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Abstract
OBJECTIVES—To more fully characterize the spectrum of RRA.

DESIGN—A focus group study of nursing home staff members and residents who could reliably
self-report.

SETTING—A large urban, not-for-profit long-term care facility in New York City

PARTICIPANTS—7 residents and 96 staff members from multiple clinical and non-clinical
occupational groups.

MEASUREMENTS—16 focus groups were conducted. Content was analyzed with nVivo 7
software for qualitative data.

RESULTS—35 different types of physical, verbal and sexual RRA were described, with
screaming and/or yelling being the most common. Calling out and making noise were the most
frequent of 29 antecedents identified as instigating episodes of RRA. RRA was most frequent in
dining and residents’ rooms, and in the afternoon, though it occurred regularly throughout the
facility at all times. While no proven strategies exist to manage RRA, staff described 25 self-
initiated techniques to address the issue.

CONCLUSION—RRA is a ubiquitous phenomenon in nursing home settings with important
consequences for affected individuals and facilities. Further epidemiologic research is necessary to
more fully describe the phenomenon and identify risk factors and preventative strategies.

Keywords
nursing home; dementia-related behaviors; focus groups

INTRODUCTION
Although the term “elder mistreatment” in the context of nursing home care invariably
evokes images of resident abuse by staff, resident-to-resident aggression (RRA) may be a
much more prevalent and problematic phenomenon. Cognitive impairment afflicts 80–90%
of nursing home residents,[1] often leading to behavioral disturbances and aggression.[2]
Behavioral disturbances are a well-known risk factor for nursing home placement.[3]
Collocating, nursing home residents with behavioral disturbances likely increases the
potential for RRA.

Remarkably, there is scant literature describing the prevalence, key characteristics, and
outcomes of RRA in nursing home settings. Instead, the extant literature predominantly
focuses on abuse of nursing home residents by staff,[4–6] assaultive behaviors experienced
by clinical nursing assistants (CNAs) rendering daily assistance to nursing home residents
with dementia,[7–13] and non-specific agitated or disruptive behaviors of the residents.[14–
18]

The goal of this research was to more completely characterize the spectrum of RRA and
develop a brief instrument to measure the phenomenon that would be easy for staff to
implement in residential settings. To that end, focus groups were conducted with
stakeholders most likely to be familiar with aggressive episodes: nursing home residents and
staff. For the purposes of this study, we define RRA as negative and aggressive physical,
sexual, or verbal interactions between long-term care residents, that in a community setting
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would likely be construed as unwelcome and have high potential to cause physical or
psychological distress in the recipient.

METHODS
Using Nursing Home Staff Members and Residents as Informants

Nursing home staff members were recruited into the focus groups as informants with the
following rationale. Staff members provide over daily care and supervision, and are
responsible for most aspects of residents’ physical and emotional well-being. Since few
official guidelines, policies, or prevention strategies for RRA exist, these staff members are
responsible both for incident reporting and crisis intervention. Additionally, rather than
focus exclusively on the clinical care staff (nurses and CNAs), we hypothesized that
employees with non-clinical responsibilities (e.g., housekeepers) within the facility would
have different experiences with RRA. These frontline caregivers will undoubtedly be the
implementers of any intervention program designed to effectively prevent or control this
phenomenon. In addition, one focus group was conducted with nursing home residents who
could reliably self-report.

Facility Characteristics
The study was conducted at a large non-profit nursing facility in Manhattan, New York City.
The majority of residents were women (78%), non-white (52%), and lived in shared rooms
(74%). A minority (8%) of residents lived on a subacute rehabilitation floor and a closed
dementia unit (8%). Approximately 52% of participants carried a clinical diagnosis of
dementia. The facility’s case mix index (CMI) based on New York State’s Resource
Utilization Group (RUG) II reflected a resident population that was clinically complex and
requiring moderate ADL assistance.[19] The payer mix for residents was 7% private
payment, 17% private insurance, and 76% Medicaid. For 2006, the average resident length
of stay was 1.38 years, and the staff-to-resident ratio was 1.35:1.

Qualitative Focus Group Methodology
Focus groups have become a widely accepted health research methodology.[20–23] They
have been used to explore various aspects of life in nursing homes for more than a decade.
[24,25] Focus groups are ideally suited for an investigation of RRA given the dearth of rich
descriptive data regarding its prevalence, key characteristics and outcomes.

