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Background
Among important dimensions related to the use of coercive
measures, professionals’ attitude towards coercion is of par-
ticular interest. Little is known about how experiences of vio-
lence in the workplace might influence these attitudes.

Aims
The present study aimed to investigate potential correlates of
attitudes towards coercion, especially experiences of violence in
the workplace.

Method
Mental health professionals were contacted through an online
survey to assess their attitudes towards coercion using the Staff
Attitude to Coercion Scale (SACS). The three subscales of the
SACS (critical, pragmatic and positive attitudes) were analysed in
a multivariatemultiple linear regression, using a set of covariates
including experiences of violence in the workplace. We
hypothesised that experience of violence in theworkplacewould
correlate with less critical attitudes of staff members towards
coercion.

Results
A total of 423 professionals were included in the regression
analysis. Age, professional category, feeling of insecurity, having

witnessed or used coercion, and the emotional burden asso-
ciated with coercive measures had a joint significant effect on
the three SACS subscales. A feeling of insecurity, but not the
experience of violence, was associated with a less critical, more
positive appraisal of coercive measures. The emotional burden
related to the use of coercionwas associatedwith amore critical
attitude.

Conclusions
The present results highlight the importance of considering staff
members’ training and well-being regarding their feelings of
insecurity when addressing attitudes towards coercion. The
experience of patients should be integrated into staff training
and coercion reduction programmes.
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The potential dramatic consequences of coercive measures such as
seclusion, restraint and forcedmedication are well-known.1 There is
great variation in the use of coercion among countries, regions and
institutions that has not been fully explained to date. Factors directly
related to staff members have been discussed as potentially influen-
cing the use of coercion,2 and professionals’ attitudes towards coer-
cion have been investigated as potential factors that might reflect
individual and institutional perceptions of coercive practices.3–5

Cultural, ward-related, individual and patient-related factors all
seem to influence staff members’ attitudes.6 Regarding differences
between professional groups, a study reported that psychiatrists
and psychologists tend to have more critical, less positive attitudes
towards coercion than nurses.7 Another study yielded similar
results, with psychiatrists, especially senior clinicians, and experi-
enced staff members showing more critical attitudes towards coer-
cion.8 An Indian study also found that psychiatrists tended to have a
more critical view of coercion compared with patients’ relatives.9

Steinert et al also showed that social workers and psychologists
tended to approve coercion less than psychiatrists or nurses,10

and findings by Vandamme et al similarly supported the hypothesis
that nurses were more positive regarding the use of coercion.11

Recent work by Krieger et al supported the hypothesis that staff
attitudes are directly related to particular emotional aspects linked
to their experiences at work.12 As an example, high levels of emo-
tional exhaustion are related to more positive appraisal of coercion
among nurses.13 Most studies show that staff members tend to have
a pragmatic view of coercion as necessary for providing care and
security.4,14 Regarding this aspect, the perceived level of aggression

on wards and the impression of insufficient safety measures seem to
be associated with the use of coercion.15 Nurses’ feeling of safety was
also shown to be potentially associated with the use of seclusion in
another study.16 According to the scientific literature, nurses are
among the professional categories most at risk of experiencing vio-
lence at work during their career, especially in mental health set-
tings.17,18 A history of assault by a patient was found to be
associated with more frequent use of mechanical restraint in a
study by Moyan and colleagues.19 Violence and coercion in psychi-
atric care are thus highly entangled issues. However, there has not
yet been any research investigating the influence of experience by
staff members of violence and their attitudes towards coercion.

The present work thus aimed to investigate potential correlates
of attitudes of staff members towards coercion, especially their
experience of violence in the workplace. We hypothesised that
experiences of violence at work would be correlated with less crit-
ical, more positive attitudes towards coercion.

Method

Participants and procedures

This was an observational, cross-sectional study. Staff members of
the Department of Psychiatry of the Geneva University Hospital
were contacted and asked to complete a single anonymous online
survey (n = 881). These included nurses, psychiatrists, psycholo-
gists, social workers, occupational and psychomotor therapists,
and administrative and cleaning staff.

