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from a retrospective cross-
sectional study of 141 aged
patients with mood disorders
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Objective: This study aims to explore the risk factors and protective factors
associated with violence in patients with mood disorders and to identify the
differences in these risk factors between clinical subtypes: bipolar disorder (BD)
and major depressive disorder (MDD).

Methods: A retrospective cross-sectional investigation was conducted from
February 2021 to March 2024. Participants were consecutively sampled from
the geriatric psychiatric ward of a tertiary psychiatric hospital. The general
information questionnaire, Brgset Violence Checklist (BVC), Geriatric
Depression Scale (GDS), and Functional Activity Questionnaire (FAQ) were used
to evaluate the risk of violence, depressive syndromes, and activities of daily living
of the participants.

Results: Among the 141 elderly patients with mood disorders, 40 (28.4%) were
diagnosed with bipolar disorder and 101 (71.6%) with major depressive disorder.
The sample included 34.8% males and 65.2% females, with an average age of
67.42 + 6.91 years. Regarding educational attainment, 12.1% had completed a
bachelor’'s degree or higher, 22.7% had completed senior school or an associate
degree, and the majority (65.2%) had received education at the junior high school
level or below. Unhealthy lifestyles, such as smoking and alcohol use, were
relatively uncommon, with 7.1% smoking and 5% consuming alcohol. Univariate
analysis of elderly patients with mood disorders revealed that gender, smoking
status, first admission, type of admission, length of hospitalization, and restraint
condition were significantly related to the risk of violence (P < 0.05). Additionally,
the GDS and FAQ scores showed statistically significant differences (P < 0.05).
Multiple linear regression analysis indicated that abnormal GDS scores (B =
-0.424, P < 0.001), restraint condition (Yes) (8 = 0.181, P < 0.05), and length of
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hospitalization (>14 days) (8 = 0.145, P < 0.05) were significant factors influencing
the risk of violence in hospitalized elderly patients with mood disorders.
Specifically, for patients with MDD, abnormal GDS scores (8 = -0.207, P < 0.05)
and restraint condition (Yes) (B8 = 0.437, P < 0.001) were significant factors. For
patients with BD, the length of hospitalization (>14 days) (8= 0.260, P < 0.05) was
a significant factor influencing the risk of violence.

Conclusion: Patients with mood disorders have a potential risk of violence, and
the clinical factors influencing this risk differ between clinical subtypes.
Therefore, given these distinct risk profiles across subtypes, precise risk
assessment and early intervention are necessary to mitigate the risk of violence

in these patients.
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Introduction

Mood disorders are a category of neuropsychiatric illnesses
primarily characterized by mood disturbances. Individuals with
mood disorders experience single or recurrent episodes of mood
changes, such as severe depression and mania (1). According to the
Diagnostic and Statistical Manual of Mental Disorders (DSM-V),
mood disorders are divided into two groups: bipolar and related
disorders and major depressive disorder (2). Mood disorders are
among the most common and disabling mental health conditions
worldwide (3). The global population is aging rapidly, with the
number of people over 60 expected to increase from 605 million to 2
billion (4). Approximately 25% of individuals with bipolar disorder
(BD) and 5% of those with major depressive disorder (MDD) are 60
years or older (5, 6). This proportion will likely grow in tandem with
global demographic changes (6).

The World Health Organization (WHO) defines violence as:
“the intentional use of physical force or power, threatened or actual,
against oneself, another person, or against a group or community,
that either results in or has a high likelihood of resulting in injury,
death, psychological harm, maldevelopment, or deprivation” (7).
Elderly individuals with mood disorders are often considered
vulnerable to violence due to physical decline, interpersonal
conflicts and disorientations (8, 9). However, older adults with
mood disorders may also be more prone to engaging in aggressive
behaviors (10). Notably, individuals with mood disorders, including
MDD and BD, are two to three times more likely to exhibit
aggression than those without mental disorders (11). The clinical
characteristics of violent behavior differ significantly between BD
and MDD (12). In patients with BD, the risk of violence increases
significantly during manic or mixed episodes (13). In contrast,
violent behavior in patients with MDD is often associated with poor
regulation of negative emotions (14). Although episodes of MDD
are characterized by anhedonia, low mood, low energy, and loss of
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interest, severe depressive states would lead to agitation, poor
impulse control, and even suicidal behavior (15). Clinically,
patients with MDD might exhibit self-violence, such as self-injury
and suicidal behavior, particularly those with severe depressive
symptoms (16, 17).

