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Patient aggression in clinical psychiatry: perceptions of mental health nurses

Mental health nurses are faced with an increasing number of aggressive incidents during
their daily practice. The coercive intervention of seclusion is often used to manage patient
aggression in the Netherlands. However, GGZ Nederland, the Dutch association of service
providers for mental health and addition care, has initiated a project to decrease the number
of seclusions in clinical psychiatry. A first step in this project is to gain insight into the
current situation: the perceived prevalence of patient aggression, the attitudes of mental
health nurses towards patient aggression and those socio-demographic and psychosocial
factors that contribute to the use of coercive interventions. A survey was undertaken among
113 nurses from six closed and semi-closed wards. In this survey, two questionnaires were
used: (1) the Attitude Toward Aggression Scale; and (2) the Perceptions of the Prevalence
of Aggression Scale. Variables derived from the Theory of Planned Behaviour were also
measured. Nurses reported being regularly confronted with aggression in general and mostly
with non-threatening verbal aggression. They perceived patient aggression as being destruc-
tive or offensive and not serving a protective or communicative function. The nurses
generally perceived themselves as having control over patient behaviour (i.e. considerable
self-efficacy) and reported considerable social support from colleagues. Although the nurses
in this study were frequently confronted with aggression, they did not experience the
aggression as a major problem.
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Introduction

Although considerable research has been conducted on
aggression in mental health care settings during the past 30
years, the problem still exists and is frequently a topic of
discussion. The problem of aggression exists in institutions,
including clinical psychiatric settings, worldwide. In Dutch
mental health care settings, an increased incidence of
patient aggression has actually been observed (Peerdeman
2006). This has prompted ‘GGZ Nederland’, the Dutch

association of service providers for mental health and addi-
tion care, an organization with which almost all institutes
for mental health care in the Netherlands are associated,
to initiate a project specifically aimed at decreasing the
number of seclusions used in clinical psychiatry.

According to a large number of studies on aggression
and violence in psychiatry, the occurrence of violent inci-
dents as well as their management must be regarded as
a product of the interaction between several variables.
Among the predictors of the incidence of violence and
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aggressive incidents within the psychiatric sector are:
patient variables such as psychopathology (Beck et al.
1991, Oster et al. 2001); environmental or setting variables
such as ward characteristics (Bouras et al. 1982, Nijman &
Rector 1999, Schanda & Taylor 2001); interaction vari-
ables such as adverse stimulation (Sheridan et al. 1990);
and staff variables such as education and attitudes
(Schanda & Taylor 2001). In view of the nature of their
contact with patients, nurses are more often involved in
patient aggression and violence than other health care
professionals (Lanza 1985, Rippon 2000, Whittington &
Higgins 2002).

In the present study, it is attempted to gain insight into
those nursing attitudes which influence the nurses’ behav-
iour towards patient aggression within a mental health
setting. The Theory of Planned Behaviour (TPB) is used to
explain the nurses’ behaviour (Ajzen 1991). According to
this theory, behaviour can be explained by the intention
to present this behaviour and the intention can be
explained by attitudes, social norms and perceived behav-
ioural control (Ajzen & Fishbein 1980, Ajzen 1991).
According to Irwin (2006), for example: ‘The nurses’ role
in the management of aggression is grounded in self-
awareness and an acknowledgement that patients and situ-
ations are uniquely individual’ (p. 316).

Furthermore, international studies of patient aggression
in clinical psychiatry point to cultural differences in the
management of aggression. In Dutch studies, a rather high
percentage of aggressive incidents have been found to be
followed by seclusion of the patient (Janssen et al. 2005).
The duration of the seclusion in mental health care settings
in the Netherlands is also longer, compared with other
European countries, such as Italy, Germany, Denmark,
Sweden and Scotland (Kok & Berghout 2002). In 1995,
Jansen conducted a cross-cultural study on differences in the
attitudes of mental health nurses towards patient aggres-
sion, measured with the attitude towards aggression scale
(ATAS). The attitudes towards management of patient
aggression differ; Norwegian nurses are horrified by seclu-
sion, Finnish nurses by high doses of neuroleptic medication
and UK nurses by the use of mechanical restraints (Bowers
et al. 1999, Jansen et al. 2006b). Mechanical restraint
means that a part or all of a person’s body has a device or
devices applied to it that restricts that person’s free move-
ment (Victorian Department of Human Services 2006).

Aim and research questions

The aim of the present study was thus to take inventory of
the current situation regarding nurses’ perceptions of the
prevalence of aggression, their attitudes towards patient
aggression and the determinants of the use of coercive

interventions, such as seclusion and mechanical restraint.
The following research questions were formulated:

• What are the nurses’ perceptions of the prevalence of
aggression?

