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Background: Aggressive situations occurring within mental health services can harm
service users, staff, and the therapeutic environment. There is a consensus that the aggression
phenomenon is multidimensional, but the picture is still unclear concerning the complex interplay
of causal variables and their respective impact. To date, only a small number of empirical studies
include users’ views of relevant factors. The main objective of this review is to identify and
synthesize evidence relating to service users’ experiences and views of aggressive situations
in mental health settings.

Methods: We included qualitative studies of any design reporting on service users’ own
experiences of conditions contributing to aggressive situations in mental health care and
their views on preventative strategies. Eligible articles were identified through an electronic
database search (PsycINFO, PubMed, Ovid Nursing Database, Embase, and CINAHL), hand
search, and cross-referencing. Extracted data were combined and interpreted using aspects of
thematic synthesis.

Results: We reviewed 5,566 records and included 13 studies (ten qualitative and three mixed
methods). Service users recognized that both their own mental state and negative aspects of the
treatment environment affected the development of aggressive situations. Themes were derived
from experiential knowledge and included calls to be involved in questions regarding how to
define aggression and relevant triggers, and how to prevent aggressive encounters effectively.
The findings suggest that incidents are triggered when users experience staff behavior as custodial
rather than caring and when they feel ignored.

Conclusion: The findings highlight the importance of staffs’ knowledge and skills in communication
for developing relationships based on sensitivity, respect, and collaboration with service users in
order to prevent aggressive situations. An important factor is a treatment environment with
opportunities for meaningful activities and a preponderance of trained staff who work continuously
on the development of conditions and skills for collaborative interaction with users.

Keywords: aggression, violence, service user experiences, inpatient, mental health, user
involvement

Background

There has been an extensive research effort focused on aggressive situations within
mental health services over the last 20-30 years. The great interest in the topic is
probably linked to the fact that the consequences for those involved are significant.
Aggressive and violent episodes can harm users and staff, damage the relationship and
alliance between users and staff, and constitute a threat to the therapeutic environment
on the wards.'? Aggressive situations can be understood as an action with intent to harm
somebody, either in the absence or presence of a perceived threat, as in self-defense.
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The majority of studies in this area have focused on etiol-
ogy and individualized explanations of aggression,>* how
aggression is manifested, the characteristics of perpetrators,
the injuries sustained, and the management of aggression.’
The most frequent focus has been on examining mentally il
people as perpetrators of violence and on staff safety issues.”
However, violence and aggressive behavior in any setting is
a complex phenomenon with a variety of triggering factors,
behaviors, and consequences beyond the individual perpe-
trator. A number of theories have been developed to explain
the causes of the problem in mental health settings. Nijman’s
model includes an interaction between ward variables and
staff variables leading to the emergence of an aggressive inci-
dent.!%!! Others have examined variations in how individual
staff emphasize different domains when explaining violence,
using internal, external, and situational/relational models.°
Existing models of patient aggression in inpatient settings
are tentative according to Winstanley'? and lack both firm
theoretical foundations and empirical support. Furthermore,
no models are currently available which explain aggres-
sive incidents from the patient’s perspective. Nevertheless,
a recent review" of the limited evidence that is available
concluded that there seems to be a disagreement between
patients and staff concerning the predictors of aggressive
episodes. Patients tend to emphasize to a greater extent the
significance of environmental conditions and poor com-
munication, while staff tends to rely on internal variables
like the patient’s illness as the main reason. Theoretically,
there have been calls for a shift in perspective. Hamrin et al?
identified a complex interaction between patients, staff,
and ward culture, and introduced a virtue ethic perspective
moving away from a focus on rules and principles to refocus
on relational competence within a culture characterized by
relational ethics. Cutcliffe and Riahi'*'’ proposed a systemic
perspective, and argued for a more comprehensive under-
standing and conceptualization of aggression in inpatient
mental health settings. Their systemic model focuses on
the multidimensionality and complexity of aggression and
proposes four broad thematic categories related to the client,
the environment, the health care system, and the clinician.
They argue for the need to broaden our knowledge related
to the causes of aggression and violence, in order to gain a
better systemic understanding of the phenomenon. There
seems to be an agreement that the aggression phenomenon
is multidimensional and multifactorial, but the picture
is still unclear concerning how the complex interplay of
variables operates and their respective impact. Alongside
the overemphasis on individual patient factors, especially

psychopathology, in theories and models of aggression in
mental health settings, there is a real lack of user involvement
in identifying relevant factors. These two issues go hand-in-
hand. Staff and professional researchers will tend to see the
world in a particular way, and thus are likely to be more or
less ignorant of how service users experience the world. When
explanations of staff and patients for aggression are directly
compared, they differ significantly in certain ways.® Models
of aggression must draw on the experience of both staff and
service users if they are going to be comprehensive and form
the basis of effective interventions. This will be in line with
international guidance, which recommends the involvement
of users and the inclusion of the users’ perspective and knowl-
edge in research and treatment.'%!” Despite a relatively sparse
body of research literature concerning the users’ experiences
of violence and aggression, our initial scoping searches
indicated that sufficient studies have been undertaken to
warrant a systematic review of the findings. This paper
reports a formal review of qualitative studies focusing on this
perspective and provides a synthesis of the findings from the
individual studies. In the following, the terms “patient” and
“service user” will be used interchangeably.

Research question

The research question that guided the review was the
following: What is known about service users’ experiences
of aggressive situations in mental health care settings? In
particular, what are the service users’ experiences of and
views on 1) conditions contributing to aggressive situations
in mental health care and 2) effective preventative strategies
in these situations?

Methods

Methods for systematic reviewing of qualitative research
are still emerging, and no consensus exists yet regarding its
correct execution.!® Critics claim that qualitative research
is epistemologically specific to a particular context, time,
and group of participants, and therefore is unsuitable to
be decontextualized through extraction and synthesis in a
systematic review.'* However, excluding qualitative research
in this way from formal reviews prevents its inclusion in
evidence-based policy and practice development. This is
highly undesirable, and so there is a growing interest in how
to synthesize this type of research without violating its basic
principles.? One approach which attempts this is thematic
synthesis,'® and we applied a modified version of this method
to conduct a synthesis of qualitative studies relevant to the
review questions.
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Searching

A comprehensive search strategy was developed to identify
relevant studies and was applied to the following databases:
MEDLINE/PubMed, PsycINFO, Embase, CINAHL, and
Ovid Nursing Database for the period from their inception to
October 2014. We used indexed terms and subject headings as
well as free-text-word searches across four key concepts related
to the review question, combined in various ways according to
the requirements of each database. The following keywords
and their synonyms were used with truncated wildcards where
appropriate: “Service user” (“Patient”, “mentally il1”, “mental
disorder”, “service user”) AND “Experience” (‘“Perspective”,
“Experience”, “View”, “Attitude”, “Opinion”’) AND “Aggres-
sion” (“Violence”, “Aggressive behaviour”, “Assault”, “Physi-
cal aggression”, “Verbal aggression”, “Threat”, “Difficult
behaviour”) AND “Mental health service” (“Mental hospital”,
“Psychiatric hospital”, “Psychiatric ward”, “Psychiatric unit”,
“Mental health care”, “Mental health service”). Papers were
selected for full-text review by one researcher (CBG) based
on scrutiny of the title or title and abstract against the inclu-
sion criteria. Three researchers (CBG, TMO, and SV) then
independently screened the full text of eligible papers (n=65)
based on the inclusion criteria. Disagreements on inclusion
were resolved though discussion, and where necessary, arbitra-
tion by the third reviewer. In addition to the electronic search,
reference lists of relevant articles and books produced by the
search were screened.

