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Introduction: Coercion can be defined as the use of force to limit a person’s choices.

In Poland, coercive measures may tend to be overused. However, there is limited

information regarding the attitudes of nurses toward coercion in psychiatric settings and

the factors influencing any decisions to use coercion.

Aims: To validate the Staff Attitudes to Coercion Scale (SACS) for a group of psychiatric

nurses and psychiatrists, to compare the said with the original Norwegian SACS version,

and to compare nurses’ attitudes with those displayed by psychiatrists. A second aim

was to understand the relationship between self-efficacy and attitudes to coercion.

Method: We surveyed 351 psychiatric nurses and psychiatrists rating SACS and

GSES (General Self Efficacy Scale). We validated the SACS factor structure using

confirmatory principal component factor analysis, calculated the internal consistency

of subscales, and analyzed the test-retest reliability and face validity of the subscales

themselves. Further, we analyzed the differences in attitudes toward coercion between

nurses and psychiatrists, as well as whether there was an association between GSES

and the SACS subscales. We compared the means on the SACS items between three

countries—Germany, Norway, and Poland.

Results: The confirmatory factor analysis of the Polish version of SACS found the same

factor structure with three factors as was displayed in the original Norwegian SACS,

except that one item was loaded on another factor. Internal consistency was acceptable

for the factors on coercion as security and the coercion as offending, and unacceptable

for the factor on coercion as treatment. Test-retest reliability was excellent for all the three

subscales. Face validity was high for the factor coercion as security, partly present for

coercion as offending, and not present for coercion as treatment. The subscale Coercion

as Treatment was rated significantly higher by nurses than by psychiatrists, but there was

no difference for the two other subscales. There was no significant association between

the General Self-Efficacy Scale and any of the SACS subscales. The biggest differences

in attitudes toward forms of coercion was noted between Poland and Germany.

Discussion: The three-factor structure of SACS was the best solution for the Polish

nurses and psychiatrists. The attitudes toward coercion differed between the two groups,
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but a low correlation was computed for the SACS subscales and self-efficacy. There is

a cultural diversity visible amongst the three countries examined. Reduction in the use

of coercion is a priority worldwide. More knowledge about the process involved in using

coercive measures may contribute to this. The use of coercive interventions may harm

patients and threaten patients’ rights. Thus, education is needed for pre-service and

in-service nurses alike.

Keywords: mental health, staff, attitudes, coercion, psychometrics

INTRODUCTION

The use of coercion in mental health care has been debated
for decades, because it challenges the fundamental medical
ethics principles of respect for patient autonomy, beneficence,
non-maleficence, and justice (1, 2). As a consequence, there is
increasing attention and concern about the use of coercion in
mental health care and the need to shift to a human-rights-
based form of mental health care based on voluntariness (3).
Previous research has repeatedly shown differences in the use
of coercive measures in psychiatric facilities among otherwise
comparable wards, hospitals, geographical areas, and countries
(4, 5).

Coercion can be defined as the use of force to limit a person’s
choices (6), for instance, through involuntary hospitalization,
compulsory medication, or the use of containment procedures
such as seclusion and restraints (7). Current practices in mental
health care seem to be based on “experienced-based practices”
developed locally, as opposed to best-practices or evidence-based
practices (8, 9).

The explanation for these differences in practice is still not
fully understood, but generally thought to be involved are the
differences in nursing staff attitudes toward the use of coercion
in care (10, 11). Nursing staff positive attitudes toward coercive
measures can also make it difficult to change the practices
employed in mental health care (12).

Attitudes are involved in our interpretation of our
environment and the choice as to the behaviors we display.
Researchers disagree on the description of attitudes, but
according to Erwin (13), the most widely used definition
describes attitudes as “learned predispositions to think, feel and
behave in a specific normative manner to a certain object”. The
core of the definition is the three-component view. According to
the three-component view, attitudes involve affective, behavioral,
and cognitive aspects (13).

