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Abstract 

Service user to staff violence is well documented in healthcare service 

literature. However, there appears to be little consensus on the 

definition of this type of violence. This in turn limits ways of 

measuring different types of service-user aggression as experienced 

by staff. Nevertheless, healthcare workers in general are particularly 

at risk of experiencing workplace violence. Previous research would 

indicate that staff working in forensic-based services, although still 

experience aggression and violence, may have mechanisms in place 

that serve a protective function. Further investigation of such 

phenomena as resilience is warranted. 

The research project followed a four stage mixed design. A systematic 

review explored definitions and prevalence of service user to staff 

violence in forensic healthcare services. The second stage comprised 

a critique of The Perceptions of the Prevalence of Aggression Scale 

(POPAS) following the systematic review highlighting conflicting 

conceptualisations of aggression and violence; this required 

exploration before subsequent project stages. The third stage 

investigated the negative impact of patient aggression and violence 

for forensic healthcare staff; resilience and perceived stress was 

examined in affecting this experience. Finally, a factor analysis 

explored the existing factor structure of the Connor-Davidson 

Resilience Scale (CD-RISC) with forensic healthcare staff. 

The systematic review found conflicting definitions of violence were 

utilised across the literature. An inconsistent pattern of prevalence 

was found across included studies which was 15 - 91.6%. Critique of 

the POPAS revealed the scale has good internal consistency 

(Cronbach’s alpha above 0.8) across several studies. The scale 

appeared to have strength as a basis for the development of other 

scales, which could demonstrate its flexibility. Findings of the third 

stage of the project indicated that staff working in forensic healthcare 

services (N=93) experienced a moderate level of stress and were 

significantly negatively impacted when exposed to aggression and 
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violence. Participants had a moderate-high level of resilience. 

Resilience, perceived stress and the experience of aggression and 

violence were significant predictors of the negative impact of 

aggression and violence. Such findings were in support of principles 

highlighted by the Resilience Portfolio Model. Following factor analysis 

of the CD-RISC seven factors emerged from the data; Factor 1 

(adaptability, personal strength) was the strongest to emerge.  

It is believed the systematic review is the first attempt to synthesise 

existing data and serves to provide a point of reference for further 

exploration. Although reliability and internal consistency of the POPAS 

was well-established it is recommended that further exploration is 

needed with respect to exploring the scale’s validity in more depth. 

The POPAS appeared to be a strong measure of aggression and 

violence in workplace contexts. In support of existing literature 

healthcare staff working with offenders reported experiencing a high 

number of aggressive and violent incidents. The sample had a high 

level of resilience which affected the negative impact after 

experiencing aggression and violence; the higher the scores of 

resilience and perceived stress, the lower the negative impact of 

experiencing aggression and violence. This was in support of 

theoretical principles of the Resilience Portfolio Model which guided 

this thesis. Comparison of current factor loadings on the CD-RISC 

with existing findings would indicate that resilience is complex. 

Findings may indicate that healthcare staff working with offenders 

may differ in how resilience operates with reference to experiencing 

aggression and violence in the workplace.   

 

Keywords: Aggression, Violence, Resilience, Forensic, Healthcare 

Staff  
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Thesis Overview 

Aggression and violence has been highlighted across a number of 

domains as a serious public health concern. Aggression and violence 

in high risk environments such as offender healthcare services are 

not well understood. Consequently, it has been difficult to establish 

more accurate prevalence rates. This is related to a lack of consensus 

in the literature about what aggression and violence is in this context. 

In chapter one of this thesis a systematic review was conducted in 

order to explore definitions of aggression and violence within forensic 

healthcare contexts and to explore prevalence rates.  

In chapter two of this thesis a critique was conducted in order to 

explore the Perceptions of the Prevalence of Aggression Scale 

(POPAS; Oud, 2001) as a tool developed to measure the range and 

types of aggression and violence that staff experience in psychiatric 

care facilities. It was evident following the systematic review that 

problems exist in defining aggression and violence, and that 

methodological issues thus exist in measuring these constructs. 

Further exploration of tools measuring aggression and violence was 

therefore warranted to address these concerns.   

The impact on staff experiencing aggression and violence is similarly 

not well understood, particularly in consideration of what helps them 

to keep working in high risk situations. This may be particularly 

pertinent for those working in healthcare environments with 

offenders. The Resilience Portfolio Model was developed to 

understand the protective factors and processes that promote 

resilience in victims of violence. This model discusses how resilience 

and factors such as low levels of perceived stress help individuals 

protect themselves and even thrive following exposure to violence. In 

the third chapter of this thesis this model was applied in considering 

how staff in forensic healthcare services are affected by aggression 

and violence and how resilience and perceived stress help to lessen 

the overall negative impact. In thinking more about the Resilience 

Portfolio it appears unclear how resilience is organised in different 
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groups of individuals; a limitation of the original model was 

highlighted as a lack of attention to situational and cultural contexts, 

such as how resilience is organised within specific victim groups. This 

was further explored and addressed in the second primary study in 

chapter four of this thesis. A factor analysis of the CD-RISC was used 

to help explore and understand the components of resilience in 

healthcare staff working with offenders in order to address some of 

the situational limitations of the Resilience Portfolio.  
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INTRODUCTION 

Aggression and violence in society has many impacts at different 

levels. Workplace aggression and violence in particular may take a 

number of forms and consequences may vary across a number of 

distinctive contexts.  Aggression and violence experienced by staff in 

the healthcare sector is an area of study which appears to have been 

well documented in discussing forms and consequences of staff 

experiencing such events. McPhaul and Lipscomb (2004) describe 

how workplace violence is “one of the most complex and dangerous 

occupational hazards facing nurses working in today’s health care 

environment” and warrants thorough investigation in order to 

consider means of mitigating such risks. This may be pertinent when 

workplace aggression and violence is perpetrated by service users 

whom healthcare staff are attempting to provide care for (particularly 

in consideration of ethical issues around prosecution for those 

requiring care in hospitals or secure services). 

Boyle and Wallis (2016) presented a set of definitions that attempted 

to overcome issues with differing conceptualisations of workplace 

aggression and violence to serve as a starting point for defining these 

constructs:  

• ”Verbal Abuse: a person’s perception of being professional and 

personally attacked, devalued or humiliated via the spoken 

word.”  

• “Threat: a person’s perception of an intention to inflict personal 

pain, harm, damage, disadvantage, or psychological harm.”  

• “Physical Abuse: a person’s perception of an unwelcome or 

uninvited action that involves physical contact with a person 

with the intent of causing physiological, emotional and bodily 

harm.”  

• ”Sexual Harassment: a person’s perception of sexual 

propositioning or unwelcome sexual attention. This can include 

behaviours such as humiliating, offensive jokes, stories, 
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remarks or voyeurism with sexual overtones, suggestive looks 

or physical gestures, exposed genitalia, gifts of a sexual 

connotation or requests for inappropriate physical 

examinations, pressure for dates.”  

• ”Sexual Abuse: a person’s perception of an unwelcome or 

uninvited action that involves physical contact of a sexual 

nature.” 

Rippon (2000) distinguished that “Aggression is the destructive 

behavioural expression of anger and hostility and, as such, is the 

manifestation of the state of emotion and the trait or attitude of 

hostility”. However, it is considered that anger as a construct may not 

be entirely associated with aggression, and aggression may be 

present without anger. Rippon (2000) also observed that like 

aggression, violence is synonymous with aggression, but violence is 

reserved for those actions of aggression that are “particularly intense, 

and are more heinous, infamous or reprehensible.”  

According to Howells, Daffern and Day (2008) within institutions such 

as hospitals and prisons aside from causing physical and 

psychological harm and stress in patients and staff, violence can also 

contribute to poor morale, job dissatisfaction, staff turnover and the 

elimination of a therapeutic environment where patients or prisoners 

can be supported to change and improve their wellbeing. Similarly, 

McPhaul and Lipscomb (2004) note how the complexities of workplace 

aggression and violence arise, in part, from a healthcare culture 

resistant to the notion that healthcare providers are at risk of violence 

perpetrated by patients or service users combined with the view that 

violence "is part of the job." However, despite awareness of the range 

of consequences of workplace aggression and violence in healthcare 

services, there is mixed consensus with respect to formulating a 

definition and conceptualising aggression and violence within such 

contexts (Lanctôt and Guay, 2014).  

In spite of efforts to put forth a consistent conceptualisation of 

aggression and violence disagreement appears to remain. Nolan et al 
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(1999) discussed how issues with inconsistent reporting of incidents 

and methodological issues are related to the comparison of mixed 

concepts and constructs.  This appears to have led to further 

problems with determining prevalence rates within different 

populations of individuals experiencing workplace aggression and 

violence (Lanctôt & Guay, 2014). Thus, it appears that a review of 

existing definitions of violence within the literature is warranted in 

order to work towards an empirical consensus.  

Linked to the above issue is a clear gap of knowledge about what 

prevalence rates currently exist with respect to staff experiencing 

aggression and violence in forensic healthcare services; as a group 

which appears vulnerable in a two-fold fashion with respect to high 

rates of violence exposure within healthcare settings, whilst also 

working with known offenders. Thus, due to the lack of an operational 

definition of violence and a lack of prevalence data of violence 

perpetrated in forensic healthcare services, an identified systematic 

review research question is identified as: what definitions and 

prevalence data exist with respect to violence perpetrated towards 

healthcare staff by service users in forensic healthcare services? This 

research question was explored in the first chapter (using a 

systematic review methodology) by addressing the following 

objectives: 

• To determine if a comprehensive definition of violence exists in 

forensic healthcare service literature 

• To explore the prevalence of violence perpetrated by service users 

towards healthcare staff in forensic healthcare services. 

According to existing guidelines (NICE; 2015) a number of risk 

assessment tools are currently available and some are in general use 

in specific clinical settings. These include tools assess overall 

perpetrator risk of violence, such as the Brøset Violence Checklist 

(BVC; Woods & Almvik, 2002), the Historical Clinical and Risk 

Management – version 3 (HCR-20 V3; Douglas et al., 2013) and the 

Violence Risk Appraisal Guide (VRAG; Harris et al, 1993). However, 
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few tools appear available to provide thorough assessment of the 

range and types of violence that victims may experience, which 

appear in part to be linked to the aforementioned lack of theoretical 

consensus in conceptualising aggression and violence. However, in 

spite of such difficulties a number of measures have been developed 

in order to tackle this issue in apparent efforts to provide data to 

support theoretical opinions about what aggression and violence 

comprises.  

One such tool is the Perceptions of the Prevalence of Aggression Scale 

(POPAS) developed by Nico Oud (2001) to assess the range and 

frequency of aggression and violence that healthcare staff experience 

in the course of their professional work. This appears to have been 

utilised and modified for use across a number of contexts, providing 

hope that victim experiences can be captured accordingly. In spite of 

this the POPAS does not appear to have been examined in more depth 

to determine if it is a valid and reliable tool for assessing the range 

of aggressive and violent behaviour which staff may experience. 

Thus, it appears that further exploration of the POPAS is warranted 

in this respect, and hence the second chapter in this thesis examines 

the POPAS scale as a psychometric measure developed by Oud 

(2001), with consideration given to potential uses, alternative 

measures and psychometric properties. 

Ramacciati et al (2018) highlighted that the complexity of violence is 

emphasised by the extensive amount of theory attempting to explain 

the problem in the field of workplace violence in healthcare services. 

In their review Ramacciati et al (2018) found 15 different theoretical 

frameworks to explain workplace violence in emergency care services 

alone.  Aside from such theoretical and conceptual difficulties it is 

evident that aggression and violence in the workplace remains 

problematic.  

According to NICE guidelines (2015) the prevention and management 

of violence and aggression are also complex tasks, as their 

manifestation will depend upon a combination of intrinsic and 
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extrinsic factors, as well as the setting and context in which it 

happens. According to this set of guidance intrinsic factors may 

include a combination of personality characteristics, mental illness or 

distress, and problems in dealing with anger in the perpetrator. With 

respect to extrinsic factors, these may be more varied and include 

the setting in which violence occurs, the attitude of the perpetrator, 

victim characteristics, the experience and training of health and social 

professionals, and the perceived risk of danger to others. 

With respect to the incidence of staff experiencing workplace 

aggression and violence Lanctôt and Guay (2014) point out that 

despite existing study in this area, little is known about the impact 

and consequences of being a victim of workplace violence. Such an 

observation appears particularly relevant when considering specific 

populations of healthcare staff, such as those working with offenders 

in healthcare settings. Following Lanctôt and Guay’s (2014) 

distinction of the seven different categories of the consequences of 

workplace violence, it appears that an amount of attention has been 

paid to the psychological consequences of experiencing workplace 

aggression and violence. Such studies have considered factors such 

as Post-Traumatic Stress Disorder (PTSD; e.g. Laurud, Nonstad & 

Palmstierna, 2009; Richter & Berger, 2006), and overall stress (e.g. 

Søndenaa et al, 2015). Studies such as Søndenaa et al (2015) have 

found differences in stress levels between community and forensic 

inpatient staff working with intellectual disabilities, with this latter 

group showing fewer symptoms of stress. This would indicate that 

staff working with offenders may have some mechanisms in place 

which serve a protective function which mitigates the psychological 

effects of workplace aggression and violence. However, it appears 

unclear how other protective factors may serve to function in forensic 

healthcare staff. For example, it appears unclear how aggression and 

violence is perceived or understood by this group and how such 

factors may interact with other individual characteristics or factors.  

With respect to protective factors, resilience appears to have become 

an important construct in understanding why some individuals thrive 
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and others fail in times of adversity. Connor and Davidson (2003) 

describe how “resilience embodies the personal qualities that enable 

one to thrive in the face of adversity”; Agaibi and Wilson (2005) also 

note that “as an independent variable, resilience has been 

conceptualized as a personality characteristic (e.g. hardiness, locus 

of control) and in terms of ego processes”.  

In order to further understand the role of resilience following 

exposure to violence Grych, Hamby and Banyard (2015) proposed 

the Resilience Portfolio Model. This model is conceptualised as a 

strengths-based framework designed to provide a holistic 

understanding of the protective factors and processes which promote 

resilience in those exposed to violence. These authors describe that 

the range of resources a person has (their ‘Resilience Portfolio’) 

shapes their responses to violence. The model draws on theory and 

research from a number of areas, such as resilience, coping, positive 

psychology and post-traumatic growth to understand how individuals 

live fulfilling lives despite experiencing violent and traumatic events. 

The model includes protective factors at a number of levels and 

proposes processes through which resilience is fostered in victims of 

violence. Grych, Hamby and Banyard (2015) use the term ‘assets’ to 

describe characteristics a person has that promote healthy 

functioning, and ‘resources’ to refer to sources outside of the person, 

indicating the importance of both internal and external processes. The 

model organise these internal ‘assets’ into categories representing 

functions proposed to be important to healthy adaptation. These 

categories are identified by the model as: regulating emotions and 

behaviour, building interpersonal relationships and fostering meaning 

making. This would indicate that resilience is complex and reflects not 

only external factors, but also a range of internal factors or ‘assets’ 

that a person has. This would indicate that tools such as the CD-RISC 

may offer useful insights into how these internal factors, or ‘assets’, 

present.  

According to Grych, Hamby and Banyard (2015) within existing 

literature resilience is conceptualised as maintaining psychological 
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health despite exposure to violence, and in developing the Resilience 

Portfolio considered models of coping by influential authors, such as 

Lazarus and Folkman (1984). Grych, Hamby and Banyard (2015) in 

particular highlighted that Lazarus and Folkman (1984) proposed 

behavioural responses to stressful events, such as exposure to 

violence, are guided by individual’s appraisals of the event. This 

involves perceptions of how threatening or stressful the event is and 

beliefs about the ability of victims in how to cope effectively. Thus, in 

incorporating such theories into the Resilience Portfolio it appears 

apparent that the way stressful events are perceived may be a key 

component in how victims’ Resilience Portfolios are organised. The 

Resilience Portfolio Model may therefore be a useful tool in 

understanding and explaining how both resilience and perceived 

stress may affect the overall impact of victims’ experience of 

aggression and violence.  

This would indicate that victim characteristics and perceptions may 

play a key role in determining the impact of aggression and violence 

on those targeted by perpetrators. In consideration of this, the first 

primary study of this thesis aimed to explore the level of negative 

impact in healthcare staff members after experiencing patient 

aggression and violence in working with offenders; and, to explore 

the role of resilience and perceived stress in the association between 

experience of inpatient aggression and impact in staff members 

working with offenders. With these aims in mind the following 

research questions were formulated as part of the third chapter of 

this thesis: 

1. Are healthcare staff members working with offenders 

negatively impacted when experiencing aggression and 

violence in the workplace?  

2. What is the role of resilience in this relationship? 

3. What is the role of perceived stress as a factor in this 

relationship? 
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In Connor and Davidson’s (2003) initial paper outlining the 

development of their measure of resilience, (the CD-RISC)  found that 

from existing research their scale reflected five different factors that 

embody resilience. However, there appears to be a significant gap in 

the literature in exploring the Resilience Portfolio in more depth with 

samples of healthcare staff working with offenders. It appears unclear 

if tools such as the CD-RISC measure resilience in the same way as 

it has with other populations (such as those whom Connor and 

Davidson (2003) initially developed it with) and what characteristics 

of resilience (the Resilience Portfolio) this population expresses.  

Clearly, those who work with offenders are a unique population in 

their choice of workplace but are likely to be distinctive in how 

resilience manifests. This may be particularly pertinent following 

incidents of adversity in the workplace which supports them to 

continue working with high risk groups over a prolonged period of 

time. Thus, it would appear unclear how resilience is organised and 

constructed within this group of individuals which sustains their 

continued service in high risk professional environments. In light of 

this the aims of the second primary study was to explore potential 

differences in the factors comprising resilience in the CD-RISC in the 

sample of healthcare staff working with offenders. With this aim in 

mind a research question was identified, which asked: what are the 

differences in the weighting of the factors of resilience in healthcare 

staff experiencing aggression and violence in working with offenders? 

It is evident from the literature that with respect to workplace 

aggression and violence in healthcare services there are a number of 

issues which need to be addressed in relation to: 

a) How aggression and violence is defined and conceptualised 

(addressed in chapter one of this thesis); 

b) How prevalent workplace aggression and violence is in forensic 

healthcare services with staff victims (also addressed in 

chapter one of this thesis); 
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c) How aggression and violence is measured and captured by 

tools attempting to assess the range and types of such events 

in healthcare services (addressed in chapter two of this thesis); 

d) What factors affect the impact of aggression and violence in 

the workplace, and how does resilience and perceived stress 

(as highlighted by the Resilience Portfolio Model) help protect 

healthcare staff members as victims following exposure to 

workplace violence (addressed in chapter three of this thesis); 

e) How resilience is constructed within staff members working 

with offenders and if in this respect they are distinct from other 

samples (as addressed in chapter four of this thesis).  

The implications and consequences of providing some clarity around 

the above issues may serve to not only provide contribution to 

reaching a theoretical consensus but also help to better understand 

the experiences of healthcare staff exposed to workplace aggression 

and violence. In learning more about the nature of aggression and 

violence we may also consider more targeted areas of violence 

management, as well as developing means of better supporting 

victims with respect to more accurately capturing the range of types 

of aggressive and violent incidents. In gaining a better understanding 

of staff experiences we may also consider how best to support those 

who have been affected and consider programs for supporting staff 

to develop specific elements of resilience which appear to be the most 

prominent in those already working in forensic healthcare services. 

However, before such steps can be undertaken it is important to 

consider the above factors and work towards a level of empirical 

clarity about: how aggression and violence is conceptualised in 

forensic healthcare literature and what its prevalence is (as 

considered in the systematic review in chapter one); how it is 

captured by tools such as the POPAS and if it is a valid and reliable 

measure (as discussed within the methodological critique in chapter 

two); how forensic healthcare staff experience aggression and 

violence, and what factors are associated with its impact (as 

addressed in the first primary study in chapter three); and how 
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resilience is constructed within forensic healthcare staff and if they 

are unique in this respect from other populations (as explored in the 

second primary study in chapter four).  
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SYSTEMATIC REVIEW 

A systematic review of the definition and prevalence of 

service user to staff physical violence in forensic healthcare 

services. 

Abstract 

Existing literature appears to suggest that service user to staff 

violence is a common phenomenon within healthcare services. This 

systematic review sought to examine the existing definitions and 

prevalence of service user to staff violence within forensic healthcare 

services. Previous studies appear to utilise conflicting 

conceptualisations of service user to staff violence, creating issues 

with accurately assessing prevalence within this population of victims. 

Application of the search criteria within the current review yielded 

21,832 papers identified by electronic and hand searching; 9 studies 

met inclusion criteria and quality assessment standards. These 

studies progressed for further analysis. Conflicting definitions and 

conceptualisations of violence were utilised across included studies. 

A similarly inconsistent pattern of prevalence was also reported 

across included studies as the range of prevalence reported was 15% 

and 91.6%; methodological issues and limitations are discussed in 

light of this. It is believed this review is the first attempt to 

systematically synthesise existing data in this area and serves to 

provide a point of reference for further reviews in this field. 

1. Background 

Violence as a concept is one which is known and has some level of 

meaning to most human beings at some point in their lives. Rippon 

(2000) considered violence synonymous with aggression, but 

violence is reserved for those actions of aggression that are 

“particularly intense, and are more heinous, infamous or 

reprehensible.”  

Service user to staff violence is an international phenomenon which 

appears to be well documented in healthcare service literature. 
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However, in their systematic review Lanctôt and Guay (2014) 

highlighted that there appears to be little consensus in formulating a 

definition of this type of violence within existing research literature. 

This is despite the fact that the number of violent and aggressive 

incidents perpetrated in the workplace has apparently increased in 

the last 20 years (Martinko & Zellars, 1998). In their study Lanctôt 

and Guay (2014) were able to identify four types of workplace 

violence: 

“1) Violent acts by criminals who have no other connection with the 

workplace;  

2) Violence directed at employees by customers, clients, patients, 

students, or any others for whom an organization provides services; 

3) Violence against co-workers, supervisors, or managers by a 

present or former employee; 

4) Violence committed in the workplace by someone who does not 

work there but has a personal relationship with an employee.”  

This difficulty in reaching a consensus within the literature appears 

due to a lack of agreement not only in formulating an operational 

definition, but also with issues in inconsistent reporting of incidents 

and methodological issues related to the comparison of mixed 

concepts and constructs (Nolan et al, 1999). It appears that a 

consistent, operational definition for the occurrence of service user to 

staff violence does not currently exist within the literature. Similarly, 

it is not clear how high overall prevalence rates of violence are, which 

is also linked to the lack of consensus on what conceptualises service 

user to staff violence. It appears that problems both in calculating 

prevalence and in formulating a definition further perpetuate a lack 

of understanding in a cyclical fashion. Therefore, in order to gain a 

better idea of the prevalence of service user violence perpetrated 

towards staff it is important to explore the range of definitions which 

exist within this niche of the literature exploring the incidence of 

violence. 
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Despite such conceptual difficulties it is clear that service user to staff 

violence is a considerable health concern, and many researchers have 

attempted to calculate rates of incidence in order to better 

understand it. Much of the research investigating violence has 

focused on violence in the healthcare sector directed at employees by 

service users, called “Type II” violence, according to Lanctôt and 

Guay’s (2014) definitions. These researchers also note there is mixed 

consensus with respect to prevalence rates (Lanctôt & Guay, 2014). 

On a national level between 2013 and 2014 Renwick et al (2016) 

found that in the UK National Health Service (NHS) workers were 

subject to 68,683 physical assaults. Winstanley and Whittington 

(2004) found that as high as 27% of the health care staff (all staff 

grades involved in direct service user contact at a general hospital) 

of their survey were assaulted, 23% experienced threatening 

behaviour from service users and 15.5% experienced threatening 

behaviour from visitors, although data were collected from only one 

setting and their generalisability beyond this is not known.  

When looking at exiting literature more carefully it is evident there 

are clear professional and cross-cultural differences, as well as clear 

variation across different service types and service levels. For 

example, there appears to have been significant attention paid to 

healthcare workers in emergency departments (for example, 

Fernandes et al, 1999) as an area of work, but also nursing staff as 

a group of workers (for example, Cashmore, Indig, Hampton, Hegney 

& Jalaludin, 2012) who found that 90% of the victims of workplace 

violence were nurses. Research indicates that mental health service 

staff as a staff group are exposed to high levels of physical aggression 

as working with a high risk client group. For example, in their study 

Renwick et al (2016) found that almost 70% of physical assaults 

occur in the mental health sector specifically. Foster and Nijman, 

(2007) found that during a 10 month period in an acute mental health 

inpatient service there were 254 incidents of aggression recorded; 

staff were most commonly targeted and were involved in 57.1% of 

incidents. Similarly, groups such as prison officers are also exposed 
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to a population who may display higher than average levels of 

aggression and violence, although it appears this is an area of study 

which has been somewhat overlooked (Lahm, 2009).  

When considering service users with more complex needs such as 

offenders with mental health conditions, research suggests that an 

even higher level of risk is present in cases of dual diagnosis. For 

example, Hill et al (2012) cite a prevalence rate of staff being 

assaulted by patients at 91% within their study of adolescents with 

dual forensic and mental health concerns. In a three year study period 

Cashmore et al (2012) found that in a New South Wales correctional 

health service 208 incidents of violence were recorded. Verbal abuse 

(71%) was more common than physical abuse (29%), and the most 

(44%) incidents of violence (including both verbal and physical 

abuse) occurred in adult male prisons.  The highest proportion (50%) 

of incidents of physical abuse occurred in a forensic hospital. 

Cashmore et al (2012) also reported that (93%) of the incidents of 

violence were initiated by a prisoner/patient.  

However, little research has been conducted which has systematically 

calculated the overall prevalence of staff assaults within this 

environment. It is unclear whether prevalence rates overall are in fact 

higher than in other services or not, or if there are other mechanisms 

in place specifically in forensic healthcare services which mean  staff 

assaults by service users may be higher than average. Therefore, it 

is evident that further work is needed to establish if working with 

offenders in health services puts staff at a greater risk of violence or 

not.  

1.1 Research question and objectives 

Due to the lack of an operational definition of violence and a lack of 

prevalence data of violence perpetrated in forensic healthcare 

services, the research question addressed in this review was: what 

definitions and prevalence data exist with respect to violence 

perpetrated towards healthcare staff by service users in forensic 
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healthcare services? This research question was explored by 

addressing the following objectives: 

• To determine if a comprehensive definition of  violence exists 

in forensic healthcare service literature 

• To determine the prevalence of violence perpetrated by service 

users towards healthcare staff in forensic healthcare services. 

2. Method 

2.1 Search process, strategy and information sources 

The search process and strategy which was identified for the current 

review was developed primarily from identifying a number of key 

search terms, namely:  workplace (workplace, work-related, work, 

organisation), violence (assault, attack, physical aggression, 

physical violence, patient violence), forensic (forensic, offenders, 

prisoners, criminal), healthcare (medical, healthcare, primary care), 

staff (staff, personnel, nursing staff, doctors, medical, therapist, 

psychiatrist, practitioner, support worker, healthcare assistant, 

psychologist, health worker, health personnel). From this a number 

of Medical Subject Headings (MeSH) terms were identified from the 

key search terms and a secondary search of the existing background 

literature. These terms were identified as: Criminals; Aggression; 

Workplace; Physical Abuse; Workplace Violence; Prisoners; Allied 

Health Personnel; Nursing Staff; Psychiatry; Primary Health Care; 

Prevalence; Health Care Sector (resource used: 

https://meshb.nlm.nih.gov/MeSHonDemand). From combining 

existing search term and identified MeSH terms a search strategy was 

developed with guidance obtained from the University of 

Nottingham’s library services. The search strategy was then run 

through a number of databases to ensure that relevant literature 

papers were being identified and the search strategy was 

comprehensive. The final search strategy which was developed can 

be found in Appendix A.    
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The sources which were searched in the final database search were 

identified as being from a number of different areas in order to ensure 

of comprehensive identification of relevant papers. This included both 

published, unpublished and ‘grey’ literature. The sources which were 

searched were: ProQuest Dissertations and Theses, The Home Office 

UK, The US National Criminal Justice Association, The US National 

Criminal Justice References Service (NCJRS) abstracts database, 

CINAHL, Cochrane Library, Medline, Prospero, PubMed, PsycINFO, 

Campbell Collaboration Library of Systematic Reviews, CORDIS, 

SocINDEX, Web of Science, Embase, Scopus, Google and Google 

Scholar search engines (to identify grey literature and sources such 

as independent reports).  

2.2 Eligibility: Inclusion/exclusion 

In order to meet the aims and objectives of the review, a number of 

inclusion and exclusion criteria were identified. For clarity, this was 

formulated using the Population, Intervention, Comparator and 

Outcome (‘PICO’) framework. The final eligibility criteria that were 

identified can be found in Table One: 

 

 

 

 

 

 

 

 

 

 



17 
 

Table 1: Table of inclusion/exclusion criteria 

 

*The rationale for including data on physical violence only was that processes and 

systems for reporting  physical violence is established; systems for reporting 

instances such as verbal aggression are less clear and may be biased by individual 

staff experiences and factors such as personal resilience. It is believed that this is 

something that would need to be explored further in a separate project. Studies 

which measured physical violence only were included, as were studies involving 

physical violence and other types of violence. In these latter studies data pertaining 

to physical violence was isolated and extracted. 

2.3 Searches, selection of studies and initial data extraction  

The final searches which were undertaken between 19th August 2017 

and 30th September 2017 identified 21,832 references.  19,917 

abstracts were exported and managed via Endnote and the remaining 

1915 references were managed by hand as citations could not be 

exported to Endnote. The citations which could not be managed by 

Endnote originated from the gov.uk website, NCJRS, CORDIS and 

Google. 8270 references were de-duplicated, and 11,912 were 

excluded from initial screening of reference titles, based on eligibility 

criteria. Having applied inclusion criteria to the remaining abstracts, 

a further 1,577 references were excluded for not meeting inclusion 

criteria. Based on eligibility criteria 73 full text papers were sought. 

Further application of eligibility criteria then excluded a further 59 

references meaning that 14 references were quality assessed. 
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2.4 Assessment of risk of bias 

Fourteen references were assessed for research quality. The 

assessment tool was adapted from the Critical Appraisal Skills 

Programme (CASP; 2018) checklists.  This was chosen for consistency 

of quality assessment across a range of types of study, such as 

qualitative and quantitative based data. It was hoped that in using 

the same quality assessment tool that bias was reduced in using 

different types and styles of tool. An example of the quality 

assessment tool can be found in Appendix B. The final quality 

assessment table of included references can be found in Appendix C.  

A second reviewer outside of the research team independently quality 

assessed of a random selection of the included papers (20%) to 

ensure validity. The table of second reviewer quality assessment can 

be found in Appendix D.  Overall, second reviewer comments and 

quality assessment of the papers appeared consistent with the 

outcome of the initial quality assessment. A calculation of the level of 

agreement between individual responses on each criteria was 

completed to explore potential differences further, which revealed 

over 70% agreement in responses for each study assessed. This 

prompted further discussion of differences between reviewers, the 

overall outcome of which did not alter original decisions to include or 

exclude respective studies. The table of the level of agreement 

between the two reviewers is in Appendix E.   

Having completed the quality assessment, 5 papers were excluded 

due to not meeting the quality threshold, as ultimately the review 

question could not be answered by the paper. The rationale for the 

papers not meeting quality assessment standards were: insufficient 

detail of data reporting in reference to type of aggression and victim 

characteristics; small numbers of participants recruited to establish a 

clear effect; and were at an increased risk of bias. Risk of bias was 

further explored and assessed in the domains of sampling and 

selection, measurement of violence, attrition, analysis and reporting 

of results. The overall strength of each study across the five assessed 
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domains was assessed and an overall of risk of bias presented. A table 

of the results of the assessed levels of bias is shown in Table 2. 

Studies found to be of a low risk of bias were included.  
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Table 2: Table of risk of bias for included and excluded studies 

 

*Please refer to Appendix C for completed quality assessment table of included studies where each area of bias for each 

criteria has been identified. The presented outcomes for each study are based on Cochrane’s Handbook and guidance 

(version 5.1) (2011).
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This left nine studies to progress to the data extraction phase of the 

review. Three of the five excluded papers were followed up with the 

authors due to the insufficient detail of data reporting in the paper 

(the remaining two papers were excluded due to low participant 

numbers). However, none of the three authors followed up with were 

reachable due to lack of current contact information and loss of 

contact between authors to access the original data. The three studies 

were all excluded from the review due to unavailable further detail of 

the data in order to be able to establish a service user-perpetrated 

rate of staff assaults.  

