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Abstract

Purpose Previous research has shown considerable dif-

ferences in how often coercive measures are used in mental

health care between groups of patients, institutions and

geographical areas. Staff attitudes towards the use of

coercion have been put forward as a factor that may

influence these differences.

Method This study investigates the attitudes to coercion

in 651 staff members within 33 Norwegian acute psychi-

atric wards. The newly developed Staff Attitude to Coer-

cion Scale was used to measure staff attitudes.

Results Multilevel analysis showed that there was signi-

ficant variance among wards, estimated to be about 8–11%

of the total variance on three scales.

Conclusions Despite substantial differences in attitudes

among wards, most of the variance could be attributed to

individual staff level factors. Hence, it is likely that staff

attitudes are influenced, to a large extent, by each indi-

vidual staff member’s personality and values.

Keywords Staff attitudes � Coercion �
Acute psychiatric wards � Multilevel analysis

Introduction

Use of coercion in mental health care is controversial and an

important issue for research [1, 2]. Previous research showed

considerable differences in the use of coercive measures in

mental health care among groups of patients, institutions and

geographical areas. This is the case for coercion during

involuntary admissions [3] and includes different contain-

ment methods and involuntary treatment [4]. These differ-

ences are seen within the same country [5–7] and among

countries [8, 9]. Some of the differences among countries can

probably be explained by differences in legislation, but

legislation cannot explain the differences within countries.

Following increased emphasis on patients’ human

rights, empowerment and patient participation, reduction of

coercion in mental health care has become a high priority

in health politics worldwide [10, 11]. It has been suggested

that differences among local treatment cultures, such as

staff attitudes and thoughts about the use of coercion, may

play an important role in the use of coercion [5, 12, 13].

Research on the use of coercion in mental health care is of

relatively new interest, with various scopes and aims. One

area of research has examined coercion as part of psychiatric

care [14], while another branch has investigated the preva-

lence of coercive measures [9, 15]. A third area of research is

on patients’ experiences of coercion [16–18]. A fourth area is

research on the attitudes of staff towards the use of coercion
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[13, 19–24]. The latter consists mainly of comparative

studies that have investigated differences in staff attitudes

among countries. Few studies addressed the question of

which factors might influence the formation of staff attitudes

[20]. Theoretically, these factors can be divided into four

groups (Fig. 1) based on summaries of previous research on

this topic [25] and literature about attitude formation [26].

The factors discussed on this topic will be categorized

according to these four types of possible influencing factors.

The literature uses terms such as ‘‘attitudes to coercion,’’

‘‘reasons to use coercion,’’ ‘‘thoughts about coercion,’’

‘‘beliefs about coercion’’ and other terms regarding ethical

considerations of the use of coercion. These terms are so

closely related that we include them in the concept of atti-

tudes to coercion in this paper.

Cultural factors

Previous studies showed that there are considerable differ-

ences in the use of coercion among areas and hospitals within

countries [5]. This can be caused by differences in local

culture and differences in staff attitudes among hospitals.

One study investigated whether different psychiatric cul-

tures are formed through a professional socialization process

when nurses undergo studies in psychiatric nursing [26]. It

was concluded that the findings supported the interpretation

that the relative evaluations of psychiatric containment

methods are the property of wider national cultures rather

than an isolated tradition of professional psychiatric practice.

Ward factors

Another branch of factors that may influence staff attitudes

is ward or staff group factors. In the general attitude

formation literature, sources of attitudes include acquisition

by imitation of role models and group processes [26].

Leadership as a special powerful agent for defining atti-

tudes is also discussed [27]. However, addressing potential

ward differences in attitudes towards coercion requires an

analytical approach that separates the relative effect of

factors within and among wards. Multilevel analysis is an

analytical approach increasingly used to investigate the

relative effect of different organizational levels [28]. No

studies were found to address potential differences in

attitudes to coercion among wards or staff groups in the

same country within a multilevel analytical frame.

Individual staff factors

The third group of factors concerns whether differences in

staff attitudes can be explained by differences in individual

or personal staff characteristics. Staff characteristics

include: sex, age, profession, experience, values and per-

sonality. However, the literature is not conclusive on how

staff characteristics influence attitudes [19, 20, 29].

