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Objective: This study examined the views of patients and staff involved
in incidents of aggression to help understand emotions experienced,
perceptions of causes, and recommendations for ways of reducing the
frequency of aggression. Methods: A total of 29 staff and 29 patients
from four psychiatric inpatient units who were involved in 47 incidents
of aggression over a four-month period were interviewed shortly after
the incidents. Results: Significant differences were found between staff
and patient perceptions of the causes of aggression and recommenda-
tions for reducing it. Many staff members perceived the patient’s illness
as the cause of the aggression and believed that, to manage aggression,
changes in medication were largely indicated. In contrast, patients per-
ceived illness, interpersonal factors, and environmental factors as being
almost equally responsible for their aggression, and nearly all patients
emphasized the need for improved staff-patient communication and
more flexible unit rules in helping reduce aggression. Patients and staff
were generally satisfied with the way the aggressive incidents were
managed, but more staff than patients had an opportunity to debrief.
Conclusions: Staff and patients had different perceptions of causes of
aggression and ways to reduce it. Staff supervision and training should
highlight the need for understanding patients’ perspectives. (Psychi-
atric Services 54:389-393, 2003)

ggression in inpatient mental

health units is a continuing

problem that affects staff
physically and emotionally (1,2) and is
a principal cause of injury (3). Con-
tributing factors associated with ag-
gression include environmental fac-
tors (4,5), negative interactions (5-7),
situational factors (6), power issues
(5,8-10), and patients” symptoms (4,
10). Perceived ways of reducing ag-
gression include improving security

(10,11), increasing the number of
staff (6,11), improving staff interper-
sonal skills, modifying the environ-
ment, enforcing legal penalties, im-
proving staff training (6), making
stricter unit rules, and increasing
medication (11). Because of the emo-
tional impact of aggression (1,2), de-
briefing after incidents of aggression
has been recommended for staff and
patients (4,10).
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have included neglecting verbal
forms of aggression, using retrospec-
tive research designs, neglecting ei-
ther staff or patient viewpoints (5,
6,12), obtaining results that are tenta-
tive and suggestive only (9), and using
diagnostically homogeneous samples.
Only one study has examined pa-
tients’ perceptions of staff care (13),
and none has investigated staff fear
and staff perceptions of management
of aggression.

To overcome these limitations, this
prospective study included a popula-
tion-based sample; a standardized,
audited recording of witnesses’ ac-
counts of verbal and physical aggres-
sive incidents; and interviews of staff
and patients that investigated the
emotions they had experienced and
their perceptions of causes of the ag-
gression, the current management of
it, and ways of reducing it.

Methods

Procedures

The study was conducted on all four
inpatient psychiatric units in the
Ilawarra region south of Sydney,
Australia, covering a catchment area
of 225,000 people. Approximately
282 patients were admitted to one of
the units from October 1999 through
January 2000, and 100 consecutive in-
cidents of aggression were identified
during this four-month period. The
study was approved by the hospital’s
institutional ethics committee.

After written informed consent was
obtained, one staff member—either
the victim of the aggressive incident
or a witness to it—was interviewed
for each incident. Staff were inter-
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viewed within one week of the inci-
dent (mean, 4.10 days; median, three
days; range, one to seven days), and
patients were interviewed within
three weeks of the incident (mean,
6.64 days; median, five days; range,
one to 21 days). Patients were inter-
viewed only if they were sufficiently
stable and capable of giving written
informed consent. Only one patient
was interviewed per incident.

For five of the 100 incidents, staff
refused to be interviewed, resulting
in staff interviews for 95 incidents. In
addition, for 48 incidents, no patient
interview was conducted. Reasons
were refusal (20 incidents), discharge
(12 incidents), no memory of the in-
cident (11 incidents), denial of ag-
gression (four incidents), and not
wanting to be liable (one incident).
Thus the final sample was 47 aggres-
sive incidents with paired patient and
staff interviews and 53 incidents
without paired interviews. Persons
involved in the 47 incidents totaled
29 staff and 29 patients. On average,
each person was interviewed con-
cerning one aggressive incident
(range, one to four).

Morrison’s hierarchy of aggressive
and violent behaviors (14) was used to
score the 47 incidents in the study
sample. Possible scores range from 1
to 8, with higher scores indicating mi-
nor aggressive behavior—for exam-
ple, exhibiting low-grade hostility.
The mean+SD aggression score was
5.16+2.03. The mean score for the 53
incidents not in the study sample was
4.96+1.93. The difference in scores
was not significant. This finding sug-
gests that the 47 incidents were rep-
resentative of all 100 incidents.

