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EDITORIAL

Schizophrenia and violence1

Violence in schizophrenic patients is a major concern of their families, fellow patients, treating
personnel, and the public at large. It is not clear how many schizophrenics are violent; estimates
range from 8% (Fottrell, 1980) to 45% of patients (Shader et al. 1977). These estimates vary
depending on the definition and detection of violence, diagnostic criteria for schizophrenia,
concomitant mental disorders, patient selection, and patient setting. In addition to these factors,
there may be genuine differences among levels of schizophrenic (and other) violence in different
cultures: European studies generally tend to report a lower incidence of violence than the American
ones, and unsystematic observations by visiting foreign psychiatrists suggest that patient violence
appears to be rare in China and Japan.

VIOLENT BEHAVIOUR IN THE CONTEXT OF SCHIZOPHRENIC
SYMPTOMATOLOGY

Examination of schizophrenic patients who had committed violent crimes revealed that a very large
majority of them had been psychotic at the time of the offence (Planansky & Johnston, 1977;
Taylor, 1985). However, Virkkunen (1974) reported that only about one third of violent offences
by schizophrenics are committed during a psychotic episode. Differences in patient selection may
account for this discrepancy; Virkkunen gives no diagnostic criteria for schizophrenia in his 1974
paper. Different symptomatologies may help delineate different subgroups of violent patients or
types of violent behaviour. Certain violent patients, termed 'high visibility' patients, engaged in
verbal threats, while others, the 'low visibility' patients (all schizophrenic or schizoaffective) did not
demonstrate any precursory verbal assault. These subgroups differed from one another with respect
to psychopathology characteristics. The former scored particularly high on the hostile-suspicious-
ness factor of the Brief Psychiatric Rating Scale (BPRS), while the latter scored particularly high
on the withdrawal-retardation factor of that scale (Tanke & Yesavage, 1985). The type of violence
may also vary as a function of the symptomatology. Delusions, especially paranoid ones, are
prominent among symptoms accompanying violent offence. The violence that ensues from such
delusions, such as in paranoid schizophrenia, is usually well planned, directed at a significant
individual in the patient's life, and often dangerous. In contrast to this, violence which occurs in the
context of disorganized psychotic states, such as in undifferentiated schizophrenia, is less focused
and often less dangerous (Krakowski et al. 1986).

Somewhat surprisingly, command hallucinations seem to play a relatively minor role in most
violent offences by psychotics (Taylor, 1985; Hellerstein et al. 1987). Other symptoms, such as
delusional misidentification, have been reported to be associated with violence (De Pauw &
Szulecka, 1988).

Special attention should be paid to the time at which the violence occurs in the course of the
illness: prior to hospitalization, early or late during hospitalization (Krakowski et al. 1986). Such
a distinction will help explain seemingly discrepant findings as to which diagnostic group or
subgroup is more violent as well as which symptoms accompany violence. Usually, it is in acutely
psychotic recently admitted schizophrenics that violence is associated with conceptual dis-
organization, hallucination and unusual though content (Yesavage et al. 1981). Such distinction is
also helpful with regard to subtypes of schizophrenia.

' Address for correspondence: Dr J. Volavka, Nathan S. Kline Institute for Psychiatric Research, Orangeburg, NY 10962, USA.
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Subtypes of schizophrenia have been repeatedly studied in relationship to violence, and most
studies dichotomize the patients into paranoid and non-paranoid groups. Five studies found
paranoid schizophrenics to be more violent than non-paranoid ones (Blackburn, 1968; Planansky
& Johnston, 1977; Tardiff & Sweillam, 1980; Addad et al. 1981: Rossi et al. 1986); two studies
reported the opposite (Shader et al. 1977; Tardiff & Sweillam, 1982), and one study found no
difference between these subtypes (Yesavage, 1983). These apparently disparate findings can be
synthesized and explained on the basis of the differences in time at which assessments were made.
Studies reporting more violence in paranoid patients focused on acute patients, whereas studies
reporting the opposite results focused on chronic in-patients who had been in the hospital for a long
time. The study, which found no difference between the two subtypes, investigated violence in
patients who spent an intermediate amount of time in the hospital. These variations in the
prevalence of violence may reflect different response to treatment of the subtype: paranoid
schizophrenics are more violent while psychotic, but they respond to treatment faster and remit
more thoroughly than the other subtypes. Relations between psychopathology and violence were
reviewed elsewhere in greater detail (Krakowski et al. 1986).

CAUSES AND MANAGEMENT OF VIOLENCE IN SCHIZOPHRENICS

Violence results from interactions between the patient and his environment. We feel that the
presence of certain predisposing factors, current psychopathology, and environmental factors will
co-determine whether an assault or another violent act will occur. This statement seems rather
obvious, but it is not self-evident, and surprisingly little research has been done to test such multiple
interactions. Typically, the studies report either some characteristics of the patients involved in
violence, or some environmental features conducive to violence.

