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Diagnosing and Managing Violence

Jeffrey C. Fetter, MD

Available categorization systems for violence
encountered in medical practice do not
constitute optimal tools to guide management.
In this article, 4 common patterns of violence
across psychiatric diagnoses are described
(defensive, dominance-defining, impulsive,
and calculated) and management implications
are considered. The phenomenologic and
neurobiological rationale for a clinical classification
system of violence is also presented.
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Violence against other individuals is a common
indication for emergency psychiatric evaluation.
Medical and psychiatric training provides physicians
with skills to assess and treat violence in the context
of specific psychiatric disorders but does not generally
present a comprehensive, practical approach to assessing
and managing violence itself. The medical literature
presents no consensus on defining types of violence.! -
Medical and psychiatric physicians provide
care for patients in hospitals, prisons, emergency
rooms, group homes, schools, and other facilities
where violence occurs. This article will describe
common patterns of violence across psychiatric
diagnoses and consider management implications.

TYPES OF VIOLENCE

Defensive Violence

Description. Defensive violence occurs when a
person perceives a real or imagined threat and acts
to defend self or others, perhaps preemptively. The
person often describes a sense of inability to escape or of
being outnumbered. Defensive violence involves gross
motor movements in a state of elevated sympathetic
tone, and accompanying verbalizations tend to be
more accusatory than derisive. Attempts to ward off
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the threat may involve not only punching and kicking
but also defensive behaviors not commonly associated
with other types of violence such as scratching, biting,
and screaming. The subject’s goal is survival, so the
risk of assault remits as the perceived threat subsides.*
Defensive violence has 4 key features: (1) stimulates
sympathetic activation, (2) lacks cortical involvement,
(3) can be displaced to other targets, and (4) is
designed to reduce environmental threat.’ Defensive
behavior is associated specifically with the medial
hypothalamus or the dorsolateral periaqueductal gray.®
Psychosis may trigger or worsen a defensively violent
situation by impairing patients’ ability to accurately
judge the level of threat to themselves or the motivations
of people around them. Such situations often occur
in response to staff members’ attempts to induce
these patients to conform to rules of the facility or to
take unwanted prescribed medications. Delusions of
persecution, a history of having taken concrete steps of
preparing to defend oneself on the basis of a delusion,
command hallucinations, previous history of violence,
and high ward turmoil are particularly indicative
of the risk for violence in psychotic inpatients.®
The acute defensive behavior described here does
not refer to a psychotic patient engaged in well-planned
and precisely targeted preemptive violence, such as that
of a delusional patient plotting to murder the object
of his/her paranoia. A planned preemptive assault
may be better described by the information presented
here in the section on calculated violence, although
this type of assault is based on delusional beliefs.
Management. The clinical management of acute
defensive violence consists of reducing the perceived
level of threat. Removal of an actual threat (eg,
separating 2 contentious patients physically) may
be necessary. Giving the patient the sense that he or
she has an ally is another crucial intervention, often
best accomplished by establishing some shared goal
with the patient, emphasizing that the staff will work
toward it, and planning for a follow-up meeting with
the patient as to whether it could be accomplished.
Pharmacologic management of acute defensive
violence often includes antipsychotic medications.”!
The use of benzodiazepines, selective serotonin reuptake
inhibitors, and tricyclic antidepressants for defensive
aggression shows mixed results.!'"!> Long-term violence
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risk in psychotically violent patients is associated

with medication nonadherence, substance abuse, and
residual symptoms.'® Long-acting depot antipsychotics
and clozapine may be considered in these patients.!”

Dominance-Defining Violence

Description. Dominance-defining violence occurs
most often within members of a self-identified
group (eg, prison inmates or sports teams) but
can occur whenever aggressive individuals are
in competition for status within a hierarchy.

As described in male prison inmates,
confrontations precipitated by dominance-defining
violence often follow a distinctive pattern:

(1) Derisive comments and threats

(2) Closing the distance between individuals
(3) Light contact (finger or light push)

(4) Right cross punch

(5) Wrestling.

