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Reflections on the Trondheim meeting

Bert van der Werf PhD

clincial psychologist and senior researcher 

Dear fellow EViPRG members,

Hereby I want to share my personal reflections and thoughts with you on the most inspiring Trondheim meeting, thanks again to Trond and Roger. In order to do so, let me ask you to follow me through the program again. I don’t think my thoughts are as well organized already as the program was, but I’m sure that you will forgive me that. Be aware that it is not my aim to summarize all the main statements of the presenters nor the scientific highlights of it. 

Knowledge status – a European perspective

Although I was familiar with the topic, Tilman Steinerts´ presentation on the knowledge status of predicting violence touched me again; what do we know as far as violence from psychiatric in-patients is concerned? Tilman showed us convincingly: we still don’t know much in the sense that patient characteristics are very poor predictors of in-patient violence. The findings so far are not consistent, yet often contradictory, and within each study, most correlations are weak even when highly significant. 

For example, the highest and rather consistent correlation of .33 found on the variable of formal thought disorder is not really impressive. And still, the best and most consistent predictor of future violence is a history of violence. That surely sounded disappointing to me and not at all promising, along with his conclusion that the highest risk period is within the first five days after admission to a psychiatric hospital. 

Tilman left me behind with an important question: how can this be? Have we as researchers all been looking in the wrong direction? And consequently, did we use the wrong parameters, the wrong variables, and subsequently the wrong or inadequate research designs? Or should we conclude from this that we can only predict the chances on violence in general using the history of violence in the individual case as the best predictor? 

Let me put it in different words: can we only talk sense about the climate and its possible changes but not about the weather during a specific episode (a specific admission period)? Is the future in climate research and not in weather prediction? That would be a major obstacle, because in that case, it would be almost impossible to reach our ultimate goal: the reduction of the problem of in-patient violence, just like we cannot change the weather climate. Nurses are mainly interested in the ‘individual’ weather forecast but researchers; can they really offer more than research results on the weather climate?  

If  so, we could only try to look at the sky every morning and afternoon (use the BVC) in order to know when to use our umbrella’s at the right time and the right way or seek shelter (C&R training) and keep on registering aggressive and violent incidents (use the SOAS etc). 

“Be prepared, because you never know” would be both the message and may be also the end of the EViPRG. Not very promising anyway. 

Knowledge status – a Norwegian perspective

In the next presentation, prof. Kirsten Rasmussen as a guest speaker tried to give us some hope by stating that may be it is not the primary diagnosis of severe mental illness itself but we might go more into the role of  the co morbidity with an Axis-II cluster B personality disorder. That this could be a more promising direction in which to look for further progress in the field of in-patient violence. She showed us the finding of a co morbidity of  50% of personality disordered violent patients who caused the main part of trouble.  

But also this hope faded away in me when I realized that an Axis-II diagnosis of PPD in cross sectional studies is usually made based on actual and former behaviours. So, what is more in that finding than what Tilman stated in the first presentation that  a history of violence is the best predictor of future violence, more than stating that a history of violence is a very good predictor of a PPD diagnosis on Axis-II? 
Her answer that Sheilagh Hodgings shared her view on the personality disorder hypothesis on violence did not restore hope in me anyway. Then I really did need a coffee break. 

Violence in the workplace

After that break, Richard Whittington talked about violence in the workplace. I was impressed and both convinced by his overview of  results from research projects on violence in the workplace of the last decade that Tilman was right and that even if we would go on in the same direction for ten years or more, we will probably make only very little progress. That, if we ask ourselves what nurses on the workplace could benefit from, the answer would still likely be: not much. Because it is all about the climate and not about the weather. May be no more than supporting the zero tolerance philosophy. And, even if we were able to identify the ultra high risk patients, it is highly questionable that we could offer more than that to the workplace. 

Fresh form the telefax news page 105: 

Red and yellow cards in general hospitals

THE HAGUE,  23 October 2002 

Fourteen general hospital in Holland are going 

to give red and yellow cards to aggressive patients. 

Someone with a red card will be refused 

admittance/entrance to the hospital for six months. 

