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Abstract 

The nature of psychiatric nursing work is demanding and can be stressful, in 

comparison to other professions, psychiatric nurses suffer greater levels of stress. 

Related research has revealed that psychiatric nurses in work have a higher incidence of 

aggression and violence. According to evidence, the psychiatric nursing staff is often 

subjected to violence and aggressiveness, resulting in the affected nurses physical and 

mental well-being harmed.  

The aim of the study is to evaluate the effect of psychiatric patients aggression and 

violence on psychiatric nurses in Bethlehem Psychiatric Hospital in Palestinian.  

A descriptive quantitative cross-sectional study design was conveyed during November-

December 2021 at Bethlehem Psychiatric Hospital in Palestine. The data was collected 

by using a questionnaire containing two sections (Demographic data, Impact of Event 

Scale-Revised, Eysenck Personality Questionnaire-Revised). The Data was analyzed by 

using SPSS version 26. 

The results showed the prevalence of diagnosed PTSD nurses was (14.7%), and among 

participants who had partial PTSD and some symptoms was (20.0%). Furthermore, the 

number of people who outlived post-traumatic stress (enough to suppress the immune 

system) was (42.7%). Furthermore, it was clear that the impact of post-traumatic stress 

disorder on the personality among the nurses involved in the study, as the prevalence of 

neuroticism among the participating nurses was (48.0%), this means that participants 

are characterized by sadness, mood swings, and emotional instability. In addition, 

individuals with a high score for this trait tend to experience mood swings, anxiety, 

speed, and sadness, while the extroverted ratio reached (85.3%), and this degree 
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indicates that the person is social, loves parties, has many friends, needs many people 

around them, loves to talk a lot, does not like to read, and seeks excitement. They 

patient aims to do things thay are not supposed to do, acts quickly without thought, is 

generally impulsive, is fond of making pranks for others, answer is insightful and quick 

witted, loves change, takes things, prefers to be always active and moving, does 

different actions and tends to aggression. In addition to being impatient easily, the 

patient cannot control their feelings and gets irritated quickly. 

The study concluded that the aggressive and violent behaviors of the psychiatric patient 

on the nurses have negative impact on the psychological state of the nurses, and most of 

the participants suffer from PTSD. Furthermore, participants who are diagnosed with 

PTSD are more likely to suppress their immune system. Moreover, post-traumatic stress 

disorder was reflected on the personality state or personality dimensions of the nursing 

participants in the study. This reflection led to the emergence of neuroticism that 

manifests in the form of anxiety, difficulty sleeping, headaches, digestive disorders, 

back pain, and mood swings. 

The Palestinian Ministry of Health must be aware of the difficulty of the work provided 

by these psychiatric nurses as well as to providing psychological supervision and 

counseling programs for these nurses.  

Keywords: Psychiatric Patient, Psychiatric Nurse, Aggression, Violence, Psychological 

State, Bethlehem Psychiatric Hospital. 
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Chapter One 

Introduction and Theoretical Background 

This descriptive-correlational research study aimed to examine the effect of psychiatric 

patients aggression and violence on psychiatric nurses: A study from Bethlehem 

Psychiatric Hospital of Palestinian Territories. This chapter includes the background of 

the study, the problem statement, the significance of the study, study implications, study 

purpose, the research questions, hypotheses, and the definition of terms. 

1.1 Background 

1.1.1 Bethlehem Psychiatric Hospital 

Figure 1 

Bethlehem Psychiatric Hospital 

 

The only mental hospital in Palestine's West Bank is Bethlehem mental Hospital. It was 

built in 1922 and has seven wards, including an acute admission ward for men (33 

beds), an acute admission ward for women (16 beds), a chronic admission ward for men 

(53 beds), and a chronic admission ward for women (16 beds. (207) beds altogether, 

including a rehabilitation ward for females (42 beds), a rehabilitation ward for males (30 

beds), and a rehabilitation ward for females (33 beds). (Bethlehem psychiatric hospital 

administration, 2022) 

Acute mental problems and aggressive individuals can be observed in the admissions 

wards. The recovered patients with stable psychiatric conditions stay in rehabilitation 

units. Patients with long-term psychological problems who need recovery are placed in 

chronic wards. These individuals require specialized care because they have poor 

functioning and no communication abilities. 
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The hospital provides inpatient treatment including medication, observation, patient 

safety, isolation and restraint, and electro convulsive therapy (ECT) for both inpatients 

and outpatients. They use modified ECT and simple ECT, as well as 

electroencephalography (EEG) and psychological tests that are administered by a single 

psychologist. Additionally, occupational therapy offers a recovery program there. 

1.1.2 Origins of Aggression 

According to Anderson & Bushman, aggression: is any action taken against another 

person that is done with the express (immediate) intention of causing them damage 

(Anderson & Bushman, 2002, p. 28).  

Geen (2001) suggested two elements that he believed should be included in a definition 

of aggression: first, there must be a desire to cause harm, and second, the target of the 

behavior must be a living being. must be inspired to steer clear of such interactions. The 

delivery of an aversive stimulus from one person to another, with purpose to damage 

and with an expectation of doing so, while the recipient is driven to flee or avoid the 

stimulus, is how he offered the following working definition of aggressiveness (Geen, 

2001, p. 3). 

According to Palmstierna et al., (2002), aggression is a multifaceted concept. He 

suggested using a three-dimensional definition of hostility: 

 Internal versus external experience. 

 The viewpoints of the aggressor and the spectator. 

 A trait or state that occurs consistently as opposed to sporadically. 

1.1.3 Associated Aggression Factors in Psychiatric Care 

Researchers have made an effort to comprehend the variables that contribute to the 

occurrence of aggression at the three levels listed below: the patient level, the level of 

the staff members and the atmosphere. The following explains these levels. 
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1.1.4 Clients' Factors 

Patient factors include biological characteristics including gender, age, socioeconomic 

status, and psychopathology. They also include involuntary patient admission. 

According to study on the biological causes of aggression by Dack et al. (2013), these 

factors include inheritance, the influence of hormones like testosterone, and the 

operation of brain processes such the limbic and cerebral cortices. 

Studies on the subject of whether gender influences aggressive behavior are divided. 

Many researches have failed to find a connection between gender and violence. (Lam et 

al., 2000; Hojat et al., 2002), while some feel that men are more likely to be attacked 

(Hegney et al., 2003; Krakowski and Czobor, 2004; Cornaggia et al., 2011; Dack et al., 

2013). Regarding age as a risk factor, younger patients are more prone to commit 

assaults (Cornaggia et al., 2011; Dack et al., 2013). Adolescent patients were the age 

range that    (Kwok et al., 2006) focused on, although more research is still needed in 

this area before a firm conclusion can be drawn. Some studies have concentrated on 

how culture and economic position affect societal violence (Springer, 2011). 

Furthermore, there is no conclusive evidence linking demography to physical assaults, 

although (Esmaeilpour et al., 2011) found that there might be a link between physical 

aggression and poverty, broken marriages, and overcrowding. In addition to the 

aforementioned, there isn't any concrete evidence in the literature that aggression and 

psychopathology are related. According to recent research (Gaynes et al., 2017), there 

may be a connection between certain mental disorder symptoms and violence in some 

patient types. For instance, delusions, especially those with a persecutory theme, may 

have a significant and direct impact on violence (Nolan et al., 2005). 

Other indicators could play a smaller role in setting off aggressive behavior. Thought 

their effects will vary depending on the stage of the illness in question, these include 

thought disorder, increased physiological arousal, disordered behavior, and substance 

abuse (Gaynes et al., 2017). According to Daffern and Howells (2002), psychotic 

patients are most prone to act aggressively while they are in the acute stage of the 

illness. Walsh et al. (2002) conducted an analysis of the literature and presented 

evidence indicating a tight connection between schizophrenia and violence, but that 

fewer than 10% of societal violence can be directly attributable to schizophrenia. 
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Child abuse is one social component that has a substantial correlation with aggressive 

behavior in adults. In their analyses of family and non-familial violence, (Elliott et al., 

2011) and Liu (2011) draw the conclusion that violent people were more likely to have 

experienced physical abuse as children. 

In addition to the mentioned before, there is not any concrete evidence in the literature 

that aggression and psychopathology are related. According to recent research (Gaynes 

et al., 2017). There may be a connection between certain mental disease symptoms and 

violence in some patient types. For instance, delusions, especially those with a 

persecutory theme, may have a significant and direct impact on violence (Nolan et al., 

2005). Additional signs might play a smaller role in setting off aggressive behavior. 

Though their effects will vary depending on the stage of the illness, these include 

thought disorder, increased physiological arousal, disorganized behavior, and substance 

abuse (Gaynes et al., 2017). According to Daffern and Howells (2002), psychotic 

patients are most prone to act aggressively while they are in the acute stage of the 

illness.  

Fewer than 10% of societal violence can be directly attributed to schizophrenia, 

according to (Walsh et al.,2002) review of the literature, which shows that 

schizophrenia and violence are closely related. Child abuse is one social component that 

has a substantial correlation with aggressive behavior in adults. In their analyses of 

family and non-familial violence, Elliott et al. (2011) and Liu (2011) draw the 

conclusion that violent people were more likely to have experienced physical abuse as 

children blamed on schizophrenia. 

1.1.5 Staff Factors 

Staff issues include a lack of experience, insufficient staff to patient ratios, unclear 

roles, and the reality that the majority of patients are compelled to be admitted to the 

hospital rather than choosing to do so (Wax et al., 2016). Several researchers, including 

Guay et al. (2016), have discovered that teaching employees how to deal with 

aggressive behavior reduces the frequency and severity of incidents. Low staff-to-

patient ratios did not result in an increase in the number of violent episodes, according 

to (Ergün and Karadakovan's 2005), research. However, a different study (Jackson et 

al., 2002) discovered that there was an inverse correlation between the staff-to-patient 
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ratio and the frequency of assaults on staff. Studies linking staffing levels to aggressive 

occurrences should be viewed with caution since having patients who are violent in the 

study could lead to both high staffing levels and aggressive incidents. Unluckily, no 

randomised studies have been done to date to verify these findings. While Lorenzo et al. 

(2012) note that wards with clear staff roles, robust psychiatric leadership, regular and 

expected events resulted in a reduction in the level and frequency of violent events, (Ng 

et al., 2001) argued that high patient numbers on the ward could be a factor in 

precipitating assaults. 

Furthermore, Violence can result from inadequate nurse-patient communication, and 

failure to comprehend the patients is also thought to play a role (Baby et al., 2014). 

Additionally, the majority of nurses believe that the challenging care of patients with 

drug and alcohol issues makes them feel stressed. Additionally, some violent mental 

health treatments can leave patients feeling depressed, anxious, uncontrollable, and 

uneasy (Baby et al., 2014). Despite differences in view, some nurses contend that 

professionals frequently use stereotypes to interpret potentially harmful circumstances. 

Professionals frequently have an impact on one another by talking negatively about 

patients (Baby et al., 2014). The working circumstances, including the ongoing lack of 

staff, increased duties, stress, and pressure, as well as the absence of nurses who were 

not replaced. In addition, the prolonged lack of staff may cause psychiatric nurses to act 

violently were also discussed in a study according to (Terkelsen & Larsen, 2016). 

Inadequate staffing, particularly at night, has a substantial effect on both people and 

professionals, according to several psychiatric nurses. Additionally, working alone as 

opposed to in groups increased their vulnerability to violence (Terkelsen & Larsen, 

2016). Violence is also fueled by a lack of knowledge, which makes it difficult for 

nurses to manage their workload. Additionally, some attendance management systems 

still require improvement (Choiniere et al., 2013). Likewise some nurses worry about 

disappointing the team and could feel guilty, which lowers the standard of care. 

Violence occurs in the workplace as a result (Terkelsen & Larsen, 2016).  
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In Palestine, there are three stages of nursing education: 

1. Diploma degree, which is a two-year nursing program. 

2. Less knowledge and abilities are part of this. 

3. Baccalaureate degree, which is a four-year nursing program 

4. More knowledge and abilities are included here than in a diploma or certificate 

speciality. 

5. A master's degree in nursing, a specialist field of study. This involves having a high 

level of expertise in nursing and mental health 

1.1.6 Environmental factors 

Increased demand for employment at the psychiatry units and a lack of senior 

management support are two related factors. Fear of authority, responsibility, blame, 

and reliance on "outsiders" all contribute to a rise in workplace violence (Evans & 

Petter, 2012). In the wards, nurses are under a lot of stress, which makes it difficult for 

them to provide patient care. Additionally, the care of patients adds to the workload due 

to factors like unsupported involuntary admission, the design of a small workspace, 

inadequate personnel skills, and difficult patient diagnoses. And inexperienced workers 

are not suitable for their positions (Ward, 2013).  Overworked nurses are less likely to 

provide high-quality care and are more likely to experience stress (Lantta et al., 2016). 

Nurses may become cynical if there is frequent workplace violence and a hostile 

environment. A person will alter after working in such a setting. Workplace violence 

has gotten worse since even physical violence is accepted as routine (Lantta et al., 

2016). Having isolated locations and little room to move around can potentially increase 

workplace violence (Stevenson et al., 2015). In addition, the ambiance of the place also 

included the psychiatric nurses themselves. The ward may feel uneasy if the staff knows 

the patient was combative. Although restraint beds and isolation facilities seem like 

helpful tools for patient control, some patients may become paranoid when exposed to 

them (Terkelsen & Larsen, 2016). Another type of restraint is being forced to take 

medicine (Terkelsen & Larsen, 2016). In addition, Patients will experience discomfort 

in the isolation area because they perceive it to be unpleasant (Terkelsen & Larsen, 

2016). In mental facilities, patients become aggressive because they refuse to take their 

medication or leave the ward. Some patients detest the sense of being confined to the 
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wards, and this emotion could act as a stressor and cause them to act violently 

(Nguluwe et al., 2014). 

1.2 Aggression Management and Reduction 

According to Wright (2002), a patient can be guided toward a calmer "personal space" 

by efficient communication, the identification of their stresses, and the provision of 

practical alternatives to aggressiveness. The elements listed below are described: 

1. Self-awareness (of one's own tension, anxiety, and patient knowledge). 

2. Understanding the patient, particularly their typical behavior and any deviations that 

might indicate agitation or hostility. 

3. The use of non-threatening, attentive nonverbal and vocal communication 

techniques. 

4. Sensitivity to the patient's demand for enough personal space, which is typically 

larger than usual in agitated or furious people. 

5. Speak in a low-pitched, calm tone to make it easier for the patient to hear and 

comprehend what is being stated. 

6. Promoting verbal responses by using open-ended questions, which elicit more 

information than closed-ended inquiries and call for mental effort (perhaps diverting 

the patient from expressing more aggressive emotions). 

