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Introduction

Violence and aggression arise from a complex interaction
of personal and environmental factors; however, treat-
ment of the violent or aggressive individual often proceeds
without an adequate consideration of the sources of the
patient’s threatening or violent behavior. Furthermore,
there are no recent published guidelines about how to
assess and treat violence in an inpatient forensic or state
hospital system, where most of the patients have diagnoses
of psychosis, especially schizophrenia. That is, most
published guidelines that discuss the treatment of violence
or aggression are focused on one particular diagnosis,
such as dementia, attention deficit hyperactivity disorder
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(ADHD), post-traumatic stress disorder (PTSD), trau-
matic brain injury (TBI), borderline personality disorder,
or intellectual disability."'* The published guidelines
that do address treatment of violent or aggressive
behaviors in a more general sense and across a variety
of diagnostic categories were all published nearly a
decade or more ago, the most recent being published in
2007."*17 Since the publication of these guidelines,
many advances in psychopharmacology have occurred,
not the least of which is the introduction of several
additional antipsychotic agents.

Recent research has also suggested that among
psychiatric inpatients, personal factors leading to aggres-
sion and violence commonly fall into several broad
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categories, including psychotic persecutory distortions of
reality, increased impulsivity, and antisocial (predatory)
personality features, with substance abuse and cognitive
impairment frequently playing aggravating comorbid
roles with the other domains.

Environmental factors may also exert significant
influences on the risk of aggressive or violent behavior.
‘While it is recognized that, in many patients, more than one
personal or environmental factor may be operative, it is the
aim of these guidelines to ask the clinician to generate a
data-driven hypothesis regarding the principal or proxi-
mate factors that promote the individual’s aggression or
violence, and then to provide a roadmap for the further
evaluation and treatment of the patient. These guidelines
make the assumption that a logical, step-wise process of
data collection, data analysis, and evidence-based treatment
will maximize the probability of resolving or ameliorating
the treated person’s risk of violent behavior."

These guidelines were written for a presumed clinical
environment in which, based on level of risk and probable
resistance to treatment, the patient may be moved to higher
or lower levels of secure care, from a regular hospital unit
to an enhanced treatment unit and then to less secure
treatment settings as the danger of violence and aggression
declines.> Tn order to ease the use of these guidelines in
clinical practice, they are presented in a bulleted format
with numerous tables and treatment algorithms (many
available in the online Supplemental Material).

¢ Determine type of aggression (psychotic, impulsive,
predatory) as well as environmental factors that may
exacerbate aggressive behaviors

¢ Actively monitor for and treat comorbid conditions
that may contribute to aggressive behavior, including
substance abuse

¢ Continually evaluate patients using violence risk
assessment tools

¢ Integrate psychosocial therapies into the treatment
plan for patients who are chronically aggressive

e Actively monitor therapeutic drug levels during
treatment

e Strongly consider using high dose antipsychotic
monotherapy or antipsychotic polypharmacy in
patients who are aggressive and violent

e Strongly consider clozapine for patients with persistent

aggression

Determine etiology of aggressive behavior

¢ Evaluate patient for causes of aggression®'
22-24

O Aggression type
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Psychotic>®
e Patient misunderstands or misinterprets
environmental stimuli
e Attributable to positive symptoms of
psychosis
0 Paranoid delusions of threat or
persecution
0 Command hallucinations
0 Grandiosity
® Accompanied by autonomic arousal
Impulsive
Hyper-reactivity to stimuli
Emotional hypersensitivity
Exaggerated threat perception
Involves no planning

Accompanied by autonomic arousal
Predatory>®

® Planned assaults

® Goal-directed

® Lack of remorse

® Autonomic arousal absent

Physical conditions that may contribute to

violence risk®’

Psychomotor agitation
Akathisia

Pain or physical discomfort
Delirium

Intoxication or withdrawal
Complex partial seizures
Sleep issues

Abnormal laboratory results that may contribute
to violence risk>®

Plasma glucose

Plasma calcium

White blood cell count to rule out sepsis
Infectious disease screens as clinically
indicated

Plasma sodium to rule out hyponatremia or
hypernatremia

Oxygen saturation as clinically indicated
Serum ammonia as clinically indicated
Thyroid status

Sedimentation rate if history of inflammatory
disease

Adverse medication effects

Extrapyramidal symptoms (EPS)

e Akathisia

® Dystonia

® Parkinsonism

Sedation

Orthostasis

Adverse anticonvulsant effects
® Ataxia

® Tremor

® (Cognitive impairment
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= Adverse lithium effects

Polyuria
Tremor
Cognitive impairment

®  Adverse beta blocker effects

Hypotension
Bronchospasm
Bradycardia

0 Environmental factors that may contribute to

violence risk?’

= Physical environment

30-32

Regulation of daily life/activities

0 Meals, medication, showers, etc. on a
fixed schedule

©  Personal choices about attire, food,
and leisure time are limited

o All actions supervised

Waiting in line required

Limited privacy

©  Shared bedrooms/bathrooms

Crowded communal areas

Conversely, constant monitoring and

structured activities may be beneficial for

decreasing violence

®  Treatment unit factors

= Staff factors

Younger age of unit population®**

Unsafe population mix*?

0 Unit population is unadjusted accord-
ing to violence risk, age, and diagnoses
of patients

Crowding®-36-3¢

: 39-44

Poor unit management

Unreliable schedules and routines

o Staff roles not clearly defined
©  Poor teamwork among staff
©  Absence of a committed and active

psychiatrist/leader

©  Poor therapeutic alliance between
patient and staff
Lack of therapeutic activities
Sensory overload from excessive
noise

Lack of a sense of community/therapeutic

community*®

35,43,44,46-49

Inexperienced staff

Shift and wunit staff assignments are

unadjusted for experience levels of
staff
Understaffing

High turnover of staff

Inadequate or improper staff training®*->!
Noncompliance with risk-reducing policies
and procedures

Overtime shifts
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® Lack of discipline for staff who show a
repetitive pattern of poor quality relation-
ships with patients

e Staff burnout (Supplemental Table 4)

= Institutional factors®

e Limited ability of staff to quickly access
risk-relevant patient information

e Lack of an effective crisis management
plan

e Poor management52
0 Failure to resolve conflicts among

staff members
0  Senior management absent from
treatment units
O Absence of a designated person in
charge of violence management
0  Incomplete or inaccurate written
policies related to aggression®”*?
0 Acceptance of risky current practices
® Lack of transfer options for patients who
are too dangerous to be housed in current
facility
= Schedule factors
¢ Unstructured activities
® Periods of transition, patient movement,

54-60

patient lines, high-volume patient-staff
interactions

Violence risk assessment

Areas of elevated social interaction and physical

proximity (eg, hallways)>®->%-¢!

Violence risk assessment should include a systematic

collection of patient information and documenting of

violence risk factors®*%?

Violence risk assessment should include both

O Validated violence risk assessments

0 Structured clinical judgment processes

Violence risk assessment should be conducted by a

credentialed mental health professional

o With specialized education and supervised train-
ing in the use and limitations of psychological
assessment instruments and structured clinical
judgment processes

© Who completes ongoing training to maintain
expertise in the use of violence risk assessments

Review prior history and assessments

Frequency of violence

Severity of violence

Patient factors associated with violence

Environmental factors associated with violence

Cause of latest decompensation

Comorbid factors associated with violence

O O O O O O

= Psychosis
= Substance abuse
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= Criminal thinking/psychopathy
=  Emotional instability
= Borderline personality disorder
= Intellectual disability
=  Traumatic brain injury
© Evaluate previous treatments and treatment
efficacy®
0 Review all incident reports, progress notes,
laboratory reports, prior psychological and
neuropsychological testing results, treatment
team documents, and court records
0 Include collateral reports of previous violence
incidents, if available
© Interview treatment team members and level-of-
care staff
0 Conduct a clinical interview with the patient
including a full mental status examination
e Supplementary assessment tools (Supplemental
Tables 1 and 2)
0 Structured professional judgment violence risk
assessment instruments
= Historical Clinical Risk Management-20
(HCR-20)%°
= Short-Term Assessment of Risk and Treat-
ability (START)®®
= Violence Risk Screening-10 (V-RISK-10)%"
o Psychopathy
= Psychopathy Checklist-Revised (PCL-R)®®
= Psychopathy Checklist-Short Version (PCL-SV)
O Actuarial violence risk assessment instruments
® Classification of Violence Risk (COVR)*’
= Violence Risk Appraisal Guide (VRAG)"*"!
= Violence Risk Scale (VRS)™
0 Observational rating scales and checklists
= Dynamic Appraisal of Situational Aggression
(DASA)2-73
= Staff Observation Aggression Scale-Revised
(SOAS-R)™
= Buss-Perry Aggression Questionnaire
= Brief Psychiatric Rating Scale (BPRS)
= Cohen-Mansfield Agitation Inventory (CMAI)
e If patient poses an immediate threat
0 Evaluate need for seclusion or restraint
= Clinical observation
= Clinical interview
= Use of rating scales (eg, DASA)

Treatment

e Treatment of acute agitation (Figure 1)