Another factor related to attitudes toward patient aggressive
behavior and, probably indirectly, to coercive measures is
self-efficacy. Self-efficacy influences personnel attitudes toward
aggression. There is a correlation between knowledge in dealing
with difficult behaviors and medical personnel self-efficacy (14,
15). Training on the care of aggressive and disturbed patients
might influence personnel attitudes toward seclusion (16). It is
possible that a lack of knowledge and low self-efficacy might lead
to an overuse of coercive measures.

Research into the attitudes of mental health staff in relation
to the use of coercive interventions began in the 1970s (17, 18).

In the 1990s, the amount of research on mental health staff
attitudes to containment measures had increased (19). In the 21st
century, there has been continued interest in mental health care
staff attitudes toward coercion (11, 20).

In 2008, the Staff Attitude to Coercion Scale (SACS) was
developed in Norway (21). Since then, the scale has been
translated into several languages and has been shown to be an
acceptable instrument to research staff attitudes toward coercion
in mental health care (22–24).

In Poland, the use of coercive measures is regulated by
the Polish Mental Health Act (1994) (25), according to which
adequate coercive measures include:

• holding, i.e., the temporary use of physical force to immobilize
a patient,

• compulsory administration of drugs, both on an ad hoc and
planned basis,

• mechanical restraints, which involve incapacitating a patient
with the use of belts or other technical means,

• seclusion, which means placing the patient in solitary, in a
specially adapted room (26).

Only medical doctors (including psychiatrists) may decide which
type of coercive measure should be used in each situation.
According to the Polish Mental Health Act, the doctor is
responsible for controlling the whole procedure. However, the
doctor is not necessarily involved in implementing the coercive
measure, which is usually done by nurses. It might be expected,
therefore, that nurses have different attitudes toward using
coercive measures than do doctors.

There is limited information on the attitudes of Polish
nurses toward coercion in psychiatric settings and the factors
influencing any decisions to use it (27, 28). To measure staff
attitudes and compare findings among countries, a validated tool
was needed. An earlier study of some psychometric properties
of a Polish version of SACS had been done (29). However,
there is a need for a replication of these findings and analyses
of the additional psychometric properties of the Polish version
of SACS.

The primary aims of this study were to examine the
factor structure of the Polish version of SACS, to examine
the internal consistency of these factors, and to examine
the reliability and face validity of SACS. The secondary
aims were to compare attitudes toward coercion between
Polish nurses and psychiatrists, and to examine if there
was any association between self-efficacy and attitudes
toward coercion.
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METHODS

Design
The study is an explorative study using several samples of
completed SACS for analyses of the psychometric properties and
questions listed under the aims outlined above. Psychometric
properties are analyzed and interpreted according to the
COSMIN standards (30). The research was approved by
approved by Bioethical Commission of the Jagiellonian
University Collegium Medicum (no. 122.6120.332.2016).

Samples
The sample consisted of 351 participants (342 nurses and nine
psychiatrists) from three provinces in Poland. The sample was
fairly similar to the one in the original Norwegian study (21).
There were 313 female and 38 male participants with a mean
age of 40.4 (SD 9.2). Their mean work experience was 16.7 years
(SD 10.2), and their mean work experience in psychiatry was 15.6
years (SD 10.2).

A subsample of 27 nurses also completed SACS again 2 weeks
later for a reliability test-retest. Their mean age was 44.2 years (SD
7.5), and they were mostly females (92.6%). Another subsample
of 113 nurses completed a questionnaire on self-efficacy. Their
mean age was 43.7 years (SD 7.8), and there were 104 females
(92.0%) and nine males (8.0%).

A sample of 67 psychiatric medical personnel completed the
sorting of items for face validity. Their mean work experience
was 23.5 years (SD 9.0), with their mean work experience in
psychiatry being 19.2 years (SD 10.7).

Measurements
The Staff Attitude to Coercion Scale (SACS) was developed and
validated as a questionnaire measuring the cognitive component
of mental health professionals’ attitudes to coercion. It is a self-
report questionnaire of 15 items, assessed by means of the 5-
point Likert scale. It has three subscales: a pragmatic attitude
(Coercion as Care and Security), a critical attitude (Coercion
as Offending), and a positive attitude (Coercion as Treatment),
with sufficient reliability demonstrated for all three subscales
(Cronbach’s alpha 0.69–0.73) (21). Similar results have been
found in other adaptations of SACS, including in Poland (29, 31).
The subscales are scored as the mean of the corresponding items
(21, 23). There were no missing SACS data from any of the
351 respondents.

