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Purpose. To analyse the concept of patient violence towards mental health nurses. Design and Methods. A hybrid model was
adopted with literature review of 103 studies and interviews with seven mental health nurses. Findings. Patient violence was
defined as a violent incident committed by patients towards nurses vulnerable to physical, verbal, emotional, and sexual violence.
It was a common and frequent phenomenon with multifactorial causes and is prone to be unreported. Practice Implications. Our
study findings function as the conceptual framework to measure patient violence in relevant research and allow policy de-

velopment to protect mental health nurses at the practice.

1. Introduction

Patient violence frequently occurs in mental health practice
[1, 2]. Violence incidents were more highly reported in
hospitals with a department of mental health (37.7%) than
without it (6.4%) in South Korea [1]. Thus, mental health
staff is more likely to be exposed to violence than the staff of
other departments [2]. The Bureau of Labor Statistics of the
United States [3] reported that psychiatric aides were more
injured by other persons with intention (254.3 per
10,000 full-time workers) than nursing assistants (38.3 per
10,000 full-time workers). Mental health nurses frequently
encounter violence from patients during their practice [4].
For example, most nurses had ever experienced at least one
incident of verbal or physical violence from a patient while
on duty [5].

Previous studies found that nurses exposed to patient
violence experienced negative emotional responses such as
fear, anxiety [5], and post-traumatic stress symptoms [6].
Additionally, patient violence is associated with burnout,
low job satisfaction, and professional discouragement
among nurses [5, 7]. Vulnerable mental health nurses,

predominantly long-employed or novice nurses were usually
the targets of violence [8]. However, nurses handled
problems passively because their actions might cause legal
issues even if they felt that the patients violated their human
rights [9]. Hence, patient violence is usually one-sided and
has been accepted as part of the nursing system [9, 10].
Previous studies have presented the concept of patient
violence with interchangeable terms, such as aggression and
assault, making it difficult to describe the phenomenon. Such
terms have been interchangeably used, and the nurses’ ex-
perience of being victimised by psychiatric patients has not
been defined clearly. The World Health Organization
(WHO) defines violence as “the intentional use of physical
force or power, threatened or actual, against oneself, another
person, or against a group or community, that either results
in or has a high likelihood of resulting in injury, death,
psychological harm, maldevelopment, or deprivation [11].”
The Emergency Medical Service Act of the Republic of Korea
defines violence as “assault, intimidation, hierarchy, force,
vandalism, and occupation [12].” The terms “violence” and
“aggression” are often used interchangeably in mental health
research. According to Allen and Anderson [13], aggression
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is motivated by the intention to dominate or hurt someone
and can take on diverse forms. In contrast, violence refers to
physical harm, which is the result of aggression. They placed
the two concepts on a continuum and argued that severe
aggression results in violence. However, these two concepts’
distinctiveness is not remarkable in mental health research.

Moreover, the term “workplace violence” is widely used
to represent violence among coworkers. It is defined as any
act or threat of physical violence, harassment, intimidation,
or other threatening disruptive behaviour that occurs at the
work site [14]. However, this concept is hard to describe
precisely patient violence because it involves violence from
other employees, clients, customers, and visitors. Therefore,
it is essential to conceptualise patient violence towards
mental health care providers in research and nursing
practice. Exploring the concept of patient violence is es-
sential for better understanding the phenomenon and rec-
ommending systematic improvement.

Patient violence is a common issue in mental health
settings. However, terms describing this phenomenon have
been used interchangeably in the literature. Previous liter-
ature and policies have focused on a narrow definition of
patient violence, which excluded the emotional violence
experienced by mental health nurses during practice.
Clarifying the concept is emphasised regarding the need to
improve the nursing environment and safety. This study
aimed to analyse the concept of patient violence towards
nurses by identifying its definition, antecedents, conse-
quences, and attributes.

2. Method

2.1. Design. This study adopted a hybrid model that
Schwartz-Barcott and Kim [15] developed. This model
comprises three phases by combining literature findings and
empirical data.