BJPsych Open (2024)
10, e80, 1–8. doi: 10.1192/bjo.2024.29

1
https://doi.org/10.1192/bjo.2024.29 Published online by Cambridge University Press

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog?doi=https://doi.org/10.1192/bjo.2024.29&domain=pdf
https://doi.org/10.1192/bjo.2024.29


Study data were collected through an anonymous online question-
naire using the Research Electronic Data Capture (REDCap) tools.20,21

The survey included comprehensive information about the study
protocol, and participants were asked to give their explicit consent
to participation. Data were gathered during an 8 month period.

The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and
institutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2008. The local ethics
committee waived the project because it did not fall under national
legislation on human research (Commission cantonale d’éthique de
la recherche; no. 2021-00303).

Legal framework of coercive measures in Switzerland

The Swiss Civil Code regulates the use of coercive measures in
Switzerland.Measures physically limitingmovement such as seclusion
or mechanical restraint are only allowed in cases of severe danger to
oneself or others, or serious disruption to community life. All deci-
sions to apply a coercive measure are prescribed by medical doctors
after the approval of a senior physician. Prescriptions are valid for a
24 h period and must be renewed if necessary. A written decision is
handed to the patient or his/her authorised representatives. Patients
can appeal against this decision within 10 days.

Outcomes and instruments
Sociodemographic data

We collected data regarding gender, age category, job position, part-
time activity, service, work setting (in- or out-patient) and years of
experience in psychiatry.

Experience of violence in the workplace and feeling of insecurity

Using an ad hoc questionnaire developed for the project, the follow-
ing data were gathered: experience of violent events (physical or
verbal assault) during the past 12 months; nature and number of
events experienced, number and duration of periods of sick leave
following a violent incident during the past 12 months; feeling of
insecurity at work, rated on a visual analogue scale ranging from
0 (no insecurity) to 100 (extreme insecurity); quality of support
received after violent events, rated on a five-point Likert scale;
and completion of violence prevention training in the past
3 years. Participants were also asked whether they had witnessed
or used coercive measures (seclusion, restraint, forced medication)
during the past 12 months and to rate the emotional burden of such
measures on a scale ranging from 0 (no burden) to 100 (extreme
burden).

Attitude to coercion

Staff attitudes to coercion were assessed with the Staff Attitude to
Coercion Scale (SACS).22 The SACS comprises 15 items rated
using a five-point Likert scale ranging from 1 (strongly disagree)
to 5 (strongly agree) and assesses three dimensions of the indivi-
dual’s attitude towards coercion. Critical attitude relates to coercion
as offensive towards patients. It includes six items with a score range
of 6–30. The higher the score, the more staff perceive coercion as
offending patients. Pragmatic attitude views coercion as a means
of providing care and safety. It consists of six items and scores
between 6 and 30. Higher scores indicate greater appraisal of coer-
cion as necessary for care and security reasons. Positive attitude
relates to coercion as treatment and consists of three items (scores
3–15). Here, higher scores indicate a stronger perception of coercion
as necessary for treatment. A French translation of the instrument
was made for this study using a back-translation method. The
original scale showed good psychometric properties.22 Internal

consistency as assessed for each dimension by Cronbach’s alpha
coefficient was 0.70 for critical attitude, 0.73 for pragmatic attitude
and 0.69 for positive attitude. For our study, these coefficients were
0.78, 0.81 and 0.68, respectively.

Symptoms of burnout

To assess the presence and intensity of burnout symptoms, we
used the French version of the Oldenburg Burnout Inventory
(OLBI).23,24 The OLBI is a 16-item self-rating instrument that
assesses two core dimensions of burnout, namely exhaustion and dis-
engagement. Each dimension comprises eight items whose ratings
range from 1 (strongly agree) to 5 (strongly disagree). Negatively
worded items (four in each dimension) are reversed-scored so that
higher scores for each item correspond to more negative responses.
Hence, higher scores indicate higher levels of exhaustion and disen-
gagement, respectively. The score range of each dimension is from
8 to 32 The French version showed good psychometric properties,
with Cronbach’s alpha of 0.81 for the exhaustion subscale and
0.69 for the disengagement subscale.24 In the current study, the
Cronbach’s alpha coefficients were 0.86 and 0.73, respectively.

