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Objective: The study aim was to determine the prevalence of repeated
assaults on staff and other patients and characteristics of patients who
commit repeated assaults in the Veterans Health Administration of the
Department of Veterans Affairs. Methods: Patients in VA medical cen-
ters and freestanding outpatient clinics who committed two or more as-
saults in fiscal years 1995 and 1996 were identified through a survey of
facility quality or risk managers. For each repeatedly assaultive patient,
structured information, including incident reports, was obtained for all
assault occasions. Resulis: A total of 153 VA facilities responded, for a re-
sponse rate of 99 percent. The survey identified 8,968 incidents of re-
peated assault by 2,233 patients, for a mean of 4.02 assaults per patient
in the two-year study period. In 92 percent of the incidents, the as-
saultive patient had a primary or secondary psychiatric diagnosis. The
mean age of the repeat assaulters was 62 years. Ninety-eight percent of
the repeat assaulters were male, and 76.6 percent were Caucasian. At
least 16 percent of the assaulters, 22 percent of the patients assaulted,
and 20 percent of the staff assaulted required medical attention for in-
juries, which, along with the number of lost work days, indicates that re-
peated assaults are costly. Conclusions: Repeatedly assaultive patients
represent major challenges to their own safety as well as to that of oth-
er patients and staff. Identifying patients at risk for repeated assaults
and developing intervention strategies is critically important for ensur-
ing the provision of health care to the vulnerable population of as-
saultive patients. (Psychiatric Services 50:390-394, 1999)

iolence in the workplace, par-
ticularly in health care set-
tings, is an ever-increasing

problem in the United States. A re-
cent report by the National Institute

for Occupational Safety and Health
found that one million workers are as-
saulted every year in acts of work-
place violence (1). Health care work-
ers are among those at greatest risk
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for nonfatal assaults. Analyses by
Lynch (2) of data from the National
Crime Victimization Survey found
that workplace victimization was relat-
ed more to tasks performed than to
the demographic characteristics of the
person performing the job. Routine
face-to-face contact with a greater
number of people increased risk.

Many health care providers come
into contact with violence-prone pa-
tients every day. A mandate for the
health care field is to provide safe, se-
cure environments for treating patients
while also safeguarding health care
workers. The treatment and disposi-
tion of patients who perpetrate assaults
are of prime concern to systems that
provide medical and psychiatric care.

Results of the 1994 Bureau of Labor
Statistics annual survey of occupational
injuries and illnesses, which included
government workers, indicated that
the majority of nonfatal assaults, or 64
percent, occurred in the service sector
(3). Of the assaults in the service sector,
27 percent occurred in nursing homes
and 11 percent in hospitals. The source
of injury in 45 percent of the incidents
was a health care patient (4).

Other studies confirm that as-
saultive behavior is a major underre-
ported health care problem in the
United States (5,6). Reviews of stud-
ies of patient-to-staff assaults have in-
dicated that violent patients are
younger and more likely to have a di-
agnosis of schizophrenia (7-9) and
that assaults are more likely to occur
during the daytime hours (10). In the
review by Davis (10) and in studies by
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Tam and colleagues (11) and Haller
and Deluty (12), nursing staff were
the most frequent targets of as-
saultive behavior. Previous studies
have examined predictors of patient
violence, generally against staff, in-
cluding the demographic characteris-
tics of the patients and environmental
factors (9,10,13). Few studies address
patient-to-patient violence, a large
category of assaultive behavior in hos-
pital and psychiatric settings.

One of the few published reports on
both patient-to-patient and patient-to-
staff assaults was done by the Veterans
Health Administration (VHA), which
manages one of the largest health care
systems in the United States. The vet-
erans health care system represents
the broad array of health care pro-
gramming in this country, comprising
large metropolitan medical centers,
smaller general medical centers, out-
patient clinics, psychiatric facilities,
and veterans’ counseling centers.