2.5  ‘Snowballing’ 

The reference lists of the nine included studies were scanned for 

additional references. There were three citations which had not been 

previously identified by the current review which were followed up. 

On following these citations up these were screened out as not 

meeting inclusion criteria at the abstract screen stage of the review.  

Figure 1 shown below provides a summary of the outcome of the 

methodological process as described above.
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Figure 1: Study selection process in the review 
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3. Results 

3.1 Data extraction   

Data of nine included studies were extracted. The data extraction tool 

was formulated and revised based on whether data extracted helped 

to answer the review question. The tool was built and piloted on the 

included studies and revised accordingly. The data extraction tool can 

be found in Appendix F.  

The data which were extracted from the included studies included: 

• Study citation 

• Study setting 

• Population used 

• Type of exposure 

• The journal the paper was published in 

• The type of paper 

• How the paper was located 

• Language of the report/country of origin 

• Type of study 

• Short description of the intervention used/ how and when the 

data were collected 

• Methods and analysis used 

• Definition of violence used 

• Reported number of violent incidents that the victim population 

(healthcare staff in forensic services) had experienced (what 

the results were).  

The data extracted from the studies were collated and summarised. 

The completed data extraction table can be found in Appendix G.  
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The nine studies were published between 2000 and 2015; data within 

the studies were extracted/collected between 1980 and 2013. The 

included studies took place in the US (three studies), the United 

Kingdom (UK) (two studies), Canada (one study) and Australia (three 

studies). All studies took place within forensic healthcare services – 

two studies took place in a justice health corporation delivering 

offender healthcare services and the remaining studies all took place 

within forensic psychiatric hospitals (see Table 3 for a summary of 

study characteristics). 
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Table 3: Table of study characteristics of included studies, study results and calculated prevalence rates.  

Study When 

conducted/

study 

period 

Country Participants  Setting Study type Summary of 

findings/ percentage 

of staff assaulted by 

service users  

Prevalence of 

staff assaults 

Broderick 

et al 

(2015) 

2011 - 2013 US 

(California) 

Adult, mixed 

(male and 

female) 

psychiatric 

inpatient 

population à 

perpetrators 

Multi-state 

forensic 

psychiatric 

hospitals 

Observational, 

retrospective 

study of 

patient data 

Staff assaults à 

n=2504 prevalence of 

16.04% of sample; total 

sample (n=15,615) 

!"#$
%",'%" = 

16.04%                                  

Cashmore 

et al 

(2012) 

(1) 

July 2007 - 

June 2010 

Australia 

(New South 

Wales) 

Justice Health 

employees à 

victims 

Justice 

health 

corporation  

Observational 

retrospective 

study of 

incident data 

Staff assaults à n=60 

(29%) (pooled physical 

and sexual assault data) 

of sample*; total 

sample (n=208) 

'#
!#( = 29%                                  

Cashmore 

et al 

(2012) 

(2) 

April 2010 Australia 

(New South 

Wales) 

Justice Health 

employees à 

victims 

Justice 

health 

corporation 

Observational  

staff survey 

(online and 

paper-based) 

Staff assaults/ physical 

aggression à n=45* 

staff reported service 

user physical abuse 

(15%) of sample; total 

sample (n=299) 

$"
!)) = 15%                                            
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Daffern et 

al (2003) 

April 2000 - 

April 2001 

Australia  Adult 

psychiatric 

inpatient 

population à 

perpetrators  

Forensic 

psychiatric 

hospital 

Observational, 

retrospective 

study of 

incident data 

Staff assaults/ physical 

aggression (nurses) à 

n=30 incidents (15%)* 

of sample; total sample 

(n=197) 

*#
%)+ = 15% 

Gudjonss

on et al 

(2000) 

1980 - 1996 UK Adult, mixed 

(male and 

female)  

psychiatric 

inpatient 

population à 

perpetrators  

Hospital 

medium 

secure 

psychiatric 

unit 

Observational 

retrospective 

study of 

incident data 

Staff assaults/ physical 

aggression (nurses) à 

n=412* 18.9% of 

sample; total sample 

(n=2180) 

$%!
!%(# = 18.9%  

Study When 

conducted/ 

study 

period 

Country Participants  Setting Study type Summary of 

findings/ percentage 

of staff assaulted by 

service users  

Prevalence of 

staff assaults 

Hill et al 

(2012) 

February 

2008 – 

January 

2011 

UK Adolescent, 

mixed (male 

and female)  

psychiatric 

inpatient 

population à 

perpetrators 

Adolescent 

forensic 

(medium 

secure) 

inpatient 

unit  

Observational, 

retrospective 

study of 

incident data 

Staff assaults à 

n=2,145* (91%) of 

sample; total sample 

(n=2357) 

!,%$"
!*"+ = 91% 
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Kelly et al 

(2015) 

November – 

December 

2011 

US 

(California) 

Forensic 

psychiatric 

hospital 

employees à 

victims 

Forensic 

psychiatric 

hospital 

(mixed 

gender) 

Cross-

sectional 

online staff 

survey 

Staff assaults à n=348 

(70%) of sample; total 

sample (n=497) 

*$(
$)+ = 70% 

Marth 

(2009) 

1997-2007 US 

Midwestern 

Forensic 

psychiatric 

hospital 

employees à 

victims 

Forensic 

hospital 

Observational 

record review 

of staff 

responses to 

patient 

behaviour  

Staff assaults à n=396 

(49%)* of sample; total 

sample (n=805) 

*)'
(#" = 49% 

Nicholls 

et al 

(2009) 

January - 

December 

2004 

Canada Adult 

psychiatric 

inpatient 

population à 

perpetrators 

Forensic 

psychiatric 

hospital 

Observational, 

retrospective 

study of 

patient data 

Staff victims à n=266* 

(50.5%) of sample; 

total sample (n=527) 

!''
"!+ = 50.5% 

*Current researcher calculations based on available data (for the purposes of formulating comparable data)
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With respect to summary of findings prevalence data for some studies 

had to be calculated by the current reviewer in order to extract 

comparable data against what were reported in the study. All source 

data was based on data reported and/or recorded by staff. Hence, all 

data captured was from a staff perspective and therefore captured 

the same phenomena. As can be seen from Table 2 prevalence of 

staff victims of assault/physical aggression ranged between 15% and 

91.6%. All studies except one involved adult inpatient populations; 

the remaining study was of an adolescent inpatient population. Four 

studies were from the perspective of staff as victims; five studies 

were from the perpetrator perspective. All but one were observational 

studies; the one remaining study was of a cross-sectional 

observational design. Two studies collected survey data, whereas the 

remaining seven studies were retrospective analyses of service user 

or incident data.  

Table 4 depicts the summary of the definitions of physical violence 

used in the context of violence perpetrated towards staff. The 

definitions ranged from being conceptualised as “aggressive act to 

staff-physical”, “workplace violence”, “physical abuse”, “assault” and 

“physical aggression against other people”. Four of the included 

studies did not provide an explicit definition or conceptualise the 

construct investigated in their study.  The remaining five studies 

which provided a definition used in the study were used in the 

qualitative data analysis phase of the review.  
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Table 4: Table of summary of definitions used in each study 

Study Definition/term used 

Broderick et al 

(2015) 

Aggressive Act to Staff–Physical: “Hitting, pushing, kicking, or similar acts directed against a staff 

person that could cause potential or actual injury” 

Cashmore et al 

(2012) (1) 

Workplace violence: “Incidents where staff are abused, threatened or assaulted in circumstances 

related to their work, including commuting to and from work, involving an explicit or implicit 

challenge to their safety, well-being or health” 

Cashmore et al 

(2012) (2) 

Physical abuse: defined as “any incident where a person experiences physical assault (e.g. being 

spat on, bitten, pushed, scratched or hit and so on) or sexual assault (defined as any forced physical 

sexual contact including forcible touching and fondling, any forced sexual acts including sexual 

intercourse).” 

Daffern et al (2003) No definition provided.  

Gudjonsson et al 

(2000) 

No formal definition provided, but violence as a construct was explored in describing an interaction 

between individual, structural and situational factors. Construct of violence inferred from 

background. 

Hill et al (2012) No definition provided but specific types of incidents explored. Construct of violence inferred from 

methodology. 

Kelly et al (2015) No definition provided but number of physical assaults used as a form of measurement of violence. 

Hence, construct of violence inferred from methodology.  
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Marth (2009) Assault: “An assault is an intentional infliction of any injury upon another person. It includes serious 

physical injury requiring immediate medical attention or hospitalization; minor injury requiring 

routine minor first aid (such as disinfection and bandage); or physical contact such as pushing, hair 

pulling, pinching or slapping not resulting in injury. The standard is whether the assault was 

intentional or not.” 

Nicholls et al (2009) Conceptualised physical aggression against others using the Overt Aggression Scale (OAS) (Silver 

and Yodofsky (1991)): Physical aggression against other people: “Makes threatening gestures, 

swings at people, grabs at clothes, strikes, kicks, pushes, pulls hair (without injury to them), attacks 

others causing mild-moderate physical injury (bruises, sprain, welts), attacks others causing severe 

physical injury (broken bones, deep lacerations, internal injury).”  
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3.2 Data synthesis 

The data which were gathered from the nine included studies were 

synthesised. The data were synthesised with respect to the 

quantitative aspects of determining prevalence of staff assaults by 

service users in the services, as well as the qualitative definitions 

used. Each of these processes will be discussed in turn.  

3.2.1 Quantitative synthesis of prevalence data 

The prevalence of staff assaults was calculated for each study with 

the number of staff assaults perpetrated by service users in the 

sample as the numerator and the total sample of staff/incidents as 

the denominator: 

 

 

 

As shown in Table 2, all prevalence rates were calculated as the rate 

of staff assaults as a percentage with the total sample percentage 

being the summation of staff assaulted in the sample. Across all nine 

studies prevalence ranged from 15% to 91%. It was initially intended 

that a meta-analysis would be run on the data. Due to the nature of 

the presented data, a meta-analysis was not considered appropriate 

due to the lack of data reporting of standard deviations of included 

studies, meaning that effect sizes could not be calculated for each 

study. Alternative methods for conducting a meta-analysis (using 

data transformation methodology) were not considered appropriate 

due to the large range of prevalence rates reported, small number of 

included studies, different methods used and means of 

conceptualising violence within included studies.  

In considering the data in more depth without formal analyses, it 

appeared that that there were differences observed. For example, 

within the adult service data prevalence of staff assaults ranged from 

15-70%, whereas the clear outlier in the data was the prevalence of 

Staff assaulted by patients 

Total sample 
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staff assaults in adolescent services at a rate of 91%. Controlling for 

the variable of service type may have provided a more accurate 

prevalence rate of staff assault in adult services when removing 

outliers which could skew the data somewhat considerably.  

In considering the data in more depth there appeared to be two 

“clusters” of prevalence data. To expand, the studies by Broderick et 

al (2015), Cashmore et al (2012) (1), Cashmore et al (2012) (2), 

Daffern et al (2003) and Gudjonsson et al (2000) all ranged within a 

window of 15%-29% reported prevalence. Thus reporting a difference 

of 14% between the upper prevalence and lower prevalence reported 

rates between these studies. These studies ranged in publication date 

between 2000 and 2015. The remaining studies ranged between 

49%-70% for adult forensic services, with a difference between upper 

and lower reported prevalence rate of 21% (see Figure 2). These 

studies ranged in publication date between 2009 and 2015. Again, 

Hill et al (2012) remained as the clear outlier at 91% reported 

prevalence for adolescent services In considering the rationale for the 

appearance of the two “clusters” of data a number of factors were 

considered.  

With respect to publication date overall there appeared to be no 

pattern to link date of publication and prevalence rates; although in 

the UK it is of note that the NHS adopted a ‘zero tolerance’ to violence 

against staff under the Management of Health and Safety at Work 

Regulations (1999). In consideration of the dates when the studies 

were conducted (as shown in Table 3) there appears to be a wide 

range of time scales. These range from being conducted 1980-1996 

(Gudjonsson et al, 2000) to 2011-2013 (as conducted in Broderick et 

al’s, 2015 study). It is evident from the data therefore that the studies 

refer to very different periods of time. In this respect it is possible 

that there may be very different reporting standards of staff assault 

data, although there appear to be no patterns in the data when 

accounting for other variables in addition to this. For example, there 

appears to be no pattern when considering study period and country, 

or study period and setting, or study period and prevalence.  It is of 



33 
 

note that between the earliest study commencing and the latest study 

ending there is a time frame of 33 years. It is possible that guidelines 

pertaining to reporting staff assaults have changed in this time period 

or indeed tolerance to staff assaults have changed. For example, in 

2015 NICE released guidance on the management of aggression and 

violence in mental health settings, thus predating all studies but Kelly 

et al (2015) and Broderick et al (2015). However, this policy was one 

which was an update of a previous policy released in 2005, which 

would cover all but Daffern et al's (2003) study and Gudjonsson et 

al's (2000) study. This could account for why these two studies have 

not provided formal definitions of aggression and/or violence, 

although there appears to be no pattern evident in the data in support 

of this hypothesis. It is of note however, that the paper by 

Gudjonsson et al (2000), which is the earliest study to commence, 

was also the study examining data over the longest period of time, 

as examining data over a period of 16 years. The advantages of such 

a study lie in the richness of the data gathered, allowing for 

observation of the many types of violence displayed over time. This 

is in contrast to studies which are shorter in duration which may not 

fully capture the range of violent incidents which occur in specific 

services. The most recent study by Broderick et al (2015) captured 

data over a period of two years, although this is not the study with 

the shortest duration. The study with the shortest duration was by 

Cashmore et al (2010) (2) who reported a similar prevalence rate to 

the most recent study to be conducted and published (Broderick et 

al, 2015); these were 15% and 16.04% respectively. Despite this, a 

pattern beyond that which is shown by these two publications does 

not appear evident.  

A similar lack of pattern was observed for country of publication, as 

Cluster 1 publication locations included the US, UK and Australia, 

whereas Cluster 2 publication locations included the US, UK and 

Canada. A lack of pattern between the two clusters was also found in 

consideration of setting where the studies took place, as these were 

a Justice Health corporation and secure/forensic psychiatric hospital 
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settings. All studies were observational studies, except Kelly et al 

(2015) which was the only cross-sectional study. With respect to 

study type in Cluster 1 there were four out of five retrospective 

studies of incident data, and one staff survey; in Cluster 2 there were 

three studies which were retrospective studies and one which was a 

staff survey study. Therefore, no pattern in study type was found 

between the two clusters of reported prevalence rates. There were 

also no patterns observed between the two clusters with respect to 

definitions provided and/or constructs measured. In consideration of 

the above factors it was unclear why the two clusters of studies 

presented themselves, as there appeared to be no clear pattern with 

respect to publication date, country of publication, study setting and 

study type.  

 

Figure 2: “Clusters” of prevalence reported in studies 

3.2.2 Qualitative thematic analysis of study definitions  

As can be seen in Table 4, only five studies provided a definition to 

conceptualise themes explore in their investigations (Broderick et al 

(2015), Cashmore et al (2012) (1), Cashmore et al (2012) (2), Marth 
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(2009) and Nicholls et al (2009)). These definitions are shown in 

Table 4. 

Each of the above definitions were qualitatively analysed using 

thematic synthesis techniques as outlined by Thomas and Harden 

(2008). These authors outline that “thematic synthesis has three 

stages: the coding of text 'line-by-line'; the development of 

'descriptive themes'; and the generation of 'analytical themes'” 

(Thomas & Harden, 2008). As described by these authors the current 

study drew the definitions together as shown in Table 4. The text was 

coded line by line and descriptive themes drawn together (see 

Appendix H). Figure 3 below shows how each coded items were 

categorised into descriptive groupings.  

 

Figure 3: Codes extracted from definitions and descriptive themes 

drawn 
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The rationale for the codes drawn from the original text was based 

on their apparent emphasis and focus within each description, and 

also the frequency of which the phrase or word was used. The 

rationale for the groupings of descriptive themes was based on their 

conceptual familiarity and links with one another. These groups were 

then labelled with the four following headings:  

Adverse incident  

Extreme action (perpetrated) towards another person à 

physical  

Deliberate intent  

Negative physical outcome (towards victim).  

These headings were formulated as being the best conceptualisation 

or summary of each of the descriptive groupings.  

Upon examining the categories further it appeared that there were 

connections and links between them. To expand, the category of 

“adverse incident” appeared to be an overarching theme which also 

encapsulated the other three themes. The theme of “extreme action 

(perpetrated) towards another person à physical” appeared to be 

strongly linked with the concept of “intent” and the aggressive action 

or adverse incident being a deliberate act which may be perpetrated 

or directed towards another individual. As a result, this appeared to 

follow and lead to the “negative physical outcome” category as a 

consequence of the intentional action or event. Figure 4 is a 
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diagrammatical summary of this hypothetical formulation: 

 

Figure 4: Connections between descriptive themes and summary of 

results 

4. Discussion  

Application of the inclusion criteria to the results of the applied search 

strategy identified 14 papers; nine of these papers met quality 

assessment standards and were included in the overall review. 

Prevalence rates of violence perpetrated towards healthcare staff by 

service users in forensic services ranged between 15-70% in adult 

services, whereas the clear outlier in the data was the prevalence of 

staff assaults in adolescent services at a rate of 91%. An overall 

prevalence rate of violence perpetrated towards staff by service users 

in forensic healthcare services could not be determined. In line with 

existing research it was found that a comprehensive definition of 

violence currently does not exist. 

All studies reporting a prevalence of staff physical assault by service 

users in forensic services were included in this review. Definitions of 

described violence were successfully extracted from the studies, but 

a comprehensive definition of violence could not be established. 

Efforts to synthesise the definitions used to formulate a 

conceptualisation of violence was made. An overall prevalence rate 



38 
 

across identified forensic services could not be established. 

Prevalence rates for the nine included studies were successfully 

extracted but meta-analysis could not be undertaken due to 

limitations of included studies.  

In support of previous research by Lanctôt and Guay (2014) it is 

evident that a consistent definition of violence does not exist within 

the literature. Previous research has not yet attempted to 

quantitatively synthesise existing research with respect to prevalence 

rates, and hence comparison may not be made with other systematic 

reviews. 

In view of the limitations of this review, it is important to evaluate 

the strengths and limitations of the included studies. Firstly, as an 

overall prevalence figure of included studies could not be calculated 

it must be taken into account that this study has been limited by the 

lack of reporting of the standard deviations in included studies. Thus, 

the current review is limited by the analytical detail reported in the 

studies. Secondly, it was considered that a number of the included 

studies were of prevalence data studies gathered by file review or 

review of incident reports. An issue with this which was considered 

was that the quality of the file review and subsequent outcome would 

be dependent on the initial quality of the incident reports submitted 

by staff within the services. Although this was a significant limitation 

of the current review, it was considered that this was something 

which could not be controlled for by the current review.  

In contrast, other studies using staff self-report data were 

counteracted by such limitations as it was considered that some staff 

may respond with more detail to staff surveys. Similarly, it may also 

be more likely that those assaulted respond more readily to such a 

survey asking about their experiences at work, which may also have 

created a response bias. However, the current review was unable to 

control for this also. It was felt that such design flaws in included 

studies could not be quality assessed for and excluded as a result, as 

is a common flaw of such studies. Therefore, it was felt appropriate 
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to include these studies in the review. The main strength of the 

included studies was that they clearly reported differences between 

verbal and physical aggression, which meant that data about physical 

violence perpetrated towards staff could clearly be extracted for 

inclusion in this review.  

A further strength of the included studies was that each study met 

the 20% or below criteria for risk of bias, indicating that included 

studies were at a low risk of bias in the domains of sampling and 

selection; measurement of violence, attrition, analysis and reporting 

of results. To expand, all included studies met the maximum assessed 

quality criteria in the domain of sampling and selection, indicating 

that the studies were assessed as being subject to a lower risk of bias 

in areas such as allocation and selection bias. Similarly, all included 

studies scored well in the domain of measurement of violence, 

indicating that bias such as detection bias, performance bias and 

conceptual differences were kept to a minimum. With respect to 

attrition bias for a number of studies this was not applicable as many 

of the included studies were retrospective, although the one study 

which this did effect mitigated for potential effects of this bias. In 

reference to analytical bias, all included studies met this criteria, 

indicating that bias such as observer bias and exclusion bias was kept 

to a minimum. Finally, with respect to reporting of results of included 

studies bias in this domain and the influence of confounding variable 

also appeared to be kept to a minimum. Therefore, a strength of the 

current study was a robust assessment of quality and effects of 

potential bias in included studies. Assessing for such effects provides 

confidence that potential sources of bias in included studies has been 

well controlled for and as a result means in turn potential sources of 

bias in the current study are controlled for respectively.  

In view of the limitations of the review process it was considered that 

the nine included studies were all of English-speaking regions of origin 

and thus limited to very specific regions (UK, US and Australia). This 

consideration has limited the current review as although the aim was 

to gather worldwide data, worldwide data could not be gathered as 
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forensic healthcare services appear to be a “Western-specific” 

phenomena, as suggested by the results of this review. In order for 

the study to have truly been worldwide then the concept of forensic 

healthcare services may not have been an exclusion criteria, rather 

all types of offender services may have been included (such as 

including prison services, for example) which would possibly 

transcend cross-cultural differences.   

As the studies were similar in their design, type of setting, data 

gathered and service user populations there is confidence in 

concluding that outcomes may be generalizable across populations. 

However, results may only be generalizable with respect to data 

within adult forensic services, as a clear outlier was found within the 

one study which reported data from adolescent services. Therefore, 

it is concluded that results found with respect to child and adolescent 

forensic services are not generalizable and must be considered 

separately. Piloting of the search strategy and systematic application 

of the strategy to the papers identified by electronic and hand 

searching of the available literature allows confidence in the 

conclusion that all relevant papers and research were included in the 

current review. This allows conclusions to be drawn that the findings 

of this review are based on a full synthesis of all available evidence 

at the time of data collation.  

5. Conclusions and recommendations 

In summation of this review, it is evident that findings within this 

study are in support of Lanctôt and Guay’s (2014) original concerns 

of the limited consensus in formulating a definition of violence within 

existing research literature. The current review has also found little 

consensus across studies in the types of definitions and 

conceptualisations of violence used. However, the current review has 

attempted to make the first steps in thematically synthesising 

existing definitions, as summarised in Figure 4. It is also evident as 

demonstrated in this review that due to a number of limitations a lack 

of a clear picture in overall prevalence rates of violence in forensic 
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services also exists. However, it is believed this review is the first 

attempt to systematically synthesise existing data in this field and 

serves to provide a point of reference for further reviews in this area 

of research.  

As a result of conducting this review it is evident that further work 

needs to be completed firstly in conceptualising and defining violence. 

The current study has aimed to highlight theoretical and conceptual 

limitations of this field of research so that steps may be made to 

address violence in clinical settings. As highlighted in the current 

review violence in forensic healthcare services may vary dramatically 

with respect to prevalence, and it is suggested that there may be 

differences between different services, such as the differences shown 

between adult and adolescent services. Clearly, further research 

needs to be established in this area so that service providers may 

adapt accordingly to addressing violence with current legislation and 

healthcare policies in mind.  

It is recommended that once a theoretical accord has been 

established and there is a consensus in the literature that a 

‘benchmark’ of prevalence may be established, so that this can then 

be comparable with other services and victim populations. Once 

theoretical and methodological issues have been addressed in this 

manner, it is recommended that future research is then dedicated to 

consider strategies to reduce the overall impact of violence on victims 

in the clinical field. It is also recommended that future research also 

considers any mediating factors considering the impact of the 

violence on victims and protective mechanisms which can be 

cultivated to lessen the impact on staff.  

 

 

 

 



42 
 

CRITIQUE 

A critique of the Perceptions of the Prevalence 

of Aggression Scale (POPAS) 

Abstract 

The Perceptions of the Prevalence of Aggression Scale (POPAS) (Oud, 

2001) was developed for staff members in psychiatric services to 

identify a range of types of aggression and violence that they may 

experience from service users in the course of their work. Findings 

from the systematic review chapter of this thesis indicated that there 

are clear issues in defining and measuring aggression and violence, 

an area which requires further empirical attention. In this critique the 

POPAS has been compared with alternative measures and has been 

evaluated with respect to its psychometric properties. The scale has 

been found to have good internal consistency (Cronbach’s alpha 

above 0.8) by a number of studies. Further work is recommended to 

explore different types of validity of the measure and for appropriate 

norms to be established to consider other potential uses in the future.  

1. Introduction 

Aggression and violence perpetrated towards staff members in 

psychiatric care settings is reported to be a significant clinical problem 

(Barlow, Grenyer & Ilkiw-Lavalle, 2000). However, Owen and 

colleagues (1998) report that violence is complex, and conceptual 

difficulties remain in clarifying what constitutes aggression and 

violence. Similarly, other authors report conceptual issues related to 

the comparison of mixed concepts and constructs (e.g. Nolan et al, 

1999). Lanctôt and Guay (2014) drew attention to the fact that there 

appears to be little consensus in formulating a definition of violence 

within existing research literature, making further exploration of 

types of workplace aggression and violence difficult. Despite 

conceptual difficulties a number of measures have been developed to 

tackle this issue, in efforts to suggest a framework of gathering data 
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to support theoretical opinions about what aggression and violence 

comprises.  

The Perceptions of the Prevalence of Aggression Scale (POPAS) is one 

such measure and was developed by Nico Oud (2001) to assist staff 

members to identify the frequency of aggressive or violent behaviour 

they have experienced in the course of their professional work in the 

last year. As Oud (2001) specified, the scale focuses on those who 

experience aggression and violence in the domain of psychiatric 

healthcare specifically. Nijman, Bowers, Oud and Jansen (2005) 

report that Oud (2001) assembled the descriptions of the items on 

the POPAS on the basis of a combination of existing measures 

(namely the Overt Aggression Scale, OAS; Silver & Yudofsky, 1991) 

and the Modified Version of the Overt Aggression Scale (MOAS; Kay, 

Wolkenfield & Murrill, 1988). Such scales were originally developed 

by psychiatric staff members’ structured observation of aggressive 

and violent incidents which were grouped into categories of 

aggressive behaviour to comprise a behavioural checklist (Kay, 

Wolkenfield & Murrill, 1988). In combining such scale data with “other 

information on definitions of aggression” the items on the POPAS 

were developed (e.g. Nijman et al, 1999).  

As discussed by Nijman, Bowers, Oud and Jansen (2005) many of the 

existing staff observation scales concerned ‘incident-based’ 

measurements to record episodes of behaviour, rather than capturing 

a reliable picture over prolonged periods of time of the prevalence of 

behaviour. In order to gain insight into staff members’ daily 

experiences more quickly, it is reported Oud (2001) developed the 

POPAS in order to gather and manage information in a short period 

of time (Nijman, Bowers, Oud & Jansen, 2005). 

This review examines the POPAS scale as a psychometric measure 

developed by Oud (2001). This will be achieved in consideration of 

potential uses, alternative measures and psychometric properties, 

with respect to its applicability to staff members working in 

psychiatric healthcare settings. 
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1.1 Outline of the measure 

The original version of the POPAS consists of 18 items, 17 of which 

consist of two parts. Items one to 16 provide a description of a type 

of aggression or violence and asks the respondent to rate the extent 

to which they have been confronted with that particular type of 

behaviour in the last year over the course of their work. Respondents 

are asked to rate their experience using one of the following ‘Likert-

style’ criteria: ‘never’, ‘occasionally’, ‘sometimes’, ‘often’, or 

‘frequently’. The second part of these items provides a ‘free text’ 

response and asks respondents to estimate the number of times they 

have been confronted with that particular type of aggression in the 

past year. For example: 

“1. Verbal aggression 

For example: patients making loud noises, shouting, cursing, 

yelling personal insults, however, not being perceived as a 

clear threat by you. 

To what extend have you been confronted with ordinary verbal 

aggression during the last year in the course of your work? 

() never 

() occasionally 

() sometimes 

() often 

() frequently 

What will be the estimate number of times in the past year? 

…………times.” (Oud, 2001)  

Each item presented asks respondents about their experiences of a 

range of specific types of aggression or violence that they have 

encountered in the last year, which are addressed as follows: 

Item 1: Verbal aggression (as above) 
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Item 2: Threatening verbal aggression 

Item 3: Humiliating aggressive behaviour 

Item 4: Provocative aggressive behaviour 

Item 5: Passive aggressive behaviour 

Item 6: Aggressive splitting behaviour  

Item 7: Threatening physical aggression 

Item 8: Destructive aggressive behaviour  

Item 9: Mild physical violence 

Item 10: Severe physical violence 

Item 11: Mild violence against self 

Item 12: Severe violence against self 

Item 13: Suicide attempts 

Item 14: Successful suicides  

Item 15: Sexual intimidation/harassment 

Item 16: Sexual assault/rape 

Item 17 asks respondents “Have you been on sick-leave in the course 

of your work?”. Respondents are asked to provide a yes/no response, 

and are asked to estimate the number of times/days off due to sick 

leave in the last year. The final item, Item 18, asks respondents to 

indicate what the estimated number of times/days off were due 

specifically to aggression or violence in the last year.  

1.2 Potential uses 

The POPAS was originally developed by Oud (2009) for use within the 

field of psychiatric healthcare. Some authors have sought to use the 

scale across contexts. For example, Ryan and Maguire (2006) utilised 

a modification of the measure within their study of accident and 

emergency departments. Geoffrion, Lanctôt, Marchand, Boyer and 
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Guay (2015) utilised a version of the scale with a population of 

healthcare workers and law enforcement officers. Thus, it would 

appear that there is some potential to extend the scope of the original 

intended purpose of the scale with other populations of potential 

victims. However, due to the apparent paucity of research in this area 

this may be a topic of future investigation.  

2 Alternative measures 

2.1 Jonker, Goossens, Steenhuis and Oud (2008) 

In their study Jonker, Goossens, Steenhuis and Oud (2008) were able 

to collapse the full POPAS into an abbreviated version of the scale 

following pre-testing. This resulted in collapsing certain items on the 

scale, such as collapsing “mild physical violence” and “severe physical 

violence” into one item which constituted “physical violence”. These 

adaptations resulted in a 12-item version of the scale. The 

abbreviated version of the POPAS (Jonker et al, 2008) contains the 

following items: 

Abbreviated POPAS: 

1. Non-threatening verbal aggression  

2. Threatening verbal aggression  

3. Humiliating aggressive behaviour  

4. Provocative aggressive behaviour  

5. Passive aggressive behaviour  

6. Aggressive splitting behaviour  

7. Threatening physical aggression  

8. Destructive aggressive behaviour  

9. Physical violence  

10. Violence against self  

11. Suicide attempts  
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12. Sexual intimidation/harassment 

The specific categories chosen by the authors were combined as it 

was expected that the interpretation of ‘mild’ vs ‘severe’ would not 

be greatly different from one another. Items pertaining to sexual 

assault and rape were excluded altogether due to their sporadic 

occurrence in the service where the study was conducted. Despite 

collapsing certain forms of aggression into a single category, these 

authors reported “good internal consistency” of the abbreviated 

version and reported a Cronbach’s alpha of 0.80. Table 1 shows a 

comparison of the original 18 item POPAS vs. the abbreviated version 

of the scale. 
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Table 1: Comparison of the full POPAS scale (Oud, 2001) vs. the 

abbreviated POPAS (Jonker et al, 2008) 

Full POPAS (Oud, 2001) Abbreviated POPAS (Jonker et al, 

2008) 

Item 1: Verbal aggression  Item 1: Non-threatening verbal 

aggression  

Item 2: Threatening verbal 

aggression 

Item 2: Threatening verbal aggression  

Item 3: Humiliating aggressive 

behaviour 

Item 3: Humiliating aggressive 

behaviour  

Item 4: Provocative aggressive 

behaviour 

Item 4: Provocative aggressive 

behaviour  

Item 5: Passive aggressive 

behaviour 

Item 5: Passive aggressive behaviour  

Item 6: Aggressive splitting 

behaviour  

Item 6: Aggressive splitting behaviour  

Item 7: Threatening physical 

aggression 

Item 7: Threatening physical 

aggression  

Item 8: Destructive aggressive 

behaviour  

Item 8: Destructive aggressive 

behaviour  

Item 9: Mild physical violence Item 9: Physical violence  

Item 10: Severe physical violence  

Item 11: Mild violence against self Item 10: Violence against self  

Item 12: Severe violence against 

self 

 

Item 13: Suicide attempts Item 11: Suicide attempts  
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Item 14: Successful suicides   

Item 15: Sexual 

intimidation/harassment 

Item 12: Sexual 

intimidation/harassment 

Item 16: Sexual assault/rape  

Item 17: Sick-leave   

Item 18: Estimated number of 

times/days off due specifically to 

aggression or violence in the last 

year 

 

 

2.2 Perceptions of the Prevalence of Aggression Scale – 

New Zealand (POPAS-NZ) 

Another modification of the original POPAS scale is the POPAS-NZ, 

developed for use with a New Zealand population by Gale, Hannah, 

Swain, Gray, Coverdale and Oud (2009).  Swain, Gale and Greenwood 

(2014) highlighted that the main modification to the original POPAS 

scale was an extension of the types of violence experienced to include 

stalking and “vexatious litigation”. Gale et al (2009) also highlighted 

the additional purpose aside from adding in two such events was to 

modify the language for the New Zealand reader. The scale consists 

of 12 questions about experiences of aggression and violence and, 

like the POPAS, asks respondents to rate how often each event 

occurred in the past year. Response classifications range from 1 

(never) to 5 (frequently) (Swain, Gale & Greenwood, 2014). 

