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Background: High levels of aggression towards staff in healthcare settings have been reported. It seems likely that
workers in Opioid Substitution Therapy (OST) would be at increased risk of adverse events and their consequences.
Objectives: This study aimed to establish if practitioners who provide OST are experiencing negative outcomes, specif-
ically aggression, distress, and burnout, and to identify if workload and professional affiliation were associated with
these risks.
Methods: A survey was conducted of OST practitioners in a single geographical region of New Zealand (population
approx. 344,000). The survey asked for demographics (including caseloads), Perception of Patient Aggression Scale
New Zealand Revision (POPAS-NZ), Kessler 10 (K10), Short Post-Traumatic Stress Disorder Rating Interview
(SPRINT), and Abbreviated Maslach Burnout Inventory (aMBI) and two qualitative questions asking about the best
and worst aspects of working in OST.
Results:All recordedOSTworkers in the region (n=181)were invited to participate, 95 practitioners responded to the
survey (52.4%). This group included pharmacists, doctors, nurses, social workers and addiction workers. Results indi-
cated aggression, distress, and burnout were being experienced by practitioners. Number of patients seen by a practi-
tioner significantly increased risk of aggression (F(1,90) = 14.14, p < 0.001). Psychiatrists were the most at risk
profession (p = 0.016). Burnout responses were high for around 20% of practitioners, with low numbers meeting
criteria for distress and PTSD. Positive things about working in OST were relationships with patients, appreciating pa-
tient outcomes and positive team environments. Negative aspects were patient behaviours, maintaining empathy, and,
administration tasks.
Conclusions: Aggression was a workplace hazard for OST clinicians. Low rates of distress and PTSD symptoms were re-
ported and some evidence of practitioner burnout. Practitioners reported positive relationships, making a difference
and teamwork may have been improving this area of mental health work.
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Background

Aggression within health workplaces is a significant problem, both
internationally1 andwithin NewZealand.2,3 There aremany reasons for ag-
gressive behaviour; commonly cited causal factors are male gender and
intoxication.4 This aggression occurs in a range of settings including: pri-
mary care,5 hospital based care6,7 towards community support workers,8

medical students,9,10 nurses,11 physicians,12 emergency room staff,13–15

psychiatric ward staff, and psychiatrists in training.16,17 Many of these pa-
pers have noted that aggression is correlated with (among other factors) al-
cohol use in both general hospital and mental health services18: however,
the risk for workers in addictions, to our knowledge, has not been
ascertained.
edicine, Otago Medical School, Dune
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Opioid abuse causes considerable disability and mortality: this is con-
centrated among males in disadvantaged populations within the United
States of America (USA).19 There has been an increase in the prevalence
of opioid abuse, particularly in the USA and Canada.20 A survey of 5000
people in New Zealand in 1990 estimated that 3% of the population had
used some form of opioid recreationally.21 New Zealand users must usually
rely on diversion of prescribed opioids.22 However, there is some evidence
that New Zealand does not have the same issue with an opioid epidemic as
other developed countries.23 Over the last four decades, opioid substitution
therapy (OST) has been used in New Zealand, like many countries, to assist
recovery of those who have become addicted to opioids. This was initially
with Methadone, but more recently with Buprenorphine as an alternative
to Methadone.24 Guidelines for opioid substitution are based on a patient
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centered, recovery-based focus, and explicitly include the need for services
to work with patients who exhibit challenging behaviour.25

It seems likely that in the area of OST the risk of aggressive behaviour
might be elevated, similar to the increased risk of those using alcohol.
The most recent inquiry found that many workers in mental health and ad-
dictions services were placing their own health at risk, from burnout and
assault.26

The substance abuseworkforce is diverse, including counsellors, nurses,
social workers, substance abuse workers, psychologists,psychiatrists, gen-
eral practitioners, and pharmacy staff.27 In New Zealand the workers are
commonly employed by the public health sector specialist addiction ser-
vices, non-governmental organizations (NGOs), and in primary care. All
of these services are provided at no charge to users. For any of these practi-
tioners, there is no standard training in behaviour management, so their
ability to prevent and manage aggression is unknown. However, to our
knowledge, there is no existing research examining the experience of ag-
gression for workers in OST.