In essence, the methodology effectively unearths the spectrum of participant experiences
and feelings and elicits further reflection on one’s own perspective in the context of other
convergent and divergent views in the group.[24] Nursing home residents and staff
members’ experiences and views on RRA allowed us to characterize broad themes and
typologies of the phenomenon.[26] Moreover, the focus groups shed light on the language
that residents and staff members use to describe RRA. Extraction of information from
transcripts is also useful for a secondary goal of this research: future development of survey
instruments to measure and quantitatively characterize this phenomenon using language that
is consistent with that of the respondents.[26]

Nursing home resident focus group members were recruited by the Medical Director and
Social Work Director at the facility. Staff participants were recruited by department
managers. Groups ranged in size from 2 to 13, and each staff group only included
participants of a single job category. The focus groups were moderated by two of the authors
(TR, ML) and were conducted at various locations at the facility. The focus groups ended
either when the questions were fully explored or when the participants needed to return to
work. The study was approved by the Weill Cornell Institutional Review Board.
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The moderator initially introduced the study and its objectives, and briefly described the
focus group process. The focus group protocol consisted of two sections. The brief first
section (approximately 5 minutes) asked residents and staff members to indicate whether
they had ever witnessed specific types of RRA. By listing potential types of RRA, we were
able to more fully and clearly define to participants what we understood of the phenomenon
already and what types of behavior we were exploring. The second section used a semi-
structured format, the type most commonly used during focus groups,[26] which has
previously been employed in qualitative violence research with caregiver informants.[27]
We used questions that were developed from our previous focus group research and two of
the authors’ (ML and KP) extensive clinical experience in nursing home care. The
questionnaire is available for viewing at:
http://www.cornellaging.org/medical/rea_tools.html.

Each focus group was fully transcribed and reviewed by the authors, yielding 510 pages of
transcripts. The narrative data from these transcripts was analyzed using content analysis.
[26,28] Transcripts were reviewed iteratively in order to identify individual conversation
blocks where participants were discussing a specific resident or topic. These conversation
blocks were designated as major themes that were then analyzed for semantic connections
and grouped into larger categories. The data were analyzed using the nVivo 7 (QSR
International, Doncaster, Victoria, Australia) software package.

We used these counts as a guide for further qualitative analysis, with the goal of developing
grounded explanations for the observed patterns.[28] Specifically, numeric counts of themes
or characteristics were used as potential proxy indicators of their relative importance within
the phenomenon.[29] The counting of code frequencies was undertaken at the individual
participant, focus group, and aggregate levels, since each may provide different information
about the phenomenon.[26,30] For analysis, the themes and characteristics were ordered for
display by percentage of focus groups mentioning, then by percentage of participants
mentioning, then by total number of conversation blocks in which mentioned.

We conducted 15 focus groups with a total of 96 nursing home staff members and one with
7 cognitively intact residents. The staff groups represented 11 different job categories:
nurses, CNAs, medical staff, social workers, physical therapists / occupational therapists,
dieticians, speech therapists, activities staff, front desk staff, housekeepers, and food service
workers. For nurses and CNAs, we also conducted focus groups with those who worked
during evening and night shifts. The group discussions ranged in length from 18 to 68
minutes with a mean of 45 minutes.

RESULTS
Table 1 lists the locations and times of day that participants described RRA occurring.
Participants described it as occurring in nearly all public and private areas, and at all times
of the day and night, but described the dining room (mentioned by 81% of groups and 47%
of participants) and resident rooms (69% of groups and 48% of participants) as the most
common sites of occurrence. Staff also described the afternoon as the most common time of
occurrence (56% of groups and 24% of participants). Nineteen percent of focus groups,
however, suggested that RRA could occur at any time of day.

Types of RRA
Focus group participants described 35 different types of physical, verbal and sexual RRA
that they had actually observed, allowing a fuller characterization of the phenomenon than
possible in previous studies (Table 2). Representative dialogue from these discussions
includes:
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Front Desk Staff #1:…that escalates into, you know, fighting verbally. They start
arguing with each other. Then it escalates to cursing at each other. Then it’ll
escalate to, well, one will spit at the other, or they will slap the other…

Verbally aggressive behavior was mentioned more commonly than physically or sexually
aggressive behavior. It was discussed during all focus groups (100%) and by 72% of
participants, suggesting that it may be the most frequent RRA type. The most commonly
mentioned of the 8 types of verbally aggressive behavior directed toward another resident
were “screaming or yelling,” (88% of focus groups) and “telling another resident to ‘shut
up,’” (81% of focus groups). Physical aggression was mentioned by 72% of focus groups
and 66% of participants. Participants identified 23 different types of physically aggressive
behaviors. “Pushing” and “punching or fighting” were the most commonly discussed, each
mentioned by 44% of focus groups. Although less frequent, sexual aggression was discussed
by 38% of focus groups.

Participants also discussed the reasons or triggers for RRA, identifying 29 different contexts
and circumstances in which these aggressive episodes emerge. Triggers described included
such diverse catalysts as communication challenges between residents who do not speak the
same language to residents wandering into the private room of another resident. Staff
members even proposed that the full moon might increase the likelihood of RRA, (a
hypothesis that was actually tested, and not supported, for non-specific agitation among
nursing home residents).[31]

Many of the triggers were frequently mentioned, suggesting that certain common
provocative circumstances may be identifiable. Table 3 displays the most commonly
mentioned reasons. Notably, “calling out or making noise” was the most frequently
mentioned trigger that was identified by 88% of groups and 51% of participants. Further,
this was discussed in 43 conversation blocks, suggesting that several focus groups discussed
the issue iteratively during the course of the session, underscoring its importance.

