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Crime & Safety

Concord Cops Investigating Knife
Threat Incident On Pleasant Street

Update: A man barricaded himself inside a Concord Coalition to End Homelessness
apartment on Pleasant Street Monday after a threat incident.

% Tony Schinella, Patch Staff @
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PREVALENCE

- 2024 poll of emergency room physicians: YiOI.e%'lce can be :
91% said that they or a colleague were a individuals with 1
victim of violence in the past year

- 65% of staff members at inpatient
psychiatric settings experienced violence,
over half resulting in injury (Cunningham,
2003)

- Within substance abuse treatment
settings, 20% of counselors experienced
threats and 3% reported patient-initiated
violence (Bride, 2015)

- 33% of Child welfare workers
experienced threats and 34%
experienced physical assault (Shin, 2011)

- Individual counseling?



Physical aggression, verbal aggression, threats, aggressive posturing

ADBurnout
DAnger
" Fear




What strategies are used now?
- Lists
- dtickers
- Removal from services

**All ‘after the fact’**

What about prevention?







PATIENT FACTORS

* What do you know about your patient?
* Past violence
* Current symptoms

* Other risks; substance abuse, exposure to violence, poor problem solving

* Important to 1dentify risks for violence as treatment targets

* Treatment should identify, measure, and mitigate the risk factors

For all patients!




AVAILABLE MEASURES

= V-Risk 10
= Broset Violence Checklist
= DASA

" Violence Screening Checklist




V-RISK 10

- Substantial predictive validity for
aggression in inpatient settings
- Takes 2 minutes to administer

- Available online

McNiel DE, Binder RL. Predictive
validity of judgments of dangerousness

in emergency civil commitment. Am |
Psychiatry. (1987) 144:197-200.

Name:
Date of Birth:
SSN #:

-

Age:

The rater collects information about each of the ten risk factors on the V-RISK-10
checklist. Some examples of important scoring information are described under each
item. Select the box to indicate the degree of likelihood that the risk factor applies to the
patient in question:

No: Does not apply to this patient

Maybe/Moderate: Maybe applies/present to a moderately severe degree
Yes: Definitely applies to a severe degree

Does Not Know: Too little information to answer

Severe violence refers to physical attack (including with various weapons) towards another
individual with intent to mflict severe physical harm. Yes: The individual in question must
have committed at least 3 moderately violent aggressive acts or | severe violent act.
Moderate or less severe aggressive acts such as kicks, blows, and shoving that does not
cause severe harm to the victim is rate Maybe/Moderate.

Select One:
ONo [OMaybe/Moderate [1Yes [J Do NotKnow

Verbal: Statements, yelling, and the like, that involve threat of inflicting other individuals
physical harms. Physical: Movements and gestures that warn physical attack

Select One:
ONo [OMaybe/Moderate [1Yes [J Do NotKnow

The patient has a history of abusing alcohol, medication, and/or other substances (e.g.
amphetamine, heroin, cannabis). Abuse of solvents or glue should be included. To rate Yes,
the patient must have and/or have had extensive abuse/dependence, with reduced
occupational or educational functioning, reduced health and/or reduced participation in
leisure activities.

Select One:
OnNo [OMaybe/Moderate [dves [ Do NotKnow




Whether the patient has or has had a psychotic disorder (e.g. schizophrenia, delusional
disorder, psychotic affective disorder). See item 5 to rate personality disorders.

Select One:
OnNo [ Maybe/Moderate [OYes [ Do NotKnow

Of interest here are eccentric (schizoid, paranoid) and impulsive, uninhibited (emotionally
unstable, antisocial) types.

Select One:
Ono [ Maybe/Moderate O Yes [ Do NotKnow

This refers to the degree to which the patient lacks insight in his’her mental illness, with
regard to for instance need of medication, social consequences or behaviour related to
illness or personality disorder.

Select One:
ONo [ Maybe/Moderate [JYes [J Do NotKnow

The patient expresses suspicion towards other individuals either verbally or
nonverbally. The person in question appears to be "on guard” towards the environment.

Select One:
ONo [O Maybe/Moderate [1Yes []DoNotKnow

The patient appears emotionally cold and without sensitivity towards others' thoughts or
emotional situation,

Select One:
ONo [O Maybe/Moderate [JYes [JDo NotKnow

This assesses to which degree the patient him/herself has unrealistic plans for the future
(inside or outside the inpatient unit). Is for instance the patient him/herself realistic with
regard to what he/she can expect of support from family and of professional and social

network? It is important to assess whether the patient is cooperative and motivated with
regard to following plans.