Statistical analyses

Descriptive statistics such as mean and standard deviation or per-
centages were computed to summarise participants’ characteristics.

We addressed the research question by fitting a multivariate
multiple linear regression, a statistical method used to assess the
effects of a set of covariates on more than one dependent variable.
The Pillai’s trace statistic, known for its robustness to departure
from normality and adequate power to detect true differences in a
variety of situations, was used to test the hypothesis that the
explanatory variables have a significant effect on the dependent
variables.25,26 The overall null hypothesis test for the multivariate
model is H0: B = 0. Its values range from 0 to 1, and increasing
values mean that effects are significant, rejecting the null hypothesis
that the coefficients are 0. Beforehand, the modelling of separate
regressions with the same regressors was deemed necessary. As
we had multiple responses, the assumption of multivariate normal-
ity of the residuals was also assessed through the Shapiro–Wilk test.

Hence, the three SACS subscale scores (critical, pragmatic and
positive attitudes), used as dependent variables, were modelled as
functions of age (≤29 years v. 30–39 years, v. 40–49 years v. ≥50
years); gender (female v. male); job position (nursing assistant/
nurse v. medical doctor v. occupational therapist/psychologist);
experience of violent events during the past 12 months (yes v.
no); feeling of insecurity, exhaustion or disengagement (OLBI
scores); experience with coercion during the past 12 months (yes
v. no); years of professional experience; work setting (in-patient v.
out-patient); and emotional burden of coercive measures as covari-
ates. The choice of explanatory variables was determined by previ-
ous scientific findings and driven by our main hypothesis.4

Categorical variables with k categories were transformed into k− 1
dummy variables to be considered in the regression, the kth being
set aside as the reference category against which all other categories
were compared. These were younger age, male gender, nursing assist-
ant/nurse position, out-patient setting, absence of a violent event and
no use of coercion. When performing multivariate multiple linear
regressions, the same covariates and the same reference category
must hold during the phase of the multiple regression procedure
for the overall multivariate test to be valid.

The core assumptions made by multiple linear regression (nor-
mality, linearity, homoscedasticity and independence of residuals)
were assessed through plots of residuals in routine pre-analysis
screening.27 In cases of multicollinearity, any value of the variance
inflation factor greater than 5 should be a matter for concern.28
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Missing values

Four-hundred and seventy-seven records were extracted from the
REDCap platform. After exclusion of those who did not consent to
participate, we were left with a sample of 468 respondents, with incom-
plete data up to 8%. Missingness was dealt with using the expectation-
maximisation algorithm, a single-imputation simulation technique
which imputes missing values by an iterative procedure. Missingness
by design, i.e. when responses are not expected for respondents who
do not experience a particular event, was not imputed.

Sample size estimate

Based on a previous study conducted in the Department of
Psychiatry, a response rate of about 30% (or 300 participants) was
expected.29 Referring to Green, the common rule-of-thumb
sample size calculation for univariate multiple regression models
is N≥ 50 + 8 m, where m is the number of predictors.30 Adapting
this rule for the multivariate case (N≥ 3 × 50 + 8 m) led to a

minimum sample of 270 people (three dependent variables and
15 common predictors). Of note, the 45 administrative and cleaning
staff who were part of the survey were excluded from the regression
analyses as they had no direct contact with coercive measures,
unlike the health professionals. Thus, the sample of 423 participants
was sufficient to address the research questions.

For all analyses, significance was set at P < 0.05. We used IBM
SPSS for estimation of missing values and R to conduct the multivari-
ate procedures, in particular, the ‘car’ and ‘mvnormtest’ packages.31,32

Results

Descriptive analysis

Descriptive statistics are summarised in Table 1. Overall, 468 parti-
cipants responded to the survey (response rate: 53.1%). Participants
were predominantly women (63.9%), nursing assistant/nurses
(56.6%) and worked in an in-patient setting (64.1%). A majority

Table 1 Characteristics of surveyed participants

Demographic and other characteristics
N or median

(range)
Percentage or
mean ± s.d. Missing imputeda

Age, years Yes
≤29 55 11.8
30–39 141 30.1
40–49 127 27.1
≥50 145 31.0

Gender Yes
Male 169 36.1
Female 299 63.9

What is your job? Yes
Nursing assistant/nurse 265 56.6
Medical doctor 93 19.9
Psychologist or occupational therapist 65 13.9
Administrative, cleaning staff, other 45 9.6

