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Abstract

Background: De-escalation training is widely recommended for reducing violent
incidents in the workplace, but is rarely included in nursing curriculums. Research
suggests that nursing students should learn skills that enable them to respond to
violence in a calm manner.

Objective: To test whether a de-escalation training session could improve nursing
students’ de-escalation skills and their confidence in coping with patient aggression.
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Method: The study was designed as a cluster randomised controlled trial that
included three clusters (classes) of third-year nursing students allocated either to the
intervention group (two classes, n=35) or the control group (one class, n=10). Data
were collected at a Norwegian university college of nursing in February, August and
November 2019. For each class, all data were collected over a period of five hours in
one day. All participants were exposed to two simulation scenarios. The intervention
group participated in a 50-minute de-escalation training session in between
scenarios. The primary outcome was de-escalation skills, and the secondary outcome
was confidence in coping with patient aggression. To measure de-escalation skills,
videos of participants during the two simulation scenarios were used to collect data
pre- and post-intervention. The English Modified De-escalating Aggressive Behaviour
Scale (EMDABS) was applied to code videos. Confidence in coping with patient
aggression was obtained through a validated self-report questionnaire before and
after the two simulation scenarios, pre- and post-intervention.

Results: After participating in the de-escalation training session, the students in the
intervention group demonstrated positive changes in de-escalation skills compared to
those of the control group. With regard to confidence in coping with patient
aggression, both groups’ scores improved after they had attended simulation
scenarios, but the largest improvements occurred after they had participated in the
de-escalation training session.

Conclusion: The results suggest that de-escalation training has the potential to
increase nursing students’ de-escalation skills and their confidence level in coping
with patient aggression. Given the limitations of this study, replication with larger
sample sizes is needed.

Introduction

Workplace violence is a major concern among healthcare professionals worldwide (1).
It can have severe consequences at both an individual level and at an organisational
level (2). It can also cause physical and emotional injuries, increase sick leave, reduce
job satisfaction and increase staff turnover (3-5).

Nurses are particularly exposed to workplace violence, and nursing students may be
especially vulnerable to its consequences (6-9). Ultimately, violent incidents may play
a role in why nursing students consider leaving their profession (7).

National and global organisations recommend systematic training initiatives to
address workplace violence (10, 11). Historically, many healthcare providers have
viewed restrictive patient interventions as a safe and effective approach to managing
violence (12).



However, recent practice standards have moved toward a more patient-centred and
less restrictive approach (15). The National Institute for Health and Care Excellence
(NICE) recommends using de-escalation techniques to prevent violent incidents (16).

De-escalation has been defined as ‘talking with an angry or agitated service user in
such a way that violence is averted and the person regains a sense of calm and self-
control’ (16, p. 30). It is a communicative approach to aggressive behaviour that is
considered more dignified and humane, as well as less coercive compared to physical
interventions (17).

A review of the evidence base for de-escalation found that participants in de-
escalation training increase their knowledge and confidence level (18). However, there
is still insufficient evidence of its effectiveness in improving staff performance (14, 15,
19, 20), and there have been few experimental studies that include control groups (13,
21).

In recent years, the four health regions in Norway have jointly developed a national
staff training programme called the ‘Management of Aggression Programme’ (MAP),
which is based on the existing international literature and evidence in the aggression
management field (22). This programme is now being implemented nationwide in
Norway.

One of the main parts in this programme is the de-escalation training, which focuses
on creating a safe place both physically and psychologically (23), engaging
empathically and exploring the other person’s point of view (24), and resolving
underlying distress through collaborative problem-solving (23).

De-escalation training might have great potential for improving de-escalation
behaviour in nurses, but there is limited knowledge about the extent to which such
training actually contributes to improving skills. Due to the recent nationwide
implementation, the present study aims to test the de-escalation training session
used in the MAP model on nursing students’ de-escalation skills and confidence level
in coping with aggression.

Method
Aims

The present study aims to test the impact of the brief de-escalation training used in
the MAP model on nursing students’ de-escalation skills and confidence level in
coping with aggression.

