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Abstract  

The attitude of nurses and treatment staff is crucial in the treatment of patients who self-

harm. However, many patients experience that attitude as negative. The aim of this study 

was to investigate the psychometric properties of the Dutch version of the Attitude 

Towards Deliberate Self-Harm Questionnaire. A total of 261 questionnaires were used to 

measure validity and reliability. Sensitivity to change was measured using a post-test 

measurement (N=171) and a subgroup of 78 participants were given the questionnaire 

twice for test-retest measurement. Factor analysis revealed four factors explaining 33% of 

the variance. Cronbach’s alpha values ranged between .585 and .809, with .637 for the 

total scale. Intraclass Correlation Coefficient was assessed in order to estimate test-retest 

reliability, revealing the questionnaire was stable over time; the exception was factor 3, 

which had a value of .63. Finally, the questionnaire was sensitive to change, showing 

significant increases between pre-test and post-test measurements in the total score and in 

three of the four factors. We conclude that the Dutch version of the Attitude Towards 

Deliberate Self-Harm Questionnaire possesses adequate psychometric properties and is 

an acceptable instrument for measuring the attitude of nurses and healthcare staff towards 

patients who self-harm in Dutch-speaking countries.    
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Introduction  

Self-harm is a common phenomenon among patients who receive treatment in mental 

health services. It is estimated that 20 to 40% of adult psychiatric patients show self-

harming behaviour [1-3] and up to 60% of adolescent psychiatric patients [4-6].  

The attitude of nurses and healthcare staff is crucial when treating people who 

self-harm. Recent guidelines emphasize that this attitude should be respectful, 

compassionate and understanding, and without moral judgment about self-harming 

behaviour [7, 8]. Nurses and staff should aim to develop a positive therapeutic 

relationship, enabling open communication about feelings and thoughts concerning the 

patient’s underlying problems [9-11].  

Yet many patients experience the attitude of healthcare staff as negative. Patients 

feel staff speak to them in a derogatory manner [12]; they feel ignored [13]; they perceive 

a lack of sympathy [14]; and they feel humiliated when in contact with staff [7]. As a 

consequence, they may avoid care, with the risk of an increase in morbidity and mortality 

[15]. 

Several studies indicate that specialized training may be an effective way to 

improve the attitude of nurses and staff towards patients who self-harm [16-20]. In order 

to measure the attitude of healthcare staff, McAllister and colleagues developed the 

Attitude Towards Deliberate Self-Harm Questionnaire (ADSHQ) [15]. This questionnaire 

has been used in several studies [18, 21, 22] and has acceptable psychometric properties. 

A second instrument for measuring the attitude of healthcare staff towards self-harm is 

the Self-Harm Antipathy Scale (SHAS) [23]. It is used to measure the antipathy of 

nursing staff in secure healthcare facilities [24] and in emergency departments [25]. The 

SHAS also has acceptable to good psychometric properties [17]. Compared with the 

SHAS, the ADSHQ measures more components of the attitude towards self-harm. Where 

the SHAS mainly measures different aspects of empathy and antipathy towards self-

harm, the ADSHQ also measures cognitive and behavioural aspects regarding self-harm. 

According to Azjen and Fishbein (2005), attitude is a multidimensional construct with 

cognitive, affective, and behavioural components.   

Until now, there has been no Dutch-language instrument for measuring the 

attitude of healthcare staff towards patients who show self-harming behaviour. This 
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article describes the translation of the ADSHQ into Dutch and the initial stages of the 

validation process. 

 

Methods 
Design 

The authors conducted a psychometric study in which they had the ADSHQ translated 

into Dutch and tested its psychometric properties: construct validity (factor analysis), 

test-retest reliability, internal consistency and content validity. Sensitivity to change 

(responsiveness of the scale) was also assessed.  

   

The instrument: the Attitude Towards Deliberate Self-Harm Questionnaire 

The Attitude Towards Deliberate Self-Harm Questionnaire (ADSHQ) [15] was 

developed to measure the attitude of emergency department nurses in Australia towards 

patients who self-harm. The questionnaire consists of 33 items and uses a four-point 

Likert scale, ranging from 1 ‘strongly disagree’ to 4 ‘strongly agree’. The total score 

ranges from 33 to 132, with a higher score indicating a more positive attitude. One third 

of the questions are phrased as negatives to reduce response bias [15].    