How many experience years do you have in psychiatry? 11.2 (0–42) 13.5 ± 10.2 Yes
In what healthcare sector do you currently work? Yes

Out-patient 168 35.9
In-patient 300 64.1

In the past 12 months, did you witness or apply yourself coercive measures? Yes
Yes 316 67.5
No 152 32.5

What was the emotional impact of such measures on you? 51.7 (0–100) 51.7 ± 21.3 Yes
In the past 12 months, did you experience a violent event (physical or verbal attack) at your

workplace?
Yes

Yes 340 72.6
No 128 27.4

In the past 12 months, did you experience physical attacks at your workplace? Yes
Yes 127 27.1
No 341 72.9

In the past 12 months, did you experience verbal attacks at your workplace? Yes
Yes 335 71.6
No 133 28.4

In the past 12 months, how often do you believe you have been a victim of verbal attack? No
Rarely 62 13.2
Less than once a month 71 15.2
Several times a month 124 26.5
Several times a week 45 9.6
Every day 16 3.4

In the past 3 years, did you receive training on violence prevention No
Yes 162 34.6
No 285 60.9

Using a 100 point scale, indicate your feeling of insecurity 30 (0–100) 35.1 ± 26.4 Yes
OLBI disengagement subscore 17 (8–29) 17.4 ± 3.6 Yes
OLBI exhaustion subscore 19 (8–32) 18.9 ± 4.4 Yes
SACS critical attitude subscore 19 (6–30) 19.5 ± 3.9 Yes
SACS pragmatic attitude subscore 23 (6–30) 23.3 ± 3.5 Yes
SACS positive attitude subscore 8 (3–15) 7.7 ± 2.2 Yes

OLBI, Oldenburg Burnout Inventory; SACS, Staff Attitude to Coercion Scale.
a. Only variables in the regression models and auxiliary variables that may have contained information about the missing data were imputed.
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had used or witnessed coercive measures during the past 12 months
(67.5%), 27.1% had experienced physical assault at the workplace
during the same period, and 71.6% were victims of verbal assault.
Only 34.6% of the participants had received violence prevention
training over the past 3 years.

Regression analysis

No violations of key assumptions for conducting multiple regres-
sion were detected. There was no multicollinearity between the cov-
ariates, as evidenced by the variance inflation factor (no value
exceeding 5).

The results of three separate standard multiple linear regres-
sions with (a) critical attitude, (b) pragmatic attitude and (c) positive
attitude subscores as dependent variables are given in Table 2. The
adjusted R-squared values were 20% for SACS critical attitude, 12%
for SACS pragmatic attitude and 14% for SACS positive attitude.

Critical attitude

Considering SACS critical attitude, age, gender, job category, feeling
of insecurity, using or witnessing coercion, and emotional burden of
coercive measures were significantly associated with the dependent
variable. Older age was negatively associated with critical attitudes

Table 2 Multiple regression estimates for SACS critical, pragmatic and positive attitudes

SACS dimension Parameter Beta s.e. t-value P-value

Critical attitude
Intercept 17.68 1.26 14.06 <0.001
Age

≤29 years old (ref. cat.) – – – –

30–39 years old −0.86 0.61 −1.41 0.2
40–49 years old −2.04 0.70 −2.93 0.004
≥50 years old −2.22 0.64 −2.65 0.008

Gender
Female −0.93 0.38 −2.44 0.01
Male (ref. cat.) – – – –

Job category
Nursing assistant/nurse (ref. cat.) – – – –

Medical doctor 1.20 0.50 2.40 0.02
Occupational therapist/psychologist 1.66 0.57 2.93 0.004

Years professional experience 0.05 0.03 1.77 0.08
Work setting

In-patient −0.24 0.47 −0.50 0.6
Out-patient (ref. cat.) – – – –

Violent event
Yes −0.46 0.50 −0.92 0.4
No (ref. cat.) – – – –

Feeling of insecurity −0.03 0.01 −3.24 0.001
OLBI disengagement −0.01 0.07 −0.17 0.9
OLBI exhaustion −0.02 0.06 −0.26 0.8
Witnessing or using coercion oneself