The study aims to test two hypotheses:

o De-escalation training will improve the de-escalation skills of nursing students.



« De-escalation training will improve nursing students’ level of confidence in coping
with aggression.

The study’s primary outcome is de-escalation skills, while confidence in coping with
aggression is a secondary outcome.

Design

A cluster randomised controlled trial with a pre-post design was conducted to test the
two hypotheses (Figure 1). Within one year (2019), the three classes of third-year
nursing students at a Norwegian University College were randomly assigned to either
the intervention or the control group. The classes represented natural clusters.

The randomisation sequence was created using the random number function in
Microsoft Excel (2016) (25) prior to recruitment. Two of the clusters were allocated to
the intervention group and one cluster to the control group. All three clusters were
blinded; participants did not know which group they had been assigned to.

Due to ethical concerns, the university college where the students were recruited
from, required all participants to receive the intervention independent of group
allocation. Therefore, the participants in the control group also received the
intervention, but not until data collection of the primary outcome was completed
(Figure 1).



Figure 1. Study design
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Sample and participants

A self-selection sampling approach was used in the three clusters (classes) of third-
year nursing students. The three classes consisted of 61, 63 and 59 students,
respectively. A flow diagram of the study participants is outlined in Figure 2.

Figure 2. Enrolment
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All students in the three classes were invited to participate in the experiment. The
inclusion criterion was that they were able to both understand and communicate in
Norwegian. A total of 47 students gave their informed consent. Two withdrew from
participation, leaving 45 participants in the study. The majority of the participants
were female.

More than 70% had no previous training in the management of aggression. Ten were
allocated to the control group and 35 to the intervention group. The size of the control
group was small, as the recruitment from this particular class was lower than the
other clusters (Table 1). Participant characteristics were similar in the groups.


https://sykepleien.no/sites/default/files/styles/lightbox/public/2023-08/Figur2.png?itok=KFoL_VbJ

Table 1. Sample characteristics

Variable Control Intervention p-value*
Participants, n (%) 10 35

Gender, n (%)

Female 5 (50.0) 27 (771)

Male 5(50.0) 8(22.9) 0.095

Previous experience with mental health work, n (%)

No 8 (80.0) 25 (71.4)

Yes 2 (20.0) 10 (28.6) 0.589
Previous training in management of aggression, n (%)

No 8 (80.0) 27 (77.)

Yes 2 (20.0) 8(22.9) 0.863

*p-value from Pearson’s chi-square tests

Intervention

The intervention consisted of the de-escalation training as described in the
Norwegian staff training programme for the management of aggression, called ‘MAP’
(see Appendix 1 for details) (22). The de-escalation training is specifically designed to
improve de-escalation sKills. Participants received the intervention in a classroom at
the university college.

The intervention group underwent the de-escalation training after being exposed to
the first test scenario (simulation scenario A) and before being exposed to the second
test scenario (simulation scenario B), while the control group underwent the training
after exposure to both test scenarios (Figure 1). The intervention lasted for 50
minutes.

Data collection

Data were collected in February (intervention group), August (intervention group) and
November (control group) 2019. For each of these three data collection time points,
and for participants in the three classes respectively, all data were collected over a
period of five hours in one day.

The primary outcome of this study was changes in de-escalation skills and the
secondary outcome was changes in coping with patient aggression. To assess these
outcomes, data were collected through two data sources: coding of recorded videos
from two simulation scenarios (A and B) pre- and post-intervention, and self-reported
questionnaires.
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Recording and coding of videos of simulation scenarios

Video data were collected from participants’ simulation scenarios. Simulation
scenarios A and B consisted of two different short role-plays in a somatic setting
(Appendix 2), involving an aggressive simulated patient played by an experienced
care provider (actor). There were two different actors for scenario A and scenario B.
Each student interacted on their own with the simulated patient and was asked to
manage the situation to the best of their ability.