2.1.1. Theoretical Phase. We examined the definitions and
similarities/differences among the concepts in the literature.
The theoretical review was performed based on the guide-
lines of the Preferred Reporting Items for Systematic Re-
views and Meta-analysis [16]. The following eight electronic
databases were searched, with no specified publication pe-
riod: Cumulative Index to Nursing and Allied Health Lit-
erature (CINAHL), Cochrane, Embase, PsycInfo, PubMed,
Web of Science, Korean studies Information Service System,
and Research Information Sharing Service. We used the
following Medical Subject Heading (MeSH) keywords:
“Violence,” “Aggression,” “Mental health,” “Nurse,” and
“Inpatients.” The university librarian confirmed these search
strategies and keywords. The databases were searched and
analysed in December 2020 by two authors.

The inclusion criteria were as follows: (1) studies related
to a violent phenomenon by patients towards nurses; (2)
studies including nurses in mental health hospitals; (3)
articles such as dissertations, editorials, observational re-
search, and literature reviews; (4) studies published in En-
glish and Korean. The exclusion criteria were as follows: (1)
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studies including patients in a forensic ward or prisoners; (2)
studies not related to violence towards nurses (e.g., physical
restraint); (3) studies on violence by elderly patients with
dementia; (4) studies not including nurses; (5) studies
published in other languages; (6) studies that did not focus
on patient violence/aggression incidents (e.g., focus on
developing patient safety protocols or approaching overall
workplace violence rather than violent events by patients);
and (7) articles including conference proceedings, papers or
abstracts, letters, or experimental researches.

2.1.2. Fieldwork Phase. The fieldwork phase was performed
as a phenomenological method [17] to understand the
meanings of the concept and followed the Standards for
Reporting Qualitative Research guidelines [18]. We inter-
preted the meaning from empirical data collected from
inpatient nurses.

2.1.3. Final Analytic Phase. In the final analytical phase, the
researchers synthesised the results of both theoretical and
fieldwork phases to derive the definition and identify the
concept’s attributes.

2.2. Participants. We used both purposive sampling and
snowball sampling methods. Registered nurses who had
work experience at the mental health unit for at least one
year were recruited. The nurses who (1) were not working
during the data collection period, (2) only had experience in
a community setting, and (3) already participated in other
studies were excluded.

2.3. Data Collection. Qualitative data were collected from
January to February 2021. Most of the interviews were face-
to-face; however, some were conducted by phone during
strict enforcement of the COVID-19 quarantine. Each in-
terview lasted approximately 20 minutes to 1 hour for seven
participants. All interviews were recorded through a voice
recorder and transcribed by researchers. The other re-
searcher confirmed the contents by comparing the recorded
files and transcriptions. The semistructured interviews in-
cluded predetermined questions, such as “Could you tell me
about your experience of exposure to violence?,” “How did
you feel when you experienced patient violence?,” and
“Could you define patient violence? In your view, which
types of patient violence exist?.” Data were collected until
theoretical saturation was reached and no new information
could be obtained from the participants.

2.4. Data Analysis. During the theoretical phase, two re-
searchers (YSC and KHL) independently screened and
analysed the literature, and the third researcher (HJK) was
the external validator. Researchers screened titles and ab-
stracts of the literature and reviewed full-text articles based
on inclusion criteria. Subsequently, the data were extracted
from the selected studies.
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Researchers were trained in qualitative research ethics
and methodology before the fieldwork phase. Qualitative
data were analysed by the phenomenological method [17]
that involved: (1) repeated reading of all transcribed in-
terviews; (2) extracting significant statements; (3) exploring
the meaning; (4) clustering themes; (5) developing an ex-
haustive description; (6) summarising and organising fun-
damental structure; and (7) validating the data. Researchers
discussed the interpretations of the significant statements
and classified them according to themes.

Data analysis in the theoretical and fieldwork phases
proceeded concurrently [15]. We then compared the results
of these phases to obtain the data for the final analytic phase.
Two researchers (YSC and KHL) classified the findings of
each phase and discussed them to synthesise; the third re-
searcher (HJK) confirmed the data.

We followed the PRISMA guidelines [16] to analyse the
literature during the theoretical phase. All authors discussed
and confirmed the analysed data. Further, a nursing expert
in concept analysis reviewed the quantitative data.