Yes 1.17 0.52 2.24 0.03
No (ref. cat.) – – – –

Emotional burden of coercive measures 0.08 0.01 8.79 <0.001
Pragmatic attitude

Intercept 23.17 1.12 19.80 <0.001
Age

≤29 years old (ref. cat.) – – – –

30–39 years old −0.24 0.57 −0.42 0.7
40–49 years old −0.14 0.65 −0.21 0.8
≥50 years old −0.12 0.78 −0.15 0.7

Gender
Female 0.15 0.35 0.43 0.7
Male (ref. cat.) – – – –

Job category
Nursing assistant/nurse (ref. cat.) – – – –

Medical doctor 1.07 0.47 2.29 0.02
Occupational therapist/psychologist −0.17 0.53 −0.32 0.7

Years professional experience −0.02 0.03 −0.62 0.5
Work setting

In-patient −0.27 0.44 −0.61 0.5
Out-patient (ref. cat.) – – – –

Violent event
Yes 0.68 0.46 1.47 0.1
No (ref. cat.) – – – –

Feeling of insecurity 0.03 0.08 3.66 <0.001
OLBI disengagement 0.08 0.06 1.26 0.2
OLBI exhaustion −0.02 0.06 −0.38 0.7
Witnessing or using coercion oneself

Yes 0.45 0.49 0.93 0.3
No (ref. cat.) – – – –

Emotional burden of coercive measures −0.05 0.01 −5.81 <0.001
(Continued )
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(P = 0.004 and P = 0.008 for 40–49 and 50+ years, respectively). In
other words, older staff members were less likely to perceive coer-
cion as offending patients compared with the ≤29-year-old cat-
egory. Similarly, gender and feeling of insecurity were negatively
associated with the dependent variable (P = 0.01 and P = 0.001,
respectively). Compared with males, females perceived coercion as
less offending. Likewise, staff members showing higher levels of
insecurity were less critical towards coercion. Conversely, job cat-
egory, witnessing or using coercion, and the emotional burden asso-
ciated with coercive measures were all positively associated with the
dependent variable. Compared with nursing assistants/nurses, psy-
chiatrists and occupational therapists/psychologists were more
likely to score high on this scale (P = 0.02, P = 0.004). The same
was true for participants having witnessed or used coercion com-
pared with those who did not (P = 0.03). Likewise, the level of emo-
tional burden was positively associated with critical attitude scores
(P < 0.001). Experience of violent events in the past 12 months
was not significantly associated with critical attitude subscale
scores (P = 0.4).

Pragmatic attitude

Regarding the SACS pragmatic attitude subscale, job category,
feeling of insecurity and emotional burden of coercive measures
all had significant effects on the dependent variable. Compared
with nursing assistants/nurses, being amedical doctor had a positive
association with the dependent variable. In other words, medical
doctors viewed coercion as necessary for safety and security
reasons more than nurses (P = 0.02). Higher levels of perceived inse-
curity were also associated with higher subscale scores (P < 0.001).
For the emotional burden, a negative association was observed.
Reporting of high levels of emotional burden associated with the
use of coercive measures was correlated with lower appraisal of
coercion as necessary for safety reasons (P < 0.001). There was no
association with experience of violent events (P = 0.1).

Positive attitude

Regarding SACS positive attitude, feeling of insecurity and emo-
tional burden of coercive measures were the only significant covari-
ates. Indeed, a feeling of insecurity was positively associated with the
dependent variable. Higher levels of insecurity were correlated
with a stronger perception of coercion as a treatment intervention
(P = 0.03). On the contrary, the emotional burden of coercive mea-
sures was negatively associated with this subscale. Higher experi-
enced emotional burden in relation to the use of coercion was
associated with a less positive attitude (P < 0.001). There was no dif-
ference between nurses and medical doctors, nor between nurses
and occupational therapist/psychologists (P = 0.8 and P = 0.6,
respectively). There was also no influence of experience of violent
events (P = 0.2).