The video data were recorded in a simulation lab equipped like a hospital room. A
researcher was operating the video equipment from a control room nearby. Prior
rehearsals were conducted to make sure that the simulation scenarios appeared
realistic. The average run-time of the videos was four minutes. A successful verbal
de-escalation can usually be accomplished within five minutes (24).

The coding of the recorded videos pre- and post-intervention constituted the
baseline and post-test measures, respectively. The purpose of these videos was to
assess the student’s baseline skill level and the effects of the intervention. The pre-
and post-video recordings amounted to a total of 90 videos. Videos were coded by
two external raters who were blinded to both pre- and post-training designation and
the group allocation. Mean values were computed based on the raters’ scores.

Instruments

Both instruments were translated into Norwegian using back-translation with bilingual
testing (26). Permission to translate and use the instruments in the present study was
granted by the authors.

English Modified De-escalating Aggressive Behaviour Scale (EMDABS)

All videos were coded using the ‘English Modified De-escalating Aggressive Behaviour
Scale’ (EMDABS) (Appendix 3). EMDABS is an observer-rated measure of de-
escalation behaviour (27). It is based on the evidence presented by Nau et al. (28).
EMDABS is psychometrically validated for use in both research and practice, and it is
shown to have good inter-rater reliability and strong internal consistency (27).

The tool is designed to measure the de-escalation skills of staff, and does not
measure the outcome of the de-escalation. However, it is suggested that the EMDABS
may be a useful instrument for assessing the effectiveness of training in de-escalation
(27). The scale consists of seven items, which are scored from 1 to 5, with lower
scores indicating least desirable de-escalating practice and higher scores indicating
most desirable de-escalating practice.
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Confidence in coping with patient aggression scale

The confidence in coping with patient aggression scale (Appendix 4) was used to
measure the nursing students’ confidence in managing an aggressive patient. It
consists of ten items, which are scored from 1 to 11, with lower scores indicating less
confidence and higher scores indicating greater confidence.

The instrument has previously demonstrated a high degree of precision and internal
consistency (29), and high levels of reliability (Cronbach’s alpha = 0.92) and validity
(29). It has been widely used in a range of studies measuring confidence in dealing
with patient aggression (30-32).

Students were asked to fill out the ‘Confidence in Coping with Patient Aggression’
guestionnaire at four time points in order to detect any changes in their confidence
levels throughout the study (Figure 1).

Data analysis

Data were analysed using SPSS software, version 24.0. The EMDABS outcome
variables are analysed as continuous variables. Descriptive analyses included mean
and standard deviation (SD) of continuous variables and frequencies of categorical
variables. Cross-tabulation of frequencies was tested using a chi-square test. Within-
group change was tested using a paired sample t-test.

General linear model (GLM) was used to model repeated measures ANOVA, testing
group differences, time effects and group differences in changes over time (the
interaction term). Effect sizes were calculated to compare the difference within and
between groups, using the formula for Cohen’s d, assessed against criteria small
(d=0.2), medium (d=0.5) and large (¢=0.8) (33).

Ethical considerations

Participants were informed about the study verbally and in writing, and they provided
written consent prior to participation. They received two cinema tickets for
participating. All students were offered an individual debrief in case of negative
emotional impact. Five students accepted this offer.

The study was approved by the Norwegian Centre for Research Data (reference
number 716537) and registered in clinicaltrials.org (registration number:
NCT03924141).
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Results

Improvement in students’ de-escalation skills

After the de-escalation training session, the students in the intervention group
demonstrated significant positive changes in de-escalation skills (p<0.01). Compared
to the control group, the intervention group demonstrated better de-escalation skills
after the intervention, as indicated by the time x group interaction p=0.002 (Table 2).
The effect size for the difference in de-escalation skills between groups after
simulation scenario B was d=0.8. Significant improvements were also seen in each
item of the EMDABS scale in the intervention group (p<0.01).