Materials and methods

Study design, population and data collection

Professionals who had counselled, had prescribing authority, or dis-
pensing authority, for OST, and that currently had OST clients were sur-
veyed. This included: pharmacists, general practitioners, specialist
addiction workers, and NGO workers within the Southern District Health
Board, which geographically covers the Southern part of the South Island,
with an estimated population28 of around 344,000 people.29

The standardised assessment instruments used in the survey were: Per-
ception of Patient Aggression Scale New Zealand Revision (POPAS-NZ),
Kessler 10 (K10), Short Post-Traumatic Stress Disorder Rating Interview
(SPRINT), and Abbreviated Maslach Burnout Inventory (aMBI). All re-
sponses were over the last month. These are described below.

POPAS-NZ
The POPAS-NZ is a modification for the New Zealand population of the

English Version of the Perception of Patient Aggression Scale.30 The
POPAS-NZ had 12 items, with each answer scored 0 (never) to 4 (very
often) which was summed to create a final score between 0 (no aggression)
and 48 (high aggression). The psychometric properties of the POPAS-NZ
were assessed in two surveys: of community support workers8 and hospital
staff.3 The scale functioned as one factor with Cronbach's alpha estimated
as 0.91.

Kessler 10 (K10)
The K10 is a measure of general psychological distress, that screens for

anxiety and depressive disorders. The K10 has 10 items with each answer
scored 0 (None of the time) to 4 (All of the time) which was summed to cre-
ate a final score between 0 and 40.

TheKessler 10 has very good internal validity, with Cronbach's alpha es-
timated at 0.9.31 In Te Rau Hinegaro, the New Zealand Mental Health
Survey,32 the cut off for low stress is less 0–5, moderate stress is 6–11, sig-
nificant stress 12–19, and very high stress 20 or over.33 In that survey, those
with low distress had a 12 month period prevalence of any psychiatric dis-
order of 11%, mild distress (16% of the population) of 31.5%; high distress
(7.5% of the population) of 62.6%, and very high distress (4.2% of the pop-
ulation) of 84.5%.

Short Post-Traumatic Stress Disorder Rating Interview (SPRINT)
The SPRINT consists of eight Likert type questions. Four questions cor-

respond to the four PTSD symptom clusters (intrusion, avoidance, numb-
ing, and hyperarousal) and four additional questions assess somatic
distress (being upset by stressful events, interference with work or daily ac-
tivities, and relationships among family or friends). Each of the eight ques-
tions were scored 0 (Not at all) to 4 (Very much), resulting in a summed
final score between 0 and 32. The Cronbach's alphawas 0.77.34 A one factor
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solution in exploratory factor analysis explained most of the variance. Pre-
vious research has shown that a score of over 14 had a sensitivity of 0.95, a
specificity of 0.96, and a positive likelihood ratio of 23.6 when compared
with clinical diagnosis.34 The SPRINT shows high inter-rater reliability,
with a spearman's coefficient of 0.99, and good construct validity.35

Abbreviated Maslach Burnout Inventory (aMBI)
The aMBI is a nine item scale with three questions for each of three fac-

tors—depersonalization, exhaustion, and personal accomplishment. The
nine questions were derived from the Maslach Burnout Inventory, which
is longer and resolves to four factors that are somewhat concordant with
the theoretical concept of Burnout proposed by Maslach.36 The three posi-
tive affect questions (personal accomplishment) were each scored 0 (Every
day) to 6 (Never). The six negative affect questions (three exhaustion and
three depersonalization) were each scored 0 (Never) to 6 (Every day).
Summed scores were created for the combined 9 items (0–54), and each
of the 3 separate factors (0–18), with higher scores reflecting greater levels
of burnout. It is suggested that scores of 10 or over onEmotional Exhaustion
and depersonalization are associated with burnout.37

Qualitative
We asked four questions relating to demographic status: gender, age,

professional type, and number of OST patients. Lastly, there were open-
ended questions asking participants to describe the three best things
about working with OST clients and the three most challenging things
about working with OST clients.

