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Abstract
Background: Aggression in healthcare settings is a persistent occupational hazard that affects staff well-being, the 
quality of patient care, and organizational dynamics. Understanding healthcare professionals’ perceptions of aggres-
sion is crucial for designing effective interventions and improving workplace safety. This study aimed to validate the 
Italian version of the short-form Perception of Aggression Scale (POAS) and to examine how demographic and pro-
fessional variables influence staff attitudes toward aggression in clinical settings. Methods: The POAS was admin-
istered to a heterogeneous sample of 475 healthcare professionals across multiple hospital departments and educational 
settings. Psychometric properties, including internal consistency and test-retest reliability, were evaluated. Bivariate 
and multivariate analyses assessed associations between perceptions of aggression and sociodemographic variables. 
Results: The Italian POAS demonstrated strong psychometric performance, with high internal consistency (α = 0.82 
for dysfunctional; α = 0.76 for functional aggression) and temporal stability. While dysfunctional interpretations of 
aggression were prevalent across the sample, functional perceptions, viewing aggression as contextually meaningful 
or communicative, were more common among male participants and physicians. Multivariate analysis revealed a 
strong inverse relationship between functional and dysfunctional perceptions, suggesting a polarized interpretive 
schema. Conclusions: The validated Italian POAS is a reliable tool for assessing healthcare workers’ attitudes to-
ward aggression. Its integration into clinical training, audits, and risk management systems could facilitate early 
identification of negative attitudes and support the development of targeted de-escalation strategies. Future research 
should investigate longitudinal shifts in perception and the tool ’s adaptability across diverse healthcare settings.

1. Introduction

Patients’ aggressive behaviors within hospital 
settings represent a critical concern, both clini-
cally and organizationally. These behaviors, ranging 
from verbal threats and non-verbal intimidation to 
physical assaults, are particularly prevalent in high-
stress departments such as psychiatric units and 
emergency care settings [1, 2]. Aggression not only 

compromises the physical and psychological well-
being of healthcare workers but also undermines the 
therapeutic alliance, potentially impairing care qual-
ity and patient outcomes [3, 4]. The assessment of 
aggression in clinical contexts is essential for devel-
oping appropriate management strategies. Several 
studies have investigated the environmental and 
organizational variables contributing to violent in-
cidents, including staffing ratios, ward architecture, 

Original article

Med. Lav. 2026, 117, (3): 17620
DOI: 10.23749/mdl.2026.17620 

Received 02.08.2025 – Accepted 27.04.2026
*Corresponding Author: Giuseppe La Torre; E-mail: giuseppe.latorre@uniroma1.it



Shaholli et al2

staff training and experience, and workload intensity 
[5, 6]. In psychiatric and emergency departments in 
particular, healthcare professionals report increased 
exposure to aggression due to the complexity and 
acuity of patient conditions [1, 7].

Importantly, research has also highlighted the 
role of healthcare workers’ perceptions and attitudes 
in shaping their responses to aggression. Studies by 
Whittington and Higgins [4] and Trenoweth [7] 
emphasized that individual attitudes, shaped by 
prior experience, training, and team culture, play a 
pivotal role in shaping risk perception and interven-
tion style. In a seminal study, Finnema et al. [2] ex-
amined how psychiatric nurses construed aggression 
and identified a range of functional and dysfunc-
tional beliefs that appeared to influence staff-patient 
dynamics. These insights led to the development 
of the Perception of Aggression Scale (POAS), 
originally composed of 60 items and later refined 
to a more practical 12-item format [3]. The POAS 
has since been used in various settings to evaluate 
healthcare workers’ cognitive framing of aggres-
sion and to inform training, supervision, and policy 
decisions [1]. However, Italy still lacks a validated 
version of this scale. The absence of such an instru-
ment significantly hampers research on aggression 
in Italian-speaking populations and limits the im-
plementation of effective prevention programs.

