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ABSTRACT 

When nurses practice recovery-focused care, they contribute positively to the consumer’s 

mental health recovery journey and empower the person to be actively engaged in the 

management of their illness. While using recovery-focused care is endorsed in mental health 

policy, many health professionals remain uncertain about its application with consumers who 

have a risk for aggression during their admission to an acute mental health inpatient setting. 

This paper reports on Australian research using Q methodology that examined the knowledge 

and skill components of recovery-focused care that nurses use to reduce the risk for 

aggression. The data from forty mental health nurses revealed five factors that when 

implemented as part of routine practice improved the recovery outcomes for consumers with 

risk of aggression in the acute mental health settings. These factors were: I) Acknowledge the 

consumers’ experience of hospitalisation; II) Reassure consumers that are going through a 

difficult time; III) Interact to explore the impact of the consumer’s negative lived 

experiences; IV) Support co-production to reduce triggers for aggression; V) Encourage and 

support consumers to take ownership of their recovery journey. These findings provide 

nurses with a pragmatic approach to use recovery-focused care for consumers with risk for 

aggression and contribute positively to the consumers’ personal recovery. 

 

INTRODUCTION AND BACKGROUND 

The paradigm of mental health recovery is well-embedded in mental health policy and 

care directives. For example, Australian national and state mental health policies and 

operational procedures provide health professionals with guidelines for supporting people 

with a mental illness (hereafter refers to as consumers) to achieve personal recovery goals 

(Commonwealth of Australia, 2013, 2019; Western Australian Mental Health Commission, 

2010, 2019). Mental health recovery is a personal journey where consumers develop 

strengths, skills, hope, and autonomy to live productive and meaningful lives even when they 

may still be experiencing symptoms of their illness (Le Boutillier, Chevalier, et al., 2015a; 

McKeown et al., 2016; Slade et al., 2014). While every individual’s recovery journey is 

unique, nurses working in the area of mental health (hereafter referred to as nurses) who use 

recovery-focused care can contribute positively to the consumer’s self-growth (Aston & 

Coffey, 2012; Reid et al., 2018; Slade et al., 2014). Recovery-focused care places emphasis 

on nurses using strategies with consumers that facilitate, for example, self-determination and 

shared decision-making to motivate and support the person to develop and utilise their 
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existing strengths and potential for self-growth (Commonwealth of Australia, 2019; Le 

Boutillier, Chevalier, et al., 2015b; Reid et al., 2018; Slade & Longden, 2015). 

Aggression (both physical and verbal) remains a common critical incident across all acute 

mental health settings and poses significant challenges for nurses (Stubbs & Dickens, 2008). 

As nurses have a continued presence in the clinical setting, they are often the frontline 

professionals called upon to de-escalate potentially aggressive situations (Santangelo et al., 

2018). Most nurses view assessing the consumer’s level of risks and de-escalating difficult 

situations as a critical aspect of their work to provide a safe and therapeutic health care 

environment (Jeffery & Fuller, 2016; Maguire et al., 2017). First-line interventions used by 

nurses to reduce the potential for aggression include effective, clear interpersonal 

communication, encouraging consumers to utilise strategies such as relaxation and anger 

management techniques, and to self-regulate their behaviour and respond appropriately to 

potential triggers for aggression. These first line strategies when used effectively also lessen 

the potential for the use of more restrictive interventions such as medications, physical 

restraints or in some situations seclusion if the person’s risk for aggression is a threat to 

themselves or others (Muir-Cochrane et al., 2015; Price & Baker, 2012; Pulsford et al., 2013; 

Vargas et al., 2015). While there is an expectation for nurses to use recovery-focused care in 

the acute mental health settings, nurses’ shared perspectives of how this model of care is used 

in higher risk clinical situations remains relatively unexplored (Waldemar et al., 2019). As 

such, there is currently a lack of research evidence to develop an accurate and consistent 

understanding of how the mental health nursing workforce translates recovery-focused care 

to reduce aggression in the acute mental health settings (Coffey et al., 2019). To address this 

gap in the existing literature, this article reports the findings of research conducted with 

nurses to explore this issue. 

 

METHOD 

Ethics approval to conduct the research was obtained from Curtin University 

HR132/2015. The research method chosen for this study was Q methodology, as it combines 

both qualitative and quantitative approaches into a single study to statistically examine the 

subjective elements for example beliefs, attitudes, knowledge and skills that influence 

people’s responses in a given situation (Brown, 1996; Dennis, 1986; Lim et al., 2020; Yang, 

2016). Q methodology was chosen for this study as it enables nurses to share their views of 

their knowledge and skills of using recovery-focused care without being unduly influenced 

by the view of the researchers (McKeown et al., 1999). In health care, Q methdology has 
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been used to explore nurses’ shared views to achieve insight into factors that can influence 

clinical practices (Jueng et al., 2017), experiences of nursing education and training 

approaches (Ha, 2014, 2018; Paige, 2014), nursing shift work (Ha, 2015). 

There are five progressive steps in Q methodology: 1) set up the Q sorting instrument; 2) 

recruitment of participants; 3) Q sorting; 4) factor analysis; and 5) factor interpretation 

(Shinebourne, 2009; Simons, 2013). 

