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Management of violent patients in hospitals is a vital concern that has
generated a broad spectrum of research and suggestions. This has ranged
from those who emphasized verbal approaches'™ to the assaultive patient
to those who looked at the impact of the physical environment of the ward,
overcrowding of patients, understaffing, or type of staffing.*~7 Others de-
scribed the usefulness of various control measures such as physical re-
straints, seclusion, and continuous observation.® !¢

Last and in no way least, is the pharmacological approach to the man-
agement of the violent patient. Numerous reviews of studies evaluated the
clinical effectiveness of various types of medications.!'~'* Yet despite the
abundance of clinical studies of the effectiveness of these medications,
there is little information about how they are used by psychiatrists to
manage violent patients residing in hospitals. Recently, the opportunity to
obtain this information presented itself when the state of New York con-
ducted a survey of patients residing in state hospitals. The results of this
survey in terms of the occurrence of assaultive behavior and the use of
medications and other forms of control for assaultive behavior in hopsitals
follows.

Method

This study focused on patients residing for one month or longer in two
state psychiatric hospitals on Long Island. It should be noted that patients in
special alcohol or drug abuse and mental retardation facilities were ex-
cluded from this study. The assessment of these patients took place during
one month in 1979. The surveyors were staff members of the hospitals, who
followed similar standardized procedures described in a report of a previous
inpatient survey in 1977.'* The current study instrument differed from the
previous instrument in that it contained a clearer definition of assault,
namely that it was assaultive behavior directed toward other persons and
occurred in a specific time frame. The current survey instrument also
included extensive ratings of psychopathology and behavior using an
adapted NOSIE scale!® and information about the use of psychiatric medi-
cation on a daily basis.

The types of psychiatric medications were categorized on the basis of
frequency of use where only one type of drug was involved. Drug combina-
tions were infrequent and predominantly involved anticonvulsants and
neuroleptics. In addition, patients were classified as receiving ‘“high, regu-
lar, or low™ daily doses of medications. If the daily dose was within the
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suggested range in the AMA Drug Evaluations' it was considered to be a
“‘regular’’ daily dose while those below this were classified as ‘‘low’’ and
above as ""high’’ daily doses. The suggested daily maintenance dose ranges
for some of the more frequently used medications are listed in Table 1. In
cases where there were combinations of anticonvulsants and neuroleptics
with different daily doses for each drug, the dose of the neuroleptic was used
for classification. There were seven cases excluded from the portion of the
analysis involving daily dose because they could not be classified as low,
regular, or high doses since they were receiving multiple neuroleptics or
neuroleptics and antidepressants with differing dose levels for these drugs.

Table 1. Daily Maintenance Dose Ranges for Adults in AMA Drug Evaluations

Medication Daily Dose Range
(mg)
Amitriptyline 50-150
Chlorpromazine 500-800
Chlorprothixene 75-200
Diazepam 4-40
Diphenylhydantoin 300-400
Haloperidol 2-8
Imipramine 50-150
Mesoridazine 100-400
Thioridazine 150-300
Thiothixene 20-30
Trifluoperazine 4-10

Table 2. Characteristics of All Patients

Male Female
N=2,382 N=2,782
(Percent) (Percent)
Age
17-34 years 11 7
35-44 years 1{{] 6
45-54 years 16 13
$5-64 years 28 28
65+ 35 46
Duration of Hospitalization
1 month to 2 years 11 It
2 years to 10 years 18 15
10 years to 20 years 18 15
20 years to 30 years 16 18
30 years to 40 years 16 18
greater than 40 years 21 23
Primary Diagnosis (DSM-II)
Paranoid schizophrenia 28 34
Other nonparanoid schizophrenia 41 33
Depressions 3 6
Psychotic organic brain syndromes 20 21
Mental retardation b 4
Other nonpsychotic disorders 3 2
Race
White 79 85
Nonwhite (predominantly black) 21 15
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Results

Characteristics of the Assaultive Patients  Of the 5,164 patients residing in
the two psychiatric hospitals, there were 186 (7.8 percent) men and 198 (7.1
percent) women who had physically assaulted other persons in the hospital
at least once in the three months preceding the survey. Actually, two-thirds
of these patients had assaulted someone in hospital within the month pre-
ceding the survey. As is seen in Table 2, these patients had been in hospital
for long periods, usually years, and this was reflected in their age distribu-
tions. Schizophrenia other than paranoid type was the most frequent diag-
nostic category, followed by psychotic organic brain syndromes, paranoid
schizophrenia, and mental retardation. Manic episodes were rare and in-
cluded under the paranoid schizophrenia category since there is evidence
that these categories are more closely related to each other than to other
types of schizophrenia.'® Last, most of the patients were white.