Given the growing number of reports of violence 
against healthcare professionals in Italy and the 
increasing recognition of workplace aggression as 
a public health issue [8, 9], developing a culturally 
and linguistically validated version of the POAS is 
imperative. This study aims to address that gap by 
validating the short version of the POAS in Italian 
through forward and backward translation, expert 
panel review, and psychometric analysis.

In the Italian healthcare system, aggression to-
ward healthcare workers is increasingly recognized 
not only as an occupational safety issue but also as 
a cultural and organizational challenge. National 
surveillance data and ministerial recommendations 
indicate that aggressive incidents are often under-
reported and inconsistently normalized across clini-
cal settings, and that healthcare workers differ in 
how they cognitively frame and tolerate such be-
haviors. Understanding how aggression is perceived, 

whether as an unacceptable violation or as a contex-
tualized expression of patient distress, is therefore 
particularly relevant in the Italian context, where 
preventive strategies are still unevenly implemented.

The present study aims to (a) cross-culturally 
adapt and validate the Italian version of the short 
form of the Perception of Aggression Scale (POAS) 
and (b) examine associations between POAS sub-
scale scores and sociodemographic and professional 
variables in a heterogeneous sample of healthcare 
workers and students.

2. Methods

2.1. POAS Instrument

The short-form Perception of Aggression Scale 
(POAS) comprises 12 items grouped into two 
conceptually distinct subscales: Dysfunctional Per-
ception (aggression as unjustified, harmful, and 
unacceptable) and Functional Perception (aggres-
sion as communicative or contextually meaning-
ful). Items are rated on a 5-point Likert scale (1 = 
strongly disagree to 5 = strongly agree). Subscale 
scores were computed as the mean of items within 
each subscale, with higher scores indicating greater 
endorsement of the corresponding conceptualiza-
tion. No established clinical cutoffs are available for 
the POAS short form; therefore, scores were treated 
as continuous variables. Example items include: 
‘Aggression is a sign of failure’ (Dysfunctional) 
and ‘Aggression can be a form of communication’ 
(Functional).

2.2. Translation and Cross-Cultural Adaptation

The Italian version was developed using a stand-
ardized forward–backward translation process 
adapted from the guidelines proposed by Beaton et al.  
Two independent bilingual translators performed 
forward translations, which were reconciled into 
a single Italian version. A native English speaker, 
blinded to the original questionnaire, conducted 
the backward translation. An expert panel of clini-
cians and occupational health researchers reviewed 
semantic, idiomatic, experiential, and conceptual 
equivalence. Cognitive pretesting was conducted 
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with a convenience sample of 20 participants (stu-
dents and staff ) to assess clarity and cultural rele-
vance; minor wording adjustments were made based 
on feedback.

2.3. Sample and Recruitment

Participants were recruited from October 2022 
to May 2025 from a large public hospital net-
work in Rome, Italy, including Medical, Surgical, 
Emergency/ICU, Ambulatory care, and Didactic 
structures. The Didactic structures subgroup com-
prised undergraduate healthcare students in clinical 
placements within the hospital network. All health-
care workers and students aged ≥18 years assigned 
to the selected units were invited via internal com-
munications and in-person announcements. Par-
ticipation was voluntary and anonymous. Exclusion 
criteria included refusal to participate or incomplete 
responses to core POAS items. Written informed 
consent was obtained at the start of the question-
naire. The sample size (n = 475) exceeded common 
psychometric recommendations for 12-item instru-
ments (e.g., ≥10–20 participants per item) and was 
consistent with prior validation studies.

2.4. Ethical Considerations

According to institutional policy, the study was 
considered exempt from formal Institutional Review 
Board review because it consisted of an anonymized, 
non-interventional survey with no identifiable per-
sonal data. Written informed consent was obtained 
from all participants prior to participation.

