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Introduction: 

Although schizophrenia is discussed as if it is a single disease, it probably 

comprises a group of disorders with heterogeneous aetiologies, and it includes 

patients whose clinical presentations, treatment response, and courses of illness 

vary. Signs and symptoms are variable and include changes in perception, 

emotion, cognition, thinking, and behaviour. (1) 

The expression of these manifestations varies across patients and over time, but 

the effect of the illness is always severe and is usually long lasting. The disorder 

usually begins before age 25 years, persists throughout life, and affects persons 

of all social classes. (1) 

 

     Schizophrenia comes in a variety of subtypes that are categorized according 

to the symptoms manifested. Some individuals are unkempt, illogical, and 

frenetic (disorganized), some are rigid, unresponsive, slow moving and 

sometimes totally immobile (catatonic), and some are hostile and distrusting 

(paranoid). It is the latter type that is most prone to overt physical aggression.(2) 

  

     The WHO has defined violence as ‘the intentional use of physical force or 

power, threatened or actual, against oneself, another person, or against a group or 

community, that either results in or has a high likelihood of resulting in injury, 

death, psychological harm, mal development or deprivation. 

      This definition includes threats, intimidation, neglect and abuse (whether 

physical, sexual or psychological), as well as acts of self-harm and suicidal 

behaviour. 

      Although expansive and all-encompassing, it defines violence in terms of its 

outcomes on health and well-being rather than its characteristics as a construct 

that is socially or culturally determined. (3) 
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     Psychotic illnesses may be associated with violence, especially when paranoid 

symptomatology is present, or the patient also has a substance abuse problem. 

Violence may occur because the offender is frightened, and self-control may be 

reduced by the presence of the psychotic state.  

Any state in which paranoid psychotic symptoms feature carries an increased risk 

of violent behaviour. (3) 

 

      Aggression and violence happens around us in day to day life. Since, long 

there has been increasing interest in the prediction of aggressive behaviour. 

However the challenge being, having no universally accepted definition of 

aggression. Many studies have considered only physical violence to others , while 

others included verbal aggressive behaviour like verbal abuse or threatening 

behaviour Some studies have also taken account of self-injury or damage to the 

property.(4) 

        Violence in psychiatric hospitals has a number of implications for the 

provision of services. Whilst serious injury to staff or patients may only occur in 

a small number of cases, less severe forms of violence can also have a significant 

impact on the quality of the environment, particularly where patients are detained 

in secure conditions.  

       There may be a direct impact on staff where violence results in injury such 

that a period of sick leave is required but the effects can also be more insidious 

with persistent violence giving rise to increased stress, undermining the physical 

and psychological well-being of the individual staff members and lowering the 

morale of the staff group as a whole. 

    Where this continues over a prolonged period, the recruitment and particularly 

the retention of staff can also become an issue. (5) 

 

      The rate of violence in psychiatric wards is 2-fold higher than in other medical 

treatment departments. Mental health professionals’ risk of exposure to violence 
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in the work environment is reported in many publications. There is a consensus 

that emergency clinics and acute psychiatry wards are high-risk work 

environments and there is a need for precautions, especially with respect to 

violent patients. On the other hand, seclusion/restraint does not necessarily 

protect patients or employees, and may actually increase the risks, cause injury 

or death, results in legal/and or criminal charges, and are expensive. (6) 

 

    Psychotic illnesses may be associated with violence, especially when paranoid 

symptomatology is present, or the patient also has a substance abuse problem. 

Violence may occur because the offender is frightened, and self-control may be 

reduced by the presence of the psychotic state.  

      Any state in which paranoid psychotic symptoms feature carries an increased 

risk of violent behaviour. (7) 

 

        Aggressive and violent behaviour can be categorized as either reactive 

(impulsive) or proactive (premeditated) aggression on the basis of their function. 

Reactive aggression is characterized by negative affect including hostility, and 

often is a response to provocation. Reactive aggression is assumed to result from 

social-information processing difficulties. Proactive aggression is characterized 

by goal directed behaviour that is most often planned, cold-blooded and is more 

in line with the acquisition of imitative aggressive acts by role models. 

Researchers explain proactive aggression using the ‘social learning theory’, in 

that it is assumed to be acquired by the observation of role models.(8) 

     Inpatient violent behaviour is found in high rates in psychiatric wards . 

Although (severe) physical violence may be scarce, staff members working with 

involuntary admitted patients experience a substantial amount of aggression.                     