Inclusion and exclusion criteria

Our inclusion criteria were based on the aim of the review
rather than on a specific qualitative methodology or study
design.*! All studies with an aim to qualitatively explore and/or
report on service users’ experiences or views of aggressive
situations in mental health care settings were eligible. We
included qualitative parts of mixed method studies, and also
studies using structured questionnaires if these allowed the
respondents to relate their experiences in an open-ended way.
To be included, a study had to be qualitative and 1) have a
population consisting of adult service users, 2) have a main
focus on aggressive situations, 3) provide original qualitative
data and 4) in English in a peer-reviewed journal. Articles were
excluded if the topic was a minor part of the study focus or if
they reported solely on the management rather than prevention
of aggressive situations, that is, use of coercion.

Quality assessment
Evaluating the quality of primary research studies in a
systematic review is complex and controversial as there is

no accepted gold standard approach.??>? Nevertheless, we
wanted to evaluate the quality of each study in order to avoid
drawing unreliable conclusions.'® Each included study was
assessed by using the Critical Appraisal Skills Programme
(CASP) checklist for purely qualitative studies, or where
appropriate, the Mixed Methods Appraisal Tool (MMAT).?#%
Two researchers (TMO and CBG) independently assessed the
quality of the included studies using one of these checklists;
any disagreement between the reviewers was discussed until
consensus was reached.

Data extraction

Decisions on what constitutes data for analysis are also less
straightforward in qualitative reviews. Thomas and Harden'®
extracted the entire text of the findings section in each included
study (but nothing else) and subjected this text to thematic
analysis. However, qualitative reports are complicated because
they do not always obviously separate the study findings
from the researchers’ interpretation of the findings.'®"* We
firstly therefore closely read the whole paper to get an overall
impression of it and to make sure that we did not miss relevant
data written elsewhere than in the results or findings section of
the paper. We then conducted a preliminary extraction of data
based on the main review question: service users’ experiences,
which directed us to focus on any text in the entire paper, which
reported basic study characteristics, aspects of the method, or
the concept of service user’s experiences, or views on aggres-
sive situations. Two researchers (CBG and TMO) extracted
this data from the included studies. Finally, we extracted all
sections referring to the patients’ views or experiences, either
in the form of quotations from the patients themselves or in
the form of the author commenting upon patients’ views or
experiences with or without reference to quotations (ie, patients
freely used the word “punishment”). Extracted text was pasted
into a self-made matrix for analysis and synthesis.

Data synthesis

The studies were analyzed and synthesized using Thomas and
Harden’s thematic synthesis approach'® with some modifications.
The first step in the original approach involves free line-by-line
coding, but our first step involved free coding of meaning units,
defined as a text fragment containing any information about
the research question. This could be a line, but it could also be
whole sentences. Our second and third steps followed Thomas
and Harden’s approach specifically, that is, organization of free
codes into related areas to construct descriptive themes which
largely reflect the findings of the original studies, and then the
development of analytical themes. To answer the sub-questions,
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we developed codes about the users’ opinions of factors that
contribute to development of aggressive situations, that is,
strong and hierarchical rules and various examples of not being
met from the staff with respect, and what could be effective
preventive strategies in these situations, that is, being met with
real dialogues, respect, and sensitivity.

These analytical themes aimed to go beyond the primary
studies by generating new interpretive constructs capturing
service users’ experiences and understanding of aggressive
situations in general.

Results

Selection of studies

Figure 1 outlines the search and selection strategy adopted.
Details regarding MMAT and CASP assessment criteria

and scores for each study are presented in Table 1.

Study demographics

A total of 13 publications were included in the review which
had been conducted in five countries: UK (n=6), USA (n=2),
Australia (n=2), Sweden (n=2), and Canada (n=1). The stud-
ies were published between 1995 and 2007, with just over
half published between 2003 and 2006 (n=8). They were
predominantly purely qualitative in design (n=10), although

three used mixed methods. One study reported on qualitative
data gathered in the course of a 3-year ethnographic study,
and accordingly, it was not possible to identify the sample
size.”® Information about the nature of the mental health
service and definitions of the type of psychiatric ward varied
across the studies, but both forensic and non-forensic psy-
chiatric settings were included. Nine of the studies reported
only from non-forensic settings,***3 two studies were from
medium-secure/high-secure forensic settings,” and one had
respondents from both forensic and non-forensic settings.** In
one study, the patients’ experiences were not related to a spe-
cific ward or unit but examined general experiences from an
earlier hospitalization.® Details of study characteristics, aim,
design, methods, and key findings are provided in Table 2.

Thematic analysis of service

users’ experiences and views

of aggressive situations

Patients had a broad definition of what constituted aggres-
sive and violent incidents including both conflicts with
other patients”?¢ and staff aggression toward patients.® In
terms of the users’ experiences and views of conditions that
contributed to aggression factors that might help to prevent
the development of aggressive incidents, five descriptive

Records identified through
database searches (n=6,068)
PubMed: 1,582, PsycINFO: 3,376
Ovid Nursing Database: 631,
Embase: 437, CINAHL: 42

Additional records

identified through
other sources (n=14)

Excluded duplicates (n=516)

Records screened (n=5,566)

Excluded after title (n=5,082)

and abstract (n=419) review,
main reasons: participants,

Retained after title and abstract
review (n=65)

setting, or topic

Excluded after full-text
review (n=52), main reason:

setting, participants, lack of
user perspective, topic

Retained after full-text
review (n=13)

outside scope, or quantitative
methodology

Final sample (n=13)

Figure | Search and selection strategy.
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Table | Quality assessment of included studies

Qualitative studies CASP qualitative quality criteria

met?

A B CDETFGHI )
Bensley et al (1995)7 vV x x v x v x x v V
Benson et al (2003)* vV Vv Vv x v x v Vv VvV
Bonner et al (2002)* v vV Vv Vv Vv Vv Vv vy
Carlsson et al (2006)* v Vv vV x vV x v Vv Vv V
Hinsby and Baker (2004)” v v Vv x v x v v vV V
Johnson et al (1997)* vV v vV x v vV x v v V
Johnson and Delaney (2007)* v v vV Vv Vv Vv vV x vV
Kumar et al (2001)® v v Vv v Vv x v v vV
Meehan et al (2006)° v v Vv Vv Vv Vv vV Vv VY
Quirk et al (2004)* vV vV vV Vv VvV VvV x x v V

Mixed method studies MMAT quality criteria met®

| 2 3 4
Duxbury and Whittington (2005)¢ v/ v v v
llkiw-Lavalle and Grenyer (2003)® v/ v v v
Omerov et al (2004)* v v v x

Notes: Symbols: v/, yes; X, no/cannot tell. *CASP qualitative studies: A: aims clearly
stated; B: appropriate methodology; C: appropriate design to address the aims of
the research; D: appropriate recruitment strategy; E: data collected in a way that
addressed the research issue; F: adequate consideration of relationship between
researcher and participants; G: consideration of ethical issues; H: sufficiently
rigorousness in data analysis; |: findings clearly stated; J: consideration of relevance
and transferability of the research; "MMAT (mixed method studies): |: relevant
design; 2: relevant integration of data; 3: appropriate considerations; 4: appropriate
criteria for qualitative/quantitative components.