The General Self-Efficacy Scale (GSES) was used to assess
perceived self-efficacy regarding coping and adaptation abilities
in both daily activities and isolated stressful events. The tool
number 10 items, scored from 1 (No) to 4 (Yes). Reliability for
the GSES was previously reported as a Cronbach’s alpha of 0.78
(32). In our sample, the Cronbach’s alpha was calculated as 0.83.

Data Collection
Researchers recruited medical personnel via an official request
directed to hospital administrators in three locations, with all
three administrators agreeing to allow their medical personnel
to participate. The participants completed a paper-based consent
form and a paper-based questionnaire during work breaks.

TABLE 1 | Mean and standard deviation for staff attitudes to coercion scale items

and subscales (N = 351).

Items Mean SD

1 Use of coercion is necessary as protection in

dangerous situations

4.46 0.80

2 For security reasons coercion must sometimes be used 4.48 0.72

3 Use of coercion can harm the therapeutic relationship 3.15 1.11

4 Use of coercion is a declaration of failure on the part of

the mental health services

1.92 0.98

5 Coercion may represent care and protection 3.83 1.01

6 More coercion should be used in treatment 2.51 1.07

7 Coercion may prevent the development of a dangerous

situation

4.10 0.96

8 Coercion violates the patients’ integrity 2.92 1.17

9 For severely ill patients’ coercion may represent safety 4.25 0.88

10 Patients without insight require the use of coercion 2.42 1.03

11 Use of coercion is necessary toward dangerous and

aggressive patients

4.35 0.87

12 Regressive patients require the use of coercion 2.38 1.25

13 Too much coercion is used in treatment 2.36 0.84

14 Scarce resources lead to more use of coercion 2.97 1.21

15 Coercion could have been noticeably reduced, giving

more time and personal contact

3.18 1.21

Subscales

Offending 2.75 0.69

Security 4.25 0.58

Treatment 2.44 0.73

For the face validity data test, an online survey using the Lime
Survey tool was conducted (33). The medical personnel were
asked to sort each SACS item into one of three factors: coercion
as security, coercion as offense, or coercion as treatment.

Data Analyses
Descriptive data for items and subscales were reported as
means (SD) (Table 1). We used confirmatory factor analyses
to determine if the Polish sample contained the same factor
structure of SACS as the original Norwegian sample (34, 35).
The Polish sample was adequate for factor analysis as the Kaiser-
Meyer-Olkin measure of sampling adequacy was 0.717 (36).
Because the Norwegian sample indicated three factors for the
SACS, we specified three factors in a principal component factor
analysis with Varimax rotation (21, 30). Internal consistency for
each factor was analyzed by calculating Cronbach’s alpha. For the
alpha, the team interpreted the degree of internal consistency as
suggested in the guidelines by Cicchetti (1994) with the levels of
unacceptable (below 0.70), fair (0.70–0.79), good (0.80–0.89), and
excellent (0.90 and above) (37).

According to the COSMIN standards, test-retest reliability
was calculated as weighted kappa for items as ordinal scales, and
as intra-class correlation coefficients (ICC) for the three SACS
subscales (30). The estimation of the weighted kappa used linear
weights. ICC was calculated by means of a one-way random
effects model where the effects are random and the average
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TABLE 2 | Confirmatory factor analysis of three factors of staff attitudes to coercion scale: Principal components analysis with varimax rotation.