Procedure

A survey was initially drafted and piloted on a convenience sample of
workers which led to some modifications, in particular adding some quali-
tative questions, and ensuring that the language used avoided any stigma.
The survey period was from December 2019 to May 2020. We used a
mixed electronic/paper, multiple mailout technique. QualtricsXM, a web
based platform,38 was used to capture the responses. All participants had
a unique tracking code, that was used both for the initial electronic survey
and later paper-based survey, to track if invited participants had completed
the survey. This was used so that participants who had undertaken the sur-
vey were not sent reminders. Once the survey closed, any linking informa-
tion was destroyed to protect privacy.

Data analysis

Data were exported from the Qualtrics online repository into the
Microsoft Excel application for data cleaning. Data were analysed with
SPSS39 and R.40 After cleaning, data were visualised using box and violin
plots, assessed as towhether they could be transformed into a normal distri-
bution, and if not, descriptive data were reported as median and inter-
quartile range for each outcome. Bivariate and partial correlations
between each outcome were undertaken (with all demographic variables
controlled for the partial analysis). Data were then assessed via univariate
analyses to identify if demographic variables significantly influenced each
outcome, with those that were significant (p < 0.05) then controlled for
by both analysis of variance and linear regression methods: the latter was
used to estimate the proportion of variance accounted for in the model.
Qualitative responses were analysed using a Generalized Inductive Ap-
proach (GIA).41

Ethical considerations

The study was conducting according to New Zealand National Ethical
Standards for health and disability research. This study had ethical ap-
proval by the Human Subjects Ethics Committee, University of Otago
(19/117). All participants gave their consent by filling in the survey and
data were analysed anonymously.



Table 2
Perception of patient aggression scale (POPAS-NZ) frequencies (%).

Event experienced… Never Rarely Sometimes Often Very often n

Verbal anger 41.1 27.4 28.4 2.1 1.1 95
Verbal threat 59.6 33.0 7.4 0.0 0.0 94
Humiliation 75.8 15.8 7.4 1.1 0.0 95
Physical aggression 74.2 19.4 6.5 0.0 0.0 93
Destructive behaviour 86.2 12.8 1.1 0.0 0.0 94
Attempted assault 93.6 6.4 0.0 0.0 0.0 94
Assault 97.9 2.1 0.0 0.0 0.0 94
Injury 98.9 1.1 0.0 0.0 0.0 94
Sexual harassment 88.3 10.6 1.1 0.0 0.0 94
Sexual assault 98.9 1.1 0.0 0.0 0.0 94
Stalking 95.7 4.3 0.0 0.0 0.0 94
Litigation 86.2 10.6 3.2 0.0 0.0 94
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Results

Participants

The survey was sent out via emails to 181 OST practitioners. An initial
invitation email was sent on 7th November 2019 and then a reminder
every 7 days (for a maximum of three reminders for those participants
who had not completed the survey). The final reminder was sent on 27th
January 2020. From the initial 181 survey invitations, 94 responses were
received. However, four participants had responded twice so their dupli-
cated responses were deleted (we removed the first response as each partic-
ipant had only consented then discontinued the survey, thus we kept their
second response as they had then completed the survey in full). Of the re-
maining 90 responses, eight participants did not fill in the consent to partic-
ipate, and another eight consented and stated they had OST clients but did
not continue with the survey. This left 72 consented responses for the on-
line distribution method.

We then sent out paper versions of our surveywith self-addressed return
envelopes on the 3rd February 2020 to the 100 participants who had not
responded (including the eight that consented but did not complete the sur-
vey). We received 23 further responses (all consented) to the paper mail-
out. We closed the survey on 4th June 2020. Therefore, our final number
of consented and completed surveys was 95, a response rate of 52.4%.

