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Abstract

Background. High rates of violence have been reported in clinical samples of 
patients with schizophrenia, especially of first episode psychosis, and there is 
an over-representation of people with schizophrenia among samples of violent 
offenders.

Method. A review of case linkage studies, studies of violence and stage of 
illness, studies of factors associated with violence in schizophrenia, and out-
come studies, to identify strategies that might reduce the incidence of violence 
by people with schizophrenia. 

Results. Case linkage studies show a peak in violent offending in the period 
before the diagnosis of schizophrenia. Studies of stage of illness and violence 
show that a large proportion of serious violence is committed prior to initial 
treatment for schizophrenia, often after long period of untreated psychosis. 
The main factors associated with violence in schizophrenia are comorbid sub-
stance abuse and delusional beliefs in which the patient believes they are in 
danger or have been seriously wronged. Outcome studies suggest that long 
term supervision of treatment after committing an act of violence reduces the 
incidence of further violent offences. There were no studies showing that the 
routine use of any form of risk assessment was able to reduce rates of violence 
among people with schizophrenia.

Conclusions. Interventions that might reduce the incidence of violence in 
schizophrenia include earlier and adequate treatment of the first episode of 
psychosis, improvement in methods of treating substance abuse in people 
with schizophrenia, including involuntary treatment for those who have com-
mitted offences associated with intoxication, assertive treatment of patients 
with alarming symptoms, and long term supervision of patients who have com-
mitted serious violent offences. The low base rates of serious violence and the 
absence of specific risk factors that might predict which patients might commit 
an act of violence means that the best way to reduce violence is not by attempt-
ing to predict which patients might commit an act of violence, and is instead by 
reducing barriers to care and by systems of care for the continued treatment for 
all patients, especially those with a history of violence
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Introduction

Most people diagnosed with schizophrenia will never commit an act of 
serious violence. However, people with schizophrenia are over-repre-
sented among samples of serious violent offenders, as although they 
comprise about 0.44% of the population  1, they make up about 6.5% 
homicide offenders 2, and around 10% of offenders charged with seri-
ous non-lethal violence such as assault causing significant harm and 
wounding 3. People diagnosed with schizophrenia are also over-repre-
sented in prison populations, with the proportion of samples of prisoners 
being diagnosed with schizophrenia ranging from 5% to 10% 4,5. Hence 
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there is no escaping the fact that a disproportionate 
amount of serious violence is committed by people 
with schizophrenia, and violence prevention strate-
gies should consider how best to reduce violence by 
the mentally ill.

Stage of illness and violence

In recent years there has been an increasing interest 
in the phase of illness in which violent offending is 
likely to occur. Three studies linking criminal histories 
to medical records have shown a peak in conviction 
for violent offences in the years prior to diagnosis 6-8, 
and in the case of the study from Denmark, nearly 
75% of violent offences by the mentally ill were com-
mitted in the four years prior to initial treatment  6. 
There have been similar findings for homicide. A 
meta-analysis of ten published studies of homicide 
in psychosis in which a treatment history was report-
ed showed that 39% of psychotic homicide offend-
ers had never been treated, suggesting a fifteen fold 
increase in the risk of homicide prior to treatment 9. 

These studies confirm that the first episode of mental 
illness, and the period immediately prior to diagnosis 
and the initiation of treatment, is the period of great-
est risk for violence. 

The relationship between violence  
in schizophrenia and all violence

It was previously believed that homicide by people 
with schizophrenia was related to the epidemiology 
of the disorder and was unrelated to the total homi-
cide rate. However, a recent meta-analysis has dem-
onstrated that in fact, the rates of homicide by peo-
ple with schizophrenia is strongly correlated with the 
overall rate of homicide  2, including in regions with 
very high rates of homicide 10. However, the rate of 
homicide by people with schizophrenia was found to 
be about ten times higher than the rate for the gen-
eral population, regardless of the total homicide rate, 
indicating that people with schizophrenia are espe-
cially vulnerable to the sociological factors that influ-
ence the total rate of homicide and serious violence 
in the community. 
There are a number of possible explanations for 
this finding. The first is that although a proportion 
of homicide offences are committed in response to 
frightening symptoms of mental illness, which might 
not have occurred had the person received effective 
treatment, the presence of a high rate of violence in 
a community might also indicate less effective sys-

tems for treating people with severe mental illness. 
The second possible explanation is that people with 
schizophrenia, which is after all a disorder affect-
ing the function of the frontal lobes of the brain, are 
particularly prone to substance use and more sen-
sitive to patterns of substance use associated with 
violence, especially alcohol, cannabis and stimulant 
drugs. A third explanation is that the social conditions 
that produce a high rate of violence have a particu-
larly severe effect on people with mental illness, who 
are often victims of violence11 and who are more likely 
to live in more crowded and violent neighbourhoods 
because of the poverty and social disability associ-
ated with mental illness.

What makes people with schizophrenia 
violent?

