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Witnessing Violence: What are the experiences of psychiatric nurses?  
 

Abstract 

British psychiatric nurses are ten times more likely to be assaulted than general nurses. 

Research on this is increasing but evidence on the effects of violence on staff witnesses is 

lacking.  Ten semi-structured interviews with witnesses were conducted. Analysis 

demonstrated in addition to the known effects on those who experience assault: anger, fear 

and guilt; they were left seeking resolution on five identified themes relating to personal 

and professional conflict. They were drawn towards informal forums for support, reinforcing 

perceptions of management as uncaring. Further research into psychiatric nurses’ lived 

experience of debrief and support in the workplace is needed.   

 

 

Background and Justification for Study 

It has been identified that the occurrence of violence and aggression towards staff in UK 

mental health services is significant; with a direct cost to the NHS estimated at £69 million 

per annum (National Audit Office, 2003). Recently NHS Protect (NHSP) identified that 

violence against health care staff accounts for 68,683 of all incidents per annum (NHSP, 

2014). Physical assaults against mental healthcare staff are over 47,000. Furthermore, it is 

reported that psychiatric nurses are ten times more likely to be assaulted compared to their 

general nurse colleagues (Parrish, 2014). 

The study of violence and aggression has been established as being either notoriously scant 

or lacking rigour (Hinsby and Baker, 2004). Areas of investigation have primarily focused 

upon causation (Berkowitz, 1962, Bandura, 1975, Zillman, 1979, Lanza, 1988, Valimaki and 

Leino-Kilpi, 1998,), frequency (Yudofski et al, 1986, Gudjonsson, 1999, Gudjonsson et al, 

2000) and management (Wright, 1999, Turnball and Patterson, 1999, Duxbury, 1999, Jeffery 

and Austen, 2005). The National Institute for Clinical Excellence (NICE) has called for a richer 

mailto:david.jeffery@bsmhft.nhs.uk
mailto:paulinefuller@wlv.avc.uk


2 

 

research base regarding the subjective viewpoint of both staff and service users (NICE, 

2005). 

Study into psychological and emotional effects of exposure to violence remains limited 

(Needham et al, 2005, Wildgoose et al, 2003, Lam, 2002, Duxbury, 2002). There is a more 

substantial research deficit on the impact upon those who have witnessed physical assault 

(Schat and Kelloway, 2000), particularly in relation to psychiatric nurses (Jeffery, 2010). It is 

a cause for concern that 89% of such nurses have witnessed actual or potential assault 

during the course of their work (Healthcare Commission, 2005). Currid (2009, p.46) posits 

that greater study needs to be done to establish the lived experiences of nurses exposed to 

violence and address data deficits in this area. 

Over the past 25 years constructs have been developed that endeavour to establish 

meaning and formulate hypotheses in relation to those who have been a frequent witness 

to violent acts (Schreuder et al, 2001). Concepts such a Vicarious Trauma (VT) and 

Secondary Traumatic Stress (STS) are fast becoming associated as a potential side-effect in 

the caring professions (Collins and Long, 2003, Jenkins and Elliot, 2004), even implying that 

Post-Traumatic Stress Disorder (PTSD) may present in the therapist as a result of listening to 

the traumatic experiences of their clients (McCann and Pearlman 1990, Pearlman and 

Saakvitne, 1995, Figley, 1995, Figley and Stamm, 1996). While these concepts originate from 

psychodynamic interaction it has been suggested that VT and STS have equal relevance to 

those who are exposed to the physical trauma of others (Bloom and Reichert, 1998). Richter 

and Berger (2006) conclude that if left unchecked those who regularly witness violence or 

aggression may develop PTSD. Hence this may have implications for mental health 

practitioners and their clinical practice (Whittington and Wykes, 1994). 

This study therefore aimed to redress the deficits in literature with regard to the 

experiences of psychiatric nurses on witnessing violence. 

 

Ethics 

The study was granted ethical approval by the lead investigator’s academic institution and 

the Research and Development Departments at the participants’ Trust. Permission to 

conduct the study with staff in the clinical areas was granted by the deputy director of 

nursing.  A full participant information leaflet explaining the details of the study was sent to 

each participant who expressed an interest in participating as well as a right to withdraw 

form. All participants signed the consent to participate form and the right to withdraw 

element was reiterated verbally before the start of each interview. Given the sensitive 

nature of the topic area the investigator arranged for participants to have access to the local 

staff support department. Participants were informed of this via the information sheet and 

reminded of this arrangement pre and post interview. Information was handled in 

accordance with the Data Protection Act (1998) and stored on password protected and 

encrypted devices held by the investigator at all times. Anonymity was maintained by the 

use of pseudonyms and coding.  
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Sampling and Population 

The study focused upon 10 psychiatric nurses who work in acute mental health settings and 

Psychiatric Intensive Care Units (PICU) and who had witnessed an episode of physical 

violence in the previous six months. There is evidence that mental health nurses working in 

these areas are more likely to experience physical violence (Green and Robinson, 2005).  

