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Abstract

Mental disorders are predicted to increase every year. Patients with severe mental disorders, such as schizophrenia, often
engage in violent behavior. The treatment of such patients can use general nursing treatments (anger management with
physical therapy, taking medicines regularly, and verbal and spiritual methods) and specialist nursing interventions
(assertive training and family psychoeducation). This case report involved 11 patients, with the majority aged between
26 and 60 years, unemployed, high school graduates, unmarried, and with previous inpatient history. Generalist and
specialist nursing interventions (assertive training and family psychoeducation) use Roy’s adaptation theory and Stuart’s
stress adaptation approach. Nursing interventions were conducted sequentially, starting with generalist nursing
interventions, followed by specialist ones. The method used was a pre—posttest in which each patient received generalist
and specialist nursing interventions, assertive training, and family psychoeducation, each consisting of five sessions.
Results of assertive training therapy and family psychoeducation showed a decrease in the signs and symptoms of violent
behavior as well as an improvement in the patient’s ability to overcome the risk of violent behavior. The application of
Roy’s adaptation theory and Stuart’s stress adaptation approach is potentially appropriate for the treatment of patients
with a risk of violent behavior.
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Abstrak

Perubahan Tanda, Gejala, dan Manajemen Marah pada Pasien dengan Risiko Perilaku Kekerasan Setelah Menerima
Pelatihan Asertif dan Psikoedukasi Keluarga Menggunakan Pendekatan Teori Roy: Studi Kasus. Gangguan jiwa secara
keseluruhan diprediksikan akan semakin meningkat setiap tahunnya. Pasien dengan masalah gangguan jiwa berat seperti
skizofrenia seringkali melakukan perilaku kekerasan. Penanganan pasien dengan perilaku kekerasan dapat mengguna-
kan tindakan keperawatan generalis (mengontrol marah dengan cara fisik, minum obat teratur, cara verbal dan cara
spiritual) dan tindakan keperawatan spesialis (latihan asertif dan psikoedukasi keluarga). Laporan kasus ini melibatkan
11 pasien dengan karakteristik mayoritas usia 2660 tahun, tidak bekerja, tingkat pendidikan SMA, belum menikah, dan
memiliki riwayat dirawat sebelumnya. Tindakan keperawatan yang diberikan adalah tindakan keperawatan generalis
dan ners spesialis latihan asertif dan psikoedukasi keluarga dengan menggunakan pendekatan teori adaptasi Roy dan
adaptasi stress Stuart. Tindakan keperawatan dilakukan secara berurutan/ bertahap dimulai dengan tindakan keperawat-
an generalis kemudian dilanjutkan dengan tindakan keperawatan ners spesialis. Metode yang digunakan adalah pre-
posttest dimana setiap pasien mendapatkan tindakan generalis serta tindakan ners spesialis latihan asertif dan psiko-
edukasi keluarga yang masing-masing terdiri dari 5 sesi. Hasil penerapan terapi latihan asertif dan psikoedukasi
keluarga menunjukkan terjadinya penurunan tanda dan gejala risiko perilaku kekerasan serta terjadinya peningkatan
kemampuan pasien dalam mengatasi risiko perilaku kekerasan. Penggunaan pendekatan teori adaptasi Roy dan teori
adaptasi stress Stuart berpotensi sesuai diterapkan pada penanganan pasien dengan risiko perilaku kekerasan.

Kata Kunci: latihan asertif, psikoedukasi keluarga, risiko perilaku kekerasan, skizofrenia
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Introduction

The number of patients with mental disorders
worldwide is estimated at 450 million, with
adults accounting for 10% (WHO, 2009); this
number is predicted to increase every year. Ma-
jor mental disorders that are prevalent in ASE-
AN countries include psychotic disorders, such
as schizophrenia, followed by bipolar disorder
and depression (ASEAN, 2016). Based on the
2013 basic health research data in Indonesia,
0.17% of 240 million people in Indonesia suf-
fer from severe mental disorders or schizophre-
nia. In West Java, the number of people with
severe mental disorders accounts for 0.16% of
the total population with mental disorders
(National Institute of Health Research and
Development, 2013).

