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Using clinical judgment alone,
mental health professionals can-
not predict individual patient vio-
lence much more accurately than
chance. Clinicians could improve
their prediction of violence if they
routinely used structured risk as-
sessment instruments, but they
don’t; the use of such tools for
screening is not currently the stan-
dard of care in the United States
and is not commonly reimbursed
by insurance. The author argues,
however, that clinicians actually
can predict and prevent violence if
they consider their patients as a
group from the perspective of
public-health epidemiology. Opti-
mizing treatment for all patients
will help prevent violence by the
few who pose a risk of violence,
even when such patients are not
identified in advance. (Psychiatric
Services 59:191–193, 2008)

Experts in violence risk manage-
ment are lately grappling, like cli-

matologists, with inconvenient truths:
that mental health professionals can-
not predict an individual’s violent be-
havior much better than chance (1,2);
that clinicians could do a better job of
predicting violence if they would use
the tools developed by risk experts
(3)—but they don’t; and that even if
clinicians could accurately forecast vi-
olence, there is not much they can do
about it. Competent patients often de-
cline or stop treatment, which is their
right, and the remedies for mental ill-
ness are not designed to prevent much
of what causes violence anyway (4,5).

Nevertheless, whenever a person
with serious mental illness commits a
rare act of horrific violence in the com-
munity, two allegations surface: that
mental health professionals should
have seen this coming and that they
should have prevented it (6–8). What
is an expert to do?

Prediction versus prevention
The Virginia Tech Review Panel, in its
report on the tragic shooting in Blacks-
burg last year, cited the campus men-
tal health care team as “ineffective in
connecting the dots or heeding the red
flags that were so apparent with Cho”
(6). The report asserted that “there are
particular behaviors and indicators of
dangerous mental instability that
threat assessment professionals have
documented among murderers” and
that in Cho’s case the professionals ei-
ther did not see these warning signs or
ignored them.

For clinicians so accused, the truth
ceases to be inconvenient. Refuge is
sought in the skillful defenses of igno-
rance, ineffectiveness, and irrele-
vance (9–11). “We can’t predict vio-
lence in individual patients,” they say,
“so how can we prevent the unpre-
dictable? And we can’t cure major
causes of violence anyway (poverty
and past trauma, for example), so
what good is prediction?”

There is a kernel of truth under this
cover. After all, what doctors are sup-
posed to do mainly is treat diseases and
their symptoms. Psychiatrists are not
psychics, and they are not the police.

However, the defense falls short
when it conflates prediction and pre-
vention (12,13). That these are two dif-
ferent things—not necessarily relat-
ed—becomes obvious when one
thinks of other areas of medicine. A
primary care physician cannot predict
which individual patient will have a

heart attack or get cancer but is right-
fully expected to do something to pre-
vent early deaths from these diseases
across a panel of patients: screen for
risk factors and early signs of disease,
work with patients to reduce modifi-
able risk factors, and intervene
promptly when worrisome signs of
pathology are detected (14).

There is also the “bad weather” ex-
ample: pretty good predictability of to-
tally unpreventable events. However,
although we can’t prevent hurricanes,
we can surely take steps to limit a
storm’s damage to us (15). We pay at-
tention when the Big One is coming,
warn everyone in its path, and then
load up the dogs and evacuate.

Of course, the argument about vio-
lence is that we don’t know when the
storm is approaching. But maybe it is
not such a good idea to be living on a
sinking sandbar in the first place. We
have large numbers of people with se-
vere mental illness living in jails, home-
less shelters, and substandard apart-
ments in impoverished neighborhoods
where every block has two liquor stores
and a pawn shop. Then we talk about
preventing violence by tweaking an-
tipsychotic treatment regimens (4,16).

There is much that both public pol-
icy makers and mental health profes-
sionals could do to limit the human ca-
tastrophes for which they are some-
times, rightly or wrongly, held respon-
sible. To be clear: clinicians actually
can predict violence with reasonable
certainty—they just need to consider
their patients as a group, the way a
public-health epidemiologist would
(9,14). A clinical team treating 100
persons with schizophrenia in the
community could confidently predict
that a small proportion—more than
one and fewer than ten (or so)—will
engage in some serious violent behav-
ior within the coming six months (17).
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An additional ten to 15 (or so) will en-
gage in minor acts of violence toward
others, such as hitting someone with-
out causing physical injury. The clini-
cians could count on it.

The treatment team could go fur-
ther and confidently expect that these
violent acts will occur more frequently
among subsets of their patients who
have certain characteristics: young
adults with severe mental illness who
have trauma and violence in their past,
substance abuse in their present, and
no plans for taking prescribed psy-
chotropic medications in their future
(4,16,18). Knowing that some of these
patients are going to be violent—that
it is not a matter of “if” but “when”—
means that mental health profession-
als are responsible for taking whatever
steps they can, within reason, to pre-
pare for violence and thus limit its
damage and reach (2,12,19).

Interventions and leverage
And what can mental health profes-
sionals do? There is the timeworn
strategy of containment: put a solid
barrier between the source of harm
and potential victims (13). (This is what
the U.S. Army Corps of Engineers had
in mind when they built the levees in
New Orleans, which worked well for a
long time.) The problem is that some
ways of limiting risk are highly effective
but morally illegitimate. Before the
1960s countless potential acts of vio-
lence by people with mental illness
were probably thwarted by keeping pa-
tients locked up in psychiatric hospitals
for decades and giving them major
tranquilizers. A half-century later, clini-
cians have come to regard inpatient
civil commitment sensibly, the way
many people view abortion: it should
be safe, legal, and rare.

