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Abstract 

There have been several violence-related deaths in Japan due to family violence by 

persons with severe mental illness against their caregivers. However, it is not often 

acknowledged that these violent acts are mainly directed at family members. This study 

aimed to clarify what acts of violence family caregivers experienced from their relative with 

schizophrenia, and how frequently these violent incidents occurred in their lifetime. We also 

examined caregivers’ thoughts of death about themselves and their relatives, as well as their 

consultation efforts and escape from the violence perpetrated by their relative. Of the 277 

caregivers, 87.7% had experienced psychological violence and 75.8% had experienced 

physical violence perpetrated by their relative. Of 210 caregivers who had experienced 

physical violence, 26.7% had thought of murder-suicide and 31.0% had wished for their 

relative’s death. Family violence by persons with schizophrenia is not rare but a common 

occurrence in Japan and may have fatal consequences. 
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Introduction 

In a 2002 report on violence entitled “World Report on Violence and Health,” the 

World Health Organization (WHO) declared violence to be a worldwide leading public health 

problem and made a plea for the promotion of examining violence as a priority for public 

health research [1]. In comparison with other countries, Japan has a low rate of physical 

violence and threats of violence inside and outside the home among the general population, 

which was 1.1% for 5 years, whereas it was 17.3% in the U.K. and 11.4% in the U.S. [2]. In a 

WHO multi-country study of domestic violence, Japan had the lowest rate of reported 

intimate partner violence [3].  

A number of studies on violence committed by patients with severe mental illness 

(SMI), diagnosed with schizophrenia, major depression, and bipolar disorders, report a 

moderate relationship between SMI and violence [4]–[7]. However, it is not often 

acknowledged that these violent acts are mainly directed at family members [8]. In Japan, the 

report based on official criminal records indicated that half of domestic homicides were 

committed by persons with SMI [9]. Recently, another type of domestic homicides has been 

recognized as a social problem whereby parents have killed their son or daughter with SMI in 

order to stop the violence by them against family members [10]. Prior to these incidents, 

family members had consulted police officers, public health center staff, and psychiatric 
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hospitals on numerous occasions. There are policies and services that focus on intimate 

partner violence, child abuse, elder abuse, and abuse against persons with physical and 

intellectual disabilities and mental disorders. However, in Japan there are no specific policies 

or services to prevent family violence against caregivers by relatives with SMI. There is little 

awareness of family violence by patients with SMI, and few studies have addressed this issue 

[11], which may be why to date there are no existing policies or services established. Family 

violence by patients with SMI may lead to violence-related death including suicide. Victims 

of intimate partner violence have a higher risk of suicidal attempts [12]. To avoid violence-

related death, this type of violence requires further study. 

This issue has remained a private one and not an issue of public concern. In the U.S., 

family violence by patients with SMI occurs in at least 40% of families [13]. In Japan, there 

has been only one investigation of family violence by patients with SMI [14]. The 

investigation determined that 23.2% of parents have been a victim of physical violence 

perpetrated by their adult child with SMI. However, this study employed a small convenience 

sample (N = 109) as well as an undefined period of violence, which makes its findings 

difficult to interpret. There are few reports about how many families have thoughts of death 

about themselves and their relatives with SMI precipitated to violence committed by their 

relatives. Furthermore, there is little information about the families’ ways of preventing or 

resolving these violent acts. Such knowledge is essential for the development of new policies 
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and services to prevent family violence perpetrated by relatives with SMI. Research has 

found that having a diagnosis of schizophrenia is related to violence, especially a higher risk 

of homicide [4].  

The current study focused on caregivers of a relative with schizophrenia and aimed to 

clarify the types of violence they experienced from their relative with schizophrenia, and how 

often the violence had occurred in their lifetime. In addition, we examined how often these 

caregivers had thoughts of their own or their relative’s death and their means of attempts to 

resolve the violence. 

Methods 

Data collection and study sample 

The present analyses are part of a larger study “Japanese Family Violence and Mental 

Illness” that examined the rate of family violence and related factors among caregiving 

family members and siblings in 866 households belonging to 27 family support groups in one 

prefecture in Japan. A survey designed for purposes of this study was distributed among the 

membership by group leaders to 768 of the 866 households. The distribution procedure was 

determined by the group leader. The leaders did not distribute to 118 households because of 

the respondents’ health or family issues. The present analysis focused on the primary family 

caregivers of patients with schizophrenia. This subsample was determined from the 

caregiving family members’ questionnaires. Of 482 returned questionnaires, 463 caregiving 
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family members in 346 households were valid. Invalid questionnaires for purposes of the 

present analyses included those with over 50% missing data (n = 7), those in which 

respondents provided multiple copies of the same questionnaire (the one with fewer missing 

items was selected; n = 9), and those returned for two different patients by different parents 

from the same household (the questionnaire from the primary caregiver who cared for the 

most violent patient was chosen for further analysis; n = 3). Sixty-three percent of the 463 

respondents were mothers and 31.8% were fathers. The average age was 68.8 years (SD = 

