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Objective. Historically, patients with multiple acts of aggression, or chronic aggressors, have been studied as one large
group. It was our objective to subdivide this group into those patients who engage in physical aggression consistently
over multiple years and see if common characteristics of chronic aggressors could classify patients into an aggressive or
nonaggressive group.

Method. Within a forensic hospital system, patients who had committed 5 acts of physical aggression, per year, for
3years (2010 and 2015) were reviewed. Data was collected on clinical and demographic characteristics that have shown
to be associated with chronically aggressive patients and compared to nonaggressive matched controls. Data collection
and analysis were completed to determine if the variables could classify patients into an aggressive or nonaggressive group.

Results. Analysis showed that 2 variables, the presence of a cognitive disorder and a history of suicidal behaviors were
significant in the univariate and multivariate analyses. The 2 variables were able to correctly classify 76.7% of the cases.

Conclusion. A cognitive disorder, a history of suicidal behavior, and increased age were factors associated with this
subgroup of aggressive patients. Clinicians may want to explore treatment programs aimed at these clinical factors
including cognitive rehabilitation and social cognition treatments, which have been shown to reduce aggression in
cognitively impaired populations.
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Introduction “chronically aggressive” patients, who are responsible

4-11

Inpatient aggression within psychiatric facilities con- ~ for the majority of inpatient aggression.

tinues to demand attention. Aggressive acts often cause Numerous research studies have described clinical
physical or psychological injury that impact the lives

of the patients or staff victims of these incidents. How-

characteristics of inpatient psychiatric patients who meet
some definition of a chronic aggressor.”*'* While there
ever, it should be noted that the vast majority of psychi-  has not been universal agreement in past studies, several

atric patients are not aggressive while hospitalized. clinical characteristics have been shown to be significant

Studies on inpatient aggression' ~ showed approximately
25%-35% of inpatients committed acts of aggression.
For those inpatients who are aggressive, there is a sub-
stantial literature that that describes a small subset of
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in discriminating between the chronically aggressive
and nonaggressive populations, including: cognitive
deficits,”'”'" suicidal behavior,'*'* borderline or antiso-
cial personality disorder,™'”'® history of substance use’
diagnosis of schizophrenia or psychosis,'*>'* hospitaliza-
tion as a juvenile,'” and diagnosis of a mood disorder.””

Given the amount and variety of these clinical charac-
teristics, it is difficult to develop a cohesive theory based on
the heterogeneity of the results, and given a finite amount
of resources, develop specialty programs that address all of
these problems. This informational morass has provided
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challenges to researchers and clinicians trying to piece
together many different clinical features of this population.

Research on the topic of chronic aggression has been
clouded by a variety of labels as well as definitions. Stud-
ies, that have investigated patients with multiple aggres-
sive acts, have used different terms to describe these
patients, such as “chronically aggressive,” “repeatedly
aggressive” and “chronically violent”. While every study
reviewed included aggression toward others, there was a
lot of variability on the inclusion of aggression toward
self, aggression toward property, and verbal aggression.
In addition, the primary method of determining if a
patient was chronically aggressive has been to set a min-
imum number of aggressive incidents and a time frame
for those incidents to be committed. The number of
incidents has ranged from a minimum of 2-20 and the
time frame has varied from 5 months to 10 years. This
variability creates a problem in clearly defining the group
of patients to be studied. A patient committing 20 acts of
aggression within 5 months will likely look clinically
different from a patient committing 20 aggressive acts
within 10 years.

This issue of variability in definitions was highlighted
in a study by Krakowsi and Czobor'® who subdivided a
sample of aggressive patients into a “transiently violent”
group and a “persistently violent” group. Their findings
showed that the transiently violent patients became less
psychotic and less violent over a 4-week period, whereas
the persistently violent did not show any substantial
changes in illness or violence. Further investigation
showed the persistently violent patients showed more
neurological impairment than the transiently violent
patients. The positive response to treatment in the tran-
siently violent group highlights the impact that psycho-
pharmacological treatment can have for psychosis, but
also highlights the relative lack of benefit for persistently
violent patients with neurological impairment. Despite
the differences in the clinical picture and response to
treatment, several studies have lumped these 2 groups
of patients together when conducting research on chronic
aggression.