0 When possible, choose an antipsychotic that is
also being used as part of the primary treatment.
Available dose forms may limit this option

O Recent studies have suggested that additional
agents, such as midazolam and promethazine, may
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play adjunctive roles in controlling acute aggres-

sion and violence”"°

¢ Long-term treatment

o

Note that absence of any adverse effects despite

adequate plasma concentrations of antipsychotics

may reflect a need for higher-than-standard doses

to achieve adequate receptor occupancy (Tables 1

and 2)

A partial response (<20-30% on the Positive and

Negative Syndrome Scale [PANSS] or BPRS) with

minimal or no adverse effects argues for a higher-

dose trial of the present antipsychotic

Failure of 2 or more adequate trials of anti-

psychotics, with at least one being an atypical

antipsychotic, argues for a trial of clozapine

Tailor treatments to target specific symptoms that

may contribute to violence risk (Table 3 and

Figure 2)

There are a variety of pharmacokinetic and

drug-drug interaction effects of the anticonvul-

sants, lithium, and beta blockers that should be

considered™

= eg, phenytoin with zero-order kinetics

= eg, carbamazepine induces CYP450

= eg, angiotensin-converting enzyme inhibitors
and nonsteroidal anti-inflammatory drugs
(NSAIDS) raise lithium levels

= eg, nonselective beta-blockers are contraindi-
cated in asthma

A partial response (small decline in Barratt

Impulsiveness Scale [BIS-11]) with adequate

anticonvulsant plasma concentrations argues for

the addition of an anticonvulsant or other

medication with a mechanism of action distinct

from that of the primary treatment®*%?

Psychotic aggression

® Confirm that the patient’s violent and aggressive

behaviors arise primarily from psychosis

e}

Associated with a primary psychotic disorder

(Figure 3)>*

= Schizophrenia spectrum disorders

= Bipolar spectrum disorders

Associated with a major cognitive disorder

(Supplemental Figure 1)*71%-1

® Alzheimer’s disease®®

® Vascular dementia

® Major cognitive disorder with Lewy bodies

¢ Traumatic brain injury">

= Antipsychotics increase the risk of mortality

by 1.5- to 2-fold in elderly demented
patients but may be worthwhile if alter-
native choices to control agitation and

violence are ineffective®®-2°
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Treatment Algorithm for Acute Agitation 81,82

[ Patient is mildly agitated ] [ f

]

Need to avoid EPS

\

[Need to avoid orthostasis]
|

v 4

I !

Add IM Add oral or IM Add oral or IM Add oral Add oral or IM Add oral or IM
olanzapine || chlorpromazine Z|pras|done nspendone fluphenazine haloperidol

I

| l

Add lorazepam
2mg

Lorazepam
1-2mg

Add oral or IM hydroxyzine Add diphenhydramine
50-100 mg 25-50 mg

H

[ Patient stability improved F

Simplify PRN and STAT
treatment and eventually
discontinue

FIGURE 1. Treatment algorithm for acute agitation.

\_l

[ Patient stability NOT improved ]

Continue frequent PRN or STAT
medications and adjust primary
medication

TABLE 1. Dosing recommendations: conventional antipsychotics

Medication
(brand)

Recommended dose range

High-dosing recommendations

Recommended plasma
concentration

Long-acting depot
recommendations

Chlorpromazine

(Haldol, Serenace)

300-1000 mg/day

(Thorazine)

Fluphenazine 6-20 mg/day 20-60 mg/day
(Prolixin)

Haloperidol 6-40 mg/day 20-80 mg/day

Higher doses especially when
failing to respond to doses up

to 20 mg/day
Loxapine 30-100 mg/day
(Loxitane)
Perphenazine 12-64 mg/day
(Trilafon)
Thiothixene 15-50 mg/day
(Navane)
Trifluoperazine 15-50 mg/day
(Stelazine)

0.8-2.0 ng/mL

Up to 4.0 ng/mL may be required
5-20 ng/mL

Up to 30 ng/mL may be required

2-3 week depot available.

25-100 mg/14 days

4 week depot available.

200-300 mg/28 days after loading
with 200300 mg/weekly
times 3

See full prescribing information for details.

=  Periodically test whether antipsychotic
dose is required to maintain stability

= ]t is recommended that antipsychotics be
tapered and discontinued after major cogni-
tive disorders have stabilized or progressed
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® Note that, although no response by weeks 4-6 of
adequate to high-dose antipsychotic treatment portends
a poor outcome, many patients show ongoing improve-
ment for many weeks to months following a favorable,
albeit partial, response to early treatment®’
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TABLE 2. Dosing recommendations: atypical antipsychotics

Medication Recommended plasma Long-acting depot
(brand) Recommended dose range High-dosing recommendations concentration recommendations
Aripiprazole 10-30 mg/day Higher doses usually not more effective A-week depot available
(Abilify) and possibly less effective
Asenapine 10-20 mg/day High-dosing not well-studied No depot available
(Saphris)
Clozapine 150-450 mg/day FDA max 900 mg/day No depot available
(Clozaril) Doses >550 mg/day may require
concomitant anticonvulsant
administration to reduce
seizure risk
lloperidone 12-24 mg/day High-dosing not well-studied No depot available
(Fanapt)
Lurasidone 40-160 mg/day Efficacy of high-dosing (>160 mg/day) No depot available
(Latuda) Must be taken with food. not well-studied
Nightly administration
may improve tolerability
Olanzapine 10-30 mg/day 40-60 mg/day. Up to 90 mg/day 80-120 ng/mL 2- and 4-week depots available
(Zyprexa) for more difficult cases
Paliperidone ER 3-12 mg/day Max dose is generally 12 mg/day 4-week depot available
(Invega) 234 mg followed after 1 week by
156 mg then continuing at
117-234 mg/28 days
Quetiapine 300-750 mg/day Up to 1800 mg /day or more for No depot available
(Seroquel, SeroquelXR) difficult cases
Risperidone 2-8 mg/day FDA-approved up to 16 mg/day. 2-week depot available

(Risperdal) Very high doses are usually not
well-tolerated
Ziprasidone 80-160 mg/day Up to 360 mg/day for difficult cases

(Geodon) Must be taken with food

No depot available

See full prescribing information for details.

® Some patients may require higher than cited antipsy- = TBI (Supplemental Figure 8)'*

chotic plasma concentrations to achieve stabilization = Unknown origin (Supplemental Figure

(Tables 1 and 2) 9)81-62.117120

Strongly associated with substance use disorders

. . Past history of psychological trauma increases risk

Impulsive aggression . . . . i1
of impulsive aggression and is often comorbid with

® Confirm that patient’s violent and aggressive beha- substance use disorders and personality disorders

viors result primarily from impulsive aggression 0 For mood disorders, the goal of treatment is

0 Characterized by reactive or emotionally charged

response that has a loss of behavioral control and
failure to consider consequences

Associated with

= Schizophrenia spectrum disorders

= Cognitive disorders®®

= ADHD (Supplemental Figure 2
= Bipolar disorder (Supplemental Figure

)5,89

resolution of the mood symptoms, or improve-
ment to the point that only 1 or 2 symptoms of
mild intensity persist

= Resolution of psychosis is required for remission
For patients with mood disorders who do not
achieve remission, a reasonable goal is response
that entails stabilization of the patient’s safety and
substantial improvement in the number, intensity,

3)90-100 and frequency of mood (and psychotic) symptoms'*!
= Depressive disorders (Supplemental Figure

4 Predatory aggression
= Cluster B personality disorders (Supplemental y aEETESsIo

Figure 5)'%-116 ¢ Confirm that patient’s violent and aggressive behaviors
= Intermittent explosive disorder (Supplemental result primarily from predatory aggression

Figure 6)% ©  Purposeful, planned behavior that is associated

= PTSD (Supplemental Figure 7) with attainment of a goal

https://doi.org/10.1017/51092852914000376 Published online by Cambridge University Press
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TABLE 3. Dosing recommendations: other medications

Benzodiazepines

Beta blockers
Carbamazepine
(Tegretol, generic)

Diphenhydramine
(Benadryl)
Divalproex

Lamotrigine
(Lamictal, generic)
Lithium

(Eskalith, generic)

Oxcarbazepine
(Trileptal, generic)
Phenytoin
(Dilantin, generic)

(Depakote, DepakoteER, generic)

Various

Various
400-1200 mg/day

25-300 mg/day

750 mg/day up to 60 mg/kg/day BID or TID

Various

9002400 mg/day

12002400 mg/day

300-900 mg/day

SNRIs Various

SSRIs Various

TCAs Various
Topiramate 200-400 mg/day
(Topamax)

Trazodone 25-600 mg /day
(Oleptro, Desyrel, generic)

Zolpidem 5-10 mg/day
(Ambien)

Medication

(brand) Recommended dose range Dosing considerations

Bupropion 150-450 mg/day High risk of abuse in forensic settings
(Wellbutrin)

Dose clonazepam at 0.5-2.0 mg TID and then taper as patient stabilizes.
High risk of abuse in forensic settings

Target plasma concentration of 812 ng/mL. Recheck plasma concentration
for decrease due to autoinduction 4—6 weeks after initiating. May lower
plasma levels of other medications

May be loaded at 20-30 mg/kg, reaching steady state at around 3 days with
plasma concentrations of 80—120 mcg/mL

May be initiated at 600 mg/day and titrated by 300 mg every other day to
900-1800 mg/day. Once per day dosing spares renal function. Plasma
concentrations should be 0.6—1.2 mEq/L (up to 1.4 mEg/L in acute
mania). Lower doses for unipolar depression (900 mg/day with serum
levels of 0.6-0.9 mEg/L)

Less potent induction than carbamazepine, but may lower plasma levels of
other medications.