7. Time spent on the work is appropriate. 

8. Carrying out the procedure in a peaceful setting. 

9. Taking into account safety factors like wearing appropriate and secure clothing and 

jewelry, having other staff members aware of what is happening and ready to step in 

if needed, placing furniture, avoiding conflict during the de-escalation process itself, 

and using security personnel sparingly. 

Turnbull et al. (1990) outline a more dynamic de-escalation model in which skills are 

utilized more flexibly and are either continued or replaced by others depending on how 

the patient's behavior is judged. The following abilities are displayed: 

1. Controlling other people around you (e.g., shifting patients out of the way, enlisting 

team support, suggesting the aggressor relocate somewhere else  .)  

2. Prompting thought by using open-ended inquiries and asking the patient why they 

are angry (to get them to think about the issue rather than acting out). 
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3. Ignoring threats and soliciting assault (e.g., "You want to hit me? "), while giving 

clear, succinct, and firm directives and negotiation options. Then go ahead and      

try!), or making unreachable promises. 

4. Paying attention to nonverbal cues like eye contact, allowing more space between 

the body and the person in front of you, adopting a 45-degree posture (as opposed to 

standing face-to-face), adopting an open stance with your hands by your sides and 

palms facing outward, and refraining from staring or provocative nonverbal 

behaviors like folding your arms across your chest or keeping your hands behind 

your back or in your pockets. 

5. Individualizing oneself and placing a focus on collaboration. 

6. Using non-verbal and verbal cues to demonstrate concern and attention, such as 

head nodding and sayings like "Go on," "I see," etc. 

7. Mood matching, which refers to emulating an individual's level of arousal but not 

their expressed mood. 

1.3 The steps performed to prevent violence within the workplace 

Increase understanding of the profession 

Psychiatric nurses believe that effective on-the-job training can facilitate the healing 

process (Lantta et al., 2016). Likewise, psychiatric nurses state that nurse-centered 

strategies should be prioritized and that a balance should be struck between the well-

being and safety of patients and nurses and the pleasant clinical environment (Stevenson 

et al., 2015). 

Teaching on connecting and safety abilities 

Successful interaction between nurses and patients, in the opinion of psychiatric nurses, 

is essential (Ward, 2013). Psychiatric nurses need to focus on comprehensive control 

and logical choices while dealing with violence (Jeffery, & Fuller, 2016). At the same 

time, psychiatric nurses should advance their knowledge and skills in the field (Hylén et 

al., 2019). Additionally, it's important to strike a balance between force and impact. 

Beside, Psychiatric nurses claim that getting patients to adhere to treatment plans is an 

incentive. Contrarily, it may also result in violence (Hylén et al., 2019). 
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Improve teamwork 

Despite the fact that each mental nurse's experiences with workplace violence are 

unique, their following emotions are generally the same (Jeffery & Fuller, 2016). 

Therefore, psychiatric nurses are aware that providing post-incident support is a method 

for coping with emotions .And they believe that managers should start a support system 

(Jeffery & Fuller, 2016). Additionally, psychiatric nurses believe that the workplace 

culture requires to be one of love and care (Hylén et al., 2019).  

Make the ward's setting secure 

Psychiatric nurses contend that a nurse-centered approach ought to be prioritized when 

thinking about how to cope with violence. And, it's important to maintain control over 

the patients' setting (Stevenson et al., 2015). Additionally, psychiatric nurses believe 

that the wards' physical layout needs to be improved in order to increase their safety 

(Lantta et al., 2016). 

1.4 Frequency of Aggression 

Both in society and in medical settings, aggression is a major worry.  Patients with 

mental illnesses require specialized care and therapy; in order to receive it, the medical 

staff must have a positive attitude toward them in order to prevent patients from feeling 

inferior and stigmatized, which might result in aggression. According to Bjorkly (1996) 

15% to 30% of hospitalized psychiatric patients, have engaged in physical assaults. The 

number of events ranged from 0.15 attacks per bed per year (Fottrell, 1980) to 88.8 

incidents per bed per year (Brizeret al. 1987), according to a review of descriptive 

research on the epidemiology of aggressive episodes by Nijman (1999). 

In Palestine, there are no national databases available to offer such information. 

1.5 Etiology of Aggression 

One of the many reasons why psychiatric patients act aggressively is their own 

psychiatric condition. According to Lanza et al. (1994), more than one-third of patients 

who were violent were alcohol dependent. Furthermore, according to Morrison (2002), 

aggressiveness is more likely when schizophrenia and substance addiction are 

combined. According to the Royal College of Psychiatrists (RCP, 1998), young males 

who have a history of substance misuse and psychiatric disease are more likely to be 
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violent. According to Nijman (2002), assaults may also result from the deprivation of 

rights or services.  

1.6 Theories of aggression 

Social Learning Theory – Bandura 

Aggression is a biological characteristic, but how it manifests itself is learned. 

According to the social learning theory, aggressive behavior can be picked up through 

observation. If someone notices. When they see aggressive behavior in a model, they 

could copy it. If they identify with or appreciate the role model, or if the role model is 

rewarded or successful, imitation is more likely. This is reinforcement through proxies. 

Bandura proposed that a child must create a mental image of the experience for social 

learning to occur. This comprises potential incentives or penalties for a particular 

behavior. When a child imitates an aggressive behavior, the result of the behavior 

affects the child's perception of the worth of violence. If they receive a reward, they will 

probably repeat the behavior. 

This is upkeep gained from firsthand experience. Children learn selfefficacy, which is 

assurance in one's capacity to engage in violent behavior. If aggressive action is 

unsuccessful, the person will feel less capable of succeeding and will stop doing it 

(Bandura, 1977). 

Deindividuation Theory 

De-individuation, according to Fraser and Burchell, is the "process whereby normal 

restraints on behavior are weakened as persons lose their sense of individuality." When 

a person joins a sizable group, de-individuation takes place. throng or company. De-

individuation is also facilitated by uniforms and other types of anonymity, as well as 

drugs and alcohol. Individual behavior is sensible and compliant with social norms. De-

individuated behavior deviates from social norms and is motivated by primal drives. 

Since inner restraints are lessened when a person is anonymous, normally inhibited 

behaviors, like aggression, are more likely to be displayed. De-individuation was 

formerly believed to result from the lack of accountability that comes with being a part 

of a big group of individuals. The theory has recently concentrated on the decreased 

private self-awareness is more significant than increased public self-awareness. 

According to Prentice-Dunn and Rogers, being among others makes people less self-
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focused and less able to control their behavior in accordance with their internalized 

beliefs and moral principles (Zimbardo,1969).  

Biological theory 

Aggression may be causally related to other things, which may be causally related to 

temperature. According to Cohen and Felson's Routine Activity Theory, people's 

regular activity patterns change during the summer, increasing the likelihood that they 

will interact with more people and drink more alcohol. This leads to more opportunities 

for interpersonal aggression.  

Biological psychologists provide an alternative to social and behaviorist psychologists' 

explanations of violence. They contend that violence might result from genes, hormonal 

processes, and neurological systems rather than blaming an individual's surroundings 

for their hostility. Particularly when dopamine levels are high and serotonin levels are 

low, aggression has been connected to these neurotransmitters. Due to dopamine's 

connection to pleasure, violence has been associated with it. It has been shown that this 

neurotransmitter increases in abundance following acts of violence and is triggered after 

consuming particular foods or engaging in sexual activity. Dopamine's "reinforcing" 

tendency may therefore lead to violent behavior. 

The usage of amphetamines, which stimulate dopamine, has demonstrated that increases 

in dopamine activity also increase aggression. The role of serotonin in the brain is to 

prevent other neurons from firing, particularly in the prefrontal cortex, the region of the 

brain in charge of, among other things, social behavior and cognitive reasoning. It is the 

area where we use moral reasoning and weigh the effects of our choices. Additionally, 

there is a lot of evidence linking hormones like cortisol and testosterone to aggressive 

behavior (Ferrari, 2003). 

Eysenck’s Personality Theory 

Since the 18th century, personality tests have been around for a very long time. 

According to a personality test developed by Hans Jugen Eysenck, biological elements 

like genes and environmental cues have a significant role in determining personality. 

The so-called "Eysenck Personality" (sometimes referred to as Eysenck's personality), is 

described by the Eysenck theory of personality. According to this view, every human 
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has a core set of characteristics that make them distinct from other animals, and every 

person has a unique temperament or temperament type. How we act and react in daily 

life is a good way to describe our personalities. People who have a certain temperament 

type typically behave differently than people who have other temperament types. There 

are several theories explaining why some people's temperaments do not match those of 

others; this theory places a strong emphasis on genetic inheritance (Eysenck, 1975) 

Additionally, this questionnaire included 57 Likert-type questions that focused on 

measuring the two main personality traits of extraversion and neuroticism. 

Only two dimensions in Eysenck's personality theory measure the extraversion and 

neuroticism qualities of a person: 

Psychoticism-Normality: A personality feature known as psychoticism is characterized 

by a lack of empathy, a difficult time forming bonds, and a lack of concern for others. 

High psychotic individuals are more prone to be violent, antisocial, and struggle with 

substance usage. People with low psychoticism, on the other hand, are more likely to be 

emotionally secure, empathic, and to form healthy relationships. 

Extraversion-Introversion: The phrases "extraversion" and "introversion" in psychology 

refer to two distinct personality traits. People who are extraverted are outgoing and 

sociable; they enjoy being around other people and find solitude to be quickly boring. 

People who are introverted are more reserved, enjoy doing things alone, and are 

frequently more thoughtful and reflective than extroverts. Each personality type has 

advantages and disadvantages. 

Neuroticism-Emotional Stability: Anxiety, worry, and insecurity are characteristics of 

neuroticism, a personality trait. People with high levels of neuroticism are often more 

animated and receptive to stress, as well as more prone to feeling sad, angry, and afraid. 

In contrast, emotional stability is the capacity to remain composed under pressure or 

misfortune. It is a quality that is valued in many professions and cultures and that may 

be developed (Eysenck, 1975). 
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1.7 Effects of Aggression and Violence in Mental Health Units 

Aggression and violence have a significant negative influence in mental health facilities. 

Physical harm, emotional or psychological suffering, impaired patient care, and cost to 

the organization financially are just a few of the effects that have been reported. 

1.7.1 Physical harm 

Assault is defined as "attacks ranging from slapping and beating to rape, homicide, and 

the use of weapons such as firearms, bombs, or knives" by the NIOSH (2020). 

Webster's definition of "a violent physical... attack" and "a threat or attempt to inflict 

offensive physical contact or bodily harm on a person (as by lifting a fist in a 

threatening manner) that puts the person in immediate danger of or in the apprehension 

of such harm or contact" are additional definitions that have been used.  

Other types of physical violence include physical harassment, mugging, and murder, all 

of which are defined separately. Physical harassment is defined as "to create an 

unpleasant or hostile situation, especially by uninvited and unwelcome physical 

conduct" by Webster (2020). 

According to a study of the literature conducted by the Central Council for Nursing, 

Midwifery, and Health Visiting (2002), in the United Kingdom, inpatient mental health 

personnel appear to be more vulnerable to assault-related serious injury than the general 

population. Furthermore, it has been discovered that male employees are more than 

twice as likely to be assaulted as female employees (Carmel and Hunter, 1989; 1993).  

A report by Gournay et al. (1997) found that between 67% and 93% of assaults in 

surveys conducted between 1994 and 1997 resulted in no evident injury. Fortunately, 

rates of significant injury caused by patient aggression are thought to be rather 

uncommon. 

Furthermore, a study in Jordan by (Al-Omari, 2015), founded that‘s about 26.5 % of 

nurses were physically violence in workplace. In addition to logistic regression study, 

female nurses were 1.5 times more likely than male nurses to report verbal abuse were 

and were 0.5 times less likely to report physical assault. 
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1.7.2 Emotional harm 

Despite the fact that most assaults in inpatient mental health wards leave no visible 

physical wounds, emotional harm has consistently been discovered. Workers who 

experienced verbal and physical assault have been found to have high levels of 

traumatic stress, anxiety, and tension (Caldwell, 1992; Whittington and Wykes; 1992). 

Whittington and Wykes (1992) discovered that nurses 19 reported substantial levels of 

worry and tension immediately after mild assaults, and that these symptoms were 

consistent with a PTSD diagnosis. After two and a half weeks, the levels of stress and 

anxiety had decreased, although they were still high. The authors note that their small 

sample size of 24 makes it difficult to draw broad conclusions, but they highlight the 

significance of the discovery that the emotional toll of an assault may be greater than 

the harm done physically. Similar outcomes were discovered by Caldwell (1992), albeit 

in a larger sample of 224 workers. According to the study's findings, 62% of the clinical 

staff in a private mental health facility had been involved in a significant event. 

involving a danger to life or safety, and 61% of those people reported having PTSD 

symptoms, with 10% of those people reporting enough symptoms to meet the diagnostic 

criteria for the disorder. The authors draw the conclusion that a significant number of 

employees are emotionally impacted. 

Furthermore, Abrasions, bruising, lacerations, hair tears, shoulder and knee joint 

injuries are some effects on physical health. After experiencing workplace violence, 

some nurses also had headaches, muscle tension, trouble sleeping, and nightmares 

(Stevenson et al., 2015). According to research on the effects of psychological health, 

people may experience frustration, a need to defend oneself, and a desire to exert 

control (Hammarström et al., 2019). In addition to that According to (Baby et al., 2014), 

it also encompasses pains, anger, dissatisfaction, vulnerability, fear, and anxiety. 

Among all types of influence, emotional influence frequently manifests first and has the 

greatest effect on nurses (Baby et al., 2014). 

Furthermore. Abd Alhadi Hasan published a study among psychiatric nurses in Jordan 

to assess workplace stress levels in dealing with aggressive patients and found that 43% 

of nurses were emotionally stressed during working with aggressive psychiatric patients 

(Hasan & Tumah, 2018).  
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1.7.3 Deteriorated therapeutic alliances 

Staff who have experienced verbal and physical abuse have been found to have a 

negative impact on the quality of care that patients receive. It has been demonstrated 

that attitudes toward all patients, not just those who have been aggressive or violent, are 

damaged, and that these emotions, counterintuitively, enhance the likelihood of 

additional aggression and violence (Whittington and Wykes, 1994b). Briefly stated, 

Whittington and Wykes (1994a) provide a model that contends staff stress and anxiety 

are exacerbated by a patient's verbal and/or physical aggressiveness. This makes 

personnel avoid interacting with patients, act hostilely toward them, and behave in an 

excessively controlling manner, which in turn raises the patient's level of verbal and 

physical violence. 

1.7.4 Cost to the organization financially 

Aggression and violence in mental health facilities have been studied in terms of their 

financial effects. (Hunter and Carmel, 1992; Lanza and Milner, 1989; Nijmane et al,. 

2005) Costs in terms of lost workdays, use of sick leave, compensation claims, medical 

costs, vocational rehabilitation, and preventative strategies such as educational 

programs have been identified and provide an indication of the enormous financial 

impact of aggression and violence. Job satisfaction, staff recruitment, retention, and 

turnover are some less obvious effects that have been linked to financial consequences 

(Alderman, 1997; Lanza, 1983; Poster and Ryan, 1994). 

