
EU-Viormed Project
SUPPORTING BETTER FORENSIC MENTAL HEALTH SERVICES 
A FAMILY PERSPECTIVE



2

One in 100 of the population will develop a Schizophrenia 
Spectrum Disorder (SSD) during their lifetime. Schizophrenia 
is a condition with hallucinations, delusions and thought 
disorders (i.e., positive symptoms). A significant proportion 
also develops negative symptoms, such as reduced drive or 
flattened emotions. While some people with schizophrenia 
recover after some episodes, others have numerous 
relapses or develop a chronic course. Among those with 
a chronic course, impairments of thinking and social skills 
can be frequently observed. This can lead to difficulties with 
independent living.
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Introduction 

This paper has been produced by EUFAMI, a partner 
organisation in the EU-VIORMED project. The EU-
VIORMED Project (European Study on Violence Risk and 
Mental Disorders) was a collaborative research that 
aimed to improve the quality of forensic psychiatric care 
in Europe. 

The project aimed to:

• Describe forensic psychiatry services as they exist 
today across the European Union. 

• Identify risk factors for violence in a unique 
international forensic sample.

• Test two contrasting methods of violence risk 
assessment in a related EU sample.

• Explore what works for these, often overlooked, 
patients, their families and their carers, at an 
operational, clinical and ethical level. 

 
This paper describes the project outcomes from the 
perspective of persons with experience and their family 
members and future implications.

For more information about EU-VIORMED, please see: 
 www.eu-viormed.eu

For more information about EUFAMI please see:   
www.eufami.org



5

Summary of the project outcomes

Several studies reviewed reported an 
increased risk of committing violent crimes 
among patients with SSD, as compared 
to persons without this condition. A 
systematic review demonstrated a clear 
association between schizophrenia, 
substance use disorders and violence, 
with that risk rising when combined 
substance use was also present. As in non-
psychiatric offenders, criminal offenses in 
patients with SSD are linked profoundly 
to environmental factors. Victims and 
perpetrators often know each other. Even 
before they develop schizophrenia, a 
subgroup of patients experienced conduct 
problems, environmental difficulties and 
trauma in their childhood.

Persons with SSD who had committed 
violent crimes are usually treated in 
forensic psychiatric services. Such services 
usually consist of special high security units 
providing psychiatric treatment and long-
term care in order to limit further harm to 
the patient as well as the general public. 
The organisation of such forensic services 
differ largely between countries, e.g. some 
are stand-alone psychiatric hospitals, 

while others are part of regular psychiatric 
inpatient services or are part of prisons. As 
a result, the consistency of those treated 
in these services differ largely between 
countries.

Antipsychotic drugs are effective in 
improving positive and negative symptoms 
as well as preventing relapses, as had been 
shown in numerous trials. Using national 
register data, one study reported that 
antipsychotics reduce the risk for violent 
crime among SSD patients, but their data 
did not give information about patients of 
forensic settings.

Multiple studies reported that cognitive-
behavioural therapy (CBT), a talking 
therapy that assists the individual to 
manage his thoughts and emotions, 
significantly reduces psychotic symptoms 
in schizophrenia. However, a smaller 
number of studies investigated the effects 
of CBT or other psychosocial interventions 
on SSD patients who were aggressive or 
violent. Nevertheless, one study reported 
that CBT was effective in violence reduction 
among SSD patients in general psychiatric 
services. Some studies investigated the 

effectiveness of non-pharmacological 
interventions on violence reduction in 
other settings such as prisons, but among 
people without psychiatric diagnoses and 
reported that cognitive interventions were 
effective in reducing violence. Other studies 
among persons with personality disorders 
found that CBT and Schema therapy, (a 
mix of behavioural and psychoanalytical 
therapies), were effective in reducing 
physical aggression or violent attacks.

In a review of 23 studies investigating 
non-pharmacological interventions among 
severely mentally ill persons with SSD and 
mood disorders, improvement in physical 
aggression after cognitive behavioural 
interventions for psychoses in general 
psychiatric settings were reported. A 
recently published umbrella review of 
non-pharmacological violence reduction 
strategies across psychiatric settings 
identified five reviews, but none in forensic 
psychiatric services.

