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and clients can be contextualized into verbal and non-verbal communication, relational history, 
assumptions, judgments, and transference/ counter transference. Timing is also a key factor in 
relational dynamics. The literature shows a strong therapeutic alliance established at the time of 
admission is associated with lower risk of client aggression during hospitalization (Beauford et 
al., 1997).

To support the implementation of the MMMRCC at Ontario Shores, the Ontario Safety Association 
for Community and Healthcare developed a Clinical Practice Assessment Tool to Safeguard Staff 
and Clients in a Mental Health Facility. This assessment tool was developed based on a review 
of the literature on the collaborative recovery model, the therapeutic alliance and the reduction 
of seclusion and restraints. The tool consists of two assessment checklists. The first checklist is 
completed by management within the organization and examines leadership commitment and the 
supporting program infrastructure to facilitate and sustain workplace violence prevention. The 
second checklist is for front line mental health caregivers to reflect on their individual care giving 
and their commitment to the principles of collaborative recovery. 
Outcome measures associated with the Clinical Practice Assessment Tool fall under the three 
levels within the organization:
1.  At the client level – e.g. numbers of clients who participated in the de-escalation preference 

assessment and collaborative-recovery measures;
2.  At the staff level – e.g. Safe Management Group Inc. (SMG) pre & post-test scores, confidence 

in coping with aggression tool and involvement in SMG consultations; workplace satisfaction 
survey results; and therapeutic relationship measures 

3.  At the organizational level – e.g. code white prevalence, number of staff injuries and number 
of client complaints, and prevalence of restraints and seclusion use.

The use of this Clinical Practice Assessment Tool will foster the development of a system of care 
that integrates client and employee safety and reduces workplace violence in the mental health 
setting.

Discussion

Through the implementation of the Multidimensional Model for Managing Relationships through 
the Crisis Continuum and the Clinical Practice Assessment Tool to Safeguard Staff and Clients in 
a Mental Health Facility, Ontario Shores aims to provide recovery-based patient care and reduce 
workplace aggression and violence. The literature states that a critical outcome of a strong staff-
client therapeutic alliance and client collaboration in recovery is the reduction in violent incidents 
towards staff and other clients (Beauford et al., 1997). The emphasis of this system of care is 
on the therapeutic alliance, strength and competency based inter-professional care planning and 
treatment and clinical practice assessment at all levels within the organization.

Using this systems approach, strategies for safeguarding staff and patients move from being 
reactionary through the use of restraints and seclusion to preventive where the management 
of aggression is seen as a therapeutic-based intervention. Patient and staff interactions are 
seen as being influenced by multiple factors including personal factors, knowledge of each 
other, environment, work culture, and staff skill and education. Therefore, the approach is 
multidimensional, identifying three key elements of healthcare that could positively impact staff 
safety and quality of care: the client’s active participation, the staff’s hopeful attitude and senior 
leadership within the organization.

The way that behavioural crises are managed by staff is an important part of the strategy and 
is an area that has been given a lot of attention through the proliferation of mandatory crisis 
intervention curricula internationally for mental health staff (Pryer et al., 2008). Client and 
staff interactions before, during and after a crisis are influenced by individual factors. Staff’s 
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personal insight, values, clinical skills and support, previous trauma, knowledge about the client, 
and communication skills need to be considered. Equally as important, the client’s immediate 
stressors, mental and physical health, previous trauma, knowledge about the staff, values, and 
interpersonal functioning need to be considered. These internal and external factors need to be 
acknowledged and considered by each staff member during every crisis in which they intervene 
so that the therapeutic alliance and preventative approach remains the focus (Churchill et al., 
2008). SMG crisis intervention education for all clinical and non-clinical staff, implementation 
of de-escalation and mock code white practice sessions, embracing a least restraint philosophy to 
care, and a code white response that includes debriefing with clients, staff, and co-patients are all 
elements of the MMMRCC that have been put in place. 

Conclusion

Ontario Shores Mental Health Sciences Centre has begun the organizational change process of 
implementing their new model and the use of the OSACH clinical assessment tool. The stage 
has been set for transformation from a traditional service delivery model in tertiary mental 
health, to an inter-professional, strengths-based model that relies on all team members working 
within their full scope of practice, while integrating collaborative team-based approaches to care. 
Senior leadership is committed to the implementation of collaborative, recovery-oriented care, 
and clinical assessment at all levels of the organization to effectively prevent and reduce violent 
incidents.
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Background

As far as we know there is little knowledge about restraint exposure and the patient’s number of 
admissions to Emergency Psychiatry Departments.

Method

The findings are from an ongoing study conducted in three Emergency Psychiatry Departments 
with total responsibility for representative catchments areas. All patients admitted during a 2- year 
period were included in the study. For each patient restrained we collected data from the handwritten 
protocols about pharmacological restraint and/or mechanical restraint, and the individual number 
of admissions from the electronic journals, and compared number of admissions in the group of 
patients restrained (N=258, 44 % women) with a random sample of patients without restraint 
(N=258, 46% women). 

Results

Preliminary analyses from two of the Emergency Psychiatry Departments showed a significantly 
larger number of admissions (p<0.001) in the group of patients being restrained (mean 2.7, range1-
23) than in a random sample of patients without restraint (mean1.5, range 1-6). In a subgroup of 
restrained patients (N=24), all having more admissions than any patients in the random sample, 
women were in majority (62%), and had a higher mean number of admissions than the men (11.8 
versus 8.4).

Conclusion

The results indicate that there are significant differences in the use of Emergency Psychiatry health 
services between patients being restrained and patients not restrained. In a subgroup of patients 
often admitted to Emergency Psychiatry Departments, all the patients were restrained and the 
prevalence of women was 62%. These results suggest that use of restraints is markedly increased 
among patients with frequent admissions to Emergency Psychiatry Departments. Further, women 
appear to be in majority among patients with many admissions.
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Introduction and background

Researchers have begun to study the costs of using restraint and seclusion (Flood, Bowers, 
& Parkin, 2008; LeBel & Goldstein, 2004, 2005) and the value added by reducing their use 
(LeBel & Goldstein, 2004, 2005). Most recently, the Substance Abuse Mental Health Services 
Administration (SAMHSA) examined the business case for reducing these containment procedures 
(SAMHSA, in press) as part of their ongoing national initiative and goal to eliminate restraint and 
seclusion (Curie, 2005; SAMHSA, in press). At a time of significant fiscal constriction, leaders 
are being compelled to reexamine their organization’s current use of restraint and seclusion 
from an economic perspective (SAMHSA, in press). Over the past decade, the United States 
has focused on restraint and seclusion reduction and prevention (Huckshorn & LeBel, 2009). 
Many organizations have embarked on initiatives to reduce and prevent restraint and seclusion 
use and reported significant success (Delaney, 2006; LeBel et al., 2004; NASMHPD, 2009; Smith 
et al., 2005). Several have cited additional operational and economic benefits of replacing these 
procedures with more supportive measures (Florida TaxWatch, 2008; LeBel, 2009; LeBel & 
Goldstein, 2004, 2005; Murphy & Bennington-Davis, 2005; Sanders, 2009). 

Method

A literature review of restraint and seclusion costs, reduction efforts and violence in health 
care, specifically mental health, was conducted. In addition, inpatient and residential program 
organizational case analyses of published successful reduction efforts were performed. Data on 
the economic and operational benefits from decreased use of these containment procedures was 
reviewed. Specific pre-post restraint/seclusion reduction initiative costs were examined in addition 
to leadership, staff, and consumer perceptions of these procedures. Alternatives to restraint and 
seclusion were also solicited and analyzed (SAMHSA, in press).

Results

Many organizational costs result from restraint and seclusion use. The most significant day to 
day cost is staff time spent managing these procedures (Flood et al., 2008; LeBel & Goldstein, 
2005). The full cost to an organization is unknown (Huckshorn, 2006; LeBel & Goldstein, 2005). 
Estimates range from $240 to $354 per episode depending on the type of containing methods 
used (i.e., physical, mechanical, and/or medication) (Flood et al., 2008; LeBel & Goldstein, 
2005). Containment procedures, in total, account from anywhere from 23 – 50 percent of staffing 
resources (Flood et al., 2008; LeBel & Goldstein, 2005). Other studies support these findings, 
underscore that additional staff and resource intensity is required to manage restraint and seclusion 
episodes, and this, in turn, raises the cost of care (Cromwell & Maier, 2006; SAMHSA, in press). 
A number of other organizational costs result from restraint and seclusion use. These procedures 
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are associated with more medication and physical injuries to staff and persons-served (Bailey, 2006; 
LeBel & Goldstein, 2005; Murphy & Bennington-Davis, 2005; NASMHPD, 2009). Environmental 
damage has also been reported by some facilities (Banks & Vargus, 2009; LeBel & Goldstein, 
2005). In addition, workforce-related volatility (i.e., turnover, industrial accidents, absenteeism/sick 
time, replacement costs, hiring costs, training/retraining) has been cited by many organizations as 
costly sequellae to restraint and seclusion use (Greene & Ablon, 2006; LeBel & Goldstein, 2005; 
Murphy & Bennington-Davis, 2005; Sanders, 2009; Unruh, Joseph, & Strickland, 2007).

In the event of injury or harm to the consumer or staff, increased worker’s compensation, 
general liability, and professional liability claims and costs result (Bailey, 2006; LeBel & 
Goldstein, 2005; Murphy & Bennington-Davis, 2005; Rodman & Gordon, 2008; Sanders, 2009). 
If litigation and legal judgments follow, these costs can surpass all others, claim millions of 
dollars, and force facilities to close (GAO, 2008; Haimowitz et al., 2006; Hunter & Carmel, 1992; 
SAMHSA, in press; Stefan, 2002).

Restraint and seclusion use charges an immeasurable cost to consumers. These costs include: 
1) physical injuries; 2) traumatization; 3) decrease in functioning; 4) longer lengths of stay; 5) 
more medicine; and 6) increased readmission to the hospital (LeBel & Goldstein, 2005; Murphy 
& Bennington-Davis, 2005; SAMHSA, in press; Thomann, 2009). In addition, consumers 
experience damage to the therapeutic alliance and mistrust of the health care system (Huckshorn 
& LeBel, 2009; Robins et al., 2005; SAMHSA, in press) and are subjected to “opportunity costs” 
– the cost of care not being provided when staff attention is focused on managing restraint or 
seclusion instead of treatment (Krueger, 2009).

Prevention-oriented training and supervision of staff, implementation of crisis prevention 
plans, and sensory-based alternatives, such as Comfort or Sensory Rooms, are most frequently 
developed when organizations work to reduce restraint and seclusion use (NASMHPD, 2009). The 
costs of these tools are less than the aggregate costs associated with using restraint and seclusion 
(LeBel, 2009; NASMHPD, 2009). Larger programs and state facilities have reported millions of 
dollars in savings and cost avoidance (Florida TaxWatch, 2008; LeBel, 2009; Sanders, 2009). 
Successful programs credit leadership commitment and staff dedication as the most important 
elements in effective reduction efforts (NASMHPD, 2009).

Conclusion and discussion

Restraint and seclusion use contributes to: 1) violence in the workplace, 2) significantly increased 
operational and workforce-related costs, 3) reduced quality and effectiveness of care, and 4) an 
unquantifiable personal costs to service users and workers (Flood et al., 2008; Huckshorn & LeBel, 
2009; LeBel & Goldstein, 2005; NASMHPD, 2009). Costs incurred to reduce and prevent restraint 
and seclusion typically includes staff training, sensory interventions/equipment, modest environment 
of care changes, and new consumer roles to promote practice and culture change (Huckshorn & 
LeBel, 2009; LeBel & Goldstein, 2005). Reducing restraint and seclusion use ultimately leads to 
enhanced working and treatment conditions, greater staff and consumer satisfaction, and substantial 
savings which exceed the costs expended to prevent their use (LeBel, 2009; NASMHPD, 2009).
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Chapter 14 – Specific Populations 
and Violence: Forensic Psychiatry

Developing a forensic department by using the 
risk assessment tool BVC and the SOAS-R as 
indicators

Poster
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The poster will present how a forensic department in Denmark uses the BVC (Brøset Violence 
Checklist) and the SOAS-R (Staff Observation Aggression Scale-Revised) for developing the 
clinical practise. By using the BVC and SOAS-R we aim to have a baseline tool for developing 
the clinical practise.

Project aims

•	 	To	systematically	train	staff	to	use	BVC	and	SOAS
•	 	To	 implement	 strategies	 in	 the	 milieu	 to	 avoid	 violent	 situations	 by	 following	 the	 SOAS	

registrations
•	 	To	develop	nursing	strategies	for	preventing	violent	incidences
•	 	To	develop	de-escalating	techniques.

Background

In 2002 the European committee for the prevention of torture and inhuman or degrading treatment 
or punishment concluded after visits at three psychiatric hospitals in Denmark, that patients were 
mistreated by long term restraint. This report created an image problem for Danish nurses. This 
emphasises the need for research into the interacting of the nurse and the violent patient. Even 
though psychiatric nurses have a long history of dealing with violent situations, managing violent 
and threatening behaviour in psychiatric units is still in the shadow of psychiatry. Nurses don’t 
talk about what kind of strategies they are using.

In order to reduce the use of coercion, prevent violent behaviour and develop alternative 
de-escalating strategies, it is a priority for nurses to articulate the strategies for managing violence. 
Prediction of violence has been shown repeatedly to be a difficult task, and the accuracy of such 
predictions has usually been deemed poor. The prediction of violence is often a team effort and 
the decisions are often made after input from professionals with a variety of perspectives.
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To prevent violence and thereby to prevent the use of restraint, there is a need to develop clinical 
theory that accurately details the interaction between the nurses and the violent and threatening 
patient.

This poster will detail:
•	 	The	implementation	phase	of	the	BVC	and	SOAS	(the	SOAS-R	registrations	is	followed	over	

a 2 years period).
•	 	The	strategies	implemented	on	the	behalf	of	the	BVC	and	SOAS	registrations	(i.e.	physical	

activities, Cognitive behaviour therapy).
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Introduction

Given the variety of different forms of violence, this research was concerned with the nature 
of violence in the future and the boundary of human aggression. Homicide is manifestation of 
aggressive behavior characterized by a situation in which the perpetrator does not or can not 
control his own aggressive impulses and directs these to another person Aggression may occur 
suddenly and may lead to to homicide, thereby making many murders sudden and unexpected 
acts. Homicidal aggression is malignant, and brutal, while the act of homicide is sudden, usually 
unexpected and aimless. Homicide committed by people with mental disorder may result from 
psychopathology. Environmental circumstances may trigger a patient’s homicidal behavior. 
Failing to recognize early symptoms of disease, the fear of mentally ill patients, and concealing 
the existence of mental disorders of family members have resulted in murder. . Recent studies, 
especially from Scandinavia and Canada, show a moderate but reliable relationship between 
violent behavior and the existence of mental illness. This is especially true of the first psychotic 
episode. Fortunately, only 4% of mentally ill patients are perpetrators of a crime. However, there 
remain prejudices in society that serious crimes are usually committed by mentally ill persons. 
The researchers investigated associations between certain psychopathological contents of patients 
diagnosed with schizophrenia and those diagnosed with paranoid psychosis and the manifestation 
of excessive violence. To date, this link can not be determined exactly, because there is a 
significantly greater number of psychiatric patients who have similar symptoms and who have 
never expressed dangerous behavior.

Objectives

This paper compares patients diagnosed with schizophrenia with those diagnosed with paranoid 
psychosis on aspects of their crimes and social functioning. The researchers were interested in the 
idea that patients diagnosed with schizophrenia who “functionally orientate” to the family may 
perpetrate familial homicide. On the other hand, patients diagnosed with paranoid psychosis are 
“functionally oriented” outside the family and often perpetrate homicide outside the family.

Method

This retrospective study included 160 patients receiving compulsory psychiatric treatment in high 
secure units who had committed a murder in or outside the family. The research related to patients 
with the diagnosis of schizophrenia and paranoid psychosis in the period from 2004 to 2008. 
During the research we investigated and the following additional variables:
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•	 age	of	the	patients	at	the	time	of	crime,
•	 sex,
•	 multiple	murders,
•	 previous	treatment,
•	 marital	status,	and
•	 alcohol	or	drugs	abuse.

We processed the results using descriptive statistics.

Results

Patients diagnosed with schizophrenia (n = 132, 82.5%) were more likely to commit homicide 
than patients diagnosed with paranoid psychosis (n = 28, 17.5%). In the schizophrenic group, 
the average age at the time of committing the murder was 27.5 years. More men 122 (92.1%) 
committed homicide than women 10 (7.9%). Eighty-eight patients (66.6%) committed murder of 
family members compared with 44 (33.4%) patients whose murder was of non-family members.. 
The total number of multiple murders was 32 (27.2%), of which 28 were committed in and 
4 outside the family. Of the patients who committed murder 114 (86.4%) were single and 18 
(13.6%) were married and 30 (22.7%) had had psychiatric treatment compared with 102 (77.3%) 
of those who had no previous psychiatric treatment. Thirty eight patients (28.7%) had a diagnosis 
of alcohol abuse.

Patients diagnosed with paranoid psychosis were on average 38.4 years old at the time of 
committing the murder and the number of men (26, 92,8%) was much higher than women (2, 
7.2%). Murder in the family was committed by 8 (28.6%) and outside the family by 20 (71.4%). 
The total number of multiple murders that occurred outside the family was 2 (7.1%) . Four 
(14.3%) persons had received previous psychiatric treatment and 24 (85.7%) had no previous 
treatment.. Ten (35.7%) patients were married and 18 (64.3%) were single. Two patients (7.1%) 
had a diagnosis of alcohol abuse.

Table 1: Comparison of groups

Schizophrenia Paranoid psychosis

Homicide 82.5% (n = 132) 17.5% (n = 28)

Homicide in the family 66.6% (n = 88) 28.6% (n = 8)

Homicide out of family 33.4% (n = 44) 71.4% (n = 20)

Average age 27.5 38.4

Men 92.1% (n = 122) 92.8% (n = 26)

Women 7.9% (n = 10) 7.2% (n = 2)

Multiple homicides 27.2% (n = 32) 7.1% (n = 2)

Treatment 22.7% (n = 30) 14.3% (n = 4)

Without treatment 77.3% (n = 102) 85.7% (n = 24)

Married 13.6% (n = 18) 35.7% (n = 10)

Single 86.4% (n = 114) 64.3% (n = 18)

Alcohol abuse 28.7% (n = 38) 7.1% (n = 2)

Drug abuse none none
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Discussion

The differences found by this research can be explained in two ways: 1) these are two completely 
different mental illnesses, with all their specific features, and/or 2) the patients have completely 
different forms of social functioning. Patients with schizophrenia have a disorder of social 
functioning characterized by:
•	 	social	withdrawal	and	isolation,
•	 	disorder	of	interpersonal	relations,
•	 	the	fact	that	a	family	cannot	usually	select	between	adequate	and	inadequate	and	aggressive	

behavior,
•	 	the	patients’	incapacity	to	control	their	aggressive	urges	and/or	take	to	care	of	themselves	or	of	

others,
•	 	patients	prefer	to	speak	about	what	is	going	on	within	themselves	rather	than	around	them,
•	 	serious	problems	of	social	adaptation,	and
•	 	dissonances	between	social	maturation	and	separation	from	the	family.

All these factors lead to the creation of an unnatural position, to which there is often no solution. 
This “functional orientation” to the ‘schizophrenic’ family comes from a psychopathology which 
does not permit the presence of other, unknown people. In the beginning, the family is the only 
place that offers salvation and “outlet” for the patient. Later, the family can not control inadequate 
behavior of the patient. On the other hand, the patients diagnosed with paranoid psychosis have a 
different disorder of social functioning characterized by:
•	 	social	hypersensitivity,
•	 	the	tendency	to	reject	people	close	to	them,
•	 	latent	aggressiveness,
•	 	strong	 feelings	 of	 insecurity	 and	 inferiority	 which	 design	 to	 the	 selected	 person	 from	 the	

surrounding,
•	 	high	opinion	of	himself,
•	 	insistence	on	their	autonomy	and	independence,
•	 	increased	expectation	of	poor	treatment	of	the	environment,	and
•	 	paranoid	pseudo	community.