The causes and management of violence in recently admitted, acutely psychotic patients are
somewhat easier to study than those occurring in more chronic schizophrenics. Violence in these
acute patients appears to be closely linked to their current psychopathology, and it subsides within
the first several weeks as the psychosis improves with neuroleptic treatment. Thiothixene plasma
levels are inversely related to patients' assaultiveness during this early post-admission period
(Yesavage, 1982).

However, not all schizophrenic violence subsides within several weeks after the admission to the
hospital (or after the start of neuroleptic treatment). Certain patients continue to be assaultive in
the hospital in spite of apparently adequate neuroleptic treatment. Many hospitals have a special
unit for the management of such persistently violent patients; such units are generally better staffed,
patients have more space there, and programmes and rules provide a more structured environment
than is available in the rest of the hospital. In our experience, approximately 50% of persistently
violent schizophrenic patients transferred to such a unit responded to this environmental change
by refraining from further assaults (Krakowski et al. 1988). The remaining 50% (the 'non-
responders') continued to be assaultive on this specialized unit. This lack of response persisted in
spite of neuroleptic treatment using relatively high dosages. The schizophrenic ' non-responders'
differed from the' responders' mostly in demonstrating higher neurological impairment. The violent
patients (' responders' and ' non-responders' alike) reported a history of arrest and conviction for
violent crime much more frequently than non-violent (control) patients. Presence of neurological
impairment has been reported in other violent subjects who do not have schizophrenia, such as
homicidally aggressive young children (Lewis et al. 1983), violent juvenile delinquents (Lewis et al.
1979) and adult death row inmates (Lewis et al. 1988). Thus neurological impairment is an
important factor predisposing to violence. However, it remains to be better delineated in all these
different groups of patients; in schizophrenics, its relation to the illness must be defined. It is
unlikely that this impairment will be similar in all these different patients.

Some of the aggressive schizophrenic patients who fail to respond to neuroleptics and
environmental change may respond to lithium, but the evidence for this is not very convincing
(Sheard, 1985). Carbamazepine in combination with neuroleptics may reduce aggression in

https://doi.org/10.1017/S0033291700024144 Published online by Cambridge University Press

https://doi.org/10.1017/S0033291700024144


Editorial: Schizophrenia and violence 561

schizophrenics who exhibit EEG abnormalities (Neppe, 1981), and also in those who do not
(Luchins, 1984). Propranolol and other beta-adrenergic blockers may also exhibit antiaggressive
effects in schizophrenics (Sorgi et al. 1986). Tryptophan alone (Morand et al. 1983) or in
combination with trazodone (O'Neill et al. 1986) was reported to have some antiaggressive effects;
however, in our hands tryptophan seems ineffective (Volavka, unpublished data).

None of these experimental treatments are expected to be effective in all, or even in most, cases
of chronically violent schizophrenic patients. However, responding subgroups of such patients may
be defined in the future, and we may learn something about underlying causes of this syndrome in
the process. Serotonergic mechanisms may be involved in aggression in schizophrenics; such an
involvement has been inferred for impulsive aggression against others (and self) from the low
concentrations in cerebrospinal fluid (CSF) of 5-hydroxyindoleacetic acid (5-HIAA), a serotonin
metabolite, in violent offenders with personality disorders (Linnoila et al. 1983). Psycho-
pharmacological action of certain drugs could be explained on the basis of their effect on serotonin:
both lithium and propranolol increase serotonergic functioning, and tryptophan of course is the
serotonin precursor. Since low CSF 5-HIAA has been reported in impulsive suicide attempts (in
addition to aggression against others) it is noteworthy that the assaultive 'non-responders' in our
special ward reported past suicide attempts in over 50% of the cases (Krakowski et al. 1988). Other
biochemical subtypes such as adrenergic (Sorgi et al. 1987), dopaminergic, or endorphinergic among
violent schizophrenics are of course possible.

Table 1. Two hypothetical types of violent behaviour in schizophrenic patients

Characteristics

Time course

Recidivistic assault
Response to typical
neuroleptic

Neurological impairment
Onset of schizophrenia

Type I

Early after
admission

No
More

Less
Later

Type II

No clear
time course

Yes
Less

More
Earlier

FUTURE RESEARCH

On the basis of the literature and our observations, we hypothesize at least two major types of
violent behaviour in schizophrenic patients; these are schematized in Table 1. Type I would
correspond to the patients studied by Yesavage and his co-workers (Yesavage et al. 1981; Yesavage,
1982). Type II remains a major challenge for clinical psychiatry. It may represent a more severe type
of schizophrenia with an earlier age of onset (Krakowski et al. 1988); it probably consists of an
agglomeration of subtypes which can perhaps be defined biochemically (the CSF monoamine
metabolite study is an example of this approach), pharmacologically (by response to probes and
treatments), neuropsychiatrically, anatomically and functionally (using CAT and PET scans).
Another approach is represented by very careful studies of immediate antecedents and circumstances
of assaults using video recordings (Brizer et al. 1988). We believe that the most sucessful projects
will be those using multidimensional approaches to study the complex phenomenon of violence in
schizophrenia.

JAN VOLAVKA AND MENAHEM KRAKOWSKI
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