The sample was drawn purposefully from members of staff who attend aggression 

management training within the lead investigator's mental health trust. At the beginning of 

each training event the course facilitator read a consistent statement from a prompt card 

inviting those interested in participating to make it known and they were then given an 

envelope. The envelopes were unmarked and contained an expression of interest form and 

those interested in participating handed them in as instructed. The investigator sent those 

selected a formal invitation to participate letter and an information sheet detailing the 

study. Participant characteristics can be seen in figure 1. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Participant Characteristics 

 

 

Research Design: Methodology & Methods 
The study is qualitative in design since this is appropriate to capture the subjective nature of 
human experience (Glaser and Strauss, 1967). The dearth of current evidence in respect of 
those who witness events of physical violence and its impact, lends itself to a methodology 
that employs Grounded Theory (GT). GT helps to explore and generate emergent thematic 
content in a systematic process of data collection and analysis. As such the process assists in 

Participant 

Characteristics 

Number 

Male                                               5 

Female                      5 

Qualified Nurses 6 

Unqualified Nurses 

Age Range 

4 

25-55 

years 

Experience Range  3-35 years 

PICU Services 

Acute Services 

Forensic Services                                                 

4 

3 

3 
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the development of theoretical composites in areas of either limited study or where a new 
perspective is sought (Strauss and Corbin, 1998, Glaser, 2002, Maijala et al, 2003).  
A one hour semi structured interview was used to obtain each participant's ‘narrative’ of 
their subjective experience as a witness to physical violence.  These narratives were taped 
and then transcribed for coding and data analysis. The interviews were conducted at a time 
and place of the participant’s choosing in a private and quiet room. Two pilot interviews 
were held to test the suitability of the interview schedule, facilitate amendments to 
questions and allow familiarisation with the GT methods and analysis tools. As noted by van 
Teijlingen and Hundley (2001) the progressive nature of qualitative data collection and 
analysis allows data from pilot studies to be included in the overall sample. The initial two 
respondents from the sample who agreed to take part were the first to be interviewed.  
The study utilises constant comparative analysis of data since this method aggregates 
contextual meaning by formalising the development of emergent themes from textual data 
(Bryman, 2001).  The transcribed data went through a coding process unique to Straussarian 
GT, that is: open coding, line by line coding, axial coding and selective coding. In keeping 
with qualitative inquiry researcher bias throughout the interpretive process was minimised 
by the use of reflexivity, triangulation of field notes and extensive theoretical memoing, as 
well as member checking emergent themes with participants.  
 
Findings  
Data analysis identified five major themes pertinent to study participant’s (SP) lived 
experience of witnessing violence. These are illustrated in figure 2:  
 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Five key themes of witnessing violence 

 
Wanting Holistic Control 
The theme of wanting holistic control is born from the apparent need of participants to seek 
appeasement in two aspects of their experience of witnessing violence: controlling the 

WANTING HOLISTIC CONTROL 

WANTING COHESIVE SUPPORT 
 

MAKING THE RIGHT DECISION 

FEELING RESPONSIBLE 

DEALING WITH FEELINGS 
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actual incident and their ability to exert personal control on the physical event, balanced 
with their professional and emotional responses. In terms of managing the actual incident 
the primary goal of seeking control was considered a defining element in the event. With 
control taking such precedence its absence from the event became a source of deep 
concern.  Indeed, the concept of control being the benchmark for the success or failure of 
an incident was a focus for many participants.  
The concept of a recognised process that did not go according to plan ameliorates the need 
for controlling the incident and the subsequent personal feelings incurred by staff when 
such benchmarking is perceived to be at odds with the actualities of the event. This is 
supported in the literature (Currid, 2009, Sequeira and Halstead, 2004).  

