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ABSTRACT

NHS staff frequently experience violence and aggression, and post-traumatic stress
disorder (PTSD) is amongst the potential psychological consequences. Using a prospective
design, the present study sought to establish whether cognitive factors, specified in Ehlers and
Clark’s (2000) model, could predict symptom severity over and above other established risk
factors. The aim was to develop and refine a predictive tool, which could be used to identify
individuals who may benefit from early, targeted interventions. Forty-eight healthcare workers
completed questionnaires assessing a range of cognitive factors, immediately following an
incident of violence or aggression. Of these participants, twenty provided data concerning
PTSD symptoms at three-month follow-up, despite implementing strategies to maximise
response rates. It was therefore not possible to address the original research question owing to
the small sample size. However, several participants reported experiencing symptoms, and for
some these were moderate to severe.

Several potential reasons for non-response were identified, including the possibility that
healthcare workers appraise workplace incidents in such a way that subsequent effects are
minimised. An experimental analogue study examined this hypothesis. Student nurses (N =
190) read a vignette as an analogue for a violent incident, in which the context was manipulated.
Results indicated that neither organisational setting (work / non-work), nor cause of the
perpetrator’s behaviour (1llness / non-illness) influenced the type of appraisals endorsed, or
ratings of perceived distress. It therefore seems likely that other factors contributed to the low
response rate observed in Study 1. However, in line with Ehlers and Clark’s (2000) cognitive
model, appraisals explained a significant amount variance in dysfunctional behaviours after
controlling for perceived distress.

Study 1 indicated that a proportion of staff were adversely affected by incidents of
violence and aggression. Replication of this research 1s warranted in light of the current

literature, and recommendations are made for modification.
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conducted by Annie Moreland. The other candidate’s thesis was concerned with investigating
the mechanisms proposed in Ehlers and Clark’s (2000) cognitive model of post-traumatic stress
disorder (PTSD). In contrast, the current thesis was concerned with prediction, and had the
primary aim of developing and refining a predictive tool for the i1dentification of individuals
who were at risk of developing persistent symptoms of PTSD. The common theme was that
these predictions were informed by Ehlers and Clark’s model.
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responsible for Site 1, and the other candidate was responsible for Site 2; Site 3 was managed
collaboratively. We contributed jointly to presentations and meeting staff at each location,
where appropriate.

In summary, my independent contribution to the work has been to review the relevant
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report the findings in this thesis. I independently carried out all aspects of the research process
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INTRODUCTION

NHS staff are frequently exposed to violence and aggression in the workplace
(Department of Health [DOH], 2006; Healthcare Commission, 2005; National Audit Oftice
[NAO], 2003). Such incidents can have substantial impacts, both for the individuals involved
and their employing organisations. In addition to the physical consequences and experience ot
distress, violence and aggression can affect the way individuals feel about their work, leading to
reduced job satisfaction and morale, absenteeism and commitment to the organisation (e.g.
DOH, 2006; Fernandes, Raboud, er al., 2002). Although 1t 1s difficult to quantify the financial
costs, these incidents can result in staff taking time off work and ultimately may influence
decisions to leave the organisation (e.g. DOH, 2006; Fernandes, Bouthillette, et al., 1999). The
development of post-traumatic stress disorder (PTSD) symptoms is perhaps one of the more
severe potential psychological consequences for individuals exposed to violence. PTSD 1s a
common response to traumatic events such as assault, serious accident or disaster. It is
characterised by three clusters of symptoms, including unwanted and repeated re-experiencing,
hyperarousal and avoidance of stimuli that are reminders of the traumatic event.