Community-based “leverage,” on
the other hand, is not so rare. Use of
the mere threat of hospitalization or
jail or of withholding housing or mon-
ey to ensure adherence with outpa-
tient mental health treatment has be-
come common practice (20). Is this
coercive? Perhaps so, although re-
search suggests that most patients with
severe mental illness do not perceive it
to be (21). Some patients clearly do
feel coerced but mainly when they are
subjected to more than one form of
leverage at a time—such as having a

judge order treatment and having a
representative money manager who
believes in rewarding the patient—
with the patient’s own money—for
taking medications (22). Stack the
“leverages” on top of each other, and
they start to feel heavy.

Does the use of community leverage
prevent violence by people with severe
mental illness? It can, but not neces-
sarily. Legally mandating services will
do nothing (at least nothing good) if
the services being mandated are un-
available or ineffective (23). Even if we
assume that treatment can sometimes
work (16), it needs to target actual risk
factors for violence, at least indirectly,
in order to prevent violence. The risk
factors have to be modifiable by some-
thing that mental health professionals
can reasonably do. And the clinicians
need to know that the risk factors exist
in the first place.

The challenge of risk assessment
Apropos of knowing, why don’t profes-
sionals routinely and systematically as-
sess, document, and monitor dynamic
risk factors for violence, as some ex-
perts have lately recommended
(19,24)? Why not do this at least for
patients above a baseline threshold of
putative risk, such as those with a pre-
vious history of violence or threats or
with a history of substance abuse? Giv-
en the potential for catastrophe, would
it not be better to find out those
“known unknowns” (as a famous war
poet once put it)?

Maybe not. For one thing, the notion
of routine violence risk assessment—
built into the machinery of usual care—
rests on a besmirching assumption
about all of the people seeking mental
health services (25,26). For another
thing, who is this for? Screening for
medical conditions is primarily to bene-
fit the patient. Screening for violence
risk is primarily to benefit other people.
This difference raises nettlesome ethi-
cal questions. Should the patient get to
choose whether or not to be screened
for violent behavior, given that the in-
terests of others may be at stake? Who
gets to decide what to do, or not to do,
with the resulting information (such as
deciding not to act on a positive finding,
for example)? And what happens if the
information is simply wrong?

Structured risk assessment is not

that sharp and discriminating. It’s not
like looking for a 10-mm polyp in a
colon—the best endoscopists likely
won’t miss it if it’s there and won’t find
it if it’s not (27). Rather, assessing pa-
tients’ violence potential often involves
a perverse tradeoff between unaccept-
ably high rates of false negatives and
false positives (28). The Violence Risk
Appraisal Guide is perhaps the most
accurate tool yet devised to assess risk.
It has a sensitivity of 73% and a speci-
ficity of 63% (29), substantially below
what would be considered acceptable
in medicine for a screening instru-
ment. Chest X-rays are not used to
screen for lung cancer, because the
sensitivity and specificity of the proce-
dure when used in this way are only
84% and 90% (30).

Then there is the business-model
problem. Structured risk assessment is
not reimbursed by insurance the way
medical tests are, where doctors can
make almost as much money doing
screening procedures as they could be
sued for if they did not (31,32).

Nevertheless, maybe there is a les-
son or two to be learned from the way
medicine manages the risk of a disease
that you probably won’t get but that
might kill you if you do. If medical pro-
fessionals tell us to get screened for it,
we don’t complain; we show up and as-
sume the position. Should prevention
fail, we get treatment fast. Should
treatment ultimately fail, our family
members will not sue the doctor for
failing to predict and prevent our de-
mise. They will invite him to our fu-
neral, grateful that “he did everything
he could.” And the doctor will remem-
ber us fondly as he silently thanks us
for getting that colonoscopy.

Lamentably, violence risk appraisal
and management in mental health
practice are not there yet. We need
more accurate and efficient prediction
tools, particularly for use in nonforen-
sic patient populations. We also need
better incentives for practitioners to
use them and for payers to reimburse
for their use (for example, through
pay-for-performance policies.) If we
do reach a point where it is possible,
and feasible, to predict individual pa-
tient violence with a high degree of
precision, we need better interven-
tions—more effective and tolerable,
less coercive and stigmatizing—to
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forestall the violence that we are pre-
dicting, and we need more choices in
community care than that between a
pill and a shot.

In the meantime, clinicians should,
of course, do the best they can with the
tools and resources that are available
to them. Let not the perfect defeat the
good (or the better than nothing.)
Don’t screen every patient, but for
those who have committed violent acts
in the past or report thoughts of hurt-
ing someone in the future, a struc-
tured risk assessment should be, and is
becoming, the standard of care (3).

Conclusions
It hardly needs saying that all patients
with serious mental illnesses—not
just those at risk of violence—could
benefit from accurate assessment of
their problems, timely services that
include evidence-based interven-
tions, diligent clinical follow-up, and
appropriate outreach to those who
cannot or will not voluntarily seek the
treatment they need. Clearly, there
are complex economic, legal, and oth-
er systemic reasons why all psychi-
atric patients currently do not get the
best treatment that clinicians already
know how to provide. But if they did,
it is likely that much patient vio-
lence—and a great deal of human
heartache all around—would be
averted in the process.

And the risk experts? Perhaps they
should step back and consider the field
that they are in. In the end, a career is
not all about what one knows but about
what good one can do and the value
people place on it. The median salary
of gastroenterologists in the United
States is over 175% of the median
salary of psychiatrists; maybe there’s
some reason for that. On the other
hand, psychiatrists make about twice as
much as meteorologists (33).
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