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The MacArthur Violence Risk
Assessment Study, which was
conducted between 1992

and 1995, followed 951 psychiatric
patients ages 18 to 40 after dis-
charge from state and university
psychiatric inpatient units in Kansas
City, Pittsburgh, and Worcester,
Massachusetts. Participants were in-
terviewed before discharge and re-
contacted at their community resi-
dence every ten weeks for one year.
The primary diagnoses of the partic-
ipants were schizophrenia, 17%;

bipolar disorder, 13%; depression,
40%; abuse of or dependence on al-
cohol or drugs or both, 24%; and
other diagnoses, 6%.

The purpose of the study was to
ascertain the prevalence of commu-
nity violence in a sample of people
discharged from acute psychiatric
facilities. Violence was ascertained
by interviewing participants and col-
lateral informants (most often a
family member) and through arrest
and rehospitalization records. To
compare the prevalence of violence

attributable to the discharged pa-
tients, a random community sample
was obtained in Pittsburgh, one of
the study sites, of persons living in
the same sections of the city as the
discharged patients. The community
sample was interviewed regarding
violent acts; collateral informants
were also interviewed.

In 1998 the initial findings of the
study were published in the Archives
of General Psychiatry (1). The study
has been widely cited by advocates as
proof that discharged psychiatric pa-
tients are not more dangerous than the
general population. Since the original
publication of the study, additional pa-
pers, book chapters, and a book about
the study have been published. These
publications were examined to ascer-
tain whether the study’s original con-
clusion needs to be modified and
whether additional conclusions can be
drawn from the expanded data.
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This article presents two views of the results of the MacArthur Vio-
lence Risk Assessment Study, which was conducted between 1992 and
1995 in order to ascertain the prevalence of community violence in a
sample of people discharged from acute psychiatric facilities. The ini-
tial findings, which were published in 1998 in the Archives of Gener-
al Psychiatry, have been cited by some advocates as proof that dis-
charged psychiatric patients are not more dangerous than other per-
sons in the general population. For the article presented here, Dr.
Torrey and Mr. Stanley examined additional articles, book chapters,
and a book about the MacArthur Study that have appeared since 1998
in order to ascertain whether the study’s original conclusion should
be modified and whether additional conclusions can be drawn from
the subsequently published data. They present six points on which
they disagree with the findings or fault the design of the MacArthur
Study. After each point, Dr. Monahan, Dr. Steadman, and other au-
thors of the MacArthur Study Group respond. (Psychiatric Services
59:147–152, 2008)

DDeebbaattee

Editor’s note: Several months
ago Dr. Torrey and Mr. Stanley
submitted a manuscript to Psy-
chiatric Services that challenged
some of the conclusions of the
MacArthur Violence Risk Assess-
ment Study. We asked the authors
whether they would agree to a re-
vision of their manuscript that in-
corporated the responses of Dr.
Monahan, Dr. Steadman, and
other authors of the MacArthur
Study Group. The resulting “de-
bate” is presented here.



Six points of interest
Was the prevalence of 
violent behavior high?
At issue. The prevalence of violent
behavior among the discharged pa-
tients in the original MacArthur
Study was, in fact, high. The details
of the violent acts committed by the
discharged patients were made avail-
able in publications after the initial
report. Among the 951 discharged
patients followed up after discharge
from the hospital, 262 (27.5%) “com-
mitted at least one act of violence
while in the community” during an
average follow-up period of 41 weeks
(2). The 262 individuals were respon-
sible for 608 separate violent acts; 21
individuals each committed five or
more acts, including individuals
credited with 21, 25, and 41 separate
violent acts. In 52% of incidents, the
acts consisted of “kicking, biting,
choking, hitting, or beating up a tar-
get.” In 26% of incidents, the acts in-
volved the use of a weapon or threat
with a weapon in hand; 3% of inci-
dents involved forced sex, and “death
to the target” was the outcome in 1%
of incidents. The authors acknowl-
edged that the number of violent in-
cidents might have been even higher
if those who committed the acts had
not been rehospitalized or jailed dur-
ing the study period, thus yielding
“less time at risk for committing vio-
lence in the community” (1).