Despite the short 4-week duration, Krakowski and
Czobor’s'? model, dividing patients into a transiently
violent and persistently violent groups, provides a useful
blueprint for further study. In their model, the transiently
aggressive patients were individuals, who were aggressive
for a period of time but as a result of treatment, time, or
other factor, greatly reduced or eliminated their aggres-
sive behavior. The persistently violent patients were
those that remained aggressive despite psychopharmacol-
ogy, therapies, extra resources, reviews by expert clini-
cians, and other varied interventions. One criticism of
their model is the short amount of time that passed before
a patient was considered persistently violent. Several
psychopharmacological and psychiatric treatments can
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take months to be effective and so it is unclear if the
treatments had worked in the study. In addition, the short
duration does not allow researchers to determine if the
patient was consistently aggressive.

The aim of the studywas to further refine the definition
“chronic aggressor” and study patients who had been
consistently aggressive over multiple years, labeling this
group as, “long-term chronic aggressors.” To better
understand this group, we then contrasted them with a
matched control group to see if we could classify patients
into a long-term chronic aggressor group or a nonaggres-
sor group based on the clinical factors that were most
related to chronically aggressive patients. More specifi-
cally, we aimed to test whether common characteristics of
the chronically aggressive patients were present in the
long-term chronic aggressive patients.

In an effort to study a long-term chronic aggressor, a
more stringent inclusion criterion was used. In this study,
we required that a patient have at least 15 incidents of
physical aggression, we believed that having a stricter
definition would provide a better contrast to the control
group. This number is on the high end of what previous
studies have required to be considered a chronic aggres-
sor. In addition to the count of aggressive incidents, a
consistency factor was implemented, which required a
patient to be consistently aggressive 5 times for 3 years,
for a total of at least 15 aggressive incidents. Only aggres-
sive acts that were physical assaults toward another
patient or staff member were counted. Acts such as verbal
aggression, aggression toward self, or aggression toward
an object or property were not counted in this study.

Method

This study was completed in a state hospital system that
comprises 5 maximum security hospitals and has approx-
imately 6000 beds. The hospitals are located throughout
California and treat patients deemed Not Guilty by Rea-
son of Insanity, Incompetent to Stand Trial, Mentally
Disordered Offenders, and patients who are civilly com-
mitted. Patients have a variety of diagnoses including
schizophrenia, schizoaffective disorder, bipolar disorder,
major depressive disorder, personality disorders, and
cognitive disorders. Approval for this study was obtained
through the California Committee for the Protection of
Human Subjects.

The study included 30 long-term chronically aggres-
sive hospitalized patients and 30 matched hospitalized
controls with zero incidents of aggression within their
hospitalization. A long-term chronically aggressive
patient as defined as a hospitalized patient who had
committed 5 or more physically aggressive acts each
year for 3 years from January 2011 to December 2015.
Physical aggression, within this hospital system, is
defined as “hitting, kicking, pushing, or other similar


https://doi.org/10.1017/S1092852919001317

218 B. ROSE ET AL

TABLE 1. Sociodemographic characteristics of the participants

All patients Chronic aggressors
2011-2015 2011-2015
n % n % 2 ldf=1)
Male gender 20,257 85.9 24 80.0 .86
Diagnosis
Schizophrenia 17,416 739 20 66.6 .80
Mood disorder 3,935 16.5 7 233 1.02
Personality disorder 5392 22.9 13 433 7.11°
Cognitive disorder 2790 11.8 21 70.0 79.34°
Ethnicity
White 9417 39.9 14 46.6 .57
Black 6782 28.8 7 233 43
Hispanic 5792 24.6 8 26.6 .07
Asian 679 2.9 1 3.0 .02
M SD M SD
Age 45.01 13.23 51.53 11.29
p<.05
bp< 01

acts directed against another individual to cause poten-
tial or actual injury.” As mentioned previously, acts
of verbal aggression, self-harm, and aggression toward
property did not qualify as aggression in this study.
A description of the demographic information can be
seen in Table 1.

A chart review was completed on each individual and
information related to aggression, suicidal ideation and
behavior, psychiatric diagnosis, psychosocial history, and
demographics were recorded. Interrater reliability was
obtained from the 6 raters for this study, all who were
clinical psychologists or psychiatrists. Kappa coefficients
for all of the items exceeded .80.