 

Four factors were identified in the psychometric evaluation of the original ADSHQ: 

(1) Perceived confidence in assessment and referral of self-harm patients (8 items)  

(2) Dealing effectively with self-harm patients (6 items) 

(3) Empathic approach (5 items) 

(4) Ability to cope effectively with legal and hospital regulations that guide practice (6 

items)  

The remaining eight items did not load on any factor [15].  

The original ADSHQ had a low internal consistency (Cronbach’s alpha) of .42 for 

the total score, but acceptable scores for the separate factors: factor 1: α = .71, factor 2: α 

= .73, factor 3: α = .67, factor 4: α = .57. 
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Sample  

The study sample consisted of nurses and healthcare staff at eight psychiatric hospitals 

and one forensic-psychiatric hospital who took part in a training programme aimed at 

improving professionals’ attitude and behaviour towards patients who self-harm [20]. All 

trainees (N=360) were asked to complete the questionnaire at two points (pre-test and 

post-test) during the programme. For this validation study, we used the data of the pre-

test measurement (N=261). To measure the sensitivity to change, we also used the post-

test measurements (N=171). In addition, for test-retest measurements, a subgroup of 

trainees was asked to complete the questionnaire a second time, at a ten-week interval, 

before the start of the intervention. This subgroup consisted of 78 participants from three 

psychiatric hospitals.  

Because this study involves clinicians only and no patients, review and approval 

by an Ethics Committee was not necessary under Dutch legislation. 

 

The instrument translation process 

The ADSHQ was translated into Dutch by a sworn translator with knowledge about self-

harm. Three researchers with expertise in the field of self-harm reviewed the translations 

and checked whether the essential meaning of each item had been properly conveyed. A 

sworn translator with no knowledge of self-harm translated the Dutch version back into 

English. The same three researchers discussed the translations again until they reached 

consensus about the semantic equivalence of the items (content validity). The final 

version was tested for feasibility with thirteen mental health nurses. They confirmed that 

the translated version of the questionnaire was understandable and easy to complete.  

 

Data Collection 

Questionnaires were sent to the training programme participants either by e-mail or by 

post. Each participant received detailed information about the study and the questionnaire 

as well as instructions on completing it. Anonymity of the participants was guaranteed. 

The return of the questionnaires served as consent for participation. A reminder was sent 

in order to improve response rates. Background data on the participants were collected: 

gender, age, years of employment in psychiatry, education, experience with self-harm 
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(professional and private), and whether the participant had had previous education on 

self-harm. The study took place between 2009 and 2011.  

 

Data analysis 

Exploratory principal component analysis (PCA) was conducted to identify clusters of 

related variables [26]. The scree-test criterion and the interpretability of the items were 

used to determine the number of factors. Factors were included if they had an eigenvalue 

greater than 1.0 and factor loadings of more than .40 [27]. An orthogonal varimax 

rotation was performed to improve the interpretability of the factors. 

To estimate the test-retest reliability, the Intraclass Correlation Coefficient (ICC) 

was assessed, based on the two-way random effect model. The recommended minimum 

standard for reliability is .70 [28].  

Internal consistency was determined by using Cronbach’s alpha, with ≥ .60 as an 

acceptable value [28, 29].  

To establish sensitivity to change, a paired sample t-test was performed with the 

pre-test and post-test measurements within this research design.  

Significance level for all tests was set here at α ≤ 0.05. 

Prior to analysis, a missing-values analysis was performed. Questionnaires with 

more than 20% missing values were deleted. For questionnaires with missing values of 

less than 20%, the ‘case mean substitution’ method was used to replace the missing 

value. According to Shrive and colleagues [30], this method can be used for up to 30% 

missing items. IBM SPSS Statistics for Windows, version 20.0 (Armonk, NY: IBM 

Corp.) was used to perform the statistical analysis.  