An initial study of assaultive behavior
in the VHA, conducted by the VA task
force on the prevention and manage-
ment of suicidal and assaultive behav-
ior, found 24,219 individual incidents
of assaultive behavior in 166 VA facili-
ties in fiscal year 1991 (14). The most
frequent clinical sites for assaultive be-
havior were psychiatric wards, where
43.1 percent of the incidents occurred;
long-term-care units, with 18.5 per-
cent of incidents; and triage sites, with
13.4 percent of incidents. The most
common diagnoses for patient perpe-
trators were psychoses, substance
abuse, and dementia.

The report of the VA task force on
suicidal and assaultive behavior rec-
ommended further study of the
characateristics of patients who com-
mit multiple assaults. The purpose of
this study was to determine the
prevalence of repeated assaults and
the characteristics of patients who
commit repeated assaults against oth-
er patients and against staff in the VA
health care system.

Methods

Letters and surveys were sent to the
quality or risk managers at each of the
154 Department of Veterans Affairs
medical centers and freestanding VA
outpatient clinics in October 1996.
Respondents were asked to report on

PSYCHIATRIC SERVICES ¢ March 1999 Vol. 50

incidents occurring in all units and ar-
eas associated with the facilities, in-
cluding nursing home and extended
care units, domiciliary care units, and
satellite and outreach clinics. Surveys
were completed by representatives of
153 medical centers and outpatient
clinics, for a 99 percent response rate.

The quality or risk managers identi-
fied patients treated in their locations
whose records documented that they
had committed two or more physical
assaults in the two most recent fiscal
years, 1995 and 1996. A documented
physical assault was defined as one for
which a hospital incident report or
police report had been filed.

The respondents provided infor-
mation on each patient and all as-
saults using a structured format. Data
collected on each assault included the
date, time, and location. Examples of
locations included an inpatient psy-
chiatry unit, inpatient medical or sur-
gical unit, substance abuse unit,
domiciliary, and grounds. Data on the
assaultive patients primary and sec-
ondary diagnoses at the time of the
assault were also collected. The type
of assault was recorded. Physical as-
saults included battery with a
weapon, sexual assault, battery of a
person without a weapon, use of a
weapon with no bodily harm, and in-
tentional destruction of property.
Nonphysical assaults included specif-
ically directed verbal threats.

Data were also collected on the job
type of any staff members who were
injured, the number of staff days lost,
and medical intervention required.
The disposition of the assaulter after
the incident—for example, general
psychiatric ward, specialized unit for
assaultive patients, seclusion, or jail—
was also recorded. In addition, the
survey respondents were asked to
provide the police or incident reports
of all listed assaults for each patient.
The diagnoses reported on the assault
survey reflected clinicians’ estimation
of the assaultive patient’s diagnoses at
the time of the assault.

Computerized hospital records of
the Department of Veterans Affairs
were used as another source of infor-
mation on the characteristics of the as-
saultive patients. The records included
information on the patients’ sex, age,
race, marital status, and treatment
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unit. Additional diagnostic informa-
tion was available for patients with an
inpatient admission. Diagnostic and
demographic information on repeat
assaulters was compared with that for
the entire VHA population for fiscal
years 1995 and 1996, using data from
the VA inpatient database. Data on
only sex and age were available for as-
saultive patients who had never been
inpatients, because outpatient records
include only basic demographic vari-
ables and no diagnoses.

Expenditures for patient care were
calculated by the VAs Allocation Re-
source Center in Boston, which com-
piles VA cost data. The expenditures
for repeat assaulters were compared
with the averages for “basic” patients in
the VHA system as well as with the av-
erages for “special” patients, a sub-
group of patients characterized by high
health care utilization and by diagnoses
such as spinal cord injury or schizo-
phrenia that require intensive services.

Data were gathered on all assault
incidents for all patients who commit-
ted two or more assaults in the study
period. Thus analyses are presented
at the patient level in the subsection
on characteristics of assaulters and at
the incident level in the subsection
describing incidents of assault.

