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Physical assault against staff is an
acknowledged occupational
hazard in psychiatric inpatient

settings (1,2) and may be a factor in
the high turnover of staff in these set-
tings. Violence toward staff in psychi-
atric hospitals, primarily on adult
units, has received some scrutiny in
the medical literature over the past
three decades (3–16). However, the
results of the studies are often diffi-

cult to interpret for a number of
methodologic reasons. A variety of
patient populations have been stud-
ied, and various definitions of the
terms “violence” and “aggression”
have been used (1,17).

Despite the prevalence of aggres-
sion in pediatric psychiatric hospitals,
this phenomenon is underresearched.
Pfeffer and associates (18) studied an
inpatient sample of 81 boys and 25

girls aged six to 12 years over a 45-
month period between 1979 and
1982. Their study did not differentiate
between verbal and physical aggres-
sion nor between aggression toward
peers and aggression toward staff. A
prospective study of individual as-
saultive events was not performed.
The authors found that boys were
more assaultive than girls and that as-
saultiveness was correlated with the
diagnosis of conduct disorder.

Kelk and Cintio (19) reported that
patients who were likely to later be
classified as violent could be identi-
fied on the basis of demographic in-
formation available at intake. Predic-
tive variables were male gender and
age of 12 to 15 years. Data were ret-
rospectively compiled for day pa-
tients and inpatients whom the au-
thors considered to have been violent
toward staff and others over the
course of two years (1982 to 1983).
“Violent symptoms” included defi-
ance, property destruction, stealing,
running away, and aggression.

Kelsall and colleagues (20) focused
on adolescents who were hospitalized
on a forensic inpatient unit in Eng-
land. The definition of aggression in-
cluded property destruction as well as
aggression toward self and others. All
181 violent incidents recorded during
a one-year period (1991 to 1992)
were retrospectively analyzed in
terms of severity, as measured on a 3-
point scale derived from Fottrell (21).
The authors found that at least half
the inpatient population was involved
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characteristics that best differentiated between assaultive and nonas-
saultive patients. Results: Thirty-three percent of all hospitalized pa-
tients were involved in an assaultive incident. A majority of the patients
who assaulted staff were neither involved in the juvenile justice system
nor psychotic. Although youths who were involved in repeat assaults
were more likely to be male, gender did not differentiate between those
who were assaultive toward staff and those who were not. Some type of
verbal direction or redirection (typically minor) on the part of the staff
preceded a majority (68 percent) of the assaults. Conclusion: Precon-
ceived notions about why youths assault staff at psychiatric hospitals do
not appear to be validated by these data, which suggest a more complex
picture. (Psychiatric Services 55:665–670, 2004)



in some violent incident. Most of the
incidents were minor, although 6 per-
cent of the incidents resulted in
“severity 3” injury (20,21). Adoles-
cents who were admitted with a legal
or forensic status were less frequently
and less severely violent than those
who were not.

We sought to expand on this sparse
research base and examined 215 inci-
dents that occurred in a single facility
over a two-month period.

Methods
Participants and procedures
The study sample comprised all 111
patients who were hospitalized dur-
ing the study period (December 3,
2001, to February 3, 2002) and all
employees who had patient contact,
including direct care staff, clinicians,
and teachers (140 individuals) at a
state-maintained inpatient psychiatric
hospital for children and adolescents.
Before the study was initiated, a pro-
tocol delineating the purpose and
methods of the study was approved
by the hospital’s research committee.

Data were collected from all four
hospital units, which housed up to 12
children per unit. The hospital census
and mean length of stay during the
study period did not differ significant-
ly from average conditions over the
fiscal year. During the study period,
the average bed occupancy rate was
72 percent, and the mean length of
stay was 22.8±18.4 days.

On admission, each patient was
evaluated by a board-certified child
psychiatrist. Within five days of ad-
mission, a staffing was scheduled,
during which psychiatric diagnoses
were amended on the basis of addi-
tional information and were agreed
on by the patient’s psychiatrist and
psychologist. The diagnoses assigned
at that meeting were the ones that
were entered into our database.