Patient factors

The last branch of factors is related to patient character-

istics. It is possible that patients’ characteristics such as

psychopathology and severity of illness, use of drugs,

behaviour and violent behaviour may influence staff atti-

tudes towards the use of coercive measures. However, we

are not aware of any studies that explored whether patient

characteristics influence the formation of staff attitudes to

coercion.

Research questions

Our study addresses some of the limitations of previous

research by analyzing attitudes towards coercion in 651

staff members in 33 wards. The aims of this study were to:

• Measure attitudes towards the use of coercion among

staff in Norwegian acute psychiatric wards.

• Analyze differences in staff attitudes towards coercion

between wards.

• Identify factors that influence staff attitudes towards

coercion.

Methods

Design

The study was part of a Multicentre-study of Acute Psy-

chiatry (MAP) in Norway in 2005/2006, which was carriedFig. 1 Factors who may influence on staff attitude to coercion
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out within a research network of acute mental health ser-

vices. Data on patients and treatment episodes were col-

lected for all patients admitted during a 3-month period.

Data were also collected on number of beds, staffing, staff

characteristics, staff attitudes and clinical practice in

patients’ wards. In this paper, data about staff character-

istics, staff attitude to coercion and ward characteristics are

used. Staff groups in mental health wards in Norway

consist mainly of psychiatric nurses, enrolled nurses, psy-

chologists, psychiatrists, social workers, assistant nurses

and physiotherapists. The research institute SINTEF Health

Research in Norway organized the network and co-ordi-

nated the study with support from the Norwegian Direc-

torate of Health and Social Affairs. The study was

approved by the Regional Committee for Ethics in Medical

Research and by the Privacy Ombudsman on behalf of the

Data Inspectorate, and permission to gather information

from the health services was given by the Norwegian

Directorate of Health and Social Affairs.

Staff level variables

The sample originally consisted of 772 staff members.

Because a link between persons and wards is essential in

multilevel analysis, 121 unlinked questionnaires were

removed from the analysis. The final sample consisted of

651 multidisciplinary staff from 33 psychiatric acute and

subacute wards. The number of staff members on each

ward who completed the questionnaire ranged from 3 to 50

(mean = 20, median = 18). Converted to full-time

equivalents [30], approximately 60% of the staff on the

wards in the sample completed the staff questionnaires.

The wards were located in 18 of the 23 acute psychiatric

departments in mental health services for adults in Norway,

representing all five health regions of Norway. The sample

was considered to be representative of staff at Norwegian

acute psychiatric wards. Sample characteristics and a list of

variables are presented in Table 1.

Ward level variables

The sample of wards comprised 29 acute and four subacute

wards. Admission to subacute wards usually follows an

acute ward episode. The staff-to-bed ratio is measured by

the number of staff on the ward for each bed on the ward.

Mean staff-to-bed ratio in this study was 3.2, SD = 0.8.

The ward case load for each ward was assessed with

patients’ mean score on the Health of the Nation Outcome

Scales (HoNOS). The HoNOS is a 12-item instrument that

covers patients’ clinical problems and functioning [31].

The total number of patients admitted to the wards was

3506. Additional sample characteristics are presented in

Table 1.

Outcome variables: Staff Attitude to Coercion Scale

The dependent variables in this study are based on staff

members’ attitudes and thoughts about the use of coercion

towards admitted patients. The 15-item Staff Attitude to

Coercion Scale (SACS) was used. This is a new ques-

tionnaire developed for this purpose, and is described in

detail in an earlier publication [32]. The questionnaire asks

how the individual mental health worker perceives the

attitudes of the staff as a group. The respondents are asked

to rate on a five-point Likert scale how much they agree or

disagree with each of the 15 statements, with labels from

disagree strongly [1] through neutral [3] to agree strongly

[5]. Based on the results from a previous validation of the

scale, the 15 items can be divided into three subscales with

acceptable reliability, validity and feasibility [32]. These

are:

1. Coercion as offending (critical attitude) This views

coercion as offensive towards patients. The dimension

consists of six items (Table 2) that are most critical to

the use of coercion, and focuses on a desire to reduce

the use of coercion. Other aspects in this view are that

coercion is potentially harmful, is an offence towards

patients and can violate the relationship between

caregiver and patient.