1.8 Nurses thoughts on aggression and violence 

"The nurse will render a change. "Accepting violence is "a component of the work'' 

(Ward, 2013). It's crucial to highlight the emotions of patients and conduct thorough 

patient evaluations (Hammarström et al., 2019). ''Violence is also fueled by fear''   

(Ward, 2013).  

1.9 Psychiatric patient aggression among nurses in Psychiatric hospitals: 

In psychiatric hospitals, patient aggression can be a serious problem. According to 

studies, at least once assault occurred to 70% of nursing professionals in psychiatric 

hospitals in the United Kingdom (Needham et al., 2005). In addition to that, the 

documented increase in patient hostility inpatient psychiatric facilities has drawn the 
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attention of scientists for some years (Rippon, 2000). Because of its frequency, 

according to (Bowers et al., 2011), aggression in psychiatric hospitals is a significant 

issue with negative effects on healthcare (Arnetz & Arnetz, 2001).  

One of the most common mental health indicators is an aggressive attitude, which can 

result in poor academic achievement, unemployment, isolation from society, violence, 

criminal behavior, and suicide. (Bor, 2004; Connor et al., 1998; Dean et al., 2007; 

Masters et al., 2002). Furthermore, aggression can take many different forms, and 

described for any action that causes injury to oneself, others, or possessions (Conner et 

al., 2006). The most prevalent kind of aggression in healthcare situations is impulsive 

and overt, characterized by acts like physical assaults, destruction of property, self-

harm, and verbal harassment (Connor et al., 2006; Garrison et al., 1990; Farrell & 

Bobrowski, 2006). Young people's aggression may be a sign of their underdeveloped 

capacity to control their conduct, which has been connected to impulsivity and poor 

emotion regulation, according to (Hendren& Sugden, 2006) young people who are 

aggressive have higher mental health difficulties (Lyons & Schaefer, 2000), aggression 

has a substantial correlation with adult psychopathology, making it a significant 

indicator of adult psychiatric disorders (Kim-Cohen et al., 2003).  

1.9.1 The effect of Psychiatric Patient Aggression on nurses in psychiatric hospitals 

Physical aggression has been documented at rates between 16 and 85 percent (Baxter et 

al., 1992; Inoue et al., 2006; Nijman et al., 2005; Poster, 1996; Soares et al., 2000). One 

in four nurses claim to have experienced workplace aggression (Liu et al., 2019). 

 Patient aggression can result in physical harm (Grainger & Whiteford, 1993) and it may 

have a number of detrimental physical and psychological effects (Needham et al., 

2005). Anger, fear, and stress are widespread reactions to aggressive episodes, 

according to (Needham et al., 2005). Aggression can decrease job satisfaction and result 

in resignation (Tachimori & Yamada2001; Needham et al., 2005), poor work 

performance has also been related to aggressive exposure (Jackson & Mannix, 2002), 

rates of substance addiction and sick days have also increased (Jackson et al., 2002; 

Nijman et al., 2005), trauma signs, too (Inoue et al., 2006; Needham et al., 2005). 
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From a practical standpoint, the emotions that nurses experience when dealing with 

psychiatric patients are essential because they influence clinical care. Anger, fear, and 

sadness are crucial and significantly impact the therapy relationship since it is dialogical 

and generated by both persons' feelings and reaction-response. Furthermore, in an acute 

clinical setting, patient care and treatment are the responsibility of psychiatric nurses 

team, therefore emotions and the duty of care are shared by the whole team. However, 

the emotions of one team member can often have an impact on the entire team's internal 

and exterior dynamics (Cleary et al., 2005). 

1.10 The effect of Psychiatric patient violence on nurses in psychiatric hospitals 

As psychiatric nurses are exposed to aggression, they are also exposed to violence in the 

psychiatric hospital.  According to (Iozzino et al., 2015) about one out of every five 

patients commits an act of violent behavior while being treated in acute psychiatric 

units. Also, he found that characteristics linked to violence in the particular clients, such 

as men's gender, schizophrenia disorder, addiction, and violent past, were similar to 

indications connected to levels of violence in psychiatric hospitals. Around the world, 

concern has grown as workplace violence has increased. The National Institute for 

Occupational Safety and Health defines it as "violent acts (includes physical harm and 

threats of harm)" that are ―targeted at individuals who are employed or on job ―and 

"range from insulting or affecting statements to homicidal." (CDC). According to the 

World Health Organization, incidences of workplace violence are "incidents where 

personnel is abused, intimidated, or attacked in conditions regarding their line of 

employment, including traveling to and from work, involving an explicit or implied a 

risk to their health, happiness, or safety " (WHO 2005). On a global scale, it has been 

discovered that the majority of these attacks are focused against clinical professionals 

(Federal Bureau of Investigation). According to Canadian research, there were 1.52 

occurrences of patient aggressiveness overall for every 100,000 hours done over the 

course of a year (Kling RN et al., 2009). Studies show that healthy workplaces and 

well-being of healthcare professionals are essential elements of effective healthcare 

systems. This ought to be utilized by all healthcare-related sectors. Psychiatric nurses in 

particular may experience verbal, physical, emotional, and psychological abuse (CDC) 

(Chapman R et al., 2010). 
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In Turkey, occupational violence is viewed as a significant problem that negatively 

affects healthcare professionals' personal lives and leads to a high staff turnover rate 

(Aytac et al., 2011; St-Pierre et al., 2010). This study founded that psychiatric nurses are 

more likely than others to experience violence healthcare employees. Furthermore, 

according to (Fallahi et al., 2015) mental nurses were found to have the greatest rate of 

violence among Iranian healthcare workers, with 74.7 percent of the persons 

experiencing psychological violence. Moreover, work place violence has been 

researched in primary care in Saudi Arabia, with studies showing a wide range of 

violence incidence rate (28–67.5 percent in 12 months), particularly those nurses who 

are employed in primary care facilities for patients (Alghanim & Algwaizet,2012; El-

Gilany et al., 2010).  

In addition, psychiatric nurses work in a unique setting with locked ward entrances, 

which increases the risk of patient conflict and the potential for physical and 

psychological harm from aggressive patients. They may also be required to seclude or 

restrain patients in order to prevent them from harming themselves or others, which 

may cause the stressor structures they encounter to be different from those encountered 

by other professions (Kane, 2012). Additionally, the aggressive or violent behavior of a 

psychiatric patient may have a psychological impact on psychiatric nurses on each day, 

which could affect the nurses. 

Furthermore, a research by (Kerr et al., 2017), conducted in Australia among 50 nurses. 

To assess the prevalence of patient aggression among nurses used self-report 

questionnaire, resulted that 40% of them had suffered assaults and 82% had suffered 

emotional trauma. Despite the fact, only 12% of the staff looked for treatment. Verbal 

abuse and suffering psychological harm are associated (r=0.305, p 0.05). It was more 

likely that someone will encounter the other types of hostility after experiencing one 

type. Physical aggressiveness and non-verbal aggression were connected with each 

other (r =0.333, p b 0.05), while verbal aggression was correlated with both of them      

(r =0.429, p b 0.01). 
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1.11 Literature Review Search Strategy  

This descriptive-correlational research study goal to examine the effect of psychiatric 

patients aggression and violence on psychiatric nurses: A study from Bethlehem 

Psychiatric Hospital of Palestinian Territories. The following search terms were used to 

review the literature from the fields of nursing, psychology, and behavioral and social 

sciences: psychiatric patient aggression and psychiatric nurses, psychiatric patient 

violence and psychiatric nurses. The following electronic databases were used to find 

the literature: PubMed, Science Direct, Google Scholar, APA PsycNet. Search results 

returned 300 titles. Searches were restricted to peer-reviewed, full-text, English-

language research articles that had been published during the previous five years. 

Publications for pertinent, seminal research—particularly work involving concept 

analysis—were expanded. A variety of primary sources were discovered during this 

search. Manually examining the reference lists of pertinent papers yielded additional 

proof. Ten primary sources were found for this literature study after using precise search 

criteria and excluding irrelevant publications. 

This literature review's objective was to clarify the ideas of psychiatric patient 

aggression and psychiatric patient violence. Furthermore, their significance in the effect 

on psychiatric nurses in their workplace. As a result, the literature review is split into 

two primary sections:  

1. Theoretical review of psychiatric patient aggression on psychiatric nurses in mental 

health hospitals.  

2. Theoretical review of violence of psychiatric patient on psychiatric nurses in mental 

health hospitals. 

1.11.1 Theoretical review of psychiatric patient aggression on psychiatric nurses in 

psychiatric hospitals. 

There is increasing data that nurses in psychiatric facilities are likely to be victims of 

violence or aggression.  

In Irish cross-sectional study conducted utilizing the Modified Overt Aggression Scale 

(MOAS) individuals in first psychosis in the study (n = 132) between the ages of 18 and 

65, in those presenting with first-episode psychosis, it is crucial to determine the 
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frequency and clinical correlates of aggression and violence. Actual violence rates were 

found to be 29% among 38 nurses and verbal aggressiveness rates to be 36% among 74 

nurses (Keane et al., 2018). 

Furthermore, another study conducted in the southern region of Malawi among 490 

psychiatric and non-psychiatric nurses in five facilities to examine and explain the types 

of violence experienced by nurses, additionally to the apparent effects on nurses, He 

claimed that all psychiatric institution had the greatest percentage of violence, at 70%. 

The most common forms of violence reported include physical attacks (22%), sexual 

harassment (16%), threats (73%), verbal abuse (95%), and others (3%). Patients (71%) 

were the most violent people (Banda et al., 2016) 

In addition to that, a done about aggression against Spanish nurses and their effects on 

somatization of physical signs. A total of 1357 nurses from general and psychiatric 

hospitals were assessed. The aim of this report goal to investigate the outcomes of 

nursing staff hostility and the effect of stress in automatizing physical effects. 

According to the study, nurses who were exposed to patient aggression had a higher 

prevalence of somatic symptoms. Additionally, aggression had a significant effect on 

physical stigmatization, which served as an intermediary in the stress levels of nursing 

employee. Aggression raised nurses' stress levels due to the emergence of somatic 

symptoms (Pérez-Fuentes et al., 2020). 

Pekurinen et al. (2017) conducted a study in psychiatric and non-psychiatric settings in 

Finland the incidence of inpatient aggression and the correlations between that behavior 

and wellbeing in order to estimate and compare both, a sample of (923 psychiatric 

nurses). Psychiatric nurses reported all forms of patient aggressiveness, and subjective 

measures were used to evaluate both the occurrence of patient aggression and the 

wellbeing of nurses. such as (negative self-rated wellbeing and reduced workability, 

emotional distress and sleep disturbances, physical assaults, and armed threats). 

Another study examined staff nurses' experiences with inpatient aggressiveness in 

selected hospitals across all of Slovakia during the previous year of practice; the sample 

size was 1,042 nurses (medical, surgical, psychiatric wards, and emergency, and 

intensive care units). The Violence and Aggression of Patients Scale, a self-reference 

tool, was used to gather data (VAPS). The finding was that nurses working in acute care 
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and psychiatric wards had the most frequent experiences with verbal and physical 

patient hostility (Lepieová et al., 2015). 

Also, a Cross-sectional study was conducted to determine the associations between the 

mental health nurses' experience to patient aggressiveness, their feelings, their thoughts 

about aggressive containment techniques, and their participation in instances involving 

isolation and restrain. in three secure psychiatric hospitals in England, the sample size 

was 68 mental health nurses who completed the. They found high levels of anger, 

fatigue, and guilt (Jalil et al., 2017). 

1.11.2 Theoretical Review of psychiatric patient violence on psychiatric nurses in 

mental hospitals 

Nurses during work in general hospitals have been subjected to workplace violence 

(Gignon et al., 2014; Spector PE et al., 2014), and in particular, in mental health 

hospitals, (Allen, 2013; Koukia & Zyga, 2013) has evolved into a major world 

difficulty. According to the World Health Organization (WHO, 2002), there are several 

different types of violence: Murder, psychological stress, physical assault, verbal 

harassment, bullying/mobbing, sexual and ethnic abuse, and are all examples of 

physical assault. In many workplaces, including hospitals and different healthcare 

facilities, violence has become a terrible reality. In a study, conducted by Al-Azzam et 

al., 2017. The goal of this investigation was to find out how mental health nurses felt 

about violence during their work. Nurses working in governmental hospital in Jordan 

completed self-reported questionnaires. The sample population included all nurses 

working in mental health treatment settings in Jordan. Results indicated that in the last 

two years, more than 75 percent (n= 110) of the sample reported violence while 

working in Jordan's mental health units, the finding demonstrates that 35% of the nurses 

had suffered verbal aggression. Furthermore, only seven physical assault instances were 

reported, despite the fact that 40% of the overall sample had felt both verbal and 

physical abuse. In addition, Grabbing, punishment, kicking, or shoving were the most 

common forms of physical violence (Al-Azzam et al., 2017). 
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In same context of violence against psychiatric nurses, between March and May 2017, 

cross-sectional research was carried at three major mental facilities in Saudi Arabia's 

Western area. These three hospitals employed a total of 938 nurses, and it was 

originally planned to include all nurses. The study's goal was to determine the 

prevalence of work place violence among professional nurses working in Saudi Arabian 

psychiatric facilities by a self-reported questionnaire. Concluded that 310 nurses. Work 

place violence was found to be present in 90.3 percent of nurses, and others have been 

subjected to both physical and verbal abuse. Patients were typically the ones that 

engaged in violent behavior (81.3%). in such events, more over half of the nurses 

needed medical care. after the incident, the majority of nurses (64.2%) felt tense or 

anxious (53.5%), and 34.2 percent felt sad. the prevalence of work place violent in 

psychiatric wards was substantially associated with time of violence (Basfr et al., 2019). 

Patient violence is common among nurses in psychiatry hospitals, which has an effect 

on the nurses' outcomes. A study conducted by (Kelly et al., 2015). Aimed to know 

about the perceptions of nurses in acute care inpatient psychiatric settings with patient 

violence, this study which included 17 interviews with twelve Canadian nurses being 

assaulted by patients in acute care inpatient psychiatry, was guided by an interpretative 

descriptive design. The whole data interpretation was also structured using a problem, 

requirements, and practice analysis. Thirty-three unique patient violence exposures 

among nurses were examined as a result. Physical, emotional, and verbal violence were 

reported by nurses too. (Kelly et al., 2015)   

Furthermore, a study by (Pelto-Piri et al., 2020) conducted to investigate the data which 

was collected using an open-ended questionnaire and recorded 283 occurrences reported 

by 181 staff members from 10 inpatient mental units in four distinct areas. The 

structural analysis began with extracts from significant episodes being organized into 

descriptions, which were then divided into three categories analysis: 1- ahead of the 

incident, 2- when the event occurred 3- following the incident they then divided all of 

the groups and subtypes of the descriptors, and major regions. Results: Employees 

frequently blamed inner patient reasons for anger and violence instead of situation - 

specific or organization variables. Violent threats, violent behavior, and verbal abuse 

were among the violent acts reported. The most significant consequences number of 

violent crimes there were emotional and psychological issues among the employees. 
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Such as:" fear (n = 47) and increased stress/sleep issues (n = 72). a rise in caution          

(n = 19) was another impact of aggressive and violent episodes on the employees. 