One possible response to incidents of violence would be to offer an early intervention to
minimise the risk of long-term psychopathology. However, not all individuals exposed to such
trauma develop PTSD, and initial symptoms often remit naturally. Furthermore, in addition to
substantial resource implications, evidence currently suggests that provision of certain
interventions for all those exposed to traumatic incidents 1s not effective, and may even be
detrimental in the long-term (¢.g. Murray, Ehlers & Mayou, 2002). The ability to make
predictions about which individuals are vulnerable to develop persistent symptoms would
therefore enable early, targeted intervention. Such strategies are therefore important (Ehlers &
Clark, 2003); in addition to crucial benefits for the affected individuals, they may reduce the
cost of widespread violence and aggression to NHS organisations.

Several risk factors associated with PTSD have been 1dentified through research,
although meta-analytic reviews have revealed inconsistent results for certain variables (Brewin,
Andrews & Valentine, 2000; Ozer, Best, Lipsey & Weiss, 2003). While this finding is partly
attributable to methodological i1ssues such as inconsistent indices of PTSD symptom severity,
the available evidence highlights the importance of the psychological processes involved.

Ehlers and Clark (2000) highlighted cognitive factors involved in the maintenance of
PTSD symptoms, and this model represents an important attempt to establish predictive factors.
Indeed, a growing body of evidence from both cross-sectional and prospective research provides
support for the utility of these factors in predicting persistent PTSD symptoms in different
populations exposed to trauma (e.g. Dunmore, Clark & Ehlers, 2001), including NHS staff
exposed to violence and aggression (Salter, 2003).




14

The present study aimed to examine the role of cognitive factors hypothesised to be
involved in the maintenance of PTSD symptoms in a population of health service employees
exposed to violence or aggression in the workplace, using a prospective design. It sought to
generate and refine a predictive tool that would enable 1dentification of individuals who are at
risk of developing persistent PTSD symptoms. Such symptoms may not reach the threshold for
diagnosis of PTSD and yet may be distressing and benefit from intervention. The focus was
therefore upon prediction of symptoms, rather than individuals meeting diagnostic criteria for
PTSD diagnosis. These predictions were to be largely theory-based, informed by the cognitive
model proposed by Ehlers and Clark (2000). It is hypothesised that cognitive factors would
increase the accuracy of predictions, over and above factors such as assault severity. The
purpose of the resulting instrument would be to facilitate identification of trauma-exposed
individuals who might benefit from targeted early interventions.

The following literature review will first explore the problem and consequences of
workplace violence and aggression, with particular emphasis on healthcare professionals as the
focus of the present study. Having established PTSD as an important consequence, potential
risk factors will be explored, converging on a need for psychological models to understand
persistent symptoms of the disorder. Current important theories will be outlined and critically
appraised, including the cognitive model proposed by Ehlers and Clark (2000). The latter will

be put forward as a promising basis for predicting PTSD symptoms in healthcare professionals.
Literature Review

Workplace Violence and Aggression

Definition, Extent and Scope

Despite being a significant concern over the past decade, both nationally and globally,
there remains no consensus about the most appropriate way to define violence and aggression in
the workplace (Rippon, 2000). However, the World Health Organisation (WHO) provide a
widely accepted description: ‘Incidents when statt members are abused, threatened or assaulted
in circumstances related to their work, including commuting to and from work, involving an
explicit or implicit challenge to their safety, well-being or health’ (1995). Such events as
described in this definition will be the focus of this research, and encompass a broad range of
incidents involving physical, sexual and verbal violence and aggression.

Violence occurs 1n all work environments, although it is recognised as a significant
problem in health professions (Health and Safety Advisory Committee, 1987; Whittington,
Shuttleworth & Hill, 1996). Findings from the British Crime Survey (Upson, 2004) indicate
that healthcare workers in the UK are at relatively high risk of both assaults and threats while at
work. A significant proportion reported being worried about assaults and threats at work, which

