
Vol.:(0123456789)1 3

Clinical Social Work Journal 
https://doi.org/10.1007/s10615-021-00826-8

ORIGINAL PAPER

Family Conflict and Violence by Persons with Serious Mental Illness: 
How Clinicians Can Intervene During the COVID‑19 Pandemic 
and Beyond

Travis Labrum1 · Christina Newhill1 · Peter Simonsson2 · Ana T. Flores1

Accepted: 3 December 2021 
© The Author(s), under exclusive licence to Springer Science+Business Media, LLC, part of Springer Nature 2022

Abstract
Although most persons living with serious mental illness (SMI) do not act violently, this population is at a modestly increased 
risk of engaging in violence, with family members being the most common victims. Consequently, evidence suggests that a 
sizable minority of family members—many of whom are caregivers—have experienced violence by their relative with SMI. 
The risk of conflict and violence in families of persons with SMI is likely currently heightened due to a range of challenges 
resulting from the COVID-19 pandemic (e.g., interruption in treatment services and the occurrence of arguments while 
sheltering in place together). As such, during the pandemic, it is particularly important that clinicians intervene with these 
populations to prevent conflict and violence and strengthen their relationships with each other. Based on available evidence, 
we recommend that clinical interventions aiming to do so address the following topics with family members and/or persons 
with SMI: mutual understanding; positive communication; effective problem-solving; symptoms and psychiatric crises; 
triggers to, and early warning signs of, anger and conflict; and strategies for de-escalating conflict and managing violent 
behavior. We offer suggestions for how clinicians can address these topics and recommend established clinical resources 
providing more guidance in this area.

Keywords  Caregiving · Aggression · Schizophrenia · Psychiatric disorder · Family psychoeducation

Most persons with serious mental illness (SMI)—defined as 
mental disorders such as schizophrenia and bipolar disor-
der resulting in substantial functional impairments—do not 
engage in violence (Fazel et al., 2009, 2010), with members 
of this population being more likely to be victims than per-
petrators of violence (Desmarais et al., 2014). However, per-
sons with SMI are at a modestly increased risk of engaging 

in violent acts (Fazel et al., 2009, 2010; Fleischman et al., 
2014), particularly when more proximal violence risk fac-
tors are present (e.g., substance use, antisocial traits, and 
history of violence). In contrast to only 21% of violence by 
the general population targeting family members (Truman 
& Morgan, 2014), half of all violence by persons with SMI 
occurs toward such persons (Binder & McNeil, 1986; Estroff 
et al., 1998; Monahan et al., 2001). As a result, a sizable 
minority of family members, many of whom are providing 
care to persons with SMI, have likely feared (Katz et al., 
2015; Labrum & Solomon, 2018) or experienced violence 
by their relative with SMI. Unfortunately, studies utilizing 
representative samples have yet to examine the prevalence 
of family violence by this population. However, most extant 
studies on this topic—all of which have utilized convenience 
sampling—have found approximately 20% of caregivers and 
other family members with high levels of contact with per-
sons with SMI to have experienced violence by their rela-
tive with SMI in the past year (for a review see Labrum & 
Solomon, 2017). Family violence by persons with SMI has 
a range of noxious consequences for family members—such 
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as psychological distress, trauma symptoms, and possi-
ble injury and death (Ahn et al., 2012; Onwumere et al., 
2018)—and for persons with SMI, including involvement 
in the criminal justice system and deteriorated relationship 
quality and disconnection from family members (Kageyama 
et al., 2018, 2019; Labrum & Solomon, 2022; Onwumere 
et al., 2019).

Emerging evidence suggests that in the COVID-19 pan-
demic, family violence is increasing among the general 
population (Boserup et al., 2020). Such violence is likely 
also increasing in families that include a member with SMI 
(rationale provided in the next section). As such, it is espe-
cially critical during the COVID-19 pandemic, that practi-
tioners working with persons with SMI and/or their fami-
lies intervene to prevent family conflict and violence and to 
otherwise improve relationship quality. In this article, we 
summarize the two primary explanations recently proposed 
in a review of the literature (Labrum et al., 2021) as to why 
persons with SMI may be at an enhanced risk of engaging in 
violence toward family members. Based on these explana-
tions and available evidence, we offer recommendations for 
clinical interventions aiming to prevent family violence by 
this population and references to established resources that 
may be helpful to clinicians in this effort. We present a com-
posite case vignette to illustrate the two primary explana-
tions for the occurrence of this phenomenon and the poten-
tial benefits of utilizing recommended clinical interventions.

