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Abstract 
Individuals with schizophrenia are more at risk of committing a violent crime, compared to 
the general population, but their contribution to the overall violence in society is low. 
Family members and individuals in the immediate network are most at risk of becoming 
victims when violence is severe.  
The focus of the thesis is on violent offenders with schizophrenia and their relatives. A 
combination of quantitative and qualitative methods was used. The aims were to explore 
incidence of violent crimes, the extent to which family members were victims, to investigate 
individual background factors among violent offenders, and to identify psychotic 
symptoms and triggering factors associated with fatal violence. In addition, parents were 
interviewed to build an understanding of their experiences and emotional reactions.  
One study examined all 369 male individuals who had committed a violent crime (assault, 
homicide or attempt to any of these crimes), who in a pre-trial forensic psychiatric 
evaluation (FPE) during 1992-2000 were diagnosed with schizophrenia, and who were 
referred to forensic psychiatric treatment. Although the majority of the 615 victims was 
unacquainted to the offenders, family members or male acquainted were most at risk of 
being severely injured (in need of medical treatment) or killed as victims. Among family 
members, mothers were most at risk of becoming victims of the severe violent crimes.   
Background factors were studied for the 207 Swedish offenders who for their first time 
were subjects of a FPE during the study period. One third had parents with alcohol 
problems, one fourth had had contact with child psychiatry, the majority had only primary 
school education, one fourth had a previous life-time suicide attempt, two thirds had 
previous criminality, half of them had alcohol/drug abuse and the majority had extensive 
earlier psychiatric contacts. There were indications that those offenders who targeted family 
members had an earlier onset and more severe course of their mental illness in terms of 
earlier contacts with child- and adolescence psychiatry, more often interrupted high school 
studies and lower age at first compulsory treatment and at the index crime.  
During the nine-year period, 48 offenders committed homicides. Of the 52 victims, 83% 
were family members or acquainted to the offender. All offenders were markedly affected 
by their psychotic disorder at the time of the crime. Those who killed a family member had 
more often delusions and/or hallucinations, were less often intoxicated, had to a lesser 
extent committed a previous violent crime and they were younger at the time of the 
homicide. Alcohol intoxication was common among both the offender and the victim 
when the victim was a male acquainted. 
Parents, who were interviewed, were very emotionally involved in their adult sons, although 
they were not living together. Ignorance regarding the diagnosis of their son and his 
criminality negatively influenced the contacts, both between parent and son and between 
parent and professionals in psychiatry. However, the referral to forensic psychiatric 
treatment represented a status passage that gave the parents hope for a positive 
development.  
The studies have highlighted several areas where management of patients with psychotic 
disorders might be significantly improved, for example, in terms of medication adherence, 
identification of co-morbid drug and alcohol dependence, risk assessment and crisis 
intervention. Patients must be actively involved in their treatment and in addition relatives 
and close network members must be listened to and regarded as a resource.  
Keywords:  schizophrenia, offenders, violence, homicide, criminality, victim relations, 
family members, forensic psychiatry. 
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Preface 
 

From twenty years of work as a social worker within general and forensic 
psychiatry, as well as within treatment and prevention of alcohol and drug 
dependence, I have gained both actual and tacit knowledge that has served 
as a ground and source of inspiration when writing this thesis.  

My first working place in psychiatry in the early 1980s was at a forensic 
psychiatric ward for court referred patients out of whom many had a diag-
nosis of schizophrenia. In those days, a common belief regarding schizo-
phrenia was that a dysfunctional pattern in the family played a significant 
role in the aetiology of schizophrenia. A pathological mother-child inter-
action was in particular made responsible for the development of schizo-
phrenia. Accordingly, young people with schizophrenia were to be kept 
apart from their parents. Nowadays the pendulum has oscillated to the 
other end and the psychiatric services strongly rely on family members and 
persons in the immediate network in treating and supporting individuals 
with a psychotic disorder. Network members are important and family 
members ought to be involved but there is, as I see it, a risk that family 
members and significant others at times find it extremely demanding to 
take responsibility in situations that are difficult to cope with, for example 
violent behaviour.  

I have participated in a number of forensic psychiatric evaluations where I 
have had contacts with parents to mentally ill violent offenders. In these 
contacts it has been obvious that the parents are emotionally very affected, 
not only by their adult sons’ or daughters’ mental illness, but also by their 
violent behaviour or criminality. 

Family members, especially mothers, are at particular risk of becoming 
victims of severe violence committed by offenders with schizophrenia. 
Combined with my own reflections on the situation for family members, 
this led me to a focus on the family of origin in the different studies of the 
present thesis. As a complement to information gathered from quantitative 
data I also wanted to lift forward the experiences of the parents involved. 

Even if violent crimes committed by offenders with schizophrenia consti-
tute a small part of the overall violent criminality in society, it is an 
important task to try to prevent these crimes and psychiatry has a signifi-
cant responsibility. For each and every crime that is committed there are 
many people suffering, not only the victims themselves but also the 
offender and other persons close to them. Hopefully extended knowledge in 
the field will contribute to adequate measures both in terms of treatment, 
support and prevention. 
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  Introduction 
 

Introduction 
 

Crimes committed by offenders with major mental disorders have an 
attraction on public both in reality and in fiction. There are a number of 
books, films and TV-series dealing with this theme and in reality these 
relatively rare crimes often attract disproportional mass-medial attention. 
Consequently, individuals with mental disorders are often looked upon as 
dangerous, and schizophrenia is strongly connected with public fears about 
potential violence (Link et al., 1999a; Crisp et al., 2000; Stuart & 
Arboleda-Floréz, 2001; Thompson et al., 2002; Angermeyer & Matsch-
inger, 2003).  

A number of studies during the last decade have shown an association 
between a diagnosis of schizophrenia and an increased risk of committing a 
violent crime (Swanson et al., 1990; Hodgins, 1992; Wessley et al., 1994; 
Modestin & Ammann, 1995; Hodgins et al., 1996; Tiihonen et al., 1997; 
Wallace et al., 1998; Brennan et al., 2000). But despite this elevated risk of 
violence among individuals with schizophrenia, their contribution to the 
overall criminality in the society is small (Swanson, 1994), and the public 
faces an almost negligible risk of becoming a victim of violence committed 
by an unacquainted mentally disordered offender. Individuals in the close 
network of the offender are more likely to be exposed to violence (Stead-
man et al., 1998), and mothers seem to be particularly vulnerable to assault 
(Estroff et al., 1998). 

This thesis concerns men with schizophrenia who have committed violent 
crimes with a special focus on their family of origin. The research questions 
that I have tried to answer are the following: To what extent are family 
members’ victims of violence committed by individuals with schizophrenia 
in Sweden? Do the offenders who target their family members differ from 
offenders with other victims? Which are the context and triggering factors 
in homicide committed by individuals with schizophrenia? Does the 
pattern differ between homicides with family victims and unacquainted 
victims, respectively? And finally, which are the experiences and emotional 
reactions that parents have, when their sons with schizophrenia commit a 
violent crime? Both quantitative and qualitative research methods have 
been used to answer these questions.  

I am aware of the risk that the subject of the thesis in it self might increase 
negative public perceptions of people with mental illness. I believe, 
however, that facts are the best means to change stigmatising attitudes. 
Hopefully my findings and reasoning regarding mental illness and violence 
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will contribute to a more nuanced picture and also have some implications 
on preventive measures.   

 

Schizophrenia 

The World Health Organization states that “...mental and behavioural 
disorders are the result of a complex interaction between biological, psychological 
and social factors” (WHO, 2001). This wide bio-psycho-social approach 
emphasizes the complexity when discussing and dealing with the broad 
range of mental disorders. Basic assumptions vary and different factors 
within the bio-psycho-social model are given different weight in explaining 
onset and course of mental disorders. A common model for explaining 
onset of mental disturbances is the stress and vulnerability hypothesis 
(Zubin & Spring, 1977), meaning that a person with high level of 
vulnerability would be more prone to experience mental disturbances when 
exposed to a certain type or amount of stress, than a person who is less 
vulnerable. Factors that contribute to vulnerability have both biological and 
psychological roots. This way of understanding mental disorders has 
implications also on the apprehension of measures needed for prevention 
and treatment.  

The American Psychiatric Association (APA) has proposed the following 
definition of a mental disorder: “a clinically significant behavioural or 
psychological syndrome or pattern that occurs in an individual and that is 
associated with present distress (e.g., a painful symptom) or disability (i. e., 
impairment in one or more important areas of functioning) or with a 
significantly increased risk of suffering death, pain, disability, or an important 
loss of freedom” (APA, 1994).  

Every new edition DSM (Diagnostic and Statistical Manual of Mental 
Disorders) has included an increased number of disorders. In the first 
edition from 1952, there were 128 categories and the most recent fourth 
edition includes 357 categories of mental disorders. From a sociological 
perspective criticism has been raised against what is judged as a 
“medicalization” of human behaviour (Eaton, 2001). This criticism focus 
more on personality disorders, temporary states of mental distress and 
behavioural features, than on the major mental disorders, such as 
schizophrenia. 

Still, schizophrenia remains a somewhat controversial diagnosis (McKenna, 
1994), mostly because of its umbrella-like structure that covers a great 
number of symptoms and behaviours, possible including several distinct 
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disorders. The aetiology of schizophrenia remains to a large extent unclear 
(McKenna, 1994; Frances et al., 1995).  

The diagnostic criteria for schizophrenia have shifted over time and they are 
still subject for ongoing revision. Emil Kraepelin (1856-1926) and Eugen 
Bleuler (1857-1939) were the first to describe the disorder. Kraepelin 
named in the late nineteenth the disorder Dementia praecox and emphasized 
the early onset and the chronic deteriorating course. Bleuler, in the early 
twentieth, focused more on the splitting and the fragmentation of thoughts 
and suggested Schizophrenia as a more suitable term for the disorder. He 
de-emphasized the course in favour of four symptoms that he saw as 
characteristic: disturbances in associations and affects, autism and ambival-
ence. Later on, in the mid 1950s, the German psychiatrist Kurt Schneider 
provided a definition that included only a particular group of delusions and 
hallucinations that he considered significant for the diagnosis such as 
delusions of being externally controlled, thought insertion, thought 
withdrawal, thought broadcasting and voices communicating with or about 
the person. These “Schneidarian psychotic symptoms” dominated into the 
1970s. But as they were found not very specific for schizophrenia, a new set 
of criteria with separate subgroups was established, still in use in the 
prevailing diagnostic systems (Frances et al., 1995). 

 

Diagnostic criteria – DSM-IV 

In this thesis, diagnoses are derived from the DSM-system which is a 
consensus-based system of psychiatric diagnoses provided by the American 
Psychiatric Association. The manual is subject to continuous revisions, as 
research and clinical experience in the field proceed, which also emphasize 
the complexity in defining and diagnosing mental disorders. During the 
nine-year study-period, 1992-2000, two versions of DSM were in use in 
forensic psychiatry in Sweden: DSM-III-R (third edition revised) during 
1992-1995, and DSM-IV from 1996 (APA, 1987, 1994). The differences 
in the criteria set of schizophrenia between these two editions are minor. 
One important difference is that the duration of active symptoms 
mentioned in general criteria C (se below), was prolonged from one week 
in the DSM III-R to one month in the DSM-IV.  
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Schizophrenia- DSM-IV criteria (shortened) 

General criteria to be fulfilled: 
A:  At least two of the following symptoms: 

• Delusions 
• Hallucinations 
• Disorganized speech 
• Grossly disorganized or catatonic behaviour 
• Negative symptoms 

 
B.  Social/occupational dysfunction. 
C.  Duration. At least six months duration of signs, including at least one 

month of criteria A. 
D.  Exclusion of schizoaffective and mood disorder. 
E.  Exclusion of substance/general medical condition causing the 

symptoms. 
F.  Assessed relationship to a pervasive developmental disorder. 
 
Subtypes of schizophrenia with their main characteristics: 

• Paranoid type - preoccupation with one or more delusions or 
frequent auditory hallucinations.  

• Disorganized type – disorganized speech and behaviour together 
with flat or inappropriate affects. 

• Catatonic type – at least two of following symptoms are present; 
motoric immobility, excessive motor activity, extreme negativism or 
mutism, peculiarities of voluntary movements and/or echolalia or 
echopraxia.  

• Undifferentiated type – general criteria are met but not any of the 
criteria for the subtypes above. 

• Residual type – absence of prominent delusions, hallucinations, 
disorganized speech, grossly disorganized or catatonic behaviour. 
But presence of negative symptoms and symptoms from criteria A in 
an attenuated form (odd beliefs, unusual perceptual experiences). 

 
Other psychotic disorders related to schizophrenia. 
Schizophreniform disorder  

Criteria A, D and E of schizophrenia are met, with duration of an 
episode of at least one month but less than six months.  

 
Schizoaffective disorder  
A.  Concurrent with symptoms meeting criteria A for schizophrenia there 

is a period of illness with a major depressive episode, a manic episode or 
a mixture of both. 

B.  Delusions or hallucinations for at least two weeks have been present in 
the same period of illness but in absence of prominent mood 
symptoms. 

C.  Symptoms that meet criteria for a mood episode are present for a 
substantial portion of the total duration. 

D.  Exclusion of a substance or a general medical condition.  
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Epidemiology 

The overall risk to develop schizophrenia during lifetime is estimated to 
0.8-1%, equal for men and women, and the prevalence to 0.3-0.6% 
(Eaton, 1985; Regier et al., 1988; Bijl et al., 1998; WHO, 2001). An 
estimation of the prevalence of mental disorders in the US based on a com-
munity study with 18 571 interviews, that constituted the Epidemiologic 
Catchment Area (ECA), reported the one-month prevalence of schizo-
phrenia to be 0.6% (Regier et al., 1988). In a recent study all figures from 
the ECA were revised using complementary figures from the National 
Comorbidity Survey (NCS). For schizophrenia it implied that the duration 
criterion was extended and the one-year prevalence of schizophrenia 
together with schizophreniform disorders was estimated to 1% (Narrow et 
al., 2002).  

An estimation for Sweden suggest that 30.000 – 40.000 individuals are in 
need of support from the society due to schizophrenia or similar psychotic 
disorders (Socialstyrelsen, 2003a). 

Men have their onset of schizophrenia at 20-25 years of age and women 
have their peak of onset five years late (Räsänen et al., 2000). The course of 
the disorder varies between individuals and between men and women, 
where females have a somewhat more favourable course. The prognosis for 
about half of the individuals who develop schizophrenia is judged to be 
good or fairly good (WHO, 2001). 

Individuals diagnosed with schizophrenia have a markedly increased overall 
mortality. Most frequent causes of death are cancer, cardiovascular diseases 
and suicide (Ösby et al., 2000). The increased risk of suicide is most pron-
ounced for men (Allebeck, 1986; Hiroeh et al., 2001). Radomsky and 
collegues (1999) showed that 27% of consecutively admitted adult 
psychiatric inpatients diagnosed with schizophrenia had attempted suicide 
at least once during their lifetime and the risk of suicidal behaviour was 
highest as young adults. In a meta-analysis of mortality studies, Inskip and 
colleagues (1998) estimated the lifetime suicide risk to be four percent for 
persons with schizophrenia, six percent for affective disorders and seven 
percent for persons with alcohol dependence. In a follow-up study of 
mentally disordered offenders in Sweden, who during the years 1988-1991 
had been subject to forensic psychiatric evaluation and followed in registers 
until the end of 1995, four percent of those diagnosed with schizophrenia 
had committed suicide (Kullgren et al., 1998).   
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Major mental disorders and violence 

The risk of committing a violent crime among individuals diagnosed with 
schizophrenia is elevated both for men and women compared to the general 
population. This has been reported in a number of studies from different 
countries during the last decade (Lindqvist & Allebeck, 1990a; Swanson et 
al., 1990; Hodgins, 1992; Swanson, 1994; Wessley et al., 1994; Modestin 
& Ammann, 1995; Hodgins et al., 1996; Tiihonen et al., 1997; Steadman 
et al., 1998; Wallace et al., 1998; Brennan et al., 2000). Various research 
methods have been employed, such as population studies, follow-up studies 
and cohort studies, estimating the prevalence of violent acts among 
individuals with schizophrenia, or studies estimating prevalence of schizo-
phrenia among individuals who have committed violent crimes. All studies 
have their limitations and benefits but have all shown an association 
between major mental disorders, including schizophrenia, and an increased 
risk of committing a violent crime.  