It is difficult to compare the preva-
lence of violent acts in the MacArthur
Study with rates reported in similar
studies in the United States because
definitions of violence and diagnostic
groups vary across studies. However,
compared with rates in seven other
major studies reported since 1992
(3–14), the incidence found in the
MacArthur Study appears to be high-
er. The study that is probably most
comparable is the Triangle Mental
Health Survey, in which 169 individu-
als discharged from community and
state psychiatric hospitals were fol-
lowed for 18 months (3–5). Acts of vi-
olence were ascertained by both self-
report and an interview with a “signif-
icant other.” The 18-month preva-
lence of serious violence in that study
was 14%, compared with the 12-
month prevalence of 27.5% in the
MacArthur Study.

Specifically regarding homicides in
the MacArthur Study, six individuals
were killed by three of the 951 dis-
charged patients (2). This contrasts
with the national homicide rate,
which in 2005 was 5.6 homicides per
100,000 population. One perpetrator
in the MacArthur Study, who had a
diagnosis of schizophrenia, “had ap-
parently been talking to the televi-
sion,” “had exhibited increasingly
paranoid behavior,” and “may have
been delusional” at the time he killed
his girlfriend. Another individual,
who had a diagnosis of “depression
with severe psychoactive substance
dependence,” had for two years been
hearing multiple voices, had persecu-
tory ideation, and “may have been
delusional” when he shot two men,
killing one. The third perpetrator,
who had a diagnosis of psychoactive
substance abuse, had shot his father
at age nine and had been admitted to
a psychiatric unit at age 21 for having
stabbed his roommate. While being
followed up during the MacArthur
Study, he killed four strangers (2).

Response. While any killing is trag-
ic, deciding when to refer to the
prevalence of violence among any
group in the population as “high” is a
matter of judgment. It is worth noting
that more than half of the general
public (61 percent) believe that peo-
ple with schizophrenia are likely to be
violent to others (15). Compared with
this widespread public perception,
the prevalence of actual violent be-
havior carried out by the discharged
patients in the MacArthur study was
not, in fact, high. Rather than select-
ing a few individual cases out of the
sample of 951 discharged patients to
make the point, a more systematic
way to assess the relationship be-
tween psychosis and violence would
be to look at the proportion of dis-
charged patients who were either
delusional or hallucinating at the time
of a violent incident. Those propor-
tions—7.4% delusional and 5.2%
hearing voices (16)—are actually
quite low.

It is also important to note the lim-
itations of two of the comparisons cit-
ed by Torrey and Stanley. The official
arrest figures cited provide no correc-
tions for factors apart from mental ill-
ness, such as socioeconomic status,

that may differentiate the sample of
patients we followed from the popu-
lation as a whole and that may ac-
count for some or all of the apparent
difference in homicide rates. Also,
the Triangle Mental Health Survey
cited by Torrey and Stanley for a
comparison did not include violence
reported in official criminal justice
records and mental hospital records
as did the MacArthur data, which
may account for the higher rates we
reported. Finally, we underscore that
most violence we assessed did not re-
sult in serious injury to the victim; se-
vere injury or death was an uncom-
mon outcome in this sample.

Was the comparison 
group appropriate?
At issue. In the MacArthur Study the
prevalence of violent behavior
among the discharged patients was
compared with the prevalence
among individuals living in very vio-
lent neighborhoods. In publishing
the initial results, the authors ac-
knowledged that the prevalence
rates of violent acts “may appear
high” but “are meaningful only in
comparison to the prevalence of vio-
lence by other residents in the same
community” (1). In Pittsburgh a
matched community sample was se-
lected of 519 people who were living
in the same census tracts as the pa-
tients placed in that community.
These 519 individuals and their col-
lateral informants were interviewed
once regarding violent acts. A com-
parison of the discharged patients
(interviewed five times) and the
community sample (interviewed
once) showed a significantly higher
prevalence of violent acts among pa-
tients who also had substance abuse,
but not among those without sub-
stance abuse. This was the basis for
the original study’s conclusion that
discharged psychiatric patients who
do not have substance abuse are not
more violent than residents of the
same community.

The authors of the MacArthur
Study acknowledged that “many of
the neighborhoods” in which the pa-
tients and community sample resided
“were disproportionately impover-
ished and had higher crime rates than
the city as a whole” (1). We conduct-
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ed a reanalysis of the Pittsburgh data
that showed that the patients and
community sample were indeed liv-
ing disproportionately in very high-
crime neighborhoods. For example,
23% of the combined patient and
community sample in Pittsburgh
were living in census tracts 305, 314,
501, 502, 506, and 508–511 in the Hill
District, in which less than 4% of all
Pittsburgh residents reside. The Hill
District’s crime rate is among the
highest in the city, as measured by ag-
gravated assaults, drive-by shootings,
and homicides (17). The fact that
many of the patients and members of
the community sample were living in
such high-crime neighborhoods led
Silver and colleagues (18,19) to con-
clude that “living in a socially disor-
ganized neighborhood increased the
probability of violence among the
sample.”

