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Abstract
Background: Patient aggression and violence against staff members and other patients are common concerns in
psychiatric units. Many structured clinical risk assessment tools have recently been developed. Despite their superiority
to unaided clinical judgments, staff has shown ambivalent views towards them. A constant worry of staff is that the
results of risk assessments would not be used. The aims of the present study were to investigate what were the
interventions applied by the staff of a psychiatric admission ward after a high risk patient had been identified, how
frequently these interventions were used and how effective they were.
Methods: The data were collected in a naturalistic setting during a 6-month period in a Finnish psychiatric
admission ward with a total of 331 patients with a mean age of 42.9 years (SD 17.39) suffering mostly from
mood, schizophrenia-related and substance use disorders. The total number of treatment days was 2399. The staff
assessed the patients daily with the Dynamic Appraisal of Situational Aggression (DASA), which is a structured violence
risk assessment considering the upcoming 24 h. The interventions in order to reduce the risk of violence following a
high DASA total score (≥4) were collected from the patients’ medical files. Inductive content analysis was used.
Results: There were a total of 64 patients with 217 observations of high DASA total score. In 91.2% of cases, at least
one intervention aiming to reduce the violence risk was used. Pro re nata (PRN)-medication, seclusion and focused
discussions with a nurse were the most frequently used interventions. Non-coercive and non-pharmacological
interventions like daily activities associated significantly with the decrease of perceived risk of violence.
Conclusion: In most cases, a high score in violence risk assessment led to interventions aiming to reduce the risk.
Unfortunately, the most frequently used methods were psychopharmacological or coercive. It is hoped that the
findings will encourage the staff to use their imagination when choosing violence risk reducing intervention techniques.
Keywords: Aggression, The dynamic appraisal of situational aggression, Intervention, Violence risk assessment

Background
Patient aggression and violence against staff members
and other patients are common concerns in psychiatric
units [1, 2]. In a Finnish nationwide interview study, as
many as 8% of psychiatric staff reported experiencing
violence from patients at least once a week and 16% one
to three times per month [2]. In a study by Ross et al.
[3], 21% of patients had experienced an aggressive incident with another patient during their first 2 weeks of
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hospitalization. Patient aggression affects the physical
and psychological health of personnel [4, 5], and the fear
generated from working in a climate of potential danger
can undermine patient care [6]. The patients who have
acted aggressively are often subject to restrictive interventions, including restraint and seclusion [7]. However,
using these strategies may increase even more stress and
tension on the ward [8]. Against this background, efforts
have been stepped up to increase the active use of deescalation interventions and to reduce coercive measures
in managing of patients’ aggression and violence [7, 9, 10].
Violence management is a key component when
working with potentially violent patients. By using a list
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of empirically supported risk factors, the staff may
identify patients’ behavior which could possibly trigger
upcoming aggressive events and most importantly, prevent incidents of aggression [11–14]. Identifying empirically supported risk factors also provides the staff more
time to prepare themselves for the forthcoming event, or
to prevent these events by means of specific interventions
[11]. Traditionally, clinicians have used unstructured
clinical risk assessment methods (e.g., the hospitals’ own
checklists) – with varying degrees of effectiveness [15].
Recently, a number of structured clinical risk assessment
tools have been developed and they have proved to be
substantially more accurate than unaided clinical judgments [15–17].
Despite the predictive accuracy of structured violence
risk assessments, personnel have shown mixed and ambivalent views towards them [18–20]. Insufficient training,
a lack of organizational support, costs as well as a lack of
multidisciplinary collaboration have been mentioned as
hindrances to their implementation [20–22]. Further, research about the utility of structured violence risk assessments at the grassroots is still limited, awakening an
ongoing debate around the usefulness and purposefulness
of these tools in everyday nursing [20]. One of the problems in the implementation of violence risk assessments
in psychiatric wards has been the nursing staff’s concern
that the results of the assessments would not be used [20].
This is understandable, since the whole risk assessment
procedure is obviously worthless if it does not lead to
interventions aiming to reduce the high risk observed.
The aims of the present study was to investigate what
were the risk-decreasing interventions applied by the
staff on a psychiatric ward after a high risk patient was
identified, how frequently these interventions were used
and how effective they were.