Results
Characteristics of assaulters
Of the 2,233 patients in this sample,
demographic data were available on
2,122 patients, or 95 percent. In fiscal
years 1995 and 1996, patients who
committed repeated assaults in the VA
system were predominantly male (98
percent, N=2,076). They had a mean
age of 62.2+14.7 years, with a range
from 24 to 101 years. Racial and ethnic
distribution was 76.6 percent Cau-
casian (N=1,548), 19.4 percent Afri-
can American (N=392), and 4 percent
other races (N=91); racial or ethnic
group was unknown for 101 cases.
About one-third of the patients were
married or widowed (34.9 percent,
N=710), another third were never
married (32.6 percent, N=663), and a
third were divorced or separated (32.4
percent, N=658); data on marital sta-
tus were missing for 45 cases. Accord-
ing to the survey data, 947 patients, or
424 percent, had a primary or sec-
ondary diagnosis of schizophrenia.

391



Table 1

ICD-9 diagnostic groups for primary diagnoses at first discharge of the total pop-
ulation of inpatients treated in Veterans Affairs (VA) health care facilities and of
patients who committed repeated assaults in fiscal years 1995 and 1996

All VA inpatients Assaultive patients
(N=989,589) (N=1,743)!

Diagnostic group N % N %

Blood 6,566 7 3 2
Circulatory 178,587 18.0 67 3.8
Congenital 1,176 1 0 —

Digestive 87,396 8.8 52 3.0
Endocrine 30,269 3.1 26 1.5
Genitourinary 43,669 44 29 1.7
Unknown etiology 64,470 6.5 46 2.6
Infectious 15,356 1.6 15 9
Injury or poisoning 39,315 4.0 54 3.1
Mental 234,933 23.7 1,233 70.7
Musculoskeletal 44,353 45 9 5
Neoplasms 70,416 7.1 22 1.3
Nervous system 46,975 4.7 68 3.9
Pregnancy complications 41 0.0 0 —

Respiratory 73,699 7.4 78 4.5
Skin 21,653 2.2 12 7
V codes 30,715 3.1 29 1.7

! Does not include outpatients. A total of 490 assaultive patients did not have inpatient records in

fiscal years 1995 and 1996.

A diagnosis of some mental illness
(ICD-9 codes 290 through 319) was
the primary diagnosis for the first
hospital stay of fiscal years 1995 and
1996 for 1,233 of the 1,743 assaultive
patients with inpatient records, or
70.7 percent. Some 34.1 percent of
these diagnoses (N=594) were of
schizophrenia, and 5.8 percent (N=
101) were of substance use disorders.
Table 1 shows the distribution of pri-
mary diagnoses among inpatients
who committed repeat assaults.

In a comparison of the VHA pa-
tients who were repeat assaulters with
the total VHA population of inpatients
(N=989,589), no significant differ-
ences were found for gender, race, and
ethnicity. Ninety-seven percent of the
VHA population were male, 73 per-
cent were Caucasian, 21 percent were
African American, and 6 percent were
of other races or ethnic groups. The
average age of the VHA inpatient pop-
ulation was 59.1+14.6 years, compared
with 62.2+14.7 years for the repeat as-
saulters. Significantly more assaultive
patients had never been married (32.6
percent, compared with 12.9 percent
of the VHA inpatient population), and
fewer were married or widowed (34.9
percent, compared with 53.6 percent
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for the VHA inpatient population;
X2=747.4, df=2, p<.001).

A total of 234,933 patients, or 23.7
percent of the VHA inpatient popula-
tion, had an ICD-9 diagnosis in the
mental diseases category. There were
significantly more assaultive patients
among patients with mental diseases
than among patients with primary
medical diagnoses (x?>=2,117.9, df=1,
p<.001).