Severe threats to staff will lead to a yellow 

card, physical violence to a red card. In 

every case, so also in case of verbal threats, 

staff will report to the police. Besides, in the 

hospital at Hoorn, from now on staff  will also 

carry personal alarms after a severe violent 

incident two weeks ago. Source: ANP News agency
(This does not count for psychiatric patients)

While talking this over later, Anna Björkdahl and I asked ourselves: isn’t the most important problem that these research designs might be all too superficial to result in effective remedies?
Correlations do not reflect causal relations and on top of that, almost all correlations found are weak. What nurses need are social skills, interaction skills and tools that they can use on the job, on the spot. They are not helped by even the best evidence based anger training programs for patients, programs that have reached the highest ranks in the Cochrane library. 
These RCT tested programs for domestic violence, mostly based on CBT principles, may be very helpful and reassuring for the spouses and children of these patients afterwards, but not so for nurses. What nurses need are skills and tools for direct assessment and coping skills when confronted with newly admitted (agitated) patients during the first five minutes, and during the first five days when the risk of violence from patients is highest. Then they know least of the patients’ possibly violent history, they don’t have time to change the patients’ cognitions but they do run the highest risks of being attacked by the acute patients. Most of the newly admitted patients are in a severe crisis, confused or paranoid psychotic, some are also intoxicated with drugs, they may have delusions and or hallucinations and they are likely to be uncertain and anxious. Therefore I think that it is highly improbable that the gold that glitters from RCT designs will ever rain down on them in those risky moments. 

This nurse is not helped when the attacking patient is referred to an evidence based anger control group next week, he or she needs tools now. But neither the patient is helped with evidence based training programs during this severe crisis in his life, just after being admitted. Fear or anxiety is not about now, but about the future, whether the far or very near future and this goes for both the patients and the nurses. Often, during these first five minutes, neither side knows what is going to happen and there are no clear signs yet what to expect from each other and in what direction things will be going. 
Except when the patient is very much agitated and aggressive from the very beginning. 
That is what made me start thinking about “the first five minutes”. 

My first hypothesis was that we should focus more on “the patient’s weather”, more in balance with the importance of the ward climate, because we can hardly predict today’ weather from the climate.

Future of the group; introduction and discussions

The next morning the paper Len Bowers wrote on the future of the group was discussed extensively. Interestingly enough, the main debate was not on the central purpose of the group, but on the best ways to organize ourselves as a group in order to achieve our primary purpose. To me this indicates that within the group there is no debate on the primary purpose of the group formulated by Len that we want research to be the best and the most original in the world, with the capacity for making the lives of patients and staff safer and better. “In search for excellence”, to safer and better life and work for both patients and staff. In the EViPRG group this went without saying, that this doesn’t need  “singing the EViPRG hymn in front of our flag”. 

Reflections: the EViPRG in search for excellence

The next question to me was: what would be the best and most original research in the world. 

On the one hand, we do have levels of science, with the widely accepted golden standard of the RCT, even better when accompanied by one or more meta analyses and reviews, allocated in the famous Cochrane library. 
But the RCT certainly is not a golden standard for every question, not for every problem we face and it is not the only access to scientific knowledge. For instance, the RCT does not constitute the golden standard for the civil engineer who wants to design and build a bridge. To this engineer analyzing all the possible conditions and the subsequent dynamic and static strains and forces that the bridge must withstand are far more important, along with a thorough analysis of the stability of the underground that has to carry the bridge. This is not only solidity of the soil, but also circumstances like if an earthquake is possible or not. It is mainly applied science, based on knowledge of all the possible factors that might influence the stability of the bridge as a whole. His goal is to ensure that this one single bridge holds under any possible circumstance and he cannot afford any mistakes.  
RCT is not his golden standard and his risk assessment therefore is different in nature than that of the doctor who wants to do research on new treatments.

And even in developing new medication, the RCT is only one, although crucial phase of the total developing process. The RCT is especially the golden standard if we want to make sure, find hard evidence that this specific medication is really effective and that is effectiveness is not due to placebo effect or the Hawthorn effect.  Basically the golden standard is developed to prove that a new medicine of therapy is effective in itself and to stay away from quackery. 

On the other hand, we have daily practice, so now back to violence in psychiatry. Nurses need tools and skills during the highest risk episodes, so especially during the first five minutes and the first five days of admission. The problem for the nurse, compared to our engineer is that they haven’t got time to go over all possible risks at the drawing board, but have to respond to the patients’ behaviours immediately. And the violence from patients doesn’t always come from anger, but even more frequently from ultimate psychotic fear and uncertainty. 