Quantitative results

Pharmacists made up 67% of the respondents, followed by addiction
workers (generally coded “other”) at 9.4%, general practitioners at 9.5%,
nurses at 4.9%, and the remainder were psychiatrists or medical officers
(Table 1). Two-thirds of the participants were female, and almost half had
less than 10 patients receiving OST.

Aggression (POPAS-NZ)

The POPAS-NZ had a reported range of 0–14, a median of 1, and an in-
terquartile range of 0–5. Themeanwas 2.66, which is a low score. The item
responses are shown in Table 2.

A one-way ANOVAwas initially undertaken to identify which of the co-
variates had any significant effect on the summed POPAS-NZ score, of
which only the number of patients was significant, F(1,90) = 14.14,
p < 0.001. Based upon this initial analysis, only number of patients was en-
tered as a fixed factor in a one-way ANOVA, F(3,91) = 5.24, p= 0.002. A
post hoc Tukey Test indicated that having less than 10 patients was associ-
atedwith a lower POPAS-NZ score and over 40 patientswith a higher score.
The correlation, however, was fairly linear, and is shown in Fig. 1. A linear
regression had the same F values, and the adjusted R2 was 0.11.
Table 1
Demographic information of the survey sample of opioid substitution therapy (OST)
practitioners (n = 95).

Variable Percent Variable Percent

Gender Profession
Male 35.8 Pharmacist 67.3
Female 63.1 General Practitioner 9.5
Other 1.1 Social Worker 6.4

Age ranges Registered Nurse 4.2
18–24 3.2 Psychiatrist 3.2
25–34 25.3 Other Registered‡ 9.4
35–44 16.8 Number of OST patients
45–54 25.3 1–9 49.5
55–64 18.9 10–19 25.3
Over 65 10.5 20–29 10.5

Over 30 14.7

‡ = These were detailed as Administration (1.1%), Alcohol and other drug (AOD)
Practitioner (3.3%), Counsellor (2.2%), Occupational Therapist (1.1%), and other
(1.7%).

3

Although profession as a category in a KruskalWallis test did not have a
correlation with POPAS-NZ score (Kruskal-Wallis chi-squared = 5.674,
df = 5, p-value = 0.3392), the visualization indicated that psychiatrists
(who were only 3.9% of the sample) had a higher score on the POPAS-
NZ. A post hoc Tukey test found that there was a trend towards a significant
difference for psychiatrists (p = 0.07) and for general practitioners (p =
0.095).
General psychological distress (K10)
The K10 had a reported range of 0–23, with a median score of 4, and an

interquartile range of 2–7. The mean was 4.93, which is a low score. Ten
participants had a K10 score of over 12, indicating high distress, and
three had K10 scores over 20, indicating very high distress. Table 3 shows
the frequency of the types of psychological stress (K10) experienced by
practitioners. There were no significant effects of the four covariates on a
one-way ANOVA of the K10 summed score.
Prevalence and pattern of PTSD-like symptoms (SPRINT)

The SPRINT had a reported range of 0–26, with amedian score of 1, and
an interquartile range of 0–4. Themeanwas 3.07, which is a low score, and
the data was highly skewed (Skew: 2.48; Kurtosis: 8.14). Table 4 shows the
frequency of PTSD-type symptoms experienced by participants. Responses
vary from 54.3% of participants reporting being upset by events, down to
14% who have expressed losing enjoyment. Four participants had a
SPRINT score of 14 or above, which is associated with clinical PTSD.
There were no significant effects of the four covariates on a one-way
ANOVA of the SPRINT summed score.
Prevalence and Pattern of Burnout (aMBI)

The combined summedAbbreviatedMaslach Burnout Inventory (aMBI)
had a reported range of 0–31, with a median of 12, a mean of 13.18, a mid-
range score, and an interquartile rage of 9–18 (Skew: 0.40; Kurtosis:
−0.12). The three subscales had the following results: (1) Emotional
Exhaustion range 0–16, median 6, mean 6.67, interquartile range
2.75–10.25; (2) Depersonalization range 0–12, median 1, mean 2.23, inter-
quartile range 0–3; and (3) Personal Accomplishment range 0–15, median
3, mean 4.37, interquartile range 1–7.Using a threshold of 10 per subscale
for burnout, 17 participants reported burnout on the emotional exhaustion
scale and three on the depersonalization scale. The responses by item are
shown in Table 5.