Zero-order kinetics make dosage increases result in dramatic increases in
plasma concentration. Desired range is 10-20 mcg/mL. May lower
plasma levels of other medications

Desipramine (150-300 ng/mL) and nortriptyline (50—150 ng/mL) are first
line TCAs for impulsive aggression associated with ADHD.

See full prescribing information for details.

© Some patients who engage in predatory acts
may have the constellation of personality traits
commonly known as psychopathy

Avoid countertransference reactions (Supplemental

Table 3)

Determine potential reasons for predatory aggres-

sion (Supplemental Table 4)°-68-70-122

Provide opportunities to attain acceptable goals using

social learning principles, differential reinforcement,

and cognitive restructuring (Figure 4)'**

Utilize the Risk-Need-Responsivity principles to

determine risk level, treatment needs, and the best

way to deliver and optimize treatment (Supplemental

Tables 5 and 6)

Regularly evaluate the progress of predatory aggres-

sion treatment (Supplemental Table 7)'2*

Consider using mood stabilizers, SSRIs, or other

antidepressants for persistent tension, explosive

anger, mood swings, and impulsivity
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While level of security and psychosocial interventions
remain the mainstays of addressing predatory violence,
preliminary data have suggested that clozapine also

may reduce such aggression and violence'>?

Psychosacial Interventions

It is often the case that when treating the violently

mentally ill, both medications and therapeutic inter-

ventions are needed in order to impact change

Pairing medication with appropriate psychosocial

interventions can impart new coping strategies and

increase medication adherence

Psychosocial interventions should also give weight to

the etiology of the aggression

0 Once an etiology has been identified, a behavioral
treatment must be further individualized based
on the patient’s needs, capabilities, and other
logistical limitations
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Adjunctive Medications for the Treatment of Symptoms That May Increase Risk

of Aggression 81-83

[ Despite primary treatment, patient shows continued symptoms of:

v v v
Suicidalit Negative Impulsivit
¥ symptoms P ¥

e Mood o :
[Irrltablhty ][ lability ] [ Agitation ][ Anxiety ]
l Insomnia I
Anticonvulsant ]l ' Clonazepam* l

Lamotrigine

| Lithium Ie [ Beta blocker*** ] J
Sedative****
SSRI**

Zolpidem Eszopiclone Hydroxyzine Diphenhydramine Trazodone
5-10 mg at 1-8 mg at 100 mg at 25-50 mg at 25-100 mg
bedtime bedtime bedtime bedtime at bedtime

*Avoid use in major cognitive disorders

**Avoid use in patients with suspected bipolar disorder. May increase irritability in patients
with TBI or autism. Avoid use of fluvoxamine with clozapine or olanzapine as fluvoxamine
may increase clozapine or olanzapine plasma concentrations.

***Propanolol is contraindicated in patients with asthma. Monitor blood pressure to avoid

hypotension.
***¥*Antihistamines may cause idiosyncratic excitation and agitation. Diphenhydramine, but

not hydroxyzine, will add to anticholinergic burden.

FIGURE 2. Adjunctive medications for the treatment of symptoms that may increase risk of aggression.

e Utilize the Risk-Need-Responsivity Model (Supple- 0 Need principle
mental Table 6)'2%-128 = Assessment of criminogenic needs

¢ In this context, criminogenic needs refer
to dynamic (treatable) risk factors that are
correlated with criminal behavior, and
when treated, reduce recidivism

O Risk principle
= Assessment of patient’s level of risk and
contributing factors to his or her aggressive

behavior
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-term Care of Patients With Psychotic Aggression 23

4-6 week trial of antipsychotic I

monotherapy at standard dose

treatment

nadequate

Obtain plasma drug level of antipsychotic ]

J

Plasma drug levels within therapeutic range

v
][

( J

Adverse effects absent ]

—

\[/_I

\V4

il
( J

Plasma drug levels below therapeutic range

Ensure treatment adherence
(consider using a long-acting depot
antipsychotic)

Switch to different
antipsychotic monotherapy

[ Adverse effects present

Possible pharmacodynamic failure (higher
dopamine D2 receptor occupancy required)

Possible pharmacoKinetic failure (rapid
hepatic metabolism or drug interactions with
hepatic inducers)

)

J

y

!

Clozapine monotherapy

(standard dose for adequate duration)

[ )

Conventional antipsychotic monotherapy
(standard dose for adequate duration)

High-dose antipsychotic
monotherapy

[ v

treatment
responss

Inadequate

[ Obtain plasma drug level of antipsychotic ]

[ Antipsychotic polypharmacy

Inadequate
treatment

Backto
antipsychotic
monotherapy

Obtain plasma drug
levels of both
antipsychotics

FIGURE 3. Antipsychotic treatment algorithm for long-term care of patients with psychotic aggression.

Provides specific targets for treatment to
reduce violence

Early antisocial behavior

Impulsive personality patterns

Negative criminal attitudes and values
Delinquent or criminal associates
Dysfunctional family relationships

Poor investment in school or work

Little involvement in legitimate leisure
pursuits

Substance abuse

Responsivity principle

= Individually tailor treatments to maximize

(¢]

the patient’s ability to learn from the

interventions
® Intervention is tailored toward the patient’s
0 Learning style
0 Motivation
o Abilities
O Strengths

e Offer high-standard training on de-escalation and
prevention strategies such as awareness of one’s
presence (body posture), content of speech, reflective
listening skills, negotiation, positive affirmation, and

offering an alternative solution

https://doi.org/10.1017/51092852914000376 Published online by Cambridge University Press

® Provide supportive and nonjudgmental briefing
sessions to staff who are involved in incidents to
discuss their subjective experience

Psychosocial interventions for psychotic aggression

q
e General factors'?’

0 Good communication is essential

O  Multiple and coordinated treatment approaches
should be used, including administrative, psycho-
social, and psychotropic approaches
A sufficient dose of the selected treatment should
be administered
Treatment integrity, including well-trained staff,
supportive administration, and well-coordinated
evaluation efforts, is vital
Treatment should be tailored to the individual
There should be a clear connection between risk
assessment and treatment
Specific interventions have some evidence for efficacy
in reducing violence associated with mental illness
0 Using cognitive behavioral methods

= Behavioral modification-reinforcement

® Unit and individual reinforcement

Group therapy
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Treatment Algorithm for Predatory Violence Due to Psychopathy 6°:68,70,122,123

Restructure perception
of triggering situations

Address the following schema \l/ 9| Teach self-control skills |
modes
Bu'le firm, y?t L) Develop if/then plans to
S Angry empathic, meaningful altes Habits
Protector relationships
Mode v
oee ‘J/ %| Differential reinforcement |
Train staff to
; Over-controller tolerate and _)| Structuredmilied |
Cornmng/ Mode accept certain
manipulative i
raits o .
Mode %| Cognitive restucturing |

FIGURE 4. Treatment algorithm for predatory aggression.

® UCognitive therapy for psychotic symptoms =

UAnger management that may seem punitive

| Clinical judgment and actuarial measures suggest a high likelihood of predatory violence despite treatment interventions
[ Conceptualize psychopathy using the Four-Factor Model ]
glib/ conning/ lack of callous lack of poor early behavior stimulation lack of
superficial manipulative remorse/guilt empathy behavior | _| problems |__seeking o responsibility
Vd X control A | N
Interpersonal Affective & Ihticocial parasitic Lifestyle
shallow o orientation lack of
. —_— ailure to revocation of isti
pathological M crandiose affect accept d't'l ] juvenile impulsivity realistic
lying self-worth il EOHEIEN delinquenc goals
responsibility release q y
[ [ [
Vi v 2
Schema Focused Individual Create opportunities in which | Behavioral Modification |
Psychotherapy personality traits are expressed R
Modlfy.mg: in constructive and pro-social _)| Aodelprosotalberavior |
Early maladaptive schemas ways
Maladaptive coping responses \l’
Schema modes %| Restucture cognition |

Mood
stabilizers

* Pharmacotherapy
may be useful for
poor behavioral
control, stimulation
seeking, and
impulsivity

Most experts caution against using methods

UTeaching cognitive and problem solving o Institutional approaches
skills = Total quality management®
0 Individual therapy .