Methods
The psychiatric admission ward

The data were collected in a naturalistic setting between
1.5.-31.10.2013 in an acute psychiatric admission ward
in Southern Finland. This ward for adults (≥18 years)
with 18 beds serves a catchment area of 185, 000. The
ward staff includes two psychiatrists, nursing staff (20.5
positions) and the services of a psychologist, social worker,
occupational therapist and ward secretary. During the
study period, altogether 331 patients with a mean age of
42.9 (SD 17.39, range 18–90, median 42) were admitted to
the ward with a total of 427 treatment periods due to multiple periods by some of the patients. A total of 163 treatment periods (38.2%) started involuntarily. The mean
duration of a treatment period was 6 days (SD 6.50, range
1–44, median 4). The total number of hospital days was
2399, and the average occupancy rate of the ward was
74%. According to the Hospital District’s Risk Report
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System (an electronic management tool used by the staff,
which produces statistics and reports about deviations at
the hospital’s everyday life), during the study period,
altogether 22 incidents of violence occurred on the index
ward: eight incidents included physical and 12 psychological violence (verbal assaults and/or threatening situations, which cause fear and insecurity among patients
and/or staff) as well as two incidents targeted towards
property.
The Dynamic Appraisal of Situational Aggression (DASA)

The Dynamic Appraisal of Situational Aggression (DASA)
is a structured violence risk assessment to be used in a
clinical ward setting to identify acute risk of patient
aggression within 24 h of the assessment [17]. It consists
of seven items (irritability, impulsivity, unwillingness to
follow directions, sensitivity to perceived provocation,
easily angered when requests are denied, negative attitudes, and verbal threats) of which the occurrence
during the previous 12 h is estimated on a two-point
scale (0 = absent, 1 = present). The estimations are
summed up to give a total score from zero to seven describing the violence risk. The total scores are divided into
three categories: 0, 1–3, and 4 or more representing no
risk, moderate risk, and high risk, respectively. DASA has
proven to be useful in a non-forensic clinical environment
[23] with predictive validity ranging from moderate to
strong [16, 18, 23]. In the present study, the Finnish
version of the instrument was used. It was prepared by a
subgroup of authors (TL, ES, NL) using the iterative
process of translation and independent back translation,
followed by a discussion to resolve minor differences.
Scoring procedure

A comprehensive coaching session was held for the staff
of the ward followed by a 2-week pilot phase in order to
practice the use of the violence risk assessment. The
inpatients were scored daily. The ratings were completed
separately for each patient at 1 pm during the afternoon
ward report. Nursing staff on duty filled in the DASA
assessments with psychiatrists present when available.
So, the assessments represented consensus statements.
Interventions following a high DASA total score

According to Ogloff and Daffern [17], a DASA score of
0 suggests that the risk of violence is very low, scores of
1–3 suggest that the risk of violence is moderate; and
scores of 4 or more indicate that the risk of violence is
high. As the goal of using DASA is not just to predict
risk for aggression but to help manage the risk, scores of
4 or more should be considered high enough to require
immediate intervention aimed to reduce the likelihood
of patients engaging in physical aggression [17]. On this
basis, the DASA total score with a cut-off point of 4 was
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used in the present study. To gather up the interventions used after a high score (during the next 24 h after
the index score), the hospital files of all patients with
DASA total scores ≥4 were reviewed by two independent
researchers (a doctor and a nurse) using inductive content analysis, which is a research method for systematic
and objective analysis of documents [24]. First, patients’
medical files were read through several times. The unit
of analysis was an utterance, which could be a sentence
or part of a sentence consisting of thematic content relevant to the research question. Second, reduction of the
data was done by picking out and underlining phrases
answering the research question. Third, data was coded
by labeling reduced phrases with a description according
to thematic content that could be seen to characterize
the phrases. In the fourth phase, subcategories were
formed for these coded phrases by grouping together
those with similar content. Any outstanding discrepancies concerning subcategories were resolved. Finally, the
main categories were established by grouping together
subcategories with similar meaning.
Later, applied interventions were clustered into four
groups (interventions regulated by the Finnish Mental
Health Act, pro re nata (PRN) - medication, discussion
with a nurse, and other interventions (the list of various
interventions is presented in Table 2). The DASA total
scores between an intervention day and the subsequent
day were compared to examine the effectiveness of each
intervention group. The frequency and percent distribution
of interventions and intervention groups were calculated.
Statistical analysis

The Chi-square analysis was used to compare distributions of gender and primary diagnoses between the patients with at least one high total score (DASA ≥4)
during his/her treatment period and those with only low
total scores (DASA <4). Respectively, age was compared
between the groups using the Mann-Whitney U-test.
The same comparisons were performed between males
and females with high DASA total scores. To study the
associations between the interventions and the violence
risk after the intervention had been applied, we first created a change score indicating the change on DASA
scores between the intervention day and the following
day (the DASA score on the following day minus the
DASA score on the intervention day). We then predicted this change score with five multilevel linear regression models: four models to study the separate
associations of the four intervention categories with the
DASA change score, and the fifth model to study the associations when all interventions were mutually adjusted
for the use of other interventions. The multilevel model
took into account the non-independence of the repeated
measurements from the same participants over time,
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providing correct estimates for the standard errors. Baseline DASA total score was adjusted in all the models.
Statistical analyses were carried out using the IBM SPSS
Statistics version 22.
Ethics

The study plan was evaluated by the Ethics Committee
of the Helsinki and Uusimaa Hospital District. Permission
to conduct the study was granted by the administration of
the Helsinki and Uusimaa Hospital District. The study was
performed in accordance with the Declaration of Helsinki.