Better social integration of patients with paranoid psychosis lead to their “functional orientation” 
outside of the family. Their social behavior is directed towards achievement of their goals which 
depend on paranoid contents. Because of strong emotional investment in paranoid ideas and the 
inability to exercise, there is a risk of aggressive behavior. Most patients are younger, single 
and socially dysfunctional men who had not been not previously treated. This is very important, 
because the recognition of early symptoms of disease and treatment of mental illness is most 
important in the prevention of violent behavior. Two main reasons for expressing malignant 
aggression of these patients are: 1) the lack of treatment and 2) social disintegration.

Conclusion

Homicide committed by patients diagnosed with schizophrenia and paranoid psychosis is a 
complex process affected by many factors. The most important of which are:
1. the actual psychopathology,
2. the psychodynamic relationship to the family,
3. the role of victim, and
4. the reason (the current provocative situation for the expression of aggression)
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Some factors can be influenced, but others not. However, the identification of these factors and 
the implementation of therapeutic measures may prevent dangerous behavior in people living 
with mental illness.
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Background

The number of forensic mental health patients in Denmark is increasing at a rate of 11% per 
year. Forensic psychiatric patients occupy 20% of all psychiatric beds, and of the total number 
of forensic mental health patients, 75% are diagnosed with schizophrenia. For this group of 
inpatients everyday care is a part of the current psychiatric treatment offered on the forensic 
mental health wards. However, we know very little about the characteristics of staff care and the 
significance this has for the forensic mental health inpatients. Knowledge about everyday care 
in relation to the interaction between staff and patients is therefore necessary in order to further 
evaluate and develop clinical nursing practice.

Aim

The aim of the study is to examine everyday care as it is carried out on the forensic mental health 
ward. The objective is to describe and analyze the care provided by mental health staff as they 
interact with schizophrenic forensic mental health inpatients. A further objective is to examine 
the staff’s and patients’ experiences of everyday care, and what significance the care has for the 
patients.

Materials and Methodology

Symbolic Interactionism is employed as the principal methodological framework for the study. 
Taking everyday life as the starting point, the focus is on the underlying significance of actual 
communication and interaction as it occurs in daily nursing practice. For this purpose, explorative 
ethnographic fieldwork is undertaken, in the form of observations and interviews over a 12 month 
period. The study consists of three stages: In Stage I descriptive participant observations are 
carried out. In Stage two participant observations are guided by the previous analysis at stage 
one. Stage three involves open interviews and interviews based on the two previous stages. The 
study includes a maximum of 16 schizophrenic, forensic mental health inpatients over the age of 
18 of Danish ethnic origin, together with the forensic mental health staff working on the same 
ward(s).

Data analysis

Data is collected by participant observations and interviews and transcribed into text, which is 
then analyzed using domain, taxonomic and content analysis. This means that the text is analyzed 
in relation to the terms and underlying meaning that the text constitutes as a whole. ‘Meaning’ is 
defined as the meaning expressed by the participants collectively throughout the complete data 
collection. The purpose of this is to find and sort semantic relations from within everyday care and 
the interaction between patients and forensic mental health staff in relation to the overall aim of 
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the study. Thereby the study seeks to provide a foundation for further development and evaluation 
of existing practice.

Timetable

The study begins in September 2008 and the final report is expected at the beginning of September 
2011.

Ethics
The study was reported to and approved by the Danish Data Protection Agency and The Danish 
National Committee on Biomedical Research Ethics, Region of Southern Denmark. The study 
is expected to contribute with grounds for evaluation and development of inpatient care in the 
participating units. Furthermore the study seeks to develop knowledge about the psychiatric 
nursing field of research. 
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Introduction and background

People make different judgements about each other all the time which is considered as a normal 
occurring phenomenon. When it comes to expertise however, we might expect highly skilled 
professions to agree with each other within a given field. But even among them quite different 
judgements of the same phenomena occur, also within forensic psychiatry (Murrie et al., 2008). 
The forensic psychiatric expert witness (expert) plays an important role in advising the courts in 
complex matters such as criminal responsibility, competence to stand trial, and risk assessments. 
The presumption is that experts will give helpful information for the courts regarding the defendant 
enabling them to pass correct decisions. However, a persistent criticism has been that judgements 
made by experts do not diverge significantly from that of lay persons, questioning the role of the 
expert for the courts (Jackson, 1986;Cima et al., 2002;Faust & Ziskin, 1988). But, given that there 
are no differences between the judgments of experts versus lay persons, then there is scarcely 
no point in using experts guiding the courts. Therefore we wanted to study if such criticism is 
reasonable in a Norwegian medico-legal context. As a hypothesis we proposed that we would 
not find any significant differences in the judgments between experts and laypeople concerning 
criminal insanity by legal terms, risk of repeated offence, or need of psychiatric treatment.

Methods

We wanted to explore if the forensic psychiatric judgements of experts (14 psychiatrists and 21 
psychology specialists) differed significantly from those made by 126 laypersons, and if psychiatrists’ 
judgements differed significantly from those made by psychologists. Based on real forensic reports 
we constructed 18 case vignettes with balanced sets of positive and negative psychiatric and social 
history, and of former convictions for minor or major crimes. Psychiatric and social history could 
be absent, and this classification made a total of 18 combinations (3 psychiatric * 3 social * 2 
conviction). Each combination formed one case vignette. We asked the participants to rate each case 
on three variables: insanity [psychosis, amnesia/unconsciousness, or mental retardation (IQ<55)], 
risk of committing new criminal offences, and need for psychiatric treatment in the immediate 
future. Ratings of the variables were done on seven point Likert scales from 1 (not present) to 7 
(present to a high degree), i.e. higher scale scores indicated more insanity, higher risk and higher 
need for treatment. The 18 vignettes were rated seven times in each of the three groups since the 
psychiatrists rated 9 vignettes each, psychologists 6, and laypersons 1 each.

Since the experts each rated multiple cases, evaluations from the same individual were not 
independent, and a Linear Mixed Model (LMM) was used for analysis of the data. The significance 
level was set to p=.05.
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Results

Significant differences were observed between lay peoples’ and experts’ ratings on insanity, (p = .008), 
risk, (p = .024), and treatment (p = .009). No significant differences were found between psychiatrists 
and psychologists concerning insanity, but concerning risk (p = .030) and treatment (p = .021). 
The most notable result was that the laypersons on the average rated all variables higher than the 
experts, i.e. considered the case vignettes as being more insane, having more risk and more in 
need for treatment. The psychiatrists had the lowest ratings of the three groups.

Discussion

The laypersons on average rated all variables higher (more insanity, risk and need for treatment) 
than the experts while the psychiatrists had the lowest ratings of the three groups. The psychiatrist 
group were the most experienced (most cases) in forensic work. This might imply that the 
psychiatrists had a higher threshold for considering a person as legally insane, or at least higher 
than the two other groups. Two tentative hypothesises can be drawn from our study. First, it 
does make a difference to be an expert in a forensic setting, due to different ratings compared to 
laypeople. The reason for this is perhaps a combination of clinical experience and knowledge of 
the threshold for insanity by legal terms. Second, psychiatrists and psychologists do not seem to 
diverge substantially in how they judge forensic cases regarding insanity. 

Conclusions

We disconfirmed our hypothesis, i.e. we found significant differences between the experts and lay 
persons concerning criminal insanity, risk and need for treatment. Both professional judgement 
and professional experience do seem to matter in forensic cases. Perhaps the persistent criticism 
and claim of the fallacy of the forensic expert is exaggerated.
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Introduction and background

When forensic patients abscond from mental institutions it tends to evoke fear among the general 
public, concern among mental health employees, and a general focus in the press. The present 
study investigates escapes from a forensic unit during the years 2006 and 2007 and was conducted 
at the forensic psychiatric unit of Sct. Hans Hospital in Denmark. The unit is an 80 beds treatment 
institution with Copenhagen as its catchment area. Security levels include high security, medium 
security and low security. The vast majority of the patients are admitted under psychiatric orders 
imposed by court on offenders who have committed a serious offence and are considered not 
responsible due to severe psychopathology.

Method

The method of the study was mixed method, which uses both quantitative and qualitative method 
to explore the same topic (Coyle & Wiliams 2000, Moffatt et al. 2006, O’Cathain et al. 2007 & 
2008, Sandelowski 2000). The two parts 1) a quantitative part that investigates how the patients 
who abscond differ from the patients who do not abscond 2) a qualitative part that investigate why 
patients absconded or why others choose to stay at the hospital. 

The aim of this presentation is to present the common themes that emerge form the semi-
structured interview with six patients admitted at a forensic department in Denmark on the topic 
absconding. It was possible to obtain informed consent from six patients all men to take part in a 
semi-structured interview. Three patients that under there admissions have absconded between 4 
to 16 times and three patients that never had absconded. 

Conclusion and discussion

The three patients that under their admissions have absconded all told that there escapes was 
an impulsive act and they always returned to they’re known area of living to join up with there 
friends and families. Under there escape they all had the feeling of being a hunted pray that any 
time could be court by the police and therefore it wasn’t an enjoyable moment for the patient so in 
many cases the patient returned to the ward that they had absconded from on their own or went to 
the police and told them that they had absconded for a mental hospital and then was being brought 
back to the hospital.

When the patients was asked to come up with some proposals for what we as nursing staff could 
do to prevent the escapes. They all calls for meaningful activities that will give them a felling of 
doing some thing that gives meaning and can be used after there admission and more activities 
with the staff and fellow patients.



313

The three patients that never had absconded had a common theme of why there choose not to leave 
the hospital without permission. They had the feeling that they would disappoint their family and 
friends. The patients where also very concerned about there treatment, they were afraid of what 
will happened to them if they were unable of getting their prescribed medications.

The patients that under their admission never choose to leave the hospital were more concerned 
about their treatment and that they had reached an understanding of the necessity of the need for 
treatment and that they have reached an alliance with the staff.
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The Mental Health Centre Sct. Hans is a forensic unit 80 bed treatment institution with the Capital 
Region of Denmark as its catchment area. Security levels include high security, medium security 
and low security. The vast majority of the patients are admitted under psychiatric orders imposed 
by court on offenders who have committed a serious offence and are considered not responsible 
due to severe psychopathology.

The ward were the project has been conducted is a 12 bed medium security ward with 25 staff 
members. 13 patients participated in the project over a 10 week period. 

The poster will present how a forensic department has reorganised the treatment by implementing 
the use of psychical and other recreational activities. Through the past years we have been inspired 
to use different kind of treatment the treatment has been documented as relevant for our group 
of patients. We have developed care and treatment to be an important part of the rehabilitating 
work.

With the help of an electronic version of SOAS-R we recognised that violence episodes often 
happened on special weekdays and at special times of the day (i.e. at 11 am, Thursday and 
Saturday mornings).

The aim of the quality improvement project was to reduce violence incidents by implementing 
psychical training. The secondary aims were to improve the patient health, to create a meaningful 
everyday life for the patient, and to establish a positive staff / patient relationship 
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Background and aims

The Dangerous and Severe Personality Disorder (DSPD) programme within England and 
Wales is a government initiative which aims to provide new treatment services to a previously 
“untreatable” group who have a diagnosed severe personality disorder(s), who also pose a risk 
to the public [1]. Currently, pilot DSPD services within England have been established in two 
high secure psychiatric hospitals, two high secure prisons and in a range of community settings. 
People with personality disorder and with high risk, however, have been admitted to high secure 
facilities for many years. At Rampton hospital, for example, a Personality Disorder service has 
been in existence since 1997. Yet, it is unclear whether those admitted to the new DSPD services 
are different from those admitted to conventional (pre-DSPD) services. One study has explored 
recidivism rates in prisoners meeting DSPD criteria, compared with non-DSPD prisoners [2]. The 
study comprised 1,396 UK adult male offenders serving determinate sentences of a minimum of 
two years for sexual or violent offences. It found that significantly more of the prisoners meeting 
DSPD criteria were reconvicted of any offence (58% vs. 38%), major violent offences (4% vs. 
1%) and acquisitive offences (33% vs. 18%) after release, relative to non-DSPD prisoners. The 
findings also suggested that the probability of reconviction statistically associated with DSPD 
was considerable at 34% for any reconviction, 71% for major violence and 47% for acquisitive 
offences.

This paper will address whether the level of risk posed by male personality disordered patients 
admitted to high secure DSPD services, under DSPD criteria, will differ from those admitted 
to non-DSPD services within the same high secure psychiatric hospital, on several aspects of 
risk: an index of predicted future violence (HCR-20)[3], pre-treatment levels of institutional risk-
related behaviour, and previous offending behaviour. Given the background and rationale for the 
DSPD initiative [1], the following hypotheses are in need of empirical examination. Personality 
disordered patients admitted to a high secure DSPD facility will, compared to those admitted to 
a high secure PD facility,
•	 score	higher	on	a	measure	of	predicted	future	violence
•	 have	higher	levels	of	pre-treatment	risk-related	behaviour	within	the	institution
•	 have	a	higher	number	of	previous	offending	behaviour

Methodology

Sample
All patients included in the study sample were admitted to Rampton Hospital high secure PD (n = 
60) or DSPD service (n = 44) between March 2004 and June 2008. The mean ages of the samples 
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at admission were 33.8 (SD = 7.5) and 33.2 (SD = 9.1) (ranging from 18-56 years) (ns). Sources 
of referral were prison non-DSPD (PD, 39%; DPSD, 57%) and DSPD units (PD, 0%; DSPD, 
32%), medium secure units (PD, 13%; DSPD, 1.5%), other high secure non-DSPD (PD, 34%; 
DSPD, 3%) and DSPD units (PD, 7%; DSPD, 1.5%), and other (Court, hostel) (PD, 7%; DSPD, 
5%). All admissions to the hospital satisfied the requirements of the (1983) Mental Health Act. 
DSPD patients (67%) were mainly serving determinate sentences (PD, 19%), PD patients (45%) 
mostly indeterminate sentences (DSPD, 28%) or hospital orders (PD, 36%; DSPD, 5%). 

Assessment(s)

Each patient was assessed using the HCR-20 [3] within two years of admission, by psychiatric 
multidisciplinary teams trained in the use of this assessment tool. Conceptually, the HCR-20 
aligns risk factors into historical static, clinical risk, and future risk factors. For research purposes, 
the items on the assessment are scored 0 = item not present, 1 = possible presence of item and 2 
= item definitely present (total scores range 0-40). Higher scores have been found to predict post-
discharge violence across a variety of samples and countries with moderate to large statistical 
effect sizes [4].

To identify differences in pre-treatment institutional risk-related behaviour across the two samples, 
hospital incident reports (IR1) were collated for the 12-month period following admission to 
the PD or DSPD service. These incidents were coded by a trainee Forensic Psychologist into 
subtypes reflecting i) Physical Interpersonal Aggression; any actual or attempted interpersonal 
violent assaults (i.e., ‘punching’) or physical threatening actions towards others (i.e., ‘clenching 
fists’), ii) Verbal aggression; any incident where the patient has directly/or indirectly threatened 
to cause harm to another (i.e., ‘I’m going to get you’) or any vulgar language towards others (i.e., 
‘fucking bitch’) iii) Total institutional risk-related behaviour; this combines points i) and ii) plus 
actual or attempted damage to property, direct or indirect sexualised behaviour, racial abuse, 
actual or threats of self-harm, suicide or hostage-taking. Twenty per cent of randomly chosen 
incidents were re-coded by a doctoral-level psychologist who was blind to the previous ratings 
to obtain a measure of inter-rater reliability which was 0.93. Data relating to offending histories 
were collated from patient databases and file reviews. 

Data analysis

Initial exploration of the data suggested that it was non-normally distributed and therefore 
non-parametric statistical tests were applied throughout the analysis. Specifically, chi-square 
analyses were employed to identify any differences in the types of offending engaged in by the 
PD, and DSPD, patients. In a similar way, Mann-Whitney tests were applied to the data to explore 
differences in markers of general offending rates, HCR-20 scores, and rates of institutional risk-
related behaviour. Finally, logistic regression analysis was used to allow confounding variables to 
be controlled for statistically. All analyses in the present study were conducted using SPSS Version 
17. The significance level tested was set at p < 0.05 and all tests were two-tailed. The study was 
conducted under service evaluation rules approved by the research governance department of the 
NHS Trust. 

Results

Differences across the HCR-20 assessment
Results for the HCR 20 analyses are shown in Table 1. Ten patients within the sample had not 
been assessed using the HCR-20 within two years of their admission date and were, therefore, 
excluded from this analysis. The remaining DSPD patients obtained significantly higher scores 
on the HCR-20 total, and on the clinical and risk subscales, relative to the PD patients (Table 2). 
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However, time taken to complete HCR-20 assessments for the PD sample was significantly longer 
than for the DSPD sample (U = 662.0, p < 0.05). Yet, even after controlling statistically for this 
confounding effect using logistic regression analyses, the HCR-20 total score and the clinical 
and risk subscale scores remained significantly greater for the DSPD sample, relative to the PD 
sample (all p < 0.05). 

Table 1. Mann-Whitney U tests, medians, inter-quartile ranges (IQR) and effect sizes (r) for 
HCR-20 assessment scores and pre-treatment institutional risk-related behaviour for the PD, and 
DSPD, samples.

variable n
Median (IQR)

U r
PD DSPD

HCR-20

Total score 94 24.0 (8.0) 28.0 (8.5) 583.00** 0.38

Historical subscale score 94 17.0 (4.0) 16.0 (2.0) 1021.50 0.03

Clinical subscale score 94 4.0 (4.0) 6.0 (2.0) 714.00* 0.27

Risk subscale score 94 2.0 (2.0) 7.0 (4.0) 423.50** 0.51

Number of Pre-treatment harmful incidents in institution
Physical interpersonal aggression 104 1.0 (2.0) 2.0 (4.0) 994.50* 0.21

Verbal aggression 104 1.5 (6.0) 7.0 (10.0) 644.50** 0.44

Total institutional risk-related behaviour 104 3.0 (8.0) 14 (22.8) 587.50** 0.47

*denotes p < .05, **denotes p < .001
r = 0.1 indicates small effect size, r=0.3 indicates medium effect size, r = 0.5 indicates large effect 
size.

Differences in pre-treatment institutional risk-related behaviour

Within the first 12 months of admission, DSPD patients engaged more frequently in physical 
interpersonal aggression, verbal aggression and all institutional risk-related behaviour in 
comparison to the PD patients (Table 2). 

Differences in offending history

Aspects of previous offending history are reported in Table 2.The results of Mann-Whitney tests 
revealed that DSPD patients received a significantly greater number of convictions after the age of 
18, relative to the PD patients, and had been imprisoned on a greater number of occasions (Table 
1). Further, examination revealed that compared to PD patients (73%), a greater proportion of the 
DSPD patients (95%) had engaged in minor offences during their lifetime (95%) (χ2= 10.2, p < 
0.05). However, this was not found for violent, sexual, acquisitive, or arson offences (all p > 0.05, 
chi-square tests). In fact, a greater proportion of the PD patients had committed murder, attempted 
murder, or manslaughter during their lifetime (34%) compared to the DSPD sample (17%) (χ2 = 
4.22, p < 0.05). 
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Table 2. Mann-Whitney U tests, medians, inter-quartile ranges (IQR), and effect sizes (r) for 
offending history for the PD, and DSPD, sample. 