Elderly patients with a higher risk of violence experience a lower
quality of life, along with increased incidence of disability and
mortality (18). A meta-analysis of 35 studies found that 17% of
newly admitted psychiatric patients exhibited violent behavior,
indicating that mental health service providers often witness or
suffer from physical injury when caring for these patients (19).
Elderly individuals with mood disorders experience a decline in
cognitive function as their condition progresses, leading to impaired
judgment and self-control, which increases the risk of violent
behavior towards healthcare providers (20). Non-pharmacological
interventions play an important role in addressing the aggressive
behavior of patients with mood disorders. For instance, de-
escalation techniques can help patients articulate their emotions
and needs through verbal and behavioral guidance, enhance their
sense of participation and control, and promote emotional stability
and self-esteem (21).

Although non-pharmacological interventions have shown
advantages in managing violence risk, their limitations should be
considered (22). Most importantly, the effectiveness of these
interventions depends on the clinical conditions of individuals, as
well as cultural and social factors. Identifying the specific factors
contributing to violence in patients with MDD and BD can aid in
developing targeted risk assessment measures and corresponding
interventions. Nonetheless, relevant studies are scarce. To address
this issue, the present cross-sectional study aims to explore the
risk factors influencing violence levels in patients with mood
disorders and to identify the differences in these factors
between the clinical subtypes of bipolar disorder and major
depressive disorder.
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Materials and methods
Participants

A retrospective cross-sectional study was conducted in
Guangdong, China, from February 2021 to March 2024.
Participants were consecutively recruited from the geriatric
psychiatric ward of a tertiary psychiatric hospital. Inclusion
criteria were as follows: a) a diagnosis of BD or MDD, b) the
ability to communicate and complete the scale ratings, and c)
agreement to participate and complete the written informed
consent. Exclusion criteria were as follows: a) the presence of
severe physical diseases, and b) refusal to sign the written
informed consent. The study was conducted in accordance with
the Declaration of Helsinki and was approved by the Ethics
Committee of the Affiliated Brain Hospital of Guangzhou
Medical University.

Measurements

All outcomes were collected within 3 days of admission,
including socio-demographic characteristics, depressive
symptoms, activities of daily living, and risk of violence. A
specially designed questionnaire was used to gather demographic
characteristics, including age, gender, education, diagnosis,
smoking status, alcohol use, and other relevant factors.
Methodological quality was evaluated using the checklist from the
Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) statement.

Broset Violence Checklist

The Broset Violence Checklist (BVC), developed by Linaker
et al. (1995), was used to evaluate the risk of violence among
participants (23). The BVC comprises six items: confusion,
irritability, boisterousness, verbal threats, physical threats, and
attacking objects. Each item is scored as 0 or 1 (yes = 1; no = 0)
based on the presence of risky behavior. A total score of 1-2
indicates a moderate risk of violence, while a score of 3 or higher
signifies a high risk. The BVC has previously demonstrated validity
and reliability in assessing violence risk (24, 25).

The Geriatric Depression Scale

The Geriatric Depression Scale was used to evaluate depressive
symptoms in older adults (26). The scale consists of 30 items, with
scores ranging from 0 to 30. A score of 11 or above indicates the
presence of depressive symptoms (27). Specifically, scores of 0-10
suggest no depression, 11-20 indicate mild depression, 21-25
signify moderate depression, and scores of 26 or higher indicate
severe depression.
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Functional Activity Questionnaire

The Functional Activity Questionnaire, developed by Pfeffer,
was used to quantify dependence in daily activities among older
adults (28). The FAQ consists of 10 items that assess dependence in
activities such as managing simple finances, paying bills on
schedule, shopping alone for clothes, household necessities, and
groceries, pursuing hobbies, doing chores, preparing meals, keeping
up with current events, discussing TV programs, books, and
magazines, following schedules, and maintaining the ability to be
active. Each item is rated on a scale from 0 to 3, where 0 indicates no
assistance needed, 1 denotes mild difficulty, 2 signifies the need for
assistance, and 3 represents complete dependence on external aid.
FAQ score< 5 indicates normal with the ability to independently
complete social life; a score of 5 or above indicates an abnormality
that individuals being dependent with the family or community.

Data collection

Data were collected by research assistants who had completed
consistency training. Before the interview, participants were
informed about the purpose and significance of the study and
were given instructions on how to complete the questionnaires
and sign the informed consent forms. All completed questionnaires
were collected on-site and checked for completeness. Out of the 141
questionnaires distributed, all 141 were included in the
final analysis.