Results
Characteristics of the sample

Altogether 331 individuals were admitted to the ward
during the study period. Most of the patients were hospitalized only once, but some of them had more than
one treatment period on the ward during the study
period (two treatment periods: n = 25; three: n = 15; four
or more: n = 7). Thirty-one (9.4%) patients were discharged from the ward or transferred to another ward
before the afternoon DASA scoring. Thus, the DASA assessment was completed at least once with 300 inpatients (males: 49%). The complete description of
patients’ principal diagnoses given by the specializing
physicians and verified by the deputy chief physician, a
specialist in psychiatry, is presented in Table 1. The diagnoses were collected from the patients’ current medical case
summaries. According to the International Classification of
Table 1 The principal diagnoses according to the ICD-10 in 300
inpatients with the Dynamic Appraisal of Situational Aggression
(DASA) scorings
Number

Percent

F0-09 Organic, including symptomatic,
mental disorders

10

3.3

F10-19 Mental and behavioral disorders
due to psychoactive substance use

28

9.3

F20-29 Schizophrenia, schizotypal and
delusional disorders

106

35.3

F30-39 Mood disorders

123

41

F40-49 Neurotic, stress related and
somatoform disorders

14

4.7

F50-59 Behavioral syndromes associated
with physiological disturbances and
physical factors

2

0.7

F60-69 Disorders of adult personality and
behavior

7

2.3

F70-79 Mental retardation

2

0.7

F80-89 Disorders of psychological development

2

0.7

F90-98 Behavioral and emotional disorders

1

0.3

F99 Unspecified mental disorder

5

1.7

300

100
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Diseases (ICD-10) [25], most frequent principal diagnoses
of the patients were mood disorders (n = 123, 41.0%) and
schizophrenia-related disorders (n = 106, 35.3%) followed
by substance use disorders (n = 28, 9.2%). In total, 2193
violence risk assessments were performed. Of 300 patients,
64 (21.3%) (35 men and 29 women) scored ≥4 at least once
during their hospital treatment.
The gender distribution (X2 = 0.993, p = NS) and
mean age (U = 7500.00, p = NS) did not significantly
differ between the patients scoring a high DASA total
score (≥4) at least once during the treatment period
and those exhibiting only low total scores (<4). The patient group with at least one high DASA total score
comprised significantly more patients with organic
brain disorders (F00-09) (X2 = 14.599, p < 0.001), and,
significantly less patients with mood disorders (F30-39)
(X2 = 11.749, p < 0.001). Focusing on 64 patients with at
least one high DASA total score, no significant gender
differences were observed in age or primary diagnoses.
Among these 64 patients, the total number of hospital
days with a high DASA total score ranged from 1 to 18
(median 3). Most of the patients had 1 to 3 hospital
days with a high DASA total score, but there were 17
(26.7%) patients who were ranked above the median.
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Table 2 Interventions following a high violence risk assessment
score (the Dynamic Appraisal of Situational Aggression [DASA]
total score ≥4)
Observations with a high violence risk assessment score n = 217

No following interventions

n

%

19

8.8

One or more interventions

198 91.2

A total number of observed interventions

n = 400

Distribution of various interventions

nI

%

nP

Interventions legitimized by the Finnish Mental Health Act
Seclusion

63

15.8 29

Intramuscular medication administered
without consent

15

3.8

11

Limitation of the freedom of movement

13

3.3

12

Mechanical restraint

9

2.3

5

Physical restraint

3

0.8

3

Limitation of contacts

3

0.8

3

PRN-medication per os

134 33.5 49

Focused discussion performed by a nurse

43

10.8 32

Verbal enforcing of boundaries

25

6.3

17

Change of medication

23

5.8

20

Interventions following a high DASA total score

Discharge or transfer to another ward

14

3.5

14

Sixty-four patients had altogether 217 observations with
a DASA total score ≥4. At least one intervention was
followed in 198 of 217 observations (91.2%). In 19 (8.8%)
cases, no intervention was followed. A total of 400 interventions were reported. The average amount of interventions followed after a high DASA total score was 1.8
(SD = 1.1, median = 2). The most frequently used interventions were PRN-medication, seclusion and focused
discussion with a nurse. The complete list of all reported
interventions and the number of individuals targeted
with each of these interventions are presented in Table 2.
The usage of altogether 106 (26.3%) interventions was legitimized by the Finnish Mental Health Act, which means
that these interventions can only be used if the patient is
detained in involuntary treatment or under observation.