Select One:
O No [ Maybe/Moderate [1Yes [J Do NotKnow

This evaluates the possibility that the patient may be exposed to stress and stressful
situations in the future and his/her ability to cope with stress. For example (in and outside
inpatient unit): reduced ability to tolerate boundaries, physical proximity to possible victims
of violence, substance use, homelessness, spending time in vielent environment/association
with violent environment, easy access 1o weapons etc.

Select One:
ONe [OMaybe/Moderate [JYes [ Do NotKnow




OVERALL CLINICAL EVALUATION

How great do you think the violence risk is for this patient?
Ortow [ Moderate O High

Suggestion following overall clinical evaluation:
[0 No more detailed violence risk assessment

[0 More detailed violence risk assessment

O Implementation of preventive measures
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The Braset Violence Checklist (BVC®) - quick instructions: Patient/Client data
Score the patient at agreed time on every shift. Absence of behaviour gives a
score of 0. Presence of behaviour gives a score of 1. Maximum score (SUM)
is 6. If behaviour is normal for a well known client, only an increase in
behaviour scores 1, e.g. if a well know client normally is confused (has been
s0 for a long time) this will give a score of 0. Ifan increase in confusion is
observed this gives a score of 1.
Monday / Tuesday /
Day Evening | Night Day Evening | Night
Confused Confused
Irritable Irritable
Boisterous Boisterous
Verbal threats Verbal threats
Physical threats Physical threats
Atacking objects Attacking objects
SUM SUM
Wednesday . Thursday /
Day Evening | Night Day Evening | Night
Confused Confused
Irritable Irritable
Boisterous Boisterous
Verbal threats Verbal threats
Physical threats Physical threats
Atacking objects Attacking objects
SUM SUM
Friday { Saturday /
Day Evening | Night Day Evening | Night
Confused Confused
Irritable Irritable
Boisterous Boisterous

Verbal threats

Verbal threats

Physical threats

Physical threats

Atacking objects

Attacking objects

SUM

SUM




Operationalisation of behaviours/items:

Confused Appears obviously confused and disorientated. May be unaware of time,
place or person.

Irritable Easily annoyed or angered. Unable to tolerate the presence of others.

Boisterous Behaviour is overtly "loud" or noisy. For example slams doors, shouts out
when talking etc.

Physically Where there is a definite intent to physically threaten another person. For

threatening

example the taking of an aggressive stance; the grabbing of another
persons clothing; the raising of an arm, leg, making of a fist or modelling
of a head-buit directed at another.

Verbally
threatening

A verbal outburst which is more than just a raised voice; and where there
i1s a definite intent to intimidate or threaten another person. For example
verbal attacks, abuse, name-calling, verbally neutral comments uttered in
a snarling aggressive manner.

Attacking
objects

An attack directed at an object and not an individual. For example the
indiscriminate throwing of an object; banging or smashing windows;
kicking, banging or head-butting an object; or the smashing of furniture.




DASA

DYNAMIC APPRAISAL OF SITUATIONAL AGGRESSION: INPATIENT VERSION

The following ratings are based on your knowledge and observations of the patient during Mon Fri Sat
the PREVIOUS 24 HOURS. Well known patients are scored a 1 for an increase in the

[cinde [circle cle (circle [cincle
) one) one)

behawour described, the patent’s usual behavour while being non-violent is scored as 0

Irritability — the patient is easily annoyed or angersd. The pabent is unable to tolerate the presence 1] 1] o o 1 0 o 1 0

of others

Impulsivity — the patient displays behavioural and efectve msiabi ty (1.e. dramatic fluctuations m

mood, or general demeanour, inabdity 1o remain composed and directed) 0D 1 0 1 0 1 0 1] 0 1 [1] 1 0 1
Unwillingness to follow directions — the patent tends to become angry or aggressive when

they are asked to adhere fo treatment or 1o the ward's routine D 1 0 1 [u] 140 110 1 1] 1 0 1

