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Walk with me on my journey 

I need to know you’re there 

To listen, guide and comfort me 

My wounded self-repair 

Walk with me on my journey 

Be it to health or death 

Work with me at my chosen pace 

Show me that caring is love and grace 

Walk with me on my journey 

A difference you can make 

A smile, your presence, a gentle touch 

Can mean so very much 

Walk with me on my journey 

A companion for me be 

Be a therapeutic carer 

Make this bearable for me 

Walk with me 

Brendan McCormack 

(what nursing is about)
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Chapter 1
General Introduction and Outline
Human aggression has become an every day issue, not only in daily
social life but also in health care. Acts of public violence are reported
in the newspapers on a daily basis and health professionals estimate
that there is a growing incidence of violent acts in their practices.
Even in non-war zones public aggression has an impact on daily life
and public safety is an issue that dominates the agenda of public
administration. This phenomenon is not exclusive to public life.
Within the domain of health care, patients may become aggressive
towards other patients, staff towards patients, and patients towards
staff. Aggression occurs in every health care setting, among all catego-
ries of patient populations. 
This dissertation addresses the topic of aggression by patients in psy-
chiatric hospitals. Of the multidisciplinary team members who are
confronted with the aggressive behaviour of patients, nurses are more
likely to become involved in such aggressive situations than other
health professionals, since they have multiple interactions with
patients, 24 hours a day. An important aspect of aggressive behaviour
in psychiatric care settings is the prevention and the management of
patient behaviour by professionals, that is, by nurses. From social psy-
chology theories we know that ‘attitude’ is the core  concept that con-
tributes to the intention preceding the performance of behaviour. For
this reason the focus in this dissertation will be on the attitude that
psychiatric nurses have towards the aggressive behaviour of patients
in institutional psychiatric settings. The problem however, is that
little is yet known about the attitude of professionals to aggression.
To this end the thesis will also address the development of an attitude
scale towards aggression. 

This introductory chapter begins with a general description of the
concept of aggression in health care and is followed by information
about the factors that are associated with aggressive behaviour in psy-
chiatric patients. In the next section the implications of these aggres-
sion-related factors for patient care are described. After introducing
the conceptual framework for the dissertation, the aims, the research
questions and the research model of the thesis are outlined. The chap-
ter ends with a summary of the contents of the thesis.

9 general introduction and outline
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1.1 Aggressive behaviour

In this section a general introduction to the concept of aggression is
provided. After close consideration of the definition of aggression, an
overview of the most cited theories about the origins of aggression is
given, followed by a description of the types of aggression.

Definition and origins of aggression
The Oxford Dictionary (1989) defines aggression (from the Latin
aggressio attack, from aggredi to attack, from ad- + gradi to step, go
more at) as a ‘forceful action or procedure especially when intended
to dominate or master and as hostile, injurious, or destructive behavi-
our or outlook’. Some authors differentiate between aggression and
violence. The Oxford English Dictionary (1989) defines violence (from
the Latin violentia vehemence, impetuosity) as ‘the exercise of physical
force so as to inflict injury on, or cause damage to, persons or proper-
ty; action or conduct characterized by this; treatment or usage ten-
ding to cause bodily injury or forcibly interfering with personal free-
dom’. Rippon (2000) concluded that by definition violence is synony-
mous with aggression, however violence is reserved for those acts of
aggression that are particularly intense and more heinous, infamous
or reprehensible. 
Geen (2001) introduced two characteristics that he considered should
belong to a definition of aggression: firstly, there must be an intenti-
on to harm, and secondly the person towards whom the behaviour is
directed must be motivated to avoid such interaction. Thus, he propo-
sed the following working definition of aggression: ‘the delivery of an
adversive stimulus from one person to another, with intent to harm
and with an expectation of causing such harm, when the other per-
son is motivated to escape or avoid the stimulus’ (Geen, 2001, p. 3).
According to Palmstierna (2002) aggression is a multidimensional con-
struct. He proposed a three dimensional approach to define aggression:
• inner experience versus outward behaviour
• aggressor’s view versus observer’s view and 
• persistent versus episodical occurrence (trait or state)

In the last decade of the last century, several theoretical frameworks
were developed to explain the origins of aggression. These include
psychological theories, genetic and biological models, and sociologi-
cal, or cultural, theories. 
One of the early theories about the origin of aggression stems from
the psychodynamic theory. From this point of view there is a perma-
nent opposition between the death instinct (thanatos) and the life
instinct (eros). The death instinct may be neutralized by libidinal
energy or redirected through sublimation or displacement, but
aggressive energy may also be directed towards others or result in
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self-destruction if the instinct is unrestrained or if neutralization is
incomplete (Freud, 1930). 
Aggression can also be considered as a learned social behaviour. The
social learning theory emerged in the 1960s, largely as a result of the
theoriszng of Albert Bandura and his associates. Social learning con-
sists of the acquisition of responses through observation and the
maintenance of particular behaviours through reinforcement. The
theory includes a recognition of biological factors in aggression wit-
hout regarding such factors as direct causes of aggressive behaviour
(Bandura, 1983).
Explanations of human aggression based on the science of behaviou-
ral biology or ethology, can be traced back to Konrad Lorenz’s 1966
book On Aggression. Lorenz explained aggression as behaviour trigge-
red by specific external stimuli following a progressive accumulation
of aggression-specific energy within the person. Aggression is follo-
wed by a cathartic decrease in such energy and the beginning of a
new build-up. For the ethologist, aggressive behaviour is an innate
instinct that must be regularly discharged in the appropriate context.
In this view aggression is inevitable and functions as a self-assertive
force in the presence of aggression-releasing stimuli.
The evidence from studies on the role of inherited biological factors
in human aggression in twins is mixed and inconclusive. However,
the idea that at least some part of human aggressiveness is inherited
has been gaining increasing acceptance. The most convincing studies
have been those in which comparisons have been made between
monozygotic and dizygotic pairs of twins on the basis of self-reports
of aggressiveness on personality inventories. Evidence of higher corre-
lations between monozygotic twins is taken as evidence of some her-
itability associated with the trait. In a study by Rushton (1986) correla-
tions between personality traits such as altruism, empathy and nurtu-
rance on the one side and aggressiveness on the other were higher
than with the dizygotic twins. However, in a review of 24 studies cove-
ring a wide range of methods, Miles and Carey (1997) found that evi-
dence for the heritability of aggression depends on several variables,
such as the age of the sample and whether aggression is quantified in
terms of parent- and self-reporting, or the clinical observation of
behaviour. Outcomes also seem to depend on how aggression is defi-
ned. 
On the basis of the above it must be suggested that there is still not
sufficient evidence from any type of study to draw strong conclusions
on the role of heredity in aggression.

Types of aggression
Buss (1961) proposed eight different modes of aggression in a three-
dimensional model: physical-verbal, active-passive and direct-indirect.
He later refined the categories into physical-verbal and direct-indirect
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(Buss, 1995). Geen (2001) offers another classification which divides
human aggression into affective and instrumental aggression.
Affective behaviour is aimed primarily at injuring the provoking per-
son. Instrumental aggression is simply a means to some end, such as
self-defence, establishing coercive power over others, or obedience to
commands from a person with authority. The two kinds of aggression
are not mutually exclusive. Other studies (Crick and Dodge 1996) draw
a distinction between reactive and proactive aggression. Reactive
aggression refers to aggressive behaviour enacted in response to pro-
vocation, while proactive aggression is initiated without apparent pro-
vocation, for example bullying behaviour. 

1.2 Aggression in Psychiatric Care

This section considers patient aggression in the health care setting,
specifically psychiatric care. The section starts with a description of
the results from studies on the prevalence of aggression in psychiatric
care, followed by information on the measurement and prediction of
aggression.  

Prevalence of aggression in psychiatric care
Aggression is a serious problem in society as well as in health care.
The increase in aggressive incidents in health care settings is reflec-
ted in the attention that is being paid to the phenomenon of aggressi-
ve behaviour by patients in the scientific journals. 
A search with the key words ‘violence’, ‘aggression’ and ‘patient’ in
the electronic database Pub Med showed that 183 papers addressing
this topic were published between 1995 and 1999. However, in the
period 2000 to 2004 a total of 317 papers addressing aggression in
health care were published.
On the basis of a systematic review of the literature, (Bjorkly, 1996)
estimated that 15% to 30% of hospitalized psychiatric patients have
been involved in physical assaults. The prevalence of aggression
among hospitalized psychiatric patients has to be estimated by com-
paring results from several descriptive studies, since no national data-
bases are available to provide such data. The latest study in the
Netherlands was performed in 1996. In this study the investigators
found prevalence rates ranging from 22.8 incidents per bed per year
on locked admission wards to 17.6 incidents per bed per year on the
long-stay wards (Broers and De Lange, 1996). Nijman (1999) reviewed a
substantial number of descriptive studies on the epidemiology of
aggressive incidents and found a considerable range in the number of
incidents, from 0.15 assaults per bed per year (Fottrell, 1980) to 88.8
incidents per bed per year (Brizer et al., 1987). Several explanations
have been suggested for this wide range. Davis (1991) put forward the
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explanation that studies on inpatient violence are difficult to compa-
re because of differing definitions of violence and the various settings
in which studies were performed. These settings ranged from general
hospitals to psychiatric and forensic hospitals.  

Instruments for measuring aggression in psychiatric care
In the research literature, aggression is operationalized in various
ways. Some research papers include ‘verbal abuse’ and ‘threatening
behaviour’ (Bouras et al., 1982), others refer to ‘damage to property’
(Armond, 1982) and ‘self harm’ (Fottrell et al., 1978). Some studies
focus on ‘physical attacks on persons’ only (Shader et al., 1977; Dietz
and Rada, 1982; Tardiff, 1984) while others limit their scope of inte-
rest to ‘physical attacks on hospital staff’ (Ruben et al., 1980;
Hodgkinson et al., 1985). Until the introduction of the Staff
Observation Aggression Scale, (Palmstierna and Wistedt, 1987) aggres-
sion or assaultive behaviour was defined vaguely in research or not
defined at all. In the soas-r (Nijman et al., 1999), the definition of
aggression by the apa (American Psychiatric Association, 1974) was
adopted, conceptualizing aggression as ‘any verbal, non-verbal, or phy-
sical behaviour that is threatening (to self, others or property), or phy-
sical behaviour that actually does harm’. Some studies make the dis-
tinction between ‘physical and verbal assaultiveness’, while others do
not distinguish between these modes of aggression in their statistical
analysis or do not address the issue at all (Haller and Deluty, 1988). 

A wide spectrum of measurement scales is available for research pur-
poses. According to Bech (1994) instruments for measuring the aggres-
sive behaviour of psychiatric patients can be divided into self-rating
aggression scales and observer aggression scales. Examples of the two
types are presented in table 1.
Self-report scales are designed to measure angry feelings, violent
thoughts or reactions to anger provoking situations. A well-known
self- rating questionnaire for measuring hostility and anger is the
Buss-Durkee Hostility Inventory (Buss and Durkee, 1957). 
There are a wide range of observer-based or objective rating scales.
Observer-based scales are scales completed by someone other than the
patient and record aggressive incidents. Some scales, such as the
Nurses’ Observation Scale for Inpatient Evaluation (Honigfeld et al.,
1965) contain some items that rate aggressiveness but do not differen-
tiate between mildly aggressive behaviour from more severe forms,
nor do they provide the capacity to document the number, or descri-
be the types of aggressive behaviour. In addition to the general scales,
specific scales have been designed to measure aggression. 
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table 1 aggression scales

self-rating scales author(s)
Buss-Durkee Hostility Inventory (BDHI) Buss and Durkee, 1957
Novaco Anger Scale Novaco, 1994
observer based scales author(s)

general
Nurses’ Observation Scale for Inpatient Evaluation (NOSIE) Honigfeld et al., 1965
Brief Psychiatric Rating Scale (BPRS) Overall and Gorham, 1962

specific
Overt Aggression Scale (OAS) Yudofski et al., 1986
Retrospective Overt Aggression Scale (ROAS ) Sorgi et al., 1991
Staff Observation Aggression Scale (SOAS) Palmstierna and Wistedt, 1987
Scale for the assessment of Agitated and Aggressive Behaviour (SAAB) Brizer et al., 1987
Aggressive Incident Record Form (AIRF) Paxton et al., 1997
Modified version of the Overt Aggression Scale (MOAS), Kay et al., 1988
Social Dysfunction and Aggression Scale (SDAS-9) Wistedt et al., 1990
Violence Scale (VS) Morrison, 1993
Report Form for Aggressive Episodes (REFA) Bjørkly, 1996; Bjørkly, 1998
Staff Observation Aggression Scale-Revised (SOAS-R) Nijman et al., 1999

The existing self-report scales as well as the observer based scales do
have some limitations. According to Bjørkly (1995), self-report scales
such as the bdhi have so far failed to be accurate instruments for pre-
dicting violence (p. 493). Yudofsky (1986) pointed out that patients
whose cognitive abilities are impaired by psychosis or organic mental
disease cannot reliably complete questionnaires. Furthermore, many
patients are not angry between aggressive episodes, and do not relia-
bly recall or admit to past violent events (p. 35). A review by Bowers
(1999) concluded that all observer scales have some drawbacks for
research. With the exception of the soas-r, which was not included in
the study, he considers that aggression is defined too broadly and
that the instruments conceptualize the severity of a violent incident
poorly. He suggests a new scale – the ‘Attacks Scale’ (Attempted and
Actual Assault Scale – to overcome these limitations (Bowers et al.,
2002). The innovative value of the scale is that it tries to capture the
potential injury of the incident regardless of intent. To this end four
indicators were constructed: ‘warning’ (clear verbal threat or no thre-
at), ‘attempted or actual assault’ (body parts that were attacked), ‘com-
mitment’ (speed, power and recklessness of the attack) and ‘estimated
potential for injury’. 
Although existing instruments have deficiencies as they cover only a
limited number of aspects of the behaviour or lack validity testing,
they have played an important role in the past in making the problem
manifest to health care managers and administrators. At present, the
problem is more recognized by the health care sector. Therefore, the
next generation of aggression related instruments should focus more
precisely on the details of the behaviour in order to facilitate the deci-
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sion-making processes of clinicians in relation to the prevention and
management of aggression. For research purposes these types of
instruments should provide more information about aggression in
specific populations, in specific circumstances and under specific tre-
atment conditions.

1.3 Associated Factors of Patient Aggression 
in Psychiatric Care

Researchers have attempted to understand the factors associated with
the occurrence of aggression at the following three different levels: the
patient level, the staff level and the environmental level. These levels
are described below. 

Patient factors
Patient factors include biological factors, gender, age, social and eco-
nomic status and psychopathology. Studies on the biological bases of
aggression are concerned with heredity factors, hormonal effects (tes-
tosterone) and the role of brain mechanisms (limbic system and the
cerebral cortex). 
With regard to gender, the results of studies undertaken on this topic
are inconclusive. Some researchers have found males to be more
assaultive (Bornstein, 1985) but others have reported no relationship
between gender and violence (Lam et al., 2000; Craig, 1982; Durivage,
1989; Nijman et al., 1997; Kay et al., 1988). In fact some studies have
reported higher rates of violence among female patients (Convey,
1986; Palmstierna and Wistedt, 1989; Way and Banks, 1990). 
A number of researchers have found that assaults are more often com-
mitted by younger inpatients (Bornstein, 1985; Pearson et al., 1986;
Karson and Bigelow, 1987; James et al,. 1990; Whittington et al., 1996).
While the findings generally remain inconclusive; adolescent patients
in particular may be implicated (Garrison, 1984; Reid et al., 1989).
There have been a number of studies that have attempted to dissect
the factors of culture and economics in the production of violence in
society. Associations between demographic characteristics and physi-
cal assaultiveness remain uncertain, but there seems to be a 
relationship between absolute poverty, disruption of marriages and
physical overcrowding (Tardiff, 1989). 
No conclusive findings about the relation between psychopathology
and the likelihood of becoming aggressive can be found in the litera-
ture. Mania, personality disorders, substance abuse and organic brain
disease are thought to be associated with a heightened level of aggres-
sive behaviour (Tardiff, 1992). Those studies focusing on the relations-
hip between clinical characteristics and inpatient aggression, have
generally found the diagnosis of schizophrenia to be more often rela-
ted to aggression than are other disorders or symptoms (Depp, 1976). 
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Recent studies have produced a body of evidence indicating an associ-
ation between certain symptoms of mental illness and aggression in
some categories of patients. Delusions, particularly those of a persecu-
tory nature, may have a significant and direct influence on aggressi-
on. Disorder of thought, increased physiological arousal, disorganized
behaviour and substance abuse may all contribute to a lesser extent to
the production of aggressive behaviour: the phase of illness is crucial.
The likelihood of psychotic patients behaving aggressively is greatest
during the acute phase of the illness (Mulvey, 1994; Daffern and
Howells, 2002). A review study by Walsh (2002) confirms a significant
association between violence and schizophrenia, but finds that les-
sless than 10% of societal violence is attributable to schizophrenia.
However, a study among psychiatric patients with a first episode of
schizophrenia or schizoaffective disorders showed that 75% of the
men and 53% of the women exhibited some type of aggressive behavi-
our during the first or subsequent admissions (Steinert et al., 1999).

A social factor which is known to be predictive for violent behaviour
at an adult age is child maltreatment. Studies on familial and non-
familial violence show that violent people report higher rates of phy-
sical abuse (Malinosky-Rummell and Hansen, 1993). Child maltreat-
ment has a cultural component. Death as a result of child maltreat-
ment is more common in countries such as Portugal, Mexico and the
usa than in Norway, The Netherlands, Switzerland or the uk (unicef

Innocenti Research Centre, 2003). The relation between child maltre-
atment and culture was confirmed in a study of Dutch immigrants.
The study found that the risks of detrimental actions was highest for
parents from non-industrialized countries (Reijneveld et al., 2004).  

Staff factors 
These factors pertain to inexperience or lack of training, low staff-to-
patient ratios, lack of a clear role, and the involuntary admission of
the patient. Most of the studies on the effects of staff education and
training found that training staff in how to react to threatening situa-
tions can lead to a decline in the frequency or severity of aggressive
incidents (Infantino and Musingo, 1985; Paterson et al., 1992; Rixtel,
1997; Phillips and Rudestam, 1995; Whittington and Wykes, 1996).
In a study by Way, no association was found between low staff-to-
patient ratios and an increase in violent behaviour (Way et al., 1992).
In some studies an inverse relationship between assault frequency
and the number of staff members relative to patients was found. The
conclusions from studies of the association between staff levels and
aggression have to be examined with caution, because high staff
levels and high levels of aggression may be a consequence of the
inclusion of patients who are prone to violence. No randomized clini-
cal trials are available to provide evidence for such conclusions. 
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Crowding rather than the total number of patients per ward was sug-
gested as a factor related to assault (Lanza et al., 1994; Kuei-Ru Chou et
al., 2002). In a study by Owen (1998), the relative risk of aggression inc-
reased with more nursing staff (of either sex), with more non-nursing
staff on planned leave and with more unplanned absenteeism by nur-
sing staff. In two studies it was found that violence was more fre-
quent and more extreme in wards in which staff roles were unclear,
and in which events such as activities, meetings or staff-patient
encounters were unpredictable. Violence was less frequent and less
extreme in wards characterized by strong psychiatric leadership, cle-
arly structured staff roles, and events that were standardized and pre-
dictable (Hodgkinson et al., 1985; Katz and Kirkland, 1990).

Environmental factors
The environmental stimuli of aggression can be divided into two cate-
gories: physical stimuli and stimuli in the social environment. Two
examples of physical environmental stimuli as antecedents of aggres-
sion are high ambient temperature (Anderson et al., 2000) and noise
(Geen, 1978).
The following provides an overview of the social environmental fac-
tors influencing the rate of aggressive incidents in patient care.  
Studies on the association between the time of day and an increase of
aggression showed that most incidents took place during the day,
with fewer occurring in the evening, and the lowest rate found during
the night. Some studies reported on the finding that most assaults
occurred during meal times and early in the afternoon (Carmel and
Hunter, 1989; Lanza et al., 1994; Bradley et al., 2001; Vanderslott, 1998;
Nijman et al., 1995), while others found an increased rate of aggressive
acts in the morning (Fottrell, 1980; Hodgkinson et al., 1985; Cooper
and Mendonca, 1991). Several studies found a relationship between
length of stay (duration of admission) and aggression. These studies
indicated that most assaults took place just before or in the first days
after admission to the hospital (Tardiff, 1984; Nijman et al., 1995;
Barlow et al., 2000; Kuei-Ru Chou et al., 2002). Some research has been
done into the association between the day of the week and aggressive
behaviour. Nijman found that most incidents on an acute admission
ward took place on Monday and the fewest on Friday (Nijman, 1999).
In another study (Carmel and Hunter, 1989) the days on which the
majority of incidents were registered were found to be Monday,
Tuesday and Friday.
The locations in which aggressive incidents occur most frequently are
the ward corridors and dayrooms (Hodgkinson et al., 1985; Lanza et al.,
1994). Other locations mentioned in studies are the nursing station
and the locked door, places where interaction between staff and
patients takes place (Nijman et al., 1995). 
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As stated above crowding was suggested as a factor related to assault.
The degree of patient acuity seemed to be inversely related to assault
frequency. Trends between assault frequency and a low score on auto-
nomy and a high score on staff control were also suggested. A number
of other studies have found a positive correlation between the occu-
pancy level and the occurrence of violent incidents (Palmstierna et al.,
1991; Nijman and Rector, 1999; Bradley et al., 2001). Kumar (2001) sug-
gested a number of explanations for this relation: the density and
lack of privacy and control over the environment, architectural short-
comings, the social organization of a ward and a limited body buffer
zone.
Another important social element in the environment causing aggres-
sion are factors related to patient-staff dynamics. These include: lack
of control by staff (Lanza, 1983), few or poorly organized activities,
uncertainty, confusion or fear about the staff -patient relationship
(Katz and Kirkland, 1990) and poor staff-patient interaction (Sheridan
et al., 1990; Cheung et al., 1997; Lancee et al., 1995). 

1.4 Implications of the Associated Factors 
for Patient Care 

Knowledge about the factors associated with the occurrence of aggres-
sion is a prerequisite for the prediction of the behaviour in the clini-
cal setting. Predicting the risk of violence, which is of high importan-
ce especially within forensic psychiatry given its consequences for
public safety, has a long and problematic history. In predicting violen-
ce a distinction can be made between 1 unaided clinical risk assess-
ment, 2 actuarial or statistical methods, and 3 structured clinical jud-
gement. In unaided clinical judgement, information about the proba-
bility and risk of violence is processed from the personal perspective
of the decision maker, whereas in actuarial methods, decisions about
the risk of violence are estimated on the basis of factors that are
known to be associated with the occurrence of aggression across set-
tings and individuals. These risk factors are applied in so-called ‘deci-
sion trees’ by which the clinician can estimate the risk of violence.
The third method, structured clinical judgement, represents a compo-
site of empirical knowledge and clinical/professional expertise.
Several instruments have been developed to support risk assessment
in clinical contexts. In their review of risk prediction, Dolan and
Doyle (2000) concluded that prediction is an inexact science and as
such will continue to provoke debate. For this reason, according to
Dolan and Doyle, clinicians clearly need to be able to demonstrate the
rationale behind their decisions on the risk of violence. Harris and
Rice (1997) found that the factors most highly and consistently related
to risk are: age, gender, past antisocial and violent conduct, psycho-
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pathy, aggressive childhood behaviour and substance abuse. Major
mental disorder and psychiatric disturbance are poor predictors. 
A history of violent behaviour has often been found to predict future
violent behaviour (Bornstein, 1985; Convit et al., 1988; Kuei-Ru Chou et
al., 2002). Some authors have found it to be the best single predictor of
subsequent violent behaviour (Kroll and Mackenzie, 1983; Davis and
Boster, 1988). In a study by Nijman a history of violence was also
found to be a significant predictor of aggression (Nijman et al., 2002).
Steinert adds to this conclusion that moderately good predictors in
the psychiatric field are the psychopathological state and the ward
environment. More precise determinants fail due to the inevitable
problems of sample selection. Detailed statements are only valid for
specific samples and specific forms of violence under specific treat-
ment conditions (Steinert, 2002). Furthermore, several studies indica-
ted that the risk of violence is significantly associated with patients
detained involuntarily or compulsorily admitted (Edwards, 1988;
Noble, 1989; Owen, 1998; Soliman, 2001). 

The ward environment or milieu is another factor associated with
aggression that is described in the literature. In an early study on the
ward environment in psychiatry, Bouras found a difference in the
extent of disturbed behaviour between a psychiatric unit run on tradi-
tional medical lines and a therapeutic community. The patients of the
therapeutic community were significantly more disturbed and violent
than those on the medical unit (Bouras et al., 1982). Friis found that
psychotic and non-psychotic patients need different types of atmos-
pheres. Psychotic patients seem to benefit primarily from a milieu
with a high level of support, practical orientation, order and organiza-
tion, and a low level of anger and aggression. Non-psychotic patients,
on the other hand, seem to benefit mostly from a milieu in which the
level of staff control is low and the level of anger and aggression is
intermediate (Friis, 1986). According to Friis, interventions to prevent
violence can aim at individual patients and/or the milieu. The indivi-
dual interventions ought to establish a working alliance and teach
patients appropriate behavioural responses to anger and frustration.
The milieu interventions should train staff in how to solve conflicts
and handle their relationship with potentially violent patients (Friis
and Helldin, 1994). 

1.5 Staff Behaviour towards Aggression in 
Inpatient Psychiatric Care

As mentioned at the beginning of this chapter, aggression and also
the management of it have become important issues in healthcare.
Most studies on institutional patient aggression concentrate either on
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the measurement of the prevalence of aggressive behaviour or on the
nature and effectiveness of strategies to control the behaviour.
However, a limited number of studies focus on the attitude to aggres-
sion by health care workers. The basic assumption in this thesis is
that the way nurses handle aggression by patients is dependent on
their attitude to the behaviour. The theoretical relation between the
attitude and the behaviour of nurses will be delineated in this secti-
on. 

Theory of Planned Behavior
The conceptual model of this thesis comprises two elements: firstly,
the relation between the attitude and the ‘management behaviour’ of
patient aggression; and secondly, the predictors of the attitude
towards this aggression. 
To start with the first element, attitude and management, as stated in
the previous section the way in which staff members manage patient
aggression is assumed to be guided by the way they evaluate patient
behaviour. In the context of this dissertation, the management of
patient aggression by staff is conceived of as another kind of behavi-
our. Several theories underscore the relation between attitude and
behaviour, such as the social cognitive theory (Bandura, 1999), and
the Theory of Planned Behavior (Ajzen, 1991). The Theory of Planned
Behavior is an extension of the Theory of Reasoned Action. The
Theory of Reasoned Action (Fishbein and Ajzen, 1975) addresses the
issue of  ‘causal antecedents of volitional behaviour’. The Theory of
Planned Behavior was designed to predict behaviours not entirely
under volitional control by including measures of perceived behaviou-
ral control. 

figure 1 conceptual framework of staff behaviour (adapted from ajzen, 1991)
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Central to the Theory of Reasoned Action and Theory of Planned
Behavior is the concept of ‘intention’. As the principal predictor of
behaviour, intention is regarded as the motivation necessary to enga-
ge in a particular behaviour – the more one intends to engage in a
particular form of behaviour, the more likely is its performance.
Underlying these intentions are attitudes towards the behaviour, sub-
jective norms and perceived behavioural control. 
In the Theory of Planned Behavior, attitude is a function of the beliefs
held about the specific behaviour, as well as a function of the evalua-
tion of likely outcomes. Attitude, therefore, may be conceptualized as
‘the amount of affect – feelings – for or against some object or a per-
son’s favourable or unfavourable evaluation of an object’. Attitudes
are derived from salient behavioural beliefs. The second determinant
of intention – the subjective norm – is defined as the perception of
general social pressure from important others to perform or not to
perform a given behaviour. the third element – perceived control – is
defined as ‘the perceived ease or difficulty of performing the behavi-
our’ and is assumed ‘to reflect past experience as well as anticipated
impediments and obstacles’ (Ajzen, 1988). Ajzen argued that perceived
behavioural control will accurately predict behaviour only when per-
ceived control closely approximates actual control (hence the broken
line in figure 1). 

Within the domain of health care, the Theory of Planned Behavior is
used as a conceptual framework for preventive interventions and to
clarify the anticipated effects of a disease management intervention
or programme on patient behaviour. In the context of health care,
interventions are aimed at changing the behaviour by influencing
either the patient’s attitude or their perceived control over healthy
behaviour, or both. Attitude change can take place as a result of
patient education and information programmes, such as smoking ces-
sation programmes or programmes to promote compliance with phar-
maceutical treatment and treatment conditions. 
Perceived control can be enhanced in many ways, for instance by lear-
ning new cognitive or behavioural skills. Subjective norms may be
influenced by national or community-based public health program-
mes such as non-smoking campaigns or information about healthy
food intake.       
Treatment conditions can also entail behaviour such as adherence to
exercise programmes. Regardless of the focus of the programme or
intervention, it is always aimed at changing one or more of the ele-
ments of the Theory of Planned Behavior and ultimately at changing
the patient’s behaviour.      
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The relationships between the concepts of ‘behavioural control’,
‘intention’ and ‘behaviour’ are not tested in this thesis, which concen-
trates on the ‘attitude’ and ‘subjective norm’ component of Ajzen’s
theory regarding nurses The concepts that are addressed in this thesis
are shaded in figure 1. This thesis is concerned with the attitude of
nurses to patient behaviour, specifically the aggressive behaviour of
patients in institutional psychiatry. As the Theory of Planned
Behavior is not exclusively concerned with patients but with human
behaviour in general,should be regarded as the basic idea underlying
the studies described in this thesis. 

The second element of the conceptual framework addressed in the
thesis pertains to the concept of ‘subjective norm’. Environmental fac-
tors related to the occurrence of aggression, as described in section 1.3,
are considered to represent the subjective norm. Although there is a
direct relation between subjective norm and intention, the subjective
norm also relates to attitude, according to Ajzen’s theory. This thesis
considers that the environmental factors all contribute to the social
dimension of the work environment and the occupational culture of
nurses, and thereby contribute to the perception of the social pressu-
re which nurses experience in performing particular management
behaviour. For this reason these factors will be denoted as the subjec-
tive norm indicators in the final chapter of this thesis.

1.6 Aims, Research Model and Research Questions  

In this section the aims and the research questions are formulated
along with their relation to the the conceptual framework outlined in
the previous section. 

Aims
The Theory of Planned Behavior postulates that ‘attitude’ together
with ‘subjective norm’ and ‘perceived control’ are the building blocks
for the prediction of human behaviour. Since there is no structured
research and there are no clinical tools available to measure attitude
to aggression, the aims of this thesis are: 

1 to develop a valid and reliable instrument to measure the attitude
of staff to aggression displayed by patients who are admitted due to
psychiatric problems. The measurement instrument can be a useful
tool in clinical practice, particularly at a group level, for the assess-
ment of staff attitude towards aggression. The tool is devised to sup-
port decision making concerning the management of aggressive beha-
viour on a ward. As there is also a lack of knowledge about staff atti-
tude in various countries, the tool should also facilitate international
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comparative research.
2 to explore the factors (subjective norm and personal characteristics)
that are related to the attitude towards aggression. If we have a basic
understanding of what factors influence the attitude nurses have
towards aggression, this information can be useful in additional
research with a focus on the function of such factors in the interacti-
on dynamics taking place between nurses and patients preceding the
occurrence of an aggressive incident.
In figure 2, the reasearch model of this thesis is presented as an ele-
ment of the Theory of Planned Behavior.  

figure 2 the research model, indicating the predictors of staff attitude 
to patient aggression

Research questions
The aims of the thesis lead to the formulation of the following
research questions: 
1 to what extent is the concept of ‘attitude’, as defined within the 

Theory of Planned Behavior, addressed in existing instruments?
2 what are the theoretically relevant aspects belonging to coherent 

dimensions or domains of attitude towards aggressive inpatient 
behaviour?