Offending history variable n
Median (IQR)

U r
PD DSPD

Number of convictions pre 18 104 5.0 (15.8) 6.5 (18.75) 1212.00 0.07

Number of convictions post 18 104 10.5 (23.5) 18.0 (24.0) 996.50* 0.21

Number of imprisonments pre 18 104 0 (1.0) 1.0 (2.0) 1097.5 0.15

Number of imprisonments post 18 104 2.0 (3.0) 3.0 (4.0) 834.50* 0.32

Age at first offence 104 15.0 (2.75) 14.5 (4.0) 1033.5 0.17

Age at index offence 104 24.0 (10.75) 28.0 (9.8) 1170.0 0.10

*denotes p < .05; r = 0.1 indicates small effect size, r=0.3 indicates medium effect size, r = 0.5 
indicates large effect size.

Discussion

The initial hypothesis was that patients admitted to a high secure DSPD facility would score 
higher on a measure of predicted future violence compared to patients admitted to a high secure 
PD (non-DSPD) facility. Overall, our findings support these hypotheses. DSPD patients scored 
higher on current clinical risk factors and future risk management issues than patients diagnosed 
with personality disorders who had been admitted to a PD rather than a DSPD service. HCR-20 
risk scores for the DSPD patients were also comparable to those of other high risk groups, namely 
maximum security inmates [5] (Total Mean = 26) and recidivist forensic psychiatric patients [6] 
(Total Mean = 30).

It was further proposed that patients admitted to a high secure DSPD facility would have a higher 
number of pre-treatment risk-related behaviour within the institution than patients admitted to a 
PD (non-DSPD) facility. Similarly, this hypothesis was supported. However, it is not clear whether 
the presence of a higher level of institutional incidents necessarily reflects an inherent higher risk 
potential on the part of the DSPD patient, or whether these incidents are a product of resentment 
or disturbance as a result of the context of admission, for example, the transfer from prison to a 
hospital setting is often late in the prison sentence. It is also possible that differences in incident 
frequency between the DSPD and PD groups reflect differences in the ward environments of the 
DSPD and PD units or a higher-endorsement of incidents by DSPD staff, perhaps due to negative 
expectations of, and attitudes towards, DSPD patients [7].

Finally, it was proposed that DSPD admissions would have more extensive previous offending 
behaviour than patients admitted to a PD facility. This hypothesis was partially supported. Patients 
admitted to the DSPD facility had a greater number of convictions and imprisonments post-18, 
than patients admitted to the PD facility. In contrast, PD patients had a greater number of murder/
manslaughter convictions than patients admitted to the DSPD facility. A higher frequency of 
“other” minor offences (e.g. breach of licence) committed by DSPD patients, supports the overall 
picture that they are more anti-social and rule-breaking than their PD counterparts.

It is remains unclear, however, whether patients meeting DSPD criteria are a “new” patient group 
for high secure psychiatric hospitals. Specifically, it is unclear whether these patients present a 
higher level of clinical risk from those who have previously been admitted to high secure hospitals, 
prior to the establishment of DSPD services. Comparing HCR-scores for PD patients before the 
introduction of DSPD to HCR-20 scores post-DSPD establishment might shed some light on this. 
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Furthermore, the study does not tell us whether the two populations differ in clinical diagnostic 
terms, in the severity of their personality disorder or in the specific personality traits they possess. 
These will be reported on in future studies.

A further limitation is that, for the most part, the HCR-20 assessment was completed after the 
patient had been admitted to a PD or DSPD service, and was not completed “blind” to the patient’s 
placement. This raises the following questions: 1) are these true “risk” differences between PD 
and DSPD or 2) do these findings stem from knowledge about DSPD/PD status influencing 
subsequent risk judgements by clinicians.

In summary, the findings broadly confirm hypotheses as to the higher risk in DSPD patients 
and thus offer support for one of the main purposes of DSPD services: to provide treatment for 
those individuals who represent the highest priority in terms of treatment need and risk to public 
protection [1]. It is not yet entirely clear which treatments for personality disorder are effective 
[8] but if some prove to be so, there is the potential to reduce the elevated risk of serious violence 
that characterizes this patient group [2].
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Background and aims

The Dangerous and Severe Personality Disorder (DSPD) programme within England and Wales 
is a government initiative providing mental health services for those who pose a significant risk 
of harm to themselves and/or others as a result of severe personality disorder(s) and high levels 
of psychopathy. The evaluation of dangerousness and risk in such a population includes asking 
about fantasies that may have physically violent and/or sexual content[1]. The use of fantasy 
as a criterion within risk assessment is due to the assumption that fantasies have a predictive 
relationship with subsequent behaviour [1]. For instance, mentally ill hospitalised patients 
who endorsed violent fantasies within 2 months of their admission showed statistically greater 
likelihood of violent behaviour during admission and post-discharge suggesting that fantasy is 
a dynamic risk and potential treatment target [2]. Apparently motiveless crimes have also been 
explained by suggesting they are an enactment of fantasy. MacCulloch et al’s [3] seminal paper 
reported that the repetitive sadistic masturbatory fantasies of their high-secure psychopathic 
patients had spilled over into overt behaviours, suggesting a link between fantasy and behaviour. 
Yet, the significance of this link may be more obvious if “normal” individuals did not engage in 
fantasies, yet violent and deviant fantasies are relatively common and in the majority are not acted 
upon [4, 5].

Other functions of fantasy within forensic populations include regulating mood/affective state; 
as a coping mechanism to deal with the need to escape reality or to feel in control over threats; 
as a mental mechanism to re-live past experiences; or as a way of creating new experiences in 
a process of simulation [6] (although these functions are not the sole providence of forensic 
populations). It is also possible that fantasy and offending are not in a causal relationship but have 
shared origins such as through childhood abuse [7] Of course these functions of fantasy are not 
mutually exclusive and it is feasible that each has a role to play [7]. This paper aims to explore in 
a group of DSPD patients 1) the quality of their fantasies pre-treatment 2) the nature and functions 
of violent fantasies and 3) differences in institutional risk-related behaviour in the first 12 months 
of admission between admitters and deniers of violent fantasy.

Methodology

Sample
The sample consists of 25 forensic psychiatric male patients admitted to a DSPD unit within a 
high secure hospital, between May 2004 and September 2008. The majority were admitted from 
the prison service (95.8%). Forty percent had a lifetime history of only violent convictions and 
60% had a history of both violent and sexual convictions. The mean age at admission was 38.3 
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(SD = 6.04) (ranging from 28-48 years). The mean psychopathy checklist score [8] was 27.66 (SD 
= 4.33); 72% per cent had a definite diagnosis of anti-social personality disorder, 48% borderline 
and 40% both.

Analysis
To assess the quality of their fantasies pre-treatment, each patient was assessed using the 
Schedule of Imagined Violence [1] (SIV); a structured set of eight questions with coded response 
categories. Only the participants answering the first question positively (whether the respondent 
has ever had daydreams or thoughts of physically hurting or injuring some other persons) are 
asked the remaining seven questions. Each question asks about a different quality of such images, 
e.g. proximity to target. Responses do not contribute to a total score; each question is explored 
separately. To assess the nature and functions of violent fantasies, a range of qualitative clinical 
data were collated (e.g. diary cards, treatment session notes) for those participants answering the 
first question on the SIV positively. The data were subjected to thematic analysis [9] and coded 
according to two research questions; 1) what is the nature and 2) function(s) of their violent 
fantasies.

To identify differences in institutional risk-related behaviour between admitters and deniers of 
fantasies in the first 2 months of admission, hospital incident reports (IR1) were collated for 
the 12-month period following admission to the service. These incidences were coded as i) 
Physical Interpersonal Aggression; any actual/attempted interpersonal violent assaults or physical 
threatening actions towards others, ii) Verbal aggression; any incident where the patient has 
directly/indirectly threatened to cause harm to another, or any vulgar language towards others iii) 
Sexualised behaviour; direct or indirect threats to sexually assault/touch and iv) Hostage-taking; 
any direct or indirect threats, actual or attempted hostage-taking. Twenty per cent of randomly 
chosen incidences were re-coded by a doctoral-level psychologist who was blind to the previous 
ratings to obtain a measure of inter-rater reliability which was 0.90. Initial exploration of the 
data suggested that it was non-normally distributed, thus non-parametric statistical tests were 
applied.

Results

Of the 25 assessed patients, 64% (n = 16) admitted to having violent fantasies and during the 
first two months of admission (9 denied having violent fantasies). In terms of their quality, they 
tended to be recent, frequent, commencing 12 months ago or earlier, involving different people 
and somewhat likely to be imagined when the patient was with, or whilst watching the fantasised 
target (see Table 1).

Table 1: Descriptive characteristics of violent fantasies (number) as measured by the SIV

Of those answering the first SIV question positively n = 16

Fantasies have been in the past 7 days or more recently 69 % (11)

Had fantasies once to several times per day 50 % (8)

Started having these fantasies more than 12 months ago 75 % (12)

Fantasies are usually about different people (versus same person) 75% (12)

Injuries imagined are changeable 87.5% (14)

In past 2 months, had fantasies while with/watching person who one imagines hurting 62.5% (10)
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Recorded institutional risk-related behavior during the first 12 months of admission (see table 2) 
did not differ across the two samples.

Table 2: Mann-Whitney U tests, medians, inter-quartile ranges (IQR), and effect sizes (r) for 
institutionalised incidents executed in first 12 months of admission

Admitters of violent fantasy 
(n = 16)

Deniers of violent fantasy 
(n = 9)

U r

Incident Type Median (IQR) Median (IQR)

Physical Interpersonal Violence 0.5 (2.5) 1 (2.5) 71.0 -0.01

Verbal aggression 6.5 (14.25) 10 (11) 56.5 -0.18

Sexualised Behaviour 0 (0) 0 (0) 67.5 -0.08

Hostage Taking 0 (0) 0 (0) 70.0 -0.04

r = 0.1 indicates small effect size, r=0.3 indicates medium effect size, r = 0.5 indicates large effect 
size.

Thematic analysis

The thematic analysis yielded four dominant themes concerning the nature of violent fantasies.

1.  Vividness: Fantasies can be recent and recurrent, either rapidly shifting across themes or as 
longer periods of reflection. Fantasies could be clear and colourful, involving several senses 
and physiological responses e.g. sweating and increased heart rate.

2.  Controllable vs. uncontrollable: Although fantasies were reported as “spontaneous”, some 
patients described “deliberate self-generation”, choosing to focus on them (or not). This could 
quickly change to subjective feelings of loss of control or preoccupation [10] - feeling unable 
to effectively use techniques to control them.

3.  Excessive violence and sexual sadism: Fantasy targets ranged from the general (e.g. women) 
to the specific (e.g. father) with features that are significant to the patient. Victims are known 
and/or unknown. Consistent with non-forensic psychiatric patients, a variety of themes were 
entertained [11] including verbal and physical (sometimes gratuitous) aggression (e.g. murder, 
torture/mutilation, kidnap, cannibalism) and materially-cultural and organismic weapon 
usage. Given their history of sexual offending, it is not surprising that sexual aggression 
was evident, e.g. rape, paedophilia, necrophilia. Some themes had a sexually sadistic nature. 
Notably, sexual deviant fantasies were also reported by non-sex offenders. Some violent 
fantasies had the potential to be sexually arousing (regardless of their sexual content). Key to 
the fantasy is the patient taking pleasure in controlling or subjugating other people, consistent 
with the psychopath’s tendency to victimise and exploit others [12]. Imagining oneself strong/
powerful, dangerous/invincible and the victim[s] as insignificant, powerless and vulnerable 
were common patterns. Imagining the victim’s distress heightened the fantasy pleasure [12].

4.  Origins: Fantasies had been influenced to some extent by patient’s experiences [7]. For 
instance, patients reported “favourite” or long-standing” fantasies existing from months to 
years. Some were established around adolescence (9 – 13 yrs) and/or were associated with 
a formative traumatic event (e.g. abuse) acting as a coping or protective strategy. External 
circumstances could spontaneously trigger fantasies (e.g. an argument) or were “saved content” 
for later imagined violence. 
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There were two dominant function(s) of violent fantasies utilised in various contexts:

1. Modelling experience
Fantasy acted as a cognitive rehearsal for future violence, planning the act in imagination and 
fantasising the stages of the offence. Some patients engaged in behavioural mock “try-outs” [3] or 
offence-paralleling behaviour. This was for the purpose of offending preparation and/or to maintain 
the arousal associated with the fantasy and stimulate new content. Factors motivating patients 
towards acting on their thoughts included overwhelming urges, a lack of guilt about the fantasies 
they entertained, or believing that they lacked alternative adaptive coping strategies. Social or 
psychological consequences typically served to inhibit the transition. The latter corresponded with 
the anxiety felt by some patients when experiencing fantasies. Fantasy could be used to re-live past 
experiences and the emotional and physiological feelings associated with them, e.g. excitement at the 
victim’s distress. Patients will share fantasies with others to intimidate others, or to enhance arousal. 

2. Affect regulation: negative & positive. 
Violent fantasies were accessed during negative affect (e.g. hopelessness) to help patients deal 
with the painful/distressing feelings [6]. Typically, affects related to narcissistic injury, or a 
perceived threat, are quickly followed by violent fantasies, e.g. when they feel humiliated they 
imagine enacting revenge. This corresponds with the majority of the fantasy “acts” which were 
of a highly controlling nature. In contrast, fantasies could elevate an ambivalent mood such as 
boredom, or enhance a pre-existing positive mood.

Discussion

In terms of the quality of patient fantasies pre-treatment, they tend to be frequent, recurrent, 
involving different people and existing for some time. They could also be vivid, colourful, 
intense, involving several senses and were not temporally constrained. They could be internally 
controlled but became intrusive. Fantasy could equally occur out of experience as well as being 
the consequence of mental creativity [7]. Excessive violence, sexual sadism and feelings of 
grandiosity were common themes. That the (sexual) violence was sadistic was not unexpected 
given the high levels of psychopathy [12, 13] and anti-social personality disorder [14]. Sadism 
is also associated with multiple paraphilias and a higher risk of recidivism [15]. In terms of their 
function, fantasies were used to plan future behaviours, to re-live experiences and the feelings 
associated with them and to regulate moods [6]. Thus, treatment is likely to be lengthy given that 
patient fantasies are versatile, entrenched, and operate as a significant coping mechanism.

There was no difference in institutional risk-related behaviour between reporters and deniers of 
fantasy, but clearly some fantasies spilled over into reality. Thus, the link between “fantasising” 
and “doing” remains unclear [7] (although the presence of fantasy alone is likely to be a relatively 
poor harbinger of future conduct). Nine patients denied having violent fantasies despite their 
violent history. Quite possibly the role that therapists play in decision-making may have resulted 
in a holding back of information for these patients for fear of negative consequences for discharge 
and future treatment plans. This study of fantasy was subject to a number of difficulties including 
the subjective nature of the qualitative data and definitional issues.
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Introduction

In the Czech Republic (CR) the criminal offenders who have a history of previous contact 
with psychiatry, substance abuse or sexual delinquency, are routinely screened by a forensic 
psychiatrist. Three conditions are required to impose forensic (protective) treatment:
•	 proven	crime
•	 absent	or	merely	diminished	responsibility	due	to	a	mental	disorder
•	 danger	to	society.
The basic types of forensic treatment are: psychiatric, substance abuse treatment and sex offender 
treatment. Forensic treatment is realized in outpatient units or forensic facilities (in psychiatric 
hospitals or prisons).
 
Data, Methodology and Results

Collected data from the entire CR (governmental statistics):
•	 	The	number	of	Czech	prisoners	decreased	from	23.615	to	18.901	(-20%)	during	1987-2007.	

After the President Havel´s amnesty in 1990 there were only 8.231 prisoners for a moment! 
•	 	The	number	of	all	psychiatric	hospitalizations	 in	 the	CR	increased	from	50.003	 in	1987	 to	

55.949 in 2007 (+ 12%). 

Figure 1: The number of all psychiatric hospitalizations and prisoners from 1988 to 2007
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•	 	The	number	of	all	sentenced	persons	rose	from	47.887	to	75.728	(+	58%)	during	1988-2007.	
This increase occurred despite a decrease in the number of available hospital beds. There were 
14.508 psychiatric beds in 1990 and only 11.452 in 2004.

•	 	The	number	of	sentences	to	all	protective	treatment	rose	from	476	in	1991	to	592	in	2007	(+	24%).	
•	 	The	number	of	sentences	to	protective	treatment	of	substance	use	disorders	increased	from	53	

in 1994 to 139 in 2007 (+ 162 %). 
It should be noted that this number represents sentences, not persons. The average number of 
psychiatric and sex offender treatments was 215 per year. The mean number of sentences for 
alcohol treatment was also 215, while for drug treatment it was 147 cases per year. 

Figure 2: The incidence of all sentences and forensic sentences

These data show that the proportion of the patients sentenced to the psychiatric and sexological 
forensic treatment remains stable, while there has been a steep increase in the number of treatments 
imposed for substance use disorders. A strong positive correlation between the number of all 
sentences to protective treatment and the number of all sentenced persons (Pearson cor. 0.647, 
p<0,001) was found. A strong positive correlation between the number of all sentences to protective 
treatment and the number of prisoners (Pearson cor. 0.798, p<0,001) was found as well.

Our own data

From 2002-2007 from the Prague catchment area with 1.260.318 inhabitants (12% of the 
population of the CR). To test the changes in diagnoses of patients hospitalized in forensic 
facilities we collected clinical data on all patients admitted to a forensic psychiatric hospital 
between 1st of January 2002 and 31st of December 2002 (2002 cohort) and from 1st of January 
2007 and 31st of December 2007 (2007 cohort). 
•	 	The	number	of	admissions	did	not	increase	between	2002	and	2007.	No	significant	increase	

was seen in the number of patients admitted in 2002 (n=68) compared to 2007 (n=74).
•	 	The	majority	(68%	in	2002	and	72%	in	2007)	of	the	forensic	patients	were	individuals	with	a	

substance abuse. 34% of the 2002 sample and 45% of the 2007 sample had a primary diagnosis 
of substance use disorder and additionally, 33% of the 2002 sample and 27% of the 2007 
sample had co-morbid substance misuse diagnoses. 

•	 	The	majority	(80%)	of	patients	with	schizophrenia	were	convicted	for	violent	crime.	Violent	
crimes were defined as all offences causing physical harm, threats of violence or harassment, 
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all types of sexual aggression, illegal possession of firearms or explosives, all types of forcible 
confinement, arson and robbery; other crimes were non-violent.

•	 	12%	of	the	2002	cohort	and	8%	of	the	2007	cohort	of	forensic	patients	were	women.
•	 	There	were	no	patients	admitted	for	affective	disorder	in	2007	and	only	3	patients	in	2002	were	

admitted for crimes committed in the manic phase of a bipolar illness. 
•	 	We	have	detected	a	significant	decrease	in	the	number	of	admitted	patients	with	schizophrenia	

from 41% in 2002 to 27% in 2007 (p<0.0035).
•	 	A	small	decrease	in	the	proportion	of	patients	with	schizophrenia	was	identified	(41%	in	2002	

and 27% in 2007). There was no significant increase in comorbidity with substance abuse 
among patients with schizophrenia between 2002 and 2007.

Table 1: Description of catchment area samples

Alcohol 
abuse

Drugs* Schizo- 
phrenia

Affective 
disorders

Personality 
disorders

Sexual 
offenders

Mentally 
retarded

Total

2002
33,9%

41.2 % 4.4% 7.4 % 7.4% 5.9 %
100% 
(n=68)11.8% 22.1%

Men/Women 7/1 11/4 25/3 3/0 5/0 5/0 4/0 60/8

Substance misuse 
comorbidity

NA NA 57.1% 66.7% 60% 40% 50% 67.6%

Violent crime 12.5% 46.7% 64.3% 33.3% 40% 100% 50% 52.9%

Days of stay 171 162 427 120 396 353 185 mean 294

2007
44.6%

27% 0 12.2% 12.2% 4.1%
100%
(n=74)16.2% 28.4%

Men/Women 12/0 20/1 15/5 0 9/0 9/0 3/0 68/6

Substance abuse 
comorbidity

NA NA 45% 0 66.7% 55.6% 66.7% 71.6%

Violent crime 66.7% 42.9% 80% 0 55.6% 88.9% 66.7% 64.9%

Our data suggest that patients sentenced to psychiatric and sexological treatment constitute 
a stable population, which does not reflect changes in the number of prisoners or the number 
of hospitalized patients. The reason might be the high number of psychiatric hospitalizations 
protecting the patients from deteriorating to criminal behaviour. The sexual delinquency is not 
dependant on the political system and social situation.