Abbreviations: CASP, Critical Appraisal Skills Programme; MMAT, Mixed Methods
Appraisal Tool.

themes were identified: i) themselves as unstable and lacking
control, ii) being behind locked doors — isolated and fright-
ened, iii) being in need of protection and stimulation through
meaningful activities, iv) feeling powerless and ignored,
and v) in need of a caring relationship with trained staff.
Further development then yielded three analytical themes
which are discussed below: 1) being in an unstable mental
condition — self-protective strategies, ii) experiencing the
ward as custody rather than care, and iii) user involvement
to prevent violence based on early intervention and real
dialogue. The findings are structured below according to
these analytic themes, along with the descriptive themes. The
themes overlapped with each other somewhat in an ongoing
circular process.

Being in an unstable mental condition —
self-protective strategies

Themselves as unstable and in lack of control

Some articles presented findings that showed patients’
awareness of how their mental symptoms were one of the
conditions that was important in making them feel upset
prior to the aggressive incident. The patients referred to

being “in the acute stage”, being manic or desperate, and
hearing voices or experiencing delusions.?**%323 Other emo-
tions frequently described as precursors were frustration,
irritability, anger, and feeling unsafe or anxious.?3%323 [n
some studies, these feelings related to reactivation of earlier
negative experiences.?®*? In several studies, patients talked
about being unstable and feeling a sense of being out of
control in themselves and that it took little to get them out of
balance.””?*3! Some patients experienced a sense of being in
control, but only up to a certain point, and some expressed the
view that they felt able to control the degree or intensity of
their aggressive behavior to a certain extent.®*! Further, some
patients felt that demands from the staff for them to control
their emotions in order to maintain peace and structure on the
ward were unrealistic and unachievable.” Useful strategies to
keep emotions under control were to actively seek out staff
for support or to use a combination of diverting strategies, for
example, reading, drawing, or physical activity, avoiding dif-
ficult situations, or withdrawal.?!? Patients highlighted how
they had given the staff warnings about potential aggression
or showed clear signals of distress over a long period without
receiving any interventions, leaving them with feelings of
not being taken seriously, ignored, or being misinterpreted
as uncooperative.32%33.34

It is not actual violence but, ... the precursor, the thing
that leads up to it ... the things that can go on for weeks
and weeks ... has nothing to do with aggression ... are just

pushed aside.?

Experiencing the ward as custody

rather than care
Patients’ feelings of being out of control were frequently
made worse by an environment characterized by unpre-
dictability, insecurity, and oppressiveness, and individual
protective strategies were difficult to use for many or were
ineffective in an environment characterized by closed doors,
lack of available staff, and general turbulence on the ward.
In most of the included studies, the patients empha-
sized characteristics of the ward environment as factors
that might contribute to the development of aggressive
events,t9:26272931.33.34 The atmosphere created by the negative
ward structures sometimes felt custodial rather than caring.

Behind locked doors — feeling isolated and frightened

The ward environment was frequently described negatively,
especially in terms of being busy, turbulent, overcrowded,
and noisy with a stressful and unpredictable atmosphere.
Participants in several studies perceived the ward as an

Journal of Multidisciplinary Healthcare 2015:8

submit your manuscript

453

Dove


www.dovepress.com
www.dovepress.com
www.dovepress.com

Dove

Gudde et al

S9N30[BIp |9 :SUONIPUOD SAIIUSADIY
10adsau pue aJed jo

d2¢| ‘DAIsuodsau pue ‘9AnIsuas ‘@Antoddns
10U {24MIDNIIS PJEM [BDIYDIBIDIY

pue pi3l :suonipuod A10IngLiuo)

sangojelp [eaJ “1dadsau ‘ye3s Sulied pue
‘9AIIUSNIE ‘DANISUDS :SUORIPUOD IANUIAIIJ
saunno. pue ss|nJ pidiJ ‘paJousd)
an3o[elp jo dde| ‘aJed [euosiadwi

pue ‘Suipueisiapun ‘Quawagedus

JO >J2¥| :sUOnNIpUOd AJoINgLIIUOY)

sjeudis 3uiuaem Ajues uo asuodsau
‘s;uapIoul Jo Sulyalugap iyeas Sulied pue
‘9AIIUIIIE ‘DANISUDS :SUONIPUOD DAIIUIAIY
yeas Aq

paJous! pue ‘paraudaaiuisiw ‘pooisiapun
10U 124N32NJ3s pJeMm PISI inaljiw

9|soy pue 9|qeadipaJdun iswoldwAs
[e3UaW :suonIpuod A10INQLIIUCD

paJous ‘ye3s wouy 310adsau pue
2. JO >oE| ‘sadudlIadXa dAne3auU JaljIed
JO UONEBAIIDBA :SUONIPUOD A10INGLIIUOD)

an3ojelp pue 10adsa.
JO 52| f2UN1DNUAS PJaem [BDIYDIBIDIY
pue pi31Ji :SUONIPUOD AJ0INGLIIUOY)

(smalAai21ul) uoIsu)

Jeuos.aad.asiul 01 spes| 3eyy uolsiro.d
P32JN0SaU-I9pUN PUB SANDLIISAI B YIIM
palysnessip a49M sjuaied :SmajAIRIU|

9DUD|OIA 0} [e1USIOd PUB SHSII PIIBAS[D YIIM

‘24ndasun pue pajjoJauodun

se padualIadxa sJ93UNodUS 01 J491Ie| DY |
's8uiaq uewny se syuaned paemo) 109dsau
pa12L13saJun pue ‘ssauuado Aq padjJew
$J2JUNODUS O3 SJU9Ja. sl By “Sulied
.[euosiadwi payoeiap,, pue, jeuosiad
SBUBYINE, USIMIDQ UOISUD] B Aq
pazI4910.JeYd S.193UNOJUD JUS|OIA 91ed1|dXT

9JeJ Inq ‘panjeA

sem 3uljaLIGIP JUSPIDUI-ISOY "PJEMISYE
paWeyse pue pale|os| pue SIUSPIdUI 3Yd
03 Joud pasoud) pue ‘passaaisip 9asdn
3uyj99) pardodau Asy ) "uonuane a1 003
PaAI23. A3y) 1BY) 1|3} INqG UONURIE

pue awn Jjels panjea syuanyed ay |

SWe|q JO UOIINGLIIIE BY) SEM

UJSOUOD [BJIUDD IsOW JISY3 pue ‘Jejiwls

A|3uDjLIIS 9J9M $9SINODSIP JJels pue JUsI|D

sa|nJ jo uoneue|dxs ysnous

10U PUE ‘UOISN|I3S JO ISN DAISSIIXD
‘JJeas wouy 10adsau Jo >de| ‘sJoopINo
03 ssadoe pue sapijod Supjows :3jnesse
03 3INQIIIUOD O3 PIAII|Dq SINSS| UIR|]

