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Abstract

Aims and objectives: Association has been reported between aggression and person(s) with mental
illness. This study aimed to assess patterns of aggression, extent to which patients’ characteristics
(psychiatric history and substance use behaviour) and parental characteristics (substance use and
psychiatric disorder in family) predict violent behaviour.

Method: For a period of 12 months, data were collected from the indoor patients. Aggressive incidents
and their types were noted. Forms of aggression and their severity were assessed based on questions of the
Overt Aggression Scale-Modified (OAS-M). The characteristics of those patients involved in aggressive
incidents were compared with those of others who had not been aggressive. Patterns of aggression and
their severity were assessed based on questions of OAS-M.

Results: Total 472 patients were included in the study. The prevalence rate of aggression in the study
population was 55.7% (n=263). Among the aggressive patients, 53.6% (n=253) exhibited verbal
aggression, 36.4% (n=172) exhibited aggression towards objects, 32.2% (n=152) exhibited aggression
towards others, and 16.1% (n=76) exhibited aggression towards self (more than one form of aggressive
behaviour is noted). There were high correlations of one form of aggression in presence of other forms.
Family history of substance abuse, family history of mental illness, substance abuse, psychiatric history,
and dual diagnosis were found as major risk factors for the aggressive behaviour.

Conclusions: Present study revealed that patients’ characteristics (psychiatric history and substance use
behaviour) and parental characteristics (substance use and psychiatric disorder in family) predict violent
behaviour. The utility of these factors to identify patients who subsequently will exhibit violent behaviour
may provide an empirically substantiated basis for efficient psychiatric population screening for violence

prevention.
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Introduction

Aggressive behaviour is a part of basic human nature.
It is an adaptive behaviour having its origin in genetically
coded neural mechanisms that are acted upon by hormonal
and psychosocial factors. It has multiple determinates whose
effects vary with age, and

manifestations and

culture.[1]

sex,

There is a commonly held perception that individuals
with mental illness are significantly more likely to commit
violent crimes. A less acknowledged fact is that the
proportion of societal violence attributable to schizophrenia
is small. The myths of the relationship between violence and
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mental illness contribute to: exaggerated fears of
dangerousness, reluctance to seek help, exclusion to

housing, jobs, and social supports.

While it is true that some people who have a mental
illness do commit crimes, public perceptions of mentally ill
persons as criminally dangerous are exaggerated. In fact, 80
to 90 per cent of people with mental illness never commit
violent acts.[2]

Variety of patient factors have been implicated as
heightened risk for violence including being a young male
with a diagnosis of schizophrenia,[3] particularly with
neurological impairment;[4] having a history of violence;[5]
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and being involuntarily admitted to the hospital.[6,7]
Having a diagnosis of dementia or delirium,[8] substance
abuse,[9] and personality disorder and bipolar disorder[10]
have also been shown to be related to violence.

The opportunity for violence is also strongly
contingent on social contextual factors. Family history of
psychiatric illness influences violent behaviour. As patients
disengage from parental supervision, the friendship network
exerts an increasingly powerful influence on behaviour in
younger age group.[11] One of the strongest correlates of
violent behaviour in patient is substance use.[1,12] People
with a major mental disorder diagnosis and without a
substance abuse diagnosis are involved in significantly less
community violence than people with a co-occurring

substance abuse diagnosis.[13,14]

The purpose of this study was to determine patterns of
aggression in patients admitted in Psychiatry Department of
Gauhati Medical College Hospital (GMCH), Guwahati,
Assam, India, and the extent to which patients’
characteristics (psychiatric history and substance use
behaviour) and parental characteristics (substance use and
psychiatric disorder in family) predict violent behaviour.
The utility of these factors to identify patients who
subsequently will exhibit violent behaviour may provide an
empirically substantiated basis for efficient psychiatric
population screening for violence prevention.

Materials and method

Sample: The sample consisted of 472 patients from
September 2007 to August 2008 of GMCH. The patients
admitted from outpatient clinic or from the emergency
department were assessed and diagnosed as per the
International Statistical Classification of Diseases and
Related Health Problems, tenth revision (ICD-10): Clinical
Descriptions and Diagnostic guidelines.[15] Cases fulfilling
the required inclusion and exclusion criteria as mentioned
below were included in the study.