Another commonly mentioned trigger was territoriality and challenges of communal living,
discussed in 75% of focus groups and by 39% of participants. Conflict may arise between
residents due to competition for a preferred chair in a TV lounge or dining room, for
example. The inability of roommates to communicate and compromise with each other’s
preferences for television volume, heat and air conditioning, opening and closing of window
and shades, lighting, or other environmental factors was reported in 69% of groups and by
36% of residents.

In addition to the common reasons or triggers described above, several discrete and notable
clinical phenomena emerged from the focus groups. While likely not as widespread, these
illustrate the potential complexity of RRA and the management challenges it poses for
nursing home staff members.

Racism, ethnic stereotyping, and religious differences contributed to RRA. Many residents
are not used to closely interacting with members of other races, ethnicities, and religious
backgrounds before they enter nursing homes. Long-term care facilities are frequently multi-
cultural, particularly in large urban areas. As cognitive impairment frequently includes
frontal disinhibition, RRA can be motivated by these prejudices and/or can include racial
slurs or other inappropriate remarks.

CNA - night shift #8

It’s not good. They call one another name if, for instance, one is black and one is
white…Racial remarks towards one another. “You black whatever--you white
whatever”
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Housekeeping #5: The resident, he was white. His neighbor was--he was black…
He said he stole the money. And I asked him what happened, you know, “What are
you talking about?” So he said, “Oh, he stole my money.” I said, “Why are you
saying that?” “Because he’s black.”

CNA - evening shift #6: We have one now she has a roommate. And she said, I
don’t know, she said the roommate is colored…And when I went in there she said,
“Don’t you ever do anything for that lady.” And I said, “Why?” “Because you are
here to take care of me, and I’m an American.”

Staff, who are often from different cultures and subjected to this abuse themselves, must
manage this behavior.

Six focus groups described incidents wherein one resident’s calling out behavior would
trigger another resident to be verbally abusive, subsequently leading other residents to direct
their displeasure and anger at those who initially engaged in the behavior. This may create
what staff repeatedly described as a “chain reaction,” where many residents in a dining room
or public setting yell at each other, and calming them often proves difficult:

Dietician #3: …if one resident is causing disturbance throughout, there may be one
particular resident that may feel that they’re in charge, quote, unquote, and that will
say “Shut up, stop it.” And then that might bring on the echoing of the other
residents on the floor, you know…

CNA – day shift #11: Sometimes it could get physical. Like, if a group of them in
the dining room, and one starts behaving badly, walking around and screaming,
other ones pick up. “Oh, she better shut her mouth or I’m gonna punch her out.”
And then after a chain reaction and all of them gonna start. For half an hour, you
have to try to calm– take that one out of the dining room.

Another situation described by 3 focus groups suggests that much RRA may not include
intent to harm other residents. On the contrary, some residents may be physically aggressive
while actually trying to help their fellow residents. Staff discussed incidents where confused
residents actually tried to take care of other physically dependent residents, often mimicking
CNA behaviors:

Medical Staff #7: …one resident actually is kind of demented. And she was trying
to take care of her roommate. And she think her roommate is not being well cared,
and she was trying to take care of her. She’s so demented, she was trying to- like
once she even pulled out her tube. And when the resident was getting I.V. and then
she tried to take it out. And she thought she was taking care of her, she was
helping, and she did not intend to hurt her.

Social Worker #8: She was ambulatory. She was able come and go--and she had a
friend—who was her old roommate--who was physically impaired, cognitively
impaired, couldn’t speak—bedbound, basically—and the resident would go into her
room and say “She’s needs help. She’s calling out for me.” And she would undress
her. The staff perceived it as inappropriate touching as well.

Territoriality was described as a common trigger for RRA. In response, staff would often
describe trying to discourage residents from growing attached to chairs, walkers, or other
items, and repeatedly reminding them that the facility is a communal environment where
resources must be shared. At the same time however, establishing and maintaining a routine
is a common strategy that is used by staff to prevent demented residents from becoming
agitated. This routine includes sitting the resident in the same chair every day and
reinforcing the very territorial behaviors that might create aggression. Representative
dialogue includes:

Rosen et al. Page 6

J Am Geriatr Soc. Author manuscript; available in PMC 2009 October 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



CNA – day shift #7: …Some of them they have their special chairs.

CNA – day shift #1: All of them have their own seats…“I want my chair.” Except
for the dementia. We try to sit them in the same place every day…for their routine.
So we sit them in the same spot every day. So, it’s sometimes hard, ‘cause one’ll
say “I’m not gonna -- why should I get up from this chair? I’m not gonna get up.”
And the other one says, “That’s my chair.”