One important study aiming at estimating prevalence and incidence of 
mental disorders in the general population is the Epidemiologic Catchment 
Area Program (ECA) (Robins & Regier, 1991). The study was performed 
in five sites in the United States from 1978 –1985, including a total of 
3.000 to 5.000 individuals per site. Psychiatric diagnoses were derived from 
the Diagnostic Interview Schedule (DIS) based on the DSM-III (Robins et 
al., 1981). Diagnostic interviews were performed in two waves, 12 months 
apart. Although the ECA study was not designed to provide an epidemiol-
ogic assessment on violent behaviour, there was information that could be 
used for such an analysis (Swanson et al., 1990). In a sub sample of close to 
10.000 respondents the life-time prevalence of self-reported violent acts 
(defined as had hit or thrown things at partner, spanked or hit a child, been 
fighting, used weapon in a fight or gotten into physical fight while 
drinking) was estimated to 18%, and for the one-year period preceding the 
interview to 4%. Whereas 2.3% of the respondents with no major disorder 
reported violent behaviour in the last one year, the corresponding figure for 
persons with schizophrenia spectrum or major affective disorders was 7% 
(OR 3.2) 1. Those who only had substance abuse or dependence had a 
prevalence of violence in the last year of 19.7% (OR 10.6), which increased 

                                                 
1 Odds ratio (OR) represents the odds that someone with a particular exposure, for example a 
diagnosis of schizophrenia, has a specific outcome, for example commits a violent crime, divided 
by the odds that someone without that exposure commits such a crime. Relative risk (RR) 
represents the ratio of incidences, e.g. cases of violent crimes among those with diagnosis of 
schizophrenia, divided by the incidence among unexposed (those with no mental disorder). 
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to 22% (OR 12.2) within the group with co-morbidity of major mental 
disorders and substance abuse (Swanson, 1994).  

Birth cohort studies have an advantage when studying associations of the 
present kind. The method allows for large samples and the design provides 
numerous of data over a long period, provided that there are well function-
ing national databases or registers. The fact that the three most important 
cohort studies are from the Nordic countries Sweden, Denmark and 
Finland, is due to the personal code numbers used in these countries.  

The Metropolitan Project used an unselected Swedish birth cohort 
composed of all 15 117 persons born in Stockholm in 1953 (Hodgins, 
1992; Hodgins & Jansson, 2002). All individuals were followed in different 
registers or databases for a 30-year period. Out of all individuals, 1.1% of 
both males and females were classified as having a major mental disorder 
(MMD) defined as diagnosis of schizophrenia, major affective disorder, 
paranoid state or other psychosis. Other mental disorders, intellectual 
handicap and substance abuse were also taken into account. Men with 
MMD were 2.56 times more likely to have been convicted for any criminal 
offence compared to men with no disorder or handicap, and 4.16 times 
more likely to have been convicted of a violent crime. Highest odds ratios 
were found for men with substance abuse/dependence with OR 20.37 for 
any crime and OR 15.44 for violent crime.  

Another Scandinavian study by Hodgins and co-workers (1996) followed 
in the Danish person register all individuals born in Denmark from January 
1944 to December 1947, who were still alive and living in Denmark 1990. 
The cohort consisted of 324 401 persons. Information on diagnoses was 
collected from the psychiatric register and charges and convictions were 
taken from the police register. Altogether 7030 persons, 1.9% of the men 
and 2.5% of the women, were judged to have a major mental disorder, 
defined as having at least one discharge diagnosis of schizophrenia, manic-
depressive psychoses, psychogenic psychoses or other psychosis. Violent 
offences were defined as all offences involving interpersonal aggression or 
threat thereof. Both in men and women a greater proportion of the MMD-
group had been convicted for a crime. This was true for any offence, (RR 
3.7 for men, RR 4.5 for females), but more pronounced for violent offences 
(RR 4.5 for men, RR 8.7 for females). In the same Danish cohort Brennan 
and colleagues (2000) calculated the risk as related to specific diagnoses.  
i.e. schizophrenia, affective psychosis, other psychosis and organic brain 
syndromes. Totally 2.2% of the men in the cohort until 44 years of age 
were hospitalised for at least one for those major mental disorders, and 
these men committed 10% of the violent crimes committed by all men in 
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the cohort. The figures for the women were 2.6% and 16% respectively. 
Men with organic psychosis, and both men and women with schizophrenia 
were significantly more likely to be arrested for violent crimes than were 
persons who had never been hospitalized. Odds ratio (OR) was 4.6 for men 
with schizophrenia and OR 23.2 for the women. This increased risk 
remained when controlling for demographic factors, substance abuse and 
personality disorders.  

In Finland Tiihonen and colleagues (1997) studied a birth cohort in the 
northern part of the country, consisting of 12 058 individuals born in 
1966. The cohort was followed for 26 years and the individuals were by 
that still fairly young at time for follow-up. Data from the Finnish Hospital 
Discharge Register and criminal registers were collected as well as hospital 
records. Out of all men in the cohort 2.4% were registered for a violent 
crime. The odds ratio for committing a violent crime for a man when diag-
nosed with schizophrenia was 7.0 using mentally healthy men as a 
reference. A co-existing alcohol abuse increased the risk for committing a 
violent crime to OR 25.2 and for individuals with schizophrenia without 
alcohol abuse the risk decreased to OR 3.6 (Räsänen et al., 1998).   

Other studies have started off from patients with mental disorder measuring 
the prevalence of violent acts during follow-up. One of the largest follow-up 
studies is the MacArthur Violence Risk Assessment Study by Steadman and 
colleagues (1998), performed at three sites in the United States. They 
followed 1136 male and female patients with mental disorders one year 
after discharge from acute psychiatric facilities with interviews every tenth 
week, in which the patients were asked about aggressive behaviour. In 
addition, they used information from collateral informants and official 
agency records. A comparison group of 519 people living in the same 
neighbourhood was interviewed once. They found the presence of sub-
stance abuse to be a key factor for a significantly increased rate of violence, 
both among patients and others living in the same neighbourhood. Abuse 
was however more common in the patient group. For individuals without 
substance abuse there were no significant differences between groups. It 
must be stressed that among the patients who refused to participate there 
were more individuals with schizophrenia, they were older and fewer had 
personality disorders. Many of the patients lived in neighbourhoods with 
higher crime rates than the cities as a whole and this could also have 
affected the figures. 

In a Swedish register-based longitudinal follow-study a group of 644 
discharged patients diagnosed with schizophrenia were in registers followed 
for a period of 15 years, and the crime rate of violent offences among men 
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with schizophrenia was found to be about four times higher as compared to 
men in the general population (Lindqvist & Allebeck, 1990a).   

Case control studies represent yet another approach. In a study from United 
Kingdom, Wessley and colleagues (1994) identified 538 incident cases of 
schizophrenia over a 20-year period from a community psychiatric case 
register in a defined catchment area in London. The cases were matched 
with controls from the same register, representative for non-schizophrenic 
mental disorders. They found that the persons with schizophrenia were 
more likely to acquire a criminal record than persons with other mental 
disorders. Other factors of significance for criminal offences were being 
male, unemployment, low social class and substance abuse. The criminal 
careers began later for those with schizophrenia and were shorter than those 
of the controls. 

Modestin and Ammann (1995) used an unselected sample of all 1265 adult 
inpatients admitted in Berne, Switzerland, during 1987, and compared 
them with controls from the general population matched for sex, age, 
marital status, social class and size of community of residence. Individuals 
with a psychiatric diagnosis were more likely to be found in the criminal 
register, 51% vs. 36% in males and 21% vs. 6% in females. Alcoholism/ 
drug use and personality disorder were significantly correlated with crim-
inality whereas for schizophrenia and related disorders an enhancement of 
criminality rate could only be found for females. All types of crime were 
included in the study.  

Another approach in case control studies has been to estimate the 
prevalence of mental disorders in a sample convicted for a crime. In an 
Australian study Wallace and colleagues (1998) used two databases, the 
higher courts records of convictions and the state-wide psychiatric case 
register in Victoria. Between the years 1993 and 1995 totally 4156 
individuals were convicted for serious crimes, out of which 25% had a prior 
psychiatric contact. Individuals with personality disorders and/or substance 
misuse were the most likely to appear in the convicted group. The increased 
risk of being convicted for a crime when having schizophrenia, was modest 
and coexisting substance misuse had a great impact. Lower figures were 
found in United Kingdom where Taylor and Gunn (1984a) estimated the 
prevalence of psychiatric disorder among individuals who were on remand 
in Brixton prison. Out of the 2743 remanded men, 9% suffered from a 
psychiatric disorder, including 6.1% with schizophrenia. Those with 
schizophrenia accounted for 9% of the offenders who had committed a 
violent crime. In a Canadian study of remanded offenders 1% had psycho-
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tic disorders among those who had committed a violent crime against a 
person (Stuart & Arboleda-Florez, 2001).  

  

Limitations in epidemiological studies 

All types of studies have their strengths and weaknesses and must be 
interpreted with caution. There are some critical reviews that stress 
limitations in terms of sampling, measurements and defining criteria 
(Arboleda-Florez et al., 1998; Eronen et al, 1998; Hodgins, 1998; 
Modestin, 1998; Walsh et al, 2002). Definitions of central concepts such as 
mental disorder and violence vary a lot. The frequently used concept of 
major mental disorder includes a number of diagnoses, and validity can be 
questioned depending on the diagnostic procedure. Diagnoses at discharge 
from in-patient psychiatric treatment are likely to be the most accurate. 
However, in a Swedish study where diagnoses within forensic psychiatry 
were compared with diagnoses that the individuals had received at earlier 
treatment episodes, the accordance was found to be moderate. Diagnoses of 
schizophrenia and personality disorders were more frequent in the forensic 
psychiatry and the authors claimed that this difference could not only be 
due to the course of the disorders (Bergman et al., 1999). A confounding 
factor in register-based studies using diagnosis at discharge from psychiatric 
in-patient treatment might be that violent or aggressive behaviour 
sometimes is a criterion for admission (Arboleda-Florez et al., 1998). 
Notably is also that individuals who only receive out-patient treatment are 
seldom registered and can therefore be missed in register-based studies. In 
the ECA survey only 16% of those who met criteria for major affective 
disorder or schizophrenia reported ever being admitted to a hospital for a 
mental health problem (Swanson, 1994). Munk-Jorgensen and colleagues 
(1993) in Denmark found however that most persons who develop a major 
mental disorder are at some point in their lives admitted to a psychiatric 
ward.  

Studies also differ in their use of definitions of violence or violent crimi-
nality. For example the ECA study included both verbal threats and 
throwing things at someone as violent acts, while some studies use narrow 
criteria only including interpersonal physical violence. Sexual offences are 
sometimes included but those crimes are in general rare among psychotic 
patients (Nijman et al., 2003). The violence or the aggressive behaviour can 
be self-reported, reported by network members, or most commonly in some 
form registered due to legal consequences. Self-reported information de-
pends on the extent to which a person recalls events and also admits violent 
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behaviour. On the other hand, interviews or questionnaires might reveal 
violence that is never reported to the police or brought to justice.  

Mentally disordered offenders are not always prosecuted, especially if the 
violence is of less severity, which might introduce a bias in studies on 
arrested offenders. On the other hand, in cases of severe violent criminality, 
offenders with psychosis are more likely than others to be arrested in direct 
connection to the crime scene (Robertson, 1988). Taylor & Gunn (1984b) 
also found a tendency by the police to view mentally ill as more dangerous 
than other persons. Since they also often failed to report a permanent 
address and presented with active psychiatric symptoms, they were more 
likely to be kept in custody. Hence, varying criteria for arrest or admission 
might also influence the results.  

Register-based epidemiological investigations, such as the Nordic birth 
cohort studies, are in general regarded superior since they are not affected 
by disproportional representations (Hodgins, 1998). The association found 
between schizophrenia and violent criminality should however not be 
interpreted to show that the disorder has had a direct impact on the crime 
in every case. It is merely an association over time. The issue of what comes 
first, the mental disorder or the crime has also been studied and although 
the disorder “almost invariably comes first” as stated by Taylor & Hodgins 
(1994), a considerable number of the offenders with schizophrenia have 
committed crimes before first admission to psychiatric services and many 
offenders are found within the general psychiatry (Tengström & Hodgins, 
2002). In a Danish register-based study of all individuals diagnosed with 
schizophrenia born after November 1, 1963 and followed until May 1999, 
Munkner and colleagues (2003a) found that 27% of the 4619 individuals 
had committed a crime before their first psychiatric hospital contact. By the 
time of diagnosis of schizophrenia totally 32% had committed a crime and 
12 % had committed at least one violent crime. 

In spite of weaknesses and limitations of the studies mentioned it still 
remains a reasonable conclusion that schizophrenia is associated with an 
increased risk of committing a violent crime.  

 

Concurrent risk factors   

The association between major mental disorders and violence is most often 
reported as a simple link between the two entities, but the association is of 
course more complicated than that. The diagnosis of schizophrenia covers a 
variety of symptoms, among them delusions and hallucinations, which by 
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themselves can have an impact on the behaviour (Taylor et al., 1998). A 
sub-set of psychotic symptoms characterised by a feeling of being threat-
ened and/or that the internal control is apprehended as overridden (TCO-
symptoms; Threat, Control-Override), has been found to be associated 
with violent behaviour (Link & Stueve, 1994).  

There are also a number of sociodemographic, social, clinical and psycho-
pathological factors, that besides the mental disorder, indicate a risk of 
criminal/violent behaviour (Link et al., 1992; Estroff & Zimmer, 1994a; 
Estroff et al., 1994b; Novaco, 1994; Hiday, 1995, 1997; Tiihonen et al., 
1997; Silver et al., 1999; Brennan et al., 2000; Tengström et al., 2001; 
Hodgins & Jansson, 2002). Based on a compilation by Coid (1996) the 
following factors have among others been suggested to indicate risk for 
violence for individuals with mental disorders:    

• Sociodemographic/social variables: being male, young, low socio-
economic status, living in urban areas, homelessness, social dis-
organisation, neighbourhood poverty, victimisation and loss of 
social support.  

• Clinical/ psychopathological variables: history of violence, poor 
compliance with treatment, recent discontinuation of treatment, 
substance abuse, primary or an additional diagnosis of a 
personality disorder, psychopathy, persecutory delusions, TCO-
symptoms.  

It should be stressed that many of these factors are also valid for individuals 
without mental disorder and many factors might be present simultaneously. 
The impact of a co-existing use of alcohol and/or drugs on violent acts is 
strongly emphasized in many studies and is the single strongest risk factor 
for violence (Lindqvist & Allebeck, 1990b; Hodgins, 1992; Swanson, 
1994; Wessley et al., 1994; Modestin & Ammann, 1995; Tiihonen et al., 
1997; Räsänen et al., 1998; Scott et al., 1998; Steadman et al., 1998; 
Swartz et al., 1998a; Soyka, 2000). However, the general conclusion is that 
the elevated risk of committing a violent crime when having schizophrenia 
remains also when controlling for sociodemographic factors and substance 
abuse (Link et al., 1992; Swanson, 1994; Wessley et al., 1994; Brennan et 
al., 2000).  

 

Female offenders with mental disorders 

The criminality in Sweden is substantially lower among women than men, 
although there has been a successive increase of offences committed by 
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women since 1975. The proportion of women among those suspected of 
crime has doubled within a 20-year period (1975-1995) (BRÅ, 1999), 
although from a low level. Compared to men, the increase over time is 
larger among women. One suggested explanation is that it correlates with 
the transformation of the female role in the society, where women have 
entered a number of arenas that earlier were dominated by men (BRÅ, 
2001). Public views on what is acceptable behaviour for women and 
women’s lifestyle have changed over time, including increased alcohol 
consumption. All these factors contribute to violent behaviour (BRÅ, 1999, 
Weizmann-Henelius et al., 2003).  