Statistical analyses

All statistical analyses were performed using SPSS version 25.0.
Continuous variables and categorical variables were presented as
mean * standard deviation (SD) or frequency (percentage),
respectively. Differences in clinical and violence characteristics
among participants were analyzed using t-tests and one-way
ANOVA. Indicators that were statistically significant in the
univariate analysis were included in the linear regression model.
A Pvalue < 0.05 (two-tailed) was considered statistically significant.

Results
Demographic and clinical variables

Among the 141 elderly patients with mood disorders, 40
(28.4%) were diagnosed with BD and 101 (71.6%) with MDD.
The study included 34.8% male and 65.2% female participants, with
an average age of 67.42 + 6.91 years old. In terms of educational
attainment, 12.1% had completed a bachelor’s degree or higher,
22.7% had completed senior school or an associate degree, and the
majority (65.2%) had received education at the junior high school
level or below. Unhealthy lifestyles were reported by a minority of
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participants, with smoking prevalence at 7.1% and alcohol use at
5.0%. (Table 1)

Univariate analysis of violent risk in elderly
patients with mood disorders

According to the grouping characteristics of different variables,
t-tests or one-way ANOVA tests were used. The results indicated
that gender, unhealthy lifestyles (smoking and drinking), first
admission status, type of admission, length of hospitalization, and
use of restraints were associated with the occurrence of aggressive
behavior in elderly patients with mood disorders (P < 0.05).
Additionally, the GDS and FAQ scores of hospitalized elderly
patients with mood disorders showed statistically significant
differences (P < 0.05). (Table 2)

Univariate linear regression analysis of
violent risk in elderly patients with mood
disorders

Variables with statistical differences in independent sample t-
tests and one-way ANOVA were set as independent variables for
further analysis. Univariate linear regression analysis was
performed on these variables, indicating that gender, smoking,
first admission status, type of admission, length of hospitalization,
GDS scores, and FAQ scores were statistically significant (Table 3).

Linear regression analysis of violent risk in
elderly patients with mood disorders

In the linear regression analysis, the BVC scores were used as
the dependent variable for mood disorders overall, as well as
separately for MDD and BD. The results indicated that GDS
scores (abnormal), restraint condition (Yes), and length of
hospitalization (>14 days) were significant factors influencing
violence risk in participants with mood disorders (P < 0.05). For
participants with MDD, restraint condition (Yes) and abnormal
GDS scores were significant factors (P < 0.05). Meanwhile, for
participants with BD, the length of hospitalization (>14 days) was a
significant factor (P < 0.05) (Table 4).

Discussion

This cross-sectional study examined various factors influencing
the risk of violent behavior in elderly inpatients with mood
disorders, which aimed to explore the risk factors affecting
violence levels in these patients and to identify differences in
these factors between the clinical subtypes of bipolar disorder and
major depressive disorder. Firstly, elderly inpatients with mood
disorders generally have a high potential risk of violence. Compared
to patients with dementia (29, 30), the risk of violence in those with
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Iltem Subcategory Frequency Proportion (%)
Sex

Male 49 34.8

Female 92 65.2
Age

<60 18 12.8

60 < age <75 103 73.0

>75 20 14.2
Education

}]:;Eowr high school and 0 652

Senior school and associate

degree 32 22.7

Bachelor Degree and above 17 12.1
Diagnosis

Bipolar disorder 40 284

Major depressive disorder 101 71.6
Smoking

No 131 92.9

Yes 10 7.1
Alcohol use

No 134 95.0

Yes 7 5.0
First admission

No 49 34.8

Yes 92 65.2
Type of admission

Voluntary 32 227

Involuntary 109 77.3
Length of hospitalization

<14 23 16.3

>14 118 83.7
Restraint

No 128 90.8

Yes 13 9.2
GDS

Normal 38 27.0

Abnormal 103 73.0
FAQ

Independent 79 56.0

Dependent 62 44.0
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TABLE 2 Univariate analysis of BVC scores in patients with mood
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TABLE 3 Univariate linear regression analysis of BVC scores in patients