Sensitivity to perceived provocation - the patient tends to see other people’s aclions az
deliberate and harmful: they may misinterpret other people's behaviour or respond with anger in a

disproportionate manner to the exient of provecation 0 1 o 1 o 110 110 1 o 110 1
Easily angered when requests are denied - the patient tends to be intalerant. or is easily

angered when they make a request that is denied or when they are azked to wait 01 0 1 [i] 1]0 110 1 [i] 110 1
Negative attitudes — the patient displays entrenched antsocial and negative attitudes and

beliefs which may relats to violence and aggression g 14]0 1 (] il0 110 1 (V] 110 1
Verbal threats — the patient displayed a verbal cutburst. which is more than just aq raised

voice, and where there is a definite intent to intimidate or threaten another person 0 1]0 1 [u] 140 110 1 1] 110 1
Total

Record of aggression — during the previous 24 hours has the pafienf behaved aggressively

in any of ihe following ways? (please mark with 8 croaes in the approprale box)

Physical aggression against OBJECTS - slams door, throws objects down_ kicks
furndure, breaks objects. smashes windows. sets fires, or throws objects dangerously
Verbal aggression against PATIENTS - shouts angrily, insults, curses wiciously, uses foul
language in anger, or makes clear threats of wiolence towards others

Verbal aggression against STAFF - shouts angrily. curses viciously, uses foul language in
anger, or makes clear threats of wolence towards others

Phys=ical aggression against PATIENTS - makes threatening gesturs, swings at people,
grabs at clothes, strikes, kicks, pushes, pulls hair, or attacks others.

Physical aggression again STAFF = makes threatening gesture, swings at people, grabs

at clothes_ sirikes_kicks, pushes_pulls hair_or attacks others.




TYPE OF BEHAVIOUR EXHIBITED

DESCRIPTORS

Yes / No

Uncooperative d|MNo Easily annoyed or angered. Unable to tolerate the presence of athers. Will
| Yes not follow instructions.
Verbal Abuse J Mo Verbal attocks, abuse, narne calling, verbally neutral comments uttered in a
1| Yes snarling, aggressive manner
Hostile/Attacking Objects O No Owvertly loud or noisy, ie. slarms doors, shouts out when talking, etc. An
|| Yes attack directed at an object and NOT at an individual ie. the indiscriminate
throwing of of an ohject, banging or smashing windows, kicking, banging,
head-banging, smashing of furniture
Threats d No A verbal outburst which is more than just a raised voice; and where there
__I Yes is definite intent to intimidate or threaten another person. A definite intent
to physically threaten another person, Le. raising of arm/Teg, aggressive
stance, making a fist, etc.
Assaultive/Combative 3 No An application of force or attack directed at an individual, ie. kick, punch,
a _YES spit, grabbing of clothing, use of @ weapon or weapon of opportunity.

Known risk factors/triggers

Mitigation strategies for known

risk factors/triggers

BEHAVI Level of CURRENT RISK MITIGATIONSTRATEGIES/INTERVENTIONS
Mo observed behaviour Low

Uncoorperative OR

verbal abuse/aggression Moderate

Cne or more of the above shaded

Both of the non-shaded OR High

significant history of violence

Print name:

Date/Time received from Referral Source:

Update - Date,/Time received from Referral Source:

Signature:




5 TOP TIPS-

L

Don’t lead with criminal history
Mirror their language initially
Assess criminal history directly
Acknowledge victimization too

Boundaries, boundaries, boundaries







ENVIRONMENTAL FACTORS

1) Use of therapeutic procedures
2) Physical surroundings

3) Effectiveness of clinical
leadership

4) Staft factors




ENVIRONMENTAL FACTORS

Therapeutic Procedures:

"D Trauma informed care
M'Welcome

"D Treatments

)

We bring our whole selves
to work, and we spend a
large part of our waking

life there. It better be good.

%

charityvillage.com

Physical Surroundings:
UBegins in the parking lot
USigns clear?

“TNoise level

“Options

DSecurity and personal alarms




ENVIRONMENTAL FACTORS

Clinical Leadership: Staff Factors:
“"Intolerance for violence “CTurnover
P'Violence protocols "Morale/fatigue
DStaff training N Case loads

SAFE
ZONE




DOCUMENTATION

= Patient charting
= Capture risk mitigation strategies

= What about facility documentation?

" How do all staff know about potential risks without jeopardizing
confidentiality?

= Methods to ensure attention to both spheres of focus
- patient information filed in medical chart
- environmental information kept at program/departmental level

What is the documentation and process after an incident?




