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SUMMARY

Introduction Hetero-aggressive behaviour in patients with mental disorders is frequent and requires
special skills of doctors and other medical staff in order to urgently protect the patient and indicate
hospitalization.

Objective The objective of this paper was to examine the frequency of the most common diagnostic
categories in psychiatric patients with hetero-aggressive behaviour. The secondary objective was to
examine aspects of realized hospitalization (voluntary, involuntary) and socio-demographic character-
istics of these patients.

Methods The sample was formed of 100 patients who expressed hetero-aggressive behaviour just
before and during admission for hospital treatment. The data was collected from auto-anamnesis and
hetero-anamnesis, and they were based on general somatic, neurological and psychiatric examination.
The statistical analysis used descriptive analysis and Pearson’s x>test.

Results The frequency of the most common diagnostic categories was: F20-F29 73%; F10-F19 19%; F60-
F69 11%; FO0-F09 8%; F30-F39 and F70-F79 6%. Involuntary hospitalization was implemented in 56%.
Socio-demographic characteristics of examinees revealed that the most common were: male gender
(63%) and younger age, dominant secondary school qualification (74%), unmarried (76%), unemployed
(76%), frequently repeated hospitalizations (66%).

Conclusion The most common diagnostic categories to which the patients with hetero-aggressive
behavioural outbursts belonged were from the schizophrenic circuit, followed by substance abuse,
personality disorders, etc. Involuntary hospitalization was the most common form of hospitalization in
patients with violent behaviour. Socio-demographic characteristics of examinees revealed this profile
as the most common: male gender, younger age, secondary education, unmarried and unemployed,

repeatedly hospitalized.

Keywords: aggressive behaviour; psychiatric patients; emergency psychiatry

INTRODUCTION

Human aggression and violence are, unfortu-
nately, common phenomena that harm both
individuals and the whole society. Around 1.43
million people worldwide are mortally hurt by
acts of violence [1]. Aggression can be indi-
vidual or within a certain group, demanding a
careful psychiatric analysis of various aspects
of aggression in clinical, forensic or school con-
ditions, as well as consideration of causes and
treatment of aggressive individuals [1, 2]. Find-
ings of certain studies indicate that only 10%
of homicidal persons were not psychiatrically
diagnosed, while 20% were diagnosed with a
psychotic disorder, and 54% were primarily or
secondarily diagnosed with personality disor-
der [2]. It is often necessary to implement emer-
gency hospitalization in order to protect the
entourage from the violent patient’s behaviour.

Aggression can be defined as any action (ver-
bal or physical) taken with intention to harm
someone in any way, regardless whether it was
fully carried out [3]. There are several theories
dealing with motives of aggressive behaviour:
1) biological theories — aggression is a conse-
quence of a genetic abnormality, high level of

testosterone, disorder of neuromodulators level,
seasonal impacts of light to serotonergic activ-
ity; 2) instinctivistic theories bring down the ag-
gression to instincts; 3) frustration theories - the
aggression is response to a frustration caused
by stimulation; 4) social learning theories, i.e.
theory of corroboration of aggressive behaviour;
5) cognitive theories — the aggression is the re-
sult of cognitive factors [1, 3, 4, 5].

The hetero-aggression in emergency psy-
chiatry is most commonly caused by: 1) hal-
lucinations; 2) paranoid elaboration of reality;
3) low threshold of tolerance to frustration, and
impulse decontrol of patients with personal-
ity disorders (PL); 4) abuse of ethyl and other
psychoactive substances (PAS); 5) acute and
delayed reactions to stress; 6) psycho-organic
syndromes [1].

OBJECTIVE

Main objective of this paper was to examine
the frequency of the most common diagnostic
categories represented in patients with hetero-
aggressive behavioural outbursts. Secondary
objectives: to examine the forms of realized
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hospitalizations (voluntary, involuntary) and some socio-
demographic characteristics of hetero-aggressive patients.

METHODS

The sample was formed of 100 patients who expressed
hetero-aggressive behaviour just before and during admis-
sion to hospital treatment at the Special Hospital for Mental
Disorders “Dr. Laza Lazarevi¢”. Random sampling method
was used for its formation. The survey was carried out at
the SHMD “Dr. Laza Lazarevi¢” in Belgrade from Janu-
ary to October 2011. The data were collected from auto-
anamnesis and hetero-anamnesis, and they were based on
general somatic, neurological and psychiatric examination,
while some additional examinations (psychological tests,
EEG, CT, NMR) were conducted as needed. Diagnostic
categories were determined by the criteria of the Inter-
national Classification of Diseases ICD-10. The research
fulfilled ethical criteria in the sense that all subjects signed
voluntary participation, and also it was approved by the
Ethics Committee of the Hospital.