Powerlessness, fatigue, and/or insulted feelings (n = 11), and concern for the patient     

(n = 10). Physical harm to employees and personal belongings Additionally reported: 

physiological discomfort (n = 29), physical injury (n = 25), and personal belongings/ 

shattered glasses (n = 2). In some cases, staff members occasionally needed surgery, 

which was followed by extended sick leave. 

In addition to that, another cross-sectional study was carried out by among 429 nurses 

operating in acute mental facilities in northern Taiwan to examine the incidence of 

violence and the responses of several victims. The conclusion was that there was 55.7% 

both physical and emotional violence (82.1%). The majority of those who engaged in 

workplace violence were patients. Violence; of the violent episodes, verbal abuse 

accounted for 78.8% (n = 338), bullying/mobbing for 55.5% (n = 288), sexual 

harassment for 32.4% (n = 139), and threats for 24% (n = 103) of the instances. Only 

5% (n = 12) among those who have endured physical abuse events asked for time off to 

rest at home following the events, although 25.1% (n = 60) of the victims were hurt. 

Eight victims out of those who asked for time off asked for a leave of 1-3 days (Niu et 

al, 2019). 

Another Cross-sectional Survey aimed to look into the prevalence, nature, contributing 

factors, and repercussions of workplace violence on mental health nurses as well as 

come up with coping mechanisms The Maslach Burnout Inventory- General Survey and 

a researcher-designed questionnaire on workplace violence were given to nurses at a 

mental health institution in Wuhan, China. At a 950-bed mental health facility in china, 

data were gathered from 290 Chinese physicians among a number of 355 nurses 

employed there. The findings indicated that the majority of nurses (94.6%) reported 

experiencing violence in the previous year, which could have taken the form of physical 

assault, sexual assault, or verbal abuse. Significant correlation between the different 

types of violence was found (r > 0.5, p=0.000), (Yang, Stone, et al., 2018). 
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Also, an investigation was conducted to determine the frequency, causes, and effects of 

physical abuse committed by mentally ill persons towards psychiatric health workers. in 

a Nigerian Psychiatric Hospital. The sample size was 124 nurses who filled out a survey 

on their encounters with physical abuse. As a result, 38 (30.6%) of the 77 (62.1%) staff 

members who had experienced an assault in the previous year. Pushing was the most 

typical assault style (32.9%). The most frequent event that preceded an assault was 

calming a combative patient (44.1%). In their whole career, 22.1% of assaulted staff 

required medical attention for injuries, and 42.4% of assaulted staff occasionally, 

frequently, or always suffered symptoms of posttraumatic stress disorder. (Akanni et al., 

2019). 

In the same context, a research among professionals, the sample size was 201 mental 

health staff, completed a self-administered questionnaire. Results showed one hundred 

twenty-five respondents (69.8%) said they had ever encountered physical violence, and 

44.1% said they had in the previous year, long duration of service was connected to 

lifetime encounters of physical violence, and employees who experienced being 

physically attacked expressed more job unhappiness than those who had never 

witnessed violence (Olashore et al., 2018). 

Another study conducted in Jordan hospitals among 67 physicians and 96 nurses, by (Al 

Khatib et al,. 2023), to evaluate the frequency of violence, both physical and verbal. 

Resulted that is physical violence was experienced by 33% and verbal aggression by 

53% of the individuals, significantly. Males were abused verbally (61.3% vs. 29.5%, p-

value 0.001) and physically (43.7% vs. 2.3%, p-value 0.001) more often than females. 

These studies, however, indicate that aggressive behavior and violent behavior are 

riskier in other inpatient hospital settings, such as psychiatric care units, where patients 

are more mentally ill and more likely to act hostilely. In all healthcare settings, hospital 

staff safety is essential for maintaining consistency and providing high-quality care. 
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1.12 Significance of the Study 

1. This is the first study in Palestine investigating the effect of psychiatric patient 

aggression and violence on the psychological state of the psychiatric nurses in 

Bethlehem psychiatric hospital of Palestine. 

2. This study may stimulate the government to modify mental services sittings in 

Bethlehem psychiatric hospital.   

1.13 Aims of the Study 

The aims of this study were to: 

Assess the effect of Psychiatric Patients Aggression and Violence on Psychiatric Nurses 

in Bethlehem Psychiatric Hospital in Palestinian. 

1.14 Research Objectives 

1. To evaluate the impact of PTSD from psychiatric patients' aggression on 

psychiatric nurses. 

2. To assess the effect of PTSD from psychiatric patient violence on psychiatric 

nurses. 

3.  To find if there is correlation between PTSD and Aggression and violence 

behaviors. 

4. To explore any significant correlation between the demographics variables and the 

two dependent variables. 

5. To investigate types of personalities for nurses affected by clients violence. 

1.15 Research Questions 

The following research question guided this study: 

1. What is the effect of PTSD on psychiatric nurses from psychiatric patient 

aggression? 

2. What is the effect of PTSD on psychiatric nurses from psychiatric patient violence? 

3. Is there any correlation between PTSD and Aggression and violence of patients 

among psychiatric nurses? 

4. Is there any significant correlation between the demographic variables and the two 

dependent variables on psychiatric nurses? 
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1.16 Research Hypothesis 

1. There's a negative effect of PTSD on psychiatric nurses from psychiatric patient 

aggression on the psychological state of psychiatric nurses at the level of 0.05. 

2. There's a negative effect of PTSD on psychiatric nurses from psychiatric patient 

violence on the psychological state of psychiatric nurses at the level of 0.05. 

3. There's no significant correlation between aggression and violence of psychiatric 

nurses on the psychological state of psychiatric nurses at the level of 0.05. 

4. There's no significant correlation between the demographic variables and the two 

dependent variables on the psychological state of psychiatric nurses at the level of 

0.05. 

1.17 Problem Statement 

In psychiatric facilities, acute instability, hostility, and violence among patients are 

frequent problems that can pose a significant challenge for the nursing staff (Richter & 

Whittington, 2006). Service users who are disturbed and troubled are those who are 

feeling emotions and acting in ways that are out of the ordinary as a result of mental 

illness, such as rage, aggression, agitation, physical violence, and anger (Evidence 

Based Medicine Working Group, National Institute for Clinical Excellence (NICE, 

2001). 

Aggressive and violent behavior of psychiatric patients in the workplace my attempt to 

cause injury to other service users, personnel, property, or themselves, the UK has one 

of the maximum average numbers of violent service user occurrences, according to an 

international literature evaluation of the prevalence, causes, repercussions, and 

conditions of violence and aggressiveness in mental institutions (Bowers et al., 2011). 

Approximately 70% of nurses in mental hospitals institutes having experienced at least 

one assault throughout their careers, according to estimates (Needham et al., 2005). 

Aggressive and violent behavior, on the other hand, can cause physical and 

psychological impairment to employees. (Abderhalden et al.; 2002; Bilgin, 2009; 

Duxbury et al., 2006; Maguire & Ryan 2007). Therefore, this research is important 

because it will help us in better understanding the effect of psychiatric patient 

aggression and violence on the psychological state of psychiatric nurses now and in the 

future, allowing us to intervene with appropriate interventions to reduce the 

psychological effect on nurses. 
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1.18 Definition of Terms 

1.18.1 Aggression 

Any action taken against another person that is done with the express (immediate) 

intention of causing them damage (Anderson & Bushman, 2002, p. 28). 

1.18.2 Violence 

It is a severe sort of aggressiveness that causes more obvious harm (Anderson & 

Bushman, 2002).  

1.18.3 Psychiatric patient 

Any person (male or female), aged between 20 and 70years, admitted because of a 

mental illness and who has spent at least six uninterrupted weeks in the mental 

healthcare institution (Bimenyimana, 2008). 

1.18.4 Psychological state   

It is a condition in which how the mind works and affects behaviors. Also, it offers 

treatment for behaviors and focuses on their adaptations (Brazier Y et al., 2018). 

1.18.5 Psychiatric nurse 

According to American Psychological Association (APA) psychiatric nurse is: "a 

specific area of nursing practice that entails providing care for people who have mental 

health disorders in order to aid in their recovery and enhance their quality of life."  

(APA Dictionary of Psychology, n.d.). 

1.18.6 Workplace violence 

Workplace violence is described as any act of physical or verbal aggression towards the 

workplace or employees, including threats, stalking, and even murder (NIOSH, 2002). 

The interaction of employee actions has led to an increase in workplace violence. 

According to Shafran et al., (2017), other influences include waiting times, professional 

positions, hospital environments, and patient behaviors. Patients and their family 

members are the most frequent violators, followed by outside coworkers and managers 

(Pai & Lee, 2017). 
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1.18.7 The nurses’ role 

Nursing professionals must assist patients emotionally and physically while upholding 

their dignity and health (Kozier et al., 2012). When dealing with patients, nurses should 

be proactive and work with multidisciplinary teams to deal with patients' aggressive and 

violent behaviors (Björkdahl et al.,2013).  

To satisfy patients' medical requirements, nurses must be skilled in identifying patients' 

issues and communicating with other members of multidisciplinary teams in an 

effective and accurate manner, whether orally or in writing (Kozier et al., 2012). 

Patients should be able to communicate with nurses at any time and receive services 

from them. To establish a calm and secure environment on the wards, they should be 

adept in communicating with psychiatric patients (Olsson et al.,2015 ). Patient disputes 

should be resolved right away to prevent them from getting worse. After a 

disagreement, the nursing staff should speak with the patient if they need to 

communicate (Olsson et al., 2015).  

Leaders in the nursing profession should have a good effect on others around them and 

collaborate to accomplish common objectives. Motivating people's needs and goals is a 

prerequisite for effective leadership. Additionally, nurses must develop intervention 

strategies to foster a pleasant workplace, lessen stress, and have zero tolerance for 

violence in the workplace (Al-Omari et al.,2019)  

1.18.8 Verbal Violence 

Threats and verbal abuse are both considered forms of verbal violence but are also 

classified individually. Rippon (2000) defines verbal abuse as the act of swearing, 

intimidating, yelling, humiliating actions and verbal reprimands in public, including 

sexual shaming. In the meantime, the phrase "verbal threat" is defined by (NIOSH, 

2020) as using language to four indicate the intention to be violent. This could be done 

by making threats out loud, using body language that suggests hazardous behavior, or 

by sending written threats. 
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1.18.9 Psychiatric facilities 

A psychiatric unit is a type of specialty ward that treats patients with serious mental 

health issues. On these units, a large number of specialists, including psychiatrists, 

physician specialists, psychiatric nurses, psychiatric social workers, occupational 

therapists, psychologists, and substance abuse teams, provide multidisciplinary care. 

The most prevalent mental disorders treated by nurses working in psychiatric units 

include those caused by addiction and substance abuse, Alzheimer's disease, anxiety 

disorders like phobias and panic attacks, psychotic disorders like schizophrenia, and 

mood disorders like depression and bipolar disorders. 
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Chapter Two 

Methods 

The primary aim of this study was to investigate the effect of psychiatric patients 

aggression and violence on psychiatric nurses in bethelehem psychatric hospital. In this 

chapter, the methodology used to carry out the study is presented. Included are 

descriptions of the research design, setting, sample, procedures, instruments, data 

analysis, and ethical considerations. 

2.1 Study Design 

A descriptive-correlational research study approach was used to carry out this research.  

A descriptive-correlational design is suitable for the examination's goals of the 

relationship among variables (Cheryl Tatano Beck & Polit, 2004). The correlation 

research design was selected for this study to provide answers to the research questions. 

The variables included in the study are presented in Figure 1 

Figure 2 

Study variables 

 

 

 

 

 

 

 

 

 

Independent Variables: 

Age, Gender, Social status, 

Years of experience at 

Bethlehem Psychiatric 

Hospital, Number of family 

members, what salary you or 

she gets, Academic 

qualification, The place of 

residence, The nature of the 

weekly work and shifts, Job 

title, The department you. 

work in 

Dependent Variables: 

Aggression 

Violence 
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2.2 Study Setting 

Bethlehem Psychiatric Hospital in Bethlehem City-Palestine. 

2.3 Sample and Sampling Method 

The participants who could be reached were 75 nurses working at the acute and chronic 

inpatient mental health care settings in the governmental Bethlehem psychiatric hospital 

in Palestine. 

2.4 Inclusion Criteria 

1. Psychiatric nurses whom working in the psychiatric hospital. 

2. Psychiatric nurses working in Bethlehem psychiatric hospital in the research area.  

3. Any psychiatric nurse who having experience of at least one aggressive or violent event. 

2.5 Exclusion Criteria  

1. Psychiatric nurses who do not reside in the research area. 

2. Psychiatric nurses who refuse participation in this study. 

3. Psychiatric nurse who was on treatment for mental disorders. 

4. Psychiatric nurses who have been employed for 3 months because they may not have 

been subjected to aggression or violence by the psychiatric patient in the work area. 

2.6 Instruments 

The questionnaire was used which is comprised of three sections: 

Section A: A Socio-Demographic Questionnaire: designed by the author to 

obtain variables such as age, gender, social status, years of expertise at Bethlehem 

psychiatric hospital, number of family members, salary you or she gets, academic 

qualification, the place of residence, the nature of the weekly work and shifts, job title, 

the department you work in. 

Section B: Impact of Event Scale-Revised (IES-R). 

It‘s a self-rating scale consisted of 22 questions created to assess the effect of 

psychological trauma of aggression and violence in the workplace. It was created by 
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Weiss (Marmer & Weiss, 1997). a more updated version of the Impact of Event Scale 

drawn up by Horowitz (Horovitz M 1979). The IES-R allows for measuring three 

subscales: intrusion, avoidance, and hyperarousal. The scale in its English version have 

been translated to Arabic Language and assessed by (Alharbi et al., 2020).  

Section C: Eysenck Personality Questionnaire-Revised (EPQ-R). 

The Eysenck Personality Questionnaire-Revised (EPQ-R) designed by Eysenck et al., 

(1985) is a self-rating scale that evaluates personality characteristics. It is composed of 

57 questions utilizing binary replies (yes or no), and there are 12 questions for each of 

four personality subscales (extraversion, neuroticism, psychoticism, and lie). Scores on 

each subscale between 0 and 12, with higher scores suggesting a stronger propensity to 

possess the personality trait represented by each subscale. I will use this scale to assess 

the personality of the individual in one way or another, and determining the behavioral 

patterns that the individual follows in his actions and his relations with others. 

