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A Survey of Assaultive Behavior in
Veterans Health Administration Facilities
LLaauurreenntt  SS..  LLeehhmmaannnn,,  MM..DD..
RRiicchhaarrdd  AA..  MMccCCoorrmmiicckk,,  PPhh..DD..
KKeennnneetthh  WW..  KKiizzeerr,,  MM..DD..,,  MM..PP..HH..

Violence is a major societal and
public health problem. One
common type of violence that

is often underreported and not wide-
ly recognized is assault in health care
facilities (1–4). Homicide is among
the leading causes of death from oc-
cupational injury among some groups

of health care workers (5). Reports of
violence in health care facilities or
among health care workers have been
largely focused on specific isolated in-
cidents or on estimates from single fa-
cilities (6–8). This study presents data
on assaultive behavior in the Depart-
ment of Veterans Affairs (VA) health
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care system to provide a benchmark
to more clearly define the scope and
impact of violence in health care fa-
cilities in general.

VA manages the largest integrated
health care system in the United
States, providing care at approximate-
ly 950 treatment facilities of various
types located across the United
States. Many of the more than 150
hospitals in the system are large met-
ropolitan medical centers that are
closely affiliated with medical
schools, but the system also includes a
spectrum of smaller general medical
centers, psychiatric facilities, more
than 400 outpatient clinics, 133 nurs-
ing homes, and more than 200 coun-
seling centers. Thus the VA system
broadly reflects health care delivery
settings in the United States, al-
though its patient population is signif-
icantly older, predominantly male,
and more likely to have multiple co-
morbid diagnoses, especially includ-
ing mental disorders, than the gener-
al patient population (9,10).

This study provided information on
assault in VA facilities during a full fis-
cal year. Data include numbers,
types, and locations of assaults; as-
sault-related injuries to staff and time
lost resulting from these injuries; and
information on perpetrators of as-
saults. The survey also sought infor-
mation about administrative and edu-
cational activities to prevent and
manage assault. 

Methods
The survey
A survey was distributed to all VA
medical centers and freestanding
clinics, asking for cumulative data for
fiscal year October 1, 1990, through
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September 30, 1991. Several data el-
ements were requested. First, facili-
ties were asked the number of inci-
dents and types of assaultive behavior
during the period. The survey in-
structions provided facilities with ex-
amples for each of the categories. If
an incident contained elements of
more than one category, it was classi-
fied in the category that best reflect-
ed the severity of the incident. The
survey asked for information on the
locations in the health care facility
where the behavior occurred. Facili-
ties reported the number and types
of injuries sustained by the patients
involved (perpetrators or victims),
staff, visitors, and others. They also
reported the amount of staff time lost
due to injuries sustained as the result
of assault.

In addition, the survey requested
information about the most common
diagnoses of perpetrators of assaults,
the number of staff trained in the
management of assaultive behavior,
the types of recommendations gener-
ated from formal reviews of the inci-
dents, and the procedures in place for
managing assaultive behavior at the
facility.

Surveys were mailed to the director
of each facility, which included 160
medical centers and eight freestand-
ing multispecialty clinics. Completion
of the survey was most often coordi-
nated by the person in charge of the
facility’s quality management pro-
gram (65 percent) or the chief of psy-
chiatry or psychology (16 percent).
Data sources used to complete the
survey included mandatory reports
on any incident adversely affecting a
patient or visitor, police reports,
worker’s compensation and Occupa-
tional Health and Safety Administra-
tion reports, quality management and
risk management reports, and staff
training reports. A total of 159 med-
ical centers and seven freestanding
multispecialty clinics responded to
the survey. 

Additional data sources
Centralized VA data sources were
also used in the study. They included
staffing reports of the number of em-
ployees on duty on the last day of the
study year. Data on the total number
of patients treated on inpatient psy-

chiatry units and the average length
of stay during the study year at each
facility were obtained from data files
on discharges, deaths, and the end-of-
year inpatient census. Information
about per diem costs for direct clini-
cal care on inpatient psychiatric units
was obtained from the VA cost distri-
bution report, which includes such
costs for all facilities. 

Results
Table 1 presents the total number of
incidents of assaultive behavior re-
ported by all facilities according to
the type of assaultive behavior and
arranged by the severity of the behav-
ior. During the one-year period,
24,219 incidents of assaultive behav-

ior were reported by the 166 VA
treatment facilities. Battery of a per-
son or physical assault occurred 8,552
times. Weapon possession by perpe-
trators was common (8.5 percent of
incidents), and weapons were used in
130 assaults (1.5 percent of assaults). 