2.5. Statistical Analysis

All statistical analyses were conducted in SPSS 
(version 27). Descriptive statistics (means, standard 
deviations, and frequencies) were computed for de-
mographic and professional variables. Internal con-
sistency of the two POAS subscales (‘Aggression as 
dysfunctional and undesirable’ and ‘Aggression as 
functional and understandable’) was assessed using 
Cronbach’s alpha.

Bivariate analyses were conducted to assess as-
sociations between POAS scores and categorical 

variables (e.g., gender, education, marital status, job 
role) using independent-samples t-tests and one-
way ANOVA, and Pearson’s correlation was used 
for continuous variables such as age.

To further investigate predictors of perceived 
aggression, we conducted multivariate linear re-
gression analyses for both POAS subscales (dys-
functional and functional). For each outcome, we 
tested two models: a full model including all in-
dependent variables (age, gender, marital status, 
education, job category, and the opposing subscale 
score), and a stepwise model in which variables were 
retained based on statistical significance to optimize 
explanatory power. We evaluated the goodness of fit 
for each model using the coefficient of determina-
tion (R²), which indicates the proportion of variance 
explained by the predictors.

3. Results

The final sample comprised 475 participants re-
cruited from various departments of a large public 
hospital network in Italy. Participants were distrib-
uted across five main areas: Medical (n = 65), Surgi-
cal (n = 42), Emergency/Intensive Care Units (n = 60),  
Didactic Structures (n = 282), and Ambulatory Care 
(n = 26). This heterogeneous composition was in-
tended to enhance the generalizability of the find-
ings and to reflect diverse professional experiences 
with patient aggression (Table 1).

Participants completed the POAS questionnaire 
twice, over two sessions held 24 hours apart. Cases 
with missing values on outcome variables were ex-
cluded pairwise from relevant analyses. missing data 
were below 5% for all variables. The inclusion of 
multiple sessions allowed the researchers to evaluate 
the temporal stability of the instrument.

Cronbach’s alpha coefficients indicated strong 
internal consistency for both the Dysfunctional 
Perception subscale (α = 0.82) and the Functional 
Perception subscale (α = 0.76). No significant dif-
ferences were observed between the two administra-
tions, supporting short-term test-retest reliability.

Descriptive trends suggested that women tended 
to perceive aggression as more dysfunctional, while 
men more frequently interpreted it as functional. 
Similarly, participants with higher educational 



Shaholli et al4

more inclined to attribute a functional or construc-
tive value to aggressive behaviors. In contrast, no 
significant differences were found in dysfunctional 
aggression by gender (p = 0.940), indicating similar 
perceptions of negativity across sexes. Age, on the 
other hand, did not show significant correlations 
with either dysfunctional (r = –0.081; p = 0.079) or 
functional aggression (r = 0.010; p = 0.834). While 
the negative correlation with dysfunctional aggres-
sion was marginally non-significant, it reflects a 
trend in line with the multivariate analysis, suggest-
ing a possible age-related attenuation in perceiving 
aggression as harmful.

There were no statistically significant differences 
in either dimension of aggression based on whether 
participants had children. Mean scores were very 
close across both groups, and p values remained well 
above the threshold of significance (dysfunctional  
p = 0.584; functional p = 0.268).

Perceptions of both dysfunctional and functional 
aggression did not differ significantly across marital 
status groups (p = 0.907 and p = 0.497, respectively). 
Although widowed participants reported higher 
levels of functional aggression (M = 2.50), this result 
should be interpreted with caution due to the very 
small subgroup size (likely n = 1).

No significant differences emerged across edu-
cational levels for either aggression type (dysfunc-
tional p = 0.290; functional p = 0.714). However, 
individuals with a university degree reported 
slightly lower dysfunctional aggression (M = 4.69; 
SD = 0.41) and slightly higher functional aggression  
(M = 1.45; SD = 0.69) than other educational groups, 
suggesting a trend warranting further investigation. 
Job category, instead, did not yield significant dif-
ferences in perceptions of aggression (dysfunctional 
p = 0.317; functional p = 0.142). Nonetheless, phy-
sicians had the highest mean functional aggression 
score (M = 1.64; SD = 0.99), consistent with the 
results observed in the multivariate model. Other 
healthcare professionals had the lowest perception 
of functional aggression (M = 1.26; SD = 0.39), sug-
gesting a narrower attribution of constructive value 
to aggressive behavior [7, 8, 9].