Table 2. English Modified De-escalating Aggressive Behaviour Scale (EMDABS):
students’ pre- and post-test results

Control group (n=10) Intervention group (n=35)
Students’ Pre-test mean Post-test mean | Effect size Pre-test mean Post-test mean | Effect size | Effect size | Time x
behaviour (simulation (simulation of change (simulation (simulation of change | between group
towards client scenario A) (SD) scenario B (SD) | (d)** scenario A)(SD) | scenario B (SD) | (d)** groups
post-test

1. Valuing the 3.55(0.72) 3.50 (0.71) =01 3.37 (0.69) 4.31(0.58) 1.4

client
2. Reducing fear 3.60 (0.87) 3.60(0.77) 0.0 3.30 (0.76) 4.01(0.87) 0.9
3. Enquiring about | 3.55 (0.59) 3.30 (0.59) -0.4 3.34 (0.72) 3.96 (0.59) |0.9

clients'

queries and

anxieties
4. Providing 3.70(0.59) 3.50 (0.66) -0.3 3.33 (0.71) 3.80 (0.62) 0.7

guidance to

the client
5. Working out 4.05 (0.50) 3.80 (0.71) -0.5 3.77 (0.67) 411 (0.52) 0.5

possible

agreements
6. Remaining calm | 4.00 {0.53) 3.80(0.82) -0.4 3.74 (0.67) 420(0.62) |07
7. Risky* 4.50 (0.33) 4.50 (0.24) 0.0 4.34(0.45) | 466(0.38) |07
Total mean 26.95 (3.57) 26.0 (3.97) -0.3 25.2 (4.23) 29.1(3.14) 0.9 0.8 0.002

Abbreviations: SD = standard deviation
* Absence of risky behaviour was recorded in relation to best practice
** Effect size (Cohen's d) of change within groups

The control group showed a slight decrease in de-escalation skills from pre- to post-
test, but this change was not statistically significant. No other significant changes
were observed within the control group.

Effect sizes showed medium to large effects on each of the de-escalation skills within
the intervention group, including the total mean (d=0.9). Conversely, all effect sizes
within the control group were estimated to be trivial (¢<0.2) (Table 2).
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Improvement in students’ level of confidence in coping with patient aggression

For both groups, improvement in the secondary outcome measure — nursing students’
level of confidence in coping with patient aggression — was seen after each simulation
scenario, but the most substantial improvement occurred after de-escalation training

(Table 3).

Baseline measures showed no significant differences between the groups’ level of
confidence in coping with patient aggression. After the first simulation scenario (T2),
both groups displayed an almost identical increase in self-reported confidence levels.
The groups started to show divergent developments between intervals T2-T3 and
T3-T4.

Between intervals T2-T3, the intervention group underwent the de-escalation training
prior to simulation scenario B, resulting in a medium effect on confidence levels
(d=0.6). In contrast, the control group proceeded directly to simulation scenario B,
resulting in a trivial effect on confidence levels (d=0.1).

Between intervals T3-T4, the intervention group proceeded with simulation scenario
B, while the control group underwent the de-escalation training. The intervention
group showed a small effect (d=0.4) after completing simulation scenario B, while the
control group exhibited a large effect (d=1.0) after undergoing the de-escalation
training.

Both groups had almost identical mean scores on level of confidence in coping with
patient aggression at T4, by which point all of them had received the intervention.

Table 3. Confidence in coping with aggression: students’ results

Control (n=10) Intervention (n=35)
Effect size of Effect size of
change within change within Time x
Mean (SD) group* Mean (SD) group* group**

T1 34.20 (13.99) 3014 (18.07)
T2 40.60 (19.56) 0.5 37.82(1918) 0.4 0.613
T3 42.90 (13.817) 0.1 48.54 (16.26) 0.6 0.014
T4 56.10 (13.52) 1.0 54.66 (16.72) 0.4 0.025

Abbreviations: SD = standard deviation
* Effect size (Cohen’s d) of change within groups
** Time differences between groups (T1-T2, T2-T3, T3-T4)
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Discussion

The aim of this study was to test whether the 50-minute de-escalation training
session, defined in the ‘Management of Aggression Programme’ (MAP), could improve
nursing students’ de-escalation skills and levels of confidence in coping with
aggression. The results suggest that the de-escalation training has the potential to
foster such improvements. However, these results should be interpreted with caution
due to the small control group in the present study. Future research efforts should
focus on replicating these findings with larger samples.