Items Factors

1 2 3

1 Use of coercion is necessary as protection in dangerous situations 0.755 −0.024 0.183

2 For security reasons coercion must sometimes be used 0.735 0.039 0.002

9 For severely ill patients’ coercion may represent safety 0.679 0.092 −0.152

7 Coercion may prevent the development of a dangerous situation 0.648 −0.044 0.117

11 Use of coercion is necessary in relation to dangerous and aggressive patients 0.631 −0.101 0.006

5 Coercion may represent care and protection 0.506 −0.042 0.021

14 Scarce resources lead to more use of coercion 0.075 0.781 0.156

15 Coercion could have been much reduced, giving more time and personal contact −0.119 0.780 0.183

8 Coercion violates the patients’ integrity −0.060 0.677 −0.044

3 Use of coercion can harm the therapeutic relationship 0.148 0.584 −0.144

13 Too much coercion is used in treatment −0.175 0.511 0.103

6 More coercion should be used in treatment 0.134 −0.166 0.703

10 Patients without insight require the use of coercion −0.024 0.050 0.703

12 Regressive patients require the use of coercion 0.105 0.205 0.414

4 Use of coercion is a declaration of failure on the part of the mental health services −0.373 0.232 0.413

Variance explained (total 45.5%) 19.3% 16.2% 10.0%

Internal consistency (Cronbach’s alpha) 0.74 0.71 0.39

Bold values represent loadings on subscale.

measures are reported. We interpreted the weighted kappa and
ICC according to Cicchetti’s guidelines (1994) with levels of poor
(below 0.40), fair (0.40–0.59), good (0.60–0.74), and excellent
(0.75 and above) (37).

The results for the test of face validity were shown in a
frequency table as the distribution of items on the three factors
identified in the confirmatory factor analysis. In the COSMIN
standards, face validity is defined as the degree to which the items
of an instrument look as though they are an adequate reflection
of the construct to be measured.

The association between GSES and each SACS subscale was
analyzed using Pearson’s correlation coefficients. Differences in
attitudes between nurses and psychiatrists were analyzed by
examining the confidence intervals (CI) and here due to the small
subsample of psychiatrists. All data analyses were conducted
using SPSS for Windows, version 27 (38).

RESULTS

Factor Structure and Internal Consistency
of Factors
The results of the confirmatory factor analysis are presented
in Table 2; with the factor loadings of individual items, the
percentage of variance accounted for by each factor, and the
internal consistency of each factor calculated as the Cronbach
alpha coefficient. The factor structure was similar to the factor
structure in the original factor analysis in Norway, except that
item 4 loaded highest on factor 3 instead of on factor 1.
Cronbach’s alpha was fair for factors 1 and 2, and unacceptable
for factor 3. Pearsons’ correlations between the SACS subscales

were weak between Offending and Security (R = 0.11 p <

0.03) between Offending and Treatment (R = 0.15 p < 0.003),
and between Treatment and Security (R = 0.11 p < 0.04).
In the original study, a five-factor model was also examined
with exploratory factor analysis (21). In the current study,
we also carried out an exploratory factor analysis, which gave
a solution with five factors explaining 60% of the variance.
However, the Cronbach alpha was fair for the first two factors
(0.74 and 0.70) and unacceptable for the other three (0.27–0.38).
Thus, we retained the three-factor model from the confirmatory
factor analysis.

Test-Retest Reliability
Test-retest showing the reliability of each item and the three
subscales is presented in Table 3. The reliability was excellent
(0.75 or above) for all the three subscales. The reliability for items
was excellent (0.75 or above) for eight items, good (0.60–0.74) for
six items, and fair (0.40–0.59) for one item.

Face Validity
Table 4 shows the results of the face validity test; with items
sorted on the three factors from the confirmatory factor
analysis. All the six items (100%) of Coercion as Security
were sorted to this factor with a high percentage for each
item. Three of the five items (60%) of Coercion as Offending
were sorted to this factor with lower differences in percentage,
one of these with the same percentage as another factor.
None of the four items (0%) of Coercion as Treatment was
sorted with the highest percentage to this factor; except for
the six items of Coercion as Security. The rest of the items
had a much more even distribution across the three factors.
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TABLE 3 | Reliability (test-retest) of items and subscales of staff attitudes to

coercion scale (N = 27).