Participants

Staff participants included 29 per-
sons—15 men and 14 women. Their
mean age was 33.02+9.2 years (range,
21 to 50 years). The sample included
one nurse manager, one clinical nurse
specialist, 22 registered nurses, three
enrolled nurses, and two ward securi-
ty staff. The length of time the staff
participants had worked in psychiatry
ranged from seven months to 25 years
(mean duration, 5.61+5.99 years). Pa-
tient participants included 29 per-
sons—19 men and ten women. Their
mean age was 30.51+9.3 years (range,
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19 to 64 years). Diagnoses were bipo-
lar disorder (13 patients), schizophre-
nia (12 patients), another psychotic
disorder (three patients), and adjust-
ment disorder (one patient).

Measures

Aggressive/Assaultive Incident
Form. The Aggressive/Assaultive In-
cident Form (15) is completed by
staff immediately following any ag-
gressive incident. Aggression is de-
fined as any act of verbal or physical
aggression directed toward self or
others, irrespective of outcome. Data
recorded include the patient’s demo-
graphic characteristics; the severity of
the aggressive behavior, rated by

mn
The
study
included
interviews of staff
and patients about their
perceptions of the causes of
the aggression, its current
management, and ways
of reducing the

aggression.

Morrison’s hierarchy (14); and the in-
terventions used, as described in the
Overt Aggression Scale (16).

Patient and staff interviews. Pa-
tients and staff were interviewed with
comparable semistructured face-to-
face interview schedules. The inter-
views were conducted by researchers
who were not affiliated with the psy-
chiatric facility, which helped to gen-
erate unbiased responses.

Patients and staff were asked
about their feelings, what they
thought caused the incident, how
they thought similar kinds of inci-

dents could be avoided in future,
and whether they had been given the
opportunity to debrief. Staff also
made Likert-type ratings of how
fearful they were during the inci-
dent—from 0, no fear, to 5, created
extreme fear or anxiety; and how
well the incident was managed in
general, rather than personally—
from 1, room for improvement, to
10, perfectly managed. Responses to
interviews were recorded verbatim,
and the transcripts were analyzed
with a phenomenological “bracket-
ing” of the researcher’s expectations
(17). The two researchers separately
determined the meaning of each sig-
nificant statement, then compared
their interpretations to determine
when a statement could be interpret-
ed in another way.

The significant statements were or-
ganized into themes expressed by
both patients and staff. To check the
validity and the meanings of the
themes, they were discussed with
some of the participants. Chi square
analyses were used to identify differ-
ences between proportions of patient
and staff responses; significance was
set at .05.

Results

Characteristics of

aggression by incident

Of the 47 incidents of aggression
studied, 18 (38 percent) involved pri-
marily physical aggression, 27 (58
percent) involved primarily verbal ag-
gression only, and two (4 percent) in-
volved behavior by patients that staff
viewed as potentially aggressive.

In 45 incidents, aggression was di-
rected at staff in 23 incidents (51 per-
cent), at objects in 12 (27 percent), at
other patients in nine (20 percent),
and at self in one (2 percent). Table 1
shows the frequencies of patients’
specific aggressive behaviors, based
on Morrison’s hierarchy of aggressive
and violent behaviors (14).

In 44 incidents, information on
types of interventions used by staff
was obtained. The interventions in-
cluded giving additional oral medica-
tion in 14 incidents (32 percent), put-
ting the patient in seclusion in 12 (27
percent), isolating the patient (giving
“time out”) in six (14 percent), giving
the patient an intramuscular injection
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in five (11 percent), restraining the
patient in four (9 percent), and talk-
ing to the patient in three (7 percent).

Causes of aggressive incidents

Content analysis of all verbatim re-
sponses by patients (responses for 45
incidents) and staff (responses for 46
incidents) about the causes of the ag-
gressive incidents revealed three
main causes, as shown in Table 2:
those attributable to the patients ill-
ness, such as delusions; interpersonal
conflicts, such as poor communica-
tion between patients and staff; and
limit setting, such as being prevented
from leaving the hospital. Patient and
staff perceptions of the causes of ag-
gression were significantly different
from each other when compared
across these three main factors
(x2=7.09, df=2, p=.03). Patients
viewed illness factors as the cause of
aggressive incidents much less often
than did staff. Patients more often
saw interpersonal conflicts as the
cause of aggression, and patients and
staff almost equally reported limit
setting as a cause of aggression.