= (Can use various approaches
= Focus on reality testing =
= Building alliance

0 Social learning =
= Modeling by staff leadership®!
o Social learning"*° .
= Teaching cognitive and problem solving skills environment
= Using behavioral methods = [Intrapsychic humanism
131,132

Anger management

Dialectical behavior therapy (DBT)'**

= Associated with reduction in severity but not
in frequency of violence in the mentally ill .

targeting them for intense treatment

Including rewarding good behavior and
changing the environment
Identifying the most aggressive individuals and

134

Social structures that provide strong clinical

A predictable, competent, interactive, trusting

135

Psychosocial interventions for impulsive aggression

The goal of treatment is to increase behavioral

136

population control and decrease emotional dysregulation
0 Seclusion o DBT?"138
= For up to 48 hours but not less than 4 hours m  Established as a validated treatment for

= It is worth noting that anecdotal evidence
suggests that some patients may respond to injurious behavior
preventative interventions, such as time-outs, o

or to shorter periods of seclusion o Positive coping
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0 Individual therapy: exploration of impulsive
episodes, coping, and triggers

0  Addressing complex aggressive behavior and
cognitive issues should be the target of treatment
o Recovery Inspired Skills Enhancement (RISE)
= Multifaceted neurocognitive and social cogni-
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0 Keeping in mind, treatment gains may be modest
or non-existent

0 Group therapy: anger management and social ® Treatments that address patients’ dynamic risk
skills factors through psychotherapy and structured milieu
Psychosocial interventions for impulsive aggression interventions are most effective
with a trauma component: ® Interventions to address maladaptive patterns of
O Past history of psychological trauma increases risk thinking and behavior'*®
of impulsive aggression and is often comorbid with © Reasoning and Rehabilitation (R&R)*'*"-158
substance use disorders and personality disorders © Enhanced Thinking Skills (ETS)"*"
0 Treatments that incorporate trauma-informed 0 Think First (TF)
strategies may be effective for impulsive e Psychotherapy'®’'¢>
aggression that is not responsive to other 0 May include theme-centered psychoeducation and
interventions'?-'4% process components
O Previous experiences of victimization often lead Modify antisocial attitudes
to difficulties in forming close relationships and Improve problem solving abilities and self-
ineffective coping strategies regulation
0 Special emphasis on safety and therapeutic Reduce resistance and impulsive lifestyles
alliance Focus on early maladaptive schemas, schema
0 May be incorporated into many existing treat- modes, and coping responses
ments, especially treatments for ongoing mood 0 Seek to increase the patient’s awareness of how
disorders or substance use disorders hostile thoughts, biases, and worldviews have
© In the case of trauma, be mindful of restraint contributed to his or her maladaptive behavior
conditions, which may re-traumatize o If the patient is particularly psychopathic, indivi-
0 Exposure therapy may be useful for aggression dual therapy may be contraindicated
stemming from PTSD or other traumatic e Milieu
experiences 0 Highly structured environment
More intensive and specialized treatment may be o Lack of access to dangerous materials
required for severely ill patients or those with chronic o Staff having strong boundaries is crucial
coping deficits or personality disorders 0 Increased  monitoring/externally  imposed
supervision
Psychosacial interventions for aggression due to cognitive - Came,ras . !
L = Hospital security officers
impairment . .
o Consider a rotation
® Psychosocial interventions for aggression due to ® Every interaction between the patients and a staff
cognitive impairment member should be considered an opportunity to
0 Cognitive impairment is found consistently reinforce pro-social behaviors and practice learned skills
in serious mental illness, especially schizo- ® Reinforce and model pro-social ways to achieve one’s
phrenia'*-1%! goals

Setting and Housing

tion training program for individuals with ® Make all efforts to preserve patients’ self-
psychiatric disorders and severe cognitive determination, autonomy, and dignity within the
needs and challenges treatment environment'®?

= Goal of RISE is to eliminate maladaptive ® Avoid seclusion, physical restraint, and sedation
behaviors that interfere with an individual’s when possible
recovery process and acquisition of skills 0 Finding the right balance is key
necessary for adaptive functioning = For instance, staff should not avoid the use of

restraint and seclusion to the point where the
L . . patient does not have to follow unit rules
Psychosocial interventions for predatory aggression .

Interventions that are tailored to the individual and

provided for a sufficient amount of time can result in

. 152-155
treatment gains
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Hospitalize patients in an enhanced treatment unit

(ETU) who have'®*

0 Recently committed/threatened acts of violence
or aggression that put others at risk of physical
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injury and cannot be managed in a standard
treatment setting
O Recurrent violent or aggressive behaviors that are
unresponsive to all therapeutic interventions
available in a standard treatment setting
= Review attempted interventions to ensure
that standard of care has been met
¢ Communicate with treating clinicians to
discuss past treatment plans
® Review medications to determine if phar-
macotherapy meets standard of care for
the identified disorders
e Review psychological assessments to
determine if the relevant assessments have
been attempted
® Review past psychological interventions,
including behavioral plans, group treatment
enrollment, and individual therapy progress
0 A high risk of violence that cannot be contained
in a standard treatment environment determined
by a violence risk assessment process in conjunc-
tion with clinical judgment
= The patient shows continued symptoms that
increase risk for violence despite standard care
= The patient refuses to engage in treatment
activities
= The patient refuses medication
= The patient possesses prominent risk factors
for violence
o0 Examples of violence or aggression that meet
criteria for ETU admission:
= One severe act of violence to staff or peers
that causes bodily injury
= Multiple acts of moderate physical violence
with the potential to cause injury
= A threat of significant violence (eg, “I'm
going to kill you!”) with a history of past
violence
= Threatening gestures or words (eg, raised fist,
slicing hand across throat) or words constituting
a threat of violence
= Intentional destruction of property to cause
intimidation, discomfort, pain, or humiliation
= Acts of sexualized violence or attempted
sexual violence
o Examples of behaviors that DO NOT meet criteria
for ETU admission:
= Nuisance behavior that is disruptive but does
not cause injury to peers or staff, or has little
foreseeable likelihood to result in injury
= Minor forms of injurious behavior unlikely to
cause substantial injury or permanent damage
= Sexual behavior that is consensual and
does not include an aggressive or violent
component
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= Destruction of property lacking intent or risk
of personal or interpersonal harm
= Inappropriate masturbation
® Discharge patients from ETU who meet all of these
criteria:
0 No evident risk of aggressive or violent behavior
as demonstrated by absence of:
= Serious rule violations
= Heightened risk factors for assaultive or
aggressive acts as determined by the violence
risk assessment process
= Threatening acts (eg, spitting, leering,
posturing to fight)
= Assaultive acts
= Intimidating acts
© Reasonable probability that the patient will be
able to maintain psychiatric stability in a less
structured environment and will continue to
participate in ongoing treatment
designed to reduce violence risk
= Based on documented treatment records includ-

activities

ing notes, treatment plans, and consultations
o Risk assessment indicates that the patient’s

current risk for aggression on a standard treat-

ment unit or in a less structured environment is

no longer elevated

= The risk assessment process should include
objective inpatient violence risk factors

= Underlying risk factors that contributed to
elevated violence risk and placement in the
ETU have been mitigated

Conclusion

In conclusion, the task before clinicians who treat violent
mentally ill patients is great. We are challenged to help
these individuals by whatever means necessary, while at
the same time working within the practical restrictions of
a hospital setting. The above guidelines will hopefully
provide assistance with this task, and can be used as a
reference. It is important to remember that many of our
patients do not wish to harm others; they are simply
struggling to hold themselves together, day in and day
out, and it is our duty to help them achieve their highest
potential. We must make every attempt to keep all those
at our hospitals safe—patients and staff alike. Our
concluding thought is to remember that our efforts
matter; that by using science, and the best tools available,
we can change the course of a life.

SUPPLEMENTARY MATERIAL

To view supplementary material for this
article, please visit http://dx.doi.org/10.1017/
51092852914000376.


http://dx.doi.org/10.1017/S1092852914000376
http://dx.doi.org/10.1017/S1092852914000376
https://doi.org/10.1017/S1092852914000376

Disclosures

Debbi Ann Morrissette has nothing to disclose.
Marie Cugini Schur has nothing to disclose.
Jonathan Meyer has the following disclosures:

- BMS, Speaker, Speaker’s fee

- Genentech, Speaker, Speaker’s fee

- Genentech, Advisor, Honoraria

- Otsuka, Speaker, Speaker’s fee

- Sunovion, Speaker, Speaker’s fee
Eric Schwartz has nothing to disclose.
Susan Velasquez has nothing to disclose.
Darci Delgado has nothing to disclose.
Laura Dardashti has nothing to disclose.
Katherine Warburton has nothing to disclose.
George Proctor has nothing to disclose.
Michael Cummings has nothing to disclose.
Jennifer O’Day has nothing to disclose.
Charles Broderick has nothing to disclose.
Allen Azizian has nothing to disclose.
Benjamin Rose has nothing to disclose.
Shannon Bader has nothing to disclose.