disorders. with mood disorders.
ltem BvVC t/F P Item B P
Sex Sex
Male 151£1.80 | 25.87 0.001 Male 0.319 <0.001
Female 0.53+1.11 Female -0.319
Age Smoking
<60 0613098 | 2.835 0.062 No -0.346 <0.001
60-74 1.04+1.60 Yes 0.346
275 0.25+0.72 First admission
Education No 0.217 0.010
Junior high school and below 0.72+1.33 2.225 0.112 Yes -0.217
Seni . .
enior school and associate 345181 Type of admission
degree
Voluntary 0.255 0.002
Bachelor Degree and above 0.82+1.33
Involuntary -0.255
Diagnosis
Length of hospitalization
Bipolar disorder 2.33£1.77 -6.974 <0.001
<14 -0.146 0.085
Major depressive disorder 0.23+0.77
>14 0.146
Smoking
Restraint
No 0.73+1.32 | -3.056 | <0.001
No -0.364 <0.001
Yes 2.70+2.00
Yes 0.364
Alcohol use
GDS
No 0.82+142 | -1.842 0.068
Normal 0.621 <0.001
Yes 1.86£1.95
Abnormal -0.601
First admission
FAQ
No 1315179 | -2.395 0.019
Independent 0.207 0.014
Yes 0.64+1.26
Dependent -0.207
Type of admission
Voluntary 0.19+0.59 | -4.815 | <0.001
mood disorders had been often overlooked (31). Elderly patients
Involunt 1.07£1.58 . . o N . . .
R with BD might exhibit extreme irritability and impulsive behavior
Length of hospitalization during manic episodes, while those with MDD may become
14 0395072 | 2769 0.007 aggressive due to severe depression. Previous research has found
that individuals experiencing manic episodes have a 2.6 times
>14 0.97+1.55 . . . . N
higher risk of violence compared to those not in a manic episode
Restraint (31). Notably, our findings indicated that elderly patients with BD
No 0704132 1653 0,003 had a higher risk of violence compared to those with MDD (BVC:
BD vs. MDD, P < 0.001). Therefore, it is crucial to conduct thorough
¢ 2.54£1.76 . . L . .
eS violence risk assessments for elderly inpatients with mood disorders
GDS and to implement early interventions for high-risk individuals.
Normal 2324174 | 39412 | <0001 Moreover, enhancing the capacity of healthcare providers to
manage aggressive patients is also essential.
Al 1 .34:£0. . . .
bnorma 034+088 Secondly, in elderly patients with MDD, we observed that
FAQ individuals with higher BVC scores also had higher GDS scores,
Independent 144165 5606 0,010 suggesting that aggressive behavior was associated with the severity
of depressive symptoms. This finding is consistent with a previous
Dependent 0.53+1.11
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TABLE 4 Multivariate linear regression analysis of BVC scores among
patients with mood disorder, major depressive disorder, and bipolar
disorder.

Major .
Mood Jor Bipolar
disorder S disorder
disorder
B P B P P
GDS (=Abnormal) 10424 | <0.001 | -0207 | 0.015 - -
Restraint (=Yes) 0.181 | 0.003 | 0437 | <0.001 - -
Length of
hospitalization (>14 0.145 0.013 - - 0.260 | 0.047
day)

et al. (2021) found no clinical association between violence risk
levels and the severity of depressive symptoms in patients with
MDD (33). The discrepancy between results may be attributed to
differences in study populations, given that Weltens et al. (2021)
focused on adult patients, while our investigation specifically
examined elderly patients with MDD.

Thirdly, the BVC score was associated with the use of physical
restraint among patients with mood disorders and MDD. However,
this result should be interpreted with caution. In general, national
guidelines stipulate that physical restraint is implemented when a
patient exhibits violent behavior towards others, self-injury (or
suicide), or disturbances in medical order (34). The items on the
BVC encompass aggressive behaviors, and most of these items are
also regarded as indicators of physical assault according to clinical
guidelines (35). Besides, empirical studies have shown that
aggressive behavior is a key predictor of physical restraint, with
70% of patients with MDD potentially posing physical harm to
themselves or others (36, 37). Therefore, significant attention
should be given to the violence risk in patients with MDD, while
the BVC may serve as a concise and convenient tool for assessing
this risk.

Last but not least, among patients with BD, those with higher
BVC scores at admission had longer hospitalizations. On the one
hand, a high BVC score often reflects the severity of a manic
episode, necessitating an extended hospitalization (typically >14
days) due to the increased need for mental health care (38, 39). On
the other hand, prolonged hospitalization might exacerbate feelings
of anxiety and tension among elderly patients with BD, potentially
increasing the risk of violence (8). Mania, closely related to violence
risk, is a core symptom of BD (40). However, managing BD during
hospitalization is challenging due to the alternating episodes of
mania and depression. Thus, continuous evaluation of violence risk
in elderly patients with BD is essential throughout during
inpatient treatment.