Besides, it needs two to tango. So, maybe we should look for the best by shifting our focus to the interaction between nurses and patients. The best research designs need excellent and new hypotheses from an interactional point of view. And secondly, we need original research approaches to address it. 

So when Len asked for contributions to the 3rd European Congress on Violence in Clinical Psychiatry, I answered Len that my contribution will be titled: “Reflections on the first five minutes after admission”. 

Challenging, but worth trying to go back to an interactional approach, back to the very basics of interactions with all possible uncertainties and try to formulate sound hypotheses that can be assessed and researched. Hopefully the current knowledge presented by Tilman, Kirsten and Richard will supply me with the first bricks to build my contribution with. And I would get more bricks from the group during this Trondheim meeting. 

Seclusion area study in Aarhus, Denmark 

Pia Kielberg delivered the first valuable and promising bricks during her presentation on the seclusion area study when she went into the concept of “skaermning”. How can it be defined? What should be in it? 
To me the most interesting part of the results was not in the two aspects of this concept: care and safety, but in the two different and diverging connotations of this concept when put into practice on actual wards: rule based versus value based. Not to my surprise, on rule based wards she found much restraint and a great focus on external control of patient’s behaviours, whereas on value based wards, she found low restraint and a more “longer time spirit”. This might shed the first light on why patient characteristics are such inconsistent predictors of patient aggression and violence. 
We can share values, we can sense the values from all behaviours of staff members, even if not spoken out clearly, but rules don’t speak for themselves. Rules have to be maintained, and rule breakers have to be punished and subsequently are more prone to restraint. On value based wards therefore this will most probably lead to a different vehicle of interaction than on rule based wards. And furthermore, this will lead to a different approach of the patient during the first five minutes and days. So she gave us valuable information and good bricks; value based versus rule based ward climates?

Jim’s master thesis on seclusion 

The next presentation of Jim Maguire on seclusion practices in Ireland sounded very familiar to me; I vividly remember the Barcelona meeting and my presentation on seclusion practice in The Netherlands and on my presentation on the multi center project: from constraint to collaboration: implementing the early Warning Plan. 

Misuse and or abuse? The problem is how to choose your words when writing this down in an article on this thesis in Irish journals. 
In my view, there is a strong parallel between Pia’s study, Jim’s study and my presentation in Barcelona. 
This is basically about attitudes; and this urges me to read Len’s last book. The concept of attitude stems from social psychology. Attitudes can be seen as a set of congruent and intertwined cognitions, emotions/ feelings and behaviours. They go with believes on the “whys” of patient behaviours and are reflected by the most probable staff behaviours in response to patient behaviours. All together this pleads in favor of  the relevance of an interactional point of view. But there was still more to come. 

What can we learn from theoretical sociology?

Dirk Richter* came up with a theoretical interactional model for violence from a sociological point of view. 

First he introduced the concept of double contingency. Interaction between the patient and the employee is guided by and limited by a system of social interaction; in this case of violence in psychiatry, by the hospital system, it’s rules, roles and structure. So, Dirk shifted the focus from patient characteristics to characteristics of the course of interactions. With doing this, he put much emphasis on this course of interactions which he described as highly determined by (mutual) expectations and expectations about expectations. 

Each interaction can be characterized, in the case of double contingency by a weak structure and instability. His contribution means a next building brick to me, in trying to reach a better understanding of “the first five minutes” and may pave the way to more original approaches to the problems that primarily nurses are confronted with. Dirk delivered us new concepts, like: conflict instead of patient characteristics, interaction instead of patient actions and behaviours, escalation instead of patient agitation, and participation (= being a part of the conflict) instead of (external) observation, and a spiral of conflict and violence and counter violence (the use of C&R and restraint) instead of a history of violence. Different perspectives lead to different concepts and descriptions and analyses of these problems.  