2. Coercion as care and security (pragmatic attitude)

This views coercion as a requirement for care and

security. The dimension consists of six items (Table 2)

that focus on the use of coercion for security reasons,

and the opinion that using coercion is perceived as

giving care. This attitude can be considered as being in

a middle position and has a pragmatic view on the use

of coercion.

3. Coercion as treatment (positive attitude) is the view of

coercion as a treatment intervention. This dimension

consists of the three items (Table 2) with the most

positive view on the use of coercion. The items claim

that the use of coercion is needed when patients lack

insight into their own illness or are in a state of

regression, and that more coercion should be used.

Construct validity

As described in the previous article, construct validity

was tested using a procedure of giving the items to a

group of professionals and users of mental health care

and asking them to sort the items into dimensions. The

results were consistent with the results of the principal

component analysis and indicate that the dimensions had

good construct validity. The procedure and results of this

test were more thoroughly presented in a previous article

[32].
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Analysis and software

The data were analyzed using multilevel regression

analysis. This analysis simultaneously examines the con-

tribution of ward and individual staff level characteristics

[28]. The regression intercepts were allowed to vary

randomly across wards, making an estimation of the

variance attributed to the wards versus the staff level

possible. The intraclass correlation coefficient (ICC)

indicates the proportion of ward level variance compared

with the total variance [33], and is a measure of the

degree of agreement among staff members belonging to

the same ward. When multiplied by 100, it can be

interpreted as the percentage of variance attributed to the

ward level. The dependent variables were treated as

continuous variables and linear regression analyzes were

performed. Differences were denoted significant when

P \ 0.05. Multilevel regression analysis was performed

using the software STATA (http://www.stata.com). The

statistical package SPSS 15.0 was used to perform

descriptive statistics and principal component analysis of

the structure of subscales.

Results

Staff attitudes towards the use of coercion

The three subscales of SACS were constructed by the same

procedure presented in the previous article about the

development of the scale [32]. The structure of subscales

presented in the previous paper was retained, although two

of the 15 items showed somewhat different properties in

principal component analysis. Mean, standard deviation

and confidence intervals of items and subscales for the

whole sample are presented in Table 2. The three subscales

explain 47% of the variation in measured attitudes, and

Cronbach’s alphas for the three subscales in this sample

were 0.65, 0.73 and 0.62. The subscales and items are

presented in Table 2.

Differences in staff attitudes towards coercion

between wards

A multilevel analysis was performed for each of the three

subscales. The multilevel analysis model showed a

Table 1 Sample characteristics

and list of variables

a Scale from 0 to 4 with higher

ratings for more severe problem

Variable Mean (SD) n (%) Missing (%)

Staff level variables (n = 651)

Women 386 (59) 30 (5)

Age 4 (1)

20–29 104 (15)

30–39 189 (29)

40–49 190 (29)

50–59 135 (21)

60? 29 (5)

Acquired speciality in ones field 312 (48) 13 (2)

Total years of work experience 18 years (10)

Work experience in mental health care 10 years (9) 43 (7)

Profession 1 (0)

MD 74 (11)

Psychologists 21 (3)

Nurse 335 (52)

Social workers, other three years professions 43 (6)

Enrolled nurse 78 (12)

Day shift 119 (18) 8 (1)

Day and evening shift 340 (52)

Day and night 100 (15)

Night shift 84 (13)

Ward level variables (n = 33)

Acute wards 29

Subacute wards 4

Staff to bed ratio 3.2 (0.8)

HoNOS total mean scorea 1.24 (0.2)
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significant variance between wards, estimated to be about

8–11% of the total variance of the three scales (Table 3).

Factors that influence staff attitudes towards coercion

The independent variables included characteristics of

individual staff members and ward levels. The independent

variables could only explain to a small extent the variance

in the dependent variables.