The statistical examination used descriptive analysis
and Pearson’s Chi Square test (contingency coefficient and
Cramer’s V).

Table 1. Diagnosis* form of hospitalization (number of patients)

i i Form of hospitalization
Diagnosis Total*
Involuntary Voluntary

FOO0-F09 3(3.0%) 5 (5.0%) 8 (8.0%)
F10-F19 10 (10.0%) 9 (9.0%) 19 (19.0%)
F20-F29 42 (42.0%) 31 (31.0%) 73 (73.0%)
F30-F39 3(3.0%) 3(3.0%) 6 (6.0%)
F60-F69 6 (6.0%) 5(5.0%) 11 (11.0%)
F70-F79 3(3.0%) 3(3.0%) 6 (6.0%)

* Some patients received more than one diagnosis, which is primarily related
to co-morbidity of personality disorder and addiction diseases

RESULTS

Table 1 gives an overview of the frequency of diagnostic
categories of examinees with regard to the applied form
of hospitalization (involuntary, voluntary).Table 2 gives
an overview of socio-demographic characteristics of ex-
aminees with regard to the applied form of hospitalization
(involuntary, voluntary).

By crossing between certain variables and by application
of x>-test, we received the following outcomes:
o Form of hospitalization and marital status

According to the statistics, unmarried and divorced
patients were significantly more likely to be involuntar-
ily hospitalized (p=0.04, Cramer’s V=0.249; Contingency
Coefficient - CC =0.241);
« Diagnostic category and marital status

Statistically, F20-F29 diagnostic categories showed a sig-
nificantly higher frequency of unmarried patients (p=0.00,
Cramer’s V=0.458; CC=0.417); F00-F09 diagnostic cat-
egories showed a statistically higher frequency of married
patients (p=0.00, Cramer’s V=0.554; CC=0.484);
« Diagnostic category and employment status

According to the statistics, the retired patients were
most represented in F00-F09 diagnostic categories
(p=0.004, Cramer’s V=0.330; CC=0.313); statistically,
the unemployed were significantly more frequent in F10-
F19 (p=0.04, Cramer’s V=0.250; CC=0.243) and F20-F29
(p=0.05, Cramer’s V=0.238; CC=0.232);
o Gender and F10-F19 diagnosis

Statistically, PAS abuse was significantly more com-
mon in males than in females (p=0.03, Cramer’s V=0.213;
CC=0.208);
o Gender and F30-F39duagnosis

Statistically, affective disorders were in a significant way
more common in female than in male population (p=0.01,
Cramer’s V=0.242; CC=0.236);

Table 2. Socio-demographic characteristics* and form of hospitalization (number of patients)

i . L Form of hospitalization
Socio-demographic characteristics Total
Involuntary Voluntary
Male 34 (34.0%) 29 (29.0%) 63 (63.0%)
Gender
Female 22 (22.0%) 15 (15.0%) 37 (37.0%)
18-30 16 (16.0%) 12 (12.0%) 28 (28.0%)
31-40 20 (20.0%) 12 (12.0%) 32 (32.0%)
Age (years)
41-50 9 (9.0%) 3(3.0%) 12 (12.0%)
>50 11 (11.0%) 17 (17.0%) 28 (28.0%)
Elementary school 9 (9.0%) 10 (10.0%) 19 (19.0%)
. Secondary school 41 (41.0%) 33(33.0%) 74 (74.0%)
Education level
College (3 years) 2(2.0%) 0(0.0%) 2(2.0%)
University 4 (4.0%) 1 (1.0%) 5 (5.0%)
Married 8 (8.0%) 9(9.0%) 17 (17.0%)
Marital status Single 41 (41.0%) 35 (35.0%) 76 (76.0%)
Divorced 7 (7.0%) 0 (0.0%) 7 (7.0%)
Employed 5 (5.0%) 6 (6.0%) 11 (11.0%)
Employment status Unemployed 45 (45.0%) 31 (31.0%) 76 (76.0%)
Retired 6 (6.0%) 7 (7.0%) 13 (13.0%)
o First 16 (16.0%) 18 (19.0%) 34 (34.0%)
Hospitalization order
Repeated 40 (40.0%) 26 (26.0%) 66 (66.0%)
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o Age and F00-F09 and F70-F79 diagnoses

Statistically, FO0-F09 diagnostic category was signifi-
cantly more represented in the age over 50 years (p=0.001,
Cramer’s V=0.394; CC=0.366), while mental retardation
was more common in patient aged up to 30 years (p=0.019,
Cramer’s V=0.316; CC=0.302); also, statistically, patients
with mental retardation belonged to the very low educa-
tional level (p=0.02, Cramer’s V=0.308; CC=0.295).