This reminds me of the literature review and evidence-based recommendations I was asked to write on request of the chief director of the Amsterdam prison on the topic of assessment of suicide risk from prisoners last august.  What came out of this review was that prisoners characteristics (the traditional variables in forensic research), such as age, socio-economical background and status, personality characteristics and disorders, psychosis and major depression, all showed to be only very weak predictors of suicide in prison. Psychosis and depression were very weak predictors within the prison system with only slightly enhanced risk on suicide, although these psychiatric conditions are rather strong predictors in the general population. The best and strongest predictors of suicide in prison were mainly in the specific circumstances and stages of imprisonment. So a very strong predictor on suicide in prison was whether the prisoner faced a long sentence, with an odds ratio of 16 compared to the general prison population. And a high risk period shows to be the first month of incarceration and the week around the trial in court. About the specific circumstances: prisoners who were placed in a one person cell and  prisoners who were bullied were among the high risk prisoners with odds ratio’s of  6 and more compared to the general prison population.  Most of these factors have much to do with specific circumstances and specific expectancies of the prisoners about their future and the inherent uncertainty due the phase of their imprisonment like when expecting or facing a life sentence. 

Again: what is the best and most original?

Taken all these considerations from the above reflections together, what would be both the best and the most original research for this group? 

In my view it is not likely that more research on patient characteristics and psychiatric symptoms will come up with real breakthroughs. Much has already been done in this field, and this approach tend to come up with no stronger predictors than the history of violence and the existence of a formal thought disorder.

What has really improved in the past years are the qualities of rating scales  and observation scales on the topic of aggression and violence, like the SOAS, the MOAS, the POPAS, the BVC the Attack Scale et cetera. Reliability, stability and retest scores are mostly good, and validity has been established.  

But the domain of this kind of research is on the making of instruments either on long term or on short term prediction of violence, not on prevention or on the quality of the interventions itself. 

And special skills training programs for aggressive and violent patients, like anger management programs, will likely improve in the next years to come, especially those programs based on cognitive behaviour principles and dialectic behaviour therapy principles. Their domain is the future behaviour of violent patients, but not the highest risk period for aggression and violence, on the first five days after admission. 

Like the PCL, the psychopathy checklist, they are about risk assessment of future behaviours, but they are of little use for nurses on the workplace, especially not at admission on an acute ward. 

As stated earlier, the biggest problem with the highest degree of uncertainty we face however is that of the “first five minutes”, or the first five days. Then nurses run the greatest risks on being attacked but are most empty handed as information on the patient is concerned. So, we need better tools, based upon a better understanding of in-patient aggression and violence, and to derive from that more suitable and valid models of aggression and violence in clinical psychiatry. This goes for the patient too, because in his crisis, under high levels of stress and very much uncertainty on what staff members will do and what they want from him, in the worst case scenario he perceives only three (instinctive) options; flight, fight of freeze (and hide). In the latter case, we might not be aware that Dirk’s escalation is taking place, except for the bad vibrations Anna was talking about later that evening.

From the staff point of view the fight reaction is the most risky one, but to the patient the freeze or hide reaction may be equally stressful and more long lasting and damaging. 

So, the scope of this approach and the possible outcomes are not limited to aggression and violence only, but to flight and freeze reactions too. 

This research design should be more or less based on the most promising parameters such as the specific circumstances of being admitted to a acute admission ward. 

In my view, an interactional sociological approach as presented by Dirk Richter could be of very much use, because it goes into the specific problems and processes. It also asks for changes and redefinition of the concepts of aggression and violence into the concept of conflict.  

Furthermore, we need good hypotheses derived from the specific problems of aggression and violence in relation to the specific conditions of patients, mainly of psychosis in different forms and accents, on thought disorders, confusion and anxiety and so on. It was with this in mind that I developed the territorial approach on the interaction with psychotic patients and the subsequent preliminary guidelines for nurses.  

Parallel to the skills training and therapies for anger management for domestic violent men, this should therefore most likely result in some sets of interaction guidelines for nurses to be trained, researched and consequently affirmed or rejected. 

This asks for what I would call designing new research designs, where nurses are trained rather than patients are treated.  

I am aware of the fact that this is not what we usually think about excellent research, that this is not a high level of science like developing rating scales, and all the statistics that go with it, not like research with scans, on neurotransmitters like dopamine etc. 