Prior to utilising the POPAS-NZ in their study Swain and Gale (2014) 

tested the psychometric properties of the measure; a Spearman’s 

Rank Order correlation was run to determine the relationship between 

two repeated tests of the scale on two separate occasions. Swain and 

Gale (2014) reported a strong, positive correlation between each test 

of the scale at each time period. These authors report that this 

correlation was statistically significant at p<0.05. Gale et al (2009) 

reported that the scale was internally reliable with a Cronbach alpha 
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of 0.91 (also cited in Swain, Gale & Greenwood, 2014). In support of 

this, Baby, Swain and Gale (2016) found a Cronbach’s Alpha of 0.927 

of this version of the POPAS.  

2.3 Scale of Aggressive and Violent Experiences (SAVE) 

The SAVE questionnaire was developed for the purposes of a study 

by Ryan and Maguire (2006) who modified the original POPAS scale. 

These authors highlighted that the modifications to the POPAS which 

formulated the SAVE questionnaire were driven by limitations of the 

POPAS with respect to the periods of time on which respondents were 

asked to reflect, the frequency of exposure and the range of sources 

of aggression or violence. Similarly, Ryan and Maguire (2006) note 

that for the purposes of their study with Irish Accident and Emergency 

staff that the POPAS was unsuitable for its exclusive focus on 

experiences from patients. Ryan and Maguire (2006) point out that 

they felt there was clear evidence that where staff encounter 

aggression and violence the sources of that aggression are likely to 

include a number of categories of people aside from patients, such as 

relatives, visitors and other staff (as cited in Jackson et al, 2002). 

These authors also highlight that individuals may not only encounter 

multiple sources of aggression but also multiple incidents of 

aggression or violence (as cited in Jackson et al, 2002).  

In contrast to the POPAS, the SAVE asks participants about their 

experiences of aggression and violence in the “previous month” 

(rather than “in the past year”); the rationale for this being to 

“minimise reporting errors that may have occurred due to recall 

difficulties relating to the passage of time” (Ryan & Maguire, 2006, 

page 109). The authors of the SAVE made additional changes to the 

POPAS by expanding the range of sources of aggression and violence 

to include “family/concerned persons; colleagues; visitors and 

members of the public” as well as patients (Ryan & Maguire, 2006). 

Ryan and Maguire (2006) did not alter the categories and definitions 

of aggressive and violent experiences as used in the original POPAS 

questionnaire. The authors’ reported rationale for this decision was 

based on the hope of standardising comparison of experiences across 



51 
 

studies, although categories of aggression and violence towards staff 

also included vicarious exposure to these experiences. Categories of 

aggression and violence in the SAVE instrument were identified by 

Ryan and Maguire (2006) as: Non-threatening verbal aggression; 

Threatening verbal aggression; Humiliating aggressive behaviour; 

Proactive aggressive behaviour; Passive aggressive behaviour; 

Aggressive ‘splitting’ behaviour; Threatening physical aggression; 

Destructive aggressive behaviour; Mild physical violence; Severe 

physical violence; Mild violence against self; Severe violence against 

self; Suicide attempts; Completed suicide attempts; Sexual 

intimidation/harassment; Sexual assault/rape. Unfortunately, due to 

the small number of participants in the original study by Ryan and 

Maguire (2006) (n=37) the authors appeared to have been unable to 

provide further information about the reliability or validity of the 

scale.  

3 Evaluation of the POPAS 

3.1 Psychometric properties 

3.1.1 Reliability 

According to Field (2009) reliability refers to “the ability of a measure 

to produce consistent results when the same entities are measured 

under different conditions”. With respect to the POPAS, it would 

appear that this has been investigated by a number of authors. For 

example, Swain and Gale (2014) reported that the POPAS scale has 

high internal consistency, with a reported Cronbach’s alpha of 0.89. 

Similarly, Geoffrion et al (2015) have reported that the POPAS has a 

Cronbach’s Alpha ranging between 0.70 and 0.91. In support of this 

Lee, Daffern, Ogloff and Martin (2015) reported a Cronbach’s alpha 

of 0.86, which they confirm indicates that the POPAS demonstrates 

good internal consistency. Nijman et al (2005) also explored internal 

consistency using Cronbach’s Alpha, which was reported to be 0.86. 

This latter figure has also been found by Jalil, Huber, Sixsmith and 

Dickens (2017); a Cronbach’s Alpha of 0.85 was also found by 

Geoffrion (2015). It would appear that a number of studies have 

found similar outcomes in calculation of Cronbach’s Alpha, indicating 
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that the POPAS is considered to have good internal consistency, as 

being above the acceptable value of 0.7 to 0.8 as cited by Field 

(2009).  

With respect to other forms of reliability, such as test-retest, there 

appears to be limited evidence available within current literature to 

allow for further exploration at the time of writing.  

3.1.2 Validity 

Field (2009) outlined that validity pertains to evidence that a test 

measures what it set out to measure conceptually. With respect to 

the POPAS this has been explored in the following ways: 

Secolsky (1987) defined face validity as the suitability of the test or 

item(s) content for an intended purpose as perceived by test 

participants. In other words, face validity is concerned with whether 

a tool actually measures what it claims to. Lee et al (2015) reported 

that the POPAS demonstrates satisfactory face validity (with “findings 

of higher levels of severe physical violence when working with 

involuntary-admitted patients and higher levels of sexual harassment 

reported by female mental health nursing staff” - Lee et al, 2015). 

However, Lee et al (2015) highlighted that this requires further 

validation (as cited in Nijman et al, 2005), an issue which is supported 

by current researchers.  

With respect to the POPAS Jalil et al (2017) highlighted the a degree 

of convergent validity may be inferred from correlations between 

reported exposure to severe physical violence and number of days 

sick leave reported (as cited in Nijman et al, 2005). Jalil et al (2017) 

highlighted that to the best of their knowledge the POPAS has not 

been subject to factor analysis. However, Loughland et al (2009) 

completed a factor analysis of 15 items (excluding the item regarding 

‘sick leave’) using an oblique rotation. Loughland et al (2009) 

reported that four factors with eigenvalues greater than 1.0 were 

identified, which explained 66.8% of the total variance. These authors 

reported that on the basis of this analysis, items were allocated to 

one of the four identified factors, which were: verbal – 5 items; 
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physical – 4 items; self-directed – 4 items; and sexual aggression – 

2 items. The item ‘threatening verbal aggression’ loaded on both the 

verbal and physical items (as covering a range of incidents involving 

verbal threats about future physical aggression), and was assigned 

to the verbal aggression factor. Loughland et al (2009) calculated 

individual scores for these factors by adding the raw item scores and 

dividing by the number of items. It was reported that binary 

categorical scores were calculated for each factor into ‘non/mild 

aggression’ and ‘moderate/severe aggression’ (the latter was scored 

if respondents reported that aggression occurred more frequently 

than ‘never’; except on verbal aggression where this was classified 

as ‘moderate/severe’ if it occurred ‘sometimes’ or more frequently). 

This indicates that in this respect the POPAS has acceptable 

convergent validity as factors appear to load onto four factors which 

explain over 50% of the total variance (as an acceptable level of 

variance, as cited by Chin, 1998). 

Predictive validity has not been considered relevant to the measure 

as POPAS is not predicting future behaviour and is not designed as a 

screening device for future behaviour. In its design it simply explores 

the experience of staff from the perspective of the past year. 

3.1.3 Appropriate norms 

To the best of current knowledge, appropriate norms (within group 

norms, such as standard scores, percentiles and so forth) for the 

POPAS do not appear to have been established.  

3.2 Problems with and criticisms of the POPAS  

Although a number of studies report the POPAS to have good internal 

consistency (see Section 3.1.1) there remains limited information for 

different types of validity. For example, content validity of the POPAS 

does not appear to have been explored but it could be argued this is 

difficult to determine aside from expert opinion. Other such forms of 

validity, such as content, predictive, criterion-related, construct, and 

congruent validity do not appear to have been explored with respect 

to the POPAS.  
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Another limitation of the POPAS is that no appropriate within group 

norms (within the target population and also general population) 

appear to have been established (as discussed in Section 3.1.3). This 

may reflect conceptual issues related to the comparison of mixed 

concepts and constructs in defining aggression and violence (Nolan 

et al, 1999), as found in the systematic review comprising the first 

chapter of this thesis. This issue serves to highlight the question of 

how one can develop a scale to measure a construct if little consensus 

in the literature exists in conceptualising it in the first place? However 

this could be argued of any scale attempting to measure aggression 

and violence, and emphasises the need to work towards a theoretical 

consensus within the literature. In order to do this a consistent and 

agreed set of definitions of forms of aggression and violence is needed 

to be established so that consistency in measurement may be also 

established. Thus, data may be gathered about an agreed construct. 

A final issue with the POPAS is the unclear conceptual or theoretical 

framework that was used to develop the measure. As described in 

Section 1, the items and descriptors of the POPAS were developed 

from existing scales, which in turn were developed from structured 

observation of aggressive and violent incidents. It appears unclear if 

other guiding theoretical principles were considered in developing the 

scale and the impact of this on further scale development. 

3.3 Comparison with alternative measures 

POPAS appears to have the ability to be flexible with respect to the 

development of different versions of the scale, as demonstrated by 

the development of Jonker et al’s (2008) version of the scale, the 

POPAS-NZ and the SAVE. Providing a comprehensive comparison of 

the original POPAS with these scales appears somewhat difficult due 

to paucity of available evidence and validation of these scales, 

although some available evidence allows for basic comparison. 

In considering internal consistency of Jonker et al’s (2008) scale 

these authors reported “good” internal consistency (Cronbach’s alpha 

above 0.80) which appears of a comparable standard with the original 
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POPAS (as discussed in Section 3.1.1). Other forms of reliability and 

validity of Jonker’s scale do not appear to have been explored in depth 

rendering further comparison a challenge.  

In comparing the original POPAS with the POPAS-NZ the authors of 

the POPAS-NZ reported a Cronbach’s Alpha of 0.91, which was also 

supported by Baby, Swain and Gale (2016). This would indicate that 

when comparing this with the POPAS that the POPAS-NZ has a higher 

level of internal consistency than the POPAS, whose Cronbach’s Alpha 

levels appear to fall between 0.7 and 0.91 (Geoffrion et al, 2015 - 

please refer to Section 3.1.1). Due to the paucity of available 

evidence further comparison between the two scales appears 

problematic. However, future consideration of further comparison 

must also account for the context in which the POPAS-NZ was 

created, which is culturally specific to New Zealand, unlike the POPAS 

which does not appear to have been developed with such cultural 

implications in mind.  

When considering the SAVE there appears to be a paucity of 

information pertaining to reliability or reliability of the scale, 

indicating that comparing this with the POPAS is not currently 

possible. Therefore, overall the original version of the POPAS appears 

to have strength in its reported psychometric properties in 

comparison with other measures or modified versions of the POPAS. 

Table 2 shows a comparison of the psychometric properties of the 

POPAS with alternative measures, as discussed above. With respect 

to test re-test reliability, face validity and appropriate norms, this 

information was unavailable at the time of writing to allow for further 

comparison. 
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Table 2: Comparison of the available psychometric properties of the 

POPAS with alternative measures 

 POPAS 

(Oud, 

2001) 

POPAS 

(Jonker 

et al, 

2008) 

POPAS-

NZ (Gale 

et al, 

2009) 

SAVE 

(Ryan & 

Maguire, 

2006) 

Internal 

consistency 

(Cronbach’s 

Alpha) 

0.70-0.91 0.80 0.91 Data 

unavailable 

 

4 Conclusions and recommendations 

In developing this scale it appears Oud (2001) has attempted to 

provide a standardised way of measuring subjective experiences such 

as different types of verbal and physical aggression by providing 

distinct definitions of different experiences for respondents to clearly 

identify. Despite limitations of the POPAS Oud has attempted to 

overcome some of the conceptual difficulties in formulating 

aggression and violence by separating out such experiences using 

existing definitions and measures of these constructs, as discussed in 

Section 1. There appears to be strength in the POPAS in that it has 

provided a basis for the development of other scales, which could 

serve to demonstrate its flexibility as a measure. Therefore, this scale 

highlights the complexity of aggression and violence and suggests 

that such constructs comprise of a range of victim experiences, as 

emphasised by the POPAS. Clearly, aggression and violence reflect a 

range of types of behaviour, which may be classified very broadly by 

commonly held understanding of the terms ‘aggression’ and 

‘violence’, but may also be conceptualised more specifically by the 

range of experiences captured by the POPAS.  

Although reliability through internal consistency has been well-

established it is recommended that further exploration is needed with 
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respect to exploring the scale’s validity in more depth. Although 

preliminary explorations indicate the POPAS is a valid measure this 

needs further clarification across different populations, such as with 

different types of psychiatric care services. It is also recommended 

that in doing this future research consider the exploration and 

development of appropriate norms of the scale in order to provide 

further clarity about the POPAS’s potential and future use.  
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PRIMARY STUDY I 

The Impact of Aggression and Violence on Healthcare Staff 

Working with Offenders: Exploring Resilience and Perceived 

Stress 

Abstract 

Workplace violence in healthcare services is a complex phenomenon, 

as are the experiences of those who are exposed to it. Past evidence 

indicates that healthcare staff are at particular risk of experiencing 

aggression and violence, an experience which may be compounded 

for those working with offenders in forensic healthcare services. 93 

Participants from a range of forensic healthcare services took part in 

this study investigating the impact of experiencing aggression and 

violence, and the role of perceived stress and resilience in this 

experience. Findings indicated that those working in forensic 

healthcare services experience a moderate level of stress when 

exposed to aggression and violence and were significantly negatively 

impacted when experiencing aggression and violence in the 

workplace. Such individuals were found to have a moderate-high level 

of resilience and that Post-traumatic Stress Disorder (PTSD) was not 

a clinical concern for this sample. Resilience was found to negatively 

related to the impact of aggression and violence (the lower the 

resilience score, the higher the overall impact); perceived stress was 

also found to be significantly and positively related to these findings. 

Resilience, perceived stress and the experience of aggression and 

violence were all found to be significant predictors of the negative 

impact of aggression and violence. Implications of this research are 

linked to the development of future strategies in supporting those 

who have been effected by aggression and violence in the workplace, 

and in the development of strategies to lessen the impact in the 

future. 

1. Introduction 

Aggression and violence in the workplace is a field of study which has 

significantly captured the interest of the academic community in the 
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past few decades. In their narrative review Ramacciati et al (2018) 

highlighted that the complexity of violence is emphasised by the 

extensive amount of theory attempting to explain the problem in the 

field of workplace violence in healthcare services.  These authors 

report that some theories of workplace violence focus on a single 

element (with one or two features), whilst others are based on 

multiple dimensions (with many factors). Ramacciati et al (2018) 

found 15 different theoretical frameworks to explain workplace 

violence in emergency care services alone. These frameworks ranged 

from more general theories applied to the field, such as ‘Broken 

Windows’ theory, to more specific theories such as the Haddon 

Matrix. However, in recent years attention has been redirected from 

perpetration of violence to experiences of being a victim of violence. 

This appears to be in an effort to explore the range of experiences 

and consequences of workplace violence.  

In consideration of specific approaches regarding victim 

characteristics Grych, Hamby and Banyard (2015) propose a model 

called the Resilience Portfolio Model. These authors describe this as a 

strengths-based framework designed to provide a holistic 

understanding of the protective factors and processes which promote 

resilience in those exposed to violence. Grych, Hamby and Banyard 

(2015) explain that the range of resources a person has (their 

‘resilience portfolio’) shapes their responses to violence. These 

authors describe resilience as a dynamic process which depend on 

the combination of stressors, risk and protective factors which the 

person has at a particular point in time. The Resilience Portfolio Model 

includes protective factors at a number of levels, such as individual, 

family, peer and community levels. Grych, Hamby and Banyard 

(2015) use the term ‘assets’ to describe characteristics a person has 

that promote healthy functioning, and ‘resources’ to refer to sources 

outside of the person. The model organise these ‘assets’ into 

categories representing functions proposed to be important to healthy 

adaptation. These categories are identified by the model as: 

regulating emotions and behaviour, building interpersonal 
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relationships and fostering meaning making. This would indicate that 

victim characteristics may play a role in determining the impact of 

aggression and violence on those targeted by perpetrators. For 

example, the Resilience Portfolio Model may indicate that healthcare 

staff working with offenders may have a higher level of resilience in 

dealing with violent incidents in the workplace, which allows them to 

continue working in such environments. This may indicate that such 

individuals have a number of tools or characteristics which make up 

their ‘resilience portfolio’. Their ‘resilience portfolio’ may not only 

include a higher level of overall resilience, but also factors which 

influence how they perceive stressful situations. Such features or 

characteristics may thus have the potential to lessen the overall 

impact of experiencing stressful or potentially traumatic situations, 

such as the experience of aggression and violence in the workplace. 

Despite Ramacciati et al’s (2018) extensive review, the focus of the 

study was limited to emergency department staff and violence 

perpetrated by service users toward staff (known as ‘Type II’ 

violence). It is evident that workplace violence occurs across a 

number of different contexts, not only limited between different types 

of service, but also within different types of healthcare services. For 

example, few studies appear to address and apply theories of 

workplace violence specifically in forensic healthcare services. This is 

despite some suggestion that forensic mental health professionals 

can offer support and advice to others by providing assessment of 

elements such as personality characteristics, coping strategies, 

frustration tolerance and so forth (e.g. Flether, Brakel & Cavanaugh, 

2000). This latter point of consideration suggests that forensic 

healthcare professionals can offer some specific understanding and 

insight into the phenomena of workplace violence, although it is 

unclear what and how their skills may be applied across other 

contexts. For example, it is unclear how elements of factors such as 

resilience and perceived stress may be captured and used as a point 

of reference for training to help others increase their own resilience 

or improve their perceptions of stress. This may be particularly 
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difficult when applying skills which reflect such complex constructs to 

the range of different aggressive and violent situations that 

healthcare staff may find themselves in. 

In spite of the complexity of the problem of workplace violence, 

particularly in reaching a theoretical consensus, Lanctôt and Guay 

(2014) highlight that workplace violence perpetrated by clients in 

such services is still an important health and safety issue. Lanctôt and 

Guay (2014) emphasise that in spite of the lack of consensus in 

definition and theoretical underpinnings it is well documented that 

healthcare workers in general are particularly at risk of experiencing 

workplace violence. Winstanley and Whittington (2004) found that as 

high as 27% of the health care staff (of all staff grades involved in 

direct patient contact at a general hospital) of their survey were 

assaulted, 23% experienced threatening behaviour from patients and 

15.5% experienced threatening behaviour from visitors. Over 68% 

reported verbal aggression, 25.7% experiencing it more regularly 

than monthly.  

Some evidence suggests nurses as a separate discipline face a high 

level of risk compared with all workers. The data suggested that 9.5% 

of general nurses working in general hospitals were assaulted (with 

or without injury) in a 1 year period (Wells & Bowers, 2002). 

Winstanley and Whittington (2004) also found that by profession, 

staff nurses and enrolled nurses reported the most assaults (43.4%) 

and doctors, the fewest (13.8%).  It is evident within existing 

literature that differences exist across type of healthcare services and 

across profession. As McPhaul and Lipscomb (2004) state “workplace 

violence is a concept with ambiguous boundaries”. Similarly, Lanctôt 

and Guay (2014) point out that despite the existing evidence 

conducted in this area, little is known about the impact and 

consequences of being a victim of violence in the workplace; this 

appears particularly pertinent when applied to forensic healthcare 

sectors. In their review of the literature these authors were able to 

identify seven distinct categories of the consequences of workplace 

violence: (1) physical effects (2) psychological effects (3) emotional 
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effects (4) work functioning (5) relationship with patients/quality of 

care (6) social/general and (7) financial consequences. Psychological 

(such as posttraumatic stress and depression) and emotional (such 

as anger and fear) consequences and impact on work functioning 

(e.g., sick leave, job satisfaction) were reported to be the most 

frequent and important effects of workplace violence (Lanctôt & 

Guay, 2014).  

Much of the existing research literature appears to have focused on 

the psychological effects of staff experiencing aggression and 

violence, with particular attention paid to the domains of Post-

Traumatic Stress Disorder (PTSD), and overall stress. For example, 

Richter and Berger (2006) found that a small minority of assaulted 

employees suffered from PTSD for several months after a patient 

assault. Laurud, Nonstad and Palmstierna (2009) found that although 

high violence frequency was found, a low rate of post-traumatic stress 

symptoms and low compassion satisfaction scores was also found in 

a nursing sample working in a forensic psychiatric setting. However, 

it is unclear if such findings are applicable to a range of types of 

forensic staff, not just samples of nurses. Søndenaa et al (2015) 

compared levels of traumatic stress and resilience amongst nursing 

care staff working with challenging behaviour in two intellectual 

disability (ID) services. They found that nursing staff in the 

community ID caring services had significantly more signs of stress 

compared to a staff group working in the forensic ID services. The 

impact of serious events resulted in a higher level of stress 

symptoms; however the community carers showed more compassion 

to their work. This would indicate that staff working in forensic-based 

services, although still experience aggression and violence, may have 

some mechanisms in place that serve a protective function. However, 

it is evident that further investigation of such phenomena is 

warranted. 

1.1 Research questions, aims and hypotheses 

The overall aims of the study were: to explore the negative impact of 

experiencing patient aggression and violence in healthcare staff 
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members working with offenders; and, to explore the presence of 

resilience and perceived stress in the relationship between experience 

of inpatient aggression and trauma in staff members working with 

offenders. 

With these aims in mind the following research questions were 

formulated: 

1.  Are healthcare staff members working with offenders  

negatively impacted when experiencing aggression and  

violence in the workplace?  

2.  Does resilience feature in this relationship? 

3. Does perceived stress feature in the relationship between the 

impact of experiencing workplace aggression and violence and 

overall resilience? 

It was hypothesised that:  

1. Healthcare staff members who are directly exposed to 

experiencing aggression and violence in the workplace would 

report experiencing a negative impact of the event in working 

with offenders (i.e. it was hypothesised they will display 

trauma symptomology).  

2. When staff report experiencing aggression and violence in 

working with offenders there will be high staff scores of 

resilience and perceived stress. 

2. Method 

2.1 Participants 

Participants were recruited from a pool of National Health Service 

(NHS) employees working in forensic services across two NHS trusts 

in the UK. These NHS trusts were based in the Yorkshire and 

Nottinghamshire regions of the UK, and provide inpatient and 

community services to individuals with a range of mental and physical 

health needs. Both trust offers specialist forensic support and 

offender health to service users across both localities, including both 

secure and community forensic services across five main sites.  
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Table 1: Summary of participant demographic characteristics 

 Range Minimum Maximum Mean Std. 

Deviation 

Age 42 20 62 40.26 10.40 

Years 

working 

with 

offenders 

42.90 .10 43.00 10.73 8.20 

Years 

working 

in the 

NHS 

43.00 .00 43.00 11.78 9.07 

N=93 

A total of 99 participants across both NHS trusts took part in the 

survey and comprised a mix of males and females of working age 

(aged 18-65). Table 1 shows a summary of participant demographic 

characteristics. Of this sample 64 females (68.8%) participated, 

whilst 29 males (31.2%) took part in the study. The mean age of the 

sample was 40 years old, with an age range of the whole sample 

between 20 and 62 years. The mean number of years working with 

offenders was 10.7 years, with a range between .10 and 43 years. 

The mean number of years working in the NHS overall was 11.7 

years, with the range of the whole sample between less than one year 

(as above) and 43 years. 

As the advertisement for study participation was visible on global 

communication systems across the two trusts staff working across a 

number of different services were asked to complete the survey. This 

included those working in: secure inpatient services (low, medium, 

high security, assessment and treatment services, locked 

rehabilitation, Psychiatric Intensive Care Units), prison in-reach 

services, community services, and any other services where staff may 
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come into contact with individuals who have committed offences. 

Table 2 shows a summary of the types of services staff were from. As 

can be seen from the table, the majority of participants worked in 

medium secure services, which represented 48.4% of the sample.  

 

Table 2: Type of service participants worked in 

Service type Number of 

participants 

Percentage 

of sample 

High secure 16 17.2 

Medium secure  45 48.4 

Medium secure and community 1 1.1 

Medium secure and low secure 1 1.1 

Low secure 4 4.3 

Low secure and Psychiatric Intensive Care 

unit 

1 1.1 

Low secure and prison 1 1.1 

Community 12 12.9 

Assessment and Treatment 1 1.1 

Psychiatric Intensive Care unit 1 1.1 

Prison 1 1.1 

Rehabilitation 2 2.2 

Secure service (type not disclosed) 6 6.5 

Secure service (type not disclosed) and 

Community 

1 1.1 
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Specific inclusion criteria detailed that staff members must be front-

line staff members delivering healthcare services to forensic 

populations. Therefore, participants meeting inclusion criteria would 

be healthcare assistants, nursing staff, social workers, medical and 

psychiatric team members, and those offering therapeutic services, 

such as occupational therapists, speech and language therapists and 

psychologists (including respective team members across different 

levels of qualification and tier groups). As shown in Table 3 qualified 

nursing staff made up the majority of the sample (28%), followed by 

healthcare assistants (22.6%). 
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Table 3: Summary of participants’ job roles 

Job role Number of 

participants 

Percentage 

of sample 

Psychiatrist 7 7.5 

Medical Doctor 1 1.1 

Nursing 26 28.0 

Healthcare assistant (including support 

workers, associate practitioners and 

other unqualified nursing staff) 

21 22.6 

Psychologist 10 10.8 

Trainee Psychologist 2 2.2 

Assistant Psychologist 6 6.5 

Occupational Therapist 6 6.5 

Psychological Wellbeing Practitioner 

(PWP) 

1 1.1 

Social Worker 6 6.5 

Manager 3 3.2 

Other supportive role (such as 

education, horticultural instructor, 

wellbeing facilitator) 

4 4.3 

 

Those who did not meet inclusion criteria included individuals such as 

administrative support, domestic based staff and other supportive 

roles (such as porters and maintenance). The rationale for excluding 

this latter group of individuals was based on the premise that such 

supportive roles are distinct, for example in their role and manner of 

communication, from those delivering face-to-face services to 
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offenders and hence may be exposed to aggression and violence in 

different ways. This would potentially introduce other forms of bias 

which the current study would not be able to control for. It is believed 

that in order to include this group further exploration would be 

needed having established a separate and distinct baseline of 

experiences between the two groups to draw further comparison.  

Advertisements containing study information and an online link were 

posted on global emails for participants to opt-in to participate in the 

online survey. Although 99 participants across both sites completed 

the survey, six participants’ data could not be used and were 

screened out due to not meeting inclusion criteria or providing 

inappropriate response data (such as failing to provide a numerical 

response when asked). This left 93 viable data sets. To avoid further 

risk of bias responses on the online form were made mandatory 

before participants could proceed to submit their responses. 

Therefore, all response field were made compulsory, although no 

further controls could be exercised over participants failing to 

interpret explicit instructions regarding inclusion criteria.  

2.2 Measures 

Perception of Prevalence of Aggression Scale (POPAS-abbreviated 

version; Jonker, et al 2008) 

Jonker et al (2008) condensed the original 18-item POPAS into an 

abbreviated version of the scale. This involved collapsing certain 

items on the scale, such as collapsing “mild physical violence” and 

“severe physical violence” into one item which constituted “physical 

violence”. These adaptations resulted in a 12-item version of the 

scale. The abbreviated version of the POPAS (Jonker et al, 2008) 

contains descriptions of the following types of aggression and 

violence: 

1. Non-threatening verbal aggression  

2. Threatening verbal aggression  

3. Humiliating aggressive behaviour  
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4. Provocative aggressive behaviour  

5. Passive aggressive behaviour  

6. Splitting aggressive behaviour  

7. Threatening physical aggression  

8. Destructive aggressive behaviour  

9. Physical violence  

10. Violence against self  

11. Suicide attempts  

12. Sexual intimidation/harassment 

Participants were asked to rate their experience using one of the 

following ‘Likert-style’ criteria: ‘never’, ‘occasionally’, ‘sometimes’, 

‘often’, or ‘frequently’ to determine how frequently they experienced 

the above types of aggression and violence in the past year. The 

second part of each item asked respondents to estimate the number 

of times they have been confronted with that particular type of 

aggression in the past year. Jonker et al (2008) reported “good 

internal consistency” of the abbreviated version and reported a 

Cronbach’s alpha of 0.80. The POPAS was used in the current study 

to provide detailed and standardised definitions of a range of types of 

aggressive and violent experiences. This abbreviated version of the 

original POPAS (Oud, 2001) was used as containing the most relevant 

items with respect to the aims of the current study. 

Impact of Event Scale-Revised (IES-R; Weiss & Marmar, 1996)  

The IES-R (Weiss & Marmar, 1996) comprises of 22 statements which 

describe a range of difficulties people may present with after a 

stressful life event. This event based tool was used in order for 

participants think about a specific event, as opposed to general 

ongoing experiences, which was felt would be easier for participants 

to consider their experiences from a more concrete point of reference. 
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Participants were asked to consider each item in turn and indicate 

how distressing each difficulty has been for them during the past 

seven days with respect to a specific problem (in the case of this 

study, aggression and violence was indicated as the stressful event 

participants should have in mind). Participants rated their 

experiences over the past seven days (participant self-assessed time 

frame) against the following criteria: 0=not at all (bothered by the 

described difficulty), 1= a little bit (bothered by the described 

difficulty), 2=moderately (bothered by the described difficulty), 

3=quite a bit (bothered by the described difficulty), 4=extremely 

(bothered by the described difficulty). Examples of difficulties 

presented were: Item 1 “Any reminder brought back feelings about 

it”’ Item 8 “I stayed away from reminders of it”; Item 13 “My feelings 

about it were kind of numb”. Over the 22 items, there are three 

subscales comprising of Intrusion, Avoidance, and Hyperarousal, of 

which scores in these domains can range from zero to four (the higher 

the score the more dominant the problems in the respective 

subscale). Studies exploring psychometric properties of the scale 

report a high internal consistency, with a Cronbach’s alpha of 0.96 

(Creamer, Bell & Failla, 2003) 

Connor-Davidson Resilience Scale (CD-RISC; Connor & Davidson, 

2003)  

The CD-RISC (Connor & Davidson, 2003) is a 25-item scale which 

assesses resilience based on a five point Likert-style scale. 