Results regarding violence in schizophrenia in inpatient samples may differ from 

results obtained from community-based samples. For although demographic 

factors and comorbid factors such as antisocial personality and substance use may 
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are related to violence posed by persons with schizophrenia in the community, 

the role of these factors in inpatient setting may be less important. (8) 

 

        Current treatment guidelines in the US and UK recommend that violence 

risk be assessed for all individuals diagnosed with schizophrenia , and over 100 

instruments have been developed to assist in the prediction of such behaviour in 

general and psychiatric populations . 

 Available instruments focus on identifying those patients with schizophrenia 

who are at highest risk of violence and typically require several hours to 

administer, placing a considerable burden on the resources of mental health 

services. (9) 

      Recent data indicate a dramatic twofold to threefold increase in patients with 

mental disorders treated in forensic-psychiatric hospitals over the last decade. 

Previously, numerous studies have suggested an association between major 

mental disorders, criminal behaviour, and violent crimes. The most robust 

evidence exists for an association between schizophrenia and violent crimes 

behaviour (10) 

        Recent mass shootings in schools have prompted calls to increase mental 

health care funding as a strategy to decrease violence. If the money becomes 

available, much good might be accomplished. 

        However, no more than 3%–5% of interpersonal violence is attributable to 

serious mental disorders.17–19 Paranoid depressive and grandiose personality 

features are seen in some mass murderers, but these events are rare, accounting 

for less than 1% of homicides; there is no compelling evidence that the 

perpetrators display elevated levels of more serious pathology. 

      In the absence of these associations there are better reasons for improving 

mental health care, including those that do not stigmatize patients.(11) 

       However, it is still unknown why some patients with mental disease commit 

violent acts while others do not. It has been reported that the incidence of violent 
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behaviour is increased 6-8 fold in male patients with schizophrenia and 8-10 fold 

in female patients. However, several studies have suggested that mental disease 

is not the only determining factor in violent behaviour. A review of the literature 

reported that the incidence of murder in the patients with schizophrenia was 6%. 

The incidence of personality disorder and substance abuse or addiction among 

these patients was 10% and 38%, respectively.(12) 

       There are several factors affecting individuals who commit murder which are 

related to treatable and therapeutic processes in patients with schizophrenia and 

other psychoses. As suggested by other studies, comorbid substance use and 

patient noncompliance may be the leading factors with respect to therapeutic 

intervention. (12) 

      Across Europe, mentally disordered offenders can be found in forensic 

hospitals, general psychiatric hospitals, less commonly in psychiatric wards in 

district general hospitals, and in prisons and in the community.(13) 

      In general, comorbidity is a poor predictive factor in the course of treatment 

in the secure psychiatric units (forensic psychiatry treatment services) and in the 

management of violent offenders. Individuals with psychiatric comorbidity 

or dual diagnosis, which are undergoing treatment in the forensic psychiatry 

services, requires special, multilevel approach in pharmacotherapy, 

psychotherapy and occupational therapy in order to obtain optimal results in 

medical treatment, rehabilitation and future social functioning.(14) 

       Establishing the valid psychiatric diagnosis and making rational, informed 

decisions about violent offenders, early in the course of assessment and later in 

the course of treatment, should be of fundamental value in modern forensic 

psychiatry. Furthermore, a careful planning of treatment, as well as development 

of different programs of treatment on individual basis, associated with accurate 

violence risk assessment before and after treatment for each individual (offender) 

is of crucial importance in the forensic psychiatry service. (14) 
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        A main goal in secure forensic mental health services is to reduce violence 

within facilities and violent recidivism by patients after discharge. Hence, it is an 

urgent task to develop and validate assessment and prevention processes with 

respect to violent recidivism after forensic care. (15) 

 

        Most patients with schizophrenia are not chronically aggressive or violent; 

among patients with schizophrenia, there is a small increase in violence and 

violent offending on average compared to general population standards in the 

USA and Europe. However, much of the excess risk appears to be mediated by 

substance abuse comorbidity. Unfortunately, the small subgroup of patients who 

commit violent acts under certain circumstances are frequently the focus of 

intense media scrutiny, negatively affecting the public perception of the entire 

population of schizophrenia patients. This contributes to the stigma associated 

with mental illness, which is considered to be the most significant obstacle to the 

development of mental health services. In fact, patients with psychosis are more 

likely to be victims rather than perpetrators of violence. (16) 