 

Steps taken in this study 

1) Set up the Q sorting instrument 

The first step of Q methodology involved using qualitative approaches to prepare a list of 

statements about recovery-focused care and aggression for use in setting up the Q sorting 

instrument. The initial list of statements is known as the concourse in Q methodology. In this 

study, statements were generated using a scoping review of the literature (Lim et al., 2017), 

interviews with mental health nurses (Lim et al., 2019a), and consumers (Lim et al., 2019b) 

regarding how recovery-focused care could reduce aggression in the acute mental health 

setting. After that, 40 statements that best represented the knowledge and skill components of 

recovery-focused care that were identified as critical for reducing the potential for aggression 

were selected from the concourse. The research team checked to ensure there was an equal 

number of positive and negative statements to form the Q set. The Q set was uploaded onto 

FlashQ (Hackert & Braehler, 2007), a computer software specifically designed to set up the Q 

sorting instrument for participants to perform the Q sorting in step three. 

 

2) Recruitment of participants 

In step two of Q methodology, purposive sampling was utilised to recruit participants 

with extensive knowledge and experience in the area to sort the statements according to their 

level of agreement or importance of the statement. Members of the Australian College of 

Mental Health Nurses (ACMHN) from all states and territories in Australia participated in the 

research through an invitation sent to them via the ACMHN weekly member e-newsletter 

(see Table 1 for the demographic data of the participants). The invitation contained 

information about the study and what was expected of them if they agreed to participate. A 

link to the Q sorting instrument was included. 

 

Table 1.  

Demographic data of the participants 
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Demographic data of the participants (n= 40) 

Gender 

Male 

Female 

Age group 

20 to 29 years 

30 to 39 years 

40 to 49 years 

50 to 59 years 

60 years or older 

Role 

Enrolled nurse 

Registered nurse 

Clinical nurse 

Nurse specialist/manager 

Others: 

   Nurse educator 

   Clinical nurse 

   consultant 

Setting working in 

Acute mental health inpatient 

Forensic mental health inpatient 

Mental health rehabilitation inpatient 

Community mental health 

Others: 

   Mental health 

   education 

Years of nursing 

1 to 3 years 

4 to 6 years 

7 to 9 years 

10 years or more 

Highest nursing qualification 

Certificate  

Diploma 

Bachelor 

Masters 

Doctorate 

Number of participants: 

12 

28 

 

5 

8 

12 

11 

4 

 

2 

22 

3 

9 

 

3 

1 

 

 

28 

2 

1 

6 

 

3 

 

 

5 

7 

2 

26 

 

3 

9 

21 

6 

1 

 

3) Q sorting 

The third step of Q methodology required participants to sort the Q set provided onto a Q 

sort grid (Figure 1). The purpose of having the quasi-normal Q sort grid is to force the 

participants to sort their responses into a normal distribution (Jang & Wang, 2017; Paige, 

2014). Having the participants submitting their responses in a ‘free-forced’ distribution 

reduced confounding the data during data analysis (Akhtar-Danesh et al., 2008; McKeown & 

Thomas, 2013). While participants are forcibly sorting the statements into the sorting grid, 
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their arrangements are still based on the subjective opinion of participants, hence uniquely 

representative of each participant’s views (Paige, 2014). 

 

Figure 1. An example of the Q sort grid 

 

 

Participants were instructed to sort the statements they most disagreed with to the left (-

4), the statements that they agreed with to the right (+4) and the statements that they had a 

neutral stance towards into the remaining boxes of the center of Q sort table (Shinebourne, 

2009). 

 

4) Factor analysis  

In step four, statistical factor analysis of participants’ responses on their Q sorts was 

performed using the SPSS Principle Component Analysis with a varimax method of 

orthogonal rotation (Watts & Stenner, 2012b). On the SPSS spreadsheet, participants were 

entered as ‘variable’ and their responses entered as ‘sample’, and a “by-person” factor 

analysis was performed to correlate the participants’ Q sorts with one another (Gabor, 2013; 

Watts & Stenner, 2012a; Webler et al., 2009). Factors that emerged from the analysis with a 

factor loading score of an eigenvalue (EV) greater than 1.0 were considered as statistically 

significant to represent the participants’ correlated responses, and they were analysed using 

the SPSS scree plot analysis to determine the final number of factors to be retained for 

interpretation. Lastly, the scores of the statements loaded onto each of the retained factors 

were used to create factor arrays, which allowed researchers to generate the Q sorts of the 

retained factors (Watts & Stenner, 2012b). Statements scored ±4 and ±3 in a retained factor, 
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and statements that carried a score that indicated that it is more important to a particular 

retained factor when compared to its importance to the rest of the retained factors were 

included for factor interpretation (Watts & Stenner, 2012b). 

 

5) Factor interpretation 

Finally, in step five, statements that were identified as important to the retained factor 

were compared and contrasted to look for patterns of similarities and differences (Paige, 

2015). For example, statements with scores ±4 or ±3 were considered as most significant to 

the factor and were used for comparisons with statements with lower scores to build 

categories. The built categories were then compared and contrasted with all the individual 

statements which contributed to the particular factor to look for patterns of similarities and 

differences, and this interpretive process guided the writing up of the findings. 

 

FINDING 

Results 

Forty nurses participated in the research, which was deemed sufficient as Q methodology 

required only 20 to 40 participants to perform a factor analysis to reveal patterns in 

participants’ thoughts and opinions (Akhtar-Danesh et al., 2008; Valenta & Wigger, 1997). 

The 40 statements which formed the Q set, retained factors, and their z-scores are presented 

in Table 2. 
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Table 2. 