Patient demographic and legal class information were
collected from system databases that are routinely used
for census tracking. Data on aggressive incidents was
collected through a computerized incident management
system module of the patient treatment planning data-
base. Within the hospital system, suicidal ideation and
behavior are captured in 2 main areas for each patient.
Suicidal ideation and behavior incidents within the hos-
pital are collected from the computerized incident man-
agement system. In addition, a thorough lifetime suicidal
ideation and behavior history is completed and recorded
in ayearly suicide risk assessment thatis completed by the
patient’s psychologist. For this study, both sources of
information were reviewed for the presence of suicidal
ideation or behavior and the presence of suicidal ideation
was coded separately from suicidal behavior.

The rest of the variables were obtained from a chart
review. Psychiatric diagnosis was recorded from the most
recent note written by the treating psychiatrist. A patient
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was considered to have a cognitive disorder if according
to the DSM-5, they had a Neurocognitive Disorder, Intel-
lectual Disability, or Borderline Intellectual Functioning.
The psychosocial history was obtained from the treating
social worker’s notes and demographic information was
available in admission assessments.

The aggression databases were queried to obtain lists
of patients having 5 or more aggressive acts for 3 years
from 2011 to 2015. There were a total of 110 patients
who met this definition of a chronic aggressor. Due to
resource and time limitations, 30 were chosen at random
for inclusion in the study. The 30 patients did not signif-
icantly differ from the 110 individuals on age (p = .16),
gender (p =.11),race (p = .90), or length of stay within the
hospital (p = .28). In order to find a comparison group,
30 patients who had not had any aggressive incidents
while hospitalized within the forensic hospital system,
were matched to the chronically aggressive group based
on variables that have been shown in the literature to be
related to aggression: age +2 years,'' gender,'® and
length of stay within the hospital.”'? Tt should be noted
that patients were not matched on diagnosis. The long-
term chronic aggressors and the nonaggressive controls
were hospitalized at the same time (with no more than
100 days difference), however, the 2 groups were chosen
from all 5 hospitals and the matched pairs were not
necessarily at the same hospital. Each clinical variable
was entered as either present or not present.

SPSS statistical package version 23 was used in com-
pleting statistical analyses. To determine if the sample
was representative of the hospital system, Chi square
analyses were used to compare the sample to the popula-
tion on diagnosis, gender, and ethnicity. Univariate ana-
lyses were conducted first to evaluate differences between
groups on each variable of interest separately. Variables
entered into the model were a history of suicidal behavior,
current or previous diagnosis of a personality disorder,
current or previous diagnosis of a cognitive disorder,
history of psychiatric hospitalization as a juvenile, previ-
ous problems with employment, and current or previous
diagnosis of a mood disorder. The multivariate analysis
was a binary logistic regression, which was chosen
because of its ability to use variables to classify cases into
a dichotomous dependent variable. Variables were
entered in the backwards LR approach to determine the
most parsimonious model.

Results

Univariate and stepwise binary logistic regression ana-
lyses were run to test the contributions of a presence of
history of a cognitive disorder, a history of suicidal behav-
ior, history of hospitalization as a juvenile, presence or
history of a mood disorder, presence or history of a
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TABLE 2. Frequencies and chi square results

Chronic Control n (%) 42 (df=1)
aggressor n (%)
Diagnosis of a 13 (433) 7(233) 2.70
personality disorder
History of suicidal 21 (70.0) 10 (33.3) 8.08°
behavior
Cognitive impairment 21 (70.0) 5(16.7) 15.43°
Sporadic employment 26 (86.7) 26 (86.7) .00
Diagnosis of psychosis 20 (66.7) 18 (60.0) .29
History of drug use 22 (73.3) 19 (63.3) .69
Psych hospitalization 11 (36.7) 5(16.7) 3.07
as juvenile
p< .01
®p <001

personality disorder, and problems with employment in
classifying a patient as long-term chronic aggressor or a
control group.

