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Objective: Paranoid in-patients often confront mental health workers with great problems, especially when they have a history with violence. The purpose of the first study is to reach a better understanding of the interaction-problems in paranoia. The purpose of the second study is to produce guidelines and test these in the treatment of the patients. 

Method: Interviews with both patients and staff. A theory was constructed, and transformed into guidelines. Staff was asked to put these into practice with paranoid patients. 

Results: the core category in the interviews was intrusiveness of staff behaviour.  The guidelines were tested on seven paranoid in-patients. In three cases, nursing staff reported a real breakthrough in the treatment, resulting in a strong reduction of aggressive outbursts. The results with three patients were mixed and nil in one case. 

Conclusion: these first results indicate that using the guidelines may be beneficial to both patients and staff. 
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Introduction 

Rationale for these studies

These qualitative studies (1), based on Grounded Theory principles (2), were undertaken by the author from 1996 on. The direct reason for undertaking these studies were the author’s experiences as a consultant psychologist with nursing staff that had been confronted with severe threats, violence and aggression from paranoid in-patients and the great impact of these incidents on staff moral. The impact was primarily in the paralysing fear for revenge from these highly inscrutable patients. Nurses frequently reported overwhelming fear after an aggressive incident, but even more when they had been repeatedly threatened. The reasons they mentioned for this fear were mainly the cold-bloodedness of aggression and threats, especially with patients which had a history of violence. As one of the nursing staff stated: “He threatened to kill me all of a sudden. From that moment on, I didn’t feel safe any more fearing he would carry out his threats any time. When he was confronted with his threatening behaviour by other staff members later on, he just stated he had the right to do so, without showing any remorse, not explaining why he did so. After that, even when I heard his voice, I felt nailed to the ground as if his voice went right through me”. 

Subsequent inspection of the patients hospital records showed that the vast majority of these patients had been diagnosed as paranoid schizophrenic, some were diagnosed as paranoid psychopaths and yet some others were described as overly suspicious. 

The main problems nursing staff reported were in the long-lasting threats and the patients’ hostile attitudes, their inscrutability not showing any remorse.  

Purpose  

The purpose of the first study was to get a better understanding of the specific problems in the interactions between paranoid patients and staff.  

The purpose of the second study was to draw up a set of practical guidelines for treatment of violent paranoid in-patients and to test this set in the treatment of other paranoid patients, in an attempt to pave the way for better collaboration. 

Method
Participants 

The participating patients were selected from De Geestgronden Psychiatric Centre (DGPC) at Bennebroek, the Everts Clinic (EC), a high security unit at Santpoort and the FOBA, a high security forensic prison at Amsterdam, all in the mid-west of The Netherlands. 

All selected patients had a history of aggression and/or violence, prior to or during admission and met the DSM-IV criteria for schizophrenia, paranoid type. 

Violence histories varied from repeated punches on the head and serious long-lasting threats to serious injuries and (attempted) homicide. 

The author was working at DGPC as a clinical psychologist, as a mediator at the EC in order to prepare the transfer of EC-patients to DGPC, and as a member of the supervising committee of the FOBA. In the latter case his role was a mediator in complaints of the inmates about treatment by staff. 

Procedures 

The first study consisted of open interviews with the selected patients and their staff members, followed by inspection of the patients’ records. 

Patients were asked permission for the interviews as well as for taking minutes by the author. After each interview an extensive written report was made. 

During the interviews, patients were asked what excactly happened during the aggressive incident, and encouraged to tell all the details they could remember. 

Subsequently the patients were asked about their believes on the intentions of nursing staff when intervening and whether and how the incident could have been prevented. 

Interviews lasted from 15 minutes up to more than one hour, and sometimes two or three sessions were necessary to complete the interview. 

In all, 10 in-patients from DGPC (9 males and 1 female), three patients from the EC (males) and more than 15 patients from the FOBA (all males) were interviewed in a five years period. The written reports were inspected on frequently recurring themes and statements made by the patients, notified as a sign of importance of the theme in the eyes of the patients. 

Whenever possible, the patients themselves were asked to point out their most important themes and statements. 

After about 20 interviews the theoretical point of saturation was reached with regard to the central issues.  

Five patients, who were all in acute crisis at the time of the first interview, were found willing to be interviewed again about six months later (3 from DGPC and 2 from the EC) and were asked how they looked back on the violent incident afterwards and on their specific wishes and needs when in threatening crises. “What can we (nursing staff) do best when you feel so threatened or anxious in order to prevent aggression and violence next time?” and: “What can you do best when you feel that way?”