Participants are presented with 25 statements and they must indicate 

how much they agree with each statement as they apply to them over 

the past month. Responses range from ‘not true at all (0)’ to ‘true 

nearly all the time (4)’. Higher scores on the scale reflect a greater 

level of self-reported resilience. According to Connor and Davidson 

(2003) the scale exhibits validity relative to other measures of stress 

and hardiness, as well as reflecting different levels of resilience in 

populations thought to be distinct from one another in their levels of 

resilience. Factor analysis of the CD-RISC, as highlighted by Connor 

and Davidson (2003), revealed a five factor structure as follows: 
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• Factor 1: personal competence, high standards and 

tenacity 

• Factor 2: trust in one’s instincts, tolerance of negative 

affect, strengthening effects of stress 

• Factor 3: positive acceptance of change, secure 

relationships 

• Factor 4: personal control 

• Factor 5: spiritual influences 

Connor and Davidson (2003) report a Cronbach’s alpha of 0.89 and 

also a high level of test-retest reliability. Similarly, Davidson and 

Connor (2016, unpublished) cite a number of studies detailing 

adequate reliability and validity of the scale. For example, in two 

samples Ito et al (2009) found good test-retest reliability of 0.94 and 

0.83 and good internal consistency (Cronbach’s alpha reported at 

0.94 and 0.90). 

PSS-10 (Perceived Stress Scale-10 item version; Cohen, 1983) 

The PSS-10 (Cohen, 1983) is a 10 item self-report scale designed to 

measure the degree to which situations in a person’s life are 

appraised as stressful. According to Cohen (1983) the scale items 

were designed to consider how unpredictable, uncontrollable and 

overloaded participants find their lives.  Items in the PPS-10 ask 

general, non-content specific and easy to understand questions about 

thoughts and feelings over the past month. Responses were 

presented in the following Likert-style manner for each of the 10 

items: 0=never, 1=almost never, 2=sometimes, 3=fairly often, 

4=very often. Lee (2012) reports the PSS-10 has established 

psychometric properties; Cronbach’s alpha of the PSS-10 was 

calculated at >.70 in all 12 studies included in their review. 

2.3 Procedure 

Data were collected by means of an online survey. The rationale for 

using online methods of data collection were in efforts to reduce bias 



72 
 

as a result of research influences (to reduce issues associated with 

social desirability response bias, and time pressures, for example), 

and to maintain participant’s condition of interest. These advantages 

were considered to outweigh disadvantages of online studies, such as 

lack of direct oversight of participant wellbeing and engagement, and 

implementing robust levels of control around factors such as physical 

environment and study conditions (as discussed in guidance provided 

by the British Psychological Society (BPS; 2017)).  

 A global email and intranet advert gave participants the opportunity 

to follow an online link to the survey within the advertisement (see 

Appendix J). After participants followed the online link, they were 

redirected to the study. Figure 1 depicts the stages participants 

completed as they navigated the online survey.  
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Figure 1: Flowchart of study procedure 
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2.4 Ethics 

This study was sponsored by the University of Nottingham (Sponsor 

protocol reference: 17062); ethical approval was sought and granted 

by the University of Nottingham School of Medicine ethics committee 

(Ethics committee reference: 112-1709). Approval was also granted 

by the Health Research Authority (HRA) following submission through 

the Integrated Research Application System (IRAS; IRAS Project 

reference: 224887), as was local trust research departmental 

approval. After such approvals were granted the study commenced.  

As this was an ‘opt-in’ approach to recruitment this demonstrated 

proof that participants had the condition of interest, and which also 

reduced any risk of researcher bias and eliminate risk of coercion (as 

ensured by use of an online survey tool). Participants were asked to 

complete questionnaires about their experiences of aggression and 

violence in the context of the workplace. This could potentially be 

sensitive in reference to previous serious and/or traumatic 

experiences. However, participants were not asked to directly discuss 

or recall their own specific experiences (as outlined in the Participant 

Information Sheet – see Appendix K) as Likert-style responses on the 

questionnaire were fixed; free-text responses were also limited. Also, 

as staff were already working in services, it was expected that they 

would already be exposed to aggression and violence due to the client 

group they have chosen to work with (offenders) and therefore the 

study did not expose individuals to situations other than what they 

would experience whilst at work or in everyday life.  

In the case of any adverse events, a participant debrief sheet was 

provided if participants wished to seek further advice or assistance. 

The researcher’s own contact details were also provided with 

additional contact details for seeking further support of local services 

(two debrief sheets were provided detailing specific services in each 

locality). Personal or sensitive information was not expected to be 

disclosed due to the lack of opportunity participants were presented 

with, as responses were fixed and a pre-defined range of responses 
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was specified. Hence, it was not possible for participants to disclose 

personal or sensitive information.  

Anonymity and confidentiality of participants was maintained as no 

personal information or data was collected which could potentially 

identify an individual.  

3. Results 

The data were checked for discrepancies, missing values and 

anomalous data. This was completed upon importing the data from 

the online study platform, and each case was checked in the SPSS 

data file. This process revealed that a number of respondents did not 

fit inclusion criteria as they were not healthcare members of staff. 

Discrepancies were also highlighted by ensuring data fitted numerical 

parameters with values not exceeding a certain length, which 

revealed one participant had provided non-numerical responses when 

asked. Six cases in total were screened out (as discussed in Section 

2.1) and the remaining 93 cases proceeded for further analysis. Table 

4 shows a summary of the mean scores the sample attained on each 

of the given scales.  
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Table 4: Summary of participants’ mean scores for each scale 

Scale Mean 

sample 

score 

Explanation Percentage 

of sample 

indicating 

clinical 

concerns 

PSS-

10 

17.1 Participants overall experienced a 

moderate level of stress (individual 

scores on the PSS-10 range from 

0-40, with higher scores indicating 

higher perceived stress; Cohen, 

1983). 

3.75% 

scored above 

30* 

indicating a 

high level 

perceived 

stress 

IES-R 13.1 Participants were negatively 

impacted by their experiences, but 

Post-traumatic Stress Disorder 

(PTSD) was not a clinical concern 

overall (individual scores on the 

scale range from 0-88; scores that 

exceed 24 can be indicative that 

PTSD is a clinical concern and 

individuals may experience at least 

some symptomology; Weiss, 2007) 

19.9% 

scored above 

24 indicating 

a clinical 

concern for 

PTSD 

CD-

RISC 

68.5 The sample had a moderate-high 

level of resilience (individual scores 

on the CD-RISC range from 0-100, 

with higher scores reflecting 

greater resilience; Davidson and 

Connor, 2016).  

0% scored 

below 25** 

indicating a 

low 

resilience 

score 

*Indicative of the upper quartile of total scores  

**Indicative of the lower quartile of total scores  
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The mean number of violent incidents each person experienced in the 

population over the past year was 37.4, but the average total number 

of violent incidents experienced by each person in the whole 

population over the last year was 448.9.  

Exploration of the reliability of the PSS-10, IES-R, CD-RISC and 

POPAS was undertaken. Cronbach’s Alpha for the each of the scales 

were: 

- PSS-10 = .860 

- IES-R = .969 

- CD-RISC = .897 

- POPAS Mean Number of Violent Incidents = .911 

Such results indicate that each of the measures used had good to 

excellent internal consistency and adequate reliability (consistent 

with recommendations, for example as cited by Tavakol & Dennick, 

2011).  

Assumptions of linearity were explored which revealed that the data 

met this assumption. Further exploration of assumptions revealed 

that: PSS-10 scores did not significantly deviate from a normal 

distribution, D(93)=.064, p=.200; IES-R scores significantly deviated 

from a normal distribution, D(93)=.229, p=.000; CD-RISC scores did 

not significantly deviate from a normal distribution, D(93)=.073, 

p=.200; and the Mean Number of Violent Incidents significantly 

deviated from a normal distribution, D(92)=.284, p=.000 (this was 

completed with the Kruskal-Wallis test). The assumption of 

independence of residuals was also explored which revealed a Durbin-

Watson score of 1.923, indicating the residuals are uncorrelated and 

the assumption of independence was met. Field (2018) indicates that 

as a rule of thumb a value of 2 means residuals are uncorrelated. 

Further exploration of homogeneity of variance using the Levene’s 

Test was not considered appropriate as group sizes on each of the 

variables were equal, making tests of this assumption redundant (as 

cited in Field, 2018, p259). Test assumptions were further explored 

with revealed that the PSS and CD-RISC scores for the sample were 
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normally distributed but IES-R scores and Mean Number of Violent 

Incidents were not normally distributed (both of which were positively 

skewed and platykurtic).  

As two out of the four variables were significantly skewed, the IES-R 

and mean number of violent incidents, a robust method of analysis 

was used. Transformation of data was not considered appropriate due 

to potential loss of data in applying a constant to the data and 

potential changes to the hypotheses and constructs being tested (as 

discussed in Field, 2018). Other alternative methods such as data 

trimming and winsorizing are also not suitable due to potential loss 

valuable data which could affect potential relationships. Therefore, a 

bootstrapped (confident intervals) multiple regression was 

considered to be the most appropriate method in preventing loss of 

data and in being robust to violations of normality, as this does not 

rely on the assumption of normally distributed data (all other 

assumptions were met). 

A bootstrapped multiple regression was conducted to address the 

aims, research questions and hypotheses outlined above. This 

method was used to predict the impact of experiencing aggression 

and violence (IES-R), using the predictors of resilience (CD-RISC), 

perceived stress (PSS-10) and the experience of aggression and 

violence (using the POPAS). Demographic variables such as 

participant age, gender, length of NHS service, and length of time 

working with offenders/in forensic services were controlled for as 

being entered into the first stage of the model. The three independent 

variables (resilience, perceived stress and experience of aggression 

and violent) were entered into the main analysis. The forced entry 

method of data entry was used to enter all predictors into the model 

simultaneously. The rationale for this was to avoid bias as a result of 

assigning importance to one variable over another in a hierarchical 

manner.  Bootstrap sample specifications were set at a number of 

5000, based on recommendations by Hayes (2009), and Preacher and 

Hayes (2008). Similarly, Efron (1984) calculated that a rough 

minimum of 1000 should be used to compute the necessary intervals. 
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As two of the variables violated assumptions of normality, it was felt 

5000 iterations would be adequate to compute necessary intervals 

with the current dataset to minimise sample variance in the 

estimates. 

Multicollinearity was not considered a cause for concern as none of 

the predictors appeared to correlate too highly with one another (as 

Field, 2018, recommends r<0.9). Similarly, all VIF values fell below 

10 and the average VIF score for the second model containing all 

predictors was 2.27 (as recommended by Field, 2018). 

Interpretation of the data revealed that the impact of the event and 

the experience of aggression and violence were significantly 

correlated (r=.560, p=.000), indicating the higher the mean number 

of aggressive and violence incidents experienced the higher the 

overall impact. Impact of the event and resilience were found to be 

negatively related, but the relationship was not significant (r=-.113, 

p=.141), indicating resilience and impact of the experience of 

aggression and violence were not related. With respect to impact of 

the event and perceived stress, these factors were found to be 

positively and significantly related (r=.611, p=.000), indicating the 

higher the overall impact, the higher the overall perceived stress. 

Data indicated that perceived stress and impact of the event were the 

most strongly related of all factors. Table 5 summarises these 

correlations.  

Table 6 shows correlations between the impact of aggressive and 

violent incidents, age, gender, years working with offenders and 

years working in the NHS. As can be seen in Table 6 impact of event 

was not significantly correlated to any of these variables, although 

some of the variables did significantly correlate with each other, such 

as age and years working with offenders (r=.622, p=.000), and age 

and years working in the NHS (r=.663, p=.000).  
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Table 5: Summary of correlations between impact of aggressive and violent incidents, experience of aggression 

and violence, resilience and perceived stress (N=93) 

  Impact of 

Event (IES 

score) 

Experience of 

aggression and 

violence (POPAS score) 

Resilience (CD-RISC 

score) 

Perceived Stress 

(PSS score) 

Impact of Event (IES 

score) 

Pearson 

Correlation 

1.00 .560 -.113 .611 

 Sig. (1-tailed) - .000 .141 .000 

Experience of aggression 

and violence (POPAS 

score) 

Pearson 

Correlation 

.560 1.00 -.226 .531 

 Sig. (1-tailed) .000 - .015 .000 

Resilience (CD-RISC 

score) 

Pearson 

Correlation 

-.113 -.226 1.00 -.412 

 Sig. (1-tailed) .141 .015 - .000 

Perceived Stress (PSS 

score) 

Pearson 

Correlation 

.611 .531 -.412 1.00 

 Sig. (1-tailed) .000 .000 .000 - 
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Table 6: Summary of correlations between impact of aggressive and violent incidents, age, gender, years working 

with offenders and years working in the NHS (N=93) 

  Impact of Event 

(IES score) 

Age Gender Years working 

with offenders 

Years working in the 

NHS 

Impact of Event (IES score) Pearson Correlation 1.00 .084 -.225 -.155 -.125 

 Sig. (1-tailed) - .211 .015 .068 .116 

Age Pearson Correlation .084 1.00 -.300 .622 .663 

 Sig. (1-tailed) .221 - .002 .000 .000 

Gender Pearson Correlation -.225 -.300 1.00 -.230 -.176 

 Sig. (1-tailed) .015 .002 - .013 .045 

Years working with offenders Pearson Correlation -.155 .622 -.230 1.00 .848 

 Sig. (1-tailed) .068 .000 .013 - .000 

Years working in the NHS Pearson Correlation -.125 .663 -.176 .848 1.00 

 Sig. (1-tailed) .116 .000 .045 .000 - 
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A bootstrapped Durbin-Watson score of 1.906 was found, indicating 

that the residual terms were uncorrelated and the assumption of 

independent errors was not violated (Field, 2018, notes as “as a 

conservative rule of thumb, values less than 1 or greater than 3 are 

cause for concern” page 387). 

With respect to the model summary, the first model applied 

(containing demographic variables only) accounted for 13% of the 

variability in the outcome of the impact of aggression and violence 

(R² = .130). In the second model (containing demographic variables, 

perceived stress, resilience and the experience of aggression and 

violence) R² = .598, indicating that all predictors combined explained 

59% of proportion of variance explained by the model on the impact 

of aggression and violence. The R² change statistic in the second 

model (containing all predictor variables) gave rise to a significant F 

change statistic of 32.957 (p=.000), which was an increase from the 

first model (F change score of 3.298, p=0.14) indicating that the 

model fit improved as predictors were added to the second model. 

The model summary of both models is shown in Table 7. 

Table 7: Model summary showing fit of linear models to the data 

Model* R R² Adjusted 

R²   

Standard 

error of 

the 

estimate 

R²  

change 

F 

change 

Significance 

of F change 

1** .361 .130 .091 16.881 .130 3.298 .014 

2*** .773 .598 .565 11.679 .468 32.857 .000 

* Dependant variable: Impact of experiencing aggression and violence 

** Predictors: Age, Gender, Years working in the NHS, Years working with offenders 

(demographic variables) 

*** Predictors: demographic variables (as above), Perceived stress (PPS), Resilience (CD-

RISC), Experience of violence (mean number of violent incidents, as measured by the POPAS) 
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Results of the analysis found that in the first model F=3.298, p=.014, 

compared to the second model where F=18.062, p=.000. This 

indicated that both models containing all predictors significantly 

improved the ability to predict the outcome variable compared to not 

fitting the model (p<.05). Results of the second model indicate that 

as a result of applying these three predictors to the model this 

significantly improved the ability to predict the impact of aggression 

and violence. The F-test in both models therefore informs us that the 

model was a significant fit to the data overall, but this fit improved in 

the second model. These results are shown in Table 8. 

Table 8: Summary statistics showing quality of the model in 

predicting the outcome  

Model* Sum of 

Squares 

Df Mean 

Square 

F Sig. 

1** Regression 3760.085 4 940.021 3.298 .014 

Residual 25079.097 88 284.990   

Total 28839.183 92    

2**

* 

Regression 17245.514 7 2463.645 18.062 .000 

Residual 11593.669 85 136.396   

Total 28839.183 92    

* Dependant variable: Impact of experiencing aggression and violence 

** Predictors: Age, Gender, Years working in the NHS, Years working with offenders 

(demographic variables) 

*** Predictors: demographic variables (as above), Perceived stress (PPS), Resilience (CD-

RISC), Experience of violence (mean number of violent incidents, as measured by the POPAS) 

 

Interpretation of the model parameters indicated that the coefficients 

in the second model (in which all predictors were included) found that 

of all predictors perceived stress was found to be the best predictor 
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of the impact of aggression and violence (b=1.531). The experience 

of aggression and violence (as depicted by the mean number of 

incidents experienced) was found to affect the outcome, but to a 

lesser degree (b=.067). Correlational data (as shown in Table 5) also 

indicated that the more aggressive and violent incidents experienced, 

the higher the impact. Resilience was found to affect the outcome of 

the impact of aggression and violence (b=.356); correlational data 

(as shown in Table 5) shows that the lower the resilience the higher 

the overall impact of aggression and violence.  

Overall results indicate that for this model perceived stress, 

t(85)=6.423, p<.05, resilience t(85)=2.952, p<.05 and the 

experience of aggression and violence (as shown by mean number of 

incidents) t(85)=3.008, p<.05, were all significant predictors of the 

(negative) impact of aggression and violence. From this data it is 

evident that perceived stress was the biggest predictor, followed by 

experience of aggression and violence and resilience to a similar 

degree. This data has been summarised in Table 9 below. 
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Table 9: Linear model of predictors of the impact of aggression and 

violence experienced by healthcare staff working with offenders.  

 95% confidence 

interval for B 

Model* Standardised 

Beta 

coefficient 

t Sig  Lower 

bound  

Upper 

bound 

Perceived 

stress (PSS 

scores) 

.576 6.423 .000 1.057 2.005 

Resilience 

(CD-RISC 

scores) 

.232 2.952 .004 .116 .596 

Experience 

of 

aggression 

and violence 

(mean 

POPAS 

score) 

.259 3.008 .003 .023 .111 

*Predictors: demographic variables (as above), Perceived stress (PPS), Resilience (CD-RISC), 

Experience of violence (mean number of violent incidents, as measured by the POPAS) 

 

Finally, residuals were checked for evidence of bias. Casewise 

diagnostic statistics revealed that standard residuals were not 

considered a cause for concern. Four cases were identified which may 

have been problematic but additional analysis of cases revealed that 

none of the cases had a Cook’s distance greater than 1 which all fell 

within expected limits (within parameters as noted in Field, 2018). 

Thus, post hoc tests revealed that none of the potentially problematic 

cases had an undue influence on the model. 
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4. Discussion 

In consideration of the initial aims of the study, the overall aim to 

explore the negative impact in healthcare staff members after 

experiencing patient aggression and violence in working with 

offenders was addressed. Similarly, the second aim to explore the 

presence of resilience and perceived stress in the relationship 

between experience of inpatient aggression and trauma in staff 

members working with offenders was also met.  

To explore the relationships between the four variables further the 

results of analysis found that: 

1. Healthcare staff members working with offenders were 

significantly negatively impacted when experiencing 

aggression and violence in the workplace. It was found that 

the more aggression and violence experienced, the higher 

the negative impact on staff. The experience of aggression 

and violence was found to be a significant predictor of the 

negative impact of aggression and violence.  

2. Resilience was found to have a significant negative impact 

on scores of aggression and violence; the lower the 

resilience score the larger the negative impact. Resilience 

was also found to be a significant predictor of the negative 

impact of experiencing aggression and violence.  

3. The role of perceived stress was significantly and positively 

related to these findings. In other words, the higher the 

perceived stress, the higher the negative impact on staff 

and the more aggression and violence experienced. 

Perceived stress was the biggest predictor of the negative 

impact of aggression and violence.  

 

The hypotheses initially put forth were also addressed. The first 

hypothesis was accepted, as it was hypothesised that healthcare staff 

members who are directly exposed to experiencing aggression and 

violence in the workplace would report experiencing a negative 

impact in working with offenders. The second hypothesis was also 
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accepted. It was hypothesised that when staff report experiencing 

aggression and violence in working with offenders there would be a 

significant difference in staff scores of resilience and perceived stress 

compared with those not reporting experiencing aggression and 

violence. Both of these hypotheses were accepted based on the above 

findings.  

In linking these findings to past evidence there appears to be an 

interesting picture. For example, in support of previous research 

indicating that healthcare staff experience a high number of 

aggressive and violent incidents (such as discussed by Winstanley & 

Whittington, 2004), the current study supported these findings, as 

the average number of violent incidents each person experienced in 

the population over the past year was 37. The average total number 

of violent incidents experienced by individuals in the whole population 

over the last year was 448.9, which can be perceived to be a high 

number. Richter and Berger’s (2006) findings indicated that a small 

minority of assaulted employees suffered from PTSD for several 

months after a patient assault. In this study, results indicated that 

this was not the case as scores on the IES-R indicated that overall 

PTSD was not a clinical concern in this population, although 

participants in the current study were significantly negatively 

impacted when experiencing aggression and violence. Overall, the 

sample had a moderate-high level of resilience, as measured by the 

CD-RISC, supporting hypotheses that this population could be 

considered particularly resilient, when experiencing a reported 

moderate level of stress, as reported by participants.  

As shown in Table 5, resilience was negatively related to the impact 

of the aggression and violence, indicating that the higher the 

resilience the lower the impact of aggression and violence. This is in 

support of approaches such as the Resilience Portfolio Model proposed 

by Grych, Hamby and Banyard (2015) which indicate a relationship 

between the promotion of protective factors, such as resilience, in 

response to violence (the higher the resilience, the lower the impact). 

Findings in the current study would appear to support this in being a 
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significant predictor of the impact of aggression and violence on 

victims. Factors such as perceived stress were also found to play an 

expected role (the higher the perceived stress, the higher the 

impact). This is in similar support of as studies such as Connor and 

Davidson’s (2003) who found that higher levels of resilience 

corresponded to lower levels of perceived stress vulnerability. Results 

found within the current study supported these reported findings also. 

Therefore, it is evident from current analysis that when considering 

those working in forensic services who are exposed to a high level of 

aggression and violence, they also have high levels of resilience and 

perceived stress. Such constructs may hence constitute part of their 

‘resilience portfolio’ which supports them to continue working in high 

risk environments following periods of adversity. 

In consideration of the strengths and limitations of this paper, it is of 

note that subgroups such as gender, age, type of offender population 

and length of NHS service were also considered as part of the 

analysis.  Such subgroup data could have the potential to confound 

results by introduction of subgroup bias, but as a result of including 

these in the analysis such factors were controlled for. Hence, potential 

effects and bias within the model were accounted for as much as 

possible. 

A possible limitation of the study was that the study design adopted 

an opt-in method of participation. It is considered that as participants 

opted in to participate that self-selection may have created bias, in 

that those experiencing violence could have been more likely to 

complete the survey. This may create problems in generalising 

prevalence estimates within this population. However, in balancing 

this risk of bias against ethical considerations of active participate 

recruitment the overall risk of bias was considered to outweigh 

potential ethical risks. To expand, it was considered that the presence 

of the researcher in actively recruiting participants may have led to 

potential participants feeling pressured to complete the survey; this 

was considered to be problematic particularly in consideration of the 

potentially sensitive nature of research topic. 



89 
 

Despite this, the aims and research questions set out at the beginning 

of the study were each addressed, in spite of the fact that further 

questions remain about the in-depth nature of the relationships 

explored. Similarly, a strength of the study was that a range of types 

of participants took part in the study, ensuring generalisability of 

findings to a range of forensic service professionals. For example, 

data were collected from staff members from a wide age range, and 

a range of job roles and service types. Hence, a rich pool of staff data 

was gathered, which is in contrast to a number of studies which have 

been limited to data gathered solely from one group, for example 

such as nursing or emergency department staff (for instance as 

observed in Ramacciati et al’s, 2018, study). A further point of 

consideration is that clear descriptions of a range of examples of 

violence and aggression were provided by the POPAS (Jonker et al, 

2008). This has the potential to reduce problems and bias introduced 

by individualised and different conceptualisations of aggression and 

violence. Hence, a clear point of reference for participants to base 

their own experiences was provided. 

With respect to the measures used, in line with past research as 

discussed in Section 2.2, the current study found that each tool had 

good to excellent internal consistency and adequate reliability 

(consistent with recommendations, for example as cited by Tavakol 

& Dennick, 2011). Similarly, CD-RISC scale has previously been 

cross-validated with the PSS and other measures of stress 

vulnerability (Connor, Davidson & Lee, 2003; Agaibi & Wilson, 2005), 

indicating the compatibility of these measures with each other in 

measuring similar yet distinct constructs. Such factors reflect further 

strengths of the study. However, it is unclear if these measures have 

been rigorously validated previously with similar groups of staff 

working with offenders, although the POPAS was developed with 

psychiatric healthcare staff in mind. It is considered that the CD-RISC 

in particular requires further exploration with respect to how 

resilience is constructed within healthcare staff working with 
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offenders, particularly in relation to its factor structure. Thus, this is 

an area that the second primary study aims to address. 

It is considered that the main implications of such research lie in the 

application of findings to improvements in staff health and wellbeing. 

It is evident that further research is needed in this field, but such 

understanding allows contribution to the development of tools, 

strategies and frameworks in which to support those effected and to 

manage the impact of such adverse experiences in the working 

environment. Such findings related to staff experiences and 

characteristics have the potential to aid understanding of those 

outside the field of forensic healthcare services, as well as increasing 

our understanding of how services can support those who have 

already been victims of assault.  

With respect to the future, it is evident that resilience is a complex 

phenomenon and that further research is needed, particularly with 

regard to those who work in roles with a potentially higher than 

average risk of exposure to aggression and violence. Similarly, it is 

considered that it may be pertinent to explore subgroup differences 

pertaining to type of aggression and violence experienced by staff, as 

well as further exploration of other individual differences and 

personality characteristics which may influence the impact of 

experiencing aggression and violence. It is recommended that as well 

as exploring subgroup data pertaining to differences in staff 

characteristics (such as age and gender), as well as service types, it 

may be of academic interest to explore differences between those 

delivering direct patient care and other staff groups. For example, it 

may be pertinent to explore service user relationships between those 

directly delivering patient care, and those delivering indirect services 

within this context, such as domestic staff, porters, administration 

and maintenance staff. Past research in this area appears limited, 

particularly when considering those working in forensic services.  

Despite steps made by the current paper to shed light on the 

multifaceted phenomena of aggression and violence in forensic 
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healthcare services, questions remain about the nature of this group 

of this particular group of participants. For example, what 

characteristics make those working in forensic services more able to 

tolerate working in such a high risk field? What helps them cope in 

times of adversity? How do they recover from serious assault? What 

can we learn from this group of individuals with respect to resilience? 

Clearly, further research is needed to address such questions in order 

to enrich our understanding of aggression and violence, so that we 

may consider ways to lessen the impact of such experiences to the 

unique group of individuals who support the delivery of complex 

healthcare services.  
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PRIMARY STUDY II 

An Exploration of the Five-Factor Weight Structure of the CD-

RISC Scale with Healthcare Staff Working with Offenders 

Abstract 

Resilience has become an important construct for understanding why 

some individuals thrive and others fail in times of adversity. The 

Resilience Portfolio Model has been used to attempt to explain how 

victims of violence cope with their experiences; this is the range of 

facets which comprise an individual’s ‘Resilience Portfolio’ which 

allows them to thrive in times of adversity. By developing the CD-

RISC, Connor and Davidson (2003) proposed a five factor scale of 

measuring resilience. The current study aimed to explore the factors 

comprising the CD-RISC with a population of male and female 

healthcare staff working with offenders. This was in efforts to identify 

factors comprising their ‘Resilience Portfolio’. Following an 

exploratory factor analysis results indicated that the scale had good 

internal consistency (Cronbach’s Alpha of .897); a total of seven 

factors were found in the model, which explained 66.57% of the 

variance in the data, with Factor 1 being the strongest to emerge. 

The factors reflected constructs comprising resilience in the following 

manner: Factor 1 (adaptability, personal strength), Factor 2 (belief 

system), Factor 3 (secure relationships, positive support network), 

Factor 4 (strong work ethic, persistence, goal attainment), Factor 5 

(leadership, humour, clear thinking), Factor 6 (failure resistance), 

and Factor 7 (control, purpose). Such findings were in contrast to 

Connor and Davidson’s (2003) results and factor structure. Despite 

methodological concerns and limitations with this study, it is believed 

that the CD-RISC has not been previously explored with this 

population. Implications may serve to inform future directions in 

understanding resilience with similar populations and may help 

develop strategies for staff to improve their resilience when working 

with high risk client groups. 

1. Introduction 
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Winstanley and Whittington (2004) highlight that aggression towards 

healthcare staff is an increasing problem, but as highlighted in the 

first chapter of this thesis prevalence rates in forensic healthcare 

services show mixed results. Morrison et al (2002) found that 

incidents of aggression and violence in a maximum security 

psychiatric facility were increasing considerably, resulting in serious 

staff injuries. Such findings appear to be one of many examples of 

what Meehan, McIntosh and Bergen (2006) describe as a commonly 

encountered phenomenon in healthcare settings.  

Qualitative investigation of forensic healthcare staff experiences of 

aggression and violence in the course of their work has yielded some 

interesting findings. For example, Kurtz and Jeffcote (2011) found 

that staff saw themselves as having a human focus and emphasised 

the clinical aspects of their role in helping patients. These authors 

found that healthcare staff working in forensic services were strongly 

invested in bringing about positive changes in patients’ lives and saw 

the development of relationships with patients, even in the face of 

difficulty, as “pivotal”. Interesting Kurtz and Jeffcote (2011) also 

found that occasions when staff succeeded in building rapport with 

patients who were initially hostile were described with pride. Such 

findings would indicate that this population of healthcare staff have 

some clear internal mechanisms in place which allow them to 

successfully work with forensic populations. Taubman-Ben-Ari and 

Weintroub (2008) highlighted that those who choose to work in an 

environment in which they consistently encounter stressful situations 

probably have appropriate coping skills and they perceive their work 

as less stressful. Such findings would indicate that those working in 

environments whereby they are exposed to aggression and violence 

have mechanisms in place which allow them to thrive in times of 

adversity. In support of such findings Itzhaki et al (2015) found that 

mental health nurses developed resilience when exposed to violence 

in the workplace, but noted that resilience of mental health nurses 

has rarely been investigated. Similarly, as highlighted in the previous 

chapter of this thesis questions remain about what makes this 
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population in particular resilient to experiences of aggression and 

violence. 

According to Ledesma (2014) “resilience is defined as the ability to 

bounce back from adversity, frustration, and misfortune and is 

essential for the effective leader”. Similarly, Connor and Davidson 

(2003) describe how “resilience embodies the personal qualities that 

enable one to thrive in the face of adversity”. Survival, recovery, and 

thriving are concepts associated with resilience and describe the 

stage at which a person may be during or after facing adversity 

(Ledesma, 2014).  

The Resilience Portfolio is one such model which is used to reference 

the range of factors of resilience which victims of violence use to cope 

with their experiences. Grych, Hamby and Banyard (2015) reportedly 

developed this conceptual framework which integrated ideas from 

theory and research to provide a holistic understanding of the 

protective factors that promote resilience in those exposed to 

violence. The Resilience Portfolio Model was described by these 

authors as a strengths-based framework which proposes that the 

diversity and density of resources and assets available to individuals 

(their ‘resilience portfolio’) shapes their responses to violence. Thus, 

the Resilience Portfolio Model may help us to understand and explain 

how some individuals cope better when exposed to aggression and 

violence. This model may therefore explain how some individuals who 

are more vulnerable to exposure to aggression and violence, such as 

healthcare staff working with offenders, may cope with their 

experiences. However, with this population there appears to be little 

research to explain why some staff are more resilient than others, 

and what characteristics comprise the ‘resilience portfolio’ of such 

individuals. It is therefore unclear what specific components of 

resilience make up a potentially more robust ‘resilience portfolio’ that 

allows such individuals to continue working in high risk environments. 

Ledesma (2014) discussed that existing literature suggests a number 

of variables  characterize resilience and thriving, including: hardiness, 
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positive self-esteem, perseverance, strong coping skills, adaptability, 

risk-taking, a sense of coherence, self-efficacy, optimism, strong 

social resources, low fear of failure, determination, and a high 

tolerance of uncertainty. Similarly, Agaibi and Wilson (2005) 

summarised that “post-traumatic resilience refers to a complex 

repertoire of behavioural tendencies (and is) associated with a cluster 

of personality traits linked to extraversion, high self-esteem, 

assertiveness, hardiness, internal locus of control, and cognitive 

feedback.” They also note that “as an independent variable, resilience 

has been conceptualized as a personality characteristic (e.g. 

hardiness, locus of control) and in terms of ego processes” and that 

“posttraumatic resilience is a form of behavioural adaptation to 

situational stress and a style of personality functioning”. In Connor 

and Davidson’s (2003) initial paper outlining the development of their 

measure of resilience, the CD-RISC, they found that from existing 

research their scale reflected five different factors that embody 

resilience:  

• Factor 1: personal competence, high standards and tenacity 

• Factor 2: trust in one’s instincts, tolerance of negative affect, 

strengthening effects of stress 

• Factor 3: positive acceptance of change, secure relationships 

• Factor 4: control 

• Factor 5: spiritual influences 

Connor and Davidson (2003) describe how the scale was developed 

using content from a number of sources. This appears largely to be 

the work of Kobasa (1979) exploring hardiness, including items 

reflecting control, commitment, and change viewed as challenge; and 

the work of Rutter (1985) exploring facets such as action orientation, 

strong self-esteem/confidence, and strengthening effects of stress. 