The samples of long-term chronic aggressors were
randomly selected from all of the long-term chronic
aggressors from 2011 to 2015. The age of the sample
(M = 51.53 years, SD = 11.29, CI: 47.49-55.57) was not
significantly different from the entire sample of long-term
chronic aggressors (M = 48.08 years, SD = 11.2), how-
ever, the sample of long-term chronic aggressors were
statistically older than the population
(M = 45.01 years, SD = 13.23).

hospital

Univariate results

Univariate results (Table 2) showed that long-term chron-
ically aggressive patients were more likely to have a cog-
nitive disorder than the nonaggressive controls (16.7%),
(r*[1, N = 60] = 15.43, p < .001) with 70.0% of the long-
term chronic aggressors having a cognitive disorder com-
pared to 16.7% of the controls. In addition, 70.0% of
patients had a history of suicidal behavior in the long-
term chronically aggressive group compared to 33.3% of
controls (66.7%,)(2[1, N =60]=8.08, p <.01). Psychiatric
hospitalization as a juvenile was present in 36.7% of the
long-term chronic aggressors and 16.7% of the nonaggres-
sive matched controls. In the univariate analysis, this
difference approached significance (p = .08).

Multivariate results

Binary logistic regression was run with a stepwise back-
wards likelihood ratio entry method. All variables were
tested for multicollinearity, with no substantial relation-
ships. With all 6 variables, the full model correctly clas-
sified 80% of the cases. The final reduced model included
2 variables, Cognitive Disorder (¢ = 10.64, p <.001) and
Suicidal Behavior History (¢/ = 4.05, p = .03) and

https://doi.org/10.1017/51092852919001317 Published online by Cambridge University Press

BREAKING DOWN LONG-TERM CHRONIC AGGRESSION 219

TABLE 3. Binary logistic regression

95% Cl for Exp(B)

Exp(B) S.E. pvalue Lower Upper

Cognitive disorder 10.64 .66 .00° 2.90 38.99

Suicidal behavior 4.05 63 03 1.14 14.33
p< .01
bp<.05

correctly classified 76.7% of the cases (Table 3). The first
model and reduced model were compared with the Like-
lihood Ratio Statistic; there was no statistically significant
difference between the full and reduced model. The loss
of 3.3% of accuracy in classification was judged to be
acceptable. Therefore, the most parsimonious reduced
model was used to present these results.

Psychiatric hospitalization as a juvenile, presence of a
personality disorder, and the presence of a mood disorder
did not make unique contributions to the model and the
results are listed in Table 3.

Discussion

Chronically aggressive patients have been a difficult group
to study. One reason is the lack of a clear definition of
chronic aggression. Definitions have been largely based on
meeting a minimum number of aggressive incidents
within a timeframe, but in previous research the number
of incidents and duration of time has varied greatly. In
addition, there been disagreement on whether to include
aggression toward self, aggression toward property, or
verbal aggression. The lack of a uniform definition has
created a mixed clinical profile in the literature that has
created problems when researching or developing clinical
programs. The result has been a description of chronic
aggressors that has varied across clinical, legal, and demo-
graphic factors and provided little help to researchers or
clinicians aiming to treat these patients more effectively.

This study aimed to rectify the situation by providing a
clearer definition of the term “chronic aggressor” and
then applying it to patients in our psychiatric hospital
system, to better identify targets of treatment. This study
adds to the research on the chronically aggressive popu-
lation by investigating the portion of chronically aggres-
sive patients who have not only met a threshold for the
number of incidents, but also met a consistency require-
ment (number of incidents per year for x amount of years).
In addition, the authors also included a nonaggressive
control group that was matched for age, gender, and
length of stay within the hospital to reduce the effect of
known correlates of aggression.

Results of the study identified cognitive disorders as
the strongest predictor of the model. This result fits with
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several previous studies, which also identified cognitive
disorders as a key characteristic of the chronic aggressor

4,11,13,16 similar to this

population. Interestingly,
research project, all of the studies that required 15 or
more incidents of aggression, found cognitive impair-
ment to be statistically significant finding.”'" Cognitive
disorders can come from a variety of etiologies, but ulti-
mately have the same effect of reducing a patient’s ability
to effectively reason, understand, and function in the
world. Cognitive deficits arising from many etiologies
are known to be long-term problems, if not lifelong prob-
lems. The length and consistency components of our
study suggest that these long-term problems play a dis-
tinct role in this group of long-term chronic aggressors.
Clinically this is important, because while many cognitive
disorders have no known cure (eg, Alzheimer’s demen-
tia), cognitive deficits stemming from other disorders
have shown to respond to cognitive rehabilitation® (eg,
cognitive deficits resulting from severe mental illness).