Stephen M. Stahl, MD, PhD is an Adjunct Professor
of Psychiatry at the University of California, San
Diego School of Medicine, Honorary Visiting Senior
Fellow at the University of Cambridge, UK and
Director of Psychopharmacology for California
Department of State Hospitals. Over the past 12
months (March 2013-April 2014) Dr. Stahl has served
as a Consultant for Astra Zeneca, Avanir, Biomarin,
Envivo, Forest, Jazz, Lundbeck, Neuronetics,
Noveida, Orexigen, Otsuka, PamLabs, Servier, Shire,
Sunovion, Taisho, Takeda and Trius; he is a board
member of RCT Logic and GenoMind; on the
Speakers Bureau for Astra Zeneca, Janssen, Otsuka,
Sunovion and Takeda and he has received research
and/or grant support from AssureX, Eli Lilly, EnVivo,
Janssen, JayMac, Jazz, Lundbeck, Mylan, Neuro-
netics, Novartis, Otsuka, Pamlabs, Pfizer, Roche,
Shire, Sunovion, Takeda, Teva and Valeant.

REFERENCES:

1. Diaz-Marsa M, Gonzalez Bardanca S, Tajima K, Garcia-Albea J,
Navas M, Carrasco JL. Psychopharmacological treatment in
borderline personality disorder. Actas Esp Psiquiatr. 2008; 36(1):
39-49.

2. Buscema CA, Abbasi QA, Barry DJ, Lauve TH. An algorithm for the
treatment of schizophrenia in the correctional setting: the Forensic
Algorithm Project. J Clin Psychiatry. 2000; 61(10): 767-783.

3. Castle D, Daniel J, Knott J, Fielding J, Goh J, Singh B. Development
of clinical guidelines for the pharmacological management of
behavioural disturbance and aggression in people with psychosis.
Australas Psychiatry. 2005; 13(3): 247-252.

4. Herrmann N, Lanct6t KL, Hogan DB. Pharmacological

recommendations for the symptomatic treatment of dementia: the

https://doi.org/10.1017/51092852914000376 Published online by Cambridge University Press

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

CAL-VAT GUIDELINES 461

Canadian Consensus Conference on the Diagnosis and Treatment of
Dementia 2012. Alzheimers Res Ther. 2013; 5(Suppl 1): S5.

. List BA, Barzman DH. Evidence-based recommendations for the

treatment of aggression in pediatric patients with attention deficit
hyperactivity disorder. Psychiatr Q. 2011; 82(1): 33-42.

. Morana HC, Camara FP. International guidelines for the

management of personality disorders. Curr Opin Psychiatry. 2006;
19(5): 539-543.

. Oliver-Africano P, Murphy D, Tyrer P. Aggressive behaviour in

adults with intellectual disability: defining the role of drug
treatment. C/NS Drugs. 2009; 23(11): 903-913.

. Taft CT, Creech SK, Kachadourian L. Assessment and treatment of

posttraumatic anger and aggression: a review. / Rehabil Res Dev.
2012; 49(5): 777-788.

. Tyrer P, Seivewright N. Pharmacological treatment of personality

disorders. Clin Neuropharmacol. 1988; 11(6): 493-499.

Vickland V, Chilko N, Draper B, Low LF, O’Connor D, Brodaty H.
Individualized guidelines for the management of aggression in
dementia—Part 2: appraisal of current guidelines. /nz Psychogeriatr.
2012; 24(7): 1125-1132.

Vickland V, Chilko N, Draper B, Low LF, O’Connor D, Brodaty H.
Individualized guidelines for the management of aggression in
dementia—Part 1: key concepts. Int Psychogeriatr. 2012; 24(7):
1112-1124.

‘Warden DL, Gordon B, McAllister TW, ez al. Guidelines for the
pharmacologic treatment of neurobehavioral sequelae of traumatic
brain injury. J Neurotrauma. 2006; 23(10): 1468-1501.

Allen MH. Currier GW, Hughes DH, Docherty JP, Carpenter D,
Ross R. Treatment of behavioral emergencies: a summary of the
expert consensus guidelines. / Psychiatr Pract. 2003; 9(1): 16-38.
Fava M. Psychopharmacologic treatment of pathologic aggression.
Psychiatr Clin North Am. 1997; 20(2): 427-451.

Sheard MH. Clinical pharmacology of aggressive behavior. Clin
Neuropharmacol. 1988; 11(6): 483-492.

Tardiff K. The current state of psychiatry in the treatment of violent
patients. Arch Gen Psychiatry. 1992; 49(6): 493-499.

Wong SC, Gordon A, Gu D. Assessment and treatment of violence-
prone forensic clients: an integrated approach. Br J Psychiatry
Suppl. 2007; 49: s66-s74.

Dack C, Ross J, Papadopoulos C, Stewart D, Bowers L. A review and
meta-analysis of the patient factors associated with psychiatric
in-patient aggression. Acta Psychiatr Scand. 2013; 127(4): 255-268.
Howland RH. Limitations of evidence in the practice of evidence-
based medicine. J Psychosoc Nurs Ment Health Serv. 2007; 45(11):
13-16.

Kennedy HG. Therapeutic uses of security: mapping forensic mental
health services by stratifying risk. Advances in Psychiatric
Treatment. 2002; 8(6): 433-443.

Vaaler AE, Iversen VC, Morken G, Flovig JC, Palmstierna T,
Linaker OM. Short-term prediction of threatening and violent
behaviour in an acute psychiatric intensive care unit based

on patient and environment characteristics. BMC Psychiatry. 2011;
11: 44.

Bandura A. Psychological mechanisms of aggression. In: Geen RG,
Donnerstein El, eds. Aggression: Theoretical and Empirical
Reviews—Vol 1, Theoretical and Methodological Issues. New York:
Academic Press; 1983: 1-40.

Berkowitz L. Aggression: Its Causes, Consequences, and Control.
New York: McGraw-Hill Higher Education; 1993.

Hemphill JF, Hare RD, Wong S. Psychopathy and recidivism: a
review. Legal and Criminological Psychology. 1998; 3(1): 139-170.
Volavka J, Citrome L. Pathways to aggression in schizophrenia affect
results of treatment. Sciizophr Bull. 2011; 37(5): 921-929.

Hare RD, Neumann CS. Psychopathy as a clinical and empirical
construct. Annu Rev Clin Psychol. 2008; 4: 217-246.


https://doi.org/10.1017/S1092852914000376

462 S. M. STAHL ET AL.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

Hankin CS, Bronstone A, Koran LM. Agitation in the inpatient
psychiatric setting: a review of clinical presentation, burden, and
treatment. / Psychiatr Pract. 2011; 17(3): 170-185.

Joshi A, Krishnamurthy VB, Purichia H, Hollar-Wilt L, Bixler E,
Rapp M. “What’s in a name?” Delirium by any other name would be
as deadly: a review of the nature of delirium consultations.

J Psychiatr Pract. 2012; 18(6): 413-418.

Wortley R. Situational Prison Control: Crime Prevention in
Correctional Institutions. Cambridge, UK: Cambridge University
Press; 2002.

Gadon L, Johnstone L, Cooke D. Situational variables and
institutional violence: a systematic review of the literature.

Clin Psychol Rev. 2006; 26(5): 515-534.

Baldwin S. Effects of furniture rearrangement on the atmosphere of
wards in a maximum-security hospital. Hosp Community Psychiatry.
1985; 36(5): 525-528.

Zaslove MO, Beal M, McKinney RE. Changes in behaviors of
inpatients after a ban on the sale of caffeinated drinks. Hosp
Community Psychiatry. 1991; 42(1): 84-85.

Ekland-Olson S, Barrick DM, Cohen LE. Prison overcrowding and
disciplinary problems: an analysis of the Texas prison system.
Journal of Applied Behavioral Science. 1983; 19(2): 163-192.
Mabli J, Holley C, Patrick J, Walls J. Age and prison violence:
increasing age heterogeneity as a violence-reducing strategy in
prisons. Criminal Justice and Behavior. 1979; 6(2): 175-186.
Cooke DJ, Wozniak E. PRISM applied to a critical incident review: a
case study of the Glendairy prison riot and its aftermath in Barbados.
International Journal of Forensic Mental Health. 2010; 9(3):
159-172.

Ekland-Olson S. Crowding, social control, and prison violence:
evidence from the post-Ruiz years in Texas. Law & Society Review.
1986; 20(3): 389-421.

Lester D. Overcrowding in prisons and rates of suicide and homicide.
Percept Mot Skills. 1990; 71(1): 274.

Palmstierna T, Huitfeldt B, Wistedt B. The relationship of crowding
and aggressive behavior on a psychiatric intensive care unit. Hosp
Community Psychiatry. 1991; 42(12): 1237-1240.

Flannery RB Jr, Hanson MA, Penk WE, Flannery GJ. Violence

and the lax milieu? Preliminary data. Psychiatr Q. 1996; 67(1):
47-50.

Morrison E, Morman G, Bonner G, Taylor C, Abraham I, Lathan L.
Reducing staff injuries and violence in a forensic psychiatric setting.
Arch Psychiatr Nurs. 2002; 16(3): 108-117.

Katz P, Kirkland FR. Violence and social structure on mental
hospital wards. Psychiatry. 1990; 53(3): 262-277.

Flannery RB Jr. Precipitants to psychiatric patient assaults on staff:
review of empirical findings, 1990-2003, and risk management
implications. Psychiatr Q. 2005; 76(4): 317-326.

Flannery RB Jr, Hanson MA, Penk WE. Risk factors for psychiatric
inpatient assaults on staff. Journal of Mental Health Administration.
1994; 21(1): 24-31.

