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1. Introduction

Mass killings have been a feature of human existence
throughout the ages. Mass shootings and terrorism are the two
main types of mass violence that attract much attention today.

Mass shootingseventsoccur frequently, specifically in the US, and
have an enormous impact. In addition, the world is increasingly
confronted with a growth in extremism and a multitude of terrorist
violent acts. From 2013 to 2014 there was an increase of 80% in the
number of terrorism-related deaths [1]. Terrorism can be defined as
the use of violence and intimidation in the pursuit of political aims and is
often perpetuated by those who have been radicalized. Exemplary
of both types of mass violence are the recent terrorist attacks in
Brussels (2016), Berlin (2017), Barcelona (18-08-2017), and the Las
Vegas mass shooting (02-10-2017).

These events have serious implications and constitute a
complex challenge for mental health professionals such as
psychiatrists and their professional associations. At least four
different dimensions are of relevance regarding mental health,
with the perspective that each of them might form a basis for the
development of guidance and action plans, helping professional
associations and clinical active professionals to develop stand-
points and efficient strategies.

1.1. The impact on victims, family and society as a whole: caregiver and
public health role

The primary focus of mental health professionals is helping
people in need. Within this context this means trauma-related
working with the victims and their families. However, mass violence
is not only an individual experience. One of the main goals of the
perpetrators, specifically in the case of terrorism, is to instill at the
population level a feelingof fear, uncertaintyand vulnerability. It isas
yet unclear what consequences this has on the population’s mental
health and its most vulnerable individuals. From this perspective,
terrorism and mass violence is a topic that needs to be addressed by
public (mental) health research and strategies [1].

1.2. The stigmatization effect of the association between violence and
mental illness: advocacy and communicator role

Mass media play a powerful role in shaping perception,
understanding and public discourse surrounding key issues that
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affect audiences [2]. Media have an extremely powerful role in
the creation of a public image and their remains a real threat that
violent acts are disproportionally framed with an association of
having a mental health disorder. Likewise, most Americans fault
mental health systems for failing to prevent shootings, showing a
poor understanding of how mental health and illness can be
related to violence, and how individual responsibility is not
necessarily absent in such incidents, even if mental illness were to
be a relevant factor; it is unlikely to be the sole factor. There is a
clear shift over the last 20 years suggesting that reform of the
mental health system is the solution rather than reform of gun
policy, guns being the top cause of mass shootings [2]. This media
framing tends to galvanize public attention and emphasize the
ostensible link between mental illness and violence. This
contrasts with the epidemiological reality that the majority of
the severely mentally ill individuals never become violent. On the
contrary, mental illness is strongly linked with being a victim and
increased risk of suicide, a manner of death that accounts for
more than half of the firearm-related deaths annually in the US
[3,2]. In this sense, media framing of mass violence blames these
events on breakdowns in mental healthcare and policy, obscuring
the much more complex experiences of mental illness, and
scapegoating the mentally ill for shocking acts of public violence
[2].

Mental health professionals must show leadership, and work
with patient- and family representatives, and the media to develop
strategies to counteract this stigmatizing framing.

1.3. Research into the motives of mass violence and the relation with
mental health: role as a scientist

The relation between violence and mental health problems
remains a delicate debate. On the one hand, there is the lingering
danger of stigmatization. On the other hand, there are situations
were violence risk and mental disorder are indeed interrelated.
Delusions or command hallucinations, suicidality or psychopathy,
often within the context of co-occurring substance abuse, can lead
to violence. These pathways need better scientific understanding
and balanced public information [4]. We are not able to apply the
same level of understanding yet to the varieties of motivation for
terrorism related homicide, the majority of which are unrelated to
mental illnesses. The relationship between mental health,
psychopathology and radicalization or terrorism is complex and
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remains poorly understood. Faced with sudden, seemingly
inexplicable acts of aggression stemming from individuals or
groups, our first reflex is often to seek an explanation in possible
underlying mental disorders [5]. This quasi automatic association
not only harms and stigmatizes many people with mental
problems but also impairs a thorough and objective analysis of
the real causes, which are highly complex, idiosyncratic, and often
differ from case to case.