In this study, significant positive changes in de-escalation behaviour were seen in the
intervention group, while there were no changes in the control group. The extent of
these changes indicates that these improvements could have clinically meaningful
effects (33).

The simulation scenarios involved two rather different situations with different actors.
The post-test results for the intervention group indicate that the students were able
to translate the knowledge gained from the de-escalation training into practice. They
were able to generalise and apply the skills to a situation for which they had not been
specifically trained. This strengthens the assumption that the students learned skills
that they could actually apply to a new context. This transferability of skills indicates
potential for the training to be clinically significant (34).

In a similar de-escalation study on nursing students, Nau et al. (30) found a significant
increase in skill levels after 24 hours of training. Results from the present study
suggest that de-escalation training lasting just 50 minutes can also have positive
effects and that increasing the training dosage could further improve skill levels.
However, the brief duration of the de-escalation training in this study suggests that
limited resources can still make an impact on delivering de-escalation training to
nursing students. This could be a focus for future research.

The results of this study indicate that exposure to simulation scenarios alone may
improve nursing students’ confidence in coping with patient aggression. Both groups
experienced an increase in their confidence levels after attending the first simulation
scenario.

It is worth noting that the control group with two sequential simulation scenarios did
not experience a further increase in their confidence levels, but maintained the
previous levels of achieved confidence in coping with patient aggression. This may
indicate that a higher dose of simulation scenarios does not necessarily add
additional benefits as regards confidence levels.



The largest increase in the nursing students’ confidence levels was found when the
control group underwent the de-escalation training after completing both simulation
scenarios. This may indicate that a higher dose of exposure induced by simulation
scenarios increases the students’ receptivity to training. At the end of the experiment,
the control group and the intervention group reported similar levels of confidence,
despite undergoing the de-escalation training in a different order. This indicates that
adding simulation scenarios to de-escalation training can have a synergistic effect on
increasing nursing students’ confidence in coping with patient aggression.

Further, the total cumulative effect of the simulation scenarios and the de-escalation
training was more important than the specific order in which the training was

received. However, if the goal is to achieve the highest possible level of confidence in
coping with patient aggression, specific training in de-escalation should be included.

Strengths and limitations

The strength of the present study was the randomised controlled experimental
design, which included assessing participants’ behaviour and skills, rather than solely
using self-report questionnaires. Furthermore, it was a strength that raters were
blinded for participants’ group allocation.

Nevertheless, the study has several limitations. First, the small sample size may have
resulted in less robust parametric testing procedures. This may affect the reliability of
the results and limit the generalisability of the study. The absence of a control group
is often noted in previous studies of de-escalation training (32). This study was
therefore conducted as a cluster randomised controlled trial to account for unknown
variables potentially affecting the outcomes. However, the cluster randomisation led
to an unequal distribution of participants in the groups, and the sample sizes in both
groups (particularly the control group) are relatively small.

The limitation caused by the small sample size is thus further reinforced by the
relatively small size of the control group. Due to practical limitations set by the
university college, we were only allowed to recruit students from three nursing
classes. Thus, sample size calculations to ensure statistically meaningful results were
not performed prior to conducting the study.

Second, the intervention was administered by the first author. However, to reduce
potential bias, the author played no part in the randomisation process and coding of
videos, and played only a limited part in the statistical analysis.



Moreover, this study tested de-escalation skills in a somatic environment. It would be

of interest to examine whether the de-escalation training would give similar results in

simulation scenarios that are adapted to another context, e.g. mental health services.
Furthermore, it could be interesting to test if the skills have sustainability. This may be
a focus for future studies.