      The environment of psychiatric hospitals involves numerous variables that 

have a relationship to aggression. Recent literature reviews on situational and 

environmental factors related to violence in an institutional setting found existing 

research support for a relationship between inpatient aggression rates and ward 

organization, patient populations, staff mixture, hospital management styles, and 

other environmental variables. (17) 

 

        Poor structure and organization on psychiatric wards has also been linked to 

increased violence. Wards with lower rates of violence have been found to have 

consistent, reliable schedules and routines, clearly defined staff roles, a 

committed and active psychiatrist, trusting and calm relationships between staff 

members and patients, and therapeutic activities available. Wards with higher 

rates of violence have demonstrated haphazard or unreliable schedules and 
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routines, poor teamwork and diffusion of responsibility, an uninvolved 

psychiatrist that was rarely present, a perception that the patients were dangerous 

and should be feared, little interaction between patients and staff members, and 

few opportunities for therapeutic activities. The ward’s structure, routine, and 

available treatment opportunities are happening around the patients and perhaps 

influencing the severity or frequency of psychiatric symptoms. A narrow focus 

on treating the patient’s symptoms will miss the important interaction between 

the patient and the ward environment. (17) 

 

      Over recent years, attention has been directed towards providing appropriate 

facilities for the mentally abnormal offender. In the past, such individuals were 

probably absorbed into the hospital system. However, the open door policy of the 

1960and 1970s, together with hospital closures and reduced bed numbers, has 

meant that this invisible absorption has been unable to continue. It has been 

suggested that many of these mentally abnormal offenders are inappropriately 

placed within the penal system, thus contributing to prison overcrowding. . (18) 

 

          In many cases, physical aggression attributed to an underlying mental 

disorder is the primary reason for state hospital admission. Although anecdotal 

reports suggest that violence is increasing in certain inpatient psychiatric settings, 

varying and imprecise definitions of the term ‘‘violence,’’ combined with limited 

longitudinal research, make this apparent trend of increasing violence difficult to 

confirm scientifically. However, there is enough evidence to support the 

exploration of new conceptual models for case formulation, therapies, and 

therapeutic environments. (19) 

          The development of medium secure psychiatric care has occurred 

contemporaneously but there is almost no literature regarding the provision of 

intensive care within medium security. It has been suggested that PICUs are a 

rarity in forensic psychiatry but there is no published authoritative data. (20) 



226 
 

       In the past two decades, there have been significant developments in the 

standardised assessment of violence risk and management, including the 

introduction of ‘structured professional judgement’ approaches to risk 

assessment. The latter method is effectively an attempt to bridge the gap between 

clinical and actuarial approaches to risk assessment, by combining both elements 

into structured professional guidelines for clinical practice. 

       Although both clinical and actuarial approaches to risk assessment have 

advantages and disadvantages, still relatively few studies have tested the validity 

of this combined approach in a range of mental health settings. (21) 

       Violence risk assessment is an increasing part of psychiatric practice. 

Psychiatrists, psychologists and other health professionals seeking to manage the 

risk of their patients acting violently have a range of structured risk assessment 

instruments (SRAIs) to assist them. These instruments score a patient on variables 

associated with violence. Such scores either are then combined mathematically 

(the ‘actuarial’ approach or assist clinicians in making risk classifications (the 

‘structured professional judgement’ approach. The most widely used instruments 

have satisfactory psychometric qualities in a range of settings and populations, 

and are reported to provide more accurate predictions of violence than 

unstructured clinical assessments. (22) 

       Effective risk assessments help clinicians detect patients who are at high risk 

of violence, take appropriate steps in the hospital to manage the risk, and 

ultimately reduce the number of injuries incurred by staff and other patients. 

Several risk assessment instruments, which optimize predictions by using risk 

factors that have strong relationships with violence, have been developed for 

assessing violence risk in forensic settings and the community, but few such 

instruments are available for acute psychiatric facilities. (23) 

        There are two hazards facing a patient admitted to a secure forensic hospital. 