Statistical analyses were performed using SPSS, statistical software ver.16.0. The results were 
obtained mainly by comparing the different patient cohorts and testing the hypothesis that there 
would be no differences found between them. Thus, paired sample t-tests and independent sample 
t-tests were used. For the relationship between the numbers of prisoners and the size of various 
groups of psychiatric patients, testing for linear correlation has been used, expressed by use of 
Pearson’s correlation coefficient. Specific statistical methods used for particular comparisons are 
further described in corresponding sections of the results. 

Discussion

Data from Western Europe and the US show growing rates of mentally disordered offenders and a 
rising forensic in-patient population due to the absence of psychiatric beds (deinstitutionalisation). 
The reason for the increase in violence might be the transformation to community care, which 
neglects non-compliant and violent mentally ill patients. This is not true in the CR. We HAVE 
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found an increase in general psychiatric admissions and we have NOT found a significant increase 
in admissions to forensic psychiatry. Also the length of the hospitalization of psychiatric patients 
is quite high in the CR (82 days in 2007) compared to the Western World. Community care 
facilities (day clinics) have no power to diminish the violent and criminal behaviour of the patient. 
Longer hospitalization might be a great benefit for some - mostly to those with criminal history.

These findings are not new: Penrose in 19391 published a cross-sectional study from 18 European 
countries, in which he demonstrated an inverse relationship between the number of mental 
hospital beds and the number of prisoners. He also found strong negative correlations between 
the number of mental hospital beds and the number of deaths attributed to murder. He argued 
that by increasing the number of mental institution beds, a society could reduce serious crimes 
and imprisonment rates. The Penrose’s Law was viewed as oversimplification but 70 years later 
Hartvig and Kjelsberg (2009)2 have found the inverse relationship between mental institution 
beds and prison population and also crime rate in Norway: 
•	 	During	1930-59,	there	was	a	2%	population-adjusted	increase	in	mental	institution	beds	and	a	

30% decrease in the prison population.
•	 	During	1960-2004,	there	was	a	74%	population-adjusted	decrease	in	mental	institution	beds	

and a 52% increase in the prison population. The same period saw a 500% increase in overall 
crime and a 900% increase in violent crimes, with a concurrent 94% increase in the size of the 
country’s police force.

Penrose’s law has proved remarkably robust in the longitudinal perspective. Of course, the crime 
rise can not be attributed only to mental health de-institutionalization.

Conclusion

The Czech Republic has not had significant deinstitutionalization. Its forensic in-patient population 
has not changed. Therefore deinstitutionalization may fail some patients, leading to an increase 
in the forensic in-patient population. We found the positive correlation between the number 
of prisoners (as well as for the number of sentences) and the number of sentences to forensic 
treatment only; we have hypothesized that the high rate of adult psychiatric hospitalizations has 
protected patients with serious mental disorders from engaging in aggressive or criminal behavior. 
It is necessary to identify the subgroup of patients for whom longer inpatient care is of benefit. 
A sufficient number of psychiatric beds may diminish the aggressive or criminal behaviour of 
psychiatric patients with major mental disorders.

Acknowledgements

The authors thank Sheilagh Hodgins and Kimberly Dean for the language editing.

References

1. Penrose LS. Mental disease and crime: outlines of a comparative study of European statistics. British Journal of Medical 
Psychology 1939; 18:1-15.

2. Hartvig P, Kjelsberg E. Penrose’s Law revisited: The relationship between mental institution beds, prison population and 
crime rate. Nordic Journal of Psychiatry 2009; 63:51-56.

Correspondence

Jiri Svarc
Psychiatric Hospital Bohnice, 
PL Bohnice, Ústavní 91, 18102
Praha 8. Czech Republic
jiri.svarc@plbohnice.cz 



329

Chapter 15 – Specific Populations 
and Violence: General Health 
Care

An exploration of nurses, care staff and relatives’ 
perspectives on the causes of, and ways of 
responding to people with dementia who display 
aggressive behaviour in residential care settings

Paper

Joy Duxbury, Dave Pulsford
Divisional Lead for Mental Health, School of Nursing & Caring Sciences, University of Central 
Lancashire, Preston, United Kingdom

Keywords: Aggressive Behaviour, attitudes, care homes, dementia, nurses, relatives

Background

There are over 30 million people with dementia worldwide (Alzheimer’s Disease International, 
2009), and with numbers of older adults increasing, there will be many more people with 
dementia in the future. In the United Kingdom, around one third of people with dementia live 
in residential care homes, and over 60% of care home residents have dementia (Alzheimer’s 
Society, 2009). Challenging behaviour, including verbal and physical aggression is common 
among people with dementia in residential care: up to 86% of residents with dementia display 
such symptoms (Ballard et al, 2001). While most aggressive behaviour by people with dementia 
in residential care settings is relatively non-injurious (Astrom et al, 2004), more serious incidents 
can occur, including homicide (Hindley & Harvey, 2000), and being the target of aggression leads 
to increased stress and burn-out among nurses and care staff (Astrom et al, 2004).

Alternative perspectives on the causes and best ways of responding to aggressive behaviour by 
people with dementia can be identified, reflecting differing underlying philosophies of dementia 
care. Kitwood (1997) contrasted the “standard paradigm” of dementia care with the “person-
centred” paradigm. The standard paradigm holds that challenging behaviours such as aggression 
are essentially random expressions of the neurological damage caused by the disease processes 
that lead to dementia, and that there is little that professional carers can do other than to control 
the person’s behaviour with tranquilising medication or personal restraint (by personal restraint 
is meant staff manually restraining a resident in some way; it should be noted that in the United 
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Kingdom the use of mechanical restraint with people with dementia, involving straps or chairs with 
attached tables, is generally regarded as being abusive practice). The person-centred paradigm, by 
contrast, sees meaning in the person’s behaviour, regarding expressions of aggression as “poorly 
communicated need” (Stokes, 2000). Professional carers should try to interpret the person’s 
behaviour in terms of the underlying need and look for ways of meeting that need through the use 
of person-centred interpersonal interaction.

Statements of best practice in the United Kingdom (National Institute for Health & Clinical 
Excellence, 2006) and nursing guidelines in the United States (Dettmore et al, 2009) advocate 
person-centred means of responding to aggressive behaviour by people with dementia as the 
approach of choice, with controlling means used as a last resort.. There has however been little 
research into the attitudes of nurses and other care staff regarding the causes of, and best ways 
of responding to aggressive behaviour, and whether they follow the person-centred or standard 
paradigm philosophies. There is also little understanding of how they actually manage such 
behaviour in practice. The perspective of relatives of residents regarding this aspect of care has 
also not been addressed by research. These questions were the focus of this study.

Study aims

•	 	To	explore	the	views	of	nurses,	other	care	staff	and	relatives	as	to	the	causes	of,	and	the	most	
effective ways of responding to aggressive behaviour by people with dementia in residential 
care settings.

•	 	To	explore	the	strategies	used	in	practice	to	respond	to	such	behaviour	in	these	settings.

Design

•	 	A	survey	of	the	attitudes	of	nurses	and	other	care	staff	regarding	the	causes	of,	and	best	ways	
of responding to aggressive behaviour using a specially designed instrument (the Management 
of Aggression in People with Dementia Questionnaire – MAPDAQ). This instrument contrasts 
respondents’ views related to the standard paradigm and person-centred perspectives of 
aggressive behaviour.

•	 	Semi-structured	 interviews	with	 a	 stratified	 sample	of	 staff	 to	 complement	 the	quantitative	
data.

•	 	Focus	groups	with	relatives	of	residents	of	the	participating	care	homes	to	gain	their	perspectives	
on how aggressive behaviour by residents is managed.

•	 	An	 audit	 of	 aggressive	 incidents	 in	 the	participating	homes	 to	 ascertain	how	aggression	 is	
responded to in practice, using the Staff Observation Aggression Scale (Palmstierna & Wistedt 
(1987) adapted to be relevant to residential care settings for people with dementia (SOAS-D), 
and completed by care home staff.

Settings and Participants

Six dementia care units within four nursing homes owned by the same company in the North West 
of England, United Kingdom were used for this study:
•	 	35	staff	of	all	grades	completed	the	MAPDAQ	attitude	questionnaire,
•	 	8	staff	of	all	grades	participated	in	semi-structured	interviews,
•	 	2	focus	groups	were	carried	out	in	two	care	homes.	6	relatives	participated	in	one	focus	group,	

and 2 in the other.
•	 	SOAS-D	forms	were	completed	for	all	aggressive	incidents	involving	a	selection	of	residents	

in each participating unit over a three-month period. A total of 79 forms were completed, 
applying to 31 residents.
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Results

MAPDAQ Attitude Questionnaire: Staff responses leaned more towards the person-centred 
perspective of aggression management than the standard paradigm perspective. Staff tended to 
regard the causes of aggression as being in residents’ interactions with staff or other residents, or 
due to unhelpful environments, rather than being directly caused by dementia, or by personality 
factors. Staff strongly supported interpersonal means of responding to aggressive incidents. When 
considering controlling means of managing aggression, staff supported the use of medication, 
though not strongly, and were opposed to the use of personal restraint.

Semi-structured Interviews with Staff: Participants in interviews reinforced the views 
expressed by the broader staff group that completed the MAPDAQ. There was a non-blaming 
attitude towards residents with dementia who were aggressive, and recognition that the majority 
of aggressive incidents were the result of residents’ frustration at not being able to get their needs 
met, feelings of violation when staff were attempting to carry out personal care, or misinterpreting 
other residents’ communications. Dementia was regarded as a mediating factor rather than a 
direct cause of much aggression, though some aggression was felt to be without specific external 
cause. 

Interviewees supported interpersonal approaches to aggression management, emphasising the 
need for a calm approach, “backing off” rather than provoking situations and finding individualised 
and creative ways of distracting aggressive residents. The importance of experience in dementia 
care and the value of knowing residents as individuals in the context of their life history were 
emphasised. Staff were pragmatic about the use of medication and personal restraint, regarding 
them as legitimate approaches, but to be used only when interpersonal means were not working, 
and in moderation. 

Focus Groups with Relatives: Participating relatives appeared well informed about the care 
strategies used by staff and broadly confirmed that interpersonal approaches were used in the first 
instance, with medication and restraint employed moderately. Relatives were very complimentary 
about the personal style of some experienced staff members. They approved of the staff’s view 
that medication should be used to “calm down, not drug up”, and personal restraint was seen as 
sometimes necessary to achieve personal care. A minor criticism expressed was that sometimes 
resident to resident aggression was responded to as quickly as it might be, though it was recognised 
that there may be legitimate reasons for this.

Audit of Aggressive Incidents (SOAS-D): 25% of incidents were rated by care home staff as 
having been caused by staff giving personal care, while 15% were caused by resident-resident 
interaction. Interestingly, 34% were felt to have no apparent cause. 45% of incidents involved 
physical aggression. In 75% of incidents staff were the object of the aggression; in 33% of 
incidents the object was another resident. 44% of incidents resulted in no consequences for the 
victim; 24% of incidents resulted in minor injury and only one incident led to injury requiring 
treatment. 64% of incidents were resolved through interpersonal means, by talking to the resident, 
reassuring the resident or the use of distraction. In 24% of incidents the resident was removed 
from the place of the incident, and 11% of incidents were resolved by the use of personal restraint. 
Medication was used in only one incident.

Discussion

This study is the first systematic investigation of care home staff perspectives on aggression 
management with people with dementia in the United Kingdom, and the first worldwide to employ 
a pluralistic design, including the perspectives of relatives of residents. The findings show that 
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whilst staff in the participating units demonstrate a pragmatic and eclectic approach to aggressive 
behaviour, this is underpinned by a person-centred philosophy of care, and staff follow current 
best practice by attempting to use interpersonal means of responding to aggression in the first 
instance, with controlling strategies used as a last resort and with moderation. The fact that this 
perspective was present in all staff data sets (MAPDAQ, SOAS-D and semi-structured interviews) 
and was corroborated by the more independent view of relatives adds weight to the findings. 

This study appears to contradict recent reports in the United Kingdom of excessive tranquilising 
medication use in care homes (All-Party Parliamentary Group on Dementia, 2008). It should be 
noted however that the study was carried out in a small number of specialised dementia care units 
in relatively well-resourced homes owned by the same national company, and further research 
needs to be done to ascertain to what extent person-centred approaches to aggressive behaviour 
are the norm within the United Kingdom care home sector. 
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Aggressive behaviour in cancer patients

Paper
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Introduction

Dealing with cancer patients as in-patients on an oncological ward can be very demanding. 
Some of the patients do not meet the staff’s expectations in behaving compliant and show overt 
aggressive behaviour.

Objective

To describe frequency, quality, underlying variables, and the impact of aggressive behaviour on 
future cutting short from oncological in-patient treatment in a group of cancer patients treated as 
in-patients on an oncological ward.

Group and Methods

Investigation of 388 in-patients suffering from heterogeneous cancer-types in liaison-consultation 
psychiatry. The patient’s aggressive actions were assessed according to the Staff-Observation-
Aggression-Scale-Revised (SOAS-R). The demographic variables were collated using basic 
psycho-oncological documentation (PO-BADO). We also identified and recorded each patient’s 
intensity of pre-existing or cancer-induced psychiatric ailments classified according to DSM-IV 
criteria.

Results

Nineteen out of 388 (4.9%) patients showed overt aggressive behaviour (14: verbal aggression, 5: 
beating and/or kicking). In a logistic regression analysis carcinoma induced psychiatric disorders, 
pre-existing DSM IV axis 1 psychiatric disorders, current function status, and male sex were 
correlated to overt aggressive behaviour significantly due to the Wald criterion. 11 out of 19 
patients acting aggressively showed organic psychiatric disorders (7 carcinoma induced and 4 
pre-existing organic psychiatric disorders) with cognitive impairments (p = .000). 8 out of 19 
patients with overt aggressive behaviour cut short from oncological in-patient treatment (p = 
.000). The association of overt aggressive behaviour and future cutting short from oncological 
in-patient treatment can be described with the help of Receiver-Operating-Characteristics (ROC): 
The area under the curve (AUC) was 81.9 % (p = .000, sensitivity: 66.7%, specificity: 97.1%).

Discussion

The results demonstrate that organic psychiatric disorders play an important role in aggressive 
behaviour of cancer patients treated as in-patients. Furthermore aggressive behaviour can be 
interpreted as a risk factor of cutting short future oncological in-patient treatment. As a consequence 
the staff working on oncological wards should be enabled to detect aggressive behaviour and its 
precursors as soon as possible. 
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Introduction

Disruptive, abusive and violent behaviour by patients and occasionally their family members is 
becoming a significant problem in some Haemodialysis Units, with literature suggesting that this 
is an emerging problem both nationally and internationally (King & Moss, 2004; Sedgewick, 
2005). This phenomenon is occurring within a context of an increase of violence & aggression 
reported in workplaces as a whole, including the NHS in the UK.

Violence and aggression in healthcare settings
Violence and aggression in general hospitals in the UK is an increasing problem; the number 
of violent incidents has been increasing significantly over time (DH, 2003) with NHS staff, 
particularly nurses, at greater risk of physical assault or verbal abuse than many other professional 
groups (HSAC, 1997; British Crime Survey, 2002). There have been a number of national 
programmes to tackle the problem and also local policies in individual NHS Trusts (Barts & 
The London NHS Trust, 2006). However, a big problem with these initiatives is the widespread 
under-reporting of violent incidents by NHS staff; it is estimated that 39% of incidents are not 
reported (National Audit Office, 2003).

Existing research studies from general health care settings suggests that potential predictors of 
violent incidents may include: 
•	 	Staff	factors	–	younger	age	and	shorter	health	service	experience;	
•	 	Patient	characteristics	–	mental	state	of	patient,	the	presence	of	associated	ill-health;	patients	

living in deprived areas; 
•	 	Nature	of	 interactions	between	staff	and	patients	during	the	delivery	of	care	and	treatment,	

both verbal and physical; 
•	 	Work	environment	-	delays	in	receiving	treatment	
•	 	Physical	environment	-	A	study	by	the	Royal	College	of	Psychiatrists	(1998)	found	that	certain	

features of mental health settings, such as poor design of waiting areas, poor lighting, excessive 
noise and overcrowding also contribute to violent situations.

Disruptive behaviours in Haemodialysis Units
Different terminology has been used in the literature to describe dialysis patients whose behaviour 
is deemed unacceptable, including: ‘abusive’, ‘difficult’, ‘disruptive’ and ‘noncompliant’ 
(Johnson et al, 1996; King & Moss, 2004). These different terms demonstrate the complexity 
of the problem; it is not simply about aggressive behaviour, but also patients’ non-adherence 
to treatment regimes. Little is known about what precipitates disruptive behaviour by dialysis 
patients and visitors, although there are a handful of publications that highlight the existence 
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of the phenomenon, predominantly from a North American perspective (Johnson et al, 1996; 
Rau-Foster, 2001).

A study by King and Moss (2004) set out to establish the extent of the problem in the USA, with 
a survey of 203 dialysis facilities staff at a national Nephrology meeting in 2000. The majority of 
respondents (69%) reported that their dialysis facilities had witnessed an increase in disruptive 
patient situations in the previous 5 years and most (71%) reported that they were frequently or 
always engaged in attempting to resolve difficult/disruptive patient situations. These findings are 
supported by a recent UK-based survey of 89 nurses working in Nephrology services (Sedgewick, 
2005) that found that four out of five respondents (80%) had personal experience of violence and 
aggression in the workplace in the previous 12 months and in the majority of cases (77%), renal 
patients were identified as being the perpetrators. 

King and Moss (2004) have provided a more comprehensive definition of ‘disruptive patient 
behaviours’, specific to haemodialysis settings, encompassing: 
•	 	Verbal	abuse;	
•	 	Physical	abuse;	
•	 	Non-adherence	 to	 treatment	 (not	 adhering	 to	 one’s	 medication,	 diet	 or	 fluid	 restrictions,	

missing or shortening dialysis treatment)
•	 	Substance	use.

Aims of study

There are two aims of this study:
a) To identify factors that predict disruptive behaviour in Haemodialysis Units; 
b) To identify effective strategies for the management of future disruptive behaviours.

Design and methods

The study is using an exploratory, mixed methods design, using both quantitative and qualitative 
research methods.
Data collection methods include: Collection of incidences of aggressive behaviour (physical and 
verbal) using the SOAS-R (renal version) over a 12 month period; staff and patient questionnaires; 
staff and patient interviews. The research team has being advised by a Project Advisory Group, 
composed of patients, carers, clinical staff, managers, and ‘experts’ in the Nephrology field. 

Results

The incident data demonstrate that aggressive incidents are caused by a minority of dialysis 
patients and relatives. A very small minority of patients, who are involved in a larger number of 
the incidents, have enduring mental health problems. Temporal patterns to the aggressive incidents 
have emerged, with more incidents occurring on particular days of the week and certain times 
of the day. Qualitative interviews conducted with staff and patients provide some explanation 
for these temporal patterns, as well as perceptions of potential triggers leading to aggressive 
behaviour.