3 what is the result of the evaluation of the psychometric properties 
(construct validity and internal consistency) of the measures within 
and across countries?

4 what is the valid operationalization of these aspects of the attitude 
psychiatric nurses have towards patient aggression. 

5 which personal characteristics of nurses and which characteristics 
of the organization as the occupational environment (subjective 
norm) predict their attitude to aggression?

6 are there cross-cultural differences in the attitude nurses have to 
inpatient aggression?
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1.7 Study Samples, Operationalization 
and Data Collection procedure

Samples
The studies in this thesis comprise both national and international
samples. The majority of respondents are psychiatric nurses working
in psychiatric hospitals. The studies reported on in chapters 3 and 4
are based on Dutch samples, whereas the studies presented in the
chapters 5 and 6 have an international sample.  
In the first Dutch study (chapter 3) nurses from five psychiatric hospi-
tals were included. These hospitals were located throughout the coun-
try. In the second Dutch study (chapter 4), the study sample comprises
nurses from one institution for the demented elderly and nurses from
about 30 psychiatric institutions for children and adolescents. These
institutions are also spread throughout the country. The international
sample (chapters 5 and 6) consists of psychiatric nurses from the
Netherlands, Germany, Norway, the United Kingdom and Switzerland. 

Operationalization
Consistent with the research model, three groups of variables are con-
sidered by this thesis: the attitude, the subjective norm indicators
and the personal characteristics of the nurses.

The operationalization of the concept of attitude, relies for its basis
on the outcome of a qualitative study on the characterization and per-
ception of patient aggression by nurses working on psychiatric wards
in a  psychiatric hospital in the Netherlands (Finnema et al., 1994).
Five categories of definitions emerged from that study: definitions
containing a value statement on aggression, definitions describing a
form of aggressive behaviour, definitions describing the feeling
aggression arouses in nurses, definitions describing a function of
aggression and definitions describing the consequences of aggression.

The ‘subjective norm’ indicators related to the occupational environ-
ment of nurses were operationalized as:
• the care setting of the organization respondents were working in 

(adult psychiatry, child/adolescent psychiatry, psycho-geriatrics)
• the type of ward (acute ward, short stay, long stay) 
• the prevalence of aggression on the ward the nurses worked on
• the legal status of the patient on admission (voluntary or 

involuntary)
• the health sector where the respondents were employed (adult, 

child psychiatry, psycho geriatrics)  
• the making use of constraining interventions such as separation 

and fixation
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The third component in the research model, the personal characteris-
tics of nurses, includes: 
• the gender of nurses
• age
• nursing grade or qualification
• years of work experience
• involvementor not in training aggression management 
• full-time or part-time work
• shifts (day/evening/night)

The variable ‘shift’ corresponds to what is described as ‘the time of
the day’ factor in the literature. 

Data collection procedure
In the Netherlands the questionnaire was sent to contact persons in
the selected hospitals and institutions. The international data-set was
achieved within the framework of the European Violence in
Psychiatry Research Group (eviprg). The eviprg was founded in 1997
in the uk. The group now comprises members from about 15 coun-
tries, including Finland, Germany, Ireland, Italy, the Netherlands,
Norway, Portugal, Slovenia, Spain, Sweden, Switzerland and the uk. It
promotes the dissemination of expertise and knowledge on violence
in psychiatry among its members and outside the eviprg. In the
group, each country is represented by experts in research, education,
psychiatry, psychiatric nursing, psychology, sociology and trainers
who specialize in the management of violence. Group members of the
eviprg in the five participating European countries collected the data
in their home country. 

1.8 Summary of Contents 

The following overview describes the various studies and the contribu-
tion they make towards the study objectives.

chapter 1 provides a general description of patient aggression in
health care settings with the focus on aggression in psychiatric hospi-
tals. It also introduces the conceptual framework, the aims of the the-
sis and the research questions. 

chapter 2 gives an answer to research question 1 by reporting on a
review of the international literature on staff attitudes towards
aggression. Research is reviewed on staff attitudes towards aggression
by patients in psychiatric settings as well as in general hospitals. The
aim of the study is to firstly examine the extent to which the concept
of ‘attitude’ is addressed in research, and secondly to get an insight
into the attitude objects that are described.
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Throughout the chapters 3 to 5 answers are provided to research ques-
tions 2 and 3, that is, those concerning the development of an instru-
ment to measure the attitude to aggression, and also to research ques-
tion 4 which pertains to the prediction of the attitude.  

chapter 3 presents the draft version of the instrument. The question-
naire that is developed is based mainly on 60 definitions which nur-
ses formulated concerning patient aggression. The information is
taken from the qualitative study mentioned in the previous section.
The sample comprises psychiatric nurses from five Dutch psychiatric
hospitals. The aim of the study is to develop a measure of the percep-
tion that nurses have of patient aggression. The study focuses on the
concept of ‘perception’ to denote the perspective of the health care
worker on aggression by patients. For this reason the initial instru-
ment is called the Perception of Aggression Scale (poas).   

chapter 4 reports on a study that was also undertaken in the
Netherlands however, this time the sample included nurses from psy-
cho-geriatric homes and nurses working in psychiatric institutions for
children and adolescents. For the first time results are reported using
the Attitudes Towards Aggression Scale (atas). A shift is made from
the concept of perception to the concept of attitude due to respon-
dents being asked to react by giving their opinion on verbal state-
ments defining aggression. Their evaluation of the statements about
aggression, whether they agree or disagree is considered to be an
expression of their attitude towards aggression.

chapter 5 is devoted to the testing of the psychometric properties of
the atas. In this international study, the construct validity of the
instrument was evaluated. The sample consisted of nurses from five
European countries.

chapter 6 presents the final empirical study. Again, this study is an
international study, with the aim of exploring the differences in atti-
tude to patient aggression between nurses from five countries. The
study starts with an exploration of the personal and ocupational sub-
jective norm indicators of the nurses, which are related to the types
of attitude in the total sample. The study concludes with an answer to
research question 6 regarding the differences in attitude between nur-
ses from the participating countries.

chapter 7 presents a general discussion of the findings of the disserta-
tion. Its limitations and implications are described and conclusions
are drawn regarding the further use of the atas.
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Chapter 2
Staff Attitudes towards Aggression
in Health Care:
a Review of the Literature 

G.J. Jansen, Th.W.N.Dassen, G. Groot Jebbink (2005) 
Journal of Psychiatric and Mental Health Nursing 12, 3-13

Abstract

The aim of this literature review was to explore the attitudes of
health care workers towards inpatient aggression and to analyse the
extent to which attitudes, as defined from a theoretical point of view,
were addressed in the selected studies. Databases from 1980 up to the
present were searched, and a content analysis was done on the items
of the selected studies. The concepts ‘cognition’ and ‘attitude’ from
the framework of ‘The Theory of Reasoned Action’ served as catego-
ries. The self-report questionnaire was the most common instrument
used and three instruments specifically designed to measure attitu-
des were found. These instruments lacked profound validity testing.
From a total of 78 items, two thirds focussed on cognitions and only a
quarter really addressed attitudes towards aggression. Research was
particularly concerned with the cognitions that nurses had about
aggression, and attitudes were studied only to a limited extent.
Researchers used different instruments, which makes it difficult to
compare results across settings. 

Keywords: attitudes, health care workers, patient aggression  

2.1 Introduction

Aggression directed towards health care workers by patients is a fre-
quently studied phenomenon in health care.
Many studies on aggression involve the assessment of the prevalence
and prediction of the behaviour. A limited number of studies, howe-
ver, focus on the attitudes that health care workers have regarding
aggression. Caregivers who are confronted with aggressive behaviour
are not confined to workers in psychiatric hospitals. The phenomenon
is known and studied to some extent in general hospitals
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(Whittington et al., 1996, Wells & Bowers, 2002), and among caregivers
outside the hospital environment, for example, among general practi-
tioners (Hobbs, 1991; Ness et al., 2000). Many concepts are used to
study nurses’ attitudes towards violence; these concepts are ‘beliefs’,
‘views’,‘perception’ and ‘experience’.

2.2 Aim of the Study

It is already known from the literature that the attitude of caregivers
towards the patient, and the patient’s aggressive behaviour, has a sig-
nificant impact on the nature of the interventions that will be imple-
mented to manage the behaviour. For this reason the primary con-
cern of this study was to make an inventory of the data regarding the
attitudes of health care workers towards inpatients’ aggression. The
second goal of the study was to gain an understanding of the extent
to which attitudes, as defined from a theoretical point of view, were
covered by the instruments used in the identified studies. For this rea-
son the study addressed the following questions:

1 What is known from the literature about the attitude of health care 
workers towards inpatient aggression?

2 To what extent are attitudes, as defined from a theoretical point of 
view, addressed in research?

2.3 Methods

To answer the first question, the literature from 1980 until the present
time was reviewed using the key words ‘attitudes’,‘beliefs’, ‘views’,
‘perception’, ‘aggression’, ‘experience’ and ‘violence’. Several electro-
nic databases, namely Medline, Psycinfo, Pubmed, Cinahl, Invert, and
the Cochrane Library, were searched using these key concepts. 
To answer the second question, a content analysis of all the items
from the questionnaires was carried out. Content analysis is a
research technique for making replicable and valid inferences from
texts (or other meaningful matter) to the contexts of their use
(Krippendorff, 2003, p. 18). The method was applied in this study to
describe the characteristics of the message content. The unit of analy-
sis (items) was identified, and that then wasused to categorize the
content into meaningful groupings (Polit & Hungler, 1999).
The first step was to make a distinction between items that revealed
objective information about aggression and those offering subjective
information about aggressive behaviour. Items that revealed informa-
tion about aggression based on observable phenomena and presented
factually, that is, uninfluenced by the person’s emotions or personal
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prejudices, were considered to be objective in nature. In contrast,
items in the selected studies that offered information about respon-
dents’ views on or perception of aggression were labelled as subjective
because this information proceeded from, or took place, in a person’s
mind rather than in the external world. 
The second step was to categorize the subjective items into a form of
classification. A theoretical model was adopted to enable such a clas-
sification (figure 1). The model was based on Ajzen’s Theory of
Reasoned Action (Ajzen, 1988). The Theory of Reasoned Action is con-
cerned with the ‘causal antecedents of volitional behaviour’. It is
based on the assumption that intention is an immediate determinant
of behaviour, and that intention, in turn, is predicted from attitude
and social subjective normative factors. Ajzen suggested that the atti-
tude component of the model is a function of the beliefs or cogniti-
ons held about the specific behaviour, as well as the evaluation of the
likely outcomes. Attitude therefore may be conceptualized as the
amount of affect – feelings – for or against some object, or a person’s
favourable or unfavourable evaluation of an object. Behaviours are
overt and observable acts, for example, the management of aggression
(Ajzen, 1988). Cognition is the action or faculty of knowing, or having
the knowledge, consciousness, or acquaintance with a subject
(Webster Dictionary, 1996). All key words used to identify the data for
this study were given a working definition and were fitted into the
model. Belief was defined as representing the information a person
has about the object; it links an object to some attribute, for example,
the object can be a psychiatric patient, and the attribute is that he or
she behaves aggressively. View can be defined as a particular manner
or way of considering, or regarding, a matter or a question, such as a
conception, opinion, or theory formed by reflection or study. Opinion
can be defined as what one thinks about a particular thing, subject,
or point, and is a judgement formed or a conclusion reached regar-
ding a belief, view, or notion (Webster Dictionary, 1996). Perception was
defined as ‘the neurophysiological processes, including memory, by
which an organism becomes aware of and interprets external and
internal stimuli or sensations’ (Zebrowitz, 1990). Experience was defi-
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ned as the knowledge a person has that resulted from actual observa-
tion or from what one has undergone (Webster Dictionary, 1996).
Given these definitions, perception, belief, view, experience and opini-
on were considered to be cognitions. However, once a cognition was
evaluated as favourable or unfavourable with respect to a given object
(agree or disagree), it was regarded as an attitude in correspondence
with the Theory of Reasoned Action.
The subjective items were classified into two categories of the model,
cognition or attitude. Two researchers began independently to carry
out the analysis in order to enhance the objectivity. Differences in
classification were discussed to obtain a consensus. The definitions of
the concepts served as a guideline in carrying out the analysis.

2.4 Results

The literature search produced 22 research papers. tables 1 and 2 pre-
sent an overview of these studies. A distinction was made between
studies about views on aggression in predominantly general health
care settings (n = 5, table 1) and samples that are mainly from psychia-
try (n = 17, table 2).
In both studies, the survey design was the most widely applied and
the samples sizes ranged from 29 to 209 in general hospitals and from
24 to 999 in psychiatric settings.

2.4.1 Instruments
The self-report questionnaire was the most common instrument used
in the studies (Lanza, 1983; Farrell, 1997, 1999; Jansen et al., 1997;
Zernike & Sharpe, 1998; O’Connell et al., 2000, Abderhalden et al.,
2002; Muro et al., 2002; Whittington, 2002). In four studies interviews
were used for data collection (Finnema et al., 1994; Farrell, 1997;
Duxbury, 2002; Spokes et al., 2002). In two other studies (Collins, 1994;
Erickson & Williams-Evans, 2000) the use of the Attitudes Toward
Physical Assault Questionnaire is mentioned (Poster & Ryan, 1989). This
self-report questionnaire consists of 31 statements on a five-point
Likert scale (strongly disagree – strongly agree) focussing on four
areas: beliefs and concerns of staff about safety, staff competence and
performance, legal issues and patient responsibility for behaviour.
Another attitude scale, the Management of Aggression and Violence
Attitude Scale (mavas) was developed by Duxbury (2002). This scale had
four subscales, three reflecting explanatory models for aggression
(situational, external and internal) and one reflecting views about
management approaches.
The Attitudes Toward Physical Assault Questionnaire (Poster & Ryan, 1989)
was tested on reliability (test-retest, r = 0.69) and content validity by a
literature review and a panel of nurse experts.
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The instrument items used by O’Connell (O’Connell et al., 2000) had a
high reliability with correlations between 0.7 and 1.0 and was develo-
ped from literature and based on expert opinion.
The Violence Scale was tested on reliability (Cronbach’s a 0.68–0.91)
and interrater reliability (Cohen’s Kappa 87%). The construct validity
was examined by factor analysis. The factors extracted explained 70%
of the variance. 
The Attitudes Toward Aggressive Behaviour Questionnaire was developed by
Collins. This questionnaire addressed five themes: prediction, patient
motivation/ responsibility for aggression, staff anxiety/fear of assault,
the need for skilled intervention and staff confidence in managing
violent behaviour. The test-retest reliability of the items in the questi-
onnaire used by Collins was 0.972 (Collins, 1994). The reliability of the
mavas was 0.89 and the item loading on the four subscales was ≥ 0.80.
The construct validity of the Perception of Aggression Scale (poas) was
examined in two studies (Jansen et al., 1997; Abderhalden et al., 2002).
In the first study, three scales were constructed. The items of the sca-
les had factor loadings ≥ 0.30 and a reliability ranging from 0.70 to
0.89. In the latter study, a two-factor solution was extracted, with item
factor loadings ≥ 0.35 and reliability coefficients of 0.80 and 0.88.

2.4.2 Classification of Items
Items from the replica studies in which the instrument was used were
excluded from the analysis. With some items there was an initial dif-
ference between the two researchers in the way the items were classi-
fied. In the study by Zernike (Zernike & Sharpe, 1998) it was not clear
whether the data about the resources to manage aggression, the res-
ponses to and the outcome of the incident were based on information
from records or from respondents’ experience and recall. Seventy-
eight items were classified, and of these, 10% pertained to objective
information and 90% contained subjective information (table 3).
The objective items described factual information about staff charac-
teristics, patient demographics, the responses to and the outcome of
the incident. Most items classified as subjective information were cog-
nitive items in the sense that respondents were asked to present their
viewpoint based on their knowledge of, and/or experience with,
aggression, and also about the causes and types of aggression, the per-
petrators, the frequency of exposure to aggression, the management
and their reactions to aggression, and actions taken after the inci-
dent. Attitude items referred to the agreement or disagreement of res-
pondents to statements about aggression. These statements were rela-
ted to patient and staff responsibility for aggressive behaviour,
feelings of safety, and the definition of aggression. The findings from
the studies will be presented in these three categories.
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table 3 classification of items (n = 78 items) 

Objective Subjective 
Cognition Attitude 

Number of items (%) 8 (10) 53 (68) 17 (22)

2.4.3 Objective information 
Only the study by Nolan provided information about some staff cha-
racteristics. A comparison was made of the victims and non victims
and it was found that three quarters of the victims were 39 years of
age or younger. A significantly higher proportion of victims had only
6–10 years of experience and were less satisfied with their work
(Nolan et al., 1999). 
The occurrence of aggression in patients in a general hospital was
identified to be related to the length of hospitalization: 50% of the
patients became aggressive within the first 2 days of admission, 49%
of the aggressive patients had no medical history, 15% had an organic
brain syndrome, 16% had a secondary psychiatric diagnosis and 20%
were intoxicated. In the 68 incidents reported in the study, 62% of the
patients involved were male (Zernike & Sharpe, 1998). In a study on
neuropsychiatric wards it was found that 32 male patients were invol-
ved in 40 assaults, with a mean age of 58 years and the most common
diagnoses were paranoid schizophrenia, Alzheimer’s disease and orga-
nic brain syndrome (Lanza, 1983). The response to such incidents was
that a doctor and the hospital security service were notified (Zernike
& Sharpe, 1998). 

2.4.4 Cognitions about aggression 
Nurses’ exposure to violence 
Erickson reported that 82% of the emergency ward nurses in the
study said they had been physically assaulted during their careers and
that 11% experienced more than 15 assaults during their careers
(Erickson & Williams-Evans, 2000). O’Connell et al. (2000) found that
95% of the nurses in a general hospital had experienced verbal aggres-
sion in the last 12 months and 80% had experienced physical aggressi-
on in the last 12 months. Farrell (1999) found that 30% of the nurses
reported that they had experienced aggression on a nearly daily basis.
Nurses with the longest work experience were assaulted the most,
and 60% were assaulted by patients they had known for several
months (Lanza, 1983). Nurses were exposed to violence significantly
more often during their careers than psychiatrists (Nolan et al., 1999).
As for the time of the day, nurses believed that most incidents took
place during evening and night shifts (Zernike & Sharpe, 1998). In the
study by Wynn, however, 72% reported that aggression took place
during the afternoon and evening more than at any other time of the
day (Wynn & Bratlid, 1998). 
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Causes and types of aggression 
The patients themselves, environmental factors, treatmentrelated fac-
tors and interactional factors were all identified by respondents as
causes of violent behaviour. Patient characteristics that were mentio-
ned were sex – male patients are more physically violent towards
others whereas females direct the violence more against themselves
(Wynn & Bratlid, 1998); age (20–39 years) (Zernike & Sharpe, 1998);
mental state during alcohol withdrawal (Zernike & Sharpe, 1998); and
psychopathology such as dementia, paranoid schizophrenia,
Alzheimer’s disease, and organic brain syndrome (Lanza, 1983;
Duxbury, 1999). Environmental factors that could lead to an aggressi-
ve incident were identified as ward turmoil, an inadequate number of
staff (Lanza, 1983), the lack of privacy, the lack of freedom on closed
wards, irritations between patients (Finnema et al., 1994), inadequate
organization (Duxbury, 2002), a vague unit policy (Finnema et al.,
1994), and the circumstances surrounding the illness of the patient
(Farrell, 1997). Accident/emergency wards were found to have a high
prevalence of aggression (Lanza, 1983; Zernike & Sharpe, 1998). 
Treatment-related factors that could possibly increase the incidence
of violence were reported to be the use of restrictive measures such as
restraint, seclusion and a change of medication; the length of hospita-
lization (< 2 days) (Zernike & Sharpe, 1998); the controlling style of
nursing staff as experienced by patients (Duxbury, 2002); the denial of
something to a patient; and help with the activities of daily life
(Zernike & Sharpe, 1998). Problematic interaction was reported by
Duxbury (2002). In the study by Finnema this was specified by repor-
ting the fact that the staff behaved inadequately: they did not listen
to patients; they failed to keep appointments; they deliberately provo-
ked, neglected and interrupted patients; and they did not understand
patients and asked too much of them (Finnema et al., 1994). 
Spokes et al. (2002) found that majority of the interviewed staff had
weaknesses in dealing with patient violence. Actions leading or con-
tributing to an incident mentioned by the nurses in this study were
goal prevention, being confrontational, giving medication, being rude
or making personnel comments. 
According to the respondents, verbal abuse, verbal threats and physi-
cal assault such as biting, kicking, hitting, scratching, grabbing, pin-
ching, spitting or pulling hair were the most common types of aggres-
sion experienced (Wynn & Bratlid, 1998; Zernike & Sharpe, 1998;
O’Connell et al., 2000; Duxbury, 2002). 
The staff and the patients were found to have opposing views about
the causes of patient aggression. The patients believed more in the
fact that interaction was the cause of aggression (Duxbury, 2002). The
staff believed less that interaction was the cause. In the same study,
views about the management of aggression also varied between staff
and patients. Staff wanted ‘seclusion’ to be continued whilst the
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patients did not. Patients and staff disagreed on the effectiveness of
de-escalation techniques. 

Perpetrators 
This study is concerned with inpatient aggression. In mental health
settings patient-to-nurse aggression was the most prevalent type of
aggression. Farrell studied different types of intra-staff aggression in
general hospitals. The most prevalent type of aggression in this set-
ting was doctor-to-nurse aggression, followed by patients’ relatives to
nurses, and patients’ relatives to nurses over the phone. Patient-to-
nurse aggression came fourth in the rank order of prevalence (Farrell,
1999). 

Management of aggression 
Several management approaches were mentioned by the respondents.
These included pharmacological interventions such as sedation, and
physical restraint in the general hospital setting (Zernike & Sharpe,
1998). In the psychiatric setting other types of interventions were
reported, such as talking to the patient, distracting and paying atten-
tion to the patient, seclusion, restraint and medication, or removal
from the situation and de-escalation (Finnema et al., 1994; Duxbury,
1999). Respondents believed there was a need for skill to prevent and
manage aggression adequately (Collins, 1994). A majority of patients
said they preferred pharmacological restraint to physical restraint
(Wynn & Bratlid, 1998). In the study by Zernike, respondents were
asked to indicate how many staff members were required to contain
an aggressive patient. It was reported that in 54% of the incidents the
patient was contained by one to two staff members (Zernike & Sharpe,
1998). 

Injuries 
Zernike reported that 5% of the 68 staff members of the general hos-
pital sample had a visible injury, two of which required treatment,
and 4% of the 68 incidents resulted in property damage (Zernike &
Sharpe, 1998). Lanza found that 21% of the 40 registered nurses and
nursing assistants received a life-endangering injury or a combination
of several injuries: 5% were unconscious, 10% had fractures, 26% had
lacerations, and 38% were sore or bruised. The staff who received the
most severe injuries indicated less fear of the patient who assaulted
them than staff who were less severely injured. Most victims received
first aid or outpatient treatment (Lanza, 1983). 
Data about days of sick leave as a consequence of the exposure to
aggression varied. The study by Wynn (Wynn & Bratlid, 1998) found
that most victims (78%) did not have to be absent from work because
of the assault, 3% had to be absent for 1 day or less and 9% had to be
absent for more than 1 day. The study by Lanza showed that 55% did
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not lose any time from work and that sick leave had a range from 
1 day to 1 year (Lanza, 1983). Erickson & Williams-Evans (2000) found
that about 4% of emergency ward nurses had 1 or more days of sick
leave. 

2.4.5 Attitude towards aggression 
Definition of aggression 
One study that addressed the issue of the definition of aggression was
found (O’Connell et al., 2000). In this study the issue is conceived as
types of aggression, i.e. verbal abuse, physical abuse and intimidation.
Defining aggression in this way may be regarded as a structural defi-
nition. A more conceptual approach to defining aggression was found
in the studies by Finnema (Finnema et al., 1994) and the ‘Perception of
Aggression Scale’ studies (Jansen et al., 1997; Abderhalden et al., 2002;
Muro et al., 2002). These studies constructed different scales reflecting
different perspectives of nurses on the subject of aggression. These
perceptions were labelled as ‘normal reaction’, ‘violent reaction’ and
‘functional reaction’ (Jansen et al., 1997) or ‘aggression as dysfunctio-
nal/undesirable phenomenon’ and aggression as functional/compre-
hensible phenomenon (Abderhalden et al., 2002), and ‘tolerance of
aggression’ (Whittington, 2002). 

Safety 
Of the 55 nurses working on emergency wards, 34% indicated that
they felt safe most of the time and 2% felt safe all the time (Erickson
& Williams-Evans, 2000). In a study among nurses on general hospital
wards more than 50% of nurses felt they had become acclimatized to
aggression and accepted it as part of the work (Zernike & Sharpe,
1998). In the same study, staff reported that they felt threatened as a
result of the incident on 85% of the occasions. In the studies on psy-
chiatric wards about 80% said they felt safe from physical assault
most or all of the time. 

Reactions of staff 
Several studies focussed on the emotional and physical reactions of
staff to an aggressive incident. The feelings of respondents relating to
verbal and physical aggression were frustration, anger, feeling hurt,
fear, resentment, helplessness, anxiety and irritation (Zernike &
Sharpe, 1998). Short-term reactions of the victims included anger,
anxiety, helplessness, apathy, depression, self-blame, dependency, and
fear of other patients. The long-term reactions indicated by respon-
dents were a change in social relationships with co-workers, difficulty
returning to work, headaches and body tension (Lanza, 1983; Poster &
Ryan, 1994). Colleagues were felt to be the most important source of
support for the victims after exposure to violence (Nolan et al., 1999;
O’Connell et al., 2000). 
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Patient and staff responsibility for aggressive behaviour 
Two thirds of the psychiatric nurses believed that mentally ill
patients were not responsible for all their behaviour. The majority of
respondents agreed with the statement that staff could expect to be
physically assaulted. Most psychiatric nurses said that they believed
that physical assault is not the result of staff performance deficiency,
clinical incompetence or personality traits of the nurse (Poster &
Ryan, 1989, 1994; Poster, 1996). Nurses from psychiatric settings were
uncertain about the ethical appropriateness of taking legal action
against assaultive patients (Poster & Ryan, 1989). 

2.4.6 Attitude and staff characteristics 
A few studies attempted to link a type of attitude towards aggression
to staff characteristics. Muro studied the relationship between the
perception of aggression of nursing students and the presence of psy-
chiatric morbidity and personality disorders. No significant relations-
hip with these factors was found, only scores on the perception of vio-
lence differed significantly between male and female students.
Women agreed more than men that aggression was a violent reaction
(Muro et al., 2002). In another study that used the same perception
scales, no relationship was found between the perception of aggressi-
on and patient or staff characteristics (Abderhalden et al., 2002).
Whittington (2002) found that staff with more than 15 years of expe-
rience were more tolerant towards aggression than those with fewer
years of experience. A tolerant attitude proved to correlate significant-
ly with all three subscales of the Maslach Burnout Inventory-Human
Services Survey. Tolerance was found to correlate negatively with
‘exhaustion’ and ‘depersonalisation’, and positively with ‘personal
accomplishment’. 
In the study by Poster & Ryan (1989), the relationship between attitu-
des and some demographic data of nurses was examined. These inclu-
ded age, sex, grade, type of ward and previous assault. Attitudes pro-
ved to be consistent for all demographic factors. 

2.5 Conclusion 

Most items appeared to be related to cognitions of nurses about
aggression. Some of the items were labelled as objective and about
one quarter of all items were by nature a question of attitude, mea-
ning that these items expressed an evaluation made by nurses of
aggressive patient behaviour. Objective data included staff data such
as age and years of experience, and patient characteristics included
age, diagnosis, and length of hospitalization. The opinions, ideas,
beliefs and views (cognitions) that nurses had about patient aggressi-
on were related to the extent of exposure to aggression experienced,
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the causes and types of aggression, the perpetrators, the management
of aggression and the severity of injuries sustained. This review shows
that research on attitudes towards aggression in health care addresses
diverse items. The aim of this study was to research the literature
about information regarding the attitudes of nurses towards aggressi-
on, and therefore the conclusion will be confined to this category of
findings. 
Most attitudinal items were found in three instruments: the Attitudes
Toward Patient Physical Assault Questionnaire (Poster & Ryan, 1989),
the Attitudes Towards Aggressive Behaviour Questionnaire (Collins,
1994) and the poas (Jansen et al., 1997). The Attitudes Toward Patient
Physical Assault Questionnaire (Poster & Ryan, 1989) and the Attitudes
Towards Aggressive Behaviour Questionnaire both focussed on identi-
cal themes, i.e. the attitude towards patient responsibility for aggres-
sion, staff safety and competence in managing violent behaviour. The
poas is concerned more with the appraisal and characterization by
nurses of patient aggression than the first two instruments. This
focus is reflected by the subscales that constitute the poas. Except for
the ‘years of working experience’, staff characteristics appeared to be
independent of attitude. 
The use of various instruments makes it difficult to compare the
results of attitude studies across settings in general and psychiatric
hospitals. The psychometric properties of the different instruments in
use are not well established. Most scales lack profound validity tes-
ting. To give a more scientific basis to attitude studies of aggression,
the validity and reliability issues should be addressed in future stu-
dies. 
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Chapter 3
The Perception of Aggression 

G.J. Jansen, Th.W.N. Dassen, P. Moorer (1997)
Scandinavian Journal of Caring Sciences 11, 51-55

Summary

Several academic and clinical disciplines are involved in clarifying the
concept of aggression by formulating operational and descriptive defi-
nitions. 
In this paper the validity of the definitions of aggression, reported by
nurses in an earlier qualitative study is examined, using a survey
approach among nurses of five general psychiatric hospitals in the
Netherlands. Three dimensions of aggression were found; aggression
as a normal, adaptive reaction, aggression as a violent reaction and
aggression as a functional reaction. These findings match the results
of the qualitative study. It was tested if there was a relation between
personal and environmental characteristics of the nurses and the way
they perceive aggression. The gender of the respondents, the setting
they were working in, the degree to which they used constraint mea-
sures and wether patient were voluntarily admitted or not, were rela-
ted to the perception of aggression. The study points out that diffe-
rent instruments are needed to measure the prevalence or incidence
of aggression and to diagnose or to intervene on aggression in clinical
practice. 

key words: psychiatric nursing, aggression, perception

3.1 Introduction

In recent years aggression has become an important issue in health
care. Multiple studies have been carried out to examine the prevalen-
ce of aggressive incidents in psychiatric settings. Yet it appears to be
difficult to offer reliable data about the prevalence of aggression. The
findings of the previous studies indicate that there is much variety in
the number of aggressive incidents. 
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3.2 Literature Review

After comparing the number of formal incident reports of assaults on
staff with the assaults on staff noted in the daily ward reports at a
psychiatric hospital, (Lion et al., 1981) concluded that five times as
many assaults were recalled by the respondents as were formally
reported by them. A study carried out in 39 general psychiatric hospi-
tals over a period of 6 months showed that the number of reports by
nurses about aggressive acts, based on educated guesses, ranged from
1 incident in one hospital to 1120 in another (Geneeskundige
Inspectie Geestelijke Volksgezondheid, gigv, 1992). Underestimation of
the actual incidence is confirmed in a study by Dekker (1993). Formal
registration showed that 218 aggressive incidents had taken place in
one psychiatric hospital in one year, while, according to nurses who
were interviewed, 4300 incidents had occurred in the same period.
According to Kay (1988) the different outcome from studies about the
prevalence of aggression is due to lack of reliable measuring instru-
ments. Important explanations for the diversity found with respect to
the prevalence of aggression are the incomparability of the patient
populations involved in the studies and the way aggressive incidents
are registered. Another reason mentioned in literature for the variety
in the number of reports about aggressive acts by patients is lack of
clarity about the concept of aggression (Davis, 1991). James (1990) con-
cludes that there is no generally accepted definition of aggression.
This last reason underlies this study. 
Several studies offer conclusions about the role of some personal and
environmental characteristics of staff members and patients in inpa-
tient settings. A study by Carmel (1989) e.g. shows that male nursing
staff were nearly twice as likely to be injured than female staff mem-
bers and nearly three times as likely to suffer containment-related
injuries. There is considerable agreement that wards with less stable
patients (e.g. admission and locked wards) are most often the scenes
of violence (Fottrell, 1980). 
Conflicting data exist as for the time of day when most violent acts
occur. Fottrell (1980) found that most physical attacks occurred in the
morning, when there were fewer structured activities. Nijman (1995)
found a cumulation of aggressive incidents taking place in the after-
noon. Infantino (1985) found a statistically significant difference in
the incidence of assaults on staff members who had received aggressi-
on control training and those who had not. Yet the relevance of staff
training programs to prevention of patient assaults and reduction of
assault-related injuries has not been conclusively illustrated.
Involuntary admission is mentioned by Whitman (1976) as another
factor attributing to the increased risk of assault. Carmel (1989) found
that more recently hired and inexperienced staff were more likely to
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be injured from assault. Soloff (1983) and Carmel (1989) found that
attacks on staff often occurred when they were administering medica-
tion or restraining agitated patients.