Such a range of facets indicates that resilience is complex. Previous 

research has indicated the role of resilience appears to be a mediating 

factor on the impact of traumatic events, such as aggression and 

violent events in the workplace. For example, Klinoff (2017) found 

that resilience significantly affects the relationship between hope, 
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optimism, and social support and job burnout in correctional officers, 

a previously neglected population with respect to existing literature. 

Klinoff (2017) highlighted that past studies have demonstrated a 

positive relationship between these personal strengths and resilience, 

and the mediating role of resilience in reducing burnout. Klinoff 

(2017) highlighted that their findings were consistent with a growing 

body of research demonstrating the role of resilience as a mediating 

mechanism for protecting individuals against burnout and promoting 

positive psychological outcomes.  

In developing the scale Connor and Davidson (2003) explored six 

separate groups of individuals: a general population sample, primary 

care outpatients, psychiatric outpatients in private practice, subjects 

with generalised anxiety disorder (GAD), and subjects in two clinical 

trials of PTSD. Connor and Davidson (2003) found that the strongest 

of the five factors which emerged from the data appeared to be the 

aspects of persistence/tenacity and a strong sense of self-efficacy. Yu 

et al (2011) were able to replicate the five factor structure of the 

Chinese version of the CD-RISC in a sample of Chinese students. 

However, in other factor analyses of these five factors on the CD-

RISC there appears to be mixed results. For example, in their factor 

analysis of the CD-RISC Lamond et al (2008) found only four factors 

to emerge from their data exploring resilience in community-dwelling 

older women. Similarly, Karaırmak’s (2010) exploratory factor 

analysis yielded a three-factor solution for Turkish disaster survivors; 

the factors were labelled as tenacity and personal competence, 

tolerance of negative affect and tendency toward spirituality. In a 

sample of South African adolescents Jorgensen and Seedat (2011) 

failed to verify the original five factor model of Connor & Davidson, 

and suggested a possible three or two factor model in their sample. 

Khoshouei (2009) found a four factor model structure using the 

Persian version of the CD-RISC with a sample of Iranian students. 

Similarly, Green et al (2014) describe how their findings derived from 

exploratory factor analysis did not support the five-factor analytic 

structure. Green et al (2014) discussed how parallel analyses 
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indicated a two-factor structural model, composed of adaptability and 

self-efficacy-themed items. However, only the adaptability-themed 

factor was found to be consistent with Green et al’s (2014) view of 

resilience - a factor of protection against the development of mental 

health problems following trauma exposure (Green et al, 2014). Such 

evidence would indicate possible differences between populations 

with distinct characteristics, and the possible presence of other 

mediating factors.  

Notably, CD-RISC scale was also cross-validated in a study by 

Connor, Davidson and Lee (2003) with the Perceived Stress Scale 

(measuring the degree to which situations in one’s life appear 

stressful, Cohen, Kamarck, and Mermelstein, 1994) and other 

measures of stress vulnerability and another hardiness measure 

(Agaibi & Wilson, 2005). This suggests that the perception of stress 

may also play a mediating role in the psychological effects of trauma 

as an individual characteristic. This is supported by studies such as 

Søndenaa et al (2015) who highlight that the role of stress appears 

to have a mediating role in this relationship, in that the impact of 

serious events resulted in a higher level of stress and burnout 

symptoms in staff working in a care setting. However, it is apparent 

that further exploration of the components of this resilience scale is 

needed. It is unclear if the previously identified factors by the CD-

RISC are also apparent within a population of healthcare staff working 

with offenders, as to the best of our knowledge the CD-RISC has not 

been comprehensively explored with this group.  

1.1 Aims and objectives 

In light of existing research literature the aim of the study was to 

explore potential differences in the factors comprising resilience in 

the CD-RISC in the sample of healthcare staff working with offenders. 

With this aim in mind a research question was identified, which asked: 

what are the differences in the weighting of the factors of resilience 

in healthcare staff experiencing aggression and violence in working 

with offenders? It was hypothesised that there would be a significant 
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difference in the weighting of the resilience factors in the sample of 

healthcare staff working with offenders. This was based on research 

by Connor and Davidson (2003) who highlighted in their existing 

study that the strongest of their five factors appeared to be the 

aspects of persistence/tenacity and a strong sense of self-efficacy, in 

a general population sample. This was alongside the premise that 

healthcare staff working with offenders could differ in their levels of 

resilience in being exposed to aggression and violence in the 

workplace. 

2. Method 

       2.1 Participants, Procedure and Ethics  

For a discussion of the participants and procedure used in this study, 

and a discussion of the ethical considerations, please refer to Section 

2 of Chapter Three (Primary Study I) of this thesis.  

2.2 Measure 

CD-RISC (Connor-Davidson Resilience Scale; Connor & Davidson, 

2003)  

The CD-RISC (Connor & Davidson, 2003) is a 25-item scale which 

assesses resilience based on a five point Likert-style scale. Higher 

scores on the scale reflect a greater level of self-reported resilience. 

Factor analysis of the CD-RISC, as highlighted by Connor and 

Davidson (2003), revealed a five factor structure in a general 

population sample as follows: 

• Factor 1: personal competence, high standards and 

tenacity 

• Factor 2: trust in one’s instincts, tolerance of negative 

affect, strengthening effects of stress 

• Factor 3: positive acceptance of change, secure 

relationships 

• Factor 4: personal control 

• Factor 5: spiritual influences 
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According to Connor and Davidson (2003) the scale exhibits validity 

comparative to other measures of stress and hardiness, and reflects 

different levels of resilience in populations thought to be distinct from 

one another in their levels of resilience.  

Connor and Davidson (2003) reported a high level of test-retest 

reliability and a Cronbach’s alpha of 0.89. Davidson and Connor 

(2016, unpublished) also cited a number of studies detailing similar 

levels of reliability and validity of the scale. For example, in two 

samples Ito et al (2009) found good internal consistency (Cronbach’s 

alpha reported at 0.94 and 0.90) and a good level of test-retest 

reliability of 0.94 and 0.83 in a sample of Japanese students.  Notario-

Pacheco et al, 2014) also found a Cronbach’s alpha of 0.88 in a 

sample of Spanish patients with fibromyalgia. Similar results have 

been found with Indian students (e.g. Singh and Yu, 2010; 

Cronbach’s alpha of 0.89) and Chinese adolescents (e.g. Yu et al, 

2011; Cronbach’s alpha of 0.89). With respect to validation of the 

CD-RISC with mental health care staff Itzhaki et al (2015) found a 

Cronbach’s alpha of 0.89 also indicating adequate internal 

consistency with the population. However, to the best of current 

knowledge the CD-RISC does not appear to have been validated 

specifically with forensic healthcare staff. 

3. Results 

Following the collection of data, the data were checked for any 

anomalous results and missing values. As a result of data screening 

six cases were removed as not meeting inclusion criteria (only 

complete numerical data sets could be included) and 93 cases were 

able to proceed for further analysis. 

Descriptive analysis of data highlighted that the mean age of the 

sample was 40 years of age, with a total sample age range of 20 to 

62 years. The mean number of years working in the NHS was 11.7 

years, but the range was less than one year (.10) to 43 years (please 

see the Chapter Three Section 2 of this thesis for a tabular breakdown 

of these scores).  
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The mean number of years working with offenders was reported at 

10.7 years, with a range of .10 and 43 years. However, the most 

common number of years working with offenders was found to be 8 

years. Eight participants (8.6% of the sample) had worked with 

offenders in services for a year or less. 43 participants had worked 

with offenders between two and ten years (46.2% of the sample); 29 

participants had worked with offenders between 11 and 20 years 

(31.2% of the sample); 11 participants had worked with offenders 

between 21 and 30 years (11.8% of the sample); and two 

participants had worked with offenders for 30 years or more.  

64 females took part in the study which comprised 68.8% of the 

sample; 29 males took part comprising 31.2% of the sample. Please 

see Section 2 of Chapter Three of this thesis for a summary of 

participant demographic characteristics, a breakdown of the type of 

service participants worked in, and a summary of participants’ job 

roles.  

The mean CD-RISC score for the sample was found to be 68.5, 

indicating that overall the sample had a moderate-high level of 

resilience (individual scores on the CD-RISC range from 0-100, with 

higher scores reflecting greater resilience; Davidson & Connor, 2016). 

Self-reported scores of resilience across the sample ranged from 41 

to 100; the most common resilience score was 73. Table 1 shows a 

breakdown of resilience scores across the sample. 

 

 

 

 

 

 

 



101 
 

Table 1: Breakdown of resilience scores across the sample 

 Frequency Percent Cumulative 

Percent 

Resilience 

score 

41.00 1 1.1 1.1 

42.00 1 1.1 2.2 

44.00 1 1.1 3.2 

46.00 2 2.2 5.4 

49.00 1 1.1 6.5 

53.00 4 4.3 10.8 

54.00 2 2.2 12.9 

55.00 1 1.1 14.0 

57.00 3 3.2 17.2 

58.00 2 2.2 19.4 

59.00 1 1.1 20.4 

60.00 1 1.1 21.5 

61.00 3 3.2 24.7 

62.00 4 4.3 29.0 

63.00 2 2.2 31.2 

64.00 1 1.1 32.3 

65.00 4 4.3 36.6 

66.00 2 2.2 38.7 

67.00 4 4.3 43.0 

68.00 5 5.4 48.4 
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69.00 4 4.3 52.7 

70.00 2 2.2 54.8 

71.00 4 4.3 59.1 

72.00 1 1.1 60.2 

73.00 9 9.7 69.9 

74.00 2 2.2 72.0 

75.00 6 6.5 78.5 

77.00 3 3.2 81.7 

78.00 1 1.1 82.8 

79.00 3 3.2 86.0 

81.00 2 2.2 88.2 

82.00 1 1.1 89.2 

83.00 2 2.2 91.4 

85.00 1 1.1 92.5 

87.00 1 1.1 93.5 

88.00 1 1.1 94.6 

89.00 3 3.2 97.8 

94.00 1 1.1 98.9 

100.0

0 

1 1.1 100.0 

Total 93 100.0 100.0 

 

Exploration of the reported average number of violent incidents each 

person experienced revealed a mean of 37 incidents over the past 
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year. However, the total number of violent incidents experienced by 

individuals across the whole sample over the past year was 448.9. 

Reliability of the CD-RISC overall was also explored within the sample 

which revealed a Cronbach’s Alpha of .897. This indicated that the 

CD-RISC had a good to excellent internal consistency and adequate 

reliability, consistent with recommendations provided by Tavakol and 

Dennick (2011), and comparable with other populations (as discussed 

in Section 2.2).  

In order to explore the presence of latent variables an Exploratory 

Factor Analysis (EFA) was conducted. Despite the presence of a 

specific hypothesis the rationale for this was based on the apparent 

lack of previous exploration of the CD-RISC with this particular 

population, hence Confirmatory Factor Analysis (CFA) was not 

considered the most appropriate method in this study. The presence 

of a specific hypothesis would indicate that a CFA would need to be 

completed but it was considered that exploratory analyses would be 

more appropriate as CD-RISC factor weightings do not appear to have 

been established with this population. It was considered that a CFA 

could follow the EFA to confirm initial findings; however, DeCoster 

(1998) notes that undertaking both CFA and EFA requires use of 

separate data sets. This was not considered viable in the current 

study due to issues with the small sample size, as discussed below.  

It is of note that the final viable sample size used in this study was 

deemed to be small (N = 93). This was a particular concern as a 

number of cases were screened out from the original sample (N = 

99) for not being complete and not meeting inclusion criteria. Careful 

consideration was given to this as correlation coefficients may 

fluctuate from sample to sample, much more so in small samples, 

thus creating potential problems with reliability (as discussed by 

Field, 2018). Existing evidence indicates that a larger sample should 

be used, although this could not be achieved in the current study 

having reached saturation point in data collection. This highlighted 

problems with poor response rates associated with online studies, as 
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discussed by Fan and Yan (2010). Comrey and Lee (1992) proposed 

that 100 participants was poor, 200 was considered fair, 300 was 

good, 500 was very good, and 1000 or more participants was 

excellent. However, conflicting evidence was found indicating that the 

current sample would be adequate (although studies found were 

acknowledged to be much older than those recommending use of 

large groups). For example, Gorsuch (1983) recommended a sample 

of 100 participants, and Kline (1979) recommended a ratio of 2 (twice 

as many subjects as variables; in the case of this study this ratio was 

3.72) with a minimum of 100 participants. Similarly, De Winter, 

Dodou and Wieringa (2009) found from their exploration that EFA can 

yield reliable results when sample sizes are well below 50 even in the 

presence of small distortions. Jung and Lee (2011) discussed a third 

alternative to conduct a factor analysis when sample sizes are small, 

namely Regularized Exploratory Factor Analysis (REFA). These 

authors found that REFA may be recommended particularly when 

sample sizes are small (below 50 cases). However, REFA was not 

considered appropriate in the current study as the sample (N=93) 

was above 50 and considered to be substantially closer to the 

minimum recommended number of cases (of 100) as discussed 

above. 

In light of these issues it was considered appropriate to conduct the 

EFA with the current dataset and number of cases in order to address 

the study aims and research questions. An Oblique rotation (direct 

oblimin) was used in order to rotate the 25 factors whilst keeping 

them correlated, as it was assumed based on previous research as 

discussed in Section 1, that items on the scale would be related as 

components of resilience. Similarly, according to Gerbing and 

Hamilton (1996) oblique is generally considered more sophisticated. 

The Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy was 

found to be .814 providing a good indication that patterns of 

correlations were relatively compact so the factor analysis would yield 

distinct and reliable factors (according to guidance by Field, 2018). 

Bartlett’s Test was significant (.000) indicating that the correlation 
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matrix was significantly different from zero. With respect to 

multicollinearity the correlation matrix was inspected to detect any 

variables that correlated highly; none were found indicating that 

multicollinearity was not a concern. However, on inspection of the 

determinant value this was found to be 3.919E-6 (0.000003919) 

which is less than the necessary value of 0.00001 (Field, 2018). If 

below this necessary value then Field (2018) highlights that items 

may be too unrelated. Despite this it was not considered appropriate 

to actively eliminate variables in order to correct for this, based on 

Connor and Davidson’s (2003) inclusion of all items comprising the 

CD-RISC. As can be seen in Table 2 below, Item 7 does not appear 

to load onto any factor and hence appears to have been indirectly 

removed by the model, indicating that this may be the item causing 

issues with the determinant. 

Following analysis a total of seven factors were found in the model, 

which explained 66.57% of the variance in the data. The scree plot 

appeared ambiguous and showed inflexions that would justify 

retaining both seven and three factors (see Figure 1). Seven factors 

were retained because of Kaiser’s criterion on this value (being above 

1) and the variable loadings on this number of factors. The seven 

factors had eigenvalues over Kaiser’s criterion of 1; factors below 1 

were not extracted. Factor 1 appeared to be the strongest factor with 

an eigenvalue of 8.11, which explained 32.44% of the cumulative 

variance whilst the other six factors explained the remaining 

variance. Factor 2 had an eigenvalue of 1.88; factor 3 was 1.67; 

factor 4 was 1.44; factor 5 was 1.29; factor 6 was 1.14; and factor 7 

was 1.12). Table 2 shows a summary of the factor loadings after 

rotation. 
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Figure 1: Scree plot showing points of inflexion on factors within the 

model 
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Table 2: Summary of factor loadings after rotation 

 Factor (Eigenvalue) 

 1 

(8.11) 

2 

(1.88) 

3 

(1.67) 

4 

(1.44) 

5 

(1.29) 

6 

(1.14) 

7 

(1.12) 

% of variance 32.44 7.51 6.67 5.76 5.17 4.55 4.48 

Item  

1 .595 -.009 .057 .018 -.031 -.042 .021 

4 .583 .027 .142 .072 .087 -.115 -.228 

17 .507 .172 -.074 -.473 .063 .001 .048 

5 .441 -.090 .039 -.220 .210 -.020 .005 

19 .386 .072 .180 .069 .168 -.137 -.257 

7 .292 .209 .006 -.085 .228 .233 -.251 

9 -.005 .753 -.060 -.135 -.088 -.034 .106 

3 -.241 .523 .094 .167 .103 -.159 -.082 

20 .098 .377 .040 -.010 -.007 .077 -.012 

8 .303 .319 .121 -.134 .034 -.013 -.185 

2 .005 .117 .827 .044 -.031 .217 -.098 

13 .126 -.012 .651 -.132 .016 -.321 .003 

24 .012 .100 -.006 -.737 .037 -.211 -.042 

10 -.133 .090 .289 -.586 .133 .036 .138 

23 .083 -.056 -.048 -.543 .124 .012 -.106 

25 .038 -.023 .206 -.484 -.277 .105 -.354 
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Note: factor loadings over 0.3 have been highlighted in bold. Clusters on each factor 

have been shaded. Item 7 did not appear to load onto any factor. 

Further exploration of the item loadings on each factor was 

undertaken based on the CD-RISC item descriptions and Connor and 

Davidson’s (2003) abbreviated item descriptions. Table 3 shows how 

each item in the CD-RISC loaded onto each factor, and using Connor 

and Davidson’s (2003) item descriptions, how each factor has been 

interpreted.  

 

 

 

 

 

 

 

 

12 .060 .122 -.030 -.463 .112 -.308 -.101 

11 .162 .232 -.040 -.432 .198 .178 -.211 

15 -.066 .047 -.092 -.060 .744 -.080 -.040 

18 .043 .008 .098 -.147 .496 -.179 -.034 

6 .182 -.105 .272 -.006 .447 .159 .015 

14 .363 .010 .016 -.032 .420 .106 -.153 

16 .289 .088 -.054 -.132 .165 -.658 -.132 

22 .105 -.064 .066 .031 -.135 -.162 -.810 

21 -.117 .043 -.006 -.062 .181 .071 -.639 
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Table 3: Summary and interpretation of item descriptions and item 

factor loadings 

Factor  Collated item descriptions*  Factor summary/ 

interpretation 

1 1. Able to adapt to change 

4. Can deal with whatever comes 

17. Think of self as strong person 

5. Past success gives confidence for 

new challenge 

19. Can handle unpleasant feelings 

Adaptability, personal 

strength 

2 9. Things happen for a reason 

3. Sometimes fate or God can help 

20. Have to act on a hunch 

8. Tend to bounce back after illness or 

hardship 

Belief system 

3 2. Close and secure relationships 

13. Know where to turn for help 

Secure relationships, 

positive support 

network 

4 24. You work to attain your goals 

10. Best effort no matter what 

23. I like challenges  

25. Pride in your achievements 

12. When things look hopeless, I don’t 

give up 

11. You can achieve your goals 

Strong work ethic, 

persistence, goal 

attainment  
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5 15. Prefer to take the lead in problem 

solving 

18. Make unpopular or difficult 

decisions 

6. See the humorous side of things 

14. Under pressure, focus and think 

clearly 

Leadership, humour, 

clear thinking 

6 16. Not easily discouraged by failure Failure resistance  

7 22. In control of your life 

21. Strong sense of purpose 

Control, purpose 

*Based on Connor & Davidson’s (2003) descriptors 

As can be seen in Table 3, five items loaded onto Factor 1. Further 

inspection of each item description indicated that this factor appeared 

to reflect adaptability and personal strength in dealing with whatever 

comes and being able to handle unpleasant feelings. Four items 

loaded onto Factor 2 which appeared to reflect a belief system in how 

individuals understand, explain and cope with the things that happen. 

Factor 2 could be considered similar to Connor and Davidson’s (2003) 

Factor 5 indicating ‘spiritual influences’. Factor 3 comprised of two 

items that appeared to represent secure relationships and a positive 

support network. Six items loaded onto Factor 4, which appeared to 

reflect having a strong work ethic and a level of persistence in 

achieving personal goals. Factor 5 comprised of four items which 

appeared to reflect leadership (related to a sense of control), humour 

and clear thinking with respect to how things are perceived and dealt 

with. Factor 6 comprised of only one item which appeared to 

represent a resistance to failure and a sense of ‘not giving up’. Finally, 

Factor 7 included two items which appeared to reflect having a sense 

of control over one’s life alongside a sense of purpose.  

Following this, comparison between Connor and Davidson’s (2003) 

item structure was undertaken. Table 4 shows a comparison of 
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Connor and Davidson’s (2003) findings in their sample of six groups 

of participants (a general population sample, primary care 

outpatients, psychiatric outpatients in private practice, subjects with 

generalised anxiety disorder (GAD), subjects in two clinical trials of 

PTSD) compared to findings in the current study with a sample of 

healthcare staff working with offenders. A detailed breakdown of the 

comparisons between the current study and Connor and Davidson’s 

(2003) factor loadings and each item is shown in Table 5. 
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Table 4: Comparison of Connor and Davidson’s (2003) factor and item 

loadings, and current study factor and item loadings. 

Connor & 

Davidson’s (2003) 

item description 

Items Current study 

item description 

Items 

 

Factor 1: personal 

competence, high 

standards and 

tenacity 

24, 12, 11, 

25, 10, 23, 

17, 16 

Factor 1: 

Adaptability, 

personal strength 

1, 4, 17, 5, 

19* 

Factor 2: trust in 

one’s instincts, 

tolerance of negative 

affect, strengthening 

effects of stress 

20, 18, 15, 6, 

7, 19, 14 

Factor 2:      

Belief system 

9, 3, 20, 8 

Factor 3: positive 

acceptance of 

change, secure 

relationships 

1, 4, 5, 2, 8 Factor 3: Secure 

relationships, 

positive support 

network 

2, 13 

Factor 4: control 22, 13, 21 Factor 4:   

Strong work ethic, 

persistence, goal 

attainment 

24, 10, 23, 

25, 12, 11 

Factor 5: spiritual 

influences  

3, 9 Factor 5: 

Leadership, 

humour, clear 

thinking 

15, 18, 6, 14 

  Factor 6: Failure 

resistance 

16 

Factor 7: Control, 

purpose 

22, 21 

*item 7 did not load onto any factor to the threshold of 0.3 so was omitted by the 

model; if included it would have loaded onto Factor 1 
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Table 5: Comparison of Connor and Davidson’s (2003) and current study item loadings item loadings alongside 

given factor descriptors.  

Item 

number 

Scale item Connor & Davidson’s 

(2003) item 

description 

Connor & 

Davidson’s 

(2003) Factor 

Current 

study 

Factor 

1 I am able to adapt when changes occur.        Able to adapt to 

change 

3 1 

2 I have at least one close and secure relationship 

that helps me when I am stressed. 

Close and secure 

relationships 

3 3 

3 When there are no clear solutions to my problems, 

sometimes fate or God can help. 

Sometimes fate or God 

can help 

5 2 

4 I can deal with whatever comes my way.        Can deal with 

whatever comes 

3 1 

5 Past successes give me confidence in dealing with 

new challenges and difficulties. 

Past success gives 

confidence for new 

challenge 

3 1 

6 I try to see the humorous side of things when I am 

faced with problems. 

See the humorous side 

of things 

2 5 
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7 Having to cope with stress can make me stronger.        Coping with stress 

strengthens 

2 - 

8 I tend to bounce back after illness, injury, or other 

hardships. 

Tend to bounce back 

after illness or 

hardship 

3 2 

9 Good or bad, I believe that most things happen for 

a reason. 

Things happen for a 

reason 

5 2 

10 I give my best effort no matter what the outcome 

may be. 

Best effort no matter 

what 

1 4 

11 I believe I can achieve my goals, even if there are 

obstacles. 

You can achieve your 

goals 

1 4 
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Table 5 continued: Comparison of Connor and Davidson’s (2003) and current study item loadings item loadings alongside 

given factor descriptors. 

Item 

number 

Scale item Connor & Davidson’s 

(2003) item 

description 

Connor & 

Davidson’s 

(2003) Factor 

Current 

study 

Factor 

12 Even when things look hopeless, I don’t give up.        When things look 

hopeless, I don’t give 

up 

1 4 

13 During times of stress/crisis, I know where to turn 

for help. 

Know where to turn for 

help 

4 3 

14 Under pressure, I stay focused and think clearly.        Under pressure, focus 

and think clearly 

2 5 

15 I prefer to take the lead in solving problems rather 

than letting others make all the decisions. 

Prefer to take the lead 

in problem solving 

2 5 

16 I am not easily discouraged by failure.        Not easily discouraged 

by failure 

1 6 
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17 I think of myself as a strong person when dealing 

with life’s challenges and difficulties. 

Think of self as strong 

person 

1 1 

18 I can make unpopular or difficult decisions that 

affect other people, if it is necessary. 

Make unpopular or 

difficult decisions 

2 5 

19 I am able to handle unpleasant or painful feelings 

like sadness, fear, and anger. 

Can handle unpleasant 

feelings 

2 1 

20 In dealing with life’s problems, sometimes you have 

to act on a hunch without knowing why. 

Have to act on a hunch 2 2 

21 I have a strong sense of purpose in life.        Strong sense of 

purpose 

4 7 

22 I feel in control of my life.        In control of your life 4 7 

23 I like challenges.        I like challenges 1 4 

24 I work to attain my goals no matter what roadblocks 

I encounter along the way. 

You work to attain 

your goals 

1 4 

25 I take pride in my achievements.        Pride in your 

achievements 

1 4 
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4. Discussion 

With respect to the original aim of the study to explore differences in 

the factors comprising resilience in the CD-RISC in the sample of 

healthcare staff working with offenders, this was achieved. The 

research question asked, what are the differences in the weighting of 

the factors of resilience in healthcare staff experiencing aggression 

and violence in working with offenders? The question was addressed 

as it was found that Factor 1 was the strongest of the seven factors 

found following analysis. The original hypothesis was also explored as 

it was hypothesised that there would be a difference in the weighting 

of the original five factor structure as proposed by Connor and 

Davidson (2003). As seven factors were found in the current study, 

with considerably different factor loadings compared with Connor and 

Davidson’s (2003) original findings, this hypothesis was proven. 

Further analysis shows how differently the factor structure may be 

interpreted. A summary of these differences is shown in Table 6 

below.  
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Table 6: Comparison of Connor and Davidson’s (2003) item structure 

and current study item structure 

 

 

In linking these findings to past evidence, there appear to be clear 

similarities and differences between Connor and Davidson’s (2003) 

original factor structure and the current study (as shown in Table 3). 

To expand, with respect to Factor 1 there appeared to be some 

similarities in reference to how the factor can be described; ‘personal 

competence’, ‘high standards’ and’ tenacity’ vs. ‘adaptability’ and 

‘personal strength’. However, there appeared to be few similarities 

with respect to the items which load onto each factor (except item 17 

Connor and Davidson’s 

(2003) factors 

Current study factors 

Factor 1: personal 

competence, high standards 

and tenacity 

Factor 1: Adaptability, personal 

strength 

Factor 2: trust in one’s 

instincts, tolerance of negative 

affect, strengthening effects of 

stress 

Factor 2: Belief system 

Factor 3: positive acceptance 

of change, secure relationships 

Factor 3: Secure relationships, positive 

support network 

Factor 4: control Factor 4: Strong work ethic, 

persistence, goal attainment 

Factor 5: spiritual influences Factor 5: Leadership, humour, clear 

thinking 

 Factor 6: Failure resistance 

 Factor 7: Control, purpose 
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which loaded across both factor structures). This would indicate that 

the items in Factor 1 across both studies reflected similar constructs 

but comprising different items. It would appear that many of the 

items on Connor and Davidson’s Factor 1 also load onto Factor 4 of 

the current study; items 24, 12, 11, 25, 10, and 23 all load across 

both factors. This would suggest that Factor 1 of the CD-RISC and 

Factor 4 of the current study may more accurately reflect similar 

constructs.  

With respect to Factor 2 of the CD-RISC (reflecting ‘trust in one’s 

instincts’, ‘tolerance of negative affect’, ‘strengthening effects of 

stress’) there appeared to be few similarities across the Factor 2 

constructs of both studies. Similarly, only item 20 was found across 

both the current study factor structure and Connor and Davidson’s 

(2003) factor structure. However, items 15, 18, 6 and 14 load across 

Factor 2 of the CD-RISC and Factor 5 in the current study (with Factor 

5 reflecting ‘leadership’, ‘humour’, ‘clear thinking’). This would 

suggest that these item loadings could reflect similar constructs 

across the factors as found in both studies.  

In Factor 3 of the CD-RISC (reflecting ‘positive acceptance of change’, 

‘secure relationships’) there appeared to be some similarities in that 

both studies found secure relationships to be reflected within this 

construct, but with item 2 only appearing across both factor 

structures. However, it appears that items 1, 4 and 5 map across two 

different factors, namely Factor 3 of the CD-RISC but Factor 1 in the 

current study. This may suggest that ‘positive acceptance of change’ 

may reflect similar elements as those found in ‘adaptability’ and 

‘personal strength’.  

In reference to Factor 4 of the CD-RISC (reflecting ‘control’) there 

appeared to be few similarities compared with Factor 4 of the current 

study, in having no common items across both studies. In the current 

study Factor 4 appeared to reflect a ‘strong work ethic’, ‘persistence’ 

and ‘goal attainment’. In contrast Connor and Davidson (2003) found 

this factor to reflect ‘control’, although item loadings across other 
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factors appear better able to map onto Factor 7 in the current study 

(reflecting ‘control’ and ‘purpose’). It appears that items 21 and 22 

both map onto Factor 4 (CD-RISC) and Factor 7 (current study) 

respectively.  

Again, across both studies Factor 5 appeared to reflect different 

constructs, with no items in common for this factor. However, it is of 

note that items 3 and 9 of Factor 5 of the CD-RISC were also found 

in Factor 2 of the current study. These factors may be similar in the 

constructs which they represent, namely ‘spiritual influences’ vs. a 

‘belief system’. However, in the current study the remaining items on 

Factor 2, namely, 20 and 8, mapped onto different factors in the CD-

RISC.  

Factors 6 and 7 in the current study did not appear in Connor and 

Davidson’s (2003) study, but Factor 7 may be seen to map onto 

Connor and Davidson’s (2003) Factor 4 comprising of ‘control’ (as 

discussed above). Similarly, in the current study item 16 appeared to 

map onto Factor 6 separately as a single item and single factor, but 

in Connor and Davidson’s (2003) study this item mapped onto Factor 

1. In looking more closely at Factor 6 of the current study (reflecting 

‘failure control’) this may be considered comparable to the element 

of ‘tenacity’, as found comprising Factor 1 of the CD-RISC.  

These findings would indicate clear differences in how resilience is 

comprised in healthcare staff working with offenders compared to a 

mixed sample as seen in Connor and Davidson’s (2003) study. In 

consideration of the development of the CD-RISC as described in 

Connor and Davidson’s (2003) paper  and in subsequent exploration 

of the theoretical basis of the aforementioned constructs, Connor and 

Davidson (2003) highlight an important limitation. The authors note 

that a main limitation of their paper in assessing characteristics of 

resilience is that they do not assess the resiliency process or provide 

information about the theory of resilience. In comparing the factors 

between the current study and those extracted by Connor and 

Davidson (2003) as above, the current study has not been able to 



121 
 

compare and contrast the factors in more depth with respect to their 

definitional and theoretical underpinnings. If such knowledge were 

made available then further efforts could be made to offer insight into 

why the factor structure and factor labels appear to present 

themselves as found in the current study (in other words, an 

explanation could have been offered as to why some factors appear 

to reflect similar constructs but comprise different items). Thus, 

further exploration and comparison between the current study and 

that of Connor and Davidson (2003) has not been possible. This is 

therefore a limitation of the current study, in addition to the 

limitations as discussed below.  