The limited data we have on this topic shows that organized
terrorist groups and individuals who have committed violent
terrorist acts are rarely associated with an increased prevalence
of mental disorders. Moreover, terrorist groups and networks
seem to avoid recruiting people with mental health problems.
They may even stigmatize people with mental problems,
thinking that they are unreliable, difficult to train and direct
to avoid detection [5]. In contrast, lone-actor mass violence may
be more associated with psychopathology. This type of
frequently grievance-fueled targeted violence includes also
public figures assassins, school shooters and workplace attack-
ers. These forms of violent acts share important characteristics
and risk factors, with among others severe mental illness [6].
Indeed, up to 43% of the lone-actor terrorists have been reported
to have a history of mental illness, albeit without connection to
specific disorders [7,5].

As part of the process of radicalization, emerging evidence shows
that mental disorders affect susceptibility to radicalizing influences.
Radicalization is a process by which an individual or group comes to
adapt increasingly extreme political, social or religious ideas and
aspirations that reject or undermine the status quo. A lack of identity,
empowerment, attributing significance, an unmet need of connec-
tion – a sense of belonging, all prove key concepts as the breeding
ground for a wide range of human problems, including the risk of
radicalization [12]. Of importance, the same elements constitute
vulnerabilities for numerous “public health” issues such as (chronic)
poor physical health, substance abuse and mental health problems
such asdepression [8]. It isstriking that in several studies, depression
was associated with terrorist sympathizing [9]. This may reflect a
pessimistic outlook and negative world view of how to resolve
grievances or life’s problems through non-violent social and political
engagement and actions.

From another angle, some authors point to untreated mental
illness as a possible contributor to violent crime, and argue that the
decline in the availability of long-term, intensive mental health
hospitals might have negative impacts on firearm-related deaths
and possible on the incidence of mass shooting events in the US
[10]. Taken together, the challenge facing mental health profes-
sionals is to develop better knowledge on this topic. However,
given the delicacy of this topic and the strong public opinion,
media framing, securing funding for research in this area proves
difficult. Exemplary is that, due to political pressure, for a long
period research on the relation between gun violence and mental
health has been withheld by the Centers for Disease Control and
Prevention (CDC) [2].

1.4. Therapeutic relation versus the role of screening on radicalization
and terrorism: professional confidentiality and boundaries

Although the core role of any mental health professional is the
care for his/her patients and families, other roles of the
psychiatrists concern the protection of society from violence
resulting from mental illness and preventing individuals with
mental illness from ruining their lives by becoming involved in
serious criminal acts and, overall from becoming victims of
criminal (aggressive) acts towards themselves [6]. From this
perspective, there is a growing societal pressure on health
professionals to take on an active role in screening for signs that
rg/10.1016/j.eurpsy.2018.01.001 Published online by Cambridge University Press
potentially can identify future perpetrators of violence. This may
ultimately result in mandatory reporting to authorities, e.g. the UK
Government Prevent strategy. However, some doctors might voice
concerns that the focus on screening, and possible protocols
associated with it, would potentially stigmatize already marginal-
ized groups and fundamentally compromise confidentiality for
patients. Clearly guidance is needed in mental health practice in
the delicate balance of assessing risk danger and deciding when
breaching confidentiality in the interest of wider public health and
danger.

2. Conclusion and recommendations

The delicacy and complexity of this debate might be one of the
factors why psychiatrists and their professional organizations
remain overall very restricted in their communication and guidance
towards these topics. On the other hand, mental health and human
science professionals in different countries are increasingly con-
fronted with these developments. In addition, in some countries
pressure is raising on mental health professionals to actively
participate in screening and prevention of radicalization and
anticipated terrorist acts [11]. Putting such social control in the
hands of psychiatry is very delicate and, if done, should be limited to
those social issues strictly related to public mental health and
carefully balanced against psychiatry as a profession, avoiding any
risk on de-professionalization. So overall, there is a growing need
among many psychiatrists and other mental health professionals to
have some guidance on how to relate to these new challenges.
Furthermore, both individual professionals and professional socie-
ties are solicited to provide answers and context for the public and
media. So, a better understanding of these complex phenomena is
urgently needed. This is clearly a role for professional associations to
provide recommendations that can help to choose strategies and
guidance both on the level of the individual doctor-patient contact as
on the broader levels, i.e. public image formation, communication
and mental health policy making.
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