Views on decreasing aggression
Content analysis of all verbatim re-
sponses by patients and staff about
the means of reducing aggressive in-
cidents revealed three main factors,
as shown in Table 3: those related to
improving the medical management
of the patient, such as providing suffi-
cient medication; those related to
better handling of interpersonal con-
flicts, such as inadequate communi-
cation; and those related to more flex-
ible limit setting, such as providing
more ward activities. Only about half
of the patients and staff recommend-
ed ways of reducing aggression, de-
spite prompting at the interviews. Pa-
tients’ and staff’s recommendations
were significantly different from each
other when compared across the
three main factors (x?=11.4, df=2, p=
.003). More staff than patients sug-
gested improving medical manage-
ment as a means of reducing aggres-
sion, and more patients than staff
made suggestions related to decreas-
ing interpersonal conflicts. There was
a small and nonsignificant difference
between the groups in recommenda-
tions related to limit setting.
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Table 1

Levels and types of aggressive behavior in 45 incidents, categorized by a hierarchy

of aggressive and violent behaviors®

Behavior level and type N %
Level 1

Inflicted serious harm requiring medical care 2 1
Level 2

Inflicted low-grade harm requiring no medical care 14 31
Level 3

Made a verbal threat with a plan to inflict harm 11 24
Level 4

Touched another in a threatening way 2 4
Level 5

Made a verbal threat without a plan to inflict harm 5 11
Level 6

Approached another person in a threatening way 1 2
Level 7

Was loud and demanding 10 22
Level 8

Exhibited low-grade hostility 0 —

* Morrison’s (14) hierarchy was used. Because of missing data on two incident forms, the behavior

could not be categorized.

Emotional reactions and
postincident bebaviors

Patients reported having negative
emotions before 28 of 47 aggressive
incidents (59.5 percent), including
anger, anxiety, and depression. In
contrast, staff reported negative
emotional reactions before 16 of 47
aggressive incidents (34 percent)—

most commonly, anger and anxiety.
Patients™ aggressive behavior rated
by Morrison’s hierarchy of aggressive
and violent behaviors (14) was catego-
rized by the level of aggressive behav-
ior: physical (levels 1, 2, and 4) or ver-
bal (levels 3, 5, 6, and 7). No associa-
tion was found between the type of
aggression displayed and whether the

Table 2
Causal factors in incidents of aggressive behavior, as perceived by patients and by
staff
Patients?® Staff
Factor N % N %
Patient illness factors 15 33 27 59
Patient in the acute stage of illness 13 29 27 59
Insufficient medication 2 4 0 0
Interpersonal conflicts 16 36 7 15
Patient provoked by another patient 9 20 0 0
Staff not listening to the patient 3 7 0 0
Patient provoked by staff 2 4 0 0
Family conflicts 2 4 3 7
Patient provoking other patients 0 0 3 7
Poor communication between
patients and staff 0 0 1 2
Limit setting 14 31 12 26
Demands not being met by staff 4 9 7 15
Patient not wanting to stay in the hospital 3 6 4 9
Patient not allowed to go on leave 3 7 0 0
Patient not allowed to smoke 2 4 1 2
Patient not wanting to be told
what to do 2 4 0 0

* Patient participants could not identify the causes for two incidents, resulting in data for 45 incidents.
b One staff participant could not identify the cause of one incident, resulting in data for 46 incidents.
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Table 3

Patient and staff recommendations for decreasing aggression, in terms of number
and percentage of incidents for which the recommendation was endorsed

Patients? Staff
Recommendation N % N %
Improved medical management of patients 1 4 10 46
Provide sufficient and appropriate
medication 1 4 7 32
Patient’s illness needs to be monitored
and controlled more by staff 0 0 3 14
Better admission procedures 0 0 1 5
Improved handling of interpersonal conflicts 16 64 7 32
Staff need to listen and talk more with
patients and help with their needs 9 36 2 9
Need more appropriate staff 4 16 2 9
Patients need to be separated more wisely 2 8 3 14
Acknowledge patients’ rights 1 4 0 0
More flexibility in limit setting 8 32 5 27
Provide more activities overall
to release patient frustration 4 16 13 14
All doors on units to be unlocked 2 8 0 0
Have ward cigarettes 1 4 1 5
Let patients stay up late 1 4 0 0
Review the least restrictive policy 0 0 1 5

* Patients provided recommendations for decreasing aggression for 25 incidents.
b Staff provided recommendations for decreasing aggression for 22 incidents.

patient experienced a negative emo-
tion before the incident. Further-
more, no association was found be-
tween the type of aggression displayed
and whether staff experienced a nega-
tive emotion after the incidents.

