MODIFIED OVERT AGGRESSION SCALE (MOAS)

Modified Overt Aggresion Scale (MOAS)

Jméno pacienta Hodnotitel
Oddélenf Pokoj Sména * Datum
Psychiatrickd klinika VFN p Obdobi sledovani

Verbalni agrese. Verbélni hostilita jakou jsou vyjadieni nebo invektivy, kterymi se snazi
psychologicky ubliZit druhé osobé prostfednictvim poniZovani a hrozbou fyzického ttoku.

0 Bez verbalni agresivity.

1 Rozzlobeny kfik, urdZky stfedni intenzity a verbélni osobnf iitoky

2 Hrubé urazky, vybuchy nalady(vzteku)

3 Impulsivni vyhroZovéni nasilim sobé i druhym

4 Opakované vyhroZovani nésilim viiéi sobé ¢i ostatnim, iimysiné vyhroZovani nasilim napf’. se
zémérem ziskat penize &i vynutit si sex

Agresivita namiFen proti majetku. Bezohledné a nedbalé nieni vybaveni oddgleni &i jiného
majetku.

0 Zadna agresivita proti majetku

1 Praskéni dvefmi, trhdnf od&vii, mo&eni na podlahu

2 Shazovani predmétil, kopéani do ndbytku, émérani po zdech
3 Nideni pfedmé&tii, rozbijeni oken

4 Zakladani ohiit, okoli nebezpe&né hazeni pfedméty

Autoagresivita. Fyzické ohroZeni vlastni osoby jako jsou automutilace nebo pokus o sebevrazdu

0 Bez autoagrese ;

1 Bodéni a ¥krabani se do kiiZe, vytrhavani vlasi, biti se (bez zran&ni

2 Bouchani hlavou, bouchani p&stmi do zdi, vrhani se do dvefi

3 Zpiisobovani si drobnych odfenin, feznych ran, popélenin, 3rami a podlitin
4 Zpiisobovani si vaznych zranéni nebo pokus o sebevrazdu

Fyzicks agrese. Nésilné jednani, které m4 za cil zpisobit bolest, télesné podkozeni nebo smrt jiné
osobg.

0 Bez fyzické agrerse i
_1 VyhruZn4 gesta a posunky na ostatni, chytani za odév
2 Udery, kopéni, strkéni, tahénf za vlasy, $krabani a dal3f aktivity, bez toho aby zpiisobily zran&ni
3 Utoky na ostatni, vyvolavajici zrangni (napt. podlitiny, pohmoZdéniny, vyrony atd.)
4 Utoky na ostatni, vyvolavajici vané zranéni (nap. fraktury, vyraZeni zubi, ztrata védomi, hlubsi

fezné rany)

Hodnoceni:

Skala Skére VaZené skére
Verbdlni agresivita 7 %1

Agrese proti majetku x2
Autoagrese x3
Fyzicka agrese x4

Celkové vaZené skore




THE STAFF OBSERVATION AGGRESSION SCALE-REVISED (SOAS-R)

The Staff Observation Aggression Scale—Revised (SOAS-R)
(Skala pozorovani agrese pacient(l personalem)

jméno pacienta: Cislo registrace: oddéleni:

¢islo udalosti: datum: ¢as (hodiny a minuty):

Tento formular by mél byt vyplnén osobou ndlezejici k personalu, ktera byla svédkem
agresivniho chovani pacienta, a to tehdy, pokud agrese je definovdna jako: jakakoliv slovni,
neverbalni, nebo fyzické chovani, které Ize oznacit jako vyhrozovani (sobé, jinym nebo vici
majetku), or fyzické chovani, které pravé nékoho poskodilo (sobé, jinym nebo vici majetku) (In:
Morrison 1990)

V ptipadé agresivniho jednani — prosim — zaznamenejte jméno pacienta, jeho registracni islo,
datum a ¢as, béhem néhoz se tato uddlost stala and ucifte minimalné jeden zaznam v kazdém

sloupci.

1. Provokace 2. Prostiedky 3. Cil agrese 4. Nasledky 5. Zpusob
uzité pacientem (obéti / obéti) zvladnuti
agrese
Neobjasnéna Verbalni Nic / nikdo zadné Zadné
provokace agrese
Zdroj Béiné Predméty Predméty Rozhovor
provokace: predméty: s pacientem
Jini pacient Zidle Jini pacienti Znicené, Jemné
nepremisténé odtazeny
stranou
S pomoci ADL Sklo Sami Znicené, Ustni
pacienti pfemisténé medikace
Odmitnuti Jiné, Personal Osoby: Parenteralni
prosby pacienta jmenovité medikace
Personal Casti téla Jiné osoby Pocit Udrzeny
pozadoval uziti ohroZeni silou
medikace
Jiné provokace Ruka (uder, Bolest < 10 izolace
box) min. >




POLOZKY THE ASSAULT INTERVIEW CHECKLIST (NOLAN ET AL.,
2003)

Motivating factor

Disordered

Item Psychosis impulse control

Psychopathy

. Acting on hallucination
. Acting on delusion
. Psychotic misinterpretation |+

. Planned - +
. Predatory gain - +

AN W kA~ W N =

J’_

. Provoked by the victim

7. Ordered to do something

8. Request refused
9. Remorse

+ o+ 4+ o+

10. Amnesia
11. Partial Denial

The Assault Interview Checklist (Nolan, 2003):

1. agrese zpuisobena halucinacemi

2. agrese zpusobeny bludy

3. davodem agrese byla psychoticka zmatenost

- pokud byl pfitomen jeden z vySe uvedenych divodl — celkové lze ataku zatadit do

kategorie jednani pod vlivem pozitivnich psychotickych symptomu

4. ataka promyslena, planovéana

5. predatorni zisk — pokud ano bod ¢islo 4 nebo 5, jednani pod vlivem psychopatické
motivace

6. ataka vyprovokovana obéti

7. pacient pozadan o néco

8. odmitnuti prosby pacienta divodem agrese - pokud ano (6,7,8) — diivodem byla
pacientova impulzivita

9. vycitky tykajici se agresivniho ¢inu (pokud se vyskytuji, mizeme vyloucit
psychopatickou motivaci ¢inu)

10. amnézie (pacient si béhem rozhovoru nevybavuje nasilny ¢in)

11. pacient ¢aste¢né popira agresivni ¢in



BARRATOVA SKALA IMPULZIVITY (BIS-11)

Instrukce: Lidé maji r(zné zpUsoby chovani a
premysleni v rlznych situacich. Tento test zjiStuje
nékteré Vase zplsoby chovani a premysleni. Zidka/ Témér
Prectéte si pozorné kazdé tvrzeni a Vasi odpovéd Nikd Obcas | Casto | neustd
vyznacte kfizkem v pfislusném poli¢cku napravo od y le
daného tvrzeni. Odpovidejte rychle
a upfimné.

1 Peclivé si planuji ukoly

) Délam véci bez pfemysleni

3 Rozhoduji se rychle

4 Jsem bezstarostny/a

5 Neddvam pozor

6 Mam zbésilé myslenky

7 Vylety planuji s velkym predstihem

8 Umim se ovladat

9 Snadno se soustfedim
Pravidelné si spofim

10. P

11 ,Vrtim“ se, kdyZ sedim v divadle nebo na prednasce
Jsem rozvazny Clovék

12.

13 Pracuji na tom, abych mél/a stabilni praci

" Rikam véci bez premysleni

15 Rad/a pfemyslim o sloZitych problémech
Ménim zaméstnani

16.
Jednam impulzivné

17. P

18 Snadno se za¢nu nudit, kdyZ pfemyslim nad fesenim

" | néjakého problému
19 Jednam spontanné, bez rozmysleni
20 Jsem vytrvaly/a v pfemysleni




21, Ménim mista svého bydlisté

— Naku puJ I V é CI bez rozm y Slu ..........................................
.| Nedokdzu premySlet ovice vicech najednou
” Mémmsvojeza“by .......................................................
<[ Utrdcim nebo splacim vice, nez wdglavam
[ Kdyz premysiim, utaif mi mySlenky jinam
[ Vice m zajim pfitomnost nez budoucnost
| 1sem neposedny/ i precnaskéch nebo jednanich
- Mamrad/amavolamy ..................................................
- JsemzameFeny/anabUdoucnost .................................

POSITIVE AND NEGATIVE SYNDORME SCALE (PANSS)

Jméno pacienta: ....ccccceeveieeeciieencciine, STUIE: v
Hodnotil: ....ccccevvevieiceieniieiiccns Datum: .....coceevvurunene. Perioda: ....cccccuvueuenene
Skala pozitivnich a negativnich pfiznak@ schizofrenie
PANSS — SKALA POZITIVNICH PRIZNAKU
P1 | Bludy:

Domnénky, které jsou nepodlozené, nerealistické a vystfedni. Zaklad pro hodnoceni

(ZPH): Myslenky obsaZené a vyjadiené béhem rozhovoru a jejich vliv na socialni vztahy a chovani.

1. Nepfitomno

2. Velmi slabé: sporna patologie, kterd se mlze objevit pfi horni hranici normalu

3. Slabé: pritomnost jednoho nebo dvou bludl, které jsou vagni, nevykrystalizované a
neupravené. Bludy nenarusuji mysleni, socialni vztahy a chovani.

4, Stfedné: Pfitomnost nestabilnich, Spatné formovanych bludd nebo malého mnoiZstvi dobre
formovanych bludd, které pfileZitostné narusuji mysleni, socialni vztahy a chovani.

5. Stfedné silné: pritomny pocetné, dobre formované bludy, které jsou upevnéné a prilezitostné
zasahuji do mysleni, socialnich vztahl a chovani.

6. Silné: pfitomno stabilni mnozstvi bludl, které jsou vykrystalizované, mohou byt
systemizované, upevnéné a jasné zasahuji do mysleni, socialnich vztaha a chovani.

7. Extrémné: pritomno stabilni mnoZstvi bludd, které jsou bud' vysoce systemizované nebo velmi
pocetné. Zplsobuji nevhodné a nezodpovédné Ciny, které mohou ohrozit bezpecnost pacienta
nebo jeho okoli.

P2 | Konceptudlni dezorganizace:

Dezorganizovany proces mysleni, ktery je charakterizovan rozkolem cileného sledovani, rozvlacnosti,

neschopnosti drzet se tématu, ztratou asociaci, velkou nelogi¢nosti nebo myslenkovym zarazem.




ZPH: Kognitivné verbalni proces, ktery je pozorovan béhem rozhovoru.

1. Nepfitomno

2. Velmi slabé: sporna patologie, kterd se mlze objevit pfi horni hranici normalu.

3. Slabé: mysleni je obsirné, tangencialni nebo paralogické. Pro pacienta je ponékud obtizné
usporadat cilené své myslenky a pfi zatézi se mlze objevit ztrata asociaci.

4. Stfedné: schopnost soustredit myslenky, je — li komunikace stru¢na a strukturovana, ale pfi
minimalni zatéZi nebo komplexné&;jsi komunikaci se stava nepfesnou a irelevantni.

5. Stiedné silné: celkové obtize s organizovanim myslenek, ¢ehoz je dokladem casty vyskyt
relevanci, nesouvislosti nebo ztrata asociaci a to i bez pfitomného tlaku.

6. Silné: mysleni je vdzné vykolejené a vnitfné nekonzistentni, ¢ehoZ vysledkem je celkova
irelevantnost a rozkol v myslenkovém procesu.

7. Extrémné: myslenky jsou roztfisténé do té miry, Ze je pacient inkoherentni. Je pfitomna
vyrazna ztrata asociaci, coz zpUsobuje selhani komunikace — nap¥. slovni salat nebo mutismus.

P3 | Halucinacni chovani:

Lze usuzovat, Ze slovni sdéleni nebo chovani nevyplyva ze zevnich podnétl. Toto se mlzZe projevit

v oblasti sluchové, zrakové, ¢ichové nebo somatické.

ZPH: Slovni sdéleni a télesna manifestace béhem rozhovoru, stejné jako informace o chovani

pacienta od nejblizSich oSetfujicich a rodiny.

1. Nepfitomno

2. Velmi slabé: sporna patologie, kterd se mlze objevit pfi horni hranici normalu.

3. Slabé: jedna nebo dvé jasné formované, ale malo casto se vyskytujici halucinace nebo
mnozstvi vagnich, abnormnich percepci, které vyplyvaji ze zkresleného mysleni nebo chovani.

4. Stfedné: halucinace se objevuji ¢asto, ale ne stale a pacientovo chovani a mysleni je postizeno
pouze minimalné.

5. Stfedné silné: halucinace jsou ¢asté, mohou zahrnovat vice neZ jednu senzorickou modalitu,
maji sklon ovliviiovat mysleni a/nebo narusovat chovani. Pacient mdlze bludné interpretovat
tyto zazitky a reagovat na né emocionalné pfileZitostné i verbalné.

6. Silné: halucinace jsou pfitomny prakticky stale, vyvolavaji rozvrat v chovani i mysleni. Pacient
je zpracovava jako redlné vjemy a jeho Cinnosti Casto prekaZzi casté emocionalni a verbalni
reakce na né.

7. Extrémné: pacient je prakticky Uplné pod vlivem halucinaci, které dominuji mysleni i chovani.
Halucinace zpUsobuji bludnou interpretaci a provokuji reakce jak verbalni, tak v chovani,
véetné podrobovani se imperativnim halucinacim.

P4 | Excitace:

Hyperaktivita, jakoZto urychleni motorického chovani, zmnoZeni reakci na stimuly, hypervigilita nebo
pfehnana labilita nalady.

ZPH: Manifestace v chovani béhem rozhovoru, stejné jako zpravy o pacientové chovani od jeho
nejblizsich osetrujicich a rodiny.

1. NepfFitomno

2. Velmi slabé: sporna patologie, ktera se miZe objevit pfi horni hranici normalu.

3. Slabé: tendence k nepatrné agitaci, hypervigilité nebo lehkému vybuzeni béhem rozhovoru,
aviak bez zietelnych epizod excitace nebo vyrazné afektivni lability. Re¢ mize byt lehce tenzni.

4. Stfedné: béhem rozhovoru je jasné patrna agitace nebo vybuzeni, ovliviujici fe¢ nebo
celkovou mobilitu, sporadicky se mohou v epizodach objevit citové vybuchy.

5. Stfedné silné: je pozorovana vyznamna hyperaktivita nebo ¢asté vybuchy motorické aktivity,
které pacientovi znemoznuji sedét déle nez nékolik minut.

6. Silné: rozhovoru dominuje vyrazné vzruseni, které ohranicCuje pozornost a do urcité miry
ovliviiuje funkce jako pfijimani potravy a spanek.

7. Extrémné: vyraznd excitace narusuje spanek i pfijimani potravy a prakticky znemoznuje
interpersonalni interakce. Urychleni fe¢i a motorické aktivity mlze zpUsobovat inkoherenci a
exhausci.




P5 | Velikasstvi:

Nadnesené sebehodnoceni a nerealistické presvédéeni o nadrazenosti, véetné bludl o

extraordinarnich schopnostech, bohatstvi, védomostech, slavé, moci a moralni spravedinosti.

ZPH: Myslenky obsazené a vyjadiené béhem rozhovoru a jejich vliv na chovani.

1. Nepfitomno

2 Velmi slabé: sporna patologie, kterd se mlze objevit pfi horni hranici normalu.

3. Slabé: evidentni pfitomnost expanzivity a sebechvaly, aviak bez grandiosnich bludd.

4 Stfedné: pocit odliSnosti a nerealné nadrazenosti nad ostatnimi. Vyskyt malého mnozstvi
$patné formovanych bludd, tykajicich se zvlastniho postaveni nebo schopnosti, avsak pacient
se dle nich nefidi.

5. Stfedné silné: jasné vyjadrené bludy, tykajici se vyznamnych schopnosti, spole¢enského
postaveni nebo moci, které ovliviiuji pacientovy postoje, ne vSak chovani.

6. Silné: jasné vyjadfené bludy vyznamné nadrazenosti, které zahrnuji vice nez jeden parametr
(bohatstvi, znalosti, sldva), vyznamné ovliviiuji interakce a pacient podle nich jedna.

7. Extrémné: mysleni, interakce i chovani dominuji mnohocetné bludy zabavnych schopnosti,
bohatstvi, znalosti, slavy, moci a/nebo moraélnich postoju, které mohou nabyvat aZ bizarnich
kvalit.

P6 | Podezfivavost:

Nerealistické nebo pfehnané obavy z pronasledovani, které se odrazeji v obezretnosti, nedtveérivych

postojich, podezrivavosti, hypervigilanci nebo zfejmymi bludy, Ze druzi mu mohou skodit.

ZPH: Myslenkovy obsah a vyjadiené béhem rozhovoru a jejich vliv na chovani.

1. Nepfitomno

2. Velmi slabé: sporna patologie, ktera se mliZze objevit pfi horni hranici normalu.

3. Slabé: pritomnost obezietnych ¢i dokonce oteviené nedlvérivych postojd, kdy mysleni,
chovani i vztahy jsou minimalné ovlivnény.

4. Stfedné: nedUvérivost je jasné evidentni a vtira se do rozhovoru a/nebo chovani. Persekucni
bludy se nevyskytuji. | kdyZ se pfipousti pfitomnost neurcitych persekucnich bludd nezda se,
Ze by ovliviiovaly prac. postoje nebo osobni vztahy.

5. Stiedné silné: pacient dava najevo vyznamnou ned(véfivost, kterd vede k naruseni osobnich
vztah( nebo jsou pFitomny jasné vyjadrené persekuéni bludy, které maji omezeny dopad na
pacientovy postoje a chovani.

6. Silné: jasné vyjadrené pervasivni persekucni bludy, které mohou byt systematizované a
signifikantné zasahuji do interpersonalnich vztaha.

7. Extrémné: sit systematizovanych persekuénich bludl, které zcela ovlivriuji pacientovo
mysleni, socialni vztahy a chovani.

P7 | Hostilita:

Verbdlni i neverbdlni vyjadreni hnévu a vzteku, véetné sarkasmu, pasivné agresivniho chovani
slovnich naddvek a utoceni.

ZPH: Interpersonalni chovani pozorované béhem rozhovoru a informace od nejblizsich oSetfujicich a
rodiny.

1. Nepfitomno

2. Velmi slabé: sporna patologie, kterd se mlze objevit pfi horni hranici normalu.

3. Slabé: nepfima nebo ovladana hnéviva komunikace jako sarkasmus, nerespektovani, hostinni
vyjadiovani a prileZitostnd popudlivost.

4, Stfedné: prezentovani oteviené hostilnich postojl ¢astého podrazdéni a pfimého vyjadreni

hnévu a vzteku.

Stfedné silné: pacient je znacné podrazdény a Casto slovné vyhroZuje.

Silné: nekooperativnost a slovni naddvky a hrozby vyznamné ovliviiuji rozhovot a maji zavazny
dopad na socidlni vztahy. Pacient miZe byt nebezpecény a destruktivni, ostatni vSak fyzicky
nenapada.

7. Extrémné: nespoluprace zplsobend zdvainym vztekem, ktery zabranuje jinym interakcim




| nebo se objevuje v epizodach napadani ostatnich. |

PANSS — SKALA NEGATIVNICH PRiZNAKU

N1 | Citova oplosténost:

Snizeni emocni odpovédi, coZz je charakterizovano redukci vyrazli obliceje modulaci pocitd a

komunikativnich gestikulaci.

ZPH: Pozorovani télesné manifestace afektivniho napéti a emocnich odpovédi béhem rozhovoru.

1. Nepfritomno

2. Velmi slabé: spornd patologie, kterd se mlze objevit pfi horni hranici normalu.

3. Slabé: zmény vyrazu obliceje a komunikacnich gest se zdaji byt snizené, usilovné, umélé a
nedostate¢né modulované.

4. Stfedné: omezeny pocet vyrazl obliceje a malo expresivnich gest, z ¢ehoZ vyplyva pacientv
pfihlouply vyraz.

5. Stfedné silné: efektivita je celkové chuda s pouze prilezitostnymi zménami ve vyrazu obliceje
a nedostatkem komunikacnich gest.

6. Silné: vyraznd oplosSténost a ubytek emoci. Mohou byt pfitomny nemodulované extrémni
afektivni zmény jako excitace, vztek nebo nevhodny nekontrolovany smich.

7. Extrémné: zcela chybi zmény obli¢ejové mimiky a komunikaénich gest. Pacient ma stale
sterilni nebo ,dfevény” vyraz.

N2 | Emocni staZeni:

Ztrata zajmu, zapojovani se do ¢innosti afektivni odevzdani se Zivotnim udalostem.

ZPH: Zpravy o chovani pacienta od nejblizsich terapeutl nebo rodiny a pozorovani chovani béhem

rozhovoru.

1. Nepfitomno

2. Velmi slabé: sporna patologie, kterad se mlze objevit pfi horni hranici normalu.

3. Slabé: je pozorovano sniZeni iniciativy a pfileZitostné se mlzZe objevit snizeni zajmu o udalosti
z okoli.

4. Stfedné: pacient se Uplné emocionalné distancuje od prostifedi a jeho impulsd, avsak pfi
povzbuzeni maZe byt upoutan.

5. Stfedné silné: pacient je jasné emociondlné oddélen od osob a udalosti svého okoli,
rezistentni ke vSemu usili a upoutdvani. Chova se odtazité, tvarné a bezucelné. Prece jen vsak
mUzZe byt zapojen do stru¢né komunikace, ale ma tendence zabezpecovat své osobni potreby,
nékdy s dopomoci.

6. Silné: pacient je prakticky zcela stazeny do sebe, nekomunikujici a zanedbdvajici osobni
potteby, jako vysledek ztraty zajmu a emocnich vazeb.

7. Extrémné: vyrazné chybéni zajmu a citova stazenost vede k omezené komunikaci s jinymi a
castymi zanedbavdanim osobni potfeby, takze pacient ma byt pod dohledem.

N3 | Ochuzeni vztah:

o vv.

Ztrata interpersonalni empatie, otevienosti v konverzaci a smyslu pro dlvérivost, jakz i ztrdta zajmu
o zapojeni do rozhovoru. Toto se projevuje odstupem v osobnich kontaktech a snizenim verbalni i
neverbalni komunikace.

ZPH: Interpersonalni chovani béhem rozhovoru.

1. NepfFitomno

2. Velmi slabé: sporna patologie, ktera se miZe objevit pfi horni hranici normalu.

3. Slabé: konverzace je charakterizovana nabubfelosti, napjatosti nebo umélym ténem. Mize
chybét emocni hloubka nebo ma tendenci setrvavat na neosobni intelektudlni Grovni.

4. Stiedné: pacient je typicky povzneseny se zcela evidentnim osobnim odstupem. MduzZe
odpovidat na dotazy zcela mechanicky a reaguje znudéné nebo bez zajmu.

5. Stfedné silné: je pfitomna zjevna neangazovanost, coz jasné znemoznuje ucinnost rozhovoru,
pacient se mlze vyhybat o¢nimu nebo obli¢ejovému kontaktu.

6. Silné: pacient je zcela Ihostejny se zifetelnym osobnim odstupem, jeho odpovédi jsou zbézné




a vyjadreni neverbalniho zaujeti je minimalni. O¢nimu a obli¢ejovému kontaktu se pacient
vyhyba.

7. Extrémné: pacient je tazatelem zcela nezaujat, vypada lhostejné a neustdle se béhem
rozhovoru vyhyba verbalnim i neverbalnim interakcim.

N4 | Pasivni/apatické socialni staZeni:

Zmenseni zajmu a iniciativy o socialni interakce, zplsobené pasivitou, apatii, anergii a abulii. Toto

vede ke snizeni osobni angaZovanosti a zanedbavani dennich aktivit.

ZPH: Informace o socialnim chovani od neblizsich terapeutl a rodiny.

1. Nepfritomno

2. Velmi slabé: spornd patologie, kterd se mlze objevit pfi horni hranici normalu.

3. Slabé: prilezitostny zajem o socialni aktivity, ale je pfitomna pouze slaba iniciativa. Obycejné
je upoutan jinymi, jen kdyZ se na néj druzi obrati.

4. Stfedné: Pasivné se UcCastni vétsiny aktivit, avSak zcela bez zajmu a mechanicky. Stahuje se do
pozadi.

5. Stfedné silné: pasivné se Gcastni minima aktivit a nevykazuje vlastné Zadnou iniciativu ci
zajem. Minimum c¢asu travi s jinymi.

6. Silné: sméruje k apatii a izolaci, velmi zfidka se ucastni socidlnich aktivit a prilezitostné
zanedbaba osobni potfeby. Ma velmi malo spontannich socialnich kontakt(.

7. Extrémné: pacient je hluboce apaticky, socidlné izolovany a osobné zanedbany.

N5 | Obtizné abstraktni mysleni:

ZhorSeni schopnosti uZivat abstraktniho symbolického mysleni, coZ se projevuje obtiznym

klasifikovanim, zevSeobecfiovanim a v postupech za hranicemi konkrétniho nebo egocentrického

mysleni v ukolech, které vyZaduji FeSeni otdzek.

ZPH: Vychazi z otazek o podobnostech a interpretaci pfislovi a uzivani konkrétnich vs. abstraktnich

pojmu.

1. NepfFitomno

2. Velmi slabé: sporna patologie, ktera se miZe objevit pfi horni hranici normalu.

3. Slabé: sméfuje k literdrni nebo osobné zamérené interpretaci u vice problematickych pfislovi
a mohou se objevit nékteré problémy s pojmy, které jsou dosti abstraktni nebo vzdalené
pfibuzné.

4. Stfedné: Casto uziva konkrétni pojmy. M4 obtiZe s vétsinou pfislovi a nékterymi kategoriemi.
Ma tendenci byt rozptylovan jinymi aspekty a napadnymi rysy.

5. Stfedné silné: jedna zejména v konkrétnich pojmech, ma obtiZe s vétsinou pfislovia mnohymi
kategoriemi.

6. Silné: neschopnost pochopit abstraktni vyznam jakéhokoliv pfislovi nebo obraznych vyraz( a
je schopen tridit pouze nejjednodussi podobnosti. Mysleni je bud prazdné nebo zamérené na
funkéni aspekty, ndpadné rysy a typické interpretace.