Individual staff member level variables

Women were slightly more critical on the Coercion as

treatment subscale on the SACS than men (P \ 0.05). Staff

members older than 40 years of age had higher scale scores

on the Coercion as offending subscale (P \ 0.01), but there

were no significant age differences on the two other sub-

scales. The difference in scale scores among the profession

groups was also marginal. University trained personnel

(doctors and psychologists) had a slightly lower score than

nurses on the Coercion as offending subscale (P \ 0.05).

Compared with nurses, other profession groups (social

workers, etc.) had a small but significantly higher score on

the Coercion as care and security subscale (P \ 0.05).

Staff who specialized in mental health care had a small but

significantly lower score on the Coercion as treatment

subscale (P \ 0.05). Length of time as a health care ser-

vices worker was negatively associated with scores on the

Coercion as offending subscale (P \ 0.01), but not with the

other two scales. Staff members who worked day and

evening shifts had lower scores on the Coercion as care

and security subscale than those who worked only day

shifts (P \ 0.05). Those who worked night, day and

evening shifts, and those who worked day and night shifts,

reported higher scores on the Coercion as treatment sub-

scale than those who worked only day shifts (P \ 0.05).

Ward level variables

There were no statistically significant differences in attitudes

among staff members in acute and subacute wards. The staff-

to-bed ratio was not significantly associated with any of the

three scales. Higher severity of psychiatric problems for

patients on the ward, measured by the mean level of HoNOS,

was significantly associated with higher ward scores on the

Coercion as offending subscale (P \ 0.01).

Discussion

Main findings

In this study, we found substantial differences in staff

attitudes to coercion among wards, as 8–11% of the total

variance could be attributed to the ward level. Neverthe-

less, most of the variance could be attributed to differences

Table 2 Descriptive statistics of items and subscales (n = 651)

Items n Mean SD 95% Confidence interval

Lower Upper

I. Coercion as offending attitude 651 2.89 0.56 2.38 2.49

15. Coercion could have been much reduced, giving more time and personal contact 636 3.24 0.97 3.17 3.32

14. Scarce resources lead to more use of coercion 637 2.94 1.15 2.85 3.03

8. Coercion violates the patients integrity 634 3.26 0.91 3.19 3.34

13. To much coercion is used in treatment 637 2.52 0.82 2.45 2.58

3. Use of coercion can harm the therapeutic relationship 636 3.34 1.03 3.26 3.42

4. Use of coercion is a declaration of failure on the part of the mental health services 632 2.01 0.92 1.94 2.09

II. Coercion as care and security attitude 651 4.19 0.49 4.15 4.23

2. For security reasons coercion must sometimes be used 637 4.34 0.80 4.28 4.41

5. Coercion may represent care and protection 637 4.27 0.66 4.22 4.32

1. Use of coercion is necessary as protection in dangerous situations 635 4.41 0.67 4.36 4.46

9. For severely ill patients coercion may represent safety 636 4.16 0.67 4.10 4.20

7. Coercion may prevent the development of a dangerous situation 636 3.99 0.84 3.93 4.06

11.Use of coercion is necessary towards dangerous and aggressive patients 634 3.97 0.90 3.89 4.04

III. Coercion as treatment attitude 651 2.44 0.68 2.38 2.49

10. Patients without insight require use of coercion 634 2.56 0.99 2.49 2.64

12. Regressive patient require use of coercion 631 2.39 0.85 2.33 2.46

6. More coercion should be used in treatment 636 2.35 0.90 2.28 2.42

Answers given on a 5-point Likert response scale (1 = disagree strongly, 5 = agree strongly)
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among staff members within wards. The available inde-

pendent variables could only explain differences in staff

attitudes to a small degree. This finding indicates that

important factors that may influence staff have not been

included in this study.

Staff attitudes towards the use of coercion

As in previous studies [32], staff agreed most with state-

ments in the Coercion as care and security subscale and

generally showed the least agreement with the Coercion as

treatment subscale. This indicates that staff generally had a

rather pragmatic view of the use of coercion in the daily

care of patients. This may imply that coercion is considered

to protect both patients and staff. Furthermore, it does not

appear that staff generally look upon the use of coercion as

a treatment intervention. The results indicate that many

staff members tend to consider the use of coercion for care

giving. This may explain why a considerable proportion of

the staff members were not very critical of the use of

coercion and did not think of coercion as offensive towards

patients. Perhaps the idea of giving good care excludes the

thought that its use also can be offensive and potentially

harmful towards patients.