Items Weighted kappa

1 Use of coercion is necessary as protection in

dangerous situations

0.96

2 For security reasons coercion must sometimes be used 0.72

3 Use of coercion can harm the therapeutic relationship 0.66

4 Use of coercion is a declaration of failure on the part of

the mental health services

0.47

5 Coercion may represent care and protection 0.60

6 More coercion should be used in treatment 0.74

7 Coercion may prevent the development of a dangerous

situation

0.76

8 Coercion violates the patient’s integrity 0.78

9 For severely ill patient’s coercion may represent safety 0.69

10 Patients without insight require the use of coercion 0.83

11 Use of coercion is necessary in relation to dangerous

and aggressive patients

0.69

12 Regressive patients require the use of coercion 0.81

13 Too much coercion is used in treatment 0.75

14 Scarce resources lead to more use of coercion 0.87

15 Coercion could have been much reduced, giving

more time and personal contact

0.93

Subscales ICC

Offending 0.97

Security 0.97

Treatment 0.96

The estimation of the weighted kappa employs linear weights. ICC is calculated on the

basis of a one-way random effects model where people effects are random and the

average measurements are reported.

As Table 4 shows, 12 of the items were sorted to with
their highest percentage going to Coercion as Security, four
items to Coercion as Offending, and no items to Coercion
as Treatment.

Differences in Attitudes Between
Psychiatrists and Nurses
In examining confidence intervals (95%), there was a
statistically significant difference in the Coercion as
Treatment scores between nurses and psychiatrists. Nurses
rated this subscale higher [2.45 (2.38–2.53)] than did
physicians [1.78 (1.46–2.09)]. For the two other subscales,
no statistically significant differences were found between the
two groups.

Association Between Self-Efficacy and
Attitudes to Coercion
The Pearson’s correlation coefficients between the GSES
and the SACS subscales were 0.02 (p = 0.816) for
Coercion as Offending, −0.04 (p = 0.715) for Coercion
as Security, and −0.06 (p = 0.546) for Coercion
as Treatment.

DISCUSSION

The confirmatory factor analysis of the Polish version of SACS
found the same factor structure in the case of three factors as
in the original Norwegian SACS, except that one item loaded
on another factor. Internal consistency was acceptable for the
factors on Coercion as Security and Coercion as Offending, and
unacceptable for the factor on Coercion as Treatment. Test-
retest reliability was excellent for all the three subscales. Face
validity was high for the factor Coercion as Security, partly
present for Coercion as Offending, and not present for Coercion
as Treatment. The subscale Coercion as Treatment was rated
significantly higher by nurses than by psychiatrists, but there was
no difference for the two other subscales. There was no significant
association between the General Self-Efficacy Scale and any of the
SACS subscales.

Factor Structure and Internal Consistency
of Factors
In this sample, the factor structure for Polish medical personnel
was similar to the original version of the SACS, with one
exception—item 4 (21). When comparing the three-vs.-five-
factors model, the three-factor models were chosen by Husum
et al. (21). However, in the German validation, one-factor models
were perceived as being more accurate (23). In the current
study, we decided to keep a three-factor model. The three-
factor structure for the Polish group was similar to the original
construction of the SACS (21), and named the same as in the
original validation: Coercion as Offending, Coercion as Security,
and Coercion as Treatment. Five factors seem to be less useful in
practice and more complicated to comprehend, and thus, were
not used.

In the first study on SACS in Poland, the same structure
was found in factors related to so-called “pragmatic” attitudes
(29). For many years, coercion was perceived as an integral
part of Polish psychiatry. However, the original SACS study was
conducted in 2008. There is a possibility of changes in attitudes
toward coercion in the perception of Norwegian medical
personnel. There is still a lack of knowledge in understanding
how time and cultural changes might affect the perception
of coercion. Attitudes may be changing. Attitudes may have
changed proportionally as opposition to the use of coercion
has increased.

In a previous study by Kiejna et al. (29), the three-factor
solution was identical to the Norwegian factors (29). In the
current study, the confirmatory factor analysis with nurses and
psychiatrists as respondents resulted in the same factors as
the Norwegian sample, except that item 4 loaded highest on
Treatment instead of Offending. The factor structure in the
Polish sample is the same except for item 4 (“Use of coercion is a
declaration of failure on the part of the mental health services”).
There might possibly be a few explanations for it.