Table 2 presents locations within
the facility where assaultive behavior
occurred. Only 156 facilities reported
locations, and they did not record the
location for every event. Thus the to-
tal number of incidents is less than
the total in Table 1. The most fre-
quent clinical sites for assaultive be-
havior were psychiatric wards (43.1
percent of incidents), long-term-care
units (18.5 percent), and admitting or
triage sites (13.4 percent). A substan-

TTaabbllee  11

Types of assaultive behavior reported in a national survey of Veterans Affairs med-
ical centers and freestanding clinics

Type of assault N %

Hostage taking 4 .02 
Battery with a weapon, such as stabbing or shooting 130 .54 
Rape 4 .02 
Sexual assault 80 .33
Battery of a person using no weapon, such as pushing, 

shoving, or hitting with a fist 8,234 34.00   
Use or possession of a weapon other than to batter a person 1,918 7.92   
Specifically directed verbal threat 2,731 11.28 
Loud and boisterous behavior that significantly disrupts the 

routine of the facility 10,198 42.11
Intentional destruction of property 920 3.80   
Total  24,219 100

TTaabbllee  22

Sites of assaultive behavior reported in a national survey of Veterans Affairs med-
ical centers and freestanding clinics and rates of assaults per work unit

N of % of Rate per
Site incidents incidents work unit1

Inpatient psychiatry unit 6,592 43.1 177.9
Inpatient medical-surgical unit 1,225 8.0 16.1
Long-term-care unit or nursing home unit 2,824 18.5 37.1
Substance abuse unit 209 1.4 17.4
Domiciliary 119 0.8 5.3
Triage or admitting area 2,056 13.4 57.4
Ambulatory care psychiatry setting 475 3.1 9.8
Ambulatory care medical-surgical setting 472 3.1 3.9
VA facility grounds 992 6.5 —
Canteen or dining room 333 2.2 —
Total2 15,297 100

1 Rates are expressed per 100,000 patient-days of care provided on inpatient units and per 100,000
visits for ambulatory care areas. 

2 The total is less than the total of all assaultive incidents (N=24,219) because some facilities did not
report sites of assaults. 
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tial number of incidents (8 percent)
occurred on inpatient medical and
surgical units and in medical and sur-
gical outpatient clinics (3.1 percent). 

In addition to the total number of
incidents, the rates of incidents per
work unit were calculated. The rates
for inpatient work units were based
on 100,000 days of care provided
during the year in the particular work
unit at facilities reporting incidents
for that unit. The rates for outpatient
work units were based on 100,000
visits to the particular unit during the
year for facilities reporting incidents
for that work unit.

Table 3 presents information on
the total number of individuals in-
jured due to assault in various occu-
pational and other categories and the
resulting workdays lost. Data from
VA centralized staffing reports on the
number of employees on duty on the
last day of the study year were used
to estimate the rate of injury for the
various categories of workers. In-
juries were most common among
nursing personnel. Nursing assistants
and security personnel had the high-
est rates per employee category, with
almost one of 14 staff in each of the
two groups injured during the study
year. 

Not all facilities reported the diag-
noses of patients involved in assaults.
The most common diagnostic catego-
ry of patients perpetrating assaults
was schizophrenia and other psy-

choses at 71 of the reporting facilities
(49.3 percent of the facilities), sub-
stance abuse at 23 facilities (16 per-
cent), and dementia at 21 facilities
(14.6 percent). Of 122 facilities re-
sponding to a question about the
most common comorbid secondary
diagnosis of those involved in as-
saults, 54 (44.3 percent) reported
that it was a substance use disorder. 

The 10 percent of medical centers
with the highest rates of assaultive in-
cidents per 1,000 inpatient or resi-
dential patients were identified. Of
these 17 medical centers, 15 were fa-
cilities specializing in the care of psy-
chiatric patients. Conversely, of the
17 facilities that constituted the top
10 percent of facilities with the high-
est rates of assaultive incidents per
1,000 outpatient visits, which includ-
ed a cross-section of VA facilities,
only three were psychiatric facilities.
These findings are relevant to the
types of care offered. For example,
neuropsychiatric facilities care for
more chronically assaultive patients
and have less intensive staffing and a
larger percentage of patients in inpa-
tient care. 