3.2.1 Definitions of Aggression 
In literature many definitions of aggression can be found (Tedeschi,
1983; Schuur, 1987; Alexander, 1991). Aggression is defined both in a
positive manner (Bach and Goldberg, 1974; Bakker and Bakker-
Rabdau, 1980) and in a negative way (Tedeschi, 1983; Schuur, 1987).
However, it is more common to define aggression and violence as
manifestations of disrupted or negative behaviour (Schuur, 1987). 
A qualitative study by Finnema (1994) focused on the characterization
and perception of patient aggression by nurses working on psychia-
tric wards of one psychiatric hospital in the Netherlands. Five catego-
ries of definitions emerged from that study: definitions containing a
value statement on aggression, definitions describing a form of
aggressive behaviour, definitions describing the feeling aggression
arouses in nurses, definitions describing a function of aggression,
definitions describing the consequences of aggression. 

3.2.2 Research Questions
The aim of this study was to explore the dimensions psychiatric nur-
ses perceive in aggression. That is why the research was founded on
the following questions:
1 how do qualified psychiatric nurses perceive the concept of 

aggression?
2 is there a relationship between the perception of aggression and 

their personal and environmental characteristics?

3.3 Methods

3.3.1 Design
The design used for the purpose of the study, was a survey sample
approach. The survey was used as a method to gather information on
the opinion of nurses about aggression. 

3.3.2 Subjects
The population consisted of registered nurses working in general psy-
chiatric hospitals. In 1986 there were 43 psychiatric hospitals and
8822 registered psychiatric nurses (nzi, 1984). No data are available
about the proportion of nurses working in specific settings. The sam-
ple consisted of five general psychiatric hospitals, geographically spre-
ad over the country; two in the western region, one in the east and
the south and one hospital in the northern part of the country.
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The sample was also stratified by the setting; the questionnaires were
distributed in four different settings of every participating hospital:
admission wards, short stay and long stay wards and rehabilitation
settings.
From the 360 questionnaires that were mailed to the hospitals, 274
were completed and returned, giving a response of 76%. All subjects
were psychiatric nurses. Of the respondents 136 were male nurses and
146 were female. Their average number of years of working experience
was 10.7, sd 6.8 years, with a range of 29 years. 

The majority of the respondents (n=197) was educated in a hospital
based program, and 35 respondents had a baccalaureate degree. In
the Netherlands nurses from both groups are registered nurses. The
third group of respondents (n=55) can be compared with the licensed
practical nurses in the usa. Nearly half of the respondents (49%) had
had an aggression management training. Most of the nurses (61%)
worked part-time, 39% had a full-time job. Of the respondents 81%
were charge nurses, 19% had staffing tasks or a combination of staf-
fing and practice tasks. The majority of the nurses (86%) worked in
day shift as well as in night shift.
As to the setting, 34% of the nurses were employed at an admission
ward, 29% at a short stay ward, 22% at a long stay ward and 15% were
working in a rehabilitation setting. 

Respondents were asked to rate the proportion of the patient popula-
tion that was involuntary admitted and to indicate to what extent
they apply constraint measures (like seclusion or fixation) to their
patients (table 1).

table 1 frequency of involuntary admissions and application of constraint
measures (n = 279).

frequency % of total % of total
allways < 1 5
often 28 27
sometimes 40 36
rarely 16 17
never 15 14

It can be concluded from the frequencies presented in table 1, that
involuntary admissions usually occurred sometimes on the wards and
constraint measures were used with caution. 

3.3.3 Data-collection instrument
Data were obtained by means of a questionnaire. The questionnaire
consisted of a set of items. The items used to measure perception of
aggression by nurses consisted of 60 definitions or statements regar-
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ding aggression. The definitions were listed in random order, that is
without any theoretical structure. From these 60 definitions 46 were
selected from the pilot study (Finnema et al., 1994). The other 14 defi-
nitions were added from literature. Every definition was given a
Likert-type scale ranging from strongly agree given value 5, to strongly
disagree given value 1.

3.3.4 Procedure
The questionnaires were mailed to the hospitals and distributed by a
contact person of the hospital to all nurses working on the selected
wards of the participating hospitals. When the questionnaire was fil-
led in, it was returned to the contact person. On average it took half
an hour to complete the questionnaire. 

3.3.5 Statistics
Mokken scale analysis was used to identify what dimensions nurses
conceptualize regarding aggression. This technique permits the use of
summated scores on each factor and only requires that the items are
measured at an ordinal level (Mokken, 1971; Molenaar et al., 1994).
Items with a Hg scalability < 0.30 were dropped. 

Multiple regression analysis (method backward) was performed, to
find a relation between the definition scales (as the dependent varia-
bles) and the personal or environmental characteristics (as the inde-
pendent variables).
Interaction effects between the personal and environmental variables
were tested by a c2 test. Differences within groups were tested by
means of a t-test or by means of one way analysis of variance (lsd pro-
cedure). 

3.4 Results

3.4.1 Perception of aggression
Three scales were identified. As a result of the scale construction, the
initial set of 60 items in the questionnaire was reduced to 29 items.
Cronbach’s a, as a measure of internal consistency of the three scales,
was calculated. Cronbach’s a must be related to the number of items
in the scale to determine the average interitem correlation. For each
of the three scales the average interitem correlation was at least 0.30.
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table 2 hg scalability coefficients for stepwise selection of scales 1, 2, 3
(H > .30) on the definition of aggression items.

item hg
aggression:
acceptable normal reaction; scale coefficient h = .46, reliability rho = 0.89 
– has a positive impact on the treatment .45
– is constructive and consequently acceptable .53
– is all human energy necessary to attain one’s end .37
– is necessary and acceptable .53
– reveals another problem the nurse can take up .32
– improves the atmosphere on the ward; it is beneficial to the treatment .43
– is an acceptable ways to express feelings .52
– is communicative and as such not destructive .46
– is a normal reaction to feelings of anger .46
– is constructive behaviour .43
– an adaptive reaction to anger .45
– must be tolerated .51

violent reaction 2; scale coefficient h = .36, reliability rho = 0.84
– is violent behaviour to others and self .34
– is directed at objects or self .35
– is to beat up another person through words or actions .34
– is threatening others .34
– is an inappropriate, nonadaptive verbal/physical action .42
– is a disturbing interference to dominate others .38
– is to hurt others mentally or physically .41
– is a physical violent action .35
– is used as a means of power by the patient .36
– is every expression that makes someone else feel unsafe, threatened or hurt .37
– verbal aggression is calling names resulting in hurting .32

functional reaction, scale coefficient h = .35, reliability rho = 0.70
– is an expression of emotions, just like laughing and crying .32
– is an emotional outlet .32
– offers new possibilities for the treatment .33
– is an opportunity to get a better understanding of the patient's situation .41
– a way to protect yourself .34
– will result in the patient quietening down .37

The interpretation attached to the items of the Mokken-scales is, that
the first scale represented aggression as a normal and acceptable reac-
tion to feelings of anger. The items of the second scale suggested that
aggression was expressed by means of violence. If aggression was vio-
lent, it was experienced as threatening. Scale 3 described the function
aggression has for the patient and the effects it has on his/her treat-
ment. 
Summated scores of each respondent on the three factors were calcu-
lated. 
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table 3 summated scores on the definition subscales

N x– SD minimum- Cronbach’s aa

maximum score
normal reaction 253 38.8 7.8        14-56 0.87
violent /hreatening

reaction 260 34.4 7.8 12-54 0.85
functional reaction 274 19.1 3.6 6-25 0.69

As the normal reaction subscale and the violent reaction subscale
each consisted of 12 items, the summated scores on these scales could
vary from 12 (minimum score) to 60 (maximum score). The subscale
functional reaction had 6 items, so scores on this scale could vary
from 6 to 25. 

3.4.2 Personal and environmental characteristics
Regression analysis showed no significant relationship with the per-
ception of aggression on the variables: years of working experience,
type of professional education, training on aggression management,
percentage of employment, care or staffing tasks, shift schedule (day-
time, nighttime) and the hospital nurses were working in. With res-
pect to four variables however, a statistically significant relation was
found. The c2 test showed there were no interaction effects between
these variables (p > 0.05).

Aggression as a normal reaction
The gender of the respondents proved to be significant variable in the
regression analysis on this scale (ß 2.48, R2 0.04, p < 0.05). 

Aggression as a violent reaction
In the regression analysis, the setting (ß – 2.33, R2 0.05) and whether
patients were admitted voluntarily or not, were significant on this
scale (ß 1.10, p < 0.05).
Aggression as a functional reaction
The gender of the respondents (ß 0.99, R2 0.04) and the degree to
which nurses use constraint measures, proved to be significant varia-
bles in the regression analysis (ß – 0.47, p < 0.05). 

With respect to the degree to which constraint measures were app-
lied, a significant difference in scores on the scale of aggression as a
functional reaction was found. Nurses who stated they never apply
constraint measures were more positive about this dimension of
aggression (mean 0.58, p < 0.05) than nurses who sometimes did use
constraint measures like separation or fixation (mean – 0.32, p < 0.05).
For the other three variables, no statistically significant differences
between the groups were found.
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3.5 Discussion

Three distinct perceptions of aggression were identified in this study;
aggression as a normal reaction to feelings of anger, aggression as a
violent and threatening reaction and aggression as a functional reac-
tion. It can be concluded that according to nurses, aggression is
rather a multi- than an unidimensional phenomenon. The percepti-
ons found in the study match the findings of Finnema’s study (1994),
mentioned earlier. 

As to the internal validity of the study, it is concluded that the reliabi-
lity of the subscales was sufficient. The average inter-item correlation
of 0.30 was sufficient. The drop out proportion of 24% with this type
of research is a very acceptable one, and might be the result of nurses
not working at the wards at the time of the data-collection, due to
being on holiday, having some days off or illness. The sample of the
study was representative for the entire population because the partici-
pating hospitals were regionally spread and the sample was stratified
by the setting nurses were working in. This means that there were no
severe threats to the external validity and the findings can be genera-
lized to the study population.

In this study, six personal characteristics (e.g. training on aggression
management) and one environmental characteristic of the respon-
dents (hospital working in), often associated in literature with the
occurrence of aggression, could not be related to the way nurses per-
ceive aggression. At the start of the study, it was expected these cha-
racteristics would have an impact on the perception of aggression. It
was assumed e.g. that trained nurses would think more positive about
aggression than those nurses who were not trained, because aggressi-
on trainings focus on dealing with aggression in a constructive way
for both nurse and patient.

For four of the eleven personal and environmental variables associa-
ted in literature with the occurrence of aggression, a relationship was
found with the way aggression was perceived. Nurses working on
wards where constraint measures were not applied, proved to be more
positive about the functional dimension of aggression than nurses on
wards where fixation and separation occurred. This finding could be
explained by assuming that nurses who worked on a ward where
seclusion and fixation were applied, intervened this way because
aggression of patients manifested it self by violent behaviour. Nurses
however, who did not use constraint measures on their wards, becau-
se aggression was not manifested by the use of violence, perceived
aggression as being more normal and functional.
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As mentioned before, studies to estimate the incidence of aggression
offered different outcomes. If aggression is perceived as violent beha-
viour, nurses will report on the occurrence of this aggressive incident.
However, if aggression is perceived as normal or functional behaviour,
the signs or symptoms of aggression will be observed by nurses, but
probably they are less encouraged to intervene and to report on these
types of ‘aggressive’ acts. The operalizations of aggression within
instruments such as the soas (Palmstierna, 1990) and the moas (Kay 
et al., 1988) are more sensitive to manifestations of aggression than to
the intention of the behaviour. The present study points out that exis-
ting instruments to measure aggression are more appropriate to use
in research than at a patient level to diagnose aggression. To develop
a valid instrument at the individual level, a study should be underta-
ken to see if discriminative clusters of signs and symptoms can be
found that are linked to these three different perceptions of aggressi-
on.  
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Chapter 4
Psychiatric Nurses’ Attitudes 
towards Inpatient Aggression 

Preliminary Report of the Development of Attitude Towards
Aggression Scale (atas)

G.J. Jansen, Th.W.N. Dassen, J.G.M. Burgerhof , B. Middel
in press: Aggressive Behavior

Abstract

Professional skills to adequately manage patient aggression are a pre-
requisite for nurses working in psychiatric hospitals. These ‘technical’
skills, however, are necessary but not sufficient for an effective nurse
intervention. The nurses’ attitude towards client aggression also con-
tributes to their response to the patient’s behaviour. In order to study
the domains (types) of attitudes towards aggression, a sample was
taken of nurses working in the fields of general psychiatry (n=288),
psychiatry for children and adolescents (n=242) and psychogeriatrics
(n=88). A cross-sectional survey design was adopted for the study. The
Attitudes Towards Aggression Scale (atas) consisting of 32 items is pre-
sented, representing three types of attitudes towards aggression:
aggression as a ‘harming’ reaction, a ‘normal’ and a ‘functional’ reac-
tion. The strongest predictors of the type of attitude respondents had
towards the aggressive behaviour of their clients were 1 the field, 2
the setting they worked in, 3 the gender and 4 the type of shifts they
predominantly had. Although the measure of domains of nurses’ atti-
tudes towards aggression needs further psychometric testing, it can
be a useful tool in clinical practice for the assessment of staff attitu-
des towards aggression. This can support the decision-making about
the management of aggressive behaviour on a ward.

keywords: aggression, mental health, attitude, scale 
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4.1 Introduction

According to a large number of theoretical and empirical studies on
violence in psychiatry, the occurrence of violent incidents, as well as
their management, has to be regarded as a product of the inter-action
of several variables. Among them are patient variables, e.g. psychopa-
thology, (Yesavage, 1983; Swanson et al., 1990; Beck et al., 1991; Oster 
et al., 2001; Tardiff, 1984), environmental or setting variables, e.g.
ward characteristics (Depp, 1976; Bouras et al., 1982; Nijman and
Rector, 1999; Bradley et al., 2001; Kumar and Bradley, 2001; Schanda
and Taylor, 2001), interactional variables, e.g. adverse stimulation,
(Sheridan et al., 1990), and staff variables, e.g. education and attitudes
(Schanda and Taylor, 2001). The current study focuses on one of these
staff variables: the attitude of nurses towards aggression. 

4.1.1 Attitudes towards aggression
There is only limited information about the attitudes nurses have
towards aggression. A qualitative study by Finnema (1994) focused on
the characterisation of patient aggression by nurses working on psy-
chiatric wards in a Dutch psychiatric hospital. Four categories of defi-
nitions emerged from that study: definitions containing a value state-
ment about aggression, definitions describing a manifestation of
aggressive behaviour, definitions describing a function of aggression,
and definitions describing the consequences of aggression. In three
studies by Poster and Ryan, data was collected with ‘The Attitudes
Toward Patient Physical Assault Questionnaire’. The statements in the
questionnaire addressed four components: safety concerns, frequency
of assault, staff performance and legal issues. With regard to safety
concerns, the majority of respondents disagreed with the statement
that it is unacceptable for staff members to protect themselves when
being assaulted. With respect to staff performance, the majority disa-
greed that assault was the result of staff performance deficiency, cli-
nical incompetence and personality traits of the nurse (Poster and
Ryan, 1989, 1994; Poster, 1996). Crowner (1994) interviewed inpatients
who had been identified as assaulting other patients. The results
based on a sample of 40 patients who consented to be interviewed
suggested that in most cases some form of provocative behaviour was
attributed to the victim. Lanza (1994b) examined the congruence of
the accounts of assaultive patients and staff victims concerning
assault episodes. There was congruence in at least half of the respecti-
ve accounts regarding objective information (nursing staff’s role,
number of people involved in the assault, patient’s actions, setting
limits and physical contact). There was disagreement in more than
half of the accounts for all subjective information examined (quality
of relationship, number of patients who tried to intervene, content of
patient's speech, effect, cause of the incident, nature of the situation
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prior to assault). Gillig (1998) examined attitudes of patients and staff
to the causes and emotional impact of verbal and physical aggression
and what coercive measures were endorsed. The study revealed that
staff were more likely than patients to attribute aggression to intoxi-
cation. A majority of staff also saw patient aggression as a learned
behaviour rather than associated with psychiatric symptoms or perso-
nality disorder. Patients attributed more aggression to staff than the
staff did themselves. Whittington (2002) found that staff with more
than 15 years experience were significantly more tolerant towards
aggression than those with fewer years experience.

4.1.2 Staff variables and the occurrence of aggression
Several staff factors related to the occurrence of aggression on psychi-
atric wards are reported in the literature. Among them is gender. The
conclusions about gender and its associated higher risk of assault are
inconclusive. In a study by Carmel and Hunter, male nursing staff
were almost twice as likely as female staff to be injured and nearly
three times as likely to receive containment-related injuries (Carmel
and Hunter, 1989). In contrast, in two other studies no differences
were found between male and female nurses and their assault rate
(Whittington, 1994; Cunningham et al., 2003).
The impact of education was considered, and a low level of qualificati-
on was found to be associated with higher rates of assault
(Whittington and Wykes, 1994; Cunningham et al., 2003). In several
studies it was found that the more inexperienced staff were, the more
they were exposed to assaults (Hodgkinson et al., 1985; Whittington 
et al., 1996; Cunningham et al., 2003). Cunningham found that an in-
creased number of hours of contact between nurses and patients
resulted in more injuries being sustained (Cunningham et al., 2003).
Executive staff were most likely to be injured by patient violence
(Carmel and Hunter, 1989) and charge nurses and staff nurses were
assaulted more frequently than those in the non-assaulted control
group (Whittington, 1994). 
Studies on the time of day and an increase of aggression showed that
most incidents take place in the daytime, then in the evening, with
the lowest rate found during the night. Some studies reported that
most assaults occurred during mealtimes and early in the afternoon
(Carmel and Hunter, 1989; Lanza et al., 1994; Nijman et al., 1995;
Vanderslott, 1998; Bradley et al., 2001). Others found an increased rate
in the morning (Fottrell, 1980; Hodgkinson et al., 1985; Cooper and
Mendonca, 1991). Most of the studies on the effects of staff education
and training found that training staff about how to react to threate-
ning situations can lead to a decline in the frequency or severity of
aggressive incidents (Infantino and Musingo, 1985; Paterson et al.,
1992; Phillips and Rudestam, 1995; Whittington and Wykes, 1996;
Rixtel, 1997).
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4.1.3 Environmental factors and the occurrence of aggression
In the past research on inpatient aggression was focused primarily
upon psychopathology and demographic characteristics (age, gender,
race). In the recent years more attention is being paid to aggression
and it’s environmental factors. Environmental factors include the
type of ward (ward culture), legal status on admission and the use of
restraining interventions. There is considerable agreement in the lite-
rature that ward culture (Katz and Kirkland, 1990) and wards with
less ‘stable’ patients (e.g. admission and locked wards) are most often
the site of violence (Fottrell, 1980; Hodgkinson et al., 1985; Nijman et
al., 1997; Katz and Kirkland, 1990). In several studies it was reported
that patients admitted involuntarily under the mental health legisla-
tion proved significantly more likely to be engaged in violent acts
(James et al., 1990; Powell et al., 1994; Delaney et al., 2001; Owen et al.,
1998; Soliman and Reza, 2001). In some studies it is concluded that
attacks often occured when nurses were administering medication or
leading or restraining agitated patients (Soloff, 1983; Kalogjera et al.,
1989; Wynn, 2003; Morrison et al., 2002).

4.1.4 Theoretical model 
In this study, respondents were asked to react (give their opinion) to
verbal statements (definitions) of aggression. Their evaluation of the
statements about aggression (agree or disagree) was considered as an
expression of their attitudes towards aggression. In this study, the
assumption was made that sociodemographic and environmental cha-
racteristics may have an impact on nurses’ attitudes towards aggressi-
on. A theoretical model in social psychology which confirms the rela-
tionship between attitudes and behaviour is Ajzen’s Theory of
Planned Behavior (Ajzen, 1991). 
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figure 1 the attribute variables of the study and the theory 
of planned behavior (ajzen, 1991)

The tpb is an extension of the Theory of Reasoned Action (tra). The
tra (Fishbein and Ajzen, 1975) is concerned with the ‘causal antece-
dents of volitional behaviour’. The tpb was designed to predict behavi-
ours not entirely under volitional control by including measures of
perceived behavioural control. In the tpb, attitude is a function of the
beliefs held about the specific behaviour, as well as a function of the
evaluation of likely outcomes. Attitude, therefore, may be conceptuali-
sed as ‘the amount of affect – feelings – for or against some object, or
a person’s favourable or unfavourable evaluation of an object’.
Adler (1983) underscored the importance of attitudes in relation to
the evaluation of aggression by saying that the staff's general attitude
towards aggression and violence is a key element in its successful
management. Attitudes towards an object can vary from person to
person. As Farrell and Gray (1992) pointed out, the person pushing his
way to the front of the queue may be seen as aggressive or simply
standing up for her or his rights – it all depends on the viewpoint
adopted.  

In the present study, the personal and environmental factors mentio-
ned in the literature associated with a high risk of aggression were
also considered to have an impact on the attitude of nurses towards
aggression. It is assumed, for instance, that the length of professional
experience will have an impact on the attitude (figure 1).  
In this study, an instrument was developed to measure one of the
staff variables related to the occurrence of aggression, i.e. the attitu-
des nurses had towards aggression. The study was based on the follo-
wing questions:
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1 what is the attitude of nurses towards inpatient aggression?
2 which personal and environmental characteristics of the 

respondents are the strongest predictors of their attitudes towards 
inpatient aggression?

The aim of the study was to develop an instrument to measure the
attitude towards aggression by care givers that can be used in clinical
practice as a tool to monitor the management of the behaviour.

4.2 Methods

4.2.1 Design, sample and procedure
The study used a cross-sectional survey sample approach. Data were
obtained by means of a questionnaire. The convenience sample consis-
ted of nurses from three types of wards in five Dutch general psychia-
tric hospitals, nurses from thirty-three psychiatric hospitals for chil-
dren and adolescents, and nurses from two hospitals for the demen-
ted elderly. The researchers contacted the hospital managers to
request participation in the study. The general psychiatric hospitals
for adults, children and adolescents were spread over the whole coun-
try. The two institutions for the demented elderly were located in the
north and south of the country. The inclusion criterion for a ward
was that the manager had information from the nursing staff that
aggression was a critical issue on the ward. The questionnaires were
then mailed to the hospi-tals and distributed by key persons in the
hospitals to all nurses working on the selected wards. Each nurse par-
ticipating in the study received a package with the questionnaire and
a letter explaining the study. After completing the questionnaire, the
nurse was requested to return it to the contact person in the hospital
in a blank envelope. The anonymous questionnaires were then sent in
bulk to the researchers.

4.2.2 Instrument
The instrument used to measure attitudes towards aggression was a
self-administered questionnaire consisting of demographic data and
60 statements about aggression (appendix 1). The statements were listed
in random order, that is, without any theoretical structure. Of these
60 statements, 46 were selected from a qualitative study on the defini-
tion of aggression by psychiatric nurses (Finnema et al., 1994). The
other 14 statements were added from reviewed literature. Every state-
ment was given a Likert-type scale ranging from strongly agree (value
five), to strongly disagree (value one). 

Statistical analysis
The statistical software used was the Statistical Package for the Social
sciences (spss, version 10). Factor analysis (principal component analy-
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sis, rotation method, varimax) was used to identify in which dimensi-
ons nurses conceptualised aggression. 
According to Nunnally (1994) factor analysis can be used either to test
hypotheses about the existence of constructs, or if no credible hypo-
theses are at issue, to search for constructs in a group of variables. In
the former case a confirmatory approach is required, in the latter 
the exploratory option is more appropriate for the structuring of the
data. The explorative option was preferred because the aim of the
analysis was not to test existing hypotheses or theortical rationales
about patient aggression, but to develop constructs that would opti-
mally reflect from a semantic point of view the statements made by
the respondents.
Only items with an absolute factor loading equal to or more than 0.40
were included in the scales. Internal consistency of the constructed
scales was tested by calculating Cronbach’s a. The scores of each res-
pondent were transformed into a factor score. A factor score is the
weighted sum of the scores of the original variables in which the fac-
tor coefficients are the standardised factor loading. Because the distri-
bution of the factor scores appeared to be skewed, nonparametric
tests on the mean factor scores (Kruskall-Wallis Test and post hoc
tests, Mann-Whitney Test, Bonferroni adjusted) were performed to test
whether there were statistically different attitudes between the
groups. To answer the second research question about the predictors
for attitudes towards aggression, multiple regression analysis was
done (method enter) with the attitudes of aggression as the depen-
dent variables, and the significant personal and environmental cha-
racteristics as the independent variables. 

4.3 Results

4.3.1 Sociodemographics
Of the 762 questionnaires mailed to the participating wards, 618 were
returned giving a response rate of 81%. The sample from 5 psychiatric
hospitals for adults consisted of 288 nurses, the sample from the 33
psychiatric hospitals for children was composed of 242 respondents
and the subsample from the two institutions for the demented elderly
contained 88 nurses. 

73 psychiatric nurses’ attitudes – preliminary report

AggressionInHealthCare  03-11-2005  10:49  Page 73



table 1 sociodemopgraphics of the respondents 
from the three sectors (n=618)

personal characteristics n  (%) environment. characteristics n (%)
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gender
male 253 41.5
female 356 58.4
total 609

educational level
school of nursing level 1 249 42.3
hospital based 255 43.4
school of nursing level 2 84 14.3
total 588

working experience
0-5 years 195 31.6
6-10 years 175 28.3
> 10 years 248 40.1
total 618

contractual status
full time 80%-100% 534 87.5
part time <80% 76 12.5
total 610

position on the ward
staff 502 83.3
managers 27 4.4
mix staff/managers 74 12.3
total 603

shifts
daytime only 79 13.3
daytime/evening 224 37.6
day/evening/night 293 49.2
total 596

training aggression management
yes 249 40.4
no 368 59.6
total 617

setting
admission 180 31.4
short stay 245 42.8
long stay 148 25.8
total 573

legal status on admission
involuntary 364 67.7
voluntary 174 32.3
total 538

use of restraining interventions
yes 509 85.8
no 84 14.3
total 593

Most nurses had a hospital-based training (43.4%) or had a level 1 edu-
cation (42.3%). There are different nursing education systems in the
Netherlands. Traditionally, nurses were trained in a general hospital
or in a psychiatric hospital. In 1971 the first school of nursing was
opened, offering a broad-based training, making it possible for nurses
to work in all fields and with every category of patient. This type of
education has two levels: level 1 nurses (higher vocational education)
are educated to be responsible for all phases of the nursing process;
level 2 nurses (secondary vocational education) perform mainly routi-
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ne and standard procedural work. In all three sectors the majority of
nurses worked full-time (87.5%) and did not hold a management posi-
tion (4.4%). The majority of nurses (59.6%) were not trained to manage
aggression and 85.8% reported that restraining interventions such as
seclusion and fixation were not practised on their wards. Nearly all
the missing cases for the environmental variable ‘legal status on
admission’ came from the psychogeriatric setting. This item did not
apply to the population of demented patients and so the responses
should be disregarded (table 1).

4.3.2 Attitudes towards aggression
Factor analysis carried out on the answer to the first research ques-
tion ‘What is the attitude of nurses towards in patient aggression?’
produced three attitudes towards aggression. Aggression was labelled
as a ‘harming reaction’, a ‘normal reaction’ and a ‘functional reacti-
on’ (table 3). From the original 60 statements in the questionnaire, 37
(62%) were included in the scale. The three factors explained 29% of
the total variance. The harming reaction represented the violent and
intrusive physical dimension of the concept, which was evaluated as
an unacceptable manifestation of aggression. Aggression as a basic
human feeling and behaviour is reflected in the attitude towards
aggression as a normal reaction. The third attitude was called functio-
nal because the items in the scale described aggression as a feeling
expressed by patients to meet a particular need.  

table 2 principal component analysis of attitudes towards aggression (atas)

item aggression: loading
harming reaction (n= 556 , reliability .87)

1 is hurting others mentally or physically .67
2 poisons the atmosphere on the ward and obstructs treatment .57
3 is any action of physical violence .57
4 is essentially beating up some one else .57
5 is an impulse to disturb and interfere in order to dominate or harm others .56
6 is violent behaviour to others and self .56
7 is an example of a non-cooperative attitude .54
8 is destructive behaviour and therefor unwanted .54
9 is a powerful, inappropriate, nonadaptive verbal and/or physical action done out of 

self interest .53
10 is threatening to damage others or objects .53
11 is where someone’s behaviour shows that there is intent to harm himself/ herself 

or others .53
12 is behaviour the patient knows might cause injury to other persons without

their consent .51
13 is repulsive behaviour .51
14 is any expression that makes someone else feel unsafe, threatened or hurt .50
15 is directed towards objects or people .45
16 active aggression is the threat of being forcefully handled by somebody .43
17 is the inadequate dealing with feelings of anger .42
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table 2 continued

item aggression: loading
normal reaction (n= 576, reliability .82)

18 aggression is a normal reaction to feelings of anger .68
19 is a healthy reaction to feelings of anger .66
20 helps the nurse to see the patient from another point of view .60
21 is the start of a more positive nurse-patient relationship .58
22 is a form of communication and as such not destructive .58
23 is energy people use to achieve a goal .58
24 will make the patient calmer .55
25 offers new possibilities in nursing care .54
26 is an attempt to push the boundaries .46
27 is an expression of feelings, in the same way as laughter or crying .46
28 is the protection of one’s own territory and privacy .45
29 is to protect yourself .42

functional reaction (n= 603, reliability .50)
30 comes from feelings of powerlessness .55
31 is a signal asking for a reaction .46
32 is emotionally letting steam off .46

The Kruskal-Wallis test was performed to compare the scores of res-
pondents on the three attitudes. Significant test results were followed
up with post hoc Mann-Whitney tests for two independent samples. In
these tests, the personal and environmental characteristics were the
grouping variables. 
The factor scores of the three attitudes towards aggression, with
regard to three of the personal characteristics (gender, working expe-
rience, type of shift) and four environmental variables (sector, setting,
legal status, and use of restraining interventions), differed significant-
ly between respondents. The results will be discussed below for the
separate attitudes (table 3).

table 3 personal and environmental characteristics and factor scores 
on attitudes 

personal n harming reaction normal reaction functional reaction
gender
male 253 0.01 0.15* – 0.15*
female 356 – 0.11* – 0.11*   0.12*

working experience
0-5 years 195 – 0.07 – 0.08 – 0.09*
6-10 years 175 – 0.09 0.04 0.09°
> 10 years 248 0.11 0.03 – 0.14* °

shifts
daytime only 79 – 0.03 0.29* – 0.02
day/evening 224 0.00 – 0.02 – 0.15*
day/evening/night 293 0.01 – 0.07* 0.11*
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environmental n harming reaction normal reaction functional reaction
sector
general psychiatry 288 0.01° – 0.01° – 0.13*
psychiatric hospitals 242 – 0.14* – 0.04* 0.19*°

for children 
psycho geriatrics 88 0.35*° 0.45*° – 0.08°

setting
admission 180 0.03 – 0.08 0.01
short stay 245 – 0.16* – 0.03 0.11*
long stay 148 0.19 0.16 – 0.15*

restraining interventions
yes 509 0.05* 0.00 0.03
no 84 – 0.35* – 0.02 0.04

*and °post hoc Mann-Whitney test (p < .02) 

Harming reaction
Factor scores of respondents differed significantly depending on the
kind of sector and type of setting they worked in, and whether restrai-
ning interventions were used or not. More nurses from the sector psy-
chogeriatric hospitals evaluated aggression as a harming reaction
than their colleagues from adult and child psychiatry, (z value – 3.05,
p <.01; z value – 4.29, p < 0.01, respectively). The same applied to nur-
ses from long-stay wards compared to those working on short-stay
wards; those working on long-stay wards agreed more with this attitu-
de than the respondents from short-stay settings, (z value – 3.62, p <
0.01). 
Nurses reporting the administration of restraining interventions on
their wards agreed more with this attitude towards aggression than
those employed in wards where no seclusion or fixation took place 
(z value – 3.72, p < 0.01). 