Discussion

There is a minority of ‘disruptive’ patients and relatives. Senior staff are placing patients with 
‘challenging’ behaviour on the same days and shifts; this is when the majority of incidents are 
occurring. Those patients responsible for a greater number of incidents have enduring mental 
health problems. The provision of effective psychiatric and psychological support for dialysis 
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patients seems to be lacking, as does the provision of education and training around these issues 
for staff. These findings confirm anecdotal evidence from other haemodialysis units. However, 
a larger international study is required to provide generalisation of findings and contribute to 
national policy and practice.
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Background

Patients with acquired brain injury relatively often have difficulty in controlling their aggressive 
impulses. Adequate treatment of these patients requires knowledge on prevalence, nature and 
determinants of aggression. The purpose of the study was to describe (1) the prevalence, (2) the 
nature and (3) patient-related determinants of aggression among inpatients with acquired brain 
injury.

Methods

A prospective descriptive study was conducted at a specialized 45 bed post acute treatment 
brain injury centre for adult inpatients with acquired brain injury during a 17 week period. The 
(convenience) sample consisted of 57 patients admitted to the centre. All these patients have 
neurobehavioral and/or neuropsychiatric disorders as a result of acquired brain injury. The Staff 
Observation Aggression Scale-Revised (SOAS-R) was used to measure the prevalence and nature 
of the aggression incidents. Patient’s records were used to obtain information about patient 
characteristics.

Results

Three hundred and eighty-eight incidents were recorded (=28.9 incidents/bed/year) with an 
average severity score of 6.3. Twenty-four patients (42%) were involved in one or more incidents. 
However, a small group of 8 patients caused 85.5% of the incidents. In 83% of the incidents staff 
could identify a clear cause of the aggression, with 70% of provocations being linked to a prior 
interaction between patient and nurse, most of which involve ’the patient being denied something’ 
(n=96; 25%), the patient being ‘requested to do something’ (n=49; 13%) or being assisted with 
ADL (n=79; 20%. The majority (90%) of the incidents was directed to other persons, mostly 
nurses (n=299; 77.1%).

In this study a significant relationship was found between aggression and gender, duration of 
admission, legal status of patients and hypoxia as cause of the injury. With these variables, 82% 
of the current sample could be accurately classified as being aggressive or not.

Conclusion

In this study the prevalence of aggression is relatively high compared to other studies, this 
underlines the importance of conducting research into interventions aiming at preventing and 
dealing with aggression of patients with an acquired brain injury.
Intervention strategies for individual (high risk) patients may be developed by analysing the nature 
and apparent triggers of their aggression incidents separately. From the analysis of incidents of 
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individual cases in combination with the specific patient characteristics, such as the nature of 
their brain injury and ensuing impairments, it may be possible to arrive at tailor made aggression 
prevention strategies. For a systematic registration of aggression incidents the use of the SOAS-R 
is recommended in daily routine.

Educational Goals

•	 	Insight	in	the	prevalence	and	nature	of	aggression	incidents	among	inpatients	with	acquired	
brain injury in a neuropsychiatric treatment ward 

•	 	Insight	 in	 patient-related	 determinants	 of	 aggression	 among	 inpatients	with	 acquired	 brain	
injury 

•	 	Insight	in	the	usefulness	of	the	SOAS-R	in	the	treatment	of	aggressive	behaviour	in	patients	
with acquired brain injury.
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and Adolescents

Cognitive adolescent anger management 
program: Bridging the gap between thinking, 
feeling and acting up

Poster
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Marwan Castellani. Melbourne Gregory
Children’s National Medical Center, Washington, DC, USA

Anger is a normal emotion experienced by everyone. Human beings react to feelings of anger 
differently. Some respond to it by turning their anger inward which can be manifested through 
isolating self, being quiet, and engaging in self-harming behaviors like cutting or getting involved 
in high-risk activities. Some people respond to it outwardly through outbursts, cursing, and/or 
punching that may lead to aggressive and violent reactions including hurting others. 

Societal and environmental factors as well as peer pressure may contribute and affect an adolescent 
response to anger. Anger can also be attributed to developmental age, maturity and learned 
behaviors from their environment. Some teenagers may become self-destructive and violent in 
an attempt to adapt to normalcy. As a result, some of them may lack the appropriate coping skills 
to adapt to stressful situations and will act out their frustration. The manifested anger by the 
adolescent needs to be managed so that it does not become detrimental to the well being of the 
adolescent, their care givers, their peers, and their families; management of manifested anger or 
potential anger can be achieved through the process of learning and mastering new coping skills.

Review of the literature reveals that a successful implementation of an anger management class in 
adolescent care settings can reduce acting out behaviors, aggression, and violence(Synder et al., 
1999). The purpose of this poster presentation is to describe the Inpatient Cognitive Adolescent 
Anger Management Program (CAAMP) curriculum on the Adolescent Unit at Children?s 
National Medical Center in Washington, D.C., U.S.A. that was adapted from the S.T.E.P. process 
developed by Snyder-Badau & Esquivel (2005) and the use of dramatic improvisation and role 
playing techniques as a teaching methodology.



341

The Inpatient Cognitive Adolescent Anger Management Program (CAAMP) also aims to create 
patient awareness about the outcomes of their responses and evaluate alternative ways of handling 
difficult situations. The behavior outcome criterion is targeted to developing a population who is 
more aware of the cues to anger and able to use coping skills to manage their own anger before it 
results in self-harming behaviors, aggression and violence.
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Introduction and background

A typology of violence has recently been proposed (Howard, 2009) that extends and revises the 
traditional dichotomy between “instrumental” and “affective/impulsive” violence. According to 
this typology, violence may be either impulsive or controlled, and within each of these categories, 
may be appetitively motivated (associated with positive affect) or aversively motivated (associated 
with negative affect). This quadripartite typology yields 4 violence types, each associated with 
specific emotions: Aversive/Impulsive violence with fear and distress, Aversive/Controlled with 
spite and vengefulness, Appetitive/Impulsive with exhilaration and excitement; and Appetitive/
Controlled with pleasant anticipation. In addition to these emotions, each type of violence is 
said to be associated with a distinct type of anger: explosive/reactive, vengeful/ruminative, thrill-
seeking, and coercive, respectively.

Implicit in this typology is the idea that different types of violence should serve different 
functions. For example, both types associated with negative affect, Aversive/ Impulsive and 
Aversive/ Controlled, should function to remove interpersonal threat and be associated with 
anger expression. In contrast, both appetitive types should function to achieve positive outcomes, 
either social dominance/control in the pursuit of tangibles (in the case of Appetitive/Controlled) 
or an increase in subjectively experienced high arousal and excitement (in the case of Appetitive/
Impulsive).

Recently Daffern and colleagues ( Daffern et al., 2007; Daffern & Howells, 2007; Daffern & 
Howells, 2009) have proposed a system, Assessment and Classification of Function (ACF), for 
classifying aggressive or violent acts according to the following functions: Demand avoidance, 
To force compliance, To express anger, To reduce tension (catharsis), To obtain tangibles, 
Social distance reduction (attention-seeking), To enhance status or social approval, Compliance 
with instruction, and To observe suffering. For the ACF, each function is recognised through 
its characteristic antecedents and consequences and scored as present or absent for a particular 
aggressive act or episode. The ACF acknowledges that violence may have multiple functions 
and goals for the individual as well as for the group. To date ACF has principally been applied to 
mentally disordered violent offenders (Daffern et al., 2007) but recently its use has been extended 
to high-risk personality disordered offenders, and two further functions have been added, 
Sensation seeking and Altruistic defence (Daffern & Howells, 2009). 

The aim of this study was to explore relationships between violence types according to QTV and 
the functions of violence according to ACF in a sample of youths who had been convicted of a 
violent offence while intoxicated with alcohol.
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Methods and Results

Participants were 149 young male offenders who were resident in a youth offenders centre in 
UK. All had been convicted of a non-sexual violent offence against the person, committed while 
intoxicated with alcohol.

Procedure: Each offender was, with his informed consent, interviewed individually about his 
violent index offence. The semi-structured interview, conducted by one of the authors (MJ), was 
designed to elicit a free narrative of the circumstances leading up to, and surrounding, the offence. 
Prompts were given to gain information about: the day, time and location of the incident; who was 
involved, whether the victim was known to the perpetrator, any prior disagreements or scores to 
settle; what triggered the incident and what motivated it; the perpetrator’s thoughts and emotions 
before, during and after the incident. Participants were asked to describe the day of the offence, 
including events that led up to the offence, their mood, the company they were in, and their plans 
for the day. Participants were asked about their drinking, including the time they started drinking 
and how much alcohol they consumed before the offence. Immediately following the interview 
the interviewer (MJ) made a typed transcript of the participant’s narrative from notes she had 
made in the course of the interview.

Ratings of functions and types.

A global rating was made of each narrative by violence type (x4) and function (x11) on a 3-point 
scale, where 1 = absent, 2 = possibly present, and 3 = definitely present. Each participant’s 
score on all types and functions was computed. As a check for inter-rater agreement, the first 
15 transcripts were independently rated for functions and types by KH, MM and RH. Mean 
inter-rater agreement was, for types, 85% (range 77.8% - 88.9%), and for functions, 83.1% (range 
71.1% - 93.3%). All 149 transcripts were then semi-randomly allocated to KH, MM and RH who 
each independently rated one-third of transcripts. Participants were allocated to 4 groups defined 
by the definite presence of one of the 4 violence types. Eleven participants were excluded from 
this group allocation because they lacked a score of 3 (definitely present) for any type, leaving 138 
sets of ratings for inclusion in the analysis.

Data analysis.

Data analysis proceeded in three phases: (i) scores on the 11 functions were correlated with 
type scores, using Spearman’s rank-order correlation; (ii) scores on the types were regressed 
onto functions, using logistic regression. For each violence type, a model was fitted so that 
only the functions that significantly improved the fit of the model were retained. Odds ratios 
(O.R.s) for each function, derived from the regression models, were adjusted to take account of 
other functions in the model; (iii) ROC-AUC analyses were performed to assess how accurately 
functions, as modelled in the linear regression, were able to predict types. 

Results.

(i) While all four violence types occurred in the offenders’ narratives of their violent crimes, the 
Aversive/Impulsive type occurred most frequently (45% of narratives) and the two controlled 
types – Appetitive/Controlled (13%) and Aversive/Controlled (13%) least frequently. The 
Appetitive/Impulsive type occurred moderately frequently (25%).
(ii) Correlations between types and functions are shown below.
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TYPE
Appetitive/
Impulsive

Aversive/
Impulsive

Appetitive/
Controlled

Aversive/
Controlled

FUNCTION Demand avoidance  -.05  .08  -.02  -.09

Force compliance  .14  -.22*  .33**  -.22**

Express anger  -.39**  .57**  -.45**  .28**

Reduce tension  -.00  .13  -.12  .10

Obtain tangibles  .40**  -.60**  .56**  -.27**

Distance reduction  .07  .02  .04  .06

Enhance status  .27**  -.15  .10  -.11

Compliance with instruction  .05  -.17*  .22**  -.02

Observe suffering  .35**  -.14  -.11  .04

Sensation seeking  .63**  -.38**  .07  -.15

Altruistic defence  -.05  .20*  -.16  .04

(iii) Logistic regression/ROC analysis indicated that all four types could be accurately predicted 
by the presence of a unique set of functions (all AUCs > 0.74). For Appetitive/Impulsive, the 
combination of observe suffering (O.R. 4.3), sensation seeking (O.R. 56.2) and obtain tangibles 
(O.R. 3.0) predicted by their presence. For Aversive/Impulsive, express anger (O.R. 14.6) 
predicted by its presence, while obtain tangibles and observe suffering predicted by their absence 
(O.R.s 0.09 and 0.6 respectively). For Appetitive/Controlled, obtain tangibles (O.R. 55.6) and 
attention seeking (O.R. 13.3) predicted by their presence, while enhance status (O.R. 0.4) and 
sensation seeking (O.R. 0.15) predicted by their absence. For Aversive/Controlled, express anger 
(O.R. 4.15) predicted by its presence, while force compliance (O.R. 0.001) and altruistic defence 
(O.R. 0.42) predicted by their absence.

Discussion and conclusions

The pattern of correlations obtained between violence types and functions is consistent with what 
would be expected on the basis of the theoretical assumptions underlying QTV, viz. distinctions 
between (a) impulsive and controlled violence and (b) appetitive and aversive violence. While some 
functions (e.g. express anger, obtain tangibles) differentiated appetitive from aversive violence, 
regardless of impulsivity, other functions (e.g. sensation seeking, observe suffering) appeared to 
reflect the interaction between appetitive/aversive and impulsive/controlled dimensions, being 
specific to Appetitive/Impulsive violence. Results of the logistic regression indicated that each 
violence type was predicted by a unique set of functions, and the accuracy of the predictions, as 
assessed by the AUC, was highly significant in each case. The highest accuracy (AUC = 0.92) was 
achieved for Appetitive/ Impulsive, the lowest (AUC = 0.74) for Aversive/ Controlled.
Conclusion: Results validate the quadripartite typology in suggesting that each of the four violence 
types can be characterised by a unique blend of functions. 
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Antisocial behaviour and psychosis in adolescence

Poster

Farah Khalid, Barbara Maughan, Tamsin Ford
Social, Genetic and Developmental Psychiatry Centre (MRC), Institute of Psychiatry, London, 
UK

Background

From the adult literature, there is now evidence of a moderate but significant relationship between 
mental disorder and violence. Different diagnoses are known to carry different risks for violence; 
in particular, several studies have highlighted a link between psychosis (and more specifically 
schizophrenia) and violence in adult samples. Adult patients with schizophrenia are at increased 
risk of both violent and non-violent offending compared to general population samples, and 
a significant sub-population of patients with schizophrenia has been found to have comorbid 
antisocial personality disorder and a history of conduct disorder in childhood.

Although several studies have now confirmed a link between schizophrenia and antisocial 
behaviour, little is known about potential mechanisms for this association, or early developmental 
precursors of this comorbid pattern. The aim of this study was to examine antisocial behaviour 
and psychosis overlaps in a referred child/adolescent sample (i) to assess the extent to which this 
comorbid pattern can be identified early in development, and (ii) to identify characteristics and 
needs of this population, in the hope of preventing long term adverse outcomes in adulthood.

Method

This study used data collected on all outpatients referred to the Child and Adolescent Psychiatry 
Department of the Maudsley Hospital in South London between 1973 and 2004. Throughout this 
period the Department used a system of clinician-completed ?item-sheets? for gathering clinical 
data on referrals. The system provides structured data on symptoms, diagnoses, associated 
psychosocial circumstances and demographic background. 

Past studies using the item sheets have found that psychotic symptoms are identifiable from 
age 7 years. We thus focused on all referrals of young people aged 7-18 years, excluding those 
with intellectual impairments. From this total eligible sample (n=6770), three groups were 
constituted; 

1. The psychosis only group (n=221) consisted of patients who met criteria for:
  i) an ICD 10 diagnosis of schizophrenia, schizotypal disorder, persistent delusional disorders, 

schizoaffective disorders, or other non-organic psychosis, (equivalent codes were used for ICD 
8 ? 1973 to 1977 and ICD 9 ? 1978 to 1991) or 

  ii) one or more of the symptoms of hallucinations, delusions, ideas of reference or morbid 
persecutory delusions was definitely present.

2.  The aggressive only group (n=1322) consisted of patients who were rated definite on the 
physically aggressive symptoms of:

 i) fighting bullying, aggression, or 
 ii) violent assault (stabbing or use of other weapon, severe physical attack.)
3.  The comorbid group (n=63) consisted of patients who met criteria for both psychosis and 

aggression.
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Results

Just under 1% of young people (63/6770) in this referred sample showed a comorbid pattern of 
psychotic and aggressive symptoms. Of all cases with psychotic disorders/symptoms, just over 
one in five (22%) were aggressive; of those with aggressive symptoms, only 5% showed evidence 
of psychosis.

Comorbid cases showed similar age, gender and ethnicity profiles to young people in the ?pure? 
psychosis group. They were, however, much more likely to be living in institutional care at 
the time of the index referral compared to both the psychosis only group (24% vs 4%) and the 
aggressive only group (24% vs 13%). The majority of young people in this out-patient sample 
had been seen by mental health professionals in the past; by contrast with psychosis-only cases, 
however (where disorder was typically of relatively recent onset), 42% of comorbid cases had 
shown marked emotional/behavioural difficulties for 3 years or more.

In addition to aggression, comorbid cases were more likely to show higher rates of a number of 
other non-aggressive conduct problems (including defiance, stealing and truancy); they were also 
significantly more likely to have disturbed relationships within the family, and with adults and 
children outside. In terms of adverse experiences, comorbid cases were more likely to have been 
exposed to physical abuse than young people with psychosis only (18% vs 7%).

Discussion

From the findings there is a pattern emerging where by some features of the comorbid group are 
similar to the aggressive only group and in others they are similar to the psychosis only group. 
In some instances however, the comorbid group look distinct. These and other findings from the 
study have important implications for clinical psychiatry in terms of being able to identify young 
people with specific risk factors for this debilitating comorbid pattern.
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Assessing violent patients with intellectual 
disability

Poster

Iordana Ntini, Olga Georgiadou, Maria Markopoulou, Aristidis Karoudis, Vasileios Makrygiannis, 
Maria Toufexi ,Eirini Pliatsika, Dimitrios Skaragas, Andronikos Gatsonis
Psychiatric Hospital of Thessaloniki, Unit for short-hospitalization, Thessaloniki, Greece

Background

Psychopathology in combination with intellectual disability is a major cause of aggressiveness 
and violent behaviour. A dual diagnosis and other health problems are often an influential factor 
when a family is considering to a request for consultation and hospital admission. The severity of 
retardation affects behavioural disturbances as well as the type of psychiatric disorder and they 
often lead to caregiver distress and institutionalization of the patient.

Methods

Thirty psychiatric patients with intellectual disability hospitalized in the A? Unit for short-term 
hospitalization of Psychiatric Hospital of Thessaloniki, were studied.

Results

For the majority of admissions, the caregivers reported that the main reason to seek psychiatric 
support was agitation, aggressiveness or violent behavior. Both non-pharmacological and 
pharmacological interventions were used to manage agitation and aggressiveness, but 
implementation and effectiveness of non-pharmacological interventions has often been limited 
by practical considerations, especially in emergency settings. The violence risk was significantly 
increased by positive psychotic symptoms. Antipsychotic drugs were valid therapeutic options 
for acute as well as longer-term alleviation of these symptoms and they were administered often.

Conclusion

The special features of psychopathology in patients with intellectual disability, the necessity 
of accurate intervention, and the management of aggression remain a therapeutic challenge 
for clinicians. Determination of these behavioural manifestations in combination with early 
intervention and treatment could provide the patients and their family environment with stability 
and security and, moreover, encourage and support social activities and rehabilitation.
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Addressing organizational toxicity in children’s 
treatment facilities that leads to violence and 
maltreatment

Workshop

Michael A. Nunno
Cornell University, Ithaca, New York, USA

Maltreatment in institutional care befalls traumatized and aggressive children who are looked after 
by adults ill-equipped to care for them in facilities with inadequate program, policy, practices, 
supervision, leadership, training and clinical oversight. Maltreatment is often correlated with high 
levels of aggression and violence between the facility’s staff and the young people served, between staff 
members, and between resident youth. To ensure children’s safety and their positive developmental 
outcomes, out-of-home treatment environments must design environments that are aggression and 
coercion free. Research has shown us that understanding and modifying organizational constructs 
such as culture and climate are strong predictors for success of any program whose goal is to prevent 
interpersonal aggression, violence and maltreatment and to improve treatment outcomes.

This workshop will be based on this author’s work as an expert in civil court actions, as a researcher in 
child fatality studies, and as a consultant to licensing or regulatory agencies. The author has observed 
and examined scores of psychiatric and child welfare agencies that have had either multiple reports of 
child maltreatment, fatalities, increasing and dangerous levels of aggression, violence and high-risk 
interventions (physical and mechanical restraints/seclusion), numerous children absconding from 
program, and / or serious and protracted injuries to either children or staff. In the course of this 
work, the author has noted central themes emerging within the organizational domains of leadership, 
clinical management, supervision, training, and incident review that have a direct impact on the 
organization’s ability to prevent and manage aggression and violence, as well as child maltreatment.