7. Extrémné: je schopen uvazovat pouze v konkrétnich pojmech. Nechape pfislovi, obycejné
metafory nebo podobnosti a jednoduché= kategorie. Dokonce ani ndpadné funkéni atributy
neslouzi jako zaklad pro klasifikaci. Toto hodnoceni je moZno pfisoudit i tomu pacientovi,
ktery ani minimalné nespolupracuje s tazatelem, coz je zaptic¢inéno vyznamnym zhorsenim
kognitivnich funkci.

N6 | Ztrata spontaneity a plynné konverzace:

Ubytek plynné komunikace sdruzeny s apatii, abulii, obranami nebo kognitivnim deficitem. Toto se
projevuje zmensenim fluidity a produktivity verbalné interakénich procesd.
ZPH: Porovnani verbalné kognitivnich procest béhem rozhovoru.

1. Nepritomno
2. Velmi slabé: spornd patologie, kterd se mlze objevit pfi horni hranici normalu.
3. Slabé: béhem konverzace se objevuje pouze mala iniciativa, pacientovy odpovédi sméruji ke

strucnosti, jsou chudé a vyzaduji pfimé a navadéci dotazy.

4. Stfedné: konverzace ztraci volny pribéh a objevuje se nevyvaZzenost nebo zarazy. Navadéci




otazky jsou Casto potiebné k tomu, aby byly ziskany adekvatni odpovédi a mohlo se postoupit

rozhovoru.

5. Stiedné silné: pacient vykazuje zfetelnou ztrdtu spontaneity a otevienosti. Odpovida na
tazatelovy dotazy pouze jednou nebo dvéma vétami.

6. Silné: pacientovy odpovédi jsou vétSinou limitovany nékolika slovy nebo kratkymi frazemi tak,

aby se vyhnul nebo zkratil komunikaci (napt. nevim, nedovolim si to Fici). Konverzace je vazné
narusena a rozhovor je neproduktivni.

7. Extrémné: verbalni vykon je omezen vétSinou na pfrilezitostné rojeny, které konverzaci
znemoznuji.
N7 | Stereotypni mysleni:

Snizena fluidita spontanniho a flexibilniho mysleni, coz se projevuje rigiditou, opakovanim a
neplodnym myslenkovym obsahem.
ZPH: Kognitivné verbalni proces, pozorovan béhem rozhovoru.

1. Nepfitomno

2. Velmi slabé: sporna patologie, kterd se mlze objevit pfi horni hranici normalu.

3. Slabé: rigidita, kterd se projevuje v postojich nebi minénich. Pacient miZe odmitat vzit
v Uvahu alternativni postoje nebo ma obtiZe pfi zméndach tématu.

4, Stiedné: konverzace se toci kolem stale se vracejiciho tématu, coz znesnadriuje jeho zménu.

Stfedné silné: mysleni je rigidni a vzdor tazatelovu usili, stale se opakujici. Konverzace je
limitovana pouze dvéma nebo tfemi hlavnimi tématy.

6. Silné: nekontrolovatelné opakovani dotazl, postoji, myslenek nebo otazek, které velmi
zhor3uji rozhovor.
7. Extrémné: mysleni, chovdni a konverzace jsou ovladany stalym opakovanim fixnich idei nebo

frazi, vedoucich k celkové rigidité, nevhodnosti a omezeni pacientovy komunikace.

PANSS — SKALA CELKOVE PSYCHOPATOLOGIE

G1 | Starosti o télesny stav:

Stiznosti na télesny stav nebo presvédceni, tykajici se télesného onemocnéni nebo Spatnych funkci.

Toto mUzZe zahrnovat jak vagni pocity nemoci nebo jasné vyjadiené bludy o katastrofalni fyzické

nemoci.

ZPH: Myslenkovy obsah vyjadieny v rozhovoru.

1. Nepfitomno

2. Velmi slabé: sporna patologie, kterad se mlze objevit pfi horni hranici normalu.

3. Slabé: stiZznosti, zfetelné se tykajici zdravi nebo somatickych probléml, coZ se projevuje
prilezitostnymi otazkami a pranimi o to, byt opétovné ujistovan o jejich nereélnosti.

4. Stfedné: stiznosti na Spatné zdravi a Spatné télesné funkce, neni vsak pfitomno  bludné
presvédcéeni a pfehnané starosti mohou byt odklonény ujisténim o jejich neredlnosti.

5. Stfedné silné: pacient si Casto stéZuje na fyzické obtize nebo Spatné télesné funkce,
popfipadé se mohou odhalit 1-2 bludy, které se tykaji tohoto tématu, pacient vsak neni jimi
zcela zaujat.

6. Silné: pacient je zaujat jednom nebo mensim poctem jasné vyjadrenych bludd, které se tykaji
télesnych nemoci nebo Spatnych orgdnovych funkci. Efektivita avSak neni plné zastinéna
témito obsahy a myslenky pacienta lze s ur¢itou namahou odklonit.

7. Extrémné: pocetné a Casto explorované télesné bludy nebo pouze malé mnozstvi jasné
vyjadfenych télesnych blud( katastrofického pulvodu, které zcela ovladaji pacientovu
efektivitu a mysleni.

G2 | Uzkost:

Subjektivné pocitované zhorseni nervozity, obav, pfedtuch nebo nepokoje, které se nadmérné tykaji
pritomnosti nebo budoucnosti aZ k pocitim paniky.
ZPH: Slovni sdéleni vyjadiena béhem rozhovoru a korespondujici s fyzickou manifestaci.

1. ‘ Nepfitomno




2. Velmi slabé: sporna patologie, kterd se mlze objevit pfi horni hranici normalu.

Slabé: sdélovani obav, prehnaného znepokojeni a nepokoje, avsak bez somatickych nebo
behaviordlnich souvislosti.

4. Stfedné: pacient vykazuje zietelné symptomy nervozity, které se lehce manifestuji i fyzicky,
jako napfiklad terminaini tfes rukou a nadmérné poceni.

5. Stiedné silné: pacient ma vainé uzkostné problémy, které jsou patrné jak v chovani, tak po
fyzické strance jako napfiklad vyraznd tenze, obtiZné soustfedéni, palpitace, zhorseny spanek.

6. Silné: subjektivné pocitovany stély strach sdruzeny s fobiemi, vyraznym nepokojem nebo
cetnymi télesnymi manifestacemi.

7. Extrémné: pacientlv Zivot je zavainé narusSen Uzkosti, ktera je pfitomna prakticky stale a ¢as

od ¢asu ma az charakter panické poruchy nebo se manifestuje panickou atakou.

G3 | Pocity viny:

Vycitky nebo sebeobvinovani tykajici se skutecnych nebo imaginarnich prestupkd v minulosti.

ZPH: Verbalizovani pocitd viny béhem rozhovoru a jejich vliv na vztahy a okoli.

1. Nepritomno

2. Velmi slabé: sporna patologie, ktera se miZe objevit pfi horni hranici normalu.

3. Slabé: otazkami lze zjistit vagni pocity viny nebo sebeobvinovani za minimalni prohresky,
které vsak pacientovi pfilis nevadi.

4. Stfedné: pacient je zietelné znepokojen svou domnélou zodpovédnosti za skutecné incidenty
svého Zivota. Neni vsak jimi zcela zaujat a jeho postoje a chovani nejsou podstatné naruseny.

5. Stfedné silné: pacient verbalizuje silné pocity viny sdruzené se sebeobvifiovanim nebo
pfesvédcenim, Ze si zasluhuje trest. Pocity viny mohou mit bludny zdklad, mohou byt vyvolany
spontanné, mohou byt zdrojem zaujatosti a/nebo depresivni nalady. Jen nesnadno mohou
byt tazatelem zmirnény.

6. Silné: silné pocity viny maji bludny charakter a vedou k postojlim beznadéje a nesmyslInosti.
Pacient véri, Ze za své prestupky bude téZzce potrestan a svij Zivot miZe dokonce povaZovat
za trest.

7. Extrémné: pacientlyv Zivot je zcela ovlivnén nevyvratitelnymi bludy viny a je presvédcen, Ze
bude drasticky potrestan jako napfiklad doZivotnim vézenim, muéenim nebo smrti. Toto mlze
byt sdruzeno se suicidaInimi myslenkami a chapanim problém0 druhych jako své vlastni
prohtesky v minulosti.

G4 | Tenze:

Zjevna télesna manifestace strachu, Uzkosti a agitovanosti, jako napfiklad ztuhlost, tremor, profuzni

poceni a neklid.

ZPH: Sdéleni pacienta svédcici o Uzkosti, cehoz nasledkem je mnozstvi fyzickych manifestaci, které

Ize pozorovat béhem rozhovoru.

1. NepfFitomno

2. Velmi slabé: sporna patologie, ktera se miZe objevit pfi horni hranici normalu.

3. Slabé: postoj a pohyby pacienta svédci o jeho lehkych obavach —jako napfiklad lehka ztuhlost,
prilezitostny neklid, zmény pozic nebo rychly tremor rukou.

4. Stfedné: jasné nervozni vzezfeni, které se manifestuje nervéznim chovanim, castym
tremorem rukou, vyraznym pocenim nebo nervéznim manyrovanim.

5. Stfedné silné: zretelné napéti je evidentni z mnoha projevl, jako nervdzni tres, porlzni
poceni, neklid, avSak rozhovor neni témito projevy vyznamné narusen.

6. Silné: tenze je vyjadiena do té miry, Ze narusuje interpersonalni vztahy. Pacient je stale
neklidny, neschopny déle klidné sedét nebo zjevné hyperventiluje.

7. Extrémné: vyrazna tenze se projevuje znamkami paniky nebo celkovou motorickou akceleraci,
napfiklad rychlym neklidnym pfechazenim a neschopnosti zlstat sedét déle nez minutu.

G5 | Manyrovani a zaujimani postojt:

Nepfirozené pohyby nebo drieni téla, charakterizované jako neSikovnost, bombasti¢nost,
dezorganizace nebo bizarni vzhled.




ZPH: Pozorovani télesnych manifestaci béhem rozhovoru, jakoZz i informace od nejblizsich
oSetfujicich a rodiny.

1 Nepfitomno

2 Velmi slabé: sporna patologie, kterd se mlze objevit pfi horni hranici normalu.

3. Slabé: lehka nesikovnost pohybu nebo mala rigidita drZeni téla.

4 Stfedné: pohyby jsou zfetelné nesikovné nebo rozkouskované a béhem kratkych Gsekl lze
pozorovat nepfirozené drzeni téla.

5. Stfedné silné: prilezitostné se objevuji bizarni ritualy, manyrovani nebo stereotypni pohyby.
Zkroucené drZeni téla je udrzovano v delSich intervalech.

6. Silné: casté opakovani bizarnich ritudll, manyrovani, stereotypni pohyby, poptipadé
zkroucené postoje jsou zaujimany po delsi dobu.

7. Extrémné: Zivot pacienta je stdle komplikovdn ritudlnimi a stereotypnimi pohyby,

manyrovanim nebo zaujimanim nepfirozenych pdz, které jsou udrzovany po vétsinu ¢asu.

G6 | Deprese:

Pocity smutku, ustraseni, bezmocnosti a pesimismu.

ZPH: Sdéleni pacienta o jeho depresivni naladé a jeji vliv na vztahy a chovani.

1. Nepfitomno

2. Velmi slabé: sporna patologie, ktera se mliZze objevit pfi horni hranici normalu.

3. Slabé: pacient vyjadfuje své pocity smutku a vystraseni pouze na dotaz, z celkového postoje
a chovani vsak deprese neni patrna.

4. Stfedné: zretelné pocity smutku a bezmoci, které se mohou spontanné projevit, ale depresivni
nalada nema velky vliv na chovani, socialni funkce a pacient se snadno vzchopi.

5. Stfedné silné: jasné depresivni nalada sdruzena se smutkem, pesimismem, ztratou socialnich
zajmu, psychomotorickou retardaci a urcitym vlivem na spanek achut k jidlu. Pacienta Ize jen
obtizné povzbudit.

6. Silné: vyznamné depresivni nalada sdruzena se stdlym pocitem nicoty, pfileZitostnym placem,
beznadéji a ustrasenim. Navic je vyznamné ovlivnéna chut k jidlu a spanek, stejné jako
normalni pohybové a socidlni funkce s pfilezitostnymi znamkami sebezanedbdvani.

7. Extrémné: depresivni pocity vazné interferuji s vétSinou funkci. Pacient Casto place, jsou
vyjadreny somatické symptomy, ovlivnéno soustfedéni, zpomaleno psychomotorické tempo,
socialni nezajem, sebezanedbavani, mozna pritomnost depresivnich a nihilistickych bluda
a/nebo mozné suicidalni myslenky nebo &iny.

G7 | Motoricka retardace:

Snizeni motorické aktivity, cozZ se odrazi ve zpomaleni a zmirnéni pohybu a feci, sniZzeni odpovédi na

stimulace a sniZzeny télesny tonus.

ZPH: Projev béhem rozhovoru, stejné jako informace od nejblizsich oSettujicich a rodiny.

1. Nepritomno

2. Velmi slabé: spornd patologie, kterd se mlze objevit pfi horni hranici normalu.

3. Slabé: lehké, ale postiehnutelné sniZeni rychlosti pohybu a feci. Pacient mizZe byt ponékud
méné produktivni v gestikulaci a konverzaci.

4. Stfedné: pacient ma jasné zpomalené pohyby a fec je méné produktivni, véetné dlouhych
latenci, prodlouzenych odmlk a pomalého tempa.

5. Stiedné silné: vyznamné sniZeni motorické aktivity, které zplsobuje, Ze komunikace je
neproduktivni nebo omezuje fungovani v socidlnich a pracovnich situacich.

6. Silné: pohyby jsou extrémné pomalé, vysledkem ¢ehoz je minimalni aktivita a fec. Pacient ve
skutecnosti stravi cely den necinné sedici nebo leZici.

7. Extrémné: pacient je v podstaté zcela imobilni a neodpovida na vnéjsi podnéty.

G8 | Nespoluprace:

Aktivni odmitani vyhovét vili druhého vietné tazatele, nemocni¢niho personalu nebo rodiny, coz
mUzZe byt sdruzeno s nedlvérou, obranami, tvrdohlavosti, negativismem, odmitanim autority,
hostilitou nebo bojovnosti.




ZPH: Chovani pacienta béhem pohovoru a zpravy osetfujiciho personalu nebo rodiny.

1. Nepfritomno

2. Velmi slabé: spornd patologie, kterd se mlze objevit pfi horni hranici normalu.

3. Slabé: pacient vyhovi rozmrzele, netrpélivé nebo se sarkasmem. MiZe neltocné protestovat
vUci citlivému zkoumani béhem rozhovoru.

4. Stfedné: prileZitostné pfimo odmitd vyhovét béznym socidlnim pozadavkim, jako je ustlani,
zUcastnéni se programu. Pacient mZe vykazovat hostinni, negativistické nebo obranné
postoje, ale vétSinou je schopen spoluprace.

5. Stfedné silné: pacient ¢asto vyhovi pozadavkim prostfedi a mize byt jinymi charakterizovan
jako vyvrienec nebo jako ,Clovék, ktery ma zdvainé problémy chovani“. Nespoluprace se
vétSinou projevuje obranami nebo popudlivosti vici tazateli nebo moZznou neochotou
reagovat na mnoho otdazek.

6. Silné: pacient takrka nespolupracuje, je negativisticky a nevyluCuje se bojovnost. Odmita
vyhovét vétsSiné sociadlnich pozadavkll a miZe byt neochotny jak zahajeni, tak ukonceni
rozhovoru.

7. Extrémné: aktivni odpor, ktery prakticky narusuje vSechny oblasti Zivota. Pacient odmitd
nasledovat jakékoliv socidlni aktivity, v€etné osobni hygieny. Ma problémy s rodinou i
nemocni¢nim persondlem. Rozhovoru se Ucastni je stru¢né.

GY9 | Neobvykly myslenkovy obsah:

Mysleni je charakterizovano podivnostmi, fantastickymi nebo bizarnimi myslenkami v rozmezi od

téch, které jsou vzdalené nebo atypické az po ty, které jsou zkreslené, nelogické a zjevné abstraktni.

ZPH: Myslenkovy obsah vyjadieny béhem rozhovoru.

1. Nepfitomno

2. Velmi slabé: sporna patologie, ktera se mliZze objevit pfi horni hranici normalu.

3. Slabé: myslenkovy obsah je ponékud zvlastni nebo atypicky, popfipadé bézné myslenky jsou
ohraniceny vystfednim kontextem.

4. Stfedné: myslenky jsou zcela zkreslené a pfrilezitostné se zdaji byt zcela bizarni.

Stfedné silné: pacient vyjadfuje mnoho podivnosti a fantastickych myslenek (napfiklad je
adoptovanym synem krale, utekl pfed smrti a podobné) nebo zjevné absurdnich (ma stovky
déti, prijima radarové zpravy z prostoru prostrednictvim zubnich plomb).

6. Silné: pacient produkuje mnoho nelogickych nebo absurdnich myslenek nebo ma bizarni
vlastnosti (ma 3 hlavy, je navstévnik z jiné planety).

7. Extrémné: mysleni je pIné absurdit, bizarnosti a grotesknich myslenek.

G10 | Dezorientace:

Ztrata prislusnosti k uréitému prostredi vcetné osoby, mista a Casu, coZ muize byt zplsobeno
zmatenosti nebo stazenim.
ZPH: Odpovédi na tazatelovy dotazy, které se tykaji orientace.

1.

Nepfitomno

2.

Velmi slabé: sporna patologie, kterd se mlze objevit pfi horni hranici normalu.

3.

Slabé: celkova orientace je adekvatni, ale jsou urcité obtize se specificnosti. Napfiklad
pacient vi kde se nachazi, ale nezna ulici, adresu, znd jména nemocni¢niho personalu, ale
nezna jejich funkce, zna mésic, ale plete den v tydnu se sousednimi dny nebo chybuje v datu
vice neZ o dva dny,. MUZe byt pfitomno ztZeni zajmu, kdy je patrné, Ze pacient je obeznamen
s bezprostrednim, ale ne Sirsim okolim, jako napftiklad schopnost identifikovat personal, ale
ne starostu, guvernéra nebo prezidenta.

Stfedné: jen ¢astecCny Uspéch pfi orientaci osobou, mistem a ¢asem. Napfiklad pacient vi, ze
je v nemocnici, ale nezna jeji jméno, zna nazev svého mésta, ale ne samospravny okres, zna
jméno svého terapeuta, ale ne mnoho dalSich pfimych spolupracovnik(, zna rok i ro¢ni
obdobi, ale neni si jist mésicem.

Stfedné silné: zjevny nezdar pfi rozpoznavani osob, mista a ¢asu. Pacient ma pouze vagni
predstavu o tom, kde je a je neobeznamen s vétsinou lidi svého okoli. Rok je schopen urcit
spravné nebo pfiblizné, ale neznd mésic, den v tydnu a dokonce ani ro¢ni obdobi.




6. Silné: patrny nezdar pfi rozeznavani osob, mista a ¢asu. Napftiklad pacient nevi, kde je, plete
datum o vice neZ rok a mdZe jmenovat pouze jednoho nebo dva jedince ze svého bézného
Zivota.

7. Extrémné: pacient se jevi zcela desorientovan osobou, mistem i ¢asem. Je celkové zmateny
nebo zcela ignoruje své okoli — béZzny rok a dokonce i nejblizsi osoby, jako rodice, partner,
pratelé a nejbliZsi terapeut.

G11 | ZhorSena pozornost:

Selhavani zamérené pozornosti, projevujici se Spatnou koncentraci a snadnym rozptylenim

pozornosti vnitfnimi nebo vnéjSimi podnéty, obtizemi v praci nebo pfi setrvavani u podnétu,

popfipadé zménou zamérené pozornosti na novy podnét.

ZPH: Projevy pacienta béhem rozhovoru.

1. Nepfitomno

2. Velmi slabé: sporna patologie, ktera se mliZze objevit pfi horni hranici normalu.

3. Slabé: omezeni koncentrace pozornosti, které se projevuje pfileZitostnou citlivosti na
rozptyleni nebo ochabovani pozornosti ke konci rozhovoru.

4, Stfedné: Koncentrace je narusena snadnou rozptylenosti, obtizemi pti dlouhém setrvavani
koncentrace u daného tématu nebo problémy pfi zméné pozornosti na nové téma.

5. Stfedné silné: konverzace je vazné narusena Spatnou koncentraci, rozptylenosti stejné jako
obtiZzemi pfi zméné pozornosti.

6. Silné: pacientova pozornost muZe byt ziskana jen na kratké momenty nebo s velkym Usilim,
coz je zpUsobeno vyraznou rozptylenosti vnéjSimi nebo vnitfnimi stimuly.

7. Extrémné: tézké naruseni pozornosti umoznuje jen stru¢nou konverzaci.

G12 | Nedostatek soudnosti a nahledu:

Narusené povédomi nebo schopnost porozumét vlastnimu psychiatrickému stavu a zivotni situaci.

Projevuje se neschopnosti rozlisit drivéjsSi a mynéjsi psychické onemocnéni nebo symptomy,

popirdnim potreby psychiatrické hospitalizace nebo IéCeni. Pacientova rozhodnuti jsou

charakterizovana spatnym pochopenim souvislosti a nerealistickym kratkodobym i dlouhodobym
pldnovdanim.

ZPH: Obsah myslenek vyjadfenych béhem pohovoru.

1. Nepfitomno

2. Velmi slabé: spornd patologie, vyskytujici se i na hranici normy.

3. Slabé: pacient rozpozna, Ze je psychicky nemocny, ale jasné zlehCuje jak zavaZnost
onemocnéni, tak z toho plynouci lé¢eni a nezbytnost uZivani Iékd, aby se predeslo relapsim.
Plany do budoucna jsou hite koncipované

4, Stfedné: pacient vyjadfuje pouze vagni uznani nemoci. MlZe byt pfitomna fluktuace
nahledu nemoci nebo socidlni staZeni. Pacient si mUZe racionalizovat pottebu Ié¢by pokud
se tyka méné dullezZitych symptom jako anxieta, napéti a obtize se spankem.

5. Stfedné silné: pacient ma nahled na minulé psychické onemocnéni, ne vsak na nynéjsi. Je-li
vyzvan, muize priznat symptomy, které jsou bud bezvyznamné nebo nemaji k soucasné
situaci Zadny vztah, coZ lze vysvétlit celkovou desinterpretaci nebo bludnym myslenim.
Potiebu psychiatrické |écby rovnéz nerozpoznava.

6. Silné: pacient popird pfitomnost jakéhokoliv psychického onemocnéni ¢i symptom0 jak
v minulosti, tak v pfitomnosti. Ackoliv je povolny, odmita potiebu IéCby i hospitalizaci.

7. Extrémné: dlrazné popird psychickd onemocnéni jak v minulosti, tak v pfitomnosti,
soucasnou hospitalizaci i 1é¢bu bludné interpretuje (napftiklad jako trest za provinéni,
persekuci s mucenim atp.), proto odmita spolupracovat jak s terapeuty, tak pfi medikaci a
dalsich aspektech 1écby.

G13 | Poruchy vdle:

Porucha volni iniciace, udrZeni a ovladani myslenek, chovani, pohyb a fedi jedince.
ZPH: Myslenkovy obsah a chovani, projevené béhem rozhovoru.

1. ‘ Nepfitomno




Velmi slabé: spornd patologie, kterd se mlze objevit pfi horni hranici normalu.

Slabé: je pfitomna nerozhodnost v konverzaci a mysleni, kterd mlze sniZovat verbaini a
kognitivni proces na minimalni droven.

4, Stfedné: pacient je Casto ambivalentni a ma jasné obtize v dosahovani rozhodnuti.
Konverzace mize byt narusena alternaci mysleni a soucasné jsou jasné naruseny verbalni a
kognitivni funkce.

5. Stiredné silné: volni poruchy naruSuji jak mysleni, tak chovdni. Pacient je zfetelné
nerozhodny, coZ zdrZuje jak zapojeni se, tak i pokra¢ovani sociadlnich i motorickych aktivit a
kterd se mlze projevovat i zadrhavanim v redi.

6. Silné: poruchy vile narusuji i vykonavani jednoduchych automatickych motorickych funkci
jako je oblékani, ¢esani a vyznamné narusuje rec.
7. Extrémné: témér celkovy vypadek volnich schopnosti se manifestuje v celkové inhibici

pohybu a fedi, ¢ehoz vysledkem je mobilita a /nebo mutismus.

G14 | Nedostatecné ovladani impulsu:

Chybna regulace a ovladani €in(, které vyplyvaji z vlastniho nutkani. Vysledkem tohoto jsou nahlé,

neregulované, libovolné nebo Spatné nasmérované vybuchy tenze a emoci bez ohledu na jejich

dasledky.

ZPH: Chovani béhem rozhovoru a informace od nejblizsich terapeutl a rodiny.

1. Nepfitomno

2. Velmi slabé: sporna patologie, ktera se mlze objevit pfi horni hranici normy.

3. Slabé: pacient se snadno mUZe rozptylit a byt frustrovan, je-li vystaven trestu nebo popira
uspokojeni, avsak jen malokdy jednd impulsivné.

4, Stfedné: pacient se stava zlostnym a slovné vyhrozuje pfi minimalni provokaci. Pfilezitostné
muze vyhroZovat destrukci nebo se objevi 1-2 epizody fyzické konfrontace ¢i minimalni
vytrznost.

5. Stfedné silné: pacient se projevuje opakovanymi impulsivnimi episodami, které zahrnuji
vyhruzky, destrukci majetku nebo fyzickymi hrozbami. Mohou se objevit 1-2 epizody
obsahujici vazny utok, pro které pacient vyZaduje izolaci, fyzické potlaceni nebo sedaci.

6. Silné: pacient je Casto impulsivné agresivni, vyhroZujici, narocny a destruktivni bez
jakychkoliv zfejmych souvislosti. Pacient je Uto¢ny a miZe byt i sexualné nebezpecny. Je
mozné, ze svym chovanim plni halucinované ptikazy.