Multivariate regression

The result of the Shapiro–Wilk test for multivariate normality of the
residuals was W = 0.92 (P < 0.001).

Pillai’s multivariate test of significance (F = 5.17, P < 0.001)
showed that age, job category, feeling of insecurity, witnessing or
using coercion, and emotional burden related to coercive measures
had joint significant effects on the three dependent variables. More
precisely, the null hypothesis that the coefficients for age classes
40–49 and ≥50 years, being a medical doctor or occupational
therapist/psychologist, feeling of insecurity, witnessing of using
coercion oneself, and emotional burden of coercive measures were
zero were rejected at P < 0.05 (details are shown in Table 3). The
experience of violent events had no influence on the three depend-
ent variables (P = 0.05).

Sensitivity analysis

To rule out potential biases induced by including professionals not
directly involved in the decision-making processes related to

Table 2 (Continued )

SACS dimension Parameter Beta s.e. t-value P-value

Positive attitude
Intercept 7.70 0.72 10.75 <0.001
Age

≤29 years old (ref. cat.) – – – –

30–39 years old −0.44 0.35 −1.25 0.2
40–49 years old 0.04 0.40 0.11 0.9
≥50 years old 0.22 0.48 0.47 0.6

Gender
Female 0.19 0.22 0.89 0.4
Male (ref. cat.) – – – –

Job category
Nursing assistant/nurse (ref. cat.) – – – –

Medical doctor 0.06 0.29 0.20 0.8
Occupational therapist/psychologist 0.19 0.32 0.58 0.6

Years professional experience −0.02 0.02 −1.24 0.2
Work setting

In-patient −0.14 0.27 −0.54 0.6
Out-patient (ref. cat.) – – –

Violent event
Yes 0.34 0.28 1.19 0.2
No (ref. cat.) – – –

Feeling of insecurity 0.01 0.005 2.13 0.03
OLBI disengagement 0.07 0.04 1.72 0.1
OLBI exhaustion −0.003 0.03 −0.08 0.9
Witnessing or using coercion oneself

Yes −0.50 0.30 −1.0.67 0.1
No (ref. cat.) – – – –

Emotional burden of coercive measures −0.02 0.005 −5.08 <0.001

SACS, Staff Attitude to Coercion Scale; ref. cat., reference category; OLBI, Oldenburg Burnout Inventory.
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coercive measures, we performed a sensitivity including only nurses
and psychiatrists as professional categories. The results of the multi-
variate regression analysis did not differ from those of the main ana-
lysis, except with respect to age. Indeed, job position, feeling of
insecurity, witnessing or using coercion and emotional burden of
coercive measures had joint significant (P < 0.05) effects on the
three dependent variables.

Discussion

The present work investigated the determinants of the attitudes of
staff members towards coercion, especially regarding the experience
of violent events. The main hypothesis was that the experience of
violence in the workplace would be related to a less critical attitude
towards coercion.

Our results invalidate this hypothesis, as the experience of
violent events in the workplace was not associated with attitudes
towards coercion. However, our analysis showed that a feeling of
insecurity was significantly associated with a less critical, more posi-
tive attitude. This discrepancy seems to indicate that attitudes
towards coercion might be influenced not by the experience of vio-
lence but rather by the ability to handle the potential for violence
and feelings of insecurity. This decisive role of insecurity confirms
previous scientific findings.14,33,34 It can be hypothesised that
feeling unsafe or not in the capacity of handling violent situations
might reinforce the vision of coercion as an important, positive
means of protection and care. Staff members night thus use coercive

measures as means of dealing with the apprehension of violence,
while minimising their deleterious consequences. The fact that
about two-thirds of our sample had not received any type of vio-
lence management training in the past 3 years should be regarded
in the light of these results as problematic. As the literature has
shown, effective and regular staff training could help to prevent
the use of coercive measures and positively influence attitudes
towards coercion.4,35,36 Such training should provide staff
members with de-escalation techniques and alternatives to coercive
measures. Special institutional attention should also be paid to
support of staff members regarding their feelings of safety, including
regular clinical team supervision.

