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ABSTRACT 

SMOKING AND VIOLENCE: AN EXPLORATORY STUDY 

WITHIN A MAXIMUM SECURITY 

FORENSIC INSTITUTION 

By 

Yvonne Lapp Cryns 

May 2011 

Nicotine addiction among the mentally ill occurs at a high rate and aggressive 

behavior frequently occurs in forensic psychiatric facilities. Few studies focused on 

psychiatric forensic inpatients and their behavioral response to nicotine withdrawal. This 

study was an analysis of the association between nicotine and aggressive acts, reported in 

Special Incident Reports, before and after a smoking ban at a forensic hospital. The 

findings indicate a notable increase in aggressive acts in the week following 

implementation of a smoking ban with a parallel rise in use of seclusion and restraint. A 

significant decrease in self harm and a notable increase in aggressive acts to other 

patients occurred following the ban. 

Further research is needed to examine the relationship between nicotine 

withdrawal and aggressive inpatient behavior. Violence in forensic psychiatric settings is 

an occupational hazard to nursing staff and a better understanding of violence will 

improve staff safety and clinical care. 
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CHAPTER 1 

INTRODUCTION 

Forensic psychiatric patients have a high rate of cigarette smoking (Hempel et al., 

2002). Smoking is a habit that has been permitted and even reinforced within psychiatric 

facilities using smoking and cigarettes as rewards, as well as giving access to cigarettes, 

tobacco, and rolling papers to inpatients (Atascadero State Hospital, 2007; Greeman & 

McClellan, 1991; Hempel et al., 2002; National Association of State Mental Health 

Program Directors Medical Directors Council, 2006; National Association of State 

Mental Health Program Directors Research Institute, Inc., 2006). Although nicotine is 

one of the most addictive drugs, it was not recognized as such until 1988 in the Surgeon 

General's report. Nicotine, the psychoactive ingredient in tobacco, acts on the nicotinic 

cholinergic receptors and can lead to cravings that produce an agitated state while 

withdrawing from nicotine (Hempel et al.). Patients withdrawing from nicotine or 

seeking smoking materials may disrupt the milieu and treatment groups (Resnick & 

Bosworth, 1989). Cigarettes are used as currency in forensic mental health hospitals and 

are known to be at the root of some disruptive or violent behavior in psychiatric facilities 

(Love & Hunter, 1999). 

In 1992, the Joint Commission on Accreditation of Healthcare Organizations 

mandated that all hospitals be non-smoking environments. However, due to concerns 

about withdrawal symptoms escalating psychiatric patients' aggression, psychiatric 
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facilities continued to permit tobacco use (Haller, McNiel, & Binder, 1996). In 2004, 

California Assembly Bill 846 amended California Government Code §§ 7596-7598 to 

prohibit smoking inside public buildings as well as within 20 feet of main entrances and 

exits. More stringent tobacco prohibitions were enacted by cities and villages affecting 

California's forensic and mental health hospitals and were implemented individually at 

the existing hospitals (City of Atascadero, 2008). The reason for the bans was to improve 

health of patients and staff and to reduce medical costs associated with effects of 

smoking. 

California has a 1,250 bed forensic maximum security facility that houses men 

with a wide range of mental disorders and who must live in close confinement to each 

other (California Department of Mental Health, 2010a). All are admitted from prisons or 

jails or from other state mental health hospitals within the system (California Department 

of Mental Health). Many patients bring with them a prison attitude that condones the use 

of violence to solve problems, establish hierarchy, and get revenge (Love & Hunter, 

1999). 

Restraint and seclusion are emergency interventions to stop imminent violent 

behavior among the residents of mental health facilities and forensic psychiatric hospitals 

(California Department of Mental Health, 2010c; Greeman & McClellan, 1991; Lawn & 

Pols, 2005). Room seclusion or physical restraints are frequently used to keep very 

disruptive patients or others safe (California Department of Mental Health). 

Because smoking withdrawal is associated with anxiety and agitation, several 

studies have proposed that aggressive conduct may escalate following the initial 

implementation of a complete tobacco ban (Greeman & McClellan, 1991; Perlman, 
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1997). Although this theory has been studied with mixed results in general psychiatric 

hospitals over the years (Greeman & McClellan; Rauter, Nesnera, & Grandfield, 1997; 

Resnick & Bosworth, 1989; Ryabik, Lippmann, & Mount, 1994; Smith & Grant, 1989; 

Smith, Pristach, & Cartagena, 1999; Thorward & Birnbaum, 1989) and in multiple 

commitment category state or forensic hospitals housing both males and females (Harris, 

Parle, & Gagne, 2007; Hempel et al., 2002), the association between a complete ban on 

tobacco and the prevalence of violent behavior in an all-male maximum security forensic 

mental health hospital has not been studied. Thus, this study explored the nature of this 

association. 

Background of the Problem 

A number of studies since 1989 evaluated the effects of smoking bans on 

psychiatric facilities. While the primary reason for enacting the bans was health 

concerns, most studies reported no significant changes in aggressive behavior. These 

studies included studies of smoking bans in general psychiatric units (Rauter et al., 1997; 

Resnick & Bosworth, 1989; Smith & Grant, 1989; Thorward & Birnbaum, 1989), 

inpatient psychiatric units (Greeman & McClellan, 1991; Smith et al., 1999), and locked 

psychiatric units (Ryabik et al., 1994). Prior studies evaluating smoking bans at general 

psychiatric hospitals used staff reports of physical aggression against other people, 

physical aggression against objects, verbal aggression, and physical aggression to self to 

determine the impact of the ban on patient aggressiveness (Haller et al., 1996). 

According to a meta-analysis by Lawn and Pols (2005), 75% of the 10 studies reviewed 

found no increase in aggressive behavior after total tobacco bans at mental hospitals. 

Harris et al. (2007) reported on the effects of a smoking ban on long-term psychiatric 
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patients including those with developmental disabilities, elderly psychiatric patients, 

acute civil patients and male mentally disordered offenders and found a reduction in 

disruptive behavior. That study, conducted over 2 years, included males and females and 

followed 83 subjects in the maximum security setting (Harris et al., 2007). Criteria used 

in the study included self-isolation, bad mood, good mood, restraint and seclusion, 

physical aggression against peers and physical aggression against staff as outcome data of 

smoking cessation at a diverse psychiatric institution. The authors found no increase in 

violence in the maximum security forensic wards following a smoking ban (Harris et al.). 

Only one study was conducted solely in a maximum security psychiatric hospital 

(Hempel et al., 2002). This sample included 140 patients who were housed at the only 

maximum security psychiatric facility in Texas. The penal code designations of these 

patients were incompetent to stand trial, not guilty by reason of insanity, as well as 

involuntary civil commitments who were non-criminals found by a judge to be manifestly 

dangerous. All the subjects lived on one of two units that provided chronic to long-term 

care and the subjects must have been present 4 weeks before and 4 weeks after the study. 

A retrospective chart review of patient records contained independent variables that 

included: a) disruptive behaviors, b) sick call events, and c) weight change. Dependent 

variables were by the number of cigarettes they smoked as nonsmoker, light smoker, 

moderate smoker, or heavy smoker (Hempel et al.). 

After the smoking ban, Hempel et al. (2002) found an 18% reduction in disruptive 

behaviors for the nonsmokers, a 23% increase in disruptive behaviors among the light 

smokers. Also found was a 49%) decline among moderate smokers (p = 0.038 versus the 

pre-ban period) and a 49% decline among heavy smokers (p = 0.008 versus the pre-ban 
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period). The authors gave three suggestions for the decrease in disruptive behaviors. 

They opined the ban a) caused changes in social interactions by eliminating the cigarette 

black market and forcing patients to talk with each other, b) eliminated the cycles of 

intermittent nicotine withdrawal and subsequent effects on the nicotinic receptors and 

behavior stability, and c) caused increased serum levels of psychotrophic medications, 

including elevated effects from those atypical medications with anti-aggressive properties 

(Hempel et al.). 

None of these earlier studies included the entire patient population who was 

present during the whole study period to evaluate the impact of a smoking ban on violent 

behavior. Many of the sample populations had fewer than 100 subjects and some studies 

focused on a few days or weeks surrounding the ban. Some of the studies were not 

facility-wide smoking bans and study patients had access to cigarettes and could continue 

to smoke in designated areas (Greeman & McClellan, 1991; Resnick & Bosworth, 1989; 

Rybarik, Lippmann, & Mount, 1994). 

It is not known how a complete smoking prohibition at an all-male maximum-

security forensic mental health hospital may change aggressive patients' conduct 

compared to before the ban. 

Problem Statement 

Tobacco prohibitions were recently implemented at forensic mental health 

facilities where violence is a frequent occurrence and where a high proportion of 

psychiatric patients smoke cigarettes. Yet, no study has explored the effects of a facility-

wide tobacco ban on violence for all patients resident for 6 months before and 6 months 

after a ban. Insight gained from such a study would be useful for clinicians and nursing 
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staff seeking to provide therapeutic treatment, stabilize psychiatric symptoms, and 

decrease aggressive acts and violence. 

Purpose of the Study 

The purpose of this study is to explore the difference in the violent behavior 

before and after a smoking ban involving a facility-wide forensic health facility was 

enforced. 

Significance of the Problem 

The primary focus of the study is to expand our evidence based understanding of 

the association between smoking cessation and psychiatric inpatient violence. This is 

important information because it can guide the nursing practice in formulating treatment 

and prevention plans for patients who are withdrawing from nicotine. This knowledge 

may be useful for preventing violence at similar institutions and provide insight so that 

prophylactic measures can be implemented to prevent aggressive behavior and prevent 

injuries to patients and staff. This knowledge may also provide better understanding of 

the impact on the milieu because the violent behavior of the entire resident population 

during the study is included in the database, instead of select subjects. 

Summary 

This chapter has presented a discussion of the research problem, which is to 

explore the association between tobacco smoking and a facility wide tobacco ban and 

aggression by forensic psychiatric patients. In addition, this chapter has addressed the 

purpose of the study which is to which is to explore the difference in the violent behavior 

before and after a smoking ban was enforced in a facility-wide forensic health facility. 
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Finally, this chapter explored the significance of this problem as it relates to psychiatric 

nursing care and staff and patient safety. 
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CHAPTER 2 

REVIEW OF LITERATURE AND THEORETICAL FRAMEWORK 

This chapter presents the review of literature and theoretical framework. In 

addition, it presents the research questions, operational definitions, assumptions, 

limitations, and delimitations. 

Review of Literature 

Literature searches were conducted using CINAHL Plus with Full Text, 

PsychlNFO, PsychArticles, Academic Search Complete, Wiley InterScience, Science 

Direct, PubMed, MEDLINE, Google, and Google Scholar databases. Topics searched 

included the terms: smoking and violence and mentally ill, negative effect smoking 

cessation psychiatric inpatient, nicotine ban and forensic, smoking ban law and forensic, 

smoking ban and forensic, smoking cessation and maximum security psychiatric, tobacco 

cessation and maximum security psychiatric, nicotine cessation and maximum security 

psychiatric, nicotine and violence and mentally ill, tobacco and violence and mentally ill, 

nicotine ban and restraint, nicotine and neurotransmitters, nicotine and withdrawal, and 

psychobiology. References used in pertinent articles were also reviewed for inclusion. 

No limitations by year, gender, or country were used. 