Many studies have examined the factors associated 
with violence in schizophrenia. Studies based on the 
outcome of court cases have tended to concentrate 
on the pattern of acute symptoms that were present 
at the time of the violent act. For example, in one 
series of cases in which the inclusion criteria was 
the availability of the defence of mental illness, 96% 
of the subjects were reported to be motivated by a 
delusional belief, usually the belief that the victim 
posed a serious threat to the offender  12. Other 
types of delusions associated with violence include 
the delusion that the victim had committed a terrible 
wrong, delusions of jealousy, and misidentification 
delusions, for example, Capgras delusions 13.
However, recent reviews examining the diagnosis and 
offences, including offences committed throughout 
the course of illness, have noted the relationship 
between substance use, violence and the diagnosis 
of schizophrenia, even in people with the diagnosis 
who are receiving treatment and are generally free of 
acute symptoms 14,15. Substance use in particular is 
known to trigger symptoms, is associated with poor 
adherence to treatment 16 and may have a disinhibiting 
effect in people who already have impairment in 
frontal lobe function. 

Can treatment reduce the incidence  
of violence?

While there is no direct evidence from controlled 
trials that treatment reduces the incidence of 
violence, there is evidence that earlier treatment of 
first episode might reduce the incidence of major and 
minor violence 17, and both serious 18 and less serious 
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forms of self harm  19. The proportion of homicides 
committed prior to treatment is directly correlated 
with the duration of untreated psychosis  20. About 
16% of all patients have committed an act of actual 
physical violence prior to initial treatment 17, 18% have 
self harmed 19, and as many as half of the survivors 
of violent suicide attempts have been found to have 
an untreated psychotic illness  18. A public health 
initiative in Norway designed to reduce the duration 
of untreated psychosis has had a measurable effect 
on the incidence of self harm 21.
There is also some evidence that continued adherence 
to treatment can reduce the incidence of violence by 
people with schizophrenia. A study of serious non-lethal 
violence in psychotic illness found that of the 80% of 
offenders who were known to services, only 16% were 
currently receiving treatment 3. However, the rate of re-
offending by conditionally released forensic patients in 
New South Wales, Australia, nearly half of whom had 
committed homicide offences, was negligible, mainly 
because of the careful supervision of adherence to 
treatment  22. Very low rates of homicide recidivism 
have been observed in most other jurisdictions with 
comprehensive community forensic services  23. By 
contrast, the rate of homicide recidivism in the Chuvash 
republic of the Russian Federation was nearly 10%, 
and nearly all recidivist homicides occurred in rural 
areas, where there was little in the way of services 24.

Can risk assessment assist us to reduce 
violence by people with schizophrenia?

Risk assessment will be of little or no value in 
identifying patients with schizophrenia who will go 
on to commit an act of serious violence (or commit 
suicide, for that matter) because the base rate of 
serious violence is too low, and the factors shown 
to be associated with violence are too common to 
discriminate high risk from low risk patients in a 
meaningful way  25. An example of the absurdity of 
risk assessment can be seen in the introduction of 
a requirement for a pre-discharge risk assessment 
for all patients, in the aftermath of an enquiry about 
the homicide of a stranger by a recently released 
psychiatric patient in the UK. The base rate of 
stranger homicide is about 1 in 140,000 patients 
with schizophrenia per annum 25, and even if it were 
possible to detain 30,000 patients for a year in order 
to prevent one homicide of a stranger, we would still 
miss the two thirds of such cases that are committed 
by mentally ill offenders who have not yet received 
treatment and are not known to services 26. 

How should we treat substance use  
in psychosis?

Current treatment guidelines in several countries 
recommend motivational interviewing, a technique 
drawing from cognitive behavioural principles to 
assist patients identify their patterns of substance 
use and devise their own treatment plans  27. 
However, apart from several studies of “integrated 
therapy”, which combines counselling and 
environmental interventions 28, there is surprisingly 
little evidence for the efficacy of any form of 
psychosocial intervention for comorbid substance 
use in psychosis 29. One reason for the poor results 
could be that nearly all studies are dealing with 
patients with more entrenched substance use, as 
about 50% of cannabis users give up cannabis in 
response to medical advice alone after the first 
episode of mental illness  30. There is also some 
evidence that conditional release is a strong 
incentive for abstinence from substance use, and 
continued monitoring for drug use may also reduce 
the incidence of substance use after offences 22.

How then can we reduce violence  
by people with schizophrenia?

Firstly, we need to reduce the duration of untreated 
psychosis (DUP). Research has shown that mean 
DUP is six months shorter in regions with “need 
for treatment” mental health laws, rather than the 
requirement that the patient has to be shown to be 
dangerous to self or to others before they can receive 
involuntary treatment 31. Reducing other barriers to 
diagnosis and treatment, including the awareness 
of the harms associated with untreated psychosis, 
and re-engineering first episode services to 
actively seek cases, rather than passively wait for 
referrals, could also reduce DUP 32. Raising public 
awareness of early psychosis has also helped 
reduce DUP 21. 
The other main intervention that would be likely to 
reduce the incidence of violence would be any 
measure that ensures continuity of care, especially 
the care of people with a history of violence. A 
striking feature of many services is the poor use of 
data, including internal audits of treatment, and the 
way in which the mobility of patients results in loss of 
continuity of care. Measures that might improve care, 
especially for those with a history of violence, might 
be to link treatment to social security payments, and 
the use of forensic type conditional release orders to 
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ensure adherence to treatment and abstinence from 
substances associated with violence. 
A further consideration is the effect of violence in 
the wider community. Any measure that reduces 

violence, for example, better policing, better design 
of public housing and reduced availability of alcohol, 
is likely to have a far greater effect on violence by the 
mentally ill. 
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