Subsequently, nursing staff were interviewed on the same incidents using the same questions. They were asked about all the details they could remember, on their beliefs about the intentions of the paranoid patients and the ways they had intervened and why in order to stop the aggression and threats. 

Analysis 

In the second study, the author constructed a theory (2) from the interview data on the typical interaction-problems between nursing staff and paranoid patients and drew up a first set of practical guidelines for the improvement of these interactions (3)(4). 

Nursing staff in DGPC were instructed in applying these guidelines and then asked to use these in interacting with aggressive and threatening paranoid patients. 

They were also asked to write detailed reports about their experiences in the patients day records (DGPC). 

Results 

As could be expected, it showed to be very difficult to find paranoid patients who were willing to be interviewed. 

Most paranoid patients were reluctant and refused the interview. But it showed to be much easier to get their permission if the author could convince them of the mutual interests of the interview. Such as when a transfer of the patient from the EC to DGPC was at stake, or when the author came in the explicit role of an independent, neutral mediator, such as when paying a visit as a member of the supervising committee to the FOBA. In all it took four years to complete this first study.

Paranoid patients described by staff

The most frequently mentioned labels were that the patients were overly suspicious, seeking conflicts, pushing borders and testing limits, impulsivily aggressive, unpredictable, easily irritated, cold-blooded, calculating, inscrutable, very hard to influence, threatening and humiliating staff, externalising and having a severe lack of insight. 

Statements most frequently made by paranoid patients 

The core statements made by the patients were around the theme of the intrusiveness of staff.  “They threaten me, want to poison, to kill and to destroy me by their (sedative) medication, poisoned food and drinks, using radiation, seclusion and other restraining measures. 

People try to lure me into ambushes by seducing me to sign their treatment plan and other papers, and by spying on me in order to find reasons to lock me up. They lie to me, don’t tell me the truth. The means most frequently mentioned were calling rules agreements, calling punishment a protective measure, calling spying on me ‘individual guidance’. Besides, they are complotting against me and they try everything to break my spirit by labelling my feeling as illness and speaking in jargon, calling my behaviour manipulative and pushing borders, by accusing me of doing bad things or labelling my reaction to them as an assault instead of defence and denying things that happened, using jargon to eradicate facts, constantly changing rules, or making special restrictive rules for me only". 

During one of the first interviews a patient stated, when asked why he behaved so aggressively: Life is a guerrilla war, so only law of war counts and attack is the best form of defence. This statement was very well recognised and confirmed by several other patients in the next interviews. 

Grounded theory

Although there is no consensus on the definition of paranoia (5), the paranoid patient is often described as being overly suspicious and constantly alert on possible threats (6) (7). Through analysis of the interview texts two core categories were identified as the central phenomena around which the problems of aggression and threats of paranoid in-patients and staff seemed to be understood. They were termed: intrusiveness and the mutual attribution of threatening and hostile intentions to behaviours. 

There are striking similarities between the core statements of patients and staff in terms of the attributed hostile intentions to behaviours such as attacking each other instead of defending one self against attacks and as being cold-blooded and inscrutable. In this way paranoia can be regarded as highly infectious. 

The paranoid experience

A psychosis can be seen as the shocking experience that the borders between the inner world of feelings and thoughts (and often hearing voices) and the outer world are fading away. 

In addition, in the paranoid psychosis, the patient is very much preoccupied with the thought that others want to intrude in his private territory, intend to harm him, kill him or even totally destroy him. Staff members are easily seen as dangerous intruders who want to impair him with medication, ward rules, jargon, treatment plans, ‘observations’, and other intrusive measures. 

This hostile atmosphere, in which both parties experience ultimate threats and verbal statements are not trusted, can easily lead to accumulating misunderstandings between patients and staff (8) and can enhance the risk of a dangerous spiral of violence. It also feels more and more dangerous to show emotions for both parties, because this is seen as showing weak spots, as well as telling what is going on in their minds because they expect that this will be used against them. Then the aggressive behaviour is seen by the patient as necessary self-defence, “testing limits” as trying to find out where the danger is. Offering medication as attempts to break the patients moral, friendly remarks as attempts to distract the patient, approaches and questions about how they feel today as attempts to lure him into ambushes and so on. So the first priority is to get out of the spiral of violence by openly telling the patient where this will end up if the mutual hostilities continue and how you feel about that. Before turning to the guidelines, this will first be illustrated by one of the interviews with Arend. 