• With which types of aggression do nurses think they
are confronted most often during daily practice?

• What are the attitudes of the nurses towards
aggression?

• Do the nurses perceive behaviour control in the man-
agement of patient aggression?

• Do the nurses receive social support from colleagues
when confronted with patient aggression?

• Do the nurses intend to use less coercive interven-
tions towards their patients?

Methods and materials

A quantitative, cross-sectional research design using ques-
tionnaires to assess the relevant variables was used. Data
were collected between February and March 2007 on six
closed and semi-closed inpatient wards from a single
mental health institution in the Netherlands. The mental
health institution is located in the east part of the
Netherlands, providing mental health care in a region of
373 242 inhabitants, 2.3% of the total Dutch population.
In the institution, 8277 patients are receiving treatment,
only 353 patients are receiving this treatment as inpa-
tients, the vast majority of the patients receives treatment
on an outpatient basis. The closed and semi-closed wards
are divided in wards for short-term clinical treatment,
wards for long-term clinical treatment and wards for
treatment of geriatric psychiatric inpatients. Closed wards
are wards that are locked permanently; semi-closed wards
are wards that are only locked if necessary. Patients are
admitted to inpatient treatment with all kinds of psychi-
atric diagnoses, including mood disorders, psychotic dis-
orders and personality disorders.

The present study distinguishes itself from previous
studies on aggression in mental health settings by its assess-
ment instruments. A combination of two existing instru-
ments, the ATAS and the Perceptions of the Prevalence of
Aggression Scale (POPAS) and questions based on the TPB,
are used to examine not only the nurses’ perceptions of
the prevalence of aggression and their attitudes towards
aggression but also determinants in the use of coercive
interventions. As far as we know, this combination of
assessment instruments has never been used before.

Questionnaire to measure attitudes towards
patient aggression

The ATAS was used to measure the attitudes of the nurses
towards patient aggression. The development of this ques-
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tionnaire has been described in earlier studies (Jansen et al.
1997, Jansen et al. 2005b, Jansen et al. 2006a), and the
ATAS has been found to constitute a valid measure of
the attitudes of nurses towards patient aggression. In the
present study, a Cronbach’s alpha of 0.70 was found for
the 18 items that the nurses had to rate as more or less
relevant definitions of aggression on a 5-point scale,
varying from totally agree (5) to totally disagree (1). Five
types of attitudes or subscales are measured:
1. offensive attitude: viewing patient aggression (including

verbal aggression) as insulting, hurtful, unpleasant and
unacceptable behaviour (seven items);

2. communicative attitude: viewing patient aggression as a
signal resulting from the patient’s powerlessness and as
aimed at enhancement of the therapeutic relationship
(three items);

3. destructive attitude: viewing patient aggression as an
indication of threat or an actual act of physical harm or
violence (three items);

4. protective attitude: viewing patient aggression as the
shielding or defending of physical and emotional space
(two items); and

5. intrusive attitude: viewing patient aggression as the
expression of an intention to damage or injure others
(three items).

Questionnaire to measure perceptions of the
prevalence of patient aggression

To measure the nurses’ perceptions of the prevalence of
aggression, the POPAS was used (Oud 2001). The POPAS
is a 16-item questionnaire, which requires staff members to
rate the frequency with which they have been confronted
by or have witnessed different types of aggression during
the course of the past year at their work. The aggression
may involve interpersonal conflict, the damage of property
or self-inflicted harm (Oud 2001, Nijman et al. 2005a).

Following pre-testing of the POPAS, certain types of
aggression have been combined and an abbreviated version
of the questionnaire has been developed. Mild physical
violence and severe physical violence were combined to
constitute physical violence; mild violence against self and
severe violence against self were combined to constitute
violence against self; and attempted suicide and completed
suicide were combined to constitute suicide attempt. The
aforementioned categories of aggression were combined
because it was expected that the interpretations of ‘mild’ vs.
‘severe’ would not differ greatly from each other. Sexual
assault and rape were excluded altogether because of their
sporadic occurrence. The 12 remaining types of aggressive
behaviour were: (1) non-threatening verbal aggression:
shouting, cursing, yelling, not being perceived as a clear