Normal reaction
Male and female nurses differed significantly in their opinion as to
what the attitude towards a normal human reaction was. Compared
to their male colleagues, female nurses agreed less with this attitude
(z value – 3.70, p < 0.01) and only nurses working daytime shifts
agreed more with aggression as a normal reaction than nurses wor-
king on all types of shifts (z value – 2.83, p < 0.01). 
Nurses working in hospitals for the demented elderly were more posi-
tive about aggression as a normal behaviour than the respondents
from the adult and child psychiatric hospitals (z value – 4.68, p < 0.01;
z value – 4.58, p < 0.01 respectively).
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Functional reaction
Female nurses were more positive than their male counterparts about
statements related to aggression as a functional reaction (z value 
– 3.26, p < 0.01). The most experienced nurses, those with more than
11 years of experience, agreed less often that aggression was ‘functio-
nal behaviour’ than the beginners and nurses with 6-10 years of expe-
rience (z value – 2.63, p < 0.01; z value 3.0, p < 0.01 respectively).
Respondents working on all shifts were more positive than those wor-
king on day and evening shifts were about aggression as functional
behaviour (z value – 3.0, p < 0.01). Respondents from psychiatric hospi-
tals for children were more positive about aggression as a functional
reaction than respondents from adult psychiatry (z value – 4.51, p <
0.01) and nurses working with the demented elderly (z value – 2.73, p
<0.01). The favourable attitude towards aggression as a functional
reaction also applied to respondents from short-stay wards compared
to those working on long-stay wards (z value – 2.84, p < 0.01). 

4.3.3 Predictors of the type of attitude
A multiple regression test was performed to test which of the perso-
nal and environmental characteristics was most predictive of respon-
dents’ attitude towards aggression. Because the variables ‘years of
working experience’, ‘setting and sector working in’ and ‘type of shift’
were not continuous variables, dummies of these variables were made
to perform the regression analysis. 

With respect to the regression analysis of the ‘harming reaction’ 
(n = 555), the reference group consisted of respondents from general
psychiatry, working on short-stay wards, making use of restraining
interventions. Respondents who did not restrain patients perceived
aggression as less harming than those in the reference group 
(c2= - 0.29, t-value -2.36, p =.02). Respondents working with psychogeri-
atric patients were more supportive of the harming attitude towards
aggression than those in the reference group (c2= 0.28, t-value 2.16, 
p =.03). The r2 of this model was 0.05.

The reference groups for the analysis of the 'normal reaction’ were
the female nurses, and respondents working in adult psychiatry on
day/evening/night shifts. In the analysis of the total sample of respon-
dents (n = 588), being a male respondent (c2= 0.35, t-value 4.19, p <.01)
or working with psychogeriatric patients (c2= 0.62, t-value 4.95, p <.01)
were strong predictors of the attitude that aggression was a ‘normal
reaction’, meaning they approved more than the reference groups of
this dimension of aggression. The r2 of this model was 0.07.

Female respondents working on short-stay wards with more than 10
years experience in adult psychiatry and working on day, evening and
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night shifts were the reference group for the regression analysis of
the ‘functional reaction’ (n = 546). Being a male nurse (c2= –.21, 
t-value – 2.30, p = .02) or working in psychiatric hospitals for children
(c2= .32, t-value 3.26, p = .01) or working on day and evening shifts 
(c2= –.19, t-value –2.09, p = .04) were found to be the strongest predic-
tors for the scores on this attitude towards aggression. The r2 of this
last model was 0.06. Male respondents agreed less often than those in
the reference group (females) with this dimension, and respondents
working with children or adolescents with psychiatric problems iden-
tified themselves more often with aggression being a ‘functional reac-
tion’. Respondents who worked on day and evening shifts agreed less
often with those in the reference group that aggression was a functio-
nal reaction.

4.4 Discussion

In this study a measure to assess attitudes towards  patient aggression
of health professionals in psychiatry was introduced. Explorative fac-
tor analysis was used as a method to identify the different types of
attitudes since the confirmative alternative was not appropriate in
the inductive phase of conceptualization and operationalization of
theoretically unknown types of attitudes towards  aggression. The
interpretation and labeling of the factors (the domains of attitude
towards  aggression) was not guided by theories on the etiology or on
the socio-cultural meaning health professional attribute to particular
modes of aggression. The interpretation of the underlying, latent con-
structs was the result of both a ‘scree plot’ indicating the 3 factors in
the data and a semantic analysis of the items’ correlations with a par-
ticular factor. This theory-free approach for the identification of the
factors was inevitable as there are no theories available on the attitu-
des of health professionals towards  aggression. In the current study
the ‘theory’ was established on the meaning health professionals in
psychiatry attribute to aggressive behaviour of patients. Consequently,
in case this study would have been replicated by other researchers
and their factor analysis revealed an identical three-factor solution as
found in this study, they might have labeled these factors with diffe-
rent constructs. This seems to be a weakness, but the items’ loadings
on each factor, demonstrate that they tap information on aspects
belonging to a particular dimension of an attitude towards aggressi-
on.

Bearing this in mind, the findings of this study indicate that there
are three domains of attitudes towards aggression: the harming, the
normal, and the functional evaluation of the behaviour.
These attitudes were constructed by labeling three groups of state-
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ments taken mainly from the interviews with psychiatric nurses
(Finnema et al., 1994), together with some definitions of aggression
found in the literature. The labels to denote the three types of attitu-
des were chosen in such a way that they would cover the underlying
items best from a semantic point of view rather than from a theoreti-
cal perspective. In the literature, typologies of aggression are mentio-
ned that match the labels developed in this study to a certain extent.
Affective aggression is behaviour aimed primarily at injuring the pro-
voking person, and it is accompanied by strong negative emotional
states. This type of aggression comes close to what we called ‘the har-
ming reaction’. What we labelled the functional reaction could be
rephrased instrumental aggression, meaning a person is aggressive
not in order to hurt another person but simply as a means to some
other end. What we called the normal reaction could be compared to
what is called reactive aggression, i.e. reactive in the sense that it is
enacted in response to provocation such as an attack or an insult
(Geen, 2001). To make a better fit with the qualitative nature of the
statements, we have decided to use the labels developed in this study.
Whichever label one prefers to choose, ‘normal’ or ‘reactive’, respon-
dents appraised aggression not only as affective or instrumental
aggressive behaviour with the intent to harm. 
This result is important given the assumption made by Fishbein and
Ajzen (1975) that attitude influences one’s behaviour i.e. the manage-
ment of aggression. As a consequence, it might be assumed that the
nurses’ approach to stopping patient aggression is a function of the
nurses’ attitude. Broers and De Lange (1997) found that the harming
attitude of aggression is usually associated with a restrictive way of
managing the behaviour with the intention of protecting the patient
from damaging himself or others. It may be that respondents who
reported that seclusion and fixation were practised on their wards
were exposed to physically violent patients more frequently than
those who reported that these kind of restrictive interventions were
not practised. This could explain the finding in this study that the
more often nurses used restraining interventions, the more often they
evaluated aggression as harmful. On the other hand, the normal and
functional attitudes were related to a more permissive strategy for
managing aggression (Broers and De Lange, 1997). This could explain
why an underestimate of the true prevalence of aggressive incidents
is mentioned in many studies, since aggressive incidents perceived as
normal or functional behaviour are not likely to be reported by nur-
ses.
Significant differences were found between the mean factor scores of
male and female nurses about the attitude towards aggression corres-
ponding with the normal reaction. More male nurses than their fema-
le colleagues considered aggression to be a normal reaction. This is
consistent with the findings of other studies which concluded that
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aggression is considered as inappropriate by females more often than
males (Frodi et al., 1977). However, female nurses approved of the func-
tionality (instrumentality) of aggressive behaviour more than the
males. This finding is inconsistent with previous literature in which it
was suggested that men, more than women, represent their aggressi-
on as an instrumental act aimed at taking control over others, where-
as women, more than men, represent aggression as the result of a
temporary loss of control over themselves (Campbell and Muncer,
1987).  
It was found that nurses from psychogeriatric hospitals approved
more often of the harming and normal reaction than the respondents
from the other two sectors. These results seem to contradict each
other but may be due to the fact that psychogeriatric patients differ
from the psychiatric population since respondents, on the one hand,
refer to aggressive behaviour of the frail and elderly (normal reacti-
on). On the other hand, they may also be confronted with physical
aggression in the psychogeriatric population which is tagged as the
harming reaction. 
The study showed that the most experienced nurses supported the
attitude of aggression as a functional reaction less often than novice
nurses. If the position is taken that the functional attitude is the
expression of a positive perspective about the phenomenon of aggres-
sion, nurses with the most years of experience are more likely to be
disappointed about this view than the novices. Nurses from the child
psychiatric hospitals had a stronger attitude towards aggression func-
tionality than the respondents working in nursing homes for demen-
ted elderly and adult psychiatric hospitals. This finding could be rela-
ted to the patients nurses cared for in these settings: young children
and adolescents. Aggression in this patient population, more than
with the adult psychiatric patients and the demented persons, is an
expression of showing anger to reach some goal. This finding could be
explained by what is known from literature about the way children
express their anger. According to Crick and Dodge (1994), children
lack the cognitive maturity and communication skills to solve social
problems and express needs more competently.
The factorial structure of the atas is a three component scale. It is to
be used on a group level within inpatient psychiatric settings. This
scale offers ward managers, where nurses and other professionals
have to deal with aggression, the possibility to monitor and evaluate
the attitude they have towards aggressive behaviour. The strongest
attitude towards aggression, measured on a ward with the atas,
should be a reflection of the type of aggression most prevalent on the
ward. If patients are frequently physically violent, this should be
reflected by the attitude that aggression is 'harming'. If not, this fin-
ding should be an issue for the team to discuss.

81 psychiatric nurses’ attitudes – preliminary report

AggressionInHealthCare  03-11-2005  10:49  Page 81



4.4.1 Study limitations
The proposed scale needs further psychometric testing. The internal
validity of all three scales may be evaluated as sufficient; however,
more studies with data from larger samples should be carried out to
determine whether the factor solution will stay stable under different
conditions. The reliability of the instrument should also be tested in
future studies. Another limitation of this study relates to the survey
sample design. A survey with closed items reveals no information
about contextual factors that may influence respondents' attitudes at
the time of completing the questionnaire. The personal and environ-
mental variables in this study explained only about one third of the
variance. Additional information is required to get a better understan-
ding of the variables that constituted the makeup of the attitude.
Information on the past and recent experiences of respondents with
aggression, as a point of reference for respondents to complete the
items in the questionnaire, should be included in future studies. More
information from the interactional point of view is likewise also need-
ed. The use of the atas in combination with the Ward Atmosphere
Scale (Moos, 1974; Rossberg and Friis, 2003) may serve this purpose.
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Chapter 5
An International Comparative Study
on the Reliability and Validity of the
Attitudes towards Aggression Scale 

G.J. Jansen. B. Middel, Th.W.N. Dassen (2005)
International Journal of Nursing Studies 42, 467-477

Abstract

One of the factors known to be associated with the management of
patient aggression is the attitude of staff members towards the
aggressive behaviour of patients. The construct validity of an instru-
ment measuring the attitudes of staff towards inpatient aggression in
psychiatry was evaluated in this international multi-centre study.
Factor analysis and simultaneous component analysis were performed
with data from a convenience sample of 1769 psychiatric nurses wor-
king in psychiatric hospitals and student nurses from nursing
schools. The samples were recruited by fellow researchers in their
home country. The original 32-item version (poas) was reduced to 18
items comprising five attitude scales with solid psychometric proper-
ties. The types of attitudes were labelled offensive, communicative,
destructive, protective and intrusive. The format of the correlations
between the types of attitudes suggested the existence of two basic
underlying divergent domains in the scale. The ‘communication’ and
‘protection’ scale components on the one hand,and the ‘offence’,
‘destruction’ and ‘intrusion’ components on the other. The five types
of attitude proved to be invariant across samples from five European
countries. The Aggression Scale (atas) is a reliable and valid measure
that will enable researchers to perform international comparative
research on attitudes and aggression. 

Keywords: Attitudes; Staff; Inpatient aggression; Psychiatry; Instrument 
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5.1 Introduction 

In order to develop models for the management of aggression it is
important to know the significant domains in the attitudes of health
professionals towards aggressive patients. In the reasoned action
model, the attitude towards an object (person,events) is a predictor of
behaviour (Fishbein and Ajzen, 1975). In the context of aggression,the
aggressive patient must be considered as the object and the manage-
ment of aggression by staff members as the behaviour to be predicted
on the basis of the type of attitude. 
Several studies were performed to clarify the perception of aggression
in samples of nurses working in general hospitals (Zernike and
Sharpe, 1998; Farrell, 1997, 1999) and in psychiatric hospitals (Lanza,
1983; Morrison, 1993; Wynn and Bratlid, 1998). These studies tend to
focus on the opinions nurses have about aggression-related issues,
such as the causes of aggression,its various manifestations, characte-
ristics of the perpetrators, severity of the injuries sustained and the
management of aggression, rather than on attitudes towards aggressi-
on (Jansen et al., 2004). Attitudes in contrast to opinions are always
evaluative by nature, in that they relate to feelings towards an object
in terms of a person’s favourable or unfavourable evaluation (Fishbein
and Ajzen, 1975). Studies that focus on the attitudes of staff towards
patient aggression in admission wards are predominantly concerned
with the issues of patient responsibility for behaviour and staff safety
(Poster and Ryan, 1989; Collins, 1994). Bowers (2002) studied the attitu-
des of nurses towards patients with a specific psychiatric diagnosis,
namely patients with personality disorders. This study concludes that
although a majority of the sample had been attacked or seriously
threatened, there was no significant correlation between being con-
fronted with patient aggression and an overall negative attitude
towards patients with personality disorders. 
The perception of aggression among nurses was studied with the
Perception of Aggression Scale (poas) in a number of the studies cited
below. The concept of ‘perception’ is in conflict with operationalizati-
on in the poas scale due to the evaluative character of the scale’s
items. Therefore,the concept of ‘attitude’ has now entered use, deri-
ved from the widely applied model of reasoned action (Fishbein and
Ajzen, 1975), which resulted in the relabelling of the poas as the
‘Attitude Towards Aggression Scale’ (atas), reflecting what it really
purports to measure. 
One of these ‘poas’ studies includes a Dutch sample of 618 nurses
from psychiatric hospitals, psychiatric hospitals for children and res-
pondents from psychogeriatric nursing homes,where three domains
(scales) were identified by factor analysis (oblique rotation), reducing
the original 60-item version of the scale to 37 items. 
The original 60-item questionnaire was a self-administered question-
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naire consisting of demographic data and 60 statements about aggres-
sion. The statements were listed in random order, that is,without any
theoretical structure. Of these 60 statements, 46 were selected from a
qualitative study on the definition of aggression by psychiatric nurses
(Finnema et al., 1994). The other 14 statements were added from revie-
wed literature. Every statement was given a Likert-type scale ranging
from strongly agree (value five), to strongly disagree (value one). 
The three dimensions found were that nurses experienced patient
aggression as: 1 a harming reaction, 17 items,alpha .87, 2 a normal
reaction,12 items,alpha .82 and 3 a functional reaction,three items
alpha .50 (Jansen et al., 2004). The harming reaction represented the
violent and intrusive physical dimension of the concept,which was
evaluated as an unacceptable manifestation of aggression. Aggression
as a basic human feeling and behaviour is reflected in the attitude
towards aggression as a normal reaction. The third attitude was called
functional because the items in the scale described aggression as a
feeling expressed by patients to meet a particular need. 
In an international pilot study with a sample of four European coun-
tries (n = 366), 32 items were found to be identical throughout the
countries (Jansen and Mamier, 2000). Abderhalden (2002) tested this
32-item version on a sample of nurses working in the inpatient psychi-
atric departments of German-speaking hospitals in Switzerland. In
this study, two components were identified: factor 1: aggression as a
functional and comprehensible phenomenon (11 items, alpha .80),
and factor 2 aggression as a dysfunctional,undesirable behaviour (19
items, alpha,.88). Needham et al. (2004) developed a shortened version
of the 32-item scale with the same two-component structure (factor 1:
alpha .67, six items, factor 2: alpha .69 six items). On the item level
test-retest correlation, coefficients varied from .26 to .70. 
Psychometric properties of five questionnaires/instruments were
found in the literature: 
1 The Attitudes Towards Physical Assault Questionnaire (Poster and 

Ryan, 1989) is a self-report questionnaire consisting of 31 state
ments on a fivepoint Likert scale (strongly disagree-strongly agree) 
focussing on four areas: beliefs and concerns of staff about safety, 
staff competence and performance, legal issues and patient respon-
sibility for behaviour. The Attitudes Towards Physical Assault 
Questionnaire by Poster and Ryan was tested on reliability (test-
retest, r = .69) and content validity by a literature review and a 
panel of nurse experts.

2 The Management of Aggression and Violence Attitude Scale (mavas) 
was developed by Duxbury (2002). This scale had four subscales, 
three reflecting explanatory models for aggression (situational, 
external, and internal) and one reflecting views about management 
approaches. The reliability of the mavas was .89 and the item loa-
ding on the four subscales was ≥ .80. 
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3 The instrument items used by O’Connell (O’Connell et al., 2000) had 
a high reliability with correlations between .7 and 1.0 and was deve-
loped from literature and based on expert opinion. The test-retest 
reliability of the items in the questionnaire used by Collins was .972 
(Collins, 1994).

4 The Violence Scale was tested on reliability (Cronbach’s a .68–.91) 
and interrater reliability (Cohen’s Kappa 87%). The construct validi-
ty was examined by factor analysis. The factors extracted explained 
70% of the variance. 

5 The construct validity of the poas was examined in two studies 
(Jansen et al., 1997; Abderhalden et al., 2002). In the first study,three 
scales were constructed. The items of the scales had factor loadings 
≥ .30 and a reliability ranging from .70-.89. In the latter study, a 
two-factor solution was extracted, with item factor loadings ≥ .35 
and reliability coefficients of .80 and .88. 

In conclusion, research on staff attitudes towards aggression is main-
ly focussed on cognitions of staff about patient aggression related
issues and only a few studies address the attitude component in the
sense of an evaluation of the aggressive behaviour. Some studies
investigate attitudes towards aggression, but these studies are hampe-
red by the lack of valid and reliable instruments. Consequently, the
aim of this international study was to evaluate the stability or invari-
ance of the components (domains) of the atas across five European
countries. A standardized instrument to measure attitudes towards
inpatient aggression in psychiatry would enable the comparison of
attitudes between countries. Accordingly, the 32-item version of atas

was given to nurses in Germany, Switzerland, uk, the Republic of
Ireland, Norway and China. 
The research question addressed in this study was as follows. To what
extent does the construct validity and the reliability of the 32-item
scale for the measurement of attitudes towards inpatient aggression
in psychiatry vary in five European countries? 

5.2 Method 

5.2.1 Data collection procedure 
Data were collected in collaboration with the participating members
of the European Violence in Psychiatry Research Group in their home
countries. Each member used his/her own professional network to
recruit participants for the present study. The way the samples were
accessed varied from country to country, depending on the type of
network of the member. This could be a group of nurses working on
the wards in a psychiatric hospital the member of the group was
employed at, or a sample of nurses the member had a teaching relati-
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on with. In another situation the member of the group used the
research network of his organisation. The European Violence in
Psychiatry Research Group (eviprg) promotes the sharing of expertise
and knowledge between researchers studying psychiatry. Each mem-
ber nation is represented by experts in research, education, psychia-
try, psychiatric nursing, psychology, sociology and trainers specialised
in the management of violence. The group has gained wide experien-
ce in the translation and cross-cultural analysis of survey instruments.
Members of the group have good access to their local hospitals and
work areas and utilise appropriate occasions to approach large groups
of nurses to participate in this study. 

5.2.2 Translation procedure 
The questionnaire consisted of 32 statements that nurses could
appraise as relevant definitions of aggression. The response options
varied from ‘totally agree’ with the statement (value 5) to ‘totally disa-
gree’ (value 1). The translation of the 32-item Dutch version of atas

into German, English, Norwegian and Chinese sought equal familiari-
ty and colloquialness in both source and target languages (Chapman
and Carter, 1979). The most common and recommended procedure
for verifying the translation of an instrument is back translation
(Jones, 1987). The initial forward and back translation (Dutch-English-
Dutch) was carried out by the author and revised by the City
University of London. The clarity of each item of the English version
was discussed with some native Dutch and Englishspeaking members
of the eviprg. 
Some item descriptions were modified to attain a greater degree of
familiarity in both countries. The final English translation was develo-
ped following this translation protocol,which served as the source
document for the Norwegian, Chinese and German versions; the
German version was also used in the participating German-speaking
regions of Switzerland. 

5.2.3 Sample 
The sample was composed of nurses working in psychiatric hospitals
and student nurses from seven countries: Germany (n = 253), 
uk (n = 154), Republic of Ireland (n = 41), The Netherlands (n = 566),
Switzerland (n = 725), Norway (n = 104) and China (n = 103). 

5.2.4 Statistical methods 
The factor analysis (principal component analysis (pca), Oblimin rota-
ted) was used to examine the factor structure of atas. A scree plot was
used to determine the principal components for retention. Although
a three-factor solution was known from an earlier atas study,an
explorative rather than a confirmative approach was preferred. Items
with a factor loading lower than .50 were assumed to have no associa-
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tion with the underlying construct and were eliminated from further
analysis. Simultaneous component analysis (sca) was used to examine
the hypothesis that atas has identical dimensions across the samples
from five different countries. In sca, a component is defined as a vari-
able that is constructed as a weighted sum of the original variables.
Furthermore, a loading is defined as the correlation between a varia-
ble and a component. It should be noted that the term loading does
not refer to an element of the pattern matrix (Kiers, 1990). By compa-
ring the results of the sca analysis with the results of a pca, it was
possible to check whether a certain component structure was stable
over several samples (e.g. countries). In pca, the optimal variable struc-
ture was assessed for all samples separately, whereas in sca this struc-
ture is estimated simultaneously for all samples. As a result, pca

accounts for the maximum amount of variance,while sca tests com-
ponent weights in such a way that the components optimally summa-
rise the variables in all populations simultaneously (Kiers, 1990). By
comparing the amount of variance explained by pca and sca, an indi-
cation can be obtained of whether or not the components are invari-
ant across the subsamples (countries). If the explained variance of the
separate pcas is much larger than the explained variance found by
sca, the idea of common components has to be reconsidered.
Finally,the reliability coefficients (Cronbach’s a) were computed for
all components of atas in every sample (country) and in the combined
sample of all countries. The last step in the analysis was to examine
the intercorrelations between atas subscales for each country and for
the merged sample of all countries. After construction of the
scales,missing data on a particular item of a scale were replaced by
the mean score of the respondent on the remaining items of the scale
in question. The coefficient alpha in connection with the number of
items included in the scales was used as the criterion for the number
of missing data that were allowed to be replaced (Sonderen, 2000). To
illustrate the principle consider the following: when e.g. the number
of items in the scale is seven and alpha is at least .87, it is allowed to
replace the missing scores of no more than two items within that
scale by the mean the same respondent scored on the remaining five
items of that particular scale. When the scale has a length of 20 items
and the alpha is at least .93, then a maximum of eight missing items
can be replaced. In order to investigate the invariance of atas compo-
nents across the participating countries’ samples, items were selected
according to the following criteria: 
1 Items should correlate sufficiently (factor loading > .50) with the 

expected factor in the data from each country using the 32-item 
version of atas. A factor is a group of linear combinations of items 
all indicating the same underlying construct. If an item had a fac-
tor loading < .50, the linear relation of the item with the construct 
(factor) was considered to be too weak, meaning,less than 25% of 
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the variance in the scores on the item was explained by the factor. 
In general, a factor loading .30 is considered to be sufficient for its 
contribution to a factor (Nunnally and Bernstein, 1994). 

2 Items with dual factor loadings in one of the countries on more 
than one atas dimension were eliminated. If an item loaded incon-
sistently across the countries on the factor it belonged to, this was 
considered to be a violation of the assumption that the item exclu-
sively contributed to the assessment of a particular factor or dimen-
sion. 

3 The number of observations had to meet the criteria required by 
Principal Component factor Analysis and sca. As a rule of thumb 
the minimal number of observations required is 10 times the num-
ber of variables (items). In this study that would be 10 x 32 = 320 
observations (Nunnally and Bernstein, 1994). If the number of obser-
vations is too small this could result in an unstable factor solution 
due to chance. 

4 Compared to the results from the pca, items had to correlate identi-
cally with the factor in the sca. Differences in the correlation 
matrix of an item with a factor between the pca and sca would 
indicate instability of the item over several countries. If so, the item 
was removed since the goal of the study was to develop an instru-
ment for international research. 

5 Items with inconsistent pca loadings on the expected factor (in the 
comparison of the factor solution across the countries examined) 
were removed if a factor loading was < .50 on the target factor in 
more than one country. The aim of the study was to develop a valid 
instrument for the assessment of the attitude towards aggression. 
For this reason it is vital that there is a consistent correlation pat-
tern between the item and the target factor in all samples (coun-
tries) examined. The pattern of item loadings should be indepen-
dent of the country (i.e. the cultural impact). The ‘consistency crite-
rion’ that the size of an item loading should not deviate substantial-
ly from .50 in more than one country, was formulated by the resear-
chers themselves. 

5.3 Results 

The results of the component analysis (pca) of the data of the five
countries in turn will be presented in this section, then the pca

results will be combined with the sca data. Unfortunately, the
Chinese and Irish data were not suitable for analysis as the distributi-
ons of scores were skewed and the correlation coefficients of the
items belonging to the domains were extremely low compared to the
other samples. Further analysis showed that the factor structure in
the Chinese data was substantially different compared to the other
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samples in the study. Using the Chinese data would have led to inva-
lid results. Translation bias seems to be the source of unreliable and
invalid measures of the constructs. Since the translation problems did
not apply to the Irish data set, the non-fit between the items in this
data set and the domains has to be attributed to sampling bias. 
From the original 32-item set, 15 items were removed according to the
criteria described below:  
• One item was removed because the loading deviated in more than 

one country from the expected factor. 
• Twelve items were removed either because they had a factor loading 

< .50 or they had a factor loading > .50 but were correlated inconsis-
tently (with a varying combination of items) with the expected fac-
tor in the Dutch reference sample as well as in the sample concer-
ned.

• One item was removed in the sca as it only correlated with the 
expected factor in the Dutch sample and in the simultaneous com-
parison with the Swiss and German samples.

For the final versions of the atas in English, Dutch and Norwegian,
see appendix 2.

5.3.1 The invariance of component structure 
It was hypothesised that the components or subscales were invariant
across the five countries. This hypothesis was a necessary condition in
obtaining evidence to answer the question of whether atas is a suita-
ble instrument for international comparative research. Furthermore,
the decision to test the stability of five components (domains) was pri-
marily based on the factors found in the Dutch sample in which the
atas was initially developed. As a result of the pca, five components
were identified and were labelled as (table 1): 
1 Offensive, in the sense of insulting, hurtful, unpleasant and unac-

ceptable behaviour including verbal aggression. 
2 Communicative, in the sense of a signal resulting from the patient’s

powerlessness aimed at enhancing the therapeutic relationship.
3 Destructive, a component indicating the threat of or an actual act 

of physical harm or violence. 
4 Protective, indicating the shielding or defending of physical and 

emotional space. 
5 Intrusive, expressing the intention to damage or injure others. 

After identification of the items that correspond to the scales both by
pca and sca, the item loadings were checked for incorrect or suspect
items by country. An item was regarded as ‘incorrect’ if the highest
loading was not on the intended component but on another, uninten-
ded component. An item was described as ‘suspect’ when it loaded on
the intended component but also relatively highly on another, unin-
tended component. 
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table 1 also shows the loading range of the scale components (item
scale correlations) for the 18 items in atas for all five countries. 
The component structure of the five atas components was found to
be identical in all countries. The lowest factor loading was .53 (item
35) on the ‘offensive scale’ and the highest loading found was .89
(item 7) on the ‘communication scale’. 

5.3.2 Reliability, means and standard deviations 
table 2 shows the reliability coefficients (Cronbach’s a) for the five
subscales. As explained in the method section,missing data on a parti-
cular item of a scale were replaced by the mean score of the respon-
dent on the remaining items of the scale in question. The coefficient
alpha in connection with the number of items included in the scales
was used as the criterion for the number of missing data that were
allowed to be replaced (Sonderen, 2000). 
Since the ‘protective’ scale consisted of only two items, the alpha is in
fact the Pearson correlation coefficient of the scores on the two items.
The highest coefficient was found for the ‘offensive’ scale (.87 in
Germany) with a maximum of seven items. The lowest mean inter-
item correlation found was for the ‘destruction’ scale in The
Netherlands and the ‘intrusiveness’ scale in the Swiss sample (.33). 