In the year 2000, 18% of the suspects in reported crimes were women 
(BRÅ, 2001). In Sweden, the gender gap is most pronounced for violent 
criminality with a proportion of female suspects in about 7% of the crimes 
(BRÅ, 1999). The gender differences can also be seen in type of crimes that 
has led to imprisonment, where about 13% of those incarcerated for 
embezzlement are women, compared to 2-3% of those incarcerated for 
assault or homicide (BRÅ, 2002). 

The gender difference for violent criminality is however not as obvious 
among mentally disordered men and women. In a sample of 331 severely 
mental disordered admitted to psychiatric units at three hospitals in US, 
male and female patients reported the similar prevalence of violent acts the 
four months prior to admission (Hiday et al., 1998). Gender differences 
were nevertheless found regarding alcohol use where women were less likely 
to have been drinking, the injuries caused by females were less severe and 
the women were more likely to target family members and to be violent in 
their home.  

In the first analysis of ECA data Swanson and colleagues (1990) found 
equal rates of violence among men and women with a psychiatric diagnosis, 
but when adjusting for age, marital and socioeconomic status, gender was 
found to have a significant effect with more males committing violent 
crimes (Swanson, 1994). With data from an epidemiological study 
conducted in Israel, Stueve and Link (1998) found that mental illness 
narrowed the gender gap in self-reported violence. In a Danish birth 
cohort, Hodgins and colleagues (1996) also showed that even if rates of 
conviction were much higher among men than women, the differences 
between sexes decreased among those with a severe mental illness.  

Lindqvist & Allebeck (1990a) found in a Swedish sample of mentally 
disordered individuals that the increased risk of acquiring a criminal record 
for women with major mental disorders was not only found for violent 
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crimes but for any type of crime. Within a Swedish birth cohort, women 
with major mental disorders were five times more likely to have been 
convicted for any criminal offence than women with no disorder or 
handicap, and 27 times more likely to have been convicted for a violent 
crime (Hodgins, 1992). It should be stressed that the base rate of offending 
among non-mentally-disordered offending women is very low. In contrast, 
Eronen and colleagues (1996a) did not find any gender differences among 
offenders with and without mental illness in a study of homicides over a 
12-year period in Finland. Out of 125 Finnish women who had committed 
attempted or completed homicide during 1982-1992, 62% had a 
personality disorder and 27% were diagnosed with a psychotic disorder. 
Female offenders with psychotic disorders were more likely to attack 
children than offenders with personality disorders (Putkonen et al., 2001).   

Most studies on criminality among women use the concept of “major 
mental disorders” without defining specific diagnoses. However, one study 
reports that women with a diagnosis of schizophrenia had an overall 
increased rate of convictions, including violent offences compared to 
women with other mental disorders (Wessley et al., 1994).  

Among female offenders referred to a pre-trial forensic psychiatric 
evaluation in Sweden, about 40% had committed assault or homicide, 
followed by arson with approximately among 30% of the cases (RMV, 
1999, 2002).    

 

Attributable risk 

Even if individuals with schizophrenia are more likely to commit violent 
crimes than others, their contribution to the overall violent criminality in 
the society is marginal, since the prevalence of schizophrenia is low. From a 
public health perspective the measure of attributable risk is of interest 
describing “the proportion of new cases arising in a population that are 
attributable to the exposure under study” (Zahner et al, 1995). In this case 
it tells us how much of the total violence in the community that is 
associated with mental illness. In a critical review of major epidemiological 
studies Walsh and colleagues (2002) stated that the calculated proportion 
of violent criminality in society attributable to schizophrenia consistently 
falls below 10%. From data in the ECA-study Swanson and colleagues 
(1990, 1994) found that only 3% to 5% of violence in the community 
could be attributed to schizophrenia. These figures include all violent 
crimes, including homicide. In homicide,  the proportion of offenders with 
major mental disorders are about 10-15% in comparable Western countries 
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(Taylor & Gunn, 1984a,b; Wilcox, 1985; Gottlieb et al., 1987; Cotê & 
Hodgins, 1992; Eronen et al., 1996b; Erb et al., 2001).  

Hence, it is important to stress that the vast majority of the severe violence 
in the society is not associated with major mental disorders. This is often 
neglected in the public debate on mental illness and violence, which seems 
to nurture public beliefs of dangerousness and further stigmatise individuals 
with mental illness, as well as their relatives (Arboleda-Floréz et al., 1998; 
Taylor & Gunn, 1999; Angermeyer, 2000).  

 

Impact on family members 

Mental illness is obviously first and most affecting the life of the individual 
that has developed the disorder, but it also brings consequences for persons 
in the immediate network, especially family members. The importance of 
the immediate networks has been further emphasized by the process of de-
institutionalisation in psychiatry. Over the last decades there has been a 
considerable amount of research regarding family burden, coping strategies, 
stigma and stress within families (Thomson & Doll, 1982; Cook et al., 
1994; Magliano et al., 1998a; Phelan et al., 1998; Schene et al., 1998; 
Saunders, 1999; Östman & Hansson, 2000; Saunders & Byrne, 2002; 
Östman & Kjellin, 2002). Caregiver burden is a complex construct with 
both objective and subjective aspects. Objective burdens such as possibly 
strained economy or changed housing conditions are more easily measured 
than caregivers’ subjective burdens, which are subjective and depending on 
the caregivers’ own personality and coping resources. 

One important aspect for relatives seems to be how they experience the 
degree to which the mentally disordered person is able control his or hers 
behaviour (Greenberg et al., 1997; Magliano et al., 1998b). Negative 
symptoms of schizophrenia, such as passivity, depression, affective flatten-
ing and social withdrawal, have been found to be the most difficult symp-
toms to cope with both in terms of objective and subjective burden. One 
main interpretation brought forward is that these negative symptoms are 
apprehended as behaviours that the mentally ill person should be able to 
control, in contrast to episodes of florid psychosis (Fadden et al., 1987; 
Tucker et al., 1998). Symptoms that are regarded as controllable elicit the 
most criticism, irritation, anger and stress by family members (Wearden et 
al., 2000). However, another study failed to show any correlation between 
responsibility, as perceived by the parents, and negative symptoms 
(Provencher & Mueser, 1997). Needless to say, the reactions from signi-
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ficant others in the network also have implications on the behaviour of the 
mentally disordered person.  

For individuals with schizophrenia who show violent behaviour, family 
members are most likely to be the victims. In an Australian study 90% of 
caregivers to people with serious mental illness, who were admitted to an 
acute psychiatric unit, reported experience of verbal or physical abuse, and 
33% of relatives to persons with schizophrenia had suffered physical injury 
(Vaddadi et al., 1997). The figures might be biased by the fact that violent 
behaviour can be a criterion for admission. In a Swedish sample of 228 
relatives to patients admitted to psychiatric treatment (49% diagnosed as 
psychotic), 16% reported having been physically hurt by their relative 
(Östman & Hansson, 2000). Caregivers to forensic psychiatric patients 
with schizophrenia seem to be more at risk. Of 79 interviewed caregivers, as 
many as 83.5% reported violent incidences (MacInnes & Watson, 2002). 
Within the network mothers to mentally disordered persons are in general 
reported to be most at risk for violence. If the adult child is living together 
with the mother, has a coexisting alcohol abuse and is economical 
dependent on the parent, the risk is further elevated (Estroff et al., 1998). 

However, many individuals with schizophrenia have few contacts with 
relatives and friends. In a study on approximately 7000 individuals with 
major mental disorder (75% with a diagnosis of psychosis) living in 
sheltered housing in Sweden, half of them had contact with family or 
friends at least once a month, whereas the other half had contacts a few 
times per year or more seldom (Socialstyrelsen, 2003b). The same pattern 
was found in the United Kingdom, where half of the patients with severe 
psychotic disorder were found to have few contacts with a relative. In 
contrast to what might be expected, one study showed that the frequency of 
contacts was not correlated with the quality of the relation (Harvey et al., 
2001).  

 

The Swedish legal system 

According Swedish law an offender cannot be sentenced to prison if he/she 
is judged to have committed the crime under influence of a “severe mental 
disorder” (30 kap 6 § BrB). If the offender still suffers from a severe mental 
disorder during trial he will be convicted but referred to forensic psychiatric 
treatment and not imprisoned (31 kap 3 § BrB). The concept of “severe 
mental disorder” is medico-legal and includes in short psychotic states 
irrespective of aetiology, with disturbed apprehension of reality and with 
symptoms such as confusion, thought disturbances, hallucinations and/or 
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delusions. Severe personality disorders with uncontrollable impulsivity or 
compulsive behaviour, might also be judged as a “severe mental disorder”.  

A forensic psychiatric evaluation is requested by the court and there are two 
types of evaluations; one minor (according to §7, (1991:2041)), and one 
more extended (§1 (1991:1137)). The latter will in the forthcoming text be 
referred to as forensic psychiatric evaluations (FPE). In more severe crimes 
the minor evaluation serves the purpose to give the court recommendations 
whether a FPE should be performed or not.  

At present about 650 forensic FPEs are requested by courts every year in 
Sweden. They are performed by a team consisting of a psychiatrist, a 
psychologist, a social worker and ward staff. In addition to psychological 
tests and repeated clinical interviews, information is collected from files and 
registers regarding criminality, previous hospital treatment, interventions 
from social authorities etc. Significant others may also be contacted for 
information. The FPE is conducted according to rules and guidelines from 
The National Board of Forensic Medicine (SOSFS 1996:14). 

The proportion of offenders 
who are referred for a FPE 
is small in Sweden (figure 
1). Out of about 1.200.000 
crimes, reported to the 
police per year in Sweden, 
approximately 60.000 con-
cern homicide and/or phy-
sical assault, and 8.000 of 
these violent crimes leads to 
a conviction, in ca 7.300 
cases to incarceration. App-
roximately four percent of 
these violent offenders are 
by court referred to a pre-
trial forensic psychiatric 
evaluation, in which around 
*

59 021 reported cases

8002 leading to a verdict

316 FPE
158 severe psychiatric disorder
* 58 diagnoses of schizophrenia

 
Figure 1. Figures for homicide/assault year 2000 
(BRÅ, 2001; RMV, 2002).  
half are assessed as having a severe mental disorder and a minority is 
diagnosed with schizophrenia (RMV, 2002).  

During the nine-year study period 1992-2000, covered by the present 
studies, there were on average 576 FPEs performed every year, varying 
between 514 and 657. About 10% of the evaluations concerned female 
offenders, (on average 53 women per year). Out of all individuals that were 
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subject to a FPE, 79% were Swedish citizens and about two thirds had 
Sweden as their country of origin. The crimes of interest in the thesis, 
homicide and physical assault, constituted on average 47.5% of the crimes 
committed by men with corresponding percentage of 39.5% for female 
offenders. Personality disorders dominated among diagnostic categories at 
FPE (Table 1).  

    
Table 1. Main diagnosis at FPE 1992-2000- any crime. 
 

Main diagnosis FPE 1992-2000 % 

Schizophrenia 16% 

Other psychosis 17% 

Abuse/dependency 18% 

Personality disorder 26% 

Other psychiatric disorders 19% 

No diagnosis 4% 

 

In about half of the evaluations (51.8%), the offender was judged to have a 
severe mental disorder according to the legal definition. A diagnosis of 
schizophrenia will almost without exemptions be judged as a severe mental 
disorder.  
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Aims  
 

The overall aim was to increase knowledge about violent crimes committed 
by offenders with schizophrenia and to examine the experiences of their 
relatives. By an extended awareness negative attitudes towards mentally 
disordered individuals may be challenged, and measures to prevent violent 
crimes among individuals with psychotic illness can be improved.  

The more specific aims were:     

 

• To explore incidence of and victim relations in severe violent 
crimes committed by offenders with schizophrenia in Sweden. 
(I) 

• To investigate background factors among violent offenders with 
schizophrenia, with special reference to those who target family 
members. (II) 

• To identify psychotic symptoms and triggering factors associ-
ated with fatal violence committed by offenders with schizo-
phrenia. (III) 

• To build an understanding of the experiences and emotional 
reactions among parents of violent offenders with schizo-
phrenia. (IV) 
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Methodological considerations  

When studying complex phenomena such as human behaviour, an 
approach combining qualitative and quantitative methods might have 
several advantages. Quantitative studies are useful to provide descriptive 
information and allow for between group comparisons whereas qualitative 
studies are more apt to explore and provide an understanding of human 
behaviour in all its complexity. The qualitative research tradition has its 
roots in disciplines such as sociology, social work, anthropology, nursing 
and psychology. The concept of “qualitative” refers to quality in the sense 
of hallmarks, features, character, nuances and complexity or nature of the 
phenomenon under study (Malterud, 2001a). 

Quantitative and qualitative research diverge in basic assumptions and main 
methodological strategies. Whereas quantitative research is associated with a 
positivistic paradigm the qualitative research belongs to a naturalistic or 
hermeneutic one (Lincoln & Guba, 1985). These two traditions of sciences 
contain in their pure forms different views on such issues as objectivity, 
generalizability, causal associations and the role of values in research. These 
differences appear in theory more contrasting than they are in practice 
(Malterud, 2001b).    

Whereas quantitative studies are associated with a deductive strategy, 
meaning that you start off from a theory or hypothesis that is to be 
confirmed or falsified, qualitative studies are associated with an inductive 
strategy, where your collected information will guide you to generate 
further research questions and build your theory. In practice these two 
strategies are seldom totally separated from each other. Even with a 
quantitative design based on a hypothesis, new research questions are likely 
to emerge along with the data collection or as a result of a confirmation or 
falsification of the first hypothesis. In a similar way, the qualitative 
researcher will never be altogether free from earlier notions and theoretical 
assumptions. The abductive strategy (figure 2) with interactions between 
sampling procedures, data collection and interpretation, oscillating between 
inductive and deductive strategies, is found in most research projects 
(Dahlgren et al., 2004).  

Grounded theory (Glaser & Strauss, 1967; Glaser, 1978; Strauss, 1987; 
Glaser, 1992, 2001) is the qualitative method used in the interview study 
(paper IV).  
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Figure 2. Deductive, inductive and abductive reasoning (Dahlgren et al., 2004) 

 

The methodology provides a set of techniques and procedures for the re-
search process in which the coding of the data is central. Data is fractured 
and conceptualized through an analytic process (Strauss & Corbin, 1998). 
Theories, developed through grounded theory are derived from, and 
grounded in the data in an emergent design. The process of data collection, 
coding and analysing continues until saturation is obtained, that is when no 
new information of relevance for the theoretical discovery seems to emerge. 

 

Quantitative studies 

With the aim to explore the violent crimes in Sweden committed by 
individuals with schizophrenia, regarding victim relations, background 
factors and triggering factors for homicides, a quantitative research 
approach was chosen (paper I, II, III). The study base was identified from 
PsychBase, a national data base on all individuals who have been subject to 
a forensic psychiatric evaluation in Sweden (table 2).  

The study period for the quantitative studies was set to be 1992 to 2000. In 
1992 a new legislation regarding mentally disordered offenders was intro-
duced. At the same time, detailed guidelines were formulated to standardize 
the procedures and the presentation of the results from the forensic psychi-
atric evaluation. In addition, it was decided that diagnostic assessments 
should be made according to the DSM-system. These changes introduced 
in 1992 made this year suitable as starting point for the retrospective data 
collection. The endpoint in end of year 2000 was chosen to allow for a 
sufficient number of individuals to be included in the study. 

DATA REALITY 

induction deduction 

abduction 



Methods 

All individuals diagnosed with schizophrenia, were included. In addition to 
the five subtypes of schizophrenia, schizophreniform disorder and schizo-
affective disorder were included. Even though the disorders are distinct 
diagnostic entities, they all belong to the schizophrenia spectrum and they 
share the core criteria (A criteria) for a schizophrenic disorder.  

The individuals were distributed on sub-groups and disorders as follows; 
paranoid type 38.8%, disorganized type 5.9%, catatonic type 1.1%, 
undifferentiated type 31.2%, residual type 4.6%, schizophreniform dis-
order 8.1% and schizoaffective disorder 10.3%. 