This approach starts with theoretical work, (like this paper) along with a sort of “artistic” approach; making may be clinical papers in order to generate new hypotheses, so very much basic and descriptive. These clinical papers on the first period of admission should contain the specific interactions between staff and patients, many verbatim reports and descriptions of the behaviours and the reasons why staff behaved as they did. It would even be richer if the patients´ reflections on these situations afterwards would be added; in fact they cannot be omitted in search for excellence.
So, no statistical evidence, no tables nor correlations in the first place.
In my view this is useful and most inspiring work. What you need to write these papers, is both much practical experience on interacting with newly admitted patients and expertise and knowledge. But what you need to read them is just plenty common sense. 

These could be followed by clinical papers on the possible impact of both the psychiatric conditions, the impact of specific circumstances and situations on interactions and the subsequent aggression and violence, but may be also on flight and freeze reactions. 

And may be also by collecting data on the SOAS-R, and on the patients’ views on aggressive incidents and patients´ perceptions of staff behaviours during periods of distrust, escalation, conflict and violence and subsequent interventions. 
The patients’ views might be gathered by a more or less patient version of the SOAS-R. My group is working on that at the moment and the final report on this exploratory project will be available in a few months from now. 

When designing a research design, the contribution of Dirk on expectancies, distrust, escalation, conflict and violence and the contribution of Pia on value based versus rule based teams could be of much help, along with the work of my group on a territorial approach of psychosis. This value based versus rule based teams hypothesis has strong parallels with what I called:  the realists, the idealists and the doubters. 

Now I want to go one step further and put all the considerations above into a three dimensional “diagnostic” and research perspective:

Three points of view for a valid diagnosis of behaviour problems

1 Symptoms

· Specific nature and aspects of disfunctioning

· Degree of abnormality

· Impact of symptoms on coping with different and changing situations

=> The behaviour is the result of what? 

2 Personal equipment, handicaps and circumstances

· What makes the”symptoms” persist?

· Sources of stress and the patients’  vulnerabilities, “allergies”

· Strengths: What is the patient equipped with in terms of social and intellectual skills?

· How does the patient tend to react in situations of ultimate stress?(F, F , F)

· Influence of the hospitals’  architecture
· Influence of team attitudes, ward atmosphere, legal regimen, legal status
3 Patient views and the patients’ story 

· Why does he behave this way?

· What does he want to achieve - to prevent?

· How does the patient perceive specific situations?  

· What does the patient regard as the main problems?

=> What is his “theory of actions”? 

As we can see, much research has been done from the first, and rather much on the second point of view, but very little on the third point of view. As far as aggressive personality disordered patients are concerned, we can find approaches and models that try to combine the first en second point of view, like the work of Marcha Linehan on borderline personality disordered patients. 
This Linehan-approach comprises both stratified therapeutic programs and practical guidelines for staff, about the very basics of things like the specific conversation skills and strategies nurses need on the workplace. But we don’t have such an approach to schizophrenia and other psychotic conditions and the specific behaviour problems like aggression and violence. Nor do we have a set of guidelines or conversation skills for nurses at the workplace. If we want to develop this, we also need the patients’ perspective, the patient’s story and we want to know more about his main of typical “theory of actions”. That is where perspectives like the territorial approach come in, together with Dirk’s sociological contribution on conflicts. 

This is not at all a simple approach. For instance, speculating somewhat more on this, positive psychotic symptoms, like formal thought disorders, might lead to both fight, flight and freeze reactions, supporting the anxiety – aggression hypothesis. This heavily rests on the degree of perceived threat by the patient and the perceived acuteness of it. 

So the content of the delusion can make the patient either primarily anxious of furious. 

In the latter case, the anger – aggression hypothesis may be more valid, even when we are talking about a psychotic patient, although in most cases, it will probably be a mix of both feelings and emotional states. But in either case, what nurses are confronted with, is the result, the aggression and violence from the patient. 

The acutely psychotic patient lives as it were in a different world from our world, the acutely paranoid patient in a hostile world, the confused patient more in an extremely uncertain world in which everything has lost its reassuring meaning and predictability (expectancies). For instance, during my many conversations with psychotic patients on looking back on aggressive incidents some weeks or months later, they often came up with stories like: “but you all looked right though me and could read my mind, so I felt your questions were lies, I felt sure that you were all playing games with me and that made me both anxious and angry” (the territorial approach). Things are often this complicated.