SM3IAIRIUI PRIMIDNIIS

-1W3S 10} sIsA[eu. JUIUOD
‘(g=u) syuspuodsau juaned jo
9|dwesqgns & YIIM SMIIAIUI
dn-moj|o} aAnEII[END)
‘aJreuuonsanb yam AsAauns
aAneInuend) ‘poyaw paxip

yoeo.udde pjiomay
9AND3|J3 B UIYIM PIzZAJeuy
‘poyraw [edi3ojouswouayd
Aq paping AjpAneiend

uewIRqNH

pue s3|iLy jo anbiuyday
a1 Aq pazAjeuy ‘smalAIul
PoJMIdNIIS-IWDS ‘DANEIEND)

sanbiuysa
JNAJBUE 9SINODSI(] "SMIIAIRIUI
PoJMIdNIIS-IWSS ‘DANEIEND)

passnosip usaq pey d1dol
Jofew yoes YdIym uo spJem
JO Jaquinu Jo sunoD)
syuaned yum

SMBIAIRIUI SAIEIIEND)

SN ‘P4em a1nde ue pue
‘p4em Aouspuadap y3iy
B 91UN 948D dAISUIUI
1eIYdAsd e ispaem
3JBd YI[EaY [BIUDW
99.y3 wouy ‘(gp=u)
sews) ‘syusnedul zg

uapams ‘(g=u) [eadsoy
ISUS.10) PUE (H=U) pJem
[eadsoy srelysAsd
wouy suaned suiN

SN ‘sauappul Xis
ul paAjoAul syuapred
YI|EsY [EIUSW XIS

SN “tun juanedul
Ya[eay [eausw 93nde
‘SJUSPIDUI OMI Ul PAA|OAUI
usned ajews) auQ
uonejndod >1neriad

01 3jnpe 3unoA wo.y s8e
‘A|[enbs Ajsaewixoudde
pauasaudau xag "ysn
‘sjeardsoy oLelyoAsd
9JEIS JUBISYIP OM) UO
spJem 1ysis ‘sauaned g9

saydeoudde

Juswagdeuew uo saAndadsiad
aJo|dxs 01 pue uojssa.33e jo
sasned uo yeas pue syusned
JO sSmaIA a3 sJedwod o)

syuaned Aq padustiadxe
SE ‘5191UNOdUS JUS|OIA JO
95UDSSD 93 9qLIISIP O SWIy

JUSPIdUI JUSDB
ay ul syuenididaud Aue pue
pauaddey pey yeym 23e8nsaAul
01 puy ulesasau [edisAyd
[enuew JO YreW.I9)jE S Ul pue
Sulnp ‘|nydjayun pue |nydjay
puUNo} s.1038} 31eS1ISAAU O |
SUOIIDE pUE ‘SUOMDER.
‘suondadJad [enpialpur paynsn(
suonngLINe 9say) Moy pue
suonenIs aAIssa.33e Jo
JU3JolA 01 SujuBsW paINgLIIe
pue pooasJapun (g=u)
POAJOAUL |[& MOY BUIWIEXD O |

Je1s pue
suaied UsaMIDG UONDLY
Suisned seaue Ajuapl o

5(5000)
UCISUMIYAA
pue AungxnQ

1(9007) B 32
uoss|ieD

«(2007) 1232
Jauuog

5(€£007) [e 32
uosuag

(5661) e 39
Aajsuag

J9MaIA3 Aq payyiausapl sapo)

Joyyne Aq pajaodau s3uipuly Aay)

sadualiadxa
43sn 03 paje|au sisAeue
©jep pue uoi3d3|jod eyeq

uonyeso| Apnjs pue
syuedpnJed Jasn

wire/sndoj Apnyg  (Jeak) soyiny

A|leonaqeyde paisi| ‘suoireniis dAIss2US3e JO SMIIA PUEB SIDUSLISAXS SU3SN SDIAUSS JO SISA[UB DIBWISYI Ul PAJIIUSPI SSWSY) PUE SIIPNIS JO SONSIISIDEIRYD) T d|qeL

Journal of Multidisciplinary Healthcare 2015:8

submit your manuscript

454

Dove


www.dovepress.com
www.dovepress.com
www.dovepress.com

User experiences of aggressive situations in mental health care

Dove

(panunuod)

sjuspidul Ja3je Sulysliqap ‘sendojelp

[eaJ Bulure.) JjeIs :SUONIPUOD DANUIASI
Jeas Aq padousd pue ‘paaadisiuisiw
‘POOISIOPUN J0U {24NIDNIIS PIBM
[ea1ydJeaaly pue pidi ‘aAisuodsau pue
aAnIsuas ‘@AnJoddns Jou dadsaud jo |
paJousdi sudis Ajaes naljiw 3|nsoy pue
3|qe3aipaudun :suonipuod Al1oIngLiuoD)

Jeas wouy
uo139330.d BuP|PIS [SUOHIPUOD SAIIUDARIY
pJeM pue yeis

pJemon s3uies) aAneSsu ‘swordwiAs
[e3USW :suonIpuod AI1oINGLIIUOD
suozenyys Adstd SuiploAe

‘yyeas wouy uondaloud Supjaas ‘sa1dareas
Suo930.4d-§|9s :SUORIPUOD BAIIUBARIY
paJousi pue ‘paraJdsauisiu

‘pOOISI3pUN JOU N3I|IW J|1ISOY pue
s|qeadipaJdun ‘dn paxdoj ededs pue
AoeAlid jo 3| isuonipuod Aioingliuod)
san3ojelp |eaJ ‘sanIANdE [njSulueaw

pUE 9|qeI[a. :SUORIPUOD SAIIUIAR.IY

9JNI2NJIIS PJEM [BDIYDIBIDIY
pue piiJ an3ojeIp Jo >2¥| tnaljiw
9|soy pue d|qerdipaadun ‘swordwAs
[E3USW :SUONIPUOD A10INGLIIUOYD

24n12n.a1s
PJeM [BD1YDJBIDIY PUE PISLI N3IfIW
9|soy pue d|qeadipaadun ‘swordwAs
[e3USW :SUONIPUOD A10INGLIUOYD

s1I043 [3][eJed wouy dwod Aew swiiopd

PUE JUaWDJ0JuIRI (1A PUB ‘WaIsAS yajeay
[B3USW B3 JO SUNIDNJISBIHUI Y3 Ul PIPISU S
93ueYd [BDIPEJ B (A ‘9IUD|OIA SU91SO) WISAS
Yajeay [eauaw Juasaud aya (Al ¢, 20U3|0IA
Jeuonninsul,, jo swndiA djay 01 paueas Jou
aJe SadIAJSS Ya[eay [eauaw (111 ‘oejanbas
[ed180joyoAsd sey adusjolA (11 {(waisAs Yafeay
[eaUSW By Ul SIsIX3)  Jamod jo aduejequul,, (1
:PA1JIIUBPI DU9M SIWAY] 310D XIS

uondnus ayy

94042q SABP JO SINOY UONEILLII [9A3]-MO] JO
SIOUBISUI [BIDADS "JEIS O UMOUNUN 3q IySiw
1Y) SISNED SMIIAIIUI Ul p3[edAal sjuaned
auendipaud Aj3uiwsss & anoyaim pue Ajusppns
paJeadde sey juapioul JenonJed e ySnoyy
sa1891e.35 uljjoauod-I93ue Jo asn snolaaud
pue Juswdpajmoudde sauedidnaed sy jo
911ds Ul pa.un2>0 JuapIdul 9AISSa.33e 9y |
‘ssaj4omod pue [njuamod yroq aq o3
SOAJRSWIAY3 PaAIRdIRd ASY ] “JUSWIUOUIIAUD
[eua91x® a3 Aq pa1daye Ajduo.is aq