Explanations for Family Violence by Persons 
with SMI and COVID‑19

While an extensive research literature exists examining vio-
lence by persons with SMI, the overwhelming majority of 
such studies have not ascertained the relationships of per-
sons with SMI and victims of violence and/or have failed to 
specifically examine violence toward family members. As a 
result, a relatively limited number of studies have examined 
violence by persons with SMI specifically toward family 
members. Nearly all such quantitative studies have examined 
risk and protective factors related to the occurrence of this 
phenomenon, with most factors pertaining to persons with 
SMI and their interactions with family members (for reviews 
see Labrum & Solomon, 2015; Solomon et al., 2005). Syn-
thesizing the results of these and extant qualitative studies, 
Labrum et al. (2021) argue that persons with SMI may be 
more likely than the general population to engage in violence 
toward family members for two often-overlapping reasons. 
First, some persons with SMI, in specific contexts, have an 
increased vulnerability to engaging in violent acts related 
to experiencing specific psychiatric symptoms (e.g., threat/
control-override symptoms of psychosis) and other illness-
related symptoms (e.g. comorbid substance use conditions 

and impairments in emotion regulation and neurocognition). 
Such characteristics are known to increase the risk of vio-
lence by persons with SMI regardless of relation to victims 
(Newhill et al., 2012; Reinharth et al., 2014; Witt et al., 
2013), and likely have the same impact on the likelihood 
of violence toward family members. In additional support 
of this argument, use of psychiatric medications and regu-
lar attendance of mental health treatment—which may help 
decrease and/or manage aforementioned vulnerabilities to 
violent behavior—are known to lessen the risk of violence 
by persons with SMI toward community (Witt et al., 2013) 
and family members alike (Kivisto & Watson, 2016; Labrum 
& Solomon, 2016). Similarly, qualitative studies reveal that 
many family members perceive violence by persons with 
SMI to be connected to psychotic symptoms, episodes of 
acute psychiatric symptoms, medication non-adherence, and 
ineffective/inadequate treatment experiences (Askola et al., 
2017; Copeland & Heilemann, 2011; Kageyama et al., 2018; 
Sporer et al., 2019).

In the Family Violence Perspective, conflict among 
family members is considered universal, resulting from 
unavoidable discrepancies in “personal agendas”—goals, 
desires, and preferences—among family members (Gelles 
& Straus, 1979; Straus, 1979). Verbal and physical aggres-
sion are considered methods of resolving discordant per-
sonal agendas. Aggression can be engaged in by both parties 
and, in agreement with Resource Theory, is more likely to 
be utilized when parties have fewer resources to advance 
their preferences (Allen & Straus, 1980). Discrepancies 
in goals, desires, and preferences and other stressors dam-
age relationship quality and lead to events in which verbal 
aggression escalates to violence after failing to resolve the 
conflict (Strauss, 2011).1 The second reason proposed as to 
why persons with SMI may be at greater risk of engaging in 
family violence is that this process of violence (i.e., discrep-
ant personal agendas lead to conflict and violence) may be 
experienced more frequently in families that include a mem-
ber with SMI. Many family members provide considerable 