In conclusion, patients with mood disorders have a potential
risk of violence, with clinical factors differing between BD and
MDD. Thus, concise risk assessments and early interventions are
essential to manage and mitigate violence risk. Nevertheless, this
study has several limitations that should be noted. First, BVC was
selected for its strength in rapid violence risk assessment, but the
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multifaceted nature or long-term factors of violence risk should be
also taken into account, and the assessment was unable to quantify
the severity of manic/mixed episodes. Second, crucial clinical
history characteristics, such as the number of previous episodes
and suicide attempts, were not collected, limiting the analysis of
these important prognostic factors. Third, the retrospective cross-
sectional design inherently prevents the establishment of causal
inferences regarding the directionality of the observed associations.
Future research should address these limitations to provide a more
comprehensive understanding of violence risk in patients with
mood disorders.

Data availability statement

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

Ethics statement

The studies involving humans were approved by the Ethics
Committee of the Affiliated Brain Hospital of Guangzhou Medical
University. The studies were conducted in accordance with the
local legislation and institutional requirements. The participants
provided their written informed consent to participate in
this study.

Author contributions

JY: Conceptualization, Methodology, Supervision, Writing -
original draft, Writing - review & editing. TZ: Writing - original
draft, Writing - review & editing. LL: Conceptualization,
Supervision, Writing — original draft, Writing - review & editing.
LM: Methodology, Project administration, Writing — review &
editing. JC: Investigation, Methodology, Writing - review &
editing. WW: Conceptualization, Methodology, Writing — review
& editing. YW: Conceptualization, Formal Analysis, Writing —
review & editing. XL: Formal Analysis, Methodology, Writing —
review & editing. LY: Writing - review & editing. SW:
Methodology, Project administration, Writing - review & editing.
ZL: Conceptualization, Data curation, Methodology, Writing -
review & editing. DZ: Conceptualization, Methodology,
Project administration, Writing - review & editing. AX:
Conceptualization, Funding acquisition, Resources, Supervision,
Writing - review & editing.

Funding

The author(s) declared financial support was received for this
work and/or its publication. This work was supported by
Guangzhou Municipal Health Commission [grant number:

frontiersin.org


https://doi.org/10.3389/fpsyt.2025.1700530
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Ye et al.

2023A031002, SL2022A03]J01476], Department of Education of
Guangdong Province [grant number: 2021JD119], Chinese
Nursing Association [grant number: ZHK202108], Guangzhou
Research-oriented Hospital and Guangzhou Municipal Key
Discipline in Medicine (2025-2027).

Acknowledgments

We would like to thank all the participants who have
contributed to this study.

Conflict of interest

The author(s) declared that this work was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

References

1. Forstner AJ, Hoffmann P, N6then MM, Cichon S. Insights into the genomics of
affective disorders. Medizinische Genetik. (2020) 32:9-18. doi: 10.1515/medgen-2020-
2003

2. Salazar Kimpf M, Kanske P. Mimicry and affective disorders. Front Psychiatry.
(2022) 13:1105503. doi: 10.3389/fpsyt.2022.1105503

. 3. Jezuchowska A, Schneider-Matyka D, Rachubifiska K, Reginia A, Panczyk M,
Cwiek D, et al. Coping strategies and adherence in people with mood disorder: a cross-
sectional study. Front Psychiatry. (2024) 15:1400951. doi: 10.3389/fpsyt.2024.1400951

4. Organization W H. Ageing and health (2022). Available online at: https://www.
who.int/news-room/fact-sheets/detail/ageing-and-health (Accessed October 15, 2022).

5. GHDx. Available online at: https://vizhub.healthdata.org/gbd-results/. To HM a E
G H D E (Accessed October 15, 2022).

6. Sajatovic M, Dols A, Rej S, Almeida OP, Beunders AJ, Blumberg HP, et al. Bipolar
symptoms, somatic burden, and functioning in older-age bipolar disorder: Analyses
from the Global Aging & Geriatric Experiments in Bipolar Disorder Database project.
Bipolar Disord. (2022) 24:195-206. doi: 10.1111/bdi.13119

7. Krug EG, Mercy JA, Dahlberg LL, Zwi AB. The world report on violence and
health. Lancet (London England). (2002) 360:1083-8. doi: 10.1016/S0140-6736(02)
11133-0