01 saA[asWaY) paA@d.ad syuedidiey
uolssas 3uyaluqap Jo 3uisnjop

[ew.o} & patiodau syuaned ayy jo suoN
uoissa.33e aonpau 3uidjay ur sajnJ 3un 3qIxaly
9JOW pUE UONEDIUNWIWOD Judned—yels
paAoadwi 4oy pasu ayy paziseydwa

sauaned |[e AlJesu pue ‘uoissa.33e

J1ay oy 3|qisuodsau Ajfenba 1sowe

3uIaq se 540108} [BJUSWUOIIAUS PUE ‘S.I1018)
[euos.aadianul ‘ssauj| paAiadlad siusney
juawysiund se paa@dJad syuapioul JUS|OIA
Surnp pas|oJaxa |0J43u0d [euonNINSY|
*SJOSS3.IS [EIUSWUOIAUD JO PEOJISAO

UE 01 A]JUS|OIA P91DBa A|[BUOISEDD0

Inq JOIABYSq JISY3 [0J3U0D O3 3|qe

2J9M A|[eJauad Ay ‘s10108) [BNMIXSIUOD

031 ANIAnIsUSS paseaJdul ue aidseaq

uigJoD pue

ssneaig Aq papind

‘yoeoudde Aioaya papunoi
"POpJ0a. ‘SAINUIW (6
‘dno.3 snooj ‘aAnelend
spoyiaw Aioayd

POpUNOUS YIIM 1UISISUOD

se A|snoaueinwis p1dNpuod
sisA[eue pue uonda||od vieq
"A1oay papuno.s Aq

papIng smalAlLIul pue Apnas
UONEBAJISSGO ‘DANEIEND)

sisA|eue Jusjuod 03
yoroudde ue o1 paidepe sem
yaym ‘81019 Aq paquidsap
poyaw ay1 o1 SuipJodde
pazAjeue ‘smalAIUI
|enpIAIpul ‘@ARE[END

S3WAY) OJU| PaZIuESIo d4oM
SIUBWIIEIS JUBDIIUSIS
'suone1dadxa SIayd easau

sy jo 3unsypedq,,
|ed18ojouswousayd

UM PazZA[BUB SMIIAIIUI
PaJNIdNIIS-IWSS ‘POYIDW PaAXI|y]

yoeo.udde aAisunosip e pue
K403y papunous yroq

Aq pazAfeuy ‘smalAlIUl
PaJmdNIIS-1Was ‘DAnEIEND)

SN ‘SWIdIA Jo/pue
‘SSQUIIM ‘sdoje.iadaad se
9DUB|OIA JO SPOUBLIDAXD
pue uonezjelidsoy jo
AJ01s1y B yum ‘Sjew
Jnoy ‘syusnnedino xig

VSN ‘suonenyis 8unelessa
u1 3utod SWOS 38 PIAJOAUI
J|E ‘suun oLelydAsd
Pa>20] OM1 WOy

‘sueak 9g—77 28ued a3e
‘Slewsy xis ‘syusned 7|

BpERUBD) ‘2Iun dlnelYdAsd
' Y3m [eadsoy

|esouad e pue [eadsoy
o1eIYAsd aued Auenuaa e
:sjeadsoy orelyd4Asd oma
wouy syuaned 7|

el[eaIsny
‘poliad yauow-4 & J9A0
uolssa.38e jo syuapidul
Ul PRAJOAUL S3IUN
juapedul oraelydAsd
Jnoy wouy syusned g7

N ‘Uun a4ndas
-wnipaw e wouJy
syuaned sjew Jnoq

wiaisAs yajeay

[B3USW B3 UIyIM
9DUB|OIA JO ddUdLIRdXD
,S435N 9DIAISS DI O]

]oJ2u0d jo N0

Sunejessa aJe oym syuaned
a3eurw yeas Suisunu moy
9dUSN|jul JBY3 SUORIPUOD pue
IX331U0D 33 puBISISpUN O |

uolssa.gse Jo

suapioul apadaud yoiym
‘sJap.Josip 3ySnoya yum
s[enplAIpul Jo saduaLIadXD
oy jo 3ulpueisiapun

ay3 asea.dul o]

uononpad Jo skem pue
JUSWASEUBW JUSIIND ‘SISNED
Jo suondaduad ‘padustiadxa
suopows pueisispun djpy
01 uolssa.33e Jo syuapidul Ul
PaAjOAUl yeas pue suaned
JO SMBIA B3 BUIWEXD O]

sjuspidUl
JUSOIA JO SIUNODDE
S$9sUnu pue
suaned auojdxs o]

4(1007) [e 32
Jewiny|

«(£007) AsuepRQ
pue uosuyof[

ie(L661) B3
uosuyo[

0e(€007) 412Ausuny
pue 3|[eAr]-MmDj||

(#002)
Javjeg pue AqsulH

455

submit your manuscript

Journal of Multidisciplinary Healthcare 2015:8

Dove


www.dovepress.com
www.dovepress.com
www.dovepress.com

Dove

Gudde et al

UoNE[eIsI-9p sdISeS

3un>930.d-§|9s :SUONIPUOD SAINUBARI]
123dsau pue AlAnisuas

0 >J2¥| ‘A|snolias uadel J0u ‘adeds

pue AdeAlid jo >2¥| ‘naljiw 3jIsoy pue
3|qeadipa.dun :suonipuod A1oIngLiuo)
sjeudis Sujuaem

AJ4es uo asuodsau :yeis [euoissajo.ud

PUE 9]qe1S :SUORIPUOD SAIIUIAR.Y
129dsau Jo

d9¢| ‘DAIsuodsau pue ‘9AnIsuas ‘@Antoddns
J0U {9UN1DNJIS PJeMm [BIIYdJRIDIY

pue pidlJ :suonipuod AioIngLiauoD
s|eusis Sujuaem Ajues uo asuodsad
‘Buiuren yeas ‘sanianoe |njSuluesw pue
3|qel[a. ‘s3usied JUSJOIAUOU PUE JUS|OIA
ajeJedas ‘syuapioul jo Suyaluqap ‘sjeudis
Suluaem Jeas SUIAIS :SUOIIPUOD SAUIAS.I]
swoldwiAs [eauaw (ye1s Aq

paJou3i pue ‘paraiduanuisiw ‘pooisiapun
J0U {94NIDNJIIS PJBM [BDIYD.IRIDIY pUB
p1311 ‘saniAnde [njdulueaw jo >de| ‘ededs
pue AdeAlid jo >2e| ‘naljiw 3j1Isoy pue
9|qe1dipaJdun :suonipuod A10InqLiuo0)

pJeMm 93 uo sl 33eurw 031

sa1891e.35 Aojdwa 03 punoyj auaMm suas)
*92UE||I9AINS J00d JO [BWIUIW/S|DAS|
3ulyeIs MOJ ‘sl JBY3 ‘S10IDB) [BNIXSIUOD
puE [UONDEIIUI JO SSUBI B USIMIDQ
Aejdusau) “sausned usyio o1 s|qeangrme
aJe q|nesse [edisAyd se yons ‘sysii Aueyy

siuaned ayy Aq pasusiiadxs

suonedoAo.d ay3 Jo %0G> Ajausapl o1 d|qe
2JoM saaquiaw yels *(%/|) sauaned Jaypo
/s9AE[R. Aq 10 (%F€) uonedIpawW (%€ /)
yeas Aq ‘quapioul aya 03 Jolud payjoroud
Suiaq pariodau (%06) suaned /¢