7. Extrémné: pacient vykazuje vrazedné Utoky, sexualni utoky, opakované brutality a
sebedestruktivni chovani. VyZaduje staly prisny dohled nebo vnéjsi natlak, protoZe neni
schopen kontrolovat své destruktivni impulsy.

G15 | Autismus:

Pohlceni vnitfné generovanymi myslenkami, pocity a autistickymi proZitky v neprospéch orientace
v realité a adaptivniho chovani.
ZPH: Interpersonalni chovani, které je pozorovano béhem rozhovoru.

1. Nepritomno

2. Velmi slabé: sporna patologie, ktera se miZe objevit pfi horni hranici normalu.

3. Slabé: nadmérné pohlceni vlastnimi potfebami a problémy, coZ se projevuje stalym
vracenim k egocentrickym tématlim a zmensenim zajmu o druhé.

4, Stiedné: pacient se pfileZitostné jevi pohlcen sam sebou, jako by v dennim snéni nebo zcela
zaujat vnitfnimi zazitky, coZ narusuje komunikaci s lidmi.

5. Stfedné silné: pacient se Casto jevi zaméstnan artistickymi zazitky, coz se projevuje

v chovani, které vyznamné narusuje socidlni a komunikacni funkce — jako napfiklad casta
prazdna zahledéni, mumlani, samomluva nebo ¢asté motorické stereotypy.

6. Silné: vyznamné zaujeti artistickymi zazitky, které zavazné narusuji komunikaci a schopnost
orientace ve svém okoli. Pacient je ¢asto pozorovan, jak se sméje, mumla si a hovofi i
pokfikuje sdm na sebe.

7. Extrémné: celkové pohlceni artistickymi zazitky, které hluboce narusuji vSechny hlavni
oblasti chovani. pacient prakticky nepretrzité svym chovanim ¢i verbalné odpovida na
halucinace a je mirné nebezpecny vnéjSimu okoli ¢i lidem kolem sebe.




G16

Aktivni unik ze spolecnosti:

Zmenseni socialniho zapojeni spojené s nevysvétlitelnym strachem, hostilitou a ned(ivérou.
ZPH: Informace o socidlnim fungovani pacienta od nejblizSich terapeutd a rodiny.

1. Nepfitomno

2. Velmi slabé: sporna patologie, kterd se mlze objevit pfi horni hranici normalu.

3. Slabé: pacient se zda nervdzni a nesvlj v pfitomnosti jinych a dava prednost samoté, aviak
je-li zaddan, plIni socialni funkce.

4. Stfedné: pacient nerad navstévuje vétsinu socialnich aktivit, mdzZe citit potfebu k nim byt
premluven, aviak mzZe je ukoncit ukvapené kvili své uzkosti, podezfivavosti nebo hostilité.

5. Stiedné silné: pacient ustraSené nebo zlostné utika od socidlnich interakci a vzdoruje
premlouvani druhych. Vétsinu ¢asu travi sam.

6. Silné: pacient se Ucastni jen mala socidlnich aktivit, coZ je zplsobeno strachem, hostilitou a
nedulvérou. Obrati-li se nékdo k nému, ma silnou tendenci rozhovor prerusit a celkové se
izolovat od ostatnich.

7. Extrémné: pacienta nelze pfimét k socialnim aktivitam pro jeho zjevny strach, hostilitu a

persekucni bludy. Je-li to mozné, vyhyba se kontaktim a izoluje se od ostatnich
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Abstract

Background. This study examined the proximate causes of psychotic patients’ aggression upon
the admission to the psychiatric wards of a university and two state hospitals.

Methods. The authors used a semistructured interview to elicit proximate causes of assaults from
the assailants and victims. The treating psychiatrists and nurses provided additional information.
Based on this interview, aggressive episodes were categorized as psychotic, impulsive and planned.
Results. A total of 820 assaults committed by 289 newly admitted violent psychotic inpatients
were evaluated. The interview ratings indicated that 76.71% of the assaults were directly driven
by psychotic symptoms and 22.32% of all attacks were labeled as impulsive. Only 0.98% of
assaults were categorized as planned.

Conclusions. These findings indicate that assaultive behavior among recently admitted acute
psychiatric inpatients with untreated or undertreated psychosis is primarily driven by psychotic
symptoms and disordered impulse control. Because each type of assault requires a different
management, identifying the type of assault is crucial in determining treatment interventions.

Introduction

Violence in psychiatric patients is a heterogeneous phenomenon with numerous causal path-
ways.' A useful approach to an assessment of proximate causes is to observe the context of violent
behavior and to interview the incident participants and witnesses. Using this approach, violence
by psychiatric patients can be deconstructed into psychotic, impulsive, and predatory or planned
subtypes. This categorization is consistent with Research Domain Criteria (RDoC) approach and
has the advantages of being relatively simple to implement, having measurable reliability, and
leading to different treatments.”

Several groups have studied proximate causes of violent behavior in various groups of
psychiatric patients. Patients’ aggressive response to provocation (impulsive aggression) was
studied prospectively, using the Staff Observation Aggression Scale (SOAS),” on acute psychi-
atric admission wards.”” Aggressive response to provocation (impulsive aggression) was studied
retrospectively in long-term hospitalized psychiatric patients, and the authors concluded that the
most common type of assault was impulsive.” Data from an influential study of violence by
discharged psychiatric patients” were analyzed to determine how often and how consistently
patients who are at high risk for violence experience delusions or hallucinations just before
violent incidents.” In these patients, who were clinically stabilized and living in the community,
psychosis preceded violent incidents “uncommonly and inconsistently.”® Nolan et al’ studied,
prospectively, individual assaults among long-term psychotic inpatients in a research unit. The
explicit purpose of that study was “to assess the extent to which psychosis, disordered impulse
control, and planed aggression contribute to assaults among psychiatric inpatients.” For that
purpose, these authors developed a semistructured interview to elicit reasons for assault from
assailants and their victims.

In summary, proximate causes of violence by psychiatric patients were studied using conve-
nient patient samples heterogeneous in diagnoses and disease stage, using different assessment
methods and designs. The results showed that only 17% to 20% of assaults were directly attributed
to positive symptoms, while staff-patient interactions'’ and disordered impulse control,”*™* were
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considered to be the most frequent causes of aggressive behavior.
The Nolan et al's study’ was the only one that systematically
addressed all three subtypes of violence proposed later by Stahl.”
As far as we know, no study has examined acutely exacerbating
psychotic patients’ perspectives regarding their violent behavior.
The present study aims to examine proximate causes of violence
in a sample of patients rigorously diagnosed with schizophrenia
spectrum disorders, who were recently admitted to acute treatment
psychiatric units. We applied and expanded the Nolan’s data acqui-
sition method.

Methods
Participants

The participants consisted of violent patients that were at least 18
years old (average age 36.29; standard deviation [SD] = 11) admit-
ted for acute hospitalization to two large psychiatric hospitals (the
Psychiatric Hospital Bohnice in Prague and the Psychiatric hospital
Dobrany in Dobfany), and to a university hospital (the Psychiatric
Department of Charles University, First Faculty of Medicine in
Prague). All facilities are in the Czech Republic, and the recruit-
ment was dated from May 2017 to December 2019. Only violent
patients diagnosed with schizophrenia, delusional disorder, acute
polymorphic psychotic disorder, or schizoaffective disorder, based
on the International Classification of Diseases, 10th Revision
(ICD-10) classifications were invited to participate in this study.
Only attacks with a total aggression score of more than four points
on the Modified Overt Aggression Scale (MOAS)'" were included
in the sample. The MOAS rates aggressive attacks into four cate-
gories: verbal aggression, aggression against objects, aggression
against self, and aggression against other people. The inclusion
criteria further included only the heteroaggressive type of behavior
(aggression toward other people or toward property), while
patients showing only autoaggressive and/or verbally aggressive
behavior were not included. We used the Staff Observation Aggres-
sion Scale-Revised (SOAS-R)’ to describe targets of violent behav-
ior. A total of 395 patients were approached by the researchers, and
73% of patients agreed to participate. Reasons to decline partici-
pation included increased paranoia, fear of side effects of the study
on the course of treatment, increased hostility, and anger related to
their hospitalization. The total sample included N =289 patients
(178 men and 111 women). All participants were Caucasian and
spoke Czech as their primary language.

Diagnoses

The Mini International Neuropsychiatric Interview (MINI)'* was
used to assess mental disorders among all participants. Diagnoses
were determined by experienced psychiatrists. Interrater reliability
of the MINI total score was tested (x=0.749). Furthermore, the
treating psychiatrist or psychologist administered additional scales
MOAS (x=0.623), SOAS (x=0.604), and the Nolan’s Assault
Interview Checklist (x=0.572).

Clinical ratings of the attacks

The Assaults Interview Checklist” was used for the clinical assess-
ment of proximate causes of assaults perceived by patients and
victims. It is a semistructured interview consisting of 11 items,
beginning with open-ended questions intended to elicit the infor-
mant’s account of the events in a manner similar to Nolan’s study.

A. Nichtova et al.

Two raters from each site interviewed the patient and the victim
and discussed the proximate causes until consensus was reached.
Interviews were conducted within approximately three working
days after the attack. The aggressive attacks conducted directly
under the influence of hallucinations, delusions, or psychotic mis-
interpretations were classified as psychotic. When the attack was
preceded by environmental events such as the patient being
ordered to do something, his/her request was refused, or provoca-
tion by the victim occurred, the attack was labelled as impulsive.
Sometimes, the environmental stimuli were presented also in
attacks which were at least primarily evaluated as psychotic. In
these cases, the decision that the attack had not been evaluated as
impulsive was made, thanks to the consensus of two raters, who
decided that the influence of hallucinations, delusions, or psychotic
misinterpretation was obvious and stronger than the environmen-
tal stimulus. Attacks that were planned or that were executed for
predatory gain were labeled as “planned.”

Therefore, the three main domains were psychotic, impulsive,
and planned.

The instrument includes also three other symptoms—amnesia,
remorse, and partial denial. These symptoms were revealed in all
types of attacks; hence, they should not be considered as specific
markers of one of the proximate causes in patients treated for acute
exacerbation of psychosis. For that reason, the distribution of these
items was not analyzed and included in this study and also because
Nolan study’ had not found significant association between the
presence of some of proximate causes and these three items. Exam-
ples of each type of specific attacks are available in the Nolan study.’

Ethics approval

The study was approved by the Ethics Committee of the First Faculty
of Medicine, Charles University in Prague, and by the Ethics Com-
mittee of the collaborating hospitals. All individuals approached to
participate in the study were given verbal and written details of the
study and those who agreed signed consents to participate.

Results
Descriptive characteristics of the dataset

Each aggressive attack was evaluated separately. The study sample
consisted of 289 patients (N) responsible for a total of 820 violent
attacks (n), ranging from 1 to 28 aggressive attacks per patient
(average 4.22 attacks per person). Men were responsible for
436 and women, for 384 aggressive attacks. Half of the patients
(N=154, 53.29%) were aggressive during the first day of their
hospitalization (average 33rd day, median 5, mode 1). The average
MOAS score was 9.17 (SD=3.24). The majority of assaults
involved several types of aggression (for example, the patient was
verbally aggressive and aggressive toward another person at the
same time). Nearly every aggressive attack was connected with
verbal aggression (91.46%, n = 750). The descriptive characteristics
of the dataset is provided in Table 1.

Statistical analysis

Analysis of the structure of aggressive attacks

The descriptive statistical analysis of the structure of aggressive
attacks focused on the representation of the abovementioned three
proximate causes—psychotic attacks, impulsive attacks, and
planned attacks.

Downloaded from https://www.cambridge.org/core. University of New England, on 13 Oct 2020 at 09:34:59, subject to the Cambridge Core terms of use, available at
https://www.cambridge.org/core/terms. https://doi.org/10.1017/51092852920001601



CNS Spectrums

Table 1. Descriptive Characteristics of the Dataset used in the Analysis
(Average Age 36.29; SD=11).

Characteristics of Participants (N=289)

Gender
Males 178 (61.6%)
Females 111 (38.4%)
Education
Primary 68 (23.53%)
Secondary lower 76 (26.3%)
Secondary upper 89 (30.8%)

Tertiary 54 (18.68%)

Unknown 2 (0.69%)

Diagnoses of F2x.x

Schizophrenia 140 (48.44%)

Acute/transient psychotic disorder 81 (28.02%)

Schizoaffective disorder 66 (22.84%)

Delusional disorder 2 (0.7%)

Marital status

Single 208 (71.96%)
Married 41 (14.19%)
Divorced 36 (12.47%)
Widowed 4 (1.38%)
Targets of violent attacks (n=820 attacks)
Type of aggression
Aggression against people only 322 (39.3%)

Aggression against objects only 269 (32.8%)

Combined (against both people and objects) 229 (27.9%)

The victims of aggression in 563 attacks (including
attacks with more than one victim)

Staff members 490 (87.03%)

Other patients 65 (11.55%)

Other people 8 (1.42%)

Proximate causes of violence

The prevalence of the three proximate causes in our sample is
summarized in Table 2. The most (76.71%) of aggressive assaults
were evaluated as psychotic attacks. Impulsive attacks appeared in
22.32% of all attacks. Planned attacks were presented rarely, in only
0.98% of all attacks.

A Chi-square (°) test for independence (with Yates Continuity
Correction) indicated no significant association between sex and
psychotic proximate cause (taken as a binary variable: present/
absent), y* (1,n =289) =2.51, P=.11, 7=0.09; sex and impulsive, y*
(1,n=289)=0.61, P= .44, 7=0.36; sex and planned,)(2 (1,n=289)
=2.96, P=.09, #=0.03.

Psychotic attacks

Results showed that at least one of the three monitored indicators of
psychotic symptoms (including hallucinations, delusions, and/or
psychotic misinterpretation) was present in 79.27% (n=650) of
aggressive attacks (see Table 3). The analysis of 820 violent

incidents showed that 76.71% (n = 629) of incidents were evaluated
as preceding only by psychotic symptoms (hallucinations, delu-
sions, and/or psychotic misinterpretation).

Impulsive attacks

Symptoms of disordered impulse control (provoked by the victim,
ordered to do something, request refused) were reported in 45.37%
of all incidents (n=372) (see Table 3). Aggressive attacks (n=183)
evaluated as relating only to disordered impulse control were
reported in 22.32% of attacks (see Table 2).

Planned attacks

Planned attacks were evaluated as the presence of planned attack or
predatory gain as it was in the original study of Nolan et al.”
Moreover, these attacks were expected to be associated with the
absence of remorse. In the studied sample, symptoms of planned
aggression were presented only in 0.98% of all cases (n total =8:
predatory gain in n =5, planned in n = 3). The absence of feelings of
remorse in attacks evaluated as planned occurred in six out of eight
attacks (75%) (see Table 2).

Discussion

We found that the majority of attacks, 76.71%, were committed,
completely or partially, under the influence of psychotic symptoms.
These symptoms were reported as important causative factors for
the development of aggression by many authors'™'* and staff
members.'" Unlike the current study, several important reports
concluded that only about 20% of violent attacks were driven by
psychotic symptoms (see Table 4). Differences among patient
samples studied could account for the differences in observations
of the role of psychotic symptoms in eliciting violence. The current
study focused on acutely psychotic, newly admitted patients, but
Quanbeck et al® Skeem et al,” and Nolan et al’ reported data
obtained from chronically violent patients where impulsivity and
planned aggression were likely to play a more prominent role than
psychosis.”” These studies were conducted in repeatedly violent
psychiatric patients (inpatients who had committed three or more
assaults over 1 year),” patients from a unit dedicated to the care
and study of aggressive patients,” and in psychotic prisoners.'> The
current study included psychotic patients with a diagnosis of F2x.x,
whereas, many other studies also included patients with affective
(mood) disorders (F3x.x)° and personality and cognitive disorders.’

In our sample, 22.32% of attacks were evaluated as only impulsive
and symptoms of disordered impulse control. Nearly all aggressive
attacks (99.02%) were attributed to psychotic symptoms or impul-
sivity; planned attacks were almost absent in our sample (0.98%).

Based on the results of our analysis, psychotic symptoms and
disordered impulse control symptoms were identified as the two
primary proximate causes that were also deemed as the most
important in the prevention of assaultive behaviors in psychotic
patients.

However, a meta-analysis demonstrated that aggression rates
did not significantly differ between post- and preservice contacts.'®
These findings might be caused by the fact that deconstruction of
violence and identification of specific triggers are still not common
in clinical practice. Since each type of assault requires a different
management, characterizing violent incidents is crucial in deter-
mining treatment interventions. While antipsychotics are essential
for psychotic attacks, anxiolytics and psychotherapeutic treatment
might be used for acute impulsive attacks.
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Table 2. The Prevalence of the Three Main Proximate Causes of Violence in 820 Violent Attacks and their Prevalence in Sexes.

Proximate cause Prevalence (%) Prevalence (n) Males (%) Males (n) Females (%) Females (n)
Psychotic 76.71% 629 50.40% 317 49.60% 312
Impulsive 22.32% 183 61.20% 112 38.80% 71
Planned 0.98% 8 87.50% 7 12.50% 1
Total 100% 820 100% 436 100% 384

Table 3. The Prevalence of Nolan’s et al’ Items in 820 Aggressive Attacks Perpetrated by 289 Patients with Psychosis and their Prevalence by Sex.

Variable Prevalence (%) Prevalence (n) Males (%) Males (n) Females (%) Females (n) Total (%) Total (n)
1 Hallucinations 17.44% 143 17.66% 7 17.18% 66
2 Delusions 40.12% 329 47.48% 207 31.77% 122 79.27% 650
3 Psychotic misinterpretation 64.39% 528 56.19% 245 72.65% 279
4 Planned 0.37% 3 0.69% 3 0% 0
0.98% 8
5 Predatory gain 0.61% 5 0.92% 4 0.26% 1
6 Provoked by the victim 3.66% 30 4.35% 19 2.86% 11
7 Ordered to do something 7.56% 62 8.72% 38 6.25% 24 45.37% 372
8 Request refused 36.22% 297 34.4% 150 38.28% 147

Total involves the presentation of at least one symptom in a single aggressive attack. n=number of attacks.

Table 4. Type of Aggression and its Frequency According to Quanbeck,® Nolan et al,” and Current Study.

Frequency by Frequency by Frequency Observed in

Nolan et al. Quanbeck Current Study
Type Description N=43 (n=70) N=88 (n=983) N=289 (n=820)

. Assault committed as a consequence of delusions, 0 9 Attacks driven by psychosis
Feynaiie hallucinations, and/or disordered thinking Ao L alone 76.71%
Impulsive e ion associated with agitation and lossof control 4% Attacks driven by

P e 80% impulsivity alone 22.32%
Planned Controlled assault committed for a specific goal 29% 0.98%

Nolan et al classified the attacks as psychotic and nonpsychotic, whereas, Quanbeck et al ® and our study used the three-factor model according to Research Domain Criteria (RDoC) approach.

Abbreviations: N, denotes number of persons; n, number of attacks.

Limitations

The primary limitation of this study stemmed from the sources of
information about the aggressive assaults that were gathered from
the patient and the staff members. There were often differences
in the perception of aggression by these two groups. Congruent with
the results of the study by Nolan et al,'” patients perceived interper-
sonal conflicts more often as the trigger of assaultive behaviors, while
staff members perceived the manifestation of the psychotic disorder
as the most common trigger.

Furthermore, the reliability and validity of patients’ self-report
may have been compromised by temporary memory impairments
caused by treatments using benzodiazepines or electroconvulsive
therapy (ECT). Therefore, in addition to patients’ account of the
events, evaluators also relied on information provided by staft
members.

Other limitation lies in the core of psychotic disorders. Patients
are often paranoid; they have limited trust in staff members or
health care practitioners. Likewise, hallucinations and delusions
can influence their willingness and ability to cooperate. Patients
often take large amounts of psychopharmaceuticals that can cause

increased fatigue and many other side effects that can lead to
increased irritation and further lack of cooperation.

We labeled the occurrence of assault planning, predatory gain,
and lack of remorse as “planned aggression.” These features,
although important components of planned aggression, are by
themselves insufficient for that diagnosis. A standard instrument,
such as the Psychopathy Checklist (Screening Version) (PCL-SV) 18
would have served that purpose.

In this study, the data were collected only from patients and staff
members using semistructured interview, The Assault Interview
Checklist. Other studies’ used for example also video records,
which can help to detect all the attacks and decide about the
primary proximate cause of assaultive behavior. Monitoring system
in all admission wards in our study was extensive and included
video surveillance but, because of legal issues, not video recording.

Future Directions

Future directions may focus on the applications of our findings for
treatment. Our principal finding of the effects of psychosis and
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impulsivity on aggression in schizophrenia suggests that studies of
agents targeting these phenomena are in order. Clozapine is the
acknowledged gold standard of the antiaggressive treatment. Its
antipsychotic effectiveness has recently been shown to increase by
augmentation with aripiprazole.'” Aripiprazole monotherapy is
effective against hostility.”’ Thus, clozapine plus aripiprazole could
be tested in schizophrenia patients showing psychotic and impul-
sive aggression. The outcome measures could be the number and
severity of aggressive incidents and urgency, which is a tendency to
rush (impulsive) action the context of strong affect.” Additional
triggers of impulsive attacks should be further studied. Appropriate
staff training directly targeting behavioral antecedent of impulsive
violence such as requests or orders to do something (typically take
medication) could not only decrease violence but also increase
medication adherence. More complex psychotherapeutic programs
have been shown to be effective in decreasing violence among
patients with psychosis.”'
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Abstract

Reduced impulse control and emotion dysregulation are associated with an increased risk of violence in psychosis. We used
an emotional stop-signal task (ESST) with angry and neutral facial expressions stimuli to examine the differences in inhibi-
tion in neutral and emotional contexts between acutely violent (N=117) and non-violent (N =50) patients with schizophrenia
spectrum disorders and healthy volunteers (N =150). However, 66 violent patients (56.41%) from the final sample with a
higher level of self-reported impulsivity did not finish the behavioral task. Inhibition was found to be weaker in emotional
than in neutral contexts in both the violent (n=351) and non-violent patient groups in comparison with healthy controls. At
the same time, violent patients had weaker inhibition in both neutral and emotional contexts than non-violent patients and
healthy controls. Violent patients also showed significant associations between response inhibition and positive schizophrenia
symptoms. These results show that emotion regulation impairment is present in schizophrenia patients in general and violent
behavior is associated with higher impulsivity regardless of the emotional context. Impaired response inhibition seems to be
a stronger indicator for violent patients than the disorder itself, and it may constitute a marker for the risk of violent behav-
ior in psychotic patients. Positive symptoms might fall into underlying factors of increased impulsivity in acutely violent
psychotic patients. However, the emotional stop-signal task seemed to be too strenuous for highly impulsive patients and
acutely violent patients with psychosis, and its use was limited to the patients who were able or willing to complete the task.

Keywords Emotional stop-signal task - Response inhibition - Emotion regulation - Schizophrenia spectrum disorder -
Violence
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2018; Nichtova et al., 2020; Whiting et al., 2022). Impulsiv-
ity and impulsive aggression are one of the etiological sub-
types of violent behavior in schizophrenia patients (Volavka
& Citrome, 2008). Schizophrenia patients exhibit impulsive
behavior that is apparently based on inadequate response
inhibition (Stahl, 2014). Reduced impulse control is associ-
ated with an increased risk of violence in psychosis (Hopt-
man, 2015; Nolan et al., 2005) and is often linked to emotion
dysregulation. Increased susceptibility to emotional triggers
in combination with poor response inhibition is an important
underlying factor of aggression in patients in acute stages of
psychosis (Krakowski et al., 2016).

Impaired response inhibition in schizophrenia patients
was associated with high aggression; response inhibition

@ Springer
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was higher in angry trials than in neutral trials (Pawliczek
et al., 2013). Patients also showed lower accuracy in neu-
tral trials than healthy controls did; patient performance in
angry trials was similar to that of healthy controls (Paw-
liczek et al., 2013; Pessoa et al., 2012). Thus, it seems that
psychotic symptoms undermine impulse control mainly in
neutral situations. Overall, aggressive behavior in schizo-
phrenia patients seems to be underlined by deficits in both
impulse control and emotion regulation, and psychosis leads
to deficits in both critical areas.

Another deficit in schizophrenia patients associated with
the propensity to violence is impaired facial emotion recog-
nition (Bulgari et al., 2020). Violent schizophrenia patients,
compared to non-violent ones, showed significantly weaker
performance in facial recognition on all emotions, with even
more severe impairment in negative emotions such as anger
or fear (Bulgari et al., 2020). Despite the clear involvement
of both impulsivity and emotion regulation in aggression in
schizophrenia, few studies have used emotional impulsivity
tests in schizophrenia research (Herbert & Siitterlin, 2011;
Vercammen et al., 2012), or more specifically tests with
facial stimuli (Derntl & Habel, 2017; Egashira et al., 2015;
Pinkham et al., 2011).

In this study, we examined the differences between a
group of violent and non-violent patients with schizophre-
nia spectrum disorders and healthy controls in behavioral
response inhibition in neutral and emotional stimuli. For this
purpose, we used an emotional variant of the stop-signal
task (Pawliczek et al., 2013), an established and widely
used measure of response inhibition that estimates the time
needed for stopping one’s unwanted actions (stop-signal
reaction time; SSRT). The slower the SSRT, the harder it
is to inhibit one’s actions and the higher the impulsivity. As
stimuli, we used pictures of human faces to reflect the aspect
of impaired emotional recognition in schizophrenia; the
faces were either emotionally neutral or angry (emotional
condition). Based on the previous literature, we hypoth-
esized that both psychotic patient groups have impaired
response inhibition in the neutral condition in comparison
to healthy controls. In acutely violent patients, a negative
association between self-reported impulsivity, positive
symptoms, and aggression severity with SSRT was expected
(Nolan et al., 2011).

Materials and methods

Procedure

The participants underwent a modified version of the stop-
signal task, the emotional stop-signal task (ESST) (Pawlic-

zek et al., 2013), which was used as a behavioral measure
of impulsivity in the context of emotional facial processing.