reflects their high risk of victimisation. These statistics are likely to be an underestimate of
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incidence because professionals may not take criminal action owing to the emotional, physical
or mental state of the perpetrator and perceived diminished responsibility (Budd, 1999). Figures
published by the NHS Security Management Service (SMS) in 2006 indicate that 60,377
physical assaults towards NHS staff were reported in 2004-2005. They estimate that on average
1 in 22 staff are exposed to such incidents. This data does not represent other types of
aggression, involving verbal aggression or sexual assault. Furthermore, the actual incidence of
workplace violence is difficult to estimate, owing to the lack of a consistent definition and the
absence of standardised measures (Leather, 2003), as well as significant under-reporting within
the NHS by healthcare workers, particularly doctors (British Medical Association, 2003).
Indeed, the National Audit Office (NAO) estimates that as many as two out of five incidents are
unreported (2003). However, the available data indicates that workplace violence and
aggression towards NHS staff 1s a widespread problem.

Although healthcare workers from all settings are exposed to violence at work, some
groups are at greater risk, with greatest vulnerability amongst nursing statt. In terms of
populations, consistently high incidence is reported in mental health and learning disability
services, followed by ambulance services and acute hospitals, including accident and emergency
(A&E) departments (NHS SMS, 2006). The National Audit of Violence (Healthcare
Commission, 2005) found that 78% of nursing staff working in the latter two areas had been
personally attacked, threatened, or made to feel unsafe, and 89% reported witnessing such
events (N = 6330). For psychiatric nurses, workplace violence has been described as a ‘virtually

normative experience’ (Lanza, Zeiss & Rierdan, 2006).

Consequences

Research highlights that workplace violence and aggression in the health service i1s
prevalent, and there are potentially significant implications at individual and organisational
levels. Despite the considerable size of the problem, there is a relatively limited amount of
empirical research into the consequences of workplace violence for health sector workers,
particularly in comparison with other professions (Rippon, 2000). Furthermore, Walsh and
Clarke (2003) highlight that research has often focused on physical rather than psychological
outcomes (e.g. Cooper & Mendonca, 1991; Haller & Deluty, 1988; Hobbs, 1991; Nolan,
Dallender, Soares, Thomsen & Arnetz, 1999). However, the paucity of literature concerning
psychological and emotional consequences is being addressed through research in the UK and
internationally.

Although individual responses vary, many healthcare workers report being emotionally
affected by the experience of workplace violence and aggression (e.g. Budd, 1999; Lanza, 1983
Whittington ef al., 1996), and a significant relationship has been found between workplace
violence and a range of emotional sequelae (e.g. Arnetz & Armetz, 2001). The International
Council of Nurses (ICN, 1999) highlight a range of consequences, including substantial
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psychological impacts for those directly involved. These include increased stress, anxiety and
depression, loss of morale and belief in own professional competence, and selt-blame. In a
prospective study in the UK, Whittington and Wykes (1992) also reported fatigue, irritability,
increased substance use and nightmares following assault. Although this involved a relatively
small sample (V= 24), which is characteristic of many similar studies, such experiences have
been confirmed in a recent meta-analytic review (Needham, Abderhalden, Halfens, Fischer &
Dassen, 2005). These authors present evidence from 25 studies for the non-physical impact of
violence and aggression amongst nurses. This highlighted the range of emotional, cognitive and
social consequences for individuals, 1dentified through international research. Relatively high
incidences of general psychological distress following violence and aggression have been
reported in the literature, although there is substantial variation. For example, in an exploratory
study involving psychiatric nurses who had been assaulted, 30% (» = 12) reported experiencing
a range of emotional, phystological and cognitive responses such as those related to anxiety
(Lanza, 1983). In contrast, incidence of distress, manifested in problems such as depression,
flashbacks, sleeplessness and taking time off, was reported by 86% (n = 75) of A&E doctors
(Zahid, Al Sahlawi, Shahid, Awadh & Abu Shammah, 1999). Although findings from this
research should be interpreted cautiously, owing to the retrospective design and non-
standardised measures of symptoms, they provide further indication that exposure to violence
and aggression can have negative psychological sequelae for healthcare workers.