Because assaultive incidents most
commonly occurred in inpatient psy-
chiatry units, additional analysis of
this portion of the data was undertak-
en. To equalize the data for work-
load, the number of assaultive inci-
dents on an inpatient psychiatry unit
per 1,000 patients treated in each

unit was examined. A significant in-
verse relationship was found be-
tween the number of assaultive inci-
dents per patient treated and the dai-
ly cost of direct clinical services for
inpatient psychiatric care as reported
on the uniform VA cost distribution
report (r=–.21, p<.02). 

A significant negative relationship
was found between the length of stay
on psychiatric units and the expendi-
ture per day for direct clinical care
(r=–.46, p<.001). VA psychiatric fa-
cilities tend to have longer lengths of
stay and to spend less per day on di-
rect clinical costs than psychiatric
units in VA medical-surgical hospitals
(9). Length of stay was strongly asso-
ciated with the rate of assaultive inci-
dents per patient treated on inpatient
psychiatry units (r=.56, p<.001). 

When hospitals were categorized
on the basis of how much was ex-
pended per day of care, the top 25
percent of hospitals (a mean daily
rate of $218.48) averaged significant-
ly fewer assaults per 1,000 inpatient
psychiatric patients than the bottom
25 percent (a mean daily rate of
$150.08). For the top quartile, the
rate was 19.5 assaultive incidents per
1,000 patients treated on inpatient
psychiatry units, compared with 46.8
assaultive incidents per 1,000 pa-
tients for the bottom quartile (t=
2.19, df=1.62, p=.032). 

A total of 139 facilities reported
data about staff training on manage-
ment of assaultive behavior and rec-
ommendations from reviews of the
incidents. A total of 27,302 staff were
given such training at the 139 facili-
ties during the study year. Numbers
ranged from no staff trained at 17 fa-
cilities to a maximum of 1,419 trained
at another facility (63 percent of the
total staff). Overall, at the 139 facili-
ties reporting, 20.5 percent of the
staff were trained in managing as-
saultive behavior. The highest rates
of training were for nursing service
staff (55 percent) and security staff
(36 percent). On average, training
was provided to only three physicians
per facility (less than 4 percent of
physicians) during the study year. 

A total of 146 of the 166 facilities
participating in the survey had formal
training programs for management
of assaultive behavior, with 21 facili-

TTaabbllee  33

Categories of persons injured and lost days of work due to assaultive behavior re-
ported in a national survey of Veterans Affairs medical centers and freestanding
clinics

Injury
rate per N workdays
employee lost due

Category N injured category1 to injury

Patient 1,724 — —
Visitor 41 — —
Nursing assistant 1,038 71.8 1,294
Registered nurse 728 22.5 1,181
Licensed practical nurse 357 34.6 566
Physician 46 4.5 163
Security personnel 160 73.7 282
Other staff 223 1.7 451
Total 4,317

1 Rates are per 1,000 employees in each category based on the total reported for each category at
the end of the year. Part-time employees were counted as .5 full-time-equivalent employees. 
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ties (12.7 percent) mandating such
training. Length of training varied—
79 facilities (47.6 percent) reported
that training lasted less than one day,
43 (25.9 percent) reported a full day
of training, and 26 (16 percent) re-
ported programs lasting two days or
longer. 

Most training used VA’s national
curriculum for the management of
disturbed behavior. The multimedia
training program, which incorporates
workbooks, videotapes, and other
tools, includes modules on prevention
of assault, verbal interventions, physi-
cal control techniques, and treatment
approaches for disruptive patients.
Eighty-four (57.2 percent) of the 146
facilities with formal training pro-
grams reported that at least 25 per-
cent of training time was devoted to
teaching physical control techniques.

Table 4 categorizes the 3,465 rec-
ommendations made after reviews of
the assaultive incidents. The most
common recommendations involved
setting limits on the behavior of pa-
tients. They included recommenda-
tions to establish systems for flagging
problematic patients in the computer
to alert staff to their history of vio-
lence and the restrictions that had
been placed on them, as well as other
measures for coping with chronic of-
fenders. Training of staff and admin-
istrative action against the perpetra-
tor were also common recommenda-
tions. 

Discussion
Although a significant number of as-
saults were reported in this survey,
the results indicated that some facili-
ties were not tracking or reporting all
assaultive incidents. A previous study
of assaultive behavior at a VA neu-
ropsychiatric facility noted that only
44 percent of incidents involving
physical assault were formally report-
ed (11). 