5.3.3 Inter-component analysis 
The scale component analysis provided evidence of the multi-dimensi-
onality of atas. 
The Pearson correlation coefficients between the components were
calculated using summated respondent scores on the individual scale
components (table 3). 
A strong correlation was found between the ‘offensive’ (1) and the
‘intrusive’ (5) dimensions (r = .55) in each of the five countries inclu-
ded in the analysis. This means that approximately 30% of the varian-
ce in the ‘offensive’ scale scores was linearly explained by the varian-
ce in the ‘intrusive’ scale scores. Furthermore, a moderate percentage
of explained variance was found between the ‘destructive’ (3) and the
‘offensive’ (1) components (R2 = .15). With the exception of the
Norwegian sample (R2 = .01),a moderately strong linear association
was found between the ‘destructive’ (3) component of the atas and
the ‘intrusive’ (5) component (R2 = .17). A moderately strong correlati-
on was also found between the ‘communicative’ (2) and ‘protective’ (4)
components (R2 = .12). Negative correlations were found between the
‘offensive’ (1) and ‘communicative’ (2) dimensions but also between
the ‘offensive (1) and the ‘protective’ (4) components. 
table 4 presents the explained variance percentages for the five sca

and pca components. 
The total variances accounted for by sca (60.2%) and by the separate
pcas per country was small (The Netherlands 59.6%, Germany 62.7%,
Switzerland 59.4% and Norway 62.9%). 
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This result indicated that the common components produced by sca

fitted the data almost as well as the components of the separate pcas.
Therefore, the same linear combinations (components) of the varia-
bles can be used to describe the data in all subsamples. Furthermore,
the sca solution with the five original subscales (the intended subsca-
les) as components explained 59.69% of the total variance (the non-

table 2 internal consistency (cronbach’s a),inter-item correlations, means 
and standard deviations of the atas with 5 subscales

Scale component Offensive Communicative Destructive Protective Intrusive
Number of scale items (7 items) (3 items) (3 items) (2 items) (3 items)
Scale scoring range 7–35 3–15 3–15 2–10 3–15
The Netherlands (n = 571)
Cronbach’s a .83 1 .63 .60 .63 .62
Mean inter-item corr. .42 .36 .33 .46 .35
Mean 18.23 8.70 8.93 6.30 7.4
SD 4.99 2.07 2.46 1.72 2.14
Germany (n = 252)
Cronbach’s a .87 .63 .70 .65 .66
Mean inter-item corr. .50 .37 .44 .48 .39
Mean 18.54 8.44 11.57 6.44 8.67
SD 6.13 2.46 2.31 1.88 2.64
England (n = 123)
Cronbach’s a .82 .65 .67 .60 .67
Inter-item corr. .40 .38 .40 .43 .40
Mean 23.26 8.50 11.28 5.54 9.39
SD 5.86 2.60 2.67 1.96 2.56
Switzerland (n = 730)
Cronbach’s a .86 .61 .68 .62 .60
Mean inter-item corr. .48 .34 .41 .45 .33
Mean 18.10 8.96 10.59 6.65 7.82
SD 5.93 2.31 2.65 1.73 2.48
Norway (n = 93)
Cronbach’s a .84 .60 .80 .62 .65
Mean inter-item corr. .43 .34 .57 .45 .38
Mean 21.06 8.97 11.75 7.29 9.14
SD 5.75 2.07 2.60 1.54 2.30
Combined data of all countries (n = 1769)
Cronbach’s a .86 .62 .69 .62 .65
Mean inter-item corr. .46 .35 .42 .45 .38
Mean 18.72 8.77 10.30 6.46 7.90
SD 5.82 2.27 2.74 1.79 2.50

1 Within this scale 1 missing item was replaced according to the van Sonderen (2000) principle.

table 3 the scale (components) correlations of the atas in the netherlands,
switzerland, england, germany and norway

The Netherlands I II III IV V
I Offensive  – .29 .39 – .20 .55
II Communicative – .05 .35  – .07
III Destructive – .03 .41
IV Protective  – .03
V Intrusive
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optimal, simple weight method). The optimal weight solution explai-
ned only 0.5% more (60.2%, table 4).
In general, it can be concluded from table 5 that the rotated sca

weights matched the item solution found by the pca perfectly. A more
detailed inspection of the item weights revealed that some items also
loaded on scales other than the intended ones. Item 9, ‘aggression is
destructive behaviour and therefore unwanted,’ not only loaded on
the intended ‘offensive’ attitude but also on the ‘destructive’ compo-
nent of the scale (.13). Item 35, ‘aggression is an example of a 

table 4 percentages of explained variance from sca and pca analyses 
in samples from the 5 countries

Components SCA PCA
Netherlands Germany Switzerland England Norway

I Offensive 28.2 26.3 30.6 30.3 28.7 25.8
II Communicative 40.7 39.1 42.8 40.8 42.9 39.9
III Destructive 49.0 46.0 51.2 48.3 50.6 50.7
IV Protective 55.0 52.3 57.8 54.1 56.9 57.3
V Intrusive 60.2 59.6 62.7 59.4 62.5 62.9

table 5 the rotated weights matrix yielded by sca common to the 5 countries

fact i fact ii fact iii fact iv fact v
fact i  offensive
Item 9 unwanted .34  .00 .13 .02  .05
Item 20 unnecessary .40  .01 .00  .12 .01
Item 28 repulsive .37 .01 .00  .03 .02
Item 35 non-cooperative .26 .13  .01 .01 .19
Item 37 poisons atmosphere .32  .05  .04 .11 .09
Item 39 negative .48 .01  .08 .03  .06
Item 57 not tolerable  .42  .05 .01 .01  .08

fact ii  communicative
Item 13 new possibilities .03 .64 .04  .05  .13
Item 30 another point of view .02 .60  .01  .04 .10
Item 44 positive relationship  .03 .46  .05 .15  .02

fact iii  destructive
Item 2 physical harm .04 .01 .61  .02  .02
Item 7 violent to others / self .03  .02 .61 .03  .04
Item 12 physical violence .00 .02 .47 .02 .10

fact iv  protective
Item 38 protect .03  .00 .01 .71  .05
Item 42 territory  .02 .02 .01 .66 .04

fact v  intrusive
Item 17 non-adaptive .00  .04  .02 .02 .56
Item 18 expressed deliberately .04 .06  .01  .08 .48
Item 19 impulse to interfere  .02  .05 .04 .04 .60

AggressionInHealthCare  03-11-2005  10:49  Page 101



non-cooperative attitude’ had a loading of .26 on the intended ‘offen-
sive’attitude,but also moderately strong loadings on the ‘communica-
tive’ and the ‘intrusive’ attitudes (.13 and .19, respectively). Finally,
item 13, ‘aggression offers new possibilities in nursing care’, part of
the ‘communicative’ component, had a logical negative loading on
the ‘intrusive’ attitude (.13).

5.4 Discussion

The aim of this study was to test the invariance of components (con-
struct validity) of an instrument developed to measure staff attitudes
towards inpatient aggression in psychiatric settings. atas’s psychome-
tric properties will now be discussed with respect to this aim.
Five components or factors expressing nurses’ attitude towards
aggression by inpatients in psychiatry could be clearly identified in
all five countries. The minor differences in variances accounted for by
sca and by the separate pcas per country imply that the same linear
combination of variables could be used in all populations to describe
the data adequately (Kiers, 1990). The intended five-component struc-
ture of atas accounted for only .5% less variance than the optimal
weights solution. This result is supported by the fact that not a single
incorrect item was found in the structure matrix. The internal consis-
tency (Cronbach’s a) of the five subscales was satisfactory. For all
countries together, the reliability coefficients can be considered as
good for the ‘offensive’ scale (.86) and somewhat less good for the
other four scales (about .60). 
The configuration of correlations between the components of atas

found in all five countries suggested the existence of two basic under-
lying divergent domains in the scale. The ‘communication’ and ‘pro-
tection’ scale components on one hand, and the ‘offence’,‘destruction’
and ‘intrusion’ components on other. The domains can be regarded as
divergent because of the negative correlations found between the two
sets. The convergent combination of ‘communication’ and ‘protecti-
on’ can be characterised as positive human energy or behaviour, in
contrast to the attitudes termed as ‘offence’,‘destruction’ and ‘intrusi-
on’, which can be considered to be the violent and negative perspecti-
ves on aggressive behaviour. In the first atas study (Jansen et al., 1997),
three subscales were identified and labelled as the harmful,the func-
tional and the normal attitudes towards aggressive behaviour. The
items on the earlier ‘violence’ scale are now spread out over three
separate scales, differentiating between disapproval of the behaviour
(offensive), a physical act of violence without expressing a value jud-
gement (destructive) and an intent to hurt or dominate others (intru-
sive). The items that made up the ‘normal’ and ‘functional’ scales in
the earlier study were rephrased in this study as the ‘protective’ and
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the ‘communicative’ perspectives on aggression. The two basic, almost
complementary, domains of acceptance and rejection of the behavi-
our were also found in the study by Bowers. In this study a negative
attitude towards patients with personality disorders was found,
though some staff were able to manage the disruptive behaviour in a
positive manner (Bowers, 2002). 
According to one-way analysis of variance, the mean values on all five
scales were significantly different across the five countries. The same
holds true for atas as a whole. Additional research is required to
obtain an understanding of which factors actually account for these
differences. 
The analysis of the data in this study started with 32 items. In this
international study, more components were extracted than when
using the original scale, five this time and three the previous time,
resulting in a reduced number of items for the total scale. The origi-
nal scale had 32 items, which was reduced to 18 items. This result will
make atas easier to administer. Needham (2004) derived a shortened
12-item version from the 32item poas with the basic assumption of a
twodimensional factor structure. Six items of the shortened 12-item
poas were identical to the 18 items that remained in the five compo-
nent atas solution found in this study. Some items in the two-factor
shortened Swiss solution version had poor retest correlation coeffi-
cients. Retest reliability assessment with the atas items should indica-
te atas’s superiority over the two-dimensional poas. The test-retest
reliability of the five atas scales will be evaluated in a follow-up study.
The study had a nonprobability sampling design which can be apprai-
sed as a methodological weakness. Therefore, it might be questionable
whether the sample scores can be treated as country scores that
reflect a representative indicator of the national attitude of psychia-
tric nurses towards inpatient aggression. There was no stratification
on age, sex, nurses’ work environment or on other key characteristics
of the target population. Using a convenience sampling approach, 
overestimation or underestimation of some segments in the populati-
on may have occurred. This weakness may affect the external validity
of the findings. Despite this sampling procedure, identical attitude
components were identified across the country samples involved in
the study with nonstratified nonprobability samples. However, for the
aims of this study,specifically the validation of atas in terms of the
construct validity, the representativeness of the samples is of minor
importance. 
As mentioned in the introduction, there is no instrument available to
measure attitudes towards aggression from an uniform perspective in
the way this instrument does. This instrument does not focus on cog-
nitions nurses or other health care workers may have about aggressi-
on. These cognitions can relate to the nurses’ ideas about the causes,
frequency, nature or the management of aggression. This instrument
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does, however, address another, more fundamental issue, namely that
of the evaluation of the function of aggressive patient behaviour. The
idea that there are different types of aggression expressing different
functions is not new. Various typologies of aggressive behaviour are
described in the literature (Buss, 1961; Geen, 2001). However, the uni-
que approach inherent in this atas study is that some of these diffe-
rent connotations are captured within the instrument. With respect
to this result, it should be noted that the instrument was not develo-
ped from literature, but mainly relied on qualitative statements made
by respondents (Finnema et al., 1994). 
In this study, factor analysis was used as the only method for con-
struct validation. Factor analysis, in effect, constitutes another means
of looking at convergent and discriminant validity of a large set of
measures (Polit and Hungler, 1999). Additional alternative approaches
such as the use of the known group technique or the multi-trait–
multi-method matrix method would have resulted in more informati-
on about the construct validity of atas, but these techniques were not
possible given the uniqueness of the instrument. Nevertheless, this
study offers a valid instrument for international research. The study
population was limited to psychiatric nurses and student nurses.
However, aggression by patients is not a phenomenon exclusive to psy-
chiatric or mental health care. Aggression by patients against staff is
an issue and often a problem in general health care settings as well.
For this reason, we feel that the instrument is useful in a professional
respect,and not merely for nurses but also other professionals who
have to cope with aggression in a mental health care setting. 
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Chapter 6
Cross-cultural Differences 
in Psychiatric Nurses’ Attitudes 
to Inpatient Aggression 

G.J. Jansen, B. Middel, T.W.N. Dassen, S.A. Reijneveld
(in press: Archives of Psychiatric Nursing)

Abstract

Little is currently known about the attitudes of psychiatric nurses
towards patient aggression, particularly from an international per-
spective. Attitudes towards patient aggression of psychiatric nurses
from five European countries were investigated using a recently deve-
loped and tested attitude scale. 
Data were collected from a convenience sample of 1769 student nur-
ses and psychiatric nurses. Regression analysis was performed to iden-
tify personal and professional characteristics of the respondents able
to predict their attitude towards aggression. anova was used to identi-
fy significant differences in attitudes between and among countries.
Attitude was predicted by gender, contractual status (full versus part-
time) and the type of ward on which subjects worked. With one excep-
tion (communicative attitude) attitudes differed across countries.
More research on attitude formation is needed to determine which
factors account for these differences. 

6.1 Introduction

There is an enormous literature on determinants of patient aggressi-
on in psychiatric setting. Generally, these determinants are categori-
zedinto three domains: 1 characteristics of health professional staf
2 patient characteristics, and 3 environmental factors. This paper
addresses just one aspect of health professional staff determinants –
staff attitudes toward aggressive behaviour of patients. Attitudes play
an important role in guiding how we react to the behaviour of other
people. For this reason, it is important to study the attitudes of psy-
chiatric nurses towards patient aggression. The way nurses manage
aggression will be influenced by their attitudes towards the behavi-
our.
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This link between attitude and behaviour is also reflected in Ajzen’s
Theory of Planned Behavior (tpb). Central to the tpb is the conception
of intention. As the principal predictor of behaviour, intention is
regarded as the motivation necessary to engage in a particular behavi-
our: the more one intends to engage in behaviour, the more likely be
its performance. Underlying intentions are attitudes towards the
behaviour, subjective norms and perceived behavioural control.
In the tpb, attitude is a function of the beliefs held about the specific
behaviour, as well as a function of the evaluation of likely outcomes.
Attitude, therefore, may be conceptualized as ‘the amount of affect –
feelings – for or against some object or a person’s favourable or unfa-
vourable evaluation of an object’. The second determinant of intenti-
on subjective norm is defined as perception of general social pressure
from important others to perform or not to perform a given behavi-
our. Perceived control is defined as ‘the perceived ease or difficulty of
performing the behaviour’ and is assumed ‘to reflect past experience
as well as anticipated impediments and obstacles’ (Ajzen, 1988). This
study focusses on the concept of attiudes. Attitude is the tendency to
think, feel, or act positively or negatively towards objects in our envi-
ronment (Eagly & Chaiken, 1998; Ajzen, 2001). Attitudes are derived
from salient behavioural beliefs. Furthermore, attitudes are learned
predispositions to respond in consistently favourable or unfavourable
ways as the result of past experiences. The formation of attitudes is
influenced mainly by the principle of learning, like modelling and
other forms of social learning (Olson & Fazio, 2001). The social lear-
ning theory of Bandura emphasizes the importance of observing and
modeling the behaviors, attitudes, and emotional reactions of others.
Social learning theory explains human behavior in terms of continu-
ous reciprocal interaction between cognitive, behavioural, and envi-
ronmental influences (Bandura, 1977). From this point of view a com-
mon corollary to the hypothesis that attitudes are learned is the idea
that attitudes are environmentally determined.
That is, if attitudes develop through experience, then it seems to fol-
low that attitudes are determined by environmental factors. One
major factor of the environment to affect the formation of attitudes is
the national sociocultural values and beliefs. These assumptions are
reflected by the conceptual model for the study represented in figure 1.

figure 1 conceptual model of the study
between environmental influences and attitude
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The purpose of the present study was primarily to explore the attitu-
des of nurses to patient aggression from a multicultural perspective
within the field of psychiatry. Secondly, the relationship between atti-
tude towards aggression and relevant personal and professional cha-
racteristics of the respondents was investigated. Data were collected
in five European countries.

6.2 Literature review

Attitudes towards aggression
A review of the literature on staff attitudes and patient aggression
revealed that most items in the research instruments dealing with
the topic are related to cognitions of nurses about aggression and not
to attitudes. The cognitions nurses have about patient aggression are
concerned with the extent of exposure to aggression experienced, the
causes and types of aggression, the perpetrators, the management of
aggression and the severity of injuries sustained (4). Most attitudinal
items were found in the Attitudes Toward Patient Physical Assault
Questionnaire (5) and in the Attitudes Toward Aggressive Behaviour
Questionnaire (6). Both instruments focus on identical themes, i.e. the
attitude towards patient responsibility for aggression, staff safety and
competence of staff in managing violent behaviour. Duxbury (7) deve-
loped a tool (Management of Aggression and Violence Attitude Scale,
mavas) to survey the views of both patients and staff concerning the
broader approaches used to manage patient aggression.

International comparative research 
Limited information was found in the literature about staff attitudes
towards patient aggression across countries, or about predictors of
staff attitudes towards aggression. Most studies in the psychiatric
field have national samples and the focus in most of these studies is
on the comparison between the patient and the staff attitudes
towards aggressive incidents (Duxbury, 2002), or on the differences in
attitudes between nurses from different types of wards (Duxbury,
1999; Farrell, 1997; Winstanley & Whittington, 2004), or on the attitu-
des of different clinical disciplines (Farrell, 1999; Nolan, Dalender 
et al., 1999). Available comparative international research focuses on
aggression-related issues other than attitudes, such as the prevalence
of aggression and training programs. One study compared five
European countries: Italy, Norway, the Netherlands, Sweden and the
uk. Large variations were found to exist with respect to the organizati-
on of psychiatric services, the training of psychiatric nurses and the
methods used by nurses to control and contain disturbed patients
(Bowers et al., 1999). In two studies, significant differences were repor-
ted with British nurses experiencing more violence than their
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Swedish counterparts. The support system for British nurses who had
experienced violence appeared to be less well developed than for their
Swedish counterparts (Lawoko et al., 2004).

Determinants of aggression
In contrast to the literature about attitudes, many studies have been
carried out to explore the relationship between the occurrence of
patient aggression and staff, patient and environmental variables.
One of the staff variables is gender. Whether gender is associated with
higher risk of assault is inconclusive. In a study by Carmel and
Hunter, male nursing staff were almost twice as likely as female staff
to be injured and nearly three times as likely to receive containment-
related injuries (Carmel & Hunter, 1989). In contrast, in two other stu-
dies no differences were found between male and female nurses and
their assault rate (Whittington, 1994; Cunningham, Connor, Miller &
Melloni, 2003). In several studies it was found that more inexperien-
ced staff were more likely to be exposed to assaults (Hodgkinson,
et al., 1985; Whittington, et al., 1996; Cunningham et al., 2003).
Studies on the ralationship between time of day an increase in aggres-
sion show that most incidents take place in the daytime, followed by
the evening, with the lowest rate found during the night. Some stu-
dies reported that most assaults occurred during mealtimes and early
in the afternoon (Carmel et al., 1989; Lanza, et. al., 1994; Nijman, et al.,
1995; Vanderslott, 1998; Bradley, et al., 2001). Others found an increa-
sed rate in the morning (Fottrell, 1980; Hodgkinson et al., 1985;
Cooper & Mendonca, 1991; Cohen, 1988).
Environmental factors comprise variables such as the type of ward,
legal status of the patient on admission (voluntarily admitted or not)
and the use of restraining interventions. There is considerable agree-
ment in the literature that ward culture (Katz & Kirkland, 1990) and
wards with less ‘stable’ patients (e.g. admission and locked wards) are
most often the site of violence (Fottrell, 1980; Hodgkinson et al., 1985;
Katz et al., 1990; Nijman, et al., 1997). In several studies it was reported
that patients admitted involuntarily under mental health legislation
were significantly more likely to be engaged in violent acts (James, 
et al., 1990; Powell, et al., 1994; Delaney, et al., 2001; Owen, et al., 1998;
Soliman & Reza, 2001). In some studies it was concluded that attacks
often occurred when nurses were administering medication or lea-
ding or restraining agitated patients (Soloff, 1983; Kalogjera et al.,
1989; Morrison et al., 2002; Wynn, 2003).
The literature reveals that most studies on the determinants of
aggression relate to the occurrence of inpatient aggression in psychia-
tric settings and not to attitudes of staff towards aggression. The cur-
rent study explores whether prevalence-related variables (gender, type
of ward, years of professional experience of the nurses and working
part-time or full-time) are associated with types of attitude towards
aggression as well (figure 1).
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It can be concluded from this review of the literature that the preva-
lence and the determinants of aggression are well studied, but as yet,
little is known about attitudes of nurses towards aggression, certainly
not from an international point of view. For this reason the following
research questions were posed:
1 Which factors are predictors of the type of attitude towards

aggression from a multinational (European) perspective? 
2 Do nurses from different countries have different attitudes towards

aggression?

6.3 Material and Methods

Subjects
The total sample (n = 1963) was composed of nurses working in
psychiatric hospitals and student nurses from 5 countries: Germany
(n = 297), the United Kingdom (n = 153), the Netherlands (n = 618),
Switzerland (n = 791) and Norway (n = 104). 

Measure  
The development of the Attitudes Toward Aggression Scale (atas) has
been described in earlier studies (Jansen, et al., 1997, 2004, 2005). The
atas is an 18-item self-reporting scale for the assessment of attitudes
of staff members towards the inpatient aggression of psychiatric
patients. The atas consists of 18 statements that nurses appraise as
relevant definitions of aggression (see appendix). The response opti-
ons vary from ‘totally agree’ with the statement (value 5) to ‘totally
disagree’ (value 1). The scale can be used in clinical practice on a
group (country) level to monitor the management of aggression by
staff. Staff may include all members of the multidisciplinary team
directly exposed to the disruptive behaviour. The atas comprises 5
types of attitudes, measured by the following subscales: 
1 Offensive attitude: viewing aggression as insulting, hurtful,

unpleasant and unacceptable behaviour including verbal aggression
(7 items) 

2 Communicative attitude: viewing aggression as a signal resulting from
the patient’s powerlessness aimed at enhancing the therapeutic
relationship (3 items) 

3 Destructive attitude: viewing aggression as an indication of the 
threat or actual act of physical harm or violence (3 items)

4 Protective attitude: viewing aggression as the shielding or defending
of physical and emotional space (2 items)

5 Intrusive attitude: viewing aggression as the expression of the
intention to damage or injure others (3 items)
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Since there are no reference scores known with cutoff points, it is
impossible to convert a score into a categorical variable: agreement or
disagreement. A mean score can only be interpreted in relation to the
mean score of another group (country). The higher the score on the
scale, the more it matches with the attitude to aggression expressed
by that particular scale. 

Data collection procedure
Data were collected in collaboration with the participating members
of the European Violence in Psychiatry Research Group in their home
countries. Each member used his/her own professional network to
recruit participants for the present study. The way the samples were
accessed varied from country to country, depending on the type of
network of the member. This could be a group of nurses working on
the wards in a psychiatric hospital where the member of the group
was employed, or a sample of nurses with which the network member
had a teaching relationship. In another situation the member of the
group used the research network of his organization. The eviprg pro-
motes the dissemination of expertise and knowledge among resear-
chers studying psychiatry. Each member nation is represented by
experts in research, education, psychiatry, psychiatric nursing, psy-
chology, sociology and trainers specialized in the management of vio-
lence. The group has gained wide experience in the translation and
cross-cultural analysis of survey instruments. Members of the group
have good access to local hospitals and work areas and utilise appro-
priate occasions to approach large groups of nurses to participate in
this study. The uk was the only country in which an institutional
review was required specifying the aims, methods and subjects invol-
ved in the research project. In the other countries data collection was
carried out after informed consent form the nurse managers in char-
ge. No substantial barriers to this research were encountered because
there were no patients involved and there was no intervention to be
implemented or evaluated. 

Analysis
Regression analysis on data of the total sample was performed to ans-
wer the first research question, concerning the influences of four cha-
racteristics on the type of attitude nurses had towards aggression.
These characteristics were gender, part-time of full-time status, years
of work experience as a nurse and the type of ward. Three types of
wards were identified: admission wards, short-stay wards (treatment
or hospitalization for a maximum of two years) and long-stay wards
that cared for for people with chronic mental illness who required
hospitalization for two years or more.
To answer the second research question concerning the differences in
attitudes between countries the significance of the estimated country
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effect was tested per scale (a = .05) while controlling for the influence
of the following predictors of types of attitude, which were the result
of the analysis addressing the first research question: 1 gender, 2 years
of experience, 3 type of ward and 4 contractual status (anova). By con-
trolling for these predictors, their confounding influence was elimi-
nated. Subsequently, the scale means were grouped in homogeneous
subsets of countries (Scheffé). 
In addition, effect sizes (Cohen, 1977) were calculated in order to
interpret the magnitude or relevance of the observed differences in
the scores on the attitude scales between countries. Effect sizes (es) is
the name given to a family of indices that measure the magnitude of
a (treatment) effect. Unlike significance tests, these indices are inde-
pendent of sample size. In general, es can be measured as the standar-
dized mean difference between groups expressed in units of standard
deviations. An effect size (es) of < 0.20 indicates a trivial effect, an es

of ≥ 0.20 to < 0.50 a small effect, an es of ≥ 0.50 to < 0.80 a moderate
effect and es > 0.80 a large effect.

6.4 Results

Socio-demographics
The demographic and work-related data of the sample are presented
in table 1. The largest samples were from Switzerland and the
Netherlands, n =791 and n = 619 respectively. Most respondents in the
sample were female nurses and had extensive experience (>10 years).

table 1 socio-demographic characteristics of the respondents per country

total norway uk germany netherlands switzerland
n=1963 n=104 n=153 n=297 n=618 n=791

gender
male 732 54 64 73 253 288
female 1208 47 87 222 356 496
missing 23 3 2 2 9 7
years of experience
0-5 years 690 55 56 54 195 330
6-10 years 435 30 32 62 175 136
>10 years 795 18 39 177 248 313
missing 43 1 26 4 – 12
contractual status
full time 1187 85 142 235 233 492
part time 762 18 9 61 377 297
missing 14 1 2 1 8 2
type of ward
admission 692 24 90 97 180 301
short stay 408 3 13 74 245 73
long stay 700 74 30 60 148 388
missing 163 3 20 66 45 29
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The number of student nurses is not known. Probably particularly in
Germany and the Netherlands students particpated in the study
which would explain the relatively high number of missing data
about the type of ward in these two countries.
Most nurses worked full time (61%) and the majority of nurses (40%)
were employed in long-stay wards (table 1). The internal consistency
(Cronbach’s a), the mean scores and the standard deviations on the
five scales of the atas in each country and for the total sample are
presented in table 2. All types of attitudes proved to have a normal dis-
tribution in each country. 

table 2 scale descriptives of the 5 atas domains per country

Scale Component offensive communicative destructive protective intrusive
Number of scale items (7 items) (3 items) (3 items) (2 items) (3 items)
Scale scoring range 7-35 3-15 3-15 2-10 3-15
the netherlands (n=571)
Cronbach’s a .83* .63 .60 63 .62
Mean inter-item corr. .42 .36 .33 .46 .35
Mean 18.23 8.70 8.93 6.30 7.4
sd 4.99 2.07 2.46 1.72 2.14
germany (n=252)
Cronbach’s a .87 .63 .70 .65 .66
Mean inter-item corr. .50 .37 .44 .48 .39
Mean 18.54 8.44 11.57 6.44 8.67
sd 6.13 2.46 2.31 1.88 2.64
united kingdom (n=123)
Cronbach’s a .82 .65 .67 .60 .67
Inter-item corr. .40 .38 .40 .43 .40
Mean 23.26 8.50 11.28 5.54 9.39
sd 5.86 2.60 2.67 1.96 2.56
switzerland (n=730)
Cronbach’s a .86 .61 .68 .62 .60
Mean inter-item corr. .48 .34 .41 .45 .33
Mean 18.10 8.96 10.59 6.65 7.82
sd 5.93 2.31 2.65 1.73 2.48
norway (n=93)
Cronbach’s a .84 .60 .80 .62 .65
Mean inter-item corr. .43 .34 .57 .45 .38
Mean 21.06 8.97 11.75 7.29 9.14
sd 5.75 2.07 2.60 1.54 2.30
combined data of all countries (n=1769)
Cronbach’s a .86 .62 .69 .62 .65
Mean inter-item corr. .46 .35 .42 .45 .38
Mean 18.72 8.77 10.30 6.46 7.90
sd 5.82 2.27 2.74 1.79 2.50

The atas was found to be a valid measure for the attitudes of nurses
and other professionals in a mental health care setting towards inpa-
tient aggression in psychiatry. In an earlier study on the atas (Jansen,
2004), the highest Cronbach’s a coefficient was found on the ‘offensi-
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ve’ scale (.87 in Germany) with a maximum of 7 items. The lowest
mean interitem correlation (.33) found was for the ‘destructive’ scale in
the Netherlands and the ‘intrusive’ scale in the Swiss sample (table 2).

6.5 Predictors of the Types of Attitudes

From this point in the text italics will be used to denote the types of
attitudes obtained from the scores on the atas (offensive, communicative,
destructive, protective, and intrusive).
The results of the regression analysis (table 3) showed a gender effect
for the communicative and the destructive scale. Men had higher scores
than their female colleagues on the communicative attitude, but they
had lower scores than their female colleagues on the destructive attitu-
de. Furthermore, nurses who worked part time had lower scores than
those who worked full time on the offensive, the destructive, and the
intrusive attitudes towards aggression. Nurses from the short-stay
wards had lower scores on the offensive, the destructive, the protective,
and the intrusive attitudes than the nurses from the other two types of
wards.

table 3 significant predictors of type of attitude in the total sample

attitude offensive p communicative p destructive p protective p intrusive p
total sample (n) 1713 1682 1682 1697 1690
gender male male
rg: female b .282 .01 b –.271 .00
experience 6-10 yrs .03
rg: > 10 years b .814

>10 yrs > 10 yrs
–1.127 .00 b .361 .01

contr. status part-time part-time part-time
rg: full time b – 1.051 .00 b –.751 .00 b –.663 .00
type of ward admission admission
rg: long stay –.564 .00 –.258 .01

short stay short stay short stay short stay
b –.934 .01 b –.692 .00 b –.402 .00 b –.738 .00

r2 of the model if:
‘country’ excluded .02 .02 .03 .01 .04
‘country’ included .08 .02 .15 .04 .11

rg = the reference group in the regression analysis

The variance explained by each of the five models ranged from 2% to
4% if the variable ‘country’ was excluded from the regression analysis.
Except for the communicative scale, ‘country’ proved to be a signifi-
cant predictor for the scores of nurses on all the other four scales. If
‘country’ as a predictor was added to the analysis, 15% of the variance
in the scores on the destructive scale and 11% of the variance on the
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intrusive attitude scale could be explained by the models. If the varia-
ble ‘country’ was added to the models of the other three scales, no
significant contribution to the percentage of variance explained was
observed (table 3).  

Differences in attitudes to aggression across countries
To answer the second question, the significance of the estimated
country effect was tested, corrected for the influence of the predictor
effects. The predictors are presented in table 3. The results of the one-
way anova tests are shown in table 4. We will discuss the results by
scale.
Nurses from the five countries appeared not to differ significantly
(p < 0.05) the communicative attitude. The mean score ranged from 8.4
in Germany to 9.0 in Switzerland.
Significant differences between countries were found on the other
four attitude scales. The uk nurses had the highest mean score for the
offensive attitude (23.4), while the Swiss, Dutch and German nurses
had the lowest scores for this attitude (group mean, 18.2). When the
focus is on the destructive attitude, the uk nurses and the German and
Norwegian nurses had significantly higher scores this attitude (group
mean 11.6) than the Dutch and the Swiss nurses. The uk nurses had
the lowest scores for the protective attitude; the Norwegian nurses the
highest score. Finally, the uk nurses had the highest score on the
intrusive scale (9.6) compared to the scoring by the nurses from the
other four countries.