Furthermore, as PTSD 1s a common response to traumatic events such as assault or
severe accidents, healthcare staff may develop symptoms through exposure to violence and
aggression in the workplace. There are three main clusters of symptoms of this disorder,
including repeated and unwanted re-experiencing of the trauma, hyperarousal, and avoidance of
stimuli that are associated with the event; a more detailed exploration of PTSD follows in a later
section. Indeed, the meta-analytic review discussed above identified PTSD as a predominant
consequence (Needham ez al., 2005). Prospective studies have documented symptoms of PTSD
in general psychiatric nursing staff, reporting incidences of 10% to 47 %, although sample sizes
have tended to be relatively small (e.g. Adams & Whittington, 1995; Flannery, Fisher, Walker,
Kolodziej & Spillane, 2000; Flannery, Fulton & Tausch, 1991; Flannery, Hanson & Penk, 1995;
Richter & Berger, 2006). The Joint Programme on Workplace Violence in the Health Sector
(International Labour Office, ICN, WHO and Public Services International) commissioned a
series of case studies following its launch in 2001, which also indicate that PTSD symptoms are
a common outcome. For example, in South Africa over 55% of healthcare workers surveyed
who were exposed to workplace physical violence (N = 91) reported experiencing symptoms of
PTSD, to a moderate or severe degree (Steinman, 2003).

There is evidence to indicate that PTSD reactions can be severe, and in some cases
reach a diagnostic threshold. In the US, Caldwell (1992) found that 61% (n» = 137) of 224
clinical staff surveyed in a psychiatric setting reported symptoms and 10% (n = 23) fulfilled
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DSM-III-R criteria for PTSD diagnosis (American Psychiatric Association; APA, 1987). A
concerning finding is the duration of the emotional impact of violence and aggression, and
PTSD is considered a likely long-term outcome (Hoel, Sparks & Cooper, 2000). For example,
Ryan and Poster (1989) found that although symptoms had improved within approximately six
weeks of the incident for 82% of nursing staff (N = 61), some were experiencing at least
moderate PTSD symptoms six and twelve months following assault.

Despite acknowledgement of PTSD as a potential outcome, there is limited research
concerning prevalence and severity in the UK health sector. However, available evidence
corroborates international findings. For example, 37% (N = 156) of staff working in psychiatry
wards that experienced actual or threatened violence reported high category scores on the
Impact of Events Scale (IES), a validated measure of PTSD symptoms (Wildgoose, Briscoe &
Lloyd, 2003). In a prospective study within a community NHS trust, Walsh and Clarke (2003)
tound that 6.5% (N = 126) of staff reported at least moderate symptoms of PTSD on the IES
three months post-incident. Overall subjective ratings of psychological impact on an
idiosyncratic questionnaire were higher than specific symptom ratings, with 42% reporting at
least a moderate impact. An important finding in the latter study was that verbal aggression,
which occurs more frequently, was associated with greater psychological distress. Other similar
studies have also established that physical injury is not a necessary condition for long-term
psychological impact (e.g. Crabbe, Alexander, Klein, Walker & Sinclair, 2003).

There are a number of limitations associated with the current literature. For example,
variation in incidence of PTSD symptoms has been found, ranging from 10% (Adams &
Whittington, 1995) to 61% (Caldwell, 1992). Some studies have identified staft who fulfill
diagnostic criteria (e.g. Caldwell, 1992), while others have not (e.g. Richter & Berger, 2000).
Such discrepancies may be influenced by factors such as different assessment instruments.
Furthermore, research has often involved small sample sizes, achieved low response rates, and
employed nonstandardised measures to assess symptoms. It 1s also disappointing that many
studies have not explicitly investigated PTSD, especially when they have involved large
samples (e.g. N = 8531; Ametz & Ametz, 2001). Despite these 1ssues, there is a consistent
finding that workplace violence has negative emotional and psychological consequences, which
include PTSD symptoms. Furthermore, these can be severe and persistent for some individuals.