Our results also show that psychiatrists and psychologists/occu-
pational therapists have more critical attitudes towards coercion
than nursing staff. This confirms previous literature findings.10,12

These results should be carefully considered and discussed. There
are major differences between professions in terms of responsibil-
ities regarding coercive measures, as psychiatrists hold the power
to decide to use such measures, even if the situation is discussed
with other professionals. Psychologists and occupational therapists
are normally not directly involved in the decision-making process
but rather witness coercive measures being used. It can thus be
hypothesised that the influence of job position on attitudes
towards coercion is mediated by the role of professionals regarding
coercive measures.

As Morandi et al have shown, psychiatrists tend to experience
more external pressures (issues that drive the use of coercive mea-
sures) and internal pressures (ethical conflicts).8 Differences are
also notable in the daily activities of health professionals regarding
patient contact, with nursing staff engaging in much closer and
intensive contact with patients in hospital. The frequency and inten-
sity of these contacts might thus affect the experience of insecurity
or the appraisal of a patient’s clinical state, in turn influencing one’s
appraisal of coercion.

Having used or witnessed a coercive measure during the past
12 months was associated with a more critical attitude. This
finding should be carefully interpreted as it seems to be in contradic-
tion with previous findings.8,37–39 However, most of these previous
studies used instruments and scales other than the SACS, limiting
the comparability of results. A study by Molewijk et al using the
SACS showed that staff members who experienced coercion at
least weekly were more likely to have a pragmatic attitude compared
with those who never or rarely experienced it.39 Regarding
interpretation of our finding, it must be mentioned that our
Department has been progressively implementing a broad coercion
reduction programme over the past years. Thus, staff members were
probably already influenced in their perceptions of the more nega-
tive aspects of coercive interventions. Furthermore, although a large
proportion of staff members took part in the study, we cannot
exclude an influence of selection bias, as the staff members most
engaged in the matter of coercion reduction could have been
more likely to answer the survey. Further qualitative distinctions
should also be made in future research to understand potential dif-
ferences between using or witnessing coercive measures regarding
staff members’ attitudes. As discussed above, these differences
might reflect different intensities and frequencies of patient
contact. The frequency of experiences with coercion and more or
less active roles in decision-making could also be interesting vari-
ables for a future analysis.

Notably, the emotional burden associated with the use of coer-
cive measures was associated with less positive, more critical atti-
tudes towards coercion, a result in line with previous findings by
Krieger and colleagues, who completed the SACS by adding new
items to assess staff members’ views and emotions about coercion.12

As the SACS assesses mostly cognitive aspects of attitudes towards

Table 3 Multivariate regression results for SACS subscores

d.f.
Pillai’s
trace F

Num
d.f.

Den
d.f.

P-
value

Age
≤29 years old
(ref. cat.)

– – – – – –

30–39 years old 1 0.01 1.94 3 406 0.12
40–49 years old 1 0.02 3.74 3 406 0.01
≥50 years old 1 0.02 2.95 3 406 0.03

Gender
Female 1 0.01 2.11 3 406 0.1
Male (ref. cat.) – – – – – –

Job category
Nursing assistant/
nurse (ref. cat.)

– – – – – –

Medical doctor 1 0.04 6.15 3 406 0.0004
Occupational
therapist/
psychologist

1 0.03 4.01 3 406 0.008

Years professional
experience

1 0.01 1.21 3 406 0.3

Work setting
In-patient 1 0.003 0.43 3 406 0.7
Out-patient
(ref. cat.)

– – – – – –

Violent event
Yes 1 0.01 0.84 3 406 0.5
No (ref. cat.) – – – – – –

Feeling of insecurity 1 0.04 5.66 3 406 0.0008
OLBI disengagement 1 0.01 1.24 3 406 0.3
OLBI exhaustion 1 0.001 0.12 3 406 0.9
Witnessing or using coercion oneself

Yes 1 0.03 4.04 3 406 0.007
No (ref. cat.) – – – – – –

Emotional burden of
coercive
measures

1 0.17 28.00 3 406 <0.001

SACS, Staff Attitude to Coercion Scale; Den, denominator; Num, numerator; OLBI,
Oldenburg Burnout Inventory; ref. cat., reference category.
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coercion, assessment of the emotional burden associated with coer-
cion sheds important light on the determinants of these attitudes.40

This emotional burden might be linked to past professional or per-
sonal experiences and reflect internal conflicts or perceptions dir-
ectly related to the way patients experience coercion, often
marked by feelings of humiliation, shame and dehumanisation.