8.0) (see Table1). The socio-demographic characteristics of this sample do not differ from 

members of family groups in other prefectures in Japan [15], [16]. The sample size was 

reduced to 417 respondents after excluding those who reported that the patients had a 

diagnosis other than schizophrenia (39), had missing data on diagnosis (4), missing data 

about caregivers (7), and on all violence items (3). Moreover, to avoid duplicate caregivers 

for the same patient in a given household, 146 respondents who were not the primary 

caregiver were excluded from the analyses. Therefore, for the purposes of the present 

analyses the sample was comprised of 277 primary caregivers from 277 households. When 

comparing the excluded from the included sample, there were significant differences in 

relationships to the patients (mother 20.5%, father 75.8%, and others 3.8% and mother 

84.1%, father 11.9%, and others 4.0%, respectively; chi sq., p < 0.0001), but no significant 

difference in age (t-test, p = 0.277). 
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Measures 

Family violence 

As there are no standard measures of family violence by persons with SMI, we 

created 14 items about acts of family violence based on interviews with 14 caregivers 

regarding their relative with schizophrenia. After the items were developed, they were 

reviewed again by three of the 14 interviewees for purposes of face and content validity. We 

did not include violent acts that interviewees did not mention, such as sexual violence. We 

asked respondents to indicate the occurrences of violence in their lifetime and in the past 

year. The frequency of each violence item was measured by the following response 

categories: never, 1–4 times, 5–99 times, and 100 times or more (only lifetime). In the present 

analyses, we used lifetime frequency only. We operationally defined these violence 

experiences in reference to ones employed in the intimate partner violence scholarly literature 

[17]. In the current study, psychological violence was defined as the use of verbal and non-

verbal communication to harm another person psychologically or emotionally. Physical 

violence was defined as the use of physical force with the potential for causing death, 

disability, injury, or harm. Based on these definitions, as shown in Table 2, we categorized 

these 14 items into psychological (no. 1–6) and physical violence (no. 7–14). Then, we 

categorized responses into three types of violence experienced: “never experienced violence” 

(no experience of violence recorded in the two categories), “psychological violence only” 
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(only psychological violence), and “physical violence” (any physical violence with and 

without psychological violence). 

Thoughts of death  

We created three items regarding thoughts associated with violence-related death, 

including suicide, murder-suicide, and death of the patient: “Have you had suicidal thoughts 

due to violence by the patient?”, “Have you had thoughts of murder-suicide with the patient 

due to his/her violence?,” and “Have you wished for the patient’s death due to his/her 

violence?” We asked respondents to indicate yes or no to these three items. 

Consultation efforts and escape  

We inquired about consultation with others regarding the violence as well as 

temporarily living apart due to violence by their relative with mental illness. Regarding 

consultation efforts, we asked “Have you ever consulted with someone other than family 

members about the patient’s violence?” and whether consultation was sought from any of the 

following: psychiatrist, co-medical staff, family groups, public health center staff, police 

officers, staff of a private mental health consultation agency, school teachers, or co-workers. 

With regard to living apart temporarily, we asked “Have any of your family members lived 

apart from the patient for a certain time period because of the violence?” and “Who left the 

home environment?”  

Data analysis 
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We calculated the distribution of items about family violence in terms of two 

categories: psychological and physical violence. Next, we focused only on those who had 

experienced some type of violence, excluding parents who “never experienced violence” 

from the analysis. We compared the three items about thoughts of death in relation to 

psychological and physical violence using Fisher’s exact test. Finally, we focused only on 

those who had experienced physical violence and examined consultation efforts and escape 

from the violence. All analyses were conducted using SAS Version 9.4 (SAS Institute Inc., 

Cary, NC, USA). 