A history of suicidal behavior was also a statistically
significant variable in classifying the long-term chronic
aggressors. Previous research has suggested that suicidal
ideation or suicidal behavior were related to aggression
toward others”'> with results that supported the inclu-
sion of a suicidal behavior history variable in a classifica-
tion model. Interestingly, in Lussier’s” study, the results
suggested that with increasing numbers of aggressive
acts, the prevalence of all types of aggressive acts
increased, including aggression toward self. The results
of the Lussier” study, fit with the data from this study,
where the presence of suicidal behavior was part of a
model that was significantly able to classify between an
aggressive and nonaggressive group.

Despite the significance of past suicidal behavior in
discriminating between aggressive and nonaggressive
groups, a diagnosis of a mood disorder was not significant
in univariate or multivariate analyses. This relationship
was also seen by Grube”' who concluded that the exhibi-
tion of aggressive behavior is more to do with “disinhib-
ited aggressive potential” and not a specific diagnosis,
hypothesizing a neurological basis. Several studies have
examined cognitive dysfunction in patients with suicid-
ality and found deficits in executive functioning, atten-
tion, memory, and working memory.*”~**

One interesting finding was that the long-term chronic
aggressive patients were significantly older than the hos-
pital population with the average age being 51.53 years.
The majority of aggression research suggests that aggres-
sors are much younger, finding a majority of chronic
aggressors are in their 20s and 30s.'%'*?%2% One
study'' found that patients with 20 or more aggressive
incidents within a 7-month time frame, were significantly
older, finding a mean age of 60.6. Itis interesting to note,
that the study by Owen etal.'' and the current study, both
required a high number of incidents to be included,
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20 and 15 respectively. This difference supports the argu-
ment for a subgroup of chronic aggressors that are char-
acteristically different than chronic aggressors as awhole.
It is possible that the inclusion requirement of at least
3 years of aggressive behavior skewed the sample to an
older population but the study by Owen et al.'" had a
similar finding with only a 7-month duration.

In addition to a diagnosis of a mood disorder, other
variables were investigated and found to not be signifi-
cant: psychiatric hospitalization as a juvenile, a diagnosis
of a personality disorder, and difficulties with employ-
ment. One reason for the lack of significance could be due
to the inclusion criteria. Acts of aggression toward self,
aggression toward property, and verbal aggression were
not included as aggressive incidents. Employment prob-
lems were equally present within the group, which may
suggest that the variable is more an outcome of severe
mental illness as opposed to being directly related to
aggression.

Conclusion

Based on the data from this study, results of the study
showed that long-term chronic aggressors were older,
had a cognitive disorder, and had a history of suicidal
behavior. We hypothesize that these clinical and demo-
graphic variables might all have their roots in cognitive
impairment. As people age, cognitive abilities are known
to decline, patients with cognitive disorders would have
more cognitive impairments by definition, and patients
with a history of suicidal behavior have been shown to have
deficits in several domains of cognitive functioning. While
much is unknown, cognitive deficits appear to play a
central role in patients with long-term chronic aggression.

The results of this study showed that presence of a
cognitive disorder and a history of a suicidal behavior
helped classify patients as either a long-term chronically
aggressive patient or a nonaggressive patient. This
research lends support to the idea that there are different
types of chronic aggressive patients and that long-term
chronically aggressive patients may look clinically differ-
ent from other aggressors, labeled as “chronic” but
whose aggressive period was of much shorter duration.
Further research may look to replicate these results with a
larger sample and prospectively look to determine if age,
cognitive disorder, and suicidal behavior history can cor-
rectly predict patients who go on to become long-term
chronic aggressors.