This literature review will present studies in the following areas: a) tobacco and 

smoking among the mentally ill, b) culture of smoking, c) aggression, violence and use of 
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restraint and seclusion, d) effect of smoking ban in general psychiatric hospitals, and e) 

effect of smoking ban in maximum-security forensic mental health hospitals. 

Tobacco and Smoking Among the Mentally 111 

Stahl (2008) reported that cigarette smoking among those with psychiatric 

disorders is estimated at 40 to 50% and to be as high as 85% among those with 

schizophrenia and bipolar disorders. According to Rauter et al. (1997), smoking 

diminishes anxiety, improves concentration, decreases the sedating effects of neuroleptic 

and benzodiazepines, and decreases therapeutic levels of psychiatric medication. 

Nicotine/tobacco smoking is a cytochrome P450 enzyme inducer that causes lower serum 

concentrations of antipsychotics (Stahl). Those with mental illness are more likely than 

others to be dependent on smoking due to their use of tobacco to manage their moods 

(Etter & Etter, 2007), override the sedative effects of their psychiatric medications, 

control their aggression, and to relax (Cooke, 1991). Nicotine is addictive and is plentiful 

in tobacco (Zaniewska, Przegalinski, & Filip, 2009). Tobacco smoking is addictive due 

to the effects of nicotine on the reward circuits by acting directly on the nicotinic 

cholinergic receptors in the brain thereby producing pleasurable sensations (Stahl). The 

receptors adapt to the chronic rhythm of the smoking of cigarettes and this leads to 

addiction and craving (Stahl). Addiction to nicotine may begin with the first puff and it 

may be the most addictive substance known (Stahl). The cessation of smoking may 

increase appetite, lead to irritability, restlessness, depression, anxiety, problems 

concentrating, and may cause sleeplessness, as well as somatic complaints of headache, 

drowsiness, GI upsets, and a slower heart rate (Rauter et al.). 
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Culture of Smoking 

The frequent activity of smoking among mental inpatients creates a social ritual 

that forms the basis for interactions with each other (Love & Hunter, 1999). Peele (1988) 

reported this phenomenon among those in a psychiatric hospital noting 8% of the 

patients' interactions revolved around smoking. Inmates in prisons use tobacco as 

currency and to manage the stresses of daily institutional life such as during transfers and 

court appearances (Richmond et al., 2009). This same ingrained culture of smoking 

accompanies inmates when they are then committed to forensic mental health facilities 

(Love & Hunter, 1999). 

Nicotine Withdrawal Treatment 

Nicotine withdrawal treatment is routinely offered to those trying to stop 

smoking, including those in psychiatric facilities (Hemple et al., 2002; Prochaska, Gill, & 

Hall, 2004). These treatments may include a prescription for a nicotine patch, a nicotine 

gum, or bupropion (Hemple et al.; Prochaska et al.). Some studies of smoking bans in 

psychiatric facilities found few patients used the available treatments, and of those who 

did use them, quickly discontinued them (Hemple et al.; Resnick & Bosworth, 1989). 

Hemple et al. noted possible reasons for the low use of these withdrawal medications to 

include: a) the characteristics of life in a psychiatric setting may have assisted to 

decrease the severity of withdrawal symptoms; b) inpatients were accustomed to living in 

jails and prisons where they were not allowed to smoke and were in "institutional 

remission;" and c) due to their former living environments, patients may have developed 

alternative coping skills for dealing with tobacco withdrawal symptoms. 
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Cessation Symptoms 

Nicotine withdrawal problems were studied in an acute psychiatric inpatient 

hospital during the first 3 days following smoking cessation to evaluate aggravation of 

psychiatric symptoms (Smith et al., 1999). Sixty patients were recruited and 44 of them 

were smokers. The patients were assessed daily for 3 days using the Nicotine 

Withdrawal Checklist (NWC) and the Brief Psychiatric Rating Scale (BPRS) to track 

their symptoms. The researchers reported 57% of smokers had greater anxiety and 

tension on the first day than the non-smokers but there was no significant difference 

between their BPRS scores. The higher the NWC score, the greater the withdrawal 

symptoms. The nonsmokers' NWC mean scores decreased more than those for smokers 

over the 3 days. The mean scores for nonsmokers versus smokers were: day one scores 

were 4.69 and 6.79, day two scores were 3.27 and 5.82, and day three scores were 3.60 

and 5.82, respectively. The authors note that on day two both smokers and non-smokers 

had similar NWC items checked except smokers more often reported having a "craving" 

(Smith et al.). 

Zaniewska et al. (2009), studied nicotine dependence and noted tobacco smoking 

withdrawal produces physical symptoms (slower heart rate and increased appetite), as 

well as behavioral symptoms such as depressed mood, irritability, and difficulty 

concentrating. Additionally, when smoking is stopped, symptoms of withdrawal such as 

decreased mood and increased irritability begin within a few hours and may last for 6 

months or more (Stahl, 2008; Zaniewska et al.). 
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Aggression, Violence, and Use of Restraint and Seclusion 

There are many reasons for violence in forensic mental health facilities. Love and 

Hunter (1999) surveyed patients at a maximum-security forensic mental health hospital 

regarding their opinions about causes of violence. The patients reported inflexible 

institutional routines and rules, pressure from other patients, bartering, strong-arming, 

territoriality, provocation from staff, threats of loss of privileges, staff not meeting patient 

needs, staff favoritism and other frustrations leading to anger and aggression. 

Specifically mentioned as a source of aggression was the loaning of cigarettes in a deal 

that demanded twice the number as a pay back (two for one; Love & Hunter). 

Meehan, Mcintosh, and Bergen (2006) also interviewed patients in a maximum-

security forensic mental health facility to explore reasons for violence. These patients 

also reported interpersonal relationships between peers and between staff and patients as 

the cause of many acts of aggression, as well as the environment, a lack of activities, and 

medications (Meehan et al.). 

A recent study of male and female forensic psychiatric inpatients over a year-long 

period reported the prevalence of aggression in a forensic psychiatric hospital. Nicholls, 

Brink, Greaves, Lussier, and Verdun-Jones (2009) found that 60% of the patients 

committed at least one violent act, defined as verbal or physical aggression toward a 

person or property or inappropriate sexual conduct, 20% of the patients were physically 

violent toward another person, and a few patients cause a disproportionate number of 

aggressive incidents. 

Harris, Parle, and Gagne (2007) compared the frequency of physical aggression 

before and after a smoking ban in a maximum security forensic housing unit (89% male), 
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that was part of a diverse psychiatric institution. They included smokers and non-

smokers who were present for 1 year before the smoking ban and 1 year after. For this 

analysis, they first compared descriptive statistics and identified a trend in the increased 

violence following the ban. They used three ANOVAs (behavior within subjects) to 

check the statistical significance of the increase in violence and of associated variables 

(before vs. after the ban, open vs. locked units, smoking vs. non-smoking patient). The 

ANOVA identified the main effect to be location, that is, the open units had more 

violence. They further tested the findings using an F-test statistic and found that "the 

tobacco ban was associated with an increase in physical aggression towards staff only by 

smokers in the open wards" F (1, 106) = 4.33,p < .05 (Harris et al., p. 49). The way 

violent acts are handled by staff in most forensic mental health facilities is through 

emergency interventions, specifically the use of room seclusion and physical restraints 

(Hempel et al., 2002; Meehan, et al., 2006; Morrison et al., 2002; Riemer, 2009). These 

interventions are employed by staff when they believe the patient is imminently violent 

toward himself or others and that these interventions are necessary to keep the 

environment safe (Meehan et al.; Morrison et al.). 

Effect of Smoking Ban in General Psychiatric Hospitals 

Resnick and Bosworth (1989) reported on a pilot program to create a nonsmoking 

environment at a psychiatric unit in a university hospital. The locked 12-bed crisis unit 

received patients from the emergency room and most were psychotic or suicidal upon 

admission. People under involuntary admissions remained for 4 days. Nicotine gum was 

offered to diminish the desire to smoke. Charts of 60 consecutive patients (30 from 

before the ban and 30 from after the smoking ban) were compared for differences in their 
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behaviors, medications, need for restraint and seclusion, and other problems. The 

researchers found no discernable difference between the control group and the post-ban 

group including use of seclusion and restraints and the number of calls for campus 

security backup (Resnick & Bosworth). This study is weakened by its retrospective 

design, small sample size, and opportunities for some patients to earn off-unit privileges 

where they could smoke. 

Greeman and McClellan (1991) reported on the effects of a 2-year study at a 

Veteran's Affairs medical center following the implementation of a smoking ban and 

they found significant distress related to smoking withdrawal symptoms. This study 

involved two psychiatric inpatient chemical dependency units of 30 beds each within a 

600 bed hospital. Prior to the smoking ban, cigarettes were freely available with even 

patients in seclusion or restraints allowed to smoke. Cigarettes were used by staff as 

rewards for good behavior. After the ban, smoking continued to be permitted outside and 

smoking patients were granted access to leave the unit to do so but non-smokers were 

not. Cigarettes were no longer sold at the hospital and patients would leave the premises 

to buy cigarettes at nearby stores, often causing patients without funds to barter their 

possessions for tobacco from patients who had cigarettes. A majority of the 1,796 

patients (about 70%) who were admitted during the study period tolerated the ban well, 

and for about 20 to 25% of the patients, the smoking ban proved difficult but they 

adjusted by relying on other patients as escorts to outside the hospital. For about 10% of 

the smokers, the prohibition caused significant behavior problems that resulted in 

violence toward staff, peers, or self, increased use of seclusion, staff conflicts, and patient 

transfers to smoking facilities (Greeman & McClellan). Four cases were highlighted to 
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show the seriousness of the difficulties experienced by some patients in adjusting to the 

ban. 

The first case involved a 34 year old veteran who was admitted for the 15th time 

and had a two-pack a day habit (Greeman & McClellan, 1991). He refused nicotine gum 

and other aids and became threatening and assaultive to staff requiring 3 weeks of room 

seclusion to maintain a safe environment. 

Another case involved an elderly man with dementia who smoked three-packs a 

day and whose wife used cigarettes to manage him (Greeman & McClellan, 1991). Due 

to the rapid worsening of his dementia symptoms, he had to remain on the unit. 

However, because of his dementia, he was unable to understand the reasons smoking was 

newly prohibited and staff found smoking affected all their treatment plans, such as 

altering his medications dependent on his agitation level due to the stress of not smoking. 

After a month of attempts to bring him into compliance with the non-smoking policy, that 

he sabotaged by getting cigarettes from other patients, he was transferred to a facility 

where he could continue to smoke. 

A third case involved a veteran who was admitted following a suicide attempt. 

He found the smoking ban very stressful and requested a transfer to a smoking facility 

but was refused (Greeman & McClellan, 1991). Nicotine gum did not alleviate a desire 

to smoke and he remained very depressed. His depression improved with antidepressants 

and electroconvulsive therapy and he negotiated an escort to leave the building to smoke 

by promising to refrain from attempting suicide. Some problems occurred when no 

escort was available. He spent 3 months in this facility then was discharged to the 

community. 
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The last case involved another veteran admitted for a suicide attempt and a history 

of "destructive and threatening behavior" (Greeman & McClellan, 1991). Although staff 

consensus and psychiatrist's order was to keep him on the unit due to his past behavior, 

he demanded smoking opportunities and one staff member ignored the consensus and 

took him for smoke breaks. This action caused considerable lasting staff conflict 

(Greeman & McClellan). 

