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Treating Aggression in Forensic
Psychiatric Settings
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Forensic psychiatric units are high-risk environments for aggressive behavior. Many elements are necessary for the
successful reduction or elimination of aggression in the process of creating a safe treatment environment. Many
specific interventions have been attempted over the years with various degrees of, usually limited, success. Tolisano
et al. present an integrated behavioral approach with solid theoretical underpinnings and opportunities to support
significant safety improvements for select patients, albeit with several caveats.
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A recent meta-analysis suggests that almost 20 per-
cent of patients on psychiatric units commit at least
one act of violence during their hospitalization1; fo-
rensic psychiatric units have rates almost twice that.2

Although some characteristics increase the actuarial
risk of inpatient violence (e.g., male gender, sub-
stance abuse disorders, and history of violence1), de-
veloping therapeutic models for the successful miti-
gation of violence to create safe and therapeutic
treatment environments remains a challenge, for
multiple reasons. The use and applicability of Posi-
tive Behavioral Support (PBS) 3,4 is embedded in this
context. To understand the applicability, potential
benefits, and limitations of PBS, I believe it is impor-
tant to understand its role among the many elements
needed to create and maintain a safe therapeutic en-
vironment. The domains I wish to address include
the milieu and physical plant, potential interven-
tions, and the use of quality improvement data.

Milieu

Forensic psychiatric units manage very complex
and potentially aggressive patients. In parallel with
efforts to reduce the use of force, whether by seclu-

sion or restraint, there has not been an equivalent
growth in the development and use of alternative
therapeutic interventions.5,6 Inpatient aggression has
increased over the years with significant patient-on-
patient and patient-on-staff attacks and injuries.
Simply telling someone to stop extreme self-
injurious or violent behaviors will not work when
the person is: too psychotic, agitated, or intoxicated;
does not have alternative coping skills to use other
than previously learned aggression; or is behaving
with clear malicious or predatory intent. The most
basic of these interventions include staff attitude,
staffing complement, and the availability of pro-
gram-oriented space.

The attitude of staff toward patients is founda-
tional to the creation of a therapeutic and safe envi-
ronment.7 Creating and maintaining such an atti-
tude requires substantial forethought and effort.8

Staff training in de-escalation, motivational inter-
viewing, and engagement and collaborative train-
ing to avoid the risk of staff splitting are all critical
elements to this process. That said, if there are not
enough staff to provide a safe environment, a ther-
apeutic attitude is very challenging to maintain.
What defines adequate staffing is an ongoing dis-
cussion and debate. Suffice it to say that adequate
staffing patterns should derive from an examina-
tion of the work that needs to be done and should
not be driven by how much money is available to
provide staffing.
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Adequate space designated for programming and
the design of the facility contribute to a therapeutic
environment. Having appropriate group space, con-
fidential therapy space, appropriate furniture, and an
easily monitored design are each important elements
of a safer inpatient environment.9

Prevention: Policy and Staff Training

Violence prevention requires coordinated and
comprehensive efforts. Institutional policy should
address each point along the pathway, clearly opera-
tionalizing expected staff actions and responsibilities.
First, it is important to have a risk assessment for
newly admitted patients, based on historical infor-
mation and initial assessment.10 Communication
among staff to share information learned and to co-
ordinate management and treatment is critical, as
well. Staff need training through both didactics and
experiential practice to develop a skill set for inter-
professional coordination and specific interventions.
The skills needed may include de-escalation training,
conflict resolution, active listening, and motivational
interviewing.

Early Intervention

The ideal time to address most potentially aggres-
sive patients is on admission. Clear goals, expecta-
tions, and consequences should be articulated in un-
derstandable terms. For new patients, we (as an
interdisciplinary profession) have generally devel-
oped the requisite skills for emergency intervention
when the patient is grossly psychotic, agitated, or
intoxicated: situations that usually arise in an
emergency department. Avoiding the need for
emergency intervention has proven to be more
problematic for us.