The goal is to dominate or control the challenger
in order to establish or maintain a power relationship,
thus the participants do not attempt to leave
or escape until one loses the encounter. 8

Gang membership is a risk factor for dominance
violence. Members may attack patients or prisoners of
rival gangs or if members of their own gang are present
may attack otherwise unaftiliated individuals to garnish
their reputation.'® It is useful for physicians to observe
for tattoos, clothing, or other local gang signifiers.

Management. While it is difficult for the participants
to abort, a person familiar with the dominance-defining
pattern can choose to act in a fashion incongruous to it
and effectively avoid the onset of violence. For example,
if a patient begins the pattern by verbal derision and
then starts to close the distance between individuals,
the clinician must avoid progressing to light touch and
assume a comfortable distance from the patient while
standing at an angle to derail the close contact stage.

Dominance behaviors may be managed by minimizing
the audience and by responding to challenges to staff
authority calmly, with good eye contact and simple
concrete redirection. Confident body language is needed
to convey that the staff’s authority is not in any doubt.!®
The vasopressin system has been implicated in dominance
behavior,' and it may be responsive to fluoxetine.!?

Impulsive Violence

Description. Impulsive violence consists of rapid
strikes with a minimal period of preceding agitation
in the context of frustration or physical discomfort
that the patient may not be able to describe verbally.
These episodes usually involve punching and are more
likely associated with destruction of property than
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other types of violence. Unlike dominance-defining
violence, after these episodes the aggressor does not
evince a sense that the relationship with the victim has
significantly changed. Impulsive violence is associated
with mania, personality disorders, and psychosis.?’

Impulsive violence is associated with the
convergence of 2 deficits: amygdala hyperreactivity
and a loss of prefrontal inhibition in conjunction
with serotonin deficiency.?%?*-%

Management. Nonverbal patients may engage in
violent or self-injurious behavior to communicate
distress due to general medical conditions such as
gastroesophageal reflux or dental problems. A thorough
search for correctible discomfort is warranted.

Behavioral plans with an emphasis on positive
reinforcement of adaptive behavior and extinguishing
self-defeating or dangerous behavior may be useful,
especially for patients with mental retardation and
autism. Direct care staff may also use principles
of the collaborative problem-solving approach to
prevent impulsive violence, in both children and
adults, regardless of psychiatric diagnosis.>

There are a number of pharmacologic strategies
to address impulsive violence. Impulsivity arising
primarily from amygdala hyperreactivity may respond
to mood stabilizers that modulate the y-aminobutyric
acid/glutamate system, particularly in patients
with borderline personality disorder.?! Frontal lobe
inhibition deficits may respond to selective serotonin
reuptake inhibitors,?’ stimulants, or atomoxetine.*?
Second-generation antipsychotic trials for treatment
of impulsive violence have yielded mixed results.?*3

20,21

Calculated Violence

Description. Calculated violence consists of
premeditated aggressive acts designed to obtain a
resource.'® The specific behaviors rely largely on
cortical mechanisms and as such are varied and goal-
directed. For example, a prisoner intimidating another
to obtain cigarettes uses force for a rational goal. This
type of violence may be associated with antisocial
personality disorder. Although sometimes termed
instrumental violence, the term calculated may be
preferred because it excludes acute defensive violence
more clearly and emphasizes its cortical origin.

People may engage in calculated violence to
maintain a social position,* but its reasoned application
distinguishes it from dominance-defining violence.
Individuals engaged in calculated violence, in contrast
to other forms of violence, become more proficient
over time and may use weapons fabricated or obtained
in advance. Further distinguishing it from impulsive
violence, calculated violence is associated with
decreased amygdala activity,*® and pharmacologic
agents are less effective.”” Some individuals may engage
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Table 1. Categories of Violence

Type Behaviors Vocalizations Goals Management
Defensive Gross motor defensive reflexes Accusatory or nonverbal Protect self and escape  Decrease patient’s perceived threat
of 4 limbs screaming
Dominance-  Verbal threats, closing the gap, Derisive Establish or maintain ~ Behave differently from the expected pattern

defining light touch, punch
Impulsive Strike with minimal warning, Accusatory or nonverbal
property destruction screaming
Calculated  Varied: precise and goal-directed, Varied: none or threats given

improving with practice

a power relationship
Relieve frustration Decrease limbic hyperarousal and improve
frontal lobe-mediated inhibition