Lincoln and Guba’s [19] criteria for evaluating trust-
worthiness, such as peer debriefing, participant checks, and
thick descriptions, were used during the fieldwork phase. An
anthropologist with abundant qualitative research experi-
ence reviewed our qualitative data; three participants
reviewed the data to ensure credibility. We also used the
consolidated criteria for reporting qualitative research
(COREQ) checKklist to evaluate the qualitative design [20].

2.5. Ethical Considerations. This study design was approved
by the affiliated university institutional review board of
Yonsei university (approval no. Y-2020-0188). All partici-
pants provided written informed consent and participated
voluntarily. We also informed the participants that they
could withdraw the study paritipation anytime. Interviews
were conducted privately or by phone, per the participants’
convenience and safety.

3. Results

3.1. Theoretical Phase. Of the 1,620 studies identified from
the database search, 412 duplicate studies were removed. On
screening the titles and abstracts of the remaining 1,208
studies, 238 studies were suitable. Then, 34 studies, which
not retrieved were excluded. On assessing the full texts of the
204 studies, 101 studies were excluded according to the
eligibility criteria. Finally, 103 studies were eligible for
analysis (see Figure 1).

3.1.1. Definitions and Types of Violence. There was a lack of
operational definitions of patient violence in the selected
studies. Aggression or violence was usually defined as
physical or verbal behaviour by a patient against property,
self, other patients, or staft 21, 22]. However, Ezeobele et al.
[23] adopted the definition of Bushman and Huesmann [24]
to explain aggression as intended behaviour to harm another
person.

Many studies focused on verbal and physical violence.
Only 18 studies included sexual harassment as a type of
violence. Emotional violence was usually classified as
“nonverbal” violence, like psychological harm, including
physical threat and emotional abuse (see Table 1)
[7, 25, 26].

3.1.2. Antecedents. According to Duxbury’s [27] theoretical
framework, predictable antecedent factors, internal (n =74),
external (n=>53), and situational factors (n=60) were de-
rived. Internal factors were related to individual variables of
patient violence, such as early-stage in admission [28],
length of hospitalisation, involuntary admission [8], age,
mental illness, and history of violence [29]. However, several
studies explained that the diagnosis of mental illness and
gender were debatable as the antecedents of violence [8, 30].
In contrast to patients’ perspectives, nurses believed that
mental illness contributed to patient violence [31]. More-
over, it was inconsistent in explaining the causes of patient
violence as a gender factor [30].

The external/environmental factors were overcrowding,
coercive treatment, restricted environment (e.g., locked
door, limit-settings, and lack of privacy), and insufficient
staffing levels [8, 29].

The situational factor was negative relationships between
staff and patients, such as inappropriate communication. It
was divided into nurse and patient factors. Nurse factors
were employee age [8] and lack of communication skills
[29]. Patient factors were dominant interpersonal style and
lack of communication skills [6].

However, some studies also identified unpredictable
factors (n=15). For example, Sim et al. [9] reported that
incidents could occur unprovoked.

3.1.3. Consequences. Nurses experienced wide range of
physical injuries and even death from patients’ violence
(n=26). However, nurses’ most frequently reported con-
sequence was the emergence of psychological responses as
a postevent effect (n=38). Psychological trauma was
influenced by their professional experience [6]. Nurses had
to return to the ward the next day and take care of their
assailants [32]. Thus, nurses exposed to patient violence felt
that the ward environment was unsafe. They tried to keep
a safe distance from the patients and withdraw from ther-
apeutic relationships [32]. After exposure to violence, peer
support was a common strategy used by the nurses
(n=15) [5].

3.1.4. Attributes. Patient violence was a common and fre-
quent phenomenon in mental health settings (n=34). Most
nurses had been exposed to verbal or physical violence from
their patients [5]. Moreover, patient violence was multi-
factorial and was incited by various reasons (internal, ex-
ternal, situational, and unpredictable factors). Patients
behaved violently with or without intention due to their
psychotic symptoms [33]. Thus, defining patient violence
was challenging due to its complexity [32].
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Duplicate records removed

abstract (N = 970)

Reports not retrieved

Reports excluded (N = 101):
(i) Studies including patients in a
forensic ward or prisoners (n = 26)

(i) Studies not related to violence
towards nurses (e.g., physical
restraint) (n = 8)

(iii) Duplication (n = 2)

(iv) Studies not including nurses (n = 3)

(v) Studies published in other languages
(n=5)

(vi) Studies that did not focus on patient
violence/aggression (e.g. focus on
workplace violence or patient safety)
(n=22)

(vii) Articles including conference
proceedings, papers or abstracts,
letters, or experimental researches
(n=35)

FIGURE 1: Flow diagram of the database search.