Multivariate regression results are summarized in 
Table 3. In the full model, being a physician was 
positively and significantly associated with higher 

attainment and those working as physicians ap-
peared more inclined to endorse functional percep-
tions of aggression. However, these trends were not 
consistently supported by inferential statistics and 
should be interpreted cautiously. A detailed over-
view of the univariate and bivariate results is pre-
sented in Table 2.

Results show that gender was significantly asso-
ciated with the perception of functional aggression  
(p = 0.026), with males reporting higher mean scores 
(M = 1.54; SD = 0.88) compared to females (M = 
1.38; SD = 0.63). This suggests that men may be 

Table 1. Characteristics of the Sample.
Variable n (%) or mean (SD)
Gender
Female 331 (69.7)
Male 144 (30.3)
Age (years) 33.24 (13.46)
Sons
Yes 103 (21.7)
No 372 (78.3)
Marital Status
Single 339 (71.4)
Married or Cohabiting 117 (24.6)
Separated or Divorced 18 (3.8)
Widowed 1 (0.2)
Educational Level
University Degree 178 (37.5)
Middle School 3 (0.6)
High School 294 (61.9)
Job
Physicians 36 (7.6)
Nurses 163 (34.3)
Other Healthcare Professionals 34 (7.2)
Students 242 (50.9)
Type of Ward/Department
Medical 65
Surgical 42
Emergency/ICU 60
Didactic Structure 282
Outpatient Care 26
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Table 2. Univariate and Bivariate Analysis.

Variable
Dysfunctional Relation

Mean (SD) or r
Functional Relation

Mean (SD) or r
Gender
Female 4.72 (0.41) 1.38 (0.63)
Male
p

4.72 (0.40)
0.94

1.54 (0.88)
0.026

Age
P

-0.081
0.079

0.010
0.834

Sons
Yes 4.70 (0.40) 1.50 (0.79)
No
p

4.72 (0.41)
0.584

1.41 (0.69)
0.268

Marital Status
Single 4.73 (0.41) 1.44 (0.74)
Married or Cohabiting 4.71 (0.37) 1.43 (0.64)
Separated or Divorced 4.58 (0.67) 1.37 (0.66)
Widowed
p

4.83 2.50
0.497

Educational Level
University Degree 4.69 (0.41) 1.45 (0.69)
Middle School 5.00 (0.00) 1.11 (0.19)
High School
p

4.73 (0.41)
0.290

1.43 (0.74)
0.714

Job
Physicians 4.75 (0.42) 1.64 (0.99)
Nurses 4.67 (0.42) 1.46 (0.64)
Other Healthcare Professionals 4.76 (0.29) 1.26 (0.39)
Students
p

4.74 (0.42)
0.317

1.41 (0.75)
0.142

levels of perceived dysfunctional aggression (β = 
0.082; p = 0.041), suggesting that physicians tend 
to attribute more negative and disruptive meanings 
to aggression compared to nurses (reference group). 
However, this association lost significance in the 
stepwise model (β = 0.121; p = 0.083), although 
the direction of the effect remained consistent. Age 
was negatively associated with dysfunctional ag-
gression; although the association was only margin-
ally significant in the stepwise model (β = –0.003; 
p = 0.052), it suggests that older individuals tend 
to perceive aggression as less dysfunctional, possi-
bly reflecting increased professional experience or 

improved emotion regulation over time. The most 
robust predictor was functional aggression, which 
showed a significant and negative association with 
dysfunctional aggression (β = –0.178; p < 0.001). 
This finding supports the notion that a greater abil-
ity to recognize constructive or communicative as-
pects of aggression is linked to a reduced tendency 
to interpret it as inherently harmful or inappropri-
ate. All multivariate regression models included job 
category (physicians, nurses, other healthcare pro-
fessionals, and students) as an independent variable 
to account for potential confounding due to pro-
fessional role and experience. Given that students 
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Table 3. Multivariate Analysis.