@ Springer

Further, the Barratt Impulsiveness Scale (BIS-11) was used
as a self-reported measure. The patients who committed
violent acts during hospitalization were also administered
Modified Overt Aggression Scale (MOAS) to assess the type
and severity of aggression and the Positive and Negative
Syndrome Scale (PANSS) to assess possible underlying fac-
tors of aggressive behavior. The experiment took place in
the hospital in a separate quiet room and the administration
was led by a psychologist. The assessment required approxi-
mately 60 to 90 min. All respondents signed informed con-
sent forms to participate in the study and to process the data
for research purposes. The study was approved by the Ethics
Committee of the First Faculty of Medicine, Charles Uni-
versity in Prague, and by the ethics committees of the col-
laborating hospitals.

Participants

The final sample consists of 117 (71 men; 60.7%) acutely
violent patients with psychotic disorders hospitalized on
acute psychiatric wards who behaved aggressively during
their hospitalization. Participants were recruited within our
previous research study dealing with the deconstruction of
violence in acutely exacerbating psychotic patients (Nich-
tova et al., 2020) for further understanding the underlying
mechanisms of violent behavior in psychotic patients (124
participants were approached to complete the behavioral
task, Fig. 1). Inclusion criteria were age above 18 years,
aggressive behavior during hospitalization, and an overall
score higher than 4 points on the MOAS (see Measures).
Patients were hospitalized on acute wards at the Psychiat-
ric Hospital Bohnice in Prague. The Czech version of the
Mini-International Neuropsychiatric Interview (MINI;
Sheehan et al., 1998) was used to assess the psychotic dis-
order (F2x.x) among all participants. Only violent patients
diagnosed with schizophrenia, delusional disorder, acute
polymorphic psychotic disorder, or schizoaffective disorder
based on the ICD-10 classifications (World Health Organiza-
tion, 1992) were invited to participate in this study.

From the total sample, 66 individuals (56.41%) were
unable or unwilling to complete even a single block of the
ESST, so their data could not be analyzed. Behavioral data
from participants who completed the behavioral task (n=51;
54% male) were compared with two control groups. The first
control group were non-violent psychotic patients (N=150;
60% male) hospitalized at the Psychiatric Hospital Bohnice
in Prague. The same diagnostic procedures were used as in
the first group of patients. The inclusion criteria were age
above 18 years and absence of aggressive behavior through-
out the whole hospitalization (patients were tested at the
end of their hospitalization). The second control group was
composed of healthy volunteers (N=150; 48% male). The
inclusion criteria were age above 18 years and no personal
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124 violent psychotic
patients approached

117 violent patients
participated

Control groups for
behavioral data

Fig. 1 Flow diagram of dataset and measures

history of mental illness. Healthy volunteers from the gen-
eral population were recruited from among students, hos-
pital employees, and their acquaintances, using a snowball
method of sampling.

Measures

The emotional stop-signal task (ESST) (Pawliczek et al.,
2013) is a behavioral method measuring the ability to
inhibit a dominant motor response using emotional and
neutral stimuli. As stimuli, the task uses pictures of male
(50%) and female (50%) facial expressions from the Facial
Emotions for Brain Activation (FEBA) set (Gur et al.,
2002) displaying neutral expressions or angry expressions.
In our study, each picture was surrounded by a white frame
that turned yellow at unpredictable times to serve as a
stop signal. The task consisted of 400 stimuli with 300
go trials and 100 stop trials divided into 4 blocks. Each
trial was terminated either by a button press or after 1 s.
The inter-trial interval lasted 2 s, during which the partici-
pants watched a fixation cross. Subjects were instructed to
respond to pictures on the screen as fast as possible with
a button press (A for angry faces with a left finger; L for
neutral faces with a right finger). If a picture frame turned
yellow, the participants were instructed to withhold their
reaction (a stop trial). Thus, the go process starts with
the presentation of the trial while the stop process starts
with the stop signal delay (SSD) based on the independ-
ent race model (Logan & Cowan, 1984). The SSD started
at 200 ms (ms) and varied from one stop trial to the next

66 not PAN,SS
. -Positive
finished -Negative
ESST task -Disorganized/Autistic preoccupation
-Excited/Activation
‘\ -Anxious-Depressed/Dysphoric
| MOAS
< g2 -Verbal aggression
51 finished |, -Aggression against Property
-Auto aggression
ESST taSk -Physical aggression
BIS-11
50 non-
v V|o.lent ESST
patlents -% Go omissions
4 -GORT
EDj A -% Stop commissions
¥| -SSD
-SSRT
50 BIS-11
4 healthy
controls

according to the staircase procedure. After each successful
response inhibition, the SSD increased by 64 ms, making it
more difficult to inhibit the reaction in the next stop trial;
after each failed response inhibition, the SSD decreased by
64 ms, making it easier to inhibit the reaction in the next
stop trial (Derntl & Habel, 2017). The stop-signal reaction
time (SSRT) is the main outcome of the task and consti-
tutes the individual estimated time needed to stop one’s
reaction. A higher SSRT indicates a more difficult inhibi-
tion and higher impulsivity. SSRT was estimated for each
subject according to the integration method (Verbruggen
et al., 2019). As additional outcomes, go omissions per-
centage, go reaction times, sfop commissions percentage,
and SSD were computed for go and stop trials in angry and
neutral conditions.

The Barratt Impulsiveness Scale (BIS-11; Patton et al.,
1995) was used as a self-report questionnaire assessing
different facets of trait impulsivity. BIS-11 is composed
of 30 items describing common impulsive or non-impul-
sive (reverse-scored items) behaviors and preferences on a
4-point Likert scale. Higher scores indicate higher impulsiv-
ity; the total score was used.

The semi-structured Modified Overt Aggression Scale
(MOAS; Kay et al., 1988) was used in the group of violent
psychotic patients as an inclusion measure and as a measure
of the type and severity of aggressive acts (Nichtova et al.,
2020). The rating scale contains four categories: verbal
aggression, aggression against property, auto-aggression,
and physical aggression. MOAS was evaluated after the first
violent incident.

@ Springer
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In the group of violent patients, schizophrenia symp-
tom severity was evaluated with the Positive and Negative
Syndrome Scale (PANSS; Kay et al., 1987). The PANSS
is divided into 5 factors: positive, negative, disorganized/
autistic preoccupation, excited/activation, and anxious-
depressed/dysphoric (Lindenmayer et al., 1994). If a symp-
tom measured by the item is absent, it is scored as 1; the
rating points of 2 to 7 correspond to incremental levels of
symptom severity.

Statistical analysis

Data were analyzed using statistical software IBM SPSS
Statistics 27.0 (IBM Corp., Armonk, NY, USA), Jamovi
1.6.3 (the jamovi project, 2021, Available at: https://www.
jamovi.org/jmv/), and the E-prime 3.0 software (Psychology
Software Tools, Pittsburgh, PA, USA).

Differences between the groups of violent and non-violent
patients and healthy controls in sex were analyzed by chi-
square test, in age by Welch’s ANOVA, and in education by
Kruskal-Wallis ANOVA test (level of education was taken
as an ordinal scale ranging from 1 to 4). Within-group effects
in the ESST and BIS-11 were analyzed by paired t-tests, and
between-group effects were analyzed by Welch’s ANOVA
(with results considered significant at level p <0.005 after
multiple comparisons correction) with Games-Howell post-
hoc tests.

The analysis focused on violent psychotic patients firstly
evaluated the differences between patients who were and
were not able or willing to finish the behavioral task. Differ-
ences in BIS, PANSS and MOAS scores were examined by
Mann—Whitney tests due to samples homogeneity violations
in multiple variables. The results were considered significant
at level p <0.005 after to multiple comparisons correction.
The relationships between behavioral data and self-reported
measures were examined using non-parametric Spearman
correlations.

Results

The sample of violent schizophrenia patients (N=117,
60.7% men) aged from 18 to 67 years (M =35.77,
SD =9.87). Twenty-five (21.6%) participants completed
primary education, 37 (31.9%) completed lower secondary
education, 39 (33.6%) completed higher secondary educa-
tion, and 15 (12.9%) completed university. However, 66
individuals (56.41%) were not able or willing to complete
the ESST. The differences between the behavioral and self-
reported data of impulsivity were compared between violent
patients who completed the task (n=351) and two control
groups. The demographic data of the three studied groups
and between-group differences are presented in Table 1.
The results showed no significant differences in age and
sex distribution. There was a significant difference in the
level of education between the groups. Violent psychotic
patients achieved significantly lower levels of education that
healthy controls; differences between the other groups were
not significant.

Four patients from the violent group and one patient from
the non-violent group were excluded from further analyses
because of non-valid protocols (high percentage of go omis-
sions). The within-group and between-group results of the
ESST are summarized in Table 2. Regarding within-group
effects: violent psychotic patients had lower accuracy and
longer stop signal delay (SSD) in the angry condition than
in the neutral condition, both patient groups had longer stop-
signal reaction times (SSRT) in the angry condition than
in the neutral condition, and healthy controls had higher
go reaction times in the neutral condition than in the angry
condition. Regarding the between-group effects: healthy
controls had higher accuracy than both patient groups in
the angry condition and than the non-violent patients in the
neutral condition, and lower reaction times were found in
non-violent patients in both angry and neutral conditions
than in violent patients and healthy controls. Further, vio-
lent patients had higher SSRT than non-violent patients and

Table 1 Demographic data of studied groups and between-group differences

Variable Violent patients (N=50)  Non-violent Healthy controls (N=50)  Between group effects
patients (N=50)
Sex men N=27 (54%) N=30 (60%) N=24 (48%) Chi-square test
women N=23 (46%) N=20 (40%) N=26 (52%) X%(2, 149)=1.449, p=0.485
Age (years) M=38.2 M=41.8 M=38.1 ANOVA (Welch’s)
SD=9.5 SD=11.0 SD=14.9 F(2,95.264)=1.766, p=0.177
Education primary N=10(20.4%) N=3 (6%) N=3(6%) ANOVA (Kruskal-Wallis)
lower secondary N=14 (28.6%) N=14 28%) N=6 (12%) X%(2, 149) =7.544, p=0.023,
higher secondary N=16 (32.7%) N=24 (48%) N=29 (58%) eta?=0.051
university N=9 (18.4%) N=9 (18%) N=12 24%) SCH-V vs. SCH-N: p=0.317
SCH-V vs. HC: p=0.023
SCH-N vs. HC: p=0.281
@ Springer
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Table 2 Differences in ESST between violent and non-violent psychotic patients and healthy controls

Variable Condition 1 SCH-V 2 SCH-N 3 HC Within-group effects (t-test) Between-group effects (ANOVA)
% go omissions Angry N=46 N=49 N=50 1: t(45)=2.647, p=0.011, F(2, 93.842)=9.013, p < 0.001
M=0467 M=0514 M=03I5 d=0.390 1-3%, 23k
SD=0262 SD=0.233 SD=0246 2:(48)=1.356, p=0.181,
Neutral ~N=46 N=49 N=50 d=0.194 F(2, 93.485) =5.678, p=0.005
M=0434 M=0500 M=0331 3:t(49)=-1.023,p=0311, 2-3x
SD=0283 SD=0.256 SD=0245 d=-0.145
GORT Angry  N=45 N=49 N=50 1: t(43)=-0.160, p=0.874, F(2,91.452) =9.933, p <0.001
M=75844 M=656.15 M=727.90 d=-0.024 1255, 23
SD=104.70 SD=121.43 SD=88.20 2:(48)=1.405, p=0.167,
Neutral ~N=44 N=49 N=50 d=0.201 F(2,92.456) =14.315, p < 0.001
M=755.16 M=648.10 M=746.77 3:t(49)=-3.015,p=0.004, 12 Dk
SD=93.11 SD=11593 SD=9431 d=-0.426
% stop commissions Angry ~ N=46 N=49 N=50 1: t(45)=-0.951, p=0.346, F(2, 92.839)=2.403, p=0.096
M=0425 M=0344 M=0.409 d=-0.140
SD=0.214 SD=0.185 SD=0.172 2:1(48)=-0.624, p=0.536,
Neutral N=46 N=49 N=50 d=-0.089 F(2, 91.468)=2.002, p=0.141
M=0442 M=0353 M=0387 3:%49)=1.061,p=0.294,
SD=0.242 SD=0.183 SD=0.170 d=0.150
SSD Angry N=46 N=49 N=50 1: t(45) =-2.978, p=0.005, F(2,93.515)=2.706, p=0.072
M=35570 M=44924 M=41781 d=-0.439
SD=203.67 SD=190.03 SD=176.20 2: t(48)=-1.481, p=0.145,
Neutral N=46 N=49 N=50 d=-0.212 F(2,93.142)=2.208, p=0.116
M=369.31 M=45830 M=420.62 3:145)=-0.593,p=0.556,
SD=214.77 SD=195.28 SD=177.93 d=-0.084
SSRT Angry  N=46 N=49 N=50 1: t(45)=3.555, p <0.001, F(2,91.431)=10.064, p < 0.001
M=501.28 M=384.78 M=382.63 d=0.524 125, 13wk
SD=158.65 SD=121.97 SD=111.18 2: t(48)=2.290, p=0.026,
Neutral N=46 N=49 N=50 d=0.327 F(2,89.215)=17.615, p < 0.001
M=47844 M=366.89 M=394.67 3:149)=-1273,p=0.209, 12, 13
SD=158.99 SD=116.01 SD=93.98 d=-0.180
BIS-11 N=48 N=50 N=50 N/A F(2, 53.439) = 12.090, p < 0.001
M=7125 M=59.16 M=583 128, -3k
SD=9.59 SD=5.68 SD=4.56

healthy controls in both angry and neutral conditions. Self-
reported data showed significant differences between violent
patients and both control groups. Results of both behavioral
and self-reported impulsivity measures confirmed the group
of violent patients as the most impulsive.

The next analyses were focused on correlations between
the scores of self-reported measures and behavioral data
in violent patients (N =46; Table 3). Positive significant
correlations were found between PANSS positive and
SSRT in both angry (r;=0.396, p=0.008) and neutral
stimuli (r,=0.427, p=0.004). Negative correlations were
found between PANSS positive and SDD in both angry
(r,=-0.308, p=0.042) and neutral stimuli (r,=-0.302,
p=0.046). Go angry RT negatively correlated with PANSS
disorganized (r,=-0.383, p=0.010), and go neutral RT cor-
related positively with PANSS excited/activation (r,=0.315,
p=0.038). No significant relationships were found between
behavioral data and BIS-11, MOAS total score, or number
of violent attacks.

Finally, we analyzed the differences between completers
(n=>51) and non-completers (n=66) of the emotional stop-
signal task (ESST) in an attempt to explain what prevented
the patients from completing the task. The results of self-
reported measures (Table 4) showed significant differences
between groups in the level of impulsivity. Non-completers
scored significantly higher in the BIS-11 total score. More
severe verbal aggression as measured by MOAS was found
in non-completers, but the result did not hold after multiple
comparison correction. Groups did not differ in schizophre-
nia symptoms. Based on these results, we suggest that high
impulsivity, rather than psychotic symptoms, seems to be an
underlying cause of failure in ESST.

@ Springer
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Table 3 Results of Spearman’s correlational analyses (N=46)

MOAS total Number of BIS-11 PANSS posi-  PANSS nega-  PANSS disor-  PANSS PANSS
score attacks tive tive ganized excited/acti- anxious/
vation depressed
Go angry omis- r,=-0.209 r,=0.191 r;=0.193  r,=0.128 r,=-0.073 r,=-0.027 r,=-0.110  r,=0.126
sion p=0.164 p=0.203 p=0.204 p=0.407 p=0.637 p=0.861 p=0.476 p=0.416
Go neutral r,=-0.218 r,=0.255 r,=0221 1r;=0.085 r,=-0.000 r,=-0.014 r,=-0.103 r,=0.237
omission p=0.145 p=0.087 p=0.144 p=0.583 p=0.998 p=0.928 p=0.506 p=0.121
Go angry RT  r,=-0.185 r,=0.232 r,=0.063 1,=-0.026 r,=-0.231 r,=-0.383* r,=-0264  1r,=0.233
p=0.217 p=0.120 p=0.681 p=0.868 p=0.132 p=0.010 p=0.084 p=0.127
Go neutral RT  r,=-0.051 r,=0.082 r,=0.067 r,=0.091 r,=-0.003 r,=-0.102 r,=-0.150 r,=0.315%
p=0.736 p=0.586 p=0.663 p=0.559 p=0.984 p=0.511 p=0.330 p=0.038
Stop angry r,=0.036 r,=-0.220 r,=-0.172 1,=0.259 r,=0.144 r,=0.105 r,=0.077 r,=-0.028
commissions p=0.812 p=0.141 p=0.260 p=0.090 p=0.353 p=0.499 p=0.621 p=0.858
Stop neutral r,=—0.157 r,=-0.153 r,=-0.169 1r,=0.212 r,=0.019 r,=0.020 r,=0.082 r,=0.013
commissions p=0.297 p=0.310 p=0.266 p=0.167 p=0.901 p=0.899 p=0.597 p=0.933
SSD Angry r,=-0.113 r,=0.210 r,=0.096 r=-0.308% r,=-0.191 r,=-0.115 r,=-0.104  r,=-0.045
p=0.456 p=0.160 p=0.532 p=0.042 p=0.0.213 p=0.458 p=0.502 p=0.771
SSD Neutral r,=-0.135 r,=0.185 r,=0.132  r=-0.302% r,=-0.176 r,=-0.094 r,=-0.085 r,=-0.024
p=0.372 p=0.218 p=0.388 p=0.046 p=0.252 p=0.546 p=0.582 p=0.878
SSRT Angry r,=0.059 r,=-0.112 r,=0.023 r,=0.396%* r,=0.095 r,=-0.020 r,=-0.041 r,=0.240
p=0.695 p=0.459 p=0.880 p=0.008 p=0.538 p=0.898 p=0.794 p=0.116
SSRT Neutral  r,=0.063 r,=-0.115 r,=-0.024 r,=0.427%* r,=0.165 r,=0.041 r,=-0.013 r,=0.255
p=0.678 p=0.445 p=0.878 p=0.004 p=0.283 p=0.793 p=0.931 p=0.095
*p<0.05, ** p<0.01, ***p<0.001
Table 4 Differences between patients with and without ESST
Scale With ESST Without ESST Mann-Whitney U test
N Mean (SD) N Mean (SD)
PANSS
Positive 49 20.61 (7.13) 66 20.56 (6.45) U=1609.0, p=0.966, r,,=0.005
Negative 49 15.08 (6.28) 66 13.62 (6.97) U=1437.0, p=0.306, r,,=0.111
Disorganized/Autistic preoccupation 49 15.88 (6.38) 66 15.20 (5.33) U=1541.5, p=0.671, r,,=0.047
Excited/Activation 49 10.14 (5.30) 66 9.44 (4.15) U=1532.0, p=0.631, r,;,=0.053
Anxious-Depressed/Dysphoric 49 7.53 (3.32) 66 8.14 (3.77) U=1495.0, p=0.488, r,,=0.075
MOAS total score 51 9.45 (3.28) 66 9.41 (3.41) U=1666.5, p=0.929, r,.=0.010
Verbal aggression 51 1.31 (0.86) 66 1.64 (0.92) U=1310.5, p=0.028, r,,=0.221
Aggression against property 51 2.26 (2.39) 66 2.03 (2.23) U=1622.0,p=0.714, r,,=0.036
Auto aggression 51 0.24 (1.18) 66 0.27 (1.37) U=1672.5, p=0.875, r,;,=0.006
Physical aggression 51 5.73 (3.42) 66 5.33 (3.67) U=1591.5, p=0.585, r,;,=0.054
BIS-11 total score 50 60.30 (9.93) 65 70.25 (15.32) U=882.5,p<0.001, r,,=0.457
Discussion non-violent patients. The result is consistent with previous

The present study aimed to elucidate the response inhibi-
tion in emotional and neutral conditions in acutely violent
psychotic patients and to compare it with non-violent psy-
chotic patients and healthy controls. The longest SSRT,
and thus the poorest response inhibition, was found in vio-
lent patients who differed from healthy controls and from

@ Springer

literature on ESST since previous studies found no dif-
ference in SSRT between healthy people and non-violent
schizophrenia patients in either emotional or angry con-
ditions (Derntl & Habel, 2017) and found an association
between aggression and higher SSRT in healthy volun-
teers (Pawliczek et al., 2013). No difference between non-
violent psychotic patients and healthy controls was found.
Thus, the current study suggests that violent behavior in
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psychotic disorders is related to impaired response inhibi-
tion rather than to the disorder itself. On the other hand,
we found a small significant positive association between
SSRT and positive schizophrenia symptoms in the group
of violent patients, suggesting that positive symptoms
might fall into underlying factors of increased impulsivity
in schizophrenia. Moreover, both patient groups showed
impaired performance in go trials in comparison with
healthy controls in both neutral and angry conditions, sug-
gesting attention rather than inhibition deficit in schizo-
phrenia in general. While impaired response inhibition has
been suggested to be a reliable symptom in schizophrenia
in general (Lipszyc & Schachar, 2010), it seems that it
may instead constitute a marker for patients endangered
with aggressive behavior. Thus, the evaluation of response
inhibition deficits in patients with psychotic disorders is
important and its role as a potential predictor of violent
behavior in patients with schizophrenia spectrum disorders
should be further studied.

Regarding the comparison between neutral and emo-
tional conditions, both patient groups were found to have
higher SSRT in the angry condition than in the neutral
condition, and violent patients also had lower accuracy
and higher SSD in the angry condition than in the neutral
condition. The results contradict the results from a study
by Derntl and Habel (2017) who found impaired inhibition
in patients with schizophrenia only in the neutral condi-
tion. Other studies showed that neutral face processing is
altered in schizophrenia patients and reported a tendency
to overattribute anger to neutral stimuli in schizophrenia
(Habel et al., 2010; Pinkham et al., 2011; Seiferth et al.,
2009). Our results support the hypothesis that the per-
ception of human faces in patients with schizophrenia is
abnormal, but that this deficit is specifically related to
the presence of violent behavior in patients. On the other
hand, our results showed that the response inhibition
in psychotic patients in general was worse in the angry
condition than in the neutral condition. Acutely violent
patients in our study seemed to be even more influenced
by the angry faces since their accuracy in the go trials was
lower in the angry condition than in the neutral condition.
Moreover, we found that the higher the symptoms of dis-
organized thinking, the lower the go reaction times in the
angry condition, and the lower the symptoms of excited/
activation, the lower the go reaction times in the neutral
condition, suggesting that mentioned psychosis symptoms
might play a role in response facilitation in emotional sit-
uations, which might lead to more impulsive reactions.
Similarly, we found higher go reaction times of healthy
people in the neutral condition than in the angry condition,
suggesting response facilitation in emotional situations
even in healthy people. These results are consistent with
studies that highlight the role of emotions in impulsivity

and support the potentially important role in assessment
of both emotion dysregulation and response inhibition in
schizophrenia and psychotic patients.

However, we found that a complex behavioral impulsiv-
ity task such as the ESST might not be the most appropriate
task for response inhibition assessment in highly impulsive
and acutely aggressive patients with schizophrenia spectrum
disorders since many patients might be unable or unwilling
to complete the task. In our sample, about half of the vio-
lent patients were unwilling or unable to complete even the
first part of the task. These respondents showed higher self-
reported impulsivity and higher verbal aggression than the
patients who completed the task. Based on the observations
of the examiners, we identified two possible reasons — the
task was too long or too boring for participants. This result
suggests that high impulsivity seems to be an underlying
cause of failure in ESST rather than psychotic symptoms
and that simpler tasks should be considered when assessing
response inhibition in acutely violent psychotic patients.

One limitation of our study is that only about half of the
patients who acted violently completed the response inhibi-
tion behavioral task. Thus, the results might be influenced
by the reduced sample variance. Moreover, only angry, and
neutral stimuli were used in this study, so a generalization of
the reactions of schizophrenia patients to other emotions is
limited. We did not assess cognitive deficits in the psychotic
patients that might play a role in response inhibition tasks
(Derntl & Habel, 2017). Due to the small sample size, we
could not analyze the influence of medication on response
inhibition since the patients were under diverse types and
combinations of treatment.