40 statements which formed the Q set, retained factors, and their z-scores 

Q set z-score 

Positive statements of the knowledge component of recovery-focused care to 

reduce aggression  
1. Nurses are knowledgeable to collaborate with consumers in the hospital 

2. Nurses are familiar with how the consumer’s past and present trauma can 

impact on their level of risk for aggression 

3. Consumers are more likely to become aggressive when they have unmet 

needs  

4. Recovery-focused care is useful to reduce the impact of the consumer’s 

static (historical) risks for aggression 

5. Aggression can be caused by the disruption to the consumer’s familiar 

routine or lifestyle in the hospital 

6. It is important to get to know the consumer to reduce their level of risk for 

aggression 

7. Nurses can support consumers to reflect and learn how to self-manage their 

behaviour 

8. Nurses who explored the consumer’s lived experience know their reason for 

the aggression 

9. Validating the consumer’s feelings of being admitted to hospital can reduce 

their level of risk for aggression 

10. Little gestures of care are important to reduce aggression 

Negative statements of the knowledge component of recovery-focused care 

to reduce aggression 

11. It is challenging to empower consumers to self-manage their level of risk for 

aggression 

12. Facilitating recovery-focused care is not suitable for a person who is under 

the influence of drug and alcohol or acute psychiatric symptoms  

13. Using medications is more effective than using interpersonal interventions to 

reduce aggression 

14. Consumers who are aggressive are unlikely to collaborate care with nurses 

Factor I 

 

1.62329 

-0.33871 

 

1.67547 

 

0.5795 

 

0.66153 

 

1.15472 

 

0.16586 

 

-0.40265 

 

-0.02695 

 

1.13746 

 

 

-1.31321 

 

-0.51003 

 

-0.50685 

 

-0.48853 

Factor II 

 

-0.48712 

-0.55036 

 

-0.92002 

 

1.69405 

 

-0.47772 

 

-0.04665 

 

0.74493 

 

0.05488 

 

1.05283 

 

-0.55536 

 

 

-1.65982 

 

-1.32234 

 

-0.45876 

 

-0.5957 

Factor III 

 

-0.72333 

1.70625 

 

-0.04987 

 

0.17815 

 

0.5055 

 

1.0561 

 

1.07389 

 

0.8817 

 

0.00205 

 

0.9257 

 

 

1.33949 

 

0.11137 

 

0.09641 

 

-0.61659 

Factor IV 

 

-0.46177 

-0.13215 

 

1.17533 

 

0.41803 

 

-1.3795 

 

-1.24696 

 

-0.37838 

 

1.19082 

 

0.16493 

 

0.06838 

 

 

1.91867 

 

-1.46066 

 

0.27748 

 

0.975 

Factor V 

 

0.15318 

-0.66841 

 

-1.82352 

 

-0.56411 

 

1.28808 

 

-0.11495 

 

0.89669 

 

1.3129 

 

1.38934 

 

0.43079 

 

 

1.45902 

 

-0.11242 

 

-0.78935 

 

-0.43149 
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15. It is not nurses’ responsibility to support consumers to make adjustment to 

their familiar lifestyle and daily routines in the hospital 

16. Recovery-focused care is not suitable for acute mental health settings 

17. Consumers who have a higher risk for aggression should not be involved in 

their own care 

18. It is difficult to collaborate care with consumers who have a higher risk for 

aggression 

19. Consumers who have a higher risk for aggression do not want to establish 

therapeutic alliance with nurses 

20. Dysregulated behaviour is aggression regardless of their trigger 

Positive statements of the skill component of recovery-focused care to 

reduce aggression 
21. It is important to explore the impact of the consumer’s personal and mental 

health crisis on their level of risk for aggression 

22. Nurses can assess the consumer’s past and present trauma to determine their 

level of risk for aggression 

23. It is a common nursing practice to involve consumers in their own treatment 

and care during the acute phase of their mental illness 

24. Provide positive feedback can support consumers to self-manage their risk 

for aggression 

25. Meeting the consumer’s personal needs is an effective way to reduce 

aggression in the hospital 

26. Supporting consumers to identify their coping mechanisms is effective to 

reduce aggression 

27. An aggressive incident is a learning opportunity for the consumers to learn 

about their strengths and weaknesses 

28. The use of positive communication skills can support consumers to self-

manage their behaviour 

29. Using therapeutic communication to reduce aggression can support 

consumers to re-evaluate their own strengths and abilities during a crisis 

30. Providing positive reinforcements can encourage consumers to self-manage 

their level of risk for aggression 

-0.12711 

 

-0.37793 

-1.34534 

 

0.08064 

 

-0.72577 

 

-0.63163 

 

 

-0.03681 

 

1.13499 

 

-0.70609 

 

0.71897 

 

1.88747 

 

0.17687 

 

0.936 

 

1.71519 

 

1.68546 

 

-0.12887 

 

-0.23458 

 

-1.29205 

-0.5661 

 

-1.99881 

 

-0.29619 

 

-0.86151 

 

 

1.4123 

 

-0.21017 

 

2.36825 

 

0.41693 

 

0.19921 

 

0.46032 

 

1.15746 

 

-0.30029 

 

1.1009 

 

1.20343 

 

-1.18758 

 

-0.02418 

-0.01156 

 

0.25743 

 

-1.80389 

 

-0.29882 

 

 

0.58139 

 

2.10944 

 

-0.13886 

 

0.39315 

 

-1.88019 

 

0.96008 

 

-1.47127 

 

0.84936 

 

-1.29727 

 

1.31243 

 

-0.98261 

 

-1.18414 

-0.02379 

 

1.30217 

 

0.3271 

 

0.94592 

 

 

0.87351 

 

-1.18003 

 

-0.18365 

 

0.48014 

 

0.40326 

 

0.10036 

 

0.24068 

 

0.02041 

 

1.5076 

 