Differences between wards and individuals in staff

attitudes towards coercion

This study showed that a substantial part of the variance in

attitudes towards coercion could be attributed to ward

factors (8–11% of the total variance). This is the case for

all three subscales. This may be explained by several fac-

tors. Leadership on the wards is suggested as one of them,

as proposed by Bråten in his ‘‘Power-through-model par-

adigm’’ theory [27]. This view is supported by a recently

published study that found that acute psychiatric wards

with particularly good leadership, teamwork, structure,

staff attitudes towards patients and low burnout had sig-

nificantly lower rates of containment (use of coercion)

events on wards [34]. Another possible explanation is that

Table 3 Multilevel analysis of staff attitudes towards coercion

Fixed effects’ Offending Security Treatment

b P value

(95% conf. int)

b P value

(95% conf. int)

b P value

(95% conf. int)

Staff-level variables

Women compared with men -0.10 0.071 (-0.20, 0.01) -0.01 0.849 (-0.10, 0.08) -0.13 0.036 (-0.26, -0.01)

Age 30–39 compared with 20–29 0.08 0.295 (-0.07, 0.24) 0.01 0.930 (-0.13, 0.14) 0.05 0.631 (-0.14, 0.23)

Age 40–49 compared with 20–29 0.28 0.008 (0.07, 0.48) -0.11 0.237 (-0.28, 0.07) -0.05 0.693 (-0.29, 0.20)

Age 50–59 compared with 20–29 0.35 0.009 (0.09, 0.62) -0.17 0.151 (-0.40, 0.06) -0.14 0.382 (-0.46, 0.18)

Age 60? compared with 20–29 0.58 0.004 (0.19, 0.97) -0.21 0.227 (-0.54, 0.13) 0.00 0.987 (-0.47, 0.47)

University compared with nurse -0.17 0.047 (-0.35, 0.00) 0.09 0.230 (-0.06, 0.24) 0.19 0.075 (-0.02, 0.39)

Other college education -0.05 0.609 (-0.25, 0.15) -0.04 0.642 (-0.21, 0.13) -0.14 0.238 (-0.38, 0.09)

Other professions -0.10 0.106 (-0.23, 0.02) 0.13 0.019 (0.02, 0.24) 0.06 0.423 (-0.09, 0.21)

Speciality compared with not 0.05 0.360 (-0.06, 0.16) 0.01 0.866 (-0.09, 0.10) -0.16 0.018 (-0.29, -0.03)

Total work experience -0.02 \0.001 (-0.03, -0.01) 0.00 0.879 (-0.01, 0.01) 0.00 0.847 (-0.01, 0.01)

Night- compared with day shift 0.05 0.636 (-0.14, 0.24) 0.16 0.056 (0.00, 0.32) 0.25 0.035 (0.02, 0.47)

Day and evening- compared with day

shift

-0.04 0.632 (-0.19, 0.11) 0.09 0.185 (-0.04, 0.22) 0.22 0.016 (0.04, 0.40)

Day and night- compared with day shift -0.15 0.096 (-032, 0.03) 0.18 0.023 (0.02, 0.33) 0.24 0.026 (0.03, 0.45)

Ward level variables

Acute compared with subacute -0.28 0.083 (-0.60, 0.04) -0.02 0.877 (-0.34, 0.29) -0.11 0.580 (-0.51, 0.29)

Staff to bed ratio -0.07 0.187 (-0.18, 0.04) 0.06 0.248 (-0.04, 0.17) -0.04 0.591 (-0.17, 0.10)

HoNOS-meana 0.74 0.005 (0.23, 1.25) -0.27 0.284 (-0.77, 0.23) -0.33 0.312 (-0.97, 0.31)

Random effects

Ward-level variance 0.024 (0.01, 0.07) 0.027 (0.01, 0.06) 0.041 (0.02, –0.10)

Staff-level variance 0.289 (0.26, 0.33) 0.213 (0.19, 0.24) 0.415 (0.37, –0.47)

P value likelihood-ratio test \0.001 \0.001 \0.001

ICC 8 11 9

Observations 529 529 529

a Scale from 0 to 4 with higher ratings for more severe problems
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people who work together tend to adopt the same attitudes

and opinions. In the general literature about attitudes,

acquisition by group processes and imitation of role models

are mentioned as sources of attitude formation [26].