Evidence from the focus groups suggested that some nursing home residents may repeatedly
engage in RRA. As one nurse noted:

Nurse - day shift #4: And right now I have two residents in the unit who we cannot
put--these are male residents, both of them--and we cannot put them to sit next to
female residents. Because they always find physical, they always try to touch, or to
feel, or to--

Staff described 25 different strategies they used to attempt to manage RRA. Table 4 displays
the most commonly mentioned strategies identified. Examples included allowing the
argument to continue, simply watching residents vigilantly, talking calmly to settle them
down, to installing nylon barricades with alarms, contacting security, or requesting a
psychiatric consultation. Some interventions were innovative, such as giving one resident
headphones to allow him or her to listen to the television without disrupting his or her
roommate. Others involved encouraging a resident to be patient with and tolerant of those
who are confused or intrusive. The most common approach is for staff members to contact
social services and change the residents’ rooms, as mentioned by 50% of focus groups and
20% of participants. Thirty-eight percent of focus groups described having to physically
intervene or separate residents who were aggressive; this included having to take away
objects such as canes or walkers that were being used as weapons.

RRA was described as adding significant distraction and stress to nursing home staff, who
are already working in a very challenging environment.

Speech Therapist #1: We probably tend to be distractable. I don’t know…I find
once people start shouting and yelling and everything and things are going on, it’s
kind of hard to stay focused on what you are trying to do.

This problem is particularly acute when staff members are drawn into a resident dispute and
must act as “referees” to adjudicate it, an occurrence described by 4 focus groups (25%).

DISCUSSION
This is the first qualitative study of resident-on-resident aggression (RRA) in nursing home
settings using focus groups of staff and residents to characterize the spectrum of associated
behaviors. We found that all employee groups and residents had experience with RRA and
that respondents are willing to discuss it. Our study further found that RRA is a common,
varied, complex phenomenon. Consistent themes emerged from these in-depth focus groups
regarding the types, triggers, circumstances, and management strategies.

Our strategy of including residents and employees with varied job responsibilities in focus
groups proved to be informative. Additionally, different shifts and staff categories witnessed
different types of RRA with in a host of provocative contexts. By including this variety of
staff members with different experiences, we were able to integrate their insights to more
fully understand and characterize RRA.

We are aware of only two previous studies of RRA; neither collected detailed information
from staff in a prospective fashion. Shinoda-Tagawa et al (2004) conducted a case-control
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study comparing Massachusetts victims of RRA (identified through the state’s ombudsman
program) to “violence free” controls.[32] The study used only official reports to the State
Department of Health for case finding and relied on the data in the Minimum Data Set
(MDS) for background information. Thus, its results were subject to underreporting and
non-standard reporting policies and practices in different institutions. Also, MDS data is
unreliable and error-prone.[33] Several Minimum Data Set (MDS) derived factors were
more common in subjects experiencing RRA: male sex, behavioral disturbance (especially
wandering), moderate functional dependency, and cognitive impairment. Lacerations,
bruises, and fractures were common injuries. RRA occurred most commonly in patient
rooms but was also common in the dining room and hallways.

Our research group demonstrated that 5.6% of members of an established elder cohort in
New Haven, Connecticut had police contact after institutionalization, with 89% of these
contacts resulting from RRA.[34] Indirectly, this finding suggested that the problem was
potentially significant. This study also suggested a preliminary typology for RRA including
unprovoked assault, invasion of space, male unbonding, competition for resources, and
breaking point.

Our study expands on this work; focus groups represent a rich source of primary data
providing significant insights into RRA, including clinical detail not available in previous
studies. Participants described afternoons as the most common time period for the
occurrence of RRA and attribute this to fatigue of the daytime primary care staff, disruption
during the shift change, as well as resident fatigue and potentially boredom / lack of activity.
Participants described RRA as occurring in nearly all public and private spaces, suggesting
that this phenomenon is not confined predominantly to intimate care settings (e.g.,
bathrooms) as suggested by much of the extant literature. The most frequent locations were
dining rooms where residents congregate, and resident rooms, where many nursing home
patients spend most of their time. A wide variety of verbally, physically and sexually
aggressive behavior were described, suggesting that RRA is phenomenologically complex
and may not represent a unitary syndrome.

Reactions to calling out or noise-making behavior were the most commonly described
trigger. Patients with dementia can exhibit calling out behaviors such as singing, moaning,
repetitive speech, or screaming, and this vocally disruptive behavior occurs in 11–30% of
nursing home residents.[35] It is among the most challenging behaviors for nursing home
staff [35] and can trigger anxiety and agitation in other residents.[36,37] Because our study
also identified other triggers such as intolerance of cognitively impaired residents and
aggressive behavior towards wanderers, it appears that the commingling of non-demented
and demented residents may be a significant factor that contributes to RRA. Teresi and
colleagues found that non-impaired residents living with or near demented residents had
higher rates of living situation dissatisfaction.[38] While RRA was not investigated in the
study, features that seemed to contribute to dissatisfaction and demoralization included
agitated behaviors, noise, and other disturbances reported to be caused by suite or unit
mates.