A one-way ANOVAwas initially undertaken to identify which of the co-
variates had any significant effect on the summed aMBI scores (total and
each sub-scale), of which only the profession was significant for the per-
sonal accomplishment positive affect sub-scale, F(1,90) = 4.90, p =
0.029. The Adjusted R2 for a univariate linear regression of profession
was 5%. Satisfaction trended highest in pharmacists and psychiatrists, as
shown in Fig. 2.



Fig. 1. Violin plot with embedded box plot of the summed POPAS-NZ score by the number of patients.

Table 3
Percentage responses for Kessler psychological distress scale (K10).

How often did you feel… None of the time A little of the time Some of the time Most of the time All of the time n

...tired out for no good reason? 22.3 35.1 29.8 9.6 3.2 94

...nervous? 40.0 36.8 21.1 2.1 0.0 95

...so nervous that nothing could calm you down? 92.6 5.3 2.1 0.0 0.0 94

...hopeless? 76.6 17.0 5.3 1.1 0.0 94

...restless or fidgety? 66.0 23.4 9.6 1.1 0.0 94

...so restless you could not sit still? 90.4 8.5 1.1 0.0 0.0 94

...depressed? 60.6 28.7 8.5 2.1 0.0 94

...that everything was an effort? 41.9 41.9 11.8 3.2 1.1 93

...so sad that nothing could cheer you up? 84.0 11.7 4.3 0.0 0.0 94

...worthless? 79.8 13.8 5.3 1.1 0.0 94

Table 4
Percentage responses from the Short Post-Traumatic Stress Disorder Rating Interview (SPRINT).

Questions Not at
all

A
little
bit

Moderately Quite
a
lot

Very
much

n

How much have you been bothered by unwanted memories, nightmares, or reminders of the event? 74.2 19.4 4.3 2.2 0.0 93
How much effort have you made to avoid thinking or talking about the event, or doing things which remind you of what happened? 79.6 16.1 2.2 0.0 2.2 93
To what extent have you lost enjoyment for things, kept your distance from people, or found it difficult to experience feelings? 86.0 9.7 3.2 0.0 1.1 93
How much have you been bothered by poor sleep, poor concentration, jumpiness, irritability, or feeling watchful around you? 74.5 17.0 3.2 4.3 1.1 94
How much have you been bothered by pain, aches, or tiredness? 69.9 16.1 8.6 3.2 2.2 93
How much would you get upset when stressful events or setbacks happen to you? 45.7 36.2 13.8 4.3 0.0 94
How much have the above symptoms interfered with your ability to work or carry out daily activities? 77.4 19.4 2.2 1.1 0.0 93
How much have the above symptoms interfered with your relationships with family or friends? 76.6 19.1 3.2 0.0 1.1 94
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Table 5
Percentage responses on Abbreviated Maslach Burnout Inventory (aMBI).

Questions Never A few times a
year

Once a month or
less

A few times a
month

Once a
week

A few times a
week

Every
day

n

Emotional Exhaustion (Negative Affect):
I feel emotionally drained from my work. 12.8 24.5 11.7 14.9 9.6 23.4 3.2 94
I feel fatigued when I get up in the morning and have to face another day on the job. 16.0 27.7 13.8 20.2 6.4 10.6 5.3 94
Working with people all day is really a strain for me. 28.7 23.4 16 18.1 5.3 8.5 0.0 94

Depersonalization (Negative Affect):
I feel I treat some patients as if they were impersonal objects. 67.0 22.3 3.2 1.1 1.1 5.3 0.0 94
I've become more callous towards people since I took this job. 54.3 23.4 4.3 11.7 2.1 2.1 2.1 94
I don't really care what happens to some patients. 63.8 24.5 4.3 5.3 0.0 0.0 2.1 94