Feeling Responsible 
The theme of feeling responsible indicates how participants sought to identify the sources 
of on-going emotional conflict post-incident and their attempts to manage them. 
Participants identified with the notion that effective co-ordination and management of an 
incident was reflective of assumed or actual performance.  
This concept of action or inaction is ascribed to assumed or actual roles. Those who had 
been nurse in charge (NIC) at the time were specific in what they perceived this role to be in 
terms of predicting and therefore avoiding the event from occurring in the first place. This 
concept of the NIC being symbiotic with responsibility for the event in its entirety was given 
credence by participants.  
The sense of helplessness when coming to the assistance of colleagues left participants 
feeling that they had let colleagues down in some way. This was considered on both an 
individual and group level. This had emotional implications in terms of what some 
participants felt about their responses to colleagues who had been assaulted and the 
amount of support they did or didn’t offer.  Whilst participant feelings of responsibility are 
evident in the narrative, being told by others that they had done a good job did not appear 
to be a means of resolution.  

Making the Right Decision 
The concept of making the right decision also required a degree of validation from peers in 
order for participants to reaffirm that choices made at the time were appropriate and not a 
source of future contention with colleagues. The decision to involve tertiary services was 
difficult for some participants and feeds into the need for their decision to be validated by 
the service they have employed for example:  the police. Overall, taking action was based on 
minimising risk through proactive measures and in doing so was considered justifiable in the 
decision making process.  With some participants this extended to needing to satisfy 
personal doubts over their actions and decisions. When this occurred even the assurances 
from colleagues who had been assaulted were not enough to quash the belief they had not 
done everything that could have been done.  
 
Dealing with Feelings 
Post incident the participants were often left with ‘emotional residue’, that is the feelings 
that remained with them after their experience of witnessing violence. How people dealt 
with such feelings was varied. There was parity however to the extent they were affected by 
the events in which they were involved.  
Participants described a range of emotions and how such feelings affected them both at the 
time and post-incident. Guilt and anger were prominent experiences though these factors 
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were not always considered in tandem. For other participants guilt was the prominent entity 
when they reflected on their witnessing experience and the sources of this feeling were 
often multiple, for example: for the service user and for the member of staff.   
Reports of feeling fearful and scared during the incident featured prominently in many of 
the narratives. Some participants were able to put their fear into context, identifying the 
elements in the event that fuelled their anxieties. In some instances it was the fear of the 
unknown or levels of threat or risk to all parties.  
The participants frequently described how shocking the event was and were able to 
empathise with how the event may have impacted upon service users who had witnessed it. 
Such factors reflect the current evidence base (Sequiera and Halstead, 2004).  As identified 
by Deans (2004), the participants described incident regularity as a normalising factor whilst 
the presence of stress and anxiety was commonplace. 
A sub-theme in ‘dealing with feelings’ was how the subsequent emotional impact affected 
the person who had witnessed the violent incident in terms of both professional and 
personal factors and the subsequent consequences for each. 
Witnessing an incident of violence and its emotional influence on professional roles was 
clarified by participants. Staff found that managing unprofessional attitudes was a cause for 
concern.  The presence of the outcomes of witnessing violence and the emotional 
implications for the therapeutic alliance with assailants after the event, had prominence in 
the data and is supported by current knowledge (Bimenyimana et al, 2009, Chapman et al, 
2010, Chen et al, 2007). Several staff talked about how they avoided the service user in the 
days following the event. Avoidance behaviours were rationalised by suggesting it was 
motivated by concerns for the emotional well-being of the service user or the demands of 
clinical activity. 
There was a regular perspective that, due to the level of exposure to such incidents, 
violence was often considered part of the job. Participant views as to the sources of such an 
ethos were varied.  For some it was the frequency of exposure.  For others it was places of 
work where the risks are considered inherent within the environment, for example forensic 
settings. Some staff felt that this was perpetuated by the readiness of nurses to accept its 
ubiquity.  
The influence of the event on the home/work-life sequelae was evident in the narratives of 
several participants. This ranged from emotional intolerance of family members, 
internalisation or ruminating on events, and the prophylactic use of alcohol.  Making contact 
with work to see if the unit was settled was also described as another means of easing 
emotional uncertainty.  
 