A visit by a relative

11

2.8

10

Daily activities/sports/a walk outdoors

11

2.8

11

Medication given earlier than prescribed

1

0.3

2

Impact of interventions

Discussion with a social worker

1

0.3

1

Multilevel linear regression modelling showed that only
the category of “other interventions” (see Table 2) was
significantly associated with a lower DASA total score
on the following day, and this was observed when examined separately (B = −0.70; CI: −1.24, −0.16; p = 0.01)
or when adjusted for the use of other concurrent interventions (B = −1.07; CI: −1.17, −0.05; p = 0.03). Interventions regulated by the Finnish Mental Health Act,
PRN-medication, and focused discussion with nurse
were not significantly associated with a lower DASA
total score on the following day (Table 3).

Other interventions

Leading the patient to her/his own room

10

2.5

6

The patient is held by the arm and purposefully
guided away from one location to another

5

1.3

5

The patient stays voluntarily in the seclusion
room with the door unlocked

4

1.0

4

Discussion with a doctor

3

0.8

3

Changing the patient room

3

0.8

3

Intramuscular medication with consent

2

0.5

1

A visit to home

2

0.5

2

Giving a structural self-assessment instrument
(e.g., the Beck Depression Inventory) to be filled
in by the patient

2

0.5

2

PRN-medication pro re nata, medication given as needed, NI number of
interventions, np the number of individuals, who were targeted with
this intervention

Discussion
As far as the authors are aware, this is the first study to
investigate the use of interventions following a high
score in DASA. Approximately 20% of the inpatients on
the admission ward scored high on violence risk assessment at least once during their treatment periods. In
most cases this led to intervention/s aiming to reduce
perceived violence risk. The most frequently used
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Table 3 Intervention’s effect on the following day’s Dynamic Appraisal of Situational Aggression (DASA) total score
Separate associationsa

Mutually adjusted associationsb

Intervention group

B

CI (95%)

p

B

CI (95%)

p

Interventions regulated by the Finnish Mental Health Act

0.25

−0.35; 0.86

0.41

0.27

−0.34; 0.87

0.38

PRN-medication

−0.44

−1.00; 0.11

0.12

−0.34

−0.91; 0.23

0.24

Discussion with a nurse

−0.32

−0.98; 0.34

0.34

−0.08

−0.75; 0.60

0.82

Other interventions

−0.70

−1.24; −0.16

0.01

−1.07

−1.17; −0.05

0.03

PRN-medication pro re nata, medication given as needed, Cl confidence interval. Multilevel linear regression modelling was used for analysis. aThe model was
adjusted for the baseline DASA score on the intervention day and each intervention was assessed in separate regression models. bThe model was adjusted for all
interventions and the baseline DASA score on the intervention day. The statistically significant differences are presented in bold

intervention was PRN-medication (33.5%). It was also
used alone without any other intervention method in
15.7% of the cases. Previous studies have shown that
PRN-medication is frequently used in psychiatric care
for various reasons, mainly to decrease patient agitation,
although there seem to be only limited evidence for its
effectiveness [26, 27]. In the present study, PRN- medication was not significantly associated with on the
following day’s DASA total score, implying that it did
not decrease the perceived risk of violence. It has been
stated that the current use of PRN- medication is based
on clinical experience and habit rather than high quality
evidence of real pharmacological effect [28]. The use of
PRN-medication often lacks a clear chain of accountability
and nurses are reluctant to increase their responsibilities
for assessing the need for extra medication [29]. There is,
however, evidence that consumption of PRN-medications
can be reduced with slight changes in ward policies without disadvantages [30].
Another commonly used intervention was seclusion.
The use of restrictive methods has been widely debated
[4] and various attempts have been made to reduce the
use of seclusion and restraint in psychiatric nursing
[31–33]. The use of coercive methods has been reported to impair the therapeutic alliance [4, 34], as patients often consider the use of coercive methods as a
form of punishment [35, 36] and see them as negative
interventions [34, 37]. The high usage rates of restrictive
methods reflect the culture of Finnish psychiatric care,
and during recent years, the national policy has been to
reduce the use of coercion in psychiatric care [38]. Interestingly, nurses have also reported to often feel relieved
after the seclusion is over and concerned whether they did
the right thing or failed to find alternative methods [33].
Researchers still disagree whether decreasing the use of
seclusion results in increasing of violent incidents [39] or
whether it has no effect [40] or a decreasing effect [41].
The third most often used intervention was focused
discussion with a nurse, which is the nursing intervention
used in everyday clinical practice as a first step alternative
to seclusion and restraint [31]. Patients, nurses and physicians have all stressed the importance of regular discussions