VA statistics on medical programs
provided information on the distribu-
tion of patients among treatment
units (15,16). In fiscal year 1996,
there were 843,938 discharges from
VA medical centers. Compared with
the overall VHA population, as-
saultive patients were more likely to
be discharged from inpatient psychi-
atric units (47.6 percent, or 3,188 pa-
tients, compared with 20.2 percent,
or 170,705 patients, for the overall
VHA population). Assaultive patients
were less likely to be discharged from
medical or surgical units (42.2 per-
cent, or 2,827 patients, compared
with 75.5 percent, or 637,020 pa-
tients), and were more likely to be
discharged from nursing homes or
domiciliaries (10.1 percent, or 678
patients), compared with 4.3 percent,

or 36,213 patients). Analysis showed a
significant difference for the compar-
ison of treatment settings (X3=
3,937.1, df=2, p<.001).

The two distributions were also
markedly dissimilar in fiscal year 1995:
38.6 percent of assaultive patients
(N=1,917) were discharged from psy-
chiatric units, compared with 20.2 per-
cent of the VHA population (N=
176,467); 42.8 percent of assaultive
patients (N=2,122) were discharged
from medical or surgical units, com-
pared with 76.3 percent of the VHA
population (N=668,020); and 18.6 per-
cent of assaultive patients (N=921)
were discharged from nursing homes
or domiciliaries, compared with 3.6
percent of the VHA population (N=
31,243). Again, the difference be-
tween treatment settings was signiﬁ—
cant (X2=4599.4, df=2, p<.001).

Patients who committed multiple
assaults were heavy users of VA health
care resources, as measured by cost of
service. The average patient who
committed at least two assaults used
27.6 times the resources of the aver-
age “basic” VA patient and two times
the resources consumed by VA “spe-
cial” patients, those who require
high-intensity services.

Incidents of assault
A total of 8,968 incidents of repeated
assault involving 2,233 patients in fis-
cal years 1995 and 1996 were report-
ed, for a mean of 4.02+3.68 assaults
per patient, with a range from two to
52. Eighty-three percent of the sites
(N=127), with representation from all
22 VHA service regions, reported re-
peated assaults, and 17 percent
(N=26) reported no repeated as-
saults. Four of the 22 service regions
accounted for 40.2 percent of the as-
saultive patients. These four regions
each have two or more long-term psy-
chiatric hospital facilities; three of
these regions are in the Northeast,
and one is in the Midwest.
Psychiatric diagnoses accounted for
the top nine primary diagnoses
among patients who committed re-
peated assaults, representing 85 per-
cent of the incidents. Altogether, in 92
percent of incidents, the assaulter had
a primary or secondary psychiatric di-
agnosis. Forty-seven percent had a di-
agnosis of schizophrenia. As noted ear-
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lier, assaultive patients with inpatient
discharges were more likely to be char-
acterized by a diagnosis of schizophre-
nia or other mental illness than were
patients in the general VA population.

Table 2 presents the location of as-
sault incidents and the approximate ra-
tio between patient-to-staff’ assaults
and patient-to-patient assaults in those
locations. Approximately 53 percent of
the assaults occurred on inpatient psy-
chiatry units, and 38 percent occurred
in nursing homes or long-term-care
units. No other type of unit or loca-
tion—medical, surgical, substance
abuse, triage, ambulatory care psychia-
try, or canteen—accounted for more
than 4 percent of the incidents. Pa-
tient-to-patient assaults were more
likely in inpatient psychiatric units,
nursing homes, and domiciliary units.
Patient-to-staff assaults were most
common in the triage or admitting area
and outpatient psychiatric units.

Patient-to-patient assault accounted
for 5,959 incidents involving 1,783 pa-
tient perpetrators, an average of 3.34
assaults per perpetrator. The majority
of those assaults—55 percent—oc-
curred on inpatient psychiatry units.
Ninety-five percent of these assaults, a
total of 5,663, were classified as battery
without a weapon. The next most com-
mon locations for patient-to-patient as-
sault were nursing homes and long-
term-care units, accounting for 40 per-
cent of those assaults. In almost half of
the incidents of patient-to-patient as-
sault—48.4 percent—the assaulter had
a diagnosis of schizophrenia.