The Eysenck Personality Questionnaire - Revised (EPQ-R) measures three major 

dimensions of personality: Extraversion/Introversion, Neuroticism, and Psychoticism or 

Tough-mindedness. 

2.6.1 Validity and Reliability of the Two Questionnaires (Arabic language) 

2.6.1.1 Impact of Event Scale-Revised (IES-R). 

The Reliability and validity of the English and Arabic version of the scale (IES-R): to 

consistently evaluate the ability of the questionnaire, two tools were used, internal 

consistency through Cronbach‘s α coefficient and test-retest reliability. The Cronbach‘s 

α coefficients for 3-factors were 0.85, 0.75 and 0.74 for intrusion, avoidance and hyper-

arousal respectively, Cronbach‘s α coefficient of total IES-R score is 0.88, according 

these values a good internal consistency was improved. Furthermore, test–retest 

reliability was used with a period of 2 weeks between each sitting, intra-class 

correlation is 0.885 for Intrusion, 0.846 for Avoidance, 0.873 for Hyperarousal, and 

0.886 for the total IES-R score, demonstrating an excellent consistency between the two 

sittings (Fleiss, 1999). The scale will be used in the Arabic language; the Arabic scale 

was requested by the primary investigator from the author and was sent in the Arabic 

language by the E-mail. Refer to Annex 1. 
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2.6.1.2 The Eysenck Personality Questionnaire-Revised (EPQ-R) 

The reliability and validity of the English version have been translated to Arabic and 

assessed by (Abdel-Khalek, 2012), according that the Arabic scale was requested by the 

primary investigator from the author and was sent in the Arabic language by the E-mail. 

The Reliability and validity of the English and Arabic version of the scale (EPQ-R), to 

assessment the validity of the English and Arabic version of the scale (EPQ-R), 

construct validity through factor analysis was used by essential elements analysis with 

Varimax rotation, six elements labeled Self-confidence, Satisfaction, Meaningful life, 

Enjoyment, optimism, and stability, these factors forced solution explains 72.1% of the 

variance, items 6, 13, 18, 21, 22, 24, 30, 38, 45, and 49 had a factor load with <0.5 for 

all of the factors (Hair et al., 2011).  

On other hand, two tools were used to assessment the questionnaire, Cronbach‘s α 

coefficients and test-retest reliability. Cronbach‘s α coefficients ranged from 0.94 to 

0.96, and the correlation of test-retest was between 0.84 and 0.94 (over 7–10 days), 

that‘s indicating a good internal consistency 

2.7 Data Collection 

After receiving the nurses' informed consent, data collection was done. 

Data were collected via questionnaires (IES-R & EPQ-R). The sample was easy to get 

in this manner. This was a team of nurses that worked on the wards of a mental health 

facility and had each been there for at least three months. 75 nurses from five different 

psychiatric wards took part in the study, and after receiving their consent, the researcher 

hand-delivered the anonymous questionnaires to every nurse working on the chosen 

wards at the hospital. An information leaflet outlining the study's goals and endorsing 

the participants' right to decline participation was included with each questionnaire. The 

nurses were instructed to complete the questionnaire and submit it to the hospital's 

person of contact. the Impact of Event Scale-Revised (IES-R) is a self-rating scale 

consisting of 22 items created to assess the effect of the psychological trauma of 

aggression and violence in the workplace. A total of 75 persons finished the 

questionnaire. Each question was assessed utilizing a 5-point Likert content from "No 

never, rarely, sometimes, often, and always ". A Cronbach's alpha was performed to see 

whether the questionnaire's questions were internally consistent. Also, (EPQ-R) is a 



34 

 

self-rating scale that assesses personality characteristics. A total of 75 participants 

completed the questionnaire. There are 12 items for each of the four personality 

subscales among the 57 questions that can only have a yes or no response (extraversion, 

neuroticism, psychoticism, and lie). Each subscale has a score range from 0 to 12, with 

higher scores suggesting a stronger propensity to have the personality trait that each 

subscale represents. A Cronbach's alpha was performed to see whether the 

questionnaire's questions were internally consistent. 

2.8 Ethical Considerations 

The research was permitted by the Palestinian Ministry of Health, Bethlehem 

Psychiatric Hospital administration (Appendix A), and An-najah National University 

Institutional Review Board (Ref. Mas, Jan.2022/5) Dignity, integrity, self-

determination, privacy, and secrecy of the participants' personal data were taken into 

consideration (Appendix B). Participants received enough information about the study's 

objectives, methodology, potential conflicts of interest, institutional affiliations of the 

researcher, expected benefits and hazards, and any potential discomfort. Additionally, 

participants have been made aware of their freedom to decline study participation or to 

withdraw consent at any moment without facing consequences. Both the techniques 

utilized to transmit the information and the participants' particular information needs 

received special consideration. The researcher requested the participants' "freely-given 

informed consent in writing" after making sure they comprehended the information. The 

participants who consented to participate signed informed consent. A questionnaire was 

used to gather data. Participants were also made aware that the data would only be 

utilized for study. 
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Chapter Three 

Result 

This chapter points out the results of the study, including: Part one presents socio-

demographic data, part two Distribution of PTSD among Psychiatric Nurses according 

to the Impact of Event Scale, and part three the findings of Present versus absent of the 

component of PTSD -intrusion, avoidance, and hyperarousal. Furthermore, this chapter 

including types of Personality for Psychiatric Nurses according to Eysenck Personality 

Inventory (EPI). 

The present study included 75 samples from the study area. In this chapter, the data 

collected were edited, tabulated, analysed, and interpreted. The researcher used 

appropriate statistical tests, including frequencies and percentages. Characteristics of 

study participants are demonstrated below. 

3.1 Socio-demographic characteristics 

Table 1 shows the results of demographic characteristic distribution. Which, most of the 

employees ages ranged from 31-40 years, constituted (38.7%) of the study sample, 

while 19 participants were between 20-30 years, which represents (25.3%); in addition 

to 10 participants between 41-50 years, and means (13.3%). Also, 17 participants aged 

more than 51 years, and means (22.7%) of the study sample. Also, male participants 

outnumbered females by 48 (64.0%) versus 27 (36.0%) respectively. 

Regarding marital status, most of the participants (n=64) were married (85.3 %), while 

11 participants (14.7%) were single. Moreover, most of the participants (n=43) have 1-4 

kids (57.3%), while 20 participants (26.7%) have more than 4 kids and 12 participants 

(16.0%) have no kids.  In addition, 10 participants (13.3%) they're a monthly income is 

less than 500$, while 34 participants (45.3%) they're a monthly income from 501$ to 

700$. 

Also, the results showed that 31 participants (41.3%) have monthly income of more 

than 700$.   With regard to educational level, most of the participants 37 (49.3%); while 

28 (37.3%) have Bachelor's degree; in addition, 10 (13.3%) had a master's degree. 

Furthermore, most of the participants (n=52) have experienced more than eight years of 

working at Bethlehem psychiatric hospital (56.0%), while 8 participants (10.7%) 
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worked for less than one year, and 12 participants (16.0%) experienced one to three 

years. In addition, 13 participants (17.3%) experienced four to eight years. 

Finally, most of the participants (n=40) in the admission words (53.3%), while 25 

participants (33.3%) worked in recovery words, in addition, 10 participants (13.3%) 

worked in the chronic word. 

Table 1 

Distribution of participants according to socio-demographic characteristics 

Variables Frequency (n) Percentage (%) 

Age group 20-30 19 25.3% 

31-40 29 38.7% 

41-50 10 13.3% 

More than 51 17 22.7% 

Gender Male 48 64.0% 

Female  27 36.0% 

Marital status Single 11 14.7% 

Married.  64 85.3% 

Number of kids Have no kids 12 16.0% 

1 to 4 kids. 43 57.3% 

More than 4 kids 20 26.7% 

Monthly income:  Less than 500$. 10 13.3% 

From 501 to 700 $. 

More than 700$ 

34 

31 

45.3% 

41.3% 

Experience by years for working at 

Bethlehem Psychiatric Hospital: 

Less than one year.  8 10.7% 

One to three years. 

Four to eight years. 

More than eight 

years. 

12 

13 

42 

16.0% 

17.3% 

56.0% 

 

Level of education: Diploma.  37 49.3% 

Bachelor degree.  28 37.3% 

Master degree or 

more. 

10 13.3% 

 

Nature of work shift: Morning shift.  11 14.7% 

All shifts alternately. 64 85.3% 

 

Job title Head of a department 9 12.0% 

Practical nurse 34 45.3% 

Staff nurse.  32 42.7 

The word you work in: Admission ward 

Recovery ward 

40 

25 

53.3% 

33.3% 

 Chronic ward 10 13.3 
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3.2 Distribution of PTSD among Psychiatric Nurses according to the level of 

Impact of Event Scale 

Table 2 and figure 1 Show that (22.7%) of the participants in the study have no PTSD. 

(20.0%) have partial PTSD and some symptoms, (14.7%) Probable diagnosis of PTSD, 

and (42.7%) enough to suppress the immune system. 

Table 2  

Distribution of PTSD among Psychiatric Nurses according to the level of the Impact of Event 

Scale 

Level The Impact of Event 

Scale–Revised     

(IES-R) 

Frequency (n) Percentage (%) 

No PTSD  17 22.7 % 

Partial PTSD and some symptoms  15 20.0 % 

Probable diagnosis of PTSD  11 14.7% 

Enough to suppress immune system   32 42.7% 
 

Figure 3 

Distribution of PTSD among Psychiatric Nurses according to the level of the Impact of Event 

Scale 

 

 



38 

 

3.3 Present versus absent of the component of PTSD; intrusion, avoidance, and 

hyperarousal 

Table 3, shows that (70.7%) of the participants have no intrusion, (29.3%) intrusion 

present, (40.0%) no intrusion, (60.0%) intrusion present, (68.0%) no hyperarousal, in 

addition (32.0%) present hyperarousal. 

Table 3 

Present versus absent of the component of PTSD intrusion, avoidance, and hyperarousal 

Level The Impact of Event Scale–Revised 

(IES-R) 

Frequency (n) Percentage (%) 

No intrusion  53 70.7 % 

Intrusion present   22 29.3 % 

No avoidance   30 40.0% 

Avoidance present  

No hyperarousal 

Hyperarrousal present 

 45 

51 

24 

60.0% 

68.0% 

32.0% 
 

3.4 Association of PTSD with socio-demographic parameters 

Table 4 showed the results of an ordinal logistic regression analysis of the factors 

associated with partial PTSD and some symptoms, Probable diagnosis of PTSD, and 

Enough PTSD to suppress the immune system among psychiatric nurses. The results 

showed a significant association between the Job title and Probable diagnoses of PTSD. 

The practical Nurses were 0.15 expectation of being diagnosed with PTSD (95% CI 

0.03-0.96). Other socio-demographic parameters have no significant correlation with 

PTSD. 
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Table 4 

Ordinal Logistic Regression for factors associated with PTSD among psychiatric nurses 

Variables B SE OR (95% C. I for 

OR) 

P 

Lower Upper 

No PTSD  -1.79 1.50 0.168 0.009 3.13 0.23 

Partial PTSD and some 

symptoms 

-0.44 1.47 0.65 0.04 11.48 0.77 

Probable diagnose of PTSD 0.38 1.47 1.46 0.09 25.86 0.80 

Enough to suppress immune 

system 

0a      

Age. 20-30 0.71 1.46 2.03 0.12 35.32 0.63 

31-40 1.80 0.94 6.02 0.96 37.89 0.06 

 41-50. 1.04 0.93 2.81 0.46 17.33 0.27 

More than 50. 0a - 1 - - - 

Gender. Male -0.51 0.57 0.61 0.21 1.82 0.37 

Female. 0a -  - - - 

Marital status. Single. 0.92 0.60 2.50 0.771 8.11 0.127 

Married. 0a -  - - - 

Number of 

kids. 

No kids. 0.77 0.68 2.15 0.56 8.200 0.99 

1-4 kids. 0.49 0.70 0.62 0.16 2.43 0.49 

More than 4 

kids. 

0a 0.70 0.62 0.16 2.43 0.49 

Work 

experience.   

Less than 1 

year 

1.24 1.07 0.30 0.04 2.34 0.25 

1 to 3 year. 

4 to 8 years 

More than 8 

year. 

1.50 

-0.67 

0a 

1.06 

1.10 

- 

0.23 

0.52 

 

0.29 

0.06 

- 

1.80 

4.37 

- 

0.16 

0.55 

- 

Monthly 

income. 

Less 

than500$. 

1.21 1.40 3.34 0.22 51.12 0.39 

From 

501to700$. 

More 

than700$. 

1.21 

0a 

0.66 

- 

 

3.35 

 

0.93 

- 

12.09 

- 

0.07 

- 

Level of 

education. 

Diploma. -0.27 1.27 0.77 0.07 9.12 0.14 

Bachelors. -1.54 1.04 0.22 0.29 1.62 0.14 

Master. 0a -  - - - 

Nature of work 

shift. 

Morning shift.  -0.58 1.33 0.57 0.05 7.50 0.67 

All shifts. 0a -  - - - 

Job title. Head of 

department. 

-2.19 1.44 0.12 0.01 1.88 0.13 

Practical 

nurse. 

-1.92 0.96 0.15 0.03 0.96 0.05 

Staff nurse. 0a -  - - - 

       

The world you 

work in.  

Admission 

words.   

1.31 0.88 3.69 0.67 20.47 0.14 

Recovery 

words. 

1.03 0.93 2.80 0.46 17.19 0.27 

Chronic 

words. 

0a - 1 - - - 

        
B: coefficient; SE: standard error; *statistically significant difference at p ≤ 0.05; OR: odds ratio. 
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3.5 Types of Personality for Psychiatric Nurses according to Eysenck Personality 

Inventory (EPI) 

Table 5, shows that most of the participants (85.3%) have extroverted personality, 

(14.7%) introverted, (52.0%) stability, (48.0%) neuroticism, and (78.7%) believable, in 

addition (21.3%) lie. 

Table 5 

Types of Personality for Psychiatric Nurses according to Eysenck Personality Inventory (EPI) 
 

Level Eysenck Personality Inventory (EPI) Frequency (n) Percentage (%) 

Introverted   11 14.7 % 

Extroverted  64 85.3 % 

Stability  39 52.0% 

Neuroticism  

Believable 

Lie 

 36 

59 

16 

48.0% 

78.7% 

21.3% 
 

3.6 Ordinal logistic regression for association of Personality type with PTSD 

among Psychiatric Nurses 

Table 6 showed the results of an ordinal logistic regression analysis of the factors 

associated with partial PTSD and some symptoms, Probable diagnosis of PTSD, and 

Enough PTSD to suppress the immune system among psychiatric nurses. Nurses with 

Stable personality were at lower potential of increased PTSD categories than 

neuroticism personality nurses by 0.09 times (95% CI 0.032-0.256). In other words, 

Nurses who have neuriticism personality have a high probability to get PTSD.    