Through a brief presentation, case studies and discussion, this workshop will address toxic elements of 
organizational culture and climate that sustain and re-enforce aggression, violence, and maltreatment. 
These toxic elements will be addressed through a risk assessment prism that focuses on leadership’s 
connection to the daily life of the facility, a facility’s principles, its purpose, and its goals, its intake 
process, the clinical weight it gives to violence prevention and management, its emphasis on accurate 
and timely documentation, supervision, and critical incident review, and the facility’s expressions of 
and the management of fear. A critical aspect of this workshop will be a discussion of the “inoculators” 
against the toxic elements of an organization that breed aggression, violence and maltreatment. A 
central premise of this presentation is that successful aggression and violence reduction programs are 
quality indicators of treatment and that these programs are leadership driven.
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Staff/adolescent interactions around tense 
situations on inpatient psychiatric units: Mapping 
the Moment

Paper

Liselore Schickendantz, Kathleen R Delaney
Altrecht, Amersfoort, The Netherlands

The purpose of this research was to uncover, order, and contextualize staff interventions aimed at 
reducing aggression on child/adolescent inpatient psychiatric units. Building on Nijman’s model of 
aggression, the research examined staff’s response to tense, escalating and aggressive incidents in 
the context of unit and staff factors. This is a descriptive study. The analysis focused on aggressive 
incidents and the methods staff use to quell tension/aggression and help children regulate. In this 
study, the methods staff used in specific incidents were examined in the context of select staff 
variables, incident acuity, and unit conditions at the time of the incident. The tense or escalating 
incidents were recorded by staff on the Staff Observation of Aggression Scale-Revised (SOAS-R). 
Staff intervention strategies were gathered via the SOAS-R and semi-structured interviews. Via 
these semi-structured interviews we explored the participants’ perceptions of the incident, their 
decision making process, what helped and what more could have been done. These intervention 
strategies and view of staff were examined in light of the patient perspective, gathered from patients 
involved in the incident; they were asked to comment on how they viewed the escalating situation 
and what measures should have been used to help them calm or prevent the incident from escalating. 
The acuity of the incidents being considered was also scored by the SOAS-R. Ward tension level 
was gauged by the amount of aggressive incidents that occurred within a two hour frame prior to 
the candidate incident and the number of admissions four hours prior to the incident. Staff’s view 
of their confidence in managing aggression was be measured by the Confidence in Coping with 
Patient Aggression Instrument. Findings indicate that staff is quite successful at dampening down 
minor incidents of verbal aggression. However since patients’ escalation can come on very quickly, 
at times the incidents moved rapidly to aggression and thus past standard de-escalation techniques. 
Staff confidence in handling aggressive incidents played a particular role in how incidents are 
approached; the findings suggest that predictability is augmented when the nursing staff has more 
experience—on the unit and in psychiatry. It seems as the combination of all these factors makes 
a staff team stronger, and that seems to decrease the amount of seclusion. An additional feature of 
this research is that the study was conducted by a nurse researcher on a child- adolescent psychiatric 
unit in the Netherlands, Den Dolder, and a nurse-researcher in the United States (US). Included in 
the presentation will be a comparison of the staff methods used in the Netherlands and US units, 
particularly around the use of medication versus seclusion to quell escalating behavior. 
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Development and evaluation of an individual 
proactive aggression management method for 
residential child psychiatry

Paper

Marije Valenkamp, Fop Verheij, Jan Van der Ende, Frank Verhulst
Erasmus University Medical Center - Sophia, the Netherlands

Because aggression is one of the most important reasons for referral to youth mental health services, 
aggressive behaviour and escalations in residential child psychiatry are common phenomena. 
Restrictive interventions, such as seclusion and restraint, can be useful with respect to the safety 
of the child or others but are used more often than needed (Singh et al., 1999) and can be traumatic 
both for children and group workers. Some important initiatives, e.g. the AACAP Practice 
Parameter (2002), have been published to minimize the use of these restrictive interventions. 
Although their potential usefulness with regard to early aggression management, these initiatives 
do not propose a proactive approach: they do not describe how to prevent aggressive behaviour 
or incidents in clinical settings. Erasmus Medical Center – Sophia has developed such a proactive 
aggression management method for residential child psychiatry with the aim of decreasing the 
frequency and impact of aggressive behaviours and incidents. The method is based on theoretical 
insights and practice based methods in child psychiatry (Kalogjera et al., 1989; dosReis et al. 
2003; LeBel et al., 2004) and adult psychiatry (Van der Werf et al.,1998; Nijman et al., 1999; 
Bjorkly, 1996). The PRO-ACT (PROactive monitoring of Aggression in Children Tool), a new 
monitoring system for child settings based on both the SOAS-R (Nijman et al., 1999) and the 
REFA (Bjorkly, 1996), and an Individual Aggression Plan are the core elements of the method. 
The present paper discusses the methods, its theoretical framework and the results of a multi-site 
study (pre- and posttest) on the usefulness and the effectiveness of the method carried out in the 
Netherlands.
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Chapter 17 – Staff Training and 
Violence

The management of imminent aggression and 
violent behaviour in a psychiatric hospital: The 
nursing (preventive) approach for a (mainly) 
nursing problem

Workshop

Franci Abrahams, Wies Appermont, Eddy Deproost
UPC KULeuven, Kortenberg, Belgium

Imminent aggression and violent behaviour is an important issue in mental health nursing. More 
than 70% of the nurses report that they have been assaulted at least once during their career 
(Carlsson, Dahlberg, & Drew, 2000). Injuries cause significant emotional, social, biophysical and 
cognitive responses in the victim (Finnema, Dassen & Halfens, 1994). That’s the main reason 
why continuous training is necessary.

Most training programs which focus on the de-escalation of threatening and aggressive behaviour 
are quite similar and contain the same principles: noticing the patient, knowing where the patient 
is on the continuum of losing control, understanding the meaning of the behaviour, knowing 
what the patient needs, connecting with the patient and matching the intervention with what he/
she needs at the moment (Johnson & Hauser, 2001). These preventive forms of interaction are 
related to the stage of lost of control by the aggressor. So the key point is not to choose the right 
training, but to implement these insights in daily practice and to assure a long-term continuity in 
the follow-up.

In the University Psychiatric Centre of the KULouvain, we started in 1989 with a group of 12 
psychiatric nurses a program, that focussed mainly on how to de-escalate imminent behaviour. 
Notwithstanding at the beginning of this project was expected that the emphasis would be on 
physical defence techniques, we consistently emphasized the importance of prevention through 
accurate de-escalation interventions 

Literature shows that mainly nurses are physically assaulted, threatened and verbally abused. 
Moreover, through careful recording of all incidents of aggression in our hospital, we found out 
that nearly almost nurses were involved and that they were indented to intervene accurately. So 
we thought it was evident that the training was built up and given by nurses. 
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The nursing training group is responsible for the whole education programme for all nurses of the 
hospital. They set out, after literature review (Woods & Ashley, 2007), to develop a course, which 
was regularly updated. When entering, new nurses receive full training. After that, 2 trainers 
(the group is divided in 6 couples, each of them responsible for 3 or 4 wards) annually go to 
the nursing unit to ensure the follow-up. During a meeting, to which all nurses of that team 
participate, they discus, sometimes addicted with role-playing, a case study proposed by the team 
and they look for the most appropriate de-escalation of interaction. There is an analogue practice 
in the Center for psychiatry and psychotherapy in Pittem. Generally the nurses experience this 
approach as a very concrete support, unlike to too much theoretical reflections, given by other 
disciplines, which are often less familiar with these realities. The fact that the courses are taught 
by colleagues for whom the situation is very recognizable, makes the training very well accepted. 
Remember a key assumption of management: the effect of a solution is always dependent on the 
quality of the solution and the degree of which it is accepted (E = Q + A). 

In the workshop we will explain and discuss our methodology with other experiences and illustrate 
it further by means of a video presentation of such a case discussion.
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Psychiatric assessment of aggressive patients: 
Violence towards clinical staff

Poster

Daniel Antonius, Dolores Malaspina
New York University School of Medicine, New York, USA

Although violent and aggressive behavior towards psychiatrists, psychiatric residents and other 
clinical staff occur at an alarming rate, there is an absence of sufficient training in the area of 
violence risk assessment and management. In addition, many clinicians are reluctant to diagnose 
and treat aggressive and assaultive features in psychiatric patients, instead focusing treatment 
on other Axis I mental disorders, with proven pharmacological treatment, in the hope that this 
will reduce aggressive behavior. When an attack occurs, unclear or absent reporting policies or 
feelings of self-blame result in many clinicians refraining from reporting the assaultive behavior; 
thus preventing us from understanding the seriousness of the problem and providing the necessary 
resources.

Based on the case study of a young adult psychiatric patient with a long history of assaultive 
behavior, who strikes and injures a psychiatric resident, this presentation will illustrate diagnostic 
complexities related to aggressive psychiatric patients, and the necessity of training psychiatric 
residents, as well as other clinicians, in risk assessment, treatment, management, and reporting 
procedures of violent and assaultive patients. We will discuss the importance of diagnosing 
aggressive features in psychiatric patients and the relevance of risk assessment for treatment and 
management considerations. We will also discuss deficiencies in current practices for preventing 
violence on psychiatric wards and for reporting and dealing with the repercussions of an assault.

The presentation will provide recommendations for risk assessment practice (including standard 
evaluation batteries) for evaluating violence potential. Additionally, the presentation will elucidate 
methods for reducing stress, anger, and aggression in violence-prone psychiatric patients.

Correspondence

Daniel Antonius
New York University School of Medicine
550 First Avenue, NBV 22N10
10016
New York
USA
danantonius@gmail.com 



356

Preparing for Rare Events: Pro-active Approaches 
to Crisis Situations within forensic mental health 
settings

Workshop

Katie Bailey, Michael Jennings, Suzanne Bowden
Partnerships in care, NW Region, The Spinney Psychiatric Service, Atherton, Manchester, UK

Preparing for rare events can be a delicate balance of prediction, cost analysis and contingency 
planning. This paper examines the development of a strategic approach to dealing with crisis 
situations within forensic psychiatric services. Such crisis situations can typically include hostage 
situations, barricades and rooftop protests but also other situations where there is the potential 
for severe violence to occur. Typically these are rare events, but with high potential costs and 
therefore institutions need to develop practical guidance and develop the skills of staff in dealing 
with such situations.

The on-going development of a training package aimed at developing the role of staff as crisis 
negotiators, and produced guidelines to managing incidents will be examined in detail. This 
training and policy have been specifically developed to take into account the unique challenges 
that mentally disordered perpetrators and potential victims may present with. The role out of the 
related policy and training across three psychiatric hospitals within the North West of England 
will be discussed, as will the lessons learnt from taking a strategic approach to the management 
of crisis.

In 2005, a joint project between Partnerships in Care and Merseycare NHS Trust was established 
to develop a comprehensive training pack to develop the competencies of it’s most junior staff 
to deal with these violent incidents. This training pack utilised consultant practitioners and 
academics, and was also developed in conjunction with the Crisis Negotiation Unit at the FBI 

Within Partnerships in Care, the Crisis Negotiation training has been delivered for the past three 
years, and currently there are thirty eight trained negotiators across three secure hospitals within 
the North West of England. The training looks at the history of hostage negotiation and the 
methods used. It focuses on the different types of hostage taking, the impact on the hostage and 
the role of the negotiator within this. It also focuses on the characteristics of a good negotiator, the 
tactics used, and the strategy for successful negotiations using the Behavioural Change Stairway 
Model (Vecchi, Van Hasselt and Romano, 2005).

The training also examines how the negotiation process may have to be adapted specifically to be 
effective with those patients in crisis who have mental disorders. As part of this training, extensive 
role-plays and an assessment process are incorporated. The training lasts for five days.

Additional training has also been developed to teach all staff “What to do if held against your 
will”. Victim behaviour can often seriously impact upon the resolution of a crisis situation, and 
therefore this training looks at informing staff of the key issues if taken hostage. This includes 
a limited insight in to the negotiation process and suggested ways to react. This also includes 
understanding psychological responses to being a hostage, such as “Stockholm Syndrome” where 
a hostage may begin to develop positive feelings towards the hostage taker. The final section 
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examines what may potentially happen to a hostage, psychologically, after the incident. This 
training lasts for approximately one hour.

Detailed and comprehensive policies have been developed to ensure the successful management 
of these examples of extreme violence within the workplace. These policies include detailed role 
definitions and expectations of differing grades of staff for the duration of the crisis. These policies 
have been adapted to include Police contingency plans, and have developed a comprehensive 
service approach to the management of crisis situations within forensic mental health.

This workshop is extremely interactive in nature, and will give attendees the opportunity to 
examine some of the main psychological strategies used in crisis negotiation, and it’s adaptations 
for those perpetrators who have mental disorders. They will get the opportunity to experience 
some of the practical elements to the two training courses outlined above. They will get an 
overview of policy development within this area and an opportunity to explore the application of 
this pro-active work to their own workplaces. 
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Training interaction skills: An intervention for 
multidisciplinary teams in the Dutch project 
aiming for the reduction of seclusion and restraint

Workshop

Jan Boogaarts, Tom Kuipers, Lennart, Lundin, Bas van Raaij, Daniel Abrams
Nursing Specialist Educational Centre, Utrecht, The Netherlands

In a recent national project in The Netherlands aiming for the reduction of seclusion and restraint many 
mental healthcare institutions used the Interaction skills Training developed and offered by Bureau 
de Mat. Because of the broad interest in this training and the effect it has on healthcare professionals, 
participants of this workshop will be given an introduction of the training as well as the significance of 
this training to the goal of reducing seclusion and restraint and preventing aggression.

The training aims at studying signs of cooperation and noncooperation and improvement of the 
quality of the working alliance between healthcare professionals and their clients. Cooperation 
where formerly the professional saw him/herself bound to using coercive measures. The training 
gives participants the opportunity to reflect on and gain insight into the effect of their behaviour 
for cooperation and noncooperation. Giving insight into several different styles of communication 
and several aspects of interaction i.e. does the other person’s behaviour stem from “cannot” or 
“will not”, and what is the effect influential interventions have compared to interventions based 
on power. The central question in the training is this: Is the effect that you get by what you say 
or do to the client also the effect that you want to achieve? And does this effect add to both short-
term and long-term objectives of the professional and his client, or does it lead to barriers in the 
possibilities of client or professional to reach their treatment goals.

In the training a model is used to show these aspects of the interaction. This model consists of 
a red-green mat (de Mat ®) and a bag (de Tas ®) by which interaction can easily be studied and 
behaviour that affects cooperation or noncooperation can be made literally visible. The training 
follows the phases of contact between healthcare professionals and their clients en explores 
possibilities of cooperation in the meeting-phase, the phase of action and contact and the phase 
of ending the working alliance.

In the workshop an overview will be given as to what the training is and in which way it 
can contribute to the reduction of seclusion and restraint and the prevention of aggression. The 
following aspects will be presented:
•	 	The	effects	of	 the	 training	for	 the	Dutch	project,	concerning	crisis	 intervention	 in	common	

psychiatric hospitals and its actual results.
•	 	The	effect	of	the	training	in	forensic	psychiatry.
•	 	The	psychological	and	biological	determinants	of	aggression	in	psychiatry.
Following these presentations a full interactive demonstration of the training will be given by the 
workshop team.
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Towards suitable attitudes within a “dignified” 
pedagogical climate: Cultural change in the 
professional management of conflict and 
aggression in youth care, education and family

Workshop

Yvonne van Engelen
CONNECTING, SBO de Klimop, ENTMA08, Diemen, The Netherlands

Although the term “pedagogical climate” seems to be an established concept, professionals in 
education and youth care are hardly able to express what this exactly means in practice. Especially 
when aggression and violence are involved and interventions are required, we can doubt if the 
applied approach suits the intended pedagogical climate. The two extremes we meet: either 
excessive control or excessive avoidance, show much similarity with the classical ‘fight-flight-
freeze’ model and with the outdated pedagogical styles of the past century: the ‘authoritarian’ 
versus the ‘laissez-faire’ approach. 

During a crisis a lot seems to be allowed, both for the professional and for the client, provided 
that control can be restored. Too little consideration is given to the impact of the interventions 
on several parties. Incompetence to act in escalating situations sometimes causes (unintended) 
irresponsible interventions – or the absence of it – but also interventions applied deliberately in a 
context of retaliation or punishment, with counter violence and overt display of power as a side 
effect (‘corruption of care’). As such interventions often lead to restoring control, an ‘evidence 
base’ is being assumed on the basis of apparent effectiveness. 

The therapeutic alliance with the client can be severely damaged though and the value-base of 
responsible care is clearly missing here. Escalations in care and education can’t be considered as 
occasional incidents and the advice to the professional to get himself trained in self-defence, like 
the minister and the inspectorate in the Netherlands recently have suggested, does no justice to 
the seriousness of the problem as experienced by professionals in practice and offers no guarantee 
to a safer work climate. Intervening appropriately and safely in extreme, escalating situations is 
basically part of the occupational exercise and this should be done in a, for all parties, responsible 
way, so the pedagogical climate stays intact even at critical moments. 

The choice of treatment and interventions should as much as possible match an authoritative/
democratic approach. Interventions that take place in the context of such a pedagogical climate 
should not just be based upon behaviouristic principles, but also be tested by underlying values 
within the relationship of care, in order to secure the dignity of both the professional and the client. 

The experienced incompetence to act can make extra training for professionals useful and necessary, 
especially when de-escalating interventions have been developed within the described context and are 
being trained as a means to create optimal safety. It is getting clear from (international) scientific results 
that the approach should be embedded and firmly rooted in a comprehensive policy of the organisation 
and can’t be or can’t stay the sole problem of the professional in (clinical) practice anymore.
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Dutch training and research in forensic psychiatry 
in a European perspective

Paper
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Mental Health Care WNB, the Netherlands
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Background

In the Netherlands, only one of the five psychiatrists and professors of adult forensic psychiatry 
has his chair in the faculty of medicine. All the others are based in a faculty of law. Trainees can 
choose an optional course in forensic psychiatry, but only three afternoons are dedicated to forensic 
psychiatry as an essential part of the whole psychiatry training programme. So, a general psychiatrist 
may start working in forensic psychiatry without any forensic training or work experience.

When visiting conferences or reading articles, we noticed that most research about offender 
patients is done by research psychologists, even though most of those patients have a disorder with 
an important biological (medical) aetiology, e.g. schizophrenia spectrum disorder (Lanzenberger 
and Kasper, 2005; van Haren et al., 2008) or a personality disorder (Skodol et al., 2002; McCloskey 
et al., 2005; Popma and Raine, 2006).

We believe that insufficient attention has been given to education, training and research in 
forensic psychiatry in the Netherlands. This is contrary to the famous tradition of the human 
(psychological) approach of TBS-detainees since the 60s (van Marle, 2000; Raes, 2008).

Methods

In order to test this position, we reviewed the literature in forensic psychiatry in the Netherlands 
and abroad published between 1983 en 2008. A search of www.Pubmed.com and www.PsychInfo.
com yielded 13 articles, using the following search terms: (forensic psychiatry) AND (training), 
(forensic psychiatry) AND (education) or (forensic psychiatry) AND (teaching). Four of these 
articles were eliminated for the following reasons: no current view on forensic psychiatry; child 
and adolescent forensic psychiatry exclusively; and providing only a strictly personal view of the 
Dutch TBS system. It was possible, however, to add six articles by following up references in the 
reference list, bringing the total to 15.