Despite the limitations, our study presents unique data
on impulsivity and emotional facial processing in patients
in acute stages of psychosis. It is in such acute stages that
the patients are mostly endangered by aggressive behavior.
Unlike in previous studies, we found worse response inhi-
bition in both violent and non-violent patients in the emo-
tional condition in comparison with the neutral condition.
This means that higher impulsivity is related to the presence
of emotions in patients with acute psychotic disorders and
might be linked to emotion regulation deficits. This should
be explored in future studies. The key finding of our study
is that only the psychotic patients who acted aggressively
showed impaired response inhibition (i.e., higher stopping
impulsivity) in comparison with both healthy subjects and
psychotic patients who were not aggressive, regardless of
emotional or neutral condition. Thus, impaired response
inhibition seems to be specific for violent psychotic patients
rather than psychosis in general and may constitute a marker
for the risk of violent behavior in psychotic patients. Future
studies should explore the underlying mechanisms of
impaired response inhibition in this group of patients and
focus on the selection of more simple and effective methods

@ Springer
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for successfully assessing response inhibition in acute psy-
chotic patients.
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ABSTRACT

Our primary goal was to determine the sources of assaultive behaviour in acutely
psychotic patients. To find a few underlying structures for many different questions
regarding assaultive behaviour based on Nolan’s semi-structured interview, the
Assaults Interview Checklist (AIC), we used factor analysis. Data of 289 psychiatric
patients in acute psychotic states perpetrating 820 assaultive attacks were analysed
using the polychoric correlation matrix of the AIC items and exploratory factor
analysis (EFA). We found five independent factors, i.e. underlying structures of
assaultive behaviour: Predatory factors, Personality, Acute psychosis, Contextual
Factors, and Cognitive control with high factor loadings explaining an overall 69%
of the variance in the acute psychotic assaults. In women, the largest factor loadings
were in Personality with Predatory/Psychopathic factors second, whereas in men
Psychotic with Predatory gains played the prominent role. We interpret current
findings in the framework of the triarchic theory of aggression in psychosis (psy-
chotic, impulsive and predatory/psychopathic) when Predatory factors are domi-
nant with interrelated facets of Personality and Contextual factors, whereas Acute
psychosis contributes to psychotic and Cognitive control to impulsive factors.
Surprisingly, our analyses show the possible evolutionary role of aggression (co-
opting the resources of others) even in an acute psychotic state.
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Introduction

Violence in schizophrenia is a complex phenomenon. Its causes are heteroge-
neous across individuals with different pathways leading to the same phenotype
of violent behaviour (Bo et al,, 2011; Volavka & Citrome, 2011). Consistent with
the Research Domain Criteria (RDoC) approach, violence can be deconstructed
into three major symptom domains (Stahl, 2014). According to Nolan et al,
(2003), these domains were described as psychotic, impulsive and predatory
(Hoptman et al., 2014; Stahl, 2014). However, only two studies have systematically
addressed those three domains (Nichtova et al., 2020; Nolan et al., 2003).
Authors of the first study developed a semi-structured interview, the
Assaults Interview Checklist (AIC), to elicit information about underlying
causes of assaults perceived by assailants and victims (Nolan et al., 2003).
The interview consists of 11 items presented in Table 1. Factor analysis of
interview data was performed to examine whether the underlying structure
was consistent with the three hypothesized factors and revealed two psy-
chosis-related factors, one related to positive psychotic symptoms and the
other to psychotic confusion and disorganization. The third factor differen-
tiated impulsive from predatory/psychopathic assaults. Those three factors
explained 70% of the total variance. Impulsive violence was the most fre-
quent form of violence, followed by predatory and psychotic violence.
However, this study examined a relatively small sample (43 individuals
responsible for 70 assaults of persistently aggressive psychiatric inpatients).
Our recent study used the identical clinical rating based on the AIC and
examined 289 acutely exacerbating psychotic patients (178:111 men/women)
responsible for 820 assaults (Nichtova et al., 2020). Contrary to findings of

Table 1. Participants’ demographic and psychiatric characteristics (n

=289).
Age (years) 36.29£11.01 (18-76)
Gender
Males 178 (62%)
Females 111 (48%)
Education
Primary 68 (24%)
Secondary lower 76 (26%)
Secondary upper 89 (31%)
Higher education 12 (4%)
University level 42 (15%)
Diagnoses of F2x.x
Schizophrenia 140 (48.44%)
Acute/transient psychotic disorder 81 (28.02%)
Schizoaffective disorder 66 (22.84%)
Delusional disorder 2 (0.7%)
Type of aggression
Aggression against people only 322 (39.3%)
Aggression against objects only 269 (32.8%)

Combined (against both people and objects) 229 (27.9%)
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(Nolan et al., 2003) the majority of assaults in our sample was directly driven
by psychotic symptoms (77%,) whereas 22% were labelled as impulsive and
only 1% were planned, respectively. Since our results were substantially
different, we hypothesize that factor analysis will reveal different factors
underlying this complex phenotype. Furthermore, since sex and gender
play an important role in the aetiology of violence (e.g. verbal versus physical;
perpetrator or victim), we are hypothesizing that different factors (Predatory
versus Psychotic versus Personality) will be revealed for men and women (de
Vries et al., 2019; Krakowski & Czobor, 2004. Since it was demonstrated that
one patient could exhibit a different form of attacks (Nichtova et al., 2020;
Nolan et al., 2003), we will focus on the structure of specific attacks, rather
than on the characteristics of patients.

Methods
Study participants

For exploring the factor structure of the AIC we used a sample described in
detail by our previous research (Nichtova et al., 2020). The present study and
the study by Nichtova et al., (2020) is a one-in-the-same sample, however, the
current research is evaluating different variables included in the dataset.

The total sample included N =289 patients with psychosis (178:111 men/
women) responsible for 820 assaults (Table 1) All participants were Caucasian
and spoke Czech as their primary language. All were above 18 years of age
and admitted for the acute psychotic episode to two large psychiatric hospi-
tals and a university hospital in the Czech Republic between 2017 and 2019.
Included were only those patients that were diagnosed with schizophrenia,
delusional disorder, acute polymorphic psychotic disorder based on ICD-10,
schizoaffective disorder, and, concurrently, behaved violently.

Mental disorders in the sample were assessed by the Mini International
Neuropsychiatric Interview (MINI) (Sheehan et al., 1998). Diagnoses were
determined by experienced psychiatrists who administered the MINI (kappa
=.749). The treating psychiatrist or psychologist administered and scaled
Nolan’s Assault Interview Checklist (Table 2).

Procedures

This was an observational, cross-sectional study of patients in an acute
psychotic state. Clinical ratings of the attacks: The semi-structured interview,
the AIC (Table 2) as in Nolan et al., (2003) study was used in the Czech version
to elicit proximate causes of assaults from the assailants and victims. The AIC
consists of 11 items, beginning with open-ended questions intended to elicit
the informant’s account of the events similarly to Nolan’s study. Two raters
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Table 2. Items of the assault interview checklist and hypothesized motivating factors as
in Nolan et al. (2003).

Items of Nolan’s Assault Interview Checklist

Item Psychosis Disordered impulse control Psychopathy

. Acting on hallucination +

. Acting on delusion +

. Psychotic misinterpretation +

. Planned - +
. Predatory gain

. Provoked by the victim

. Ordered to do something
. Request refused

. Remorse

10. Amnesia

11. Partial denial

VWoOoONOTULITDA WN =

+ o+ A+

+ the feature was present, - the feature not present.

from each site interviewed the patient and the victim and discussed the
proximate causes until consensus was reached (kappa=.572). Interviews
were conducted within approximately three working days on average after
the attack.

To study ‘proximate’ causes of patients’ aggression upon admission to the
psychiatric wards, we performed a factor analysis of interview data to exam-
ine whether the underlying structure was consistent with the three hypothe-
sized factors. Individual items were assessed by two researchers and
considered ‘present’, ‘possibly present’, or ‘absent’. Consensus ratings were
coded to numeric values: 0 for absent, .5 for possibly present, and 1 for the
present. We did not combine, as in the original Nolan’s AIC study, the
categories ‘provoked by the victim’ and ‘request refused’ in one factor
(Nolan et al.,, 2003). We did not do so and exclude the other items for the
law of parsimony and insufficient loadings from the factorial interpretation.
The ‘factor loading’ of a variable quantifies the extent to which the variable is
related to a given factor (Tabachnick & Fidell, 2007).

The aggressive attacks conducted directly under the influence of halluci-
nations, delusions, or psychotic misinterpretation, were classified as Psychotic.
When the attack was preceded by environmental events such as the patient
was ordered to do something, his/her request was refused or provocation by
the victim occurred, the attack was labelled as Impulsive. Attacks that were
planned or that were executed for predatory gain were labelled as Predatory/
Psychopathic.

Therefore, the three main domains were Psychotic, Impulsive, and
Predatory/Psychopathic.

Examples of specific attacks: An example of a psychotic attack: Mr A.
W. knocked on a locked door as a signal for the staff to notify them that he
needed something. Staff members entered the room asking the patient
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about his needs. Mr A.W. started to attack the staff with his fists. Later he
explained that he thought all of the staff members were secret agents and
wanted to kill him and that he had to defend himself.

An example of an impulsive attack: Mr L.H. was placed in a seclusion room
because of his recent agitation and aggression. He urged staff members to
give him cigarettes and to release him. Staff members did not respond
immediately to his requests. He started destroying a nearby window and
a door. He screamed and threatened to kill the staff members.

An example of a Predatory/Psychopathic attack: Patient A.N. gave patient P.
V. one cigarette. Mr P.V. had to return 10 cigarettes in 3 days, but he couldn’t
do it because he had no money. He was also transferred to a seclusion room
because of severe psychotic symptoms. When Mr P.V. returned to the stan-
dard room after 3 days, Mr A.N. hit him in the face and tore his lip. He then
explained to the staff that he suddenly saw fog in front of him, tried to scatter
it, and only accidentally hit patient P.V. Violations of the rules and criminal
behaviours were typical for patient A.N since adolescence. Together with the
psychotic disorder, he was also diagnosed with Antisocial Personality
Disorder

Statistical analysis

We conducted statistical analyses by using the Statistical Package for Social
Sciences. The distribution of data was evaluated using Shapiro-Wilk tests (p
>.05), analyses of skewness (z< 1.96) and kurtosis (z < 1.96), visual evalua-
tion of histograms, Q-Q plots, and box plots. We provide descriptive statis-
tics of Nolan’s semi-structured interview (AIC) that examines the frequency
of endorsement of interview items. Pearson’s correlation coefficient was
used to examine the relationship between averaged AIC subscales.

The factorial structure of the AIC was assessed using exploratory factor
analysis (EFA) in the R environment with the psych package (Revelle,
2017). All models were estimated with a WLSMV estimator with robust
correction, using the polychoric correlation matrix as suggested by pre-
vious analyses of the AIC (Nolan et al., 2003). Before performing EFA, the
suitability of data for factor analysis was assessed. The Kaiser-Meyer-Olkin
value was .46, not exceeding the recommended value of .60, however,
Bartlett's Test of Sphericity reached statistical significance <.001, support-
ing the factorability of the correlation matrix. We inspected Cattel’s scree
plot to decide how many components we should retain for further inves-
tigation. To aid the interpretation of the components, we applied for
extraction as Maximum Likelihood Method with Varimax Rotation and
Kaiser Normalization.
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Results

In Tables 1 and 2 we present the demographic and clinical characteristics of
the sample (n=289) including the item structure of the AIC for a better
comprehension of subsequent EFA.

The descriptive statistics including the correlation matrix between AIC
subscales are shown in Table 3. The underlying factorial structure of the AIC
with five hypothesized factors is presented in Table 4. The EFA yielded a five-
factor solution: Factor 1 (Predatory); Factor 2 (Personality); Factor 3 (Acute
psychosis); Factor 4 (Contex), and Factor 5 (Cognitive control). Factors with
eigenvalues exceeding 1.0 are highlighted, explaining 16.7%; 15.6%; 15.2%;
11.0%; and 10.6%, respectively. Overall explained total variability was 69.0%
(Table 4). Additional analyses of factor structure differences between men
and women can be found in Supplementary Material (Tables 1 and 2).

Discussion

The current study broadly confirms the results of previous studies regarding
factors underlying assaultive behaviour among psychiatric patients, however
in this case, in rigorously diagnosed patients in an acute state of psychosis (Bo
etal, 2011; Douglas et al., 2009; Fazel et al., 2009, 2009; Modestin, 1998; Nolan
et al,, 2003, 2009). Following previous evidence (Hodgins, 2008; Volavka &
Citrome, 2008), we used EFA to classify the most important factors of acute
assaultive behaviour to improve the understanding of interrelated facets of
which each factor consists. Moreover, we found further new factorial facets of
aggressive behaviour in acute psychosis that we subsumed in the triarchic
theory of aggression: Psychotic, Impulsive and Predatory/Psychopathic
(Nolan et al., 2003; Stahl, 2013, p. 2014).

The first factor (Predatory factors) with the largest portion of variance
emphasizes the role of motivational factors of violent behaviour such as
predatory gain inversely related to subsequent amnesia of these predatory
motivational rewards. The current findings reveal the role of aggression as
purposive behaviour probably for co-opting the resources of others, i.e.
proactive aggression, even in an acute psychotic state that is socially undesir-
able and must, therefore, be forgotten (Merk et al., 2005; Wrangham, 2018).
We classify predatory factors under a broader category of Predatory/
Psychopathic behaviour and the results are consistent regarding the sources
of aggressive behaviour with previous research (Buss & Shackelford, 1997;
McDermott & Holoyda, 2014; Quanbeck et al., 2007; Stahl, 2014; Wehring &
Carpenter, 2011).

The second factor (Personality) has in the current study the heaviest factor
loading ‘remorse’ in combination with ‘partial denial’. We subsume the find-
ing under Predatory/Psychopathic behaviour and consider the factor as
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Table 4. Nolan exploratory factor analysis (varimax rotation) of the total sample (n=
289) and 820 attacks.

Factor 1 Factor 3 Factor 4 Factor 5
(Predatory Factor 2 (Acute (Contextual (Cognitive
Variables factors) (Personality)  psychosis) factors) control)
1) Acting on hallucinations .021 154 -511*% -114 -.119
2) Acting on delusions .007 -.181 —A477 —.086 —-.146
3) Psychotic 464 -.178 -.270 —-.334 —-.299
misinterpretation
4) Planned —-.008 —.200 -.021 737* .097
5) Predatory gain -.529% .078 .783* —-.297 .081
6) Provoked by the victim -341 .382 484 .630* -.318
7) Ordered to do -.104 259 —-.401 .015 —.026
something
8) Request refused -.072 076 282 .053 .949*
9) Remorse 357 -.910% 122 —.025 -.156
10) Amnesia .994* .037 .043 —.053 .006
11) Partial denial 294 .730% .007 —.203 -.011
% of Total Variance 16.7 15.6 15.2 11.0 10.6
Explained
% of Cumulative Variance 16.7 323 474 58.4 69.0
Explained

* Factor loadings above .5 (positive or negative) are considered to be high (bolded).

primarily an important contextual co-factor in the mechanism explaining
violent behaviour in acutely psychotic patients. Supposing that the assault
is committed in response to an immediate ‘provocation’ (mostly hygiene or
medication requests/orders by psychiatric personnel) and predatory gain as
an incentive. This factor constitutes in our opinion a personality characteristic
in the dynamics of the motivation of the patients and can be related to
personality facets accompanying predatory gains (Nichtova et al., 2020;
Nolan et al., 2003; Quanbeck et al., 2007; Stahl, 2014; Wehring & Carpenter,
2011).

The third factor (Acute psychosis), these items in the factor analysis are
heavily loaded by Predatory gain and inversely related to positive psychotic
symptoms such as Acting on hallucinations. The supposed mechanism
includes an inverse relationship: the more Predatory gain the fewer
Hallucinations. Hence Predatory gain supposes there is some material goal
the patient is going to achieve, however, the psychotic disorganised beha-
viour goes directly opposite which may be the latent factor underlying this
finding. Overall, the finding is not surprising regarding the acute psychotic
state of our patients and can be subsumed under traditional psychotic factors
in our classification (Amore et al., 2008; Arango et al., 1999; Cheung et al.,
1997, 1997; Fazel et al., 2009, 2009; Fresan et al., 2005; Hodgins, 2008;
Menahem et al., 1999; Stahl, 2014; Steinert et al., 1999; Taylor, 1985, 2008;
Volavka & Citrome, 2008; Walsh et al., 2002).

The fourth factor (Contextual factors) is loaded heavily by ‘Planning’ and
‘Provocation by the victim’ which are considered classic predatory violence
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sources of behaviour. Again, we consider them as separate facets of
Predatory/Psychopathic violence (Nolan et al., 2003; Stahl, 2014).

The fifth factor (Cognitive Control) is loaded heavily by ‘Request refused'’. In
our explanation, we subsume the finding in the traditional classification
under ‘Impulsive’. We observe it mostly in situations involving attempts by
staff to change a patient’s unwanted behaviour and refusal of a patient
request and subsequent release of anger (Quanbeck et al., 2007; Song &
Min, 2009). Overall, this kind of behaviour can be explained by reduced
connectivity between prefrontal brain areas resulting in inefficient inhibition
of aggressive behaviour in acute psychosis (Ethridge et al., 2014; Nichtova
et al., 2020; Nolan et al., 2003; Quanbeck et al., 2007; Sitskoorn et al., 2004;
Stahl, 2014; Westerhausen et al., 2011).

Based on separate EFA’s in men vs. women, we found large sex differences
in the structure of assaultive behaviour (Suppl. Mat.). e.g. in women, the
largest factor loadings were in Personality with Predatory/Psychopathic
loadings second and different mix of Psychosis factors behind whereas in
men rather Psychotic with Predatory gains played the prominent role. The
finding is also consistent with other research in which women as psychiatric
inpatients had a much higher level of ‘verbal’ assaults than men,
a characteristic that is rather an expression of abnormal personality structure
than predatory motives (Krakowski & Czobor, 2004). Furthermore, it goes well
hand in hand with findings that coerced schizophrenia female patients did
show a worse social functioning as well as more severe symptoms from the
‘excitement/hostile’ cluster in contrast to coerced men (Nawka et al., 2013).
Regarding the number of attacks, we find these results as trustworthy show-
ing a possibly underestimated role of sex in the structure of assaultive
behaviour with possible clinical and medical implications in the treatment
of psychotic aggression in men vs. women (de Vries et al., 2019; Krakowski &
Czobor, 2004).

Finally, it should be noted that our study has several important limitations.
First, our study used a convenience sample. Second, our data come from
consensus clinical ratings that may be in some cases prone to errors in
judgment. However, in the design of our study, these biases cannot be strictly
controlled. Third, the behaviour of psychotic patients is always influenced by
their medication and psychiatric status which may significantly modulate the
frequency and structure of assaultive behaviour.

In conclusion, the study found a factorial structure of aggressive behaviour
in acutely psychotic patients as based on Nolan’s AIC in a large sample of
aggressive attacks. We interpret the findings in the context of the traditional
triarchic theory of aggression (Psychotic, Impulsive and Predatory/
Psychopathic) based on the Research Domain Criteria (RDoC) strategy, which
is a complement of the categorical diagnostic strategy of the Diagnostic and
Statistical Manual of Mental Disorders (Stahl, 2013). The current study presents



10 O. BEZDICEK ET AL.

several novel findings. First, the highest factor loading is related to the
predatory motivation of aggression interrelated with highly loaded facets of
contextual and personality factors. Second, the psychotic factor is inversely
related to some predatory traits. Third, the impulsive factor is related to
contextual adversities. Furthermore, the latent structure of aggressive beha-
viour is different in men from women. Overall, our findings show that aggres-
sion in an acute psychotic state is rather proactive than reactive, the factor
with the highest factor loading is predatory, there are sex differences and
aggression serves in acutely psychotic patients as a solution for co-opting the
resources of others that goes beyond those psychotic or impulsive factors
only. These findings may help find new pharmacological treatments of assaul-
tive behaviour and also be informative in social rehabilitation.
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SOUHRN

Vevera J, Nichtova A, Strunzova V, Petr
T, Nawka A. Deeskalace - zdkladni in-
tervence ke zvladani nasili

Deeskalace je zptisob chovani a komunika-
ce, ktery vede ke snizeni napéti u pacienta
i u o$etfujiciho persondlu. Vzdy je treba
mit na paméti, Ze bezpe¢nost zdravotnika
je prvorada. Prvnim krokem deeskalace
je vyhodnoceni situace a zjisténi anamne-
stickych informaci o pacientovi. V po-
Catedni fazi diagnostického procesu neni
nutné stanovit presnou psychiatrickou
diagndzu, ale vyloudit somatické komorbi-
dity ohrozujici pacienttv zivot. Zjistujeme
diavody, stadia a rizikové faktory konfliktu.
Dulezité je uvédomit si vlastni reakce, za-
chovat klid a nedat impulsivni odpovéd.
Druhym krokem je spravna komunika-
ce, ktera obnasi informovanost pacienta
o tom, co se s nim déje a bude dit, coz pod-
poruje jeho duvéru. Podstatny je soulad
mezi verbalni a neverbalni komunikaci.
V neverbdlni komunikaci je diiraz kladen
na proxemiku, kineziku a adekvatni pro-
zodii. T¥etim krokem je vyjednavani, je-
hoz zékladnim cilem je zménit konfrontaci
na diskusi. S pacientem potfebujeme do-
sahnout shody. Pro uleh¢eni komunikace
je vhodné zajistit i nasilné se chovajicimu
pacientovi alespon jistou miru kontroly
nad situaci. Usilujeme ale o jasné nastaveni
hranic. Pouzitim spravného postupu dees-
kalace nasili dokdZeme predchazet stupno-
vani konflikti a vyhneme se tak dal$i trau-
matizaci pacienta.

Kli¢ova slova: Agitovany pacient, dees-
kalace, nasili, neverbalni komunikace,
verbalni komunikace, vyjednavani, vy-
hodnoceni situace.

SUMMARY

Vevera J, Nichtova A, Strunzova V, Petr
T, Nawka A. Deescalation - basic inter-
ventions for coping with violence

Deescalation is the way of behavior and
communication which leads to a decrease of
tension in the patient as well as caregivers.
The first important step is an assessment
of the situation which consists of finding
out patients anamnestic data. In the initial
phase of diagnostic process, it is not neces-
sary to set the right psychiatric diagnosis,
but to exclude the somatic comorbidities
threatening patient’s life and identify the
reasons, states and risk factors of the con-
flict. It is important to be aware of our own
reactions, stay calm, don't give an impulsive
answer and identify the reason of patients
agitation. The second step is a correct com-
munication based on informing patient
about what happens and will happen which
enhances his trust. The consistency of verbal
and nonverbal communication is of most
importance. In nonverbal communication,
the emphasis is on proxemics, kinesis and
adequate prosody. The third step is a ne-
gotiation, which primary aim is to change
the confrontation to the discussion. We
have to reach a consensus with the patient.
To facilitate communication, it is advisable
to provide the patient with at least some de-
gree of control, even if he behave violently;
however we should always try to set limits.
The proper use of the deescalation of vio-
lence can prevent escalation of the conflict
and avoid a patient’s traumatization.

Key words: agitated patient, assessment
of the situation, deescalation, negotiati-
on, nonverbal communication, violence,
verbal communication.
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uvoD

I kdyz se vétsina psychiatrickych pacienti nechova agre-
sivné, témér kazdy zdravotnicky pracovnik se s agresiv-
nim pacientem ve svém zaméstnani setka.

Obecné se v psychiatrické literature vénuje predev$im
pozornost farmakologickym intervencim'*u agitovanosti
a agresivity, zatimco psychoterapeutické intervence nej-
sou dostate¢né popsany a praktikovany, proto se v nasle-
dujicim textu zabyvame deeskalaci nésili jako zdkladnim
nastrojem pro zvladani agitovanosti pacienta, ktery nava-
zuje na nas predchozi ¢lanek s nazvem Primdrni prevence
a intervence u agitovanosti a agresivity v klinické praxi.

DEESKALACE - ZKLIDNENI
AGRESIVNIHO NEMOCNEHO

Zakladni intervenci, kterd predchazi ostatnim terapeutic-
kym aktivitdm, je deeskalace. Deeskalace je takovy zpu-
sob chovani a komunikace, ktery vede ke sniZeni napéti
pacienta a také oSetfujiciho personalu.’ Sklada se ze tii
slozek — vyhodnoceni situace, komunikace (verbdlni a ne-
verbdlni) a taktiky vyjedndvdni. Pro tspé$nou deeskalaci
je nutné, aby si zdravotnik uvédomoval své emoce a okol-
nosti dané situace, aby ji mohl spravné vyhodnotit.

Nezbytné je zajistit dostate¢ny ¢as a prostor. Nedodrzo-
vani této zdanlivé samoziejmosti je ¢asto divodem konzi-
lif vyzadanych pro agresivitu.

Vyhodnoceni situace

Vyhodnoceni situace znamena schopnost posoudit, co se
déje, pro¢ se to déje a co se asi bude dit ddle, a navrhnout
odpovidajici intervence. Diilezité je ziskat co nejrychleji po-
trebné anamnestické informace. Ty ziskavame od rodinnych
prislusnik, zdravotniho personalu, policie a ze zdravotnich
zdznamul. S vyuzitim téchto informaci se pokusime odhad-
nout, v jakém stadiu konfliktu se pacient nachazi (tab. 1).
Pti zvladani agrese je nutné ziskat ¢as, zachovat klid (nebo
alespon klidné vypadat) a hledat pric¢iny pacientovi agresivi-
ty a poskytnout prostor k prehodnoceni. Kromé vnitfnich

Tab. 1. Stadia konfliktu

Stadium konfliktu | Projevy chovani Intervence

Stadium uzkosti zména chovani identifikace
vzhledem k pocitim spoustécuy,
ohrozeni, zvyseny podpurny pfistup

fyzicky arrousal

Stadium
verbalni agrese

nastroj k zastraseni
osob kolem sebe

asertivni pfistup,
snaha o feseni
konfliktu skrze
komunikaci

Stadium
fyzické agrese

cilem je zranéni druhé
osoby, snaha ziskat
plnou kontrolu nad

defensivni pFistup

situaci

Stadium zklidnéni pokles dusevniifyzic- | podpurny pfistup
ké energie v ndvaznos- | a oteviena komu-
ti na agresivni chovani | nikace

strana 214

faktorti, zminénych vyse (bolest, izkost, frustrace, pocity se-
lhani, ponizeni, prohra), hraji ve vyhodnoceni a nasledném
prehodnoceni roli stimuly vychazejici z prostredi, ve kterém
se osoba aktudlné nachdzi nebo nedavno nachazela. Nepti-
znivé a zatézujici zevni faktory mohou usnadnit vznik nasili.
Cas k prehodnoceni potiebuje i zdravotnik. Predevsim
je dulezité si uvédomit vlastni reakce. Prirozenou reakci
na agresivitu je boj nebo tték. Vzhledem k tomu, Ze tato si-
tuace se odehrava v centru ,,naseho teritoria‘ je nase ito¢na
reakce, ve smyslu hostilnich reakci, mnohem pravdépodob-
néjsi. V této fazi miize téz dojit k pfehodnoceni dosavadni-
ho chépani pri¢iny a ziméru provokace. Je nutné ziskat ¢as,
zachovat klid a hledat pti¢iny pacientovy agresivity.