In our survey, assaultive behavior
occurred most frequently on inpa-
tient psychiatry units, which is not
surprising, given the nature of the pa-
tients treated there and the fact that
during the study year psychiatric beds
represented 30 percent (20,049 beds)
of the hospital beds in the VA health
system. However, the number of inci-
dents in other care delivery sites (43.8

percent of incidents) underscores the
reality that assaultive behavior is not
confined to psychiatric care settings,
and that staff and management
throughout the health care delivery
system should focus on this problem. 

Long-term-care and nursing home
units were the second most common
inpatient or residential area for as-
saultive behavior. An earlier study at a
VA general hospital with a 206-bed
nursing home care unit reported that
more than half of assaultive incidents
occurred on that unit (6). In our sur-
vey, the number of incidents in out-
patient medical-surgical areas was al-
most identical to the number of inci-
dents in outpatient psychiatry.

The data on incident sites from this
study is consistent with limited data
from non-VA facilities. The admitting
and triage areas of VA medical cen-
ters had the second highest rate per
work unit of assaultive behavior. This
finding is consistent with the results
of a survey of emergency depart-
ments at 127 large university hospi-
tals, in which 43 percent of the facili-
ties reported at least one physical at-
tack per month (12). Conn and Lion
(13) examined violence in a university
hospital setting and found as many as-
saults in nonpsychiatric inpatient ar-
eas as on the psychiatric unit; the ad-
mitting area accounted for 18 percent
of assaultive incidents, which is close
to our finding that 20 percent of as-
saults occurred in the admitting-
triage area. 

Our data on use or possession of
weapons and the incidence of battery
with a weapon provide a national per-
spective on the finding of Goetz and
colleagues (14) that in a metropolitan
university hospital emergency depart-
ment, 15.7 percent of medical pa-
tients and 17.3 percent of psychiatric
patients searched were found to be
carrying weapons. In general, VA fa-
cilities reporting large numbers of in-
cidents of battery without a weapon
were facilities with large psychiatric
workloads. 

Our finding that the highest inci-
dence of assault-related injuries oc-
curred among nursing staff is consis-
tent with other literature on assault
among health care workers (15). In
our systemwide survey, VA staff lost
3,937 workdays due to injury during

the study year. Few studies have used
this marker of the cost of violence.
Lanza and Milner (16) noted 78
workdays lost due to assault-related
injuries over a four-month period at a
VA medical center, for an estimated
cost to the facility of $6,209. Hunter
and Carmel (17) reported 4,291.5
days lost from work at a large forensic
hospital in a year.

The finding that psychosis was the
most common diagnosis among as-
sault perpetrators is consistent with
other recent findings (18,19). The
Epidemiologic Catchment Area
(ECA) study found that individuals in
the general population who met crite-
ria for psychosis had a 21.5 times
greater likelihood of assaultive behav-
ior (20). Consistent with our study,
the ECA study found that subjects
with comorbid psychosis and sub-
stance use disorders had a rate of re-
ported violence 3.6 times higher than
individuals with psychosis who did
not have a comorbid substance use
disorder. Karson and Bigelow (21)
found that 15 percent of 424 VA pa-
tients with schizophrenia had been vi-
olent during the admission studied.
Studies in public psychiatric facilities
have noted psychosis as the most com-
mon diagnosis among assaultive pa-
tients (50 percent to 64 percent); de-
mentias were also common among as-
saultive patients (approximately 20
percent) (22,23). These figures close-
ly parallel the findings of our survey.

Although recognition of the impor-

TTaabbllee  44

Types of recommendations made after
reviews of assaultive incidents report-
ed in a national survey of Veterans Af-
fairs medical centers and freestanding
clinics

Type of recommendation N %

Changing staffing 116 3.4 
Changing environment 283 8.2 
Training 834 24.1 
Administrative action

Involving employee 329 9.5 
Involving patient 386 11.1 

Legal action involving 
patient 160 4.6 

Limit setting with patient 972 28.1 
Other 385 11.1
Total 3,465 100
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tance of training clinical staff to pre-
vent and manage assault is growing,
no consensus exists on the content
and length of such training. Most fa-
cilities in our survey reported having
training programs for staff, but the fa-
cilities varied widely in the length of
the training course and the number of
staff actually trained. Training often
focused on staff in psychiatric care ar-
eas and was directed primarily toward
nursing and security personnel.
Lavoie and colleagues (12) surveyed
university hospital emergency depart-
ments and reported that only 40 per-
cent provided any formal training for
staff on how to manage or prevent as-
saultive behavior. 