Results

Education and training
In their review article, Folino and Pezzotti (2008) reported finding few publications on training in 
forensic psychiatry. According to them, formal training and experience in research would be the 
best way forward for developing expertise in the field; they called for academic development and 
practical guidelines for court experts. Several authors concluded that some European countries 
have a highly organised curriculum (e.g. Germany) or forensic psychiatry as a subspecialty (e.g. 
UK, Ireland and Sweden), but requirements, training standards and duration of the training varied 
considerably from country to country (Layde, 2004a; Gunn and Nedopil, 2005; Scott, 2005; Folino 
and Pezzotti, 2008). Taylor et al. (in press) have set out the difficulties – and some solutions – with 
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respect to research training for forensic psychiatrists. There was also an agreement that basic 
training in forensic psychiatry is necessary for general psychiatry residents (Layde, 2004a; Lewis, 
2004; Pinals, 2005; Rotter and Preven, 2005) and even medical students (Reiss and Chamberlain, 
2001).

Cultural issues, such as sensitivity to an individual’s native language, religion and country 
of origin, are important throughout psychiatry, but it is arguable that they are particularly so for 
forensic psychiatric evaluations in criminal cases. In addition, knowledge of culturally different 
notions of unusual perceptual phenomena and culturally different expressions of major mental 
illness is essential in evaluation of a criminal defendant’s competency to stand trial and criminal 
responsibility for their actions (Layde, 2004b). Throughout Europe, psychiatrists are asked to 
provide opinions for the courts in such cases, and need training in accessing appropriate cultural 
resources to ensure that their advice is as sound as possible.

We could find no articles at all on education in forensic psychiatry in the Netherlands.

Research

In the UK, Taylor et al. (in press) have expressed concerns about the lack of investment in academic 
forensic psychiatry and the decline in the number of clinical academic training posts between 
2001 and 2004. Furthermore, academic forensic psychiatrists, almost exclusively salaried by the 
health service, face competition for their time between clinical practice, service development, 
and teaching and training, as well as research. The Forensic Psychiatry Research Society (Anon, 
2006) concurs, and has also concluded that forensic psychiatrists struggle with deficits in their 
research, teaching and presentational skills.

Other authors have highlighted the problem of drastic cuts in health spending, leading to 
shortages in trained staff (Folino and Pezzotti, 2008). These gaps have been filled with specialists 
from countries where training is less developed (Folino and Pezzotti, 2008; Taylor et al., in press). 
Several authors have expressed concern about this, and emphasised the importance of participation 
in research and writing articles while a trainee (Bloom, 2007; Simon, 2007; Folino and Pezzotti, 
2008; Taylor et al., in press). Research and scientific writing skills can challenge stereotypes and 
misinformation, and can help trainees to develop new treatment models that are evidence based.

Discussion

First, it is obvious that there should be at least a well-defined educational programme in forensic 
psychiatry for general psychiatry trainees. Thanks to this programme, they could then learn to deal with 
legal issues and the different roles required as a medical doctor at the various interfaces with the law. 
More education will also lead to more understanding of and enthusiasm about forensic psychiatry.

Next, what can be said about the deficit in training for specialists in forensic psychiatry in many 
European countries? In some countries in Europe, there is excellent forensic psychiatry training 
available (e.g. Gunn and Nedopil, 2005). Perhaps those countries which do not have a highly 
organised and well-defined curriculum could benefit from the knowledge and experience in those 
that do, and so, start an educational programme as well. Our preference would be for recognition 
of forensic psychiatry as a subspecialty, therefore requiring a defined training, throughout Europe. 
In the Netherlands, there is a precedent in that child and adolescence psychiatry has already been 
organised as a subspecialty.

Finally, recognition of forensic psychiatry as a subspecialty could also yield more research 
done by psychiatrists. If training in research in the field and at least co-authorship on publications 
were expected, then any downward spiral of recruitment or retention in the field would be halted. 
Furthermore, all practitioners, not just those with academic qualifications, would become better 
teachers, trainers and supervisors. This is essential as more and more focus is given to evidence-
based medicine (Khan and Coomarasamy, 2006). Forensic psychiatry at present perhaps relies too 
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much on the general psychiatry evidence base, and yet its service users differ in the complexity 
and extent of their illnesses, and antecedent social difficulties and traumas. The evidence base 
could gradually be made more specific to their needs.

Conclusions

In many countries, funding seems to be the major obstacle to the non-clinical work of psychiatrists, 
such as education, training and research. But we think that psychiatrists ought to take a much more 
proactive role in the forensic field, by drawing more attention to forensic psychiatry as a medical 
specialty, taking a stand on service improvements and by creating a distinct profile for the specialty.
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ePsychnurse.Net e-learning training course for 
psychiatric nurses: Nursing interventions to 
manage distressed and disturbed patients

Paper
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Introduction

E-learning and computer-assisted learning are most rapidly growing educational forms. The 
European Commission has announced that e-learning is one of the most important educational 
needs in across the European area and it will promote the effectiveness of integrating computer 
technology in vocational education and training. However, although ICT is widely usesd 
in educational area, the usability of computer-assisted learning among mental health care 
professionals is unclear. 

Objectives

To describe different aspects of computer technology used in vocational education and training 
in the field of psychiatric nursing. ePsychnurse.Net e-learning continuing education course will 
be described as an innovative example. The course was aimed to nurses who are working in acute 
psychiatric in-patient units in different European countries and to increase their capacities to 
manage distressed and disturbed patients. In this presentation, experiences based on pilot course 
run in Finland and England will be described. 

Methods

The pilot of the ePsychnurse.Net course was carried out in spring 2008 in two hospitals in 
Finland and one hospital in England. The course consisted of pre-and post student assessments, 
an orientation unit and six learning units run at Moodle e-learning platform. Pre-and post 
assessments included questionnaires related to students’ learning needs, self-esteem, general 
self-efficacy, a SWOT (strength, weakness, opportunities and threat) analysis related to learning 
and overall course evaluation. Learning was theoretically based on reflective learning theory. 
Discussion forum, reflective diary and journal, virtual patient, descriptive assessment together 
with actual literature formed learning methods.

Results

This pilot study showed that it is important to use more innovative methods in continuing education 
in psychiatric hospitals. They were able to identify their learning needs both by updating their 
existing knowledge and by receiving new knowledge. Students evaluated identified and described 
the strengths, weaknesses, opportunities and threats related to the e-learning. These were mostly 
focused on issues related to studying, motivation, time and work. Students’ overall satisfaction 
over the course was good and all students would recommend this course to other psychiatric 
nurses.
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Conclusions

We can conclude that using e-learning course in clinical practice among psychiatric nurses offer 
new opportunities and challenges for psychiatric nurses. Therefore, it is important that nurses 
are offerd an opportunity to participate in such courses. However, they should be motivated 
and they should have enough resources (computer’s, internet access, time) and organisational 
support. It is also necessary that they have clear instructions with tutoring and support provided 
by experienced nurse teachers and that opportunity for face-to-face contacts are available when 
needed. In addition, it is important that students’ have the possibility to reflect on their feelings, 
and that confidentiality is guaranteed in all situations.
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Benefits of international multidisciplinary visits 
for reflection, discussion and improvement of the 
treatment of aggressive behaviour

Workshop

Peter Lepping, Uwe Armbruster, Gillian Carlyle
University of Wales, North Wales NHS Trust, Wrexham, Wales, UK

Objective

The working group for the prevention of coercion in psychiatry has been co-ordinating quality 
assessments and the reduction of coercive measures across 22 hospitals since 1996 in the South 
West of Germany and North Wales. What has been lacking so far was the possibility of international 
visits by multidisciplinary groups in order to compare and reflect on coercive measures.

Methods

We organised a visit by a multidisciplinary group from various hospitals in Germany to Wrexham 
in Wales. Questionnaires were filled in by all participants after the visits in order to gauge opinion 
about the factual situation, opinions, reflection and application for one’s own practice.

Results

The visit has generated a critical reflection and many discussions about de-escalation techniques 
and coercive measures in all participating hospitals. This was particularly the case because of 
the differences in coercive measures: in Wales manual holding with relatively few members of 
staff was common practice in comparison to Germany where fixation on a bed with high usage 
of staff is common practice. The length of each coercive measure as well as the risk of injury is 
much lower in Wales. Ideas have been generated to further reduce coercive measures. There was 
a critical reflection on the fact that all participating members of staff felt that they were socialised 
within their particular health system and tradition.

Conclusion

There are still vast differences between de-escalation and coercive measures in Europe. The 
exchange of multidisciplinary staff leads to reflection and discussion about current structural 
and organisational circumstances as well as tradition. It led to the generation of new ideas about 
reducing and preventing coercive measures in each of the participating hospitals. There was also 
an increase in knowledge in all participants as a consequence of the visit.
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Aims

This study analyses assessment, intervention and admission decisions made by emergency 
psychiatry residents to determine whether these differ depending on the gender of the resident.

Methods

Data from all patients presenting to a psychiatric emergency room were collected prospectively 
for a three months period as part of a local quality check project. A questionnaire was used to 
collect patient demographic data, diagnosis, treatment decisions and the personal and professional 
characteristics of the residents who performed the assessments.

Results

We obtained data on all 251 emergency assessments carried out by all six residents working in the 
service. These were 3 female and 3 male 3rd year residents in psychiatry. There was no difference 
between male and female residents concerning ICD-10 diagnostic assessment, adherence to local 
hospitalization criteria guidelines and treatments administered. A similar distribution between male 
and female residents was found for diagnoses. No difference was found in the rate of hospitalization 
decisions between male and female residents. However, surprisingly, there were more voluntary 
hospitalizations by the women residents (p= 0.035; chi2 = 4.443) and more involuntary admissions 
by the men residents (p= 0.005; chi2 = 7.643). There was no correlation between the gender of the 
patient and the assessment or hospitalization decision of either male or female residents. 

Conclusion

Although this study has methodological limitations, it suggests that female emergency psychiatry 
residents are more likely to convince patients to accept voluntary hospitalization. Further 
randomized studies could be useful to establish whether this is a more generalized phenomenon. 
The findings underscore the importance of training in pharmacological and psychotherapeutical 
approach in emergency settings and also the importance of supervision.

Correspondence

Adriana Mihai
University of Medicine and Pharmacy Tg Mures
Gh Marinescu 38. 540138. Tg Mures. Romania
dradrianamihai@yahoo.com



367

Comparing instruments to evaluate the 
effectiveness of training in the management of 
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Poster
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Study objective

The evaluation of trainings in the management of aggression is a critical tool for justifying the 
investment of time and money into staff training. There is evidence that self reported measures, 
as self-confidence, measure feelings but do not measure any learning that has taken place. On 
the other hand the evaluation of the impact on the practical placement by measurement of the 
severity and frequencies of aggressive incidents is biased by many other variables. Although 
self-confidence is deemed a predictor for successful performance there is no clear evidence that 
this variable predicts performance in managing patient aggression. In this study the association 
between self reported confidence (Confidence in Managing Patient Aggression Scale - Thackrey 
Scale) and performance assessed by experts (De-escalating Aggressive Behaviour Scale – DABS) 
is investigated.

Methods

Using a within and between groups pretest-posttest design nursing students of six educational 
levels (6 groups, 10th to 28th month of nursing education, n = 65, mean age = 22) were investigated 
regarding their self-assessment using the Thackrey-Scale and regarding their performance before 
and after aggression management training. The nursing students were exposed to two differing 
aggression scenarios enacted by simulation patients. The videotaped performance of the nursing 
students were evaluated by de-escalation trainers using the De-escalating Aggressive Behaviour 
Scale (DABS) not knowing whether the performance emanated from the pre- or post-test condition. 
Mean values and t-test, of both scales were computed. Sensitivity, specificity and predictive value 
of self-assessment scale’s ability to identify weak performance were also computed using the 
scales’ neutral midpoint as cut-off point. Additionally the correlation (ICC 3) between the level of 
self-reported confidence and quality of the performance was computed.

Results

The training led to a significant improvement of the mean of the groups in both scales. An 
evaluation of pre- and post-test assessments (n=130) revealed that 84% of candidates which 
performed weakly were correctly identified by self-assessed weak confidence. 79% of good 
performance candidates were correctly identified by good confidence before. The predictive value 
i.e. the proportion of being correctly self-assessed was .87 for good performance and .76 for 
performing in a less acceptable manner. However, within the same person the level of self-reported 
confidence was not a precise predictor for the quality of the performance. The training had no 
improving influence on the accuracy of the self-assessment (Intraclass Correlation Coefficient 
ICC3 pretest: 0.24, posttest: 0.28). 
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Background and context

Training in the prevention and management of violence is mandatory for all staff in face to face 
contact with patients in the NHS in England (NIMHE, 2004). It is relatively easy to determine 
whether staff are satisfied with the training they receive at the point of delivery by administering 
questionnaires. However it is more difficult to determine whether such training is effective in bringing 
about the collective capability of staff to prevent and manage violence in the workplace. Furthermore 
the author found that whilst post course evaluation forms are often routinely administered the data 
was often rarely made use of as part of a systematic process of course development. The training 
department provides training according to the risks presented. This is multiply determined by the 
staff’s clinical function, the patient group and the context in which staff work. Whilst training is 
provided on an annual basis, finite resources restrict the time available, further emphasising the need 
for continual course development based on sound evaluation methods.

The need for thorough and effective evaluation was described by Zorola and Leather (2006), to 
prove whether the training:
•	 	Is	aimed	at	important	and	worthwhile	organisational	benefits;
•	 	Operates	smoothly	and	effectively	and	is	enjoyed	by	participants;
•	 	Achieves	important	skills,	knowledge	and	attitude	objectives;
•	 	Uses	the	best	available	and	most	cost	effective	designs;
•	 	Is	used	effectively	on	the	job;	and
•	 	Provides	valuable	and	cost	effective	organisational	benefits.

Aims of the study

The aim of the study was to explore trainer and trainee perceptions of what is important in 
evaluating the prevention and management of violence (TPMV) training, delivered at a High 
Security Hospital in England, to promote useful learning. This, it is anticipated, will contribute to 
the development of a future training evaluation model for the High Security Hospital.

Methodology

As this research was specific to one High Security hospital, the methodology chosen was 
based on the function to highlight a variety of views that are contextual, multiple and allow 
competing understanding to emerge. This involved two distinct approaches. Firstly the views 
of TPMV trainers were sought on aspects pertaining to the evaluation of training, using semi-



370

structured interviews. The interview schedule focussed upon five key areas of evaluation based 
on Kirckpatrick’s training evaluation model (Kirckpatrick, 1976). This includes identification 
of the times when evaluation should take place, the importance of and staff reaction to training, 
the aspects of learning that should be evaluated within training and what changes in behaviour 
we would want to see within clinical practice. Finally trainers were asked what would determine 
overall effectiveness of training in terms of organisational impact. All interviews were taped and 
the themes transcribed. The sample was restricted to only six instructors however opinions were 
varied reflecting personal preference about what is important in evaluating training e.g.

“Role play should be utilised within a safe environment to assess skills and evaluate 
effectiveness.”

Whereas an alternative view was:
“Role play is not an effective means to evaluate adult learners ability to manage violence.” 

The resulting sample statements are therefore a reflection of varied attitudes that are reinforced 
by beliefs and often strong feelings (Cross, 2005). As such the sample is cultured by feelings 
rather than facts, and can be seen as being based on cultural knowledge and social constructions 
(Goldman, 1999, p.591)

The second stage entailed utilising Q methodology to identify the interconnecting themes that 
trainees perceived to be important within evaluation. Q methodology was developed by Stephenson 
in 1935 (Stephenson as cited by Brown, 1996) as a way to reveal the subjectivity involved in any 
situation. Q methodology is a quantitative approach that combines easily with qualitative approaches, 
thus the research study utilises mixed methodology. Whereas the semi-structured interviews reveal 
a subjective view of what is important in evaluation within the evaluation model, Q methodology 
numerically quantifies the data. A sample of staff (n=26) who undertook training in TPMV participated 
in this exercise. The interview data from stage 1 provided the source for the 62 statements used 
within the Q sort, thereby ensuring the content was relevant to the target population. The trainees 
were asked to rank these statements based on whether they agreed, disagreed or were unsure. The 
levels of agreement and disagreement were further refined within a forced distribution grid (NB: see 
Fig: 1) thereby highlighting strongly held views and reflecting each persons individuality through 
allocating all of the Q set items (statements) an appropriate ranking position. Using Q methodology 
‘PQ Method, version 2.11’ (Schmolck, 2002), a range of accounts emerged.

Figure 1: Levels of agreement and disagreement within a forced distribution grid

STRONGLY DISAGREE                                                 DON’T KNOW                                                   STRONGLY AGREE

-6 -5 -4 -3 -2 -1 0 +1 +2 +3 +4 +5 +6

2 2

3 3

4 4

5 5

6 6

7 7

8

(NB: Distribution of Q sort grid (n=62))
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Results

Computerised factor analysis of the 26 Q sorts resulted in the emergence of six distinct accounts 
of proposed training evaluation. These occur when a number of participants similarly rank 
the statements, producing a pattern of themes that are considered important. By analysing 
the relationships between the statements and the level of importance afforded to them by the 
participants, the researcher interprets the factors to produce a descriptive narrative for each. 
Interpretation is also supported by interview data to maintain a contextual reading. The reading of 
the accounts were categorised as:
1. ‘Organisational Multimodal Approach’
2. ‘Generic Insular Approach’
3. ‘Generic Physical Approach’
4.  ‘Team Approach’ based on evaluating confidence, organisational learning and non-physical skills.
5. ‘Evaluation Antithesis’
6. ‘Multipoint Complex’

The most readily available account (rated by the majority of participants) is described as an 
‘Organisational Multimodal Approach’ to evaluation. This provides a useful insight to how 
training evaluation could be developed and implemented in the High Secure Hospital. This 
account focuses on the need to evaluate whether training meets area specific needs, the needs 
of staff teams as well as evaluating training from the perspective of the individual. The wider 
effectiveness of training would be evaluated through the examination of near misses and how well 
hospital policy is implemented. Also team effectiveness would be evaluated through simulation 
and role play whilst individual evaluation would focus on the retention of knowledge and skills. 
Whilst many of these activities are undertaken in isolation the aim is to develop an organisational 
approach. The effectiveness of training is dependent on the development of systems in which 
training adapts and responds in accordance with organisational change. In this sense the training 
department cannot be seen as a separate entity but as an integrated component of service in the 
same way that an engine management system adjusts the fuel input, valve timings according to 
the conditions / demands it is exposed to. Figure 2 illustrates an ‘Evaluation Cycle’ as a means of 
continuing course development in response to identified needs)

Figure 2: Evaluation cycle
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Discussion and conclusion

This research identified that there are a number of differing views regarding what is important 
when evaluating TPMV training, depending upon the participants experience and professional 
investment. Q methodology therefore is a useful method with which to explore the complicity of 
trainer and trainee perceptions of what is important in evaluating TPMV training. One account 
however emerged as more readily available amongst a greater number of participants.

Zorola & Leather (2006; p 58) rightly pointed out that ‘the evaluation of training is a necessary but 
often overlooked element of the training cycle. TPMV training in the UK is evaluated according to 
locally developed evaluation measures and not yet subject to any prescribed standard or method. 
The effectiveness of mandatory training within this area is commonly measured only in terms 
of the number of people trained. As mandatory training is time limited the evaluation of training 
taking place within the training department should be simple. However the evaluation process 
should be planned as part of an evaluation cycle incorporating internal educational and practice 
indicators.
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Aggressive behaviours are among the most frequent reasons that a youth is referred for mental health 
evaluation. Recently published books outline the multi-factorial origins of violence, particularly in 
terms of intimate or family violence and youth violence1. Longitudinal studies have demonstrated 
that disruptive behaviour disorders may culminate in adult antisocial personality disorder. Bowlby 
and Ainsworth, the originators of attachment theory, argued that all people, be they infants or elders, 
seek to establish and effective tie, or attachment, with specific other to meet needs for physical and 
psychological security2. It is a well-accepted idea that the quality of the attachment is related to 
psychological adaptation and the possible development of psychopathologic dysfunctions, including 
disruptive behaviour disorders and personality disorders. 