Individual impacts are interlinked with those to the organisation. Therefore, widespread
workplace violence can potentially cause immediate and long-term disruption in the delivery of
healthcare services. In a DOH consultation paper (2006), the potential for violence and
aggressive behaviour to negatively impact on the workplace environment is emphasised,
regardless of incident severity. In addition to the immediate costs of absenteeism, such
problems include potential deterioration of the quality of care provided and job performance

(e.g. Fernandes, Raboud, et al., 2002). For example, this can occur if staff engage in avoidance

behaviours that may negatively affect the performance of duties (e.g. Richter & Berger, 2006).
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Violence at work can also result in lower job satisfaction (Fernandes, Bouthillette, ez al., 1999)

and commitment to the organisation (Barling, 1996), with some workers making subsequent
decisions to leave the healthcare professions (e.g. Fernandes, Raboud, et al., 2002). A
retrospective study of 106 A&E personnel 1llustrates these outcomes, with 74% (n = 78)
reporting reduced job satisfaction and 27% (n = 27) taking leave as a direct result of violence
and aggression. Of those who had left their job, 67% (r» = 18) reported that this was partly
attributable to violence (Fernandes, Bouthillette, et al., 1999). While this should be interpreted
with caution due to the potential for biased responding, in the context of other findings it
highlights the potential for violence to negatively impact on attitudes towards work.

Ultimately, workplace violence may result in a reduction in health services available to
the general population (DOH, 2006) and an increase in health costs. Although research has
established the potential impacts of workplace violence and aggression, no consistent data are
available quantifying the impact and costs to the NHS (NAO, 2003).

Addressing this 1ssue 1is a priority concern for all healthcare organisations. The NHS
implemented a framework 1n 2003 concerning management of violence and aggression. While
there 1s considerable emphasis upon prevention, training and facilitating prosecution of
offenders (DOH, 2006), it is also recognised that NHS organisations should develop strategies
that seek to reduce and manage the negative individual and organisational impacts associated
with workplace violence. Consequently, published guidance is now available at national,
occupational and professional levels for dealing with such events (e.g. Royal College of Nursing
& NHS Executive, 1998). It is emphasised that organisations should deal with immediate
distress, and prevent development ot severe psychological problems amongst staff exposed to
workplace violence and aggression (Richards, 2003). It would be impractical and costly to
provide intervention to all staff following exposure to incidents. Moreover, evidence suggests
that such a blanket approach may not be worthwhile. For example, single sessions of
psychological briefing do not seem to be effective (e.g. Rose, Bisson & Wessley, 2002) and
may be detrimental in the long term (e.g. Murray ez al., 2002). Taken with the knowledge that
the majority of individuals will recover from symptoms of PTSD on their own, this suggests
that strategies for identifying those who are likely to benefit from intervention is of great
interest and importance (Ehlers & Clark, 2003). This would have obvious benefits to the
affected individuals who experience distressing symptoms, which can impact on their
functioning in personal and occupational life domains. In terms of resources, it would also offer

NHS employers with a more achievable and effective strategy.

Summary

There are a number of limitations associated with the research concerning the incidence
and prevalence of psychological consequences of workplace violence and aggression in

healthcare workers. This includes low response rates, reliance on retrospective reporting and
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the use of nonstandardised measures (Walsh & Clarke, 2003). Despite these, the available
literature explored here suggests that psychological reactions are common, including symptoms
of PTSD, and a proportion are severe. In addition to the distress experienced by the individual
involved, these can have far-reaching consequences for the employing organisation. The
following section will consider PTSD in more detail, including characteristics of the disorder,