Response. As we stated in the or-
iginal article (1), “Care should be
taken in making patient-community
comparisons. We sampled from the
census tracts in which the patients
resided after discharge. . . . We sam-
pled in this manner to control for ex-
posure to environmental opportuni-
ties for violence between the patient
and comparison groups. The com-
parison group was not intended to be
an epidemiologically representative
sample of the general population of
Pittsburgh.” It would have made lit-
tle sense to compare discharged pa-
tients living in poor neighborhoods
with nonpatients living in wealthy
neighborhoods, because any ob-
served differences could be attribut-
able to situational factors rather than
to patient status.

In a 1998 article in the National Re-
view (20) individuals affiliated with
the Treatment Advocacy Center have
previously taken issue with our con-
clusion that discharged psychiatric
patients who do not have substance
abuse are not more violent than resi-
dents of the same community. At the
time, we responded in a letter to the
editor (21), and our views have not
changed over the succeeding decade:
“Patients who were not substance
abusers were no more likely to be vi-
olent than were their neighbors. Does
this mean that we claim that mental
disorder has nothing to do with vio-

lence? No. Mental disorder has a sig-
nificant effect on violence by increas-
ing people’s susceptibility to sub-
stance abuse. When first discharged,
patients were twice as likely as their
neighbors to be abusing substances,
and alcohol and drugs raised the risk
of violence for patients abusing them
even more than for others.”

Was violence greater for diagnoses
other than schizophrenia?
At issue. In the original report of the
MacArthur Study, individuals who
had schizophrenia were said to have
a low prevalence of violent behavior
compared with patients who had
bipolar disorder or depression (1).
The authors of the report noted that
individuals with schizophrenia made
up 17% of the study patients and
that patients who consented to par-
ticipate were “less likely to have a
medical record diagnosis of schizo-
phrenia.” In a publication one year
later, the MacArthur authors report-
ed that the refusal rate among indi-
viduals with schizophrenia was
43.7%, significantly higher than the
refusal rates for other diagnoses
(22). In a subsequent publication,
the MacArthur authors reported that
“a diagnosis of schizophrenia was as-
sociated with lower rates of violence
than was a diagnosis of depression or
bipolar disorder” and that the differ-
ence was “statistically significant”
(16). This has led subsequent re-
searchers to also claim that “patients
with schizophrenia had the lowest
occurrence of violence” compared
with patients with bipolar disorder
or major depression (23).

In fact, the comparatively low rate
of violent behavior among patients
with schizophrenia was almost cer-
tainly a result of selection bias. The
psychiatric patients who were in-
cluded in the study had to sign con-
sent forms and agree to an initial in-
terview lasting approximately two
hours and to follow-up interviews
every ten weeks for a year; all inter-
views were to be tape recorded (16).
Participants also had to give permis-
sion for the researchers to interview
a family member or friend regarding
their behavior every ten weeks. Most
individuals with schizophrenia who
have limited awareness of their ill-

ness (anosognosia) or paranoid symp-
toms—or both—are very unlikely to
agree to such conditions, yet such in-
dividuals are known to have an
above-average prevalence of violent
behavior (24–26).

Response. It is certainly true that
research ethics require that patients
sign consent forms and agree to be in-
terviewed. We trust that no one
would have it otherwise. As we stated
in the original article (1), “Some of
the biases we observed are in the di-
rection of patients in our sample be-
ing more likely to be violent than oth-
er eligible patients. . . and other bias-
es are in the direction of patients in
our sample being less likely to be vio-
lent than other eligible patients. . . . It
is impossible to estimate the precise
effect of these countervailing biases
on the results.”

Hence, the conclusion that “the
comparatively low rate of violent be-
havior among patients with schizo-
phrenia was almost certainly a result
of selection bias” represents pure
speculation. It would have been more
helpful for Dr. Torrey and Mr. Stanley
to have conducted sensitivity analyses
to determine what the rate of vio-
lence would have to be within the
nonconsenting group in order to re-
duce the observed effect size to zero.

We found that discharged patients
diagnosed as having schizophrenia
were more likely to be violent than
people in the nonpatient comparison
group but less likely to be violent
than patients with other diagnoses.
Several other major studies pub-
lished at about the same time as the
MacArthur Study reported the same
finding (27,28). More recent research
has reached different conclusions
(12). The relationship between diag-
nosis and violence, we believe, is still
an open question, but the MacArthur
data can legitimately be cited as sup-
porting the conclusion stated in our
original paper.