This study may be important because it is one that found negative effects of a 

smoking ban and it had a good sample size that included all 1,796 patients admitted to the 

two inpatient chemical dependency units during the 11 month study period (Greeman & 

McClellan, 1991). 

Ryabik et al. (1994) questioned whether psychiatric patients had the capacity to 

tolerate smoking prohibitions. The researchers measured changes in disruptive behavior 

on a locked psychiatric unit at a teaching hospital for 6 weeks before and 6 weeks 

following a smoking ban. They measured disruptive behavior using number of security 

calls, use of seclusion and restraints, verbal and physical assaults, use of PRN 

medications, use of nicotine replacement therapy, and discharges against medical advice. 

The diagnoses of the 101 female and 93 male subjects were primarily schizophreniform 

psychosis (about 40%) and severe affective disorders (about 40%) including 30-40% who 

were involuntarily committed and were not allowed to leave the hospital. Others were 

able to attend out-of-hospital activities and smoke at those events. Nicotine gum was 

available and its use increased from 6.2 pieces per 100 patients/week to 35 pieces per 100 

patients/week (p = .006; Ryabik et al.). The number of patients receiving the gum was 
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not stated and the reason why only a small number of patients used the gum was not 

explained. 

The researchers also reported that there was an increase in the number of verbal 

assaults during the first week after the ban but there were no major disruptions or sudden 

significantly higher use of PRNs overall (Ryabik et al., 1994). There was, however, a 

documentable increase in agitation as measured by an elevation in the number of PRN 

medications administered for agitation. During the presmoking ban period, 12.8 PRN 

medications per 100 patients/week for agitation were given, but following the ban there 

was an increase to 27.5 PRNs medications per 100 patients/week (p = .015). The 

researchers hypothesized that this increase may have been due to staff behavior of 

promoting PRN use to diminish their personal anxieties about patients' putative increased 

post-ban agitation. Additionally, the authors suggested that the increase in PRNs for 

agitation may have been because of treating nicotine withdrawal with a non-nicotine 

agent and/or patients self-medicating using pharmaceuticals in place of nicotine (Ryabik 

et al.). 

Velasco et al. (1996) conducted a follow up study to Rybarik et al. (1994) 2 years 

later. While Rybarik et al. found an initial increase in verbal outbursts, Velasco et al. did 

not. However, Velasco et al. reported there was a significant increase in the use of soft 

restraints where there were 1.2 incidents per day before the ban and 3.4 incidents per day 

2 years after the ban (F = 13.04,/? < .001). The initial study was weakened by the 

opportunity for some patients to indulge in smoking during the smoke-free study phase. 

Another study (Haller et al., 1996) evaluated the impact of a non-smoking policy 

in a locked psychiatric unit. A complete smoking ban on a locked 16-bed psychiatric unit 
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in a California hospital that included 162 patients in the study found staff anticipated 

more patient behavioral disturbances than actually occurred. During the 5 month study, 

aggressive acts were recorded either by the nurses' eight-hour acuity setting (Overt 

Aggression Scale) or by the documentation of seclusion or restraints, use of PRN 

medications, leaving against medical advice, or eloping. The Overt Aggression Scale 

was used for the first 4 months after the ban and was completed after each 8-hour shift to 

measure patient aggressive conduct on the ward through the behavioral checklist. The 

results showed there was no significant change in patients' conduct from before the 

policy change for these criteria (Haller et al.). 

One strength of this study (Haller et al., 1996) is that there was no access for 

patients to smoke while they were within the facility. However, the small number of 

subjects and the 2 week mean stay at the hospital weaken the study because a patient may 

be able to control aggression knowing cigarettes will be available in a couple of weeks 

when they are discharged; this is especially important because withdrawal symptoms are 

known to last beyond 5 months (Stahl, 2008). 

The first building-wide public inpatient psychiatric hospital studied specifically 

for the impact on aggressive behavior following a smoking ban was conducted at New 

Hampshire Hospital, a setting that included approximately 850 annual admissions (Rauter 

et al., 1997). Some patients continued to have off-unit privileges and could smoke 

outdoors. This study compared incident reports, patient acuity levels, patient complaints 

and population density over two pre-ban periods and one 3-month period after the ban, all 

occurring during cold weather months. The weather was considered a variable for 

increasing aggressive behavior due to fewer opportunities to be outside to smoke in cold 
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temperatures. The findings suggest that after the smoking cessation policy went into 

effect there was no increase in assaultive behavior related to smoking (Rauter et al.). 

Effect of Smoking Ban in Maximum-Security Forensic Mental Health Hospitals 

A maximum-security forensic mental health facility differs from other psychiatric 

facilities in that all patients gain entry through the courts, having been found to meet 

certain penal code criteria or are civilly committed because they are found to be too 

dangerous to be in their community. Hempel et al. (2002) studied the impact of a facility 

and property-wide smoking ban at North Texas State Hospital, the sole maximum 

security 367-bed capacity hospital in Texas. The patient commitments included: 

incompetent to stand trial, not guilty by reason of insanity, or they were civilly 

committed. Staff and patients received education about possible withdrawal symptoms 

and treatments that were available for symptoms, including the nicotine patch, nicotine 

gum, and bupropion. Two units totaling 140 patients were used for the study and 

included 86% men and 14%) women who had resided at the hospital from 3 months to 12 

years. The retrospective study compared the patient records from 4 weeks before the ban 

to the records for 4 weeks after the ban (Hempel et al.). 

The variables studied included disruptive behaviors, sick calls, and change in 

patients' weight (Hempel et al., 2002). Disruptive behaviors included verbal or physical 

aggression, use of restraints or seclusion, and also agitation or aggression-related use of 

PRN. The subjects were categorized based on the average number of cigarettes they 

smoked daily. The findings for disruptive behaviors indicated no significant change for 

nonsmokers and light smokers but a significant decrease in violence for the moderate and 
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heavy smokers. The researchers opined this may be due to the atypical antipsychotics 

most of the patients were receiving: olanzapine, risperidone, or clozapine. 

Sick call visits decreased for all patients, but more so for those who had been 

heavy smokers (Hempel et al., 2002). Weight gain for all patients, smoking and non-

smokers, was significant and nearly the same, suggesting the smoking ban was not the 

cause, but rather due to their antipsychotropic medications. 

Theoretical Framework 

Theory of Psychobiology 

Psychobiology is the study of behavioral neuroscience, the interrelationship of 

biology and psychology at the level of neurobiology involves cognitive and intellectual 

functioning, memory, and other neuro processes (Balfour, 2008; Parrott, 2006; Stahl, 

2008). The theory of Psychobiology applies principles of biology, immunology, 

endocrinology, and neurobiology to the study of behavior (Balfour; Parrott; Rohleder, 

Chen, Wolf, & Miller, 2008; Stahl). Psychobiology theory suggests that anatomic, 

electrical, and chemical changes at the level of the neuron synapse cause changes in 

thought, behavior and emotions (Balfour). Although the area of the brain where these 

changes occur can be identified, the behavioral effects cannot be precisely predicted 

(Stahl). 

In psychobiological research, the independent variable involves alteration of the 

central nervous system that is related to a change in a dependent variable. 

Psychobiology, as it pertains to this study, is involved with the behavioral changes 

associated with nicotine at the responsive neurotransmitters in the brain over a 6 month 

period of time and acts of violence compared to a nicotine-free environment over a 6 
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month period of time and acts of violence. Nicotine is a psychoactive drug (Balfour, 

2008; Parrott, 2006; Stahl, 2008). The response to nicotine withdrawal is a putative 

relationship between neuroadaptation to chronic exposure to the drug and behavior 

(Balfour). 

Nicotine's Neurobiology 

When a tobacco cigarette is burned and the smoke is inhaled, the smoke's acidic 

pH (5.5-6) allows the alkaline nature of the inner lungs to permit nicotine to be absorbed 

by the alveoli, enter the bloodstream and pass through the blood-brain barrier, reaching 

the brain 10-20 seconds after a puff (Dome, Lazary, Kalapos, & Rihmer, 2010). Nicotine 

exerts its effects through the neuronal nicotinic acetycholine receptors that are part of the 

reward circuitry (Balfour, 2008; Stahl, 2008). Nicotine and other psychostimulating 

drugs cause dopamine to be released in the nucleus accumbens (Balfour, 2008). Drugs 

with the property to release dopamine may cause neurobiological dependence (Balfour). 

Nicotinic receptors have a number of subtypes and two are believed to be the focus of 

nicotine, the postsynaptic alpha 4 beta 2, and alpha 7, which may be either presynaptic or 

postsynaptic (Stahl). Alpha 4 beta 2 may play a role in nicotine addiction (Stahl). 

Habitual smokers, when briefly deprived of nicotine and then receive nicotine, 

experience beneficial effects including a pleasurable sensation of improved mood, 

alertness, increased concentration, decreased anxiety and anger, and feelings of 

satisfaction (Parrott, 2006). These mood changes are due to nicotine on the alpha 4 beta 

2 receptors in the ventral tegmental area of the midbrain that desensitizes the receptor 

(Stahl, 2008). As long as the receptor is desensitized by the release of dopamine in the 

nucleus accumbens, the mood changes will endure. When the nicotine level falls because 
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the person has not smoked for awhile, the receptors resensitize causing a craving for 

nicotine due to a lack of dopamine release (Stahl). Parrott proposes smoking may cause 

psychobiological distress due to the continuous cycles of smoking, abstinence, and 

smoking. 

The effects of nicotine withdrawal continue to be studied and debated, although it 

is agreed that habitual smokers have withdrawal symptoms shortly after abstaining 

(Balfour, 2008). Balfour proposes withdrawal behavior changes are due to 

neuroadaptations to nicotine in the brain from long-term exposure to nicotine and then 

removing it or through another drug that antagonizes the same receptors. In contrast, 

Watkins, Stinus, Koob, and Markau (2000) studied nicotine withdrawal in rats and found 

the response occurred peripherally. Other studies argue that habitual nicotine exposure 

and then abstinence increases the brain reward threshold in the lateral hypothalamus and 

this change is responsible for the decrease in brain reward function, the loss of joy in 

living, smokers experience shortly after quitting (Epping-Jordan, Watkins, Koob, & 

Markou, 1998). Habitual smokers also report immediate increases in anger, restlessness, 

and anxiety when they quit (Parrott, 2006). Gradually, after weeks and months, these 

mood states improve until they are better than their baseline states (Parrott). 

Smoking and smoking cessation may interfere with psychiatric medications 

prescribed to the study population. While patients smoked, psychiatric medications may 

have been less effective due to the action of nicotine on cytochrome P450 isoenzymes 

causing decreased serum levels of antipsychotics (Stahl, 2008); whereas, when patients 

stopped smoking, the cessation may have increased the antipsychotic blood levels of their 

medication (Hempel et al., 2002). This increase in effectiveness of psychiatric 
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medication, particularly the newer atypical antipsychotics, would result in decreased 

aggression (Hempel et al.). 

Metabolic Processing of Most Psychotropic Drugs 

Most psychotropic medications are metabolized through the cytochrome P450 

(CYP450) family of enzymes present in the brain, liver, and gastrointestinal tract 

(Ereshefsky & Sloan, 2009; Stahl, 2008). The target of enzyme activity is the substrate 

and many psychotropic drugs are CYP450 substrates (Ereshefsky & Sloan; Stahl). 