Magnitude of the differences
To calculate the magnitude of the differences found between the
country scores on the attitude scales, we used Cohen’s effect size sta-
tistic ‘d’ (table 4). The effect sizes found between (groups of) countries
varied from ‘trivial’ to ‘large’ according to Cohen’s thresholds. Most
differences detected were classified as ‘large’ (75%) and related to the
offensive attitude, while most ‘small’ differences (16%) were found with
respect to the protective attitude. One ‘trivial’ difference (0.15) was
found between the scores of Switzerland and the mean scores from
the United Kingdom, Germany and Norway on the destructive scale.

Patterns of the differences
Two patterns manifested themselves in the way the types of attitudes
were scored across the countries. The first pattern related to the way
the uk nurses scored. They had the highest score for both the offensive
attitude (23.4) and the destructive attitude (11.4), along with the
German and Norwegian respondents. In addition, the uk nurses had
the highest score for the intrusive attitude. However, their scores for
the protective attitude were the lowest of all countries (5.6). According
to the effect sizes calculated, these differences had to be classified as
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table 4 differences between countries in types of attitudes towards aggression
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‘large’. The second pattern found was the grouping of Switzerland
and the Netherlands and Germany. Respondents from these countries
had identical scores for the offensive and the protective attitudes and,
except for Germany, on the intrusive scale as well.

6.6 Discussion 

The objective of this study was to explore the differences in the attitu-
des of psychiatric nurses towards patient aggression from an interna-
tional (European) perspective. Five types of attitudes were investiga-
ted. The study started with an identification of the predictors for the
various types of attitude in the total sample. We will discuss three of
them: 1 gender, 2 contractual status, and 3 the type of ward.
A gender effect was found for the destructive and communicative attitu-
des. In the total sample men appeared to disagree more than their
female colleagues with the destructive attitude and to agree more with
the communicative attitude. What do these findings mean? The first
finding indicates that female nurses, more than their male colleagues,
perceived aggression as a destructive phenomenon. We think that
this result can be explained by the notion that in general female nur-
ses feel more intimidated by the verbal and physical expressions of
aggression than male nurses. In our opinion the latter result, i.e. male
nurses more than the female nurses experienced aggression as an
attempt to communicate, was related to the first finding. It seems
likely that men, more than women, had the option of perceiving the
relational dimension of aggressive behaviour because they felt less
intimidated and afraid. We know from experimental cognitive psycho-
logy that with anxiety, memory, attention and reasoning are affected.
A person is overwhelmed by emotions and unable to attend to exter-
nal events, and he or she is concentrated on their own feelings of dis-
tress (Eysenck, et al., 1987).
In addition to gender as a predictor, we found that nurses working
part time had lower scores than those who worked full time for the
offensive, the destructive and the intrusive attitudes towards aggression.
We asked ourselves two questions. Firstly, why did we find a signifi-
cant relation between contractual status and this combination of atti-
tude scales, and, secondly, why did we find this with the part-time
workers in particular? In answer to the first question it must be noted
that the common factor in the offensive, destructive and intrusive attitu-
des towards aggression can be labelled as the perspective that it is vio-
lent and harmful, while the protective and communicative attitudes can
be characterized as the more tolerant view towards aggression. From
this perspective, it is obvious that an effect was found on the combi-
nation of these specific scales. The finding that part-time workers
agreed less with these attitudes than full-time workers might be attri-
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buted to the fact that part-time workers had less opportunity than
full-time workers to become involved in violent incidents. The under-
lying rationale is that the more violent situations you have experien-
ced with a client, the more you will agree with the destructive, intrusive
and offensive attitudes.
The third predictor to discuss is the finding that nurses from admissi-
on wards agreed less with the protective and communicative attitudes
than the nurses from the other two types of wards. As mentioned
before, these two scales represented the more permissive, tolerant
attitudes towards aggression. In the literature review we showed that
admission wards more than the others wards are often the site of vio-
lence. Reasoning by means of analogy with the explanation given for
the predictor effect of the part-time workers, it can be argued that
nurses working on admission wards, being the victims of violence
more often, had less affinity with these two attitudes than the nurses
from the short and long-stay wards.
To conclude the discussion about the predictors, the issue of the per-
centage of variance explained by the models is addressed here. The
percentage of variance that was explained by all five models proved to
be very small. If the variable ‘country’ was added to the models, we
found an increase in the percentage of variance explained, of 12 % on
the destructive scale and of 7 % on the intrusive scale. From this finding,
it can be concluded that for the scoring of these two scales the cultu-
ral background of respondents was important.

We now come to the main focus of this study, differences in attitudes
between countries. The overall conclusion that can be drawn from
this study is that nurses from the five European countries had diffe-
rent opinions about four types of attitudes. The majority of these dif-
ferences were classified as ‘large’. No difference between countries
was found with respect to the communicative attitude.
There were two patterns in the divergence of attitudes that caught
the eye. In the first place there is the scoring of the uk nurses. They
had the highest scores on the offensive, intrusive and destructive attitude
scales. This means that the uk nurses agreed, more than the respon-
dents from any other country in the study, with the violent, harmful
perspective on aggression. On the other hand, they agreed less than
any other country with the more tolerant attitude towards patient
aggression (protective scale).
The second result we want to highlight is that the Swiss, German and
Dutch nurses had identical scores for the offensive and protective attitu-
des and, except for the German nurses, for the intrusive attitude as
well. The Norwegian nurses seemed to hold a kind of middle position
between the uk on the one hand, and the Dutch, Swiss, and German
nurses on the other. How can these patterns be accounted for?
It was argued above that attitudes have an impact on the manage-
ment of client aggression by nurses (figure 1). For that reason the intru-
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sive and destructive attitudes, i.e. the idea that aggression is violent and
harmful, would result in more restrictive methods of managing vio-
lent behaviour. If we look at what we know from earlier studies about
the current management styles in some of the countries, we can link
these styles to the prevailing attitudes we found in a particular coun-
try. From the study of Bowers et al. (1999) we know that mechanical
restraint is not practiced in the uk, in contrast to Norway. Seclusion is
abhorred in Norway, but is applied in the uk and in the Netherlands.
In our opinion, all these styles represent interventions that are coerci-
ve in nature, and therefore each of these approaches is linked to the
intrusive or destructive attitudes. To make a valid link with the manage-
ment styles and the communicative and protective attitudes, it is vital to
have cross-cultural information about the non-restraining interventi-
ons, such as talking down and other de-escalation techniques. 
What other plausible explanations can be found for the different atti-
tudes across countries? As stated in the introduction, the problem in
finding clarifications other than from the findings within this study
is that from a cross-cultural perspective, only limited knowledge is
available from earlier research on staff attitudes and patient aggressi-
on. This gap in knowledge hampers any attempt to offer valid explana-
tions. If we focus on the variables in this study we have to conclude
that the four characteristics of respondents which were included
because they were determinants of patient violence, proved to be ina-
dequate to explain the differences in attitudes found between the
countries. Obviously, variables other than the determinants of aggres-
sion have to be studied to gain insight into what caused the cross-cul-
tural differences.

However, two sources of bias may have affected the results: 1 Since the
hospitals were used as sample-units, selection bias may have resulted
in samples that are not representative for the populations of nurses
working in the psychiatric hospitals from the counties participating
in the study. 2 The statistical conclusion validity may be weakened by
the fact that statistical tests for simple random samples were applied
on data from convenient samples.
In order to reduce both sources of confounding, in a follow-up study
random sampling from the strata gender and age is indicated.

Finally, we would like to comment on attitude change. We have talked
about country attitudes in this study of psychiatric nurses towards
client aggression as if they were static. The data that were collected in
the study came from a cross-sectional design. This means we have no
information about the variation in attitudes over time. According to
social psychologists (Schwarz & Bohner, 2004), attitudes have three
components, cognitions, feelings and behaviour. An attitude will
change over time as its components change. Cognitions and feelings
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123 cross-cultural differences

can change under the influence of past experiences with violence on
a ward or even under the influence of violent events occurring outsi-
de a hospital. Public acts of violence, such as terrorist attacks and vic-
timization, will have an impact on public opinion about violence.
Nurses’ attitudes towards client aggression will be affected by public
opinion as they are also members of the community or society.

In conclusion, this study demonstrated that there are different attitu-
des of nurses towards patient violence in psychiatric inpatient set-
tings across countries. We also showed that the variance in attitudes
found between countries could not be predicted adequately by the
variables in this study. Cultural variance in attitudes towards aggressi-
on is not a problem, of course. What is important is to gain a better
understanding of the factors that account for the differences in atti-
tudes. Another possibly effective way of addressing the issue would be
to concentrate on the process of attitude formation within the work
setting. According to Bandura (1999) attitudes are formed by model-
ling and other forms of social learning. Social learning is a powerful
source of the socialization process through which nurses learn about
which behaviour is and is not appropriate in their (professional) cul-
ture. To enable research in this direction we first have to consider
what important patient, client and environmental effects there are
on the social learning of nurses who deal with aggression.

Implications
This study reveals that psychiatric nurses differentiate in the way they
evaluate aggressive behaviour of psychiatric clients. This finding is in
contrast to the negative connotation of the phenomenon of aggressi-
on predominantly found in the literature. In this study psychiatric
nurses from different countries were found to appraise the aggressive-
ness as positive energy as well. This finding is important input for
both clinical practice and training programmes aiming at the
management of aggression. In European countries training programs
such as Control and physical Restraint (c&r) address and emphasize
the violent and physical dimension of aggressive behaviour because of
the damaging impact physical aggression may have on the victim.
However, this cross cultural study shows that it is relevant to stress
also the other side of the medal in such educational programmes.
Since role models are important in attitude formation or attitude
change, it is important that staff members such as trainers and ward
managers make and keep nurses aware of and sensitive to the positive
attitudes to aggressive client behaviour.
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Appendix

The Attitude Towards  Aggression Scale (atas) 

Aggression ...

offensive
1 is destructive behaviour and therefore unwanted
2 is unnecessary and unacceptable behaviour
3 is unpleasant and repulsive behaviour
4 is an example of a non-cooperative attitude
5 poisons the atmosphere on the ward and obstructs treatment
6 in any form is always negative and unacceptable
7 cannot be tolerated

communicative
8 offers new possibilities in nursing care
9 helps the nurse to see the patient from another point of view

10 is the start of a more positive nurse relationship

destructive
11 is when a patient has feelings that will result in physical harm to 

self or to others
12 is violent behaviour to others or self
13 is threatening to damage others or objects 

protective
14 is to protect oneself
15 is the protection of one’s own territory and privacy

intrusive
16 is a powerful, mistaken, non-adaptive, verbal and/or physical 

action done out of self-interest
17 is expressed deliberately, with the exception of aggressive 

behaviour of someone who is psychotic
18 is an impulse to disturb and interfere in order to dominate or 

harm others
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Chapter 7
General Discussion

Guided by the research questions that were formulated in the first
chapter, this final chapter starts with a summary of the main fin-
dings of this thesis and then critically reflects on methodological and
conceptual aspects of the dissertation. Implications are stated and
finally areas for further research are delineated.

7.1 Introduction

Aggression is a common phenomenon in health care settings.
Aggression by patients towards health professionals is not only mani-
fest in psychiatric care services where patients may loose control over
their behaviour, but also takes place in general hospitals as well as
among patients without psychiatric disorders. In the field of mental
health, aggression is reported not only by in in-house services but also
by outpatient clinics. In research until now much attention has been
paid to the assessment of the prevalence of aggression. However, in
contrast with these studies on the prevalence of aggression in a psy-
chiatric setting, the studies in this thesis were designed to explore the
attitudes of nurses towards aggressive behaviour by patients in psychi-
atric hospitals. 
The focus on attitudes towards aggression is important, because sever-
al theories indicate that attitude guides the behaviour of professio-
nals when coping with aggressive patients. Besides the exploration of
the attitude nurses may have towards patient aggression and the ope-
rationalization of the theoretically relevant aspects of these attitudes,
the question of the reliability and validity of such operationalization
across several countries was also addressed in this thesis. The next
question focused on the predictors of attitudes to aggression across
these international samples. In order to investigate this question a set
of personal and subjective norm indicators of the occupational envi-
ronment of the respondent nurses were used in the analysis. 
The final aim was to research the cross-cultural differences in attitu-
des to aggression among nurses from five European countries.
In summary the dissertation had the following objectives: 
1 to explore to what extent the concept of ‘attitude’, as defined 

within the ‘Theory of Planned Behavior’, is addressed in existing 
research instruments;

2 to explore theoretically relevant aspects belonging to coherent 
dimensions or domains of attitude towards aggressive patient 
behaviour;
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3 to evaluate the psychometric properties of the measure within and 
across countries; 

4 to attain a valid operationalization of these aspects of the attitudes 
that psychiatric nurses have towards patient aggression;  

5 to describe which personal characteristics of nurses and which 
characteristics of the organization as an occupational environment 
(subjective norm) may predict their attitude to aggression; 

6 to explore the cross-cultural the differences in attitudes of nurses to 
inpatient aggression. 

To fulfil these objectives five studies were undertaken. In the next sec-
tion the main findings, providing answers to the six research ques-
tions will be presented in six separate subsections.    

7.2 Main Findings

Research question 1 
The first research question was to what extent the concept of ‘attitu-
de’, as defined within the Theory of Planned Behavior, is addressed by
existing instruments. This question guided a systematic search of the
literature concerning what is currently known about attitude and
aggression from studies within the domain of health care. The review
revealed that no structured research or clinical tools were available to
measure attitudes to aggression. In most of the 22 studies that were
analysed, self-report questionnaires were used as an opportunity to
collect data about patient-related aggression. Most items in these sur-
vey questionnaires appeared to be related to the cognitions of nurses
about aggression and not to their attitudes. A significant result from
this study was that approximately 25% of the investigated items were
attitude items by nature, indicating that these items expressed an
evaluation of aggressive patient behaviour made by nurses. All other
items were indicators of objective data such as age and years of expe-
rience of staff members, or to patient characteristics, such as age,
diagnosis and length of hospitalization. The opinions or cognitions
that nurses have about patient aggression were related to the extent
of exposure to aggression, causes and types of aggression, perpetrator
characteristics, modes of management of aggression, and the risk of
sustaining injuries. The review showed that research on attitudes and
aggression over that period lacked reliable and valid measures of nur-
ses’ attitudes towards aggressive patient-behaviour.  

Research question 2
The next research question to answer was: what are the theoretically
relevant aspects that belong to coherent dimensions of the attitude to
aggression? In order to answer this question an instrument called the
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Attitude Towards Aggression Scale (atas) was developed in three sub-
sequent studies. The number of attitude domains that were identified
as belonging to the measure shifted from three domains in the first
two Dutch studies to five domains in the final international research
project, due to a more appropriate factor analytical approach and to
the validation of the final factor structure across five European coun-
tries. The initial 29-item and 32-item versions of the measure which
are described in chapters 3 and 4, comprised three attitude dimensi-
ons: 
1 The first dimension was the harming reaction representing the 

violent and intrusive physical dimension of the concept, which was 
evaluated as an unacceptable manifestation of aggression. 

2 Aggression was considered in the second dimension as a basic 
human feeling and behaviour, or as a normal reaction. 

3 The third dimension was called functional because the items in the 
scale described aggression as a feeling expressed by patients in 
meeting a particular need.  

The final version of the instrument, presented in chapter 5, comprised
18 items and five coherent dimensions or domains: 
1 the offensive domain, in the sense of the respondent’s evaluation of 

aggression as insulting, hurtful, unpleasant and non-acceptable 
behaviour including verbal aggression; 

2 the communicative domain, meaning a signal stemming from the
powerlessness patient’s sense of powerlessness with the aim of 
enhancing the therapeutic relationship; 

3 the destructive domain or dimension as an actual or threatening act 
of physical harm or violence; 

4 the protective domain indicating the shielding or defending of the 
physical and emotional space;  

5 the intrusive domain by which respondents evaluate aggression as 
the intention of a patient to damage or injure others.

Research question 3
The next research question addressed the evaluation of the psychome-
tric properties of the measures within and across countries. The psy-
chometric properties (construct validity and internal consistency) of
the atas proved to be satisfying. The small differences in variances
found per country imply that the same linear combination of varia-
bles could be used in all populations to describe the data adequately.
The internal consistency (Cronbachs a) of the five subscales was also
satisfactory. For all countries, the reliability coefficients can be consi-
dered as good for the ‘offensive’ scale (0.86) and somewhat lower for
the other four scales (about 0.60). The configuration of correlations
between the domains of the atas assessed in the international sample
suggested the existence of two basic underlying concurrent domains
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in the scale, on the one hand the scale domains  communication and
protection and on the other hand the domains of offence, destruction and
intrusion. These domains may be regarded as concurrent because of
the negative correlations found between the two sets. The convergent
combination of communication and protection may be characterized as
positive human energy or behaviour, in contrast to the attitudes ter-
med offence, destruction and intrusion that may be considered to be the
violent and negative perspective on aggressive behaviour. Considering
these findings, the overall conclusion in answer to this research ques-
tion is that the atas is a reliable and valid measure of the construct
‘attitude to aggression’. 

Research question 4
Once the domains and the psychometric properties of the atas were
identified, the next question to answer was: what is the valid opera-
tionalization of these aspects of the attitudes psychiatric nurses have
towards patient aggression? 
The development of the instrument started with a total of 60 items
from which 48 were derived from a qualitative content validity analy-
sis and the remaining 12 items were added from the literature. This
substantial number was reduced to 29 items (version 1) in the first
Dutch study. The 29-item version was extended again to 32 items in
the second Dutch study (version 2). The final version (version 3) com-
prised 18 items (table 7.1). From the 18 items of the final version, 6
items were definitions of aggression which were taken from the litera-
ture, while the remaining 12 were the result of the initial qualitative
analysis. Eight items of the atas proved to be consistent across all the
three versions of the instrument (table 7.1). These items were:
Aggression described as:
• violent behaviour to others and self (item 7)
• destructive behaviour and therefore unwanted (item 9)
• threatening others (item 12)
• offering new possibilities for treatment (item 13)
• a powerful, inappropriate, non-adaptive verbal and/or physical 

action undertaken out of self-interest (item 17)
• an impulse to disturb and interfere in order to dominate or to harm 

others (item 19)
• helping the nurse to see a patient from another point of view 

(item 30)
• poisoning the atmosphere on the ward and obstructing the 

treatment (item 37)
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table 7.1 the consistency of the 60 attitude items across the 3 scale versions

original 60 item questionnaire 29-item 32-item 18-item
version ATAS intern ATAS

aggression: (Chapter 3) (Chapter 4) (Chapter 5)
1 basic feeling
2 physical harm 11
3 release of emotions
4 expression of feelings 25 27
5 positive impact on treatment 1
6 intent to harm 11
7 violent behaviour to others and self 13 6 12
8 directed at objects or self 14 15
9 destructive and unwanted 2 8 1

10 emotionally letting off steam 26 32
11 to assault with words or actions 15 4
12 threatening others 16 10 13
13 new possibilities for treatment 27 25 8
14 energy used to achieve a goal 3 23
15 any attempt to push the boundaries 26
16 more threatening in some patients
17 powerful inappropriate action 17 9 16
18 expressed deliberately if not psychotic 17
19 impulse to disturb and interfere 18 5 18
20 unnecessary and unacceptable 4 2
21 like a hidden threat; feel unsafe
22 to hurt mentally or physically 19 1
23 any action of physical violence 20 3
24 passive aggression is threatening 
25 needs not to act with force
26 active aggression is actual violence 16
27 negative expression of aggression
28 repulsive behaviour 13 3
29 normal reaction to feelings of anger 18
30 another point of view 28 20 9
31 leads to burn out
32 might cause injury to another 12
33 reveals another problem 5
34 victims try to defend themselves 29
35 a non-cooperative attitude 7 4
36 non-directed expression of anger
37 poisons the atmosphere 6 2 5
38 a way to protect yourself 29 14
39 always negative and unacceptable 7 6
40 a tool to exercise power 22
41 communication and not destructive 8 22
42 protection of territory and privacy 28 15
43 healthy reaction to anger 9 19
44 start of a positive relationship 21 10
45 make someone else feel unsafe 23 14
46 a signal asking for reaction 31
47 constructive behaviour 10
48 comes from powerlessness 30
49 will make the patient calmer 30 24
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table 7.1 continued 

original 60 item questionnaire 29-item 32-item 18-item
version ATAS intern ATAS

aggression: (Chapter 3) (Chapter 4) (Chapter 5)
50 to be touched when not wanted
51 always related to anger
52 can be managed
53 verbal aggression is calling names 24
54 assess reaction to stressors
55 reveals how vulnerable you are
56 adaptive reaction to anger 11 17
57 cannot be tolerated 12 7
58 leads to withdrawing 
59 has verbal and non verbal forms
60 is dependent on size of patient

The numbering of items in all 5 versions of the measure corresponds with the rank order of the items 
as presented in the tables in the subsequent chapters.

indicates consistency of an item across all scale versions
indicates the item had no significant component loading in any version 

When the results from the two national studies are compared to the
outcome of the international study, the items that belonged to the
earlier ‘harming’ attitude dimension are now scattered over three
separate dimensions; the offensive, the destructive and the intrusive
attitude domains. The items that were part of the ‘normal’ and ‘func-
tional’ domains in the earlier study were dispersed over the ‘protecti-
ve’ and the ‘communicative’ attitude in the international validation
study.

Research question 5
The fifth research question was: which personal characteristics of nur-
ses and which characteristics of the organization as the occupational
environment (subjective norm indicators) predict the attitude to
aggression?
In the studies presented in chapters 3, 4 and 6, regression analysis was
performed in which the scale domains were the dependent variable,
and the environmental (subjective norm indicators) and socio-demo-
graphic characteristics of the nurses were the independent variables. 
As mentioned before, in the two studies based on the Dutch samples a
three-factor solution was developed as a measure for the attitude
domains, whereas at the end of the development process, in the final
version of the attitude scale, a five-factor solution was derived from
samples across five European countries. In order to avoid confusion,
these two different factor analytical outcomes require a separate
approach in answering this research question.
The seven personal characteristics of nurses that were included in the
national studies were: 1 gender, 2 age, 3 grade, 4 their years of work
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experience, 5 involvement in training for aggression management, 
6 full-time or part-time work, and 7 the type of shifts (day/evening/
night) they predominantly worked. The personal characteristics of
age, nursing grade or qualification and participation in training for
aggression management were not associated with either type of atti-
tude. 
The overall conclusion about the role of the personal characteristics
of nurses as predictors from the national and the international study
is that the studies had two corresponding personal characteristics.
These are the gender and the years of work experience of the nurses.
In the national studies, the male nurses evaluated aggression as nor-
mal behaviour more than the female nurses and in the international
study it was found that males had higher scores on the communicati-
ve attitude scale and lower scores on the destructive domain of the
atas. 
Based on these findings the conclusion about the role of gender as a
predictor for the type of attitude is that male nurses evaluated aggres-
sion as constructive behaviour more often than the female nurses.
In the large national study, nurses with more than 10 years experien-
ce had the lowest scores for functional attitude. In the international
study the most experienced had the highest scores for offensive and
intrusive attitude. These results point in the same direction, indica-
ting that the nurses with more than ten years of work experience in
the psychiatric field identify themselves with the violent attitude
towards aggression more than their less experienced colleagues.

The subjective norm indicators included in the analysis were: 1 the set-
ting respondents worked in (adult psychiatry, child/adolescent psychi-
atry, psycho geriatrics), 2 the type of ward (acute ward, short stay, long
stay), 3 the prevalence of aggression on the ward, 4 the legal status of
the patient on admission (voluntary or involuntary), 5 the health sec-
tor where the respondents were employed (adult, child psychiatry,
psycho geriatrics) and finally 6 whether constraining interventions
such as seclusion and fixation were practised on the wards. These varia-
bles were supposed to be indicators of the subjective norm which accor-
ding to the theoretical model of the thesis influences the attitudes.
In both the Dutch and international study the ‘setting’ was the only
common subjective norm indicator. However the results are inconclu-
sive. In the international study it was found that nurses from the
admission wards had lower scores on the protective and communica-
tive attitude scale than the nurses from the long-term ward. However,
the findings from the national study did not support this result. This
category of nurses did not have lower scores on the corresponding
functional and normal scale. The predictive power of the variables tes-
ted by the regression models proved to be very small as the explained
variance ranged from 2% to 15% even if the country variable was
included in the model.
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Research question 6
The final question to answer was: ‘are there cross-cultural differences
in the attitudes nurses have to inpatient aggression? Nurses from the
five European countries that were included in the study, had different
opinions about four of the five types of attitudes. The majority of
these differences were classified as ‘large’. No difference between
countries was found with respect to the communicative attitude.
The uk nurses had higher scores on the violent, harming perspective
on aggression than the respondents from any other country in the
study, and they had lower scores on the more tolerant attitude
towards  patient aggression (protective scale) than the respondents
from any other country. 
The Swiss, German and Dutch nurses had identical scores on the offen-
sive and protective attitudes. The Norwegian nurses seemed to hold a
kind of middle position between the uk nurses on the one hand and
the Dutch, Swiss and German nurses on the other. It is concluded
that although attitudes to aggression differ from country to country,
the study failed to reveal what factors are accountable for this finding.

7.3 Methodological Reflections

The primary aim of the cross-sectional studies described in this disser-
tation was to develop a valid measure for the assessment of attitudes
nurses may have towards aggression by patients in psychiatric care. As
a consequence a five-domain scale called the atas, preceded by a
three-domain scale was developed. The following considerations refer
to the adequacy of the procedures employed in these studies to
enhance the validity of the atas.

Data reduction and consistency of items
Although the three versions that are developed within this thesis
were based on the same original 60 items, all three instruments had
different number of items and domains: the first instrument version
had 29 items, the second 32 items and both versions had three
domains, whereas the final atas comprises 18 items and five domains. 
Several reasons can be put forward to explain this result. In the first
place two different statistical techniques were used for item reduc-
tion: Mokken scale analysis and factor analysis. The application of the
Mokken technique was justified because it permitted the use of sum-
mated scores on each factor and it only required items to be measu-
red at an ordinal level. In the second study, factor analysis in combi-
nation with factor scores was introduced as a method because it is
known and available internationally, enabling researchers from other
countries to perform replica studies. The use of two different item
reduction techniques might have yielded different outcomes. 
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The second reason might be the fact that in the first study an item
had to have an Hg scalability > 0.30, whereas in the second study the
factor loading of an item had to be > 0.40 and in the final internatio-
nal study at least 0.50. This repositioning in the cut-off point of item
loadings may have resulted in a shift of the items to other compo-
nents or led to items being dropped because they did not meet the set
criterion.

There is another instrument described in the literature that can be
used for comparison with the items of the atas. Needham (2004) deri-
ved a 12-item version from a 32-item version based on the data set of
the Swiss nurses. The instrument was called the shortened Perception
of Aggression Scale (poas). The issue that is discussed here is: why
does the shortened poas, which was derived from the same original
questionnaire as the atas, share so few items with the atas? It is
important to discuss this issue because it relates to the construct vali-
dity of the atas. To answer this question more information must first
be provided about the way Needham’s instrument was developed.

Three parameters were taken into consideration in Needham’s short-
ened version leading to the decision to exclude items or to include
them in the analysis in order to obtain homogeneous scales: 1 the
results of a separate test-retest reliability study 2 the results from the
pca, and 3 the amount of variance in the data set explained by the 12
items of the short version. Confirmatory factor analysis produced a
two component solution. The 12 items were proportionally distributed
between the two scale domains termed as the violent perspective on
the one hand and the functional/normal perspective on aggression on
the other hand. When we compare the results of Needham’s short-
ened version with the reduced 18-item atas version, it must be conclu-
ded that these two instruments only have five identical items 
(table 7.1). These shared items are:
• aggression is when a patient has feelings that will result in physical

harm to self or others (2)
• aggression offers new possibilities in nursing care (13)
• aggression helps the nurse to see the patient from another point of 

view (30)
• aggression is the protection of one’s own territory and privacy (42), 

and 
• aggression is the start of a more positive nurse-patient relationship 

(44) 
The item numbers between parentheses refer to the original 60-item
numbering in the original questionnaire.
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It must be noted that a valid comparison of the two shortened instru-
ments is somewhat problematic because the atas is a five-component
scale, whereas the Swiss instrument has a two-component structure.
One plausible reason may be that in the Swiss study items were elimi-
nated on the basis of the test-retest criterion and not on the internal
consistency criterion. The test-retest parameter used by Needham was
the correlation between the scores on an item at two measurements,
which is not an index for construct validity. Furthermore, the correla-
tion coefficient is not an appropriate indicator of the stability of an
item over time. Items that do not detect change over a short period of
time in which no significant events occur, may still have a strong cor-
relation with the underlying concept they purport to measure. 
A more valid approach to assess the construct validity of an item is to
calculate the effect size which captures the magnitude of change of
an item over time. A trivial effect size would be an indication of the
high stability of an item.    

Validity 
The studies in this dissertation were aimed at the development of a
tool for the measurement of attitudes towards aggression. Crucial in
the development of an instrument is that it must meet the criteria of
validity and reliability. For this reason much attention is paid in all
studies to the internal consistency and the construct validity of the
atas, whereas other important aspects of validity such as the content
validity and the criterion related validity are scarcely addressed or not
addressed at all.  
Although not stated explicitly in the studies, content validity is
sought by interviewing experts. The experts were a panel of 24 psychi-
atric nurses from a psychiatric hospital in the Netherlands who were
asked to give their opinion about the aggressive behaviour of patients
(Finnema et al., 1994). As a result of this study the 46 statements about
aggression were formulated and this set was completed with 14 more
formal definitions of aggressive behaviour found in the literature.
Since content validity is concerned with the sampling adequacy of
items for the construct that is being measured, the issue is whether
the 60 statements represent the universe of all attitudes nurses might
have to patient aggression. The review of the international research
literature presented in chapter 2 did not reveal additional informati-
on. On the other hand, the possibility cannot be ruled out that a
replica study, in another country, of the Dutch qualitative study
would result in new information.
Criterion-related validity was not assessed for the atas. The require-
ment for establishing this aspect of validity is that there must be
some other reliable and valid criterion with which the atas could be
compared. Since the atas is a unique instrument focusing on an
abstract concept such as the meaning nurses attribute to aggressive
behaviour, no valid external criterion was available.    
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Another issue regarding external validity is the representativiness of
the samples in the international data set. Since the hospitals were
used as sample units selection bias may have resulted in samples that
are not representative for the populations of nurses working in the
psychiatric hospitals from the counties participating in the study. In
order to reduce this source of confounding, in a follow-up study ran-
dom sampling from the strata gender and age is indicated.

Prediction of attitudes
Another issue to discuss is the explained variance of the predictors on
the attitude scales. The predictive power of the variables of the regres-
sion models found in both the national and the international study
was poor. The highest percentage in the Dutch study was only 7% for
the normal attitude and in the international study 11% for the intru-
sive attitude. In psychological research where causal inferences and
predictions are often problematic and hazardous, an explained vari-
ance of 50% is not unusual (Stevens, 1986). The predictor variables
considered here were derived from studies aiming at the explanation
of the occurrence of aggression and not from theories or research
about attitude formation.   