The definitions of violent crimes used in the thesis included the following 
crime classifications according to Swedish legislation: Murder, man-
slaughter, causing someone’s death, severe assault, assault, violence against 
an official, and attempts to any of these crimes. All of the crimes included 
some kind of physical contact with the victim. 

Two new crime classifications were introduced in Sweden in July 1998; 
“severe molestation” and “severe molestation of women”. These crimes can 
include physical assault but are also covering other forms of molestation. 
There were three men with schizophrenia who were prosecuted for these 
crimes from 1998 until 2000. They were however not included in the study 
population. 

A few offenders who were not sentenced to forensic psychiatric treatment 
were excluded from the study sample. When studying background factors 
(paper II) foreign citizens were excluded due to difficulties in getting valid 
data on the background variables. All homicide offenders in paper III were 
referred for forensic psychiatric treatment. 

 
Table 2. Samples of offenders/victims in paper I, II and III 
 
Paper Male offenders with schizophrenia and violent crime, 92-00 Victims 

 
I 

 
369 

 
All male offenders with schizophrenia referred by court order to 
forensic psychiatric treatment, irrespective of possible previous FPE. 
Excluded were 9 men with other sanctions. 

 
615 

 
II 

 
207 

 
Out of the 264 offenders, who for their first time were subject to a 
FPE, 57 were excluded due to other sanction than forensic psychiatric 
treatment (6), foreign citizenship (43), unknown relation to their 
victim (4), evaluation protocol missing (4).  

 
_ 

 
III 

 
48 

 
All offenders who had committed a homicide, irrespective of the 
offenders’ numbers of FPE. 

 
  52 
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Data was extracted from the forensic psychiatric evaluation protocols 
(papers II and III), court convictions (papers I, II, III and IV), and the 
national police register (paper II). For extracting data from convictions and 
forensic psychiatric evaluations, research protocols were constructed. In the 
protocol used for the convictions, information on victim relation, victim 
sex, weapon, injuries, place and time of crime, witnesses, and intoxication 
of offender/victim was collected. The protocol used for the FPE concerning 
background factors in paper II, was based on a protocol earlier validated in 
a previous study. The inter-rater reliability for the variables used in paper II 
was found to be good in the range of kappa 0.63 to 0.86 (Långström et al., 
1999)2. Information was collected on level of functioning (GAF), 
citizenship, early separation from parents, addiction by parents, behaviour 
problems in school, bullying, intellectual and educational level, degree from 
compulsory school, contact with social services, placement in institution or 
foster home before 18 years of age, psychiatric treatment as child and/or 
adult, age at first possible coercive treatment, suicide attempts, alcohol- or 
drug problems five years prior index crime (diagnosis, treatment period or 
similar), intoxicated at crime, alcohol- or drug treatment, contacts with 
psychiatric, social or correctional services six and one month before crime, 
treatment status at crime, earlier criminality, ever been married, children, 
experience of labour, present civil status, occupation, economical situation 
and housing.  

For the study on the 48 homicide offenders (III) a short narrative was 
written for every case based on information from the forensic psychiatric 
evaluations protocol and the court convictions, focusing on triggering 
factors and events preceding the fatal violence. These narratives constructed 
the ground for joint assessments concerning the presence of delusions 
and/or hallucinations and possible triggering factors for the violent act. 

During the nine-year study period 1992-2000, 39 adult women fulfilled 
the inclusion criteria type of crime and diagnosis of schizophrenia, and all 
but two were sentenced to forensic psychiatric treatment. Four of these 
women killed their victim (they are reported separately in paper III), but 
otherwise the outcome of the violence was minor in 80% of the crimes. For 
various reasons, among them the fact that female offenders have a criminal 
behaviour much different from male offenders, only male offenders have 
been included in the present study samples. 

                                                 
2 The study sample in paper II partly overlaps a sample used in a previous study on risk factors 
for criminal recidivism, including individuals subject to FPE during 1992-1995 (Tengström, et 
al., 2001).  
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Qualitative study 

In the qualitative interview study (paper IV) the aim was to explore and 
build an understanding of the parents’ experiences and emotional reactions 
of having a son with schizophrenia, who also had committed a violent 
crime. What were their past and present feelings, reactions and thoughts in 
relation to their sons’ mental disorder and violent behaviour? And were 
there any common patterns of reactions to be found among the parents?  
The sample for the study consisted of Swedish parents to Swedish male 
citizens with schizophrenia, who had recently been referred to forensic 
psychiatric treatment after conviction for a violent crime (assault, severe 
assault or homicide). Foreign citizens were excluded because of expected 
difficulties reaching and interviewing their parents. The purposive sample 
was consecutively collected from October 2001 until February 2003.  

During the study period all FPEs sent to courts in Sweden were monitored 
in terms of the inclusion criteria regarding diagnosis, type of crime and 
nationality. When a case fulfilling inclusion criteria was convicted and 
sentenced to forensic psychiatric treatment, the psychiatric clinic was con-
tacted as soon as the conviction had gained legal force, to arrange a meeting 
with the offender. The purpose was to get an informed consent to contact 
and interview his parents. A letter was then sent to the parents, describing 
the study and inviting them for an interview. The parents were informed 
that they would be contacted by phone to arrange for an interview, unless 
they reported that they did not want to participate. The place for the 
interview was chosen in accordance with their preferences. Those who 
participated choose to be interviewed at home. 

The interviews were semi-structured with sequences of themes of interest, 
but without any pre-formulated questions. The starting points were the 
parents’ reflections on the onset of their son’s mental disorder, their 
experience of violence and of psychiatric services, the impact their sons’ 
illness had had on family members, reactions from others outside the family 
and the parents’ view on possible preventive measures.  

Every interview lasted 60-90 minutes. In this personal meeting the parents 
conveyed their situation from their own perspective and in their own words 
which is a prerequisite for building an understanding of their experiences. 
The outcome of an interview depends according to Kvale (1996) “on the 
knowledge, sensitivity and empathy of the interviewer”. Based on my 
background as social worker in psychiatry, the interview situation was 
familiar to me and I could provide the empathy needed. The facts that I 
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had previously met with their son and that the interviews were performed 
in their own home seemed also to contribute to a positive atmosphere.  

All interviews were audio taped and memos were written after every 
interview regarding additional details, such as non-verbal communication 
of importance and my own instant reflections. After transcription every 
interview resulted in 25-30 pages of text, which were consecutively coded 
by my co-authors and me separately, followed by joint discussions where 
the codes were compared and discussed together and distributed into 
categories. The sorting of the material was formed trough negotiations and 
a shared searching for an understanding, moving from the concrete to the 
more abstract and thereby general. 

Examples of the coding process is given below (table 3).  

 

Table 3. Example of coding    

Quotation  Codes Category 

It came insidious and I never understood what it was. He 
became skinny and pail and quite, very quite. He never 
had anything to say. And I thought that he ate badly 
because he worked too much. I did not connect it with 
any disorder. (Interview 9)  

Insidious, 
misinterpreted, self-
blame, guilt 

Onset of  
mental disorder 

He was not acting the way he usually did. He stood 
there and waved with the knife and I was so afraid all 
the time. But he is my son and you do not want to……… 
Well, I eventually phoned the police and they came and 
picked him up, but I did not say anything about the 
knife.  (Interview 3) 

Unusual, threat, fear, 
police, shame 

Violent 
behaviour 

 

Our different background and pre-understanding stimulated the analytic 
reasoning. As a social worker in psychiatry I had my prior experiences from 
meeting persons within different settings including forensic psychiatry, one 
colleague had a long experience as psychiatrist and one colleague is an 
experienced qualitative researcher. In our discussions we had few difficulties 
to reach agreement.  

The coding procedure, the discussions and the interviews were parallel 
processes and every interview was in that way based on the analyses of the 
previous ones. When saturation was reached, meaning that no further 
information contributing to the analyses was gained, 23 offenders had been 
approached and 11 interviews performed with parents (figure 3). In three 
cases both parents attended the interview, leading to a participation of 
altogether 14 parents, nine mothers and five fathers. 
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23 sons 
approached

8 declined 15 parents
contacted

4 declined

11 interviews
performed

gure 3. Study profile  

ight of the offenders who were approached did not give consent to contact 
eir parents, and four of the parents declined participation. Two of these 
ght offenders expressed concerns for their parents and did not want them 
 be disturbed, since they had enough problems of their own in terms of 
ysical illness. Another reason, expressed by four of the offenders, was that 
eir parents were no longer involved in their lives (even though they all 
d contact with them). At the time of my request, one offender suffered 

om a florid paranoid psychosis with delusions involving his parents, and 
 did not want anyone to be in contact with them. Yet another offender 
jected my request immediately. Still, my general experience was that the 
fenders appreciated being contacted.  

ur of the parents did not want to be interviewed. One mother left a 
essage to the project secretary and another mother, who actually was the 
ctim in the committed crime, had changed to a secret phone number and 
d not reply to my letter. The remaining two parents who declined 
rticipation wanted to explain their decision. Both were mothers to sons 

ho were convicted for attempted murder. One of them was a young man 
ho had never before committed any crime or received any psychiatric 
eatment; the other was a man in his mid-forties with an extensive history 
 drug addiction, criminality and psychiatric treatment. The mother of the 
unger man said that her “survival strategy” was to keep away from people 

ho regarded her solely as a “mother to a criminal boy” and she diminished 
e violent act to a play between two boys that turned out wrong. The 
other of the older man said that she did not want to have anything to do 
ith her son who she felt had disappointed her in so many ways. He was 
st to her and she did not want to be reminded of all the grief and sorrow 
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he had caused her. She did not return telephone calls from her son and did 
not visit him, although he wanted her to do so, but she said that she sent 
his younger brother to visit him once in a while.  

It is difficult to know if the parents who were not interviewed would have 
provided me with a different picture and understanding of parents’ 
experiences. Based on the information available to me, the overall 
impression is that this is not the case.  

 

Ethical considerations 

Collecting sensitive information on an individual for research purposes 
might be viewed as violation of the persons’ integrity. In the quantitative 
studies, we have collected such information without consent from those 
involved from forensic psychiatric evaluation protocols, criminal registers, 
and court convictions. There are several arguments for this strategy. Firstly, 
we have presented data in such a way that no information regarding any 
single individual is revealed. From that perspective we do not think that 
anyone involved in the study would experience any harm. Secondly, 
reaching and getting consent from all those involved in the study would be 
very difficult. Thirdly, we think that the research questions, addressed in 
the studies, are important enough to balance possible negative effects.  

In the qualitative interview study I personally approached the offenders at 
their psychiatric wards for to seek an informed consent to invite one of 
their parents for an interview. The aim of the study was explained in 
general terms and the offenders were invited to ask for further details. We 
thought it was important to have a fully informed consent from the 
offender before approaching the parents. Many of the parents had 
experienced threat and/or violence from their son and they would most 
likely have hesitated to agree to an interview without this permission from 
their son. Approaching the parents represented to us a more critical ethical 
dilemma. They might feel violated already through the letter sent to them 
inviting them for an interview, and we tried to inform them very clearly 
how to avoid any further contacts with us, if they so wished.  

The studies were approved by the ethical research committee. 
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Results and discussion 
 

The results from the four studies will be presented and discussed under 
each of the four headlines below; Victims of violence, Violent offenders’ 
background, Violence as interaction and Violence as a secret. Every part begins 
with a short summary of the results from the corresponding paper. Some 
additional findings not reported in the papers are presented.  

 

Victims of violence 

During the study period 1992-2000, 615 persons became victims of assault 
or homicide committed by 369 male offenders who were diagnosed with 
schizophrenia and by court order referred to forensic psychiatric treatment. 
In the analyses in paper I the victims were distributed into three groups; 
Unacquainted (including persons that were injured in their roles as 
professionals), Network (acquainted individuals and partners) and Family of 
origin (parents, siblings, grandparents). In the 588 cases where the victim 
relation could be settled, the victims were most often found to be 
unacquainted to the offender (56.3%) (figure 4).   
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When victim status was related to severity of the violence, (need for medical 
treatment or fatal violence), the picture changed somewhat. The more 
severe the violence, the closer was the relation between the offender and his 
victim. Family members together with acquainted men were as victims 
most at risk of being severely or fatally injured, which is in line with 
findings also for non-mental disordered offenders (Swanson et al., 1990; 
Shaw et al., 1999; Rying, 2000; BRÅ, 2001).  

One could argue that differences in report pattern contribute to the figures. 
A close relation to the offender is likely to prevent a report to the police if 
the violent act is of a minor character, but as unacquainted to the offender 
you would be more likely to feel afraid or threatened also by minor 
incidents, and thereby more prone to make a complaint. If the report 
pattern hypothetically was the same regardless relation, it might have 
changed the proportion of acquainted vs. family victims but it is not likely 
to change the association between intimacy of the relation and severity of 
violence. In homicide, all but nine victims out of 52 (82.7%), were family 
members or otherwise acquainted to the offender (paper IV), a proportion 
that is similar for all cases of fatal violence in Sweden during the years 
1990-1998, where 83% were family members or acquainted victims (BRÅ, 
2001)3.  

Typical examples of assault of an unacquainted victim would be a man who 
gets shoved while waiting for the bus or a group of people in the under-
ground being pushed or hit by the offender. The violence was in these cases 
most often impulsive, unexpected, seldom severe and without obvious 
triggering events. The mental state of the offender at the time seemed to 
play the most crucial role. Among those who were attacked when carrying 
out their professional duties, policemen together with security personal and 
guards, constituted the largest group (35.2%). The violence was often 
minor and typically committed when the offender was taken into custody 
in connection with another crime. The second largest group was 
constituted by staff at psychiatric clinics (25.4%), (five doctors, one 
psychologist and 29 personnel at psychiatric wards or other treatment 
units). Some of these were most certainly well known to the offender but 
were even so regarded as unacquainted, since the violence could be judged 
as targeting them as professionals and not as private persons. The violent 
acts towards psychiatric personnel were most often related to coercive 
treatment of some kind. Remaining victims that were attacked when 
working were found in a variety of places such as restaurants, shops, petrol 
                                                 
3 The figures refer to cases that were solved. About 14% of the reported cases of fatal violence remained 
during these years unsolved. 
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station, and buses. These came into dispute with the offender when trying 
to prevent shoplifting, refusing entrance due to drunkenness and for other 
similar reasons. Within this group of unacquainted victims it was quite 
common that one court conviction included a number of crimes and several 
victims. This illustrated that a crime classification, even for a violent crime 
such as assault, might cover a wide range of violent behaviours, and in 75% 
of the 615 cases the injuries was categorised as minor or none. 

There were 15 children (eight girls and seven boys), under age of 18, 
included in the total sample and they were categorised according to their 
relation to the offender. The majority was unacquainted (11), and only one 
boy well-known to the offender was severely injured. Most of these children 
were in their teens. There was no “typical case” when the victim was a 
child. Regarding girls as victims, four were hit in the back of their head by 
the same offender after having rejected his invitations, two girls were 
injured as passengers in a car that the offender deliberately damaged, one 
girl was hit on a bus when she told the offender to stop yelling at her sister 
and one girl was trying to defend her mother when she got hit. Among the 
boys there were two that were hit when trying to defend their mother, one 
boy, who the offender apprehended as God, got hit when he did not want 
to talk with the offender, one boy was pushed down to the ground when 
the offender thought that he was planning to break in to his summer house, 
one little boy was kicked when he was sleeping on a blanket in a park and 
one six year old boy was hurt by a plank that the offender threw at him. In 
the only case of a severe injury the victim was a boy in his early teens who 
was son to a friend to the offender. After hearing voices, which the offender 
recognised as belonging to his friend, he ran to the boy who was playing 
football, stabbed him with a knife and went afterwards straight to the police 
and reported himself.   

Women as victims were in minority in the total sample (44%) but among 
the 77 victims belonging to the family of origin, women dominated with 
60% (35 mothers, 7 sisters and 4 grandmothers). Violence targeting family 
members took most often place indoors and was seldom witnessed. Female 
family members were as single group according to relation and gender, 
most likely to die as victims of severe violence, which supports findings 
from a US study (Estroff et al., 1998). 