Table 3 presents three characteristics found to be related to assaultive
behavior. When assaultive patients were compared to nonassaultive pa-
tients residing in hospitals for one month or longer, the assaultive patients of

Table 3. Characteristics of Patients Residing in Hospitals by Presence of Assaultive Behavior and Sex

Male Female

Not Not

Assaultive Assaultive Assaultive Assaultive

N=186 N=2,196 N=198 N=2,584

(percent) (percent) (percent) (percent)

Age

17-34 years 34 9 17 5
35-44 years 16 9 15 6
45-54 years 19 16 12 13
55-64 years 17 29 29 28
65 years & older 14 37 27 48
100 100 100 100

(x*=121.72, df=4, p<.00005) (x*=62.73, df=4, p<.00005)
Duration of

Hospitalization
1-3 months 7 2 6 3
3 months-2 years 18 8 15 9
2 years-10 years 28 17 26 15
10 years or longer 47 73 47 73

100 100 T00 100
(x*=84.45, df=6, p<.00005) (x*=56.09, df=6, p<.00005)
X

Primary Diagnosis

Paranoid Schizophrenia 14 29 23 35
Non-paranoid

Schizophrenia 46 41 38 33
Depression 1 3 s 6
Psychotic Organic

Brain Syndrome 25 20 24 20
Mental Retardation i1 5 7 4
Other Non-psychotic

disorders 3 2 3 2

100 100 100 100

(x*=31.52, df=5, p<.00005) x*=17.57, df=5, p=.0035)
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both sexes were more likely to be under 45 years of age (men: x> = 121.72, df
= 4, p<.00005; women: x* = 62.23, df = 4, p<.00005) and overrepresented
in the diagnostic categories of nonparanoid schizophrenia, psychotic or-
ganic brain syndromes, mental retardation, and other nonpsychotic disor-
ders and underrepresented in the category of paranoid schizophrenia and
depression (men: x* = 31.52,df = §, p < .00005; women: x* = 17.57,df = §,
p = .0035). Assaultive patients were more likely to have been in hospital for
less than ten years (men: y? = 84.45, df = 6, p < .00005; women: x* = 56.09,
df = 6, p < .00005), but there was no difference between assaultive and
nonassaultive patients in regard to race or sex.

Types of Routine Medications for Assaultive Patients The rest of the
analysis focused on the 384 assaultive patients in terms of the type and dose
of medication and the need for emergency controls. The types of medica-
tions prescribed on a daily basis for these patients are presented in Table 4.
Approximately three-fourths of the patients were being given neuroleptics
routinely, either alone or in combination with other drugs, usually anticon-
vulsants. Those neuroleptic drugs most frequently used alone were
haloperidol, chlorpromazine, thioridizine, and thiothixene. The most com-
mon anticonvulsant was diphenylhydantoin either alone or in combination
with sedatives or minor tranquilizers and usually in combination with
neuroleptics. Few patients were on multiple neuroleptics or on tricyclic
antidepressants. Two patients were on lithium carbonate with neuroleptics
and were classified in the category of the neuroleptic for the rest of the
analysis.

Two characteristics of the assaultive patients were related to the type of
medication used. First, younger patients, especially in the 17-34 year group
(90 percent) were more likely to be on neuroleptic drugs, while those 65
years or older (26 percent) were more likely than patients in other age groups
to be receiving no psychiatric medication (x? = 52.74, df = 32, p = .0119).

Second, diagnosis was related to the type of medication prescribed. As
expected, schizophrenics were more likely treated with neuroleptics, how-

Table 4. Frequency of Various Types of Medication Prescribed Daily for Assaultive Patients

Number of

Medication Patients Percentage
1. No psychoactive medication 53 13.8
2. Chlorpromazine alone 52 13.5
3. Thiordizine alone S1 13.3
4. Haloperidol alone 57 14.8
S. Other neuroleptics alone* 76 19.8
6. Minor tranquilizers or sedatives alone 13 34
7. Anticonvulsants 49 12.8
8. Multipie neuroleptics 15 3.9
9. Tricyclic antidepressants? 18 4.7

Total 384 1000

*Predominantly thiothixene. mesoridizine, or chlorprothixene.
+Most patients were on concurrent neuroleptics.
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ever patients with diagnoses of mental retardation and other nonpsychotic
disorders also were more likely than patients in the other diagnostic
categories to be treated on a daily basis with neuroleptics. Even though
patients with psychotic organic brain syndromes were overrepresented in
the no routine medication category, nevertheless 65 percent of these pa-
tients were on neuroleptics, either alone or with other medications (x2 =
95.67, df = 40, p < .00005). Length of stay in the hospital, sex, and race were
not associated with the type of medication given.

Next the need for emergency control measures was analyzed in relation
to the types of medications patients were receiving routinely. Overall, 40
percent of assaultive patients needed emergency psychiatric medication, 17
percent needed physical restraints or seclusion, and 27 percent needed
one-to-one supervision at least once in the 30 days preceding the survey for
the control of dangerous behavior. As to the types of medications, it was
apparent that the use of all categories of neuroleptics, except chlorproma-
zine, was associated with an increased need for emergency medication (x* =
26.59, df = 8, p = .0008), physical restraint or seclusion (xy* = 18.95, df = 8,
p = .0151) and one-to-one supervision (x> = 22.52, df = 8, p = .0040).