Construct validity
The last step in the process of moving from the original 60 items to
the atas revealed a five-factor structure which was validated among
samples from Germany, uk, Switzerland, Norway and the
Netherlands. In the psychometric part of the multi-centre study
Simultaneous Components Analysis (sca) was used in order to test the
invariance of components across countries. To this end the results of
the separate Principal Component Analysis (pca) per country were
compared to the overall result of the sca. One of the criteria in this
analysis is that, if the explained variance found in the separate sam-
ples by the pca is much larger than the explained variance found by
the simultaneous component analysis, then the idea of common com-
ponents has to be rejected. On the other hand, when the difference
between the pca’s and the sca is rather small, one can conclude that
components are invariant across samples. The total variances with the
atas accounted for by sca were 60.2% and those accounted for by the
separate pca’s per country ranged from 59.4 % to 62.9%. This implies
that the maximum difference between the sca and the pca is ‘only’
3.5%. However, whether the differences are to be considered as large
or small is not clearly specified. Clearer rules with respect to which
differences in explained variance should be considered to be invariant
components would help the users of sca to make more uniform deci-
sions.
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Clinical Use
The next point of discussion is related to one of the aims that was for-
mulated for this thesis. The first aim was to develop an instrument to
measure the attitudes of institutional staff to patient aggression in
psychiatry. The measurement instrument is thought to be a useful
tool in clinical practice particularly on a group level and it has been
devised to support decision making about the management of aggres-
sive behaviour on a ward. However, in this thesis the atas was not tes-
ted for clinical use. This implies that there is no evidence so far that
the atas is a functional tool in the decision making process concer-
ning the management of aggressive incidents on a ward. This issue
must be clarified in future studies.   

7.4 Conceptual Considerations

There are two issues we will discuss here. The first issue relates to the
theory-free approach we adopted in terming the attitudes. As stated
in chapter 4, the labels denoting the types of attitudes were chosen in
such a way that they would cover the underlying items best from a
semantic point of view rather than from a theoretical perspective. 
In doing so we intentionally disregarded the accepted nomenclature
that corresponds with our labelling – affective, instrumental and
reactive aggression – in order to emphasize the inductive way of rea-
soning and so as to correspond more closely with the qualitative natu-
re of the statements. 
The second issue is the shift of concepts. In the first national study we
speak of ‘perception’ whereas in the subsequent studies we shift to the
concept of ‘attitude’ to designate the construct under investigation. In
fact in the preceding qualitative study, the definitions of aggression
which are used and the use of the concept ‘perception’, even led to
international publications with the Perception of Aggression Scale
(poas). Yet, as the project advanced, it was decided that it was prefera-
ble to work with the concept of ‘attitude’, because it better described
what was intended to be measured – the evaluation by respondents of
verbal statements about aggression. By indicating the degree of their
consensus with the statements (agree or disagree), they expressed their
attitude (their favourable or unfavourable evaluation), rather than
their cognitions (knowledge) about the aggressive behaviour of
patients. The second rationale underlying the conceptual shift from
perception to attitude is that according to the Theory of Planned
Behavior, attitude is assumed to influence the intention of nurses and
consequently their management behaviour of aggression. This is an
important difference, because it means that the atas is embedded in a
theory promoting behavioural change which would be absent if it were
working with the ‘perception’ perspective. This theoretical grounding
of the atas offers directions for future research with the instrument.
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7.5 Implications and Recommendations

In this final section the implications of the study results will be deli-
neated and subsequently, recommendations for practice and research
will be formulated. The section will be concluded with some reflecti-
ve remarks.

7.5.1 Implications
In this thesis a valid and reliable instrument for the measure of the
attitudes nurses have towards patient aggression in institutional psy-
chiatry has been developed. This outcome has several implications. As
described in the introduction to the thesis, the negative connotation
about patient aggression is the one most often cited. This thesis reve-
als that, in addition, nurses have a more permissive attitude towards
aggression. This finding could explain why there is a general under
reporting of aggressive incidents in hospitals. 
In the second place, now that there is a validated measure, the atas

will enable further international comparative research into attitudes
towards aggressive behaviour. In the comparative study reported in
chapter 6, it has been demonstrated that nurses across countries differ
in their attitudes. As chapter 2 concluded international research lac-
ked such an instrument up until now. The atas is a valuable extensi-
on of the existing range of self-report and observer based aggression-
related instruments as it adds a new dimension. The atas differs from
other observer based instruments, as it reflects the evaluation of
patient behaviour instead of rating the frequency or intensity of
aggression by patients on a ward. 

7.5.2 Recommendations
The first recommendation relates to the further validity testing of the
atas. The methodological discussion revealed that the whole range of
techniques that are available to assess the validity of an instrument,
was not used for the testing of the atas. Since no valid external crite-
rion or golden standard, is available to test the criterion validity of
the atas, the use of the known groups technique is worth being consi-
dered. It might be assumed for example that nurses who work on
wards where no aggression occurs will have higher scores on the com-
municative and protective attitude scales than nurses who are
employed on wards where physical violence is experienced everyday.    

The second recommendation also relates to the further validity tes-
ting of the instrument. So far no information is available about the
sensitivity of the atas to attitude change. Although attitudes do not
change easily, attitude change can be the goal of education program-
mes. In many institutions at present nurses are enrolled in in-house-
aggression management – control and restraint – courses. One of the
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main elements in these courses is to enhance the technical skills of
nurses to handle aggression adequately. Since perceived control or
self- efficacy as it also called, increases by learning new techniques,
attitudes to aggressive behaviour may change as well. The atas can be
used in training situations as an instrument to measure attitude
change as one of the training outcomes.

The third recommendation is related to the predictors of the attitu-
des. This thesis mostly failed to identify factors that are predictive for
the type of attitude. Therefore, it is recommended that future studies
include variables other than the subjective norm indicators and the
personal characteristics used in this thesis. These factors should relate
preferably to attitude formation principles such as social learning wit-
hin educational programmes in the work setting such asintervision
and supervision.

The fourth recommendation concerns the use of the instrument in
clinical practice. As yet the atas has not been used in clinical practice.
For this reason, it is recommended that the instrument be tested
alongside a registration of the management of aggression. The hypo-
thesis for this recommendation is that there should be a certain
degree of correspondence (proportionality) between the prevailing
management style on the one hand that is, the actual aggression
management behaviour of the nurse – repressive versus permissive –
and the attitude towards aggression – offensive, destructive and intru-
sive versus communicative and protective – on the other. The registra-
tion of the nature of aggression with the soas-r on a ward can provi-
de indirect information about the management style. Apart from this
clinical motive there is also a theoretical premise to link up the type
of attitude to the management behaviour of nurses. This premise was
outlined in the conceptual framework for this thesis, where it is post-
ulated that attitude guides nurse behaviour.  

The final recommendation pertains to the users of the atas. The atas

was developed among and for psychiatric nurses in institutional psy-
chiatry, because they are the profession most at risk. This does not
imply that other professionals such as psychiatrists, social workers,
psychologists or occupational therapists are not also exposed to vio-
lence. Most of the time these professionals work within a multidisci-
plinary team together with the psychiatric nurses. This fact brings us
to the final recommendation: that the atas also be used by these
team members in order to obtain a complete picture of the attitudes
of the entire team. Finally, it must be mentioned that the use of the
atas should not be restricted to institutional psychiatric care but may
be useful within the psychiatric community care team as well.
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Final remark
This thesis gives a report on the development of an instrument for
measuring the attitude of psychiatric nurses towards patient aggressi-
on. Now that the report has been completed and the results discussed,
it is time for reflection. In reflecting it is necessary to ask what this
thesis adds to our knowledge about attitude and aggression. 
It should be noted that in psychiatric care, more than in general care,
patient accountability for their behaviour plays a major role in the
evaluation by staff members of the disruptive patient behaviour. At
the outset of this thesis and with the development of the atas, this
tolerance of staff to illness-induced aggressive behaviour was thought
to have consequences for the staff attitude to aggression generally.
The measure that was developed in this thesis shows that psychiatric
nurses differentiate in their attitudes to patient aggression. The
dimensions in the atas are a reflection of their professional attitude
to patient aggression. 
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summary
The attitude of nurses 
towards inpatient aggression 
in psychiatric care;
the development of an instrument.

Introduction
Among professional health care workers, nurses are more likely than
other staff members to be involved in aggressive incidents with
patients. Estimates show that nurses have to deal with verbal or physi-
cal aggression on an almost daily basis. One of the main reasons for
their increased risk of being involved in aggression is that nurses,
more than any other professionals, have multiple interactions with
patients. Professional skills – cognitive and behavioural – are needed
to manage patient aggression adequately. However, besides technical
skills, the attitude of nurses to the behaviour is an important element
in the provision of professional care. Hence, the major assumption
underlying this thesis is that the type of intervention nurses decide
upon will be determined by their attitude to the aggressive behaviour
of the patient. For this reason, the objectives of this dissertation are
to explore the attitudes of nurses towards patient aggression and to
describe the characteristics of nurses and their working environment
which determine their attitude to aggression.

Chapter 1
This dissertation starts with an overview of the literature on aggressi-
on in health care, specifically in psychiatry. The literature on aggressi-
on in psychiatric settings shows that inpatient aggression is multi-
causal. Three categories of determinants of aggression are described:
patient factors, staff factors and environmental variables. This disser-
tation is about the attitudes of nurses to patient aggression. In the
terminology of theories about attitudes, aggression by patients is
understood as the attitude object, whereas the management of
aggression by nurses is conceived of as the behaviour to be predicted
by the attitude, that is, the nurses’ attitude towards patient aggressi-
on. The theoretical model adopted to support the relation between
attitude on the one hand and behaviour on the other, is Ajzen’s
Theory of Planned Behavior (tbp). In the Theory of Planned Behavior
‘attitude’ together with ‘subjective norm’ and ‘perceived control’ are
the building blocks for the prediction of human behaviour. The sub-
jective norm indicators are derived from the literature the occurrence
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describing the occurrence of patient aggression. These factors all con-
tribute to the social work environment and the occupational culture
of nurses and thereby contribute to the perception of a social pressu-
re to perform particular ‘management behaviour’. The concept of
‘perceived control’ is not part of the thesis (figure 1).   

The primary aim of the thesis is to develop a valid and reliable instru-
ment to measure the attitudes of staff to aggression displayed by
patients who are admitted due to psychiatric problems. The tool can
be useful in clinical practice on a group level for the assessment of
the staff attitudes towards aggression. The tool is devised to support
the decision-making about the management of aggressive behaviour
on a ward. As there is also a lack of knowledge about the attitude of
staff in various countries, the tool should facilitate international com-
parative research.

figure 1 the research model: the predictors of attitude to aggression

The second aim of the thesis is to explore the question of which fac-
tors are related to the attitude towards aggression. If we have an
understanding of how attitudes to aggression are formed and how
they develop over time and in the work setting, the possibility of
acting upon them arises, if that is wanted or asked for. As some types
of aggression displayed by patients may provoke adverse feelings in
psychiatric nurses, aggression management courses, supervision, or
other ways of supporting teams, for example group counselling and
debriefing provide ways of alleviating those feelings.     

Chapter 2
chapter 2 presents a comprehensive search of the literature on attitu-
des towards aggression. It reveals that little is yet known about the
attitudes of staff towards aggression by patients and that no structu-
red research or clinical tools are available to measure attitudes to
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aggression. Most items in the survey questionnaires appear to be rela-
ted to the cognitions of nurses concerning aggression and not to their
attitudes. Only about a quarter of all items investigated are by nature
a question of attitude, meaning that these items expressed an evalua-
tion of aggressive patient behaviour by nurses. Objective data inclu-
ded staff data such as age and years of experience, while patient cha-
racteristics included age, diagnosis and length of hospitalization. The
opinions, ideas, beliefs and views or cognitions that nurses had about
patient aggression were related to the extent of exposure to aggressi-
on, the causes and types of aggression, the perpetrators, the manage-
ment of aggression and the severity of injuries sustained. This review
shows that research on attitudes towards  aggression in health care
addresses diverse items. 
Most attitudinal items were found in three instruments: 
1 The Attitudes Toward Patient Physical Assault Questionnaire, and 2
the Attitudes Towards Aggressive Behaviour Questionnaire, and 3 the
Perception of Agression Scale. Both 1 and 2 focus on identical themes,
that is, the attitude towards  patient responsibility for aggression,
staff safety and competence in managing violent behaviour, while the
third instrument is concerned more with the appraisal and characte-
rization of patient aggression by nurses. Most scales lack profound
validity testing. To give a more scientific basis to studies of attitude in
relation to aggression, the development of a new scale is described in
the next chapter. 

Chapter 3
This chapter describes the first empirical study using respondents
from five Dutch psychiatric hospitals. A total of 60 statements (see
appendix 1) about the nature of inpatient aggression as perceived by
psychiatric nurses were presented to the sample. In answer to the first
research question pertaining to the perceptions, as the domains were
called at the time, Mokken analysis produced three distinct percepti-
ons of aggression: 
• aggression as a normal reaction to feelings of anger
• aggression as a violent and threatening reaction and 
• aggression as a functional reaction. 
In developing the scale, the number of items was reduced from 60 to
29. As to the internal consistency of the scale, it is concluded that the
reliability of the subscales was sufficient. The average inter-item cor-
relation of 0.30 is sufficient. It is concluded that according to nurses,
the interpretation of aggressive behaviour is multi- rather than one-
dimensional. 
In four of the eleven personal and environmental variables associated
with the occurrence of aggression in the literature, a relationship was
found with the way aggression was perceived: 
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The gender of the respondents, the setting they were working in, 
whether patients were voluntarily admitted or not, and the degree to
which they used constraint measures on the ward, were related to the
perception of aggression. To illustrate the last finding, nurses working
on wards where constraint measures were not applied, proved to be
more positive about the functional dimension of aggression, percei-
ving it as being more normal and functional than nurses on wards
where constraint measures such as fixation and separation occurred.
This first study points out that existing instruments for measuring
the prevalence of aggression such as the moas captures a different
aspect of aggressive behaviour. The added value this study offers is
that nurses attribute diverse meanings to the aggressive behaviour of
patients. 

Chapter 4
chapter 4 gives an account of a study in which two additional groups
of nurses were included. The study sample is expanded with two sam-
ples: nurses from psychiatric hospitals for children and adolescents in
the Netherlands and the second group is comprised of 88 nurses from
a psycho geriatric nursing home. Again, in this survey the partici-
pants were asked to give their opinion about the aggressive behaviour
of patients as they experienced it in their work environment. Rather
than the 32-item scale, for the second time the entire set of 60 state-
ments was presented to the respondents. Explorative factor analysis is
used as a method to identify the different perceptions or attitudes as
they were now called. The concept of ‘attitude’ is introduced into the
study, since it expresses the degree of the affect for or against aggres-
sive behaviour more adequately than ‘perception’. The degree of affect
is measured by asking respondents to indicate their degree of appro-
val or disapproval of each statement presented in the questionnaire
using a Likert type scale. 
Consistent with the results found in the previous study three attitude
domains or dimensions are identified:
• the attitude by which aggression is assessed as a normal reaction 

(12 items) 
• the attitude by which aggression is evaluated as a harming reaction

(17 items)
• the attitude which implies that aggression is experienced as 

functional behaviour (3 items) 
The Cronbach’s a coefficients are 0.82, 0.87 and 0.50 respectively. 
Male and female nurses had different scores on the normal attitude
towards aggression. Male nurses, more than their female colleagues,
considered aggression to be a normal reaction. However, female nur-
ses had higher scores on the functionality, or instrumentality, of
aggressive behaviour than their male colleagues. It was found that
nurses from the psycho-geriatric nursing home had higher scores on
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the harming and normal reaction than respondents from the other
two sectors. Furthermore, the study showed that the most experien-
ced nurses supported the attitude that aggression is a functional reac-
tion less often than novice nurses. It was also found that nurses from
the child psychiatric hospitals had higher scores on the attitude that
evaluates aggression as functional behaviour than the respondents
working in the nursing home for the demented elderly and in the
adult psychiatric hospitals. 
The factorial structure of the atas consists of a three-component
scale. In this study the domains found are compared to the typologies
of aggression that are mentioned in the literature. ‘Affective aggressi-
on’ comes close to what is called ‘the harming reaction’. What is
labelled in the study as the ‘functional reaction’ can be rephrased as
‘instrumental aggression’. Finally, what is called the ‘normal reaction’
in the study is comparable to ‘reactive aggression’, as it is called in
the literature. The discussion of the study takes the position that the
strongest attitude towards aggression measured on a ward using the
atas should be a reflection of the type of aggression most prevalent
on the ward. 

Chapter 5
chapter 5 reports on a study in which the invariance of the compo-
nents (construct validity) of the atas is tested in an international sam-
ple. The sample comprises nurses from five European countries. Not
three but five components or factors, expressing nurses’ attitudes
towards aggression by inpatients in psychiatry are identified, this
time in all five countries. 
The attitude components are:
• Offensive in the sense of insulting, hurtful, unpleasant and 

unacceptable behaviour including verbal aggression; 
• Communicative, in the sense of a signal resulting from the 

patient’s powerlessness aimed at enhancing the therapeutic 
relationship; 

• Destructive, a component indicating the threat or an actual act 
of physical harm or violence;

• Protective, indicating the shielding or defending of physical and 
emotional space; 

• Intrusive, expressing the intention to damage or injure others.
The psychometric properties of the atas were satisfying. The small dif-
ferences in variances found in each country imply that the same line-
ar combination of variables could be used in all populations to descri-
be the data adequately. The internal consistency (Cronbach’s a) of the
five subscales was rather satisfactory. For all countries, the reliability
coefficients can be considered as good for the ‘offensive’ scale (0.86)
and somewhat lower for the other four scales (about 0.60).
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The configuration of correlations between the components of the
ATAS scale found in all five countries suggested the existence of two
basic underlying divergent domains in the scale, with the scale com-
ponents ‘communication’ and ‘protection’ at one end and the compo-
nents ‘offence’, ‘destruction’ and ‘intrusion’ at the other. The
domains can be regarded as divergent because of the negative correla-
tions found between the two sets. The convergent combination of
‘communication’ and ‘protection’ may be characterized as positive
human energy or behaviour, in contrast to the attitudes termed as
‘offence’, ‘destruction’ and ‘intrusion’ that may be considered to be
the violent and negative perspective on aggressive behaviour. In the
first scale study (chapter 3) three subscales were identified and label-
led as the harming, the functional and the normal attitude domain
of aggressive behaviour. The items of the earlier ‘violence’ doamin are
now spread out over three separate scale domains, differentiating
between the disapproval of the behaviour (offensive), a physical act of
violence without expressing a value statement (destructive), and the
intent to hurt or dominate others (intrusive). The items that made up
the ‘normal’ and ‘functional’ scale domain in the earlier study were
reclassified in this study as the ‘protective’ and the ‘communicative’
perspectives on aggression. 
According to a one way analysis of variance, the mean values on four
of the five subscales were significantly different across the five coun-
tries. The same holds for the atas scale as a whole. Additional
research is required to acquire an understanding of which factors may
account for these differences.  
The analysis of the data of this study started with 32 items. In the
international study more components were extracted than was the
case with the original scale, five now being used as opposed to three
initially, and with a reduced number of items in the final scale. The
original scale’s 32 items, were reduced to 18, making the atas easier
to administer. The conclusion is that this study offers a valid instru-
ment for international research. Although the study population was
limited to psychiatric nurses and student nurses, aggression by
patients is not a phenomenon exclusive to psychiatric or mental
health care. Aggression by patients towards staff is an issue and often
a problem in general health settings as well. For this reason the
instrument is not merely suited to nurses, but it is also helpful for
other professionals who have to deal with aggression in a mental
health care setting.

Chapter 6
In chapter 6 a report is provided from a cross-cultural perspective con-
cerning the differences in attitudes psychiatric nurses have towards
patient aggression. The five attitudes described in chapter 5 were
investigated. The study started with the presentation of five regressi-
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on models to identify the predictors for each type of attitude in the
total sample. A gender effect was found for the ‘destructive’ and ‘com-
municative’ attitude. In the total sample men appeared to disagree
more than their female colleagues with the ‘destructive’ attitude and
to agree more with the ‘communicative’ attitude. It was also found that
nurses who worked part-time had lower scores on the ‘offensive’, the
‘destructive’ and the ‘intrusive’ attitude towards aggression than those
who worked full-time. The third predictor of the type of attitude that
was found was that nurses from admission wards agreed less with the
‘protective’ and ‘communicative’ attitude than the nurses from the
other two types of wards. With regard to the predictors of attitudes it
was concluded that the percentage of variance that was explained by
all the five models was very small. With respect to the differences in
attitudes across countries, it was concluded that the nurses from the
five European countries had different opinions on four of the five
types of attitudes. The majority of these differences were classified as
‘large’. No difference between countries was found with respect to the
communicative attitude domain.
The uk nurses, more than the respondents from any other country in
the study, agreed with the violent, harming perspective on aggressi-
on, they also agreed less with the more tolerant attitude towards
patient aggression (protective scale) than respondents from any other
country. 
The Swiss, German and Dutch nurses had identical scores on the offen-
sive and protective attitudes. The Norwegian nurses seemed to hold a
middle position between the uk on the one hand and the Dutch,
Swiss and German nurses on the other. The conclusion is that 
although attitudes to aggression differ from country to country, the
study failed to reveal what factors account for this finding. Several
reasons are discussed that might explain this result.

Chapter 7
This final chapter provides a general discussion of the dissertation.
After summarizing the main results pertaining to the different
domains found as measures of the attitude of nurses to patient
aggression, and to the variables that predict the attitude of nurses,
various methodological considerations are reflected upon. One of the
issues discussed is the consistency of the atas-items in the various ver-
sions throughout the reduction process. Some items are consistent
through all three versions of the measure, others are not. Several rea-
sons are discussed to explain this result. The chapter ends with some
recommendations for the use of the atas in clinical practice and
research. One of the recommendations for future research relates to
the predictors of the attitudes. This thesis failed to identify factors
that are predictive for the type of attitude. Therefore, it is recommen-
ded that future studies should include other variables besides the
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subjective norm indicators and the personal characteristics that are
used here. Preferably these factors should relate to attitude formation
principles such as social learning within educational programmes
and the work setting (intervision and supervision).

This thesis gives a report on the development of an instrument for
measuring the attitudes of psychiatric nurses to patient aggression.
Now that the report is finished and the results are discussed, it is
time to make a final remark. The question must be raised concerning
the extent to which this thesis adds to our knowledge of aggression.
To start with it should be noted that in psychiatric care, more than in
general care, patient accountability for behaviour plays a major role.
At the outset of this thesis and with the development of the atas, this
difference between the two health sectors or patient categories was
also thought to have consequences for differences in the attitudes of
nurses to aggression. The measure that was developed in this thesis
shows that nurses do make these kinds of differentiations. This result
shows that nursing is a profession, and that a profession requires pro-
fessional attitudes. 
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samenvatting
De houding van verpleegkundigen
tegenover agressie van patiënten 
in de psychiatrische zorgverlening;
de ontwikkeling van een 
meetinstrument

Inleiding
Verpleegkundigen zijn, vaker dan andere beroepsbeoefenaren in de
gezondheidszorg, betrokken bij agressieve incidenten met patiënten.
Schattingen laten zien dat verpleegkundigen bijna dagelijks te maken
hebben met verbale of fysieke agressie. Eén van de belangrijkste rede-
nen voor het verhoogde risico betrokken te raken bij agressie is, dat
verpleegkundigen doorgaans meer interacties hebben met patiënten
dan andere hulpverleners. Het beschikken over professionele compe-
tenties is noodzakelijk om op een adequate manier om te kunnen
gaan met agressie van patiënten. Behalve kennis en vaardigheden, is
de houding van de verpleegkundige ten opzichte van het gedrag van
patiënten een essentieel onderdeel van de professionele zorgverle-
ning. De belangrijkste aanname in dit proefschrift is, dat de aard van
de interventie van de verpleegkundige bepaald wordt door de hou-
ding van de verpleegkundige ten opzichte van het agressieve gedrag
van de patiënt. De doelstellingen van dit proefschrift zijn:
• het verkennen van de houding van verpleegkundigen ten opzichte 

van agressie van patiënten; 
• het ontwikkelen van een valide en betrouwbaar instrument om de 

houding van verpleegkundigen ten opzichte van agressie van 
patiënten te meten; 

• het beschrijven van de invloed van de persoonskenmerken van 
verpleegkundigen en van de werkomgeving op hun houding ten 
opzichte van agressie. 

Hoofdstuk 1
Dit proefschrift begint met een overzicht van de literatuur over agres-
sie in de gezondheidszorg in het algemeen en in de psychiatrische
zorgverlening in het bijzonder. Uit de literatuur over agressie in de
intramurale zorg blijkt dat meerdere factoren tot agressie van patiën-
ten kunnen leiden. Er worden drie categorieën van factoren beschre-
ven: patiënt gerelateerde factoren, team gerelateerde factoren en
omgevingsfactoren. Dit proefschrift handelt over de houding van ver-
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pleegkundigen ten opzichte van agressie van patiënten. In de termi-
nologie van theorievorming over houding of attitude wordt als het
object van de attitude beschouwd de agressie van patiënten, terwijl
het interveniëren gezien wordt als het gedrag dat voorspeld wordt
door de attitude. Ajzen’s Theory of Planned Behavior (tpb) is gebruikt als
model voor theoretische onderbouwing van de relatie tussen houding
en gedrag. Behalve houding vormen de concepten subjective norm en
perceived control de bouwstenen van de Theory of Planned Behavior waar-
mee menselijk gedrag wordt voorspeld. De indicatoren voor de subjecti-
ve norm zijn ontleend aan de literatuur over het vóórkomen van agres-
sie. Deze factoren hebben alle betrekking op de sociale omgeving en
de cultuur in de werksetting van de verpleegkundige. Omdat de indi-
catoren van de subjective norm betrekking op omgevingsfactoren kan
gesteld worden dat de subjective norm bijdraagt aan de ervaren sociale
druk om bepaald gedrag te vertonen (het omgaan met agressie). Op
perceived control wordt in het proefschrift niet nader ingegaan Tevens
wordt onderzocht of persoonskenmerken van verpleegkundigen, zoals
leeftijd en geslacht, van invloed zijn op de houding ten opzichte van
agressief gedrag van patiënten (figuur 1).

figuur 1 het onderzoeksmodel: de voorspellende factoren voor de houding 
ten opzichte van agressie

Met dit proefschrift wordt beoogd een valide en betrouwbaar instru-
ment te ontwikkelen waarmee de attituden van teamleden kan wor-
den gemeten ten opzichte van agressie van patiënten die opgenomen
zijn in een psychiatrisch ziekenhuis. Het instrument kan worden
gebruikt in de klinische praktijk om op groepsniveau de attituden te
meten van de teamleden. Het instrument is ontwikkeld om het
besluitvormingsproces over de toe te passen interventies bij agressief
gedrag op een afdeling te ondersteunen. Het instrument is tevens
bedoeld om vergelijkend internationaal onderzoek naar attituden
mogelijk te maken.
Het tweede doel is het verkrijgen van inzicht in de factoren die van
invloed zijn op de houding van verpleegkundigen ten opzichte van
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agressie. Inzicht in welke factoren bepalend zijn voor de houding,
biedt de mogelijkheid voor aanvullend onderzoek naar de functie van
deze factoren in de communicatie over en weer met patiënten vooraf-
gaand aan het optreden van agressieve incidenten.

Hoofdstuk 2
In dit hoofdstuk wordt verslag gedaan van een literatuuronderzoek
naar de concepten houding en agressie. Het hoofdstuk laat zien dat er
nog weinig bekend is over de houding ten opzichte van agressie en
dat er geen gestructureerd onderzoek is of klinische instrumenten
beschikbaar zijn om houding te meten. De meeste items in de vragen-
lijsten die gebruikt worden bij onderzoek hebben betrekking op cogni-
ties van verpleegkundigen over agressie. Ongeveer een kwart van alle
geanalyseerde items zijn items die tot doel hebben de houding van de
patiënt te beoordelen. De objectieve gegevens in de geanalyseerde stu-
dies hebben betrekking op de leeftijd en het aantal jaren werkerva-
ring van de verpleegkundigen. Patiëntkenmerken zijn leeftijd, diagno-
se en opnameduur. De meningen, ideeën en gedachten van verpleeg-
kundigen over agressie van patiënten hadden betrekking op de mate
waarin men te maken had met agressie, de aanleiding tot agressie, de
soorten agressie waarmee men geconfronteerd werd, de agressieve
personen, de reactie op agressie en de ernst van de opgelopen verwon-
dingen. Het literatuuronderzoek toont aan dat in de onderzoeken
naar houding en agressie in de gezondheidszorg, een grote diversiteit
aan onderwerpen aan bod komt. De instrumenten die de meeste aan
houding gerelateerde items bevatten zijn: 1 The Attitudes Toward
Patient Physical Assault Questionnaire, 2 the Attitudes Towards
Aggressive Behaviour Questionnaire en 3 the Perception of Aggression
Scale. De eerste twee instrumenten richten zich op de thema’s verant-
woordelijkheid voor de agressie van de patiënt, veiligheid van de
hulpverleners en de competenties in het omgaan met agressie. Het
derde instrument daarentegen richt zich meer op de vragen wanneer
er sprake is van agressief gedrag en hoe dit door verpleegkundigen
gedefinieerd wordt. De meeste instrumenten zijn in onvoldoende
mate getest op validiteit. 

Hoofdstuk 3
In dit hoofdstuk wordt de eerste empirische studie van dit proef-
schrift beschreven. Het onderzoek richtte zich op de vraag naar de
perceptie van verpleegkundigen van agressie van patiënten. 
Aan de studie namen 274 respondenten van vijf psychiatrische zieken-
huizen in Nederland deel. In totaal werden 60 uitspraken over de
wijze waarop verpleegkundigen agressie van patiënten ervaren (zie
bijlage 1) aan de respondenten voorgelegd. Met behulp van de Mokken
analyse werden de volgende drie te onderscheiden percepties of
dimensies van agressie gevonden:
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• agressie als een normale reactie (12 items);
• agressie als een gewelddadige en bedreigende reactie (11 items);
• agressie als een functionele reactie (6 items).
Door de constructie van de drie schalen werd het aantal items geredu-
ceerd van 60 naar 29. Wat de interne consistentie van de schaal
betreft, kon worden geconcludeerd dat deze voldoende betrouwbaar
was. De gemiddelde interitem correlatie bedroeg 0,30. De conclusie
van het onderzoek, op basis van de drie geconstrueerde schalen, was
dat de betekenis die verpleegkundigen aan agressief gedrag van
patiënten geven multidimensionaal is. 
Van de elf onderzochte persoonsgebonden en omgevingsfactoren die
in de literatuur een relatie hebben met het vóórkomen van agressie,
werd bij vier factoren een relatie gevonden met de perceptie van
agressie. Het betrof de factoren ‘geslacht van de respondent’, ‘werkset-
ting van de respondent’, ‘vrijwillige dan wel gedwongen opname van
de patiënt’ en ‘de mate waarin vrijheidsbeperkende maatregelen wor-
den toegepast’. Het bleek bijvoorbeeld dat verpleegkundigen van afde-
lingen waar geen gebruik gemaakt werd van vrijheidsbeperkende
maatregelen positiever waren over de functionele dimensie van agres-
sie dan verpleegkundigen die werkten op afdelingen waar wel sprake
was van vrijheidsbeperking. Verpleegkundigen die geen gebruik
maakten van vrijheidsbeperkende maatregelen percipieerden agressie
eerder als normaal en functioneel. Deze eerste studie maakt duidelijk
dat bestaande instrumenten andere aspecten van agressie registreren
dan de perceptie van agressie door verpleegkundigen. Bovendien
toont dit onderzoek aan dat verpleegkundigen meerdere betekenissen
geven aan agressie van patiënten.