The first is detention at an inappropriately high level of therapeutic security, with 

restrictions and intrusions on freedom, privacy and choice out of proportion to 
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what is needed for safe treatment. The second is an inappropriately long length 

of stay. (24) 

        Forensic psychiatric units manage very complex and potentially aggressive 

patients. In parallel with efforts to reduce the use of force, whether by seclusion 

or restraint, there has not been an equivalent growth in the development and use 

of alternative therapeutic interventions. Inpatient aggression has increased over 

the years with significant patient-on-patient and patient-on-staff attacks and 

injuries. Simply telling someone to stop extreme self-injurious or violent 

behaviours will not work when the person is: too psychotic, agitated, or 

intoxicated; does not have alternative coping skills to use other than previously 

learned aggression; or is behaving with clear malicious or predatory intent. The 

most basic of these interventions include staff attitude, staffing complement, and 

the availability of program-oriented space. (25) 

        Epidemiological studies in general population have found violent behaviour 

to be associated with (younger age, male sex, lower socioeconomic status, 

unemployment, and alcohol or substance abuse) (26) , these risk factors increase 

violence in mentally ill persons. The history of violence is often conceders as the 

most significant predictor of future violence. (27) 

       (CATIE) study finds a 6-month prevalence of 19.1% of any violence in 

patients with schizophrenia and of 3.6% for serious violent behaviour (28) 

 

 

 

 

Aim of the study: 

1. To identify patterns of violence among inpatients admitted to forensic units. 

2. Distribution of these patterns of violence according to different 

sociodemographic variables in comparison with other ordinary units in hospital.  
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Patients and method: 

     This cross sectional study was done in Al Rashad Training Hospital where 

patients diagnosed as schizophrenia were studied for different violent actions 

committed by them. 

    This study was conducted at forensic department of Al-Rashad training 

hospital and other ordinary units in the hospital. This hospital is located in an 

eastern district of Baghdad; and it is the largest hospital for short and long term 

psychiatric patients in Iraq. It is established in the early 1950s with 1200 beds 

(650 for males, 350 for females, and 200 for forensic patients). All patients in 

forensic department are male, most of them have been diagnosed with  

schizophrenia by forensic committee according to DSM 5  and some have other 

diagnoses like mood disorders, and personality disorder or mental retardation 

with psychotic disorders. 

        Seventy schizophrenic patients from forensic unit ( Ibn Al-Haithim wing) as 

a study group were selected randomly . Also seventy schizophrenic patients from 

other ordinary therapeutic ward ( Al-Kindi ,Al-Razi wards) were selected in the 

same manner as a control group. 

 

Exclusion criteria included: 

Female patients 

Patients whom diagnosed as mood disorders, Personality disorders and others. 

 Full history and mental state examination were done.  

The Modified Overt Aggression Scale is a four-part behaviour rating scale used 

to evaluate and document the “frequency and severity” of aggressive episodes.     

The rating scale is made up of four categories; verbal aggression, aggression 

against objects, aggression against self, and aggression against others. 

 Each item states four degree of severity and the sum of results is 40 which is 

maximum degree of violence while ( 0) records means no violence at all , in the 

past week . 

The questioner included two parts:  
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First part asking about sociodemographic variables like age, educational level, 

marital status, and duration of admission. 

Second part of the questioner asking about history of violence ( verbal , property 

,auto aggression and physical ) in the past week from day of history taking which 

might be experienced by the patients. 

The study method done through personal interview with patient , by presence of 

nursing staff and presence of psychiatrist  notes on patients file. 

All patients were on treatment which include antipsychotics, some of them on 

depots and tabs and some of them just tablets. 
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Ethical consideration  

The research proposal was fully discussed and approved by the ethical 

and scientific committee in the Iraq board of Psychiatry. 

The agreement of health authority in Al Rashad Training Hospital was 

taken before starting data collection. 

A verbal consents were taken from all patients after full explanation of 

the aim of the study and insuring the aim about the confidentiality of 

the collected data which will not be disclosed for any purpose other 

than research. 

Statistical Analysis  :  

The collected data were introduced into Microsoft Excel Sheath 2016 

and loaded into SPSS v24 statistical program  

Descriptive statistics were presented using tables. 

Chi square test was used to find out associations between represented 

categorical variables. 

P value less than 0.05 was considered as a discrimination point of 

significance.     
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Results:  
 

Table 1: characteristics sociodemographic description of both study 

sample and control group   

Variables  

Forensic  
Group   70 

Ordinary  Group  
70 

  

N  % N  %  P value  

Age  
≤40 year        40 57.14% 38 54.29% 0.734 
>40 year         30 42.86% 32 45.71% 

Education  

Primary            50 71.43% 48 68.57% 0.251 

Secondary          13 18.57% 19 27.14% 

University          7 10.00% 3 4.29% 

Marital status 

Single                46 65.71% 56 80.00% 0.033 
Married                16 22.86% 5 7.14% 

Other                8 11.43% 9 12.86% 

Residence  
Urban                54 77.14% 56 80.00% 0.68 
Rural                 16 22.86% 14 20.00% 

 
The results revealed that:  

40(57.14 %) patients age were 40 years or below and 30(42.86%)  

patients were over 40 years with no significant difference with control 
group P value = 0.73 
 

Regarding educational level the results showed that 50(71%) were 

primary, 13 (18.57 %) secondary and 7(10%) university with no significant 
difference from control group .P value 0.25 
 

About Marital status the results showed that there is a significant 

association between study sample and control group in Number Of 
single patient which was 56 (80%) P value 0.033, while in married and other 
status the results were non-significant. 
 