Background of Arend: In 1998, at the time of the interview, Arend was 55 years old and diagnosed as chronic paranoid schizophrenic. His last involuntary admission to a psychiatric hospital was in 1984. The first ten years of his admission he stayed on several locked wards and was frequently secluded. 

He was frequently violently aggressive en destructive. Total damage in these years accumulated to over $ 45.000,-  apart from five staff members that were injured by him. Before that he was imprisoned a few times because of assaults and serious threats. After an admission of one year in the EC he was transferred to DGPC in 1996. 

During the last two years he lived on his own in a one-person apartment on hospital grounds about hundred yards from a 24-hours ward. There was no direct supervision at all but, in times of threatening crisis, he could always use the seclusion room for two hours on demand. He used this facility between once and 10 times a month in order to prevent aggression and violence, according to his mutually agreed Early Warning Plan (3). 

Arend lived a hermit’s life in his apartment. Only very early in the morning he used to come to the ward to have some coffee with the night shift. But, as soon as other patients showed up, he immediately disappeared to his apartment, stating that people would try to harm him. 

It was very hard to talk with him about whatever kept him busy, except from his only hobby, the history of public transport; trains, buses and trams. Once the author got the opportunity to get a glimpse of what went on in his mind. This was when a local shopkeeper made a phone call to the hospital complaining about a man wearing a baseball hat. The shopkeeper said that this man had been very rude and threatening to customers and personnel. He had called a staff member a whore when she did not help him pay at once, and had frightened two children very much with his shouting. One of the customers told the manager that this same man had been calling names at her husband some minutes before when he emptied his post-box.

This was enough reason to think of Arend and to pay him a visit in his apartment immediately. 

After the habitual territorial rituals about coming in and which chair I could sit on, I started the interview by stating that I have had very alarming complaints about him. “I want to be honest with you Arend, this is very big trouble, you scared people stiff and this makes me both worried and angry. This surely will end up in a police cell. What the hell are you up to?” 

Arend reacted furiously at first, but cooled down soon. After one minute of silence I asked him about his view on what he had done and why. 

Arend’s story: 

I had to go to the village, because I had no cigarettes any more since the night. You know that I will die without them. Yesterday night I had only ten cigarettes left and all the shops were closed. This kept me awake all night. At six o’ clock I tried to get some from the nightshift but there were no cigarettes left for me in my layer. So I had no other option than going to the village myself. After two desperate hours without cigarettes I pluck up my courage. I took all my extra medication for the day and waited until eleven, because there are not many people around on the street at that time. I put my best hat on, took my special scarf and walked to the main road. 

I saw the cars were driving much too fast and one honked at me. So I waited behind a tree till no more cars were coming and I crossed the street quickly. Then the next problem showed up: the Binnenroad with all the bushes in the midst. On the right side some women were talking to each other, but there was nobody on the other side, so I chose the left side. 

Suddenly a man came out of his house. He pretended to empty his post-box, but I didn’t buy that, because he has a post-box in his front door too. He was watching me and the hypocrite said “good morning” to me. I immediately thought: you are not going to fool me, and I gave him a broadside. It worked out because he immediately went back into his house. I really didn’t beat him! 

Then, all of a sudden, a car came around the corner driving straight onto me. It really was a narrow escape. I couldn’t take much more so I went on quickly. At the corner I could see the parking place and the shop door, this automatic thing that you can’t open yourself. 

There were only a few cars on the parking place, so I thought it would be quiet in there. I first watched the door in order to see if this automatic door worked properly. After I saw some people getting in and out, I took the risk and sprinted to the door. The cigarettes were right at the cash deck. And it was busy after all with more than ten people lined up waiting to pay.  

So, I waited behind a rack, out of sight of these bloody mirrors and camera to have a good view on what would happen. There was this man staring at me all the time. Then, all of a sudden two children so-called played hide and seek right before me. I chased them away to make sure that nobody would pay attention to me.

Then when one of the rows had shrinked, I had a look at the door, sprinted to the cash deck and put the money on the deck. But she said this deck was closed now and that I had to pay at the other deck. That was a lie of course! Everybody was working me up and I was totally fed up. I stepped across the fence to the other cash deck  and said I wanted to pay immediately or else I would go without paying. Than this man who had been staring at me before tried to interfere. I smashed the money on the desk and ran off. Luckily the door opened and I escaped. Then there was all the way back and now I am exhausted. I want to the seclusion room right now. Keep shut or I explode. Tell staff I’m coming.