REGARDLESS OF SIZE...

= There is a role for violence prevention in every office

= Clinical leadership sets the tone

= Small incidents predict large incidents; document and have a protocol
" Identify violence related treatment targets

= Patient factors and environmental factors matter




REFERENCES

Arango, C., Calcedo Barba, A., Gonzalez-Salvador, T., & Calcedo Ordonez, A. (1999). Violence in inpatients with Schizophrenia: A
prospective study. Schizophrenia Bulletin 25, 493-503.

Balderston, C., Negley, E., Kelly, G., & Lion, J. (1990). Data-based interventions to reduce assaults by geriatric inpatients. Hospital
and Community Psychiatry, 41, 447-449.

Calhoun, J. (1962). Population Density and Social Pathology. Scientific American, 206, 139-148.

Cheung, P., Schweitzer, 1., & Tuckwell, K. C. (1996). A prospective study of aggression among psychiatric patients in rehabilitation
wards. Australian and New Zealand Journal of Psychiatry, 30, 257-262.

Cooke, D., & Johnstone, L. (2010). Somewhere over the Rainbow: Improving Violence Risk Management in Institutional Settings.
International Journal of Forensic Mental Health, 9, 150-158. doi: 10.1080/14999013.2010.526463

Cooke, D., Wozniak, E., & Johnstone, L. (2008). Casting Light on Prison Violence in Scotland-Evaluating the Impact of Situational
Risk Factors. Criminal Justice and Behavior, 35, 1065-1078. doi: 10.1177/0093854808318867

Cregg, M., & Payne, E. (2010). PRISM with Incarcerated Young People: Optical Illusion or Reflection of Reality? International
Journal of Forensic Mental Health, 9, 173-179. doi: 10.1080/14999013.2010.526473

Cunningham J, Connor DF, Miller K, Melloni RH. Staff survey results and characteristics that predict assault and injury to
personnel working in mental health facilities. Aggressive Behavior. 2003; 29:31-40.

Daffern, M., Mayer, M., & Martin, T. (2003). A preliminary investigation into patterns of aggression in an Australian forensic
psychiatric hospital. The Journal of Forensic Psychiatry and Psychology, 14, 67-84. doi: 10.1080/1478994031000074306

f
Daffern, M., Mayer, M., & Martin, T. (2006). Staff gender ratio and aggression in a forensic psychiatric hospital. International @
Journal of Mental Health Nursing, 15, 93-99. doi: 10.111/1.114-0349.2006.00408.



REFERENCES conTD)

De Waal, F., Aureli, F., & Judge, P. (2000). Coping with crowding. Scientific American, 71, 76-82.

Flannery, R. (2005). Precipitants to psychiatric patient assaults on staff: review of empirical findings, 1990-2003, and risk
management implications. [Review]. Psychiatry Q, 76(4), 317-326. doi: 10.1007/s11126-005-4965-y

Flannery, R., Farley, E., Rego, S., & Walker, A. (2007). Characteristics of Staff Victims of Psychiatric Patient Assaults: 15-Year
Analysis of the Assaulted Staff Action Program (ASAP). Psychiatry Quarterly, 78, 25-37. doi: 10.1007/s11126-0069024-9

Flannery, R., Hanson, M. A., & Penk, W. (1994). Risk factors for psychiatric inpatient assaults on staft. The Journal of Mental
Health Administration 21, 24-31.

Flannery, R., Hanson, M. A., Penk, W., & Flannery, G. (1996). Violence and the Lax Milieu?: Preliminary Data. Psychiatric
Quarterly, 67, 47-50.

Flannery, R., Hanson, M. A., Penk, W., Pastva, G., Navon, M., & Flannery, G. (1997). Hospital Downsizing and Patients' Assaults on
Staff. Psychiatric Quarterly, 68, 67-76.

Flannery, R., LeVitre, V., Rego, S., & Walker, A. (2010). Characteristics of Staff Victims of Psychiatric Patient Assaults: 20-Year
Analysis of the Assaulted Staff Program. Psychiatry Quarterly, 82, 11-21. doi: 10.1007/s11126-010-9153-z

Flannery, R., Staffieri, A., Hildum, S., & Walker, A. (2011). The Violence Triad and Common Single Precipitants to Psychiatric
Patient Assaults on Staff: 16-Year Analysis of the Assaulted Staff Program. Psychiatry Quarterly, 82, 85-93. doi:
10.1007/s11126-010-9155-x




REFERENCES (conTD)

Flannery, R., White, D., Flannery, G., & Walker, A. (2007). Time of Psychiatric Patient Assaults: Fifteen-Year Analysis of the
Assaulted Staff Action International Journal of Emergency Mental Health, 9(2), 89-96.