Many of the most common reasons or triggers for RRA resulted from challenges with
adjustment to a communal living environment, including territoriality, impatience, and
jealousy. The frustration driving these aggressive episodes may derive from the lack of
control and choice that many nursing home residents feel they have over their everyday
lives.[39] Territoriality, another frequently mentioned reason in this study, is a common
behavior among institutionalized patients and was described in the literature nearly three
decades ago.[40] It is rooted in attempts of residents to exert control and convert public
space into private space.[41] This situation, named “competition for resources,” was
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identified as the most common typology for RRA requiring police intervention in our
previous study.[34] Empowering CNAs to personalize care and to customize daily routines
to suit the desires of individual residents may reduce these behaviors.[39]

One notable challenge of communal living that commonly leads to RRA is conflict between
roommates. The challenges of adjusting to life in close quarters with a stranger are known to
anyone who has lived in a college dormitory. This is exacerbated in a nursing home setting,
where rooms may be very small with only curtains separating the occupants and roommate
changes may be frequent. Evidence exists that older adults overwhelmingly prefer private
rooms to shared rooms.[42] Studies underscore the importance of this preference, with one
finding that, for a cohort of assisted living and nursing home residents, “private room and
bath” was rated most important of the 12 features evaluated, ahead of “a safe place to live,”
“access to medical care,” and “good food.”[43] A recently published analysis suggests that
private rooms lead to better psychosocial and clinical outcomes for nursing home residents
and that these factors should be considered in facility design and construction.[44] Our
findings support and provide further evidence for this argument, as RRA may be an element
contributing to poor adjustment and satisfaction when residents are congregated.

Future studies may evaluate other potential triggers for RRA. Research suggests that
visual[45] and hearing[46,47] impairment may increase nursing home resident agitated
behaviors, though the findings on vision are not unequivocal.[48] Therefore, these
impairments may have an effect on RRA. Sensory impairment, by increasing disorientation,
may also alter the type of RRA in which residents engage, making verbal more likely than
physical. It is important to evaluate longitudinal patterns of RRA to understand the
phenomenon more completely. For example, weekends and holidays, with the reduction in
structured events, may have more RRA occurrences. One participant noted:

Dietician #2: …maybe they’re sitting around with nothing to do, and that’s when
they get on each other’s nerves.

Studies also have shown that residents with poor quality of relationships were more likely
aggressive, suggesting that poor family relationships and relationships within the nursing
home may be a predictor for RRA behaviors.[49] Our study found that loneliness and a
feeling of abandonment were among the triggers for RRA. Understanding the impact of
these and other triggers on the phenomenon will assist in developing effective interventions.

Many of the clinical phenomena described highlight the potential complexity of RRA and
the variety of issues that must be addressed to successfully prevent it. CNAs, while trying to
discourage territoriality among residents to prevent altercations, also attempt to create
routine for cognitively impaired patients. This routine often includes placing them in the
same seat each day. Research indicates that cognitively impaired nursing home residents are
less able to deal with a change in habits, as their coping skills may be depleted, leading to
behavioral problems.[50] This paradigm, ironically, pits two strategies for RRA
management against each other.

Only limited guidelines and training materials exist for staff prevention, intercession, and
management of RRA, so staff have developed a large variety of formal and informal
strategies to attempt to manage this phenomenon. Many of these strategies are innovative,
and several have been successful at reducing RRA. A first step to developing comprehensive
evidence-based interventions involves examining these techniques in greater detail. This
study also suggests that all staff types witness RRA and attempt to intervene, as these events
can occur without warning and frequently happen when primary care staff are not
immediately available to assist. Therefore, while successful interventions may primarily
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involve primary care staff, such as CNAs, nurses, and physicians, all staff with resident
contact can assist if properly trained and should be included in strategies to protect residents.

This study has several limitations. The qualitative data preclude making conclusions about
the quantitative aspects of the incidence, prevalence, or severity of RRA. Many of our
conclusions are based on coding transcripts and counting code frequencies. Although this is
an established research technique,[26] counts and their interpretation may be affected by the
subjective way in which the transcripts are divided into blocks and the relative length of
different focus groups.[30] Also, comments made most frequently by focus group
participants may not necessarily represent the most important themes.[51] Despite these
limitations, by conducting a large number of focus groups with a significant cross-section of
the facility’s employees, we reduced the possibility that results would be dramatically
affected by a single focus group or methodological choice during coding.

As all our research was conducted at a single long-term care facility, our findings may not
be generalizable to all nursing homes. Also, all staff and resident participants were recruited
by facility administrators, thus this was not a stratified random probability sample. Further,
as in any study of this kind, self-reporting of RREM incidents may be unreliable. Nursing
home staff only witness a small sample of resident interactions, and staff may be biased
informants, especially when they are the targets of aggression.[52] Nevertheless, these
groups are the front-line witnesses of the phenomenon with the greatest potential to provide
insights into its characteristics.