Enzyme activity is involved in neurotransmission and changes substrates into products by 

changes at the molecular level (Stahl). Some substrates are inducers, causing increased 

synthesis of enzymes resulting in increased drug metabolism (Stahl). Other substrates are 

inhibitors and compete for the same isoenzyme preventing drug metabolism and causing 

higher serum levels of drugs and/or toxic effects (Stahl). Not all individuals have the 

same enzymes and this results in variations in drug metabolism and in drug to drug 

interactions (Ereshefsky & Sloan; Stahl). 

Olanzapine and clozapine, for example, are substrates for CYP450 1A2 and blood 

concentrations of these antipsychotics will increase if an inhibitor of this enzyme is also 

given (Stahl, 2008). Conversely, if these medications are given with an inducer of 1A2, 

their serum levels may fall (Stahl). Nicotine is a 1A2 inducer and smoking would cause a 

drop in the antipsychotic drug level (Ereshefsky & Sloan, 2009; Stahl). Nicotine 

withdrawal, by eliminating the inducer, would decrease the drug metabolism and increase 

the serum concentration (Stahl). 
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Nicotine and Aggression 

Nicotine use has not been linked with violence; however, withdrawal from 

nicotine, which produces adverse mood changes and increased irritability, may be 

exaggerated by psychiatric conditions (Boles & Miotto, 2003). Lawn and Pols (2003) 

note nicotine may interact with some psychiatric medications and withdrawal from 

nicotine may cause symptoms to worsen. Patients may misinterpret withdrawal 

symptoms for a recurrence or worsening of their psychiatric symptoms and, being unable 

to smoke, take out their frustrations with violence against the staff (Lawn & Pols). 

Seo, Patrick, and Kennealy (2008) suggest dopamine is involved in modulating 

aggression and impulsivity may increase with dopaminergic hyperfunction. Not only 

does nicotine affect the release of dopamine, but it also affects the release of other 

neurotransmitters including serotonin, GAB A, acetylcholine, and others (Dome et al., 

2010). Serotonin is being studied for its relationship with aggressive behavior. Serotonin 

has an inhibitory role for behavior in the brain and low levels of serotonin, particularly 

the neurotransmitter 5-HT are theorized to cause a rise in impulsivity and aggression and 

also suicidal behavior. There are few studies investigating the relationship between 

dopamine and serotonin. Some studies suggest dopamine and serotonin have a reciprocal 

relationship and that this relationship may lead to dysfunction of the dopamine system 

decreasing the inhibitory effects allowing for increased impulsive aggression (Seo et al.). 

Summary of Theoretical Perspective 

The psychobiological theory uses biological and neurobiological factors to 

explain behavior (Balfour, 2008). Nicotine smoking causes changes at the dopamine 

neurotransmitter level that produce improved mood and general wellbeing (Stahl, 2008). 
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Smoking cessation deprives these neurotransmitters of nicotine, causing anhedonia, 

negative mood changes, and increased irritability (Parrott, 2006). Among psychiatric 

patients, smoking occurs at a high rate (Hempel et al., 2002). 

Nicotine interferes with metabolism of psychotropic medications because it is a 

CYP450 1A2 inducer (Stahl, 2008). However, because enzymes vary among individuals, 

there are differences in drug metabolism and interactions (Ereshefsky & Sloan, 2009; 

Stahl). Seo et al. (2008) proposed nicotine changes the release of serotonin, which may 

increase impulsivity and aggression. Due to the mental status of psychiatric patients, 

smoking withdrawal symptoms may be more difficult to manage, leading to frustration, 

increased irritability, and aggressive acts (Hempel et al., 2002). 

Research Questions 

The following six research questions will guide this study: 

la. What is the difference in the mean occurrences of aggressive acts before and 

after the tobacco/smoking ban? 

lb. What is the difference in the weekly distribution of aggressive acts before and 

after the tobacco/smoking ban? 

2a. What is the difference in the mean occurrences of seclusion and restraint 

incidents before and after the tobacco/smoking ban? 

2b. What is the difference in the weekly distribution of seclusion and restraint 

incidents before and after the tobacco/smoking ban? 

3. What is the difference in the mean number of total hours spent in seclusion or 

restraint before and after the tobacco/smoking ban? 
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4. What is the difference in the mean occurrences of aggressive acts to staff 

before and after the tobacco/smoking ban? 

5. What is the difference in the mean occurrences of aggressive acts to other 

patients before and after the tobacco/smoking ban? 

6. What is the difference in the mean occurrences of aggressive acts to self before 

and after the tobacco/smoking ban? 

Operational Definitions 

The following terms will be operationally defined for this study: 

Nicotine withdrawal treatment: For this study, this treatment only means the 

prescribed nicotine patch to decrease cravings for nicotine. 

Physical Aggression Type SIR Criteria: A check-off box, A2, on facility's SIRs 

to indicate that the incident was a physical aggression directed to another patient. 

Checking the A2 box also links injuries of patients to the aggressive act. The A4 check

off box indicates that the incident was a physical aggression directed to a staff member. 

Checking the SIR A4 box also links injuries of staff to the aggressive act. 

Population: All patients resident at the facility at any time during the study 

period. 

Restraint: Any physical or mechanical device that attaches to or is next to the 

person's body so that movement is restricted and the person cannot remove it. 

Sample: Only those patients who were resident at the facility for the entire 6 

month period before the tobacco ban and 6 month period after the tobacco ban. 

Seclusion: The involuntary confinement of a person in a room or an area where 

that person is physically prevented from leaving. 
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Seclusion or restraint report: Written documentation including every 15 minute 

check off of the patient's mental state regarding dangerousness to self or others and an 

every 2 hour assessment by either a psychiatric technician or a registered nurse and an 

every 4 hour registered nurse assessment. 

Special Incident Report (SIR): Written documentation required for routine 

reporting of aggressive acts or threats of aggression whether verbal or physical. This 

documentation is required for implementation of seclusion or restraint for threats of or 

actual acts of aggression against self or others and includes a psychiatrist's progress note 

indicating a face-to-face evaluation was made with the patient and infers a registered 

nurse performed an assessment on the patient within fifteen minutes of the 

implementation of seclusion or restraint. 

Tobacco/nicotine ban: Use of all tobacco or nicotine products banned anywhere 

on the facility grounds and any tobacco product inside security is contraband. 

Violence: Aggressive acts including physical aggressive acts to self (including 

suicide threats and suicide attempts), to another patient, to staff, and/or to family or 

visitors; verbal aggressive acts to another patient, to staff, and/or to family or visitors as 

measured by incident reports and SIRs generated by staff and submitted to the hospital 

data base. 

Assumptions 

The following assumptions will be made for this study: 

1. Staff were not violating the tobacco ban by unlawfully possessing tobacco 

behind security and passing cigarettes to patients. 

27 



2. Smoking cessation did not increase the effectiveness of every patient's 

psychiatric medication. 

Delimitations 

The following delimitations will be made in this study: 

1. The study will be conducted at a forensic all-male maximum-security mental 

health facility. 

2. The sample is limited to those patients who were resident at the facility for the 

entire study period that included 180 days before the smoking ban from May 7, 2008 

through November 3, 2008 and 180 days after the smoking ban from November 4, 2008 

through May 2, 2009. 

3. Only those behavioral disturbances that resulted in an SIR and either seclusion 

or restraints being used, as evidenced by report and documentation through an SIR, are 

included. 

Summary 

This chapter presented the review of literature that included background 

information on tobacco and smoking among the mentally ill, the culture of smoking 

among the institutionalized mentally ill, smoking cessation withdrawal symptoms, 

reasons for violence in mental health facilities, and the use of seclusion and restraint as 

modalities of control for aggressive behavior. Studies on the effect of smoking bans in 

general psychiatric and forensic hospitals were presented. A summary of these findings 

is available in Table 1. The theoretical framework followed and included an exploration 

of the theory of psychobiology including nicotine's neurobiology and withdrawal effects 
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and potential link with aggressive behavior. The chapter also presented the research 

questions, operational definitions, assumptions, limitations, and delimitations. 
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TABLE 1. Summary of Findings from Reviewed Studies 

Studies 

Greeman & 
McClellan 
(1991) 
Haller et al. 
(1996) 
* Harris et al. 
(2007) 
* Hempel et al. 
(2002) 
Rauter et al. 
(1997) 
Rybarik et al. 
(1994) 
Velasco et al. 
(1996) 

Key Findings 
There was no 
increase in 
verbal or 
physical 
aggressive 
behavior, use 
of seclusion, 
or restraints 

X 

X 

X 

There was an 
increase in 
verbal 
assaults 

X 

There was an 
increase in use 
of seclusion 

X 

There was an 
increase in use 
of restraints 

X 

There was an 
increase in 
aggressive 
behavior for 
light smokers 

X 

There was an 
improvement in 
aggressive 
behavior for 
moderate and 
heavy smokers 

X 

Note: * denotes a forensic facility study. 



CHAPTER 3 

METHODOLOGY 

This chapter describes the research methods employed in the investigation of the 

difference between smoking and patient aggression before compared to after a smoking 

ban. The discussion includes the research design, setting, sample and population, 

instruments, procedures, human subjects protection, and plan for data analysis. 

Design 

The research design for this study is a retrospective, exploratory descriptive study. 

Descriptive study designs are used to gain more information about a particular area and 

are often used to develop theory, identify practice problems, and to support current 

practices (Burns & Grove, 2009). Descriptive comparison designs also describe 

differences in variables within or between groups (Burns & Grove). 

This study is a retrospective analysis of data routinely collected from Special 

Incident Reports (SIR) and restraint and seclusion reporting at a maximum-security all-

male forensic mental health facility. The study period covers 180 days before and 180 

days after the smoking ban was initiated (May 7, 2008 through November 3, 2008 and 

November 4, 2008 through May 2, 2009). The data include the reports only from those 

patients who resided at the hospital during the entire study period. 

The independent variable is the implementation of the smoking ban at the facility 

and the dependent variables are the seclusion and restraint frequencies and frequency of 
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violent incidents. Comparisons of data collected from the period before the smoking ban 

with the period after the smoking ban will be made including the following dependent 

variables: frequency of restraint events, frequency of seclusion events, length of time in 

restraint, length of time in seclusion, and verbal and physical acts of aggression toward 

staff, other patients, or self. 

Setting 

The setting for this study is an all-male maximum-security forensic mental health 

facility in California. The hospital provides treatment to court-committed men who have 

both a mental disability and are considered a threat to themselves or others or are 

incompetent to stand trial. This facility has a 1,275 bed capacity including 204 

acute/psychiatric beds and 1071 intermediate care/psychiatric bed assignments. 

In California's maximum security forensic mental health hospital, implementing 

room seclusion or restraints requires a physician's order (Atascadero State Hospital, 

2009a, 2009b). A registered nurse may initially authorize room seclusion or restraint; 

however, a physician's order must be obtained within 15 minutes and a face-to-face 

meeting with the physician must occur within an hour of the imposition of the seclusion 

or restraint to evaluate the patient (Atascadero State Hospital, 2009a, 2009b). 