Otherwise, the results revealed considering that there is no a significant relationship 

between introverted versus extroverted personalities in relation with the increase or 

decrease in the PTSD prevalence among psychiatric nurses. 
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Table 6 

Ordinal logistic regression of the association of PTSD and Personality type among Psychiatric 

Nurses 

Variables B SE OR (95% C. I for OR) P 

Lower Upper 

No PTSD -3.44 0.76 0.032 0.007 0.141 0.001 

Partial PTSD or some 

symptoms 

-2.26 0.71 0.105 0.026 0.421 0.001 

Probable diagnose of PTSD -1.39 0.67 0.248 0.067 0.914 0.036 

Enough to suppress immune 

system 

0a      

Introverted 0.149 0.67 1.161 0.315 4.271 0.823 

Extroverted 0a      

Stability -2.407 0.533 0.090 0.032 0.256 0.001 

Neuroticism 0a      

Believable -0.646 0.712 0.524 0.130 2.114 0.364 

Lie 0a      

B: coefficient; SE: standard error; *statistically significant difference at p ≤ 0.05; OR: odds ratio. 
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Chapter Four 

Discussion and Conclusions 

4.1. Discussion 

The goal of this chapter is to compare and contrast the findings represented in Chapter 

one with existing literatures.  

Violence and aggression adverse to nurses in mental health facilities have become a 

major global problem (Allen 2013), (Koukia & Zyga 2013). Occupational violence is 

regarded as one of the most serious workplace risks in the health sector. Furthermore, 

compared to other healthcare professionals, nurses have a higher chance of experiencing 

workplace violence because of the nature of their employment, which necessitates 

frequent and lengthy interaction with patients or close family members (Lipscomb & 

McPhaul 2013). In fact, in a literature review researched by Nowrouzi and Huynh on 

the 50 most cited aggressive and violent psychiatric patient-related articles, it was 

reported that psychiatric nurses made up 46.4% of the sampling population in these top 

publications (Huynh & Nowrouzi, 2016).  

Additionally, the presence of violence in the nursing field surely affects job 

performance, hiring decisions, and nursing as a career aspirations (Farrell et al., 2006), 

(Jackson et al., 2002), and the overall professional quality of life (ProQOL) (Choi & 

Lee, 2017), (Hooper et al., 2010), (Choi & Kim, 2012). ProQOL, A model put forth by 

Stamm includes both good and negative elements that have an impact on the lives of 

paid caregivers. Compassion satisfaction (CS), a measure of the happy emotions 

attained by helping others, is one of the positive aspects. Burnout (BO), which reflects 

emotional exhaustion, frustration, hopelessness, and difficulties coping with the job, and 

secondary traumatic stress (STS), which is the result of work-related secondary 

exposure to people who have experienced a traumatic event, are further classified as the 

negative aspects of compassion fatigue (CF) (Stamm ,2010). Furthermore, a Korean 

study analyzing the impact of violence and aggression against nurses on professional 

quality of life, and staff turnover, among 358 nurses 95.5% originating from three 

hospitals in Seoul, discovered that nurses on the psychiatric unit experienced the 

greatest rates of all three categories of violence (verbal abuse, physical threats, and 

physical assault). The rate of secondary trauma and degree of professional quality of life 
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was highest among nurses who had been subjected to all three forms of violence. For 

nurses who experienced verbal abuse or physical threats, staff turnover increased (Choi 

& Lee, 2017). 

Moreover, a review of violence over the past 20 years revealed that inquiries of violence 

have mostly focused on its frequency, risk assessment, and risk management; few 

studies have evaluated the physical and psychological effects of violence (d‘Ettorre & 

Pellicani, 2017). In addition to that, work place violence of psychiatric patient among 

psychiatric nurses may have psychological effects in addition to physical ones, 

increasing the likelihood of dread or anxiety, rage, insecurity, sadness, emotional 

fatigue, suicidal thoughts, post-traumatic stress symptoms, guilt, self-blame, and shame 

(d‘Ettorre & Pellicani, 2017; Mento et al., 2020). Furthermore, Lower health-related 

quality of life, higher intent to leave the job, and lower job satisfaction are all effects of 

WPV (d‘Ettorre & Pellicani, 2017).   

Also, another study indicating that 80.3% of the respondents in the total sample (n = 

110) reported that they were subjected to verbal and physical violence in mental 

hospitals in Jordan in the last two years. On the other hand, this result is higher than 

what was found in our study, our study showed that‘s (42.7%) of the PTSD participants 

having aggressive and violent events in (n=75). Which sufficient to suppress the 

immune system according to the IES scale (Al-Azzam et al. 2017).  

Furthermore, a study in japan among (n=63) psychiatric nurse, founded that 40% of 

respondents were experienced to (verbal abuse), two (6%) of the 34 individuals who 

took the IES-R had a very high risk of developing PTSD, and 28 of them (83%) showed 

some lingering psychological distress. While our study is higher in the result, that‘s 15 

nurses had Partial PTSD and some symptoms (20.0%), and 11 nurses' Probable 

diagnosis of PTSD (14.7%). The elevated percentage among our sample may refers to 

that our sample is more than that mentioned among Japanese nurses (Fujimoto et 

al.2017). 
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Moreover, a study conducted among 394 psychiatric nurses in Australia indicated that 

verbal abuse was the most common form of violence (80%), followed by physical 

violence (34%), and bullying (30%). Nearly one in three victims of violence reported 

experiencing psychological stress (n=101, 33%), with 54, 54% of them indicating 

severe psychological distress (Tonso et al., 2016).  

These results are consistent with our study results, approximately participants (n=32, 

42.7%) were psychologically distressed according to (IES, Reserved) in our study, in 

addition to that, this is enough to suppress the immune system. While Neuroticism 

nurses in our study (n=36, 48.0%) according to Eysenck scale  

Furthermore, in the same country in Australia, a study among 196 psychiatric nurses, to 

investigate the prevalence of inpatient aggressiveness, determine what causes general 

distress and post-traumatic stress reactions, as well as workplace stress, discovered 

that‘s (14-17%) of nurses satisfied the PTSD diagnosis criteria, and 36% achieved a 

psychiatric caseness score that was over the cutoff. In comparison to our study, the 

findings of Lee study are less than the finding of our study for PTSD criteria, as well as 

those in our study (42.7 %) exceeded PTSD criteria, which enough to suppress the 

immune system (Lee et al,.2014). 

Furthermore, in the same context of psychiatric patient aggression and violence among 

nurses, a result of a study in Canada (province of Newfoundland and Labrador), among 

84 psychiatric workers to examine violence, and physical threats in the workplace, 

found that the prevalence of PTSD symptoms among them was (14 %) (Hilton et 

al.2021). That means the result of this study (Hilton) agreed with our study results, 

(14.7%) probable diagnosis of PTSD. Although the number of survey respondents 

exceeds the number of people in our study by nine participants. Additionally, (Seto et 

al.,2020), published a research among 761 psychiatric nurses in Canada (Ontario), to 

ascertain whether PTSD symptoms are common among psychiatric staff whom exposed 

to workplace aggression. Found that‘s (16%) had a probable diagnosis of PTSD, which 

was congruent with our study results. While, a study conducted in Greece among 174 

psychiatric nurses, to investigate the prevalence of PTSD in psychiatric nurses due to 

psychiatric patient aggression in the workplace. Found that (44.8%) of the participants 

nurses were at risk of PTSD (Mangoulia et al.,2015). Mangoulia study agreed with our 

study result on the prevalence of PTSD (42.7 %) among our nurses.  
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In addition, a study conducted in Bern (Switzerland) among 82 psychiatric nurses in 

two acute psychiatric hospital, to investigate PTSD among psychiatric nurses, found 

that (22%) of psychiatric nurses had the greatest prevalence of PTSD symptoms, Also, 

when compared to our study, PTSD symptoms among our nurses was found to be (20.0 

%), that‘s mean that the study of Soravia was agreed to our study results (Soravia et al., 

2021). 

According to our findings, there is a strong association between violence and PTSD 

regarding the psychological effect on psychiatric nurses, which was higher than a study 

(Fugimoto et al,.2017), among Twenty-eight of the 34 psychiatric nurses (83%) in Japan 

(in the Kinki area)   two (6%) of the nurses who completed the (IES-R) had a potentially 

high risk of developing posttraumatic stress disorder. While the prevalence of diagnosed 

PTSD (14.7%) among our nurses, maybe the words of the closed admissions in our 

hospital increased the violence of psychiatric patients among our nurses.  

On the other hand, a research study was carried out in Sbrana Psychiatric Hospital by 

(Olashore et al., 2018). To find out how common PTSD was among the 201 mental 

health nurses working in a tertiary mental health facility in Botswana. The average 

participant age was 32 years, and the most were female (n = 122, 60.7%). Besides that, 

they revealed that 37 participants (18.4%) matched the criteria for PTSD, and that 

PTSD diagnoses were substantially correlated with high neuroticism scores (AOR = 

2.72; 95% CI: 1.19-6.24) (Olashore et al., 2018). Furthermore, our result agreed with 

Olashore, when found that (14.7%) of the participants aged (31-40) years met the 

diagnoses of PTSD, and (20.0%) had partial PTSD and some symptoms. In addition, 

(48.0%) had neuroticism. 

Besides, one study founded that‘s nurses who have been in contact with patients 

aggression and violence high degree of anxiety, which are consistent with our study 

results (Pérez-Fuentes et al., 2020). 

Basfr et al. (2019), conducted a study in Saudi Arabia's among psychiatric nurses 

(n=310) founded that‘s (64.2%) felt tense or anxious (53.5%), and 34.2 percent felt sad 

after the aggressive or violence behavior from psychiatric patient. Besides that‘s our 

study founded Neuroticism (48.0%), n=38) between our nurses, so our study was 

consistent with Basfr study. 
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Moreover, a study carried out in a Nigerian Psychiatric Hospital among 124 nurses 

realized that most of those employees (42.4%) experienced PTSD symptoms (Akanni et 

al., 2019). These results are consistent with our study results. 

 Finally, this study's objective was to evaluate the effect of psychiatric patients 

aggression and violence on psychiatric nurses in bethlehem psychiatric hospital in 

Palestinian. Furthermore, in this study, the researcher did not find a relationship 

between the prevalence of PTSD among nurses and gender, age, marital status, location, 

income each month, work, and educational level. In addition, this study found that 

PTSD among psychiatric nurses in Bethlehem psychiatric hospital who were diagnosed 

with PTSD is higher or equal to nurses mentioned in the previous studies above. From 

the perspective of the researcher, this is maybe due to the nature of closed units worlds 

in Bethlehem psychiatric hospital increasing the aggressive or violent behavior of 

psychiatric patients. 

4.2 Limitations 

 Movement restrictions and isolation during the COVID-19 epidemic. 

 lack of research into the effect of Psychiatric Patients Aggression and Violence on 

Psychiatric Nurses, particularly in Palestine. 

 Despite the privacy offered, some participants might be embarrassed to answer some 

questions honestly owing to social barriers. 

 Bethlehem Mental Hospital is the only psychiatric hospital in Palestine, making it 

impossible to include any others. 

4.3 Conclusions 

The aggressive and violent behavior of the psychiatric patient on the nurses has a 

negative impact on the psychological state of the nurses, and most of the participants 

suffer from PTSD. In addition, Participants who are diagnosed with PTSD are more 

likely to suppress their immune system. 

And therefore, Post-traumatic stress disorder was reflected on the personality traits or 

personality dimensions of the nursing participants in the study, this reflection led to the 

emergence of neuroticism that manifests in the form of anxiety, difficulty sleeping, 

headaches, digestive disorders, back pain, and mood swings. 
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The Palestinian Ministry of Health must understand the difficulty of the work provided 

by these psychiatric nurses. In addition to providing psychological supervision and 

counseling programs for these nurses.  

4.4. Recommendations 

The Palestinian Ministry of Health should understand the nature and difficulty of the 

work provided by these psychiatric nurses. In addition to providing psychological 

supervision and counseling programs for these nurses to relieve them of the 

psychological burdens, they face from the violent and aggressive psychiatric patient. 
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Appendix C 

Questionnaire 

 الاعزج١بْ

 : اٌشخظ١خاٌّؼٍِٛبد 

 اٌغٕظ: .1

 أٔضٝ -روش                            ة . أ

 اٌؼّش: .2

 فّب فٛق( 51) -(   د50-41)  -(   ط40-31) -(         ة30-20) . أ

 اٌؾبٌخ الاعزّبػ١خ: .3

 أسًِ/ح -ِطٍك/ح     د-ِزضٚط/ح        ط -أػضة/ ػضثبء              ة . أ

 :ػذد افشاد الاعشح .4

  4ِٓ  أوضش -ة       4-1لا ٠ٛعذ ة  . أ

 ػذد عٕٛاد اٌخجشح ثّغزشفٝ ث١ذ ٌؾُ ٌلأِشاع إٌفغ١خ: .5

 عٕٛاد 8أوضش ِٓ  -عٕٛاد      د 8 –عٕٛاد  3 -عٕٛاد      ط 3 -عٕخ ٚاؽذح -ألً ِٓ عٕخ             ة . أ

 اٌشارت اٌزٞ رزمبػبٖ/ رزمبػ١ٕٗ ِب ث١ٓ: .6

     ش١ىًفأوضش  3000 -ةش١ىً       2999-1880  . أ

 اٌؼٍّٟ: اٌّؤً٘ .7

 اٚ اػٍٝ عٕٛاد( )أسثغثىبٌٛس٠ٛط  -دثٍَٛ     ة . أ

 ِىبْ اٌغىٓ: .8

 ِخ١ُ -لش٠خ             ط   -ِذ٠ٕٗ        ة . أ

 ؽج١ؼخ اٌذٚاَ:  .9

    ع١ّغ اٌٛسد٠بد -ص(    د7-١ٌ9ٍَٟ)  -َ(    ط9-2َِغبئٟ) -ة َ(   2 -ص7طجبؽٟ ) . أ

  اٌّغّٝ اٌٛظ١فٟ:  .11

 ِّشع لبٟٔٛٔ -ِّشع ِؤً٘      ط  -سئ١ظ لغُ    ة   -أ

 

 اٌمغُ اٌزٞ رؼًّ/ رؼ١ٍّٓ ثٗ:     .11

 ِض١ِٕٓ سعبي -ٔمب٘خ  سعبي/ ٔمب٘خ ٔغبء     عـ  -ادخبي سعبي/ إدخبي  ٔغبء     ة . أ
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Appendix D 

Impact of Event Scale - Revised (IES-R) 

(Weiss & Marmar, 1997) 

Devised By:   The IES-R was developed by Daniel S. Weiss and Charles R. Marmar in 

1997 to parallel the DSM-IV criteria for PTSD. The original IES was developed prior to 

the adoption of Posttraumatic Stress Disorder as a legitimate diagnosis in the DSM-III 

published in 1980, and only tap 2 of the 4 criteria set out for PTSD in the DSM-IV: 

intrusion and avoidance (Weiss & Marmar, 1997). IES-R was intended to tap 

hyperarousal cluster of symptoms, the 4th criterion for PTSD.  