The findings as found in the current study are consistent with studies 

detailing an alternative factor structure of the CD-RISC, such as 

Lamond et al (2008), Green et al (2014), Jorgensen and Seedat 

(2008) and Karaırmak (2010). Despite differences with Connor and 

Davidson’s (2003) study, findings may also be compared with 

Ledesma’s (2014) conceptualisation and discussion of the 

characterisation of resilience, as comprising common facets such as 

perseverance/persistence, adaptability and strong social 

resources/positive support network. Hence, the factors of resilience 

which have been identified following factor analysis within the current 

study are hypothesised to make up the ‘Resilience Portfolio’ of this 

population of healthcare staff working with offenders. By examining 

the CD-RISC it was identified that the ‘Resilience Portfolio’ of this 

population may be made up of distinct factors to general population 

samples (as used in Connor & Davidson’s, 2003, original sample). 

These differences are clearly highlighted in Table 6. Therefore, 

findings indicate that healthcare staff groups working with offenders 

have a distinct ‘Resilience Portfolio’ compared with other populations.  

In consideration of the strengths and limitations of this study a 

significant weakness was the small sample size. As discussed in 

Section 3 above, a great deal of deliberation was given to whether a 

factor analysis could be performed with the sample size following data 

cleaning. It was thought that a factor analysis would be appropriate 
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with current sample but was acknowledged that as a result there may 

be an increased likelihood of the presence of problems with 

fluctuating correlation coefficients and hence introducing potential 

issues with reliability of the factor analysis (Field, 2018). Therefore, 

the results of the factor analysis may not be as reliable as would be 

hoped for, although internal consistency of the measure was found to 

be good. It was also considered that this may be a rationale for the 

different factor loadings compared to Connor and Davidson (2003), 

although it was felt this remains a contentious issue due to the 

conflicting evidence as presented in Section 3 above.  

Despite differences in factor loadings between the current study and 

Connor and Davidson’s (2003) study, on further exploration of the 

qualitative themes, as shown in Table 6, it is evident there are some 

similarities as to the overall constitution of resilience. For example, 

although loaded on different factors common themes across both 

analyses include secure relationships, control, presence of a belief 

system/spiritual influences, persistence/tenacity. This indicated that 

resilience as a construct within this population may be similar but 

distinct from other populations of individuals. However, it was felt 

that further exploration of this is warranted in order to strengthen 

findings, ideally with a larger sample size.  

Despite methodological concerns and limitations with this study, it is 

believed that the CD-RISC has not been previously explored in depth 

with a population of healthcare staff working with offenders. Hence, 

this study may add a new perspective and contribute in a unique way 

to existing literature in this field. Implications of such a piece of 

research may serve to inform future directions in understanding 

resilience with this population and may help develop strategies for 

staff to improve their resilience when working with high risk client 

groups. With respect to the future results from this study may 

indicate that individuals who work with offenders may be unique in a 

number of ways with respect to their overall levels of resilience. There 

may be other unexplored areas and features to discover about this 

population, and hence is an early starting point for future research. 
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However, appreciation and consideration must be given to those 

members of staff who not only work in forensic services, but those 

who are exposed to aggression and violence in other contexts, such 

as populations of clients with learning disabilities who present with 

different types of challenging behaviours. Therefore, questions 

remain about how research can move forward with this and translate 

some of the features of resilience and associated skills learned 

beyond the forensic context and into other areas of clinical practice. 

Healthcare staff working with offenders face unique demands, and 

can contribute significantly to helping others across other contexts to 

develop their skills in resilience, not only with coping with aggression 

and violence, but also with other adverse incidents.  

It is hoped that this study will draw attention to the work demands 

and characteristics of this distinctive group of individuals so that we 

may better understand how their skills can be used to help others in 

times of adversity.  
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DISCUSSION 

The main questions overarching this thesis explored how healthcare 

staff are impacted when working with offenders and if protective 

characteristics, such as resilience, have a role in lessening this 

impact. Initial questions which arose from these ideas centred around 

considering how common violence in healthcare services is and what 

definitions exist that help ensure researchers are measuring the same 

construct. The first chapter of this thesis comprising the systematic 

review was designed to explore this further. Findings of the 

systematic review lead to further questions about the quality of 

existing tools developed to measure aggression and violence; this 

was explored further in completing a critique of an existing measure 

of aggression and violence. Information gathered following 

systematic review and critique was then applied to consider how 

these factors present for staff working in forensic healthcare services. 

The negative impact of experiencing patient aggression and violence 

in healthcare staff members working with offenders was explored in 

the first primary study. The role of resilience and perceived stress in 

the association between experience of inpatient aggression and 

trauma in staff members working with offenders was also explored. 

Findings from the first primary study revealed interesting findings 

about the construct of resilience, which led to further exploration in 

the second primary study about how resilience is organised in 

healthcare staff working with offenders.  

Following systematic review addressing definitions and prevalence of 

violence towards staff in forensic healthcare services, it was found 

that conflicting definitions and conceptualisations of violence are used 

within existing literature. An inconsistent pattern of prevalence of 

violence across included studies was reported, which ranged from 

15% and 91%, and fell into two ‘clusters’. Cluster 1 found prevalence 

rates between 15% and 29%, and Cluster 2 reported prevalence rates 

between 49% and 91%. Qualitative synthesis of definitions of 

violence following thematic synthesis drew out the following themes: 

Adverse incident, Extreme action (perpetrated) towards another 
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person à physical, Deliberate intent, and Negative physical outcome 

(towards victim). The emergence of such themes were following 

failure to find a comprehensive and consistently used definition of 

violence; in support of previous findings by Lanctôt and Guay (2014) 

who described that a consistent definition of violence does not 

currently exist within the literature. Connections and links were made 

between these themes and a hypothetical conceptualisation of 

violence was formulated. The category of “adverse incident” appeared 

to be an overarching theme which also encapsulated the other three 

themes. The theme of “extreme action (perpetrated) towards another 

person à physical” appeared to be strongly linked with the concept 

of “intent” and the aggressive action or adverse incident being a 

deliberate act which may be perpetrated or directed towards another 

individual. As a result, this appeared to follow and lead to the 

“negative physical outcome” category as a consequence of the 

intentional action or event. 

Following the systematic review it was evident that conceptual 

difficulties would also potentially reflect and cause serious issues with 

measurement of aggression and violence. For example, Cashmore et 

al (2012; 1) refer to ‘workplace violence’, whereas Cashmore et al 

(2012; 2) refer specifically to ‘physical abuse’ in measuring the same 

construct. Similarly, Marth (2009) refers to the term ‘assault’ whereas 

Nicholls et al (2009) conceptualised a similar construct using the OAS 

(Silver and Yodofsky, 1991). Such conceptual difficulties were felt to 

be reflected in the wide range of prevalence rates of aggression and 

violence found in the systematic review. However, in thematically 

exploring the range of definitions a number of common themes were 

found in the definitions used, which were identified as Adverse 

incident, Extreme action (perpetrated) towards another person à 

physical, Deliberate intent, and Negative physical outcome (towards 

victim). Such findings demonstrate that clearly there are some 

commonalities in definitions used which would impact how aggression 

and violence is measured and the type of tools which could be used.  
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As a result of the above issues it was therefore considered important 

to critique existing measures conceptualising aggression and 

violence. The Perceptions of the Prevalence of Aggression Scale 

(POPAS; Oud, 2001) was chosen as a tool which attempts to 

comprehensively capture a range of aggressive and violent incidents 

that healthcare staff experience. The measure was compared with 

alternative measures and was evaluated with respect to its 

psychometric properties and potential uses. The critique identified 

that the POPAS was developed for staff members in psychiatric 

services to identify a range of types of aggression and violence that 

they may experience from service users in the course of their work. 

However, other authors have modified the scale for use across other 

contexts, and researchers such as Jonker, Goossens, Steenhuis and 

Oud (2008) have been able to collapse the full POPAS tool into an 

abbreviated version, whilst others have developed an alternative 

modified tool (such as the Scale of Aggressive and Violent 

Experiences (SAVE); Ryan & Maguire, 2006). Other researchers have 

used the POPAS to develop alternative measures for specific 

populations, such as for use with a New Zealand population (POPAS-

NZ; Gale, Hannah, Swain, Gray, Coverdale & Oud, 2009).  

With respect to psychometric properties of the POPAS the critique 

found that a number of studies have found similar outcomes to 

authors such as Geoffrion (2015) who found a Cronbach’s Alpha of 

0.85, indicating that the POPAS has a good level of internal 

consistency. Limited evidence appeared available with respect to 

other forms of reliability. Within existing literature the POPAS was 

found to demonstrate good face validity and an acceptable level of 

convergent validity, although predictive validity was not considered 

relevant to the measure as not predicting future behaviour. With 

respect to appropriate norms, these do not appear to have been 

established.  

Following exploration of the POPAS in more depth, it appeared that 

healthcare staff have been identified as experiencing a range of types 

of aggressive and violent incidents in the course of their work, 
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indicating that workplace violence remains a complex phenomenon. 

Past evidence indicated that healthcare staff are at particular risk of 

experiencing aggression and violence, an experience which may be 

compounded for those working with offenders in forensic healthcare 

services. However, Søndenaa et al’s (2015) findings indicated that 

staff working in forensic-based services may have some mechanisms 

in place that serve a protective function.  

The Resilience Portfolio Model is a framework which has been used in 

this thesis to explain why forensic healthcare staff working with 

offenders continue to work in such environments after experiencing 

aggression and violence. This model suggests that the ‘resilience 

portfolio’ of this population may comprise of a number of factors 

which help them to cope in times of adversity. The term ‘assets’ is 

used to describe the characteristics a person has that promote 

healthy functioning, and ‘resources’ to refer to sources outside of the 

person, indicating the importance of both internal and external 

processes. The model organises ‘assets’ into categories representing 

functions proposed to be important to healthy adaptation, which are 

identified by the model as: regulating emotions and behaviour, 

building interpersonal relationships and fostering meaning making. 

This would indicate that resilience is complex and reflects not only 

external factors, but also a range of internal factors or ‘assets’ that a 

person has. The hypothesis that resilience is comprised of factors 

would indicate that tools such as the Connor-Davidson Resilience 

Scale (CD-RISC; Connor & Davidson, 2003) may help to better 

conceptualise these ‘assets’, specifically in identifying what 

characteristics these factors or ‘assets’ comprise. Thus, use of the 

CD-RISC may provide insights and useful data about the specific 

characteristics of the factors or ‘assets’ comprising resilience. 

Findings of the first primary study indicated that those working in 

forensic healthcare services experienced a moderate level of stress 

when exposed to aggression and violence and were significantly 

negatively impacted when experiencing aggression and violence in 

the workplace. These individuals were found to have a moderate-high 
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level of resilience and that Post-traumatic Stress Disorder (PTSD) was 

not a clinical concern for this sample. Overall, resilience was 

significantly and negatively related to the overall negative impact of 

experiencing aggression and violence but perceived stress was found 

to be significantly and positively related to these findings. This would 

indicate that both resilience and perceived stress comprise the 

‘resilience portfolio’ of staff members working with offenders, 

indicating there may be further mechanisms in place which support 

staff to thrive in times of adversity. 

In consideration of these findings, questions remained about how 

resilience as a construct is comprised and structured within 

healthcare staff working with offenders, as a potentially unique group 

of resilient individuals. In light of existing literature it was highlighted 

that like aggression and violence, resilience is considered a complex 

phenomenon, but measures such as the CD-RISC have identified five 

factors that embody resilience. The Resilience Portfolio Model does 

not appear to specifically define resilience, but recognises groups of 

factors which comprise resilience (as the CD-RISC does). This would 

indicate that tools such as the CD-RISC may better define resilience, 

whilst aligning themselves well with the Resilience Portfolio Model by 

recognising resilience as a complex and multi-faceted construct. The 

CD-RISC may therefore offer useful insights into how these internal 

factors, or ‘assets’, present. However, it was unclear whether 

resilience of forensic healthcare staff is constructed in the same way 

as other populations. Following factor analysis, the second primary 

study found that seven factors comprising resilience emerged from 

the data. These seven factors were: Factor 1: Adaptability, personal 

strength, Factor 2: Belief system, Factor 3: Secure relationships, 

positive support network, Factor 4: Strong work ethic, persistence, 

goal attainment, Factor 5: Leadership, humour, clear thinking, Factor 

6: Failure resistance, Factor 7: Control, purpose. Such factors were 

in contrast to Connor and Davidson’s (2003) original findings, 

indicating that resilience in forensic healthcare staff may be 

structured in a different way to other population groups. Hence, in 
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linking back to the Resilience Portfolio Model, the ‘resilience portfolio’ 

of this group of individuals may be distinct, which allows them to 

continue working in environments exposed to aggression and 

violence. 

Limitations of the systematic review were related to the restrictions 

of included studies. For example, an overall prevalence figure could 

not be calculated due to the lack of reporting of the standard 

deviations of included studies. Hence, the review was limited by the 

lack of analytical detail reported in the studies. Secondly, the review 

was also limited by quality of included studies with respect to the 

sources of information from which data was gathered, as this was 

gathered by file review or incident reports. It was considered that 

such data would depend upon the initial quality of the reports 

submitted by individual staff on site, although it was acknowledged 

this could not be controlled for by the review. It was felt that such 

design flaws in included studies could not be quality assessed for and 

excluded as a result, as is a common flaw of such studies. A final 

issue was that the included studies were all conducted in English-

speaking regions of origin which did not allow for the capture of 

potential cross-cultural data; although the studies were similar in 

their design, type of setting, data gathered and service user 

populations there is confidence in concluding that outcomes may be 

generalizable across Western forensic populations. The main strength 

of the included studies was that they clearly reported differences 

between verbal and physical aggression, which meant that data about 

physical violence perpetrated towards staff could clearly be extracted 

for inclusion in this review. A further strength of the review was that 

all included studies met the maximum assessed quality criteria, and 

hence risk of bias across a number of domains was low and the review 

included a robust assessment of study quality. 

In spite of limitations, it is believed the systematic review conducted 

is the first attempt to systematically synthesise existing data in the 

field of forensic healthcare services and serves to provide a point of 

reference for further reviews in this field. It appears evident that 
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further work is needed in conceptualising and defining violence. The 

current study has aimed to highlight theoretical and conceptual 

limitations of this field of research so that steps may be made to 

address violence in clinical settings. As found in the review, 

prevalence of violence within forensic healthcare services may vary 

dramatically and confusion is evident with respect to defining 

violence. It is recommended that once a theoretical accord has been 

established that a ‘benchmark’ of prevalence may be established, so 

that this can then be comparable with other services and victim 

populations. 

In consideration of the critique of the POPAS with respect to other 

forms of reliability, such as test-retest, there appears to be limited 

evidence available within current literature to allow for further 

exploration. There also appeared to be limited information with 

respect to other forms of validity. Other such forms of validity, such 

as content, predictive, criterion-related, construct, and congruent 

validity do not appear to have been explored with respect to the 

POPAS. Similarly, the critique appeared unable to establish 

appropriate within group norm data, which was discussed as 

potentially reflecting conceptual difficulties with mixed concepts and 

constructs, as discussed in the systematic review. In spite of 

limitations, the POPAS appears to demonstrate flexibility, as other 

measures have been developed from the original version of the scale, 

some of which have shown good internal consistency (such as Jonker 

et al’s (2008) scale which is reported to have “good” internal 

consistency).  

With respect to the first primary study it was of note that potentially 

confounding subgroup data pertaining to demographic variables was 

accounted for, which attempted to reduce the overall risk of bias 

linked to the presence of these variables. A further strength of the 

study was that a range of types of participants took part in the study, 

ensuring generalisability of findings to a range of forensic service 

professionals.  Hence, a rich pool of staff data was gathered, which is 

in contrast to a number of studies which have been limited to data 
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gathered solely from one group. A further point of consideration is 

that clear descriptions of a range of examples of violence and 

aggression were provided by the POPAS (Jonker et al, 2008). This 

has the potential to reduce problems and bias introduced by 

individualised and different conceptualisations of aggression and 

violence.  

In consideration of the second primary study a significant weakness 

was the small sample size in conducting the factor analysis.  This was 

discussed in depth and it was concluded that with the sample used a 

factor analysis would be appropriate, but it was acknowledged that 

as a result there may be an increased likelihood of the presence of 

problems with the reliability of the factor analysis. However, internal 

consistency of the measure was found to be good. Despite differences 

in factor loadings between the current study and Connor and 

Davidson’s (2003) study, on further exploration of the qualitative 

themes, it was evident there were some similarities as to the overall 

constitution of resilience. This indicated that resilience as a construct 

within forensic healthcare staff may be similar but also distinct from 

other populations of individuals. However, it was felt that further 

exploration of this is warranted in order to strengthen findings, ideally 

with a larger sample size.  

As a result of conducting the systematic review it was evident that 

further work needs to be completed in conceptualising and defining 

violence. Implications of the review highlighted theoretical and 

conceptual issues, leading to potential confusion as to establishing an 

accurate prevalence of aggression and violence, particularly in 

forensic healthcare services. Clearly, further research needs to be 

established in this area so that service providers may adapt 

accordingly to addressing violence with current legislation and 

healthcare policies in mind. It was recommended that once a 

theoretical consensus can be established a ‘benchmark’ of prevalence 

may be established, so that this can then be comparable with other 

services and victim populations.  
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Following critique the POPAS has been identified as a reliable 

measure, although further work is needed with respect to exploring 

the scale’s validity in more depth. Although preliminary explorations 

indicate the POPAS is a valid measure this needs further clarification 

across different populations, such as with different types of 

psychiatric care services, so that findings may be applied across 

different contexts in a valid and reliable manner. It is also 

recommended that in doing this future research consider the 

exploration and development of appropriate norms of the scale in 

order to provide further clarity about the POPAS’s potential and future 

use.  

Implications of the first primary study appear to lie in the application 

of findings to improvements in managing the effects of experiencing 

aggression and violence in staff health and wellbeing.  As has been 

discussed the ‘resilience portfolio’ of healthcare staff working with 

offenders may be unique and comprise of factors other than 

resilience; perceptions of stress also appear to play a role. Hence, 

implications lie in discovering how these traits can be honed, 

developed and applied to other populations vulnerable to experiences 

such as aggression and violence. It is evident that further research is 

needed in this field, but such understanding allows contribution to the 

development of tools, strategies and frameworks in which to support 

those affected and to manage the impact of such adverse experiences 

in the working environment. This may have the potential to aid 

understanding of those outside the field of forensic healthcare 

services to other contexts, such as prison environments, as well as 

increasing our understanding of how services can support those who 

have already been victims of assault. In considering findings of the 

second primary study it is evident that resilience is a complex 

phenomenon and that further research is needed, particularly with 

regard to those who work in roles with a potentially higher than 

average risk of exposure to aggression and violence. It is considered 

pertinent to explore subgroup differences pertaining to type of 

aggression and violence experienced by staff, as well as further 
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exploration of other individual differences and personality 

characteristics which may be considered relevant to develop in order 

to minimise the impact of experiencing aggression and violence.  

Such study of aggression, violence and resilience may add a new 

perspective and contribute in a unique way to existing literature in 

this field by highlighting the role and characteristics of existing groups 

of individuals in engaging with aggression and violence in the 

workplace. Implications of such a piece of research may serve to 

inform future directions in understanding resilience with those 

working in high risk contexts and may help provide opportunities for 

development strategies for staff to improve their resilience when 

working with high risk client groups.  With respect to the future 

results from this thesis indicate that individuals who work with 

offenders may be characteristically unique with respect to their 

experiences and levels of resilience. Thus, this thesis has provided 

some insights into the ‘resilience portfolio’ of this group of individuals. 

Findings from this thesis overall indicate that there may be other 

unexplored areas and features to discover about this population, and 

hence may be an early starting point for future research. However, 

questions remain about how research can be directive and translate 

some of the features of resilience and associated skills learned 

beyond the forensic context and into other areas of clinical practice. 

It is considered that forensic healthcare staff can contribute 

significantly to helping others across different contexts to develop 

their skills in resilience, not only with coping with aggression and 

violence, but also with other adverse incidents. It is hoped that this 

thesis will provide useful insights into the concepts of resilience, 

aggression and violence so that we may better understand how these 

constructs can be applied accordingly to support those in times of 

adversity. 
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Appendix 

Appendix A: Systematic Review Protocol 

Systematic Review Protocol 

Title 

A systematic review of the definition and prevalence of violence 
perpetrated towards healthcare staff in forensic healthcare services.  

Background 

Scoping of the literature revealed that healthcare staff of all grades 
and levels experience different types of violence whilst at work. Those 
providing face-to-face care to service users appear at particular risk 
and literature suggests that those working in forensic-based services 
experience a high level of violence at work. Definitions and 
conceptualisations of violence appears to vary, with some literature 
including verbal aggression as part of violence experienced by staff. 
Nursing staff appear to be at a higher risk, but this is possibly due to 
the higher number of papers found during scoping on this staff group. 
There appears to be many papers on violence within general 
healthcare professions, but some key papers consider those working 
in forensic-based services. Scoping of the literature suggests that 
violence within the healthcare sector is not just a Westernised 
problem, but is also a worldwide phenomenon.   

For example, in a three year study period Cashmore, Indig, Hampton, 
Hegney and Jalaludin (2012) found that in a New South Wales 
correctional health service 208 incidents of workplace violence were 
recorded. Verbal abuse (71%) was more common than physical 
abuse (29%), and the most (44%) incidents of workplace violence 
(including both verbal and physical abuse) occurred in adult male 
prisons. However, the most (50%) incidents of physical abuse 
occurred in a forensic hospital. 90% of the victims were nurses and 
two-thirds were females; young employees and males were most 
likely to be victims of physical abuse. Preparing or dispensing 
medication and attempting to calm and/or restrain an aggressive 
patient were identified as ‘high risk’ work duties for verbal abuse and 
physical abuse, respectively. Most (93%) of the incidents of 
workplace violence were initiated by a prisoner/ patient.  

Summary of existing literature 

Aggression and violence experienced by staff in the healthcare sector 
has been well documented, although there is mixed consensus with 
respect to prevalence rates (Lanctôt and Guay (2014). In their 
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systematic review of the literature Lanctôt and Guay (2014) 
highlighted that this appears to be due to little consensus in 
formulating a definition of violence within existing research literature. 
However, in the study they were able to outline four types of 
workplace violence: 

1) Violent acts by criminals who have no other connection with the 
workplace  

2) Violence directed at employees by customers, clients, patients, 
students, or any others for whom an organization provides services 

3) Violence against co-workers, supervisors, or managers by a 
present or former employee 

4) Violence committed in the workplace by someone who does not 
work there but has a personal relationship with an employee.  

Rippon (2000) notes that like aggression, violence is synonymous 
with aggression, but violence is reserved for those actions of 
aggression that are “particularly intense, and are more heinous, 
infamous or reprehensible.”  

This difficulty in reaching a consensus within the literature appears 
due to a lack of agreement not only in formulating an operational 
definition, but also with issues in inconsistent reporting of incidents 
and methodological issues related to the comparison of mixed 
concepts and constructs (Nolan et al, 1999). Winstanley and 
Whittington (2004) found that as high as 27% of the health care staff 
(all staff grades involved in direct service user contact at a general 
hospital) of their survey were assaulted, 23% experienced 
threatening behaviour from patients and 15.5% experienced 
threatening behaviour from visitors. 

Therefore, it appears that an operational definition for the (reportedly 
common) occurrence of violence does not currently exist within the 
literature. Similarly, although it is reported that violence perpetrated 
towards staff is common it is not clear how high overall prevalence 
rates of violence are, which is also linked to the lack of consensus on 
what conceptualises violence. Therefore, in order to gain a better idea 
of the prevalence of violence perpetrated towards staff it is important 
to explore the range of definitions which exist within the literature. 

Research question and aims 

Research questions 
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What definitions and prevalence data exist with respect to violence 
perpetrated towards healthcare staff by service users in forensic 
healthcare services?  

Aims 

To explore definitions of violence perpetrated towards staff by service 
users in forensic healthcare services. 

To explore prevalence rates of violence perpetrated towards forensic 
healthcare staff by service users. 

PICO 

Population: adult male and female healthcare staff of all 
grades, disciplines and levels working with forensic service 
users; staff delivering face-to-face care 

Exposure (Experience): direct physical violence at work – 
perpetrated by forensic service users 

Comparator: different levels of exposure 

Outcomes: a) qualitative definitions of violence, b) 
quantitative data on prevalence of violence perpetrated 
towards healthcare staff by forensic service users. 

Setting: Any forensic-based healthcare setting, inpatient, 
community, rehabilitation, prison etc. whose primary aim is in 
caring for offenders.  

Study design: quantitative and qualitative observational 
studies  

Methods 

 Search strategy 

Key search terms to be used: workplace (workplace, work-
related, work, organisation), violence (assault, attack, 
physical aggression, physical violence, patient violence), 
forensic (forensic, offenders, prisoners, criminal), healthcare 
(medical, healthcare, primary care), staff (staff, personnel, 
nursing staff, doctors, medical, therapist, psychiatrist, 
practitioner, support worker, healthcare assistant, 
psychologist, health worker, health personnel)  

MeSH terms identified from background and key search terms: 
Criminals; Aggression; Workplace; Physical Abuse; Workplace 
Violence; Prisoners; Allied Health Personnel; Nursing Staff; 
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Psychiatry; Primary Health Care; Prevalence; Health Care 
Sector (resource used: 
https://meshb.nlm.nih.gov/MeSHonDemand) 

Final search strategy developed  

1. (healthcare worker* or health person* or health staff) 

2. “workplace violence” 

3. (patient agg* or patient viol*) 

4. (forensic psy* or criminal* or offender*) 

5. 1 and 2 

6. 1 and 3 

7. 1 and 4 

8. 2 and 3 

9. 2 and 4 

10.  3 and 4 

11.  1 and 2 and 3  

12.  1 and 2 and 3 and 4 

13. 1 and 2 and 4 

14.  3 and 4  

 

Databases to be searched: ProQuest Dissertations and Theses, 
The Home Office UK, National Criminal Justice, The US National 
Criminal Justice, References Service (NCJRS) abstracts 
database, CINAHL, Cochrane Library, Medline, Prospero, 
PubMed, PsycINFO, Campbell Collaboration Library of 
Systematic Reviews, CORDIS, SocINDEX, Google and Google 
Scholar search engines (to identify grey literature and sources 
such as independent reports.  The method of ‘snowballing’ shall 
be also used to explore the reference section of included papers 
for further citations.  

Type of data/studies to be included:  full text primary research 
literature/data, government and independent body reports, 
grey/unpublished literature; worldwide data, no date 
restriction to be placed on the search. 
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 Screening and selecting 

 Inclusion/exclusion 

• Adult healthcare staff (all grades/levels) delivering face 
to face care to service users only – exclude staff not 
delivering face to face care, such as admin, porters, 
maintenance, domestic staff 

• Violence in forensic services only – exclude studies in 
general healthcare services, such as A&E departments, 
non-forensic psychiatric services etc. 

• Service user/patient violence towards staff only – 
exclude visitor-staff, staff-staff violence, exclude verbal 
aggression/psychological aggression – physical violence 
only (the rationale for this is that systems for reporting 
physical violence is more clear cut; systems for 
reporting instances such as verbal aggression are less 
clear and are biased by individual staff experiences. I 
believe this is something that would need to be 
addressed in a separate study and is a larger project) 

• Primary data only – exclude citations/secondary 
prevalence data (to follow up with citations to find data 
from original studies in order to include these) 

• Include citations for definitions of violence – can 
determine most commonly used definition as well as 
identifying the definitions that exist 

• Worldwide data 

Quality assessment 

The assessment tool will be adapted from the CASP checklist 
set of quality assessment tools.  This was chosen for 
consistency of quality assessment across a range of types of 
study, such as qualitative and quantitative based data. It is 
hoped in using the same quality assessment tool that bias will 
be reduced in using different types and styles of tool.  

 Data extraction 

 The data which will be extracted from each paper will include: 

• Title, abstract (brief summary) and author of the paper 
à include/exclude 

• Setting à include/exclude 
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• Population used à include/exclude 

• The journal the paper was published in 

• The type of paper – review paper, case study etc. 
published, unpublished, in press etc. 

• How the paper was located 

• The language of the report 

• The type of study – cohort, case control etc. 

• A short description of the intervention used/how data 
was collected 

• Methods and analysis used 

• The definition of violence used 

• The reported number of violence incidents that the 
population (staff in forensic services) had experienced 

• The outcome of the quality assessment à 
include/exclude 

 Data analysis 

- A narrative synthesis of definitions of violence used in the 
forensic health sector. The first step in this would be to develop 
a preliminary synthesis by extracting the definitions used in the 
included studies. Thematic analysis will then be conducted on 
these definitions. The common themes will be extracted by 
coding text, developing descriptive themes and generating 
analytical themes, as proposed by Thomas and Harden (2008). 
The relationships within and between the studies will be 
explored using qualitative case descriptions. The robustness of 
the synthesis will be assessed using critical reflection on the 
synthesis process. The final synthesis will be addressed by 
drawing together conclusions of the synthesis.  

- A meta-analysis of the prevalence of violence in forensic 
healthcare settings Meta-analysis will be conducted only if 
appropriate to do so (if not then a narrative synthesis will be 
conducted); if the assumption of homogeneity is met, firstly by 
meeting inclusion criteria, and if the participants are exposed 
to violence in a similar manner (same exposure, outcomes, 
effects in the same direction, corresponding confidence 
intervals overall). A summary statistic will be calculated by 
calculating the difference in means (as data will be continuous) 
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for each study. A random effects analysis will be conducted in 
the form of using inverse variance as the mean difference in 
studies will be explored (as data is continuous; meta-analysis 
shall be conducted with continuous data, but categorical data 
shall be included in the narrative synthesis). Data will be 
presented in the form of a forest plot; it is anticipated that 
methodological heterogeneity will be the most likely source of 
variability in study design and quality. A more formal 
assessment of heterogeneity will be conducted such as a chi-
square test if the number of studies identified and included is 
substantial enough. If assumptions are met and it is considered 
appropriate to do so then a meta-regression may be conducted 
to account for factors that could influence the overall effect. 
Subgroups will be explored such as type of forensic service that 
was explored in each study and the type of staff group (such 
as nursing etc.) that the study centred on.  

Time frame 

Step 1: Protocol 

Step 2: Literature searching 

Step 3: Screening  

Step 4: Obtaining papers 

Step 5: Applying inclusion criteria, selecting full text papers 

Step 6: Data extraction 

Step 7: Quality assessment 

Step 8: Analysis and synthesis 

Step 9: Write up 
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Appendix C: Completed quality assessment table of included studies 

 

Quality assessment 

Researcher performing quality assessment: Sarah Hodgkinson 

Date of assessment: 01.01.2018 

Title and author of 
the paper 

Was there a 
clear 
statement of 
the aims of 
the 
research? 

Did the 
study 
address a 
clear 
focused 
issue? 

[SAMPLING 
& 
SELECTION] 

Was the 
methodology 
appropriate? 

Were 
participants 
recruited in an 
acceptable 
way?  

[SAMPLING & 
SELECTION] 

Was the 
recruitment 
strategy 
appropriate 
to the aims 
of the 
research? 

Was the 
outcome 
accurately 
measured to 
minimise 
bias? 

[SAMPLING 
& 
SELECTION] 

Was the 
research design 
appropriate to 
address the 
aims of the 
research? 

[MEASUREMENT 
OF VIOLENCE/ 
DESIGN] 

Was the data 
collected in a 
way that 
addressed the 
research issue?  

Was violence 
defined? 

[MEASUREMENT 
OF VIOLENCE/ 
DESIGN] 

Has the 
relationship 
between 
researcher and 
participants been 
adequately 
considered? Was 
the follow up of 
subjects 
complete/long 
enough?  

Was missing data 
accounted 
for/followed up? 

[ATTRITION] 

Was the 
data 
analysis 
sufficiently 
rigorous? 

[ANALYSIS] 

Have the authors 
identified all 
important 
confounding 
variables? 

Have they taken 
account of the 
confounding 
factors in the 
design and/or 
analysis? 

[REPORTING OF 
RESULTS] 

Is there a 
clear 
statement of 
findings? 

Was 
reporting of 
results 
clear? 

[REPORTING 
OF 
RESULTS] 

What are 
the 
implications 
of this study 
for practice?  

Include/ 
exclude? 

Brendzal, M. D. 
(2001). Clinician 
safety: Prevalence 
and possible 
impact of client 
violence on 
psychologists 
(Doctoral 
dissertation, 
ProQuest 
Information & 
Learning). 