Variables

Dysfunctional Functional
Full model
β (p)

Stepwise
β (p)

Full model
β (p)

Stepwise
β (p)

Age -0.004 (0.060) -0.003 (0.052) -0.002 (0.621)
Female gender -0.004 (0.917) -0.170 (0.016) -0.159 (0.019)
Married 0.039 (0.456) 0.010 (0.914)
University Degree -0.071 (0.280) -0.156 (0.169)
Nurse (Ref ) ----------- -----------
Physicians 0.082 (0.041) 0.121 (0.083) 0.240 (0.073) 0.248 (0.040)
Other Healthcare 
Professionals

-0.177 (0.283) -0.190 (0.155)

Students -0.004 (0.584) -0.199 (0.187)
Functional Aggression -0.177 (<0.001) -0.178 (<0.001) -----------
Dysfunctional Aggression ----------- -0.537 (<0.001) -0.541 (<0.001)

R² = 0.111 R² = 0.105 R² = 0.119 R² = 0.112

represented a substantial proportion of the sample, 
results should be interpreted as reflecting a mixed 
population of practicing healthcare workers and 
trainees rather than experienced professionals alone.

Regarding functional aggression, gender emerged 
as a significant predictor: women (compared to 
men, the reference group) were more likely to at-
tribute functional meaning to aggressive behaviors 
(β = –0.170; p = 0.016 in the full model; β = –0.159; 
p = 0.019 in the stepwise model). This may reflect 
gender-related differences in emotional framing or 
social cognition. Again, being a physician was a sig-
nificant positive predictor of functional aggression 
(β = 0.248; p = 0.040 in the stepwise model), indi-
cating that physicians, while perceiving higher levels 
of dysfunctional aggression, are also more likely to 
acknowledge its functional aspects—perhaps due 
to the complex and high-pressure nature of their 
clinical environments. Finally, dysfunctional ag-
gression was negatively and significantly associated 
with the perception of functional aggression (β = 
–0.541; p < 0.001), confirming a strong inverse rela-
tionship between the two constructs. This supports 
the theoretical assumption that cognitive appraisals 
of aggression are multidimensional, influenced by 
whether the behavior is framed as harmful or po-
tentially constructive.

4. Discussion

Aggression in healthcare settings is widely rec-
ognized as a critical occupational hazard with sig-
nificant implications for workers’ physical safety, 
psychological well-being, and organizational func-
tioning [10, 11]. Although traditionally viewed as 
purely disruptive or pathological, contemporary 
trauma-informed and relational care models suggest 
that aggression may, in certain clinical contexts, be a 
communicative act reflecting distress, unmet needs, 
or acute psychological dysregulation [2, 3]. Within 
this framework, healthcare workers’ cognitive ap-
praisals of aggression play a pivotal role in shaping 
both individual responses and institutional manage-
ment strategies [12].

Repeated exposure to patient violence may lead 
to emotional desensitization, heightened moral 
distress, and ultimately burnout, a constellation of 
symptoms including emotional exhaustion, deper-
sonalization, and reduced professional efficacy [13, 
14]. These psychological sequelae may shape how 
aggressive behaviors are interpreted, whether as 
threats requiring containment or as signals warrant-
ing empathetic understanding [15, 16]. In the pre-
sent study, the Dysfunctional Perception subscale of 
the Italian POAS yielded consistently high scores 
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From an occupational medicine perspective, these 
findings have direct practical implications. The avail-
ability of a validated Italian version of the POAS 
provides occupational physicians with a structured, 
reliable tool for assessing healthcare workers’ cog-
nitive and emotional framing of patient aggression. 
Integrating the POAS into occupational health 
surveillance programs may facilitate early identifi-
cation of professionals who predominantly endorse 
dysfunctional perceptions of aggression and who 
may therefore be at higher risk for stress-related  
outcomes, reduced coping capacity, or burnout. Fur-
thermore, repeated POAS administration before 
and after preventive interventions could support the 
evaluation of organizational strategies to mitigate 
the psychological impact of workplace violence.