DISCUSSION

The obtained results (Table 1) related to the frequency of
the most common diagnostic categories to which belong
patients with hetero-aggressive behavioural outbursts are:
1) schizophrenia, schizotypal disorders and delusions dis-
orders (F20-F29) in 73%; 2) mental disorders and behav-
ioural disorders caused by the use of psycho-active sub-
stances (F10-F19) in 19%; 3) personality and behavioural
disorders of adults (F60-F69) in 11%; 4) organic, including
symptomatic, mental disorders in 8%; 5) mood disorders
(F30-F39) and mental retardation (F 70-F79) both repre-
sented with 6%.

Thus obtained the frequency distribution of diagnostic
categories was expected, because it is in accordance with
the clinical features of the above mentioned diagnoses
which usually include aggressive behaviour. Also, these
findings are in accordance with researches of other au-
thors [1, 6].

In search for predictive factors of violent behaviour in
psychiatric patients, some researches found that risk of
violent behaviour is in the basis of four personality di-
mensions: impulse control, affective regulation, narcis-
sism and paranoid cognitive stile [7, 8, 9]. According to
these researches, bad impulse control and regulation of
affects increase the risk of violent behaviour in individu-
als with primary and co-morbid addiction diseases, while
paranoid cognitive stile and narcissism increase the risk of
violent behaviour in individuals with disorders belonging
to schizophrenic circuit and personality disorders.

With regard to socio-demographic characteristics of
patients who expressed behavioural hetero-aggression (Ta-
ble 2), the following profile was obtained: more commonly
males (63%) of younger age, a slightly lower representation
of the age of 41-50 years, dominant secondary education
(74%), mostly unmarried (76%), and dominantly unem-
ployed (76%). Regarding the hospitalization order, the pa-
tients with violent behaviour were very often hospitalized
repeatedly (66%), which is in accordance with findings
of other researchers [10]. The results related to some of
demographic and clinical characteristics of patients with
violent behaviour as younger age, male gender, unemploy-
ment, frequently repeated hospitalizations is consistent
with some findings of other authors [6, 11, 12, 13]. A higher
frequency of male population in patients with violent be-
haviour matches with results of other researchers [12, 13],
as well as of the papers that report a significant correla-
tion between a high level of testosterone and occurrence

of aggression [1]. There are findings indicating that male
aggression is more common in general population, while it
is not always case in psychiatric population; also, there are
findings pointing out that female behavioural aggression
is more often accompanied with psychotic symptomatol-
ogy, while the hetero-aggression in male population is of-
ten related to substance abuse, delinquency, and absence
from work [14]. These different findings could be used as
a foundation for new researches of correlation between the
gender and aggression.

Greater representation of hetero-aggression in younger
age and in unmarried examinees [6, 11, 12, 13] could be
interpreted by emotional instability of personality, hyper
sensibility, as well as by inadequate maturity, and it is con-
sistent with neurobiological theories on aggression [1]. On
the other hand, the occurrence of aggressive behaviour in
elderly population would be in favour of acute, and even
more often, chronic organic psycho-syndrome - dementia
(reduction of cortical volume, decreased frontal inhibition,
etc.) [1, 15]. Physical aggression in dementia appears under
the influence of delusions, hallucinations, sleep disorder,
cognitive insufficiency, but statistically, aggressive behav-
iour in elderly individuals is significantly related to the
symptoms of depression; if observed in that way; it is pos-
sible to prevent the occurrence of aggressive behaviour in
elderly population by depression treatment [15-20]. The
findings of some researches, who indicate that elderly ag-
gressive persons are usually married, and are also in poor
general health condition, are consistent with our finding
on the marital status of aggressive persons of old age [17].

Frequent unemployment in patients with hetero-ag-
gressive outbursts [11] in behavioural sphere can be partly
interpreted by a low threshold of tolerance to frustration,
frequent conflict relations with colleagues, as well as by the
problem related to abuse of ethyl and other psychoactive
substances.

In terms of the form of implemented hospitalization of
patients with violent behaviour; the expected result was ob-
tained, i.e. the most frequently carried out hospitalizations
were involuntary ones (56%). As stated in the Introduction,
the need for involuntary hospitalization occurs in order
to protect the entourage (individuals and material goods)
from the patient’s aggressive behaviour, because sometimes
the patient’s destructiveness carries a high homicidal risk
(2, 17].