The first explanationmight be connected with a real difference
in attitudes between the countries. A second reason might be
related to the translation process and the understanding of some
of the item terms. For example, some of the meaning of the
words might differ between Polish and the original Norwegian
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TABLE 4 | Face validity of staff attitude to coercion scale (SACS): Sorting of items (%) on three factors by 67 medical personnel in psychiatric departments.

Item distribution from confirmatory factor analysis Item distribution from sorting on factors

1 Security 2 Offending 3 Treatment

Factor 1. Coercion as security

1 Use of coercion is necessary as protection in dangerous situations 91.0% 0.0% 9.0%

2 For security reasons coercion must sometimes be used 91.0% 1.5% 7.5%

5 Coercion may represent care and protection 91.0% 1.5% 7.5%

7 Coercion may prevent the development of a dangerous situation 94.0% 1.5% 4.5%

9 For severely ill patients’ coercion may represent safety 83.6% 3.0% 13.4%

11 Use of coercion is necessary in relation to dangerous and aggressive patients 83.6% 0.0% 16.4%

Factor 2. Coercion as offending

3 Use of coercion can harm the therapeutic relationship 31.3% 37.3% 31.3%

8 Coercion violates the patients’ integrity 44.8% 46.3% 9.0%

13 Too much coercion is used in treatment 37.3% 37.3% 25.4%

14 Scarce resources lead to more use of coercion 44.8% 34.3% 20.9%

15 Coercion could have been much reduced, giving more time and personal contact 59.7% 10.4% 29.9%

Factor 3. Coercion as treatment

4 Use of coercion is a declaration of failure on the part of the mental health services 41.8% 26.9% 31.3%

6 More coercion should be used in treatment 43.3% 37.3% 19.4%

10 Patients without insight require the use of coercion 47.8% 16.4% 35.8%

12 Regressive patients require the use of coercion 29.9% 44.8% 25.4%

Bold values represent loadings on subscale.

version of SACS, and, this might possibly be confusing for
the respondents. However, only for the Polish translation was
this item problematic—the SACS factor structure was similar
to Norwegian in a study conducted in Iran (31). Cross-cultural
aspects of translation might be an interesting issue for future
research (39). More research is needed on the issue, including
the possibility of removing the item from SACS. It might
also be interesting to compare attitudes toward coercion in
different countries, taking into account economical, historical,
and political factors.

Our research suggests the need to delete item 4 from the Polish
version of SACS because of its ambiguity and influence on other
items. For this reason, validation of the translation process and
cultural sensitivity awareness seem to be important factors in
adapting the SACS.

Test-Retest Reliability
Test-retest showed good SACS stability. Again, item 4 obtained a
relatively low test-retest stability (0.56), which is reason enough
to remove it from the final version of the Polish SACS. Another
issue is the difference between the dimensions from the one
obtained in other studies. The three factors obtained in the
original research (21) and, consequently, the more complex
perception of coercion may be related to differences in the health
care curriculum. One of the elements is the lack of courses in the
prevention of violence and aggression. Another is the education
system itself, as psychiatric nursing is a specialization in Poland,
which can only be undertaken after completing undergraduate
studies and an appropriate period of work in the profession.
Another reason is the specifics of work in different countries and

the methods of treatment used, such as the medical treatment at
the expense of therapy and individual patient contact. Identifying
nurses’ attitudes toward coercion is important to determine
appropriate nursing curricular content.

Face Validity
The attempt to confirm the construct of the extracted factors
by face validity was not entirely successful. Twelve of the 15
items were sorted with their highest percentage to the factor
Coercion as Security (including six items from the two other
factors), and none of the items of the Coercion as Treatment
factor being sorted with the highest percentage to this factor. The
results indicate that the participants mostly considered coercion
as security and partly as offending, and only to a very small
extent as treatment. This seems to support other parts of the
discussion regarding both the cultural differences and differences
in time as to the validity of the results for the Norwegian SACS in
2008. However, when the nurses and psychiatrists in the current
study rated their attitudes to coercion by completing SACS, the
confirmatory factor analysis still found the same factors as in
Norway, including the factor for Coercion as Treatment.