For the purpose of data analysis, we
collapsed axis I diagnoses into the fol-
lowing eight categories: disruptive be-
havior disorders (including conduct
disorder and oppositional defiant dis-
order), attention-deficit hyperactivity
disorder (ADHD), mood disorders
(including major depressive disorder,
dysthymia, bipolar disorder, and
mood disorders with psychotic fea-
tures), psychotic disorders (including

schizophrenia and schizoaffective dis-
orders), substance abuse, mental re-
tardation and pervasive developmen-
tal disorders (including autism and
Asperger’s syndrome), anxiety disor-
ders, and personality pathology (in-
cluding personality disorder traits that
were specifically noted on axis II).

Data collection
All staff who were involved in the di-
rect care of patients were asked to
participate in the study and, if they
had been assaulted, to complete a
confidential questionnaire immedi-
ately after the assault. The question-
naire was designed by the authors and
is available on request. Staff had the
option of identifying themselves by
name or remaining anonymous.

Physical aggression or assault was
defined as pushing or striking a staff
member with or without a weapon;
throwing an object at a staff member,
including spitting; or sexual touching
of a staff member. Verbal threats or
aggression, self-injury, and property
destruction were not included.

Survey instrument
The questionnaire elicited specific
information about the assault (such
as type, location, time, severity, an-
tecedents or precipitants, and rela-
tionship to physical contact or re-
straint), the patient’s name, the na-
ture and severity of any injuries, and
the victim’s gender and number of
years of employment at the hospital.
The severity of patients’ assault of
staff was rated (by EPR and MB) on
a 3-point scale derived from Fottrell
(21): level 1, acts that did not result
in any detectable physical injury;
level 2, acts that resulted in minor
injury (such as a scrape, a minor lac-
eration, or a bruise); level 3, acts
that resulted in major physical injury
(such as a fracture, a large lacera-
tion, or an injury that required med-
ical intervention).

Results
Participants
The characteristics of all 111 youths
who were hospitalized during the
two-month study are summarized in
Table 1. Fifty-six percent of the sam-
ple were males, and forensic status
was noted for 43 percent. The partic-

ipants’ mean±SD age was 13.9±2.8
years (range, 6 to 17). A majority of
youths exhibited symptoms of a mood
disorder (66 percent), and nearly half
exhibited a disruptive behavior disor-
der (45 percent). A psychotic disorder
was diagnosed among 12 percent of
the youths who were hospitalized
over the course of the study. Of the
patients with disruptive behavior dis-
order, 43 (86 percent) also had anoth-
er axis I disorder, not including sub-
stance abuse. The number increased
to 47 (94 percent) when substance
abuse was included.

Assaultive versus 
nonassaultive youths
Of the 111 participants, the 37 (33
percent) who committed assaults
during the course of the study were
deemed to be assaultive. As can be
seen from Table 1, the assaultive
youths had a significantly longer
mean length of stay than the nonas-
saultive youths. In terms of psychi-
atric symptoms, the assaultive youths
were significantly more likely to have
a diagnosis of a disruptive behavior
disorder or ADHD. Assaultive
youths were less likely to be psychot-
ic than those who were not assaultive
and were less likely to have forensic
status. One of the highly assaultive
adolescent males (two assaults, one
producing a grade 3 injury) who had
forensic status was discharged with-
out a diagnosis of a psychotic disor-
der. However, he was readmitted
several weeks later secondary to
more withdrawn and bizarre behav-
ior and subsequently was given a di-
agnosis of a psychotic disorder (sub-
stance induced).

To better understand the youths
who were highly assaultive, we
grouped the 13 participants who had
committed only one assault with
those who had not committed an as-
sault (87 youths). We then compared
this group with those who had com-
mitted more than one assault (24
youths). As can be seen from Table 2,
the youths who had committed re-
peated assaults were more likely to be
male than were those who had com-
mitted no or an isolated assault. How-
ever, these youths were less likely to
have forensic status and were signifi-
cantly younger than the youths who
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had committed no or an isolated as-
sault. Youths who had committed re-
peated acts were less likely to meet
the criteria for a diagnosis of a psy-
chotic disorder or substance abuse
than those who had committed no or
an isolated assault. However, the
youths who had committed repeated

acts were more likely to meet the cri-
teria for a diagnosis of a disruptive be-
havior disorder and ADHD.