Inclusion criteria: Age above 18 years, informed
consent by patients or relatives in accordance to Chapter
VIII, Clause (2) of Mental Health Act, 1987.

Exclusion criteria: Unconscious patients including
delirium, organic mental disorders, patients without any
proper informant.

Tool of investigation: The Overt Aggression Scale-
Modified (OAS-M) was developed by E Coccaro and
collaborators in 1991 to assess aggressive behaviour.[16]
The scale is a 25-item, semi-structured interview with nine
study purpose,
aggression on four subscales which records the forms of
aggression and their severity. The four subscales based on
increasing severity were: verbal assault, assault against
objects, assault against others, and assault against self.

subscales. For our we assessed the

Subjects with aggressive behaviours are defined as those
having a total score > zero.

All the patients admitted in the psychiatry ward and
drug de-addiction unit were incorporated in the study and
characteristic of patients without any reported aggressive
behaviour constituted the control group for statistical
comparison. All data analyses were performed using the
Statistical Packages for Social Sciences, version 11.5
(SPSS-11.5) for windows. Statistical significance was
established using the y* test for categorical data, with
Fisher’s exact test employed when appropriate; a P value of
less than 0.05 was considered significant.

Results

Table 1 shows the socio-demographic profile of the
study population.

Most common diagnoses were paranoid schizophrenia
(F20.0) 26.7%, acute and transient psychotic disorder (F23)
14.4%, dissociative disorder (F44) 10.2%, alcohol
dependence (F10.2) 8.3%, bipolar affective disorder, current
episode manic (F31.2) 6.4%, and alcohol withdrawal state
(F10.3) 5.3% (Figure 1).

The present study shows that out of total 472 patients,
263 (55.7%) were aggressive and rest 209 (44.3%) were
non-aggressive. Among the aggressive patients, 53.6%
(N=253) exhibited verbal aggression, 36.4% (N=172)
exhibited aggression towards objects, 32.2% (N=152)
exhibited aggression towards others, and 16.1% (N=76)
exhibited aggression towards self (more than one form of
aggressive behaviour is noted).

Family history of mental illness: In the study sample,
we found 20.3% (N=96) patients with family history
positive for mental illness; out of which, 15% (N=71)
patients were positive for first degree relatives. On
evaluation of type of mental disorder among 20.3% (N=96)
patients, we found 17.4% (N=82) patients with psychotic
type of mental illness in their family. We found significant
association between aggression and family history of mental
illness (p=0.016). Verbal assaults and assault against objects
were significantly associated with this variable (p=0.016 and
p=0.017). No significant association was found between
family history of mental disorder and assault against other
and self-assault.

Family history of substance abuse: In our study
population, we found 12.9% (N=61) patients with family
history of substance abuse and 87.1% (N=411) patients
without family history of substance abuse. Seventy seven
per cent (N=47) patients with family history of substance
abuse turned aggressive which is highly significant
(p=0.001), though the majority of the admitted patients were
without family history of substance abuse. Family history of
substance abuse is significantly associated with verbal



aggression and assault towards objects (p=0.010 and
p=0.005).

Table 1. Socio-demographic profile of study population

Gender

Male 62.7% (N=296)
Female 37.3% (N=176)
Age

18-30 years 57.2% (N=271)
31-40 years 24.3% (N=115)
41-50 years 13.9% (N=66)
51-60 years 4.6% (N=22)
Marital status

Married 51.1% (N=241)
Unmarried 47.0% (N=222)
Divorced/Widowed/Separated | 1.9% (N=9)
Religion

Hindu 78.8% (N=372)
Non-Hindu 21.2% (N=100)
Locality

Urban 32.0% (N=151)
Rural 68.0% (N=321)
Type of family

Nuclear 45.6% (N=215)
Joint 53.6% (N=253)
Extended 0.8% (N=4)
Level of education

School (up to class X) 79.2% (N=374)
College (class XII onward) 15.7% (N=74)
Professional 1.3% (N=6)
Illiterate 3.8% (N=18)
Occupation