Proquest 
partial full 
text preview 
only; unable 
to determine 
further 
information 

        EXCLUDE 
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Broderick, C., 
Azizian, A., 
Kornbluh, R., & 
Warburton, K. 
(2015). Prevalence 
of physical violence 
in a forensic 
psychiatric hospital 
system during 
2011–2013: 
Patient assaults, 
staff assaults, and 
repeatedly violent 
patients. CNS 
spectrums, 20(3), 
319-330. 

Yes Yes as data is 
retrospective 
(database 
study) 

Yes Yes Yes – clear 
definitions used 
as a point of 
reference. 

N/A – 
retrospective data 

Yes Confounding 
issues appear to 
be considered 

Yes – study 
flows well 
and outcome 
appear 
logical 

Clear 
evidential 
data; meets 
all quality 
criteria 

INCLUDE 

Carmel, H., & 
Hunter, M. (1989). 
Staff injuries from 
inpatient violence. 
Psychiatric 
Services, 40(1), 
41-46. 

Yes a clear 
issue  but 
statement a 
little vague 

Yes – 
database 
retrospective 
study 

Yes  Unclear how 
incidents were 
recorded/ 
measured  

A definition of 
“injury” was 
used  

No evidence of 
how this was 
followed up or how 
data was verified 

Unclear Some confounding 
variables 
accounted for; 
specific injury data 
from violence only 
– did not account 
for non-injury 
outcomes 

Unsure – 
prevalence 
of injury of 
physical 
violence only 
– other 
outcomes 
not 
considered. 

Clear gaps 
in data 
unaccounted 
for; unable 
to determine 
clear data of 
attrition, 
analysis and 
reporting of 
results 

EXCLUDE 

Cashmore, A. W., 
Indig, D., 
Hampton, S. E., 
Hegney, D. G., & 
Jalaludin, B. B. 
(2012). Workplace 
violence in a large 
correctional health 
service in New 
South Wales, 
Australia: a 
retrospective 
review of incident 
management 
records. BMC 

Yes  Yes – 
retrospective 
database data 

Yes Yes – database 
data 

Yes – clear 
definition used 

N/A – 
retrospective data 

Yes Confounding 
variables appear 
to be accounted 
for 

Yes – 
limitations of 
the study 
well 
accounted 
for 

Appears 
detailed; 
meets all 
quality 
criteria 

INCLUDE 
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health services 
research, 12(1), 
245. 

Cashmore, A. W., 
Indig, D., 
Hampton, S. E., 
Hegney, D. G., & 
Jalaludin, B. 
(2012). Workplace 
abuse among 
correctional health 
professionals in 
New South Wales, 
Australia. 
Australian Health 
Review, 36(2), 
184-190. 

Yes Yes – two 
methods used 

Yes – pilot 
study used, 
different 
methods of 
data 
collection/re
cruitment 
used. Chief 
executive 
used to help 
recruit 
rather than 
researcher 
directly 

Yes – pilot study 
used 

Yes – clear 
definition used 

Yes Yes Yes  Yes – 
limitations of 
the study 
well 
accounted 
for also 

Appears to 
be a detailed 
rigorous 
study; 
meets 
identified 
quality 
criteria 

INCLUDE 

Daffern, M., Mayer, 
M. M., & Martin, T. 
(2003). A 
preliminary 
investigation into 
patterns of 
aggression in an 
Australian forensic 
psychiatric 
hospital. The 
YesJournal of 
Forensic Psychiatry 
& Psychology, 
14(1), 67-84. 

Yes Yes – 
recording of 
incident data 

Yes Yes – 
retrospective 
study of incident 
data 

No explicit 
definition 
provided but 
clear topic 
identified 

N/A – 
retrospective data 

Yes Yes Yes – 
limitations 
considered 

Appears 
comprehensi
ve; meets 
all quality 
criteria 

INCLUDE 

Daffern, M., Mayer, 
M., & Martin, T. 
(2006). Staff 
gender ratio and 
aggression in a 
forensic psychiatric 
hospital. 
International 
journal of mental 

Yes Yes – 
recording of 
incident data 

Yes Yes – all 
incidents 
considered. 
However, staff 
victims 
accounted for 
but unable to 
separate out 
verbal and 

No but clear 
topic identified 
à literature 
review 
comprehensive 

N/A – 
retrospective data 

Unclear No – unable to 
separate out types 
of violence 

Yes Staff victims 
unaccounted 
for - 
insufficient 
evidence 
available to 
answer 
research 
question; 
reporting of 
results and 
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health nursing, 
15(2), 93-99. 

physical 
aggressive acts 

analysis 
criteria not 
met 

EXCLUDE 

Gudjonsson, G. H., 
Rabe-Hesketh, S., 
& Wilson, C. 
(2000). Violent 
incidents on a 
medium secure 
unit: the target of 
assault and the 
management of 
incidents. The 
Journal of Forensic 
Psychiatry, 11(1), 
105-118. 

Yes Yes – 
recording of 
incident data 

Yes Yes – all 
incidents 
considered 

No but clear 
topic identified 

N/A – 
retrospective data 

Yes - appear 
precise and 
clear 

Yes – independent 
variables and 
confounding 
variables appear 
to be accounted 
for 

Yes Clear study 
of reported 
incidents; 
meets key 
quality 
criteria 

INCLUDE 

Hill, S. A., White, 
O., Lolley, J., 
Sidki-Gomez, A., & 
Williams, H. 
(2012). Incidents 
in an adolescent 
forensic secure 
inpatient service. 
Medicine, Science 
and the Law, 
52(1), 27-31. 

Yes Yes – 
recording of 
incident data 

Yes Yes – all 
incidents 
considered 

No but topic 
clearly identified 

N/A – 
retrospective data 

Yes appears 
rigorous 

Appears to 
consider variables 

Yes Implications 
for forensic 
adolescent 
services for 
comparison 
against 
adults; 
meets key 
quality 
criteria 

INCLUDE 

Kelly, E. L., 
Subica, A. M., 
Fulginiti, A., 
Brekke, J. S., & 
Novaco, R. W. 
(2015). A cross-
sectional survey of 
factors related to 
inpatient assault of 
staff in a forensic 
psychiatric 
hospital. Journal of 

Yes Yes – staff 
survey 

Yes Yes No but topic 
clearly 
discussed/ 
identified 

N/A  Appears 
rigorous 

Yes -  appears to 
consider variables 

Yes Study taken 
place from 
staff survey 
perspective 
rather than 
typical 
incident 
reporting 
data; meets 
key quality 
criteria 
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advanced nursing, 
71(5), 1110-1122. 

INCLUDE 

Lauvrud, C., 
Nonstad, K., & 
Palmstierna, T. 
(2009). 
Occurrence of post 
traumatic stress 
symptoms and 
their relationship 
to professional 
quality of life 
(ProQoL) in 
nursing staff at a 
forensic psychiatric 
security unit: a 
cross-sectional 
study. Health and 
quality of life 
outcomes, 7(1), 
31. 

Yes Yes Yes: Staff 
survey – 
appears to 
have used 
randomisatio
n 

Yes: Staff 
survey – 
appears to have 
used 
randomisation 

No – short 
background to 
topic 

None Unclear - 
100 
participants 
appears low 
for type of 
study 

Yes -  appears to 
consider variables 

Unsure – 
low 
participant 
numbers 

No clear 
evidential 
data of 
incidents – 
only 100 
participants; 
did not meet 
criteria for 
analysis and 
reporting of 
results 

EXCLUDE 

Marth, D. (2009). 
A longitudinal 
study of 
differences in staff 
assaults by 
responses to 
residents in a 
forensic hospital. 
University of 
Missouri-Columbia. 

Yes Yes – record 
review 

Lots of 
staff/inciden
ts included 
in the review 
over a 
longitudinal 
period of 
time 

Yes -
retrospective 
study of incident 
data 

Yes – clear 
definition used 

N/A Appears 
rigorous 

Yes -  appears to 
consider variables 

Yes Large 
dataset used 
– 
longitudinal; 
meets all 
quality 
assessment 
criteria 

INCLUDE 

Nicholls, T. L., 
Brink, J., Greaves, 
C., Lussier, P., & 
Verdun-Jones, S. 
(2009). Forensic 
psychiatric 
inpatients and 
aggression: An 
exploration of 
incidence, 
prevalence, 

Yes Yes – 
record/file 
review 

Yes Yes -
retrospective 
study of incident 
data 

Yes – clear 
definition used 

N/A file review 
data 

Appears 
rigorous 

Yes -  appears to 
consider variables 

Yes Good 
breakdown 
of incident 
data; meets 
all quality 
criteria 

INCLUDE 
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severity, and 
interventions by 
gender. 
International 
journal of law and 
psychiatry, 32(1), 
23-30. 

Uppal, G., & 
McMurran, M. 
(2009). Recorded 
incidents in a high-
secure hospital: A 
descriptive 
analysis. Criminal 
Behaviour and 
Mental Health, 
19(4), 265-276. 

Yes Yes No – not 
able to 
separate out 
number of 
staff 
assaults 
specifically – 
not able to 
separate out 
victim or 
type of 
assault 

Yes -
retrospective 
study of incident 
data 

No Unclear Unclear No – unable to 
separate victim or 
type of assault 

Unclear Insufficient 
detail to 
fully assess 
quality 

EXCLUDE 
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Appendix D: Second researcher quality assessment table 

Quality assessment 

Researcher performing quality assessment: Emily Mellor 

Date of assessment: 09.01.18 

Title and author of 
the paper 

Was there a 
clear 
statement of 
the aims of 
the research? 

Did the study 
address a 
clear focused 
issue? 

[SAMPLING & 
SELECTION] 

Was the 
methodology 
appropriate? 

Were 
participants 
recruited in an 
acceptable 
way?  

[SAMPLING & 
SELECTION] 

Was the 
recruitment 
strategy 
appropriate to 
the aims of the 
research? 

Was the 
outcome 
accurately 
measured to 
minimise bias? 

[SAMPLING & 
SELECTION] 

Was the 
research design 
appropriate to 
address the 
aims of the 
research? 

[MEASUREMENT 
OF VIOLENCE/ 
DESIGN] 

Was the data 
collected in a 
way that 
addressed the 
research issue? 

Was violence 
defined? 

[MEASUREMENT 
OF VIOLENCE/ 
DESIGN] 

Has the relationship 
between researcher 
and participants 
been adequately 
considered? Was 
the follow up of 
subjects 
complete/long 
enough?  

Was missing data 
accounted 
for/followed up? 

[ATTRITION] 

Was the data 
analysis 
sufficiently 
rigorous? 

[ANALYSIS] 

Have the authors 
identified all 
important 
confounding 
variables? 

Have they taken 
account of the 
confounding 
factors in the 
design and/or 
analysis? 

[REPORTING OF 
RESULTS] 

Is there a 
clear 
statement of 
findings? 

Was 
reporting of 
results clear? 

[REPORTING 
OF 
RESULTS] 

What are the 
implications of 
this study for 
practice?  

Include/ 
exclude? 

Carmel & Hunter 
(1989)- Staff 
injuries from 
inpatient violence 

Yes Yes as data is 
retrospective 

Yes  Unclear 
regarding how 
criteria for 
violence was 
measured 

No definition 
provided 

No evidence of a 
follow up  

Appear to be 
precise/ 
rigorous 

Not considered the 
hours of contact 
with patients each 
individual had in 
total/ their 
relationship with 
the patient. No 
consideration to 
gender of 
patient/age etc. 

Yes- it 
makes sense 
that staff 
that have 
more contact 
with patients 
e.g. nursing 
staff are 
more likely 
to be a 
victim of 
violence. 

Increase 
awareness of 
violence in 
such 
establishments 

Exclude 

Daffern et al 
(2003) - A 
preliminary 
investigation into 
patterns of 

Yes- to 
explore 
prevalence 
and 
determinants 

Yes as data is 
retrospective 

Yes Yes, used of 
psychometric to 
review 

Yes, used of 
psychometric to 
review 

No evidence of a 
follow up. However, 
a prospective 
assessment was 

Appear to be 
precise/ 
rigorous 

Yes Yes- males 
responsible 
for more 
violence as 
there are 

The cost of 
such 
aggressive 
incidents 



162 
 

aggression in an 
Australian 
forensic 
Psychiatric 
hospital.  

of 
aggression.  

seriousness of 
incidents.  

seriousness of 
incidents. 

undertaken after 
this paper 

more male 
beds 

  

Include  
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Appendix E: Table of level of agreement between quality assessors 

Level of agreement between researcher and second quality assessment reviewer for assessed 

studies 

 Was there a 
clear 
statement of 
the aims of 
the 
research? 

Did the 
study 
address a 
clear focused 
issue? 

[SAMPLING 
& 
SELECTION] 

Was the 
methodology 
appropriate? 

Were 
participants 
recruited in an 
acceptable 
way?  

[SAMPLING & 
SELECTION] 

Was the 
recruitment 
strategy 
appropriate 
to the aims 
of the 
research? 

Was the 
outcome 
accurately 
measured to 
minimise 
bias? 

[SAMPLING 
& 
SELECTION] 

Was the 
research design 
appropriate to 
address the aims 
of the research? 

[MEASUREMENT 
OF VIOLENCE/ 
DESIGN] 

Was the data 
collected in a 
way that 
addressed the 
research issue?  

Was violence 
defined? 

[MEASUREMENT 
OF VIOLENCE/ 
DESIGN] 

Has the 
relationship 
between 
researcher and 
participants been 
adequately 
considered? Was 
the follow up of 
subjects 
complete/long 
enough?  

Was missing data 
accounted 
for/followed up? 

[ATTRITION] 

Was the data 
analysis 
sufficiently 
rigorous? 

[ANALYSIS] 

Have the authors 
identified all 
important 
confounding 
variables? 

Have they taken 
account of the 
confounding 
factors in the 
design and/or 
analysis? 

[REPORTING OF 
RESULTS] 

Is there a 
clear 
statement of 
findings? 

Was 
reporting of 
results 
clear? 

[REPORTING 
OF 
RESULTS] 

What are the 
implications 
of this study 
for practice?  

Include/ 
exclude? 

Study: Carmel, H., & Hunter, M. (1989). Staff injuries from inpatient violence. Psychiatric Services, 40(1), 41-46. 

Outcome of agreement= 70% agreement; 30% disagreement 

RESEARCHE
R 

Yes a clear 
issue  but 
statement a 
little vague 

Yes – database 
retrospective 
study 

Yes  Unclear how 
incidents were 
recorded/ 
measured  

A definition of 
“injury” was 
used  

No evidence of 
how this was 
followed up or how 
data was verified 

Unclear Some confounding 
variables 
accounted for; 
specific injury data 
from violence only 
– did not account 
for non-injury 
outcomes 

Unsure – 
prevalence 
of injury of 
physical 
violence only 
– other 
outcomes 
not 
considered. 

Clear gaps in 
data 
unaccounted 
for; unable 
to determine 
clear data of 
attrition, 
analysis and 
reporting of 
results 

EXCLUDE 
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SECOND 
QUALITY 
ASSESSOR 

Yes Yes as data is 
retrospective 

Yes  Unclear 
regarding how 
criteria for 
violence was 
measured 

No definition 
provided 

No evidence of a 
follow up  

Appear to be 
precise/ 
rigorous 

Not considered the 
hours of contact 
with patients each 
individual had in 
total/ their 
relationship with 
the patient. No 
consideration to 
gender of 
patient/age etc. 

Yes- it 
makes sense 
that staff 
that have 
more contact 
with patients 
e.g. nursing 
staff are 
more likely 
to be a 
victim of 
violence. 

Increase 
awareness of 
violence in 
such 
establishmen
ts 

Exclude 

Level of 
agreement 

Agree Agree Agree Agree Disagree Agree Disagree Agree Disagree Agree 

Study: Daffern, M., Mayer, M. M., & Martin, T. (2003). A preliminary investigation into patterns of aggression in an Australian forensic psychiatric hospital. The YesJournal of Forensic Psychiatry & 
Psychology, 14(1), 67-84.  

Outcome of agreement= 80% agreement; 20% agreement unclear 

RESEARCHE
R 

Yes Yes – 
recording of 
incident data 

Yes Yes – 
retrospective 
study of incident 
data 

No explicit 
definition 
provided but 
clear topic 
identified 

N/A – 
retrospective data 

Yes Yes Yes – 
limitations 
considered 

Appears 
comprehensi
ve; meets all 
quality 
criteria 

INCLUDE 

SECOND 
QUALITY 
ASSESSOR 

Yes- to 
explore 
prevalence 
and 
determinants 
of 
aggression.  

Yes as data is 
retrospective 

Yes Yes, used of 
psychometric to 
review 
seriousness of 
incidents.  

Yes, used of 
psychometric to 
review 
seriousness of 
incidents. 

No evidence of a 
follow up. 
However, a 
prospective 
assessment was 
undertaken after 
this paper 

Appear to be 
precise/ 
rigorous 

Yes Yes- males 
responsible 
for more 
violence as 
there are 
more male 
beds 

The cost of 
such 
aggressive 
incidents 

Include  

Level of 
agreement 

Agree Agree Agree Agree Unclear Unclear Agree Agree Agree Agree 
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Appendix F: Data Extraction tool 
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Appendix G: Completed data extraction table of included studies 

Data extraction – included studies 

Researcher performing data extraction: Sarah Hodgkinson 

Title, abstract 
(brief 
summary) 
and author of 
the paperà 
include/exc
lude 

Settingà 
include/ 
exclude 

Population 
usedà 
include/excl
ude 

Type of 
exposure – 
aggression
/ 
violenceà  
include/ 
exclude  

The 
journal 
the paper 
was 
published 
in 

 

Type of 
paper – 
review 
paper, 
case 
study etc. 
published, 
unpublish
ed, in 
press etc. 

How the 
paper 
was 
located 

 

Language 
of the 
report/ 
country of 
origin 

Type of 
study – 
cohort, 
case 
control etc. 

A short 
description of 
the 
intervention 
used/how data 
was collected/ 
when data was 
collected 

Methods 
and 
analysis 
used 

 

Definition of  
violence 
used 

Reported 
number of 
violent 
incidents 
that the 
population 
(staff in 
forensic 
services) 
had 
experience
d/RESULTS 

Broderick, C., 
Azizian, A., 
Kornbluh, R., 
& Warburton, 
K. (2015). 
Prevalence of 
physical 
violence in a 
forensic 
psychiatric 
hospital 
system 
during 2011–
2013: Patient 
assaults, 
staff 
assaults, and 
repeatedly 

US multi-
hospital 
state 
forensic 
psychiatric 
system 

Adult 
psychiatric 
inpatient 
population. N 
= 15,615; 
females n = 
2161; males n 
= 13,454. 
Various 
ethnicities 

Acts of 
patient 
violent 
from 
patient 
data files 

CNS 
Spectrum
s (2015), 
20, 319–
330. 

Published 
paper 

EBCSCO 
Host – 
electroni
c 
databas
e search 

English; 
US 
(California) 

Observatio
nal 
retrospecti
ve study of 
patient 
data 

Data collected 
from database 
incident 
management 
module of 
computerised 
patient 
treatment 
planning 
databased 
between 2011-
2013 

Data 
collected 
from 
databas
e Data 
files 
provided 
by data 
manage
ment 
office of 
Californi
a DSH 
for all 
patients. 
Data 
extractio
n of 

Physical 
violence 
during the 
study was 
defined as 
assaults 
directed 
against 
either 
another 
patient or a 
staff 
member, as 
defined in 
the 
California 

The 
number of 
patients 
having at 
least a 
single staff 
assault 
incident 
was n = 
2504, 
yielding a 
staff 
assault 
prevalence 
of 16.04 
%( 95% CI 
15.46%–
16.62%). 
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violent 
patients. CNS 
spectrums, 
20(3), 319-
330. 

physical 
assault 
data à 
descripti
ve 
review 
of 
demogr
aphic 
data. 
Chi 
square 
and 
logistic 
regressi
on for 
main 
effects 
model  

DSH policies 
(see Box 2). 

 

A simple 
tally 
showed 
that the 
top 156 
aggressors 
(1% of the 
study 
population) 
were 
involved in 
28.7% of 
all these 
violent 
assaults. 
When 
examining 
the 
patients 
still 
hospitalize
d at the 
conclusion 
of the 
study, 
those 
remaining 
(n = 5508) 
a staff 
violence 
prevalence 
of 22.97% 
(95% CI 
21.86%–
24.08%), 
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Title, abstract 
(brief 
summary) 
and author of 
the paperà 
include/exc
lude 

Settingà 
include/ 
exclude 

Population 
usedà 
include/excl
ude 

Type of 
exposure – 
aggression
/ 
violenceà  
include/ 
exclude  

The 
journal 
the paper 
was 
published 
in 

 

Type of 
paper – 
review 
paper, 
case 
study etc. 
published, 
unpublish
ed, in 
press etc. 

How the 
paper 
was 
located 

 

Language 
of the 
report/ 
country of 
origin 

Type of 
study – 
cohort, 
case 
control etc. 

A short 
description of 
the 
intervention 
used/how data 
was collected/ 
when data was 
collected 

Methods 
and 
analysis 
used 

 

Definition of  
violence 
used 

Reported 
number of 
violent 
incidents 
that the 
population 
(staff in 
forensic 
services) 
had 
experience
d/RESULTS 

Cashmore, A. 
W., Indig, D., 
Hampton, S. 
E., Hegney, 
D. G., & 
Jalaludin, B. 
B. (2012). 
Workplace 
violence in a 
large 
correctional 
health 
service in 
New South 
Wales, 
Australia: a 
retrospective 
review of 
incident 
management 
records. BMC 
health 
services 
research, 
12(1), 245. 

The study 
setting was 
Justice 
Health, a 
NSW 
Governme
nt funded 
statutory 
health 
corporation 
established 
to provide 
health care 
to people, 
including 
both adults 
and 
juveniles, 
who come 
into 
contact 
with the 
criminal 
justice 
system in 
NSW. 

Justice Health 
employs over 
1,490 people. 
These 
employees 
work in a 
range of 
settings, 
including: 
police holding 
cells; adult 
prisons; 
periodic 
detention and 
transitional 
centres; a 
prison 
hospital; a 
forensic 
hospital; 
juvenile 
justice 
centres; a 
youth drug 
and alcohol 
court; adult 
and children’s 

Reviewed 
IIMS 
(Incident 
Informatio
n 
Manageme
nt System) 
records 
describing 
workplace 
violence 
perpetrate
d against 
Justice 
Health 
staff by 
patients, 
correctiona
l officers or 
patients’ 
visitors 
(208 
incidents). 

BMC 
Health 
Services 
Research 

Published MEDLIN
E – 
electroni
c 
databas
e search 
(OVID) 

English; 
Australia 

Observatio
nal 
retrospecti
ve study of 
incident 
reports 

All of the IIMS 
(Incident 
Information 
Management 
System) 
records were 
extracted 
described an 
incident of 
workplace 
violence and 
therefore none 
were excluded 
from analysis. 
The three-year 
study period 
was from 1 
July 2007 to 30 
June 2010. 

Data 
collected 
from 
databas
e. Data 
were 
analysed 
using 
SAS 
version 
9.2. 
Descripti
ve 
statistics 
were 
calculate
d to 
describe 
and 
summari
se 
records. 
Significa
nce 
testing 
was 
conduct

The Joint 
Programme 
on 
Workplace 
Violence in 
the Health 
Sector 
defines 
workplace 
violence as: 
“Incidents 
where staff 
are abused, 
threatened 
or assaulted 
in 
circumstance
s related to 
their work, 
including 
commuting 
to and from 
work, 
involving an 
explicit or 
implicit 
challenge to 

Incidents 
of physical 
abuse 
were less 
common 
(27%, 
n=56). 
Only 2% 
(n=4) of 
the 
incidents 
involved a 
sexual 
assault 
(these 
were 
subsequen
tly 
analysed 
as 
“physical 
abuse”). A 
significantl
y higher 
proportion 
of males 
than 
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courts; and in 
the 
community. 
The types of 
health 
services 
provided are 
equally 
diverse and 
include: 
clinical and 
nursing care; 
mental health 
and drug and 
alcohol 
services; oral 
health 
services; and 
a range of 
primary health 
care services. 

ed to 
determi
ne if 
experien
ces of 
workpla
ce 
violence 
varied 
significa
ntly by 
victim 
gender 
(chi-
square 
test) 
and 
victim 
age (t-
test). 

their safety, 
well-being or 
health” 

(Citation: 
International 
Labour 
Office: 
International 
Council of 
Nurses, 
World Health 
Organization
, Public 
Services 
International
: Framework 
Guidelines 
for 
Addressing 
Workplace 
Violence in 
the Health 
Sector. 
Geneva: 
International 
Labour 
Office; 
2002.) 

females 
(55% vs. 
25%, 
X2=16.14, 
p < 0.001) 
were the 
victims of 
physical 
abuse. 
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Cashmore, A. 
W., Indig, D., 
Hampton, S. 
E., Hegney, 
D. G., & 
Jalaludin, B. 
(2012). 
Workplace 
abuse among 
correctional 
health 
professionals 
in New South 
Wales, 
Australia. 
Australian 
Health 
Review, 
36(2), 184-
190. 

Justice 
Health: a 
statutory 
health 
corporation 
established 
to facilitate 
the 
provision 
of 
healthcare 
to people 
who come 
into 
contact 
with the 
criminal 
justice 
system in 
New South 
Wales 
(NSW). 

All employees 
of Justice 
Health 

The survey 
included 
questions 
relating to 
participant
s’ 
experience
s of 
workplace 
abuse 
(including 
both verbal 
and 
physical 
abuse) 
during a 
recall 
period of 3 
months. 

Australia
n Health 
Review 

Published SCOPUS 
– 
electroni
c 
databas
e search 

English; 
Australia 

Observatio
n 
survey/que
stionnaire 

Self-
administered 
survey of 
workplace 
abuse. Of 
those who 
were invited to 
participate in 
the research, 
710 were 
employed as a 
health 
professional: 
590 nurses; 85 
medical 
doctors; and 
35 allied health 
professionals. 
The survey was 
delivered via 
the internet 
and was also 
made available 
on the Justice 
Health intranet 
site for 
completion as 

Data 
were 
analysed 
using 
SAS 9.2 
(SAS 
Institute 
Inc., 
Cary, 
NC, 
USA). 
Descripti
ve 
statistics 
were 
calculate
d to 
describe 
and 
summari
se 
survey 
respons
es. The 
Chi-
square 
test was 

No definition 
used in 
paper but in 
survey used 
– definition 
of workplace 
abuse 
developed 
by Farrell et 
al. 

A total 299 
usable 
surveys; 
Only 16% 
reported 
physical 
abuse. Of 
those who 
reported 
physical 
abuse 
during the 
recall 
period (48 
people*), 
94% 
recalled at 
least one 
incident of 
physical 
abuse 
where a 
patient 
was the 
perpetrator 
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a paper-based 
survey 

used to 
explore 
associati
ons 
among 
categori
cal 
variable
s. A P-
value of 
<0.05 
was 
consider
ed 
statistic
ally 
significa
nt. 

 

Farrell GA, 
Bobrowski C, 
Bobrowski P. 
Scoping 
workplace 
aggression 
in nursing: 
findings 
from an 
Australian 
study. J Adv 
Nurs 2006; 
55(6): 778–
87. 
doi:10.1111/
j.1365-

(45 
people*). 

 

*current 
researcher 
calculation
s  
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2648.2006.0
3956.x 
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(brief 
summary) 
and author of 
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experience
d/RESULTS 

Daffern, M., 
Mayer, M. M., 
& Martin, T. 
(2003). A 
preliminary 
investigation 
into patterns 
of aggression 
in an 
Australian 
forensic 
psychiatric 
hospital. The 
Journal of 
Forensic 
Psychiatry & 
Psychology, 
14(1), 67-84. 

Australian 
forensic 
psychiatric 
hospital 

Adult 
psychiatric 
inpatient 
population. 

Informatio
n extracted 
from these 
forms 
included 
the time of 
day and 
the month 
of the 
aggression
, the ward, 
the type of 
aggression 
(verbal or 
physical 
aggression 
or property 
damage), 
characteris
tics of the 
aggressive 
inpatient 
(gender, 

The 
Journal 
of 
Forensic 
Psychiatr
y & 
Psycholo
gy 

Published PsycInfo 
– 
electroni
c 
databas
e search 
(OVID) 

English; 
Australia 

Observatio
nal 
retrospecti
ve study of 
incident 
reports 

Incident forms 
that reported 
acts of 
aggression by 
inpatients 
between 27 
April 2000, the 
opening date of 
the hospital, 
and 26 April 
2001 were 
reviewed. 

?? “Data 
were 
analysed 
using 
SPSS for 
Window
s 
version 
10.0….. 
Given 
the 
small 
sample 
of 
aggressi
ve 
patients, 
only 
descripti
ve 
statistics 
are 

No definition 
used 

During the 
12 months 
under 
review, 
197 
incidents 
of 
aggression 
were 
reported 
within the 
hospital. 
Physical 
aggression 
was the 
most 
common 
form of 
aggression 
recorded 
(88 or 
44.7% of 
incidents), 



173 
 

age), 
characteris
tics of the 
victim 
(gender, 
whether 
staff or 
patient and 
the 
profession 
if staff 
victim), 
and the 
severity of 
the 
aggression
. 

presente
d.” 

followed by 
property 
damage 
(68 or 
34.5%), 
verbal 
aggression 
(38 or 
19.3%) 
and sexual 
aggression 
(3 or 
1.5%). 
nursing 
staff (48 
incidents) 
were the 
most 
frequent 
victims of 
verbal or 
physical 
aggression
. Physical 
aggression 
against 
staff (30) 
was more 
common 
than verbal 
aggression 
(23) or 
sexual 
aggression 
(3). 

Title, abstract 
(brief 
summary) 
and author of 

Settingà 
include/ 
exclude 

Population 
usedà 

Type of 
exposure – 
aggression
/ 

The 
journal 
the paper 
was 

Type of 
paper – 
review 
paper, 

How the 
paper 

Language 
of the 
report/ 

Type of 
study – 
cohort, 

A short 
description of 
the 
intervention 

Methods 
and 

Definition of  
violence 
used 

Reported 
number of 
violent 
incidents 
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the paperà 
include/exc
lude 

include/excl
ude 

violenceà  
include/ 
exclude  

published 
in 

 

case 
study etc. 
published, 
unpublish
ed, in 
press etc. 

was 
located 

 

country of 
origin 

case 
control etc. 

used/how data 
was collected/ 
when data was 
collected 

analysis 
used 

 

that the 
population 
(staff in 
forensic 
services) 
had 
experience
d/RESULTS 

Gudjonsson, 
G. H., Rabe-
Hesketh, S., 
& Wilson, C. 
(2000). 
Violent 
incidents on 
a medium 
secure unit: 
the target of 
assault and 
the 
management 
of incidents. 
The Journal 
of Forensic 
Psychiatry, 
11(1), 105-
118. 