So what I suggest now is that we should try to construct behaviour strategies and guidelines that meet the complexity and ambiguity of these situations (uncertainty on expectancies) and the lack of shared reality. In my contribution in Stockholm titled: “From intrusiveness to mutual respect; two grounded theory studies on aggression with paranoid in-patients” I went into that problem, in this case focusing on paranoia. 

In constructing practical guidelines we heavily rested on the concept of intrusion and the intrusiveness of our behaviours as perceived by the paranoid patient from a territorial point of view. 

Reconsidering my reflections

Finally I want to make some concluding remarks;

· reconsidering the main statements of Tilman again: Tilman concluded that: 1- a history of violence is (still) the best predictor of future violence and; 2- the second best and relatively stable predictor is the presence of a formal thought disorder. On the one hand, a correlation of 0.31 (equal to about 5,5% of explained variance) is not really impressive. But on the other hand, in these research designs it seems that they heavily rest on a pre-supposed linear causality between a formal thought disorder and the subsequent aggression & violence. Maybe the only reaction of the patient in this situation that was included in the research design was the fight reaction, and not the flight and freeze (hide) reaction. From this perspective, this result might be classified relevant and promising. So, when we are only looking for aggression & violence only, neglecting the other two response options for the patient, a correlation of 0.31 is not bad at all.

· Reconsidering Pia’s contribution on “skaermning” het finding that rule based versus value based teams was related to the degree of aggression & violence might not be surprising at all if we realize that strict rules will more likely lead to frustrations and therefore might easily lead to the trios of frustration, anger and subsequent aggression. “Rules are dictated and values are shared”. 

· Reconsidering the Kirsten Rasmussen contribution:  in my view, her statement that the 50% co-morbidity of an Axis-II diagnosis on aggressive and violent patients was explaining something new, basically was a statement on the classical dilemma of BADNESS or MADNESS. And in my opinion, excellent and original research should go beyond this dilemma.

· Reconsidering Anna Bjorkdahl’s question to me: isn’t it all too superficial? After all, I think: yes and no.

· No, because after all, I think that it is not primarily a matter of superficiality, but mainly a lack of three important aspects; 1- neglect of the impact of the specific circumstances, 2- neglect of the possible influence of intervening variables such as the patient’s tendency to react to ultimate stress and 3- we miss the specific dynamics of psychopathology as aggression is concerned. 

· Yes, because I think that there is much more theoretical work to be done and that there is a lot more work to be done on developing new points of view, from theoretical sociology, like Dirk’s contribution, from a criminological point of view such as the frustration – anger - aggression hypothesis, from ethology used in animal behaviour studies such as predator aggression (ASPD?) and territorial aggression (self defense) as well as from a psychopathological approach, such as the impact of psychosis on the interactions, social psychological approaches, paying more attention to the possible impact of staff  attitudes. 

· What we really don’t know much about is on the topic of damage done to the patient by restraint and seclusion and forced medication. What we do know is that there are different opinions on specific measures among nurses, and we need more knowledge on that, like with Len’s project. But we do know very little about the possible harm to the patients involved, and the possible influence on future aggression from the patient.  From an interactional point of view it might be hypothesized that we are talking about a spiral of violence, leading to a long term impasse in the treatment process and thus keeping the best predictor of future violence alive and “kicking”. That is what our project on composing Early Warning Plans was about; on how to get out of these impasses. 

So, that is why Anna and I decided to give it a first shot and try to write a first and informal paper on a severe incident that took place in Stockholm some weeks ago. 

Looking back on a most inspiring meeting,

Yours sincerely,

Dr. Bert van der Werf

Geciteerde sprekers:

Prof. Tilman Steinert, Duitsland, hoogleraar forensische psychiatrie 
Prof. Kirsten Rasmussen, Noorwegen, hoogleraar forensische psychologie

Dr. Richard Whittington, Engeland, universitair hoofddocent verplegingswetenschappen

Prof. Dirk Richter, Duitsland, hoogleraar verplegingswetenschappen 

Prof. Len Bowers, Engeland, hoogleraar verplegingswetenschappen

Msc. Anna Bjorkdahl, Zweden, verpleegkundig specialist

Msc. Pia Kielberg, Denemarken, hoofddocente opleiding verpleegkunde en onderzoeker

Msc. Jim Maguire, Ierland, verpleegkundig adjunct directeur APZ

PAGE  
13