1  Based on available evidence, we and Labrum et al. (2021) consider 
the Family Violence Perspective to be a helpful, broad theory for 
understanding violence by persons with SMI toward family members. 
Similar to Frustration-Aggression Theory (Dollard et al., 1939) being 
a general theory of aggression/violence, the Family Violence Per-
spective is a general theory of family violence able to be applied to 
various family relationships (intimate partners, siblings, etc.), which 
additional theories (e.g., Social Learning Theory) may be compatible 
with and augment. Feminist scholars have long criticized applying 
the Family Violence Perspective to the phenomenon of violence by 
men toward female intimate partners; debate continues, and scholar-
ship conducted in this area during the past two decades has increas-
ingly considered types of intimate partner violence that may be best 
explained by Feminist Theory vs. the Family Violence Perspective 
(Johnson, 2008; Love et al., 2020).
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levels of instrumental and financial support to their relative 
with SMI (National Alliance for Caregiving, 2016). Pro-
viding this care often leads to financial, psychological, and 
social burdens (Awad & Voruganti, 2008; Labrum, 2018), 
which can place stress on the relationships between persons 
with SMI and their family members. Such stress may, in 
turn, result in family members, at specific times, relating 
to persons with SMI with negative expressed emotion: hos-
tility, criticism, and emotional overinvolvement (Wearden 
et al., 2000). More notably, persons with SMI being depend-
ent on family members for housing, financial aid, and other 
forms of support not only increases family contact—and 
thereby opportunities for conflict—but can be connected to 
family members supervising persons with SMI and attempt-
ing to modify their behaviors, termed limit-setting practices 
(Labrum et al., 2016). Family members may perceive that 
engaging in limit-setting practices is in their relatives’ best 
interest; however, when limit-setting practices are utilized, 
the immediate personal agendas of family members and 
persons with SMI are inherently discordant, and engaging 
in limit-setting practices may contribute to the process of 
family violence described above. In support of this argu-
ment, family members setting limits with persons with SMI 
is one of the variables most repeatedly found to be connected 
to family violence by this population (Ahn et al., 2012; 
Labrum, 2017; Labrum & Solomon, 2016; Straznickas et al., 
1993; Varghese et al., 2016). Other identified risk factors 
for the occurrence of this phenomenon that provide support 
for the arguments in this paragraph include various forms 
of caregiving, premorbid poor relationship quality, high 
levels of contact with family members, negative expressed 
emotion, and the presence of psychological abuse (Elbogen 
et al., 2005; Estroff et al., 1998; Labrum, 2017; Labrum & 
Solomon, 2016; Smith et al., 2018; Vaddadi et al., 2002).

Although psychiatric and other illness-related symptoms 
of persons with SMI may lead to acts of family violence 
through different processes (e.g., acting violently in response 
to acute symptoms of paranoia, without an escalation of real-
ity-based conflict), these symptoms are often connected to 
acts of family violence through contributing to the process 
of escalating conflict focused on discrepancies in personal 
agendas described above. Later in the paper, we provide a 
composite case vignette in which an act of violence by an 
adult with schizophrenia toward his mother is connected to 
both experiencing psychotic symptoms and an escalation of 
conflict centered on discordant personal agendas.

Like family violence among the general population 
increasing during the COVID-19 pandemic (Boserup et al., 
2020), the risk of family violence by persons with SMI is 
likely also enhanced. Substance use and symptoms that can 
elevate the likelihood of violence may be exacerbated dur-
ing the pandemic, due to persons with SMI experiencing 
interruptions in treatment services, loneliness resulting from 

social distancing, and additional stressors (Czeisler et al., 
2020; Hamada & Fan, 2020). Persons with SMI often live 
with family members, and shelter in place requirements are 
likely resulting in these parties spending considerably more 
time together, creating additional opportunities for conflicts 
related to discordant personal agendas to occur. Finally, due 
to experiencing increased stress, both parties may experi-
ence additional difficulties coping with conflicts and pre-
venting them from escalating to violence.