Differences in Attitudes Between
Psychiatrists and Nurses
There are strong arguments to select nurses as a homogenous
group—in Poland, it is nurses who implement treatments,
more often than do medical doctors or psychologists. For that
reason, nurses’ attitudes toward coercion might differ from other
medical care specialists. Nurses are exposed to more violence
than psychiatrists, often in situations where they apply coercive
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measures, whichmay be a reason for differences in the perception
of coercion between psychiatric nurses and psychiatrists. The
difference in the sample sizes reflects the difference in the
number of nurses and psychiatrists in psychiatric departments;
psychiatrists’ attitudes are equally more important as it is they
who take the decisions to employ coercion measures. Psychiatric
nurses agreedmore strongly than psychiatrists with the statement
that more coercion should be used in treatment. Psychiatric
nurses are personally involved in applying coercive measures,
and thus, they become targets for aggressive behaviors more
often than psychiatrists. Interestingly, there are some cultural
differences in this issue. In the Norwegian study, psychiatrists
showed a more authoritarian approach than did nurses (40). This
may be related to the differences in the relationship between
medical personnel and patients in Poland and Norway.

Currently, there is no curricular content for teaching Polish
nursing students how to effectively manage patient aggression
and violence (41). Due to the lack of other solutions, they
may overestimate the necessity of coercive measures. There
is a need for nurses’ training in aggression prevention and
management, based on understanding the motivation and
negative consequences of coercive measures. Behavioral changes
in nurses’ view of aggression will lead to fewer conflicts
between staff and patients, which, in turn, will lead to fewer
patients being restrained (42). Thus, far, there have been limited
initiatives in Poland to address aggression and violence in
mental hospitals (43). It seems to be important to give nurses
knowledge in areas of conflict de-escalation or through the
use of alternative interventions, like e.g., Safewards, which
is effective intervention to reduce violence. It also influences
medical personnel attitudes toward coercion (10, 44). SACS can
measure not only initial attitudes but also attitudinal changes. It is
important to use evidence-based training with evaluation, which
SACS can provide.

Attitudes toward coercion are conditioned by many factors,
including experiences derived from working with specific types
of patients. Such differences should be looked at in a global
context, taking into account the specific nature of treatment in
individual countries. The means in the three groups appear to
be very similar; however, some differences in factor structure do
emerge. This might indicate that cultural differences exist, not in
understanding coercive measures per se, but in attitudes toward
using them.

Reflections Regarding Attitudes Toward
Coercion in Different Countries
In order to reflect on any possible differences between countries
in attitudes to coercion measured using SACS, we have compared
published results from studies conducted in Norway, Germany,
and Poland. Polish medical personnel see coercion as a part
of the treatment and an acceptable solution in dealing with
aggressive behaviors. The biggest differences might be noted
between Poland and Germany. Geographically, the countries
share a border, but they are very far apart in their perception
of coercion.

The first challenge in Poland is that there are insufficient
medical personnel on any one shift, which is why they might
tend to overuse coercion in difficult situations (45). They are
also not in possession of alternative solutions, such as Safewards.
According to nurses, they are overloaded with work and cannot
spend extra time with agitated patients (46), which may lead
to a higher level of moral distress. This concept is related to
the external constraints connected to obstacles outside of the
individual, whether institutional, systemic, or situational.

The second challenge are the internal constraints located
within the individuals themselves, which are described as
personal limitations, failings, or weakness of will (47). Any
perceived lack of self-efficacy and knowledge in dealing with
difficult behaviors, in connection with work overload and
institutional obstacles related to coercion, might also provoke
discomfort. It might result in a vicious cycle, in which using
coercive measures leads to moral distress.