A total of 3,024 patient-to-staff as-
saults were perpetrated by 1,329 pa-
tients, an average of 2.28 assaults per
patient. Eighty-seven percent of the
assaults on staff were classified as bat-
tery without a weapon, and 7 percent
were specifically directed verbal
threats. The other 5 percent were
made up of intentional battery with a
weapon (2 percent), sexual assault (1
percent), use of a weapon with no
harm (1 percent), and destruction of
property (1 percent). In 41 percent of
these incidents, the assaultive patient
had a diagnosis of schizophrenia. In
the vast majority of patient-to-staff in-
cidents (83 percent), nursing staff
were the target of the assault.

In 66 percent of the patient-to-pa-
tient assaults (3,931 incidents), nei-
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Table 2

Location of incidents of assault within VA health care facilities in fiscal years 1995

and 1996 and ratio of assaults on staff to assaults on patients

Ratio of assaults

N of in- % of in- on staff to as-
Location cidents cidents saults on patients
Triage or admitting area 114 1.3 Stol
Psychiatric ambulatory care 12 i 5to1
Medical or surgical ambulatory care 32 4 3tol
Inpatient medical or surgical unit 288 3.2 5to 2
Off VA grounds! 10 1 2to 1
Substance abuse unit 38 4 2to 1
VA facility grounds 154 1.7 2to 3
Domiciliary 30 3 1to2
Inpatient psychiatric unit 4,723 52.7 l1to2
Nursing home or long-term care 3,426 38.2 1to2
Canteen or dining room 109 1.2 2to5
Not reported 32 4 1to2
Total 8,968 100.0 1to2

! Treatment-related field trips off VA grounds

ther the victim nor the perpetrator
required medical intervention. In 15
percent of the assaults (880 inci-
dents), the assaulting patient re-
quired medical intervention for in-
juries, and in 22 percent (1,297 inci-
dents), the assaulted patient required
medical intervention.

Among the patient-to-staff assaults,
64 percent, or 1,942 incidents, re-
quired no medical intervention.
However, in 19 percent of these as-
saults, or 571 incidents, the assaulting
patients needed medical attention, as
did staff members in 20 percent of
the assaults, or 590 incidents. In 97.5
percent of patient-to-staff assaults
(2,947 incidents), the assault did not
result in lost work days. For the 78 in-
cidents that led to lost work days, the
median number of days lost was
three, the mean+SD was 20.4+82.7
days, and the range was from one to
700 or more days. A total of 1,590
days were lost as a result of assaults in
fiscal years 1995 and 1996.

In the majority of incidents (47.4
percent, or 4,752 incidents), the as-
saultive patients were treated on gen-
eral psychiatry wards after an assault.
In 21.5 percent of the incidents
(1,927 assaults), the assaultive pa-
tients were treated in nursing homes.
The third most common disposition
was that no additional treatment was
required; the assaultive patients in
most of these incidents were psychi-
atric patients who were already locat-
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ed on inpatient psychiatric units or
long-term nursing care units. Mea-
sures such as seclusion on the general
psychiatric unit, placement in a maxi-
mum-security treatment program, or
transfer to jail for confinement were
used in only 4.7 percent of incidents
(422 assaults).

The proportion of assaults that took
place during the three work shifts—
day, from 7 a.m. to 3 p.m.; evening,
from 3 p.m. to 11 p.m.; and night,
from 11 p.m. to 7 a.m.—were calcu-
lated. Forty-four percent of the as-
saults occurred on the day shift, 35
percent on the evening shift, and 21
percent at night, a significant differ-
ence (X?=1,748.2, df=2, p<.001).

Discussion

This study documented 8,968 assaults
perpetrated by 2,233 repeat as-
saulters in a two-year period (fiscal
years 1995 and 1996). Patients who
committed repeat assaults were char-
acterized by psychiatric diagnoses,
mature adult age (a mean of 62
years), and high health care costs.
Substance abuse diagnoses were not
common in relation to the incidence
of these diagnoses in the general
VHA inpatient population.