Intervening to Prevent Family Violence 
by Persons with SMI

Unfortunately, the effectiveness of clinical interventions in 
preventing aggression by persons with SMI toward family 
members have yet to be studied in the U.S. Internationally, 
however, two interventions have demonstrated promise in 
this area. In Taiwan, Sun and Hsu (2016) delivered an inter-
vention to both persons with SMI and their parents, which 
addressed the behavioral and cognitive process of behaviors 
and behavior management, communication skills, problem-
solving, potential connections between psychiatric symp-
toms and violence, and de-escalation techniques. Utilizing 
a randomized controlled trial, they found the intervention 
to effectively decrease aggression by persons with SMI. In 
Japan, Kageyama et al. (2020) developed a brief video-based 
intervention delivered only to family members, which pri-
marily focused on exposing participants to the experiences 
of other family members and persons with schizophrenia 
regarding family violence, aiming to promote communica-
tion and mutual understanding between persons with schizo-
phrenia and their parents. Providing tentative support for the 
intervention’s effectiveness, using a pretest–posttest group 
design it was found that the frequency of violent behaviors 
by persons with schizophrenia decreased upon completion 
of the program.

Based on the two primary explanations for family vio-
lence by persons with SMI provided and the results of 
these studies, we recommend that clinical interventions 
aiming to prevent the occurrence of this phenomenon 
address the following topics with family members and/
or persons with SMI, as feasible: mutual understand-
ing; positive communication; effective problem-solving; 
symptoms and psychiatric crises; triggers to, and early 
warning signs of, anger and conflict; and strategies for 
de-escalating conflict and managing violent behav-
ior. Assisting family members and persons with SMI 
in addressing symptoms and psychiatric crises is most 
likely to help prevent family violence through decreas-
ing, managing, and/or remediating symptoms of persons 
with SMI which can contribute to violence. Addressing 
remaining recommended topics is most likely to lessen 
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the likelihood of family violence through strengthening 
the abilities of family members and persons with SMI to 
prevent, manage, and/or resolve conflicts regarding dis-
crepancies in goals, desires, and preferences. These top-
ics are addressed in established family psychoeducation 
models and/or various cognitive-behavioral interventions 
designed to prevent community and family violence by 
other populations. Family psychoeducation models are 
cognitive-behavioral interventions most commonly pro-
vided to both family members and persons with SMI, 
aiming to help relatives cope with family challenges and 
to decrease symptoms and hospitalization rates among 
persons with SMI (Harvey, 2018). Although family psy-
choeducation models have yet to be tested regarding pre-
venting family violence, they are robustly documented to 
produce a range of beneficial impacts for persons with 
SMI and their family members (Lucksted et al., 2012). 
An attractive component of family psychoeducation inter-
ventions is their strengths-based orientation. In address-
ing the recommended topics, clinicians should routinely 
assess for strengths and guide parties in recognizing, fur-
ther utilizing, and expanding on these strengths. Given 
the need for social distancing during the COVID-19 
pandemic, in many circumstances, services addressing 
these topics will need to be provided via remote technol-
ogy (i.e., internet or telephone). In support of delivering 
such services via remote technology, available evidence 
indicates that psychosocial services delivered via the 
internet to persons with SMI and their family members 
can be effective (Haselden et al., 2019; Kaplan et al., 
2014; Rotondi et al., 2010). Below, we provide guidance 
regarding addressing recommended topics with persons 
with SMI and/or their family members, along with refer-
ences to established resources that may be of assistance in 
doing such. As a visual aid, these recommendations and 
resources are listed more briefly in Table 1.

Mutual Understanding Among Persons with SMI 
and Family Members

To foster this goal, in a time when parties are not expe-
riencing conflict, it may be important to support parties 
sharing with each other (as they feel comfortable) their 
perceptions and experiences regarding the causes, inci-
dents, and consequences of conflict and aggression and 
to validate each other’s perspectives/experiences. If ser-
vices are only being delivered to one party, it may be ben-
eficial to use role-plays and/or mental imagery exercises 
to support clients in further developing empathy for the 
other party. (Substance Abuse and Mental Health Services 
Administration [SAMHSA], 2009).