Obtain a resource Make the resource too difficult or costly to

well in advance of violence obtain

in calculated violence to obtain the pleasure of the
violence itself rather than any concrete resources.
Management. To decrease the risk of calculated
violence, it is necessary to make the resource too
costly or difficult to acquire. Imposing a penalty (eg,
invoking a plan to call the police if a behavior recurs)
or increasing the effort required (eg, increasing the
supervision of a perpetrator or the distance to the
victim) may decrease these behaviors. While physical
punishment tends to increase calculated violent behavior,
making a socially appropriate substitute by acquiring
available resources may decrease it.*® Table 1 provides a
description of the categories of violence presented here.

VIGNETTE 1

Mr A, a 23-year-old man with bipolar disorder (DSM-
IV criteria), was admitted to the emergency department
for threatening his mother by brandishing a golf club.
He attempted to punch police officers in the emergency
room, making grandiose statements about how people
with bipolar disorder are more evolved than regular
humans. Mr A arrived on the unit in restraints and upon
release assaulted 2 nursing aides, severely injuring one.

He appeared frightened of staff and peers and was
started on olanzapine and lithium, which improved
his psychosis and grandiosity significantly. Once
therapeutic doses of olanzapine were reached, Mr
A no longer threatened staff without provocation.
However, he continued to impulsively verbally
challenge staff and posture aggressively when unit
rules were enforced, later apologizing for his behavior.
Valproic acid was started, and Mr A’s impulsive
agitation reduced quickly upon reaching therapeutic
levels. The defensive and impulsive aspects of his
presentation responded to different medications.

VIGNETTE 2

Mr B, a 30-year-old man with bipolar disorder and
narcissistic personality disorder (DSM-1V criteria),
was admitted by his guardian for bizarre behavior
and medication noncompliance in violation of a court
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order. He engaged in aggressive exercise in other peers’
rooms and public areas of the unit and often bumped
into staff, feigning that he did not notice them. Mr

B was very muscular, and other patients feared him.
His impulsiveness took the form of running around
the unit and hitting walls without provocation.

To address the dominance behaviors, staff members
were coached to meet Mr B’s gaze, deliver simple
instructions in a neutral tone, and minimize the
audience of behavioral disturbances. The psychiatrist
underwent a period of rapport building by honoring
a request for access to educational materials, as well
as allowing Mr B some input into his medication
regimen, with an aim of decreasing his defensive fear
of staff. Mr B was prescribed valproic acid, which,
above a level of 90 mg/dL, was effective in reducing
his hyperkinetic behaviors. Mr B’s dominance-
defining violence responded to staff training, while his
impulsiveness required therapeutic valproic acid levels.

CONCLUSIONS

Clinicians may avoid common pitfalls in the
management of violence by using the nosology described
here. Behavior plans and psychopharmacology are the
most common means of managing all types of violent
behavior, but are less likely to be successful for patients
displaying defensive violence. Hospitalization for
impulsive violence may prompt treatment for Axis I or
IT disorders without specifically addressing the amygdala
activity and prefrontal dyscontrol that leads to the
most problematic behaviors. Defensive and impulsive
episodes may prompt staff to gather in large numbers
around a patient in a way that feeds a sense of being
outnumbered or converts a brief impulsive episode into
a prolonged defensive event. Any of the types of violence
described may be inappropriately managed primarily by
punitive measures best applied to calculated violence,
perhaps as a result of staff countertransference.

Moreover, medical directors may find that
identification of these categories of violence has
implications for staffing and organizing inpatient
services. For example, patients who display frequent
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impulsive violence may be better served on a unit that is
structured for use of behavior plans. Patients displaying
defensive violence may particularly benefit from a unit
with “quiet rooms” to which to escape from the milieu.
These violence types cut across psychiatric diagnoses,
such that many units that specialize in a single disorder,
such as schizophrenia, may find a variety of these
types of violence represented. Some institutions may
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