There were no differences in terms of the type of medication prescribed
on a daily basis and NOSIE ratings, stratified by those diagnostic groups
with adequate number of patients for analysis, namely paranoid schizo-
phrenia, nonparanoid schizophrenia, and psychotic organic brain syn-
drome. This suggests the neuroleptics did not differ in terms of their effect
on ward behavior and psychopathology or in producing side effects such as
sedation or decreased psychomotor activity. This finding in conjunction
with the finding that routine use of chlorpromazine alone was associated
with decreased need for emergency control measures suggests chlorproma-
zine may be more effective than other neuroleptics in controlling violence as
well as the primary psychiatric disorder without producing more side ef-
fects.
Duaily Doses of Routine Medications for Assaultive Patients  Of the assaul-
tive patients on medication, 64 percent were on daily doses within the
ranges suggested by the AMA Drug Evaluations, while 20 percent were on
doses higher, and 16 percent were on doses lower than the suggested ranges.
However, there were differences in type of medication and daily dose in that
chlorpromazine and thioridizine were more likely to be given in the low-
dose ranges and haloperidol and the use of multiple neuroleptics in the
high-dose ranges (x* = 85.43, df = 16, p < .00005). Reassuring in regard to
the accuracy of the information recorded by the staff and my classification
of daily doses, the expected trends were found in relation to age and sex.
Younger patients were on higher doses while those 65 years and older were
on lower doses (x* = 48.20, df = 8, p < .00005), and men were on higher
doses than women (x> = 6.45, df = 2, p = .0397). In terms of diagnosis,
nonparanoid schizophrenics were on high doses, while patients with
psychotic organic brain syndromes or depression were on low daily doses
(x* = 23.32, df = 10, p = .0096). There were associated seizure disorders for
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21 percent of the assaultive patients, however daily dose of medication was
not related to the presence of a seizure disorder, thus indicating that
neuroleptics given with anticonvulsants were not lowered for these patients
despite evidence that they can lower the seizure threshold.'®~2!

Last, being on high doses of medication was associated with greater
need for emergency medication (x? = 30.79, df = 2, p < .00005), seclusion or
physical restraint (x* = 14.53, df = 2, p = .0007) and one-to-one supervision
(x* = 18.58, df = 2, p = .0001) in the preceding month.

Comment

First, considering the fact that these are chronic inpatients, the rate of
recent assaultive behavior toward others in hospitals may be surprising.
This supports the concerns of staff about their safety and emphasizes the
need for educating them in terms of managing violence on the wards.
Unexpectedly paranoid schizophrenia was not the diagnostic group at
higher risk of assault in hospitals. This does not agree with my previous
study of assault just prior to or at the time of admission to hospital,** where
paranoid schizophrenics were more likely assaultive. This suggests that
treatment in the acute phase for paranoid schizophrenia may be more
effective, at least in terms of controlling assaultive behavior and that the
chronic inpatients more likely to pose problems with assault tend to be the
nonparanoid schizophrenics. Certainly this appeared to be true in terms of
medication, where nonparanoid schizophrenic assaultive patients received
higher daily doses of medication and were more likely to need controls such
as emergency medication, seclusion, physical restraints, or one-to-one
supervision.

Approximately 80 percent of the assaultive patients were on routine
daily doses of neuroleptics. Although patterns of medication for nonassaul-
tive patients were not assessed, there is no doubt that neuroleptic use was
more widespread for the assaultive patients in this survey, given the diag-
nostic profiles of the two patient populations. In terms of diagnostic
categories one would expect to be associated with daily use of neuroleptics,
there was an increased proportion of nonparanoid schizophrenics among
the assaultive patients, but a decreased proportion of paranoid schizophren-
ics in the assaultive patient population. The proportion of schizophrenics of
all types was greater in the nonassaultive patient population. For psychotic
patients, the use of neuroleptics probably was justified, especially in light of
more younger patients in the assaultive population, with presumably more
dangerous assaultive behavior.

Most distressing is the daily use of neuroleptics for patients with mental
retardation and other nonpsychotic disorders. This raises questions of
whether neuroleptics were being used as an alternative to seclusion and
restraint for these patients and whether the risk of long-term side effects of
neuroleptics should be weighed against infringement of patient rights in the
form of seclusion and restraint. Certainly, the prudent and safe use of
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seclusion and restraint should be considered for nonpsychotic assaultive
patients and one should pay attention to other parameters of treatment,
including verbal and environmental ones.

Reflecting on the positive side of practice in these state hospitals, avoid-
ance of multiple neuroleptic use is in keeping with sound practice, and the
neuroleptics used alone were found to be effective.'*** The infrequent
routine use of minor tranquilizers and sedatives is also encouraging. Fur-
thermore, of the assaultive patients on medication, 80 percent were on daily
doses within or lower than the ranges suggested by the AMA Drug Evalua-
tions.

There were several indications that chlorpromazine may be the pre-
ferred drug for assaultive patients, in that patients on chlorpromazine were
in the lower-dose ranges, did not have increased need for various
emergency control measures, and yet did not differ from patients on other
neuroleptics in terms of general psychopathology, functioning, or side
effects. These trends deserve further controlled drug studies.
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