The reporting of every patient put into room seclusion or restraints is done with a 

SIR, a standardized documentation completed by level of care staff, registered nurse, 

psychiatrist, psychologist, and the supervisory staff. These reports are collected and the 

data reported to the hospital administration and then to the California Department of 

Mental Health (DMH) for statistical analysis. The data is available to the public on the 

DMH website. 
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In 2005, following a Civil Rights of Institutionalized Person's Act court ruling, 

four California State Department of Mental Health facilities reached a settlement with the 

United States Department of Justice and agreed to implement the Wellness and Recovery 

Model of care including plans to reduce the use of room seclusion and restraints 

(California Department of Mental Health, 2010d). In November 2008, a tobacco ban 

took effect at a State all-male maximum security forensic mental health hospital. The 

prohibition on tobacco meant there could be no tobacco in any form on state hospital 

property by anyone, including staff. Before the ban there was no smoking indoors, 

patients and staff were able to smoke behind security using courtyards. The ban 

prohibited any use of tobacco anywhere on the state facility property by anyone. 

All patients were encouraged to participate in nicotine patch withdrawal 

treatment, the only available treatment. To be considered for treatment, attendance was 

required at a one-time educational class. Then, patients were able to get a prescription 

for a series of nicotine patches to decrease cravings for nicotine. 

Sample 

Data on restraint and seclusion incident reports routinely collected from the 

hospital between May 7, 2008 and May 2, 2009 was analyzed for the study time period. 

The population includes all patients residing at the facility during the entire study period. 

This includes MDSO (Mentally Disordered Sexual Offender), PC 1026 (Not Guilty by 

Reason of Insanity), PC 1370 (Incompetent to Stand Trial), PC 2684 (Transfer to State 

Hospital from Prison due to Mental Illness), PC 2962 (Mentally Disordered Offender), 

PC 2972 (Mentally Disordered Offender, Extended an additional year), and SVPP 

(Sexually Violent Predator). 
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Instruments 

Data is drawn from routinely used paper reports completed by unit staff including 

Special Incident Report and Restraint, Seclusion and One-to-One 24-Hour Logs. The 

data from the SIR is entered into the database providing a daily breakdown of frequencies 

of aggressive events. The SIR is a multi-paged instrument used throughout the facility to 

document acts of aggression and violence and the actions taken by the staff to keep the 

individual and others safe (Appendix A). The SIR is subject to many levels of review, 

adding to the reliability to the data collected by this heavily audited tool. Seclusion and 

Restraint Reports document the reason why seclusion or restraint was necessary, staff 

observation of the individual every 15 minutes during the time in seclusion or restraints, 

and the progress the individual makes toward meeting release criteria. These reports 

include information about the patient's commitment code, birth date, admission date to 

the facility, and time of day of incident and time monitoring seclusion or restraint use. 

The Restraint, Seclusion and 1:1 24 Hour Log (AT 2016) documents the length of time 

spent in seclusion or restraint and is faxed to the ORYX database each morning reporting 

on the previous day (Appendix B). 

Procedure 

There is no direct involvement of any human subjects as the study is 

retrospective, anonymous, and using archival data. Data is obtained from the hospital's 

Standards and Compliance Department from the patient sample for the study period. The 

following data is queried according to the research questions developed a priori: 1) the 

total number of aggressive acts and the total number of aggressive acts per week; 2) the 

total number of seclusion and restraint incidents and the total number of seclusion and 
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restraint incidents per week; 3) the total number of hours in seclusion or restraint; 4) the 

total number of aggressive acts to staff; 5) the total number of aggressive acts to other 

patients; and 6) the total number of aggressive acts to self. 

Protection of Human Subjects 

Protection of human subjects will be afforded by use of coded statistical data 

which is not traceable to any specific individual(s). Per California State University Long 

Beach, an Institutional Review Board application is not required when data provided to 

the researcher does not include information that can be linked to any individual. 

Research approval from the hospital was obtained through review by the Coordinator of 

Research and approval by the Executive Director. Neither patients nor staff were subject 

to any special treatment and there was no risk of harm to any patient relative to this 

analysis. Since this study is a retrospective audit of data routinely collected by the 

hospital from individual units as SIRs and Seclusion and Restraint Reports and then 

tabulated and sent without patient identifier to the DMH that makes the coded 

information available to the public, there is no risk for breaching patient confidentiality. 

Data Analysis 

A paired Mest (p < 0.05) was used to test each of the six null hypotheses 

exploring the difference in the mean number of acts or incidents before and after the 

tobacco/smoking prohibition for each of the research questions. This is an appropriate 

test because we are measuring the difference between two matched samples using 

parametric data. The analysis will be performed by the 1997 version of SPSS. 
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Summary 

This chapter described the design and rationale, the major variables, and the 

setting. In addition, the sample, instruments, procedure, and protection of human rights 

were described. Finally, the approach to data analysis was presented. 
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CHAPTER 4 

RESEARCH FINDINGS 

Methods and Procedures 

This chapter presents the methods and procedures used for this research beginning 

with a description of the population and sample, identification of the setting, and 

presentation of the findings of the six research questions followed by additional findings. 

Population and Sample 

The study population includes all patients committed to a California forensic 

hospital during the study period May 7, 2008 through May 2, 2009. The study sample 

includes 233 patients who were resident at the hospital during the entire year of the study 

period. 

Research Setting 

The setting for this research was an all-male public sector maximum security 

forensic psychiatric facility on the west coast of California. All patients are sent to this 

facility by the courts because they have a mental illness and might be a threat to others 

(California Department of Mental Health, 2010a, 2010b). The hospital has a capacity of 

1,275 beds and has over 1,000 clinical staff (California Department of Mental Health, 

2010a). The hospital has a three-fold mission: protection, recovery, evaluation 

(California Department of Mental Health, 2010a). Patients are sent to the hospital to 

keep the public safe (California Department of Mental Health, 2010a). The hospital's 
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goal is to provide an environment where recovery may proceed utilizing the Recovery 

Model of Psychosocial Rehabilitation and patients can receive the most current treatment 

options and risk assessment tools (California Department of Mental Health, 2010a). The 

hospital promotes a "norm of non-violence" within the hospital, stressing peaceful 

alternatives to aggression (California Department of Mental Health, 2010a). 

Prior to the tobacco ban, smoking was permitted in certain areas of the property, 

including the courtyards behind security. After implementation of the tobacco 

prohibition, smoking and tobacco products were banned everywhere on the entire 

property and were considered contraband. 

The hospital is licensed by California and accredited by the Joint Commission on 

Accreditation of Healthcare Organizations (JCAHO; California Department of Mental 

Health, 2010a). In 1993 and 1996 the facility was awarded "Accreditation with 

Commendation" (California Department of Mental Health). JCAHO requires seclusion 

and restraint be used only for the safety of patients and staff, not as a punishment, and use 

of seclusion or restraint must be a treatment ordered by a physician or other authorized 

person (Petrila & Douglas, 2002). In addition, the hospital is monitored by the United 

States Department of Justice for compliance with a 2006 Civil Rights of Institutionalized 

Persons Act consent judgment that requires twice yearly reviews ensuring evidence-based 

care and recovery principles are standardized at the facility (Human Potential Consulting 

Group, 2010). 

Description of the Tobacco/Smoking Ban 

Tobacco smoking was allowed on the hospital property in certain outdoors areas 

for both staff and patients prior to the tobacco ban. The tobacco prohibition went into 
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effect November 4, 2008, and at that time all smoking was banned and tobacco products 

became contraband for anyone to bring inside security. Smoking was prohibited within 

the entire facility property both inside and outside. 

Difficulties with nicotine withdrawal were anticipated and, prior to the planned 

ban, patients were able to participate in smoking cessation support groups. In addition, 

patients were encouraged to attend an educational meeting to learn about the nicotine 

patch to help with their withdrawal symptoms. Attendance at one such meeting was 

required if a patient wished to have the physician prescribe the nicotine patch. 

Once the ban was enacted, no smoking was permitted anywhere on the hospital 

grounds. Patients who did not have a nicotine patch went through withdrawal "cold 

turkey." A limited amount of sugar-free hard candies were available to patients for about 

a month to help with their cravings. 

Aggressive patient behavior was documented as usual during the pre-ban and 

post-ban periods using the routine reporting documents of SIRs, and Seclusion and 

Restraint reports. 

Research Question la 

What is the difference in the mean occurrences of aggressive acts before and after 

the tobacco/smoking ban? 

In the 180 days before the ban, there were 328 aggressive SIRs and in the 180 

days after the smoking ban, there were 377 aggressive SIRs. This is an overall increase 

of 14.9%. The mean number of aggressive SIRs before the ban (M= 1.39, SD = 1.66) 

was significantly different from the mean for SIRs after the ban (M= 2.17, SD = 2.36, 
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t(\$8) = -4.29, p < .00). Hence, there was a statistically significant increase in SIRs 

following the tobacco ban. 

Research Question lb 

What is the difference in the weekly distribution of aggressive acts before and after 

the tobacco/smoking ban? 

Figure 1 shows the number of aggressive acts recorded on SIRs per week for the 6 

month period before the tobacco ban and the 6 month period after the ban. A dramatic 

increase in aggressive acts (25 SIRs) occurred during the week of the smoking ban where 

the number of SIRs during that week was nearly double the mean number of weekly SIRs 

before ban (M= 12.58) and the average number of SIRs after the ban (M= 14.00) and 

exceeded the average number of SIRs per week of 13.30 for the entire study period. This 

peak number of aggressive acts exceeds the 3-sigma upper control limit (24.75), 

indicating this finding exceeds the number of aggressive acts expected. 

Research Question 2a 

What is the difference in the mean occurrences of seclusion and restraint incidents 

before and after the tobacco/smoking ban? 

There were 114 seclusion and restraint incidents before the ban compared to 138 

Seclusion and Restraint incidents after the ban. This reflects an increase in use of 

Seclusion and Restraint of 21.1 % after the ban. The mean for seclusion and restraint 

before the ban (M= 2.83, SD = 4.84) was statistically significantly higher from the mean 

for seclusion and restraint after the ban (M= 3.93, SD = 4.32, /(188) = -2.43,;? < .016). 
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Research Question 2b 

What is the difference in the weekly distribution of seclusion and restraint incidents 

before and after the tobacco/smoking ban? 

Figure 2 shows the number of seclusion and restraint incidents per week before 

and after the tobacco ban. Overall, the weekly average number of seclusion and restraint 

incidents increased 15.13% after the ban compared to the weekly average before the ban. 

The greatest number of seclusion and restraint incidents occurred during the week of 

implementation of the smoking ban with a high of 29 seclusion and restraint incidents. 

This is more than double the pre-ban weekly average (M= 13.35) and slightly less than 

double the post-ban average (M= 15.37) and exceeded the average number of seclusion 

and restraint incidents per week of 14.38 for the entire study period. This peak number of 

seclusion and restraint incidents exceeds the 3-sigma upper control limit (28.13), 

indicating this finding exceeds the number of seclusion and restraint incidents expected. 

This spike in use of the most restrictive measures to contain aggressive behavior 

parallels the pronounced increase in SIRs during the same time period. The fewest 

episodes of seclusion and restraint occurred approximately 5 weeks after the smoking ban 

with a low of two incidents. This decrease in use of seclusion and restraint also parallels 

the time of fewest SIRs. 

Research Question 3 

What is the difference in the mean number of total hours spent in seclusion or 

restraint before and after the tobacco/smoking ban? 

Before the tobacco prohibition, patients spent a total of 2,520.92 hours in 

seclusion or restraint compared to 2,606.21 hours after the prohibition. This is an 
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increase of 3.4%. There was no significant difference between the mean patient hours in 

seclusion or restraint before the ban (M= 13.31, SD = 40.05) and after the ban (M = 

13.72, SD = 37.56, /(188) - -.115,/? < .908). 