Flannery RB, Staffieri A, Hildum S, Walker AP. The violence triad
and common single precipitants to psychiatric patient assaults on
staff: 16-year analysis of the Assaulted Staff Action Program.
Psychiatr Q. 2011; 82(2): 85-93.

Mistral W, Hall A, McKee P. Using therapeutic community
principles to improve the functioning of a high care psychiatric ward
in the UK. Int ] Ment Health Nurs. 2002; 11(1): 10-17.

Flannery RB Jr, White DL, Flannery GJ, Walker AP. Time of
psychiatric patient assaults: fifteen-year analysis of the Assaulted
Staff Action Program (ASAP). Int ] Emerg Ment Health. 2007; 9(2):
89-95.

Davies W, Burgess PW. Prison officers’ experience as a predictor of
risk of attack: an analysis within the British prison system. Medicine,
Science and the Law. 1988; 28(2): 135-138.

https://doi.org/10.1017/51092852914000376 Published online by Cambridge University Press

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

Hamadeh RR, Al Alaiwat B, Al Ansari A. Assaults and nonpatient-
induced injuries among psychiatric nursing staff in Bahrain. Issues
Ment Health Nurs. 2003; 24(4): 409-417.

‘Webster CD, Nicholls TD, Martin ML, Desmarais SL, Brink J. Short-
Term Assessment of Risk and Treatability (START): the case for a
new structured professional judgment scheme. Behav Sci Law.
2006; 24(6): 747-766.

Stewart D, Van der Merwe M, Bowers L, Simpson A, Jones J.

A review of interventions to reduce mechanical restraint and
seclusion among adult psychiatric inpatients. Issues Ment Health
Nurs. 2010; 31(6): 413-424.

Bowers L, Stewart D, Papadopoulos C, et al. Inpatient Violence and
Aggression: A Literature Review. Report from the Conflict and
Containment Reduction Research Programme London: Institute of
Psychiatry, King’s College London; 2011.

Reisig MD. Administrative control and inmate homicide. Homicide
Studies. 2002; 6(1): 84-103.

Templeton L, Gray S, Topping J. Seclusion: changes in policy and
practice on an acute psychiatric unit. Journal of Mental Health.
1998; 7(2): 199-202.

Jayewardene CH, Doherty P. Individual violence in Canadian
penitentiaries. Canadian Journal of Criminology. 1985; 27(4):
429-439.

Porporino FJ, Doherty PD, Sawatsky T. Characteristics of homicide
victims and victimizations in prisons: a Canadian historical
perspective. International Journal of Offender Therapy and
Comparative Criminology. 1987; 31(2): 125-136.

Bader S, Evans SE, Welsh E. Aggression among psychiatric
inpatients: the relationship between time, place, victims, and
severity ratings. / Am Psychiatr Nurses Assoc. 2014; 20(3): 179-186.
Grainger C, Whiteford H. Assault on staff in psychiatric hospitals: a
safety issue. Aust N Z J Psychiatry. 1993; 27(2): 324-328.
Hodgkinson PE, Mclvor L, Phillips M. Patient assaults on staff in a
psychiatric hospital: a two-year retrospective study. Medicine,
Science, and the Law. 1985; 25(4): 288-294.

‘Weizmann-Henelius G. Suutala HJO. Violence in a Finnish forensic
psychiatric hospital. Nord J Psychiatry. 2000; 54(4): 269-273.
Hunter ME, Love CC. Total quality management and the reduction
of inpatient violence and costs in a forensic psychiatric hospital.
Psychiatr Serv. 1996; 47(7): 751-754.

Harris GT, Varney G. A ten-year study of assaults and assaulters on a
maximum security psychiatric unit. Journal of Interpersonal
Violence. 1986; 1(2): 173-191.

Heilbrun K, Lander T. Forensic mental heath assessment. In:
Spielberger C, ed. Encyclopedia of Applied Psychology, Vol 2.

New York: Elsevier Academic Press; 2004: 29-42.

Maden A. Treating Violence: A Guide to Risk Management in Mental
Health. New York: Oxford University Press; 2007.

Lopez LV, Kane JM. Plasma levels of second-generation
antipsychotics and clinical response in acute psychosis: a review of
the literature. Schizophr Res. 2013; 147(2-3): 368-374.

Douglas KS, Hart SD, Webster CD, Belfrage H. HCR-20V'3:
Assessing risk of violence—User guide. Burnaby, Canada: Mental
Health, Law, and Policy Institute, Simon Fraser University; 2013.
‘Webster CD, Martin ML, Brink J, Nicholls TD, Desmarais SL.
Manual for the Short-Term Assessment of Risk and Treatability
(START) (Version 1.1). Port Coquitlam, BC, Canada: Forensic
Psychiatric Services Commission and St. Joseph’s Healthcare; 2009.
Bjerkly S, Hartvig P, Heggen FA, Brauer H, Moger TA. Development
of a brief screen for violence risk (V-RISK-10) in acute and general
psychiatry: an introduction with emphasis on findings from a
naturalistic test of interrater reliability. Eur Psychiatry. 2009; 24(6):
388-394.

Hare RD. Manual for the Revised Psychopathy Checklist, 2nd ed.
Toronto: Multi-Health Systems; 2003.


https://doi.org/10.1017/S1092852914000376

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

Monahan J, Steadman HJ, Robbins PC, ez a/. An actuarial model of
violence risk assessment for persons with mental disorders.
Psychiatr Serv. 2005; 56(7): 810-815.

Dolan M, Fullam R, Logan C, Davies G. The Violence Risk Scale Second
Edition (VRS-2) as a predictor of institutional violence in a British
forensic inpatient sample. Psychiatry Res. 2008; 158(1): 55-65.
Quinsey VL, Harris GT, Rice ME, Cormier CA. Violent Offenders:
Appraising and Managing Risk. Washington, DC: American
Psychological Association; 1998.

Wong S, Gordon A. The Violence Risk Scale. Saskatchewan, Canada:
Research Unit, Regional Psychiatric Centre, Saskatoon; 2000.
Ogloff JRP, Daffern M. The Dynamic Appraisal of Situational
Aggression: an instrument to assess risk for imminent aggression in
psychiatric inpatients. Behav Sci Law. 2006; 24(6): 799-813.
Nijman HLI, Muris P, Merckelbach HLG], et al. The staff
observation aggression scale-revised (SOAS-R). Aggressive
Behavior. 1999; 25(3): 197-209.

Marder SR. A review of agitation in mental illness: treatment
guidelines and current therapies. / Clin Psychiatry. 2006;
67(Suppl 10): 13-21.

National Institute for Health and Clinical Excellence. Violence:

The Short-Term Management of Disturbed/Violent Behaviour in
In-Patient Psychiatric Settings and Emergency Departments.
London: Royal College of Nursing; 2005.

Huf G, Alexander J, Allen MH, Raveendran NS. Haloperidol plus
promethazine for psychosis-induced aggression. Cochrane Database
Syst Rev. 2009; (3): CD005146.

Huf G, Coutinho ES, Adams CE. Rapid tranquillisation in
psychiatric emergency settings in Brazil: pragmatic randomised
controlled trial of intramuscular haloperidol versus intramuscular
haloperidol plus promethazine. BMJ. 2007; 335(7625): 869.
Raveendran NS, Tharyan P, Alexander J, Adams CE. Rapid
tranquillisation in psychiatric emergency settings in India:
pragmatic randomised controlled trial of intramuscular olanzapine
versus intramuscular haloperidol plus promethazine. BMJ. 2007;
335(7625): 865.

Nobay F, Simon BC, Levitt MA, Dresden GM. A prospective, double-
blind, randomized trial of midazolam versus haloperidol versus
lorazepam in the chemical restraint of violent and severely agitated
patients. Acad Emerg Med. 2004; 11(7): 744-749.

Silver JM, Yudofsky SC, Slater JA, et al. Propranolol treatment of
chronically hospitalized aggressive patients. J Neuropsychiatry Clin
Neurosci. 1999; 11(3): 328-335.

Stanford MS, Anderson NE, Lake SL, Baldridge RM. Pharmacologic
treatment of impulsive aggression with antiepileptic drugs. Curr
Treat Options Neurol. 2009; 11(5): 383-390.

Stanford MS, Mathias CW, Dougherty DM, Lake SL, Anderson NE,
Patton JH. Fifty years of the Barratt Impulsiveness Scale: an update
and review. Personality and Individual Differences. 2009; 47(5):
385-395.

Azermai M, Petrovic M, Elseviers MM, Bourgeois J, Van Bortel LM,
Vander Stichele RH. Systematic appraisal of dementia guidelines for
the management of behavioural and psychological symptoms.
Ageing Res Rev. 2012; 11(1): 78-86.

Langballe EM, Engdahl B, Nordeng H, Ballard C, Aarsland D,
Selbzk G. Short- and long-term mortality risk associated with

the use of antipsychotics among 26,940 dementia outpatients:

a population-based study. Am J Geriatr Psychiatry. 2014; 22(4):
321-331.