Medium 
secure unit 

Adult male 
and female 
psychiatric 
patients 

 

‘untoward’ 
incident 
data 
extracted 
from a 
standard 
hospital 
incident 
form à 
violence 
only, of 
2180 
incident 
forms 

The 
Journal 
of 
Forensic 
Psychiatr
y 

Published PsycInfo 
– 
electroni
c 
databas
e search 
(OVID) 

English; 
UK 

Observatio
nal 
retrospecti
ve study of 
incident 
reports 

Incident form 
data was 
extracted from 
existing 
records; The 
severity of 
each incident is 
classified by a 
clinical 
manager 
shortly after it 
occurs. All 
incidents were 
rated according 
to the following 
criteria: 

• ‘0’ incident: 
this involves a 
threat of 
physical 
violence 
without 
violence being 
in� inflicted; 
the category 
also includes 
verbal 
aggression, 
damage to 
property, 

Random 
effects 
logistic 
regressi
on was 
used to 
model 
the 
probabili
ty of 
various 
characte
ristics 
(e.g. 
that one 
of the 
targets 
of an 
assault 
was a 
nurse) 
given 
that a 
violent 
incident 
had 
occurred
. All 
indepen
dent 
variable

None given; 
discussed 
that “In his 
review of the 
literature, 
Davis (1991) 
concluded 
that violence 
is best 
construed as 
arising from 
the 
interaction 
between 
three types 
of factors: 
individual 
(e.g. acute 
illness, the 
phase of 
illness, drug 
abuse, age, 
and history 
of violence); 
situational 
(e.g. time of 
the day, 
overcrowdin
g, 
provocation 
from staff 

The most 
frequent 
single 
victims 
were 
nurses 
(assaulted 
in 18.9% 
of all 
incidents), 
followed by 
fellow 
patients 
(14.5%) 
and 
damage to 
property 
(13%) 
Doctors, 
other 
clinicians, 
visitors or 
the 
patients 
themselves 
were the 
single 
targets in 
only 2.4% 
of 
incidents. 
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arson, and self-
injury; 

• ‘1’ incident: 
here violence is 
inflicted but no 
injury is 
detectable on 
examination by 
a doctor and 
there is no 
significant 
pain; 

• ‘2’ incident: 
there is 
significant 
pain, bruising 
or laceration; 

• ‘3’ incident: 
any assault 
producing an 
injury that 
requires further 
hospital 
investigation 
(e.g. X-ray, 
staff being sent 
off duty) 

s (age, 
gender, 
ethnic 
minority 
status, 
diagnosi
s, legal 
section, 
time 
period, 
and 
severity
) were 
initially 
entered 
and 
subsequ
ently 
removed 
one by 
one if 
they 
were not 
significa
nt 
accordin
g to the 
Wald 
statistic. 
All 
pairwise 
interacti
ons 
between 
the final 
selected 
set of 
indepen
dent 
variable

and patients, 
and poor 
managemen
t practice); 
and 
structural 
(e.g. 
changes in 
mental 
health 
policies).” 

In 4% of 
incidents 
violence 
was 
inflicted on 
a 
combinatio
n of 
targets. 
For the 
purpose of 
the logistic 
regression 
analysis, 
all 465 
(21%) 
incidents 
involving 
nurses (as 
single 
targets or 
in 
combinatio
n with 
other 
targets) 
were 
counted as 
assaults on 
nurses. 
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s were 
also 
tested. 
Standar
dized 
level 2 
residual
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Hill, S. A., 
White, O., 
Lolley, J., 
Sidki-Gomez, 
A., & 
Williams, H. 
(2012). 
Incidents in 
an adolescent 
forensic 
secure 
inpatient 
service. 
Medicine, 
Science and 
the Law, 
52(1), 27-31. 

adolescent 
forensic 
secure 
inpatient 
service in a 
medium 
secure 
hospital  

The 37 
discharged 
patients 
comprised 
nine females 
and 28 males. 
The mean age 
at admission 
was 16 years 
and nine 
months with a 
mean age at 
discharge of 
17 years and 
three months. 

Patient 
“incident” 
forms 
examined 

Medicine, 
Science 
and the 
Law 

Published Google 
Scholar 
electroni
c search 

English; 
UK 

Observatio
nal 
retrospecti
ve study of 
incident 
reports 

Records of all 
incidents were 
collated for the 
37 patients 
who have 
subsequently 
been 
discharged 
from Bluebird 
House for the 
three years 
from February 
2008 to the 
end of January 
2011. 

Unknow
n/not 
reported 
but 
reported 
that 
“The 28 
male 
patients 
account
ed for 
799 
(33%) 
of the 
incident
s during 
the 
4101 

None given Of the total 
of 2357 
incidents, 
992 (42%) 
were 
related to 
violent and 
threatenin
g 
behaviour.  
Seven 
hundred 
and sixty-
one 
incidents 
involved 
an actual 
physical 
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days 
that 
they 
occupied 
beds at 
Bluebird 
House. 
These 
differenc
es are 
statistic
ally 
significa
nt at the 
5% level 
(chi-
squared 
test 
2461, P, 
0.0001, 
DF – 
2).” 

assault, of 
which 64 
(8.4%) 
were 
patient on 
patient 
assaults 
and the 
remaining 
91.6% 
were 
patient on 
staff 
assaults. 

Title, abstract 
(brief 
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unpublish
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paper 
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Language 
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violence 
used 
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incidents 
that the 
population 
(staff in 
forensic 
services) 
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experience
d/RESULTS 

Kelly, E. L., 
Subica, A. 
M., Fulginiti, 
A., Brekke, J. 

forensic 
psychiatric 
hospital – 

sample of 348 
psychiatric 
staff 
participated in 

Staff 
workplace 
experience
s – survey 

Journal 
of 

Published MEDLIN
E – 
electroni
c 

English; 
US 
(California) 

Cross-
sectional 

An online 
survey about 
staff workplace 
experiences, 

An 
online 
survey 
was sent 

None given 70% 
reported 
being 
assaulted 
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S., & Novaco, 
R. W. (2015). 
A cross-
sectional 
survey of 
factors 
related to 
inpatient 
assault of 
staff in a 
forensic 
psychiatric 
hospital. 
Journal of 
advanced 
nursing, 
71(5), 1110-
1122. 

mixed 
gender 

an online 
survey 

(all types 
of 
incidents) 

Advance
d Nursing 

databas
e search  

online staff 
survey 

psychosocial 
characteristics 
and wellbeing. 
Data were 
collected from 
November – 
December 
2011. 

through 
the 
hospital’
s 
internal 
email 
system 
to the 
hospital’
s 1794 
total 
clinical 
staff 
member
s. The 
final 
sample 
consiste
d of 348 
clinical 
staff 
(71% of 
those 
who 
began 
the 
survey, 
19% of 
clinical 
staff). 
All data 
were 
inspecte
d for 
outliers 
and 
normalit
y of 
distributi
ons by 

during the 
previous 
12 
months. In 
terms of 
assault 
severity, 
42% of 
participant
s reported 
at least 
one 
incident of 
non-sexual 
serious 
assault 
(e.g. being 
kicked, 
punched, 
slapped, 
hit in the 
head, 
pushed or 
knocked 
down) and 
64% 
reported at 
least one 
mild 
assault 
(e.g. being 
grabbed, 
touched or 
spat on). 
The 
average 
scaled 
frequencie
s across 
assault 
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examini
ng 
skew, 
kurtosis 
and Q-Q 
plots. 
Need for 
data 
transfor
mation 
was not 
indicate
d. 
Descripti
ve 
statistics
, 
Pearson’
s 
correlati
ons, 
one-way 
analyses 
of 
variance 
and 
hierarchi
cal 
linear 
regressi
on were 
conduct
ed using 
SPSS 
version 
18.0 
(SPSS 
Inc. 
2009). 

types 
suggested 
that staff 
were not 
often 
assaulted 
in multiple 
forms 
(scaled M 
= 037, 
first 
interquartil
e = 000, 
third 
interquartil
e = 057). 
Twelve 
percent of 
respondent
s reported 
taking off 
at least 1 
day of 
work 
during the 
previous 6 
months 
due to a 
patient 
assault. 
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Marth, D. 
(2009). A 
longitudinal 
study of 
differences in 
staff assaults 
by responses 
to residents 
in a forensic 
hospital. 
University of 
Missouri-
Columbia. 

Forensic 
hospital 

805 staff 
members 

Staff 
surveys/qu
estionnaire
s: Staff-
Resident 
Interaction 
Chronogra
ph (SRIC, 
Paul, 
1987) is a 
standardiz
ed, direct 
observatio
nal coding 
instrument 
that was 
used to 
collect 
data in this 
study. 

(Unpublis
hed) 

Unpublish
ed 

ProQues
t 
dissertat
ions and 
theses – 
electroni
c 
databas
e search  

English; 
US 
(Midwester
n) 

Observatio
nal: record 
review of 
805 staff 
member’s 
responses 
to 
residents’ 
behavior  

sample in this 
study were 805 
staff members 
whose 
responses to 
residents on six 
social learning 
program (SLP) 
wards across 
three security 
levels of a 
Midwestern 
forensic 
hospital were 
observed over 
a ten-year 
period of time 
(1997 to 
2007). Various 
questionnaires 
administered to 
staff 

Descripti
ve 
statistics 
were 
reported 
in terms 
of mean 
rate 
scores 
and 
correlati
ons. T-
tests 
were 
perform
ed to 
determi
ne if 
assaulte
d staff 
member
s are 
more 
likely 
than 
non-
assaulte

Assault. An 
assault is an 
intentional 
infliction of 
any injury 
upon 
another 
person. It 
includes 
serious 
physical 
injury 
requiring 
immediate 
medical 
attention or 
hospitalizatio
n; minor 
injury 
requiring 
routine 
minor first 
aid (such as 
disinfection 
and 
bandage); or 
physical 

Three 
hundred 
and 
ninety-six 
staff 
members 
were 
assaulted 
(N=805). 
There were 
28 cases 
with 
missing 
data, so 
the sample 
included 
465 
females 
and 312 
males. 
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d staff 
member
s to 
engage 
in each 
nine 
staff 
respons
e-
resident 
behavior 
situation
s. After 
mean 
rate 
scores 
for the 
construc
ts of 
limit 
setting, 
activity 
demand, 
and 
denial of 
requests 
were 
derived 
from 
rate 
scores 
on the 
nine 
staff 
respons
e-
resident 
behavior 
situation
s, t-

contact such 
as pushing, 
hair pulling, 
pinching or 
slapping not 
resulting in 
injury. The 
standard is 
whether the 
assault was 
intentional 
or not. 
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tests 
were 
also 
perform
ed to 
determi
ne 
whether 
assaulte
d staff 
engaged 
in more 
limit 
setting, 
activity 
demand, 
and 
denial of 
requests 
than 
staff 
who 
were not 
assaulte
d. 

Title, abstract 
(brief 
summary) 
and author of 
the paperà 
include/exc
lude 

Settingà 
include/ 
exclude 

Population 
usedà 
include/excl
ude 

Type of 
exposure – 
aggression
/ 
violenceà  
include/ 
exclude  

The 
journal 
the paper 
was 
published 
in 

 

Type of 
paper – 
review 
paper, 
case 
study etc. 
published, 
unpublish
ed, in 
press etc. 

How the 
paper 
was 
located 

 

Language 
of the 
report/ 
country of 
origin 

Type of 
study – 
cohort, 
case 
control etc. 

A short 
description of 
the 
intervention 
used/how data 
was collected/ 
when data was 
collected 

Methods 
and 
analysis 
used 

 

Definition of  
violence 
used 

Reported 
number of 
violent 
incidents 
that the 
population 
(staff in 
forensic 
services) 
had 
experience
d/RESULTS 
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Nicholls, T. 
L., Brink, J., 
Greaves, C., 
Lussier, P., & 
Verdun-
Jones, S. 
(2009). 
Forensic 
psychiatric 
inpatients 
and 
aggression: 
An 
exploration of 
incidence, 
prevalence, 
severity, and 
interventions 
by gender. 
International 
journal of law 
and 
psychiatry, 
32(1), 23-30. 

forensic 
psychiatric 
hospital 

In total, 527 
patients had 
complete data 
and were part 
of intensive 
retrospective 
file reviews; 
inpatient 
aggression 
was evaluated 
using the 
Overt 
Aggression 
Scale. 

Patient 
data – 
including 
aggression 
and 
violence/se
rious 
incidents 

Internati
onal 
Journal 
of Law 
and 
Psychiatr
y 

Published Google 
Scholar 
electroni
c search 

English; 
Canada 

Observatio
nal 
retrospecti
ve study of 
patient 
data 

Between 
January 1st 
and December 
31st 2004, a 
total of 548 
patients were 
assessed 
and/or treated 
at the Forensic 
Psychiatric 
Hospital (FPH) 
in Port 
Coquitlam, 
British 
Columbia. Due 
to incomplete 
files and 
missing data, a 
total of 527 
patients were 
available for 
the present 
study. Socio-
demographic, 
mental health, 
and 
criminological 
patient 
information 
was extracted 
– patient file 
review 
questionnaire 
used, 
aggression and 
violent incident 
coding form 
used – Overt 
Aggression 
Scale (OAS) 

Statistic
al 
analyses 
were 
complet
ed using 
the 
Statistic
al 
Package 
for 
Social 
Sciences 
(SPSS-
14.0). 
Categori
cal data 
were 
analyze
d using 
two-way 
frequenc
y tables 
with the 
chi-
square 
test of 
indepen
dence 
and phi 
is 
reported 
as a 
measure 
of the 
strength 
of the 
associati
on 
between 

None used: 
Overt 
Aggression 
Scale (OAS) 
used to 
assess 
aggression. 
OAS 
conceptualis
es physical 
aggression 
as: 

 

There were 
310 
incidents 
which 
involved 
physical 
aggression 
and/ or 
inappropria
te sexual 
behaviour 
against 
others; 
these 
constituted 
our 
‘serious’ 
incidents 
which were 
followed-
up through 
first aid 
reports, 
worker's 
compensat
ion 
reports, 
and risk 
manageme
nt reports. 
It is 
noteworthy 
that even 
after 
removing 
the 
relatively 
innocuous 
incidents 
of verbal 
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used to assess 
aggression.--
>serious 
incident forms 

categori
cal 
variable
s (i.e., 
the 
effect 
size). 
Fisher's 
exact 
test was 
complet
ed when 
more 
than 
25% of 
the cells 
had an 
expecte
d count 
of less 
than 5. 
Two-
sample t 
tests 
were 
conduct
ed to 
compare 
the 
means 
of the 
men and 
women 
for 
continuo
us 
variable
s. 
Nonpara
metric 

aggression 
and 
property 
damage, 
most 
incidents 
of ‘serious’ 
aggression 
did not 
result in 
any 
injuries to 
staff 
(91.6%) 
regardless 
of whether 
the 
perpetrator 
was male 
(91.9%) or 
female 
(88.5%) 
χ2[2, 
N=310]=.
74, p=.69, 
Phi=.05).O
f those 212 
cases of 
serious 
aggression 
with 
complete 
data, most 
incidents 
involved a 
single 
target 
(87.5%), 
and it was 
equally 
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Date of extraction: 15/01/2018 – 21/01/2018 

 

 

 

analyses 
were 
conduct
ed on 
skewed 
data. 
Hierarch
ical 
logistic 
regressi
on 
analysis 
was 
used to 
evaluate 
the 
relations
hip 
between 
gender 
and 
inpatient 
aggressi
on after 
controlli
ng for 
diagnos
es. 

likely that 
Victims 
were co-
patients 
(49.5%) or 
staff 
(50.5%). 
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Appendix H: Thematic synthesis method: coding of themes 

and descriptive groupings 

Study Definition/term used 

Broderick et al (2015)  Aggressive Act to Staff–Physical: 

“Hitting, pushing, kicking, or similar 

acts directed against a staff person 

that could cause potential or actual 

injury”  

Cashmore et al (2012) (1)  Workplace violence: “Incidents 

where staff are abused, threatened 

or assaulted in circumstances 

related to their work, including 

commuting to and from work, 

involving an explicit or implicit 

challenge to their safety, well-being 

or health” 

Cashmore et al (2012) (2)  Physical abuse: defined as “any 

incident where a person experiences 

physical assault (e.g. being spat on, 

bitten, pushed, scratched or hit and 

so on) or sexual assault (defined as 

any forced physical sexual contact 

including forcible touching and 

fondling, any forced sexual acts 

including sexual intercourse).” 

Marth (2009)   Assault: “An assault is an 

intentional infliction of any injury 

upon another person. It includes 

serious physical injury requiring 

immediate medical attention or 

hospitalization; minor injury 

requiring routine minor first aid 

(such as disinfection and bandage); 

or physical contact such as pushing, 

hair pulling, pinching or slapping 
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not resulting in injury. The standard 

is whether the assault was 

intentional or not.” 

Nicholls et al (2009) Nicholls et al (2009) conceptualised 

physical aggression against others 

using the Overt Aggression Scale 

(OAS) (Silver and Yodofsky 

(1991)): 

Physical aggression against other 

people: “Makes threatening 

gestures, swings at people, grabs at 

clothes, strikes, kicks, pushes, pulls 

hair (without injury to them), 

attacks others causing mild-

moderate physical injury (bruises, 

sprain, welts), attacks others 

causing severe physical injury 

(broken bones, deep lacerations, 

internal injury).  
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CODES        THEMES DRAWN 

Aggressive Act 

Potential or actual injury 

Violence 

Abused, threatened or assaulted 

Challenge to safety, well-being or health 

Physical abuse 

Incident 

Physical assault 

Sexual assault 

Contact 

Assault 

Intentional  

Injury  

Medical attention 

Physical aggression 

Gestures 

Attacks  

 

 

 

 

 

 

 

 

 

ADVERSE INCIDENT 

Aggressive Act, physical aggression, Incident, 
Physical abuse 

EXTREME ACTION TOWARDS ANOTHER 
PERSON à PHYSICAL 

Violence, contact, assault, gestures, 
attack, Abused, threatened or 
assaulted, Sexual/physical assault 

 

NEGATIVE PHYSICAL OUTCOME 

Potential or actual injury- different 
severity levels, Challenge to safety, 
well-being or health, Injury, Medical 
attention  

 

DELIBERATE INTENT 

Intentional 
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Appendix I:   Study I and II Ethical approval documentation 
(HRA, University of Nottingham and Sponsor approval) 
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Appendix J: Study I and II Global email and intranet advert 
for participant recruitment 

Intranet Advert to participate: 
 
 
Research survey – participants needed! 

If you work with clients who have committed criminal offences and/or 
who possibly present with behaviours that are considered aggressive 
and violent then you are invited to take part in a study about your 
experiences.  

The study is being undertaken within the trust as part of a doctorate 
student research project with the University of Nottingham which 
invites staff who work with these clients in different services and 
professions to complete an online survey. Participation is voluntary; 
you do not need to disclose any information that could possibly 
identify you and your answers will remain anonymous.  

If you wish to find out more please follow the link below: 

(a link to the survey inserted) 

Many thanks! 

 
 
Initial global email invitation to participate – integrated into 
daily staff Trust email updates: 
 
Dear Colleague,  

I am emailing you to inform you of and to invite you to participate in 
a study that I am undertaking within the trust as part of a piece of 
research that will contribute to the achievement of my doctorate in 
Forensic Psychology with the University of Nottingham. 

The project is an online-based survey about staff perspectives in 
working with clients who have committed offences and who present 
with behaviours that are considered aggressive and violent. I will be 
looking at staff experiences of this client group, experiences of any 
aggression and violence in the workplace, and participants will be 
asked to complete three short questionnaires about the impact of 
your experiences, overall resilience and perceptions of stress.  

Hence, I am looking for individuals from different professions who 
currently work with this client group across different services. If you 
wish to find out more about the study and to participate please click 
on the link below to the survey: 

(a link to the survey inserted) 

Participation is entirely voluntary and if you wish to take part but 
change your mind about taking part then you may withdraw at any 
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point in the study. You do not need to disclose any information that 
could possibly identify you and your answers will remain anonymous. 

If you have any questions about the survey or any concerns I may be 
contacted by the above email address: sarah.hodgkinson1@nhs.net 
or by contacting me via my university email 
address:msxsh10@nottingham.ac.uk.  

Alternatively if you have any concerns you may also contact my 
university supervisor Dr. Shihning Chou on: 
shihning.chou@nottingham.ac.uk.  

Many thanks and best wishes,  

Sarah Hodgkinson 
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Appendix K: Study I and II Global email and intranet advert 

for participant recruitment 

           

 

Participant Information Sheet 

(Final version 1.0; 24/07/17) 

  

IRAS Project ID: 224887 

Title of Study: The Impact of Aggression and Violence on 
Healthcare Staff Working with Offenders: Exploring Resilience 
and Perceived Stress 

Name of Researcher(s):     Sarah Hodgkinson 

                                             Dr Shihning Chou 

                                             Dr Jennifer Yates      

We would like to invite you to take part in our research study. Before 
you decide we would like you to understand why the research is being 
done and what it would involve for you. Talk to others about the study 
if you wish. Contact us if there is anything that is not clear. 

What is the purpose of the study? 

This is an invitation to take part in a doctorate research study about 
the experiences of healthcare staff when working with offenders who 
may be aggressive and violent in the workplace. This study is being 
conducted as part of the completion of my degree for the award of a 
Doctorate in Forensic Psychology. This information is designed to tell 
you what it will involve. 

The study is an online survey about your experiences of working with 
those who have committed offences and those that may be 
considered aggressive and violent. The survey is designed to collect 
information exploring the impact of your experiences at work when 
working with this client group, your overall resilience, and perceptions 
of stress. This is designed to consider the level of impact of aggressive 
and violent experiences on staff when working with this group, and 
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to find out more about any mediating factors and the protective 
mechanisms staff have in place to cope with this environment. 
Secondary aims of the study involve further exploration of different 
aspects of resilience that individuals may have. 

Why have I been invited? 

You have been asked to participate because by following the online 
link you have identified that you currently work (or have worked in 
the past) with those who have committed criminal offences, are 
offenders, or who have a forensic history. Staff members from any 
discipline, background or age group are welcome to take part in the 
study, as long as they have experience working with offenders. This 
is because the study is based specifically on finding out about the 
experiences of staff who work with this type of service user. We are 
inviting a minimum of 300 participants like you to take part. 

Do I have to take part? 

It is up to you to decide whether or not to take part.  If you do decide 
to take part you may copy and paste this information sheet into a 
Word document and print it to keep and you will be asked to complete 
the consent form on the next page. If you decide to take part you are 
free to withdraw at any time and without giving a reason by closing 
the web browser. However, as this is an anonymous questionnaire, 
once you have finished and submitted your answers it is not possible 
to withdraw your responses. This would not affect your legal rights, 
and a decision to withdraw at any time, or a decision not to take part, 
will not adversely affect your job or your relationship with your 
manager. 

What will happen to me if I take part? 

If you decide to take part in the study you will be asked to fill in an 
online survey, which consists of a number of questions that relate to 
your own personal experiences. You will be asked to complete some 
demographic information and complete four short questionnaires. 
The survey should take approximately 20 minutes to complete. You 
will not be identifiable at any point during the survey and you can 
withdraw at any point. However, once you have submitted your 
questionnaire you will not be able to withdraw your responses from 
the study as the researcher is unable to identify you. Your 
participation is voluntary, and you may change your mind about being 
involved without giving a reason. 

Expenses and payments 

Participants will not be paid to participate in the study. 
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What are the possible disadvantages and risks of taking part? 

It is anticipated that there are no overt risks involved in taking part 
in the study. However, the study is about your experiences of 
aggression and violence in the context of the workplace. This could 
potentially be sensitive in reference to previous serious and/or 
traumatic experiences. However, you are not asked to directly discuss 
or recall your experiences, rather you will be asked to complete a 
questionnaire about your experiences. Also, as you are already 
working in services with offenders, it is expected that you will already 
be exposed to aggression and violence due to the client group you 
have chosen to work with and therefore the study is not exposing 
individuals to situations other than what you would experience whilst 
at work/in everyday life. 

It is possible that some participants may experience inconvenience in 
taking part in the study, such as some individuals taking longer than 
others to complete the survey. The content of the study has been 
carefully considered in its design to minimise risks, discomfort or 
inconvenience which may be incurred as a result of participating in 
the study. It is hoped that any inconvenience incurred will be 
balanced by any scientific value that the study may add to the existing 
research literature. 

What are the possible benefits of taking part? 

We cannot promise the study will help you but the information we get 
from this study may help others in the future. The research may be 
of personal interest to participants but with reference to personal 
benefit, there is no financial incentive or otherwise as a result of 
taking part in the research. However, the research may benefit others 
in the future in serving to highlight issues for staff in working with 
offenders and may be helpful in informing possible future research 
direction. 

What happens when the research study stops? What if there 
is a problem? 

If you have a concern about any aspect of this study, you should 
contact the researchers via email who will do their best to answer 
your questions.  The researchers contact details are given at the end 
of this information sheet. 

If this does not resolve the query to your satisfaction, please write to 
the Head of the School of Medicine, Professor Tony Avery:  

School of Medicine 
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University of Nottingham 

Medical School 

Nottingham  

NG7 2UH 

Will my taking part in the study be kept confidential? 

We will follow ethical and legal practice and all information about you 
will be handled in confidence. 

All information which is collected about you during the course of the 
research will be kept strictly confidential, stored in a secure and 
locked office, and on a password protected database.  No information 
which identifies you will be recorded as all responses are anonymous. 

Your personal data (address, telephone number) will be not be 
recorded for any part of this study. All raw data collected for the 
purposes of this study will be destroyed securely after the study has 
been completed and during this time all precautions will be taken by 
all those involved to maintain your confidentiality, only members of 
the research team will have access to the data. It is possible that 
relevant sections of the data collected during the study may be looked 
at by individuals from regulatory authorities, or from The University 
of Nottingham, to ensure the proper auditing and monitoring of the 
research 

What will happen if I don’t want to carry on with the study? 

Your participation is voluntary and you are free to withdraw at any 
time, without giving any reason, and without your legal rights being 
affected. If you withdraw during the study then the information 
collected so far will not be recorded and the data will be lost – only 
after you complete the survey and submit your responses will your 
data be used in the study. However, once you have submitted your 
responses these cannot be withdrawn as all data is anonymised and 
the researchers will not be able to identify you from the responses 
given. 

What will happen to the results of the research study? 

Once the data has been collected it will be analysed by the 
researchers for the purposes of writing a doctorate-level thesis which 
is expected to be completed in October 2018 at the earliest. It is 
possible that this piece of work will be also submitted for publication. 
This is the sole purpose of the research. Participants can learn about 
the overall results of the study if they wish by sending an expression 
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of interest to the researchers using the contact details below. 
Unfortunately as anonymity is maintained throughout the study the 
researcher is unable to provide individual results to participants. 

Who is organising and funding the research? 

This research is being organised and funded by the University of 
Nottingham. 

Who has reviewed the study? 

This study has been reviewed and given favourable opinion by the 
University of Nottingham’s School of Medicine and the Faculty of 
Medicine & Health Sciences ethics committee.  

Further information and contact details 

For further information or if you have any questions or concerns about 
the study please contact the chief investigators using the following 
details: 

• Sarah Hodgkinson (primary researcher - doctorate candidate): 

msxsh10@nottingham.ac.uk 

• Dr Shihning Chou (supervisor): 

shihning.chou@nottingham.ac.uk 

0115 846 6623 

• Dr Jennifer Yates (supervisor): 

Jennifer.yates@nottingham.ac.uk 

  

   Many thanks for taking the time to read this information. 

 

 

Appendix L: Study I and II Participant Consent form  
                               
 
 CONSENT FORM 
(Final version 1.0: 24/07/17) 
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Title of Study: The Impact of Aggression and Violence on 
Healthcare Staff Working with Offenders: 
Exploring Resilience and Perceived Stress 

 
IRAS Project ID: 224887 
 
Name of Researcher: Sarah Hodgkinson   
       Dr Shihning Chou 
       Dr Jennifer Yates    
   
 
 
 
1. I confirm that I have read and understand the 

information sheet final version number 1 dated 24/07/17 
for the above study and have had the opportunity to ask 
questions. 

 
2. I understand that my participation is voluntary and that 

I am free to withdraw at any time, without giving any 
reason. I understand that should I withdraw during the 
study (by closing the web browser) then the information 
collected so far will be not be submitted and that once I 
submit my responses this information cannot be 
withdrawn. 

 
3. I understand that the information collected about me may be used 
to support other research in the future, and my anonymised 
responses may be shared with other researchers and published as 
part of an academic publication. 
 
By clicking the button below I indicate that I understand what 
the study involves and that my answers are anonymous. I 
agree to take part and I understand that once I click ’submit’ 
at the end of the questionnaire it will not be possible to 
withdraw the data. 
 
 
4. I agree to take part in the above study. 
 
 
 
 
For your records you may copy and paste this consent form, 
or capture a print screen image.  
 

Appendix M: Study I and II Participant Debrief Sheet 

Participant Debrief Page (Humber) 

Please tick box 
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Thank you for taking part in this survey – your participation is very 
much appreciated! 

To recap, the survey was about your experiences of working with 
those who have committed offences and those that are considered 
aggressive and violent. The survey collected information about your 
experiences of this and you were asked to complete some 
questionnaires looking at the impact of your experiences, your overall 
resilience and perceptions of stress. This was designed to consider 
the level of impact on staff of working with this high-risk client group 
and to find out more about the protective mechanisms staff have in 
place to cope with this environment. 

The study was not designed for you to directly recall any traumatic 
experiences that you may have had at work, but it is possible you 
may have been reminded of some unpleasant experiences. If you feel 
you have been affected by any of the questions or wish to talk more 
about it then you may find out more about different services available 
by considering the information below: 

• The trust Occupational Health Service is an independent 
confidential service that provides an impartial advisory 
service to both employers and employees, and provides a Staff 
Counselling Service as well as other services. You can contact 
Humber NHS Occupational Health on 01482 389335/ 01482 
389333 or find out more on the global staff intranet 

• Focus Counselling Service – a local Hull based service working 
to support the mental health of managers, employees and their 
families. The service may be contacted on 01482 891564 or 
info@focuscounselling.co.uk 

• Survivors – Hull and East Riding: 
http://www.survivorshull.org.uk/ 

• The Samaritans - The quickest way to contact and get a 
response is by phone on 116 123, this number is FREE to call. 

• Let’s Talk – Depression and Anxiety Service in Hull - 
http://www.letstalkhull.co.uk/ or: call 01482 335 627 or email 
pws-letstalk.hull@nhs.net 

Once again thank you for taking part in the study. If you have any 
concerns or questions, or wish to find out more about the overall 
results of the study then please feel free to contact me on the 
following email address: 

msxsh10@nottingham.ac.uk 
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Unfortunately, as all responses are anonymous and I cannot identify 
individuals personally I am unable to provide individual responses to 
the survey. Alternatively you have contact my university research 
supervisors on the following email addresses: 

Shihning.chou@nottingham.ac.uk 

Jennifer.yates@nottingham.ac.uk 

  

Thank you! 

………………………………………………………………………………………………………………
………………… 

Participant Debrief Page (Nottingham) 

Participant Debrief Page 

Thank you for taking part in this survey – your participation is very 
much appreciated! 

To recap, the survey was about your experiences of working with 
those who have committed offences and those that are considered 
aggressive and violent. The survey collected information about your 
experiences of this and you were asked to complete some 
questionnaires looking at the impact of your experiences, your overall 
resilience and perceptions of stress. This was designed to consider 
the level of impact on staff of working with this high-risk client group 
and to find out more about the protective mechanisms staff have in 
place to cope with this environment. 

The study was not designed for you to directly recall any traumatic 
experiences that you may have had at work, but it is possible you 
may have been reminded of some unpleasant experiences. If you feel 
you have been affected by any of the questions or wish to talk more 
about it then you may find out more about different services available 
by considering the information below: 

• The trust Occupational Health Service is an independent 
confidential service that provides an impartial advisory 
service to both employers and employees. You can find out 
more on the global staff intranet. 

• The trust also operates the Centre for Trauma, Resilience and 
Growth which can be found on the trust webpage. For general 
enquiries, please contact Gemma Page, the Centre 
Administrator: gemma.page@nottshc.nhs.uk.  The Trauma 
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Service is a small team which generally only operates on 
Tuesdays, Wednesdays and Thursdays. The direct 
telephone line is 0115 8542225, which has secure voicemail 

• Nottingham Counselling Service – a local Nottingham based 
service that offers affordable counselling with no GP referral 
necessary. Please visit the website 
at https://www.nottinghamcounsellingcentre.org.uk/ or call 
0115 950 1743 to find out more. 

• The Samaritans - The quickest way to contact and get a 
response is by phone on 116 123, this number is FREE to call. 

• Nottingham Wellness In Mind is a service that provides advice 
and support for anyone in Nottingham seeking better mental 
health. To find out more visit 
https://www.wellnessinmind.org/ or call 0800 561 0073. 

Once again thank you for taking part in the study. If you have any 
concerns or questions, or wish to find out more about the overall 
results of the study then please feel free to contact me on the 
following email address: 

msxsh10@nottingham.ac.uk 

Unfortunately, as all responses are anonymous and I cannot identify 
individuals personally I am unable to provide individual responses to 
the survey. Alternatively you have contact my university research 
supervisors on the following email addresses: 

Shihning.chou@nottingham.ac.uk 

Jennifer.yates@nottingham.ac.uk 

  

Thank you! 

 

 

 

 

Appendix N: Evidence of conference presentation 

Impact Lecture Presentation 
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E-Poster Presentation 
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Appendix O: Presentations at Wathwood and Arnold Lodge 
sites 
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Appendix P: End of Study report 
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