Episodes of RRA are probably common and detract from quality of life in long-term care;
incidents may also predispose nursing homes to state and federal sanctions and civil
lawsuits. We hope that this report will encourage further study of RRA, ultimately leading to
prevention and intervention strategies to minimize the adverse consequences of the
phenomenon.
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Table 1

Settings and Timing of resident-to-resident aggression seen by staff and resident focus group participants
(n=16 groups, 103 participants)

Settings and Timing Mentioned* % of
Groups

Mentioning

%
Participants
Mentioning†

Total
Conversation

Blocks
Mentioning‡

Settings

  Dining Rooms 81% 47% 37

  Resident Rooms 69% 48% 39

  Corridors / Hallways 38% 15% 8

  Main lounge and TV lounges 38% 15% 8

  Elevators 31% 16% 11

  Nursing Station 31% 13% 9

  Gym 13% 9% 4

  Bar 13% 5% 2

  Out trips 13% 4% 2

  Physical Therapy Area 6% 5% 2

  Medical Clinic 6% 4% 1

Timing

  Afternoon 56% 24% 13

  Evening 25% 10% 5

  Can occur at any time of the day 19% 7% 5

  Late Night 13% 7% 4

  Night 13% 4% 2

  Morning 13% 3% 2

*
All settings and timing of abuse mentioned by focus group participants are displayed in this table. They are ordered based on the number of focus

groups mentioning, then number of participants mentioning, then number of conversation blocks.

†
These participants may have directly mentioned this setting or timing of abuse or have participated in a conversation block wherein it was

mentioned.

‡
Focus groups were divided into conversation blocks where participants were discussing a specific resident or theme. The conversation blocks

which addressed settings or timing were counted and those counts are displayed here.
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Table 2

Types of resident-to-resident aggression seen by staff and resident focus group participants (n=16 groups, 103
participants)

Types Mentioned* % of
Groups

Mentioning

%
Participants
Mentioning†

Total
Conversation

Blocks
Mentioning‡

Verbal Abuse 100% 72% 111

  Screaming / Yelling 88% 41% 33

  Telling another resident to "shut up" 81% 35% 30

  General Verbal Abuse 69% 31% 26

  Cursing 63% 30% 21

  Arguing 63% 22% 18

  Verbally threatening . intimidating 44% 22% 10

  Bossing . ordering around 38% 18% 10

  Racial . Ethnic Slurs 19% 4% 3

Physical Abuse 94% 64% 66

  Pushing 44% 17% 9

  Punching . Fighting 44% 16% 12

  Hurling . Pouring liquid 31% 19% 8

  Physically Threatening 31% 12% 5

  Hitting with object 31% 11% 8

  Fighting over food / taking food 31% 11% 7

  Slapping 31% 10% 5

  Ramming with wheelchair 19% 13% 3

  Grabbing 19% 10% 3

  Throwing Objects 19% 7% 4

  Theft 19% 7% 3

  Room Invasion 13% 8% 4

  General Physical Abuse 13% 5% 3

  Kicking 13% 5% 2

  Blocking Path 6% 5% 1

  Pinching 6% 3% 1

  Removing Resident from Bed 6% 3% 1

  Smothering with pillow / suffocating 6% 3% 1

  Scratching 6% 2% 1

  Slamming door on fingers 6% 2% 1

  Twisting . Bending Arm 6% 2% 1

  Fighting over clothes / accusations of clothing theft 6% 1% 1

  Slapping Hand Away 6% 1% 1

  Spitting 6% 1% 1

Sexual Abuse 38% 18% 10

  Attempting to get into bed 13% 18% 2

  Physical abuse . inappropriate touching 38% 7% 9
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Types Mentioned* % of
Groups

Mentioning

%
Participants
Mentioning†

Total
Conversation

Blocks
Mentioning‡

  Verbal sexual abuse 13% 5% 2

*
All types of abuse mentioned by focus group participants are displayed in this table. Abuse sub-types are ordered within type (physical, verbal,

sexual) based on the number of focus groups mentioning, then number of participants mentioning, then number of conversation blocks.

†
These participants may have directly mentioned this type of abuse or have participated in a conversation block wherein it was mentioned.

‡
Focus groups were divided into conversation blocks where participants were discussing a specific resident or theme. The conversation blocks

which addressed speciifc reasons / triggers were counted and those counts are displayed here.
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Table 3

Common reasons / triggers for resident-to-resident aggression seen by staff and resident focus group
participants (n=16 groups, 103 participants)

Reasons / Triggers
Mentioned*

%of
Groups

Mentioning

% Participants
Mentioning†

Total
Conversation

Blocks Mentioning‡

Representative Dialogue

Calling Out /
Making Noise

88% 51% 43 Medical Staff #2: …So then when one’s calling out,
screaming, or whatever, the other one’s cursing the
other one out. “Shut up,” and, you know-

Medical Staff #5: "Get out of here."

Medical Staff #2: Yeah, more and more to that effect.
And then it becomes just like a big circus in the nurses
station.

Territoriality /
Challenges with
Communal Living

75% 39% 25 Activities #5: And when they think they’re always
sitting in that chair, that is their chair and if somebody
sits in there—“That’s my chair” and they own their
chairs and if somebody’s sitting there and doesn’t want
to move, that person can be physically abusive because
I have seen one person when she pick up her walker—
Miss ___ on the 12th floor— she pick her chair--her
walker and just—thank God, at that moment I was
passing by and so I was able to stop it. But if nobody’s
there, who will stop that, you know?