threat; (2) threatening verbal aggression: making clear
verbal threats of violence, perceived as frightening and
threatening with emotional distress as a result; (3) humili-
ating aggressive behaviour: expressing clear personal
insults, abusive cursing, name calling, making discriminat-
ing remarks/gestures or spitting, all of which is perceived as
making an impression and bringing down pride and self-
esteem; (4) provocative aggressive behaviour: if someone
has the intention to fasten a quarrel upon others in order to
bring forth a social negative response; (5) passive aggressive
behaviour: irritant, annoying, resistive and counteractive
behaviour, without at one moment being openly aggressive;
(6) aggressive splitting behaviour: behaviour that divides a
group in two opposite poles; (7) threatening physical aggres-
sion: behaviour that is perceived as threatening; (8) destruc-
tive aggressive behaviour: behaviour that causes damage; (9)
physical violence: behaviour that will harm or cause injury;
(10) violence against self: mutilating behaviour against
oneself, with minor or serious injury as a result; (11) suicide
attempt; and (12) sexual intimidation/harassment: behav-
iour ranging from making obscene gestures to threatening
with assault or rape. The response options ranged from (1)
never to (5) frequently and the participants were also asked
to estimate the absolute number of experiences with each
type of aggression during the course of the past year at their
work. Despite the collapsing of certain forms of aggression
into a single category, the internal consistency of the abbre-
viated version of the POPAS was found to be good with a
Cronbach’s alpha of 0.80.

Assessment of the determinants of the use of less
coercive interventions

For each type of aggression, identified by means of the
POPAS, the determinants of the use of less coercive inter-
ventions were assessed. This included assessment of the
attitudes of the nurses towards patient aggression, the per-
ceived degree of social support from colleagues and the
perceived degree of control (self-efficacy) with respect to
the behaviour of patients. The questions addressing the
determinants of using less coercive interventions were
based on the TPB and measured on a 5-point scale, which
varied from totally agree (5) to totally disagree (1). The
Cronbach’s alpha of these submitted questions appeared to
be 0.63.

Sample size

A survey among 113 nurses was conducted. All of the
nurses were asked to complete the questionnaire within a
period of 4 weeks. Of these 113, 85 nurses completed the
questionnaire, resulting in a response rate of 75%.
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Data analysis

Descriptive analyses were undertaken but only after the
dataset was checked for missing or mistaken input. For
participants with less than 10% missing data, mean sub-
stitution was used to determine the value of missing data
(Altman 1991). Data from three participants were removed
from further analyses because of more than 10% missing
data.

The percentages, means and standard deviations were
next calculated to characterize the population and deter-
mine the scores on the main variables including the ATAS,
POPAS and determinants of the use of less coercive
interventions.

The mean scores on the ATAS were next compared with
the mean scores from an earlier study (Jansen et al. 2006a).
In order to see if the groups differed significantly from each
other, one sample t-test was used.

Independent t-tests were used to test for differences on
the main variables of confrontation with aggression, atti-
tude, social support, perceived behavioural control and
intention depending on age, gender, education and years of
nursing experience.

Finally, linear regression analyses were conducted to
identify possible predictors of being confronted with
aggression. A stepwise regression analysis was conducted
with age, gender, education and years of nursing experience
entered in the first step and the psychosocial variables of
attitude (e.g. concerning importance to use less coercive
interventions), perceived behavioural control, subjective
norms (e.g. concerning social support) and intention to use
less coercive interventions entered in the second step.

For all of the analyses, the data were processed using the
Statistical Package for the Social Sciences (spss 14.0 for
Windows).

Results

Demographic characteristics of the nurses

More females (68%) than males were part of the sample.
The majority of the nurses had a non-bachelor degree in
nursing and 14 respondents were nursing students at the
time of questionnaire administration. The mean number of
years of working experience was 12.96 (�11.0). Of the 85
respondents, 40 worked full-time (47%). The Control and
Restraint Course, a training in aggression management,
had been completed by 74 of the 85 nurses (87.1%).

Perceptions of the prevalence of aggression

In Table 1, the mean scores are reported for ‘experienced
confrontation with aggression’ on a 5-point scale and the

estimated number of actual confrontations during the past
12 months. The majority of the nurses reported ‘never/
rarely’ being confronted with aggression (also see Table 2).
Although the scores between nurses working on a closed
ward and nurses working on a semi-closed ward differed
widely and the differences between the two groups were
not statistically significant, those nurses working on a
closed ward reported being confronted more with aggres-
sion than those nurses working on semi-closed ward (see
Table 3). A striking finding in Table 1 is the height of the
standard deviation on ‘estimated number of actual con-
frontations with aggression’. This is caused by the broad
range (0–1188) in the estimated number of actual confron-
tation with aggression as reported by the participants.