1.02916 

 

-1.47099 

 

-1.01455 

-0.77503 

 

-0.98859 

 

-0.44685 

 

-0.16506 

 

 

-0.794 

 

-0.43629 

 

-0.97093 

 

0.35265 

 

0.27503 

 

2.34384 

 

0.04004 

 

0.17661 

 

0.18531 

 

0.48265 
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Negative statements of the skills component of recovery-focused care to 

reduce aggression 

31. It is difficult to assess the impact of the consumer’s personal issues on their 

level of risk for aggression 

32. Education and training do not prepare nurses to support consumers to self-

regulate their level of risk for aggression 

33. Nurses are not equipped to talk to consumers about their risk for aggression 

34. Nurses do not understand how trauma-informed care can reduce consumer’s 

risk for aggression 

35. Nurses are not confident to communicate therapeutically with consumers 

who have a high risk for aggression  

36. There is no information for consumers to cope with their level of distress in 

the hospital 

37. Using physical and chemical interventions is necessary to reduce aggression 

38. Education and training do not equip nurses with effective communication 

skills to reduce aggression 

39. There is no intervention to support consumers to learn effective strategies to 

self-manage their risk for aggression 

40. There is no opportunity in the hospital to coach consumers to develop 

effective strategies to reduce aggression 

 

 

-1.028 

 

0.59633 

 

-1.31082 

-1.17691 

 

-1.76514 

 

-0.11902 

 

-1.44063 

0.37362 

 

-1.35774 

 

-0.43864 

 

 

0.4017 

 

-0.83947 

 

1.15526 

1.50663 

 

1.36228 

 

0.17936 

 

-0.95249 

-0.467 

 

-0.6515 

 

-0.72671 

 

 

0.14026 

 

-0.56993 

 

0.51191 

-0.4343 

 

0.44725 

 

-1.36658 

 

-0.08652 

-0.41058 

 

-2.20522 

 

-0.86279 

 

 

0.16483 

 

-1.85204 

 

-1.08775 

-1.12249 

 

-0.59748 

 

1.34701 

 

1.58454 

-1.13136 

 

-0.75416 

 

-1.35642 

 

 

-0.50995 

 

-0.32635 

 

-1.09935 

-0.89761 

 

0.29754 

 

0.45077 

 

-1.01079 

-0.25015 

 

2.60837 

 

1.51794 
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The participants comprised 38 registered nurses (95.0%) and two enrolled nurses (5.0%). 

Most participants were working in acute mental health inpatient settings (75.0%) and had ±5-

10 or more years of experience in nursing (85.0%). The analysis of their Q sorts yielded nine 

factors with an eigenvalue (EV) of greater than 1.0 (1.0 to 17.8). Typically, all factors with 

EV of greater than 1.0 are retained for factor interpretation in studies using R methodology 

(Akhtar-Danesh & Mirza, 2017; Watts & Stenner, 2012a), or that only EVs that contributed 

to the gradient before the sharp bend of the scree plot’s slope are retained (Lim et al., 2020). 

However, factors that are eliminated based on the scree plot analysis can also be retained in Q 

methodology if the researchers considered them to be theoretically or substantively important 

to the study (Dziopa & Ahern, 2011; Lim et al., 2020). 

 Five factors were retained in this study and accounted for 66.4% of the variances that 

described the participants’ responses about the critical knowledge and skills components of 

recovery-focused care that were important to reduce the potential for aggression in acute 

mental health settings. The factor loadings of the participants and the factors are presented in 

Table 3. 

 

Table 3. 

Factor loadings of the participants and the factors  

  Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 

P1 .657 .342 
  

.416 

P2 .603 .450 
   

P3 .549 .431 
   

P4 .694 
    

P5 .736 
    

P6 .669 
 

.415 
  

P7 .357 .483 
  

.603 

P8 .613 .388 
   

P9 .671 
 

.332 
  

P10 .421 
 

.699 
  

P11 .448 
  

.565 
 

P12 
   

.802 
 

P13 
     

P14 
    

.827 

P15 
  

.843 
  

P16 .550 
 

.413 
 

.349 

P17 .379 
   

.661 

P18 .519 .312 .475 .305 
 

P19 .494 .503 .319 
  

P20 .593 .440 .378 
  

P21 .642 
 

.349 
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P22 .650 .402 
   

P23 .624 .316 
 

.307 
 

P24 
 

.468 
   

P25 .375 
  

.335 
 

P26 .524 
  

.538 .345 

P27 
   

.339 
 

P28 
     

P29 .354 .446 .318 
  

P30 
     

P31 
 

.452 
 

.502 
 

P32 .322 
    

P33 .739 
    

P34 
  

.577 .431 
 

P35 .653 .303 
   

P36 
  

.594 
  

P37 .891 
    

P38 
 

-.755 
   

P39 
 

-.814 
 

-.327 
 

P40 .677 
    

 

Factor I: Acknowledge the consumer’s experience of hospitalisation 

Factor I contributed to 44.4% of the variance and consisted of 16 statements (Table 4). The 

participants’ rank-ordered statements 3, 25, 28 and 29 revealed that they believed that 

consumers were likely to display aggression when they had unmet needs. 

 

Table 4. 

Factor interpretation crib sheet for factor I 

 

25. 

 

28. 

 

 

1. 

3. 

29. 

 

6. 

 

10. 

24. 

 

27. 