91BJOApE
uaned pue ‘saunpadoud asnsnl 9AdYS Jo
uonejuswsa|dwi ‘sapnimae yeis paroaduil
‘syuaped pagumsip Aj2ande jo uoneiedss
‘saniAnoe |njdulueaw jo uoisiro.d
‘uonuaAIRIUIl A|4ea :uonuaAa.d oy saiareang
$.10308} paJajuad-juaned pue ‘sanssi

[ed1paw ‘suondeualul yeis ‘skep Aadwa
“JUSWUOIAUS 33 :UOIssa.ISSe Jo asned)

24eMYOs | Sl ANN 40 asn
YaIMm sisA[eUB JUSIUOD g

Apnig ‘sisA[eue pue
‘3uiidwres ‘uondajjod

eyep paping yoeoudde
A4osya papuno.s 1y
Apmg “Apnis diydeasouyag

sisA|eue [ednsneIs
‘d4reuuonsanb oy
Suipaodoe syuaned yum
P912NPUOD SMIIAIRIUI
sAnefenb ‘poypsw paxil

sisA[eue Ju1UOD) "d|NPAYdS
MBIAJRIUI P2.NIONIIS
-lwag ‘syueddnaed /—
YaIm suoissnasip dnoud
SN0} dAY ‘DAIEIEND)

N ‘spaem

91nde ¢/ Suipnjpul

‘s3iun a1aelydAsd 9¢ 1
sJasn :g Apnig 'sueaA ¢ jo
pouad e ulnp sjeadsoy
o1eIYdAsd Jualayip

Ul SpJeM 91NdE 99442

uo sJasn 1y Apmg

USPaMS ‘s3uspidul
JUS|OIA Ul PIAOAUL UDDQ
pey sauedidn.ed "spaem
sisoyoAsd omy wouy
‘sueak G9—0g 28ue. a3e
‘UsWom g ‘sausned |4

Bl|eaISNY ‘Iun

2Isua.10} 94n23s-y3iy

B UO SPJEM OM] WO
‘9Jeway 9l ‘syuaned /g

sJay3o 01
asod 4o 3oy Aoy sl aYy
a3euew 03 pasn saifoeals
pUE spJem dLielydAsd
a1nde ul 9dod suasn
92IAI9S MOY UO SN0

JUDPIDUI JUD|OIA
Swes ay jo sadualadxa
siuaned onoydAsd pue
SJaquisw yers suedwod o)

JOIABY3Qq YdNS dZiwiuiw O3
sa1393e.43s [epualod pue paem
93 Ul JOIABRYD] DAISS.S3e jJo
saoualiadxa pue suondaduad

SswanedIdip o]

(#0070 e
EERElliTe}

¢(#007) [e 30

AoJBWQ

«(9007) e 32
ueyas|

J9MaI1A34 Aq palyiauapl sspoD)

Joyyne Aq pajaodaa s3uipuly Aay)

sadualiadxa
J3sn 03 paje|ad sisAeue
©jep pue uoi3d3|jod eyeq

uonyeso| Apnjs pue
syuedpiJed Jasn

wire/snooj Apnyg  (Jeak) soyiny

(panunuod) g sjqe L

Journal of Multidisciplinary Healthcare 2015:8

submit your manuscript

456

Dove


www.dovepress.com
www.dovepress.com
www.dovepress.com

Dove

User experiences of aggressive situations in mental health care

unsafe and frightening place causing feelings of anxiety
for them.®?%2"2° This was alongside other factors, such as a
concentration of numerous patients with different kinds of
behavioral difficulties in one place,®*?623! which left few
opportunities to develop social relationships.?® Frequent
provocations and disagreements between patients were men-
tioned, particularly regarding money, smoking, and music
and TV choices. Some users described an unpredictable and
hostile environment characterized by intimidation, bullying,
lack of communication, and misapprehension between users
who did not like each other.26?73%3! Tt was perceived to be
particularly difficult when patients with a drug problem
were resident on the ward and particularly insecure when
fellow patients took control of the ward without intervention
from staff.?¢ Furthermore, patients encountered difficult
and sometimes dangerous and impulsive fellow patients
who caused tension among patients and between patients
and staff.’ Restricted permission to leave in combination
with overcrowding and lack of privacy and space on the
ward was highlighted as significant, in addition to limited
opportunities to withdraw in order to get a break from all that
took place on the ward.*?¢?73%3! The hierarchical structure
that characterized the ward was another factor that contrib-
uted to these aggressive incidents.®?73%3134 The system was
perceived as ambiguous with elements of both care and
control, and the environment was described as over-reliant
on coercion with a major focus on safety and control.” Petty
or unreasonable restrictions placed upon the patients were
frequently mentioned, especially denial of minor everyday
requests, for example, use of a telephone, cigarettes, or a cup
of coffee outside the scheduled times. Further, withdrawal
of ward privileges and freedom, for no apparent reason, was
also seen as an antecedent of aggressive behavior.>-3133:34
Rules that were perceived as incomprehensible, for example,
a common bedtime for all on the ward,” and unfair were
emphasized as triggering factors to aggression, especially
if vaguely communicated.?”* Some of the daily procedures,
like standing in a queue outside the nurses’ office waiting
for medicine, were interpreted as humiliating.’ Respondents
were concerned about rigidity, lack of flexibility, and the
absence of explanations when enforcing rules.”’?7** Some
stated that it was not necessarily the rules themselves that
were the problem, rather the way they were enforced and
communicated to the patients.

They may be saying exactly the same thing as the other
nurse, saying, “No, you can’t do this, do that” but it is in

the way it is said, and the reasons for it are given.’

Thus, the combination of being separated from general
society, confined behind locked doors in a turbulent and
frightening environment, and thus being unable to leave
the hospital was perceived as a heavy burden. Some even
mentioned self-discharge or absconding as alternatives to
avoid risky situations.?

In need of protection and stimulation

through meaningful activities

One study reported in detail patients’ strategies to reduce
the sense of being at risk from fellow patients.?® Strategies
mentioned were to seek protection from staff, particularly
those who they knew well and who had taken the patient’s
experiences and worry seriously in the past. Further, strategies
involved avoidance and withdrawal from risky situations and
threatening patients, and identification of safe places for
withdrawal on the ward. The TV room was preferred to the
smoking area for withdrawal, as the latter was perceived as
an unsafe place with a lot of friction, especially when the
staff was absent.