Personal Accomplishment (Positive Affect):
I deal very effectively with the problems of my patients. 0.0 7.4 1.1 8.5 1.1 17.0 64.9 94
I feel I'm positively influencing other people's lives through my work. 0.0 6.3 2.1 11.6 3.2 34.7 42.1 95
I feel exhilarated after working closely with my patients. 5.3 18.1 6.4 13.8 7.4 34.0 14.9 94
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Correlation of POPAS-NZ scores

The correlations of all outcome tables are shown as raw data in Supple-
mentary Table 1 and adjusted for age, gender, number of patients, and pro-
fession type Supplementary Table 2. In a post hoc multivariate analysis of
variance, POPAS-NZ was highly correlated with the K10 results, with a
Tukey T-value of 14.06 (p = 0.003). This model had an Adjusted R2 of
9%. This shows when perceived aggression increases so does distress.
When a multivariate correlation of the K10 with other outcomes was
Fig. 2. Violin Plot with Nested Box Plot. Perso
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performed, similarly the POPAS-NZ (t= 2.99, p = 0.004) was highly cor-
related, but so was the SPRINT (t= 2.19, p=0.03) and the emotional ex-
haustion subscale of the aMBI (t = 5.74, p < 0.0001). This model had an
Adjusted R2 of 47%.

Qualitative results

All of the respondents also answered qualitative questions (n = 93).
Three main themes were identified for the question which asked: what
nal Achievement (aMBI) and Profession.
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were the best things about working with OST clients? These were: positive
relationships with patients; appreciating patient outcomes; and, great team
working environment. Further, there were three themes identified from
asking: what are the worst things about working with OST clients? These
were: patient behaviour; administration; and, maintaining empathy.

Positive relationships with patients

Clinicians mentioned that the long-term relationship was positive. This
theme was all about relationship and trust: “daily contact and routine”;
“building trust”; “building rapport”; “get to know the patient really well”.
Clinicians talked about “getting to know them” and thembeing “lovely peo-
ple” and even “friends”. Clinicians also reflected that these were interesting
people: “interesting stories from other walks of life”; “never dull”; and,
“colourful characters who have seen a bit of life”. They said they are:
“mostly good people” and “nicer than other patients”.

Appreciating patient outcomes

Clinicians reflected on the positive impact they were able to make for
their patients. They discussed: “seeing them progress”; “seeing them suc-
ceed”; “supporting them” and, “feeling like you are helping”.

Team environment

Clinicians commented that this was a good area to work in, they appre-
ciated their teams, reflected that this work is well paid, and the patients
were quick to deal with. They said one of the best aspects of working in
this area was: “having a great team working with me”.

Patient behaviours

There was a range of patient behaviours that made the job difficult.
These include deterioration, overdose, theft, lack of motivation and trust is-
sues. Patients could also be “avoidant”, “unlikeable”, “lying”, “manipula-
tive” and “unpredictable”. Patients were also called “aggressive” and
were noted to have “poor personal hygiene”. They can be entitled and de-
manding. Some providers dealt with serious assaults between clients. Sui-
cidal behaviour of clients and their social network was distressing, as was
overdose with clients being brought in needing attention, or one provider
lost two patients to overdose. There were several mentions of clients
using Facebook to “abuse and intimidate” providers. There were many
stories of threatening behaviour, such as “coming to their house to sort
them out” and harming family members. Many shared stories of aggressive
acts: “Patient had no dose available and punched a hole in a wall and broke
an external window in the pharmacy. Patient was banned from coming
back to our pharmacy.”

Administration

There were a range of administrative issues mentioned. These include
dealing with holidays and “out of town patients”. There are issues with
the correct dose and “fear of making errors”. There is a lot of associated pa-
perwork and “it takes up a lot of time”.