Nevertheless, despite substantial differences in attitudes

among wards, most of the variance could be attributed to

individual staff level factors. Hence, it is likely that staff

attitudes are influenced, to a large extent, by each indi-

vidual’s personality and values. The sample comprised

both acute and subacute wards and is considered a rather

homogeneous sample of wards. The individuals may have

been educated in different places, which may also have

influenced their attitudes towards the use of coercion in

mental health care. We have not found any other studies

that addressed differences in staff attitudes to coercion

among different wards or areas in the same country. We

have, however, found some comparative studies that

investigated the difference in staff attitudes among coun-

tries. One of these found that staff attitudes towards the use

of compulsory procedures was influenced by both differ-

ences among countries and, to some degree, differences on

an individual level [13]. The study showed significant

differences among different countries in mental health

workers’ attitudes towards compulsory procedures. Staff

from Hungary and England were more accepting of com-

pulsion than staff from Germany and Switzerland (odds

radios 4.33). Furthermore, substantial individual differ-

ences were found and it was concluded that, to a consid-

erable degree, acceptance of compulsory procedures is

based on traditions and personal attitudes.

Research on the formation of attitudes and thoughts in

mental health care in general is also relevant to this topic.

Bowers et al. [34] concluded that their results supported the

interpretation that the relative evaluations of psychiatric

containment methods are the property of a wider national

culture. Our study found differences in staff attitudes

between individual staff members and wards in the same

country. An explanation for this may be that individual

factors, as well as group factors and broader national cul-

ture, have an influence on attitude formation.

Factors that influence staff attitudes towards coercion

Our independent variables could only explain a small

amount of the difference in staff attitudes towards coercion,

which indicates the effect of other factors. However, there

are some statistically significant findings. Women had a

marginal lower score on the Coercion as treatment sub-

scale. Other studies also showed gender differences. Klinge

[22] found that a higher percentage of female than male

staff believed that patients experienced seclusion or

restraint as positive attention. However, in the study by

Kullgren and colleagues [23], female psychiatrists

suggested the use of physical restraints and the compulsory

use of electroconvulsive therapy (ECT) less often than

male staff. Furthermore, Falkum and Førde [35] found that

female doctors expressed attitudes in favour of less pater-

nalism, and more patient autonomy, and had more moral

deliberations that male doctors.

Staff older than 40 years considered the use of coercion

to be an offence against patients more than younger staff

members did. Previous studies showed that older staff

tends to be more accepting of the use of coercion [13, 24,

35]. However, in our study staff age was highly correlated

with the variable Total work experience. More work

experience was negatively associated with scores on the

Coercion as offending subscale (P \ 0.01), but not with the

other two scales, a result in line with the findings reported

in previous studies.

Staff members with a university education seemed less

likely to consider coercion to be an offence than nurses did.

This is contradictory to the findings of [22] that staff with

more education believed that restraints, seclusion and

medication were more overused than staff with less edu-

cation did. However, Steinert and colleagues [13] discov-

ered that in four European countries, psychologists and

social workers were less supportive of compulsory proce-

dures than psychiatrists were, who were more in tune with

laypeople and nurses. Furthermore, our study showed that

staff who specialized in mental health care had a small but

significantly lower score on the Coercion as treatment

subscale. This finding may indicate that staff members who

went through a speciality programme believe less in the use

of coercion as an intervention.

Compared with day shift workers, those who worked

night, day and evening shifts, and those who worked day

and night shifts, reported higher scores on the Coercion as

treatment subscale (P \ 0.05). An explanation for this

could be that there are fewer staff members on these shifts.