The experience of being on the ward was in some of the
studies characterized by a feeling of boredom and enforced
idleness. Lack of stimulation and meaningful activities was
mentioned as a source of frustration and aggression, and
respondents in the studies were concerned about opportunities
for meaningful activities which would counteract boredom
and inactivity.>??” In one study, patients expressed frustra-
tion at being forced to wait for scheduled activities that in the
end were canceled and expressed the opinion that a regular
and reliable daily program of activities, including physical
activity and access to outdoor facilities, would have prevented
aggression.’

I think boredom is the biggest problem in here. If you are not
busy doing something, you are just sitting around smoking
all the time, if you are doing something it is better, that would
prevent anger | think. Something worthwhile ... maybe we

need to dig up the garden or something like that.’

Feeling powerless and ignored — in need

of a caring relationship with a trained staff

The way the staff acted toward the patients could either
provoke or prevent the occurrence of aggressive situa-
tions. 68926313334 Experiences of not being understood,
misinterpreted, and ignored by the staff were especially pro-
voking.®2%3134 In two studies, the patients referred to staff
as being absent and detached, sitting behind locked doors in
their office or in a glass cage, while patients were left alone
with restricted possibilities for communication and natural
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interaction.®** The perceived absence or avoidance of staff
was experienced as representing a lack of understanding of
the patients’ distress at being left alone in stressful, turbulent,
and insecure environments. Communication with nurses was
frequently described as one-sided, contradictory, argumenta-
tive, hard, poor, or totally lacking, characterized by a lack
of respect and insufficient understanding of the patient’s
prOblemS.6’9’27’29’30’34

1 got angry because they wouldn’t listen to what [ was trying
to tell them. Telling them that I needed help, wanted to hurt

myself ... it was horrible, I never want it to happen again.”’

Patients experienced a lack of empathy and care from
staff,>%2834 who were felt to be unsupportive, insensitive, and
unresponsive, and interactions were perceived to be disre-
spectful, unwarranted, and sometimes humiliating.?27-30-33.34
Patients in two studies stated that staff did not show any
genuine interest in the patients as human beings but simply
restricted their role to being a professional doing their job.?
In one study, the patients experienced a feeling of ignorance
and that led to a sense of inner violation with a feeling of
not being worthy of the presence of the carer. The experience
of violation directed to the patient as a human being could
trigger a violent encounter.** Such events might be perceived
as a possibility to experience empowerment but was rooted
in a feeling of powerlessness.?!33

User involvement based on early

intervention and real dialogue

Patients had a need for real dialogue with staff, including the
opportunity to express their feelings to carers who respected
these feelings. Training and education of the staff was
emphasized as fundamental to improving bad and patronizing
attitudes among the staff. Important areas of staff training
and education mentioned were defusing tension and perfor-
mance of care rather than custody.®® Increased knowledge
and ability among staff in order to distinguish verbal and
nonverbal aggression and to allow normal reactions and to
show feelings without overreaction were highlighted.®** In
one of the studies, patients highlighted staft qualities like
being engaged, understanding, and warm, and showing a
sincere, straightforward, and unfeigned engagement, like the
respect a carer shows toward another ordinary human being
who is not a patient.* In another study, patients preferred
less reliance on agency nurses and other nonpermanent staff
in order to increase the proportion of permanent staff and
supported involving users in both training and education

of staff as well as in staff recruitment.® Respondents in the
studies expressed a desire to talk about the incident, and to
be asked what they felt and why they acted as they did.%**-34
The sense of being violated could remain after an aggressive
situation with patients experiencing strong emotions like
being embarrassed, scared, and feeling empty and insignifi-
cant afterward.?*

Further, patients called for greater use of early inter-
ventions, and more sensitivity and proactivity from staff,
particularly when responding to problematic events and
warning signs. Staff should be able to listen to and negotiate
with the patients in order to calm down the situation.®%3034
Furthermore, some wanted access to the formal reports
submitted by staff about the aggressive event, and to have the
opportunity to clear up any misunderstanding and/or give
their own version of the incident. They emphasized the value
of talking with aggressive patients and witnesses soon after
the incident, in order to clarify exactly what happened and
to contribute to avoiding future incidents.”*

Talk it through with them first to figure out exactly what
has happened, you can’t throw them into seclusion without
first talking to them. I think it is good to have the staff to
sort of calm the situation down first off ... but you have got
to help those two that have been in that situation otherwise

it will happen again.’

Discussion

Findings from this review illustrate that users recognize that
the conditions that contribute to aggressive situations involve
a combination of their own mental ill-health, an overload
of negative structures, and a lack of positive structures in
the treatment environment. Many described themselves
as emotionally unstable at the time of an aggressive event
while proactively struggling to protect themselves against
provocations in the environment from both fellow patients
and staff. They could not escape the negative situations
being felt trapped behind locked doors, leading to a sense of
being in custody rather than care. They felt that they tried to
signal their distress and need for protection and support to
staff but did not get adequate responses, leading to feelings
of being ignored. These findings and relevant literature will
be further discussed below around three central themes:
1) feeling ignored as a human being in custody rather than
in care, 2) aggressive behavior as a kind of self-defending
strategy, and 3) user involvement as a possible preventative
strategy.
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Feeling ignored as a human being

in custody rather than in care

It is well known from both the literature® and practice that
users with mental health problems can have an individual
vulnerability based on congenital and/or environmental
factors which becomes operative when exposed to certain
current triggers or stressors in the environment. This
knowledge is an important background for understanding the
individual patients’ vulnerability and sensitivity in specific
situations and interactions. Psychiatric patients generally
do not behave aggressively, but certain people are prone to
aggressive behavior in specific situations and relationships.*
The findings from the current review are consistent with
this view. A psychiatric ward can be a highly provoking and
aversive place to be forced to inhabit, and mental illness
is neither necessary nor sufficient to explain aggressive
incidents that occur upon them. Users highlighted feeling
trapped in an environment based on a strict hierarchy and
rigid rules for behavior with an impoverished atmosphere
lacking access to meaningful activities and supportive rela-
tionships with the staff. They often felt that the staff did not
give them a sense of predictability or safety in this environ-
ment, when such predictability might help in preventing
outbreaks of aggressive behavior. International literature
also indicates that a good treatment milieu is best achieved
with a stable and experienced staff group, clear leadership,
clearly structured staff roles, and predictable, meaningful
activities for patients.'s Recent studies also reemphasize the
importance of being met with respect from the therapist as
a central condition for therapeutic growth. The sensitivity
of the therapist is as fundamentally important as the other
core skills values and skills of trust, empathy, support,
authenticity, and nonjudgmental feedback.>**"-* When these
conditions are missing, the users’ experience tends to be one
of custody rather than the care they were supposed to receive.
It is also clear that feelings of powerlessness® and being
invaded***! are created when care systems exclusively aim to
control patients, or where patients themselves feel deprived
of control or the ability to act constructively by ward prac-
tices. Users’ suggested strategies for aggression prevention
in this review are also concentrated mainly around improve-
ments in the environment and in the relationship between
users and staff, with a particular plea that the staff act more
proactively and intervene earlier before situations can
escalate. Numerous studies have highlighted a connection
between unmet patient requests, controlling staff behavior
and aggressive incidents.?**>* This connection is common

sense when explaining aggression in other settings but needs
to be constantly reiterated when discussing aggression in
the context of mental illness where the illness aspect tends
to override any awareness of environmental triggers. A
sense of limited autonomy stands out as an important factor
at both a structural level, for example, locked doors and
smoking restrictions, and at an individual or relational level,
for example, a sense of inconsistency in the application of
ward rules and the way that rules are communicated to the
patients.>'”** The consequence of this is that patients do not
have a sense of protection or support. On the contrary, they
feel their care needs are ignored or not met in a respectful
way, leading to an experience of violation of their own iden-
tity as a human being. The findings from the current review
also reveal that patients in a vulnerable mental state, locked
in an environment very different from their daily life, might
end up feeling threatened, violated, and frightened at the
very time when they are in need of care and support. When
patients described how both their mental illness and the treat-
ment environment they are in can induce anxiety, attempts
at self-care through a struggle to gain control in interaction
with other patients or staff, and thus, to protect self-esteem
and self-respect, can be seen as a natural act.