8. Castro VC, Rissardo LK, Carreira L. Violence against the Brazilian elderlies: an
analysis of hospitalizations. Rev Bras enfermagem. (2018) 71 Suppl 2:777-85.
doi: 10.1590/0034-7167-2017-0139

9. Rosen T, Makaroun LK, Conwell Y, Betz M. Violence in older adults: scope,
impact, challenges, and strategies for prevention. Health affairs (Project Hope). (2019)
38:1630-7. doi: 10.1377/hlthaff.2019.00577

10. Wharton T, Paulson D, Macri L, Dubin L. Delirium and mental health history as
predictors of aggression in individuals with dementia in inpatient settings. Aging Ment
Health. (2018) 22:121-8. doi: 10.1080/13607863.2016.1235680

11. Stathas TM. Violence and mental disorders: Developments in risk assessment -
Monahan,], Steadman,H. ] Am Acad Psychiatry Law. (1997) 25:127-8.

12. Dolenc B, Dernovsek MZ, Sprah L, Tavcar R, Perugi G, Akiskal HS. Relationship
between affective temperaments and aggression in euthymic patients with bipolar
mood disorder and major depressive disorder. J mood Disord. (2015) 174:13-8.
doi: 10.1016/j.jad.2014.11.007

13. Buckley PF, Paulsson B, Brecher M. Treatment of agitation and aggression in
bipolar mania: efficacy of quetiapine. J mood Disord. (2007) 100 Suppl 1:533-43.
doi: 10.1016/j.jad.2007.02.005

14. Fritz M, Shenar R, Cardenas-Morales L, Jiger M, Streb J, Dudeck , et al.
Aggressive and disruptive behavior among psychiatric patients with major depressive
disorder, schizophrenia, or alcohol dependency and the effect of depression and self-
esteem on aggression. Front Psychiatry. (2020) 11:599828. doi: 10.3389/
fpsyt.2020.599828

15. Judd LL, Schettler PJ, Coryell W, Akiskal HS, Fiedorowicz JG. Overt irritability/
anger in unipolar major depressive episodes: past and current characteristics and

Frontiers in Psychiatry

10.3389/fpsyt.2025.1700530

Generative Al statement

The author(s) declare that Generative AI was not used in the
creation of this manuscript.

Any alternative text (alt text) provided alongside figures in this
article has been generated by Frontiers with the support of artificial
intelligence and reasonable efforts have been made to ensure
accuracy, including review by the authors wherever possible. If
you identify any issues, please contact us.

Publisher’'s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations,
or those of the publisher, the editors and the reviewers. Any product
that may be evaluated in this article, or claim that may be made by its
manufacturer, is not guaranteed or endorsed by the publisher.

implications for long-term course. JAMA Psychiatry. (2013) 70:1171-80. doi: 10.1001/
jamapsychiatry.2013.1957

16. Krakowski MI, Czobor P. Depression and impulsivity as pathways to violence:
implications for antiaggressive treatment. Schizophr Bull. (2014) 40:886-94.
doi: 10.1093/schbul/sbt117

17. Dudeck M, Sosic-Vasic Z, Otte S, Rasche K, Leichauer K, Tippelt S, et al. The
association of adverse childhood experiences and appetitive aggression with suicide
attempts and violent crimes in male forensic psychiatry inpatients. Psychiatry Res.
(2016) 240:352-7. doi: 10.1016/j.psychres.2016.04.073

18. Jurdi R k A, Rej S, Sajatovic M. Aging with serious mental illness: An overview
and implications for service delivery. Journal of the American Society on aging (2014) 38
(3):14-22.

19. Iozzino L, Ferrari C, Large M, Nielssen O, Girolamo G. Prevalence and risk
factors of violence by psychiatric acute inpatients: A systematic review and meta-
analysis. PloS One. (2015) 10:¢0128536. doi: 10.1371/journal.pone.0128536

20. Goldhagen RFS, Davidtz J. Violence, older adults, and serious mental illness.
Aggression Violent Behav. (2021) 57:101439. doi: 10.1016/j.avb.2020.101439

21. Richmond JS, Berlin JS, Fishkind AB, Jr GH, Zeller SL, Wilson MP, et al. Verbal
de-escalation of the agitated patient: consensus statement of the American association
for emergency psychiatry project BETA de-escalation workgroup. western ] Emergency
Med. (2012) 13:17-25. doi: 10.5811/westjem.2011.9.6864