Roommate
inability to
compromise
preferences

69% 36% 25 Housekeeping #10: Simple things do it. Like if you
live in a double room, and one neighbor don’t like her
TV loud, the next neighbor like her TV loud-

Housekeeping #6: That’s where the fight occurs.

Housekeeping #9: Yes, it’s a big issue. They can’t
compromise, they can’t do nothing. Just argument,
and-

Housekeeping #6: The air conditioner. They fight over
the air conditioner. It’s too cold for her. And this other
person--

Housekeeping #10: One wants the window up. One
don’t want it up

Impatience 63% 32% 21 Housekeeping #6: But see, when they wanna go by,
you know, sometimes the resident is a little slow, if the
person behind is faster, they have no patience.

Housekeeping #9: Yeah, they’re impatient. They’re
impatient.

Housekeeping #6: Pushing them.

Housekeeping #10: Really bad attitudes.

Housekeeping #9: Yes.

Housekeeping #10: “Hurry up, get out of my way,
move.” You know, in other words they don’t like this
person.” So, therefore, they have less patience.

Loneliness /
Abandonment /
Frustration with
Institutionalization

63% 28% 17 Nurse - evening shift #3: I think it’s just frustrations for
life.

Nurse - evening shift #3: Because it’s a different
lifestyle. They have different--now we have residents
who really lived life. They traveled…they will have
money, etc. And then some think they can manage
themselves they’re in here. And everything gets below
that level of expectations. So that’s what starts…

J Am Geriatr Soc. Author manuscript; available in PMC 2009 October 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Rosen et al. Page 17

Reasons / Triggers
Mentioned*

%of
Groups

Mentioning

% Participants
Mentioning†

Total
Conversation

Blocks Mentioning‡

Representative Dialogue

Nurse - evening shift #3: They cannot live the life that
they did before.

Nurse - evening shift #1: They cannot accept.

Nurse - evening shift #1: Accept that they’re here and
just that’s frustrations comes.[agreement]

CNA - evening shift #6: …Mrs. ___, her husband come
every day. And sometimes the husband ain’t able to
come…She scratch her eyes out when she realize her
husband not coming, her husband don’t come yet, and
she’s very agitated.

Jealousy 50% 26% 16 CNA – day shift #1: They get jealous. They get jealous.

CNA – day shift #11:…when he see me attending to
another resident, he says “Come. Come. Come.
Come.”

CNA – day shift #7:…If I am paying attention to -- like
helping the next resident and he’s right there, he want
all the attention from me that I should come to him
‘cause I’m not paying him any attention.

CNA – day shift #14:..My resident yells at the other
resident. She’s telling her to “You shut up. Shut up.”
The other one says: “No, you shut up.” They’ll be
arguing back and forth

Dementia /
Cognitive
Impairment /
Disinhibition

50% 18% 11 Social Worker #3: Well, I had another incident this
week with two residents who have dementia. ..And
they happened to be sitting next to each other in the
dining room. And the one resident with dementia
always likes to have like—if she is sitting near
somebody, she likes to reach out. And she’ll touch
their hand. You know, she is always kind of reaching
out. If you pass her in the hall, she is reaching out for
you as well. She wants to be touched. And she
happened to be sitting next to another gentleman in the
dining room who also has dementia. She reached out to
touch his hand, and he just bent it backwards.

*
The reasons / triggers most commonly mentioned by focus groups are displayed in this table. Reasons / triggers displayed here are ordered based

on the number of focus groups mentioning, then number of participants mentioning, then number of conversation blocks. Additional reasons /
triggers mentioned by focus group participants included: Challenges Communicating / Different Languages / Hearing Problems, Congestion in
Public Areas during Resident transit, Racism / Ethnic Stereotyping / Religious Issues, Intolerance of More Physically Dependent Residents,
Perceptions or Accusations of Theft, No Apparent Trigger / Rapid Mood Change, Intolerance of Cognitively Impaired, Confused Residents,
Personal animosity / picking fights, Inappropriate Caregiving, Competition for Bathroom, Wandering, Difficulty Adjusting to Facility, Full Moon,
Spousal Identity Confusion, Fatigue after long day, Boredom / Lack of Activities, Loss of Personal Space in Adjustment to Communal Living,
Loud Music, History of Being Abused Earlier in life, Loss of Routine, Inability to Concentrate / Short Attention Span, Intoxication. A total of 29
reasons / triggers were identified from the focus groups.

†
These participants may have directly mentioned this reason / trigger or have participated in a conversation wherein it was mentioned.