Research Question 4 

What is the difference in the mean occurrences of aggressive acts to staff before 

and after the tobacco/smoking ban? 

There were 97 aggressive acts toward staff before the tobacco ban compared to 98 

aggressive acts toward staff after the ban, reflecting an increase of 1.03%). The mean of 

aggressive acts toward staff before the ban (M= 4.08, SD 2.51) is nearly the same as the 

mean of aggressive acts toward staff after the ban (M= 3.38, SD = 2.23, t(50) = 1.05 9p < 

.298). However, it is important to address that during the week of enactment of the 

smoking ban, there were 10 physically aggressive acts to staff, which is more than double 

the entire study's weekly average. 

Research Question 5 

What is the difference in the mean occurrences of aggressive acts to other patients 

before and after the tobacco/smoking ban? 

Patient to patient violence increased after the ban. There were 230 aggressive acts 

toward other patients before the tobacco ban compared to 280 aggressive acts to other 

patients after the ban, reflecting an increase of 21.7%. Although the mean number of 

aggressive acts toward other patients was higher after ban (M= 10.37, SD = 3.60) 

compared to before the ban (M= 8.85, SD - 4.54, /(51) = -1.357,/? < .181), the 

difference was not significant. 
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Research Question 6 

What is the difference in the mean occurrences of aggressive acts to self before 

and after the tobacco/smoking ban? 

There was a pronounced drop in the total number of aggressive acts to self 

following implementation of the smoking ban. There were 88 aggressive acts toward self 

before the tobacco ban compared to 69 aggressive acts toward self after the ban. This is a 

decrease of 21.59%. The mean for aggressive acts toward self before the ban (M= 3.38, 

SD = 1.90) was not statistically significantly different from the weekly mean for the total 

number of aggressive acts to self after the ban (M= 2.56, SD = 2.29, ^(50) = 1.436,/? < 

.157). It is noteworthy that there was an elevation in the number of aggressive acts to self 

over the average, in the week prior to the ban (5 acts) and during the first week after the 

ban (6 acts). 

Summary 

This chapter described the hospital population and study sample. A presentation 

of the study findings for the six research questions followed. The study found an increase 

in the number of SIRs during the first week of the smoking ban and a parallel increase in 

seclusion and restraint incidents for the same time period, indicating a possible 

association between aggressive acts and smoking cessation. The study also found a 

statistically significant increase in the total number of aggressive acts and the total 

number of seclusion and restraint incidents after the smoking ban compared to the period 

before it. 

Additionally, there was an increase, though not significant, in total acts of patient-

to-patient aggression after the ban compared to before it. In a similar vein, there was a 
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decrease in self-harm that occurred following the tobacco ban and continued through the 

end of the study. It should be addressed that other findings had clinical significance, 

although they lacked statistical significance. These findings included the total time spent 

in seclusion and restraint (which did not change noticeably after the ban) and the total 

number of aggressive acts to staff (which remained constant during the study period). 

Table 2 summarizes the research findings for total numbers of aggressive SIRs, seclusion 

and restraint incidents, aggressive acts to self, aggressive acts to other patients, and 

aggressive acts to self. 
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TABLE 2. Comparison of this Study's Research Findings 

Types of 
measured 
change 

Number of 
Acts/ 
Incidents 

/-test 
Result 

Percent 
Change 

Total number of 
aggressive acts 
resulting in SIRs 

Before 

328 

A/=1.39 
SD= 1.66 

After 

377 

M=2.17 
SD = 2.36 

/(188) = -4.29 
p<.00 
14.9% 

Total number of 
seclusion and restraint 
incidents 

Before 

114 

M=2.83 
SD = 4.84 

After 

138 

M=3.93 
SD = 4.32 

/(188) = -2.43 
p<.0\6 
21.1% 

Total number of 
aggressive acts to staff 

Before 

97 

M=4.08 
SD=2.52 

After 

98 

M=3.38 
SD = 2.23 

/(50)= 1.05 
p<29S 

1.0% 

Total number of 
aggressive acts to other 
patients 

Before 

230 

M=8.85 
SD = 4.54 

After 

280 

M= 10.37 
SD = 3.60 

t(5\) =-1.357 
/7< .181 
21.7% 

Total number of 
aggressive acts to self 

Before 

88 

M=3.38 
SD=1.90 

After 

69 

M=2.56 
SD = 2.29 

/(50)=1.44 
p < .157 
-21.0% 



CHAPTER 5 

SUMMARY AND CONCLUSIONS 

This chapter presents the findings of the study of the difference between 

aggressive behavior for 180 days before a hospital-wide tobacco ban and aggressive 

behavior for 180 days after the tobacco ban in an all-male forensic psychiatric population. 

An examination of the limitations of the study, recommendations for further research, and 

nursing implications are discussed. This chapter concludes with a summary of the 

findings. 

Major Findings 

This study found an association between the smoking ban and the number of 

aggressive acts and the use of seclusion and restraint during the first week following 

implementation of the smoking ban among male psychiatric forensic inpatients. 

Additionally, a notable decrease in self-harm was found after the ban. There was a 

noteworthy significant difference between the smoking ban and the total number of 

aggressive incidents and a significant increase in the total number of seclusion and 

restraint incidents after the ban compared to before it, as well as an appreciable increase 

in aggressive acts toward other patients following the ban. 

Other findings in this study had clinical, but not statistical, relevance. An 

interesting finding, for example, was the unchanging total numbers of aggressive acts 

toward staff before the ban compared to after. 
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Spike in Violent Acts During First Week After Ban 

Figure 1 shows the weekly frequencies of aggressive acts before and after the 

tobacco prohibition and notes the 3-sigma upper limits. The prominent spike seen the 

first week post-ban (25 SIRs) is in sharp contrast to the rest of the graph and represents a 

79% increase from the last pre-ban week (14 SIRs) and is beyond the 3-sigma upper 

control limit. Other studies have also documented similar findings of an increase in 

aggressive behavior after a smoking ban (Greeman & McClellan, 1991; Hempel et al., 

2002; Lawn & Pols, 2003; Ryabik et al., 1994). 

Weekly Distribution of Aggressive Acts 
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FIGURE 1. Control chart with data point indicating the number of aggressive acts 
immediately following the smoking ban is beyond the 3-sigma upper limit. 
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Hempel et al. (2002) reported a nonsignificant increase in disruptive behavior for 

light smokers during the immediate 4 weeks after a smoking ban. Similarly, Ryabik et al. 

(1994) found the number of verbal assaults increased during the first week of the ban 

from 9.5/100 patients to 38/100 patients but returned to baseline the next week without 

reaching clinical significance. The physical assaults during the immediate post ban 

period increased from 1.5/100 patients to 2.8/100 patients and did not reach statistical 

significance (Rybarik et al.). Greeman and McClellan (1991) found 20 to 25% of study 

participants during the 2 year study had difficulty adjusting to a smoking ban but the 

study did not scrutinize the early days or weeks post-ban. Similarly, Lawn and Pols 

(2003), reporting on findings of multiple studies, noted 20-25% of patients continued to 

have withdrawal-related adjustment problems up to 2 years following a smoking ban and 

10% had considerable problems, but the study did not report on disruptions during the 

early days following a ban. 

Early nicotine withdrawal likely affected many patients in the first days of the ban. 

Smoking cessation symptoms occur within a few hours of the last cigarette and may 

include irritability, depressed mood, and impaired concentration (Zaniewska et al., 2009). 

Some patients, in anticipation of the ban, may have begun to quit smoking prior to 

the ban and were already experiencing significant withdrawal effects at the inception of 

the prohibition. Smith et al. (1999) reported during the first 3 days following smoking 

cessation, smokers had more anxiety and tension than non-smokers. Some plausible 

factors in the rise in aggression may be attributed to the locked environment and sudden 

change in social relationships combined with the psychobiological nicotine withdrawal 

behavioral changes of these mentally ill males. 
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Reasons for this sudden increase in aggression may include anger, fear, agitation, 

and frustration over the nicotine ban. Richmond et al. (2009) reported cigarettes were 

used to self-soothe, decrease stress, break up the monotony of the day, and as part of 

individuals' daily rituals. The loss of cigarettes affected these daily habits, as well as 

social interactions among patients. Whereas when smoking was permitted, cigarettes 

were shared, borrowed, and loaned among patients and sometimes used as rewards for 

good behavior by staff, these social interactions promptly ceased with the prohibition. 

When courtyard breaks permitted smoking, they were frequently the primary 

opportunities for patient interactions with other patients or informal patient and staff 

interactions. Once the smoking ban went into effect and the outdoor breaks became 

smoke-free, those social interactions mainly ceased to occur without the commonality of 

the shared cigarette smoking experience. This lack of social interaction may have 

contributed to increased aggression. 

The spike in aggressive acts may reflect the effect of the stress of the impending 

smoking ban itself. Leading into the ban, there were constant reminders of the new 

smoke-free policy. For some patients, these reminders about the looming date of 

prohibition and repeated encouragements to prepare for that time with support groups, 

being prescribed the nicotine patch, and other aids, may have increased anxiety and/or 

agitation that led to impulsive aggression after the ban. 

The rise in aggressive acts is in contrast to the findings of the other forensic study 

that found a significant reduction in violence for moderate (54% decline) and heavy 

smokers (61% decline; Hempel et al., 2002). The current study did not categorize 

smokers based on daily cigarette consumption. 
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Simultaneous Rise in Seclusion and Restraint Use 

Increased use of seclusion and restraint occurred at the same time as the rise in 

aggressive acts during the first week after the ban. Figure 2 shows the frequency of 

seclusion and restraint incidents before and after the nicotine ban and the 3-sigma limits. 

There were 233 patients who had at least one aggressive SIR and 189 of those patients 

had at least one incident of seclusion or restraint before or after the ban. During the first 

week after the ban, simultaneous with the spike in SIRs, there was a notable rise in use of 

seclusion and restraint, with a study high of 29 instances reported compared with 18 the 

week before and 13 the week after. This increase in seclusion and restraint use that week 

is 61% greater than the week before and 123%) greater than the week after and is beyond 

the expected 3-sigma upper control limit. 

Greeman and McClellan (1991) reported one patient at a VA hospital remained in 

seclusion for 3 weeks after the ban due to behavioral disturbances. A significant increase 

in verbal assaults was found at a 25-bed locked unit (Ryabik et al., 1994). However, the 

2-year follow-up study found no increased verbal or physical aggression but did find a 

significant increase in the use of soft restraints (Velasco et al., 1996). 

Reduction in Self-Harm 

There was not a significant difference between the total number of aggressive acts 

to self after the ban compared to the number of aggressive acts to self before the ban. 

However, the ban was associated with a reduction in the total number of aggressive acts 

to self from 88 before the tobacco prohibition to 69 after the prohibition, indicating a 

decrease in self-harm acts of 21.59%. Aggressive acts to self included self-harm actions 

such as cutting, suicide threat, suicide attempt, and completed suicide. 
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Weekly Distribution of Seclusion and Restraint Incidents 
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FIGURE 2. Control chart with data point immediately following the smoking ban 
indicating use of seclusion and restraint was beyond the 3-sigma upper limit. 

Most prior studies did not include self-harm as a separate category and did not 

report on the numbers of self-harm or suicide attempts but two included some 

information. Greeman and McClellan (1991) found 20 to 25% of smoking patients had 

difficulty adapting to a smoking prohibition and, although the study did not focus on the 

relationship between smoking cessation and self-harm, they provided anecdotes on two 

patients with histories of suicide attempts for whom the ban proved extremely difficult. 