Characteristics by incident
We next examined the data on an in-
cident-by-incident basis. Most of the
215 assaults that took place during

the course of the study occurred in
the day areas of the units (95 assaults,
or 44 percent), which are large open
areas where patients engage in a vari-
ety of activities with their peers and
with staff. A majority of assaults took
place between the hours of 3 p.m.
and 11 p.m. (105 assaults, or 49 per-
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Characteristics of a sample of youths in a state inpatient psychiatric hospital, by whether or not they committed at least one
assault

Total sample Nonassaultive Assaultive
(N=111) youths (N=74) youths (N=37)

Test
Characteristic N % N % N % statistic df p

Gender, male 62 56 58 52 72 65 ns
With forensic status 48 43 57 51 30 27 χ2=5 1 <.05
Age (mean±SD years) 13.9±2.8 14.3±2.9 13.2±2.5 ns
Length of stay (mean±SD days) 22.8±18.4 18.8±16.8 30.9±19.2 t=1.8 109 <.01
Mean±SD number of axis I diagnosesa 3.6±1.5 3.7±1.5 3.5±1.5 ns
Type of diagnoses

Psychosis 13 12 13 18 0 — χ2=7 1 <.01
Mood disorder 73 66 47 64 26 70 ns
Disruptive behaviorb 50 45 28 38 22 60 χ2=5 1 <.05
Attention-deficit hyperactivity disorder 31 28 15 20 16 43 χ2=6 1 <.05
Anxiety disorder 26 23 16 22 10 27 ns
Mental retardation or pervasive

developmental disorder 26 23 15 20 11 30 ns
Substance abuse 40 36 30 41 9 25 ns
Personality disorder 22 19 15 20 6 16 ns

a Any diagnosis, not just the primary diagnosis
b Excluding attention-deficit hyperactivity disorder

TTaabbllee  22

Comparison of 111 youths in a state inpatient psychiatric hospital, by whether they committed repeated assaultive acts or
committed no or an isolated assault

No or an isolated Repeated
assault (N=87) assaults (N=24)

Test
Variable N % N % statistic df p

Mean±SD number of assaults .1±.4 8.4±7.9 t=9.9 109 <.01
Mean±SD number of detectable injuries .1±.3 3.8±4.2 t=8 109 <.01
Gender, male 42 48 20 83 χ2=9 1 <.01
With forensic status 43 49 5 21 χ2=6 1 <.01
Age (mean±SD years) 14.2±2.8 12.7±2.6 t=–2.4 109 <.05
Length of stay (mean±SD days) 36.3±18.4 19.1±16.7 ns
Mean±SD number of axis I diagnoses 3.7±1.5 3.2±1.5 ns
Type of diagnosis

Psychosis 14 16 0 — χ2=4 1 <.05
Mood disorder 58 67 15 63 ns
Disruptive behavior disorder 33 38 17 71 χ2=8 1 <.01
Attention-deficit hyperactivity disorder 19 22 12 50 χ2=7 1 <.01
Anxiety disorder 21 24 5 21 ns
Mental retardation or pervasive

development disorder 18 21 8 33 ns
Substance abuse 36 41 4 17 χ2=5 1 <.05
Personality disorder 18 21 2 8 ns



cent), with 54 (25 percent) occurring
during the day (between 7 a.m. and 3
p.m.) and 45 (21 percent) occurring
during the night (between 11 p.m.
and 7 a.m.). More specific informa-
tion about the types of injuries sus-
tained by staff is shown in Table 3.
Most incidents (116 incidents, or 54
percent) resulted in no detectable
physical injury. However, 99 incidents
(46 percent) produced level 2 or 3 in-
juries; six assaultive incidents (3 per-
cent) resulted in injuries that re-
quired medical attention.

Characteristics of the assaultive in-
cidents that took place during the
study are shown in Table 4 according

to severity of the injury sustained by
staff. Because many youths commit-
ted more than one assault and many
staff members were assaulted more
than once, the data in the table are
likely to represent an inflation of any
relationship between variables. That
being said, no relationship was ob-
served between the severity of the in-
jury and the patient’s gender, use of a
physical escort or seclusion and re-
straint, forensic status, gender of the
assaulted staff member, or diagnosis
of mental retardation or an autism-
spectrum disorder, including perva-
sive developmental disorder. Inci-
dents associated with detectable in-

juries were more likely to be perpe-
trated by older patients. These inci-
dents were also more likely to involve
patients with a diagnosis of disruptive
behavior, ADHD, substance abuse,
or a personality disorder (typically
cluster B disorders). Incidents associ-
ated with detectable injuries were
less likely to involve patients with a
mood disorder. 