 

 

Items ranked at +4 

Meeting the consumer’s personal needs is an effective way to reduce aggression in 

the hospital +4 

The use of positive communication skills can support consumers to self-manage their 

behaviour +4 

Items ranked higher in Factor I array than in other factor arrays 

Nurses are knowledgeable to collaborate care with consumers in the hospital +3 

Consumers are more likely to become aggressive when they have unmet needs +3 

Using therapeutic communication to reduce aggression can support consumers re-

evaluate their own strengths and abilities during a crisis +3 

It is important to get to know the consumer to reduce their level of risk for aggression 

+2 

Little gestures of care are important to reduce aggression +2 

Provide positive feedback can support consumers self-manage their risk for 

aggression +2 

An aggressive incident is a learning opportunity for the consumer to learn about their 

strengths and weaknesses +2 

Items ranked lower in Factor I than in other factor arrays 



13 
 

31. 

 

34. 

 

11. 

 

17. 

 

39. 

 

 

35. 

 

37. 

It is difficult to assess the impact of the consumer’s personal issues on their level of 

risk for aggression -2 

Nurses do not understand how trauma-informed care can reduce consumer’s risk for 

aggression -2 

It is challenging to empower consumers to self-manage their level of risk for 

aggression -3 

Consumers who have a high risk for aggression should not be involved in their own 

care -3 

There is no intervention to support consumers learn effective strategies to self-

manage their risk for aggression -3 

Items ranked at -4 

Nurses are not confident to communicate therapeutically with consumers who have a 

high risk for aggression -4 

Using physical and chemical interventions is necessary to reduce aggression -4 

 

The participants’ responses to statements 35 and 37 indicated that nurses were confident 

to use therapeutic communication and should not need to use restrictive practice to reduce 

aggression. This interpretation was supported by rank-ordered statements 1, 11, 17, 24, 27 

and 39, which highlighted participants’ position about collaborating with consumers. This 

was reinforced by their opinions with statements 6, 10, 31 and 34, which emphasised that 

nurses engaging consumers in co-production implemented more personalised, therapeutic, 

and trauma-informed care principles and support individuals to achieve personal recovery. 

 

Factor II: Reassure consumers that are going through a difficult time 

Factor II contributed to 7.9% of the variance and consisted of 13 statements (Table 5). 

The participants’ rank-ordered statements 4, 12, 16, 20 and 21 highlighted their beliefs that 

recovery-focused care provided reassurance to consumers who are going through a difficult 

time. 

 

Table 5. 

Factor interpretation crib sheet for factor II 

 

4. 

 

23. 

 

 

21. 

 

34. 

 

35. 

Items ranked at +4 

Recovery-focused care is useful to reduce the impact of the consumer’s static 

(historical) risks for aggression +4 

It is a common nursing practice to involve consumers in their own treatment and care 

during the acute phase of their mental illness +4 

Items ranked higher in Factor II array than in other factor arrays 

It is important to explore the impact of personal and mental health crisis on the 

consumer’s risk for aggression +3 

Nurses do not understand of how trauma-informed care can reduce consumer’s risk 

for aggression +3 
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27. 

 

 

10. 

20. 

12. 

 

16. 

37. 

 

11. 

 

18. 

Nurses are not confident to communicate therapeutically with consumers who have a 

high risk for aggression +3 

An aggressive incident is a learning opportunity for the consumer to learn about their 

strengths and weaknesses +2 

Items ranked lower in Factor II than in other factor arrays 

Little gestures of care are important to reduce aggression -1 

Dysregulated behaviour is aggression regardless of their trigger -2 

Facilitating recovery-focused care is not suitable for a person who is under the 

influence of drug and alcohol or acute psychiatric symptoms -3 

Recovery-focused care is not suitable for acute mental health settings -3 

Using physical and chemical interventions is necessary to reduce aggression -3 

Items ranked at -4 

It is challenging to empower consumers to self-manage their level of risk for 

aggression -4 

It is difficult to collaborate care with consumers who have a high risk for aggression -

4 

 

There was a high level of agreement among participants, who loaded significantly onto 

factor II that nurses should display more sensitivity and empathy when consumers experience 

a personal crisis. This was further supported by rank-ordered statements 18 and 23 that it was 

common for nurses to have to spend time with consumers and validate their lived experience, 

so that they coped more effectively with their distress. The participants agreed with statement 

27 and disagreed with statement 11, which suggested that they viewed each aggressive 

incident as an opportunity to help consumers to learn about their strengths and weaknesses. 

This was supported by their rank-ordered statements 10, 34, 35, and 37 which suggested that 

even though nurses may be unsure of how to promote recovery for consumers experiencing a 

personal crisis, they should avoid the use of the restrictive practice as the display of patience 

allows consumers more time to self-regulate their behaviour.  

 

Factor III: Interact to explore the impact of the consumer’s lived experiences  

Factor III contributed to 5.5% of the variance and consisted of 11 statements (Table 6) 

which revealed that recovery-focused care was to interact and explore the impact of the 

consumers’ negative experiences. The participants’ level of agreement for statements 2 and 

22 revealed their opinions that nurses were familiar with how people who were traumatised 

behaved in the acute mental health settings and that they would assess the consumer’s past 

and present trauma to determine their level of risk for aggression. 

 

Table 6. 

Factor interpretation crib sheet for factor III 
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2. 

 

22. 

 

 

7. 

 

11. 

 

30. 

 

10. 

 

19. 

 

27. 

 

36. 

 

 

25. 

 

39. 