Aggression as self-defense

One of the articles in the review by Carlsson et al** reported
that for the patients, the worst aspect of degrading treatment
is the experience of inner violation as a human being with a
feeling of being totally ignored and without dignity, and may
lead to an urge for self-defense, sometimes in aggressive
and violent ways. Coleman et al** assert that the experience
of violation is one of the strongest and most intense human
emotions, rooted in earlier experiences of trauma, and created
by social norms and rules in, for example, families and
societies. The violation forms the framework of how we act
in similar situations of powerlessness.* This might also give
support to Winstanley’s cognitive model of patient aggression
in which what staff perceive as aggression is intended by
patients as an act of self-defense against perceived attack.
According to this model, staff behavior is perceived as threat-
ening rather than caring, and the consequent anxiety might
evoke an aggressive response.'? The feeling of being ignored
is very hard to live with and might trigger aggressive actions.
Service user’s aggressive behavior in this context therefore
can be understood as a self-defense based on a feeling of
being totally ignored. When one’s identity as a human being
is threatened, primal defensive actions and self-defense might
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be experienced as a form of empowerment in order to regain
control over one’s environment. Although this is not a posi-
tive strategy, it is comprehensible as a strategy to preserve
the individual’s self-esteem and self-respect in a situation of
felt powerlessness.*

Dynamic user involvement in preventing

aggressive situations — a possible strategy?

An important finding in this review is the users’ views on
the connection between their own unstable condition and
aggressive situations, and their argument that user involve-
ment in decision making might be preventive or enable more
effective handling of such situations. Some users gave clear
examples of how they tried to solve situations, giving signals
and warnings to staff of potential problems, without these
being recognized. They believed that preventive actions have
to be based on good contact and dialogue with trained staff,
which they know well, and can relate to and interact with
confidently. Many studies also highlight the need for training
and preparation in communication and interpersonal skills.*
Research also shows that user involvement is found to be dif-
ficult to practice in mental health, due to disability, illness,
lack of user confidence, some staff resistance, and traditional
professional roles.' Oeye et al* highlight the challenges
including tensions between implementing individual user par-
ticipation and maintenance of collective “house rules”, and
difficulties establishing equal relationships within the hier-
archical hospital structure. The development of user involve-
ment and patient autonomy seems to have been even slower
in forensic settings because of the safety and security needs
of patients, staff, and society.”” Users in the present review
reported strong emotions in the aftermath of incidents, and
again expressed a need for dialogue. They believed that user
involvement both prior to and after an aggressive episode, for
example, various types of debriefing or post-incident reviews,
would probably have a preventive effect on future events. The
process of debriefing functions as a way of both establishing
agreed facts about what really happened and being a forum
for provision of emotional support.*® According to Bonner
and Wellmann,* there is a growing research base indicating
that aggressive incidents can lead to serious psychologi-
cal impact on patients and staff, and thus, there is a clear
need for post-incident support for both parties. Currently,
there is little research or guidance concerning the recom-
mended content and structure of such support. It remains
important to ensure a structured process for all involved
and to include users in framing the process, at individual,
service, and system levels. One important approach to

user involvement is an implementation of individualized
violence risk management strategies that invite patients to
contribute their knowledge concerning their own personal
specific warning signs and interactional vulnerabilities. If
patients have warning signs that are of an intrapsychologi-
cal nature, for example, particular thoughts, these signs will
be inaccessible to nurses’ observations without behavioral
expression. If user involvement and cooperation can be
developed, important information can be added to treatment
and risk management plans.' The Early Recognition Method
(ERM) aims to improve collaboration between nurses and
patients to prevent aggression in forensic psychiatric care,
and there is evidence that a focus on early signs of aggression
identified in cooperation with patients led to a significant
decrease in inpatient incidents.”® The ERM protocol helps
to embed risk management into clinical practice and thereby
supports staff and patients in working together to prevent
aggression and violence. This again reiterates the need for
a stronger focus on user involvement and patient participa-
tion in inpatient mental health settings to prevent aggressive
incidents.

Study limitations and strengths

The present review is comprehensive and applies a rigorous
methodology to summarize evidence in an important but
complex area. It is limited by the relatively low quality of
some of the included studies. Despite this limitation, we
included the lower quality studies due to the small number of
available papers on the topic and the lack of a clear consensus
on defining quality in this type of research. The exclusion of
studies not published in English may have contributed to a
selection bias as services and issues will be different in non-
English-speaking countries and additional valuable ideas may
have been gained from these alternative cultures. Some of the
studies here did not discriminate in a clear way between the
study results and the discussion; this may have caused some
confounding of patients’ descriptions and the authors’ inter-
pretation. It is never possible anyway to access the unmediated
patient’s voice in research texts, since even direct quotes are
selected and framed by the study authors, but some attempt
was made here to distinguish between “findings” and “inter-
pretations”. Furthermore, we extracted only those parts of
the studies that covered the development and prevention of
aggressive situations, thus avoiding sections where the patient
might have reported satisfaction regarding support and safe
treatment conditions. This might lead to a skewed picture in
the review but is in accordance with the scope and aims set out
for the study. The inclusion of both forensic and non-forensic
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wards, of patients’ perspectives independent of diagnosis or
severity of mental state, and (English-language) studies from
different cultures and countries, might lead to difficulties in
drawing robust contextual conclusions. However, by focusing
on the phenomena of the patients’ experiences and perception
of aggressive situations in mental health settings, the review
has provided some valuable insights.

Conclusion

From a patient perspective, this study highlights the impor-
tance of staffs’ knowledge and skills in communication and
collaboration with patients to prevent aggressive encounters.
Therefore, a major ethical requirement and professional
challenge is to develop relationships with patients based
on sensitivity, respect, and collaboration. The main conclu-
sion is the absolute need for services to provide a treatment
environment with opportunities for meaningful activities
and a preponderance of educated and trained staff who
work continuously to improve collaborative interaction
with the patients. International research indicates that staff
might experience patients’ behavior as both challenging and
threatening. The intention and solution here is not to blame
the staff but rather to reemphasize the importance of appro-
priate knowledge development and training in improving
appreciative and therapeutic interaction with patients. The
patients clearly articulated important insights gained from
their experience and expressed a strong desire to be more
involved in questions regarding how to define, understand,
prevent, and manage aggressive situations effectively.
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