with the patients, especially those between the patient and
her/his primary nurse [33, 36, 42]. Empathetic listening,
attention and understanding, active communication, a
mindful presence here and now, tactfulness, and humane
reflection on the patient’s psychopathology are essential
elements of focused discussions [33, 42]. A nurse being
present and discussing with her/his patient creates an atmosphere of safety, comfort and understanding, but, in the
same time, gives the nurse a better understanding of the
current mental state of the patient [33, 42]. Focusing
on reasons for aggressive behavior can facilitate better
ways of dealing these problems on the ward [31]. It is
worth noting that nurses have described difficulties in
discussing about violence and a threat of it with their
patients [20], so active training and support is needed
for this highly sensitive topic.
Other interventions such as daily activities were not as
frequently used as the above-mentioned ones. Nevertheless, they turned out to be the intervention type significantly associated with the decrease of the perceived risk
of violence, and the use of purposeful activities have
been reported to reduce the use of both seclusion, restraint and PRN-medication [43, 44]. It is worth noting
that discussion with a psychiatrist was mentioned as an
intervention only three times during the whole 6-month
study period, although there were two psychiatrists
working on the ward. It appears that psychiatrists are so
overladen by other consecutive duties that no time remains to participate in the preventive actions on the
ward. Not once was an appointment with a psychologist
or occupational therapist mentioned as an intervention,
and discussion with a social worker was mentioned only
once. The results imply that nurses can consult supplemental staff if needed, but the special workers mainly
remain to be outsourced from situations where there are
threats of violence. There is a constitutional need to reconsider the policy of special workers’ abilities to participate in the ward’s everyday routines. Attendance
with patients should be increased to identify the potentially aggressive incidents and to integrate all parts
of the multi-professional team as part of the ward
environment.
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Strengths and limitations

The data were collected from a regular Finnish admission
ward and comprised a consecutive sample of inpatients.
Nurses on duty had performed the DASA assessments as
a team, thus they represented consensus statements rather
than the opinions of individual staff members. Comprehensive coaching and a pilot phase had preceded the data
collection. None of the researchers worked on the ward,
therefore the study represents an objective evaluation.
Some study limitations need, however, to be considered
when interpreting the current findings. First, the interventions were collected from patients’ medical files. The
quality of the medical files varied, and it is possible that
occasionally an intervention had occurred even it was
not recorded. In Finland, use of coercive methods based
on the Finnish Medical Act and medication must be
marked down on patients’ medical files by the law in
order to be further reported to the local Regional State
Administrative Agency, which supervises the proceedings
of all Finnish psychiatric hospitals. This does not concern
non-coercive methods, which may distort the real picture
of the interventions used. Second, only one ward from
one hospital was included in the study, and therefore the
generalizability of the results may be questioned. Third,
the psychiatric diagnoses were not based on structured interviews, but were taken from patients’ medical files. In
this regard, in Finland, the basic diagnostic procedures
have been proven reliable [45, 46]. Also, the clinical diagnoses were the primary ones, meaning that the possible
comorbidity was not taken into account. The length of
hospitalization on the Finnish psychiatric admission wards
is typically so short that no comorbid diagnoses are
assessed, which was the case also at the present ward.
However, in this study, the diagnoses were used only as
background variables. Further, the study was an observational one in natural setting without any randomization.
Therefore, the observed changes in DASA total scores
associated with different interventions may have been
confounded by unmeasured variables and by indication
bias. Indication bias may have arisen if less severe violent
incidents were treated with less intrusive interventions
and more severe incidents with more coercive methods,
and if the less severe incidents represented more temporal
and short-term aggressive behavior than the severe incidents. The analysis was adjusted for the baseline DASA
total score, which removes some of the confounding, resulted by multiple DASA scores from the same patient
(median 3), but cannot exclude it completely. In future,
cluster randomized trials would be needed to reliably
determine the effectiveness of different intervention types.
Overall, criticism has been directed towards the use of
actuarial methods. It has been suggested that clinicians
should rather use the mean and peak values of the previous week’s DASA scores than the latest total score while
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predicting inpatient aggression [47]. In the present study,
we used the latest total DASA scores, as most of the
patients were on ward only some days (median 4). Unfortunately, no internationally acknowledged structural instrument for monitoring aggressive incidents (like the
Staff Observation Aggression Scale [48]) was used on the
ward. Thus, we were not able to study the impact of interventions on the violent events. Data from the Hospital
District’s Risk Report System from the study period served
only as a background variable, reflecting the nature of the
study ward, as the data in the risk report system is anonymous and cannot be combined with the data gathered
from patient records. Further studies focusing on associations between risk-reducing interventions and violent
events are obviously needed to enlighten the causality
between interventions and violence reduction.