In addition, about residency the results showed that 54 (77.1) were urban 

while 16 (22.86%) were rural with no significant difference with control group 

P value 0.68. 
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Table 2: Admission reasons (types of violence) for both forensic 

and ordinary words 

 

 

 

 

 

Forensic  ward   
70 

Ordinary  ward   
70 

P value 

N   % N   % 

Admission 
.reason 

Murder 15 21.4 % 0 0.0% 0.001 

attempted murder 26 37.1 % 4 5.71% 

verbal violence 17 24.2 % 3 4.28% 

damage of property 5 7.1% 3 4.28% 

self-infliction violence 2 2.85% 4 5.71% 

Causes other than 
violence 

5 7.1% 56 80% 

 
 

The most common cause for admission in forensic units was attempted murder 

about 26 (37.1%) followed by verbal violence 17 (24.2%) while in  murder ( 

which is most violent behaviour ) the results was 15 (21.4%). 

The admission due to (causes other than violence) in the control group (was 80%) 

which was with a very high significance from study group      P value = 0.001. 

 

 

 

 

 

 

 

 

 

 

 

 

Table 3 Association between type of violence in group study and 

control group . 
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Forensic   
Group   70 

Ordinary  
 Group   70 P value  

N   % N   % 

Verbal 
Yes   12 17.14% 18 25.71% 0.217 

No     58 82.86% 52 74.29% 

Property 
Yes   4 5.71% 7 10.00% 0.346 

No     66 94.29% 63 90.00% 

Auto 
Yes     0 0.00% 4 5.71% 0.121 

No      70 100.00% 66 94.29% 

Physical 
Yes     6 8.57% 13 18.57% 0.084 

No        64 91.43% 57 81.43% 

 
 
 

This table shows the  violence state  at the  time when we applied  

Modified Overt Aggression Scale .The results were 12 (17.1%) verbal 

, 4 (5.7%) property , 0 (0%) auto and 6 (8.57 %) physical ,There was  

no association between any type of violence between study group  and 

control group , p value>0.05 in all conditions. 

 
 

 

 

 

 
 
 
 
 
 
 
 
 
 
 

Table 4 distribution of data according to the mean scores of 

different types of violence and group of study  
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 Group N Mean Std. Deviation 

Verbal  Forensic 
ward  

70 0.50 1.189 

Therapeutic   
ward  

70 0.67 1.348 

Property  Forensic 
ward  

70 0.16 0.673 

Therapeutic   
ward  

70 0.51 1.622 

Auto  Forensic 
ward  

70 0.00 0.000 

Therapeutic   
ward  

70 0.39 1.609 

Physical  Forensic 
ward  

70 0.23 1.079 

Therapeutic   
ward  

70 0.61 1.788 

Total 
violence 

Forensic 
ward  

70 0.885 2.337 

Therapeutic   
ward  

70 2.185 4.622 

 
 
This table shows the mean score for different types of violence among study 
group and control group, the results shows the mean scores in ordinary 
ward is relatively higher than the forensic ward and the total of mean 
score in ordinary ward is 2.18 while in forensic word is 0.88. 
 
 

 
 
 
 
 
 
 

 

Table 5:  Violence distribution among study sample and control 

group according to the age  

. 
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   Forensic  ward   70 Ordinary  ward   70 P value 

Verbal =<40 year Yes 6 15.0% 13 34.2% 0.048 

No 34 85.0% 25 65.8% 

> 40 year Yes 6 20.0% 5 15.6% 0.652 

No 24 80.0% 27 84.4% 

Property =<40 year Yes 2 5.0% 7 18.4% 0.064 

No 38 95.0% 31 81.6% 

> 40 year Yes 2 6.7% 0 0.0% 0.138 

No 28 93.3% 32 100.0% 

Auto =<40 year Yes 0 0.0% 4 10.5% 0.035 

No 40 100.0% 34 89.5% 

> 40 year Yes 0 0.0% 0 0.0%   

No 30 100.0% 32 100.0% 

Physical =<40 year Yes 4 10.0% 10 26.3% 0.061 

No 36 90.0% 28 73.7% 

> 40 year Yes 2 6.7% 3 9.4% 0.696 

No 28 93.3% 29 90.6% 

 

This table shows distribution of different type of violence according to the age, 

the results shows that verbal  and auto violence in (less than 40 years group) , 

violence is more common in ordinary ward 13 (34%) 4 (10.5%) , p 

value=0.048, and 0.035 respectively  

While there is  no  significant association between other types of  violence 

among both  study group and control group   according to other age groups , p 

values >0.05 in all conditions. 