Unemployed 41.1% (N=194)
Self-employed 32.8% (N=155)
Employed 26.1% (N=123)
N=number

Figure 1 Number of patients with ICD-10 diagnosis.
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Past psychiatric history: In our study sample, 37.3%
(N=176) patients had past history of mental disorder and
62.7% (N=296) patients were without past history of mental
disorder. We found 62% (N=109) aggressive patients with
past history of mental disorder and 38% (N=67) non-
aggressive patients with past history of mental disorder. We
found statistically significant association between
aggression and positive past history of mental disorder
(p=0.036). Under the individual group, verbal assault was
significantly associated with past history of mental disorder
(p=0.016). No significant association was found in other
groups like assault against objects, assault against others,
and assault against self. Past history of violence was having
significant association with current aggressive behaviour in
the aggressive patients as compared to non-aggressive
patients (p=0.000).

Substance use: Out of 472 patients, only six patients
had other forms of drug dependence other than alcohol
related disorders. Considering the very low number of cases
of non-alcohol related patients, those six patients were
excluded from the study population. The statistical
comparisons were made on the remaining 83 patients, who
had some alcohol related disorders.

Of total 83 patients, 61.45% (N=51) had shown some
form of violence. Data were collected on four different types
of violence, which were viz., verbal assault, assault on
objects, assault on others, and self-assault. Of these,
maximum patients had shown verbal assault and a very few
had self-assault. The percentages are verbal assault 60.24%
(N=50), object assault 28.9% (N=24), assault to others
32.53% (N=27), and 2.41% (N=2) person showed assault to
self (Table 2).

Of the patients who showed any type violence, 40%
(N=20) showed only verbal assault. All other types of
violence were present only in those who had shown verbal
assault. Forty eight per cent (N=24) of those who showed
verbal assault had shown assault on objects, and 54%

Number of Patients With ICD-10 Diagnosis
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(N=27) of those showing verbal assault had shown assault
on others. Thus some form of verbal assault could be
considered as predictor for other type of assault.

Table 2. Pattern of aggressive behaviour exhibited by the
patients with substance related disorders

% (N=83)
60.24% (N=50)

Types of aggression

Verbal aggression
Object aggression 28.9% (N=24)
Aggression toward others 32.53% (N=27)

Aggression toward self 2.41% (N=2)

Comorbid substance abuse: In our study population, we
found that 37.1% (N=175) patients had history of comorbid
substance abuse while 62.9% (N=297) patients were without
history of substance abuse. Out of 175 patients, 73%
patients who had history of substance abuse turned
aggressive. Statistically significant association was found
between aggressive behaviour and substance abuse. Patients
showing verbal aggression, assault against objects, and
assault against others were significantly associated with
comorbid substance abuse (p=0.000, p=0.001, and p=0.000).

Discussion

The present study was carried out in the patients
admitted in an open type of acute psychiatry ward of a
university hospital. In total, 472 patients were included in
the study from September 2007 to August 2008. The
prevalence rate of aggression in the study population was
55.7% (N=263). It also shows that more than one form of
aggressive behaviour was exhibited by the patients. Among
the aggressive patients, 53.6% (N=253) exhibited verbal
aggression, 36.4% (N=172) exhibited aggression towards
objects, 32.2% (N=152) exhibited aggression towards
others, and 16.1% (N=76) exhibited aggression towards self
(more than one form of aggressive behaviour is noted). This
finding is in agreement with the finding of other
studies.[7,17] However, in few studies, significantly lower
rates of violent episode were observed.[6,18-20]

In our study, we found several factors which are
significantly associated with aggressive behaviour that can
play an important role for the predictability of aggressive
behaviour. We found significant association between
aggression and family history of mental illness (p=0.016).
Parental psychiatric illnesses are commonly associated with
an aversive and stressful home environment that combined
with  parental dysfunction, promotes the child’s
disengagement from the family.[21] Pedigree studies show
that persons with family histories of mental disorders are
more susceptible to mental disorders and engage in more
aggressive behaviour than those without such histories.