Conclusion
In most cases, identification of a high risk patient led to
an intervention. Unfortunately, the nature of the most
frequently used methods was psychopharmacological or
coercive. Non-coercive and non-pharmacological interventions like daily activities associated significantly with
the decrease of perceived risk of violence, encouraging
psychiatric staff to use their imagination when choosing
intervention techniques.
Acknowledgements
We express our gratitude to Tero Levola, deputy chief physician, for his
commitment to the study project.
Funding
This study has been funded by Helsinki and Uusimaa Hospital District; however,
it had no role in study design, data collection and analysis, decision to publish
or preparation of the manuscript.
Availability of data and materials
The data contributing to these analyses are held on a secure database at
Helsinki University, Department of Psychiatry, in accordance with European
data protection legislation. Researchers or clinicians seeking access to these
data for academic non-commercial purposes are welcome to submit a
request to the corresponding author (NL). All such requests will be met
whenever possible.
Authors’ contributions
NL, ES, TL and RK participated in designing the study. NL, ES and RK collected
the data. MJ, JK and TL performed the statistical analyses. JK wrote the first draft
of the manuscript. All the authors edited the manuscript versions. All the authors
were involved in the interpretation of the results, and read, commented and
approved the final version of the manuscript.
Competing interests
The authors declare that they have no competing interests.
Consent for publication
Not applicable.
Ethics approval and consent to participate
The study plan was evaluated by the Ethics Committee of the Helsinki and
Uusimaa Hospital District, Finland. Permission to conduct the study was granted
by the administration of the Helsinki and Uusimaa Hospital District, Finland. The
study was performed in accordance with the Declaration of Helsinki. The present
study is a register-based study and the study subjects were not contacted.

Kaunomäki et al. BMC Health Services Research (2017) 17:26

Author details
1
Institute of Behavioural Sciences, University of Helsinki, Siltavuorenpenger
1A, P.O. Box 900014 Helsinki, Finland. 2Helsinki University and Helsinki
University Hospital, Psychiatry, Välskärinkatu 12 A, 00029, HUS, Helsinki,
Finland. 3Kellokoski Hospital, 04500 Kellokoski, Finland. 4Helsinki University
and Helsinki University Hospital, Forensic Psychiatry, Välskärinkatu 12 A,
00029, HUS, Helsinki, Finland.
Received: 19 September 2015 Accepted: 9 December 2016