Conclusion

Results from this study suggest that brief de-escalation training may improve
students’ de-escalation behaviour as well as their confidence in coping with patient
aggression. Exposure to simulation scenarios may help improve nursing students’
confidence levels. However, improvements in de-escalation behaviour and skills were
associated with de-escalation training.

Replication in future longitudinal studies with larger samples is needed to increase
statistical power and ensure higher internal validity and generalisability of results.

We would like to thank the participants in the study for their valuable contribution. In
addition, we greatly appreciate the facilitating work of the Regional Competence
Centre for Research and Education in Forensic Psychiatry at Helse Bergen.

Funding

The Regional Competence Centre for Research and Education in Forensic Psychiatry
at Haukeland University Hospital funded translations of the instruments as well as
students' compensation for participation.

Conflicts of interest

« Thomas Nag is the managing director of the Norwegian national staff-training
programme ‘Management of Aggression Programme’ (MAP).

o Mette Senneseth is a member of the research and development group associated
with the staff-training programme MAP.

« None of the authors have any commercial or financial interests in MAP.

Open access CC BY 4.0.


https://creativecommons.org/licenses/by/4.0/deed.no

CREATING A SAFE PLACE: One of the main parts in the staff training... READ MORE v

1. Liu J, Gan Y, Jiang H, Li L, Dwyer R, Lu K, et al. Prevalence of workplace
violence against healthcare workers: a systematic review and meta-analysis.
Occupational and Environmental Medicine. 2019;76(12):927-37. DOI: 10.1136/oemed-
2019-105849

2. Guay S, Goncalves J, Boyer R. Evaluation of an education and training program
to prevent and manage patients' violence in a mental health setting: a pretest-
posttest intervention study. Healthcare (Basel). 2016;4(3). DOI:
10.3390/healthcare4030049

3. Lanctét N, Guay S. The aftermath of workplace violence among healthcare
workers: a systematic literature review of the consequences. Aggression and Violent
Behavior. 2014;19(5):492-501. DOI: 10.1016/j.avb.2014.07.010

4, Akbolat M, Sezer C, Unal O, Amarat M, Durmus A. The effects of direct
violence and witnessed violence on the future fear of violence and turnover intention:
A study of health employees. Current Psychology. 2021;40:4684-90. DOI:
10.1007/s12144-019-00410-x

5. Mento C, Silvestri MC, Bruno A, Muscatello MRA, Cedro C, Pandolfo G, et al.
Workplace violence against healthcare professionals: a systematic review. Aggression
and Violent Behavior. 2020;51:101381. DOI: 10.1016/j.avb.2020.101381

6. Hostetler T. Violence against nursing students: a review of potential literature.
Journal of Education and Development. 2019;3:84. DOI: 10.20849/jed.v3i2.615



https://doi.org/10.1136/oemed-2019-105849
https://doi.org/10.3390/healthcare4030049
https://doi.org/10.1016/j.avb.2014.07.010
https://doi.org/10.1007/s12144-019-00410-x
https://doi.org/10.1016/j.avb.2020.101381
https://doi.org/10.20849/jed.v3i2.615

7. Magnavita N, Heponiemi T. Workplace violence against nursing students and
nurses: an ltalian experience. Journal of Nursing Scholarship. 2011;43(2):203-10. DOI:
10.1111/j.1547-5069.2011.01392.x

8. Beech B. Aggression prevention training for student nurses: differential
responses to training and the interaction between theory and practice. Nurse Educ
Pract. 2008;8(2):94-102. DOI: 10.1016/j.nepr.2007.04.004

9. Martino Vd. Workplace violence in the health care sector. Relationship between
work stress and workplace violence in the health sector. Geneva: 2003. Available

at: https://www.worktrauma.org/health/wv_comparison_guidelines.pdf (downloaded
03.07.2023).

10. Occupational Safety and Health Administration (OSHA). Preventing workplace
violence: a road map for healthcare facilities. OSHA; 2015. Available
at: https://www.osha.gov/sites/default/files/OSHA3827.pdf (downloaded 03.07.2023).