Nurses were vulnerable to violence (n=22). Incidents
were directed one-sidedly from patients to nurses because
nurses could not actively manage the problems due to legal
issues [9]. The theme of “part of the job” was commonly
derived from qualitative studies [32, 34]. Nurses considered
violence from their patients to be a normal phenomenon.
Therefore, nurses believed they should tolerate patient vi-
olence [34]. Hence, nurses suppressed negative emotions to
maintain a therapeutic perspective [9]. They also attempted
to correct their behaviour to prevent further violence and
attributed the violent event to their carelessness [34].

3.2. Fieldwork Phase. Seven staff nurses from four hospitals
participated in the study (Table 2). The nurses received
mandatory violence management training from their
workplaces, including learning de-escalation skills or getting

acquainted with response procedures according to hospital
guidelines.

Four categories and 12 theme clusters were derived from
seven one-to-one qualitative interviews (Tables 3 and 4).

3.2.1. Definitions and Types of Violence. Most participants
used the term “acting out” to describe patient violence. They
thought it was a phenomenon caused by patients’ inner
mental dynamics.

“It is literally 'acting out,’ whether verbal violence or
physical attack. Acting out causes direct harm to others
through the patient’s inner aggression. We use it to mean the
same thing as violence.” (Participant 2).

Four types of violence (physical/verbal/emotional vio-
lence/sexual harassment) were identified from the interview
data. Specifically, emotional violence included verbal insults
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TaBLE 2: General characteristics of the participants.

Total
. Types number Work . Education
Participant  Sex  Age (year) of insZili[)u tions Department of beds experience Position level
in institution
1 Female 28 Public Day hospital care 902 4 years 5months Staff nurse ~ BSN
2 Female 26 Public Semiopen ward 902 3 years Staff nurse ~ BSN
3 Male 34 Private Open ward 252 4 years 6 months Staff nurse ~ BSN
4 Female 27 Private Open ward 268 4 years 8 months Staff nurse ~ MSN
5 Female 35 Private Locked ward 268 10 years Staff nurse ~ BSN
6 Female 30 Private Open ward 268 2 years 10 months Staff nurse =~ BSN
7 Female 28 Private Open ward and locked ward 242 3 years 8 months Staff nurse =~ BSN

and physical gestures intended to hurt the nurses” emotions.
Participants described emotional violence as spreading ru-
mours about nurses, constantly reminding them of the
assailant’s presence or demanding apologies repeatedly.

3.2.2. Antecedents. Predictable (internal, external, and sit-
uational) and unpredictable factors were organised from the
interviews. As the internal factors, participants believed that
patient violence was caused by patients’ psychotic symptoms
(e.g., hallucinations), which affected their ability for impulse
control. Sometimes patients could not manage their anger
and vented on nurses. Additionally, involuntarily admitted
patients tended to be more violent and denied treatments
because they could not accept their admission.

External factors were restricted environment and ward
regulations. Patients were under stress due to restrictions.
Moreover, nurses reported that violence was more frequent
due to the COVID-19 quarantine that curtailed visits and
patients’ autonomy. As a situational factor, nurses attributed
causes of violence to themselves since they believed their
words incited participants. Nurses also explained that pre-
dicting patient violence was hard because it often occurred
suddenly, even during routine care. Thus, they could not
grasp why the violence occurred.

3.2.3. Consequences. Three theme categories (physical in-
juries, psychological responses, and seeking support) were
derived. Nurses experienced physical injuries ranging from
mild to severe such as cornea damage. However, psycho-
logical responses were the most common since they are
expected consequences of all types of violence. The mem-
ories of such events lasted and accumulated with time. It also
triggered anxiety in similar situations at work. Furthermore,
they felt emotional distress when patients intentionally
attacked them. To maintain their nursing performance,
nurses believed that patients had no intention to commit
violence, but the psychotic symptoms caused it.