Komunikace

Pfi komunikaci plati, Ze pouzitim vhodnych komunikac-
nich technik mizeme ¢asto nasilnému chovani predchazet.
Informovani pacienta o tom, co se s nim déje a bude dit, na-
pomaha k vytvoreni divéry mezi pacientem a zdravotnic-
kym personalem a ¢asto eliminuje vznik nasilného chovani.
Komunikace mezi zdravotnikem a pacientem by méla
byt predev$im neprovokativni. Verbalni a neverbélni ko-
munikace by méla byt v rovnovaze. Ve stresové situaci se
skladba komunikace méni. Pekara* odhaduje, Ze 50 % ko-
munikace zaujima neverbalni slozka, 40 % tén hlasu a je-
nom 10 % verbdlni slozka. Pro porovnani, ptiblizné 90 %
emo¢ni informace a 50% celkové informace v mluvené
angli¢tiné neni komunikovano slovem, ale jazykem téla,
a to predev$im tonem hlasu.®
Bez ohledu na etiologii agitace pacienta, zdravotnik by
vzdy mél mit na paméti, Ze jde o akutni stav a ten si vyza-
duje okamzitou intervenci, abychom mohli zvladat sym-
ptomy nemoci a predejit zranénim. I kdyz prosttedi je du-
leZitou soucasti deeskalace pacienta, verbalni a neverbalni
komunikace jsou ¢asto klicem k uspé$nému zvladnuti pa-
cienta a jeho naklonéni ke spolupraci.® Uziti nekontaktni
deeskalace mé nékolik vyhod:
- fyzickd sila uzivana persondlem podporuje pacienta
Vv nazoru, Ze je nutné se branit a vyfesit konflikt nasilim;
- priuziti fyzické sily se ¢asto prodluzuje pacientova hos-
pitalizace,
- vyhneme se moznosti zranéni jak na strané pacienta,
tak i na strané persondlu.

Neverbalni komunikace

Neverbalni komunikace predstavuje dilezity aspekt ko-

munikace. Mezi jeji soucdsti patii:

- proxemika, ktera se zabyva pozicemi, které zaujimame
Vv prostoru;

- kinezika, ktera se zabyv4 interpretaci pohybu téla v social-
nich interakeich, jakymi jsou postoj, vyrazy obli¢eje a gesta;

- prozddie, ktera pak predstavuje nejazykovou slozku
ustni komunikace.

Proxemika
To, jak nakladame s osobnim prostorem, je dulezité neje-
nom pro zklidnéni situace, ale i pro bezpe¢nost zdravot-
nického personalu.

Mezi tfemi nej¢astéj$imi diivody, pro¢ dochdzi k napadeni
zdravotnickych pracovnikd, jsou hned dva s tim souvisejici.
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Za prvé, chyba pri udrzovani bezpe¢né vzdalenosti nebo po-
zice pii eskalaci konfliktu nebo pfimém ohroZeni. Za druhé,
chyba pfi zajisténi tinikového vychodu. Tretim je pak pochy-
beni pfi rozpoznani signalu hroziciho nebezpeéi.

Kdy? pristupujeme a komunikujeme s osobou v tizkostné
fazi, méli bychom dodrzovat vzdalenost ptiblizné 1,2m (ori-
enta¢né vzdalenost dvou pazi). Je to prostor dilleZity nejenom
pro bezpedi pacienta, ale taky pro bezpeci personélu, aby se
umél vyhnout fyzickym atakam pacienta. Ptiblizovani k pa-
cientovi zmensuje jeho osobni prostor a zvyS$uje tak napéti
a negativni emoce u pacienta.” Doporucuje se pfistupovat
k pacientovi ze strany, protoZe to byva vniméno pacientem
jako starostlivy, ale neohrozujici ptistup, avsak nedoporucuje
se otoceni zady. Zdravotnik by nemél stat v konfronta¢nim
postaveni — ¢ili ne éelem k pacientovi, ale v tthlu.”

Pfi komunikaci s nemocnym ve fazi verbalni agrese do-
drzujeme vzdélenost ptiblizné 1,8 m (orienta¢né na vzda-
lenost tf{ pazi) a - pokud mozno - pristupuje se ze strany.
Tento pristup je totiz nejbezpe¢néjsi v pripadé kdyby do-
$lo k dalsi eskalaci situace. Ve fazi fyzické agrese se pak
uchylujeme k jednomu z nasledujiciho: bud zakro¢ime,
nebo ute¢eme, nebo se schovame. Vzdy plati pravidlo, ze
bezpeénost zdravotnika je prioritou.

Kinezika
V uzkostné fazi je potreba vénovat pozornost a spravné
reagovat na tyto neverbalni znamky stresu: rozechvélé rty,
popochézeni, o$ivani se, mraceni se, sklopeni o¢i, hlasité
povzdechovani, zvy$eni hlasu ¢i ohlizeni se. V mezicase
by mél zdravotnik vénovat pozornost svému vlastnimu
neverbalnimu projevu, ktery by mél byt podptirny: pfistu-
povani z uhlu; udrzovani o¢niho kontaktu, zvlasté béhem
naslouchani; ptikyvovani hlavou na znameni pochopent;
hlava naklonénd dopfedu a lehce do strany; ruce oteviené
a vepfedu; udrzovani odstupu 1,2 metru od pacienta.

O¢ni kontakt musi byt pfiméreny, pohled z o¢i do o¢i je
emoc¢né velmi silny a nesmi trvat dlouho, naopak ¢asta od-
hlizeni a tékavy pohled jsou vnimany jako projevy nejistoty.
Lepsi jsou kratka odhlédnuti k zemi nez pohledy do dalky
a za pacienta, které mohou byt vykladané jako nejistota.
O¢ni kontakt je dtilezity, protoze vzbuzuje diivéru a zdjem.
Nedoporucuje se vSak pohled delsi nez Sest vterin. Pohled
by se mél na chvili odvrétit na jiné misto. Nékdy se také
vyuziva technika ,tretiho oka, kdyz se hledi doprostied
Cela pacienta, coz umoziiuje sledovat mimické vyrazy tva-
fe pacienta a zaroven se mu nehledi pfimo do o¢i.®

Dulezité je respektovat neverbdlni signdly pacienta
(napt. Gstup, otoceni hlavy) a jeho osobni prostor. U osob
s paranoidnimi bludy je tento obvykle elipsoidni s vétsi
¢asti za jejich zady. Postoj zdravotnika nesmi byt ato¢ny
(ruce v bok) ani defenzivni (ruce zkfizené na prsou). Jako
negativni gesta mohou byt vnimana: kréeni ramen, vrté-
ni hlavou, ruce za zady nebo v kapsach, neklidné pohyby
rukou a podobné.’ S nemocnym by se mélo komunikovat
ve stejné vysce a nejlépe vsedé. Nikoliv konfrontaéné proti
sobé, vhodnéjsi je natodit Zidle do tihlu, coz umoznuje, aby
mél pacient s [ékafem kontakt a zaroven se tomuto kontak-
tu mohl bez problémi vyhnout.

Pacient muze i doteky vnimat jako ohrozujici. Je-li tie-
ba dotek, napt. z divodu télesného vysetteni, vzdy o tom
pacienta predem informujeme.

Je dulezité, aby chovani signalizovalo bezpeci a klid, ne
hrozbu nebo nejistotu. Fyzicka agrese je zfejma. Méné vy-
razné vSak mohou byt neverbélni znameni tomu bezpro-
sttedné predchazejici: proud fec¢i nahle ustane; ukonceni
o¢niho kontaktu; ruce se sevfou v pést; nemocny navaze
upreny pohled; dochdzi k nezvyklému priblizovani. Pri-
marni reakce by méla byt defenzivni a mély by byt zahaje-
ny okamzité kroky k zajisténi vlastniho bezpedi.

Ve fazi zklidnéni, nésledujici po fazi verbalni nebo fy-
zické agrese, je typické, ze rychlé pohyby ustavaji a jsou
vice kontrolované; hlas se ztiSuje a je jemnéjsi; dochazi
k opétovnému sklopeni o¢i nemocného.

Prozédie

Zvukové vlastnosti jazyka zahrnuji prizvuk, frazovani,
rytmus ¢i intonaci. Béhem vsech stadii konfliktu zacho-
vavame klidny, presvédcivy hlas. Vyhybame se hlasitému
projevu a ostrému tonu.

Verbalni komunikace

Zakladnim pravidlem je nedat impulzivni odpovéd. Je cas-
tou chybou, Ze se vice ¢lent terapeutického tymu snazi prispét
svou mérou k vyfesenti situace, ale pti deeskalaci by mél na pa-
cienta vzdy mluvit jenom jeden ¢lovék, ktery je v této oblasti
zaskolen. Vic lidi by mohlo pacienta zmést a tim eskalovat na-
sili.'® Uzivaji se vzdy jednoducha slova a kratké, srozumitelné
véty, a ne slozita souvéti, kterym by pacient nemusel rozumét.
V jedné vété podame vzdy pouze jednu informaci. Pacientovi
je potfeba poskytnout dostatek ¢asu na to, aby pochopil, co
mu bylo pravé fe¢eno, nepodavame mu hned dopliikové in-
formace. Dtilezité informace opakujeme.

Co se tyce verbalni deeskalace, je tieba si pamatovat, ze
slusné chovani je na prvnim misté. Pacient by mél zdravotni-
ka znat, proto by se mu mél zdravotnik pti prvnim kontaktu
vzdy predstavit. Pacient by mél byt oslovovan prijmenim.’

Pfi komunikaci s pacientem je dilezité identifikovat
jeho potfeby a pocity a naslouchat, co fika. Uzivat by se
mélo aktivni naslouchdni (tab. 2). Osettujici personal by
mél svymi slovy, konverzaci a jazykem téla davat najevo,
Ze vénuje pozornost tomu, co pacient rika a citi. Jako po-
slucha¢ by mél byt zdravotnik schopen zopakovat, co mu
bylo feceno jinymi slovy a objasiujicim zptisobem. Vét-
$inou se vyuzivaji slovni formulace jako ,,feknéte mi, zda
tomu rozumim spravné®’ Pro shrnuti uvadime v tab. 2 pét
zéasad aktivniho a empatického naslouchani.

Intoxikovani pacienti nebo pacienti s demenci vni-
maji spiSe tén nez obsah nasich slov. Pfi komunikaci je
vzdy nutno mluvit klidnym hlasem. Oslovovani pacienta
by mélo byt, jak je uvedeno vyse, pfijmenim - dodava to
komunikaci profesionalni rdz a je to vnimano jako projev
respektu. Misto razného ,Tak co se tu déje spiSe ,,Pane
Novaku, rad bych se o problému dozvédél vice, miizete mi
prosim Fici, co se stalo Pacientovy hodnotici soudy ,,To je
hrozné, co si tu dovoluji‘, ,Nemate pravo mé tady drzet!

Tab. 2. Zdsady aktivniho naslouchdni

Poskytnuti plné pozornosti pacientovi
Ujisténi se, ze dané situaci zdravotnik rozumi
Nesklouzavani k rychlym souddm

Vnimani verbalni a neverbalni komunikace
Nebat se byt chvili tise
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,Je to tady jako ve vézeni!“ neni tfeba komentovat. Osobni
slovni utoky prehlizime, zdravotni personal by se mél sna-
zit porozumét diivodium pacientova hnévu.**

Vhodné je sdélit pacientovi své pocity (,to, jak kopete
do dveri, mé zneklidnuje“) a také vyjadrit nesouhlas s cho-
vanim pacienta, nikoliv v§ak s nim jako s osobou (,,nelibi
se mi, ze tady kricite, jste asi hodné rozrusen®)."

Je vhodné s pacientem empatizovat a pomoci mu zlost
vyjadrit, legitimizovat jeho reakce a neodsuzovat ho. Je
vhodné uvédomit si, Zze agrese patfi mezi emoce, kte-
ré nas posiluji. Tuto energii je mozné vyuzit a prevést ji
na prospésnou aktivitu (,Rozumim vasemu vzteku, ktery
je opravnény, a je lepsi, kdyz mate vztek, nez kdybyste to
vzdaval. Uvazte jen, zda je uZite¢né obracet jej proti lidem,
ktefi vam chtéji pomoci®).®

Zvysena agrese patfi k zakladnimu osobnostnimu vy-
baveni osob s disocialni poruchou osobnosti. Také zde se
doporucuje nejednat podle prislovi ,Na hruby pytel hruba
zaplata® Naopak taktika otevienych dvefi muze agresora
prekvapit, zaskodit, ,vzit mu vitr z plachet“® Podobné po-
kud se pacient pfimo ¢i nepfimo snazi vzbudit strach, je
vhodné ptiznat, Ze se bojite, a proto ho nemuizete 1é¢it. Uka-
zujeme tak, ze pristup, na ktery byl pacient zvykly z ptiroze-
ného prostiedi (vzbuzeni strachu jako prosttedek dosazeni
cile), funguje jen ¢aste¢né. Pacient v nés sice dokaze vyvolat
strach, coz otevfené prizname, ale nevede to k moznostem
manipulace, a tedy k dosazeni zamysleného cile. Pokud by
pacient pokracoval v cileném vzbuzovani strachu, upozor-
nime ho, Ze takovou situaci predavame k feseni policii.

Vyjedndvaini

Zékladnim cilem vyjedndvani je zménit konfronta-
ci na diskusi, proto je dulezité vyhybat se vyhrazkam
a ultimatim. Zdravotnik vystupuje jako osoba ochotna
a schopnd pomoci.

Agresivni chovani je ¢asto reakci na subjektivné poci-
tovanou prohru vyvolanou pocity uzkosti, bezmoci nebo
poniZeni. Pacient se muze citit dosavadni komunikaci
s lékafem zahnany do kouta (vysledek situace vyhra—pro-
hra). Pfi vyjednavani se vzdy zdravotnicky tym snazi do-
sahnout vysledku vyhra-vyhra. Toho je mozné docilit tak,
ze se nemocnému nabidne jista mira kontroly nad situaci,
¢imz se snizuji jeho pocity bezmoci. Pacient ziskd moz-
nost volby — nabizi se mu vice feSeni situace (behavioral-
nich i farmakologickych).”

Dal$i moznosti je odvedeni pozornosti, ¢ehoz lze do-
sahnout tim, Ze se pacientovi nabidne néco k piti, ptipadné

kjidlu (,,Ur¢ité po tom vSem, co jste dnes zazil, musite mit
zizen, mohu vam nabidnout ¢aj nebo vodu?).

Je potieba najit s pacientem misto shody. Jsou 3 zptso-
by, jak se miizeme s pacientem shodnout.”

Shodnout se mizeme na pravdivych udajich (napt.
»Ano chapu, ze nechcete uzivat 1éky, po kterych jste utlu-
meny. Mohu vam fici, jaké jsou dal$i moznosti?“).

Dile se miizeme shodnout na zakladnich principech.
Pacienti si ¢astokrat stézuji na zachdzeni, které nerespek-
tuje jejich dustojnost, napriklad prevezeni na oddéleni
policii (lze vyuzit jako startovaci bod). Nemusime se vy-
slovovat k tomu, zda to bylo spravné ¢i ne, ale sdélit napr.
»Pane Novéku, souhlasim s vami, ze kazdy si zaslouzi za-
chézeni, které je zaloZené na respektu®. Castym diivodem
pacientovy agrese byva jeho potreba zdiraznit a prosadit
své prani, svou vuli. ,Nebudu uz dal uzivat ty vase chemi-
kalie,“ vold pacient a bouchd do stolu. Spravnou reakci je
snaha dobrat se k raciondlnimu jadru jednani, vybidnout
pacienta, aby sdélil, co mu na lécich nejvice vadi, a vyjad-
fit empatii, napt. ,,Jestli vam dobte rozumim, piisobi vam
1ék tnavu. Reknu vam ted, jaké jsou dalsi moznosti.”

Treti moZznosti je souhlasit s tim, Ze to, co Fika, je prav-
dépodobné ¢i mozné. Kdyz pacient kri¢i ,,Kazdému by va-
dilo byt tu zavieny, mtizeme souhlasit s tim, Ze ur¢ité jsou
lidé, kterym by to také vadilo. V kazdém pripadé se musime
snazit souhlasit s pacientem v co nejvice bodech. Pokud to
neni mozné, miizeme se alespon shodnout na tom, Ze se ne-
shodneme."* Nezapominejme, Ze nejkrasnéjsi slovo je ,,ano"

Je vhodné umét pracovat i se strategii stupniovani vy-
jednavacich technik (tab. 3).

V ramci vyjednavani je dtlezité nastavit hranice. Jasné
bychom méli verbalizovat, co jiz neni ochoten zdravotnicky
personal tolerovat, a pridat bychom meéli i sdéleni o dusled-
cich nedodrzeni hranic. Méli bychom $etfit se slovy, snazit
se vyhnout varovani nebo vyhrozovani (nevhodné - ,,dam
vam je$té jednu $anci®) a hadce. Nabidky je vhodné opako-
vat. Vyhrady vii¢i chovani mizeme uzivat, ale je dulezité se
vyhnout osobnim komentditim a zobecnujicim sdélenim.
Trvame na takovych hranicich, které jsou pacient i zdravot-
nik schopni v daném zafizeni dodrzet.”

P1i vystupniovani neklidu se ukon¢uje hovor naptiklad
tak, ze se pacientovi vysvétli, ze je potteba jeho pripad
konzultovat s nadfizenym ¢i kolegou. Dale se postupuje
za pritomnosti dostate¢ného poctu osettujiciho personélu,
pripadné se vola policie." Nelze za cenu vlastniho ohrozeni
zabranit pacientovi v odchodu. Je potieba si ptipustit, Ze ne
za vSech okolnosti povede deeskalace ke zklidnéni pacienta.

Tab. 3. Shrnuti strategii, jak zacit mluvit o medikaci - eskalace presvédcovacich technik’

Piesvédcovaci techniky

Strategie

Co vam pomaha v situacich, jako je tato?

Nabizime moznost pro pacientovy napady

Myslim si, ze by mohla byt pro vés uzite¢na medikace.

Uvedeni skute¢nosti

Vazné si myslim, Ze potfebujete néjakou medikaci.

Presvédcovani

bezpecna. Kdyby se vam néco nezdalo, dejte mi védét.

Nejste v dobrém stavu. Nic nepomaha. Dam vam potiebnou medikaci. Dobfe funguje a je

Pfinucovani

me, ddme vam je v injekci.

znova podrobné promluvime.

Jako lékar vidim, Ze jste nemocny. Neshodneme se nyni bohuzel v ndzoru na lécbu. Je ted
zcela nezbytné, abyste Iéky uzil, nejlépe kdyz si vezmete tablety. Pokud se nedohodne-

Dnes odpoledne (nebo napf. zitra — vzdy dat jasny ¢asovy Udaj) si o dlivodu a formé lécby

Pfinucovani. Hrozi nebezpeci, posledni moznost
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Pokud neni efekt deeskalace dostate¢ny, prikrocuje se
k dal$im postuptim - farmakoterapii, fyzickému omezeni
pacienta, nedobrovolné hospitalizaci. Nicméné v deeskalaci
se 1 nadale pokracuje. Vzdy pritom vysvétlujeme a popisu-
jeme smysl provadénych intervenci (,,Snazime se vam po-
moci, pane Novaku, poddme vam lék na zklidnéni®). I v ta-
kové situaci se stale snazime poskytnout moznost volby: ,,Je
nutné vam podat 1ék. S jakymi léky mate lepsi zkusenosti?“

K provedeni deeskalace je vzdy nutné vyhradit si do-
statek ¢asu a prostoru. Potfebné je mit na mysli, ze klid je
stejné tak ,,nakazlivy“ jako strach nebo panika. Kdyz jsou
pacienti zlostni, ¢astokrat nenaslouchaji sloviim, ale vidi
a reaguji na to, co rika zdravotnik svym télem.

Tab. 4. Shrnuti tfi sloZek deeskalace a jeji zdsady®

ZAVER
Ve zdravotnickych zafizenich prichdzime do kontaktu
i s pacienty, které je nutno zklidnit, proto by kazdy zdra-
votnik mél ovladat zakladni kroky deeskalace (tab. 4), aby
byl schopen predejit svému i pacientovu zranéni nebo zra-
néni dal$iho personalu. Spravné zvolenou formou komu-
nikace neverbalni i verbélni dokdZzeme casto predchéazet
vzniku konfliktu nebo jeho stupniovani. Vzdy je tfeba mit
na paméti, Ze bezpedi zdravotnika je prioritou.
Deeskalace by méla byt prvni volbou v piistupu k pa-
cientovi s ndsilnym nebo agitovanym chovanim. Pokud
to situace ihned neumoznuje, méli bychom k deeskalaci
pristoupit co nejdfive po zabezpeceni zakladnich Zivot
a zdravi ohroZujicich somatickych stavil a poskytovat ji
paralelné s potfebnou farmakoterapii.

Vyhodnoceni situace

® Dostatecny ¢as a vhodny prostor (moznost pomoci a Uniku).

Neverbalni komunikace

Omezeni zevnich stimul.

® Postoj nesmi byt Gtocny — ruce v bok, ani defenzivni - ruce zkfizené na prsou.

® Respektovani neverbalnich signald pacienta (napf. Ustup, otoceni hlavy.). Fyzické agresi ¢asto predchazi ideatorni a verbalni agrese.
® Respektovani osobniho prostoru (napf. u pacientl s paranoidnimi bludy typicky vétsi za zady).

® Jednani vsedé, pfi eskalaci situace pozadani pacienta, pokud stoji, aby si sed|.

L]

Verbalni komunikace

se hodnoticim sdélenim, preferujeme uzivani popisnych vét.
® \lyjadreni empatie — eliminace pocitli bezmoci a frustrace.

® Pfi vystupnovani neklidu ukonéujeme hovor.
® Dokumentace je provadéna az nasledné.

® Doporucuje se oslovovat pacienta pfijmenim — dodava to komunikaci osobnéjsi réz a je to ¢asto vnimano jako projev respektu.
® Slovni sdéleni by mélo byt maximalné jednoduché, srozumitelné a jednoznacné.
® Nekomentujeme pacientovy hodnotici soudy (vétu ,Vsichni mé stvete.” nekomentovat, ale snazit se porozumét jejim ddvodim). Vyhybame

® Nenutime pacienta k rychlym rozhodnutim, poskytujeme mu ¢as na rozmysleni.

® Sdélujeme pochopeni pro pacientovy pocity, ne vak pro chovani. (napt.,,Snazim se predstavit si, jak Vam je” Ale pozor, musi byt jasné
pojmenovano, jaké chovani neni akceptovano. Nenechavame pacienta, aby na personal kficel a napadal ho).

® Odpovidame na otéazky, jejichz cilem je ziskani informaci bez ohledu na to, jak neslusné jsou formulovany. Napf. ,Kde mdm tedy podepsat
ten blby informovany souhlas?”). Dotazovany se domaha konkrétni odpovédi.

® Zlstavame ,nad véci’, nenechdme se vtahnout do hadky a zbyte¢né argumentace.

Vyjednavani

Vystupujeme jako osoba ochotna a schopna pomoci.
Konfrontaci ménime na diskusi. Cilem je vysledek vyhra-vyhra.

Docileni moznosti volby ¢ini z pacienta partnera. Napf. ,Je nutné vdm podat Iék. S jakymi léky mdte lepsi zkusenosti?”!
Fyzicka aktivita — na nékterych oddélenich je k dispozici napf. rotoped ¢i boxovaci pytel.

Vysvétlujeme a popisujeme smysl provadénych intervenci. Napt. ,Snazime se vdm pomoci, pane Novdku, poddme vdm lék na zklidnéni:
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SOUHRN

Vevera J, Nichtova A, Strunzova V, Petr
T, Nawka A. Primarni prevence a inter-
vence u agitovanosti a agresivity v kli-
nické praxi

Vétsina psychiatrickych pacientt se ne-
chovd agresivné. Mnohem castéji se
stavaji obétmi nasilnych ¢int. Naésili se
objevuje pfedev$im u pacientt s psycho-
tickym onemocnénim, bipolarni afektiv-
ni poruchou nebo s organickym posko-
zenim mozku. V psychiatrické péci se
s agresivnim pacientem setka témért kaz-
dy zdravotnicky pracovnik a zduraziuje-
me, Zze bezpec¢nost zdravotnika je v této
situaci prioritou. I kdyz se toto chovani
odehrava na nasem tzemi, tj. v nemoc-
nici, nejsme na né vzdy adekvatné pti-
praveni. V textu shrnujeme moznosti
primarni prevence nasilného chovani
a strategie, jak predchazet stupnovani
konfliktt.

Klicova slova: agitovany pacient, agrese,
prevence, rizikové faktory.

NCE A INTERVENCE
A AGRESIVITY

SUMMARY

Vevera J, Nichtova A, Strunzova V, Petr
T, Nawka A. Primary prevention and
intervention in agitability and aggres-
sion in clinical practice

Most patients with stable mental illness
do not present an increased risk of ag-
gressive behavior; however, they are
frequently victims of violent acts. The
aggression by patients predominantly
occurs in patients with psychotic dis-
order, bipolar affective disorder or in
patients with organic brain damage.
Almost every healthcare worker meets
patients with aggressive behavior and -
under these conditions - it is always nec-
essary to keep in mind that the health of
the healthcare professional is essential.
Although this behavior takes place in our
territory, ie in a hospital, we are not al-
ways fully prepared for dealing it. In the
current article we summarize the possi-
bilities of primary prevention of violent
behavior and strategies to prevent con-
flict escalation.

Key words: agitated patient, aggression,
prevention, risk factors.
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Agitovanost, neklid a nasili nejsou diagnostickymi katego-
riemi. Jednd se o typ chovani v mezilidské interakci, které
je spojeno s riznymi psychopatologickymi ptiznaky.' Ter-
miniim souvisejicim s nasilnym chovanim rozumime takto:

Frustrace - psychicky stav, ktery vznika v dtsledku za-
mezeni uspokojeni potteby nebo dosazeni cile.?

Neklid - stav zvy$ené pohybové aktivity, kterd prechazi
od mirnych forem (jako jsou zvysena gestikulace, presla-
povéni, podupavani) az po vyrazny celkovy neklid, kdy
jedinec bezcilné pobiha a aktivné zasahuje do okoli.?

Agitovanost — vystupniovand forma neklidu, doprova-
zena celkovou motorickou aktivaci. Neklid i agitovanost
jsou doprovazeny pocitem vnitfniho neklidu.*

Agrese (z lat. agressio = vypad, utok) je chovani, které
sméfuje k dosazeni vytyceného cile a projevuje se zamér-
nym poskozovanim nebo omezovanim jiné osoby nebo
véci. Jedna se o chovani, které mé védomy cil nebo tcel.®

Verbdlni agresi rozumime vyhrozovani a urazky. Mo-
hou, ale nemuseji byt doprovazeny agitovanosti.®

Nisilné chovdni je patologicka agrese, jejimz cilem je
zamérné nékoho poskodit. Jedna se o fyzicky agresivni
chovéni, jako je napt. biti, kopani, strkani, hdzeni predmeé-
td, pouzivani zbrané a vyhrozovani jejim uzitim. Do této
definice nezarazujeme nasili proti vlastni osobé, agresivni
sny, fantazie a plany.®

Antisocidlni chovini - v angloamerické literatute se jedna
o termin charakterizujici chovani sahajici od verbalni agrese
az po nasilné chovani doprovazené nedostatkem empatie.”