The integration of patients’ perspectives into staff training
regarding the management of violence and the use of coercion
could be, in this context, a possible way to influence staff’s views
about coercive measures. The post-coercion review could prove to
be an essential instrument to yield this perspective.41 The systematic
use of advance statements could also be an important way of carry-
ing the experiences of patients, increasing staff members’ awareness
of the consequences of coercive measures and identifying possible
alternatives. Furthermore, the involvement of peer workers, whose
key role in the facilitation of advanced directives has recently
been shown, should be reinforced.42

With respect to other influencing factors, our results indicate
that gender and age are significantly associated with critical atti-
tudes towards coercion. Past research has yielded mixed and
partly contradictory results regarding the role of gender.43,44 In
our sample, women tended to show slightly less critical attitudes
towards the use of coercion. A possible explanation could be that
womenmight perceive insecurity and the risk of violence differently
frommen and thus be more likely to validate the use of coercion as a
means of protection. Qualitative analyses would be very helpful to
understand better this association in our context. Similarly, the
role of age could not clearly be identified in the literature. Older par-
ticipants in our sample tended to have less critical attitudes towards
coercion. The evolution of psychiatric practices, as well as nursing
and medical education, with a stronger focus on issues related to
coercion and patients’ rights could explain the tendency of
younger, newly trained staff members to be more critical towards
coercive practices that might have been more accepted in the past.
Younger staff members might thus be more inclined to question
coercive practices that do not match their personal ideal represen-
tation of their work and to perceive their negative consequences
in a more acute way.

Regarding limitations, it must be considered that attitudes
towards coercion represent a complex phenomenon linked not
only to staff-related variables but also to institutional and organisa-
tional factors that were not investigated in the present survey.
Existing policies, institutional culture, and architectural and envir-
onmental factors all influence attitudes towards coercion.14 This
wide range of potential influencing factors probably explains the
somehow low R-squared values of the regressions. The SACS
surely also only captures some aspects of attitudes towards coercion,
as acknowledged by the authors of the scale.3 To the best of our
knowledge, the SACS is the only evaluated instrument for assess-
ment of staff attitudes towards coercion. Newer instruments captur-
ing a broader spectrum of dimensions related to attitudes towards
coercion are needed to investigate further this outcome. Social desir-
ability might also have influenced the results, considering the efforts
made over the past years to address the issue of coercion in the
Department. Last, the relationship between attitude towards coer-
cion and the use of coercive measures remains an unresolved ques-
tion that could not be addressed in the present study.

However, the fact that the regression models included staff
members not involved in decisions relating to coercive measures
or in the application of such measures may have biased the
results. We chose to include staff members not directly involved
in decision-making processes surrounding coercion, as their views
might reflect a general institutional perception of coercion. As
these professionals are also exposed to violence, it seemed important
to include their perceptions in the analysis. Furthermore, most

studies investigating attitudes towards coercion also included all
professional categories in contact with patients.12,22,39 The results
of the sensitivity analysis we performed did not differ greatly
from those of the main analysis, showing that the inclusion of
these groups of professionals did not influence the core results.

Another strength of this work is the large, representative sample
of staff members working at our Department, spanning across all
professional categories. This large sample, as well as the wide
range of investigated variables allowed us to produce important
results shedding new light on the issue of the attitude towards
coercion.

In conclusion, our results indicate that experience of violent
events at the workplace does not influence staff members’ attitudes
towards coercion. However, feeling of insecurity and the burden of
coercive measures both, although in opposite directions, influence
the way staff members perceive coercive measures. Even if the
link between attitude and use of coercion remains unclear, institu-
tional coercion reduction policies should focus on changing the per-
ception of coercion by staff members, as their perspectives probably
have an impact on the way coercion is applied in psychiatric ser-
vices. Such coercion reduction programmes should include thor-
ough and regular staff training, including post-coercion review
techniques. These training programmes should also have a strong
focus on the lived experience of patients who have faced coercive
measures.
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