One patient was eventually permitted to smoke as a negotiation to not harm himself; the 
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other patient also was allowed to smoke but the decision caused staff conflicts (Greeman 

& McClellan). Rybarik et al. (1994) reported no changes in frequency of self-harm 

following a smoking ban at a psychiatric inpatient facility over a 12 week study period 

but did not detail the frequency before or after the ban. 

Hempel et al. (2002) opined an overall decrease in aggressive acts among the 

heavier smokers following a smoking ban may be due to psychobiological effects of 

nicotine cessation and/or psychiatric medications. Elevated serum levels of antipsychotic 

medication, due to the nicotine withdrawal and effect on CYP450 enzymes (Stahl, 2008) 

and/or the anti-aggressive properties of the newer generation antipsychotics some patients 

were taking may have decreased aggressive acts for those patients (Hempel et al.). 

Another explanation for the reduction in self-harm may be those prone to self-

harm had greater availability of PRN medications for anxiety or agitation following the 

ban and used those medications to diminish symptoms that might have otherwise led to 

self-harm. Rybarik et al. (1994) reported a statistically significant gradual increase in 

PRN use for agitation in the weeks following the ban but not for anxiety. Suggested 

reasons for this increase include nursing staffs fear of post-ban aggression and 

willingness to avoid violence at the first observance of agitation with a PRN (Rybarik et 

al.). Another study found no change in use of PRNs following a ban for light, moderate 

or heavy smokers (Hempel et al., 2002). Lastly, staff may have been more responsive to 

the patients' symptoms due to their own concerns about increased aggression and may 

have provided more therapeutic interactions with patients with histories of self-harm. 
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Increase in Aggressive Acts to Other Patients 

The smoking ban was associated with a notable increase in the total number of 

aggressive acts toward other patients. The aggressive acts data included only physical 

acts as specified in the SIR code "A2." The 21.74% increase in aggressive acts toward 

other patients after the ban did not concur with past reports from forensic maximum 

security facilities. Harris et al. (2007) reported that the smoking ban in the maximum 

security psychiatric facility was "close to a nonevent" with physical aggression to other 

patients virtually unchanged following the ban (p. 53). The other maximum security 

study reported minimal change to disruptive behaviors but did not tabulate separate 

categories for patient on patient violence and patient to staff violence (Hempel et al., 

2002). Heavy and moderate smokers in that study, however, had significantly decreased 

disruptive behaviors (Hempel et al.). 

The increase in patient to patient aggression also did not mirror the hospital-wide 

data. During the study period, the rest of the hospital had 79 physical acts of aggression 

toward other patients before the ban compared to 88 after the ban, an increase of 11.39% 

after the ban. Fewer patient to patient aggressive acts in the remainder of the hospital 

may be due to less violent patients being discharged quicker and not residing for the 

entire study period, transitory patients held briefly for court dates, and some patients may 

have come from other smoke-free facilities during the study period. 

Aggressive Acts Committed by a Minority of Patients 

When the data was further explored, it became obvious that a small number of 

patients were responsible for the majority of the aggressive acts. In this study, there were 

17 patients out of the 189, about 9% of the study population, who had 10 or more SIRs 
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during the study period, accounting for 28.5%) of the total number of aggressive SIRs. 

There were 43 patients, 22.75% of the study population, with five or greater SIRs during 

the study period, and this amounted to 47.4% of the total SIRs reported. This finding is 

consistent with an earlier study at the same institution that found 18 to 20%) of the 

patients at this facility are chronically violent and "are responsible for over 50%) of all the 

reported violent incidents" (Love, 1995, p. 92). 

Limitations 

The inpatient unit is a dynamic entity. This study did not control all relevant 

clinical and environmental factors that may influence data. The design of this study 

focused on a 1 year time period that included the consequences of a smoking ban. This 

was a retrospective descriptive study and therefore, was not designed to prove cause and 

effect. Because of its archival nature, the study relied on observed incidents recorded in 

SIRs and seclusion and restraint reports, which are susceptible to the biases and 

distinctive practices of the setting from which the data were collected. This study has 

limitations common to retrospective studies and includes the archival data that is subject 

to reliability problems, particularly underreporting. Validity is threatened because it is 

left up to staff to decide what constitutes violence, and for a number of reasons, staff 

reporting practices vary (e.g., overwork, too much paperwork, etc.). Some extraneous 

variables include the attitudes and behaviors of other patients and staff members, for 

example, the irritability of staff members who are experiencing nicotine withdrawal 

themselves, and the ever changing patient population at the facility. Data would have 

been more complete if additional variables had been included such as psychotropic 
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medication and prescribing practices, patient's smoking status, inclusion of smoking 

cessation group participation, and/or nicotine patch treatment. 

The sample population was a convenience sample and as such may not have been 

representative of the population as a whole. Data regarding patients' diagnoses may have 

added useful information. Additionally, it is known that a small number of individuals 

are likely to be disproportionately responsible for aggressive acts. The results of this 

study indicating increased violence may be due to these habitually violent patients. The 

study population sample is more likely to include the habitually violent patients and to 

exclude those less violent due to their short stay at the hospital. 

As a result of the archival nature of this study, there are no details about the 

subjective response of patients during the first few days of withdrawal that may be 

instructive to provide additional insight into the early withdrawal period. Patients' 

responses may explain the spike in aggressive SIRs and use of seclusion and restraint 

during the weeks surrounding the implementation of the smoking ban. Additionally, the 

effect of socialization of patients before and after the ban was not considered. 

There is also a limitation on medications. Patients react differently to psychiatric 

medications and there is no way to control for this variability. 

Recommendations for Further Research 

This study represents an effort to describe the change in violence following 

smoking cessation among maximum security forensic psychiatric patients. Many 

unanswered questions remain. This thesis a hypothesis generator in that the results beg 

answers to questions that were not asked or anticipated. 
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More research is needed to focus on the earliest days of smoking cessation to 

determine if the findings of this study can be duplicated and determine the cause of the 

post-ban spike in aggressive acts and subsequent rise in use of seclusion and restraint. 

Separating those habitually aggressive patients from the rest of the population may 

prevent skewing the data due to their chronic disruptive behavior. Research into possible 

triggers for violent behavior may decrease future staff assaults, injuries, and deaths, and 

make the forensic or psychiatric work environment safer for all. 

Further research into those who received and used the nicotine patch may provide 

information about the effectiveness of this treatment for reducing discomfort of the 

wearer and reducing the impulse for violence due to withdrawal symptoms. 

Another study may focus on monitoring daily sick call, especially during the early 

withdrawal phase, to monitor for withdrawal symptoms, such as changes in heart rate. 

Also, frequent monitoring of blood levels of nicotine, antipsychotic medications, or 

metabolites of neurotransmission may determine if there is a correlation between serum 

nicotine level and aggressive behavior. 

While this study focused on the behavior of patients at the facility for the entire 

year of the study, it is known that patient behavior may be influenced by many variables 

including staffing and staff mix, the physical environment, as well as by the conduct of 

other patients. Because of the milieu community these patients live in at this facility, 

further research may focus on the effect of staff attitudes on patients and the behaviors of 

other patients that may instigate aggressive behavior in patients experiencing tobacco 

withdrawal. 

56 



Many staff members continue to smoke cigarettes outside of work. Future 

research into the attitudes and behaviors of these nicotine-addicted staff who interact with 

patients while they are chronically experiencing temporary episodes of withdrawal may 

be useful in learning about their effect on patient behavior. 

Although the smoking ban was enacted in 2008, new patients arrive regularly that 

are very new into tobacco withdrawal. These patients, unlike those who were resident at 

the time of implementation of the ban, do not receive any withdrawal aids. Research into 

the policy of forcing all patients to go "cold turkey" upon arrival at maximum security 

forensic facilities may elicit useful information regarding coping skills or behaviors and 

violence. 

There is a great need for better ways to intervene when patients behavior become 

aggressive than seclusion and restraint. Although efforts have been underway to reduce 

the use of these modalities, frequently, seclusion and restraint are the only interventions 

considered when patient behavior is deemed dangerous. Future research into alternatives 

to these confinement strategies may provide staff with other tools to use and may prove 

more effective in changing aggressive behavior patterns of chronic aggressors. 

Implications for Nursing 

The questions raised by the findings from this study have many implications for 

nursing practice, particularly in forensic and public psychiatric facilities where violence 

may be an ever present occupational hazard. The findings from this study may have 

implications for nursing practice, particularly in forensic psychiatric settings. 
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Violence is an Occupational Hazard 

Recent deaths and serious injuries of licensed staff working among the mentally 

ill and inmate populations bring to light the dangerousness of these work environments 

(ABS-CBN Interactive, 2010; Associated Press, 2010; Lee, 2010). This study found no 

change in violent behavior toward staff after the smoking ban compared to before it. 

However, there was an increase in the number of aggressive acts after the ban and 

nursing staff are always at risk of violence when they intervene in aggressive acts and/or 

place a patient in seclusion or restraints. 

Patients in forensic psychiatric settings usually have a history of violence or 

verbal threats (California Department of Mental Health, 2010b). The smoking rate is 

particularly high among those with psychiatric disorders (Forchuk et al , 2002). Staffing 

is generally determined by acuity ratings. Staffing to acuity and including tobacco 

withdrawal as a potential health or behavioral problem requiring additional staff time, 

may reduce acts of aggression. 

Nicotine Withdrawal Recognition and Advocacy for Treatment 

An earlier study found staff at a non-forensic hospital misattributed tobacco 

withdrawal symptoms to indications of impending violence (Lawn & Pols, 2003). 

Misidentifying nicotine withdrawal symptoms as merely bad behavior and reacting to 

these symptoms with modalities used for aggressive and violent behavior, ignores the 

patient's psychological and physical symptoms of addiction withdrawal and punishes the 

confined patient for the symptoms without providing relief. 

Nurses working in forensic psychiatric institutions where the population includes 

those recently forced into a non-smoking environment may increase their safety and 
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improve their care by incorporating knowledge of nicotine withdrawal symptoms into 

their care plans and advocating for withdrawal treatment. Nurses providing care for these 

patients may prevent or diminish aggression through a better understanding of the 

psychobiology of nicotine use and withdrawal. 

Patients who recently were forced to quit smoking may benefit from smoking 

cessation treatment to alleviate their withdrawal symptoms. In institutions where tobacco 

is prohibited, nurses can advocate for their withdrawing patients for treatment options to 

assist with their mental health recovery. 

Staff now working in smoke-free facilities may not even consider nicotine 

withdrawal as a problem because the facility has been smoke free for years. Nursing staff 

need to include assessment questions to new patients about their recent smoking habits in 

order to assist with any withdrawal symptoms. 

Nurses have responsibility to authorize the initiation of seclusion and restraint. 

They are the gate-keepers for these interventions and it is important that nurses use care 

in implementing these modalities so as not to positively reinforce negative behavior or to 

unfairly subject patients to this treatment. Because the patients and the forensic setting is 

infused with criminal elements, nurses need to find a balance between providing security 

for the environment and appropriate treatment for the individual psychiatric patient. 