Pasivni agresivitou rozumime chovani aktivné znemoz-
nujici dosazeni rozumného kontaktu nebo vyty¢enych cilt.®

Hostilita — negativni, nepratelsky, zatrpkly postoj je-
dince k jinému jedinci nebo k vice lidem, nemusi se ale
projevovat nasilim.°

Stupné agrese — agrese se typicky projevuje ve ¢tyfech
stupnich. Prvnim stupném je agrese ideatorni, myslenko-
va. Druhym stupném je agrese verbdlni. Nasleduje agrese
proti predmétiim (napt. kopani do dveti). Poslednim stup-
ném je fyzickd agrese vici lidem, tato byva obvykle ozna-
¢ovana jako nasili.’

Vétsina dugevné nemocnych se nechové nasilné. Casto
jsou naopak obétmi nasilnych ¢int. Evoluci a vychovou
ziskané prirozené zébrany agresivity a nasili (genetickd
ptibuznost, infantilni zjev) ¢i jeji facilitatory (ohroZzeni
zpusobené ztratou zdroji, véetné zdrojii reprodukénich)
mohou byt ale vlivem psychickych poruch naruseny a ri-
ziko agresivniho chovani je tak u psychiatrickych pacientt
zvy$eno.*” Uzivatelé psychiatrické péce jsou ale laickou
vefejnosti povazovani za nepredvidatelné a nebezpecné.®
Pravé tato domnéla nepredvidatelnost se nejvétsi mérou
podili na stigmatizaci du$evné nemocnych.

Stigmatiza¢ni postoje jsou v CR vyrazné vyssi nez v ji-
nych evropskych statech’ a jsou bézné i v ¢eském dennim
tisku'®a poméhaji tak vytvaret bariéru v reintegraci pacien-
tt do bézného Zivota. Obavy z nepredvidatelnosti nasilného
chovani se ale nezakladaji na faktech. Nase retrospektivni
studie" ukazala, Ze pokud se pacienti chovaji nasilng, je jejich
jednani nejcastéji zaméreno proti rodinnym prislusnikiim
a poskytovateltim péce, ktefi tvori tii ¢tvrtiny obéti' a riziko
si obvykle uvédomuiji. Kazuisticka sdéleni naznacuji, ze v CR

to byla casto policie, kdo nedostate¢né reagoval, jak ukazu-
je napt. napadeni psychiatra z roku 2003"2 nebo vrazda spa-
chana pacientkou propusténou z Psychiatrické nemocnice
Bohnice v roce 2016."* Nicméné velka ¢ast zdravotnického
personalu se s agresivnim chovanim setkd,'*a méla by byt
proto vyskolena v technikach jeho zvladani.

V cCeské psychiatrické literatute se ale vét$i pozornost
vénuje farmakologickym intervencim,'>'® zatimco psy-
choterapeutické intervence nejsou dostate¢né popsany
a praktikovany.

BEZPECNE PROSTREDI

Zakladni podminkou pro praci s agitovanym ¢i agresiv-
nim pacientem je zajistit dostate¢ny ¢as, bezpe¢ny prostor
a redukci rusivych environmentalnich stimuld. Prijetim
k akutni hospitalizaci pfebird zdravotnické zatrizeni ¢ast
odpovédnosti za priibéh zdravotni péce, predevsim za to,
ze poskytovand péce bude probihat bezpe¢né a bez kom-
plikaci. Sebeposkozeni, sebevrazda nebo tuték s nasled-
nym poruchovym chovanim mohou byt vnimany jako
selhani pti poskytovani zdravotnich sluzeb, s naslednym
rizikem soudnich sport.

BEZPECi ZDRAVOTNIKA
JE PRIORITOU

Pro zajisténi bezpeci zdravotnického persondlu je tfeba
dodrzovat obecné bezpe¢nostni zasady, které shrnujeme
v tab. 1. Pfi poskytovani lékatské pomoci tvafi v tvar ne-
bezpedi, jak je tomu napiiklad pii lékatskych zdkrocich
u vojenskych zdravotnikd, plati, ze i¢innou pomoc muize
poskytnout pouze zdravy lékar a zdravi zdravotnika je
v této situaci prioritou. P¥i pfimém utoku se napf. pre-
rusuji operace, obdobné lékai neposkytuje pomoc zrané-
nému v minovém poli, ale vy¢kd na vyprosténi ranéného
pacienta. Stejné tak v civilnim sektoru zachrandr vstupuje
do rizikového prostoru (napt. vraku letadla) teprve tehdy,
kdyz to hasi¢i ¢i bezpe¢nostni technici oznadi za bezpeé-
né. Obdobné pri kontaktu s agresivinim pacientem je za-
kladem zajistit bezpe¢i zdravotnika.”

Tab. 1. Bezpecnostni zdsady pro prdci s agitovanym pacientem

Je potieba mit zabezpecenou Ustupovou cestu.

Nikdy nejsme s pacientem v uzaviené mistnosti bez moznosti
pfivolat pomoc.

Lékar sedi blize ke dvefim s moznosti Uniku.

Pokud je pacient agitovany ¢i agresivni, citlivé mu prezentujeme
prevahu (napf. pfitomnosti dalsiho personalu).

Odstranime nebezpecné véci z dosahu pacienta (napt. pribor,
nazky apod.).

K pacientovi pfistupujeme ze strany a dodrzujeme bezpeénou
vzdalenost, to znamena delsi, nez je délka dvou natazenych pazi.

Pokud se pacient chové nasilné, nebranime jeho utéku zambulance
za cenu ohrozeni vlastniho zdravi nebo ohrozeni zdravi personalu.

Pokud ma jednani pacienta charakter kriminalniho nebo zdravi
ohrozujiciho chovani, je tieba kontaktovat okamzité policii.
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Pii fe$eni obtiznych situaci je pro persondl dtlezity
pocit, ze se mtize spolehnout na své kolegy. Zarovenn mu
v jejich feseni pomahd jistota vhodné technicky zajisté-
ného a uzptisobeného oddéleni. Pro vytvoreni bezpe¢né
atmosféry na oddéleni je proto dilezité vénovat pozornost
obsazeni tymu s ohledem nejen na kvalifikaci personalu,
ale také na jeho zku$enosti a genderové usporadani tymu
(ptitomnost muzského persondlu ve sméné).

BEZPECIi PACIENTA

Agitovanost ¢i ndsili mohou narusit bézné standardni
diagnostické procedury, které obvykle predchazeji hospi-
talizaci na psychiatrickych oddélenich. V pocate¢ni fazi
diagnostického procesu neni nutné stanovit presnou
psychiatrickou diagnozu, ale prvoradé je vyloudit so-
matické komorbidity ohroZujici pacientiv zZivot. Pokud
se tyto objevi, nemocného neprodlené odesilame k ade-
kvatni somatické péci a 1é¢bé. Nejcastéjsi varovné prizna-
ky jsou uvedeny v tab. 2.

Castym diivodem agitovanosti je kognitivni deficit, kte-
ry se demaskuje nebo prohloubi po premisténi z paciento-
va diivérné znamého mista (napf. domova) do nemocnice.
Adekvatnim feSenim je co nejrychlej$i uprava somatické-
ho stavu a navrat do ptuvodniho prostiedi, nikoliv krat-
kodobé preklady na psychiatrii ,,aby se pacient uklidnil,
protoze opakované zmény prostfedi naopak prohlubuji
zmatenost, agitovanost a z ni pramenici agresi pacienta.

PSYCHOLOGICKE FAKTORY

Vétsina pacientt vyhledava lékate kvili symptomtim, kte-
ré jsou doprovazeny fyzickou bolesti, psychickym napé-
tim, Gzkostmi, obavami a strachem, at uz o sebe, ¢i 0 své
blizké. Tyto symptomy vedou k frustraci, ktera je jednim
z nejcastéjsich spoustécu agresivniho jednani. Je nutné
zduraznit, Ze frustrace vidy nevyplyva pouze z jednani
ostatnich, ale i z pociti vlastniho selhani. Casto nepocho-
penym divodem agrese je snaha prekonat tzkost nebo
héjit svou distojnost a Cest. Pacient, ktery se nahle ocitl
na neznamém misté (napf. v nemocnici), se muze citit
frustrovany a bezmocny. Vysetteni ¢i hospitalizaci mtze
vnimat jako svoje selhani nebo ponizeni, proto je vhod-
né s nim empatizovat a opakované mu nestigmatizujicim
zpusobem vysvétlovat smysl vySetfeni. Nemocny citlivé
vnima a reaguje na skute¢nosti, které nové prostredi pri-
nasi, napt. nedostatek ¢asu, delsi ¢ekaci doba ¢i nedostatky

Tab. 2. Symptomy indikujici nutnost okamzité somatické Iécby

Varovné somatické
pfiznaky

zavazna bolest hlavy, anizokorie, zhorse-
na koordinace, extremni svalova ztuhlost
nebo slabost, hemiparéza, dyspnoe,
epileptické zachvaty, hyper- a hypotenze,
zvyseny puls, zvysena teplota, teplotni
senzitivita, vyrazna ztrata vahy

Varovné laboratorni
pfiznaky

mineralova dysbalance, hypo- a hypergly-
kémie, zvysené hodnoty CRP a CK

amnézie, dezorientace, zastfena fec,
poruchy védomi

Varovné psychické
pfiznaky

v nemocni¢nich sluzbach (strava, ubytovani). Tyto fakto-
ry muiZze pacient zaménovat za nedostatek respektu vici
své osobé. Adekvatni reakei je omluveni se za nedostat-
ky, i kdyz za dany problém (napf. rekonstrukce oddéleni,
velké mnozstvi pacientti, nefungujici ptristup do databaze
laboratornich tdajt, nefungujici WC atd.) neni o$ettujici
persondl osobné zodpovédny. V o¢ich pacienta je zdravot-
nik reprezentantem daného zafizeni a omluva je namisté.
Vidy je tieba si pripominat, Ze agitovany nebo rozruseny
pacient neuvazuje a nejedna racionalné.

ENVIRONMENTALNI STRESORY

Vliv prostfedi na poskytovani psychiatrické péce
byva ¢asto podcenovan. Agresivni reakce je pravdépo-
dobnéjsi pri vyssi teploté a hluku, neporadku, pritomnosti
nebezpe¢nych predmétt a v nepfehledném prostoru.*'**
Tyto environmentdlni faktory predstavuji podobné stre-
sory jako fyzickd bolest. Expozice nasilnym stimulim
ve formé filmi, TV, videoher, agresivnich sportovnich
udalosti a zbrani usnadnuje pristup k hostilnim myslen-
kam a afektivnim staviim spojenym s agresi.

Pravdépodobnost vyskytu agrese zvysuje také preplné-
nost oddéleni.?® Nedostatek fyzického prostoru zptisobu-
je hlavné vznik verbalni agrese. Jako vysvétleni se nabizi
eskalace stresu. Pfeplnénost zptsobuje naruseni osobni-
ho prostoru pacienta. Frustrujici je i neustéle vyrusovani
ostatnimi pacienty nebo personalem a nuceni do sociali-
zace v omezeném prostoru. Rizikové faktory a spoustéce
agresivniho chovani jsou shrnuty v tab. 3.

Institucionalni prostfedi, syndrom vyhoteni perso-
nalu a nedostatek ¢asu na praci s pacientem v porovna-
ni s administrativni ¢innosti jsou dalsi faktory zvysujici

Tab. 3. Rizikové faktory a spoustéce konfliktnich situaci

Na strané nemocného Fyzické: bolest, hlad, Zizen,
poskozeni mozku (trauma, CMP),
elektrolytova dysbalance, infek-
ce, hypoglykémie, intoxikace
(alkohol, stimulancia), neza-
douci uc¢inek medikace (napf.
akathizie)

Psychické: frustrace, stres,
pocity prohry, selhani, ponizeni,
agresivni chovani vanamné-
ze, obét agresivniho chovani

v anamnéze, psychicka porucha

Na strané personalu nezkusenost, nedostatecna
pfiprava ¢i trénink, traumaticka
zkusenost v anamnéze, fyzicky
stres (bolest, hlad, zizen), Unava,
nedostatecné personalni obsa-
zeni, vék a pohlavi (muzi pod 30
let jsou napadani nejcastéji)

Na strané prostredi Vnéjsi stresory: osvétleni,
hluk, neporadek, nebezpecné

predméty.

Usporadani oddéleni: institu-
cionalni prostredi, nepfehledny
prostor, prfeplnéné oddélent,
omezeny pohyb, nedostatek
soukromi
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pravdépodobnost agitovanosti a agrese.?’ Mezindrodni
normy doporucuji fadu skupinovych a individualnich te-
rapeutickych aktivit, které dohromady dosahuji v priamé-
ru nejméné 2,5 hodiny denné a vice, a k tomu jesté in-
dividualni kontakt s lékatem. Ve skute¢nosti jsou ale tyto
normy napt. v Anglii zfidka splnény.*? Syndrom vyhoreni
u persondlu jako facilitator vzniku nésili je dokonce v CR
nékdy oznadovan za diagnoézu ¢eského zdravotnictvi® To,
co muze na druhé strané pomoci jako protektivni faktor
pred vznikem nasili, je ze strany zdravotnického zatizeni
dostate¢na délka akutni hospitalizace.”!

Detailné byl zkouman vliv prostfedi na pouzivani ome-
zovacich opatfeni.”® V ramci rozsahlé studie byly identi-
fikovany tfi hlavni faktory vedouci ke snizovani pouziti
omezovacich opatfeni:

- dostate¢né soukromi pro pacienty (moznost uchylit se
do privatniho prostoru);

- vys$$i troven pohodli (pozitivni ,,domaci® atmosféra
na oddéleni);

- dobra prehlednost oddéleni (Siroké chodby, centralné
umisténa pracovna sester aj.).

Naopak v prosttedi s pfilisnym dirazem na bezpeénost
a sledovani pacientti na ukor pozitivni domaci atmosfé-
ry byl zaznamendn vys$i vyskyt situaci s nutnosti pouziti

Nedilnou soucasti vybaveni akutnich psychiatrickych
oddéleni by mél byt funkéni kamerovy systém a také sy-
stém tisniového volani pomoci. Vhodnym doplitkem mo-
nitoringu mohou byt ¢idla pohybu na toaletach ¢i v kou-
pelnach a uziti bezpe¢nostniho zapalovade na kutarnach.

ZAVER

Vétsina psychiatrickych pacientil se nechova agresivne,
ale v psychiatrické péci se s agitovanym nebo agresivnim
pacientem setkd témér kazdy zdravotnicky pracovnik.
Toto chovani se odehravé na nasem pracovisti a je mozné
se na né pripravit. Rizikové faktory a spoustéce agresiv-
niho chovani mizeme identifikovat na strané persondlu,
na strané nemocného a rovnéz ho ovlivnuji faktory pro-
stfedi. VSechny tyto faktory muzeme ovliviiovat a riziko
agitovanosti a agresivity zmensovat. Pfi jednani s nasilné
se chovajicim pacientem je prioritou bezpedi zdravotnika.
Nasilné chovani u pacienta muze vést k zméné béznych
postupt. V pocate¢ni fazi diagnostického procesu neni
nutné stanovit presnou psychiatrickou diagnozu, ale je
nutné vyloudit somatické komorbidity ohrozujici pacien-
tav Zivot. Pokud k agresivnimu chovani dojde, zakladni
intervenci je deeskalace, kterou popiseme v druhém dile

omezovacich prostredki.
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Souhrn

VétSina psychiatrickych pacientl se béZzné nechova ag-
resivné, ¢asto se ale stavaji obétmi nasilnych ¢inu a stig-
matizace. Nejcastéji se nasili objevuje u hospitalizova-
nych pacientfi s psychotickym onemocnénim, bipolarni
afektivni poruchou nebo pfi organickém poskozeni moz-
ku. V psychiatrické péci se s agresivnim pacientem setka
témér kazdy zdravotnicky pracovnik, a proto je tfeba mit
na pameéti, ze bezpeci zdravotnika je prioritou. V tomto
textu popisujeme zakladni pravidla deeskalace a farma-
kologického ovlivnéni nasili.

Klicova slova
nasili * viktimizace ¢ faktory prostredi ¢ farmakoterapie

Summary

Vevera, J., Nichtova, A., Strunzova, V. Violent behaviour in medical
practice

Most patients with stable mental illness do not present
an increased risk of aggressive behavior, however, they
are frequently victims of violent acts and stigmatiza-
tion. The aggression predominantly occurs in patients
with psychotic disorder, bipolar affective disorder or in
patients with organic brain damage. Almost every he-
althcare worker meets patients with aggressive behavi-
or and under these conditions, it is always necessary to
keep in mind that the safety of the health care professio-
nal is essential. In this article, we summarize deescala-
tion and pharmacotherapy of violent behavior.

Key words
violence e victimization ¢ enviromental factors ¢ phar-
macotherapy

SOCIALNI CHOVANI A AGRESE U ZIVOCICHU

Agrese je jednim z projevi takzvanych socialitu udrzujicich
mechanismu. Sociobiologie ji vnima jako dynamicky prvek
chovani, jehoz vyjadfeni zavisi na kontextu a na individualné
specifickém odhadu svych a protivnikovych sil. Rozhodujicim
kritériem pro utok ¢i iték je cena mozného stfetu a jeho po-
tencionalni uzitek. To je jeden ze selek¢nich tlakd, ktery tlaci
evoluci agresivniho chovani k jeho ritualizaci. Stfet je pak
dtsledkem neuvéfeni protivnikovych signali nebo $patného
individualniho odhadu soupetovych sil. Oboji se v pfirodnim
vybéru ,tresta“. V prvnim ptipadé je zabit nebo odehnan je-
dinec, ktery ,,neuvéril* takzvanym upfimnym signald, v dru-
hém ptipadé je eradikovan jedinec se Spatnym odhadem sil
protivnika (Wilson, 1993). To je situace, kterd byla opakované
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modelovana pomoci teorie her. Model kompetice mezi dvéma
strategiemi nazvanymi jestfab (agresivni strategie, ktera veli
utocit, kdykoliv se setka s novym jedincem) a holubice (stra-
tegie, ktera veli vZdy ustoupit) ukazuje, Ze tispésnost jedné
strategie je zavisla na frekvenci téch ,,ostatnich“ (Wilson, 1993;
Vevera, Stopka, 2012; Zrzavy, 2017).

duleZité k tomu, aby se ukazal potencial jedinci a nasledné
se ustanovila jednozna¢na hierarchie. V takové hierarchii je
pak agrese uplatiiovana minimalné, protoze kazdy jedinec zna
svou pozici a pozici ostatnich jedincii. K agresivnim stfetim
tak dochazi na nejnizsich tirovnich hierararchie. Mnoho studii
také ukazuje, Ze agrese je chovani, které je mozné socialné re-
gulovat. V hierarchii pavian@ (Papio anubis) poskytuji nejriiznéjsi
komodity vySe postavenym jedinc@m, aby tak sniZili riziko
agresivni interakce. Mezi takové komodity patii v prvé radé
potrava (pozorovano u vSech pozorovanych socidlné Zijicich
primatl), ale i ¢isténi srsti od parazitii (tzv. allogrooming), az
po sex u Simpanzl. To vie se da smérovat za pomoc proti agre-
sivnimu jedinci nebo pfimo predat jako komoditu agresorovi,
aby nettocil (Wilson, 1993).

V pfirodé existuje celd fada dtikazii, Ze regulovat nasili je nut-
nou podminkou pro to, aby byla socialita udrzitelnd. Velikost
téla souvisi v rdmci druhu se schopnosti odvratit agresi.
Dokonce se ukazalo (paviani, Simpanzi), Ze tato schopnost se
dédi i negeneticky, nebot mladata silnéjsiho jedince se snaze
dostanou k potravé, a snize se pak také stavaji silnéjsimi je-
dinci. Studie na primatech (paviani) prokazaly, Ze nezbytnou
soucasti socidlniho Zivota je formovani koalic a alianci (Wilson,
1993). Pamét je pfi formovani alianci dfilezitym faktorem,
proto jsou koalice a aliance Cetnéjsi a dokonalejsi u Zivocichti
s vy$8i kortikalni aktivitou. Zivo€ichové s relativné vétsim
mozkem Castéji tvofialiance. Komplexnim spole¢nostem do-
davaji tyto formy kooperace fad. Z teoretickych studii dokonce
vyplyva, Ze existuje kognitivni limit, takzvané Dunbarovo ¢islo
(Barret, 2007), tykajici se poctu jinych jedincti, se kterym je
mozné uzavirat socidlni vztahy. V takovych vztazich ,zna*“
jedinec osobné kazdého jedince, a hlavné vi, jaky je vztah
takového jedince k jakémukoliv jinému jedinci. Hodnota
Dunbarova ¢isla byla pojmenovana po britském primatologovi
Robinu Dunbarovi, protoze jako prvni postuloval myslenku,
Ze hodnota Dunbarova ¢isla je pfimou funkci velikosti neo-
kortexu. U ¢lovéka je median této hodnoty odhadovan na 150
(Barret, 2007).

VYSKYT NASILNEHO CHOVANI V POPULACI

V souladu s teoriemi evoluénich psychologii doslo v Ceské re-
publice (CR) pod vlivem politickych a hospodafskych zmén k vy-
raznému nartistu kriminalniho chovani a zménila se téZ jeho
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Obr. 1 Pocet vrazd v Ceské republice

tvafnost (Student a Zukov, 2001). NarQst vrazd v devadesatych
letech (ODbr. 1) 1ze vysvétlit pravé snizenym rizikem odhaleni
a zvy$enou socidlni nerovnosti. Ani po tomto nartistu ale eska
data nijak nevybocuji z priméru vyspélych zemi, kde dochdzi
ke 2-4 vrazdam ¢i pokus@im o vrazdu na 100 000 obyvatel.
Vyznamné horsi je situace v USA, kde zahyne nésilnou smrti
prameérné 6,1 ze 100 000 obyvatel (tj. 17 600 lidi ro¢né - tedy
témér 6krat vice nez pfi itoku z 11. 9. 2001), a v Rusku, kde je
to dokonce 8 na 100 000.

Snasilnym chovanim souviseji 4 osobnostni dimenze: $patna
kontrola impulzl, potiZe s regulaci afektil, zvyraznény egoismus
nebo narcismus a paranoidni styl uvazovani. V obecné populaci
se muzi chovaji nasilné ¢astéji nez zeny, i kdyz existuji speci-
fické vyjimKky, naptiklad predskolni déti jsou castéji vrazdény
matkami nez otci (Zrzavy, 2017).

Z odborné literatury i ze zkuSenosti ¢eskych kriminalistl plyne,
Ze jednotlivou nejnasilnéjsi spolecenskou skupinou je rodina.
Pribuzni pfedstavuji asi ctvrtinu vSech obéti vrazd. VétSinou se
ale nejedna o pokrevni pribuzné, ale o partnerky ¢i partnery.
V ramci rodin jsou €asto obéti nasili déti. Udaje z Kanady uka-
zuji, Ze pravdépodobnost, Ze dité bude zavrazdéno nevlastnim
rodi¢em, je 50-100krat vys$si nez v rodinné genetickych rodica,
a prace poukazujici na zvySené riziko fyzického tyrani jsou k dis-
pozici téZz Anglie a Nového Zélandu (Zrzavy, 2017). Ne vSechny
prace ale nachizeji nadprimérné zastoupeni nevlastnich ro-
di¢t jako vrahti svych déti. Udaje ze Svédska, kde jsou vrazdy
mnohem méneé Casté neZ v Kanadé a kde jsou rodiny chranény
velmi komplexnim systémem socidlniho zabezpeceni, urcily
jako nejrizikovéjsi faktor pro imrtnost déti vychovu pouze jed-
nim rodi¢em nebo psychiatrickou diagnézu jednoho nebo obou
rodi¢li. K tomu dodejme, Ze vrazdy pachané vlastnimi rodici
se Casto dé&ji jako pfedehra suicida v ramci takzvané rozsifené
sebevrazdy. K zabiti ditéte v téchto pfipadech casto dochazi
pod vlivem deprese s psychotickymi pfiznaky nebo psychotické
produkce po porodu, kdy motivaci téchto ¢inti byva ochrana
potomka pred krutosti svéta.

V obecné populaci se nasili nejcastéjsi vyskytuje u osob s di-
socialni poruchou osobnosti a u osob zneuzivajicich navykové
1atky, predevsim alkohol, kokain a amfetaminy. K nasilnému
chovani v nemocnicich dochazi nejcastéji pod vlivem akutni
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intoxikace, deliria z odnéti alkoholu,
delirantnich stavli pfedevsim pfi or-
ganickém poSkozeni CNS.

ROZDELENI A DEFINICE

Je pfekvapivé, jak malo spolehlivych
dat tykajicich se vyskytu nasilného
chovani a jeho dtisledki, pfedevsim
riznych forem viktimizace, mame
kdispozici. Jednou z prekazek je nejed-
notnd definice pojmi nasili, agresivi-
ta a agitovanost a pouzivani riiznych
§kalovacich metod pfi hodnoceni na-
sili. Proto zde pfinasime definice poj-
mi, které budeme pouzivat (Vevera,
Jirdk, Uhrova, et al., 2007):

188
173 173

Frustrace - psychicky stav, ktery vzni-
ka v disledku zamezeni uspokojeni
potfeby nebo dosazeni cile.