Results 

Sample description 

The demographic data are shown in Table 1 [18]. Of the 277 primary caregivers, 84% 

were mothers. Eighty-six percent of primary caregivers lived with the patient and almost half 

lived on a US$20K to 40K family annual income. Sixty-four percent of the patients were 

male. The average age of the patient was 40 years old, with a mean of 20 years since onset of 

the illness, and an average 2.3 hospitalizations in their lifetime. Most had good adherence to 

treatment. Almost 70% received grade 2 disability pension, which indicates a severely limited 

ability in skills of daily living. Over half of the patients did not attend rehabilitation services 

and stayed at home for most of the day. 
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Frequency of types of violence and caregivers’ reaction to 

experiencing physical violence 

Table 2 displays the distribution of the 14 items of violence. Psychological violence 

(1–6) occurred for 243 primary caregivers (87.7%) and physical violence (7–14) occurred for 

210 primary caregivers (75.8%). Based on these types of violence, the sample of 277 primary 

caregivers was classified into one of three categories: never experienced violence (n = 26, 

9.4%), only psychological violence (ever; n = 41, 14.8%), and physical violence (ever; n = 

210, 75.8%).  

We focused on the 210 primary caregivers who had experienced physical violence. Of 

these respondents, 149 (71.0%) had consulted with someone outside of the family. Almost 

81% had consulted with the relative’s psychiatrists, 47.4% with co-medical staff, 84.4% with 

family groups, 57.6% with public health center staff, 45.6% with police officers, 35.5% with 

staff of private mental health consultation agencies, 8.5% with schoolteachers, and 2.3% with 

co-workers.  

Of the primary caregivers who had ever experienced physical violence, 47 (27.2%) 

had lived apart from the patient for a certain time period due to the violence. Of 44 primary 

caregivers (with the exception of three primary caregivers with missing data), 14 reported 

that the patient lived apart, 11 parents lived apart, 15 siblings lived apart, and in four cases 
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other family members lived apart. In 68.2% of the 44 households, family members other than 

the patients had left the home and lived apart for a period of time. 

As shown in Table 3, 15.7% of parents who had experienced physical violence had 

experienced suicidal thoughts, 26.7% had thoughts of murder-suicide with the patient, and 

31.0% had wished for the patient’s death. These thoughts occurred significantly more often 

for parents who had experienced physical violence than those experiencing only 

psychological violence (0.0%, 4.9%, 4.9%). 

 

Discussion 

Family violence 

We found that in their lifetime, 87.7% of primary caregivers had experienced 

psychological violence and 75.8% had experienced physical violence perpetrated by their 

patient relative. Our study’s rate of physical violence is higher than the estimated 40% 

lifetime rate of family violence by patients with SMI in the U.S. [13]. The significantly 

higher rate may be due to the current study including only primary caregivers who likely 

experienced lengthier cohabitation and, consequently, had more frequent contact with the 

patients. The patients had a severely limited ability in skills of daily living (almost 70% of 

them received grade 2 disability pension) and stayed at home without attending rehabilitation 

services. Cohabitation [19], [20] and severity of illness [7], [21] have been found to be risk 
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factors for family violence by relatives with SMI. Although Japan is a less violent country 

than many other countries, caregivers who support their ill relative may be at a higher risk of 

violence than in other countries due to higher cohabitation rates. This situation is likely due to 

both cultural reasons of family obligation and to insufficient community services for persons 

with mental disorders with severe grade disability who are unable to live independently and 

to attend rehabilitation facilities on their own. 

Caregivers’ thoughts of death due to physical violence 

Of primary caregivers who had experienced physical violence, over a quarter had 

thoughts of murder-suicide or the patient’s death. These rates were higher than parents’ 

thoughts of suicide (20.4%), which may be because family members recognized that even if 

they committed suicide, this would not be a resolution to the violence, as the patient would 

likely target another family member. Professionals need to be cognizant of the potential for 

violence in this patient population and take special note of the risk of violence within the 

family environment where the relative with schizophrenia resides. 

Implications for practice and policy 

Policy  

This study revealed that three-quarters of primary caregivers had experienced physical 

violence, and over a quarter of them had thoughts of murder-suicide or the patient’s death. 

Mental health providers need to be aware that family violence among those with a member 
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with mental illness is not rare but a common occurrence in Japan. Over 70% of primary 

caregivers who experienced physical violence had consulted others, especially psychiatric 

clinics or hospitals, family groups, public health centers, and the police. In two actual 

tragedies in Tokyo in 2014 and Wakayama in 2015, fathers had consulted hospitals, public 

health centers, and the police on numerous occasions [22], [23], but the organizations and 

staff were bureaucratically evasive. The fathers believed that the current system could not 

help their family and resorted to killing their son or daughter who had an SMI. In the current 

system, collaboration among organizations regarding physical violence by patients with SMI 

is very situation specific. Consequently, a policy is necessary that requires official 

enforceable collaboration among a variety of human service agencies, mental health 

organizations, and criminal justice organizations rather than relying on individual 

circumstances and the individual will of those involved.  