Overall, family members in families where an individual has schizophrenia, 
face a low risk of becoming victims of a violent crime. During the nine-year 
period 77 family members were victims of violent crimes, about 8-9 per 
year. Assuming that every person with schizophrenia has two family 
members with whom he is in contact, and estimating 20.000 men to have 
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schizophrenia in Sweden, there would be 40.000 possible family member 
victims. The yearly risk of becoming a victim of severe violence would then 
be 0.021%, or slightly more than two out of ten thousand per year.  

 

Violent offenders’ background 

All 207 male Swedish offenders with diagnosis of schizophrenia, who for 
their first time were subject to a pre-trial forensic psychiatric evaluation, 
were included for a comparative study on background factors (paper II). 
Based on findings from the previous study on victim relations, we wanted 
to know if individuals targeting family members differed from those with 
other victims. This turned out to be the case, at least to some extent. 
Offenders with family members as victims had to a larger extent been in 
contact with child- and adolescence psychiatry (X2=3.72, p= .054), had 
more often interrupted high school studies (X2 =8.08, p= .004), were 
younger by the time of the first compulsory treatment (23.4 year vs. 26.5 
years, t=2.05, p= .042) and were younger at the time of the index crime 
(32.1 year vs. 35.7 years, t=2.42, p= .016). They were also more likely to 
still be living with their parents as adults (X2=6.50, p= .011). This finding 
might be interpreted in different ways. Being in close every day contact 
with a family member might expose them to increased risk to violate a 
family member. An alternative or additative explanation might be that they 
were still living in their parental home because their illness was more severe. 

The individuals in the total sample of 207 men (mean age 34.8 year 
(SD=9.2, range= 18-65)), constituted in many aspects an exposed group. A 
relatively high number, about one third (35%) of the offenders had parents 
with an alcohol abuse, although information was missing in 24% of the 
cases. Offenders, who had parents with alcohol abuse, were more likely to 
be found among the 28.1% with documented acting out behaviour at 
school (X2 =4.74, p= .029) and also more likely to be among those 22.0% 
that were placed in a foster home or institution (X2 =20.72, p= .000). A 
total of 26.7% had experienced some kind of contact with child- and 
adolescence psychiatry, for 10.9% of them as inpatients. There was an 
association between acting out behaviour at school and contact with child- 
and adolescence psychiatry (X2 =18.86, p= .000).   

The educational level was generally low in the sample, with only 58.6% 
continuing to high school after primary school, and about one third 
(34.7%) of those who entered high school dropped out before full time. 
Among those who were found guilty of violence against family members, 
two out of three belonged to this group who did not finish high school. 
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This can be related to the fact that 98% of all pupils in Sweden who 
finished compulsory school in the school year 99/00, continued to high 
school and 73% finished within four years (Skolverket, 2001). Earlier need 
for special education was also one of four risk factors for committing assault 
within a two-year period found among a sample of patients with schizo-
phrenia in UK. The other three were; history of recent assault, previous 
violent conviction and alcohol abuse (Walsh et al., 2004).    

The vast majority of the 207 individuals had, prior to the index crime, as 
adults received psychiatric treatment (88.9%) and many had also been 
treated involuntarily (70.5%). At some point in life about one fourth 
(23.2%) had tried to commit suicide. The figure corresponds to the 27% of 
lifetime suicide attempts that was found in a sample of consecutively 
admitted psychiatric in-patients with schizophrenia (Radomsky et al., 
1999). In the six months prior to the index crime, 70.9% of the offenders 
had some kind of contact with psychiatric services, and 19.4% had been 
treated involuntarily during that period. In the week prior to the crime, 
25% had been in contact with psychiatric services, in 13.2% within 24 
hours preceding the crime and 7.4% were actually inpatients at psychiatric 
clinics. In an earlier study based on 268 offenders referred to forensic 
psychiatric evaluations in Sweden, July 1995-June 1996, similar high levels 
of psychiatric contacts six months prior to the crime was found, especially 
for those who had a psychotic disorder (Holmberg & Kristiansson, 1997). 
These findings highlight a potential and responsibility for psychiatric 
services to identify individuals at risk for violent behaviour. 

Medication adherence represented a problem in this group of offenders. 
Out of 48 homicide offenders during the years 1992-2000, 47.9% were 
prescribed an antipsychotic drug from a psychiatric clinic at the time of the 
homicide, but only 2 individuals (4.2%) actually took the medicine. This is 
a known problem. Among general psychiatric patients with schizophrenia, 
close to 50% of those prescribed neuroleptics do not to take their medicine, 
with highest degree of non-adherence among those with a co-existing 
alcohol abuse (Bebbington, 1995).  

Among individuals with schizophrenia alcohol and/or drug addiction is 
common. Among severely mentally ill psychiatric patients in New 
Hampshire, US, 51% had an alcohol use disorder and 58% had another 
substance use disorder (Mueser et al., 2000). Studies from larger cities in 
USA and Germany have shown that 50% or more of all young men with 
schizophrenia have alcohol or drug dependence and the situation seems to 
be similar in Sweden (Socialstyrelsen, 1999). In the present study 52.5% 
had a documented alcohol and/or substance abuse within the last five-year 
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period prior to FPE, and it was assessed as an ongoing abuse at the time of 
the crime in 39.6%. Information on use of narcotic illegal drugs turned out 
to be less reliable in the FPE protocols. Narcotic drugs were often used in 
combination with alcohol. Cannabis was the most frequent reported 
narcotic drug used by 21.5% of the abusers. Among those with alcohol 
abuse (52.5%) it was reported that they used alcohol for the first time at a 
mean age of 14 years, and they had an addictive behaviour about three years 
later at a mean age of 17.5 years. Individuals with alcohol abuse were more 
likely to have had parents with a similar problem (X2 =17.24, p= .000). The 
association might however be biased by the fact that the questions in 
forensic psychiatric evaluations regarding parental abuse are more likely to 
be raised when the offender himself has an alcohol or drug problem.  

About two thirds (68.6%) had prior to the FPE been convicted for a crime, 
in 42.9% for a violent crime, although the severity of the violence was in 
general minor. The individuals with an alcohol/drug abuse had to a larger 
extent a criminal record prior to referral for forensic psychiatric evaluation 
than those with no abuse (X2 =23.08, p= .000) and this also applied to 
earlier violent crimes (X2 =11.38, p= .001). A criminal conviction preceded 
also more often a diagnosis of psychosis for the abusers than for the non-
abusers: (X2 =19.00, p= .000). One explanation brought forward by 
Munkner and colleagues (2003b) might be that abuse “overshadows” the 
underlying mental disorder delaying a diagnosis of schizophrenia. They also 
found that a criminal career seemed to delay first contact with psychiatry, 
and the individuals were less likely to be correctly diagnosed.  

Those suffering from alcohol/drug abuse were also more likely to have been 
intoxicated at the crime scene than non-abusers (X2 =31.67, p= .000). 
However, information regarding intoxication was absent in nearly half of 
cases, which indicate that in cases where the mental disorder dominate, the 
possible influence of alcohol and drugs is often overlooked.    

Even if about one third (37.9%) of all offenders had at some point of their 
lives had a relationship with a partner, with at least a one-year duration, 
and two thirds (64.3%) had been employed for six months or more, their 
social situation by the time of the crime was unstable. Few had any work or 
ongoing studies (9.8%) and 94.2% were living as singles. Out of all 
offenders, 13.2% were actually homeless, which is otherwise a rare 
phenomenon in Sweden. When the number of homeless persons in Sweden 
was measured 1999, about 8400 individuals were estimated to be homeless, 
which however was an increase since 1993. About one third of the homeless 
persons (35%), were said to suffer from mental illness, and 70% had an 
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alcohol and/or substance abuse, with an overlap of 25% (Socialstyrelsen, 
2000).  

For comparison between groups the 207 offenders were distributed into 
either “Family-victim-group” (FV) with 49 offenders, or  “Other-victim-
group” (OV) with 158 offenders, based on their index crime (paper II). To 
control for the possibility of a previous crime belonging to another category 
than the index crime, all earlier convictions regarding violent criminality 
were studied. It turned out that 89 offenders (42.9%) had earlier been 
convicted for at least one violent crime, targeting altogether 236 victims. 
These previous violent crimes committed by the 89 offenders were, 
according to the crime classification, of less severity than the ones that led 
to a FPE. Six of the previous violent crimes were classified as aggravated 
assault (1.7%) compared to 41.6% cases of aggravated assault or actual or 
attempted homicide within the crimes that preceded the FPE. Only eight of 
these previous violent offences had been targeting family members. Six of 
these offenders of previous family violence were in the present study in the 
OV-group, which means that only 4% of the offenders in the OV-group 
had a previous violent crime involving a family member.  

Regarding the 49 FV-offenders 18 individuals had no prior conviction, 14 
had committed a non-violent crime and 17 individuals had committed an 
earlier violent crime. Taken together the figures implicate that offenders 
who were targeting their family members represented a reasonably well-
defined group.  

Several possible biases and limitations of the present studies must be 
considered. The fact that the offenders targeting family members were 
significantly younger than the other offenders (32.1 year vs. 35.7 years, 
t=2.42, p= .016) might have an impact on the background variables. 
Offenders in the FV group might not have been old enough to develop an 
alcohol/drug abuse, get employed, be convicted, establish a relationship, 
and move from their parents to the same extent as the older offenders in the 
OV-group. However, that fact that they were referred for a FPE at a 
younger age might be interpreted as in indication of an earlier onset and 
more severe course of the mental disorder in the FV group. Another 
possible selection bias could be that the courts are more prone to refer an 
offender for a FPE when the victim is a family member, where the violence 
most often is severe.  

A general limitation in this kind of study is linked to extraction of 
information from a FPE protocol. For background variables we used a 
research protocol for data collection which has been evaluated in a previous 

 - 36 - 



  Results and discussion 
 

study in terms of inter-rater reliability (Långström et al., 1999). Still, we 
have not been able to cross-validate information collected with other 
sources of information. For certain factors that might have been of interest 
no information was available, for example the offenders’ own experience of 
being criminally victimized, a factor which has been reported to be 
significantly associated with violence (Hiday et al., 2001). 

Another limitation is the fact that it was not possible to compare the 
characteristics of the offenders with a non-offender group with individuals 
with schizophrenia. Many factors such as previous suicide attempts or 
concomitant substance abuse were very similar to what has been reported in 
clinical samples of non-offenders. Less is known about other factors such as 
early behavioural problems or work history. In the absence of a comparison 
group of individuals with schizophrenia with no history of violent 
criminality, there is a risk of over-interpretation of figures. 

 

Violence as interaction 

With an aim to explore possible triggering factors and interactions 
preceding the fatal violence committed by male individuals with 
schizophrenia, all cases of fatal violence during the years 1992-2000 were 
studied (Paper III). During the study period there were a total of 48 
homicide offenders with altogether 52 victims, 18 women and 34 men; 18 
family victims (13 of them women), 22 victims otherwise acquainted to the 
offender (3 women), and eight victims unacquainted (2 women).  

Victims from the family were more often women (X2 =11.59, p= .001). The 
offenders who killed a family member were to a larger extent affected by 
delusions or hallucination when committing the crime, than offenders 
targeting other acquainted victims (72% vs 43%, n.s.) They were less often 
intoxicated (16.6% vs. 68.2%, p= .006), had more seldom committed 
earlier violent crimes (16.7% vs. 54.5%, p= .022), and they were younger 
by the time of the homicide (30.2 years vs. 35.9 years) (paper III). These 
findings are in accordance with findings regarding background factors 
(paper II) indicating a more severe course of schizophrenia among those 
offenders who assault a family member.  

Violent acts are interactive by their nature and psychotic symptoms and 
cognitive impairment are likely to contribute to tensed social interactions. 
We are all constantly involved in dynamic interactions with others, and the 
way we act and react are based on factors such as earlier experiences, our 
integrated values and norms, on how we apprehend the present situation 
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and what we want to achieve at the time. A well-known theoretical 
framework when studying interactions is symbolic interactionism (Blumer, 
1969). In communication and interaction between people symbols, such as 
words, gestures or other things are used. The development of a persons’ 
“self” presupposes an ability to take the role of others, to evaluate yourself 
as an object and to internalize norms and dominating attitudes. Great 
importance is attributed to the actors’ ability to interpret the world and 
how a person defines a situation gives meaning to his or hers reactions or 
behaviour in that very same situation. While most people learn a common 
set of meanings, there might be different definitions of the same object. 
This reasoning is crucial when trying to understand bizarre or deviant 
behaviour. Individuals who have developed schizophrenia are likely to 
interpret and apprehend many situations differently, which might obstruct 
their interactions with others. This is in particular cumbersome in psychotic 
states and it might in worst cases lead to violent behaviour. The active 
phases in psychosis have also been stressed as one crucial factor for violence 
(Taylor & Gunn, 1984; Swanson, 1990; Link et al., 1992; Mulvey, 1994). 

All offenders in the present study (paper III) were at the time of the 
homicide markedly influenced by their psychotic disorder. Although 48% 
were prescribed antipsychotic drugs, only two were actually taking the 
medicine. In 54% of all the homicides the offender was clearly affected by 
delusions or hallucinations when he committed the crime, and in 46% the 
offender was intoxicated. Eight individuals (17%) were in a psychotic state 
and at the same time intoxicated. The combination of non- adherence to 
medication and alcohol or drug abuse is reported to double the risk for 
violent behaviour among persons with severe mental illness (Swartz et al., 
1998a).   

Delusions and hallucinations per se have not been found to evoke violent 
behaviour (Wessley et al., 1993; Taylor et al., 1994; Appelbaum et al., 
2000). These are common symptoms in psychoses and the majority of 
individuals with major mental disorders do not act violently. There are 
however associations found between aggressive behaviour and delusions of 
catastrophe, persecutory delusions and feelings of fear (Buchanan et al., 
1993; Wessley et al., 1993). Among psychotic offenders delusions are 
frequently present (Taylor & Gunn, 1984a), and a connection is found 
between the severity of the crime and the impact of delusions (Taylor, 
1985, 1998; Taylor et al., 1998). Some symptoms of particular importance 
for violent acts are the so-called “threat/control-override symptoms” (TCO) 
(Link & Stueve, 1994; Link et al., 1998; Björkly & Havik, 2003). If a 
person feels gravely threatened by others or if the person thinks that others 
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or “something” has taken over his internal control, there is an increased 
likelihood for violence. When compared with hallucinations or other 
psychotic symptoms, individuals with TCO symptoms, irrespective of 
psychiatric diagnosis, are reported to be twice as likely to engage in violent 
behaviour (Swanson et al., 1996).  

Among 26 offenders who were affected by delusion and/or hallucination in 
the present sample, 14 could be judged as having TCO symptoms, which 
constitutes 29% out of all offenders. Even if these symptoms can have a 
triggering effect for violence they could not explain more than about a third 
of the homicides. It is worth mentioning that in a Norwegian study, 
presence of TCO symptoms was more often reported by an observer than 
by the patients themselves. (Björkly & Havik, 2003). Since presence of 
TCO symptoms in the present study are based on self-report, this might 
imply an underestimation. The MacArthur follow-up study was also based 
on self-report, and no association was found between TCO symptoms and 
violence (Appelbaum et al., 2000).  

Half of the 18 offenders who targeted family members were living together 
with them when committing the crime, even if some had apartments of 
their own.  All but two of the homicides took place in the home of the 
offender and/or of the family member. From reading the convictions and 
FPE you get the impression that those family victims, with few exceptions, 
were intensely involved in the life of their sons. In most cases mothers were 
killed by their adult son (11 out of 18), and in six cases the parent was 
killed when he/she was engaged in arranging for psychiatric treatment. The 
existence of long-standing conflicts between the offender and the victim 
were also reported in 88.9% of the cases where the victim was a family 
member. These conflicts were not only described by the offender, but were 
in many cases confirmed by others and often well known by psychiatric or 
social services. The involvement from parents might be in accordance with 
the concept of expressed emotions (EE), where over-involvement and an 
overall negative attitude from parents have been reported precipitate relapse 
of psychotic episodes (For a review: Wearden, et al., 2000).  