 

 

 

 

 

Table 6:  Violence distribution among study sample and control 

group according to the marital state. 
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Forensic  ward   
70 

Ordinary  ward   70 
 

     

Verbal Single Yes 9 19.6% 14 25.0% 0.513 

No 37 80.4% 42 75.0% 

Married Yes 1 6.3% 1 20.0% 0.361b 

No 15 93.8% 4 80.0% 

Other Yes 2 25.0% 3 33.3% 0.707 

No 6 75.0% 6 66.7% 

Property Single Yes 3 6.5% 6 10.7% 0.458 

No 43 93.5% 50 89.3% 

Married Yes 0 0.0% 0 0.0%  

No 16 100.0% 5 100.0% 

Other Yes 1 12.5% 1 11.1% 0.929 

No 7 87.5% 8 88.9% 

Auto Single Yes 0 0.0% 4 7.1% 0.064 

No 46 100.0% 52 92.9% 

Married Yes 0 0.0% 0 0.0%  

No 16 100.0% 5 100.0% 

Other Yes 0 0.0% 0 0.0%  

No 8 100.0% 9 100.0% 

Physical Single Yes 5 10.9% 9 16.1% 0.447 

No 41 89.1% 47 83.9% 

Married Yes 1 6.3% 1 20.0% 0.361 

No 15 93.8% 4 80.0% 

Other Yes 0 0.0% 3 33.3% 0.072 

No 8 100.0% 6 66.7% 

 

 

 

 The results shows that there is no significant association between types 

of violence in the both groups according to marital status, p values 

>0.05 in all conditions 
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Table 7: violence distribution among study group and control 

group according to the educational level 

 

 

 

Forensic  ward   70 Ordinary  ward   70  

N   % N   %  
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Verbal Primary Yes 9 18.0% 12 25.0% 0.399 

No 41 82.0% 36 75.0% 

Secondary Yes 0 0.0% 4 21.1% 0.077 

No 13 100.0% 15 78.9% 

University Yes 3 42.9% 2 66.7% 0.490 

No 4 57.1% 1 33.3% 

Property Primary Yes 3 6.0% 7 14.6% 0.161 

No 47 94.0% 41 85.4% 

Secondary Yes 0 0.0% 0 0.0%  

No 13 100.0% 19 100.0% 

University Yes 1 14.3% 0 0.0% 0.490 

No 6 85.7% 3 100.0% 

Auto  Primary Yes 0 0.0% 4 8.3% 0.037 

No 50 100.0% 44 91.7% 

Secondary Yes 0 0.0% 0 0.0%  

No 13 100.0% 19 100.0% 

University Yes 0 0.0% 0 0.0%  

No 7 100.0% 3 100.0% 

Physical Primary Yes 5 10.0% 9 18.8% 0.216 

No 45 90.0% 39 81.3% 

Secondary Yes 0 0.0% 3 15.8% 0.132 

No 13 100.0% 16 84.2% 

University Yes 1 14.3% 1 33.3% 0.490 

No 6 85.7% 2 66.7% 

 

 The results show that auto violence was more prevalent in primary 

school educational level among ordinary ward ,the results was4 

(8.3%) and  p value is significant=0.037. 

 

And there  is  no significant association between other  types of  violence 

among two groups  according to other educational levels , p values >0.05 

in all conditions. 

Table 8: violence distribution among study group and control 

group according to the residency  

 

 

 
Forensic  ward   70 

Ordinary  ward   
70 

P value 
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Verbal Urban Yes 11 20.4% 15 26.8% 0.429 

No 43 79.6% 41 73.2% 

Rural Yes 1 6.3% 3 21.4% 0.222 

No 15 93.8% 11 78.6% 

Property Urban Yes 4 7.4% 5 8.9% 0.771 

No 50 92.6% 51 91.1% 

Rural Yes 0 0.0% 2 14.3% 0.118 

No 16 100.0% 12 85.7% 

Auto Urban Yes 0 0.0% 4 7.1% 0.045 

No 54 100.0% 52 92.9% 

Rural Yes 0 0.0% 0 0.0%  

No 16 100.0% 14 100.0% 

Physical Urban Yes 5 9.3% 11 19.6% 0.123 

No 49 90.7% 45 80.4% 

Rural Yes 1 6.3% 2 14.3% 0.464 

No 15 93.8% 12 85.7% 

 

The results show that auto violence, found to be more prevalent in 

urban residence among ordinary ward, the results was 4 (7.1%)  

p value=0.045 which is significance . 