Family education by medical staff  

As this study indicates, psychiatrists and co-medical staff were often consulted about 

family violence. As such, medical staff likely play a vital role in preventing family violence. 

Almost half of the patients with SMI had blamed the parents for their illness at some point 

[14]. Parents, especially mothers, tend to experience self-blame for their child’s diagnosis 

[24] and may think that they deserve their child’s violence. Therefore, parents may be willing 

to endure the violence up to a certain limit. When they reach that limit, as in a few incidents 
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where fathers have killed their adult child with SMI to protect other family members, they 

may resort to extreme measures. Unfortunately, such situations are often due to parents being 

at a loss as to how to handle violent behavior of their child [25]. Medical staff are in a good 

position to teach parents and caregivers about the possibility of family violence and ways to 

de-escalate such situations and to cope with the stress of these incidents. Education prior to 

the occurrence of a violent incident may enable parents not to become obsessed with self-

blame and to enhance their understanding of the illness as well as the means to manage it. 

Living apart to resolve family violence  

Of the primary caregivers who experienced physical violence, over a quarter 

reported that someone in the household had lived apart from the patient for a certain time 

period due to the acts of violence. In almost 70% of the 44 households, family members, 

rather than the patients, left their home temporarily. Siblings in particular left the family 

home and were not able to live with their parent(s). This separation may cause painful 

memories for healthy siblings. However, the fact that over a quarter of primary caregivers 

selected this option as a means to manage and avoid physical violence shows that leaving the 

home is a strategy for resolving such situations in the current system in Japan. When family 

members reside outside the home, they require extra financial resources. This solution may 

cause a health disparity based on economic inequality. Therefore, publicly funded respite 

programs for families [26] are needed to avoid serious consequences. In-home treatment 
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teams that provide support and education may be another alternative. However, in the long 

term, instead of living with their parents, patients with SMI need residential services with 

professional support or combined programs of housing assistance and supportive services, 

such as permanent supportive housing [27], which are available in other countries.  

Limitations and further research 

Regarding the study’s limitations, the majority of the sample respondents were 

mothers who care for their sons, which is representative of the membership of family groups 

in Japan. This limitation is also equally true of most studies of family support and education 

groups in the U.S. [28]. Women continue to be the primary caregivers and are also more 

likely to volunteer for research [29]. Given that respondents were members of support 

groups, most had consulted with other family group members about the patient’s violence. 

Consequently, the respondents in this sample may manage the violence more effectively than 

other family caregivers who have not joined family groups. Thoughts of death and help-

seeking behavior may be worse for parents who are not members of such groups and do not 

have support from other group members who share similar experiences; therefore, non-

members may not have the opportunity to benefit from the effective strategies of others. 

Another limitation is that the study respondents were members of support groups in only one 

prefecture, which may limit the generalizability of the findings. However, study participants 

did not differ demographically from members of support groups in other prefectures. 
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Furthermore, while we created items regarding family violence and categorized these into 

psychological and physical violence, they were consistent with those in the domestic violence 

literature.  

In addition, we do not know how strongly thoughts of death are associated with actual 

homicide or suicide attempts. However, the emotion of hopelessness has been indicated as a 

predictor of suicide [30]. Consequently, thoughts of death may be a predictor of actual 

homicide or suicide attempts. We did not ask about the frequency of attempts directly because 

we felt it was too sensitive a topic for respondents to discuss in depth. Japanese people are 

likely to be resistant to being asked about suicide because they find such questions socially 

unacceptable [31]. This study was very limited in its assessment of means of resolving 

violence perpetrated by a family member with SMI. Future research should be more 

comprehensive in assessing ways of resolving violent situations in order to enhance 

understanding how to more effectively prevent such violence and avoid a worst-case 

scenario. 