risk factors, and the need for developing valid psychological models.
PTSD

Definition, Prevalence and Incidence

PTSD is characterised by three clusters of symptoms, relating to repeated or unwanted
re-experiencing of the incident, arousal, and a range of behavioural responses including
subsequent avoidance of stimuli associated with the event. Symptoms can cause significant
impairments in social and occupational functioning. Striking variability in prevalence following
trauma has been reported in the current literature, with extremities of 17.5% to 42% at six
months post-trauma, and 2% and 36% at twelve months. The discrepancy can be partly
attributed to methodological issues (O’Donnell, Creamer, Bryant, Schnyder & Shalev, 2003).
For example, potentially confounding factors include the use of self-report measures and mental
or physical states such as pain following injury, which could influence symptomatology and
have not been accounted for. The representativeness of some samples 1s also questionable
(O’Donnell ez al., 2003); findings from biased samples, for example where prevalence of
symptoms is over-represented owing to methodological limitations or some other factor, are
unlikely tor be replicated in further research.

However, PTSD is known to be a common response to the experience of trauma, with
an epidemiological survey of a nationally representative sample of 5877 people aged between
15 and 45 in the US finding a lifetime prevalence rate ot 7.8% (Kessler, Sonnega, Bromet,
Hughes & Nelson, 1995). The disorder was first included as a diagnostic classification by the
APA in 1980, although the symptoms which are now recognised as PTSD, were previously
described under a variety of names including shell shock and rape-trauma syndrome. Aspects
of its conceptualisation have continued to be moditfied over the past two decades, for example
reflecting acknowledgement that traumatic exposure is relatively common.

Evidence suggests that a normative pattern is for individuals to initially experience a
range of symptoms following trauma, but for the majority of people these will remit in the
following weeks or months (Kessler ef al., 1995). However, PTSD symptoms persist for
approximately one third of those exposed to trauma (Kessler ef al., 1995). The course of PTSD
tends to be chronic, with a duration of at least three months. The National Comorbidity Survey

(Kessler et al., 1995) established that over 70% of cases lasted more than one year, and over a

third remained symptomatic for at least three years. A significant disparity between lifetime
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prevalence of exposure to a traumatic event (approximately 50%) and lifetime prevalence ot
PTSD (5 to 10%) has prompted investigation into individual variability in psychological

response to traumatic stress (Ozer et al., 2003). Traumas such as motor vehicle accidents

(MV As) and assault have been extensively studied, with less literature surrounding PTSD and
workplace violence or aggression in civilian populations. However, evidence reviewed earlier
indicates that employees exposed to actual or threat of physical violence and aggression may
experience similar reactions (e.g. Whittington & Wykes, 1989; Wykes & Whittington, 1998).
Individual vulnerability factors for PTSD may be important in understanding the
mechanisms of the disorder. Furthermore, they represent a way of identifying individuals who
are at risk of developing persistent symptoms, and could therefore aid prediction. Such factors

associated with PTSD will now be explored.

Risk Factors for PTSD

Risk factors are pre-existing variables associated with the development of a disorder.
Such vulnerability factors are important in understanding PTSD, as this outcome does not occur
in all individuals who are exposed to trauma. PTSD has been associated with pre-trauma risk
factors such as personal or family history of psychological difficulties, childhood sexual or
physical abuse, experience of other early trauma, gender, personality traits and lower
intelligence (e.g. Breslau, Davis, Andreski & Peterson, 1991; Nishith, Mechanic & Resick,
2000). In addition, certain trauma characteristics have been associated with PTSD, such as
stressor severity and preparedness, and post-trauma risk factors including perceived lack of
social support and other stressful events. Although a number of processes through which these
factors influence development of PTSD have been speculated on, they have received limited
investigation (Brewin et al., 2000). Indeed, the interpretation of such factors can be
problematic. For example, in cross-sectional research it can be difficult to establish whether
risk factors such as lack of social support are a cause or consequence of PTSD. Furthermore,
findings for individual risk factors have been inconsistent across studies.

Meta-analytic studies have provided important insight into vulnerability for PTSD.
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