Moreover, nurses had a sceptical attitude to their jobs.
They regretted working in mental health hospitals and
thought, “Why do I have to work like this?” They would even
consider resigning if the hospital did not resolve their
concerns. Therefore, they maintained physical and psy-
chological safe distances from violent patients to protect
themselves.

After the incidents, nurses primarily needed support
from their institutions. They expected their hospitals to
resolve their concerns but were disappointed by insufficient
support. There was a lack of psychological support or regular
consults. The administrators did not take any actions, such
as separating nurses from patients. Even if nurses reported
incidents, their administrator neglected them and expected
the nurses to endure violence. It aroused nurses’ psycho-
logical responses and reinforced sceptical attitudes leading
to dependence on peer support and maintaining distance
from violent patients.

3.2.4. Attributes. Patient violence was a common and fre-
quent phenomenon in mental health hospitals. Violence was
accepted as a usual event because it occurred daily. Nurses
did not report incidents and endured. They primarily fo-
cused on dealing with their tasks quickly during work hours
and trivialised their injuries. They also feared blame from
colleagues who questioned their competency. Another
reason was helplessness since nurses believed that their
working environment could never improve.

Patient violence was one-sided because nurses could not
actively respond to violent patients (e.g., responding vio-
lently towards patients). They felt responsibility as therapists
towards their patients. Nurses had compassion for their
patients because they were isolated in society. Moreover,
nurses believed that reporting incidents could interrupt
patients’ treatments. They tended to endure violence, but
under stress. Senior nurses thought violent behaviour was
common in mental health units and forced their colleagues
to accept it. The colleagues blamed the victims’ behaviour,
stating that they should speak softly, maintain a safe dis-
tance, and not nag their patients. Victimised nurses believed
their behaviour incited the patients.

3.3. Final Analytical Phase. Based on the findings of both the
theoretical and fieldwork phases, we identified the defini-
tions and attributes of patient violence. Common factors
were included, and unique or similar factors were discussed
to identify extended attributes (Table 5).

Patient violence included physical, verbal, emotional
violence, and sexual harassment. The comprehensive defi-
nition of the concept was that patient violence is a violent
incident committed by patients towards nurses who are
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vulnerable to violence. It is a common and frequent phe-
nomenon in mental health settings, caused by multiple
factors, and is prone to be unreported. Antecedents of pa-
tient violence were classified into two types of factors.
Predictable factors included internal, external, and situa-
tional factors. Another category was unpredictable factors.
Consequently, nurses experienced physical and psycholog-
ical harm and sought support. Based on the results, a con-
ceptual framework of patient violence was derived (see
Figure 2).

4, Discussion

This study explored the concept of patient violence towards
mental health nurses and aimed to refine the definition and
attributes of this concept. Patient violence is a term widely
used in mental health research to describe or predict ag-
gressive behaviour of mental health inpatients. However, the
scope and terminologies are ambiguous, leading to confu-
sion in appraising the phenomenon. Previous perspectives
had limitations in identifying the concept of patient violence
towards mental health nurses because they classified vio-
lence using narrow criteria. For example, they focused on
whether it was intentional or not and if physical harm was
caused [13]. The Oxford English Dictionary [35] defined
violence as “behaviour involving physical force intended to
hurt, damage, or kill someone or something.” Similarly,
WHO [11] defined violence as the intentional use of physical
force or threatening. Another interchangeable term was
aggression, usually defined as physical or verbal behaviour in
studies [22]. Additionally, based on the psychoanalytical
perspective, most participants in our study used the term
“acting out” to refer to patient violence and considered it
a defence mechanism. Acting out was defined as “the action
or an act of expressing repressed or unconscious feelings in
overt behaviour [36].” However, these definitions could not
thoroughly describe the phenomenon in mental health care
settings.

Patient violence had been diversely expressed as
a struggle to recover the lost autonomy of the patients [8] or
an unconscious consequence of psychotic diagnosis [29].
Patients may intentionally display violent behaviour as re-
sistance to a restricted environment. However, psychotic
symptoms are also a significant variable in defining the
concept, regardless of whether it is intentional. For example,
patients who experience threatening hallucinations can
unintentionally harm the nurses to defend themselves. Thus,
an expanded definition that encompasses these aspects of
patient violence is needed.