 

Results 

Participants  

A total of 261 questionnaires were completed (73%). Twenty-one percent of the 

respondents were men and 79% women. Their mean age was 39 years (range 19-63). 

They worked an average of 12 years in (forensic) psychiatry (range .5-39). Most of the 

participants had professional experience with self-harm (94%) and 21% also had personal 

experience with self-harm (themselves, family or friends). Only five percent had 
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followed a previous training programme concerning self-harm. Almost half of the 

participants were nurses (49%). See Table 1 for the professional backgrounds of the 

participants. 

  
Table 1: Professional backgrounds of the participants   

 Number  %  
Certified Nurse Assistant  3  1.0 
Registered nurse 129  49.4 
Social worker 35 13.4 
(Clinical) Psychologist/psychotherapist 14  5.3 
Psychiatrist 1  0.4 
Occupational therapist  14  5.3 
Others (like trainer or manager) 7  2.7 
Unknown  58 22.5 
Total 261  100 
 

Principal Component Analysis (PCA)  

The PCA showed eleven factors with eigenvalues > 1.0. The scree plot revealed four, 

seven and eleven factors as possible cut-off points. Based on the content of the items, the 

original instrument (with four factors), and the sharpest point of inflexion of the scree 

plot, a four-factor structure was chosen. Kaiser-Meyer-Olkin (KMO) measure was .7 and 

Bartlett’s test of sphericity was significant, indicating goodness of fit of the sample. As 

factor loadings were low (<.3), orthogonal varimax rotation was used for rotation. The 

four factors extracted accounted for 33% of the total variance. Factor loadings of more 

than .4 were included, leading to nine variables not loading on any factor; see Table 2: 

Factor loadings. The factors were named in accordance with the original factor structure: 

‘Dealing effectively with self-harm patients’ (factor 1, 7 items), ‘Perceived confidence in 

assessment and referral of self-harm patients’ (factor 2, 6 items), ‘Empathic approach’ 

(factor 3, 6 items) and ‘Ability to cope effectively with legal and hospital regulations that 

guide practice’ (factor 4, 5 items).  

 

Table 2: Factor loadings  

Component and Item 1 2 3 4 

15. I deal effectively with deliberate self-harm patients .769    

1. Overall, I am satisfied with the control I have in dealing with 
deliberate self-harm patients in my unit 

.712    
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23. I feel as though I have the appropriate knowledge in 
counselling skills to help deliberate self-harm patients 

.699    

26. I feel as though I have the appropriate knowledge in of 
communication skills to help deliberate self-harm patients 

.671    

8. I feel useful when working with deliberate self-harm patients .656    

5. I often feel helpless in dealing with the problems of deliberate 
self-harm patients  

.583    

10. I feel as though I have the appropriate knowledge in first aid 
skills to help deliberate self-harm patients 

.539    

25. Self-harm patients are just using ineffective coping 
mechanisms 

    

13. Assessing risk of future deliberate self-harm is an important 
skill for me to have 

 .578   

20. Risk assessment is an important skill for me to have  .551   
28. Providing deliberate self-harm patients information about 

community support groups is a good idea 
 .546   

12. Knowledge of referral sources is important when dealing with 
deliberate self-harm patients 

 .533   

19. Ongoing education and training would be useful in helping 
me deal appropriately with deliberate self-harm patients 

 .521   

24. Referral of deliberate self-harm patients to external consultant 
services for further assessment or treatment is an effective 
course of action 

    

27. I feel sorry for patients who deliberately self-harm     

17. Patients who deliberately self-harm have been hurt and 
damaged in the past 

    

29. Self-harm patients are victims of some other social problems     

18. When a patient presents again with deliberate self-harm, I 
actively use actions calculated to discourage her or him from 
coming back 

  .617  

21. Patients who deliberately self-harm are just attention seekers   .596  

11. Self-harm patients just clog up the system   .548  

14. Dealing with self-harm patients is a waste of the healthcare 
professional’s time 

  .537  

4. There is little I can do to help deliberate self-harm patients 
change many of the events that take place in their lives 

  .419  

2. There is really no way I can help solve some of the problems 
the deliberate self-harm patient has 

  .402  

3. Sometimes I feel that I’m being used by deliberate self-harm 
patients 

    