It is our objective to introduce among staff a novel psychotherapeutic approach for handling 
aggressive behaviours: the validative emotional bonding psychotherapy. The validative emotional 
bonding psychotherapy is profiled as a model of psychotherapy of effective support, focuses 
on the emotional alliance between client and therapist and seeks the repair of the pattern of 
pre-existent attachment. The creation of a new way of representation and relationship requires 
the establishment of a sure bond (reciprocal attachment). Factors that should be considered in this 
approach include therapists´ personality variables and use (or misuse) of therapeutic techniques 
and interventions.

Since we are still developing the validative emotional bonding psychotherapy considerable 
work will be necessary to establish its validity but preliminary data have shown significant 
improvements and the perception of both professionals and users coincides in the effectiveness 
of its position and results.
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Training and safety of staff when working with 
challenging behaviour and violence

Workshop

Pal-Erik Ruud
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Verge Training Inc is a privately owned company operating from Norway. Our company has 
delivered professional training related to workplace violence and crisis management since 1992. 
We have trained thousands of employees from several hundred workplaces. Through out the years 
we have evaluated and tested many different approaches to prevent and deal with violence. Our 
working model focuses on three areas; 
1. Prevention of violence
2. Crisis management and methodology/skills
3. Aftercare of employee and patient.

Our approach is always in close dialog with the individual workplace. All training and structure 
is individually evaluated, re-designed and implemented. Workplace trainers are educated and 
regular in-house training is organized. During this workshop we will be presenting:
1. System design and the concept of “necessary employee safety”
2. Experiences from a large psychiatric hospital
3. Demonstration, active participation and explanation of skills delivered during training

This workshop is aimed at trainers and administrator seeking information about alternative 
approaches and skills in a sharing environment. 
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Background

It is a well known fact worldwide that aggression and violence are serious problems in psychiatric 
settings (Chou et al, 2002, Ketelsen et al, 2006, Grazzi et al, 2001, Nijman et al, 2002, Foster et 
al, 2006). Management of violence in hospitals are at different levels or stages in hospitals and 
many require the use of proper skills and training (Wesuls et al, 2005, Oud, 2006). Antecedents 
to violence are known and thus it can be stated that the aim of de-escalation is to hinder verbal 
aggression in developing into physical violence. De-escalating aggressive patients is complicated 
and stressful work. The worker faces a situation where he needs to rely on various skills that he 
has learned and trained and factors such as age, training and experience play a role.. Accidents can 
occur if f the de-escalation is not carried out successfully and the consequences can be physically 
and emotionally harming. Nurses and others have written guidelines on how to verbally de-escalate 
aggressive patients (Lewin–Pitz, 1986; Stevenson, 1991; Anderson et al., 1996; Johnson et al., 
2001; Cowin, Davies, Estal, Berlin, Fitzgerald and Hoot, 2003; Richter, 2006). The guidelines are 
mainly about communication and body language. Many of the guidelines seem to be built on the 
the author´s own experience and have been helpful for nursing staff. Others have done interesting 
research about the management of aggression in particular circumstances (Carlson et al., 2000; 
Johnson and Hauser, 2001; Carlson et al., 2004; Carlson et al., 2006., Delanay and Johnson, 2006; 
Johnson and Delanay. 2006).

The purpose of my research was to find out what personnel said or thought should be said and 
what body language should be used to de-escalate verbally aggressive patients. It is clear that 
same guidelines can never be used to all patients. Personnel, patients and situation differ and 
what works in a particular situation does not necessarily for in other situations. Guidelines can 
therefore only be used as a helping tool along with other resources in de-escalation. However 
guidelines can be useful when they are built on the experience of personnel and used on wards 
where they work.

Aim

The aim of the research is to find out what non-physical techniques are used in psychiatric in-patient 
wards to de-escalate verbally aggressive patients and to build guidelines from the results.

Method

The research is based on grounded theory (Glaser and Strauss, 1967; Strauss and Corbin, 1994). 
In order to get the fullest picture of the subject, different methods were used in data collection. 
The research took place in all acute wards (4) and two of six rehabilitation wards of the psychiatric 
department in the University Hospital in Reykjavík.
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Data collection was done in six parts.
1.  An interview with 18 staff members (3 from each unit) who had managed to de-escalate verbal 

aggressive patients. Head nurses chose nursing staff that had skills to de-escalate aggressive 
patients.

2.  An interview with 18 staff members (3 from each unit) who were asked to describe how they 
de-escalate verbally aggressive patients. Head nurses chose nursing staff that had skills to 
de-escalate aggressive patients.

3.  After the occurrence of an incident the personnel were asked to document how they de-escalated 
verbally aggressive patients.

4.  An interview with 52 inpatients about how they thought personnel should de-escalate verbally 
aggressive patients.

5.  The researcher stayed on the wards where the research took place and observed communication 
between personnel and patients.

6.  A questionnaire on how to de-escalate verbally aggressive patients was sent to all the nursing 
personnel in the psychiatric department of the University Hospital.

Analysis of data from items 1 – 5 in the list was coded according to Strauss and Corbin ( ) 
and categories and sub-categories developed. Data from item 6 was analysed in SPSS, mainly 
frequencies.

Results

As the research is not completed, only preliminary results will be introduced. Final results will be 
introduced at the congress. However it can be said that data from items 2 – 6 underpin outcome of 
item 1. The results will be used as guidelines for the wards where the research was done.

1. Talking with an aggressive patient
Begin the conversation with the patient in a polite and calming manner and show him your 
intention to help him. Ask him to come aside with you if he is among other people. Invite him to 
take a seat with you. If he prefers to stand take a stance in front of him.
•	 	Tell	the	patient	to	calm	down:	Tell	the	patient	that	his	behaviour	is	unacceptable	and	that	he	

has to change it.
•	 	Give	the	patient	explanations:	Explain	to	the	patient	why	he	has	to	change	his	behaviour	and	

which consequences his behaviour might have for him and others.
•	 	Point	to	rules:	Ask	the	patients	to	follow	the	rules.	Tell	him	why	there	are	rules,	whom	they	

are for and who made them. Do an exception to the rules on an occasion when you think it is 
acceptable and when you are in danger.

•	 	Show	equality:	Allow	the	patient	to	express	his	meanings	and	listen	to	them.	Encourage	him	
to come to an agreement with you.

•	 	Show	helpfulness	and	understanding:	Ask	the	patient	about	his	feelings	and	why	he	is	angry	
and tense. Tell him that you are willing to help him although you cannot fulfil all his needs.

2. Use the voice
•	 	Speak	as	usual:	Talk	with	the	patient	in	a	usual	conversational	way.	Lower	your	tone	of	voice	

if the patient raises his voice. Never speak louder than the patients.
•	 	Do	not	sound	 threatening:	Speak	with	a	soft	and	mild	voice	which	shows	kindness	and	no	

arrogance.
•	 	Speak	clear	and	slowly:	Speak	clearly	and	slowly	so	the	patient	understands	you.	Speak	more	

slowly if tension in the patient arises.
•	 	Sound	assertive:	Reflect	assertiveness	in	your	voice	by	speaking	without	hesitation	and	with	

certainty if the patient seems tenser.
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3. Use facial expression
•	 	Show	facial	expression	as	usual:	Keep	in	eye-contact	with	the	patient	without	staring	at	him.	

Express interest in listening to him.
•	 	Show	 calmness	 and	 respect:	 Show	 calmness	 and	 respect	 while	 communicating	 with	 the	

patient.

4. Using hands and arms.
•	 	Keep	arms	beside	you:	Keep	your	arms	 in	a	 relaxed	position	 in	a	non-threatening	way	but	

ready to defend yourself against assault.
•	 	Move	your	arms	slowly:	Move	the	arms	slowly	and	calmly.
•	 	Keep	your	hands	open:	Show	the	patient	the	palms	of	your	hands,	it	tells	the	patient	that	you	

are there and your willingness to help.
•	 	Touch:	Touch	the	patient	if	you	think	it	will	calm	him,	if	you	know	him	well	and	have	made	

good connection with him.

5. Showing no fear
•	 	Stay	 calm:	Show	 fearlessness	 by	 showing	 calmness	 in	 your	 body	 language.	 Speak	 slowly,	

without hesitating and be ready to defend yourself.

6. Reading the meaning of the body language
•	 	Read	understanding	and	helpfulness:	Patients	are	supposed	to	read	that	the	personnel	is	trying	

to understand them and willing to help them.
•	 	Read	the	requirements	of	the	personnel:	Patients	are	supposed	to	read	that	they	are	expected	to	

do.
•	 	Read	security	and	fearlessness:	Patients	are	supposed	to	read	the	safety	and	fearlessness	of	the	

staff.

7. Defending yourself
•	 	Be	with	others:	Have	other	staff	nearby	when	you	de-escalate	a	patient.
•	 	Read	the	situation:	Observe	the	tension	in	the	patient	and	objects	or	people	in	the	environment	

the patient can assault.
•	 	Localize	yourself:	Stay	in	a	proper	distance	from	the	patient	near	the	runaway.	Take	a	seat	if	

the patient sits, stand if the patient stands.
•	 	Be	ready:	Stay	in	a	sideway	stance.	Be	ready	to	react	against	assault	with	your	arm	and/or	

press the alarm you are carrying.

8. Know the patient
•	 	Use	your	experience:	Use	your	former	experience	if	you	are	de-escalating	a	patient	you	already	

know.
•	 	Rely	on	trust:	Use	the	trust	you	have	built	between	you	and	the	patient.

Conclusion

The results can not be generalized to all psychiatric wards. The likelihood that the use of the 
guidelines will be successful could be drawn from the fact that the data were collected all of 
the acute psychiatric wards and 2 of the six rehabilitation wards in the psychiatric department 
were they will be put into practice. Nearly all reported cases of violence and aggression in the 
psychiatric department happen in those wards since the year 2000 
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The paper informs on the situation of psychiatry nursing in the Czech Republic and deals with 
three areas of nursing provision and encounters with aggressive or violent patients. These areas are 
various hospital wards, mental hospitals, forensic wards, and other health care placements within 
the prison system. The nursing profession is not very popular in the Czech Republic as nurses do not 
have much credit in the eyes of society unless people need nursing care. The prestige of psychiatric 
nurses is even lower and the fact that nurses work within the prison system is almost unknown.

This paper gives insights into nurses’ opinions on this issue and reports on how nurses handle 
situations with aggressive and violent clients, how they are prepared for to care of these clients 
during their pre-graduate education, and what kind of life long learning is offered to them.

Currently a lot of discussion is going on about coercive measures such as cage and net beds 
and on the other hand about workplace violence caused by clients, family members and among 
the staff. A vast amount of articles describe particular incidents or cases relating to violence, 
aggression, restriction, mobbing, bullying and harassment. These articles usually prescribe what 
should be done and who should do it starting with the ministries, legislation, top management, 
finances and blaming the lack of personal and the lack of communication skills for to cope 
with aggressive people. However, no relevant and exact evidence or statistics exist to rely on. 
Increasingly journals and text books are offering recommendations, theoretical plans on how 
to work and what to do when encountering aggressive clients and how to prevent aggressive 
behaviour. In spite of such advice, statements of health care workers regarding the mastery of 
particular skills to be used in actual situations involving aggression are missing.

There is a difference in multidisciplinary team representatives according to whether the 
institution’s trust granter is the Ministry of Health or the Attorney General, where the nurses 
work under the officer’s command. The place that nurses have in multidisciplinary team and their 
degree of autonomy regarding decision making is also the part of this article.
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Background

Attacks at the workplace leading to physical injuries and psychological damage are apparently 
frequent (Voyer et al., 2005, Crocker et al., 2006, Farrell, 2005). Thus, it has been estimated 
that 11% of all health care workers were confronted with physical force in 2000 (Chappell & Di 
Martino, 2006). Human beings are the second most frequent cause of notifiable accidents in the 
health service (Nienhaus, 2005). According to a review article, the prevalence of psychological 
and physical violence in the health service lies between 11% and 96% (Zeh et al., in press). 
These figures are rather unreliable, as there are some very marked differences in the study 
designs of the evaluated literature. The number of attacks is presumably greater, as many are 
not reported (Rippon, 2000). Research in this area has just started, particularly in Germany 
(Richter, 2002).

Although many different training programs are available for dealing with violence at work 
(Kienzle & Paul-Ettlinger, 2007), it is still unclear how effective these are. Richter and Needham 
(2007) compared 38 studies performed between 1976 and 2004 in psychiatric hospitals and in 
workshops for people with disabilities. They found that a comparison was hardly possible, because 
of differences in methodology. Only a single study fulfilled the gold standard of randomised 
controlled study (Needham et al., 2005). In this study, the number of aggressive incidents did not 
decrease after the interventions. However, the programs enhanced the employees’ confidence in 
dealing with difficult situations. The authors recommend that this finding should be used as an 
important criterion in quality assurance.

The Institution for Statutory Accident Insurance and Prevention in the Health and Welfare Services 
(BGW) offers its member companies support in questions of prevention and rehabilitation. Since 
2006, the BGW has provided financial support for courses to qualify as internal de-escalation 
trainer. These courses are intended to help health service employees to enhance their expertise in 
dealing with violence and aggression from their patients. For this purpose, the BGW cooperates 
with the Institute ProDeMa (Professional De-escalation Management). The themes of the training 
provided by ProDeMa have been agreed with the BGW and aim at specific target groups. The 
training courses last 12 days and qualify health service employees as internal de-escalation 
trainers. The qualified trainers function as multipliers, by training further their colleagues within 
their own facilities. Some of the training topics are as follows:
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•	 	Measures	to	initiate	and	accompany	professional	de-escalation	management	in	the	facilities	in	
which the trainers work, 

•	 	Teaching	methods	for	training	colleagues,	
•	 	Methods	for	communication	and	physical	intervention	techniques,	
•	 	Procedures	and	methods	to	provide	psychological	first-aid	to	colleagues.	
•	 	The	effect	of	the	training	is	observed.	We	will	discuss	the	study	design	and	report	on	the	results	

from workshops for people with disabilities. 

Methods

The investigation of the training’s effects concentrates on three issues: 
1. After the 12-day training course, were the participants adequately qualified?
2. Did the internal training increase the expertise of the employees taking part?
3. Was it possible to establish internal de-escalation management?

To answer these questions, some participants of the trainings are invited to focus group discussions. 
The procedure of focus group discussion is established in qualitative social research (Bortz et 
al., 2002). The survey of participants working in workshops for people with disabilities was 
performed from September 2008 to February 2009. The results are presented at this Congress. A 
second survey with participants from hospitals is planned for the period from September 2009 to 
February 2010. 

The efficacy of the training measures for dealing with violence was examined in three groups by 
semi-standardised interview guidelines with up to 20 questions: the group of the qualified trainers 
(N=14), the group of the colleagues they had trained (N=26) and the group of facility managers 
(N=9).

1.  Six months after completing their training, the qualified trainers discussed the quality and 
success of the qualification measure. 

2.  Three months after the first internal training session, the colleagues trained by the qualified 
trainers were asked about the training, the extent to which it had improved their expertise and 
their ability to overcome problems. Samples of participants were selected. 

3.  In order to record any changes in the organisation, representatives of the facility (e.g. facility 
director, managing director, nursing or ward managers, works council) were questioned about 
one year after the first internal training session. 

The focus groups were moderated by an independent investigator (DR). Contributions to 
the discussions in the focus groups were recorded by a non-participating observer in a semi-
standardised manner (AZ, SK). The answers were combined to give an overview. 

Results

Evaluation by the qualified trainers: 
The ProDeMa training course, their training concept and the trainers were regarded as being very 
good. The qualified trainers stated that they had greatly benefitted from the training course - both 
from the techniques they had learnt and from the new teaching procedures.

Evaluation by the trained colleagues: 
The subjective assurance of the surveyed colleagues markedly increased after the training session. 
Thus, the subjects reported that they were better able to assess and interpret their patients’ 
behaviour. The significance of the new physical techniques was controversial. Whereas employees 
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from some facilities would gladly have had proportionately more training on techniques for 
physical intervention, especially managers tended to regard these as irrelevant. 

Organisational implementation within the facilities:
For most of the facilities, the support from the BGW provided the decisive impulse to introduce 
the training measure. Thus, participants in the focus groups reported that the demand for support 
had long been an issue within the facility, but that the decisive impulse to act had been missing. 
De-escalation management had been implemented to very different degrees in the different 
facilities. The amount of time made available by the management for training varied greatly. As a 
result, the level of training provided to the colleagues also varied. Other differences between the 
participating facilities were as follows: 

•	 	Training	of	individuals	versus	training	of	teams
•	 	Training	on	demand	versus	training	as	standard	program	
•	 	Obligatory	or	voluntary	participation	
•	 	General	or	restricted	implementation	
•	 	Exemption	from	work	for	the	trainers	versus	integration	of	the	work	in	the	normal	working	

day 
In summary, it can be concluded that internal training of de-escalation trainers has made a decisive 
contribution towards open discussion of the issues of violence and aggression. 

Discussion

The present preliminary results from workshops for people with disabilities confirm Richter and 
Needham’s analysis. Although the intensity of the training depended on the facility, the employees’ 
subjective security increased after the training session. This may indicate that the efficacy is not 
only due to the actual content of the training sessions, but rather to the fact that the introduction of 
these sessions is taken as a sign that the facility is specifically dealing with this problem. 

The internal training sessions did not cover all of the techniques which the trainers had learnt 
during their qualification. The emphasis was on the use of communicative techniques for 
de-escalation. Physical intervention techniques were used to a much lesser extent. One reason for 
this was that the subjects were unhappy with the techniques, as they had not had enough practice. 
A second reason was that they were simply less necessary. This discrepancy between training 
and internal implementation indicates an interfacial problem. For the managers interviewed, the 
details of the themes covered were less important than the related changes in internal attitudes. 
This may be an explanation for the interfacial problems. It may be more effective for the facility 
if an internal preliminary discussion is held to decide whether the complete training program is to 
be adopted, or only selected components. For example, techniques of physical intervention might 
only be taught in selected facilities. An additional argument for this would be that the expectations 
of the facilities of the trainers might then be more realistic. 

In summary, it may be said that the training course had a favourable effect on the trainers, the 
colleagues they trained and the participating facilities. There are signs that the positive effect can 
be enhanced if there are more intensive discussions with the participating facilities before training 
starts, as this can help to clarify the expectations, possibilities and limitations of the training. 

We must wait to see whether the second survey, with hospitals as the target group, will confirm 
the first survey. 
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Announcement

Please note the following details for two future 
conferences on violence

27 – 29 October 2010

The second International Conference on Workplace Violence in the Health Sector, 
Amsterdam – The Netherlands. 
For details please see www.oudconsultancy.nl

20 – 22 Oct 2011

The 7th European Congress on Violence in Clinical Psychiatry, 
Prague – Czech Republic. 
For details please see www.oudconsultancy.nl





“Assessing, treating and caring  
for potentially violent patients”

“Assessing, treating and caring for potentially violent patients” 
is the motto of the 6th European Congress on Violence in 
Clinical Psychiatry held in Stockholm from the 21st till the 24th 
of October 2009. 

This book of conference proceedings offers an overview of 
the work of many clinicians, researchers, and others on topics 
pertinent to the field of clinical violence such as legal and ethical 
perspectives on violence, the impact of violence on patients 
and staff, coercive measures, the pharmacological treatment of 
violence, the biology of violence, and interventions to address 
the problem of violence in clinical psychiatry. The congress 
offers a platform to all persons interested in the subject and to 
encourage the congress participants to engage in discussion and 
exchange on the various facets of violence.

Readers of the conference proceedings will benefit from the 
topical findings presented here and will receive a wealth of 
stimulating ideas to enrich their own clinical practice.

Ian Needham
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