After two hours Arend had cooled down and left for his apartment taking his dinner with him.  

General guidelines for the treatment of paranoid patients
On approaching the patient, when making contact

· Behave as a guest in his territory; so always ask permission for contact when approaching the patient, even at every small step. From knocking on the door, asking permission to come in, asking permission to sit down and which chair to sit on, and asking for consent on the subjects you want to discuss. Make sure the patient agrees on the agenda before you start the conversation. 

During the contact

· Don’t come too close emotionally (= being empathic, and sharing feelings). And if you do, keep emotional subjects as short as possible and return to an emotionally neutral attitude, even if you don’t feel good about it.  In other words: don’t seek a relationship based on mutual trust because this emotional closeness may be very intrusive to the paranoid patient. Afterwards, the patients often fears that you thoroughly know him and the thought that you can look right through him can easily take hold of him. That makes him feel vulnerable, being open to intrusion of any kind. Paranoid patients then often feel the urge to “rectify” this by threatening you so much that you will never come that close again. This way he can shut himself off from your intrusion and regains his most intimate territory, his feelings and thoughts. In other words: It is best to behave yourself as a guest in his territory.  

· Be very sparing with unconditional compliments like: “you are a good guy!” This rather enhances the patients’ suspicion, especially when he not feeling well. Whatever your intentions may be, paranoid patients associate this easily with exerting power, and make him unsure and more suspicious, lowering the threshold for aggressive outbursts. So, if you want to compliment the patient, be very specific on what your compliments are about. 

· Don’t be afraid to criticise the patient on specific misbehaviour. It mostly doesn’t provoke aggression as long as you clearly close your criticism with statements like: ‘So, this was all I wanted to say about this’ This “over and out” message is reassuring and paves the way for alternative behaviour. 

· Be both very clear and specific on what the aggression and threats affect you, how you feel and what you think of it. 

· Formulate your comment in terms of which behaviour affects you in what way. So statements like: “This and this (behaviour) makes me angry/nervous“ are much more effective than: “you are making me angry/nervous”. The former gives the patient the opportunity to change his behaviour, whereas the latter will easily seen by the patient as a personal attack, making him more helpless and anxious.

When leaving the patient, ending the contact

· Always clearly state and explain why you leave the patient, why you end the conversation. Taking leave of someone, leaving the patient behind, means leaving the patients’ vulnerable territory and this gives him the opportunity to ‘shut the door’ behind you. 

Additional guidelines in acute threatening crises 

· Negotiate on the use of neutral territory for talks 

· Clearly describe the impact of the current problems on you and the rest of staff

· Clearly outline the predictable and undesired outcomes if things don’t change

· Then: propose a cease fire 

· Specify the mutual conditions of a “cease fire”

· Establish cease fire and time limit 

· Start the peace talks afterwards 

· Invest in the process of peace talks instead of in quick outcomes/results 

First results on implementing the set guidelines in four psychiatric centers 

Nursing staff were instructed on the guidelines and were asked to implement this in the treatment of paranoid patients. 

So far, 7 patients were included in this second part of the study. 

In five cases (all acute threatening crises) the first intervention consisted of proposing a cease- fire, stated in these very words. 

Four of these 5 patients immediately accepted this proposal, whereas in two cases the patients refused any discussion. 

One patient said he would think about it but escaped the same night from the ward. 

And in three cases, the comments of nursing staff afterwards were that of a real breakthrough in the treatment of these patients after the cease-fire, improving working alliance very much. In the fourth case, results were poorer in terms of reduction of aggressive and violent incidents and improving the working-alliance. 

The starting point with the other two patients was more of a long lasting impasse, rather than an acute threatening crisis. 

In these cases nursing staff decided to apply the set of general guidelines. 

In one case the number of threats and aggressive incidents dropped strongly, and subsequent constrictive measures could be stopped within two weeks (30 months ago). 

This after 18 years in which the longest period without constrictive measures lasted 3.5 months. And, in the case of Arend, implementation of these guidelines resulted in a strong drop in the number and severity of physical attacks, but hardly in the frequency of verbal threats, as the situation described before. Arend kept using the seclusion room on his own demand between 1 and 15 times a month. 

Further results will hopefully be published next year. 
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