9. The way the hospital system works effectively encourages    .681 
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repetition of deliberate self-harm behaviour 

16. The hospital system impedes my ability to work effectively 
with deliberate self-harm patients 

   .636 

31. The legal system impedes my ability to work effectively with 
deliberate self-harm patients 

   .569 

6. Sometimes I feel that I’m being used by the hospital system     .559 

32. I feel that patients who self-harm are treated less seriously by 
the medical staff than patients with serious medical problems 

   .502 

33. Sometimes people self-harm because their cultural beliefs 
condone this practice when they are dealing with traumatic 
issues 

    

7. What happens to me in this job mostly depends on me     

Percentage of explained variance 11.60 8.69 7.93 5.07 

 

 
Test-retest reliability 

The ICC for the total score of the ADSHQ was .76 between the first and the second test, 

indicating the stability of the instrument. The ICC for the different factors was: factor 1 = 

.70, factor 2 = .84, factor 3 = .63 and factor 4 = .77. This means the score for factor 3 is 

below the minimum standard of .70 [28], indicating this factor was insufficiently stable in 

this study. 

 

Internal consistency 

The total Dutch ADSHQ had a Cronbach’s α of .623. For factor 1 α was .809, factor 2: 

.471, factor 3: .617 and factor 4: .665. The internal consistency of factor 2 improved to 

.606 when item 30 was deleted from the scale (as suggested by statistical analyses), with 

no substantial impact on the Cronbach’s α of the total scale. However, the α of factor 3 

declined to .443. Internal consistency could be further improved by deleting item 22; 

after removal of this item, Cronbach’s α improved to .637 for the total scale, and to .585 

for factor 3 (See Table 3: Cronbach’s alpha of the original ADSHQ and of the Dutch 

version). 
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Table 3: Cronbach’s alpha of the original ADSHQ and of the Dutch version 

 N total  factor 1  factor 2  
 

factor 3 factor 4  

α original  352 .423 .738 .712 .674 .570 
α Dutch version  261 .623 .809 .471 .617 .665 
α Dutch version  
    without item 30  

261 .629 .806 .606 .443 .631 

α Dutch version  
    without items 22 and 30  

261 .637 .809 .617 .585 .631 

NB: based on PCA, factor 1 and 2 are reversed in the Dutch version in comparison with the original 
instrument. For ease of interpretation in this table, the factors of the Dutch version are  held, and factor 1 of 
the original instrument is called factor 2 and factor 2 is called factor 1.  

 

Sensitivity to change  

The pre-test and post-test ADSHQ scores of professionals who participated in training 

aimed at their attitude and behaviour towards patients who self-harm showed significant 

increases in the total score and in three of the four factors [20]; see Table 4: Pre-test/post-

test results of the ADSHQ (paired t-tests). This indicates that the ADSHQ is sensitive to 

changes.   

 

Table 4: Pre-test/post-test results of the ADSHQ (paired t-tests) 

  
N 

Pre-test 
M 

 
SD 

Post-test 
M 

 
SD 

 
t-
statistic  

 
p (2-
tailed) 

ADSHQ total 
(attitude) 

171 95.56 5.14 98.67 5.89 -7.84 .000 

ADSHQ 1 
(dealing 
effectively)  

171 16.60 2.30 18.11 1.90 -9.51 .000 

ADSHQ 2 
(assessment 
and referral) 

171 22.79 2.00 23.29 2.02 -3.09 .002 

ADSHQ 3 
(empathic 
approach)  

171 16.33 1.52 16.80 1.62 -3.81 .000 

ADSHQ 4 
(legal and 
hospital 
regulations) 

171 17.85 2.11 17.54 2.60 1.85 .066 
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Discussion  

In this study we investigated the psychometric properties of the Dutch version of the 

ADSHQ, a self-report questionnaire that measures the attitude of healthcare staff towards 

patients who self-harm. The same four factors were found as in the original instrument, 

but with some differences. The first difference is in the factors that explain most of the 

variance: in the original instrument, the factor ‘Perceived confidence in assessment and 

referral of self-harm patients’ explained most of the variance, whereas in the Dutch 

version most of the variance is explained by the factor ‘Dealing effectively with self-

harm patients’. This difference may be due to the difference in the samples: a sample of 

emergency department nurses versus a sample of healthcare staff mainly working in 

psychiatric settings.   