Items ranked at +4 

Nurses are familiar with how the consumer’s past and present trauma can impact on 

their level of risk for aggression +4 

Nurses can assess the consumer’s past and present trauma to determine their level of 

risk for aggression +4 

Items ranked higher in Factor III array than in other factor arrays 

Nurses can support consumers to reflect and learn how to self-manage their behaviour 

+3 

It is challenging to empower consumers to self-manage their level of risk for 

aggression +3 

Providing positive reinforcements can encourage consumers to self-manage their 

level of risk for aggression +3 

Little gestures of care are important to reduce aggression +2 

Items ranked lower in Factor III than in other factor arrays 

Consumers who have a high risk for aggression do not want to establish therapeutic 

alliance with nurses -3 

An aggressive incident is a learning opportunity for the consumer to learn about their 

strengths and weaknesses -3 

There is no information for consumers to cope with their level of distress in the 

hospital -3 

Items ranked at -4 

Meeting the consumer’s personal needs is an effective way to reduce aggression in 

the hospital -4 

There is no intervention to support consumers to learn effective strategies to self-

manage their risk for aggression -4 

 

The participants’ rank-ordered statements 7, 25 and 27 highlighted the need to focus on 

supporting consumers to reflect on the impact of their past and present trauma on their 

current presenting behaviour in the hospital. This was evidenced by participants’ rank-

ordered statements 10, 11 and 30 that nurses who have knowledge of trauma-informed care 

displayed a higher level of empathy for consumers who may become aggressive and would 

use little gestures of care and positive reinforcement to support them to regain control of their 

behaviour. The participants’ responses to statements 19, 36 and 39 indicated that nurses who 

have knowledge of trauma-informed care avoided the use of restrictive practices and explored 

alternative strategies to reduce the consumer’s aggression risk. 

 

Factor IV: Support co-production to reduce triggers for aggression 

Factor IV contributed to 4.4% of the variance and consisted of 16 statements (Table 7). 

This group agreed with statements 29 and disagreed with statements 12 provided insight into 

their perception that recovery-focused care supported co-production to reduce triggers for 

aggression. 
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Table 7. 

Factor interpretation crib sheet for factor IV 

 

11. 

 

37. 

 

18. 

 

29. 

 

36. 

 

14. 

20. 

13. 

 

 

7. 

 

22. 

 

 

34. 

 

5. 

 

6. 

 

40. 

 

 

12. 

 

32. 

Items ranked at +4 

It is challenging to empower consumers to self-manage their level of risk for 

aggression +4 

Using physical and chemical interventions is necessary to reduce aggression +4 

Items ranked higher in Factor IV array than in other factor arrays 

It is difficult to collaborate care with consumers who have a high risk for aggression 

+3 

Using therapeutic communication to reduce aggression can support consumers re-

evaluate their own strengths and abilities during a crisis +3 

There is no information for consumers to cope with their level of distress in the 

hospital +3 

Consumers who are aggressive are unlikely to collaborate care with nurses +2 

Dysregulated behaviour is aggression regardless of their trigger +2 

Using medication is more effective than using interpersonal interventions to reduce 

aggression +1 

Items ranked lower in Factor IV than in other factor arrays 

Nurses can support consumers reflect and learn how to self-manage their own 

behaviour -1 

Nurses can assess the consumer’s past and present trauma to determine their level of 

risk for aggression -2 

Nurses do not understand how trauma-informed care reduce consumer’s risk for 

aggression -2 

Aggression can be caused by the disruption to the consumer’s familiar routine or 

lifestyle in the hospital -3 

It is important to get to know the consumer to reduce their level of risk for aggression 

-3 

There is no opportunity in the hospital to coach consumers develop effective 

strategies to reduce aggression -3 

Items ranked at -4 

Facilitating recovery-focused care is not suitable for a person who is under the 

influence of drug and alcohol or acute psychiatric symptoms -4 

Education and training do not prepare nurses to support consumers self-regulate their 

level of risk for aggression -4 

 

The participants’ rank-ordered statements 32, 34 and 40 highlighted their perspectives 

that nurses were equipped to collaborate with consumers to reduce their triggers for 

aggression. However, their responses to statements 6, 11, 13, 14, 18, 20, and 37 revealed that 

it was challenging to manage their clinical workload and incorporate spending designated 

interpersonal time with consumers. Consequently, the competing non-nursing and 

administrative tasks can significantly impact on nurses’ ability to use recovery-focused care 

and assess the impact of the consumers’ past and present trauma (-2) and lived experience of 

being in hospital (-3). The lack of information about the person’s triggers could prevented 

nurses from collaborating with consumers to provide them with information to cope with 
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their level of distress (+3) or to support them to reflect and learn how to self-manage their 

behaviour (-1). 

 

Factor V: Encourage and support consumers to take ownership of their recovery 

journey 

Factor V contributed to 4.1% of the variance and consisted of 12 statements (Table 8) 

which indicated that recovery-focused care supported consumers to take ownership of their 

recovery journey. The participants’ rank-ordered statements 15, 16 and 26 revealed their 

agreement that nurses were well-positioned health professionals in acute mental health 

settings to travel alongside consumers in their recovery journey to encourage and support 

them to face and overcome identified triggers for aggression. 

 

Table 8. 

Factor interpretation crib sheet for factor V 

 

26. 

 

29. 

 

 

9. 

 

11. 

 

40. 

 

 

21. 

 

34. 

 

16. 

33. 

37. 

 

3. 

15. 