Types of aggression nurses report confronting most
during daily practice

For some 60% of the confrontations with aggression, the
nurses reported being confronted with non-threatening
verbal aggression (Table 2). This was followed by passive
aggressive behaviour in some 30% of the cases. A total of
80% of the nurses reported ‘never/rarely’ being confronted
with sexual intimidation. Significant predictors of being
confronted with aggression were age and years of nursing
experience; being older and greater nursing experience
were associated with a reduced incidence of being con-
fronted with aggression (see regression results in Table 4).

Attitudes of nurses towards patient aggression

In the present study, the highest scores were found for the
view that patient aggression is destructive and offensive.
The lowest scores were found for the view that patient
aggression is protective or communicative. Male nurses
found it significantly more important to use less coercive
interventions and also had a higher intention to use less of
these interventions.

Table 1
Mean scores (and standard deviations) on the Perceptions of the
Prevalence of Aggression Scale

Experienced confrontation with aggression (1–5) 2.46 (0.76)
Estimated number of actual confrontations with

aggression
181.50 (220.56)

Anxiety towards aggression (1–5) 2.30 (0.62)
Judged importance of using less coercive

interventions with patients (1–5)
2.96 (0.81)

Social support from colleagues (1–5) 4.39 (0.50)
Perceived behavioural control (i.e. self-efficacy)

(1–5)
3.99 (0.58)

Intention to use less coercive interventions with
patients (1–5)

2.81 (0.83)

Perceptions on patient aggression
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Degree of self-efficacy with regard to the management
of aggression

Non-bachelor-educated nurses showed significantly higher
self-efficacy scores for the management of patient aggres-
sion (i.e. higher behavioural control scores) than their
bachelor-educated colleagues (Table 3). Those nurses with
more than 12 years of nursing experience and nurses of an
older age also showed significantly higher self-efficacy
scores for the management of patient aggression than their
less experienced colleagues.

Perceived degree of social support from colleagues
when confronted with patient aggression

The overall mean scores for the perceived receipt of social
support from colleagues when confronted with patient
aggression was 4.39 with a standard deviation of 0.50
(Table 1). This item was measured on a 5-point scale
and the results show that the nurses perceive considerable
support from colleagues when confronted with patient
aggression. Nurses with more working experience and
nurses working at a semi-closed (long stay) ward perceived
significantly more social support (Table 3).

Intentions of nurses to use less coercive interventions
with patients

The mean scores on the questions measuring the intentions
of nurses to use less coercive interventions with patients
and the perceived importance of using less coercive inter-
ventions (e.g. seclusion) are reported in Table 1. The male
nurses in the present study showed a significantly greater
intention to use less coercive interventions than the female
nurses (Table 3). The regression results in Table 4 also
show that a higher score regarding the perceived impor-

tance of using less coercive interventions with patients is
a significant predictor of the intention to use less coercive
interventions.

Discussion

Although mental health nurses are known to be confronted
with aggression on a regular basis (Nijman et al. 1997,
Rippon 2000, Jansen et al. 2005a), the majority of the
nurses in the present study reported that in their per-
ceptions, they are rarely or sometimes confronted with
aggression. Remarkable is, that although nurses perceived
never/rarely being confronted with aggression, the mean
perceived number of incidents was 181 times a year. Has
patient aggression become a part of the mental health
nurse’s daily practice and is it therefore not perceived as a
major problem anymore? More research on nurses’ coping
strategies is needed to answer this question.

The nurses reported being mostly confronted with non-
threatening verbal aggression followed by passive aggressive
behaviour and least with sexual intimidation, suicide
attempts and physical aggression. These results are similar
to the results of Oud (2001). In his study, he used the POPAS
and also found that nurses are mostly confronted with
non-threatening verbal aggression and least with sexual
intimidation, suicide attempts and physical aggression.

The attitude mental health nurses have towards patient
aggression was mainly that they perceived this as destructive
and offensive. The nurses rarely viewed patient aggression as
serving a protective or communicative purpose while the
nurses in an earlier study in the Netherlands by Jansen
produced the highest ATAS scores for the view that patient
aggression may serve a protective and communicative func-
tion (Jansen et al. 2006a). A possible explanation for this
discrepancy could be that Jansen et al. conducted their study
in 1995/1996 and that the attitudes of nurses may have

Table 2
Percentages of nurses confronted with different types of aggression

Confrontation with aggression Never/rarely Now and than Often/frequently

1. Non-threatening verbal aggression 7.1 32.9 60
2. Threatening verbal aggression 51.7 32.9 15.3
3. Humiliating aggressive behaviour 57.7 35.3 7
4. Provocative aggressive behaviour 47.1 35.3 17.6
5. Passive aggressive behaviour 20 48.2 31.8
6. Splitting aggressive behaviour 40 30.5 29.5
7. Threatening physical aggression 42.4 34.1 23.5
8. Destructive aggressive behaviour 65.9 21.2 12.9
9. Physical violence 76.5 14.1 9.4