Second, there are differences between the items loading on the factors. Our first 

factor is comparable with the second factor of the original ADSHQ: ‘Dealing effectively 

with self-harm patients’. However, our version has one more item, namely item 10: ‘I 

feel as though I have the appropriate knowledge in first aid skills to help deliberate self-

harm patients’. This appears to be easily explained, as this item refers directly to 

knowledge and skills needed to effectively care for patients who self-harm. We used the 

same name for this factor.  

Our second factor is comparable to the first factor of the original instrument, 

named ‘Perceived confidence in assessment and referral of self-harm patients’, with six 

instead of eight items. Three items of the original factor did not load sufficiently on our 

factor. Two of them, namely 17: ‘Patients who deliberately self-harm have been hurt and 

damaged in the past’ and 29: ‘Self-harm patients are victims of some other social 

problems’, do not refer directly to assessment and referral, although they describe 

underlying problems of self-harming behaviour. Item 24: ‘Referral of deliberate self-

harm patients to external consultant services for further assessment or treatment is an 

effective course of action’ is more relevant for the respondents in the original sample of 

emergency nurses than for our sample of mental healthcare workers in clinical mental 

health services, which can probably explain the differences in factor loadings. Item 13: 

‘Assessing risk of future deliberate self-harm is an important skill for me to have’, which 

loaded on this factor in the Dutch version, is more relevant in long-term clinical 
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situations than in the emergency department; when the future risk is known, this makes 

intervention and prevention of self-harm possible. This second factor concerns 

assessment and referral, so we used the same name for this factor as in the original 

version of the ADSHQ.  

The third factor of the original English version of the ADSHQ, named ‘Empathic 

approach’, is comparable to our third factor, so we used the same name for this factor. 

However, this third factor in our study has six instead of five items. In our study, item 25: 

‘Self-harm patients are just using ineffective coping mechanisms’ did not load enough on 

this third factor. This item refers to self-harm knowledge and to empathy, and apparently 

there was a heavier emphasis on knowledge in the Dutch version. By contrast, we found 

two more items with sufficient loadings on factor 3, i.e. item 18: ‘When a patient presents 

again with deliberate self-harm, I actively use actions calculated to discourage her or him 

from coming back’ and 4: ‘There is little I can do to help deliberate self-harm patients 

change many of the events that take place in their lives’. Item 18 is clearly related to 

empathy: it expresses the loss of empathy in the event of repeated self-harming 

behaviour. Item 4 indicates some reluctance towards helping patients who self-harm, 

which can be related to empathy as well. 

The fourth factor in our study was given the same name as in the study carried out 

by McAllister et al., namely ‘Ability to cope effectively with legal and hospital 

regulations that guide practice’, owing to the similarity of items loading on this factor, 

with one exception. Item 22: ‘Sometimes, when all other actions have failed, I feel the 

need to go to extremes when dealing with deliberate self-harm patients’ did not load on 

this factor in our study. As it is unclear how this item is related to regulations, it can be 

omitted from this factor.  

 

The questionnaire is stable over time, with the exception of the third factor, ‘Empathic 

approach’. For internal consistency, Cronbach’s alpha is influenced by the number of 

items [31]. Also, in complex constructs such as attitude, multidimensionality may lead to 

a lower alpha [29]. With this in mind, three of the four factors have good values and the 

factor ‘Empathic approach’ has moderate internal consistency. The factor ‘Empathic 

approach’ has lower values for both stability and internal consistency, but this can be 
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explained by its sensitivity to confrontations with patients who self-harm. The empathic 

approach may fluctuate depending on the frequency of the confrontations and the severity 

of the damage caused by the self-harming behaviour. And although empathy has an 

important influence on attitude, attitude itself is a multidimensional construct with 

cognitive, affective, and behavioural components [32]. The cognitive and behavioural 

components of the attitude towards patients who self-harm are represented in the other 

factors which have good values.  