Staff rated the level of fear and anx-
iety evoked during the aggressive in-
cidents. The average fear rating on
the scale of 0 to 5 was low (1.49+.66,
range, 0 to 3). Of the incidents that
evoked fear and anxiety among staff,
12 (52 percent) involved aggression
against staff, and eight (36 percent)
involved aggression against others.

Staff were moderately satisfied
with the way the aggressive incidents
were managed; the staff mean rating
on the scale of 1 to 10 was 6.7+2.53.
There was no relationship between
this rating and staff age, years of psy-
chiatry experience, or the level of fear
evoked by the incident. Patients were
generally satisfied with the way the
aggressive incidents were managed;
only 11 patients (24 percent) were
dissatisfied. Of these 11, seven want-
ed staff to listen more, spend more
time with them, and negotiate more
concerning conflicts; three wanted
staff to be calmer when dealing with
aggressive incidents; and one wanted
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staff to spend more time explaining
and encouraging medication adher-
ence and to explain the consequences
of noncompliance with medication.

More staff than patients reported
that they had spoken to someone
about the aggressive incident. For 30
of 47 incidents (64 percent), staff had
spoken to a colleague or had had a
formal debriefing session. In contrast,
for only 11 of 47 incidents (23.4 per-
cent) did patients report being given
an opportunity to speak with, and
speaking with, a staff member, a
friend, or another patient. No patient
reported a formal defusing or de-
briefing session.

Discussion

This study found significant differ-
ences between patient and staff per-
ceptions of the causes of aggressive
incidents on inpatient psychiatric
units and of the ways to reduce them.
Staff emphasized medication and
medical management in both the
causes of aggression and ways to re-
duce it. Patients emphasized equally
the roles of interpersonal conflict,
limit setting, and their illness in the
cause of incidents, and they empha-
sized the need for better communica-

tion in incident management. Most
patients and staff members were sat-
isfied with how the incident was man-
aged, although many more staff than
patients were given an opportunity to
discuss the aggressive incident.

Previous studies have also found
that staff and patients stated different
reasons for aggression (6,10,12,18).
Staff in some studies attributed ag-
gression to the stage of illness
(4,10,18,19)—a finding similar to
ours, in which staff emphasized med-
ication management. Although pa-
tients in this study were generally sat-
isfied with the way the aggressive in-
cidents were managed, they did seek
a more interpersonal approach from
staff. According to the interviews,
more than half of the patients (60
percent) reported experiencing nega-
tive emotions before the aggression.
Thus it appears that negative emo-
tions increase the risk of aggression.

Other studies have found that be-
ing sensitive to the patient’s mental
state, encouraging expression of feel-
ings (5), and helping the patient
break the incident down into compo-
nents (20) can facilitate alternative,
nonaggressive responses. Debriefing
can assist staff in dealing with self-
doubts about the management of in-
cidents (4) and can help deal with the
emotional effects of being a witness
to or a victim of aggression (21). Al-
though it might be expected that wit-
nessing or being a victim of physical
aggression would lead to more nega-
tive emotional effects among staff
than witnessing or being a victim of
verbal aggression, this was not found
to be true, indicating that verbal ag-
gression can be as distressing to staff
as physical aggression.

This study had certain limitations:
The results are based on a small sam-
ple size; therefore, the views ex-
pressed may not be representative of
the views of patients generally. The
open-ended style of interviewing
meant that articulate patients con-
tributed more to the data set than did
less articulate patients.

Conclusions

The findings of this study suggested
that patients and staff perceive ag-
gression on inpatient mental health
units differently. Supervision and
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training should highlight the need for
staff to understand and take into ac-
count patients” perspectives. Future
research needs to address patients’
perceptions of the management of ag-
gression following aggression man-
agement training for staff that incor-
porates the issues highlighted from
this study. ¢
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