Are public fears justified?
At issue. The MacArthur Study’s con-
clusion that “public fears of violence
on the streets by discharged patients
who are strangers is misdirected” (1)
is not justified. The authors reported
that family members were the most
frequent targets of violent behavior,
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accounting for 51% of the violent acts
committed by the patient group, fol-
lowed by friends and acquaintances
(35%) and strangers (14%). However,
the fact that four of the homicide vic-
tims—and possibly five (the informa-
tion is not clear)—were strangers is
disquieting.

Response. Again, selecting four or
five high-profile, very serious violent
acts out of the 608 we observed is less
useful than systematically analyzing
the data. Our view is congruent with
that expressed in a 2005 article by Dr.
Torrey (29) published in the Catalyst,
the newsletter of the Treatment Ad-
vocacy Center: “Families . . . face the
very real risk of violence. A 1997
study focusing on the prevalence of
abuse faced by families of individuals
with a mental illness found that 32%
of relatives had been struck on at least
one or two occasions. Verbal abuse,
threats, and temper outbursts were
reported by more than 50% of the rel-
atives. The American Psychiatric As-
sociation notes that ‘Family members
are most at risk of a violent act com-
mitted by a mentally ill person.’ . . .
According to the MacArthur Violence
Risk Assessment Study, ‘The people
at highest risk are family members
and friends who are in their homes or
in the patient’s home.’ An important
reason why I founded the Treatment
Advocacy Center was to address the
issue of violence against family mem-
bers and others.”

Are the results generalizable?
At issue. The results of the MacAr-
thur Study are not applicable to men-
tally ill patients in general. In their
original report (1) the authors said

that they believed “that our results
are fairly representative of the com-
munity behavior of patients between
18 and 40 years old who are dis-
charged from acute psychiatric facili-
ties in the United States.” This was
accurate. However, press coverage of
the study at the time of its release
(30) and continuing professional cita-
tions that the study showed a “lack of
an association between psychosis and
crime” (31) have implied that the re-
sults were applicable to all psychi-
atric patients. The authors of the
study cannot, of course, be blamed
for the misuse of their study’s find-
ings, but it should be clearly stated
that the study did not include pa-
tients with psychiatric illness who
were in forensic hospitals, patients in
jails and prisons, or those living on
the street—all of whom would be ex-
pected to have a comparatively high
prevalence of violent behavior. In
fact, the organizers of the MacArthur
Study originally did plan to include
“mentally disordered offenders,” but
on the basis of pilot studies, they “de-
termined that our design and instru-
mentation would need to be substan-
tially modified to adapt to the crimi-
nal patients, and we chose to limit
our study to civil patients” (16).

Response. Dr. Torrey and Mr. Stan-
ley believe that “it should be clearly
stated that the study did not include
patients with psychiatric illness who
were in forensic hospitals, patients in
jails and prisons, or those living on the
street.” We do not know how we
could have stated this any more clear-
ly than we did. The title of the origi-
nal article was “Violence by People
Discharged From Acute Psychiatric

Inpatient Facilities and by Others in
the Same Neighborhoods.” Had the
MacArthur Study claimed to be an
epidemiological study of violence by
all people with mental disorders, sim-
ilar to the seminal Epidemiologic
Catchment Area survey (8), this point
would be valid. But our study of vio-
lence risk assessment had no such
epidemiological aspirations and made
no such epidemiological claims. It
should be noted, however, that many
of the patients in the sample were in
jail or on the street in the course of
their lives (and in the course of the
study). They were just not recruited
from these places.

Does treatment reduce violence?
At issue. The most important finding
of the MacArthur Study was that
treating individuals with psychiatric
disorders reduces violent behavior. In
the original publication (1) the au-
thors stated: “The effects of hospital-
ization and treatment on these rates
[of violence] are unknown.” However,
three years later, they reported data
on the effectiveness of psychiatric
treatment in reducing violence after
discharge from the hospital (16).
They compared individuals who at-
tended treatment sessions with those
who did not; participants were
grouped into those who in any ten-
week period attended six or fewer
treatment sessions and those who at-
tended seven or more. The results are
presented in Table 1.

From these data, the authors con-
cluded that “treatment in the com-
munity may significantly reduce the
likelihood of subsequent patient vio-
lence and thus be one important risk
management strategy.” This finding is
consistent with results of other stud-
ies showing that the treatment of in-
dividuals with severe psychiatric dis-
orders reduces the prevalence of vio-
lent behavior (32–34).