Discussion

Opioid use remains a continuing problem in developed nations around
the world, and there is an ongoing need for OST. This study reports new ev-
idence on risks for practitioners of client aggression involved in OST. The
rates of events found in the present studywere somewhat lower but concor-
dant with similar research that used the same survey.3,8 Althoughmost par-
ticipants reported little distress, three of the 95 participants had a K10 score
consistent with a co-occurring anxiety or mood disorder, four of the partic-
ipants had a SPRINT score consistent with PTSD, and 17 participants had
6

burnout scores above the usual threshold for concern on the aMBI. This
might suggest the necessity of identifying staff who are experiencing issues.

The main risk for aggression was the number of patients seen, which
was measured in a categorical manner to functionally censor the data.
The psychiatrists in this study group manage up to 500 patients, which
puts them in the highest risk category. This suggests that a minority of pa-
tients may be aggressive, so seeing large numbers will put you in contact
with those who are aggressive. However, this finding does not indicate
any changes to current practice.

The total aggression scores correlated with general distress and with lit-
tle else on a multivariate analysis. This is unlike other surveys, where there
was a high correlation with another measurement of distress, the Impact of
Events Scale (IES).42 The shorter and more focused SPRINT scale does not
include as many generalized symptoms as the IES does, and its specificity
has been brought into question.43 Future studies might be advised to use
the IES to detect distress.

It is not surprising that K10 scores correlate with POPAS-NZ but not
with burnout and with post traumatic distress in this study. It may be that
aggression is more of a risk to general psychological health than PTSD di-
rectly, and the multiple factors related to burnout may modify any correla-
tion with aggression, not limited to the cumulative amount of aggression
and recency of events,44 or type of aggression.45

Qualitative analysis showed the importance of systemic factors in job
satisfaction. Great team working environments were mentioned as a posi-
tive aspect of working with OST clients and paperwork and administration
tasks one of theworst aspects. Relationships added to the positive aspects of
the work, but poor behaviour of clients was also one of the challenges. Ap-
preciating patient outcomes was a significant positive aspect of working in
OST, while there were many stories of aggressive and threatening behav-
iour. These qualitative findings support the quantitative results by showing
why this seemingly challenging clinical populationmay be positive towork
with. Although the quantitative results showed a somewhat low rate of vi-
olence, there were many stories about aggression. In the survey we asked
about violence over the previous 4 weeks, the qualitative results found cli-
nicians reported violence that had occurred up to 20 years ago. So, while
our study shows aggression and violence are not frequent, when it occurs
it is very salient.

Strengths and limitations

This paper surveys a sample of OST practitioners in one region of New
Zealand. There may be difficulties generalizing this beyond New Zealand,
where there has been considerable work to ensure there is uniformity of
practice and access to OST across the nation. A strength of this study was
the addition of pharmacists, who are often neglected as OST clinicians. In
a similarway, the ethnicmakeup of the populationwould not be analysable
given small numbers. There was a response rate of 52% despite the use of a
multiple mail out electronic and paper survey, and these results should be
considered with caution.

Implications

Our study found that OST workers experience aggression, stress, and
burnout in their jobs. Risks for adverse outcomes increased with the num-
ber of patients seen. This might indicate management of caseloads in this
field is important. Staff well-being should also be monitored, with some
reporting concerning levels of distress, PTSD and burnout. The qualitative
findings of this survey reveal salient work incidences could happen over
very long timeframes, so this should be considered in future surveys.
There were also many interesting comments on positive aspects of working
with this patient group which might be considered.

Conclusion

There is a risk for all people working with OST of aggression and of psy-
chological consequences relating to aggression. Descriptive and qualitative
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data show considerable experiences of aggression in theworkplace. Further
research to confirm these findings is required. It is recommended that prac-
titioners working in the field of OST receive training about dealing with ag-
gression from patients. Training about the management of violence would
need to be adjusted to deal with the diverse qualifications and experience
and exposure within this group of providers. Alternatively, maximum num-
bers of patients seen by each practitioner could safely reduce the risk of
experiencing aggression, and possibly feelings of burnout.
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