22. Georgieva I, Mulder CL, Noorthoorn E. Reducing seclusion through involuntary
medication: a randomized clinical trial. Psychiatry Res. (2013) 205:48-53. doi: 10.1016/
j.psychres.2012.08.002

23. Linaker OM, Busch-Iversen H. Predictors of imminent violence in psychiatric
inpatients. Acta psychiatrica Scandinavica. (1995) 92:250-4. doi: 10.1111/j.1600-
0447.1995.tb09578.x

24. Almvik R, Woods P, Rasmussen K. Assessing risk for imminent violence in the
elderly: the Broset Violence Checklist. Int ] geriatric Psychiatry. (2007) 22:862-7.
doi: 10.1002/gps.1753

25. Vaaler AE, Iversen VC, Morken G, Flovig JC, Palmstierna T, Linaker OM. Short-
term prediction of threatening and violent behaviour in an Acute Psychiatric Intensive
Care Unit based on patient and environment characteristics. BMC Psychiatry. (2011)
11:44. doi: 10.1186/1471-244X-11-44

26. Yesavage JA, Brink TL, Rose TL, Lum O, Huang V, Adey M, et al. Development
and validation of a geriatric depression screening scale: a preliminary report. J Psychiatr
Res. (1982) 17:37-49. doi: 10.1016/0022-3956(82)90033-4

27. Chen X, Han P, Yu X, Zhang Y, Song P, Liu Y, et al. Relationships between
sarcopenia, depressive symptoms, and mild cognitive impairment in Chinese
community-dwelling older adults. J Affect Disord. (2021) 286:71-7. doi: 10.1016/
jjad.2021.02.067

28. Pfeffer RI, Kurosaki TT, Harrah CH Jr., Chance JM, Filos S. Measurement of
functional activities in older adults in the community. ] gerontology. (1982) 37:323-9.
doi: 10.1093/geron;j/37.3.323

frontiersin.org


https://doi.org/10.1515/medgen-2020-2003
https://doi.org/10.1515/medgen-2020-2003
https://doi.org/10.3389/fpsyt.2022.1105503
https://doi.org/10.3389/fpsyt.2024.1400951
https://www.who.int/news-room/fact-sheets/detail/ageing-and-health
https://www.who.int/news-room/fact-sheets/detail/ageing-and-health
https://vizhub.healthdata.org/gbd-results/
https://doi.org/10.1111/bdi.13119
https://doi.org/10.1016/S0140-6736(02)11133-0
https://doi.org/10.1016/S0140-6736(02)11133-0
https://doi.org/10.1590/0034-7167-2017-0139
https://doi.org/10.1377/hlthaff.2019.00577
https://doi.org/10.1080/13607863.2016.1235680
https://doi.org/10.1016/j.jad.2014.11.007
https://doi.org/10.1016/j.jad.2007.02.005
https://doi.org/10.3389/fpsyt.2020.599828
https://doi.org/10.3389/fpsyt.2020.599828
https://doi.org/10.1001/jamapsychiatry.2013.1957
https://doi.org/10.1001/jamapsychiatry.2013.1957
https://doi.org/10.1093/schbul/sbt117
https://doi.org/10.1016/j.psychres.2016.04.073
https://doi.org/10.1371/journal.pone.0128536
https://doi.org/10.1016/j.avb.2020.101439
https://doi.org/10.5811/westjem.2011.9.6864
https://doi.org/10.1016/j.psychres.2012.08.002
https://doi.org/10.1016/j.psychres.2012.08.002
https://doi.org/10.1111/j.1600-0447.1995.tb09578.x
https://doi.org/10.1111/j.1600-0447.1995.tb09578.x
https://doi.org/10.1002/gps.1753
https://doi.org/10.1186/1471-244X-11-44
https://doi.org/10.1016/0022-3956(82)90033-4
https://doi.org/10.1016/j.jad.2021.02.067
https://doi.org/10.1016/j.jad.2021.02.067
https://doi.org/10.1093/geronj/37.3.323
https://doi.org/10.3389/fpsyt.2025.1700530
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Ye et al.