Wanting Cohesive Support 
Support in the aftermath of witnessing violence has significant presence in the data. The 
theme wanting cohesive support is divided seven sub themes:  
a) Feeling that debrief is inconsistently applied, not available when needed or not available 
at all;  
b) Feeling that support was an informal or staff driven process;  
c) Feeling support processes are a device for consolidation and learning;  
d) Finding the debrief process critical and impersonal;  
e) Feelings of being supported and unsupported;  
f) Feeling uncared for by management and the organisation;  
g) Seeking alternative modes of support.  
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The concept of debrief was significant in the data, especially surrounding its application, 
access and individual familiarity with the process.  For some, debrief as a mode of support 
proved inconsistent or did not feature at all. The data suggests that when support was in 
place it was often both informal and driven by the staff involved. The support offered by 
immediate colleagues was also welcomed by participants; describing how they used this 
forum to talk through their thoughts on the event and support others. However, the use of 
colleagues as support was not always conducive to resolution. Some participants found that 
rather than address the prevalent issues it led to a counterproductive view of management 
that remained unchallenged.  
Staff had a clear view on post incident support as not only the means of finding emotional 
resolution but the platform by which learning could take place. Experiences were contrary 
to this, when debrief and support are available, the blurring of debrief and incident review is 
compounded further by how the forum was managed by senior staff; with staff in some 
instances feeling criticised. Participants were clear in their view that the initiation of any 
support mechanism lay with managers.  That management is considered synonymous with 
the instigation of support is strong in the data. Equally prevalent is the notion that if support 
is not considered robust enough, or is altogether absent, then this represents management 
and the wider organisation not caring of its staff.   
The upshot of any post incident support, or lack of it, was given voice in participant’ feelings 
on how supported they felt on reflection. Support was considered as the practical help given 
by others at the time. The presence of solid leadership and its assumed links to support also 
featured in the data.  Inconsistencies in the supportive experience had participants seeking 
alternative forums in order to deal with the emotional consequences of witnessing violence. 
Some used their immediate family for reassurance as a matter of course with inconsistent 
outcomes. In some instances support outside the place of work, for example psychology 
services, was sought with positive outcomes.  
 
Discussion: Seeking Resolution to Personal and Professional Conflict 
Given that participants emerged from the experience with such a sense of emotional 
destabilisation, it is perhaps unsurprising they were left needing to explain and rationalise 
their choices and actions whilst wanting the means to share and manage their feelings. 
Ultimately the inclusivity of both of these needs can be considered as the vehicle by which 
those who have witnessed violence seek an overall resolution of conflicting emotions post 
incident and the consequences of this on their practice.  It is argued that in the wake of 
witnessing a violent incident staff feel the need to rationalise and explain the choices that 
they made and the actions that they took at the time. This dynamic is illustrated in the 
theoretical model in figure 3. 
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Figure 3: Seeking Resolution on Personal and Professional Conflict: Theoretical Model 

 
Whilst these strategies appear to provide solace and satisfaction it is posited they often lead 
to subjective views of the event and maladaptive coping strategies. These elements were 
unwittingly perpetuated by having to rely on the informal support of colleagues because 
access to other processes was either absent or lacking immediacy.  

Strengths and Limitations 
The small sample size is not commensurate with a full GT study but saturation has been 
found to take place with a minimum of ten participants (Thomson, 2011, p. 46). Whilst 
Sandelowski  (2007, p. 180) suggests merely increasing sample size is not a guarantee of a 
strengthened qualitative study it is argued that the limited evidence base in the subject area 
warrants more data in order to give the findings a broader meaning. In view of this it is 
suggested that a larger study is developed to further garner the experiences of staff. 
Another sampling issue is a disproportionate representation of qualified to unqualified staff 
which needs to be considered when addressing findings such as responsibilities and 
assumed control.  
One cannot consider interviews as a method of data collection without acknowledging the 
impact of recall-bias and the potential emotive nature of the subject matter and the impact 
that the researcher has on the interpersonal dynamics of an interview cannot be overstated 
(Turner, 2010). Nevertheless a primary strength is that the study is one the first of its kind 
and gives some insights into participants’ experiences of witnessing violence. In this the 
findings become a catalyst for further studies such as:  

1. The lived experiences of debrief and support following an incident of violence. 
2. Psychiatric nurses’ perceptions of the assumed or actual role of the nurse in charge 

during an incident of high risk. 
3. Psychiatric nurses’ perspectives of control in a clinical setting. 
4. How psychiatric nurses support each other during and after a violent incident. 
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Implications for Policy and Practice  
Noteworthy implications related to current national policy on staff support and its uptake in 
clinical services. Several key documents with a remit for managing aggression and violence 
in mental healthcare settings feature the importance of supporting staff in its aftermath. 
This study strongly underpins the current evidence base that has found staff access to 
debrief and support overwhelmingly scant or a fundamentally negative experience 
(Bimenyimana et al, 2009, Chapman et al, 2010, Chen et al, 2007, Kindy, Petersen and 
Parkhurst, 2005, Deans, 2004). Definitive guidance as to how debrief & support should be 
implemented at service level remains lacking. It is hoped that the findings of this study gives 
voice to those psychiatric nurses who are working with and witnessing violence on a regular 
basis and thus stimulates debate on how national and local policy can be improved in real 
terms. 
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