General Skills Training

Many situations present when the patient does not
have alternative coping skills to use other than ag-
gression or is behaving with clear malicious or pred-
atory intent. These cases may allow for many milieu-
oriented interventions, at least in milder or more
moderate cases. Training staff in crisis-intervention
techniques, de-escalation, and negotiation each has
been demonstrated to be effective in inpatient psy-
chiatric settings.11 The basics of having adequate
staffing, appropriate program and treatment space,
and a genuine therapeutic approach to care delivery

make a substantial difference in the risk and rate of
self-injurious behaviors and externally directed ag-
gression. These attitudinal and training shifts for
clinical and support staff are indeed critical for all
interventions designed to empower recovery for our
patients and to make the inpatient unit a safer and
more therapeutic environment.12

Structured Interventions

Over the past two decades, several cognitive be-
havioral therapies and skills-based interventions have
been developed and implemented in forensic psychi-
atric settings. For example, reasoning and rehabilita-
tion13 and dialectical behavior therapy14 have seen
use with various degrees of success in violence reduc-
tion. Other structured interventions have also found
support in forensic or correctional mental health set-
tings (e.g., Ref. 15). Each of these programmatic
plans shares a skills-based approach: empowering
participants to change their behavior to more proso-
cial forms by providing functional, achievable alter-
natives that teach in affirmative language what one
should do. In addition, mindfulness meditative
techniques have found application in forensic and
community inpatient settings.16 These approaches
have generally targeted patients who do not have
effective coping skills to use, other than aggres-
sion.

Psychopharmacology

The literature is replete with studies of psycho-
pharmacologic interventions targeting aggression.17

Although there are no medications with a federally
approved indication for aggression, many classes of
medication are used with various degrees of benefit.
Much of this is arguably related to the great hetero-
geneity of the underlying psychopathology and neu-
ropathology. Aggression associated with psychosis or
impulsivity is more likely amenable to medication
intervention, unlike to predatory violence.17 Never-
theless, careful consideration of the potential value of
medication-based intervention should be considered on
a case-by-case clinical basis.

High-Intensity Options

Behavior-management plans are a staple of man-
aging aggression, whether externally directed or self-
injurious, in residential, inpatient, and correctional
settings.18 Positive Behavioral Support (PBS) is a

Trestman

41Volume 45, Number 1, 2017



logical extension of a behavioral management plan
that brings multiple perspectives and resources to
bear on the most complex cases.3 As noted by Toli-
sano et al.,4 PBS incorporates ecological strategies,
specific programming, supportive strategies, and
planned reactions to events in a comprehensive func-
tional assessment. Effective implementation also re-
quires effective data collection, staff training, fidelity
to the plan, and active revision, as needed. Integral to
PBS is a behavioral consultation team that includes a
doctoral-level psychologist with specialized behav-
ioral training.

PBS is clearly intended for the small but very im-
portant number of patients who have not responded
to the standard armamentarium of interventions, in-
cluding the potential use of clozapine. It requires
sophisticated case formulation, understanding of
motivation, and extensive staff training, feedback,
and oversight on all shifts.

Critical Limitations of PBS

I see several limitations to the implementation and
sustainment of PBS in clinical settings. The first de-
rives from diagnosis and underlying pathophysiol-
ogy. It will not benefit those who are unable to
acquire new skills. This includes those patients
who are acutely psychotic, profoundly disinhib-
ited due to traumatic brain injury, or profoundly
intellectually impaired. It is also unlikely to bene-
fit those who are violent by choice: those who are
intentionally predatory.

PBS is very resource intensive. It requires a team
approach, sophisticated case formulation, and close
coordination among all staff across all three shifts and
weekends. It requires a commitment of funding,
oversight, and monitoring. In the real world of inpa-
tient forensic settings, such requirements may be dif-
ficult to initiate and more difficult to sustain.

Furthermore, PBS is unlikely to be of value in the
absence of a culture of safety reflected in extensive
staff training, a therapeutic milieu, risk screening,
conflict avoidance competence, and more general-
ized prosocial skills-training initiatives.

