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Aggression rate in acute inpatient psychiatric units:

impact of substance abuse and

Abstract

Introduction: Reduction of aggression rate is a major challenge in acute inpatient
psychiatric units and may adversely affect the wellbeing of both staff and patients.
The lifetime risk for assault on nurses working on inpatient psychiatric units has been
reported to be approximately 75%. The efficacy of current risk assessment strategies
in lowering incidence of violence on acute inpatient psychiatry units is still unclear.

Methods: 63 Electronic Medical Records were retrospectively reviewed for violent
and aggressive incidents reported by the staff over a six-month period in acute
inpatient adult psychiatry units.

Results: A total of 73 aggressive incidents were reported of which 39 (53%) were
patient-on-patient and 16 (20%) patient-on-staff. The highest risk factors for being
involved in an aggressive incident included, a) male gender b) schizoaffective and
schizophrenia diagnosis c¢) substance use disorder. Approximately 50% of patients
involved in aggressive actions had a secondary diagnosis of substance use disorders.

Conclusion: The data suggest that the majority of aggressive behaviors on inpatient
units are patient-on-patient. At least 50% of the individuals involved in aggressive
behavior have a secondary diagnosis of substance use disorder.
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Introduction

Aggression refers to range of behaviors that can result in both
physical and psychological harm to oneself, others or objects in the
environment. In patients with psychiatric disorders, there is an increased
risk of aggression compared with the general population. In the
Epidemiologic Catchment Area (ECA) study, the lifetime prevalence
of violence among people with serious mental illness was 16%, as
compared to 7% among people without mental illness." Aggressive
behavior is one of the primary reasons for admission to psychiatric
inpatient units. It can occur verbally, physically or mentally. It is a
common problem in acute psychiatric inpatient units and can put both
the healthcare provider and patient at risk.>* This may result in low
performance and low morale in the staff, impacting the quality of care
resulting in a vicious cycle.*® It is estimated that between 8%-44%
of patients are aggressive during their stay on psychiatric inpatient
units which vary widely”® and 10%-30% of hospitalized psychiatric
patients have engaged in violence prior to admission.”!® Data suggest
that 75% of nursing staff have been assaulted by patients in acute
psychiatric inpatient units.!" Multiple risk factors have been shown to
be associated with aggression in inpatient units but the strategies to
help prevent and manage aggression and their effectiveness needs to
be studied and established.

In this retrospective study, we report aggression rate in acute
inpatient adult psychiatric units at a busy urban community hospital
and try to identify the high risk factors associated with aggression.

Methods

Data from the hospital’s Electronic Medical Records was

retrospectively reviewed. The number of violent and aggressive
incidents reported by the staff over period of six months in the
acute inpatient adult psychiatric units was noted. This included, but
was not limited to physical assaults and verbal altercations between
patient to patient, patient to staff, and property damage secondary
to aggressive behavior. Aggression rate was calculated by dividing
the total number of aggressive behavior incident reports for those 6
months from total patient days at a given month X 100. Demographic
variables were assessed and compared within the six-month period to
establish the risk factors in our study. Table 1 shows the demographic
characteristics of our patients which included age, sex, diagnosis,
substance use disorder and violence.

Table I Demographic variables (n=63)

Variable Frequency
Sex Male 44
Female 19
Diagnosis
Schizoaffective 33
Schizophrenia 15
Bipolar Type | 9
MDD 2
Psychotic Disorder NOS |
MDD with psychosis |
Brief psychotic disorder |
Psychosis due to steroid |
Substance abuse 37
History of violence 17
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Results

Of the 73 aggressive incidents reported, 39 were due to physical
assaults between patient to patient, 16 directed towards the staff,'> due
to verbal altercation and 6 resulted in property damage secondary to
aggressive behavior. During the six-month period, aggression rate
was less than 1% with mean of 0.49 and range 0.15-0.82. Figure 1
shows the aggression rates for the 6 months. Aggression rates were
found to be higher among men compared to females (70% vs. 30%).
The rates of aggression by sex shown in Figure 2. Most patients were
between the ages of 18 and 70 years, with a mean of 32. Patients who
had diagnosis of schizoaffective and schizophrenia were more likely
to be aggressive compared to other psychiatric disorders (Figure 3).
Substance abuse was seen in 59% of our patients while 27% had a
prior history of violence.
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Discussion

The data suggest that the patient to patient and patient to
staff physical assaults are the most frequent form of aggression
which is consistent with other studies.”*'* Other risk factors for
aggression identified included gender (male), having a diagnosis
of schizoaffective disorder and schizophrenia, history of substance
abuse which is also one of the most common risk factors associated
with aggression outside of hospitals. Lozzino et al.!' in a systematic
review of the literature reached similar conclusions. Our data suggest
that having any form of psychotic diagnosis is associated with higher
risk for aggression. This is also supported by Faulkner et al.!® which
indicated that 72 percent of assaultive patients were individuals
with schizophrenia or some other psychotic disorder. According to
National Institute of Mental Health (NIMH), in their Epidemiologic
Catchment Area (ECA) study, patients with schizophrenia, major
depression or bipolar disorder were two to three times as likely to
be assaultive. Being a male was a high risk factor in our study (70%)
for aggression on inpatient psychiatric units. However some studies
suggest that there is no significant difference between men and women
in the likelihood of aggression on the inpatient psychiatry unit. Tardiff
et al.'® & Lam et al."? found that female patients were as likely as
male patients to become violent in an inpatient setting. Furthermore,
Krakowski & Czobor!” also investigated gender differences in violent
behaviors among psychiatric inpatients, and concluded that it was
equal in both men and women 15. The total number of aggressive
incidents reported in our study over six months was comparatively less
compared to other studies done in the community hospitals. Some of
the reasons could be due to the short period of time, small sample size
and more corrective actions taken to reduce aggression rate within the
hospital. Some of the corrective actions taken included but not limited
to periodic staff meetings, crisis prevention training, securing either
of the patient to avoid escalation, panic buttons, case conferences,
carly application for court medication order for noncompliant
patients, BROSET score assessment and timely intervention, enforced
and enhanced individual safety plan, identifying the risk factors of
violence and individual behavioral plan for aggressive patients, use of
de-escalation techniques and pharmacotherapy. There are a number of
limitations in this study.

1. This was a retrospective study so there was no control group.

2. The sample size was small and was dependent on the data
reported by staff in the Electronic Medical Records and the
variation in physician documentation could be a confounding
factor.

3. The tendency to underreport aggression incidents on inpatient
units.

Conclusion

Aggression occurring in inpatient psychiatric units is a significant
public health issue. Hospitals need to ensure that aggression
management strategies are in place and periodically identify and
assess the level of risk. Studies should be conducted with a large
sample size to measure rates of violence and establish the risk factors
for aggression in acute psychiatric inpatients in order to develop
strategies to help prevent and manage violence in psychiatric units.
More data is needed especially from within the country to directly
compare findings and achieve the benchmark.
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