Positive Communication

The basis of many family conflicts involves a breakdown in 
communication (Hsu & Tu, 2014). Educating family mem-
bers that many persons with SMI have enhanced sensitiv-
ity to stimulation—including verbal communication—can 
be helpful. If family members are observed as interacting 
with their relative with SMI with hostility, criticism, and/
or emotional overinvolvement, it may be helpful for these 
behaviors to be reframed as being the result of feelings of 
genuine concern, frustration, and/or helplessness. It may be 
helpful to support family members and persons with SMI 
in conveying warmth (e.g., concern and empathy), positive 
regard, and appreciation in their communication with each 
other. In an effort to help parties prevent escalating argu-
ments, it is important to support parties in communicating 
in a calm manner, expressing feelings with “I messages”, 
providing brief explanations as to why feelings are experi-
enced (to assist the other party in understanding their per-
spective), describing observations matter-of-factly (without 
judgement), and making clear, specific requests focused on 
desired actions (as opposed to offering criticism of problem-
atic actions). (Kolko et al., 2011; Interpersonal Effectiveness 
modules of Linehan, 2014; SAMHSA, 2009; Wexler, 2020).

Effective Problem‑Solving

It may be helpful to educate parties on the structured prob-
lem-solving process, i.e., define the problem, list possible 
solutions, identify advantages and disadvantages of possi-
ble solutions, choose a solution, create an action plan, and 
review implementation. Once these steps are understood, the 
clinician can engage parties in participating in the structured 
problem-solving process related to a myriad of concerns, 
which may pertain to psychiatric symptoms, illness-related 
behaviors, and household duties (completing chores, etc.). 
In defining the problem, it may be helpful for family mem-
bers to reevaluate their expectations of their relatives with 
SMI. Similarly, it may be helpful to assist parties in classify-
ing problem behaviors as “annoying” vs. “dangerous”, with 
dangerous problem behaviors greater necessitating solutions 
and, possibly, justifying the use of solutions that may not 
be jointly agreed upon (e.g., calling police when fearing for 
one’s life). As part of the problem-solving process, it may 
also be helpful to educate family members on providing rein-
forcements and punishments with particular emphasis on 
recognizing and rewarding desired behaviors and calibrat-
ing punishments in response to the severity of the problem. 
Parties should be recommended to complete the structured 
problem-solving process outside of sessions (with review of 
this process possibly occurring in sessions), to increase the 
likelihood that they will continue to utilize the structured 
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problem-solving process when no longer receiving treatment 
services. (Kolko et al., 2011; SAMHSA, 2009).

Symptoms and Psychiatric Crises

As conflict and violence is often connected to the pres-
ence of illness-related characteristics and family members’ 
attempts to manage these characteristics, parties should be 
educated on common psychiatric and other illness-related 
symptoms. Navigating the mental health treatment system 

is a challenge for many family members and persons with 
SMI, including in periods of psychiatric crisis. They should 
be educated on local treatment services (including crisis 
response teams, crisis “hotlines”, peer-run “warmlines” 
etc.), and supported in accessing such services, which may 
help manage symptoms that can contribute to violence. 
Evidence suggests that various forms of cognitive-behav-
ioral therapy delivered to persons with SMI can be effec-
tive in reducing violence and aggression by persons with 
SMI (Rampling et al., 2016), likely by focusing on reducing 

Table 1   Topics/strategies recommended to be addressed with persons with SMI and/or their family members to prevent family conflict and vio-
lence

Mutual understanding
•Support family members and persons with SMI sharing with each other (as they feel comfortable) their perceptions & experiences regarding 

incidents of conflict and aggression
•Support parties in considering each other’s perspectives/experiences, possibly utilizing role-plays and/or mental imagery
Resource for additional information: Substance Abuse and Mental Health Services Administration ([SAMHSA] 2009)
Positive communication
•Educate family members on enhanced sensitivity to verbal stimulation among many persons with SMI
•Reframe possible hostility, criticism, and emotional overinvolvement as feelings of frustration and helplessness
•Support parties in conveying warmth, positive regard, and appreciation
•Support parties in communicating in a calm manner; expressing feelings with “I messages”; providing brief explanations as to why feelings are 

experienced; describing observations matter-of-factly; and making clear, specific requests focused on desired actions
Resources for additional information: Kolko et al. (2011); Interpersonal Effectiveness modules of Linehan (2014); SAMHSA (2009); Wexler 