We classified the types of violence as physical, verbal,
emotional, and sexual harassment. The usage of the concept
of violence is not limited to its physical form in mental
health research. Some types of violence, such as violence
towards the environment (e.g., kicking something), were
included as physical threats in the theoretical phase if they
were explicitly described as targeted towards the nurses. The
physical, sexual, and verbal violence coincided in literature
and interviews. Emotional violence was not well defined in
the literature and was described as a part of nonverbal
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violence, such as actions intended towards psychological
harm. However, emotional violence emerged in the quali-
tative data as bullying, which included specific behaviour
such as spreading rumours. Therefore, we synthesised
emotional violence by combining the results.

Our study highlighted that we included emotional vi-
olence as a type of patient violence. Emotional violence has
been generally investigated in cases of child abuse. From
a child abuse perspective [37], emotional violence occurs in
intimate relationships, including observable violent acts and
lack of immediate protection. However, it is difficult to
manage or prevent it because emotional violence might not
be visible as physical harm. In the present study, emotional
violence was described as bullying, which included specific
behaviours such as making nurses constantly aware of the
presence of patients. It is related to passive aggression,
relevant in the high-context culture of East Asia. In high-
context cultures, people prefer to communicate indirectly
and deliver their meanings implicitly [38]. Thus, sensitively
reacting to the patient’s verbal or nonverbal expressions is
essential for mental health nurses in East Asian cultures.
Hence, our definition of emotional violence included verbal
insults and physical gestures intended to hurt the nurses
emotionally.

Duxbury’s [27] theoretical framework was adopted to
classify the types of antecedents. The theoretical phase
provided information about each factor, and the fieldwork
phase identified the nurses’ perceptions of them. Internal
factors indicate individual variables, such as the acute phase
of mental illness, history of violence, and involuntary ad-
mission. Most participants believed psychotic symptoms as
a significant antecedent. Their words reflected this per-
spective, such as “acting out.” External factors stand for
environmental factors, such as ward atmosphere, restricted
environment, and lack of privacy. Participants frequently
referred to the restricted environment because hospitals
strongly limited visitors due to quarantine during the
pandemic. Situational factors, such as inappropriate com-
munication, indicate negative relationships between patients
and nurses. Literature considered both nurse and patient
causes, whereas participants criticised themselves. They
believed that they failed to notice patients’ symptoms.
Additionally, some types of patient violence were described
as occurring suddenly and were hard to grasp the causes in
literature and interviews. Therefore, it was classified into
unpredictable factors in this study. Changing internal or
unpredictable factors to prevent violence is hard, whereas
external and situational factors are modifiable variables by
institutions and nurses. Therefore, it is necessary to focus on
modifiable factors and develop strategies to control the risk
factors of patient violence.

Three consequences were refined in the final analytic
phase. “Physical injuries” were commonly reported in both
literature and interviews. As “psychological responses,”
emotional distress, maintaining physical/psychological safe
distances from violent patients, psychological trauma, and
sceptical attitude to their jobs coincided in both literature
and interviews. Burnout emerged in the theoretical phase
[7], but its components (emotional exhaustion and
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FIGURE 2: Conceptual framework on patient violence toward mental health nurses.

decreased personal accomplishment) were also identified in
the interviews. Loss of confidence and self-esteem [5, 32] was
included as an indicator after identification in the interviews.
Under “seeking support,” nurses needed emotional support
from their colleagues. Seeking support from the institution
was emphasised in the fieldwork phase. However, nurses
were disappointed with poor institutional support [32, 34]
and faced hard emotional labour while caring for violent
patients [39]. These results implied that active interventions
are needed at the institutional level to protect employees and
ensure high-quality nursing care.

Four attributes were derived from both phases, which
were complementary descriptions of each phase. First, pa-
tient violence occurs commonly and frequently. Most nurses
experienced at least one violent incident by a patient [5]. In
the qualitative data, participants identically reported being
exposed to violence daily. Second, patient violence had
a multifactorial cause. The literature review revealed the
complexity of patient violence. It consisted of predictable/
unpredictable and intentional/unintentional factors, making
it hard to define. Similarly, participants reported contrasting
explanations for the causes of violence. Third, patient vio-
lence is mostly unreported [25, 32]. It emerged in the
qualitative data as “hiding incidents.” This theme cluster was
also validated in the literature (n =8) and provided a com-
plementary explanation to the interview data. In the final
analytic phase, the “feeling negative emotions” item was
derived from “feeling helplessness” in interviews, and it was
complemented in literature as “feeling negative emotions
during reporting.” While reporting an incident, nurses re-
experienced negative emotions and considered it a punish-
ment [34]. Furthermore, the “fear of blaming” was derived
from the “fear of blame from colleagues” theme in in-
terviews. The item “did not consider incidents as important”
also emerged. Interview participants felt their injuries from
violence as trivial to report. The fourth attribute was that

