittees*. This may be due to the small
sample size. More research is required to understand whether the FAM’s HS8, with its
additional guidelines, predicts violence in women.

Mental disorders:

A second gender-responsive risk factor is psychiatric and personality disorders®?, which is
mainly covered under H6 (major mental disorder), H7 (personality disorder) and C3
(symptoms of a major mental disorder). Female forensic patients are more likely to suffer
from personality disorders and mood disorders, particularly EUPD, MDD and PTSD?"2948,
Male patients suffer more from psychotic disorders, ASPD, NPD, addiction and sexual
disorders!’2%48, In addition, women are more likely to have had previous psychiatric care
prior to their violent event3®54, When assessing for these risk factors, the FAM and HCR-20V3
take into account both the diagnoses of the patient and their symptoms. This reduces the risk
of excluding patients who have not been officially diagnosed yet>?. However, neither H6, H7
or C3 predict violence in female forensic patients*.

H6 (major mental disorders) includes psychotic, mood, neurodevelopmental and
neurocognitive disorders. Unfortunately, PTSD is not included within these, even though this
is very common in forensic female patients®’. C3 assesses for the symptoms of these major
mental disorders, and its guidelines state that psychotic symptoms should be prioritised over
mood symptoms and coded first. This is effective in males, as psychosis is more common
than mood disorders'’. In females, however, MDD is the most common major mental
disorder'” and it is also a strong predictor of female offending®268. This may affect the risk
ratings of female patients. For example, if a female patient was experiencing apathy or
anhedonia these would be coded as negative psychotic symptoms, rather than as symptoms of
MDD. The risk of these symptoms, therefore, may be misunderstood.

H7 (personality disorders) is divided into antisocial/psychopathic and other disorders. This is
split further in the FAM, whereby the other personality disorders are classified into cluster B
(apart from antisocial)/traits of suspiciousness and other disorders. Highlighting cluster B
disorders is important, as EUPD, ASPD and NPD all have a positive association with
violence in women, as well as cluster A symptoms, such as paranoia®®. EUPD is the most
commonly diagnosed personality disorder in violent women, and its symptoms can include
instability, intense interpersonal relationships, suicidality/self-harm and covert/manipulative
behaviour3?7°, These are included as separate risk factors in the HCR-20V2 and FAM.

Instability is coded under C4, and includes affective, behavioural and cognitive instability.
Female forensic patients score highly here, particularly for impulsivity, a behavioural
instability”®. This is a key symptom of EUPD and is one of the strongest predictors of
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violence in females®”.70, Affective and cognitive instability are indicated by other symptoms
of EUPD, including reactivity of mood, chronic feelings of emptiness, inappropriate anger
and unstable sense of self’®. C4 is therefore an important risk factor. Indeed, it is one of the
only items on the HCR-20V3 that has a positive association with violence?®.

Another symptom of EUPD is relationship problems. This comes under R7 (problematic
intimate relationship) and H3 (relationships), which is then divided into intimate and non-
intimate relationships. H3 is focused on past problematic relationships, whereas R7 is focused
on potential or current ones. These are coded if the patient has or will have difficulties
establishing and maintaining stable personal relationships, which results in a lack of positive,
social or emotional support. Forensic female patients have been shown to rate higher on H3
and R7 than their male counterparts!’#34 and are more likely to have abusive, violent
partners that are addicted to illicit substances®?. This relationship dysfunction is then related
to criminal behaviour®283, an association which is greater in women®, Additionally, mental
health professionals notice that many women commit offences together with their partners
and can be introduced to crime by their partner3. This further links problematic relationships
with crime.

Although problematic relationships are linked to violence, the H3 is not*. This may be due to
methodology error, as the H3 was not associated with violence in males either. The R7 and
the H3, however, seem to focus on different aspects of a relationship. The R7 indicators
include oppressive and abusive relationships characterized by many conflicts, with an
inability to not be in a relationship. These are very relevant to female patients, as they
incorporate aspects of EUPD". The H3 indicators, on the other hand, are much broader and
include social isolation, frequent break-ups and manipulation. Therefore, the R7 may have a
stronger association with violence than the H3 in females, but more research is required to
confirm this.

The FAM defines C6 (covert/manipulative behaviour) as a deliberate attempt to hurt another
person through social relationships or by affecting others’ social status. This is separated
from the presence of EUPD in H7, as it is a dynamic risk factor instead of an historical one,
and so must have been present within the past 6 months to be coded. The FAM authors
validate this item using interviews with mental health professionals. These professionals
frequently mention that, in clinical practice, covert behaviour often provokes other patients
into violence and other antisocial behaviours. They state that female patients are very skilled
at manipulating their environment and often use their sexuality to manipulate others.
Although this does not directly increase the patient’s risk of violence, this behaviour can lead
to victimization and can cause conflicts with others. Indeed, female patients do show more
manipulative behaviours than males and their aggression is usually expressed in a more
indirect ways'"?6. More research is needed to determine if this can predict violence.