 

This leads us to conclude that the Dutch version of the ADSHQ is an acceptable and 

useable instrument, but could benefit from some changes. Based on the results of the 

PCA and internal consistency, ten items can be removed from the instrument, leading to a 

shorter questionnaire of 23 items. This would be a practical and relatively fast way of 

measuring the attitude of healthcare staff towards patients who self-harm. This new 

questionnaire should be investigated for psychometric properties in follow-up studies. 

 

The strength of this study is that the study sample was composed of mental health 

workers who are regularly confronted with self-harming patients in their daily work. It is 

their primary mission to deal effectively with these patients in an empathic manner. This 

sample differs substantially from the sample in the original McAllister study, i.e. a 

sample of general healthcare workers. One limitation of our study is that not all 

psychometric properties have been evaluated; for instance, we did not perform 

confirmative factor analysis. As there is no gold standard for measuring the attitude 

towards self-harm, it was also not possible to measure criterion validity. However, future 

research could focus on comparing the ADSHQ and SHAS in order to assess convergent 

validity.  

 

Conclusions and recommendations 

The findings of this study indicate that the Dutch version of the ADSHQ possesses 

adequate psychometric properties. This version of the ADSHQ is therefore an acceptable 

instrument for measuring the attitude of healthcare staff towards patients who self-harm 

in Dutch speaking countries.    
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For further research, we recommend shortening the instrument as suggested and 

evaluating its psychometric properties. 

 

  



15 

 

References  
1. Briere J, Gil E: Self-mutilation in Clinical and General Population Samples: 

Prevalence, Correlates, and Functions. American Journal of Orthopsychiatry 
1998, 68(4):609 - 620. 

2. Zlotnick C, Mattia J, Zimmerman M: Clinical correlates of self-mutilation in a 
sample of general psychiatric patients. Journal of Nervous and Mental Disease 
1999, 187:296-301. 

3. Wester KL, Trepal HC: Working with clients who self-injure: providing 
alternatives. Journal of College Counselling 2005, 8:180-189. 

4. Darche MA: Psychological factors differentiating self-mutilating and non-self-
mutilating adolescent inpatient females. The Psychiatric Hospital 1990, 21:31-
35. 

5. DiClemente RJ, Ponton LE, Hartley D: Prevalence and correlates of cutting 
behavior: Risk for HIV transmission. Journal of the American Academy of 
Child and Adolescent Psychiatry 1991, 151:1305-1311. 

6. Nock MK, Prinstein MJ: A functional approach to the assessment of self-
mutilative behavior. Journal of Consulting and Clinical Psychology 2004, 
72:885-890. 

7. NICE: Self-harm: the short-term physical and psychological management 
and secondary prevention of self-harm in primary and secondary care.  
London: National Institute for Clinical Excellence; 2004. 

8. RANZCP: Self-harm. Australian treatment guide for consumers and carers.  
Melbourne: The Royal Australian and New Zealand College of Psychiatrists; 
2009. 

9. Hemert AMv, Kerkhof AFM, Keijser Jd, Verweij B, Boven Cv, Hummelen JW, 
Groot MHd, Lucassen P, Meerdinkveldboom J, Steendam M et al: 
Multidisciplinaire richtlijn Diagnostiek en Behandeling van Suicidaal 
Gedrag [ Multidisciplinary guideline Diagnostics and Treatment of Suicidal 
Behavior]. Utrecht: De Tijdstroom; 2012. 

10. Wu C, Whitley R, Stewart R, Liu S: Pathways to Care and Help-Seeking 
Experience Prior to Self-Harm: A Qualitative Study in Taiwan. Journal of 
Nursing Research 2012, 20(1):32-41. 

11. American Psychiatric Association: Practice guidelines for the assessment and 
treatment of patients with suicidal behaviors. Washington DC: American 
Psychiatric Association; 2003. 

12. Harris J: Self-harm: cutting the bad out of me. Qualitative Health Research 
2000, 10:164-173. 

13. Cook SH, Clancy C, Sanderson S: Self-harm and suicide: care, interventions 
and policy. Nursing Standard 2004, 18(43):43-52. 