Alcohol plays a significant role in most violent crimes, regardless of the 
mental status of the offender. In the present study the presence of alcohol 
intoxication was related to victim relation. Whereas only 3 of the 18 
offenders targeting a family member were intoxicated, as many as 16 of the 
22 offenders who killed an otherwise acquainted person, had been drinking 
at the time of the crime. Among the acquainted victims, who were in most 
cases male friends, 13 were themselves intoxicated. Prior to the crime it was 
common that the offender and his victim had spent many hours drinking 

 - 39 - 



Results and discussion 

together. In an upcoming dispute the offender had lost control and killed 
his friend in an outrage and the amount of violence was in many cases 
extreme. 

It was not possible to assess the mental status of the victims in our study. 
However, it has been reported that mentally disordered persons are often 
themselves victimized and a Danish study has shown that men with 
schizophrenia are ten times more often victim of homicide than individuals 
in the general population (Mortensen & Juel, 1993).       

Low overall functional level is also associated with disturbed interactions 
possibly leading to violence. Extreme functional impairment i.e. less than 
20 on Global Assessment of Functioning Scale (GAF) (APA, 1994) and 
intense contact with family and friends have been reported to be linked to 
an increased risk of violence. With higher level of functioning however, 
frequent social contacts were associated with lower risk of violence as well as 
an improved quality of life (Swanson et al., 1998). The GAF level was also 
assessed in the FPE for the 48 offenders of fatal violence in our Swedish 
sample and the levels were relatively low, but in general not in the lowest 
part. For those who killed a family member, mean value was 30.1 (SD 7.5) 
at the time of the crimes, and slightly higher for those with other victims; 
32.8 (SD 10.2).   

Interaction between two individuals work in both directions, and since a 
diagnosis of schizophrenia is in general associated with dangerousness by 
people in the society (Angermeyer & Matschinger, 2003) fear of violence 
might affect how people act towards the mentally ill individual. Mutual fear 
and hostility might in turn lead to a vicious circle ending in violent acting 
out. In a modified labelling approach Link and colleagues (1989) emphasi-
zed this risk, i.e. the more the mentally disordered person believes he will be 
devalued and discriminated against, the more we will feel threatened in his 
interactions with others.  

Form a perspective of symbolic interactionism, violence committed by 
mentally ill persons must be interpreted in the light of the definition of the 
world held by the offender in that particular situation. As formulated in the 
“Thomas Theorem”: “if men define situations as real they are real in their 
consequences” (Thomas & Thomas, 1928).  

 

Violence as a secret 

From the interviews with the parents (paper IV) it became obvious that 
most of them had never talked with anyone outside the immediate network 
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about their son’s violent behaviour and only on very rare occasions with 
others about their his mental disorder. The parents also tended to keep 
their own feelings a secret.  

Four events crystallised as being of importance, mentioned by all parents in 
one way or another; the onset of mental disorder, the diagnosis of schizo-
phrenia, the violent behaviour and the referral to forensic psychiatric treatment. 
These events can be looked upon as passages from one condition to 
another, i.e. events that bring changes to life. Hence, the formal theory of 
status passages (Glaser & Strauss, 1971) was used in the analysis of the 
interviews. This theory states that we all experience a number of status 
passages in our lives. Some are part of the normal process of growing up 
and live our lives, such as beginning school or moving away from home, 
while others are unique experiences, such as a severe illness or the loss of a 
dear one. By defining the properties of these status passages, theory might 
be built based on the empirical data. Critical properties of the status 
passages are degree of reversibility, temporability, shape, desirability, 
circumstantiality and multiplicitity. The properties of the four passages 
identified in the present study stressed difficulties parents had to accept and 
cope with the new situations they were facing. The referral to forensic 
psychiatric treatment had a different quality since it gave hope for a change 
to the better (paper IV).    

Except for the identified properties and actions taken, described in paper 
IV, the four status passages also evoked different emotional reactions by the 
parents, schematically described in Figure 5. These four passages did not 
necessarily follow one after another and for some they took place within a 
short time period of time  

In schizophrenia, as in many other mental disorders, a definite time of 
onset is often difficult to pinpoint, and the insidious onset of the mental 
disorder was a diffuse and painful passage for the parents. They were very 
active in searching for causes and very emotionally engaged. Many 
expressed feelings of guilt for not having detected or interpreted the signs of 
illness correctly. What the parents thought about the cause of the illness 
turned out to be important. Those with a pure biological explanation did 
not experience guilt to the same degree as those who referred to psycho-
social factors, since they felt that there was nothing they could have done 
prevent the illness. Those who referred to psychosocial factors, such as 
school problems, stressful events, or divorce, felt guilty for not having been 
able to help their son. 
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Figure 5. Status passages as related to close-distant and active-passive dimensions 

respectively  
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 survey where relatives, who were members of family support groups, 
ered to a questionnaire concerning their beliefs about the causes of 
ophrenia, “weak mental constitution” was the most frequently chosen 
native followed by “disorder of the brain”, “unconscious conflicts” and 
ct of genetic factors. The general public, on the other hand, tended to 

stress and psycho-social factors as main causes for developing the illness 
ermeyer, 1996). In another study, “stressful circumstances in the 
n’s life” was the main perceived cause for schizophrenia, followed by 

mical imbalance in the brain” (Link et al., 1999b).  

in the second passage, diagnosis of schizophrenia, the parents were less 
e but there was still an emotional closeness. All knew about the “severe 
tal disorder” since it is a requisite for referral to forensic psychiatric 
ment, but the exact diagnosis was seldom known by the parents. They 
ed to flinch from information, claiming it to be unimportant, the 
bulary confusing, or they referred to confidentiality. The impression 
that the parents were afraid that accepting the diagnosis would be the 
 as giving up hope for recovery. Many parents expressed grief and 
w and feelings of guilt complicated their contacts with the psychiatric 
ces.  
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The passage of violent behaviour/crime brought special strains to the relation 
between the parents and their son. Many parents had also been exposed to 
threats from their sons who in some cases also had hurt them. The violent 
behaviour evoked fear, and they tended to distance themselves from their 
sons, both emotionally and geographically. They did not want their son to 
visit them, they felt insecure of what their son was capable of and they very 
often chose to stay ignorant of the crime their son had committed. None of 
the parents had been in court, none had read the conviction and they were 
afraid of talking with their son about what had happened.  

Perceived causes of mental illnesses have implications on the apprehension 
of expected behaviour. Angermeyer (2003) found that people in the 
community who regarded schizophrenia as a brain injury expressed more 
fear of violent behaviour. No such connection was made by the parents in 
the present study, but those who had sons that showed violent behaviour 
when they were drinking alcohol were much more critical towards their 
sons’ behaviour, since they expected them to be able to control their alcohol 
consumption and by that indirectly their violent behaviour. All parents 
stressed that since their son was mentally disordered, he should not be 
regarded a criminal. 

The recent referral to forensic psychiatric treatment constituted a breakpoint 
of the distancing attitude and the parents allowed themselves to hope for a 
change, although they took a fairly passive role. They described it as a relief 
that their son was in treatment and that they did not have to worry any 
more.  Earlier negative experiences of short-term psychiatric treatment 
conveyed high, but not unrealistic, expectations on what the long-term 
forensic psychiatric treatment would achieve. Although most parents had 
visited their son at the ward, few had taken part of any treatment plans or 
talked with staff responsible for the treatment, and staff rarely approached 
them for information. Many parents also chose to make their visits at 
evenings or weekends.  

A theoretical assumption commonly used in social sciences is that the world 
we live in is socially constructed, in a constantly on-going process (Burr, 
2003). This means that our understanding and the way we apprehend 
interpersonal relations, concepts, societal structures, among other things, 
are based on social constructs. For example, mass-medial attention on 
crimes committed by mentally disordered offender as well as the language 
and expressions used, contribute to the constructs we make of mentally 
disordered individuals. Depending on our constructed understanding and 
what discourse we use, our acting in meetings with mentally disordered 
persons will differ. The interviewed parents also had their social constructs, 
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directing their actions and affecting their feelings. When a child develops a 
severe mental disorder and furthermore commits a violent crime, many 
things in life changes. Constructs that you carry about what a “normal 
family” looks like, about origin of mental disorders, about criminality are 
challenged. Your expectations on other peoples’ reactions and attitudes 
might also affect your way of dealing with the situation. None of the 
interviewed parents were living with their adult son and this might have 
contributed to their choice to keep their feelings to themselves. When 
comparing parents living with an adult child for the first time admitted to 
psychiatric treatment with parents not living with their child, one study 
reported that the latter group was more likely to conceal the hospitalization 
(Phelan et al., 1998).  

The concealment that characterised the families in our study is 
understandable but destructive. Initiative for breaking the secrecy must be 
held by the psychiatric services. Parents, and others in the immediate 
network, are important persons for support and help for the mentally 
disordered individual and ought to be involved. There must however be a 
balance between the individuals’ own integrity and the degree of 
involvement by others. Interest groups can be of great help, but psychiatric 
services cannot deprive themselves the main responsibility for education, 
information, support and joint planning sessions together with the mentally 
disordered individual and the persons in the immediate network. 

 

Conclusive comments 

The present studies have increased our knowledge about violent criminality 
committed by offenders with schizophrenia, both regarding factors 
connected to the crime and individual background factors shared by the 
offenders. The studies have also contributed to a deepened understanding 
of the problems faced by their parents.  

The studies have highlighted several areas where management of patients 
with psychotic disorders might be significantly improved, for example in 
terms of medication adherence, identification of co-morbid drug and 
alcohol dependence, risk assessment and crisis intervention. Patients must 
be actively involved in their treatment and in addition relatives and close 
network members must be listened to and regarded as a resource. Probably 
the most important preventive measure would be to improve the general 
quality of care for psychotic patients in psychiatry.  
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Case vignettes 
 

Case I - Fatal violence against family member 

(Information taken from court conviction and FPE. 
Some changes are made to obstruct identification) 

The case is a 35-year-old man (below called John), who killed his mother.  

John, was hyperactive as a child, had learning difficulties in school and was 
described as an “odd child”. At the age of ten he had a short outpatient 
contact with child- and adolescence psychiatry who recommended having 
him in a smaller class in school. In his teens he began to sniff glue and to 
drink alcohol and he quickly developed a substance dependence. From the 
age of eighteen John had many short and often involuntary, inpatient 
admissions at a psychiatric clinic. Two of those occurred in connection 
with suicide attempts. At admissions he most often suffered from severe 
anxiety, he was obsessed by supernatural phenomena, he felt that forces 
from outside controlled him and he claimed he could read other persons 
thoughts. A diagnosis of schizophrenia was given when John was about 
twenty-one years old. By that time he had moved away from home, but he 
often visited and stayed over nights at his parents’ house. Threats and 
violence against his parents were reported to and well-known by the 
psychiatric clinic and the relation between John and his parents was 
described as “ambivalent”.  

Two months prior to the killing of his mother, John had been involuntary 
admitted to psychiatric treatment for eight days. At discharge he moved to 
his mothers’ house, although he had his own department. Johns’ father had 
died three years earlier. The mother had protested against him being 
discharged and had expressed that she felt threatened by his son, who held 
her responsible for the compulsory treatment. The day before the killing 
she visited his doctor and described that John did not sleep, played music 
very loud, was agitated, that he had not taken any medication since 
discharge and she expressed her fear. But the doctor said that he could not 
do anything at that stage. A friend of the mother persuaded the next day a 
psychiatric nurse to make a visit and together they tried to convince John to 
follow them to the hospital, but he refused and chased them out from the 
house with a knife. John had not been drinking but he was obviously 
psychotic, talking about little grey devils and UFOs.  
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Shortly after the two women had left John called for an ambulance. With 
the knife he had stabbed his mother in her heart and she was dead at the 
arrival of the ambulance, although John had tried to stop the bleeding and 
resuscitate her. 

In the forthcoming hearing John said that his mother had tried to persuade 
him to see a doctor and that he was certain he would die if he had followed 
her advice.       

 

Case II- A mother’s description of her experiences 

 (Outline of an interview- written in “I-form”, the son is called Max. 
Some changes are made to obstruct identification) 

 
A mother presented the following story: 

“I think it all started at school. The others never accepted Max, not even his 
teacher, and he was put into a special class. If it had happened today I 
would not have accepted it, but I was too weak at that time, and nobody 
ever talked with me. Later on he was bullied and I could not help him. Max 
started to work after finishing school and it all went on fine until he met 
that other teenager who smoked cannabis. And of course, my son also tried 
it and got stuck, and that has led to it all. He has had three or four cannabis 
psychoses, and I don’t know if there is also something else. Anyway, he 
always becomes very weird when he uses drugs. It is no longer him, it is like 
another person. I don’t know what they call it but he seems to hear voices 
at times and he thinks that everyone talks badly about him. When Max is 
like that he gets very aggressive at his siblings, because they have such good 
lives with cars, partners, work and all the things he doesn’t have. And what 
can I say? I tell him to stop using drugs because that is what the doctors 
have said. He must stop using that cannabis and amphetamine otherwise he 
will never live a normal life.  

I regret so much in my life. If I had known what I know today I would 
have acted so differently. When Max was about seven I divorced his father 
who shortly after moved to Norway and was seldom heard from. My 
second husband did not like Max at all and commented on everything Max 
did wrong. When we moved from the city out into the country Max was 
twelve. It was probably at a vulnerably age. Max had his friends in town 
and I was not allowed by my husband to drive him by car, and I was too 
weak and did not dare to defy my husband. Max’s two half-brothers have 
always liked him, but they are much younger and could not stand up for 
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him at that time. When Max was seventeen, he left home. I should have left 
my husband early on instead for waiting the ten years that passed before we 
finally got divorced. If I only could turn back time! 

I think that Max is worse off now than ever. It has been so difficult to see 
him suffer and not being able to do anything to help him. Social services 
and psychiatry have made me so disappointed. The only ones I can talk to 
are the policemen. They understand my feelings and they phone me and 
tell me when they have taken him into custody, and I appreciate that they 
let me know where he is. The social services say that they cannot do 
anything unless he stop using drugs and the psychiatric clinic only keep 
him for short periods and stuff him full with their drugs that makes him 
feel even worse. At least that what he says – that he is better of dead than 
full of those drugs. At times I have let him live here with me. But once 
when he had been drinking he was so aggressive towards me. He did not hit 
me but he destroyed the stereo with a baseball stick and threw things all 
over the place, and I could not have him living here after that. It was awful 
to see and it really scared me.     

None of my friends can understand how I have suffered. They say that they 
do, but how could they? They don’t know what its like to wonder day after 
day where he is, if he is still alive, how he feels not knowing when I will see 
him next time. The church is the only place where I can get some sort of 
peace. My other children say that I must think more of myself, but it is 
difficult. At times I also have such a bad conscious that I haven’t given 
them all the support they needed because of Max, that he has taken all my 
energy. But I have really tried to give them time and love and they say that 
they haven’t missed anything, but I wonder if it is really true.  

I can understand that Max has hit a person. What else could he have done 
to get some shelter over his head? He had been sleeping in toilets for weeks 
and was refused help both from the social authorities and psychiatry. He 
also phoned me and asked if he could come and stay here, but I heard that 
he was in a bad condition and did not dare to have him here. So he told me 
that he was about to do something drastic so that someone would have to 
react. When I heard that he had assaulted this man in the park and that he 
had stayed until the police came, I understood his action. I now sincerely 
hope that they will keep him for some time so that he can get away from 
the drugs and start to feel well again. You must understand that he is such a 
kind and nice person.”    

  

 - 47 - 



Acknowledgement 

Acknowledgement 
I would like to express my gratitude to a few special people for their 
contributions to this thesis. 

First of all I want to thank my supervisor Gunnar Kulllgren, who initiated 
the research in the first place. Your impressive knowledge in the field of 
forensic psychiatry and your constructive criticism of my ideas and my 
writing has been invaluable. One thing you have stressed is not to use too 
many words, so I will keep it short this time and just thank you for 
believing in me, for encouraging me and for your friendship. 

My co-supervisor, Lars Dahlgren, brought fruitful sociological aspects to the 
thesis. I want to thank you for all inspiring discussions that we have had. I 
have learned a lot from you, not only qualitative methodology, but also new 
ways of thinking about all sorts of existential matters.   