Ballard C, Corbett A. Agitation and aggression in people with
Alzheimer’s disease. Curr Opin Psychiatry. 2013; 26(3): 252-259.
Ruberg SJ, Chen L, Stauffer V, ez a/. Identification of early changes
in specific symptoms that predict longer-term response to atypical
antipsychotics in the treatment of patients with schizophrenia. BMC
Psychiatry. 2011; 11: 23.

https://doi.org/10.1017/51092852914000376 Published online by Cambridge University Press

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

CAL-VAT GUIDELINES 463

Tombaugh TN. Trail Making Test A and B: normative data stratified
by age and education. Arch Clin Neuropsychol. 2004; 19(2):
203-214.
Erhardt D, Epstein JN, Conners CK, Parker JDA, Sitarenios G.
Self-ratings of ADHD symptoms in adults II: reliability, validity, and
diagnostic sensitivity. Journal of Attention Disorders. 1999; 3(3):
153-158.
Ketter TA. Monotherapy versus combined treatment with second-
generation antipsychotics in bipolar disorder. / Clin Psychiatry.
2008; 69(Suppl 5): 9-15.
Yatham LN, Grossman F, Augustyns I, Vieta E, Ravindran A. Mood
stabilisers plus risperidone or placebo in the treatment of acute
mania: international, double-blind, randomised controlled trial.
[Erratum appears in Br J Psychiatry. 2003;182:369]. Br J
Psychiatry. 2003; 182(2): 141-147.
Keck PE Jr. The role of second-generation antipsychotic
monotherapy in the rapid control of acute bipolar mania. / Clin
Psychiatry.. 2005; 66(Suppl 3): 5-11.
Swann AC, Bowden CL, Calabrese JR, Dilsaver SC, Morris DD.
Differential effect of number of previous episodes of affective
disorder on response to lithium or divalproex in acute mania. Am J
Psychiatry. 1999; 156(8): 1264-1266.
Bauer M, Berghofer A, Bschor T, ez al. Supraphysiological doses of
L-thyroxine in the maintenance treatment of prophylaxis-resistant
affective disorders. Neuropsychopharmacology. 2002; 27(4):
620-628.
Kupka RW. Treatment options for rapid cycling bipolar disorder.
Clinical Approaches in Bipolar Disorders. 2006; 5(1): 22-29.
Calabrese JR, Kimmel SE, Woyshville M], ez a/. Clozapine for
treatment-refractory mania. Am J Psychiatry. 1996; 153(6):
759-764.
Green Al, Tohen M, Patel JK, ez al. Clozapine in the treatment of
refractory psychotic mania. Am J Psychiatry. 2000; 157(6):
982-986.
Suppes T, Ozcan ME, Carmody T. Response to clozapine of rapid
cycling versus non-cycling patients with a history of mania. Bipolar
Disord. 2004; 6(4): 329-332.
Suppes T, Webb A, Paul B, Carmody T, Kraemer H, Rush AJ.
Clinical outcome in a randomized 1-year trial of clozapine versus
treatment as usual for patients with treatment-resistant illness and a
history of mania. Am J Psychiatry. 1999; 156(8): 1164-1169.
Grunze H, Vieta E, Goodwin GM, ez al. The World Federation of
Societies of Biological Psychiatry (WFSBP) guidelines for the
biological treatment of bipolar disorders: update 2009 on the
treatment of acute mania. [Erratum appears in World J Biol
Psychiatry. 2009;10(3):255. Note: Dosage error in article text].
World ] Biol Psychiatry. 2009; 10(2): 85-116.
Osterberg L, Blaschke T. Adherence to medication. NV Engl ] Med.
2005; 353(5): 487-497.
Bauer M, Adli M, Bschor T, ez a/. Lithium’s emerging role in the
treatment of refractory major depressive episodes: augmentation of
antidepressants. Neuropsychobiology. 2010; 62(1): 36-42.
Bauer M, Forsthoff A, Baethge C, ez al. Lithium augmentation
therapy in refractory depression—update 2002. Eur Arch
Psychiatry Clin Neurosci. 2003; 253(3): 132-139.
Crossley NA, Bauer M. Acceleration and augmentation of
antidepressants with lithium for depressive disorders: two meta-
analyses of randomized, placebo-controlled trials. / Clin
Psychiatry. 2007; 68(6): 935-940.
Joffe RT, Singer W, Levitt AJ, MacDonald C. A placebo-controlled
comparison of lithium and triiodothyronine augmentation of
tricyclic antidepressants in unipolar refractory depression. Arck
Gen Psychiatry. 1993; 50(5): 387-393.
Nierenberg AA, Fava M, Trivedi MH, ez a/. A comparison of lithium

and T(3) augmentation following two failed medication treatments


https://doi.org/10.1017/S1092852914000376

464

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

S. M. STAHL ET AL.

for depression: a STAR*D report. Am J Psychiatry. 2006; 163(9):
1519-1530; quiz 1665.

Komossa K, Depping AM, Gaudchau A, Kissling W, Leucht S.
Second-generation antipsychotics for major depressive disorder
and dysthymia. Cochrane Database Syst Rev. 2010: 12, CD008121.
Nelson JC, Papakostas GI. Atypical antipsychotic augmentation in
major depressive disorder: a meta-analysis of placebo-controlled
randomized trials. Am J Psychiatry. 2009; 166(9): 980-991.

Lam RW, Kennedy SH, Grigoriadis S, ez a/. Canadian Network for
Mood and Anxiety Treatments (CANMAT) clinical guidelines for
the management of major depressive disorder in adults. IIL.
Pharmacotherapy. / Affect Disord. 2009; 117(Suppl 1): S26-543.
Kho KH, van Vreeswijk MF, Simpson S, Zwinderman AH. A meta-
analysis of electroconvulsive therapy efficacy in depression. / ECT.
2003; 19(3): 139-147.

National Collaborating Centre for Mental Health. The Treatment
and Management of Depression in Adults. Updated ed. London:
The British Psychological Society and The Royal College of
Psychiatrists; 2010.

Pagnin D, de Queiroz V, Pini S, Cassano GB. Efficacy of ECT in
depression: a meta-analytic review. / ECT. 2004; 20(1): 13-20.
Spijker J, Nolen WA. An algorithm for the pharmacological
treatment of depression. Acta Psychiatr Scand. 2010; 121(3):
180-189.

UK ECT Review Group. Efficacy and safety of electroconvulsive
therapy in depressive disorders: a systematic review and
meta-analysis. Lancet. 2003; 361(9360): 799-808.

Jones RM, Arlidge J, Gillham R, Reagu S, van den Bree M, Taylor
PJ. Efficacy of mood stabilisers in the treatment of impulsive or
repetitive aggression: systematic review and meta-analysis. Br J
Psychiatry. 2011; 198(2): 93-98.

Frogley C, Anagnostakis K, Mitchell S, ez al. A case series of
clozapine for borderline personality disorder. Ann Clin Psychiatry.
2013; 25(2): 125-134.

Butler T, Schofield PW, Greenberg D, ez al. Reducing impulsivity in
repeat violent offenders: an open label trial of a selective serotonin
reuptake inhibitor. Aust N Z J Psychiatry. 2010; 44(12):
1137-1143.

Huband N, Ferriter M, Nathan R, Jones H. Antiepileptics for
aggression and associated impulsivity. Cochrane Database Syst
Rev. 2010; 17(2): CD003499.

Mattes JA. Medications for aggressiveness in prison: focus on
oxcarbazepine. / Am Acad Psychiatry Law. 2012; 40(2): 234-238.
Takahashi A, Quadros IM, de Almeida RM, Miczek KA. Brain
serotonin receptors and transporters: initiation vs. termination of
escalated aggression. Psychopharmacology (Berl). 2011; 213(2-3):
183-212.

Young RC, Biggs JT, Ziegler VE, Meyer DA. A rating scale for
mania: reliability, validity and sensitivity. Br J Psychiatry. 1978;
133(5): 429-435.

Hart SD, Cox DN, Hare RD. The Hare Psychopathy Checklist:
Screening Version. Toronto: Multi-Health Systems; 1995.

Hare RD. Psychopathy: a clinical and forensic overview. Psychiatr
Clin North Am. 2006; 29(3): 709-724.

Ross RR, Ross RD. Programme development through research. In:
Ross RR, Ross RD, eds. Thinking Straight: The Reasoning and
Rehabilitation Program for Delinquency Prevention and Offender
Rehabilitation. Ottawa: Air Training and Publications; 1995.
Brown D, Larkin F, Sengupta S, et al. Clozapine: an effective
treatment for seriously violent and psychopathic men with
antisocial personality disorder in a UK high-security hospital. CNS
Spectr. In press, DOI: 10.1017/51092852914000157.

Bonta J, Andrews DA. Risk-need-responsivity model for offender
assessment and rehabilitation 2007-06. Ottawa: Her Majesty the
Queen in Right of Canada; 2007.

https://doi.org/10.1017/51092852914000376 Published online by Cambridge University Press

127.

128.

129.

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

143.

144.

145.

Dvoskin JA, Skeem JL, Novaco RW, Douglas KS, eds. Using Social
Science to Reduce Violent Offending. New York: Oxford University
Press; 2012.