Clinically, it will be important to screen patients for
these problems to identify patients who might be at risk
for chronic aggression. A standard psychological intake,
review of previous records, speaking with a family mem-
ber, as well as a formal screening assessment of cognitive
abilities could aid in identifying patients who would be at
risk for long-term chronic aggression. While this study
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does not confirm that a cognitive disorder and a history of
suicidal behavior are the clinical factors that cause
aggression, it is clinically reasonable to treat conditions
that are related to aggression in this population. One
promising treatment program for aggression in patients
with cognitive deficits is the combination of cognitive
remediation and social cognition treatments. Cognitive
remediation is the set of treatments designed to improve a
person’s cognitive abilities and social cognition treat-
ments are designed to improve a person’s perceptions
and interactions with other people. In a recent systematic
review of literature,”” the authors concluded cognitive
remediation and social cognition treatments led to a
reduction in aggressive attitudes and physical aggression.
In addition to treatments to add, clinicians should care-
fully weigh the pros and cons of any treatments that could
impair cognition. Medications that are known to impair
cognition (eg, anticholinergics and benzodiazepines)
could further complicate a person’s aggressive behaviors.

This study has several limitations that impact the con-
clusions. Data was collected retrospectively. We were not
able to control for legal commitment and as such, we were
comparing patients from one legal commitment to
another. Other studies'” have suggested the need for
comparing them separately due to differences in housing
and types of treatment available. Cognitive disorders
were also combined into one group, which highlighted
the clinical feature of cognitive deficits. However, there
are a variety of etiologies of cognitive deficits and this
study did not distinguish between the different etiologies
for cognitive deficits including: traumatic brain injuries,
developmental problems, severe mental illness, degener-
ative neurological conditions, and impoverished environ-
ments. Given the nature of the suicidal behavior data, we
were not able to distinguish between subtypes of suicidal
behavior or report a number of lifetime suicidal behav-
iors. We expect that having this type of information would
improve the ability to understand the data.
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Objective. Historically, patients with multiple acts of aggression, or chronic aggressors, have been studied as one large
group. It was our objective to subdivide this group into those patients who engage in physical aggression consistently
over multiple years and see if common characteristics of chronic aggressors could classify patients into an aggressive or
nonaggressive group.

Method. Within a forensic hospital system, patients who had committed 5 acts of physical aggression, per year, for
3years (2010 and 2015) were reviewed. Data was collected on clinical and demographic characteristics that have shown
to be associated with chronically aggressive patients and compared to nonaggressive matched controls. Data collection
and analysis were completed to determine if the variables could classify patients into an aggressive or nonaggressive group.

Results. Analysis showed that 2 variables, the presence of a cognitive disorder and a history of suicidal behaviors were
significant in the univariate and multivariate analyses. The 2 variables were able to correctly classify 76.7% of the cases.

Conclusion. A cognitive disorder, a history of suicidal behavior, and increased age were factors associated with this
subgroup of aggressive patients. Clinicians may want to explore treatment programs aimed at these clinical factors
including cognitive rehabilitation and social cognition treatments, which have been shown to reduce aggression in
cognitively impaired populations.
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Introduction “chronically aggressive” patients, who are responsible

4-11

Inpatient aggression within psychiatric facilities con- ~ for the majority of inpatient aggression.

tinues to demand attention. Aggressive acts often cause Numerous research studies have described clinical
physical or psychological injury that impact the lives

of the patients or staff victims of these incidents. How-

characteristics of inpatient psychiatric patients who meet
some definition of a chronic aggressor.”*'* While there
ever, it should be noted that the vast majority of psychi-  has not been universal agreement in past studies, several

atric patients are not aggressive while hospitalized. clinical characteristics have been shown to be significant

Studies on inpatient aggression' ~ showed approximately
25%-35% of inpatients committed acts of aggression.
For those inpatients who are aggressive, there is a sub-
stantial literature that that describes a small subset of
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in discriminating between the chronically aggressive
and nonaggressive populations, including: cognitive
deficits,”'”'" suicidal behavior,'*'* borderline or antiso-
cial personality disorder,™'”'® history of substance use’
diagnosis of schizophrenia or psychosis,'*>'* hospitaliza-
tion as a juvenile,'” and diagnosis of a mood disorder.””

Given the amount and variety of these clinical charac-
teristics, it is difficult to develop a cohesive theory based on
the heterogeneity of the results, and given a finite amount
of resources, develop specialty programs that address all of
these problems. This informational morass has provided
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