The strengths of the study include
the high response rate, from 99 per-
cent of VHA facilities, combined with
complete coverage of the health care
system under study, use of collateral
information from police and hospital
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incident reports, and use of addition-
al patient databases to supplement
the survey material.

This study provides a unique per-
spective on the issue of patient vio-
lence because the focus is on the most
assaultive, difficult-to-treat patients
for any health care system. Without
adequate methods to identify and
control potentially violent situations,
health care providers are faced with
the issue of how and where to provide
appropriate treatment for patients
who have previously perpetrated as-
saults and are at risk for further ag-
gression. Data from this study pro-
vide a first step in the understanding
of a clinically complex population and
politically charged problem.

In agreement with earlier studies,
including those in non-VHA settings,
this study found that most assaults oc-
curred during the day shift, that re-
peat assaulters commonly had a diag-
nosis of schizophrenia, and that nurs-
ing staff were typically the targets in
assaults on staff members (7-9). The
average age of the repeat assaulters in
this study differs from reports in the
literature that violent patients are
typically younger (7-9). This differ-
ence may be a reflection of differ-
ences between the patient population
served by the VHA, which is overall
an older population, and those served
in other health care settings.

Most assaults occurred on inpatient
psychiatric units or nursing home or
long-term care units. Most of the as-
saulters were treated on these units af-
ter the assault, suggesting they were al-
ready on the unit best suited to han-
dling them. From a clinical perspec-
tive, maintaining assaultive patients on
their regular treatment units may well
optimize continuity of care; thus no
change in this part of the process is rec-
ommended. Other treatment alterna-
tives such as seclusion, placement in
specialized units for assaultive patients,
or jail, were rarely used. The lack of
available specialized units may be the
reason there are few dispositions to
these units, while incarceration in a jail
or maximum-security facility can be re-
garded only as a last-resort measure.
However, the nature and effectiveness
of specialized units should be investi-
gated to determine the best use of
scare health care dollars.
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The frequency of assaults in nurs-
ing home and long-term-care units
may reflect the trend toward increas-
ing assaults by older patients that
Tardiff (8), Haller and colleagues
(17), and Kalunian and colleagues
(18) observed. The long-term out-
comes for seriously mentally ill pa-
tients who are being treated with
atypical antipsychotic medications
and specialized intervention pro-
grams warrant further research. The
need to understand both the risks for
this vulnerable population and the
threat from them will increase as the
general population ages and the num-
bers of patients in long-term facilities
and congregate housing arrange-
ments increase. Thus a comprehen-
sive assessment of the extent of the
repeat-assault problem in the non-
VHA sector is warranted.

Although medical attention and
days off work were not usually re-
quired for assault victims, assaults
nonetheless impose costs on the sys-
tem of care. Future research should
focus on the outcomes of targeted
staff training in how to recognize ear-
ly signs of aggressiveness and imple-
ment intervention strategies to mini-
mize the escalation of violence among
assault—prone patients.

Conclusions
A specific focus on the humane, ap-
propriate treatment for the most vio-
lent, aggressive patients in any health
care system—those who are repeat-
edly assaultive—can yield positive re-
turns in terms of patient care, health
care providers’ safety, and health care
utilization and costs. Facilities may
benefit from approaching the prob-
lem of patients who commit repeat
assaults from two perspectives: inter-
vention training for staff and targeted
interventions for at-risk patients.
Assaultive behavior can be fiscally,
emotionally, and physically costly.
Health care systems—especially those
with psychiatric and long-term-care
facilities—will need assistance in de-
veloping innovative methods to deal
with repeatedly assaultive patients.
Research focused on methods and
programs to reduce the likelihood of
violent behavior among patients is the
necessary next step in minimizing re-
peat assaults in health care settings. ¢
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