(2020)
Effective problem-solving
•Educate parties on structured problem-solving process
•Assist family members in classifying problem behaviors as “annoying” vs. “dangerous” and, possibly, reevaluating expectations of their relative 

with SMI
•Supporting family members in rewarding desired behaviors and calibrating punishments in response to severity of the problem
•Engage parties in participating in the structured problem-solving process related to family concerns, in and outside of treatment services
Resource for additional information: Kolko et al. (2011); SAMHSA (2009)
Psychiatric symptoms and crises
•Educate parties on common psychiatric and other illness-related symptoms
•Support parties in accessing local treatment services, especially those corresponding to specific symptoms present in persons with SMI that 

may increase risk of violence (e.g. substance use treatment, Social Cognition Training, Cognitive Behavioral Therapy for psychosis)
•Aid parties in identifying early warning signs of psychiatric crises
•Assist parties in creating a psychiatric crisis management plan, possibly including a psychiatric advance directive
Resources for additional information: SAMHSA, 2009, 2019
Triggers and early warning signs of anger and conflict
•Educate parties on the cognitive-behavioral model of problematic behaviors (including role of cues and cognitions)
•Solicit perceptions from parties regarding triggers and early warning signs of anger and conflict
•Educate parties on common triggers and warning signs of anger and conflict
Resources for additional information: Kolko et al. (2011); Chain Analysis of Problem Behaviors modules of Linehan (2014); Reilly et al. (2019); 

Wexler (2020)
De-escalating conflict and managing violent behavior
•Solicit perceptions from parties regarding effective de-escalation strategies within the cognitive-behavioral model of problematic behaviors
•Reinforce opportunities for de-escalation
•Educate parties on strategies commonly recommended for preventing and de-escalating conflict
•Inform parties of local resources to manage violent behavior (e.g. CIT trained officers and mobile crisis and domestic violence advocate ser-

vices)
•Assist parties in creating a written conflict management plan, including
-Coping strategies to be used to remain calm when experiencing triggers to anger and violence
-Support persons to contact to help manage conflict/violence
-Support persons to NOT contact, who may enflame conflict/violence
-When to contact the police vs. alternative professionals (e.g. crisis psychiatric services)
-Agreement of consequences to future violence
Resources for additional information: Kolko et al. (2011); Chain Analysis of Problem Behaviors modules of Linehan (2014); Reilly et al. (2019); 

Wexler (2020)
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cognitive and affective symptoms contributing to the risk 
of violence. When persons with SMI have such symptoms, 
parties should be supported in accessing related treatment 
services. Similarly, persons with SMI with impairments in 
social cognition and/or antisocial values/traits, should be 
supported in engaging in treatments such as Social Cogni-
tion and Interaction Training and Reasoning & Rehabilita-
tion programs, which evidence suggests can decrease the 
risk of violence by this population (Darmedru et al., 2017). 
Finally, the presence of substance use conditions consider-
ably increases the risk of violence by persons with and with-
out SMI (Fazel, 2009; Whiting et al., 2020); persons with 
comorbid SMI and substance use disorders and their family 
members should be supported in accessing evidence-based 
substance use services. Family members and persons with 
SMI should also be assisted in identifying early warning 
signs of psychiatric crises and in creating a psychiatric crisis 
management plan. The creation of such a plan should involve 
both parties and may include creating a formal psychiatric 
advance directive. (SAMHSA, 2009, 2019).

Triggers to, and Early Warning Signs of, Anger 
and Conflict

Understanding the triggers and early warning signs of anger 
and conflict involves educating the parties on the cognitive-
behavioral model of problematic behaviors (focusing on 
the role of cues and cognitions). It is important to solicit 
perceptions from each party regarding triggers and warning 
signs, as their perceptions may differ. Further, exploring the 
perceptions of both parties, especially regarding the role of 
cognitions in experiencing anger, may help involved per-
sons further develop empathy for one another. It may also be 
helpful to educate parties on common triggers and warning 
signs of anger and conflict, including cognitions related to 
being disrespected or treated with ill intent, having a duty 
to protect one’s honor, or being justified in acting violently. 
(Kolko et al., 2011; Chain Analysis of Problem Behaviors 
module of Linehan, 2014; Reilly et al., 2019; Wexler, 2020).