Staff may benefit from increased training in use of modalities to respond to 

aggressive behaviors. A more defined system for reacting to aggressive behaviors may 

decrease violent acts and staff injuries through patient perception of greater fairness in 

implementation of seclusion and restraint and time spent in each of these confinements. 
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Summary 

This chapter summarized the findings of the study of the association between the 

number of aggressive SIRs before and after implementation of a smoking ban in a large 

state forensic psychiatric hospital. The findings indicated there was a jump in violent 

acts and a simultaneous rise in use of seclusion and restraint during the first week after 

the ban, an important decrease in self harm acts following the ban, and an increase in 

total aggressive acts toward other patients following the ban. 

Limitations of the study, recommendations for further research, and implications 

for nursing, particularly noting violence as an occupational hazard for nurses working 

among the mentally ill and inmate populations was discussed. 
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APPENDIX A 

SIR PACKET 
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State of Caffomia-HeaHh and Human Seivfces Agency Department of Mental Health 

DO NOT FILE IN MEDICAL RECORD 

Incident Date: Time: 1 Incident Number: 

Hospital: I Program: Unit 

| Related to another incident (» applicable) #: 

Wa«tt»lKklenl referred by Patent* Right*? Yes Q No D 

Headquarters Reportable Brief Q Yes T>ie Office of trie Executive Directa 
• No hc^rs)tftfie incident might cause significant concern extern^ 

SIR TYPE (Check a l applicable boxes) 
AGGRESSIVE ACTS 
Q S S Aggressive Act to Self 
Q A2 Aggressive Act to Another Individual- Physical 

Q A1 Aggressive Act to Another Individual -Verbal 
Q A 4 Aggressive Act to Staff-Physical 
• A3 Aggressive Act to Staff-Verbal 
• A5 Aggressrve Ad to Visrtor/Fanmly-Verbal 
Q A 6 Aggressĥ e Ad to Visrtor/Farrary-Physical 

DEATH/SUICtDE ATTEMPTS 
D S A Suicide Attempt • ST Suicide Threat 

D S D CompletedSuicHle(death) Q DH Death 

ESCAPE/FORENSIC 
D E S Escape 
D E A Escape Attempt 
D U M Unauthorized 

Movement 

NON-FORENSIC 
• WA Walkaway 
D W Y Walkaway Attempt 
Q U M Unauthorized 

Movement 

FAILURE TO RETURN 
DDPDaypass 
D H V Home Visit 
D CO Comrnunity Outing 
D C F ajnvnunjtyFacifityf'HospJtal 

MEDICAL/HEALTH AND SAFETY 
D !U Injury of an Unknown Origin 
Q S E Seizure Event 
D F L Fall 
D IN Accidental Injury (Specify): 

• PG Pregnancy 
D B I Birms to Individual Served 
QAD Adverse Drug Reaction 

D M I Medical Irtterventjon/GonrJtion 

MISCELLANEOUS 
D C H Ojrnptaints vs. Hospital Q F F Failure to follow poHcy/procedure 
D X X Other (explain}: 

PATIOS* mm 
Q C 1 AReged Abuse-Physical Q C5 Alleged Neglect 
Q C 2 Alleged Abuse-Verbal • C6 Expkrtatwn - IrKlrvidual/lndJWdual 
D C 3 Alleged Abuse -Psyctotoglcal D C7 Exploitation - StaryindlvWual 
D C 4 Alleged Rights Violation 

OTHER RULE VIOLATIONS 
D F S Fire setting Q CR (Alleged) Criminal Act 
D P D Properly Damage • CB Contraband (Type): 

SEXUAL INCIDENTS 
Q 04 SexuaJAssault 
D 0 5 Sexual Contact between Adults 
D 08 Alleged Sexual Abuse 

LOCATION OF INCIDENT (Check 1 box only. Be as specific as you can.} 
D OR Group Room Q 6A Bathroom Q BR Bedroom 
D DH Day Halt • HA Hallway • DR DmmgRoom 

P UC Unit Courtyard 
D MR Medication Room 

• OA Office Area 

Individual/Other 

D OH Other home unit area (Specify): 

Hospital 
Nurnber/Trlle 

ALLEGED INVOLVEMENT 
{Check One) 
Q Aggressor (A) 
O Involved (1) 
0 Urxteterrwned (U) 
D Aggressor (A) 
D Involved {1} 
D Undetermined (U) 
D Aggressor (A) 
0 involved (1) 
D Undeterrmned (U) 

D Victim (V) 
Q Witness (W) 

D Vfciin (V) 
D Witness (W) 

D Victim (V) 
Q Witness (W) 

D O T Other Area (specify): 

INAJRY/CONOITION SEVERITY 
(Check One Severity & Check if Tx. Refused) 
Q No Treatment (Si) Q Hosptehration (S4) 
Q Minor FKSI Aid S2) Q Death ($5) 
D Medical Treatment (S3) I D Refused Treatment (SB) 
D No Treatment (SI) D HosptefeaSon (S4) 
D Minor Ftaa AW S2) D Death (S5) 
• Medicat Treatment (S3) I D Refused Treatment (S6) 
D No Treatment (Si) D Hospitalization (S4) 
D MhorRrslAki S2) D Death (S5) 
n Medicat Treatment ($3) I D Refused Treatment (S6) 

INJURY RELATED 
TO: (Check One) 
D CoritammentfC) 
D Seclusion (S) 
O Restraint (R) 
D Containment (C) 
D SedustanfS) 
0 Restraint (R) 
O Containment (C) 
O Seduslon(S) 
D Restraint (R) 

Incident Reported by (Print Name & Title): Date Time 
Notifications: D Special Investigator 

• Patients Rights Advocate 
DSocial Worker 
• Family 

• Physician 

• Executive/AdrnirHStratlve Officer ol the Day 

• HSS 

D Conservator/GuarrJan 
• County Case Manager 

Time 
D Program Officer of the Day 
• CDCfVHPO 
• Standards Compliance 

Was an SOC 341 completed? 

Yes D No D 
Date Time 

SPECIAL INCIDENT REPORT 
MH 2512 (Rev. 02/08) Page 5 

Confidential Patient Information/Client Information 
See California Welfare and institutions Code 5328 

IrrvdvefnenlCode: (A.I.V,W,U) 
Condition Severity Code: (SI, S2. S3, S4. $5) D Refused treatment (S6) 
Injury Related to: D Containment (C) • Seclusion (S) • Restraint (R) 
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State of CaiJorrrfa-HeaHh and Wetiaro Agency Restraint Of SeClUSJOn, Initiation Behav iora l N o t e Oepanmem of Menial Healh 

YEAR-
DATE TIME 

Time Restraint or Seclusion initiated _ Time Restraint or Seclusion application completed. 
Type of Restraint: D Seclusion DFBR DW/R D Ankle Q Posey D Other_ 
Notified: QSW OHSS QPO DPOO D NOD to contact PWOD DDPS DEOD Other:. 
Q Psychtatfist notified Time Orders Received Unit#_ 

Describe fat narrative the context of the evefrt,locatlcfi, cause, and precunor or r ^ 
Describe strategies, descale*™ tecnn i^^ mdtidetfteindtviduaJ's 
response to the interventions. 
Describe the assessment that establishing imminent danger (behaviors, appearance, attitude, affect, mood, speech, quotes, etc.) 
If an assault has occurred (preventing use of any de-escalation techniques) document the assessment establishing that the assaultive behavior was 
likely to continue, prior to applying restraint 

Print Name and Title: Signature: Badge# 

INTERDISCiaiNARY NOTES 
ConfaJentelCSent'Palwnlntorrnation 

See W&lCode Secton 5328 

ADDRESSOGRAPH 

GA 475 CNS Overlay MH 5624 (rev 1/10) 
Page No_ 
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State of CaWomta-Heatm and Human Services Agency Department of Mental Heath 

DMH Observation Record for Behavioral Seclusion or Restraint 

Pragrarr?: _ Unit: Date: „ 

D Seclusion D Restraint • other (Specify). 

SPECIFY ALERTS, PRECAUTIONS, MEDICAL PROBLEMS (may require additional monitoring and/or documentation): 

INSTRUCTIONS: Utilize each interaction to evaluate the Individual's behavior and encourage release from seclusion or 
restraints as soon as safely possible. 

Psydiological Trauma: If indications of psychological trauma are observed, notify the Registered Nurse. 
D Individual's Preference Plan reviewed. 

013 mih 

Time 

Behavioral Observations 
Describe SPECIFIC &EHAVIOR 
requiring continued use of seclusion or 
restraints ancf ACTIONS TO 
PROMOTE RELEASE. When release 
criteria am met, Individual MUST be 
immediately released ii 

I 1 

§ 
*I 

Ottwp 

1 
If* 
til 

JUL 

fntfa) Stopgaps Print Name (rife) Skjiwture Print Name 

State otC^lrtornia-Hoa|rii and Human Servk^s Agency Department of Mental Health 

IHTERW80PUNARY NOTES 
CONFIDENTIAL PATIENT INFORMATION 
SEEW&ICODES328 
Oripjriak Medipej RacoKf 
GA 476 CNS overlay MH-C 913$ & MH W 4 (rev 1.10) 

ADDttKSSOGKAPH 
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Restraint or Seclusion Re- Assessment Note 

YEAR: 

DATE TIME 

Focus 

tftmber 

Time afiAKmaeiit Initiated: Unit No 
D 2 Hour Assessment D 4 Hour RN Assessment Type of Restraint • Seclusion DFBR DWR OAR d Posey 

FhjftialrtiwapptledpfoperlynYesnNo(stelDN) Hy0inaJSrto«ejffla*i D Yes D No (see ION) 

nWHVWwf HVWJ»JD 
DeacriteMMsanieiitiif inaiirjefltda^ 
Pwr.rirwlhert|HHrtfrto^^ 

JhwBJIAiflflpr^rttMrilaltolnchJde: 

Ade^esaawypre><risth<fl|jhfafcal alerts a ^ l n ^ ^ 
Caiv provided for any afcnont^ and or sjgn^ 
Vital Signs PalnScato1-10 DataofUatBM DStated D 

WTERWSOPUNARY NOTES 
CCNR06NTIAI PATIENT INFORMATION 
SEE WA1C00E 5328 
/ V t - L u J . S J M J I J M J I I A M A M I 

unpnat; MOOCH rteoora 
GA 476 CNS overlay M M ) 013S & MH 5624 (rev 1-10) 

ADDRESSOGRAPH 
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APPENDIX B 

RESTRAINT SECLUSION & 1 TO 1 LOG 



From: 2400 (Date) Program: Page t of 5 

JBJiSIMJICT^SJFXLUSIQN&J-TO^ From: 0QQ0 (Date) Program: 

24 HOUR LOG To: 2359 Completed by: 

NAMK 

LAST FIRST 

AT# UNIT 

Time In 
or '<T 
continued 

in 

Restraints/Seclusion 

Wrists 
Only 

ankles 
and/or 
Posey 

FBR 
Seclusion 

l-to-rs(NotinR/S) 

1:1 
For 

rrrs 

11 
I:or 

1)10 

1:1 for 
Medical 

rime 
Out 
Or 

"CO" 

*"lf pt 
is on a 
behavioral 
treatment 
plan 

PCMC 

See reverse side Tor instructions 

DENIAL OF RIGHTS 
NAME AT 

NUMBKR 
UNIT DAT1£1NIT TIME 

INIT 
GOOD CAUSE RIGHT Di-NILD PRA NOTIFIED DATE RIGHT 

RESTORKI) 

http://ashnet/fomjs/Form_Doc/AT2016R&SI og.htm 2/21/2011 

http://ashnet/fomjs/Form_Doc/AT2016R&SI
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