16 

 

14. Taylor TL, Hawton K, Fortune S, Kapur N: Attitudes towards clinical services 
among people who self-harm: systematic review. The British Journal of 
Psychiatry 2009, 194:104-110. 

15. McAllister M, Creedy D, Moyle W, Farrugia C: Nurses’ attitudes towards 
clients who self-harm. Journal of Advanced Nursing 2002, 40:578-586. 

16. Lamb S, Arensman E, Mullally B: Accident and emergency nursing assessment 
of deliberate self-harm. Health Service Executive/National Suicide Research 
Foundation Ireland 2006. 

17. Patterson P, Whittington R, Blogg J: Measuring nurse attitudes towards 
deliberate self-harm: the self-harm antipathy scale (SHAS). Journal of 
Psychiatric and Mental Health Nursing 2007, 14:438-445. 

18. Commons Treloar AJ, Lewis AJ: Professionals attitudes towards deliberate 
self-harm in patients with borderline personality disorder. The Royal 
Australian and New Zealand College of Psychiatrists 2008, 42(7):578-584. 

19. McAllister M, Moyle W, Billett S, Zimmer-Gembeck M: 'I can actually talk to 
them now': qualitative results of an educational intervention for emergency 
nurses caring for clients who self-injure. Journal of Clinical Nursing 2009, 
18(20):2838-2845. 

20. Kool N, Van Meijel B, Koekkoek B, Van der Bijl JJ, Kerkhof AFM: Improving 
communication and practical skills in working with inpatients who self-
harm: a pre-test/post-test study of the effects of a training programme. BMC 
Psychiatry 2014, 14(64). doi:10.1186/1471-244X-14-64 

21. McCarthy L, Gijbels H: An examination of emergency department 
nurses'attitudes towards deliberate self-harm in an Irish teaching hospital. 
International Emergency Nursing 2010, 18(1):29-35. 

22. Hauck JL, Harrison BE, Montecalvo AL: Psychiatric Nurses' Attitudes 
Towards Patients with Borderline Personality Disorder Experiencing 
Deliberate Self-Harm. Journal of Psychosocial Nursing and Mental Health 
Services 2013, 51(1):20-29. 

23. Patterson P, Whittington R, Blogg J: Testing the effectiveness of an educational 
intervention aimed at changing attitudes to self-harm . Journal of Psychiatric 
and Mental Health Nursing 2007, 14:100-105. 

24. Dickinson T, Hurley M: Exploring the antipathy of nursing staff who work 
within secure healthcare facilities across the United Kingdom to young 
people who self-harm. Journal of Advanced Nursing 2012, 68(1):147-158. 

25. Conlon M, O'Tuathail C: Measuring emergency department nurses' attitudes 
towards deliberate self-harm using the Self-Harm Antipathy Scale. 
International Emergency Nursing 2012, 20(1):3-13. 

26. Polit DF, Hungler BP: Nursing Research. Principles and Methods, 6th edn. 
Philadelphia: Lippincott; 1999. 



17 

 

27. Field A: Discovering Statistics Using SPSS, 2nd edn. London: SAGE 
Publications; 2005. 

28. Nunnally JC, Bernstein IH: Psychometric theory, 3rd edn. New York: Mc Graw-
Hill; 1974. 

29. Kline P: The handbook of psychological testing, 2nd edn. London: Routledge; 
2000. 

30. Shrive FM, Stuart H, Quan H, Ghali WA: Dealing with missing data in a multi-
question depression scale: A comparison of imputation methods. BMC 
Medical Research Methodology 2006, 6(57). Doi:10.1186/1471-2288-6-57 

31. Cortina JM: What is coefficient alpha? An examination of theory and 
applications. Journal of Applied Psychology 1993, 78:98-104. 

32. Azjen I, Fishbein M: The influence of attitudes on behavior. In: Handbook of 
Attitudes. Edited by Albaracin D, Johnson BT, Zanna MP. Nahwah, New Jersey: 
Erlbaum; 2005: 173-221. 

 
 