All these findings indicate that studies of 
non-pharmacological interventions for 
violence prevention are scarce for SSD 
patients in forensic settings. As a result, 
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forensic psychiatrists frequently must 
rely on studies conducted in general 
psychiatry settings. However, there 
are differences between patients with 
SSD in general psychiatric and forensic 
settings. Forensic patients tend to have 
a more difficult chronic illness course, 
higher numbers of short-term admissions 
before their first offence, higher rates of 
combined substance abuse disorders, 

lower treatment compliance and lower 
levels of insight into both their mental 
disorder and the risk of violence. Forensic 
patients also have more persistent positive 
psychotic symptoms and higher levels 
of thought impairment. Thus, it remains 
unclear if the non-pharmacological 
interventions developed and evaluated in 
general psychiatry are effective in forensic 
psychiatry as well.

A lack of cross-national studies, EU 
guideline tools and cross-national 
comparison of legal and epidemiological 
issues has led to inconsistencies in the 
definitions of violence and comprehensive 
treatments and in turn, to inconsistencies 
of the nature of association between 
violence and Severe Mental Disorders 
(SMDs) (Figure 1 – see below).

Lack of cross-national studies

Inconsistencies in the definitions 

of violence and comprehensive 
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Figure 1 – Causes of inconsistencies in the definitions of violence and comprehensive treatments
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Implications of the project for 
family members and persons 
with self-experience.

The goal of all mental health services 
including forensic mental health services 
should be to provide a safe and therapeutic 
environment for the individual to make a 
good quality recovery. Important factors 
are the provision of appropriate services, 
which provide the most effective range of 
interventions.

The EU-VIORMED Project demonstrated 
that it is very difficult to compare services 
internationally as policies, structures, 
processes and service delivery differ so 
much. Some countries have very well-
developed forensic services while in 
other locations people in need of forensic 
interventions may have to use general 
adult mental health services.

In respect of interventions, all mental 
health services need to be able to deliver a 
range of therapeutic pharmacological and 
non-pharmacological services to provide 
the most effective recovery outcomes. 

The EU-VIORMED Project examined 
available research on pharmacological and 
non-pharmacological interventions. The 
results showed that it is difficult to draw 
firm conclusions about the effectiveness 
of non-pharmacological interventions 
to reduce the risk of violence in patents 
with Schizophrenia Spectrum Disorders in 
forensic psychiatry settings.

Similarly, in respect of pharmacological 
interventions, it is difficult to draw any 
firm conclusions about the most effective 
medication strategies to reduce the risk 
of violence in patents with Schizophrenia 
Spectrum Disorders in forensic psychiatry 
settings.

Regarding pharmacological and non-
pharmacological interventions, specific 
research in the area of forensic psychiatry 
is required to identify the most effective 
combination of interventions. 



8

Critically, well designed and properly 
staffed mental health services, including 
specialist forensic services, are essential 
to minimise violent behaviour and provide 
a safe and therapeutic environment 
conducive to recovery.

We know that factors, such as the volume 
of staff, the appropriate training of 
staff in de-escalation procedures and 
environmental issues, such as building 
design and service culture, are critical in 
determining the behaviour of people in 
forensic settings. 

In respect of family members whose 
loved one may be using specialist forensic 
mental health services, it is important to 
understand that this has a profound effect 
on the well-being of the family. In many 
cases, there is a stigma associated with 
a member of the family who may have a 
diagnosis and was engaged in anti-social 
or violent behaviour. Additionally, there is 

a sense of failure that family was unable to 
prevent the situation. Family relationships 
are also at risk of breaking down because 
of the situation. Forensic mental health 
services need to develop support and 
strategies, which allow family members to 
be part of the recovery and rehabilitation 
process for their loved one. 

Finally, it is imperative that primary and 
secondary mental health services are 
able to provide preventative and early 
intervention services for psychosis and 
Schizophrenia Spectrum Disorders in order 
to minimise the requirement for forensic 
mental health care services. 
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About EUFAMI

EUFAMI is the European Federation of Associations of 
Families of People with Mental Illness. The organisation was 
founded in 1992 after a congress, which took place in 1990 in 
De Haan, Belgium, where carers from all over Europe shared 
their experiences of helplessness and frustration when living 
with severe mental illness. They resolved to work together to 
help both themselves and the people they cared for.