Discussion and conclusions
The results of this study indicate that
physical assault against staff in child
and adolescent psychiatric settings is
frequent and problematic. One-third
of the patients who were hospitalized
over a 60-day period assaulted staff. A
total of 215 incidents of assault oc-
curred over the study period, repre-
senting an average of 107.5 assaults a
month. We did not anticipate such a
high frequency of assault. During the
six months before the study, 83 staff
assaults were reported, for an average
of 13.8 a month. During the six
months after the study, 105 staff as-
saults were reported, for an average
of 17.5 a month.

The formal mechanism for report-
ing assaults in the hospital is through
incident reports, shift reports, and
seclusion and restraint logs. Reliance
on formal incident reports as indica-
tors of assaults of staff has been noted
to underrepresent the frequency of
assault (1,22,23)—reporting increas-
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Types of injuries sustained by assaulted staff at a state inpatient psychiatric hospi-
tal for youths and severity of the assaults (N=215 incidents)

Type of injury N % Severity levela

None or not given 113 53 No detectable injury
Headache 3 1 No detectable injury
Swelling 2 1 Level 2
Redness 4 2 Level 2
Bruising 58 27 Level 2
Soreness or pain 16 7 Level 2
Cuts or scratches 11 5 Level 2
Difficulty breathing 1 1 Level 2
Muscle strain 2 1 Level 2
Lost teeth 1 1 Level 3
Bitten 3 1 Level 3
Concussion 1 1 Level 3

a Any “moderate” injuries that required medical attention were automatically classified as “severe.”

TTaabbllee  44

Characteristics of 215 assaults in a state inpatient psychiatric hospital for youths, by severity of injury

No detectable Detectable
injury (N=116) injury (N=99)

Test
Variable N % N % statistic df p

Patient’s gender, male 84 72 64 65 ns
Patient had forensic status 29 25 22 22 ns
Age (mean±SD years) 12.3±2.5 14.1±2.1 t=5.8 213 <.01
Escort to “room time” or physical restraint 34 29 35 35 ns
Staff member’s gender, male 50 43 41 41 ns
Patient’s diagnosis

Psychosis 0 — 0 — ns
Mood disorder 77 66 48 48 χ2=7 1 <.01
Disruptive behavior disorder 80 69 79 80 ns
Attention-deficit hyperactivity disorder 58 50 34 34 χ2=5 1 <.05
Anxiety disorder 27 23 17 17 ns
Mental retardation or pervasive

development disorder 49 42 53 54 ns
Substance abuse 3 3 17 17 χ2=14 1 <.01
Personality disorder 3 3 11 11 χ2=6 1 <.05



es with the severity of the assault (24).
The inverse relationship we found

between assaults and forensic status
has been noted before (20). It is our
experience that although more pedi-
atric psychiatric patients are current-
ly admitted with forensic status than
was the case a decade ago, these pa-
tients are no more violent or danger-
ous than are other hospitalized
youths. The factors involved in a
child or adolescent’s receiving mental
health treatment rather than a more
punitive juvenile justice intervention
may have little to do with the severi-
ty of psychopathology. We propose
that staff employed in psychiatric fa-
cilities may be in as much or greater
danger of assault than staff in correc-
tional facilities.

Well-designed prospective studies
of assault of staff working in juvenile
correctional facilities are clearly indi-
cated. It is possible that staff in hospi-
tals such as the one in this study—
hospitals that treat children and ado-
lescents with more acute illness who
have not responded rapidly to inpa-
tient interventions—are more vulner-
able to assault. The Commonwealth
of Virginia’s entry-level pay range for
staff at juvenile correctional facilities
is higher than that for entry-level staff
at state psychiatric hospitals, presum-
ably because of the assumed greater
risks inherent in working closely with
an incarcerated delinquent popula-
tion. The results of our study indicate
that this assumption may need to be
reexamined.