Gadon, L., Johnstone, L., & Cooke, D. (2006). Situational variables and institutional violence: A systematic review of the literature.
Clinical Psychology Review,26, 515-534.

Johnstone, L., & Cooke, D. (2010). PRISM: A Promising Paradigm for Assessing and Managing Institutional Violence: Findings
from a Multiple Case Study Analysis of Five Scottish Prisons. International Journal of Forensic Mental Health, 9(185-191).
doi: 10.1080/14999013.2010.526477

Katz, P., & Kirkland, F. (1990). Violence and social structure on mental hospital wards. Psychiatry, 5, 262-277.

Linhorst, D., & Parker Scott, L. (2004). Assaultive behavior in state psychiatric hospitals: differences between forensic and
nonforensic patients. Journal of Interpersonal Violence, 19, 857-874. doi: 10.1177/0886260504266883

Needham, 1., Abderhalden, C., Meer, R., Dassen, T., Haug, H., Halfens, R., & Fischer, J. (2004). The effectiveness of two
interventions in the management of patient violence in acute mental inpatient settings: Report on a pilot study. Journal of

Psychiatric and Mental Health Nursing, 11, 595-601.

Palmstierna, T., Huitfeldt, B., & Wistedt, B. (1991). The relationship of crowding and aggressive behavior on a psychiatric intensive
care unit. Hospital and Community Psychiatry, 42, 1237-1240.

Palmstierna, T., & Wistedt, B. (1987). Staff Observation Aggression Scale, SOAS: Presentation and Evaluation. Acta Psychiatrica

Scandinavica, 76, 657-663. @



REFERENCES (conTD)

Palmstierna, T., & Wistedt, B. (1995). Changes in the pattern of aggressive behavior among inpatients with changed ward
organization. Acta Psychiatr Scand, 91, 32-35.

Pelissier, B. (1991). The effects of a rapid increase in a prison population: A pre- and posttest study. Criminal Justice and Behavior,
18,427-447.

Shah, A., & De, T. (1998). The effect of an educational intervention package about aggressive behavior directing at the nursing staff
on a continuing care psychogeriatric ward. International Journal of Geriatric Psychiatry, 13, 35-40.

Shin J. Client violence and its negative impacts on work attitudes of child protection workers compared to community service
workers. Journal of Interpersonal Violence. 2011; 26:3338-3360.

Singh, M., D' Souza, L., & Singh, M. (1991). The Effect of Numeric, Spatial and Resources Crowding on Behavior of Albino Rats.
Psychological Studies, 36, 156-168.

Snyder, W. (1994). Hospital downsizing and increased frequency of assaults on staff. Hospital and Community Psychiatry, 45, 378-
379.

Quanbeck, C., McDermott, B., Lam, J., Eisenstark, H., Sokolov, G., & Scott, C. (2007). Categorization of aggressive acts committed
by chronically assaultive state hospital patients. Psychiatric Services, 58,521-528.

Varshney M, Mahapatra A, Krishnan V, ef al (2016). Violence and mental illness: what is the true story? J Epidemiol Community
Health, 70:223-225.

Weizmann-Henelius, G., & Suutala, H. (2000). Violence in a Finnish forensic psychiatric hospital. Nordic Journal of Psychiatry, 54,
269-273.

Wortley, R. (2002). Situational Prison Control: Crime Prevention in Correctional Institutions. Cambridge, United Kingdom: @
Cambridge University Press.



	Slide 1
	Slide 2
	Prevalence
	Slide 4
	Slide 5
	Two Key Prongs: 1)Patient and 2)Environment
	Patient Factors
	Available Measures
	V-Risk 10
	Slide 10
	Slide 11
	Broset Violence Checklist
	Slide 13
	DASA
	Violence Screening Checklist
	5 Top Tips-
	Slide 17
	Environmental Factors
	Environmental Factors (2)
	Environmental Factors
	Documentation
	Regardless of size…
	References
	References (cont’d)
	References (cont’d) (2)
	References (cont’d) (3)