Type of Instrument:  The IES-R is similar to IES in that it is a self-report measure 

designed to assess current subjective distress for any specific life event. The IES-R has 

22 items, 7 items having being added to the original 15-item IES (Weiss & Marmar, 

1997). The 7 items comprise 6 that tap hyperarousal symptoms such as: anger and 

irritability, heightened startle response, difficulty concentrating, hypervigilance; and 1 

new intrusion item that taps the dissociative-like re-experiencing when experiencing 

true flash-back. The hyperarousal subscale and the new intrusion item along with the 

existing intrusion and avoidance subscales parallel the DSM-IV criteria for PTSD.  

The 7 items were randomly interspersed with the existing 7 intrusion and 8 avoidance 

items. The only modification to the IES items was the bifurcation of the item "I had 

trouble falling asleep or staying asleep" into "I had trouble falling asleep" (assigned to 

the hyperarousal subscale), and "I had trouble staying asleep" (retained in the intrusion 

subscale).  

Respondents are asked to rate each item in the IES-R on a scale of 0 (not at all), 1 (a 

little bit), 2 (moderately), 3 (quite a bit) and 4 (extremely) according to the past 7 days.  

Reliability:    In their study of 4 different population samples, Weiss and Marmar 

(1997) reported that the internal consistency of the 3 subscales was found to be very 

high, with intrusion alphas ranging from .87 to .92, avoidance alphas ranging from .84 

to .86, and hyperarousal alphas ranging from .79 to .90 (Briere, 1997).  
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Split-half/Cronbach's Alpha:  NA  

Test-Retest Reliability:  Test-retest data were available for 2 of the samples in the 

Weiss and Marmar (1997) study. Data from sample 1 (n = 429) yielded the following 

test-retest correlation co-efficients for the subscales: intrusion = .57, avoidance = .51, 

hyperarousal = .59.  From sample 2 (n = 197) the correlation coefficients were 

considerably higher: intrusion = .94, avoidance = .89, hyperarousal = .92. It is believed 

that the shorter interval between assessments and the greater recency of the traumatic 

event for Sample 2 contributed to the higher coefficients of stability.  

Alternate Form Reliability:  NA  

Inter-rater Reliability:  NA  

Validity:  

Criterion (or Predictive) Validity: Weiss and Marmar noted that the hyperarousal 

subscale has good predictive validity with regard to trauma (Briere, 1997). The 

intrusion and avoidance subscales, which are original IES components, have been 

shown to detect change in repondents' clinical status over time and detect relevant 

differences in the response to traumatic events of varying severity (Weiss and Marmar, 

1997, Horowitz et al, 1979).  

Content Validity: Not available for the hyperarousal subscale. The intrusion and 

avoidance subscales which are originally IES items had high endorsements of up to 

85% (Horowitz, et al. 1979).  

Construct Validity:  Weiss and Marmar (1997) utilised the item-to-subscale 

correlation with that item removed from the subscale generated by the standard alpha 

coefficient analyses. These were then compared to the cross-subscale Pearson 

correlations. The results showed that only 1 item ("I had trouble falling asleep") showed 

a stronger relationship between it and a different subscale. The corrected correlation of 

this item with its assigned hyperarousal subscale was 71, and its correlation with the 

intrusion subscale was 79. Nineteen items showed a correlation with their assigned 

subscale that was higher than with the other subscales; and 2 items ("I had trouble 
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staying asleep" and " I avoided letting myself get upset when I thought about it or was 

reminded of it") showed a correlation that was equal.  

The explanations given by Weiss and Marmar (1997) for these results are that the 2 

sleep items are very highly correlated, driving a relationship between them in terms of 

intrusion and hyperarousal; and as to the equal relationship of the avoidance item with 

the avoidance and intrusion subscales, this may have occurred because the presentation 

of the thought or the reminder invokes intrusion, and the not dealing with it invokes 

avoidance.  

Convergent Validity: NA  

Discriminant Validity: NA  

Scoring Method:  

Avoidance Subscale:               Mean of items 5, 7, 8 11, 12, 13, 17, 22  

Intrusions Subscale:                 Mean of items 1, 2, 3, 6, 9, 14, 16, 20  

Hyperarousal subscale:            Mean of items 4, 10, 15, 18, 19, 21  

IES-R score:                            Sum of the above 3 clinical scales.  

For valid comparisons with scores from the IES, use just the sum of the Avoidance and 

Intrusion subscales.  
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The Impact of Event Scale - Revised 

Below is a list of difficulties people sometimes have after stressful life events. Please 

read each item, and then indicate how distressing each difficulty has been for you 

DURING THE PAST SEVEN DAYS with respect to, how much were you distressed or 

bothered by these difficulties? 

 
Not at all A little bit Moderately Quite a bit Extremely 

Any reminder 

brought back 

feelings about 

it 

0 1 2 3 4 

I had trouble 

staying asleep 
0 1 2 3 4 

Other things 

kept making 

me think about 

it 

0 1 2 3 4 

I felt irritable 

and angry 
0 1 2 3 4 

I avoided 

letting myself 

get upset when 

I thought about 

it or was 

reminded of it 

0 1 2 3 4 

I thought about 

it when I 

didn‘t mean to 

0 1 2 3 4 

I felt as if it 

hadn‘t 

happened or 

wasn‘t real 

0 1 2 3 4 



72 

 

I stayed away 

from 

reminders 

about it 

0 1 2 3 4 

Pictures about 

it popped into 

my mind 

0 1 2 3 4 

I was jumpy 

and easily 

startled 

0 1 2 3 4 

I tried not to 

think about it 
0 1 2 3 4 

I was aware 

that I still had 

a lot of 

feelings about 

it, but I didn‘t 

deal with them 

0 1 2 3 4 

My feelings 

about it were 

kind of numb 

0 1 2 3 4 

I found myself 

acting or 

feeling as 

though I was 

back at that 

time 

0 1 2 3 4 

I had trouble 

falling asleep 
0 1 2 3 4 

I had waves of 

strong feelings 

about it 

 

0 1 2 3 4 
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I tried to 

remove it from 

my memory 

0 1 2 3 4 

I had trouble 

concentrating 
0 1 2 3 4 

Reminders of 

it caused me to 

have physical 

reactions, such 

as sweating, 

trouble 

breathing, 

nausea, or a 

pounding heart 

0 1 2 3 4 

I had dreams 

about it 
0 1 2 3 4 

I felt watchful 

or on-guard 

  

0 1 2 3 4 

I tried not to 

talk about it 
0 1 2 3 4 

Scoring: 

Avoidance Subscale = mean of items 5, 7, 8, 11, 12, 13, 17, 22 

Intrusion Subscale = mean of items 1, 2, 3, 6, 9, 14, 16, 20 

Hyperarousal Subscale = mean of items 4, 10, 15, 18, 19, 21 
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 :أصش ِم١بط اٌؾذس

صُ  ػٕظش،ؽذاس اٌؾ١بح اٌّغٙذح. ٠شعٝ لشاءح وً ف١ّب ٠ٍٟ لبئّخ ثبٌظؼٛثبد اٌزٟ ٠ٛاعٙٙب الأشخبص أؽ١بٔبً ثؼذ أ

إٌٝ أٞ ِذٜ وٕذ ِزؼب٠مبً أٚ  ، َ اٌغجؼخ اٌّبػ١خ ف١ّب ٠زؼٍك ثـالإشبسح إٌٝ ِذٜ إصػبعه ٌىً طؼٛثخ خلاي الأ٠ب

 ِٕضػغًب ِٓ ٘زٖ اٌظؼٛثبد؟

   لا إطلالا نادرا احيانا غالبا دائما

أي شيء ذكرني  0 1 2 3 4

بالحدث أعاد لي 

مرة المشاعر 

 أخرى

1.  

كان لدي صعوبة  0 1 2 3 4

 بالبماء نائما

2.  

أشياء أخرى  0 1 2 3 4

ذكرتني دوما 

 .بالحدث

3.  

شعرت بانني  0 1 2 3 4

 منفعل وغاضب

4.  

حاولت تجنب  0 1 2 3 4

الانزعاج عندما 

فكرت أو تذكرت 

 .ذلن الحدث

5.  

تذكرت الحدث  0 1 2 3 4

 عن غير لصد

6.  

شعرت كأن  0 1 2 3 4

يحدث الحدث. لم 

أو كأنه غير 

 حميمي

7.  

أبعدت نفسي عن  0 1 2 3 4

 . ذكريات الحدث

8.  

ظهرت الصورة  0 1 2 3 4

المتعلمة بالحدث 

بذهني بشكل 

 مفاجئ

9.  

كنت سريع  0 1 2 3 4

 الانفعال وعصبيا

11.  

حاولت عدم  0 1 2 3 4

التفكير في 

11.  
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 .الحدث

كنت مدركا بأني  0 1 2 3 4

لازلت أملن 

الكثير من 

ل  المشاعر حو

الحدث ولكني لم 

 اكترث لها

12.  

كنت اشعر  0 1 2 3 4

بنوبات من 

الخدر تجاه 

 .الحدث

13.  

وجدت نفسي  0 1 2 3 4

اتصرف واشعر 

كما لو انني 

أعيش حينها 

 .ولت الحدث

14.  

كانت لدي  0 1 2 3 4

صعوبة في بداية 

 النوم

15.  

حصل لدي  0 1 2 3 4

موجات من 

مشاعر لوية 

 .تتعلك بالحدث

16.  

لت إزالة هذا حاو 0 1 2 3 4

الحدث. من 

 ذاكرتي

17.  

كان لدي صعوبة  0 1 2 3 4

 في التركيز

18.  

تذكري للحدث  0 1 2 3 4

اثار عندي 

انتكاسات 

جسدية، مثل 

أو التعرق، 

في  ةصعوب

أو التنفس، 

، أو نالغثيا

تسارع في 

 ضربات الملب

19.  

راودتني أحلام  0 1 2 3 4

 . حول الحدث

21.  



76 

 

شعرت انني حذر  0 1 2 3 4

 مترلبجدا أو 

21.  

حاولت عدم  0 1 2 3 4

التحدث حول 

 .ذلن الحدث

22.  

 

 :ٌزٙذ٠فا

 22،  17،  13،  12،  11،  8،  7،  5ِم١بط اٌزغٕت اٌفشػٟ = ِزٛعؾ اٌؼٕبطش 

 20،  16،  14،  9،  6،  3،  2،  1ِم١بط اٌزطفً اٌفشػٟ = ِزٛعؾ اٌؼٕبطش 

 21،  19،  18،  15،  10،  4= ِزٛعؾ اٌؼٕبطش  Hyperarousalاٌّم١بط اٌفشػٟ 
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Appendix E 

Eysenck Personality Questionnaire  

The Eysenck Personality Inventory (EPI) measures two broad and independent 

dimensions of personality, introversion-introversion, and neurotic stability, which 

account for most of the variance in the personality domain. Each form contains 57 

"yes-no" items. 

To assess the personality traits of a person. 

Number  Test Items Yes No 

1. Do you often long for excitement?   

2. Do you often need understanding friends to cheer you up?   

3. Are you usually carefree?   

4. Do you find it very hard to take no for an answer?   

5. Do you stop and think things over before doing anything?   

6. If you say you will do something do you always keep your 

promise, no matter how inconvenient it might be to do so? 

  

7. Do your moods go up and down?   

8. Do you generally do and say things quickly without stopping 

to think? 

  

9. Do you ever feel ‘just miserable’ for no good reason?   

10. Would you do almost anything for a dare?   

11. Do you suddenly feel shy when you want to talk to an 

attractive stranger? 

  

12. Once in a while do you lose your temper and get angry?   

13. Do you often do things on the spur of the moment? 
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14. Do you often worry about things you should have done or 

said? 

  

15. Generally, do you prefer reading to meeting people?   

16. Are your feelings rather easily hurt?   

17. Do you like going out a lot?   

18. Do you occasionally have thoughts and ideas that you would 

not like other people to know about? 

  

19. Are you sometimes bubbling over with energy and sometimes 

very sluggish? 

  

20. Do you prefer to have few but special friends?   

21. Do you daydream a lot?   

22. When people shout at you do you shout back?   

23. Are you often troubled about feelings of guilt?   

24. Are all your habits good and desirable ones?   

25. Can you usually let yourself go and enjoy yourself a lot at a 

lively party? 

  

26. Would you call yourself tense or ‘highly strung’?   

27. Do other people think of you as being very lively?   

28. After you have done something important, do you come away 

feeling you could have done better? 

  

29. Are you mostly quiet when you are with other people?   

30. Do you sometimes gossip?   

31. Do ideas run through your head so that you cannot sleep?   

32. If there is something you want to know about, would you 

rather look it up in a book than talk to someone about it? 
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33. Do you get palpitations or thumping in your heart?   

34. Do you like the kind of work that you need to pay close 

attention to? 

  

35. Do you get attacks of shaking or trembling?   

36. Would you always declare everything at customs, even if you 

knew you could never be found out? 

  

37. Do you hate being with a crowd who play jokes on one 

another? 

  

38. Are you an irritable person?   

39. Do you like doing things in which you have to act quickly?   

40. Do you worry about awful things that might happen?   

41. Are you slow and unhurried in the way you move?   

42. Have you ever been late for an appointment or work?   

43. Do you have many nightmares?   

44. Do you like talking to people so much that you never miss a 

chance of talking to a stranger? 

  

45. Are you troubled by aches and pains?   

46. Would you be very unhappy if you could not see lots of 

people most of the time? 

  

47. Would you call yourself a nervous person?   

48. Of all the people you know, are there some whom you 

definitely do not like? 

  

49. Would you say that you were fairly self-confident?   

50. Are you easily hurt when people find fault with you or your 

work? 
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51. Do you find it hard to really enjoy yourself at a lively party?   

52. Are you troubled by feelings of inferiority?   

53. Can you easily get some life into a dull party?   

54. Do you sometimes talk about things you know nothing 

about? 