The frequency of directive verbal
interactions (typically minor) as an-
tecedents of assault was unexpected.
Our hypothesis was that staff’s laying
hands on patients in an effort to phys-
ically control or redirect them did not
precipitate most assaults, and this hy-
pothesis was validated by our find-
ings. However, 68 percent of the as-
saults were preceded by a verbal di-
rection or redirection or limit setting
on the part of the staff. The center
uses a level-based behavioral man-
agement program that varies from
unit to unit, depending on the devel-
opmental level of the patient popula-
tion. However, the presence of rules
and the awarding of “points” and re-
inforcers and privileges according to
the patient’s level in the program are

consistent across units. Staff mem-
bers are given the tasks of setting lim-
its as outlined in the unit behavioral
programs and of reminding patients
when they are not complying with ex-
pectations. The results of this study
raise questions about the link be-
tween rules, limit setting, and staff as-
sault. At the outset of their employ-
ment (and in periodic refresher
courses), all staff receive training that
emphasizes verbal deescalation in
staff-patient interactions. All staff and
clinicians who had patient contact
were trained in the Mandt system,
which emphasizes deescalation tech-
niques independent of physical man-
agement (25). However, it is possible
that the very nature of limit setting
may place staff at risk of assault.

The only association we observed
between assault and gender was that
noted for repeat assaulters. Girls
were as likely as boys to assault a staff
member at least once and to seriously
injure staff. However, boys were
more likely than girls to be repeat as-
saulters. The finding of an overall
similar prevalence of assaultive be-
havior for males and females with
mental disorders has been noted by
other investigators (2,9,26).

The positive relationship between
assault status and the diagnosis of a
disruptive behavior disorder, ADHD,
and longer hospital stay was expected.
Almost all the children and adoles-
cents who were hospitalized at the
center had axis I diagnoses other than
or in addition to a disruptive behavior
disorder. The presence of a comorbid
disorder—and especially the additive
effect of irritability and impulsivity

that a mood disorder and disruptive
behavior disorder or ADHD con-
fer—would be expected to result in
elevated aggression in this popula-
tion. The negative association be-
tween repeat assaulter status and sub-
stance abuse was unexpected. How-
ever, a limitation of this study is that
we were unable to analyze specific
types of substance abuse, which could
clarify this finding. For example, alco-
hol, cocaine, or inhalant abuse might
be expected to have a stronger link to
violence than cannabis abuse. Also,
younger children (who were as-
saultive and included in the sample)
would be less likely to present with
substance use that met criteria for
substance abuse.

Although assaultiveness was not
linked to the presence of a neurolog-
ic disorder or significant neurologic
findings in this study, youths with dis-
ruptive behavior disorders—specifi-
cally ADHD—are prone to negative
misattribution and are impulsive.

Because this study had no exclusion
criteria and all patients and staff who
were assaulted were included in the
analysis, the sample reflects a hetero-
geneous group of psychiatrically hos-
pitalized children and adolescents.
Thus in many respects our findings
are generalizable to other inpatient
child and adolescent facilities. How-
ever, the hospital’s lack of direct de-
pendence on revenues from insur-
ance and Medicaid probably selects
for patients who are sicker and poor-
er than those who are rapidly evaluat-
ed, stabilized, and discharged from
private hospitals.

There is an obvious need for de-
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Reported antecedents for assaults of staff by patients at a state inpatient psychi-
atric hospital for youths (N=215 assaults)

Antecedent N %

“Hands on” for escort or restraint or redirection 18 8
Request, direction, or command potentially viewed by

the patient as limit setting or as coercive 147 68
Frustration identified but seemingly unrelated to staff’s

commands, requests, or limit setting 19 9
Peer-provoked aggression seemingly displaced onto staff in

the area (no staff redirection noted before the assault) 7 3
For “no reason” or “out of the blue” 16 7
Unclear or not specified 8 4



tailed data collection if further gains
in the development of profiles of var-
ious types of patient-staff interactions
and of characteristics of assaultive
psychiatric inpatients are to be made.
More thoughtful and individualized
proactive treatment of assaultive and
potentially assaultive patients is also
necessary for the retention of high-
quality staff to work with these pa-
tients—staff who can maintain thera-
peutic interactions so that effective
inpatient stabilization and treatment
as well as transition to community set-
tings can be achieved. ♦
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