References
1. Kynoch K, Wu CJ, Chang AM. Interventions for Preventing and Managing
Aggressive Patients Admitted to an Acute Hospital Setting: A Systematic
Review. Worldviews Evid Based Nurs. 2011;8:76–86.
2. Virtanen M, Vahtera J, Batty G, Tuisku K, Pentti J, Oksanen T, Salo P, Ahola K,
Kivimäki M. Overcrowding in psychiatric wards and physical assaults on
staff: data-linked longitudinal study. Br J Psychiatry. 2011;198:149–55.
3. Ross J, Bowers L, Steward D. Conflict and containment events in inpatient
psychiatric units. J Clin Nurs. 2012;21:2306–15.
4. Happel B, Harrow A. Nurses’ attitudes to the use of seclusion: A review of
the literature. Int J Ment Health Nurs. 2010;19:162–8.
5. Rippon T. Aggression and violence in health care professions. J Adv Nurs.
2000;3:452–60.
6. Foster C, Bowers L, Nijman H. Aggressive behaviour on acute psychiatric
wards: prevalence, severity and management. J Adv Nurs. 2007;58:140–9.
7. Vruwink F, Mulder C, Northoorn E, Uitenbroek D, Nijman H. The effects of a
nationwide program to reduce seclusion in the Netherlands. BMC
Psychiatry. 2012;12:231.
8. Moran A, Cocoman A, Scott PA, Matthews A, Staniuliene V, Välimäki M.
Restraint and seclusion: a distressing treatment option? J Psychiatr Ment
Health Nurs. 2009;16:599–605.
9. Steinert T, Eisele F, Goeser U, Tschoeke S, Uhlmann C, Schmid P. Successful
interventions on an organisational level to reduce violence and coercive
interventions in in-patients with adjustment disorders and personality
disorders. Clin Pract Epidemiol Ment Health. 2008;4:27.
10. Hallett N, Dickens GL. De-escalation: a survey of clinical staff in a secure
mental health inpatient service. Int J Ment Health Nurs. 2015;24:324–33.
11. Björkdahl A, Olsson D, Palmstierna T. Nurses’ short-term prediction of violence
in acute psychiatric intensive care. Acta Psychiatr Scand. 2006;113:224–9.
12. Abderhalden C, Needham I, Dassen T, Halfens R, Haug H, Fischer J.
Structured risk assessment and violence in acute psychiatric wards:
randomized controlled trial. Br J Psychiatry. 2008;193:44–50.
13. van de Sande R, Nijman HL, Noorthoorn EO, Wierdsma AI, Hellendorn E, van
der Staak C, Mulder CL. Aggression and seclusion on acute psychiatric
wards: effect of short-term risk assessment. Br J Psychiatry. 2011;199:473–8.
14. National Institute for Health and Care Excellence. Violence and aggression:
short-term management in mental health, health and community settings
(NG10). Published 28 May 2015. https://www.nice.org.uk/guidance/ng10/
resources. Accessed 15 Aug 2015.
15. Hanson R. Twenty years of Progression Violence Risk Assessment. J Interpers
Violence. 2005;20:212–7.
16. Almvik R, Woods P, Rasmussen K. The Brøset Violence Checklist. Sensitivity,
Specificity, and Interrater Reliability. J Interpers Violence. 2000;15:1284–96.
17. Ogloff J, Daffern M. The Dynamic Appraisal of Situational Aggression: An
Instrument to Assess Risk for Imminent Aggression in Psychiatric Inpatients.
Behav Sci Law. 2006;24:799–813.
18. Dumais A, Larue C, Michaud C, Goulet M-H. Predictive Validity and
Psychiatric Nursing Staff’s Perception of the Clinical Usefulness of the
French Version of the Dynamic Appraisal of Situational Aggression. Issues
Ment Health Nurs. 2012;33:670–5.
19. Daffern M, Howells K, Hamilton L, Mannion A, Howard R, Lilly M. The impact
of structured risk assessments followed by management recommendations
on aggression in patients with personality disorder. J Forens Psychiatry
Psychol. 2009;20:661–79.
20. Lantta T, Daffern M, Kontio R, Välimäki M. Implementing the dynamic
appraisal of situational aggression in mental health units. Clin Nurse Spec.
2015;29:230–43.
21. Large M, Ryan C, Callaghan S, Paton M, Singh S. Can violence risk
assessment really assist in clinical descision-making? Aust N Z J Psychiatry.
2014;48:286–8.