Ghosh et al.[22] demonstrated that bipolar disorder patient
had more positive family history of mood disorder.
Research involving monozygotic twins indicates a
hereditary component to aggressive behaviour.

In this study, family history of substance abuse is
significantly associated with verbal aggression and assault
towards objects (p=0.010 and p=0.005). Seventy seven per
cent (N=47) patients with family history of substance abuse
turned aggressive which is highly significant (p=0.001).
This finding could be explained on the basis that substance
abuse is established cause for aggressive behaviour.[23-27]
This often led to disinhibition and impaired judgement.
Under the influence of substance, person may abuse the
family member both verbally or physically. Home
environment becomes unfriendly when a member in a
family is using the substance chronically.

Past history of psychiatric illness gives the idea of
episodic nature of illness and compliance to the medication.
This may be important in patients who are relatively
resistant to neuroleptics. We found statistically significant
association between aggression and positive past history of
mental disorder (p=0.036). The findings of our study tally
well with most of the earlier studies.[6,28,29]

In our sample, the most frequent substance of
dependence was alcohol, while very little number of patients
was found in other categories of substance use. Out of 83
patients who had some alcohol related disorders, 61.45%
(N=51) had shown some form of violence. It has been
observed in most of the studies that drugs and alcohol are
strongly associated with violent behaviour.[9,30,31]
Alcoholism as a primary disorder can result in violence.[1]
This is often the result of disinhibition, particularly in the
early phase of intoxication, as well as emotional lability and
impaired judgement at a later stage of intoxication. Patients
dependent on more than one substance were significantly
more aggressive than other categories of drug users. Such
patients undergo a complicated withdrawal process, and
may experience a range of physical and psychological
withdrawal symptoms. For example, the adrenergic
discharge associated with opiate withdrawal may lead to
irritability and thus to aggression.[27]

Dual diagnosis of a severe mental illness and a
substance misuse disorder has a highly significant
association with aggression.[1,32-34] There is evidence that
the type of drug used may be important, with stimulant
drugs such as cocaine and amphetamine increasing the risk
of violence.[34] It is possible that once comorbid substance
misuse, personality disorder, or other issues were controlled,
the unique contribution of psychosis to violence might have
diminished dramatically.[33] Co-occurrence presents
challenges for diagnosis as well as for optimal patient
management.[35] While in other studies, it has been shown



that substance misuse/dependence was not associated with
aggressive behaviour after controlling for conduct problems
prior to age 15 years.[36,37] Similarly, among the women in
the UK700 study, substance misuse was not associated with
violence towards others.[38]

Mental health care provider needs to assess risk
carefully, and pay particular attention to these groups of
patients who may need increased support in order to prevent
such aggressive incidents. This study provides important
information regarding patients who are at high risk for
aggressive behaviours. Patient characteristics and parental
characteristics can be utilised as efficient screening method
for violence proneness.

Limitations

Apparent limitations to our study are the retrospective
nature of the data collection and the reliance on the
The Ilatter is likely to have led to an
overestimation of the number of aggressive incidents, or
underestimation particularly those not involving physical
aggression. We did not include a comparison group
composed of healthy adults living in the same
neighbourhood as the patients. In our setup, it is almost
impossible to recruit a comparison sample that is
representative of the general population as to aggressive
behaviour and criminality. This is because the most frequent
offenders — young men and women with a childhood history
of conduct disorder, adult antisocial personality disorder,
and substance misuse — are unlikely to volunteer to
participate in a research study. The presentation of
population in our study was from rural area mostly and
majority of them of lower socioeconomic status, so findings
may not be possible to be generalised in the population of
other areas. So, further studies are required to corroborate it
across the various cultures in India. The study population
consisted only of admitted indoor patients. There is a
possibility that the population is representative of only more
severe cases requiring admission. It also may explain
absence or small number of certain diagnostic categories
which generally does not require indoor admission.

informants.

Recommendation for the future research

The findings of this study need to be corroborated and
expanded in future studies which should be a prospective
study and which draws samples from the community and/or
from the outpatient attendance in an Indian setup, as there is
scarcity of such studies in our country.
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