The FAM’s H14, self-harm and suicidality, is more common in females than males in
forensic populations. This may be due to the high prevalence of EUPD and MDD?’. Motz
(2001) explains that female aggression is typically internalised and directed towards the self
and is expressed by self-harm and suicide attempts’2. This aggression may later be directed
towards others. This relationship between a history of self-harm or suicidality and violence
has been supported by research?®62, Therefore, self-harm and suicidality are both risk factors
for violence and a way for female patients to express violence. Indeed, the FAM does
determine the risk of self-destructive behaviour as an outcome measure.
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C7 (low self-esteem) can also be related to MDD and EUPD, This factor is increased in
female forensic patients?” and is linked to female offending and prison misconduct®2. Mental
health professionals have noticed that women act out their negative beliefs about themselves
by displaying violent behaviours towards themselves and others®. This link between low
self-esteem and violence has been corroborated in girls and adolescents”7#, but there is a
lack of evidence in adults. Additionally, low self-esteem is linked to other risk factors for
violence, such as victimization and substance abuse3263.75,

Prostitution and Pregnancy:

H11 (prostitution) is defined as the act of performing sexual activities in exchange for
money?2. This can be voluntary or forced and is more common in females (de Vogel et al.,
2015). The FAM authors argue that forced prostitution indicates that a woman is particularly
vulnerable and suggestable, and so is likely to have antisocial friends or partners. These
problematic relationships are a further risk factor for violence, as discussed earlier. On the
other hand, voluntary prostitution may be used to fund a substance misuse problem, or it can
indicate an antisocial attitude. These risk factors come under H2 and H5 on the HCR-20V3,
Furthermore, prostitution leaves a woman vulnerable to victimization, another risk factor, and
she may have to use violence to defend herself 2,

Pregnancy at a young age is coded for under H13 and has a strong association with criminal
behaviour’®. If the child is given up for adoption this acts as a further risk factor for violence,
as it can evoke strong emotions’?. Furthermore, this may hinder a woman’s development, and
negatively affect her finances, education and social relationships®2.

Parental stress:

This last gender-responsive risk factor is covered under H12 (parenting difficulties) and R6
(problematic childcare responsibility). R6 is a dynamic risk factor, and it is much broader
than H12, as it does not only concern parenting skills but also problems with desired
childcare responsibility. This includes the burden of taking care of children, and the
consequences of limited contact with said children, due to detention or hospital admissions.
On the other hand, the H12 is concerned with problems of raising and taking care of children.
These items are both more common in female forensic patients?’.

In terms of parenting difficulties, this has been linked to violence towards children and
intimate partners’”:’8, Motz (2001) suggests that childcare can remind women of their own
experiences with abuse and neglect, which can evoke strong negative feelings, leading
women to abuse their own children’2. Additionally, women can see parenting difficulties as a
justification to abuse their partner, especially if they feel their role as a parent is ineffective
and that the demands of their children dominate their lives’. Indeed, there is a positive
association between parental stress and crime>263,

Problematic childcare is particularly common amongst the forensic population, as 24-31% of
female offenders have at least one child, and visitations and custody are difficult to maintain
whilst incarcerated”®®°, This may cause feelings of failure or disappointment®2. Limited
contact with children can cause high levels of stress and psychological problems® and losing
custody of children can lead to intense feelings of anger and sorrow®!. Furthermore,
unrealistic expectations of contact with children may lead to feelings of anger towards the
child’s foster family, which can increase one’s risk of violence®?. Many female offenders also
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have financial difficulties, substance abuse problems and minimal assistance®?. These women
are at a particular risk of offending, perhaps due to feelings of stress and anxiety about being
able to provide for their children®82, Additionally, if a woman has previously neglected or
abused her children, childcare responsibility will increase her risk for future violence towards
any children under her care’?.

Concluding remarks:

The use of the FAM as an ‘add on’ to the HCR-20V3 may be problematic. The FAM defend
this by arguing that male and female risk factors are largely similar, and that the HCR-20V3
already has predictive validity for female patients. However, many of the HCR-20V3 risk
factors are still primed for male patients. Some of these may not be relevant, and some could
be framed to better fit female patients. Adding the FAM and the HCR-20V? together for
females seems to say that females are just males but with added factors. This ignores the fact
that women are their own complex beings, with their own motives and risks for violence.
Nevertheless, the FAM should be commended for not only assessing the risk of violence, but
also the risk of non-violent criminal behaviour, victimization and self-destructive behaviour.
It is important to recognise that women express their aggression in different ways to men.

Overall, it is unclear whether the FAM and the HCR-20V?2 are sufficient in female forensic
psychiatric services. While the HCR-20V3 does seem to be able to predict female violence, it
has mainly been validated in male patients and does not include any of the female-specific
risk factors. More research is required in order to validate the FAM and the authors advise
caution for this reason. Furthermore, many of the FAM risk factors have not been shown to
be related to future violence, but rather to general criminal offending or previous violence.
This is an important topic, as the consequences of not effectively measuring risk can be huge.
Without understanding a patient’s risk factors for violence, it is impossible to develop
effective management strategies to reduce their risk. This is particularly important for
women, as risk of violence can be transferred between mothers and children’2. This essay
calls for further research into the potential risk factors of female violence and for future
studies to investigate the validity of the FAM and its items.
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