These results are adjusted for the education level of staff

members. If they had to use more coercive measures on

these shifts, the staff may have more positive attitudes in

general towards the use of coercion. There was a significant

association among patients with higher severity of psy-

chiatric problems, as measured by the mean levels on the

HoNOS, and higher ward scores on the Coercion as

offending subscale (P \ 0.01). Higher HoNOS scores

indicate patient pathology and represent patients with more

severe mental problems. In other words, staff on wards

with more severely ill patients may find the use of coercion

to be more critical and may be more preoccupied with the

possible offence and humiliation that coercion can cause

patients. A possible explanation for this may be that higher

severity of mental illness may influence staff in such a way

that they are more aware of the negative effects of the use

of coercion towards patients.
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Strength and weaknesses

Due to the cross-sectional design of the study, it is

important to caution against drawing causal conclusions

from the associations demonstrated. Furthermore, the

SACS questionnaire is newly developed and needs further

testing and development. However, the sample is of a

considerable size and indicates a good response rate. The

sample is considered to be representative of Norwegian

acute wards.

Conclusion and need for future research

The results of this study indicate that differences in staff

attitudes and thoughts about the use of coercion can be

explained by both individual and group processes, but

mainly by individual staff member factors. The three SACS

subscales seem to be a meaningful way to measure staff

attitudes to coercion. To understand more about attitude

formation and how to reduce the use of coercion in mental

health care, these processes should be more thoroughly

investigated in future studies. Studies on the differences in

staff attitude to the use of coercion in both comparative

international and national studies are also needed.
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27. Bråten S (1973) Model monopoly and communication: systems

theoretical notes on democratization. Acta Sociol 16(2):98–107

28. Leyland A, Goldsted H (2001) Multilevel modelling of health

statistics. Wiley, Chichester

29. Wynn R (2003) Staff’s attitudes to the use of restraint and

seclusion in a Norwegian university psychiatric hospital. Nord J

Psychiatry 57(6):453–459

900 Soc Psychiatry Psychiatr Epidemiol (2011) 46:893–901

123



30. Klimitz H, Uhlemann H, Fahndrich E (1998) Do we use restraints

too often? Indication, frequency and conditions of restraints on a

general psychiatric unit. Psychiatr Prax 25(5):235–239

31. Wing JK, Beevor AS, Curtis RH, Park SB, Hadden S, Burns A

(1998) Health of the Nation Outcome Scales (HoNOS). Research

and development. Br J Psychiatry 172:11–18

32. Husum TL, Finset A, Ruud T (2008) The Staff Attitude to

Coercion Scale (SACS): reliability, validity and feasibility. Int J

Law Psychiatry 31(5):417–422

33. Hox J (2002) Multilevel analysis: techniques and applications.

Laurence Erlbaum Associates Inc. Publishers, NJ

34. Bowers L, Nijman H, Simpson A, Jones J (2010) The relationship

between leadership, teamworking, structure, burnout and attitude

to patients on acute psychiatric wards. Soc Psychiatry Psychiatr

Epidemiol

35. Falkum E, Forde R (2001) Paternalism, patient autonomy, and

moral deliberation in the physician–patient relationship. Attitudes

among Norwegian physicians. Soc Sci Med 52(2):239–248

Soc Psychiatry Psychiatr Epidemiol (2011) 46:893–901 901

123


	Staff attitudes and thoughts about the use of coercion in acute psychiatric wards
	Abstract
	Purpose
	Method
	Results
	Conclusions

	Introduction
	Cultural factors
	Ward factors
	Individual staff factors
	Patient factors
	Research questions

	Methods
	Design
	Staff level variables
	Ward level variables
	Outcome variables: Staff Attitude to Coercion Scale
	Construct validity
	Analysis and software

	Results
	Staff attitudes towards the use of coercion
	Differences in staff attitudes towards coercion between wards
	Factors that influence staff attitudes towards coercion
	Individual staff member level variables
	Ward level variables

	Discussion
	Main findings
	Staff attitudes towards the use of coercion
	Differences between wards and individuals in staff attitudes towards coercion
	Factors that influence staff attitudes towards coercion
	Strength and weaknesses
	Conclusion and need for future research

	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