For help in extracting data from about two hundred forensic psychiatric 
evaluation protocols and more than five hundred court convictions, I 
would like to thank Jonatan Kullgren, Nisse Lindholm, Hanna Mäkitalo, 
Anki Uddbom and Linda Westman. In the many contacts with the forensic 
psychiatric evaluation units and the archive in Stockholm I have had great 
help from Lillemor Olofsson. For the very detailed transcriptions of my 
interviews I want to thank Monika Gunnarsson. 

At the National Board of Forensic Medicine I have always received quick 
and initiated answers from Lars-Erik Ingerloo on all my, sometimes small, 
but sometimes complicated and time consuming questions.  

Owe Bodlund, Mikael Sandlund and Lennart Nygren gave valuable 
comments at the midseminar.  

All people at the Division of Psychiatry have contributed to a friendly 
atmosphere. But I especially want to thank Margaretha Lindh and Doris 
Cedergren for administrative support, and Ellinor Salander-Renberg, for 
being a container for frustration, a supporter of my work and a role model. 
I have really appreciated having you next door! 

For competent editing of the manuscript and for valuable friendship I want 
to thank Kjerstin Dahlblom.  

I also want to thank all my very good friends in Umeå, Uppsala and 
elsewhere, for sharing time, sorrows and joy with me, and for still being 
there, although I have been quite egocentric this last year (years?). In 
particular I want to thank Jack Winberg, both for being a very amusing and 
stimulating colleague and travel companion on our joint educational 

 - 48 - 



  Acknowledgement 
 

missions, and for always listening and supporting me in times of doubts 
and despair.  

The members of my own “family of origin”, my sister Ing-Marie and my 
brother Torbjörn are, together with their families, very important persons in 
my life. Thank you for just being there, sharing your lives with me. 
Torbjörn also helped me in designing the cover of the thesis.  

I have received grants from The National Board of Forensic Medicine, 
Söderström-Königska foundation, Swedish Research Council and the 
Vårdal foundation. 

Finally, I would like to express my gratitude to the participants who in my 
interviews shared their experiences with me. 

 

 - 49 - 



References 

References 
Allebeck, P. & Wistedt, B. (1986) Mortality in schizophrenia: a ten-year follow-up 

based on the Stockholm County in-patient register. Archive of General Psychiatry, 43: 
650-653. 

American Psychiatric Association (1987) Diagnostic and statistical manual of mental 
disorders, 3nd edn, rev, (DSM-IIIR). Washington, DC: Author. 

American Psychiatric Association (1994) Diagnostic and statistical manual of mental 
disorders, 4th edn, (DSM-IV). Washington, DC: Author. 

Angermeyer, M.C. (2000) Schizophrenia and violence. Acta Psychiatrica 
Scandinavica,102 (suppl.407): 63-67. 

Angermeyer, M.C. & Matschinger, H. (1996) Relatives’ beliefs about the causes of 
schizophrenia. Acta Psychiatrica Scandinavica, 93: 199-204. 

Angermeyer, M.C. & Matschinger, H. (2003) Public beliefs about schizophrenia and 
depression: similarities and differences. Social Psychiatry Psychiatric Epidemiology, 38: 
526-534. 

Appelbaum, P.S., Robbins, P.C. & Monahan, J. (2000) Violence and delusions. Data 
from the MacArthur violence risk assessment study. American Journal of Psychiatry, 
157 (4): 566-72. 

Arboleda-Florez, J., Holley, H. & Crisanti, A. (1998) Understanding causal paths 
between mental illness and violence. Social Psychiatry Psychiatric Epidemiology, 33: 
S38-46. 

Bebbington, P.E. (1995) The content and context of compliance. International Clinical 
Psychopharmacology. 9 (suppl 5): 41-50. 

Bergman, B., Belfrage, H. & Grann, M. (1999) Mentally disordered offenders in 
Sweden: forensic and general psychiatric diagnoses. American Journal of Forensic 
Psychiatry, 20(1): 1-11. 

Bijl, R.V., Ravelli, A. & van Zessen, G. (1998) Prevalence of psychiatric disorder in the 
general population: results of The Netherlands Mental Health Survey and Incidence 
Study (NEMESIS). Social Psychiatry Psychiatric Epidemiology, 33: 587-595. 

Björly, S. & Havik, O.E. (2003) TCO symptoms as markers of violence in a sample of 
severely violent psychiatric inpatients. International Journal of Forensic Mental 
Health, 2 (1), 87-97. 

Blumer, H. (1969) Symbolic Interaction: Perspective and Methods. Englewood Cliffs, N. 
J.: Prentice-Hall. 

Brennan, P.A., Mednick, S.A. & Hodgins, S. (2000) Major mental disorders and 
criminal violence in a Danish birth cohort. Archive of General Psychiatry, 57(5): 494 
–500. 

BRÅ, (1999) (National Council for Crime Prevention). Kvinnors brottslighet. Rapport 
1999:15. Stockholm: Author. 

BRÅ (2001) Brottsutvecklingen i Sverige 1998-2000. Rapport 2001:10. Stockholm: 
Author. 

BRÅ (2002) Kriminalstatistik 2001. Rapport 2002:13. Stockholm: Author. 

Buchanan, A., Reed, A., Wessely, S., Garety, P., Taylor, P., Grubin, D. & Dunn, G. 
(1993) Acting on delusions. II: The phenomenological correlates of acting on 
delusions. British Journal of Psychiatry, 163: 77-81. 

 - 50 - 



  References 
 

Burr, V. (2003) Social constructionism. 2nd ed.  London: Routledge. 

Coid, J.W. (1996) Dangerous patients with mental illness: increased risks warrant new 
policies, adequate resources and appropriate legislation. British Medical Journal, 312: 
965-966. 

Cook, J.A., Lefley, H.P., Pickett, S.A., & Cohler, B.J. (1994) Age and family burden 
among parents of offspring with severe mental illness. American Journal of 
Orthopsychiatry, 64: 435-447. 

Coté, G. & Hodgins, S. (1992) The prevalence of major mental disorders among 
homicide offenders. International Journal Psychiatric Law, 15: 89-99. 

Crisp, A.H., Gelder, M.G., Rix, S., Meltzer, H.I. & Rowlands, O.J. (2000) 
Stigmatisation of people with mental illnesses. British Journal of Psychiatry, 177: 4-7.  

Dahlgren, L., Emmelin, M. & Winqvist, A. (2004) Qualitative Methodology for 
International Public Health. Umeå: Print & Media. 

Eaton, W.W. (1985) The epidemiology of schizophrenia. Epidemiologic Reviews, 7105-
7126. 

Eaton, W.W. (2001) The Sociology of Mental Disorders, 3rd ed. London, UK: Praeger.  

Erb, M., Hodgins, S., Freese, R., Müller-Isberner, R., & Jöckel, D. (2001) Homicide in 
schizophrenia: Maybe treatment does have a preventive effect. Criminal Behaviour 
and Mental Health, 11: 6-26. 

Eronen, M., Tiihonen, J. & Hakola, P. (1996a) Schizophrenia and homicidal behavior. 
Schizophrenia Bulletin, 22 (1): 83-89. 

Eronen, M., Hakola, P. & Tiihonen, J. (1996b) Mental disorders and homicidal 
behavior in Finland. Archive of General Psychiatry, 53(6): 497-501. 

Eronen, M., Angermeyer, M.C. & Schulze, B. (1998) The psychiatric epidemiology of 
violent behaviour. Social Psychiatry Psychiatric Epidemiology, 33: S13-23. 

Estroff, S.E. & Zimmer, C. (1994a) Social networks, social support and violence among 
persons with severe, persistent mental illness. In: J. Monahan, & H.J. Steadman 
(Eds.), Violence and mental disorder (pp.269-295). Chicago: University of Chicago 
press. 

Estroff, S., Zimmer, C., Lachicotte, W.S. & Benoit, J. (1994b) The influence of social 
networks and social support on violence by persons with serious mental illness. 
Hospital and Community Psychiatry, 45 (7): 669-679. 

Estroff, S.E., Swanson, J.W., Lachicotte, W.S., Swartz, M. & Bolduc, M. (1998) Risk 
reconsidered: Targets of violence in the social networks of people with serious 
psychiatric disorders. Social Psychiatry Psychiatric Epidemiology, 33: S95-101. 

Fadden, G., Bebbington, P., & Kuipers, L. (1987) The burden of care: The impact of 
functional psychiatric illness on the patient’s family. British Journal of Psychiatry, 
150: 285-292. 

Frances, A., First, M.B., & Pincus, H.A. (1995) DSM-IV guidebook. The essential 
companion to the diagnostic and Statistical Manual of Mental Disorder, 4th ed. 
Washington, DC: American Psychiatric Press.    

Glaser, B.G. (1978) Theoretical sensitivity. Advances in the Methodology of Grounded 
Theory. Mill Valley, CA: Sociology Press. 

Glaser, B.G. (1992) Basics of grounded theory analysis: Emergence versus forcing. Mill 
Valley, CA: Sociology Press. 

 - 51 - 



References 

Glaser, B.G. (2001) The grounded theory perspective: conceptualization contrasted with 
description. Mill Valley, CA: Sociology Press. 

Glaser, B.G. & Strauss, A. (1967) The Discovery of Grounded Theory: Strategies for 
Qualitative Research. Chicago: Aldine. 

Glaser, B.G. & Strauss, A. (1971) Status Passages: A Formal Theory. Mill Valley, CA: 
Sociology Press. 

Gottlieb, P., Gabrielsen, G. & Kramp, P. (1987) Psychotic homicides in Copenhagen 
from 1959 to 1983. Acta Psychiatrica Scandinavica, 76: 285-292. 

Greenberg, J.S., Kim, H.W. & Greenley, J.R. (1997) Factors associated with subjective 
burden in siblings of adults with severe mental illness. American Journal of 
Orthopsychiatry, 67(2): 231-241. 

Harvey, K., Burns, T., Sedgwick, P., Higgitt, A., Creed, F. & Fahy, T. (2001) Relatives 
of patients with severe psychotic disorders: factors that influence contact frequency. 
British Journal of Psychiatry, 178: 248-254. 

Hiday, V.A. (1995) The social context of mental illness and violence. Journal of Health 
and Social Behaviour, 36: 122-137. 

Hiday, V.A. (1997) Understanding the connection between mental illness and violence. 
International Journal of Law and Mental Health, 20 (4): 399-417. 

Hiday, V.A., Swartz, M.S., Swanson, J.W., Borum, R. & Wagner. H.R. (1998) Male-
female differences in the setting and construction of violence among people with 
severe mental illness. Social Psychiatry Psychiatric Epidemiology, 33: S68-74. 

Hiday, V.A., Swanson, J.W., Swartz, M.S., Borum, R. & Wagner, H.R. (2001) 
Victimization: A link between mental illness and violence? International Journal of 
Law and Psychiatry, 24: 559-572. 

Hiroeh, U., Appleby, L., Mortensen, P.B. & Dunn, G. (2001) Death by homicide, 
suicide, and other unnatural causes in people with mental illness: a population-based 
study. Lancet, 358: 2110-2112. 

Hodgins, S. (1992) Mental disorder, intellectual deficiency and crime: evidence from a 
birth cohort. Archive of General Psychiatry, 49: 476-483. 

Hodgins, S. (1998) Epidemiological investigations of the associations between major 
mental disorders and crime: methodological limitations and validity of the 
conclusions. Social Psychiatry Psychiatric Epidemiology, 33: S29-37. 

Hodgins, S. & Jansson, C-G. (2002) Criminality and Violence among the Mentally 
Disordered. The Stockholm Metropolitan Project. Cambridge, UK: Cambridge 
University Press.  

Hodgins, S., Mednick, S.A., Brennan, P.A., Schulsinger, F. & Engberg, M. (1996) 
Mental disorder and crime: evidence from a Danish birth cohort. Archive of General 
Psychiatry, 53: 489-496. 

Holmberg, G. & Kristiansson, M. (1997) Många i kontakt med psykiatrin före brottet. 
Läkartidningen, 94(45): 4071-4075. 

Inskip, H.M., Harris, E.C. & Barraclough, B. (1998) Lifetime risk of suicide for 
affective disorder, alcoholism and schizophrenia. British Journal of Psychiatry, 172: 
35-37. 

Kullgren, G., Tengström, A. & Grann, M. (1998) Suicide among personality-
disordered offenders: a follow-up study of 1943 male criminal offenders. Social 
Psychiatry Psychiatric Epidemiology, 33: S102-106. 

 - 52 - 



  References 
 

Kvale, S. (1996) Interviews. An introduction to qualitative research interviewing. Thous-
and Oaks, CA: Sage. 

Lincoln, Y.S. & Guba, E.G. (1985) Naturalistic inquiry. Thousand Oaks, CA: Sage. 

Lindqvist, P. & Allebeck, P. (1990a) Schizophrenia and crime. A longitudinal follow-up 
of 644 schizophrenics in Stockholm. British Journal of Psychiatry, 157: 345-350. 

Lindqvist, P. & Allebeck, P. (1990b) Schizophrenia and assaultive behaviour: the role of 
alcohol and drug abuse. Acta Psychiatrica Scandinavica, 82(3): 191-195. 

Link, B., Cullen, F.T., Struening, E., Shrout, P.E. & Dohrenwend B.P. (1989) A 
modified labeling theory approach to mental disorders: an empirical assessment. 
American Sociological Review, 54: 400-423. 

Link, B., Andrews, H. & Cullen, F. (1992) The violent and illegal behaviour of mental 
patients reconsidered. American Sociological Review, 57: 275 –292. 

Link, B. & Stueve, A. (1994) Psychotic symptoms and the violent/illegal behaviour of 
mental patients compared to community controls. In: J. Monahan & H. J. 
Steadman (eds.) Violence and mental disorder (pp. 137-159). Chicago: University of 
Chicago Press. 

Link, B.G., Stueve, A. & Phelan, J. (1998) Psychotic symptoms and violent behaviours; 
probing the components of “threat/control-override” symptoms. Social Psychiatry 
Psychiatric Epidemiology, 33: S55-60. 

Link, B., Monahan, J., Stueve, A. & Cullen, F.T. (1999a) Real in their consequences: A 
sociological approach to understanding the association between psychotic symptoms 
and violence. American Sociological Review, 64: 316-332. 

Link, B., Phelan, J., Bresnahan, M., Stueve, A. & Pescolido, B. (1999b) Public 
conceptions of mental illness: labels, causes, dangerousness, and social distance. 
American Journal of Public Health, 89(9): 1328-1333.  

Långström, N., Grann, M., Tengström, A., Lindholm, N., Woodhouse, A. & Kullgren, 
G. (1999) Extracting data in file-based forensic psychiatric research: Some method-
ological considerations. Nordic Journal of Psychiatry, 53: 61-67. 

MacInnes, D. & Watson, J. (2002) The differences in perceived burdens between 
forensic and non-forensic caregivers of individuals suffering from schizophrenia. 
Journal of Mental Health, 11(4): 375-388. 

Magliano, L., Fadden, G., Economou, M., Xavier, M., Held, T., Guarneri, M., 
Marasco, C., Tosini, P. & Maj, M. (1998a) Social and clinical factors influencing 
the choice of coping strategies in relatives of patients with schizophrenia: Results of 
the BIOMED I study. Social Psychiatry Psychiatric Epidemiology, 33: 413-419. 

Magliano, L., Fadden, G., Madianos, M., Caldas de Almeida, J. M., Held, T., Guarneri, 
M., Marasco, C., Tosini, P. & Maj, M. (1998b) Burden on the families of patients 
with schizophrenia: results of the BIOMED I study. Social Psychiatry Psychiatric 
Epidemiology, 33: 405-412. 

Malterud, K. (2001a) The art and science of clinical knowledge: evidence beyond 
measures and numbers. Lancet, 358(9279): 397-400. 

Malterud, K. (2001b) Qualitative research: standards, challenges, and guidelines. Lancet, 
358(9280): 483-488.  

McKenna, P.J. (1994) Schizophrenia and related syndromes. New York: Oxford Univers-
ity Press Inc.  