‡
Focus groups were divided into conversation blocks where participants were discussing a specific resident or theme. The conversation blocks

which addressed specific reasons / triggers were counted and those counts are displayed here.
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Table 4

Common staff strategies for managing resident-to-resident aggression described by staff and resident focus
group participants (n=16 groups, 103 participants)

Strategies
Mentioned*

% of Groups
Mentioning

% Participants
Mentioning†

Total
Conversation

Blocks
Mentioning‡

Representative Dialogue

Notify Social
Services /
Change
Resident Room

50% 20% 11 CNA - night shift #2…if I go turn the television off, the other
one gonna turn at me that I’m taking up for the other one. So, I
leave the television on. I know the television is what’s causing
the problem-- why they been yelling and cursing at each other.
So, talk to the social worker in the morning ‘cause we do not
have one at night and let her fix the situation. And, most of the
time when I come back at night, they’re in two different rooms.
Somebody’s out. [agreement]…

CNA - night shift #13: Yeah, I have that sometimes we change
the rooms. Yes.

Physically
Intervene /
Separate
Residents

38% 15% 8 Front Desk Staff #1: I think I’ve seen it like maybe…three, four
times where it’s really gotten really, like come actually out of
hand. I saw one time two of them fighting rolling on the floor.
And we had to separate them, you know.

Nurse - day shift #2:…So like all of a sudden there’s no trigger
at all, because I was there in front of those two residents inside
the station. But they were already screaming at each other and
trying to hit each other, like grabbing each other and, I don’t
know, maybe they will scratch or slap each other. But they
were just in time—Dr. ___ was there right away. So, she held
one of the residents to take care of, and then I got the other
resident. So we separated both of them. And we already
finished separating them, but they still they continued on
verbally attacking each other. But they were already far apart
from each other.

Remove
resident from
Dining Room
or Public Area /
Change Seating
Arrangements

31% 8% 5 Nurse - day shift #4: We don’t alienate them. But, at the same
time, we don’t put them close enough where they’re at arm’s
reach--where they can touch that particular person. On the other
hand, for somebody who is yelling and screaming, we try to--
especially during mealtime when residents tend to get upset if
somebody is very noisy, we would take that person out of the
dining room once she’s finished eating…We would remove her
so that others can have their meal.

Try to
Convince
Residents to
Compromise

25% 11% 6 CNA - night shift #8: Yeah, or most likely, too, when the heat
comes, and one may not want the heat to be on. And the other
one says she’s cold and make a big thing up there…What
happens—we become referees. We try to-to talk to both—to get
‘em to compromise. And sometimes it works.

Redirect or
Distract
Residents

19% 9% 4 Activities #1: Even in the dining rooms, I mean, when there’re
programs taking place with people from different residents, the
same resident would come in and get a little angry that
someone’s-- a stranger’s sitting in your chair but later, you
know, she can be redirected..I can sort of calm her and make
her sit in different place for awhile, you know…

Activities #5: …because we are familiar to them…

Activities #2: Sometimes we can, we could distract and redirect
them.

Explain to
Residents
Nature of
Communal
Living

19% 9% 3 Physical Therapist #3: [A resident says] “They’re using my
walker.”

Physical Therapist #4: That’s true, that’s true with the walker.
[agreement] [laughter]
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Strategies
Mentioned*

% of Groups
Mentioning

% Participants
Mentioning†

Total
Conversation

Blocks
Mentioning‡

Representative Dialogue

Physical Therapist #1: Then we say: “We have to share.”

Physical Therapist #4: “It’s a community walker.” You know,
the whole – the whole story.

Activities #5: [A resident may say] “No, that’s my chair.” And
even if you ask her, “Come on, Miss C___, this is everybody’s
chair, you know, this is the chair for all the people here.” “No,
that’s my chair. I always sit there.”… And I will sometimes
ask, “Do you have your name on that chair?”

Notify the
nurse / CNA

19% 7% 7 Housekeeping #9: …If it’s getting bad, we just tell the nurse.

Housekeeping #6: We notify immediately that there might be
an altercation going on between these two residents.

Housekeeping #9: Yeah, we have to, because it might get
bloody.

Housekeeping #6: We notify before something escalates. Yeah.

*
The strategies most commonly mentioned by focus groups are displayed in this table. Additional strategies mentioned by focus group participants

included: Watch Residents Vigilantly, Move the resident to a different seat, Establish Routine, Explain to Resident that other is confused .
demented, Talk calmly to aggressive residents -- settle them down, Allow Residents to Argue with Each Other, Give resident headphones, Request
Physician Psychiatric Consult, Make entry in behavior log, Remove one resident from room to nursing station, Contact security, Nylon Barricade
with Alarm to Prevent Night Room Entry of Wanderers, Offer to find resident equally good seat, Verbally Intervene to Defuse Situation, Alter
Medication, Anticipate Resident Needs, Notify nursing supervisor, Ask resident to quiet down. A total of 25 strategies were identified in the focus
groups.

†
These participants may have directly mentioned this strategy or have participated in a conversation wherein it was mentioned.

‡
Focus groups were divided into conversation blocks where participants were discussing a specific resident or theme. The conversation blocks

which addressed specific strategies were counted and those counts are displayed here.
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