CONCLUSION

The most common diagnostic categories to which belong
the patients with hetero-aggressive behavioural outbursts
are: F20-F29, F10-F19, F60-F69, F00-F09, F30-F39 and
F70-F79. Involuntary hospitalization is the most common
form of hospitalization in patients with violent behaviour.
Socio-demographic characteristics of examinees reveal the
following profile as the most common: male gender, young-
er age, secondary education, unmarried, unemployed, and
repeatedly hospitalized.
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XETepanPECMBHM ucnagu y noHallamwy 6onecHuka Y OKBUPY

YPreHTHe ncuxujatpuje

KatapuHa hokuh-TMjewunh', Pagmuna Puctuh-Anmutpujesuh’, MunytH HeHapgosuh'?, CnobopaH Josuumh',
Comva Hewwh', TatjaHa Pajunh’, TatjaHa BnawkoBuh', Hukonaoc KnugoHac!

'CneunjanHa 6onHMLa 3a ncuxujatpujcke 6onectn ,[p Jlasa Jlazapesuh”, beorpag, Cp6uja;
2MepmnumnHckm dbakyntet, YHuBep3uTeT y MpuwtuHy, ceguiute y Kocockoj Mutposuum, Cpbuja

KPATAK CAIP?KAJ

YBopa XeTepoarpecrBHOCT y MOHaLakby 0coba o6onenunx of
JyWweBHMX 60necTn YecTa je nojaBa Koja 3axTeBa NocebHy Be-
WTWUHY NeKapa 1 Apyror MeanLMHCKOr 0cobsba paau XUTHOT
36pubaBatba 6onecHrKa 1 ynyhusara Ha 60/IHUYKO Neyetbe.
v papa MmasHu umb paga 6o je aa ce ncnuta yyectanoct
Hajuelwnnx AMjarHOCTUYKINX KaTeropuja Kog ncmxmnjaTpujckmnx
60sIeCHUKA C XeTepoarpecMBH1MM NoHawakwbem. CnopeaHn um-
JbeBV 61U CY NCNUTVBakbE BULOBA Peanvi30BaHUX XOCNUTam-
3aumja (LobpoBOIbHA, MPUCKITHA) 1 coumogemorpadCKmx Ognn-
Ka 0BUX 6onecHuKa.

Metoge paga /icnutueaHu y3opak je yiHuno 100 6onecHuKa
KOA KOjUX Ce MCMOJbuIIa XeTepoarpecBHOCT Npe Unv TOKoM
npujema y 6onHumuy. Mogaum cy NpUKyr/beHn 13 aHaMHe3e, Ha
OCHOBY COMATCKOT, HEYPOOLIKOT 1 NCUXWjaTPUjCKOTr Nperneaa.
3a CTaTUCTUUKY 06pafy noaaTaka kopuiwheHu cy MUPCcoHOB x*-
TECT U AeCKPUNTMBHA aHanu3a.

Pe3ynTtaTtu Yuectanoct Hajuelhnx AnjarHOCTUYKNX KaTeropu-
ja: F20-F29 73%; F10-F19 19%; F60-F69 11%; FO0-F09 8%; F30-F39
n F70-F79 no 6%. lNpucunHa xocnutanunsauuja je npuMereHa y
56% cnyuajeBa. O counogemorpadckmx opgnuka yTepheHo je
Aa je 6uno BuLwe MyliKapaua (63%) 1 ocoba mnaher »K1nBoTHOr
Ao6a, bonecHrKa ca cpefjtbOM CTPYYHOM cripemMom (74%), Koju
Hucy y 6paKy (76%) 1 Koju cy He3anocneHu (76%), Te aa cy ye-
whe 6une NoHoBbEHe xocnuTanm3auuje (66%).

3akmyuak Hajuewhe gujarHocTuuke Kateropuje Kojuma npu-
nafajy 6onecHuL c xeTepoarpecMBHIM NMOHaLakeM Cy U3 CXK-
30¢peHor Kpyra; cneam 3noynotpeba MAC, nopemehaju nnyHo-
ctn utg. MprcrnHo 60MHNYKO Neyetbe je 1o Hajuewhn g xo-
cnuTanusaumje, a Hajuewhu counopemorpadckn npodun 6uo
je: mywkapuw, mnahe xnBoTHO f06a, cpearba CTpyyHa crpe-
Ma, HUCY y 6paKy, He3anocsieHW, MOHOB/bEHEe XOCnUTanu3aLuje.
KmyuHe peun: xeTepoarpecuja; Ncuxmjatpujckn 6onecHum;
ypreHTHa ncuxujatpuja