 - 53 - 



References 

Modestin, J. (1998) Criminal and violent behavior in schizophrenic patients: an 
overview. Psychiatry and Clinical Neurosciences, 52: 547-554. 

Modestin, J. & Ammann, R. (1995) Mental disorders and criminal behaviour. British 
Journal of Psychiatry, 166: 667-675. 

Mortensen, P.B. & Juel, K. (1993) Mortality and causes of death in first admitted 
schizophrenic patients. British Journal of Psychiatry, 163: 183-189. 

Mueser, K.T, Yarnold, P.R., Rosenberg, S.D., Swett, C., Miles, K.M. & Hill, D. (2000) 
Substance use disorder in hospitalized severely mentally ill psychiatric patients: 
prevalence, correlates, and subgroups. Schizophrenia Bulletin, 26(1): 179-192.  

Mulvey, E. (1994) Assessing evidence of a link between mental illness and violence. 
Hospital and Community Psychiatry, 45: 663-668. 

Munk-Jorgensen, P., Kastrup, M. & Mortensen, P.B. (1993) The Danish psychiatric 
register as a tool in epidemiology. Acta Psychiatrica Scandinavica, Suppl 370: 27-32. 

Munkner, R., Haastrup, S., Joergenssen, T. & Kramp, P. (2003a) The temporal 
relationship between schizophrenia and crime. Social Psychiatry Psychiatric Epidemi-
ology, 38: 347-353. 

Munkner, R., Haastrup, S., Joergensen, T. & Kramp, P. (2003b) Taking cognizance of 
mental illness in schizophrenics and its association with crime and substance-related 
diagnoses. Acta Psychiatrica Scandinavica, 107(2): 111-117. 

Narrow, W.E., Rae, D.S., Robins, L.N. & Regier, D.A. (2002) Revised prevalence 
estimates of mental disorders in the United States.  Archive of General Psychiatry, 59: 
115-123. 

Nijman, H., Cima, M. & Merckelbach, H. (2003) Nature and antecedents of psychotic 
patients’ crimes. Journal of Forensic Psychiatry and Psychology, 14(3): 542-553. 

Novaco, R.W. (1994) Anger as a risk factor for violence among mentally disordered. In: 
J. Monahan & H. J. Steadman (eds.) Violence and mental disorder (pp. 21-59). 
Chicago: University of Chicago Press. 

Phelan, J., Bromet, E. & Link, B. (1998) Psychiatric illness and family stigma. 
Schizophrenia Bulletin, 24(1): 115-126. 

Provencher, H. & Mueser, K. (1997) Positive and negative symptom behaviors and 
caregiver burden in the relatives of persons with schizophrenia. Schizophrenia 
Research, 26: 71-80. 

Putkonen, H., Collander, J., Honkalsalo, M-L. & Lönnqvist, J. (2001) Personality dis-
orders and psychoses form two distinct subgroups of homicide among female 
offenders. Journal of Forensic Psychiatry, 12(2): 300-312. 

Radomsky, E.D., Haas, G.L., Mann, J.J. & Sweeney, J.A. (1999) Suicidal behavior in 
patients with schizophrenia and other psychotic disorders. American Journal of 
Psychiatry, 156(10): 1590-1595. 

Regier, D.A., Boyd, J.H., Burke, J.D., Rae, D.S., Myers, J.K., Kramer, M., Robins, 
L.N., George, L.K., Karna, M. & Locke, B.Z. (1988) One-month prevalence of 
mental disorders in the United States.  Archive of General Psychiatry, 45: 977-986. 

RMV (1999) Rättsmedicinalverket (National Board of Forensic Medicine). Statistisk 
årsbok. Stockholm: Author. 

RMV (2002) Statistisk årsbok. Stockholm: Author. 

Robertson, G. (1988) Arrest patterns among mentally disordered offenders. British 
Journal of Psychiatry, 153: 313-316. 

 - 54 - 



  References 
 

Robins, L.N., Helzer, J.E., Croughan, J. & Ratcliff, K.S. (1981) National institute of 
mental health diagnostic interview schedule: it’s history, characteristics, and validity. 
Archive of General Psychiatry, 38: 381-389. 

Robins, L.N. & Regier, D.A. (eds) (1991) Psychiatric disorders in America - The 
Epidemiological Catchment Area Study. New York: Free Press. 

Rying, M. (2000) Dödligt våld i Sverige 1990-1996, en deskriptiv studie. Licentiat 
avhandling. Stockholm. Kriminologiska institutionen: Stockholms Universitet. 

Räsänen, P., Tiihonen, J., Isohanni, M., Rantakallio, P., Lehtonen, J. & Moring, J. 
(1998) Schizophrenia, alcohol abuse, and violent behavior: A 26-year follow-up 
study of an unselected birth cohort. Schizophrenia Bulletin, 24(3): 437-441. 

Räsänen, S., Pakaslahti, A., Syvälahti, Jones, P.B. & Isohanni, M. (2000) Sex differences 
in schizophrenia: a review. Nordic Journal of Psychiatry, 54: 37-45. 

Saunders, J. (1999) Family functioning in families providing care for a family member 
with schizophrenia. Issues in Mental Health Nursing, 18: 45-56. 

Saunders, J. & Byrne, M. (2002) A thematic analysis of families living with 
schizophrenia. Archives of Psychiatric Nursing, 16(5): 217-223. 

Schene, A.H., van Wijngaarden, B. & Koeter, M.W.J. (1998) Family caregiving in 
schizophrenia: domains and distress. Schizophrenia Bulletin, 24(4): 609-618. 

Scott, H., Johnson, S., Menezes, P., Thornicroft, G., Marshall, J., Bindman, J., 
Bebbington, P. & Kuipers, E. (1998) Substance misuse and risk of aggression and 
offending among the severely mentally ill. British Journal of Psychiatry, 172: 345-
350. 

Shaw, J., Appelby, L., Amos, T., McDonnell, R., Harris, C., McCann, K., Kiernan, K., 
Davies, S., Bickley, H. & Parsons, R. (1999) Mental disorder and clinical care in 
people convicted of homicide: national clinical survey. British Medical Journal, 318: 
1240-1244. 

Silver, E., Mulvey, E.P. & Monahan, J. (1999) Assessing violence risk among discharged 
psychiatric patients: toward an ecological approach. Law and Human Behavior, 
23(2): 237-255. 

Skolverket (2001) (Swedish National Agency for Education). Barnomsorg, skola och 
vuxenutbildning i siffror 2001: Rapport nr 198, del 2. Stockholm: Author. 

Socialstyrelsen (1999) (The National Board of Health and Welfare). Personer med svår 
psykisk störning och missbruk. Stockholm: Author. 

Socialstyrelsen (2000) Hemlösa i Sverige 1999. Vilka är de och vilken hjälp får de? 
Stockholm: Author. 

Socialstyrelsen (2003a) Vård och stöd till patienter med schizofreni – en kunskapsöversikt. 
Stockholm: Author. 

Socialstyrelsen (2003b) Boende för personer med psykiska funktionshinder. Stockholm: 
Author. 

SOSFS (1996:14) Rättsmedicinalverkets föreskrifter och allmänna råd om rättspsykiatrisk 
undersökning. Stockholm: Author. 

Soyka, M. (2000) Substance misuse, psychiatric disorder and violent and disturbed 
behaviour. British Journal of Psychiatry, 176: 345-350. 

Steadman, H. J., Mulvey, E. P., Monahan, J., Robbins, P. C., Appelbaum, P. S., Grisso, 
T., Roth, L. H. & Silver, E. (1998) Violence by people discharged from acute 

 - 55 - 



References 

psychiatric inpatient facilities and by others in the same neighbourhoods. Archive of 
General Psychiatry, 55: 393-401. 

Strauss, A. (1987) Qualitative analysis for social scientists. Cambridge, UK: University of 
Cambridge Press. 

Strauss, A. & Corbin, J. (1998) Basics of Qualitative Research. Techniques and Procedures 
for Developing Ground Theory. 2nd ed. Thousand Oaks, CA: Sage. 

Stuart, H.L. & Arboleda-Floréz, J.E. (2001) A public health perspective on violent 
offenses among persons with mental illness. Psychiatric Services, 52(5): 654-659. 

Stueve, A. & Link, B.G. (1998) Gender differences in the relationship between mental 
illness and violence: evidence from a community-based epidemiological study in 
Israel. Social Psychiatry Psychiatric Epidemiology, 33: S61-67. 

Swanson, J.W. (1994) Mental disorder, substance abuse, and community violence: an 
epidemiological approach. In: J. Monahan & H. J. Steadman (eds): Violence and 
Mental Disorder (pp. 101-136). Chicago: The University of Chicago Press. 

Swanson, J.W., Borum, R., Swartz, M.S. & Monahan, J. (1996) Psychotic symptoms 
and disorders and the risk of violent behaviour in the community. Criminal 
Behaviour and Mental Health, 6: 309-329. 

Swanson, J.W., Holzer, C.E., Ganju, V.K. & Jono, R.T. (1990) Violence and 
psychiatric disorder in the community: evidence from the Epidemiologic Catchment 
Area surveys. Hospital and Community Psychiatry, 41(7): 761-770. 

Swanson, J.W., Swartz, M., Estroff, S., Borum, R., Wagner, R. & Hiday, V. (1998) 
Psychiatric impairment, social contact, and violent behavior: Evidence from a study 
of outpatient –committed persons with severe mental disorder. Social Psychiatry 
Psychiatric Epidemiology, 33: S86-94. 

Swartz, M., Swanson, J., Hiday, V., Borum, R., Wagner, R. & Burns, B. (1998a) 
Taking the wrong drugs: the role of substance abuse and medication non-
compliance in violence among severely mentally ill individuals. Social Psychiatry 
Psychiatric Epidemiology, 33: S75-80. 

Swartz, M., Swanson, J., Hiday, V., Borum, R., Wagner, R. & Burns, B. (1998b) 
Violence and severe mental illness: the effects of substance abuse and nonadherence 
to medication. American Journal of Psychiatry, 155(2): 226-231. 

Taylor, P.J. (1985) Motives for offending among violent and psychotic men. British 
Journal of Psychiatry, 147: 491-498. 

Taylor, P.J. (1998) When symptoms of psychosis drive serious violence. Social Psychiatry 
Psychiatric Epidemiology, 33: S47-54. 

Taylor, P.J., Garety, P., Buchanan, A., Reed, A., Wessley, S., Ray, K., Dunn, G. & 
Grubin, D. (1994) Delusions and Violence. In: J. Monahan, & H.J. Steadman 
(eds), Violence and Mental Disorder (pp. 161-182). Chicago: The University of 
Chicago Press. 

Taylor; P.J. & Gunn, J. (1984a) Violence and psychosis. I- Risk of violence among 
psychotic men British Medical Journal, 288(6435): 1945-1949. 

Taylor, P.J. & Gunn, J. (1984b) Violence and psychosis. II- Effect of psychiatric 
diagnosis on conviction and sentencing of offenders. British Medical Journal, 
289(6436): 9-12. 

Taylor, P.J. & Gunn, J (1999) Homicides by people with mental illness: myth and 
reality. British Journal of Psychiatry, 174: 9-14. 

 - 56 - 



  References 
 

Taylor, P.J. & Hodgins, S. (1994) Violence and psychosis: critical timings. Criminal 
Behaviour and Mental Health, 4: 267-289. 

Taylor, P.J., Leese, M., Williams, D., Butwell, M., Daly, R. & Larkin, E. (1998) 
Mental disorder and violence. A special (high security) hospital study. British Journal 
of Psychiatry, 172: 218-226. 

Tengström, A., Hodgins, S. & Kullgren, G. (2001) Men with schizophrenia who 
behave violently: the usefulness of the early versus late-start offender typology. 
Schizophrenia Bulletin, 27(2): 205-218. 

Tengström, A. & Hodgins, S. (2002) Criminal behavior of forensic and general 
psychiatric patients with schizophrenia: are they different? Acta Psychiatrica 
Scandinavica, suppl, 412; 62-66. 

Thomas, W.I. & Thomas, D.S. (1928) The child in America: Behavior problems and 
programs. New York. Knopf. 

Thompson, A.H., Stuart, H., Bland, R.C., Arboleda-Florez, J. Warner, R. & Dickson, 
R.A. (2002) Attitudes about schizophrenia from the pilot site of the WPA 
worldwide campaign against the stigma of schizophrenia. Social Psychiatry Psychiatric 
Epidemiology, 37: 475-482. 

Thompson, E. & Doll, W. (1982) The burden of families coping with the mentally ill: 
an invisible crisis. Family Relations, 31: 379-388. 

Tiihonen, J., Isohanni, M., Räsänen, P., Koiranen, M. & Moring, J. (1997) Specific 
major mental disorders and criminality. A 26 years prospective study of the 1966 
Northern Finland birth cohort. American Journal of Psychiatry, 154: 840-845. 

Tucker, C., Barker, A. & Gregoire, A. (1998) Living with schizophrenia: Caring for a 
person with a severe mental illness. Social Psychiatry Psychiatric Epidemiology, 33: 
305-309. 

Vaddadi, K.S., Soosai, E., Gilleard, C.J., & Adlard, S. (1997) Mental illness, physical 
abuse and burden of care on relatives: a study of acute psychiatric admission 
patients. Acta Psychiatrica Scandinavica, 95: 313-317. 

Wallace, C., Mullen, P., Burgess, P., Palmer, S., Ruschena, D. & Browne, C. (1998) 
Serious criminal offending and mental disorder. Case linkage study. British Journal 
of Psychiatry, 172: 477-484. 

Walsh E., Buchanan, A. & Fahy, T. (2002) Violence and schizophrenia: examining the 
evidence. British Journal of Psychiatry, 180: 490-495. 

Walsh E., Gilvarry, C., Samele, C., Harvey, K., Manley, C., Tattan, T., Tyrer, P., 
Creed, F., Murray, R. & Fahy, T. (2004) Predicting violence in schizophrenia: a 
prospective study. Schizophrenia Research, 76: 247-252. 

Wearden, A.J., Tarrier, N., Barraowclough, C., Zastowny, T R. & Armstrong Rahill, A. 
(2000) A review of expressed emotion research in health care. Clinical Psychology 
Review, 20(5): 633-666.  

Weizmann-Henelius, G., Viemerö, V. & Eronen, M. (2003) The violent female 
perpetrator and her victim. Forensic Science International, 133: 197-203. 

Wessely, S., Buchanan, A., Reed, A., Cutting, J., Everitt, B., Garety, P. & Taylor, P.J. 
(1993) Acting on delusions. I: prevalence. British Journal of Psychiatry, 163: 69-76. 

Wessely, S.C., Castle, D., Douglas, A.J. & Taylor, P J. (1994) The criminal careers of 
incident cases of schizophrenia. Psychological Medicine, 24: 483-502. 

 - 57 - 



References 

Wilcox, D.E. (1985) The relationship of mental illness to homicide. American Journal of 
Forensic Psychiatry, 6: 3-15. 

World Health Organization. (2001) World Health Report 2001: Mental Health, New 
Understanding, New Hope. New York: Author. 

Zahner G., Hsieh, C-C. & Fleming, J. (1995) Introduction to epidemiologic research 
methods. In: Eds Tsuang, Tohen & Zahner (eds). Textbook in Psychiatric 
Epidemiology. New York. Wiley-Liss. 

Zubin, J. & Spring, B. (1977) Vulnerability – a new view of schizophrenia. Journal of 
Abnormal Psychology, 86: 103-126. 

Ösby, U., Correia, N., Brandt, L., Ekbom, A. & Sparén, P. (2000) Mortality and causes 
of death in schizophrenia in Stockholm County, Sweden. Schizophrenia research, 45: 
21-28.  

Östman, M. & Hansson, L. (2000) The burden of relatives of psychiatric patients. 
Comparisons between parents, spouses, and grown-up children of voluntarily 
admitted psychiatric patients. Nordic Journal of Psychiatry, 54: 31-36.  

Östman, M. & Kjellin, L. (2002) Stigma by association. Psychological factors in 
relatives of people with mental illness. British Journal of Psychiatry, 181: 494-498. 

 
 

 - 58 - 


	Violent offenders with schizophrenia