 

Items ranked at +4 

Supporting consumers to identify their coping mechanisms is effective to reduce 

aggression +4 

There is no intervention to support consumers learn effective strategies to self-

manage their risk for aggression +4 

Items ranked higher in Factor V array than in other factor arrays 

Validating the consumer’s feelings of being admitted to hospital can reduce their level 

of risk for aggression +3 

It is challenging to empower consumers to self-manage their level of risk for 

aggression +3 

There is no opportunity in the hospital to coach consumers to develop effective 

strategies to reduce aggression +3 

Items ranked lower in Factor V than in other factor arrays 

It is important to explore the impact of having a personal and mental health crisis on 

the consumer’s risk for aggression -2 

Nurses do not understand how trauma-informed care reduce consumer’s risk for 

aggression -2 

Recovery-focused care is suitable not for acute mental health settings -3 

Nurses are not equipped to talk to consumers about their risk for aggression -3 

Using physical and chemical interventions is necessary to reduce aggression -3 

Items ranked at -4 

Consumers are more likely to become aggressive when they have unmet needs -4 

It is not nurses’ responsibility to support consumers make adjustment to their familiar 

lifestyle and daily routines in the hospital -4 

 

While nurses could encourage consumers to take ownership of their recovery journey, the 

participants’ rank-ordered statements 11, 29, 37 and 40 revealed that it was challenging for 

nurses as they are health professionals expected to intervene to reduce aggression. As such, 
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their rank-ordered statements 3 and 21 highlighted that consumers were likely to display 

aggression when they did not experience care that supported them to take ownership of their 

recovery journey as their mental health improved. This was evidenced by their rank-ordered 

statements 9, 33 and 34, that nurses should be more supported by their health organisation to 

use recovery-focused care, so they were able to fully assess the consumer’s strengths and 

weakness to develop personalised care to support them to regain control of their life 

 

DISCUSSION 

Currently, there is a lack of research (Waldemar et al., 2019) on the translation of 

recovery-focused care clinically in acute mental health settings (Cleary et al., 2013; Gilburt et 

al., 2013; Le Boutillier, Chevalier, et al., 2015a; McKenna, Furness, Dhital, Ennis, et al., 

2014). As a result, there is a lack of a shared understanding of using recovery-focused care in 

the acute mental health settings and this is needed to develop evidence-based quality nursing 

practice (Le Boutillier, Chevalier, et al., 2015b). With the use of Q methodology, nurses’ 

knowledge and skill components of recovery-focused care to reduce the potential for 

aggression were analysed using factor analysis to generate five factors, highlighting the most 

important aspects of recovery-focused care in reducing the risk of aggression. The five 

factors reveal that using recovery-focused care to reduce aggression is a process that nurses 

take to empower consumers to feel safe to share their thoughts and emotions, so that they can 

use their lived experience expertise to take ownership of their recovery journey. 

The factor of ‘Acknowledge the consumer’s experience of hospitalisation’ highlighted that 

recovery-focused care reduces the impact of the consumers’ experiences of being hospitalised 

on their aggression risks. Nurses using recovery-focused care encourage consumers to express 

their feelings of being hospitalised, and thereafter personalise care to minimise or eliminate 

potential associated triggers for aggression (Ilkiw-Lavalle & Grenyer, 2003). This is consistent 

with previous research that people who are admitted involuntarily to the acute mental health 

settings are likely to regard themselves as victims of the situation (Whittington & Richter, 

2005), trapped, incarcerated, and/or punished for having a mental illness (Eldal et al., 2019). 

When admitted to hospital, consumers are likely to display aggression in response to the loss 

of privacy and personal space, freedom of choice, and control of their situations (Barlow et al., 

2000; Gudde et al., 2015). 

The factor of ‘Reassure consumers that are going through a difficult time’ emphasised that 

recovery-focused care validates the consumers’ thoughts and emotions and supports them to 

identify socially acceptable ways to express themselves. Nurses using recovery-focused care 
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acknowledge the uniqueness of the consumer’s mental health struggles and vulnerability. As 

such, they will spend time to ensure that the person feels safe and supported, so that they are 

empowered to talk about their experiences (Eldal et al., 2019). When consumers find strengths 

to talk to nurses and others about their experiences, they are more likely to rebuild their sense 

of efficacy and overcome the impact of their past and present trauma and lower their aggression 

risk (Kelly et al., 2014). 

The factor of ‘Interact to explore the impact of the consumer’s lived experiences’ indicated 

that recovery-focused care emphasises the use of effective communications to reduce 

aggression. Nurses using recovery-focused care view the consumer’s risk for aggression as an 

opportunity to engage with the individual in a dialogue and discuss a plan to support their 

recovery journey (Camuccio et al., 2012). The display of positive attitudes and interest to 

engage with the consumer is important to help them to build confidence and feel supported in 

their recovery journey (Eldal et al., 2019; Hungerford & Fox, 2014; Jacob et al., 2017). This 

can support consumers to feel that they are being understood and validated, thus improve the 

therapeutic nurse-consumer relationship and reduce interpersonal triggers for aggression 

(Gaillard et al., 2009). Moreover, when the consumer feels that his/her voice is being heard, 

they are more likely to use effective communication to personalise care and treatment that 

support their recovery journey (Wright et al., 2014).  

The factor of ‘Support co-production to reduce triggers for aggression’ highlighted that 

recovery-focused care focuses on the consumer’s strengths and potential to self-manage their 

behaviours. Nurses using recovery-focused care recognise that consumers are experts by lived 

experiences and have developed coping mechanisms to deal with personal setbacks (Slade, 

2013). As such, nurses are willing to take positive risks to actively involve consumers in co-

production to reduce the potential for aggression (Higgins et al., 2016). The display of trust 

and optimism for the consumers’ strengths and ability is also crucial for them to mobilise their 

strengths and potentials to assume greater ownership of their recovery (Kidd et al., 2015; Lim 

et al., 2019b; Zugai et al., 2015). 