Hanson RK, Bourgon G, Helmus L, Hodgson S. The principles

of effective correctional treatment also apply to sexual offenders:
a meta-analysis. Criminal Justice and Behavior. 2009; 36(9):
865-891.

Douglas KS, Nicholls TD, Brink J. Reducing the risk of violence
among people with serious mental illness: a critical analysis of
treatment approaches. In: Kleespies PM, ed. Behavioral
Emergencies: An Evidence-Based Resource for Evaluating and
Managing Risk of Suicide, Violence, and Victimization. Washington,
DC: American Psychological Association; 2009: 351-376.

Beck NC, Menditto AA, Baldwin L, Angelone E, Maddox M.
Reduced frequency of aggressive behavior in forensic patients in a
social learning program. Hospital Community Psychiatry. 1991;
42(7): 750-752.

Becker M, Love CC, Hunter ME. Intractability is relative: behaviour
therapy in the elimination of violence in psychotic forensic
patients. Legal and Criminological Psychology. 1997; 2(1): 89-101.
Stermac LE. Anger control treatment for forensic patients. Journal
of Interpersonal Violence. 1986; 1(4): 446-457.

Evershed S, Tennant A, Boomer D, Rees A, Barkham M, Watsons
A. Practice-based outcomes of dialectical behaviour therapy (DBT)
targeting anger and violence, with male forensic patients: a
pragmatic and non-contemporaneous comparison. Crim Behav
Ment Health. 2003; 13(3): 198-213.

Drummond DJ, Sparr LF, Gordon GH. Hospital violence reduction
among high-risk patients. JAMA. 1989; 261(17): 2531-2534.
Carroll E, Tyson K. Therapeutic management of violence in
residential care for severely mentally ill clients: an application for
intrapsychic humanism. Smith College Studies in Social Work.
2004; 74(3): 539-561.

Shelton D, Sampl S, Kesten KL, Zhang W, Trestman RL.
Treatment of impulsive aggression in correctional settings. Behav
Sci Law. 2009; 27(5): 787-800.

Rizvi SL, Linehan MM. Dialectical behavior therapy for personality
disorders. Curr Psychiatry Rep. 2001; 3(1): 64-69.

Berzins LG, Trestman RL. The development and implementation
of dialectical behavior therapy in forensic settings. International
Journal of Forensic Mental Health. 2004; 3(1): 93-103.

Flannery DJ, Singer MI, Van Dulmen M, Kretschmar J, Belliston L.
Exposure to violence, mental health and violent behavior. In:
Flannery DJ, Vazsonyi AT, Waldman I, eds. 7he Cambridge
Handbook of Violent Behavior. Cambridge, UK: Cambridge
University Press; 2007: 306-319.

Sullivan CP, Elbogen EB. PTSD symptoms and family versus
stranger violence in Iraq and Afghanistan veterans. Law Hum
Behav. 2014; 38(1): 1-9.

Management of Post-Traumatic Stress Working Group. VA/DoD
Clinical Practice Guideline for Management of Post-Traumatic
Stress. Washington, DC: Department of Defense; 2010.

Cauffman E, Feldman SS, Waterman J, Steiner H. Posttraumatic
stress disorder among female juvenile offenders. / Am Acad Child
Adolesc Psychiatry. 1998; 37(11): 1209-1216.

Steiner H, Garcia IG, Matthews Z. Posttraumatic stress disorder in
incarcerated juvenile delinquents. / Am Acad Child Adolesc
Psychiatry. 1997; 36(3): 357-365.

Ford JD, Chapman J, Connor DF, Cruise KR. Complex trauma and
aggression in secure juvenile justice settings. Criminal Justice and
Behavior. 2012; 39(6): 694-724.

Physicians for Human Rights—Health and Justice for Youth
Campaign. Unique needs of girls in the juvenile justice system.
http://createapath.org/wp-content/uploads/2012/08/PHR-
Factsheet.pdf, 2009. Accessed January 13, 2014.


http://createapath.org/wp-content/uploads/2012/08/PHR-Factsheet.pdf
http://createapath.org/wp-content/uploads/2012/08/PHR-Factsheet.pdf
https://doi.org/10.1017/S1092852914000376

146.

147.

148.

149.

150.

151.

152.

153.

154.

155.

Flannery DJ, Singer MI, Wester KL. Violence exposure,
psychological trauma, and suicide risk in a community sample of
dangerously violent adolescents. / Am Acad Child Adolesc
Psychiatry. 2001; 40(4): 435-442.

Najavits LM, Schmitz M, Gotthardt S, Weiss RD. Seeking safety plus
exposure therapy: an outcome study on dual diagnosis men.

J Psychoactive Drugs. 2005; 37(4): 425-435.

Zlotnick C, Najavits LM, Rohsenow DJ, Johnson DM. A cognitive-
behavioral treatment for incarcerated women with substance abuse
disorder and posttraumatic stress disorder: findings from a pilot
study. J Subst Abuse Treat. 2003; 25(2): 99-105.

Heinrichs RW, Zakzanis KK. Neurocognitive deficit in
schizophrenia: a quantitative review of the evidence.
Neuropsychology. 1998; 12(3): 426-445.

Keefe RS, Bilder RM, Harvey PD, et al. Baseline neurocognitive
deficits in the CATIE schizophrenia trial. Neuropsychopharmacology.
2006; 31(9): 2033-2046.

Keefe RS, Fenton WS. How should DSM-V criteria for
schizophrenia include cognitive impairment? Schizophr Bull. 2007,
33(4): 912-920.

Harris GT, Rice ME, Quinsey VL. Violent recidivism of mentally
disordered offenders: the development of a statistical prediction
instrument. Criminal Justice and Behavior. 1993; 20(4): 315-335.
D’Silva K, Duggan C, McCarthy L. Does treatment really make
psychopaths worse? A review of the evidence. J Personal Disord.
2004; 18(2): 163-177.

Polaschek DLL, Daly TE. Treatment and psychopathy in forensic
settings. Aggression and Violent Behavior. 2013; 18(5): 592-603.
Salekin RT. Psychopathy and therapeutic pessimism: clinical lore
or clinical reality? Clin Psychol Rev. 2002; 22(1): 79-112.

https://doi.org/10.1017/51092852914000376 Published online by Cambridge University Press

156.

157.

158.

159.

160.

161.

162.

163.

164.

CAL-VAT GUIDELINES 465

McGuire J. General offending behaviour programmes: concept,
theory, and practice. In: Hollin CR, Palmer EJ, eds. Offending
Behaviour Programmes: Development, Application, and
Controversies. Chichester, UK: John Wiley & Sons, Ltd; 2008;
69-111.

Ross R, Fabiano E. Reasoning and Rehabilitation: Manual. Ottawa:
Air Training and Publications; 1985.

Tong LSJ, Farrington DP. How effective is the “Reasoning and
Rehabilitation” programme in reducing reoffending? A meta-
analysis of evaluations in four countries. Psychology, Crime & Law.
2006; 12(1): 3-24.

Clarke DA. Theory Manual for Enhanced Thinking Skills—Prepared
Jor the Joint Prison Accreditation Panel. London: Home Office;
2000.

Renner F, van Goor M, Huibers M, Arntz A, Butz B, Bernstein D.
Short-term group schema cognitive-behavioral therapy for young
adults with personality disorders and personality disorder features:
associations with changes in symptomatic distress, schemas, schema
modes and coping styles. Behav Res Ther. 2013; 51(8): 487-492.
Bernstein DP, Arntz A. Vos Md. Schema focused therapy in forensic
settings: theoretical model and recommendations for best clinical
practice. International Journal of Forensic Mental Health. 2007,
6(2): 169-183.

Livesley W]. Practical Management of Personality Disorder.

New York: Guilford Press; 2003.

The President’s Commission on Mental Health. Report to the
President from The President’s Commission on Mental Health. Vol 1.
Washington, DC: U.S. Government Printing Office; 1978.
Coombs T, Taylor M, Pirkis J. Benchmarking forensic mental
health organizations. Australas Psychiatry. 2011; 19(2): 133-142.


https://doi.org/10.1017/S1092852914000376

	California State Hospital Violence Assessment and Treatment (Cal-VAT) guidelines
	Introduction
	Overview and Key Points
	Assessment
	Determine etiology of aggressive behavior
	Violence risk assessment

	Treatment
	Psychotic aggression

	Table 1Dosing recommendations: conventional antipsychotics
	Figure 1Treatment algorithm for acute agitation.
	Impulsive aggression
	Predatory aggression

	Table 2Dosing recommendations: atypical antipsychotics
	Psychosocial Interventions
	Table 3Dosing recommendations: other medications
	Figure 2Adjunctive medications for the treatment of symptoms that may increase risk of aggression.
	Psychosocial interventions for psychotic aggression

	Figure 3Antipsychotic treatment algorithm for long-term care of patients with psychotic aggression.
	Psychosocial interventions for impulsive aggression

	Figure 4Treatment algorithm for predatory aggression.
	Psychosocial interventions for aggression due to cognitive impairment
	Psychosocial interventions for predatory aggression

	Setting and Housing
	Conclusion