Hoofdstuk vier
hoofdstuk 4 beschrijft een tweede onderzoek naar de houding van ver-
pleegkundigen ten opzichte van agressie van patiënten. Deze keer
werd de onderzoekspopulatie aangevuld met een steekproef die
getrokken werd uit verpleegkundigen van instellingen voor de kinder-
en jeugdpsychiatrie in Nederland (n = 242) en uit verpleegkundigen
en verzorgenden van een psychogeriatrisch verpleeghuissetting 
(n = 88). Opnieuw werd de volledige lijst met 60 uitspraken over de
wijze waarop verpleegkundigen agressie ervaren aan de respondenten
voorgelegd. Voor de statistische analyse werd gebruik gemaakt van de
exploratieve factoranalyse om de percepties of de houding zoals ze
vanaf nu aan genoemd worden vast te stellen. In dit onderzoek wordt
het concept ‘houding’ geïntroduceerd. Het begrip houding geeft,
beter dan het begrip perceptie aan dat het gaat om de ervaren gevoe-
lens van de verpleegkundige (beoordeling) en het daaruit voortkomen-
de gedrag tegenover agressie. De sterkte van de ervaren gevoelens
wordt gemeten door op een Likert schaal aan te geven in welke mate
men instemt met de uitspraken in de vragenlijst. Congruent met de

AggressionInHealthCare  03-11-2005  10:50  Page 158



159 samenvatting

resultaten zoals die gevonden werden in de voorgaande studie, wer-
den drie houdingen of dimensies geïdentificeerd:
• agressie is een normale reactie is (12 items);
• agressie is een beschadigende, letsel toebrengende reactie is 

(17 items);
• agressie is functioneel gedrag (3 items).
De Cronbachs a coëfficiënten van de drie schalen waren respectieve-
lijk 0,82, 0,87 en 0,50.
Mannelijke en vrouwelijke verpleegkundigen scoorden verschillend op
de dimensie ‘agressie is een normale reactie’. Mannen vonden agres-
sie eerder een normale reactie dan hun vrouwelijke collega’s. De vrou-
welijke verpleegkundigen scoorden hoger op de dimensie ‘agressie is
een functionele reactie’ dan hun mannelijke collega’s. Verder bleek
dat verpleegkundigen van de psychogeriatrische verpleeghuizen
hoger scoorden op de dimensies ‘agressie is gewelddadig en bedrei-
gend’ en ‘agressie is een normale reactie’ dan de respondenten uit de
volwassenen, kinder- en jeugdpsychiatrie. Tevens bleek uit deze studie
dat de verpleegkundigen met het hoogste aantal jaren werkervaring
het minder eens waren met de dimensie ‘agressie is een functionele
reactie’ dan verpleegkundigen met weinig jaren werkervaring. 
Medewerkers uit de kinder- en jeugdpsychiatrie beoordeelden agressie
eerder als functioneel gedrag dan de respondenten uit het psychogeri-
atrisch verpleeghuis en de volwassenen psychiatrie.
De factorstructuur van de Attitude Towards Aggression Scale (atas) zoals
de schaal vanaf nu wordt genoemd, is een drie componenten oplos-
sing. In de discussieparagraaf van dit onderzoek worden de dimensies
vergeleken met de typologieën van agressie zoals die in de literatuur
worden beschreven. Affectieve agressie is vergelijkbaar met wat hier
de dimensie ‘agressie is een gewelddadige en bedreigende reactie’
wordt genoemd. De dimensie ‘agressie is een functionele reactie’ kan
ook gezien worden als, wat in de literatuur beschreven wordt, ‘instru-
mentele agressie’. De dimensie ‘agressie is een normale reactie’ is ver-
gelijkbaar met wat in de literatuur ‘reactieve agressie’ wordt
genoemd. In de discussie wordt het standpunt verdedigd dat de meest
dominante dimensie die met de atas op een afdeling wordt gemeten
een weerspiegeling moet zijn van het type agressie dat het meest op
die afdeling voorkomt.

Hoofdstuk 5
hoofdstuk 5 wordt verslag gedaan van een onderzoek waarin de con-
struct validiteit van de atas beproefd werd in een internationale
steekproef. De steekproef bestond uit verpleegkundigen uit vijf
Europese landen (Nederland, Duitsland, Engeland, Noorwegen en
Zwitserland). In dit onderzoek werden niet drie maar vijf componen-
ten geïdentificeerd om de houding van verpleegkundigen ten opzich-
te van agressie van patiënten in de psychiatrische zorg te beschrijven.
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Deze componenten konden worden samengesteld in alle vijf de lan-
den. Deze componenten of dimensies zijn:
• agressie is kwetsend; in die zin dat agressie beledigend, grievend, 

onaangenaam en onacceptabel gedrag is (7 items); 
• agressie is een vorm van communicatie; in de betekenis dat agressie

een signaal van machteloosheid is (3 items);
• agressie is destructief; in de betekenis dat agressie een dreiging met

of een feitelijke gewelddadige handeling is 3 items); 
• agressie is een vorm van (zelf)bescherming; in die zin dat agressie 

een vorm van bescherming of verdediging van de fysieke en 
emotionele ruimte is (2 items);

• agressie is inbreuk makend; in de zin dat agressie de intentie heeft 
schade of leed te bezorgen aan de ander (3 items).

De psychometrische kwaliteiten van de atas bleken voldoende te zijn.
De geconstateerde geringe verschillen in variantie per land gaven aan
dat dezelfde lineaire combinatie van variabelen aangewend kon wor-
den om de data in alle populaties adequaat te beschrijven. De interne
consistentie (Cronbach’s a) van de vijf subschalen bleek voldoende te
zijn. De betrouwbaarheidscoëfficiënten op de schaal ‘agressie is kwet-
send’ kan als goed beschouwd worden (0,86) en als iets minder goed
op de overige schalen (gemiddeld 0,60). Het onderlinge correlatiepa-
troon van de schalen wijst in de richting van het bestaan van twee
divergente onderliggende basale structuren. Aan de ene kant de
schaalcomponenten ‘agressie is een vorm van communicatie’ en
‘agressie is een vorm van (zelf)bescherming’ en aan de andere kant de
dimensies ‘agressie is kwetsend’, ‘agressie is destructief’ en ‘agressie
is inbreuk makend’. De dimensies kunnen als divergent worden
beschouwd. De convergente combinatie ‘agressie is een vorm van
communicatie’ en ‘agressie is een vorm van (zelf)bescherming’ kan
getypeerd worden als de positieve menselijke energie of gedragingen,
in tegenstelling tot de houding die met kwetsend, destructief en
inbreuk makend aangeduid zijn, welke beschouwd kunnen worden
als de gewelddadige en negatieve dimensie van de houding ten
opzichte van agressie.
In de eerste studie (hoofdstuk 3) werden drie schalen geconstrueerd,
aangeduid als ‘agressie is een normale reactie’, ‘agressie is een
gewelddadige en bedreigende reactie’ en ‘agressie is een functionele
reactie’. De items die eerder deel uitmaakten van de schaal ‘agressie is
gewelddadig’ werden in dit onderzoek verspreid aangetroffen in drie
verschillende schalen, waarbij een onderscheid werd gemaakt tussen
afkeuring van het gedrag (agressie is kwetsend), een lichamelijk
gewelddadige handeling zonder daar een waarde aan toe te kennen
(agressie is destructief) en agressie zien als bedoeld om te kwetsen of
anderen te overheersen (agressie als inbreuk makend). De items die
eerder deel uit maakten van de schalen ‘agressie is een normale reac-
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tie’ en ‘agressie is functioneel gedrag’ werden in deze studie geherfor-
muleerd in de dimensies ‘agressie is (zelf)bescherming’ en agressie is
een vorm van communicatie’ 
De variantie-analyse toonde aan dat de gemiddelde scores op vier van
de vijf schalen significant verschilden tussen de landen. Meer onder-
zoek is nodig om inzicht te krijgen in de oorzaken van deze verschil-
len. In aanvang werden 32 items in de analyse opgenomen. In dit
onderzoek werden met de principale componenten analyse meerdere
factoren geëxtraheerd dan in de eerdere studies en het totaal aantal
items werd gereduceerd van 32 naar 18. Het gevolg hiervan is dat deze
nieuwe versie van de atas gemakkelijker af te nemen is. De conclusie
van dit onderzoek is dat de atas een valide instrument is om te
gebruiken in internationaal onderzoek. Gesteld wordt dat, hoewel de
steekproefpopulatie zich beperkte tot psychiatrisch verpleegkundigen
en studenten verpleegkunde, agressie van patiënten niet een ver-
schijnsel is dat exclusief is voor de psychiatrische zorgverlening of in
de ggz als zodanig voorkomt. Agressie tegen hulpverleners is een veel
voorkomend probleem in de gezondheidszorg in het algemeen. De
atas is daarom een instrument dat ook door andere hulpverleners in
andere settings dan de intramurale geestelijke gezondheidszorg
gebruikt kan worden. 

Hoofdstuk 6
In hoofdstuk 6 worden de verschillen in de houding van verpleegkun-
digen, uit verschillende landen, ten opzichte van agressie beschreven.
De vijf te onderscheiden houdingen, zoals die in het voorgaande
hoofdstuk aan bod zijn gekomen, werden onderzocht. Eerst worden
de regressie-modellen besproken die gebruikt zijn om vast te stellen
door welke variabelen de houding voorspeld wordt in de gehele steek-
proef (alle landen bij elkaar genomen). Er werd een effect gevonden
voor de variabele geslacht op de destructieve en de communicatieve
houding schaal. Mannen scoorden lager dan vrouwen op de destruc-
tieve houding maar hoger op de houding die agressief gedrag als com-
municatief gedrag interpreteert. Ook werd aangetoond dat verpleeg-
kundigen die parttime werken, in vergelijking met de fulltime wer-
kenden, lager scoorden op de kwetsende, de destructieve, en de
inbreuk makende houding. Het ‘soort’ afdeling waar verpleegkundi-
gen werkten bleek de derde voorspeller te zijn. Verpleegkundigen van
‘opname afdelingen’ scoorden lager op de beschermende en de com-
municatieve houding dan de verpleegkundigen van de ‘short stay’ en
‘long stay’ afdelingen. Geconcludeerd wordt dat het percentage ver-
klaarde variantie door de gevonden voorspellers in alle modellen zeer
gering was.
Wat de verschillen in houding van verpleegkundigen tussen de lan-
den betreft, bleek dat zij verschillenden in hun mening over vier van
de vijf houdingen. Uit de berekening van de effectmaten bleek dat het
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verschillen betrof die als ‘groot’ kon worden aangeduid. Er kon geen
verschil van mening worden aangetoond over de communicatieve
houding. De Engelse verpleegkundigen stemden meer dan de ver-
pleegkundigen van de vier andere landen in met de destructieve hou-
ding. Ze waren het echter het minst van alle landen eens met de
beschermende houding. De scores van de Zwitserse, Duitse en
Nederlandse verpleegkundigen op de kwetsende en de beschermende
houding schaal waren gelijk. De Noorse verpleegkundigen bleken, wat
hun mening betreft over de houdingen ten aanzien van agressie, een
soort tussenpositie in te nemen tussen de Engelse verpleegkundigen
aan de ene kant en de Duitse, Zwitserse en Nederlandse verpleegkun-
digen aan de andere kant. De conclusie van het onderzoek is dat ver-
pleegkundigen uit verschillende landen verschillen in hun houding
tegenover agressie. Er kon echter niet vastgesteld worden waaraan
deze verschillen toegeschreven moeten worden. In de discussie wor-
den mogelijke verklaringen besproken.

Hoofdstuk 7 
hoofdstuk 7 is een algemene discussie over het proefschrift. Nadat een
samenvatting is gegeven van de belangrijkste resultaten betreffende
de verschillende componenten van het instrument dat de houding
van verpleegkundigen ten opzichte van agressie meet, en van de varia-
belen die als voorspellers werden gevonden van deze houding, wordt
ingegaan op een aantal methodologische kwesties. Eén van de onder-
werpen die in de discussie aan bod komt is de consistentie van de
items in de verschillende versies van het instrument in het ontwikke-
lingsproces. Verschillende verklaringen hiervoor worden besproken.
Het hoofdstuk wordt afgesloten met enkele aanbevelingen voor het
gebruik van de Attitude Towards Aggression Scale (atas) in zowel de
klinische praktijk als in onderzoek. Eén van de aanbevelingen voor
toekomstig onderzoek betreft de componenten die de verschillende
houding voorspellen. Met de beschreven studies in dit proefschrift is
hier onvoldoende aandacht aan besteed. Aanbevolen wordt in toekom-
stig onderzoek andere variabelen op te nemen dan de hier gehanteer-
de subjectieve norm indicatoren en de gehanteerde aan de verpleeg-
kundige gerelateerde factoren. Bij voorkeur moeten deze factoren
betrekking hebben op concepten die te maken hebben met het ont-
wikkelingsproces van houding zoals het ‘sociaal leren’ in scholings-
programma’s of met leerprocessen op de werkvloer die tot stand
komen onder invloed van intervisie en supervisie bijeenkomsten. 

Het instrument dat ontwikkeld is in dit proefschrift laat zien dat psy-
chiatrisch verpleegkundigen een gedifferentieerde houding hebben
tegenover agressie van patiënten. De dimensies van de atas zijn in die
zin een weergave van deze professionele houding. 
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Dankwoord
Velen ben ik dank verschuldigd voor hun hulp en steun bij de voltooi-
ing van dit proefschrift.
Toen ik in 1993 bij Verplegingswetenschappen aan de RuG werd aan-
gesteld, was een van de doelstellingen dat op termijn een proefschrift
het daglicht zou zien. Daartoe werd mij terstond het promotieregle-
ment overhandigd. Nadat de keuze gevallen was op het onderwerp
agressie en psychiatrie, begon ik met veel ambitie en goede moed aan
mijn eerste onderzoek. Al snel kwam ik tot het inzicht dat het schrij-
ven van het proefschrift een weg van de lange adem zou worden. Een
groot gedeelte van de twee dagen, die ik bij de toenmalige sectie werk-
zaam was, ging op aan onderwijsactiviteiten. Onderwijs laat zich
namelijk niet uitstellen, onderzoek helaas vaak wel. Ik kan mij nog
goed herinneren dat het verrichten van de statistische analyses en het
schrijven van het eerste artikel een frustrerende bezigheid was. Als ik
in de ene week een gedeelte had gedaan, wist ik de week erna vaak
niet meer waar ik precies gebleven was. De enige oplossing was om
dan maar weer van voren af aan te beginnen. Het artikel is er geko-
men in 1997, maar daarna werd het stil aan het publicatiefront. Deze
impasse heeft geduurd tot juli 2003. In de periode 1997 tot begin 2002
zijn er momenten geweest dat het perspectief op een proefschrift vol-
ledig uit het zicht verdween. 
In april 2002 veranderde er echter iets. Er werd aanvullende onder-
zoekstijd beschikbaar gesteld en vanaf dat moment kwam er schot in
de zaak. Voor het feit dat het promotietraject vanaf toen een nieuwe
impuls kreeg wil ik mijn leidinggevende en copromotor dr. Berry
Middel (Universitair Medisch Centrum Groningen) hartelijk bedanken.
Berry, jij hebt er niet alleen voor gezorgd dat er weer een perspectief
kwam, als dagelijks begeleider heb je mij met raad en daad onder-
steund bij het schrijven van de artikelen. Daarvoor was het nodig dat
je naast al je andere activiteiten ook nog tijd moest vinden om je in te
lezen in de materie. Ik weet dat daar zeker in het laatste stadium van
het manuscript soms avonden voor vrij gemaakt werden. Door je
enthousiaste en stimulerende instelling heb je mij meerdere keren
over een moeilijk punt heen geholpen. Ik ben je voor al je hulp zeer
dankbaar.
Dank ben ik ook verschuldigd aan Theo Dassen (Humboldt Universiteit
Berlijn) die ook na zijn vertrek uit Groningen bereid bleef om mij ter
zijde te staan bij het voltooien van het proefschrift. 
Ik heb deze trouw als bijzonder en als waardevol ervaren. Bovendien
delen we een aantal kernmerken; onze roots liggen in Nederlands
Limburg, we hebben dezelfde school in Sittard bezocht en we zijn bei-
den van huis uit psychiatrisch verpleegkundigen. Vanuit deze
gemeenschappelijke professionele achtergrond is het denk ik mede
verklaarbaar waarom we een gedeelde belangstelling hebben voor het
onderwerp van dit proefschrift. 
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Dank ben ik ook verschuldigd aan mijn eerste promotor Menno
Reijneveld die bereid was ook in deze het stokje van Doeke Post over
te nemen. Ik heb bewondering voor de precisie waarmee je de tekort-
komingen in de concepten van het inleidend en afsluitend hoofdstuk
bloot wist te leggen. Ik heb geleerd van jouw tekstanalyses en van je
suggesties voor verbetering.
Mijn dank gaat ook uit naar mijn directe collega’s van de sectie
Zorgwetenschappen: Jitse van Dijk, Geert Groot Jebbink, Lucas
Tiesinga en Klaske Wynia. Bedankt voor de manier waarop jullie met
mij meegeleefd hebben gedurende de jaren dat het proefschrift in
statu nascendi was. Mijn speciale dank gaat uit naar mijn paranim-
fem Lucas en Klaske. Lucas, jij hebt de ontwikkeling van het proef-
schrift vanaf het eerste moment meegemaakt. Ik wil je bedanken voor
je betrokkenheid en steun gedurende al die jaren. Klaske, wij hebben
in de afgelopen drie jaren veel steun aan elkaar gehad omdat we min
of meer in het zelfde schuitje zaten; alle twee op weg richting promo-
tie en beiden gedurende vier dagen aanwezig op dezelfde werkplek. Ik
dank jou voor het aanhoren van alle verzuchtingen die ik heb
geslaakt terwijl ik bezig was met het herschrijven van de discussie
paragraaf van een artikel. Je hebt mij steeds bemoedigd op de momen-
ten dat ik het nodig had. Ik vind het een bijzondere gave van jou dat
jij dat zo goed kunt inschatten. Ik vind het een eer dat jullie, Klaske
en Lucas, als paranimfen mij bij de promotie ter zijde willen staan. 
Voor de statistische ondersteuning wil ik Willem Lok en Hans
Burgerhof bedanken.
Prof. dr J.L. Peschar , Prof. dr. D.Wiersma en Prof. dr. H.L.I. Nijman,
leden van de beoordelingscommissie, wil ik bedanken voor de beoor-
deling van het proefschrift. 
Ik wil ook alle verpleegkundigen die mee hebben gedaan aan het
onderzoek bedanken voor hun moeite. Ik hoop dat ik iets terug kan
geven aan hen en aan de beroepsgroep met dit proefschrift. 

I am indebted to the members of the European Violence in Psychiatry
Research Group (eviprg) Christoph Abderhalden (Weiterbildungs-
zentrum für Gesundheitsberufe, Arau, Switzerland), Roger Almvik
(ntnu, Trondheim, Norway), Len Bowers (City University, London, uk),
Jim Maguire (Athlone Institute of Technology, Athlone), Larry
O’Connor (University of Limerick, Republic of Ireland), Iris Mamier
(Humboldt University, Berlin, Germany), Richard Whittington
(University of Liverpool, uk). You were all involved in the data collecti-
on in your home countries. Thanks to your collaboration I was able to
build up a strong international data-set. 
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rende de jaren dat ik aan de artikelen heb gewerkt mocht ontvangen
van Wilma Warmelink, Gerda Kloosterman en Rietje van der Oort.
Mijn dank betreft ook de hoofdverpleegkundigen Remmelt Visscher
en Piet Visser, en de manager zorg / beheerder Erik Reichman en de
adjunct beheerder Robbert de Bruin van de afdeling Psychiatrie van
het umcg. Ook zij hebben mij altijd gesteund in de jaren dat ik zowel
in het azg als bij Verplegingswetenschap werkzaam was. Hannie Wolff
neemt daarbij voor mij een bijzondere plaats in.
Annette van Kelckhoven wil ik bedanken voor de prettige samenwer-
king en de professionele wijze waarop zij de lay-out van het proef-
schrift verzorgd heeft. 
Natuurlijk wil ik ook mijn zonen Anton, Wiebren en vooral mijn
vrouw Nynke bedanken voor hun belangstelling en steun die ik van
hen mocht ondervinden met name gedurende de laatste jaren van het
traject. Aan Anton geef ik het promotiestokje over. 
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Appendix 1
The 60-item Attitude Questionnaire
Aggression ...

1 is a basic human feeling
2 is when a patient has feelings that result in physical harm of self 

and others*
3 will lead to a release of patient’s emotions
4 is an expression of feelings just like laughing or crying
5 has a positive impact on the treatment 
6 is a situation where someone’s behaviour shows that there is 

intent to harm himself/herself or others*
7 is violent behaviour to others and self
8 is directed at objects or self
9 is destructive behaviour and therefore unwanted

10 is emotionally letting steam off 
11 is to beat up another person by means words or actions
12 is threatening others*
13 offers new possibilities for the treatment
14 is energy people use to achieve a goal*
15 is any attempt to push the boundaries*
16 is much more threatening in some patients than others
17 is a powerful inappropriate nonadaptive verbal and/or physical 

action done out of self-interest*
18 is expressed deliberately with the exception of someone who is 

psychotic
19 an impulse to disturb and interfere in order to dominate or to 

harm others*
20 is unnecessary and unacceptable
21 is like a hidden threat; nothing happens, yet as a nurse you do 

not feel safe 
22 is to hurt others mentally or physically
23 is any action of physical violence*
24 passive aggression is threatening to do something
25 aggression does not need to be accompanied by force*
26 active aggression is the actual performance of an act of violence
27 force is a negative way of expressing aggression* 
28 is repulsive behaviour
29 is a normal reaction to feelings of anger
30 helps the nurse to see a patient from another point of view
31 aggression and constant threads lead to symptoms of burn out in 

nursing personnel
32 is behaviour the patient knows might cause injury to another 

person without his/her consent*
33 reaveals another problem the nurse can take up

AggressionInHealthCare  03-11-2005  10:50  Page 169



170 appendix 1

34 in a response to aggression the victim tries to defend him/herself 
35 is an example of a non–cooperative attitude  
36 is non-directed expression of anger
37 poisons the atmosphere on the ward and obstructs the treatment
38 is a way to protect yourself*
39 in any form is always negative and unacceptable; feelings should 

be expressed in another way
40 is a tool patients use to exercise power over others
41 is a form of communication and as such not destructive*
42 is the protection of one owns territory and privacy*
43 is a healthy reaction to feelings of anger
44 is the start of a more positive nurse patient relationship
45 is any expression that makes someone else feel unsafe, threatened 

or hurt
46 is a signal asking for a reaction
47 is constructive behaviour
48 comes from feelings of powerlessness
49 will make the patient calmer
50 physical aggression is to be touched by someone when this is not 

wanted
51 aggression is always related to anger
52 can be managed as a nurse: you don’t have to let it happen to you 
53 verbal aggression is calling names resulting in hurting 
54 by his/her aggression a nurse can assess how a patient reacts to 

stressors 
55 reveals how vulnerable you are as a nurse
56 is an adaptive reaction to feelings of anger
57 cannot be tolerated
58 leads to the nurse withdrawing in state of anxiety and fear
59 has verbal and non verbal forms of expression
60 the measure of threat which accompanies aggression is 

dependent on the size of the patient

* statements that were derived from the literature
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Appendix 2
The English, German, Dutch and
Norwegian atas Versions
Attitudes Towards  Aggression Scale (atas)
Instruction:
You are asked to rate how much you agree with each statement.
Please base your opinion on your experience with aggressive patients
of the ward you work on at the moment. You can give your opinion by
circling the number that corresponds with your judgment.

aggression ...
1 is an example of a non-cooperative attitude 5 4 3 2 1
2 is the start of a more positive nurse patient relationship 5 4 3 2 1
3 Is unpleasant and repulsive behaviour 5 4 3 2 1
4 is an impulse to disturb and interfere in order to dominate or 

harm others 5 4 3 2 1
5 cannot be tolerated 5 4 3 2 1
6 offers new possibilities in nursing care 5 4 3 2 1
7 is a powerful, mistaken, non-adaptive, verbal and/or physical action 

done out of self-interest 5 4 3 2 1
8 is unnecessary and unacceptable behaviour 5 4 3 2 1
9 is when a patient has feelings that will result in physical harm to 

self or to others 5 4 3 2 1
10 is to protect oneself 5 4 3 2 1
11 in any form is always negative and unacceptable 5 4 3 2 1
12 is violent behaviour to others or self 5 4 3 2 1
13 is threatening to damage others or objects 5 4 3 2 1
14 is destructive behaviour and therefore unwanted 5 4 3 2 1
15 is expressed deliberately, with the exception of aggressive 

behaviour of someone who is psychotic 5 4 3 2 1
16 poisons the atmosphere on the ward and obstructs treatment 5 4 3 2 1
17 helps the nurse to see the patient from another point of view 5 4 3 2 1
18 is the protection of one’s own territory and privacy 5 4 3 2 1

str
on

gly
ag

ree

ag
ree

un
ce

rta
in

ag
ree

str
on

gly
dis

ag
ree

AggressionInHealthCare  03-11-2005  10:50  Page 171



172 appendix 2

Fragebogen über die Auffassungen der Pflegepersonen 
von Aggression (atas)
Dieser Teil besteht aus 18 Aussagesätzen zum Thema Aggression. Zu
diesen Aussagen sollen Sie Ihre Meinung bekunden, indem Sie ein
Kreuz an der für Sie zutreffenden Stelle machen. Urteilen Sie bitte vor
dem Hintergrund ihrer persönlichen Alltagserfahrung auf Ihrer jetzi-
gen Station und zwar unabhängig davon, wie häufig sie solche
Situationen erleben. Sie haben bei jeder Frage die Möglichkeit zu
gewichten, wie stark Ihrer Meinung nach eine Aussage zutrifft. Bitte
kennzeichnen Sie die für Sie zutreffende Antwort mit einem Kreuz in
einem der fünf vorgegebenen Kästchen.

aggression ...
1 ist ein Beispiel für eine unkooperative Haltung. 5 4 3 2 1
2 ist der Beginn einer positiveren Pflegeperson-Patienten-Beziehung. 5 4 3 2 1
3 ist ein widerwärtiges Verhalten. 5 4 3 2 1
4 ist ein Impuls, der zu einem bestimmten Verhaltenführt, mit dem 

Ziel andere zu beherrschen oder zu verletzen. 5 4 3 2 1
5 ist etwas, was nicht toleriert werden kann. 5 4 3 2 1
6 eröffnet neue pflegerische Behandlungsmöglichkeiten. 5 4 3 2 1
7 ist eine kraftvolle, unangemessene, unangepasste, verbale und/oder 

physische Handlung, um eigene Interessen zu verfolgen 5 4 3 2 1
8 ist unnötiges und nicht akzeptabeles Benehmen 5 4 3 2 1
9 ist, wenn ein Patient Gefühle hat, die ihn dazu veranlassen, sich 

selbst oder andere physisch zu verletzen 5 4 3 2 1
10 Aggression dient dem Selbstschutz 5 4 3 2 1
11 ist im Prinzip immer negativ und in keiner Form akzeptabel 5 4 3 2 1
12 ist ein gewalttätiges Verhalten, welches sich gegen die eigene 

Person oder andere richtet. 5 4 3 2 1
13 ist wenn man andere Personen oder Gegenstände droht zu verletzen 

bzw. zu beschädigen 5 4 3 2 1
14 ist destruktives Verhalten und deshalb unerwünscht. 5 4 3 2 1
15 wird bewusst verübt, ausser im Falle von aggressivem Verhalten 

eines Psychotikers. 5 4 3 2 1
16 vergiftet die Atmosphäre auf der Station und gefährdet

die Behandlung 5 4 3 2 1
17 hilft der Pflegeperson den Patienten aus einem anderen 

Blickwinkel zu sehen. 5 4 3 2 1
18 ist Ausdruck des Schutzes seiner Privatsphäre. 5 4 3 2 1
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173 the english, german, dutch and norwegian atas versions

Agressie Attitude Schaal (atas)
Instructie:
U wordt gevraagd aan te geven in welke mate u het eens bent met
onderstaande uitspraken. Baseer uw mening op uw ervaringen met
agressie van patiënten van de afdeling waar u momenteel werkzaam
bent. U kunt uw mening kenbaar maken door het cijfer dat uw
mening het beste weergeeft te omcirkelen.

aggressie ...
1 is een voorbeeld van een niet-coöperative houding 5 4 3 2 1
2 is het begin van een positievere relatie van de hulpverlener met

de patiënt 5 4 3 2 1
3 Is onplezierig en vervelend gedrag 5 4 3 2 1
4 is een impuls tot verstorend ingrijpen met als doel iemand of iets 

te overheersen en leed te bezorgen 5 4 3 2 1
5 kan niet worden getolereerd 5 4 3 2 1
6 biedt nieuwe mogelijkheden in de behandeling/ begeleiding 5 4 3 2 1
7 is een krachtige, misplaatste, onaangepaste, verbale of fysieke 

actie bedoeld om eigenbelang na te streven 5 4 3 2 1
8 is onnodig en niet acceptabel gedrag 5 4 3 2 1
9 is een toestand waarin een patiënt gevoelens heeft die leiden tot

fysiek letsel van zichzelf of anderen 5 4 3 2 1
10 is jezelf beschermen 5 4 3 2 1
11 is altijd negatief en in geen enkele vorm toelaatbaar 5 4 3 2 1
12 is gewelddadig gedrag gericht op anderen of zichzelf 5 4 3 2 1
13 een toestand waarin een patiënt dreigend is tegen andere 

personen of voorwerpen 5 4 3 2 1
14 is destructief gedrag en daarom ongewenst 5 4 3 2 1
15 wordt bewust geuit, uitgezonderd agressie van een 

psychotische patiënt 5 4 3 2 1
16 verpest de sfeer op de afdeling en werkt belemmerend in de 

behandeling 5 4 3 2 1
17 helpt de hulpverlener om de patiënt vanuit een ander oogpunt

te bekijken 5 4 3 2 1
18 is het verdedigen van het eigen territorium en de privacy 5 4 3 2 1
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174 appendix 2

Norwegian version of the Attitudes towards Aggression Scale (atas)
Instruksjon for utfylling av skjemaet: 
Du vil bli bedt om å å gradere i hvilken grad du er enig i i hvert
enkelt utsagn. Vennligst legg til grunn din erfaring med aggressive
pasienter på den avdelingen du jobber på nå. Angi din mening med å
sette ring rundt det alternativet som svarer til din oppfatning av
aggresjon.

aggresjon / aggressiv atferd ...
1 Et utrykk for en ikke-samarbeidende holdning 1 2 3 4 5
2 Er en begynnelse til et bedre pasient-pleierforhold 1 2 3 4 5
3 Er frastøtende atferd 1 2 3 4 5
4 Er påtrengende atferd for å kunne dominere andre 1 2 3 4 5
5 Kan ikke tolereres 1 2 3 4 5
6 En mulighet til ny behandling eller omsorg 1 2 3 4 5
7 En virkningsfullt men upassende verbal og/eller fysisk handling 

for å fremme egne interesser 1 2 3 4 5
8 Er unødvendig og uakseptabelt atferd 1 2 3 4 5
9 Er når pasienten har følelser som vil ende opp med fysisk skade 

på seg selv eller andre 1 2 3 4 5
10 Er en måte å beskytte seg selv på 1 2 3 4 5
11 Er alltid negativ og uakseptabel; følelser skal utrykkes på en 

annen måte 1 2 3 4 5
12 Er voldelig atferd rettet mot seg selv og andre 1 2 3 4 5
13 Er å true med å skade andre eller gjenstander 1 2 3 4 5
14 Er destruktiv atferd og derfor uønsket 1 2 3 4 5
15 Uttrykkes med vilje, med unntak av de som er psykotiske 1 2 3 4 5
16 Forgifter stemningen i posten og ødelegger behandlingen 1 2 3 4 5
17 En mulighet til å lære å kjenne en pasient sin situasjon 1 2 3 4 5
18 En måte å beskytte sitt eget territorium 1 2 3 4 5
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