The factor of ‘Encourage and support consumers to take ownership of their recovery 

journey’ showed that recovery-focused care stresses on supporting consumers to self-determine 

interventions to reduce aggression. Nurses using recovery-focused care recognise the 

importance of facilitating consumers to achieve self-responsibility, accountability, and 

ownership of their recovery journey (Santangelo et al., 2018). This is supported by existing 

literature that consumers in the process of recovery are able to direct their own recovery journey 

(Singh et al., 2007). As such, nurses will support consumers to make or share decision, or 
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negotiate ways to facilitate self-determined strategies to minimise or eliminate risks, rather than 

implementing a risk-averse approach (McKenna, Furness, Dhital, Park, et al., 2014). When 

consumers feel empowered to influence or change the trajectory of their care and treatment, 

they are more likely to assume responsibility of their own behaviour and collaborate with 

nurses to facilitate their recovery (Dahlqvist Jonsson et al., 2015; Taylor et al., 2017).\ 

 

IMPLICATION TO CLINICAL PRACTICE 

The finding of this research revealed that relationship building and promoting recovery is 

a central premise of all interactions that nurses have with consumers (Jeffery & Fuller, 2016; 

Santangelo et al., 2018; Wilson et al., 2017; Zugai et al., 2015). The five factors provide insight 

into nurses’ shared views of their knowledge and skills of using recovery-focused care to 

reduce aggression. This finding supports existing literature that nurses are health professionals 

that have developed understanding of how recovery-focused care can be translated clinically 

due to their prolonged presence in the acute mental health settings (Felton et al., 2018; Passley-

Clarke, 2019; Rickwood & Thomas, 2017; Wyder et al., 2017). However, existing literature 

reports that nurses are required to focus on risk assessment and management and if necessary, 

intervene with restrictive practice to protect all consumers and staff (Gunasekara et al., 2014; 

Meehan et al., 2017; Muir-Cochrane & Duxbury, 2017). Many nurses continue to find 

themselves having limited time or opportunity (McKeown et al., 2019; Molin et al., 2018; Rio 

et al., 2020) to prioritise and provide genuine and quality care for consumers due to the 

conflicting and competing clinical priorities (Le Boutillier, Chevalier, et al., 2015a; Le 

Boutillier, Slade, et al., 2015; Mellow et al., 2018; Wilson et al., 2017). The opinions expressed 

by the 40 nurses who participated in this study support the findings of previous studies that 

nurses should be better supported with adequate staffing levels, so that they can priorities care 

that supports the consumers’ personal recovery in acute mental health settings (McKeown et 

al., 2019; Stewart et al., 2010). 

The findings highlight that nurses establish therapeutic relationships with consumers, and 

thereafter use recovery-focused care to support them to self-regulate their risk for aggression 

(Chambers, 1998; Santangelo et al., 2018). However, nurses working in the acute mental health 

settings are often expected to be risk aversive to maintain a safe environment (Hylén et al., 

2019; Wyder et al., 2017). So when consumers become aggressive, nurses may feel pressured 

to use restrictive practice prematurely, even when they feel that they can use recovery-focused 

care to achieve better recovery outcomes for the individual (Riahi et al., 2016). The 

expectations placed on nurses to maintain control and manage aggression are incompatible to 
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the education and training that made nursing a caring profession. Therefore, many nurses are 

struggling to maintain their therapeutic role in acute mental health settings (Cleary et al., 2013; 

McKenna, Furness, Dhital, Ennis, et al., 2014; Wilson et al., 2017). 

A mental health culture of care that has a strong focus on risk management and safety of 

consumers can result in a depletion of a specialist mental health nursing workforce who are 

competent to use recovery-focused care (Gunasekara et al., 2014; McKeown et al., 2019; 

Meehan et al., 2017; Muir-Cochrane & Duxbury, 2017). The literature highlighted that for 

nurses to use recovery-focused care, they must develop specialist mental health nursing 

knowledge and skills to comfortably and competently work with people with lived experience 

(Dawood, 2013). For example, they must be able to establish therapeutic relationships with 

people with personality disorders, past and present trauma, forensic history, substance abuse, 

and active symptoms of psychosis (Barr et al., 2019). Without specialist mental health 

nursing knowledge and skills, nurses can only focus on behavioural and symptom 

management to reduce aggression, even though it is in direct opposition to their beliefs and 

understanding of mental health recovery (Barr et al., 2019; Giarelli et al., 2018; Lim et al., 

2019b; Meehan et al., 2017). Further considerations should be given to developing a skilled 

mental health nursing workforce so that recovery-focused care is not tokenistic, but truly 

integrated into all areas of mental health settings (Happell & McAllister, 2015; Reid et al., 

2018). 

 

CONCLUSION 

In conclusion, nurses must have the knowledge and skills needed to enable them to use 

recovery-focused care and support consumers with high risks for aggression achieve their 

recovery. Their contribution to the consumer’s recovery should be recognised so that they are 

empowered to use recovery-focused care in acute mental health settings. When nurses focus 

on supporting consumers to achieve their personal recovery, stronger therapeutic alliances are 

fostered to enable nurses to understand the consumers’ reason for their behaviour and use more 

person-centred care to reduce aggression (Holley & Gillard, 2018). The findings of this study 

are useful for improving mental health care academic and clinical education and training for 

nurses and other health professional in aggression prevention and management. The findings 

are useful in future research and quality improvement projects to translate the use of recovery-

focused care into all areas of health services for consumers with high risks for aggression. 
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