The benefit of providing training in
management of violence to staff in
health care facilities has not been well
studied. Lehmann and colleagues
(24) reported that training in a single
VA facility improved staff members’
knowledge of and performance in
handling violent behavior, but the ef-
fect of training on the frequency of vi-
olent behavior was not evaluated. Re-
sults of several studies suggest that
training in the management of vio-
lence is associated with decreased
rates of assault and injury among staff
(7,25). Our survey found no relation-
ship between the proportion of staff
trained and the rates of assaultive be-
havior at the facilities; however, this
study provided only a gross, cross-
sectional comparison of training rates
and rates of assaultive behavior. 

The literature on the relationship
between staffing on inpatient psychi-
atric units and assaultive behavior is
sparse. Reports from single-facility
psychiatric units have linked in-
creased violent behavior with lack of
adequate or stable staffing and a
physical environment not conducive
to good patient control (6,26–28), but
these studies have limitations. Our
data indicate a negative correlation
across all facilities between expendi-
tures per day for direct care on psy-
chiatric units and the rate of as-
saultive behavior per patient treated
on these units. We also found a sub-
stantial correlation between length of
stay and the total amount expended
on direct care per day. This finding
likely reflects the reality that staffing
as listed on VA cost distribution re-

ports is generally lower in psychiatric
hospitals than in academically affiliat-
ed acute facilities. VA psychiatric fa-
cilities are also characterized by
longer lengths of stay. 

Because the rate of assaultive be-
havior on inpatient psychiatric units is
also strongly associated with length of
stay, it is impossible to clearly estab-
lish the relationships between expen-
ditures for direct care, length of stay,
and the rate of violence. However,
the data suggest the importance of
evaluating staffing levels carefully,
particularly when the patient popula-
tion may be prone to assaultive be-
havior. The importance of such evalu-
ation is underscored by our finding
that 11.6 percent of all recommenda-
tions made after the incidents were
reviewed involved changing the
staffing or the environment. 

Conclusions
The survey on assaultive behavior was
part of VA’s ongoing program on pre-
vention and management of as-
saultive behavior, which is designed
to decrease the number of such inci-
dents and the attendant injuries. We
confirmed the significance of vio-
lence in VA settings and found that
certain aspects of violent incidents,
such as rates, location, and patient de-
mographic characteristics, were con-
sistent with findings of other, smaller
studies. We noted a risk of assault in
nonpsychiatric settings, including
nursing homes and medical-surgical
inpatient and ambulatory care sites.
We found an inverse correlation be-
tween expenditures on staffing on in-
patient psychiatric units and the fre-
quency of assault.

The results of the survey were dis-
seminated throughout the VA health
care system. Subsequently, new train-
ing modules for the physical restraint
of patients and the management of
dangerous situations in ambulatory
care settings were developed. The
use of computerized flagging and spe-
cialized treatment planning for indi-
viduals with histories of repeated vio-
lence in admission and triage areas
(29) was also expanded. 

Based on the findings of this study,
we have several recommendations for
consideration by all health care facili-
ties and systems. Health care staff

should be made aware of the preva-
lence of assaultive behavior, especial-
ly among patients with a psychiatric
diagnosis, including those with sub-
stance abuse. Training in the preven-
tion and management of assaultive
behavior should be mandatory for all
staff members who have frequent di-
rect contact with clinical populations.
As health care becomes increasingly
based in ambulatory settings, outpa-
tient sites need to pay special atten-
tion to the assessment and manage-
ment of assaultive behavior. Facilities
should incorporate ongoing monitor-
ing of assaultive behavior into their
quality improvement activities. More
research is needed on the relation-
ship between violence and staffing
levels on inpatient psychiatric units
and on enhancing the efficacy of
training in the management of vio-
lence. ♦
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(maximum of 250 words) with the headings of Objective, Methods, Results, and Con-
clusions. For brief reports, include an unstructured abstract of no more than 100
words.

Research reports should follow these guidelines:

In the text, use the standard format of introduction, methods, results, discussion,
and conclusions. In the last paragraph of the introduction, briefly state the purpose
of the research or the research question and indicate the type of study design.

Include data on the sex, age, and race of the subjects. List the dates the original
data were collected. Preferably in the methods section, describe the data analysis
procedure concisely, in a way understandable by nonstatisticians.

In the results section, including tables, report only the findings directly related
to the research purpose or question; omit other data. Report numbers for all per-
cents. For statistically significant results, always report the observed test statistic
value, degrees of freedom, probability level, and, for t and F tests, whether re-
peated measures were used.

For further information, see Information for Contributors in the February 1999
issue or contact the editorial office (phone, 202-682-6070; fax, -6189).