29. O’Callaghan CE, Richman AV, Majumdar B. Violence in older people with
mental illness. Adv Psychiatr Treat. (2018) 16:339-48. doi: 10.1192/apt.bp.108.006288

30. Zahodne LB, Ornstein K, Cosentino S, Devanand DP, Stern Y. Longitudinal
relationships between Alzheimer disease progression and psychosis, depressed mood,
and agitation/aggression. Am ] geriatric Psychiatry. (2015) 23:130-40. doi: 10.1016/
j.jagp.2013.03.014

31. Khalsa HK, Baldessarini RJ, Tohen M, Salvatore P. Aggression among 216
patients with a first-psychotic episode of bipolar I disorder. Int ] bipolar Disord. (2018)
6:18. doi: 10.1186/s40345-018-0126-8

32. Corruble E, Damy C, Guelfi JD. Impulsivity: a relevant dimension in depression
regarding suicide attempts? J Affect Disord. (1999) 53:211-5. doi: 10.1016/5s0165-0327
(98)00130-x

33. Weltens I, Bak M, Verhagen S, Vandenberk E, Domen P, Amelsvoort T, et al.
Aggression on the psychiatric ward: Prevalence and risk factors. A systematic review of
the literature. PloS One. (2021) 16:¢0258346. doi: 10.1371/journal.pone.0258346

34. YeJ, Wang C, Xiao A, Xia Z, Yu I, Lin J, et al. Physical restraint in mental health
nursing: A concept analysis. Int ] Nurs Sci. (2019) 6:343-8. doi: 10.1016/j.ijnss.2019.04.002

Frontiers in Psychiatry

08

10.3389/fpsyt.2025.1700530

35. Sarver WL, Radziewicz R, Coyne G, Colon K, Mantz L. Implementation of the
broset violence checklist on an acute psychiatric unit. ] Am Psychiatr Nurses Assoc.
(2019) 25:476-86. doi: 10.1177/1078390318820668

36. Barraclough B, Bunch J, Nelson B, Sainsbury P. A hundred cases of suicide:
clinical aspects. Br ] Psychiatry. (1974) 125:355-73. doi: 10.1192/bjp.125.4.355

37. Perroud N, Baud P, Mouthon D, Courtet P, Malafosse A. Impulsivity, aggression
and suicidal behavior in unipolar and bipolar disorders. ] Affect Disord. (2011) 134:112-
8. doi: 10.1016/j.jad.2011.05.048

38. Troisi A, Kustermann S, Di Genio M, et al. Hostility during admission interview
as a short-term predictor of aggression in acute psychiatric male inpatients. ] Clin
Psychiatry. (2003) 64:1460-4. doi: 10.4088/JCP.v64n1210

39. Barlow K, Grenyer B, Ilkiw-Lavalle O. Prevalence and precipitants of aggression
in psychiatric inpatient units. Aust New Z ] Psychiatry. (2000) 34:967-74. doi: 10.1080/
000486700271

40. Ekinci O, Albayrak Y, Ekinci AE, Caykoylu A. Relationship of trait impulsivity
with clinical presentation in euthymic bipolar disorder patients. Psychiatry Res. (2011)
190:259-64. doi: 10.1016/j.psychres.2011.06.010

frontiersin.org


https://doi.org/10.1192/apt.bp.108.006288
https://doi.org/10.1016/j.jagp.2013.03.014
https://doi.org/10.1016/j.jagp.2013.03.014
https://doi.org/10.1186/s40345-018-0126-8
https://doi.org/10.1016/s0165-0327(98)00130-x
https://doi.org/10.1016/s0165-0327(98)00130-x
https://doi.org/10.1371/journal.pone.0258346
https://doi.org/10.1016/j.ijnss.2019.04.002
https://doi.org/10.1177/1078390318820668
https://doi.org/10.1192/bjp.125.4.355
https://doi.org/10.1016/j.jad.2011.05.048
https://doi.org/10.4088/JCP.v64n1210
https://doi.org/10.1080/000486700271
https://doi.org/10.1080/000486700271
https://doi.org/10.1016/j.psychres.2011.06.010
https://doi.org/10.3389/fpsyt.2025.1700530
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

	Factors associated with violence in bipolar disorder versus major depressive disorder: insights from a retrospective cross-sectional study of 141 aged patients with mood disorders
	Introduction
	Materials and methods
	Participants
	Measurements
	Br&oslash;set Violence Checklist
	The Geriatric Depression Scale
	Functional Activity Questionnaire
	Data collection
	Statistical analyses

	Results
	Demographic and clinical variables
	Univariate analysis of violent risk in elderly patients with mood disorders
	Univariate linear regression analysis of violent risk in elderly patients with mood disorders
	Linear regression analysis of violent risk in elderly patients with mood disorders

	Discussion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Generative AI statement
	Publisher’s note
	References