Conclusion 

Three-quarters of primary caregivers had experienced physical violence, and more 

than a quarter of them had thought of murder-suicide or the patient’s death. Family violence 

by persons diagnosed with schizophrenia is not rare but a common occurrence in Japan and 

may lead to the death of a family member. In addition, recent research in the U.S. has found 
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that this is not a phenomenon unique to Japan, as an online national survey found that almost 

half of respondents reported being a victim of violence perpetrated by a relative with SMI 

[13]. New policies and services are needed in the general medical or health systems to 

address this issue. Further research examining this type of family violence is necessary to 

raise awareness and to find solutions and should be promoted in other countries, especially 

those with higher rates of violence than Japan.  
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Table 1. Demographic Characteristics of Caregivers of Patients With Schizophrenia and 

Their Patient Relative. 

n=277 

Caregivers n (%)/M ± SD 

 Relationship Father 33 (11.9) 

  Mother 233 (84.1) 

  Spouse 3 (1.1) 

  Sisters 5 (1.8) 

  Others 3 (1.1) 

 Age (years) Average 68.6 ± 7.7 

 Cohabitation  

with patient 

Yes 237 (86.5) 

 No 37 (13.5) 

 Household incomea Less than 

US$20K 

73 (26.8) 

  US$20K to 40K 134 (49.3) 

  Over US$40K 65 (23.9) 

 Membership of  

family group 

Member 253 (92.0) 

 Non-member 22 (8.0) 

Characteristics of patients 

 Sex Male 174 (64.0) 

  Female 98 (36.0) 

 Age (years) Average 39.9±8.9 

 Years since onset        Average 19.5±9.4 

 Psychiatrist visit Regularly visit 238 (86.5) 

  Hospitalized 26 (9.5) 

  Not regularly 11 (4.0) 

 Medications used as 

prescribed 

Yes 257 (93.4) 

 No  18 (6.6) 

 Number of lifetime hospitalizations  2.3±2.5 

 Disability pensionb  Grade 1  6  (2.3) 

  Grade 2 185 (70.3) 

  Grade 3 16  (6.1) 

  No certificate 56 (21.3) 

 Rehabilitation 

attendance 

Yes 123 (44.9) 

  No 151 (55.1) 

Note. Missing data were excluded. 
a Conversion ¥100 to US$1. 
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b Grade 1 (unable to live as usual), grade 2 (severely limited ability for usual living), and 

grade 3 (limited ability for usual living to participate socially). 
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Table 2. Caregivers’ Experience of Violence Over the Lifetime. 

N=277 

No. of item or category  Never 1–4 times 5-99 times ≥100times 

Type of violence n (%) n (%) n (%) n (%) 

1 Shouting 46 (16.6) 85 (30.7) 122 (44.0) 24 (8.7) 

2 Saying “my illness is your fault” 141 (50.9) 68 (24.5) 57 (20.6) 11 (4.0) 

3 Swearing and insulting 114 (41.2) 74 (26.7) 66 (23.8) 23 (8.3) 

4 Saying “I will kill you” 206 (74.4) 49 (17.7) 18 (6.5) 4 (1.4) 

5 Punching or kicking gestures 140 (50.5) 69 (24.9) 57 (20.6) 11 (4.0) 

6 Threatening with a knife 236 (85.2) 34 (12.3) 7 (2.5) 0 (0.0) 

Psychological violence (1–6) 243 (87.7) (≥1times) 

7 Destroyed property 86 (31.0) 93 (33.6) 85 (30.7) 13 (4.7) 

8 Pushing  168 (60.6) 65 (12.5) 38 (13.7) 6 (2.2) 

9 Punching and kicking 164 (59.2) 61 (22.0) 43 (15.5) 9 (3.3) 

10 Wringing your neck 262 (94.6) 12 (4.3) 3 (1.1) 0 (0.0) 

11 Throwing object at you 186 (67.2) 46 (16.6) 40 (14.4) 5 (1.8) 

12 Beating with object 237 (85.6) 22 (7.9) 17 (6.1) 1 (0.4) 

13 Injured with a knife 270 (97.5) 5 (1.8) 2 (0.7) 0 (0.0) 

14 Visited physician for injury 244 (88.1) 31 (11.2) 2 (0.7) 0 (0.0) 

Physical violence (7–14) 210 (75.8) (≥1times) 
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Table 3. Caregivers’ Thoughts of Death and Physical Violence. 

  

Psychological  

violence only 

(n = 41) 

Physical 

violence 

(n = 210) 
p 

Because of violence  n (%) n (%) 

Had suicidal thought 

(ever) 

No 41 (100.0) 177 (84.3) 0.0039 

Yes 0 (0.0) 33 (15.7)  

Had thought of murder-

suicide with the patient 

(ever) 

No 39 (95.1) 154 (73.3) 0.0019 

Yes 2 (4.9) 56 (26.7)  

Had wished for the 

patient’s death (ever) 

No 39 (95.1) 145 (69.1) 0.0002 

Yes 2 (4.9) 65 (31.0)  

Note. Missing data were excluded from the analysis. 

p: Fisher’s exact test. 

 