11. International Council of Nurses, Public Services International, World Health
Organization, International Labour Office. Framework guidelines for addressing
workplace violence in the health sector the training manual. Geneva: International
Labour Organization, International Council of Nurses, World Health Organization,
Public Services International; 2005. Available

at: https://www.ilo.org/wcmspS/groups/public/---ed_protect/---protrav/---
safework/documents/instructionalmaterial/wcms_108542.pdf (downloaded
03.07.2023).

12. Godfrey JL, McGill AC, Jones NT, Oxley SL, Carr RM. Anatomy of a
transformation: a systematic effort to reduce mechanical restraints at a state
psychiatric hospital. Psychiatr Serv. 2014;65(10):1277-80. DOI:
10.1176/appi.ps.201300247

13. Chase S. The effectiveness of de-escalation techniques as compared to
physical restraint/seclusion on inpatient psychiatric units: a quantitative systematic
review. Rutgers University Libraries. 2020. DOI: 10.7282/t3-m1xs-3%57

14. Gooding P, McSherry B, Roper C. Preventing and reducing ‘coercion' in mental
health services: an international scoping review of English-language studies. Acta
Psychiatr Scand. 2020:142(1):27-39. DOI: 10.1111/acps.13152

15. Gaynes BN, Brown CL, Lux LJ, Brownley KA, Van Dorn RA, Edlund MJ, et al.
Preventing and de-escalating aggressive behavior among adult psychiatric patients: a
systematic review of the evidence. Psychiatr Serv. 2017;68(8):819-31. DOI:
10.1176/appi.ps.201600314



https://doi.org/10.1111/j.1547-5069.2011.01392.x
https://doi.org/10.1016/j.nepr.2007.04.004
https://www.worktrauma.org/health/wv_comparison_guidelines.pdf
https://www.osha.gov/sites/default/files/OSHA3827.pdf
https://www.ilo.org/wcmsp5/groups/public/---ed_protect/---protrav/---safework/documents/instructionalmaterial/wcms_108542.pdf
https://doi.org/10.1176/appi.ps.201300247
https://doi.org/10.7282/t3-m1xs-3x57
https://doi.org/10.1111/acps.13152
https://doi.org/10.1176/appi.ps.201600314

16. National Institute for Health and Care Excellence (NICE). Violence and
aggression: short-term management in mental health, health and community settings:
NICE; 2015. Available at: https://www.nice.org.uk/guidance/ng10 (downloaded
10.11.2021).

17. Rabenschlag F, Cassidy C, Steinauer R. Nursing perspectives: reflecting history
and informal coercion in de-escalation strategies. Front Psychiatry. 2019;10:231. DOI:
10.3389/fpsyt.2019.00231

18. Leach B, Gloinson E, Sutherland A, Whitmore M, NHS Improvement. Reviewing
the evidence base for de-escalation training: a rapid evidence assessment. RAND
Corporation; 2019. Available at:
https://www.rand.org/pubs/research_reports/RR3148.html (downloaded 01.11.2021)

19. Price O, Baker J, Bee P, Lovell K. Learning and performance outcomes of
mental health staff training in de-escalation techniques for the management of
violence and aggression. Br J Psychiatry. 2015;206(6):447-55. DOI:
10.1192/bjp.bp.114.144576

20. Engel RS, McManus HD, Herold TD. Does de-escalation training work?
Criminology & Public Policy. 2020. DOI: 10.1111/1745-9133.12467

21. Du M, Wang X, Yin S, Shu W, Hao R, Zhao S, et al. De-escalation techniques for
psychosis-induced aggression or agitation. Cochrane Database Syst Rev.
2017;4:Cd009922. DOI: 10.1002/14651858.CD009922.pub2

22. Nag T, Kristiansen G, Viste L, Fotland T, Kjaervik K, Holdtskog Te, et al. MAP
oppleeringsmanual. Ed. 1.0. SIFER; 2019.