De‑Escalating Conflict and Managing Violent 
Behavior

Also utilizing the cognitive-behavioral model of problematic 
behaviors, practitioners are advised to solicit perceptions 
from parties regarding effective de-escalation strategies, 
reinforce opportunities for de-escalation, and educate parties 
on strategies commonly recommended for preventing and 
de-escalating conflict. Such strategies may include engaging 
in coping techniques when cognitive triggers to anger and 
conflict occur (e.g., reminding oneself of disputing cogni-
tions and engaging in activities with the intent of producing 
distraction or relaxation), communicating calmly, proposing 

the use of a “time-out” from the argument, respecting pro-
posals by the other party to engage in a “time-out”, and, if 
necessary, quickly removing oneself from the setting. It may 
be important to inform parties of local resources to manage 
and respond to violent behavior (e.g., CIT trained officers 
and mobile crisis and domestic violence advocate services). 
Assisting parties in creating, and potentially agreeing upon, 
a written conflict management plan during a period without 
conflict would include documenting coping strategies to be 
used to remain calm when triggers to anger and violence are 
experienced, actions to be taken to de-escalate conflict and 
prevent violence once conflict has ensued, support persons 
to contact to help manage conflict/violence; support per-
sons to NOT contact, who may enflame conflict/violence; 
when to contact the police vs. alternative professionals (e.g. 
mobile crisis services); and a mutually acceptable agree-
ment regarding the consequences of future violence. (Kolko 
et al., 2011; Chain Analysis of Problem Behaviors module of 
Linehan, 2014; Reilly et al., 2019; Wexler, 2020).

Composite Case of Joe and His Mother

Joe is a 45-year-old single man with who has lived with 
schizophrenia for over 20 years. He is involved in mental 
health treatment and has been receiving both case manage-
ment services and antipsychotic medication. Joe’s father 
died when he was young, and he has lived alone with his 
mother ever since. At times, Joe has paranoid delusions 
involving his mother, e.g., that she causes him to smell foul 
odors. Joe has told his psychiatrist that he feels both rage 
toward his mother for bringing him into the world with a 
psychiatric disability along with fears that she might aban-
don him eventually because of his mental illness. When he 
tells his mother how he feels, she tends to either belittle or 
ignore his concerns, which upsets Joe and makes him feel 
disrespected. After these conversations, he sometimes expe-
riences strong urges to physically attack his mother and he 
has assaulted her several times. At other times, Joe has vol-
untarily presented himself to the local county mental health 
emergency service asking for hospitalization to prevent him 
from hurting his mother.

Most Recent Violent Incident

Joe was eating breakfast with his mother and she told him 
to take out the garbage after he finished eating. Joe refused, 
saying that she poisoned the garbage and if he took it out, 
he would be poisoned. She told him he was being ridiculous 
and insisted he take out the garbage. Joe and his mom got 
into a heated argument about how he is frequently unwilling 
to help with the housework, and she tried to pull him out of 
his chair (which was near impossible because Joe weighs 
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over 300 lbs.). Joe became angry and hit his mother, causing 
her to fall to the floor. His mother then told him to leave the 
house and never come back. When he refused, she called 
the police, and he was taken to the psychiatric emergency 
admissions unit for evaluation.