And there is  no significant association between other types of 

violence in both groups  according to residence, p values >0.05 in all 

conditions. 

 

 

 

 

 

 

 

Table 9: Clinical settings for both forensic and ordinary units  

 

Clinical settings Forensic Ordinary 

Ideal no of beds \ unit 60 60 

No of patients ( range)\ unit < 60  70 

No of senior psychiatrist \ patient 1 \ 60 1\ > 120 
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No of resident psychiatrist \ patient 1 \ 60 1 \ 280 

No of staff nursing(morning shift ) 4 \ 60 < 4 \ 70 

No of staff nursing staff ( night shift) 4 \ 60 1 \ 70 

No of nursing staff that  qualified  
with (dealing with violent patient) 

 >80 % < 50  % 

Duration of admission in years Range 1. 3 3. 7 

 

This table shows the clinical setting in both forensic and ordinary wards in form 

of number of bed, number of psychiatrists, Number and extent of qualification 

of nursing staff  who are dealing with violent patients. 

In all these settings the forensic unit is better than ordinary word as shown in 

the table, with duration of admission is around 1 year while in ordinary is about 

3.7 years. 

 

 

 

 

 

 

 

 

 

 

Discussion: 
 
      The study aims to assess the patterns and frequency of different types of 

violence expressed by schizophrenic inpatients who were admitted to forensic 

unit in Al-Rasha'ad hospital, in comparison with other inpatients in ordinary 

therapeutic units of the hospital.  
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       Concerning the sociodemographic variables (Table-1), the study showed that 

40 (57%) of the patients in the forensic unit group were within the age of (40 or 

less years old). This result is congruent with other studies like Roberto Catenisi 

in Italy (29) which was 53. 41 % of age group between (25_40) years, and in 

another study done in Turkey in 2010 by Belli h, ozcetin A. Et al  (30), the mean 

age group for violent schizophrenic patients was 37 years. Another study that 

done in turkey by Ural  at el whom searched for violent variables among 

schizophrenic patient he found that mean age for violent schizophrenic patients 

was 38 years old ( 12). 

       However the result in this study group was not significantly different from 

control group (therapeutic ward), (p value =0.73). 

      Regarding the residency, the study showed that, the forensic inpatients came 

from urban areas 57 (74%). This result is congruent with a study done by Mittal 

(31) which found  that the majority of schizophrenic murderers were from urban 

area (77. 8%) while ( 22. 2%) from rural area. 

     Again it was not significantly different from a control group in this study, (p 

value=0.680). 

     The marital status of study group was distributed as the following : 

 single status, 46(65.5%), married status 16(22%) and 8(11%) were either 

widower or divorced . This results were similar to other studies, like that done by 

Ali H. Ibrahim&N. Sh. Humaidi (32) which found that most of offenders were 

single (51. 92%) and (36. 53%) were married . the other study that was done in 

Iran by Abolfazl Ghoreishia (33) which they found 52 % were single, 36 % were 

married and others were 22 % . 

 

     However, the singles in the control group were higher significantly than the 

study group (p value 0.033). This could be explained by that, a relatively large 

number of schizophrenic patients who committed violent crimes were mostly 

with paranoid schizophrenic illness sub types and this disorder usually of late 
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onset. Therefore, those patients usually are of ages older than the patients with 

other sub types of schizophrenic disorders, and consequently they have chances 

to be married more than the patients in the control group who are with sub types 

of the schizophrenic disorder of early onset.   

 

      Regarding educational levels, the study group were 50(71%), 13(18.5%) and 

7 (7%) of them, finished primary, secondary and university level of education 

respectively. This is similar to study done by Roberto Catanesi in Italy (34) who 

found most of perpetrators (55. 3%) did not complete their legally required 

schooling, while those with university level of education were (17. 8%). 

However, unlike the study done in Iran (38), which was 48% for secondary and 

26 % for primary school and rest for high educational levels. This result may be 

related to relative higher illiteracy in Iraq than Iran.  