Neklid - stav zvy$ené pohybové aktivi-
ty, kterd pfechazi od mirnych forem,
jako je zvySena gestikulace, pfeSlapovani, podupavani, az
k vyraznému celkovém neklidu, kdy jedinec bezcilné pobiha
a aktivné zasahuje do okoli (Petr, Markova, 2014).
Agitovanost - vystupniovana forma neklidu, doprovazena celko-
vou motorickou aktivaci. Neklid i agitovanost jsou doprovazeny
pocitem vnitfniho neklidu (Latalova, 2013). Ke kvantifikaci
agitovanosti lze pouzit napfiklad Skalu behaviordlnich aktivit
(Behavioral Activity Rating Scale BARS) (Tab. 1).

Agrese -zlat. agressio, vypad, tok, je chovani, které sméruje
k dosazeni vytyceného cile a projevuje se zaimérnym poskozova-
nim nebo omezovanim jiné osoby nebo véci. Jedna se o chovani,
které ma védomy cil nebo ucel (Vevera, Stopka, 2012).
Nasilné chovani - je patologicka agrese, jejimzZ cilem je zamér-
né nékoho poskodit. Jedna se o fyzicky agresivni chovani, jako
je napfiklad biti, kopani, strkani, hazeni pfedméty, pouzivani
zbrané a vyhroZovani jejim uzitim. Do této definice nezafazu-
jeme nasili proti vlastni osobé, agresivni sny, fantazie a plany
(Hoschl, Libiger a Svestka, 2004).

Antisocidlni chovani - v angloamerické literatufe se jedna
o termin charakterizujici chovani sahajici od verbalni agrese az
po néasilné chovani doprovazené nedostatkem empatie (Vevera,
Stopka, 2012).

Hostilita - je negativni, nepfatelsky, zatrpkly postoj jedince
k jinému jedinci nebo k vice lidem, nemusi se ale projevovat
nasilim.

Tab. 18kéla behaviorélnich aktivit (Behavioral Activity Rating Scale
BARS)

Skala behavioralnich aktivit

pacienta je obtizné ¢i nemozné vzbudit 1

spici, ale reagujici na verbalni nebo fyzicky kontakt

ospaly, utlumeny

tichy a vzharu (bézna troven aktivity)

g s NN

znamky verbdlni nebo fyzické aktivity, kterou je mozné
usmernovat

()]

extrémné nebo pribézné aktivni, nevyzadujici omezovani

agresivni, vyzadujici omezeni 7
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Tab. 2 Rozdéleni nasilného chovani

Emocni doprovod

SniZeny serotonin

Cil chovani

Psychicka porucha Neurobiologie

Promyslené ne ne ano

disocidIni porucha osobnosti | limbicka aktivita

Impulzivni ano ano ne

hranicni porucha osobnosti 1 limbicka aktivita

Uzkostné poruchy | kortikaInf inhibice

Nasili tradi¢né délime na impulzivni a predatorni, pfedem
planované, jak je popsano v tabulce 2 (Vevera et al., 2011).
Impulzivni nasili vzplane bez pfedchoziho planovani a nepfi-
nasi zisk. Tradicné byva spojovano se sniZenou serotoninergni
transmisi, ale velikost tohoto efektu je mala (Duke et al., 2013).
Promyslené nasilné chovani, které pfedpoklada védomé plano-
vani, miiZe byt predatorské, provedené za ucelem zisku, nebo
patologické (napf. zplisobené lidmi, jednajicimi pod vlivem
halucinaci a blud@). U promysleného nasilného chovani, pro-
vadéného bez emocniho doprovodu (soucitu a litosti - typické
u osob s disocialni poruchou osobnosti), nachizime sniZenou
aktivitu amygdaly a sniZenou schopnost averzivniho podmi-
novani. To zfejmé zhorSuje moznosti jejich emocniho vyvoje.

NASILI U PSYCHIATRICKYCH PACIENTU -

STIGMA A OBAVY Z NEPREDVIDATELNOSTI

Nasili byva jednim z dtivodd pro pfijem pacientdi na psychiatrii
a prodluzovani hospitalizace (Balikova, Vevera, 2014). VétSina
duSevné nemocnych se nechova nasilné a naopak jsou casto
obétmi nasilnych ¢in (Latalova, 2013; Latalova et al., 2014).
Riziko agresivniho chovani je u této skupiny mirné vyssi (Cerny,
2018). Uzivatelé psychiatrické péce jsou ale laickou vefejnosti
povazovani za nepredvidatelné (Magliano et al., 2014) a nebez-
pecné (Angermeyer a Matschinger, 2003). Praveé tato domnéla
nepredvidatelnost se nejvétsi mérou podili na stigmatizaci
dusevné nemocnych. Link, Phelan, Bresnahan et al. (1999) se
zameérili ve své studii pravé na to, jak lidé vnimaji nebezpecnost
dusevné nemocnych. Podle jejich vysledki azZ 33 % populace véri
v nebezpecnost lidi trpicich depresi, 61 % populace pfedpoklada
nebezpecnost u psychotické poruchy, 71 % u alkoholové zavislych
a az 87 % u lidi zavislych na kokainu. Z téchto divodd majilidé
tendenci vyhybat se dusevné nemocnym.

Situace v CR je v tomto sméru $patnd, protoZe stigmatizaéni
postoje vici uzivateldm péce jsou u nas vys$si neZ v jinych
evropskych statech (Winkler et al., 2016). Strach z nepfedvi-
datelnosti je ale neopravnény. Prokazali jsme, Ze pokud se
pacienti chovajinasilné, je jejich jednani nejcastéji zameéfeno
proti rodiné a poskytovatellim péce, ktefi tvorfi tfi ¢tvrtiny obéti
(Vevera et al., 2005) a riziko si obvykle uvédomuji. Kazuisticka
sdéleni, napf. napadeni psychiatra z roku 2003 (Riebauerova,
2008) nebo vrazdy spachané predcasné propusténou pacientky
(Kabatova, 2016), naznacuji spise chyby policie.

Evoluci a vychovou ziskané pfirozené zabrany (geneticka ptibuz-
nost, infantilni zjev) ¢i facilitatory agresivity a nasili (ohrozeni
zpusobené ztratou zdrojl, véetné zdrojl reprodukénich) mohou
byt vlivem psychickych poruch naruseny. Onemocnéni psy-
chotickou poruchou, bipolarni afektivni poruchou a organické
postiZzeni CNS zvysuji pravdépodobnost nasilného chovani,
i kdyZ je pravdépodobné, Ze tento jev je zplisoben zvySenym
zneuzivanim navykovych latek u téchto postiZzenych (Volavka,
2013; Sariaslan, 2016) a viktimizaci (Cerny, 2018; Hodgins,
2008). Praveé viktimizace, zneuzivani v détstvi a zneuzivani
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navykovych latek zlistavaji nejsilnéjsimi, i kdyZ nedostatecné
specifickymi prediktory nasili (Cerny, 2018)

Vevera et al. (2002) sledovali prevalenci nasilného chovani
u hospitalizovanych pacientd v 12mési¢ni prospektivni studii na
1. LF UK a VEN, ktera byla 5,3 %. Nasilné chovani se nejcastéji
vyskytovalo u pacientd s organickymi poruchami (u 14 % vSech
pacientil) a s psychézou (u 7 % pacientd1). Tento posun oproti
béZné populaci je zplisoben tim, Ze osoby s antisocidlni poru-
chou osobnosti, které jsou zodpovédné za znacnou Cast trestné
innosti, obvykle nelé¢ime v 1iZkovych zafizenich. Casto je ale
nalezneme ve vykonu trestu. Pacienti zavisli na navykovych lat-
kach jsou vétSinou po odeznéni intoxikace motivovani k urcité
formé spoluprace (bud k co nejrychlejsimu propusténi, nebo
naopak k nasledné 1é¢bé), coz snizuje riziko nasili.

Vysoka prevalence nasili u osob s organickymi poruchami
CNS miiZe byt vysvétlena tim, Ze impulzivni ndsilné chovani
vznika selhanim inhibi¢ni kortikalni kontroly na podkladé
organického poskozeni.

U pacientt s psychotickou poruchou miiZzeme rozlisit nejméné
dva typy nasilného chovani. Prvni skupinou je dlouhodobé
nasilné chovani spojené s antisocialnim chovanim v détstvi
a dospivani. U druhé skupiny nenachazime komorbiditu s po-
ruchou osobnosti a k nasili dochazi bud pod pfimym vlivem
psychotické produkce, nebo pod vlivem sniZené prefrontilni
inhibice, tento typ nasili je zfejmeé nejcastéjsi.

PROSTREDI, VE KTEREM JEDNAME

Do kontaktu s nasilné se chovajicim pacientem se obvykle
dostavamen a ,, naSem uzemi“ v ambulanci ¢i nemocnici. To
nam umoznuje se na takovéto situace pripravit a zajistit bez-
pecné prostiedi (Vevera, Nichtova et al., 2018 b). K tomu slouZzi
predevsim nasledujici body:

1. Prioritou je bezpeci zdravotnika. Nesnazime se za cenu vlast-
niho ohroZeni zabranit pacientovi v odchodu.

2, Odstranime potencidlné nebezpecné predméty (tézitka,
nuzky, jehly, ptibor).

3. Lékar by nemél byt s pacientem v uzaviené mistnosti bez
moznosti pfivolat pomoc. Ambulance musi byt zafizena tak,
aby lékar sedél blize ke dvefim s moznosti tniku.

4. Dodrzujeme bezpecnou vzddlenost - delsi nez délka dvou
natazenych pazi.

5. Pokud uz pfedem vime, Ze pacient je agitovany, ¢i dokonce
agresivni, citlivé prezentujeme pfevahu, napiiklad pfitom-
nosti dalsiho persondlu (5 zdravotnikli na pacienta, 1ékaf ma
na starosti hlavu).

DEESKALACE

Zakladni intervenci pii agitovanosti, agresivité a nasili je dee-
skalace (Vevera, Nichtova et al., 2018a). Sklada se ze tfi sloZzek
-vyhodnoceni situace, komunikace (verbilni a neverbalni)
a taktiky vyjednavani (shrnuti v tabulce 3). Pokud neni jeji efekt
dostatecny, prikro¢ime k dalsim postuptim (farmakoterapie,
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Tab. 3 Jednotlivé slozky deeskalace

Vyhodnoceni situace

které predstavuji podobné environmentalni stresory jako fyzicka bolest.

Zajistime dostatecny ¢as a vhodny prostor (poskytujici soukromi a moznost uniku). Agresivni reakce je pravdépodobnéjsi pfi vyssi teploté a hluku,

Pfipominame si, Ze agitovany nebo rozruseny pacient neuvazuje a nejedna racionalné.

Demonstrujeme pfevahu (napf. dostatecnym poctem personalu v diskrétni vzdalenosti).

Nenutime pacienta k zasadnim rozhodnutim, poskytujeme ¢as na rozmysleni.

Uzkost nebo hajit svou distojnost.

Hleddme priciny, ty ¢asto souvisi s frustraci z omezeni prdv, s pocity bezmoci a ohrozeni. Casto nepochopenym diivodem agrese je snaha prekonat

Komunikace

Neverbalni

Kontrolujeme své vlastni emoce. K agresi dochazi v centru ,naseho teritoria a nase agresivni reakce (obvykle verbalni) je tim znacné facilitovdna.

Na&s$ postoj nesmi byt Utocny - ruce v bok, ani defenzivni - ruce zkfizené na prsou.

Respektujeme neverbdini signaly pacienta (napf. Ustup, otoceni hlavy...). Fyzické agresi ¢asto pfedchdzi ideatorni a verbalni agrese.

Respektujeme osobni prostor (napt. u pacientd s paranoidnimi bludy typicky vetsi za zady).

Snazime se jednat vsedé. Pacienta se nedotykame.

Verbalni

Davame najevo, ze jsme tu pro pacienta. Omezime zevni stimuly (telefon, kontakty s ostatnimi).

nez obsah sdéleni.

Klidna mluva, nevzrusena tonina. Vyhybame se porouceni a emocné nabitym slovim. Intoxikovani pacienti a pacienti s demenci vnimaji spise ton

Slovni sdéleni by mélo byt maximalné jednoduché, srozumitelné a jednoznacné.

ze pacienta zmast a eskalovat nasili.

Mluvi jenom jeden ¢lovék. Je obvyklé, Ze se kazdy snazi podporit zdravotnika, ktery vede rozhovor. Komunikace s vice lidmi je ale naro¢néjsi a ma-

Nekomentujeme pacientovy hodnotici soudy (vétu ,vsichni mé stvete” nekomentujeme, ale snazime se porozumét jejim ddvodim).

Nevyvracime pfimo poruchy mysleni a vnimani.

Vyjadreni empatie - eliminace pocitli bezmocnosti a frustrace.

Nenutime pacienta k zasadnim rozhodnutim, poskytujeme ¢as na rozmysleni.

Pri vystupnovani neklidu ukon¢ime hovor.
Vyjednavani

Vystupujeme jako osoba ochotna a schopna pomoci.

Konfrontaci ménime na diskuzi. Cilem je vysledek vyhra - vyhra.

Toho docilime moznosti volby - ¢ini z pacienta partnera (napf.: .S jakymi léky mate lepsi zkusenosti?*).

Pokud ma pacient pfedmét slouzici jako zbran, je lepsi Zadat ho, aby ji odloZil na neutralni misto, spise nez aby ji odevzdal personalu.

Vzdy vysvétlujeme a popisujeme smysl provadénych intervenci (,Snazime se Vam pomoci, pane Novaku, podavame vam Iék na zklidnéni.”).

Snazime se souhlasit s pacientem v co nejvice bodech. Pokud to neni mozné, miizeme se alespon shodnout na tom, ze se neshodneme.

fyzické omezeni pacienta), ale v deeskalaci i nadale pokracuje-
me. Pfivystupriovani neklidu se ukoncuje hovor naptiklad tak,
Ze pacientovi vysvétlime, Ze jeho pfipad musime konzultovat
s nadfizenym ¢i kolegou. Dale se postupuje za pritomnosti do-
statecného poctu osetiujiciho personalu. V ptipadé nebezpedi se
pokusime utéct nebo schovat. Obrana je az posledni moznosti.
Polici je 1épe kontaktovat preventivné.

FARMAKOTERAPIE

VZdy se snazime identifikovat etiologii nasilného chovani,
a pokud je spoustécem farmakologicky ovlivnitelny problém,
medikujeme kauzilné. Nasili a agrese nejsou diagnostické
kategorie a vyskytuji se u pacienti s riznymi diagnézami.
Problémem je rovnéZ heterogenita symptomu v ramci jedné
diagnoézy a komorbidity s dal§imi psychickymi poruchami.

www.postgradmed.cz

Pro terapeutické ovlivnéni nasilného chovani je proto vyhodné
rozliSovat 4 zakladni typy tohoto chovani (Vevera, Cerny,
Kral, 2011):

1. akutni nepsychoticka agitovanost a nasilné chovani,
2. akutni psychoticka agitovanost a nasilné chovani,

3. perzistentni nepsychoticka agitovanost a nasilné chovani,
4, perzistentni psychoticka agitovanost a nasilné chovani.
Obecné 1ze Tici, Ze v akutnich situacich hraji hlavni roli ben-
zodiazepiny (BZD) a antipsychotika a mél by je umét zvladat
kazdy 1ékat. Farmakologické ovlivnéni chronického nasili
patfi do rukou zkuSeného psychiatra. Prvofadou intervenci je
laboratorni kontrola uzivani medikace. Teprve pak pfistupu-
jeme ke zménam, vyhybame se BZD, v jejich indikaci uzivime
anxiolytickych vlastnosti antidepresiv ¢i antipsychotik. Na
nizkou frustracni toleranci a impulzivitu preferujeme thy-
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mostabilizatory. U antipsychotik davame pfednost depotnim
preparatim (Mohr, Knytl, et al., 2017).

1. U akutniho nepsychotického nasilného chovani jsou
lékem volby BZD. Pokud vyzadujeme co nerychlejsi nastup
ucinkd, volime intravenézni aplikaci diazepamu (Apaurin),
kterou provadime pomalu pro riziko atlumu dechového centra
(nepodavame pii dychacich potiZich). Pokud miiZeme na na-
stup ucinku cekat 30-45 minut volime perordlni medikaci BZD.
Pacienti se mohou zklidnit i rychleji poté, co si uvédomi,
Ze se néco déje v jejich prospéch a Ze je jim poskytovana
pomoc. Tomu nasvédcuji data ze studie, kterd ukazala na zdan-
livé ptekvapivy vysledek, kdy pfiuziti BZD a placeba ke sniZeni
agitovanosti u pacientd s bipolarni poruchou (Meehan, et al.,
2001) doslo k poklesu agitovanosti jak u benzodiazepinové,
tak u placebové vétve vyzkumu. Rozdil v neprospéch placeba
byl patrny az ve stfednédobém horizontu (1-48 hodin). Proto
je duleZité pamatovat na duleZitost nefarmakologickych
intervenci a dodrZovat zisady deeskalace.

Pouze pti nespolupraci pacienta uzijeme intramuskularni me-
dikaci, protoZe ta se pomalu a nespolehlivé vstfebava (Vevera et
al., 2014) a je spojena s vy$$im vyskytem nezadoucich G¢inkd.
U BZD se z téchto divodu vyhybame i. m. aplikaci Apaurinu.
Z1éki dostupnych v CR ma nejrychlej$i nastup a¢inku midazo-
lam (Dormicum). Je paradoxni, Ze v ciziné obsoletni podani dia-
zepamui. m. je v CR doporufovanym postupem, av§ak v ceském
souhrnu tdaji o 1é¢ivém pripravku v ciziné doporucovaného
1é¢iva - midazolamu - absentuje indikace mirnéni akutniho
neklidu a tzkosti (Vevera et al., 2014). Jedinou teoretickou
moznosti je tedy poddni midazolamu off-label. Nevyhodou
miiZe byt aZ prilis kratky polocas (1,5-2,5 hod). Dalsi moznosti
je aplikace klonazepamu (Rivotril), ktery se dobie absorbuje
a ma polocas 34 hodin.

2, U akutniho psychotického nasilného chovani musime
v prvni fadé urcit jeho etiologii. Zdiiraznéme opét, Ze neni
dtlezita diagnédza, ale klinicky obraz. K nasili pod vlivem
psychotické produkce muZe dojit pfi dekompenzaci poruch
osobnosti, pfi afektivnich poruchdach, u osob s organickymi
poruchami CNS. I u pacientd s psychézou je urcita ¢ast itokl
vyvolana zvySenou impulzivitou, a pak je k jejim akutnimu
ovlivnéni vhodnéjsi medikace BZD. Nasilné chovani mize ta-
ké vzniknout v dlisledku nezadoucich ucinka antipsychotické
1écby, predevsim akatizii. Pak 1é¢ba spociva hlavné v korekci
téchto ucinkd a ipravé zdkladni medikace. Dvé cochranské
metaanalyzy (Powney, Adams, Jones, 2012; Gillies, Sampson,
Beck, Rathbone, 2013), které studovaly efekt akutni medikace
antipsychotiky a BZD u agresivnich nemocnych s psychézou,
zjistily, Zze medikace BZD je k ovlivnéni akutni agitovanos-
ti (do jedné hodiny) vhodnéjsi neZ medikace antipsycho-
tiky. Prvnim krokem je tprava zidkladni antipsychotické
medikace.

2.1 Pfi pfevaze tizkostnych symptomu proto volime medikaci
BZD. Pokud pacient ptijima per os, pak indikujeme medikaci
diazepamem nebo klonazepamem. Pokud je nutnd parenteralni
medikace, tak midazolam i. m. (pokud chceme co nejrychlejsi
nastup ucinku) nebo klonazepam i. m. (pokud chceme delsi
dobu ptisobeni).

2.2 Pii pfevaze psychotické produkce podavame antipsycho-
tika a BZD. Pii srovnavani tfi antipsychotik pouzivanych pfi
nasilném chovani u pacientli s psychézami se prokazalo, Ze
klozapin ma nejsilnéjsi antiagresivni i¢inky, pak nasledujeme
chemicky pfibuzny olanzapin a potom haloperidol (Krakowski,
2006). Kviili nezddoucim a¢inkdm neni klozapin 1ékem prvni
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volby, ale pokud je indikovan, tak doporucujeme s jeho na-
sazenim neotalet. Preferujeme pouziti rychle rozpustnych
tablet (u olanzapinu za¢iname davku 5-10 mg per os) a roztoka
(risperidon v davce 2 mg).

2.3 U pacientii opakované odmitajicich peroralni medikaci
mame k dispozici injekéni formy haloperidolu, ziprasidonu
(Zeldox) a olanzapinu (Zyprexa). Pfipomenme, Ze u olanza-
pinu bylo dokumentovano vyssi antiagresivni pisobeni nez
u haloperidolu. Vyrobce nedoporucuje podavani olanzapinu
spolec¢né s BZD (i. m. aplikace BZD by méla probihat s hodi-
novym odstupem od i. m. aplikace olanzapinu ). To ponékud
omezuje moznost jeho uziti.

Nejvice zkuSenosti ale stile mame s kombinaci haloperidolu
aBZD. Davka je obvykle haloperidol 5-10 mgi. m. a midazolam
5mgi. m. (k dispozici jsou ampule s 5 mg, 15 mg a 50 mg).

3. U perzistentniho nepsychotického nasilného chovani
nékolik studii potvrdilo pozitivni efekt SSRI (selective serotonin
reuptake inhibitor) u impulzivné nasilného chovani (Carhart-
Harris a Nutt, 2017). Na perzistentni impulzivni nasili a nizkou
frustra¢ni toleranci miZeme podavat thymeostabilizatory.
Nejlepsi evidenci zatim méame pro 1é¢bu impulzivity a agresi-
vity u pacientd s hrani¢ni a antisocidlni poruchou. Na dobry
efekt lithia u pacientli s mentalni retardaci upozornila ceska
studie uz v roce 1970 (Dostal a Zvolsky, 1970). Lithium se podava
vdavkach 0,6-1,5 mEq/1 (praimérné 1200 mg denné) a fenytoin
ve vyssSich davkach (300 mg denné), ale pro riziko nezadoucich
acinkl davame pfednost modernéj$im preparatm. Del$i
zkuSenosti mame s valproatem v cilovych davkach 30-100 mg/
kg/d. Novéji se uzivaji antiepileptika 3. generace - topiramat
(v davkach 200-250 mg/d) a lamotrigin (do 200 mg/d).

Dobré zkuSenosti jsou rovnéz s uzitim nizkych davek antipsy-
chotik, kterd se uzivaji jako thymostabilizatory, a potenci-
aci antidepresivni 1é¢by, predevsim quetiapinem v davkach
25-400 mg a olanzapinem v davkach 5-15 mg (Mohr et al.,
2017). Impulzivita muze byt také projevem nediagnostikované
anelécené ADHD v dospélosti, o cemZ pojednava ¢lanek prof.
Mohra v tomto ¢isle (Mohr, 2018).

4, U perzistentniho psychotického nasilného chovani je opét
nutni kontrola compliance a kontrola diagnézy se zaméfenim
na komorbidity. Ty se v CR se u pacientil s psychézou velmi
fidce diagnostikuji - pro vyskyt nasili ma vyznam predevsim
zneuzivani navykovych latek, disocialni porucha osobnosti
a PTSD (Cerny, 2018).

4.1 U Pacientu s psychotickou poruchou a komorbidni
PTSD ¢i abiizem ma zasadni vyznam psychoterapeuticka
1é¢ba. Pravé u PTSD bylo prokdzano, zZe tispésna léc¢ba redukuje
také zneuzivani navykovych latek, které zvysuje riziko nasili.
4.2 U pacientii s disociilni poruchou a psychézou farmakote-
rapie neni pfili§ i¢inna. Castou chybou je zbyteéné navysovani
medikace.

4.3 U pacientu s psychdzou, kde nasili neni vyvolano vné;jsi-
mi faktory a komorbiditami, hraje zasadni roli compliance
s antipsychotickou medikaci. Pfedev§im klozapin a dale pak
olanzapin maji specificky antiagresivni efekt. U klozapinu se
rozviji az po dosaZeni plnych terapeutickych davek (400 mg
avice). U pacientfl rezistentnich na klozapin je mozné pouzit
augmentaci lamotriginem, kde je prokazano antipsychotické
pusobeni, ale antiagresivni ptisobeni nebylo specificky stu-
dovano (Tiihonenen, 2009). U farmakorezistetnich pacientd
pak ECT.

V minulosti byla u pacientd s psychotickou poruchou dopo-
rucovana augmentace valproatem nebo na druhém misté kar-

www.postgradmed.cz



bamazepinem. U¢innost téchto intervenci nebyla u pacientli
trpicich psychézou potvrzena. Rovnéz lithium nepotvrdilo
v kontrolovanych studiich svoji i¢innost na agresivni chovani
u psychotické poruchy, i kdyz existuje vice kazuistik demon-
strujicich jeho adinnost. Pokud tedy pouzijeme augmentaci
stabilizatory, je nutné peclivé sledovat terapeuticky efekt
a pokud se nedostavi, stabilizatory vysazujeme.

ZAVER

Agitovanost, agrese nebo nasili se vyskytnou v kazdé 1ékarské
ambulanci. Vzhledem k tomu, Ze se tato situace odehrava na
nasem Uzemi, se na ni mZeme piipravit. Prevence je ale nedo-
statecna. Jen minimum ambulanci ma zabezpecenou dstupo-
vou cestu ¢i systém ptivolani pomoci. Pfi nasilném jednani je
zapottebi vzdy dodrZovat zasady deeskalace. Pfi farmakoterapii
akutnich stavi hraji hlavni roli BZD a antipsychotika a mél
by je umeét zvladat kazdy 1ékat. Farmakologické ovlivnéni
chronického nasili vyzaduje psychiatra. Prvofadou intervenci
je kontrola compliance a teprve nasledné pristupujeme ke
zménam. Uzivame anxiolytickych vlastnosti antidepresiv ¢i
antipsychotik. Na nizkou frustracni toleranci a impulzivitu
mizeme podavat thymostabilizatory. U antipsychotik davame
prednost depotnim preparatiim. I u nespolupracujicich pacient
je vZdy nutné pokracovat v deeskalaci, vysvétlovat a popisovat
smysl provadénych intervenci.

Prohlaseni: autofi nemaji v souvislosti s tématem prace zadny stiet zajmda.
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