To compare the attitudes toward coercive measures in
different countries, the means for individual items were
compared. Some differences in themeans between countries were
found. Norwegian medical personnel agreed that coercion might
represent care and protection more than in other countries (item
5: 4.21 vs. 3.82). According to Polish medical personnel, coercion
should be used more often (2.51). German medical personnel
have a different point of view (item 6: 1.81). In Poland, coercion
is way to deal with a dangerous situation on the ward (item 7:
4.10 for Poland, 3.52 for Germany). It can also be a solution for
severely ill patients (item 9: 4.35 in Poland, 3.64 in Germany).
There were differences in opinion about the violation of integrity
(item 8), with the biggest difference between Poland (2.92) and
Germany (3.68). A similar situation exists with items 14 and 15:
(2.97 vs. 3.58) and (3.18 vs. 4.04) (21.23)

Item 4, which was problematic in the factor analysis, showed
cultural differences. In item 4, German medical personnel
admitted that the use of coercion might be perceived as failure
(2.28), while in Poland this issue was perceived differently
(1.92) (21.23).

In Norway, where the population has a normative attitude
toward respect for autonomy and human rights, which may
be reflected in the professionals’ attitudes toward respect for
patients’ autonomy and human rights. A medical culture
created by former authoritarian countries, like Poland, might
have led to strong paternalism (27, 28). Mental health
care was more paternalistic in history, but in contemporary
mental health care, more collaborative work methods have
been developed. A patient’s rights are an important issue in
modern psychiatry.

This allowed us to come to the conclusion that there is
cultural diversity among the three countries compared. The
reasons might be because of economic (insufficient medical
personnel), and historical and education factors (no alternative
de-escalation programmes). Nurses’ attitudes toward coercion
might prevent any excessive use of mechanical restraints (20).
Observing changes in nurses’ attitudes toward coercion and its
overuse might alert supervisors to unwanted behaviors, such
as cynicism or a low sense of personal accomplishment about
patients, which are indicative of burnout (48).
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Association Between Self-Efficacy and
Attitudes to Coercion
We did not find a significant association between self-efficacy and
attitudes toward coercion. Undoubtedly more research is needed
into this issue. Still little is known about the factors influencing
attitudes and leading to decisions to use coercive measures.
However, the previous research shows the relationships between
training in using restraint practices though this was not
something revealed by our investigations (16, 49).

General attitudes toward different situations correlate well
with general behavioral patterns, but not with specific behaviors.
Predicting specific actions, like the use of coercion, requires
a measure of attitude toward the behavior itself, as in the
reasoned action approach, which takes specific behavior as
the starting point and identifies intentions, attitudes, norms,
and perceived behavioral control as important determinants.
Thus, to improve the mental health treatment system, it is first
crucial to understand the attitudes of medical personnel toward
coercion in different settings. The next step in the research
should be to determine how personality factors, but also teaching
curriculum and public opinion, can influence attitudes toward
coercion (50).

Strengths and Difficulties
In our study, we employed COSMIN standards for a higher
level of methodological correctness (30). The study, however, has
some limitations. One of them is the relatively small number of
psychiatrists in the study. Another limitation might be that the
test-retest was only conducted with the group of nurses, and that
it may not be representative for psychiatrists.

Although we used a large sample of psychiatric nurses
(n = 351), they were only from three districts of Poland. In this
context, working ethics and hospital regulations could potentially
influence the nurses’ attitudes. Thus, the perspectives of nurses
from other hospitals should also be considered.

Lack of knowledge, work overload, and responsibility
for applying coercion might lead nurses to overuse it.
Sometimes coercive measures might be the easiest, but not the
best, solution.

CONCLUSION

Our study adds new knowledge about staff attitudes toward
coercion inmental health care. It also gives amore insightful view
as to the validity of the Staff Attitude to Coercion Scale (SACS).

In our study, we suggest a three-factor model as the
most effective in analyzing attitudes toward coercion in a

group of psychiatric nurses and psychiatrists. According to
the data obtained, the Polish version of SACS should not
include item 4, because of its ambiguity. Our research did
not confirm any correlation between SACS and self-efficacy,
but showed differences in the attitudes of psychiatric nurses
and psychiatrists.

There are some practical implications of our study. SACS
appears an interesting and valuable tool that can be used within
research into coercion. However, there is a need to compare
attitudes in other countries and cultures. It would also be valuable
to compare attitudes of other groups of nurses who use coercive
measures, such as geriatric nurses. To summarize, the use of the
SACS might be beneficial; however, one must be cognizant of
cultural differences, not a measurement problem—as it is in the
case of psychiatrists and psychiatric nurses.
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