This study showed no significant difference between both groups in educational 

levels, p value=0.251. 

      The most common causes for admission in forensic units were attempted 

murder about 26 (37.1%) followed by verbal violence 17 (24.2%) while 

murder (which is most violent behaviour) was 15 (21.4%). While the causes for 

admission in the control group were 4 (5.7%), 3(4.2%), and 0 (0%) respectively, 

(Table 2). This gave us a clue to how much the forensic inpatients carried a risk 

of dangerousness comparing to the control group (ordinary wards) in the starting 

point for admission. 

      The (causes other than violence) group for admission were with highly 

significant difference in the therapeutic word than forensic word (p-value 0.001) 

and this is expected for such types of wards inhabitants   .  

       To the best of our knowledge there is no similar studies done before to show 

what is going on after admission of the offenders, and what about the level of risk 

of dangerousness they show after a suitable period of admission, while they were 
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treated by the same medication given to the other non-offenders patients in the 

general therapeutic wards , so this is first study designed to investigate the 

prognosis of the offenders expressing different patterns of violence after being 

admitted for management. The following results which were obtained by 

applying the tool to assess the patterns of violence may help in clarifying the 

situation: 

       Both groups showed no significant difference in expressing different main 

types of violence .p value more than 0.05, (as shown in table 3) 

      On the contrary, the mean scores of different types of violence that were 

recorded to general therapeutic words patients were relatively higher than 

forensic unit patient. Total mean scores were 0.885 in the study group while 2.185 

in the control group. (as shown in table 4). 

      This results are alarming to search for possible hidden explanations for this 

un expected occurrence, particularly if we add other results obtained from careful 

investigation of violence according to different sociodemographic variables. 

Control group showed the following: 

- Patients with age of below forty were significantly different than study group in 

displaying verbal and auto inflection violence, p value =0.48 ,0.35 table 5. 

In addition, the patients with low education level showed more self-injurious 

(auto violence) p value 0.37 (as shown in table 7). 

Patients coming from urban area showed significant auto violence, p value 0.45. 

(table 8), no significant difference between two groups in concerning of marital 

state. 

       Although the over crowdedness and number of patients in the samples seem 

to be a good explanation but it is not enough one , particularly the patients in both, 

forensic unit and general words, are living in, approximately, same circumstances 

. 
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The table number 9, may be of help if we want to explore and to discover the real 

causes of the whole questions mentioned above. The buildings, clinical setting of 

both wards, number of beds, number. Of patients, number of psychiatrists, 

general staffing level to the patients Number. , how much the nurses are qualified 

in dealing with violent patients, Number of social workers, and finally the 

duration of admission .Definitely the Number of doctors, Number of nurses and 

social workers and their qualification , all are below the required level to cope 

with such important tasks . 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

Conclusion: 

1. This is first study designed to explore frequency and pattern of different types 

of violence exhibited by schizophrenic inpatients admitted to forensic unit. 

2. Both study and control groups showed no significance different according to 

different sociodemographic variables, apart from patients in a control group were 

mainly singles in marital status. 
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3. The main cause for admission in control group was (causes other than violent 

acts), which was significantly different. 

4. The control group showed relatively higher scoring in expressing violence than 

study group, but it was not significantly different. 

5. Distribution of violence according to different sociodemographic variables 

showed that the control group inpatients were significantly below 40 years age, 

within primary school level and coming from urban area. 

6. The relative predominance of exhibition of violence unexpectedly by ordinary 

ward patients enforce the study suggesting to look at clinical settings for both 

groups. 

7. The medical and paramedical staffing level was below standard level in both 

groups,  and more clear in control group ward  . 

 

 

 

 

 

 

 

 

 

 

Recommendations: 

This study revealed the importance of giving high concern to: 

1. The low number of medical staffing level to the huge number of inpatients 

whom managed in both forensic unit and other words as well. 

2. The high necessity to initiate other forensic units in the other large governorates 

at least. These units must be of different level of security measurements, 
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according to states of dangerousness of patients ( high , medium , low) secured 

units . 

3. Planning for mandatory training courses in managing dangerous patients, for 

the nurses and even the doctors as a leader of team work 

4. Doing another study on large number of patients to elicit the severity of 

violence and not just presence of absence of violence.   

5. Doing routine assessment for any type of violence that may be committed by 

patients  

6. Doing specialised building that should contain secure units for medical and 

paramedical staff in forensic units to protect them by any violent behaviours of 

patients. 
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