Quality Improvement Data

Does PBS work? That is ultimately a question an-
swered with data. It may work in one setting, but that
does not mean it will work equally well in another
setting, given potential differences in staff training,

case mix, physical plant, milieu, and all of the requi-
site predicates noted above. To determine benefit, it
is necessary for each site to implement a comprehen-
sive quality improvement process to track fidelity to
the process, assess each episode of aggression, and
monitor this effort in an interdisciplinary fashion
over time.19

Conclusion

Inpatient violence is an ongoing challenge that
threatens the safety of staff and patients and damages
treatment progress and the therapeutic milieu. PBS is
a potentially valuable addition to the clinical arma-
mentarium. However, PBS is a resource-intensive
component intended for the relatively few extreme
cases. Its greatest benefit is most likely to be found
when added to the fundamental policies, procedures,
therapies, interventions, and clinical skills that create
a safe therapeutic environment for patients and staff.
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5. Hui A, Middleton H, Völlm B: The uses of coercive measures in
forensic psychiatry: a literature review, in The Use of Coercive
Measures in Forensic Psychiatric Care. Edited by Vollm B, Ne-
dopil N. Springer International Publishing, 2016, pp 151–84

6. Knowles SF, Hearne J, Smith I: Physical restraint and the therapeutic
relationship. J Forensic Psychiatry Psychol 26:461–75, 2015

7. McAndrew S, Chambers M, Nolan F, et al: Measuring the evi-
dence: Reviewing the literature of the measurement of therapeutic
engagement in acute mental health inpatient wards. Int J Mental
Health Nursing 23:212–20, 2014

8. Espinosa L, Harris B, Frank J, et al: Milieu improvement, in Psychi-
atry Using Evidence-Based Practices: The Long and Winding Road
of Culture Change. Arch Psychiatr Nurs 29:202–7, 2015

9. Sheehan B, Burton E, Wood S, et al: Evaluating the built envi-
ronment in inpatient psychiatric wards. Psychiatr Serv 64:789–
95, 2013

10. Desmarais SL, Nicholls TL, Wilson CM, et al: Using dynamic risk
and protective factors to predict inpatient aggression: reliability and
validity of START assessments. Psychol Assess 24: 685–93, 2012

11. Hallett N, Huber JW, Sixsmith J, et al: Care planning for aggression
management in a specialist secure mental health service: an audit of
user involvement. Int J Mental Health Nursing 25:507–15, 2016

Commentary

42 The Journal of the American Academy of Psychiatry and the Law



12. Björkdahl A, Hansebo G, Palmstierna T: The influence of staff
training on the violence prevention and management climate in
psychiatric inpatient units. J Psychiatr Ment Health Nurs 20:
396–404, 2013

13. Cullen AE, Clarke AY, Kuipers E, et al: A multisite randomized
trial of a cognitive skills program for male mentally disordered
offenders: violence and antisocial behavior outcomes. J Consult
Clin Psychol 80:1114–21, 2012

14. Frazier SN, Vela J: Dialectical behavior therapy for the treatment
of anger and aggressive behavior: a review. Aggress Violent Behav
19:156–63, 2014

15. Kersten L, Cislo AM, Lynch M, et al: Evaluating START NOW:
A Skills-Based Psychotherapy for Inmates of Correctional Sys-
tems. Psychiatr Serv 67: 37–42, 2016

16. Fix RL, Fix ST: The effects of mindfulness-based treatments for
aggression: a critical review. Aggress Violent Behav 18: 219–27,
2013

17. Meyer JM, Cummings MA, Proctor G, et al: Psychopharmacol-
ogy of persistent violence and aggression. Psychiatr Clin N Am
39:541–56, 2016

18. Schmidt III H, Ivanoff AM: Behavior management plans, in The
Oxford Textbook of Correctional Psychiatry. Edited by Trestman
RL, Appelbaum KL, Metzner JL. Oxford University Press, Ox-
ford, UK. 2015, pp 286–292

19. Aarons GA, Hurlburt M, Horwitz SM: Advancing a conceptual
model of evidence-based practice implementation in public ser-
vice sectors. Admin Policy Mental Health Ment Health Serv Res
38:4–23, 2011

Trestman

43Volume 45, Number 1, 2017