  

55. Do you worry about your health?   

56. Do you like playing pranks on others?   

57. Do you suffer from sleeplessness?   
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 ِم١بط ا٠ضٔه ٌٍشخظ١خ

 اٌظٛسح ) أ (

  الممرضةعزيزي الممرض/ 

ش٠مزه اٌّؼزبدح فٟ الإعبثخ اٌزٟ رزفك ِغ ؽ رغٍه ثٙب ٚرشؼش ؽبٚي أْ رؾذد اٌطش٠مخ اٌزٟإ١ٌه ثؼغ الأعئٍخ ػٍٝ 

 ػّٛد ٔؼُ أٚ لا اٌّغزط١ً رؾذ( فٟ )طؼٔؼُ( أَ )لا( صُ ػغ ػلاِخ ٚاٌشؼٛس ً٘ ٟ٘ )اٌزظشف 

 الأطٛاء،-الأطٛاء ٌٍشخظ١خ، ِٚغزم١ٍٓ ػش٠ؼ١ٓ ثؼذ٠ٓ Eysenck (EPI) شخظ١خ ِخضْٚ ٠م١ظ

 ."لا ٔؼُ" ػٕظشًا 57 ػٍٝ ّٔٛرط وً ٠ؾزٛٞ. اٌشخظ١خ ِغبي فٟ اٌزجب٠ٓ ِؼظُ رّضً ٚاٌزٟ اٌؼظجٟ، ٚالاعزمشاس

 .ٌٍشخض اٌشخظ١خ اٌغّبد ٌزم١١ُ

 شبوشا ٌىُ ؽغٓ رؼبٚٔىُ

 لا نعم فمرات الاختبار الرلم

   ً٘ رزٛق إٌٝ الأش١بء اٌّض١شح فٟ ِؼظُ الأؽ١بْ ؟ 1

   ً٘ رؾزبط إٌٝ أطذلبء ٠فّٙٛٔه ٌىٟ رشؼش ثبلاسر١بػ ٚالاثزٙبط ؟ 2

   دْٚ رذل١ك ٚرظؾ١ؼ ؟ً٘ أٔذ عؼ١ذ ٚرؼبٌظ الأِٛس ثجغبؽخ ٚ 3

   ً٘ رٕضػظ إٌٝ ؽذ وج١ش ٌٛ سفغ ٌه ؽٍت ؟ 4

   ً٘ رزًّٙ ٚرفىش ١ٍِب لجً الإلذاَ ػٍٝ ػًّ أٞ شٟء ؟ 5

   ً٘ رفٟ دائّب ثٛػذ لطؼزٗ ػٍٝ ٔفغه ثغغ إٌظش ػّب لذ ٠ىٍف ِٓ رؼت أٚ ػٕبء ؟ 6

   ً٘ ٠ضٛس ِضاعه ٠ٚٙذأ فٟ ثؼغ أؽ١بْ وض١شح ؟ 7

   ً٘ ِٓ ػبدره أْ رمَٛ ثؼًّ ٚلً أش١بء ػٍٝ ٔؾٛ ِزغشع ٚدْٚ رأًِ أٚ رفى١ش ؟ 8

   ً٘ ؽذس أْ شؼشد ثبٌزؼبعخ دْٚ عجت وبفٍ ٌزٌه ؟ 9

   ً٘ رؼًّ أٞ شٟء رمش٠جب ِٓ اعً اٌغشأح ؟ 10

   ً٘ رشؼش ثبٌخغً فغأح ػٕذِب رش٠ذ اٌزؾذس إٌٝ شخض غش٠ت عزاة ؟ 11

   ػٍٝ ٔفغه ٚرغذٚ غبػجب أؽ١بٔب ؟ ً٘ ٠ؾذس أْ رفمذ اٌغ١طشح 12

   ً٘ رمَٛ ثبلأش١بء ػٍٝ ٔؾٛ اسرغبٌٟ فٟ ِؼظُ الأؽ١بْ ؟ 13

   ً٘ رشؼش غبٌجب ثبٌمٍك ؽ١بي أش١بء وبْ ٠ٕجغٟ ٌه أْ لا رفؼٍٙب أٚ رمٌٛٙب ؟ 14

   ً٘ رفؼً اٌّطبٌؼخ ػٍٝ اٌزؾذس أِبَ ا٢خش٠ٓ ثظفخ ػبِخ ؟ 15

   ؟ً٘ ٠غًٙ عشػ ِشبػشن ٔٛػب ِب  16

   ً٘ رشغت فٟ اٌخشٚط وض١شا ِٓ إٌّضي ؟ 17

   ً٘ رشاٚدن أؽ١بٔب أفىبس ٚخٛاؽش لا رشغت أْ ٠ؼشفٙب ا٢خش٠ٓ ؟ 18
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   ً٘ رشؼش ثٕشبؽ شذ٠ذ أؽ١بٔب ٚ ثبٌجلادح أؽ١بٔب أخشٜ ؟ 19

   ً٘ رفؼً أْ ٠ىْٛ ٌذ٠ه ػذد ل١ًٍ ِٓ الأطذلبء شش٠طخ أْ ٠ىٛٔٛا ِٓ اٌّمشث١ٓ ؟ 20

   شق فٟ أؽلاَ ا١ٌمظخ ؟ً٘ رغزغ 21

   ً٘ رغ١ت إٌبط ثبٌظشاؿ ػٕذِب ٠ظشخْٛ فٟ ٚعٙه ؟ 22

   ً٘ ٠ؼب٠مه اٌشؼٛس ثبٌزٔت فٟ وض١ش ِٓ الأؽ١بْ ؟ 23

   ً٘ ػبداره ع١ّؼٙب ؽغٕخ ِٚشغٛة ف١ٙب ؟ 24

   ً٘ ٠ّىٕه أْ رزشن ٔفغه ػٍٝ عغ١زٙب ٚرزّزغ وض١شا فٟ ؽفً ِشػ ؟ 25

   الأػظبة ؟ً٘ رؼزجش ٔفغه ِزٛرش  26

   ً٘ ٠ؼزمذ ا٢خشْٚ أه ؽ١ٛٞ ٚٔش١ؾ ؟ 27

 

   ً٘ لّذ ثؼًّ شٟء ٘بَ صُ شؼشد غبٌجب ثبْ ثبعزطبػزه اٌم١بَ ثٗ ػٍٝ ٔؾٛ أفؼً ؟ 28

   ً٘ ٠غٍت ػ١ٍه ؽبثغ اٌٙذٚء ػٕذِب رىْٛ ِغ ا٢خش٠ٓ ؟ 29

   ً٘ رّٕٙه فٟ اٌم١ً ٚاٌمبي أٚ ٔشش الإشبػبد أؽ١بٔب ؟ 30

   الأفىبس ٌذسعخ لا رغزط١غ ِؼٙب إٌَٛ ؟ ً٘ رلاصِه 31

إرا وٕذ رش٠ذ ِؼشفخ شٟء ِب , فًٙ رفؼً ِؼشفزٗ ِٓ خلاي اٌٍغٛء إٌٝ اٌىزبة ثذلا ِٓ  32

 اٌٍغٛء إٌٝ شخض أخش رؾذصٗ ػٕٗ ؟

  

   ً٘ ٠ؾذس خفمبْ لٍت أٚ رغبسع فٟ دلبرٗ ؟ 33

   ب ؟ً٘ رؾت ٔٛع اٌؼًّ اٌزٞ ٠زطٍت ِٕه أزجب٘ب شذ٠ذا أٚ دل١م 34

   ً٘ رٕزبثه ٔٛثبد ِٓ الاسرغبف ٚ الاسرؼبػ أؽ١بٔب ؟ 35

   ً٘ رظشػ ٌٍغّبسن ػٓ وً شٟء ٌذ٠ه ؽزٝ ٌٛ ػٍّذ أٗ ٠غزؾ١ً اوزشبفٗ ؟ 36

   ً٘ رىشٖ أْ رىْٛ فٟ ِغّٛػخ ٠زىً اٌٛاؽذ ػٍٝ الأخش ؟ 37

   ً٘ أٔذ شخض عش٠غ الاعزضبسح أٚ الأفؼبي ؟ 38

   ء ٠ٕجغٟ ٌه أْ رزظشف ؽ١بٌٙب ثغشػخ ؟ً٘ رشغت اٌم١بَ ثأش١ب 39

   ً٘ رمٍك ثظذد أش١بء ِخ١فخ لذ رؾذس ٌه ؟ 40

   ً٘ ٠ّزبص أعٍٛة ؽشوزه ثبٌجؾء ٚػذَ اٌغشػخ ؟ 41

   ً٘ ؽذس أْ رأخشد ػٓ رٕف١ز ِٛػذ أٚ ػًّ ِب ؟ 42
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 غش٠ت ؟

  

   ً٘ رضػغه ا٢لاَ ٚالأٚعبع ؟ 45



83 

 

   ً٘ رشؼش ثزؼبعخ شذ٠ذح إْ ٌُ رش ِٓ إٌبط فٟ ثؼغ الأؽ١بْ ؟ 46
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 الممخص

العسل التسخيزي الشفدي متظمبة ويسكؽ أن تكؾن مخىقة، والسسخضيؽ الشفدييؽ يؾاجيؾن مدتؾيات  طبيعة

أعمى مؽ التؾتخ مؽ تمػ السؾجؾدة في التخررات الأخخى. أعيخت الجراسات الدابقة ارتفاع معجل العشف 

السسخضيؽ الشفديؽ العامميؽ. في الآونة الأخيخة، بحلت جيؾد لفيؼ طبيعة العجوانية والعشف مؽ  والعشف بيؽ

السخضى الشفدييؽ ضج السسخضيؽ في مدتذفيات الأمخاض الشفدية. يسكؽ اعتبار أي نؾع مؽ أنؾاع العشف 

 .المفغي والجدجي والعجواني، وكحلػ العشف الفعمي، عشفًا في ىحا الدياق

لة، غالبًا ما يتعخض طاقؼ التسخيض الشفدي لمعشف والعجوانية، مسا يؤدي إلى إصابة السسخضيؽ وفقًا للؤد

ونفديا. علبوة عمى ذلػ، تغيخ الأبحاث أن تجاعيات ذلػ عمى السخضى والسشغسة ككل  الستزخريؽ بجنيًا

عاية والعلبج كبيخة. يسكؽ أن يكؾن لمعشف والعجوانية، عمى سبيل السثال، تأثيخ سمبي عمى جؾدة الخ 

العسل. لحلػ، تيجف  جؾدةمؽ التغيب عؽ العسل وانخفاض  السقجميؽ، فزلًب عؽ التدبب في فتخات أطؾل

الظب  لشفدي عمى الحالة الشفدية لسسخضيىحه الجراسة إلى استكذاف تأثيخ عجوانية وعشف السخيض ا

 .الشفدي في مدتذفى بيت لحؼ للؤمخاض الشفدية في فمدظيؽ

أثخ عجوان وعشف السخضى الشفدييؽ عمى السسخضيؽ الشفديؽ في مدتذفى  تقييؼ اسة الىتيجف ىحه الجر 

 .بيت لحؼ للؤمخاض الشفدية في فمدظيؽ



 ج 

 

تؼ تقجيؼ ترسيؼ دراسة مقظعية وصفية كسية خلبل الفتخة مؽ تذخيؽ الثاني )نؾفسبخ( إلى كانؾن الأول 

دظيؽ. تؼ جسع البيانات باستخجام استبيان في مدتذفى بيت لحؼ للؤمخاض الشفدية في فم 0202)ديدسبخ( 

 Eysenck تأثيخ مكياس الأحجاث السشقح، استبيان شخرية الجيسؾغخافية،يحتؾي عمى قدسيؽ )البيانات 

   .SPSS مؽ 02( وإجخاء مقابلبت مع السسخضيؽ الشفديؽ.  تؼ تحميل البيانات باستخجام الإصجار السشقح

٪( وبيؽ السذاركيؽ 1..2لرجمة بيؽ السسخضيؽ السذخريؽ )كانت ندبة انتذار اضظخاب ما بعج ا 

٪(. علبوة عمى ذلػ، بمغ 02.2الحيؽ يعانؾن مؽ اضظخاب ما بعج الرجمة الجدئي وبعض الأعخاض )

 ٪(.0.1.عجد الأشخاص الحيؽ تجاوزوا فتخة الإجياد اللبحق لمرجمة )بسا يكفي لقسع جياز السشاعة( )

أن تأثيخ اضظخاب ما بعج الرجمة عمى شخرية السسخضيؽ السذاركيؽ بالإضافة إلى ذلػ. كان واضحاً 

٪(، أي أن ىؤلاء السذاركيؽ 2...في الجراسة، حيث بمغ انتذار العرابية بيؽ السسخضيؽ السذاركيؽ )

يتسيدون بالحدن وتقمب السداج، وعجم الاستقخار العاطفي. بالإضافة إلى أن الأفخاد الحاصميؽ عمى درجة 

 .الدسة يسيمؾن إلى الذعؾر بتقمبات مداجية وقمق وحدن  عالية في ىحه

٪(، وىحه الجرجة تذيخ إلى أن الذخص اجتساعي، يحب الحفلبت، لجيو 8...بيشسا بمغت ندبة السشفتحيؽ )

أصجقاء كثيخون، يحتاج لمكثيخ مؽ حؾلو، يحب الحجيث كثيخاً، لا يحب القخاءة، ويدعى للئثارة. ييجف إلى 

يفتخض أن يفعميا، يترخف بدخعة دون تفكيخ، متدخع بذكل عام، مغخم بعسل السداح الكيام بأشياء لا 

، يحب التغييخ، يأخح الأشياء، يفزل أن يكؾن نذظًا ومتحخكًا دائسًا، يفعل عشجىؼ سخعة البجيية للآخخيؽ،

ي مذاعخه مختمف الأفعال ويسيل إلى العجوان. بالإضافة إلى عجم صبخه بديؾلة، فإنو لا يدتظيع التحكؼ ف

 ويغزب بدخعة.

الدمؾك العجواني والعشيف لمسخيض الشفدي عمى السسخضيؽ لو تأثيخ سمبي عمى الحالة  اعيخت الجراسة أن

الشفدية لمسسخضيؽ، ومعغؼ السذاركيؽ يعانؾن مؽ اضظخاب ما بعج الرجمة. بالإضافة إلى ذلػ، فإن 

 .كثخ عخضة لتثبيط جياز السشاعة لجييؼالسذاركيؽ الحيؽ تؼ تذخيريؼ باضظخاب ما بعج الرجمة ىؼ أ



 د 

 

انعكذ اضظخاب ما بعج الرجمة عمى الدسات الذخرية أو أبعاد الذخرية لمسسخضات  وبالتالي

وأدى ىحا الانعكاس إلى عيؾر عرابية تتجمى في شكل القمق، وصعؾبة الشؾم،  الجراسة،السذاركيؽ في 

 .قمب السداجوتوالرجاع، واضظخابات الجياز اليزسي، وآلام الغيخ، 

يجب أن تفيؼ وزارة الرحة الفمدظيشية صعؾبة العسل الحي يقجمو ىؤلاء السسخضؾن الشفديؾن. بالإضافة 

 إلى تؾفيخ بخامج الإشخاف والإرشاد الشفدي ليؤلاء السسخضيؽ.

مخيض نفدي، مدتذفى بيت لحؼ لمظب الشفدي، مسخض نفدي، عشف  نفدية،: حالة الكممات المفتاحية

 .وعجوان

 