Response. We concur with Dr.
Torrey and Mr. Stanley’s point in re-
gard to the probable importance of
community treatment in reducing
violence by persons being released
to the community from acute psy-
chiatric inpatient facilities. Howev-
er, the limitations of the MacArthur
Study data in supporting this con-
clusion should be underscored. It
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Patients in the original MacArthur Study who committed violent acts, by
whether or not they attended at least seven treatment sessions in the ten weeks
before the follow-up interview (in percentages)

Follow-up interview 6 or fewer 7 or more
(in 10-week intervals) treatment sessions treatment sessions

Second 12.0 2.8∗∗

Third 8.5 3.5∗

Fourth 6.8 6.6
Fifth 7.5 3.8

∗p=.05
∗∗p=.001



may be that persons who are unlike-
ly to commit violence are more like-
ly to adhere to treatment, which
would account for the association
between attending treatment ses-
sions and avoiding violence. Without
randomized assignment to treat-
ment or no-treatment conditions,
one cannot rule out that possibility.
In our subsequent analyses of data
from the the MacArthur Study, we
used a statistical technique—
propensity scores—to attempt to
control for this possible relationship.
But such post facto controls are not
perfect. As we stated in Rethinking
Risk Assessment (16), “While we pro-
ceed with caution, given that we
have not conducted a randomized
clinical trial, we believe that our
findings give rise to guarded opti-
mism about treatment as one way to
manage violence risk.” Subsequent
research using the MacArthur data
set (35) increases our optimism.

However, to call the analysis pre-
sented above “the most important
finding of the MacArthur Study” is
hyperbolic and misleading. A final
caveat about the implications of the
table: the analysis addressed atten-
dance at treatment sessions not ad-
herence to medications; conclusions
about the latter cannot be drawn on
the basis of the data in the table.

Conclusions
At issue In retrospect, therefore,
what are the most important lessons
to be learned from the MacArthur
Study? Given the findings, how
should you feel when a discharged
psychiatric patient moves in next
door? In such circumstances, the
critical questions to be asked are:
Who is monitoring the patient’s con-
tinuing treatment? How will they
know if the patient stops taking his
or her medication? And does the in-
dividual abuse alcohol or drugs? If
the discharged patient is being care-
fully monitored for treatment and
does not abuse alcohol or drugs,
chances are very good that you will
have a good neighbor. If the dis-
charged patient is not being moni-
tored and is abusing alcohol or
drugs, chances are very good that
you will have problems.

Response. The lessons to be learned

from the MacArthur Study are those
that we have identified in our various
publications. Among the more salient
findings, violence risk attributed to
people with mental disorders vastly
exceeds the actual risk presented. In-
deed, for people who do not abuse al-
cohol and drugs, there is no reason to
anticipate that they present greater
risk than their neighbors. The predic-
tors of violence by people with men-
tal disorders are more similar to than
different from the predictors for the
population as a whole, including alco-
hol and drug abuse. Violence in this
population only rarely results in seri-
ous injury or death and generally does
not involve the use of weapons. Peo-
ple with mental disorders are less
likely than people without such disor-
ders to assault strangers and to com-
mit assaults in public places. Al-
though there is suggestive evidence
that remaining in treatment may re-
duce rates of violence among some
persons with mental disorders, better
data are needed; it is unlikely that
treatment alone will eliminate vio-
lence risk.

As it happens, the direction in
which the MacArthur Foundation’s
research efforts have turned since
the publication of the Violence Risk
Assessment Study is precisely toward
patient monitoring and the use of
“leverage” to ensure treatment ad-
herence in the community. People
with mental disorders are often de-
pendent upon goods and services
provided by social welfare agencies,
including disability benefits and
housing. Their access to these goods
and services is often tied to treat-
ment participation. Similarly, when
people with mental disorders are ar-
rested for criminal offenses, disposi-
tions with alternatives to incarcera-
tion may be tied to treatment partic-
ipation. Approximately half of all
people receiving public-sector out-
patient treatment have had one or
more forms of leverage applied to
them (36). The MacArthur Research
Network on Mandated Community
Treatment is now engaged in studies
of the measurable outcomes of each
of these attempts to improve treat-
ment adherence. As with the past
studies of violence risk discussed
here, we continue to promote evi-

dence-based decision making and
advocacy that accurately reflect rele-
vant research.
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