Importantly, perceptions of aggression are shaped 
not solely by individual characteristics but also by 
broader organizational and contextual dynamics [1]. 
While exposure to repeated aggressive incidents has 
been linked to emotional exhaustion, depersonaliza-
tion, and burnout [13, 14], educational and organi-
zational interventions have been shown to improve 
staff attitudes, perceived self-efficacy, and prepared-
ness in managing aggressive situations [2]. In this 
context, the POAS may function not only as an as-
sessment instrument but also as a monitoring tool 
within risk management frameworks, complement-
ing incident reporting systems and supporting tar-
geted training initiatives.

Several limitations should be acknowledged. A ma-
jor limitation concerns the composition of the sample, 
in which healthcare students represented more than 
half of the participants. Although students were in-
cluded because they are exposed to patient aggression 
during clinical training, their perceptions may differ 
substantially from those of experienced profession-
als due to limited clinical responsibility, shorter ex-
posure, and different coping strategies. Consequently, 
the findings should not be generalized exclusively to 
practicing healthcare workers. Future validation stud-
ies should prioritize stratified sampling by profes-
sional role and clinical unit, particularly in high-risk 
settings such as emergency departments, psychiatric 
units, and intensive care.

A further limitation concerns the 24-hour interval 
used for test–retest assessment. While appropriate 

(M = 4.72, SD = 0.41), indicating that aggression 
is widely perceived as undesirable, harmful, and un-
justifiable among healthcare professionals. Notably, 
no sociodemographic or professional variables, in-
cluding age, gender, educational level, marital status, 
parenthood, or job category, were significantly as-
sociated with dysfunctional perception. This finding 
suggests that viewing aggression as inherently nega-
tive may reflect a pervasive, culturally reinforced be-
lief within Italian healthcare settings, rather than an 
attitude shaped solely by individual characteristics.

Conversely, Functional Perception scores were 
markedly lower (M = 1.45, SD = 0.73), indicating 
limited endorsement of aggression as meaningful, 
communicative, or contextually understandable. 
However, important differences emerged. Male 
participants reported significantly higher func-
tional perception scores than females, consistent 
with previous findings in psychiatric and emergency 
care contexts, where male staff tend to frame ag-
gression more often within procedural or clinical 
models rather than affective ones [7, 17]. When 
stratified by professional role, physicians had the 
highest functional perception scores, followed by 
nurses, students, and other healthcare professionals. 
Although these differences did not always reach sta-
tistical significance, the observed gradient suggests a 
role-related cognitive framing influenced by clinical 
responsibility, training, and repeated exposure to ag-
gressive incidents [4, 14].

Multivariate regression analyses further clarified 
these relationships. Functional perception emerged 
as the strongest negative predictor of dysfunctional 
perception, supporting the hypothesis that recog-
nizing aggression as situationally driven or com-
municative may buffer against interpreting it as 
purely threatening or illegitimate. This bidirectional, 
inverse relationship confirms the multidimensional 
nature of aggression appraisal and aligns with theo-
retical models that emphasize cognitive framing as 
a key determinant of behavioral response [12]. Age 
showed a marginal inverse association with dys-
functional perception, suggesting that professional 
experience or emotional regulation may slightly 
attenuate negative appraisals over time, although 
this effect did not reach conventional statistical 
significance.
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study was considered exempt from formal Institutional 
Review Board approval, as it involved an anonymous, non-
interventional survey.

Informed Consent Statement: Informed consent was 
obtained from all subjects involved in the study.
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