10. Violence against self 56.4 22.4 21.2
11. Suicide attempts 75.3 17.6 7.1
12. Sexual intimidation/harassment 80 12.9 7.1
Total confrontation 51.6 28.1 20.2
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changed considerably since then (e.g. as a result of a hard-
ened society with an increasing incidence of aggression).
Consideration of the exact reasons for this change in atti-
tude goes beyond the scope of this study, but the discourse
on the negative effects of coercive interventions today is
illustrative (Beusekamp 2002). Coercive interventions,
like seclusion, are more quickly applied when patients
show extreme behaviour, which may include aggression
(Schermer 2003). The view that patient aggression is mostly
destructive and largely offensive may also negatively influ-
ence the patient–nurse relationship and lead to a particularly
negative attitude towards patient aggression.

In general, the nurses we studied reported to manage the
most common form of aggression, namely non-threatening
verbal aggression, most adequately and the least common
forms of aggression, namely suicide attempts and physical
aggression, least adequately. Younger and less experienced
nurses appeared to be more vulnerable to patient aggression.
This result was also found in other studies (Needham et al.
2005, Nijman et al. 2005b). They experience more patient
aggression and are less able to cope with patient aggression
than older and more qualified nurses. Patricia Benner has
developed a model to describe how student nurses and
advanced beginners become more competent and develop
into proficient nurses and in the end become experts as a
result of learning and experience (Benner 1984). This is
based on Dreyfus’s model, which states that in the acquisi-
tion and development of a skill, a student passes through five
levels of proficiency: novice, advanced beginner, competent,
proficient and expert (Benner 2001). Older, well-educated
nurses with relatively more nursing experience and greater
self-efficacy when it comes to the management of patient
aggression also show greater intention to use less coercive
interventions with patients. Given their backgrounds and
experience, it is suggested that these nurses are better able to
recognize the signs of developing aggression than their
colleagues, and thus, intervene more appropriately as well.

The scores for the intention to use less coercive inter-
ventions and judgements of the importance of using less
coercive interventions were actually quite low. The low
scores for an intention to use less coercive interventions
with patients may reflect a so-called ‘floor’ effect. In three
of the six wards involved in the present study, coercive
interventions were rarely used, which means that the rel-
evant nurses simply could not have an intention to use less
coercive interventions. Similarly, the need to reduce the use
of coercive interventions cannot be judged to be very
important when coercive interventions are virtually not
used in the first place.

The results cannot be generalized to other Dutch mental
health institutions because of various organizational and
possibly cultural differences between the different institu-Ta
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tions. The results can nevertheless be used for the imple-
mentation of a local project aimed at the reduction of the
prevalence of aggressive incidents and the use of coercive
interventions with mental health patients during daily
nursing practice. Repeated measurement at the end of such
a project can clearly supply information on the effects
of the project interventions on nurses’ perceptions of
the prevalence of patient aggression and their attitudes
towards patient aggression.

The data collected in the present study are all self-report
data. This means that the results are based on the self-
reported histories of aggression for the different nurses and
thus subject to possible recall bias and socially desirable
responding. Given the small sample size and the use of
mean substitution for missing data, the results should be
interpreted with caution.

In order to reduce the use of coercive interventions
among mental health patients, it is recommended that the
predisposition of nurses to apply coercive interventions be
targeted first. If nurses are made more aware of the extent
to which they are confronted with aggression, of their use
of coercive interventions and of the impact of coercive
interventions on the patient–nurse relationship, the inten-
tions of nurses to use coercive interventions may change. A
training which focuses on improving communication skills,
risk assessment and risk management can then be offered.
And further research can be conducted to identify which
environmental, organizational and cultural changes may
also be needed.

Summary of findings

The present study with its descriptive character provides
insight into mental health nurses’ perceptions of the preva-

lence of patient aggression, their attitudes towards patient
aggression and the possible determinants of using less coer-
cive interventions with patients in a single mental health
institution in the Netherlands. The nurses perceived being
sometimes confronted with aggression, whereas the mean
number of reported incidents indicated they are confronted
with patient aggression once every other day. The attitude
they have towards patient aggression mainly reflects the
view that aggression is seen as an offensive and destructive
behaviour of the patient. Overall, nurses feel competent in
managing aggression and experience a lot of social support
from their colleagues.
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