Page 7 of 8

22. Allnutt S, Ogloff J, Adams J, O’Driscoll C, Daffern M, Carroll A, Nanayakkara V,
Chaplow D. Managing aggression and violence: the clinician’s role in
contemporary mental health care. Aust N Z J Psychiatry. 2013;47:728–36.
23. Griffith JJ, Daffern M, Godber T. Examination of the predictive validity of the
Dynamic Appraisal Situational Aggression in two mental health units.
Int J Ment Health Nurs. 2013;22:485–92.
24. Burns N, Grove S. Understanding nursing research. 3rd ed. Philadelphia: W.B.
Saunders; 2005.
25. World Health Organization. The ICD 10 Classification of Mental and
Behavioural Disorders: Clinical Descriptions and Diagnostic Guidelines.
Geneva: World Health Organization; 1992.
26. Stein-Parbury J, Reid K, Smith N, Mouhanna D, Lamont F. Use of pro re nata
medications in acute inpatient care. Aust N Z J Psychiatry. 2008;42:283–92.
27. Stewart D, Robson D, Chaplin R, Quirk A, Bowers L. Behavioural antecedents
to pro re nata psychotropic medication administration on acute psychiatric
wards. Int J Ment Health Nurs. 2012;21:540–9.
28. Chakrabarti A, Whicher EV, Morrison M, Douglas-Hall P, Chakrabarti A,
Whicher E. “As required” medication regimens for seriously mentally ill
people in hospital. Cochrane Database Syst Rev. 2007;3:CD003441.
29. Price O, Baker J. Resistance to changing practice from pro re nata
prescriptions to patient group directions in acute mental health settings.
J Psychiatr Ment Health Nurs. 2013;20:623–30.
30. Friedman R, Nurenberg JR, Birnbaum S, Schleifer S. Using structured clinical
feedback to encourage alternatives to use of “P.R.N.” medication in a state
psychiatric hospital. J Psychiatr Pract. 2012;18:381–7.
31. Bowers L. Safewards: a new model of conflict and containment on
psychiatric wards. J Psychiatr Ment Health Nurs. 2014;21:499–508.
32. Srivastava A. Limited Evidence for the Effectiveness of P.R.N. Medications
among Psychiatric Inpatients. J Psychiatr Pract. 2009;15:193–201.
33. Kontio R, Välimäki M, Putkonen H, Kuosmanen L, Scott A, Joffe G. Patient
restrictions: Are there ethical alternatives to seclusion and restraint? Nurs
Ethics. 2010;17:65–76.
34. Sailas E, Wahlbeck K. Restraint and seclusion in psychiatric inpatient wards.
Curr Opin Psychiatry. 2005;18:555–9.
35. Keski-Valkama A, Koivisto A-M, Eronen M, Kaltiala-Heino R. Forensic and
general psychiatric patients’ view of seclusion: a comparison study. J Forens
Psychiatry Psychol. 2010;21:446–61.
36. Kontio R, Joffe G, Putkonen H, Kuosmanen L, Hane K, Holi M, Välimäki M.
Seclusion and Restraint in Psychiatry: Patients’ Experiences and Practical
Suggestions on How to Improve Practices and Use Alternatives. Perspect
Psychiatr Care. 2012;48:16–24.
37. Kuosmanen L, Hätönen H, Malkavaara H, Kylmä J, Välimäki M. Deprivation of
liberty in psychiatric hospital care: The patient’s perspective. Nurs Ethics.
2007;14:597–607.
38. Ministry of Social Affairs and Health. Plan for mental health and substance
abuse work. Proposals of the Mieli 2009 working group to develop mental
health and substance abuse work until 2015. Reports of the Ministry of
Social Affairs and Health 2009:3. Helsinki: Helsinki University Print; 2010.
39. Khadivi AN, Patel RC, Atkinson AR, Levine JM. Association between
seclusion and restraint and patient-related violence. Psychiatr Serv. 2004;
55:1311–2.
40. Smith GM, Davis RH, Bixler EO, Lin H-M, Altenor A, Altenor RJ, Hardenstine
BD, Kopchick GA. Pennsylvania State Hospital System’s Seclusion and
Restraint Reduction Program. Psychiatr Serv. 2005;56:1115–22.
41. Smith G, Ashbridge D, Davis R, Steinmetz W. Correlation between reduction
of seclusion and restraint and assaults by patients in Pennsylvania’s state
hospitals. Psychiatr Serv. 2015;66:303–9.
42. Kontio R, Anttila M, Lantta T, Kauppi K, Joffe G, Välimäki M. Towards a safer
working environment on psychiatric wards: service users’ delayed
perspectives of aggression and violence-related situations and development
ideas. Perspect Psychiatr Care. 2014;50:271–9.
43. Bak J, Brandt-Christensen M, Sestoft DM, Zoffmann V. Mechanical restraintwhich interventions prevent episodes of mechanical restraint? – A
systematic review. Perspect Psychiatr Care. 2012;48:83–94.
44. Thomas B, Jones M, Johns P, Trauer T. PRN medication use in a psychiatric
high-dependency unit following the introduction of a nurse-led activity
programme. Int J Ment Health Nurs. 2006;15:266–71.
45. Isohanni M, Mäkikyrö T, Moring J, Räsänen P, Hakko H, Partanen U, Koiranen M,
Jones P. A comparison of clinical and research DSM-III-R diagnoses of
schizophrenia in a Finnish national birth cohort. Soc Psychiatry Psychiatr
Epidemiol. 1997;32:303–8.

Kaunomäki et al. BMC Health Services Research (2017) 17:26

Page 8 of 8

46. Pihlajamaa J, Suvisaari J, Henriksson M, Heilä H, Karjalainen E, Koskela J,
Cannon M, Lönnqvist J. The validity of schizophrenia diagnosis in the
Finnish Hospital Discharge Register: findings from a 10-year birth cohort
sample. Nord J Psychiatry. 2008;62:198–203.
47. Chu CM, Thomas SD, Daffern M, Ogloff JR. Should clinicians use average or
peak scores on a dynamic risk-assessment measure to most accurately
predict inpatient aggression? Int J Ment Health Nurs. 2013;22:493–9.
48. Palmstierna T, Wistedt B. Staff observation aggression scale: presentation
and evaluation. Acta Psychiatr Scand. 1987;76:657–63.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