mental health nurses were vulnerable to violence. The item
“a culture that accepted the violence” was synthesised by
combining “part of job” in literature and “accepted patient
violence as natural” in interviews. Several results emerged in
both phases, including “blaming the victim,” “one-
sidedness,” and “self-criticism.” However, “responsibility
to their patients and profession” was described in the the-
oretical phase. Nurses had rapport with their patients and
felt strongly responsible for their patients and profession,
even if patients were their assailants. One of the participants
considered herself the “family” of the patients. Similarly, in
Taiwan, the nurses criticised themselves and thought their
assailants were just patients with no intention to harm [25].
These beliefs led nurses to endure violence to continue with
patients’ treatment.

4.1. Limitations. There are several limitations to this concept
analysis. First, the selected literature was limited to medi-
cine, nursing, and psychology, focusing on inpatient and
usual care of mental health services. A more comprehensive
systematic search in a wide range of disciplines is recom-
mended for concept analysis [15]. Thus, it is necessary to
explore how this concept has been operated in urgent care
and public health, such as emergency rooms and community
mental health clinics. For instance, a restricted environment
was an antecedent of patient violence in this study, but it is
hard to apply in community settings. Moreover, patient
violence also frequently occurs in emergency rooms [40, 41],
but it has unique antecedents (e.g., long waiting times)
[1, 40]. Thus, identifying how patient violence differs be-
tween mental health inpatient wards and others is needed.

Second, the interview participants were seven Korean
registered nurses. There were very few male nurses and no
administrators in our study. The dominant violence type and
nurses’ perceptions of them could be different across the
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characteristics of each gender group [2, 4]. Therefore, further
studies should include various ethnic groups, male nurses,
and administrators to identify ethnic, sexual, and hierar-
chical differences in the perception of patient violence.
Additionally, mental health patients may be included in the
fieldwork phase considering that patient violence has in-
teractive dynamics between patients and nurses.

5. Conclusion

We explored the definition and attributes of patient vio-
lence towards mental health nurses using a hybrid method.
Even though several limitations, this study provides a clear
definition of patient violence toward mental health nurses.
We expanded the definition of patient violence from
physical to invisible psychosocial aspects and identified its
attributes. Patient violence is a common and frequent
phenomenon in mental health settings, caused by multiple
factors, and is prone to be unreported. It is caused by
predictable or unpredictable factors and results in physical
and psychological injury to mental health nurses leading to
the requirement for support. Clarifying the definition and
attributes of the concept may contribute to a better un-
derstanding of the phenomenon. Based on the results,
a structured conceptual framework was suggested to de-
scribe the mechanism of patient violence. Identified an-
tecedents and consequences may be used for developing
interventions and policies to protect nurses from violence
in mental health settings.

6. Implications for Nursing Practice

This study suggests nursing practice, research, and theory
recommendations with an in-depth understanding of the
concept and provides the definition. The conceptual frame-
work of this study provides a comprehensive understanding
of patient violence in terms of its definition and attributes.
Thus, it allows the development of a measure of frequency and
severity of patient violence utilising the conceptual frame-
work. This study identified the invisible psychological aspects
of patient violence in nursing practice, including emotional
violence and psychological responses. These types of violence,
especially emotional aspects, have not been highlighted, even
though nurses have commonly experienced them. Therefore,
institutions in clinical settings should intervene actively to
protect nurses from patient violence using the expanded
definition of this study. Hospitals and nursing administrators
could modify safety manuals and guidelines to protect nurses
and prevent violence. The concept of patient violence towards
mental health nurses should be introduced in nursing re-
search and theory to develop policies and laws protecting
patients and nurses. Our results can help improve the
working environment of mental health nurses and enhance
nurses’ professionalism and safety.
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