Analysis of the Composite Case

This illustrates several issues we identified earlier regard-
ing two explanations for family violence by persons with 
SMI. As a result of his psychiatric symptoms (i.e., delusions 
regarding foul odors and being poisoned by the household 
garbage), Joe believed his mother intended to harm him. 
Joe’s anger in relation to the incident reflect his emotion 
regulation problems, specifically regarding anger, which led 
to behavioral dyscontrol, i.e., hitting his mother. When the 
crisis social worker evaluated Joe after the police brought 
him to the admissions unit, he admitted he had not attended 
his medication clinic appointment, thereby missing his bi-
weekly prolixin decanoate injection and was not taking his 
oral antipsychotic medication. In addition, he had stopped 
attending partial hospitalization. Thus, he had not been 
receiving psychiatric treatment that could have mitigated 
his symptoms and provided him with counseling support 
where he could have discussed the ongoing conflict with 
his mother. During the most recent incident of violence, Joe 
and his mother also had discordant personal agendas. Joe’s 
mother wanted him to take out the garbage. Joe, however, 
wanted to not take out the garbage as he perceived doing so 
would result in him being poisoned. Upon his mother con-
tinuing to advance her personal agenda, Joe responded by 
hitting her. When Joe’s mother spoke with the crisis social 
worker, she told the social worker that although she loved 
her son, she found the ongoing caregiving to be burdensome 
and exhausting. The living situation involved only the two 
of them, and there was daily interpersonal contact resulting 
in ongoing conflict.

Intervening to Prevent Acts of Violence

Regular meetings between a clinical social worker, Joe, and 
his mother addressing the topics we have recommended 
(mutual understanding; positive communication; effective 
problem-solving; symptoms and psychiatric crises; trig-
gers to, and early warning signs of, anger and conflict; and 
strategies for de-escalating conflict and managing violent 
behavior), could be very helpful in preventing incidents of 
violence. Educating Joe and his mother on treatment ser-
vices and supporting them in accessing such services (a 
component of addressing symptoms and psychiatric crises) 
many have resulted in Joe better engaging in mental health 
treatment and decreasing the symptoms that contributed to 
the most recent incident of violence. Joe could have more 

calmly explained to his mother that he did not want to take 
out the garbage because he feared he would be poisoned and 
could have volunteered to complete a different household 
chore instead (related to the topics of positive communica-
tion and effective problem-solving). During the argument, 
Joe could have identified that he was experiencing physi-
ological and cognitive warning signs that his anger was 
escalating, and he could have acted to moderate his anger 
and prevent violence, such as utilizing positive self-talk or 
proposing the use of a “time-out” from the argument (as a 
result of having identified early warning signs of anger and 
strategies for de-escalating conflict and preventing violence). 
When Joe refused to take out the garbage due to fears of 
being poisoned, his mother could have considered not fur-
ther advancing her request verbally (related to the topics 
of effective problem-solving and understanding psychiatric 
symptoms), nor attempting to pull Joe out of his chair (as 
a result of having identified triggers to Joe’s anger and vio-
lence). Instead, Joe’s mother could have talked with him 
about his fears and reassured him that she is not attempting 
to poison him (related to addressing positive communication 
and understanding psychiatric symptoms).

Conclusion

The COVID-19 pandemic is resulting in unprecedented 
challenges to the health and wellbeing of individuals and 
families, which are disproportionately being experienced 
by disadvantaged populations. It is critical that during the 
pandemic social workers and other human service profes-
sionals assist disadvantaged populations in preventing 
negative outcomes and enhancing their wellbeing. Persons 
with SMI and their families are disadvantaged populations 
often overlooked, and we implore clinicians to engage with 
members of these populations to prevent family conflict and 
violence and strengthen relationship quality. The COVID-19 
pandemic has revealed the stark unmet needs experienced 
by many disadvantaged populations prior to the pandemic, 
which have only been exacerbated since the pandemic’s 
onset. While it is particularly critical that practitioners inter-
vene to prevent violence by persons with SMI toward family 
members during the pandemic, it is also important that such 
interventions continue to be offered beyond the pandemic. 
In this article, we have presented recommendations—based 
on extant evidence—for how clinicians may effectively 
intervene to prevent family violence by this population. 
We consider these recommendations to be valuable during 
the COVID-19 pandemic and into the foreseeable future. 
An established clinical intervention effective at preventing 
this phenomenon is sorely needed, with a novel extension 
of family psychoeducation likely being one such interven-
tion. Finally, evidence tentatively suggests that much family 
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violence by persons with SMI may be bidirectional (Labrum 
et al., 2020). As such, the effectiveness of interventions in 
this area should be researched regarding decreasing family 
violence both by and toward persons with SMI.
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