23. Berring LL, Pedersen L, Buus N. Coping with violence in mental health care
settings: patient and staff member perspectives on de-escalation practices. Arch
Psychiatr Nurs. 2016;30(5):499-507. DOI: 10.1016/j.apnu.2016.05.005

24. Richmond JS, Berlin JS, Fishkind AB, Holloman GH Jr., Zeller SL, Wilson MP, et
al. Verbal de-escalation of the agitated patient: consensus statement of the American
Association for Emergency Psychiatry project BETA de-escalation workgroup. West J
Emerg Med. 2012;13(1):17-25. DOI: 10.5811/westjem.2011.9.6864

25. Kim J, Shin W. How to do random allocation (randomization). Clin Orthop Surg.
2014:6(1):103-9. DOI: 10.4055/cios.2014.6.1.103

26. Maneesriwongul W, Dixon JK. Instrument translation process: a methods
review. 2004;48(2):175-86. DOI: 10.1111/j.1365-2648.2004.03185.x



https://www.nice.org.uk/guidance/ng10
https://doi.org/10.3389/fpsyt.2019.00231
https://www.rand.org/pubs/research_reports/RR3148.html
https://doi.org/10.1192/bjp.bp.114.144576
https://doi.org/10.1111/1745-9133.12467
https://doi.org/10.1002/14651858.CD009922.pub2
https://doi.org/10.1016/j.apnu.2016.05.005
https://doi.org/10.5811/westjem.2011.9.6864
https://doi.org/10.4055/cios.2014.6.1.103
https://doi.org/10.1111/j.1365-2648.2004.03185.x

27. Mavandadi V, Bieling PJ, Madsen V. Effective ingredients of verbal de-
escalation: validating an English modified version of the '‘De-Escalating Aggressive
Behaviour Scale'. J Psychiatr Ment Health Nurs. 2016;23(6-7):357-68. DOI:
10.1111/jpm.12310

28. Nau J, Halfens R, Needham |, Dassen T. The De-Escalating Aggressive
Behaviour Scale: development and psychometric testing. J Adv Nurs.
2009;65(9):1956-64. DOI: 10.1111/j.1365-2648.2009.05087.x

29. Thackrey M. Clinician confidence in coping with patient aggression:
assessment and enhancement. Professional Psychology: Research and Practice.
1987;18(1):57-60. DOI:10.1037/0735-7028.18.1.57

30. Nau J, Halfens R, Needham [, Dassen T. Student nurses' de-escalation of
patient aggression: a pretest-posttest intervention study. Int J Nurs Stud.
2009:47(6):699-708. DOI: 10.1016/j.ijnurstu.2009.11.011

31. Martin T, Daffern M. Clinician perceptions of safety and confidence to manage
inpatient aggression in a forensic setting. Journal of Psychiatric and Mental Health
Nursing. 2006;13:90-9. DOI: 10.1111/j.1365-2850.2006.00920.x

32. Hostetler T. The comparative change of self-efficacy in nursing students after
verbal de-escalation education. International Journal of Studies in Nursing. 2020;5(1).
DOI: 10.20849/ijsn.v5i1.730

33. Sullivan GM, Feinn R. Using effect size-or why the p value is not enough. J
Grad Med Educ. 2012;4(3):279-82. DOI: 10.4300/JGME-D-12-00156.1

34. Bruce R, Levett-Jones T, Courtney-Pratt H. Transfer of learning from
university-based simulation experiences to nursing students' future clinical practice:
an exploratory study. Clinical Simulation in Nursing. 2019;35:17-24. DOI:
10.1016/j.ecns.2019.06.003



https://doi.org/10.1111/jpm.12310
https://doi.org/10.1111/j.1365-2648.2009.05087.x
https://doi.org/10.1037/0735-7028.18.1.57
https://doi.org/10.1016/j.ijnurstu.2009.11.011
https://doi.org/10.1111/j.1365-2850.2006.00920.x
https://doi.org/10.20849/ijsn.v5i1.730
https://doi.org/10.4300/JGME-D-12-00156.1
https://doi.org/10.1016/j.ecns.2019.06.003