Schizophrenia is a psychotic or psychiatric re-
action characterized by setbacks in cognition,
feelings, perceptions, and abnormal behavior
that affect the genetic, physical, social, and
cultural aspects of an individual (Videbeck,
2011; Varcarolis, 2014). These setbacks can ca-
use patients with schizophrenia to commit vio-
lent behavior because they cannot control their
emotions, mind, and behavior. Many families
hide their family members who have mental
disorders at home for several years and only
bring them to the hospital when they cannot
take care of them or when the patient behaves
aggressively or acts violently.

WHO (2009) states that 1.6 million people ha-
ve died due to violent behavior. Victims of vi-
olent behavior include family members or clo-
se friends. Based on the data of patients treated
from February 13 to April 14, 2017 in Marzoeki
Mahdi Hospital, a total of 344 patients, especi-
ally those in the Bratasena ward, were with a
risk of violent behavior. The patients in the Brata-
sena ward had received generalist nursing inter-
ventions by the ward nurses.

Patients who demonstrate violent behavior are
treated using generalist nursing interventions
by nurses in hospitals. The administration of

generalist nursing interventions can help redu-
ce the cognitive, social, and physical signs and
symptoms of patients with a risk of violent be-
havior and improve their ability to manage such
risk (Komala, Keliat & Wardani, 2016; Wah-
yuningsih, Keliat & Hastono, 2011). Patients
with a risk of violent behavior, in addition to
requiring generalist nursing interventions, sho-
uld also be given interventions by specialist
nurses in the form of assertive exercise psy-
chotherapy and family psychoeducation.

Assertive training is an act of training some-one
to achieve assertive behavior (Sadock & Sadock,
2013). Assertive communication is an ability to
talk and interact by paying attention and res-
pecting the rights and opinions of others with-
out ignoring personal rights, needs, and limi-
tations (Pipas & Jaradat, 2010). Assertive be-
havior training includes practicing direct com-
munication with others, daring to say no to un-
reasonable requests, being able to express ob-
jections and appreciation appropriately, and re-
ceiving praises properly (Stuart, 2013).

Patients with severe mental disorders, such as
schizophrenia can put a burden on themselves
and their families. Maladaptive behavioral pro-
blems in patients also increase family stress le-
vels (Shah & Latoo, 2010). Family interven-
tion, in the form of family psychoeducation, is
needed to manage stress and family burdens.
Family psychoeducation can improve patient
symptoms and social functioning, overcome
family burdens, and provide family coping stra-
tegies. Family psychoeducation can enhance
the experience of taking care of the patient and
the quality of life and can reduce the stress of
family members (Udechuku et al., 2015).

Generalist and specialist nursing interventions
are performed using theory of Roy’s adapta-
tion and Stuart’s stress adaptation. Roy’s adap-
tation theory views humans as a system that is
always interrelated with their environment to
achieve adaptation. Roy explains that the reci-
procal relationship is divided into four parts,
namely, input (focal, contextual, and residual
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stimuli), control processes (coping mechanisms
regulated by regulators and cognators), effec-
tors (physiological functions, self-concept, ro-
le functions, and interdependence), and output
(adaptive or maladaptive). Roy’s adaptation the-
ory combined with Stuart's stress adaptation
theory fits well with the biopsychological com-
ponent found in predisposing and precipitation
factors, assessment of stress, and the coping
sources and mechanisms of patients. Stuart’s
adaptation theory holds that mental disorders
can emerge due to biological, psychological,
and socio-cultural aspects. These three aspects
are found in predisposing and precipitation
factors. In the assessment of Stuart’s stress a-
daptation theory, precipitation factors seem to
trigger a problem; this finding is in accordance
with the focal stimulus in Roy’s adaptation the-
ory and the predisposing factor as a contextual
stimulus. Nursing planning and intervention in-
volve cognators and regulators that are inclu-
ded in individual coping mechanisms. Nursing
interventions that are in accordance with plan-
ning produce output in the form of adaptive
behavior.

The combination of Roy’s adaptation theory
(input, process control, effector, and output)
with Stuart’s stress adaptation theory can po-
tentially be applied in the Bratasena Ward of
Marzoeki Mahdi Hospital as a maintenance in-
patient ward starting from the assessment stage
which is a form of applying the input stages to
Roy's theory therein are focal, contextual and
residual stimuli. Focal stimuli are those that must
be faced directly by the client; such stimuli,
including biological, sociocultural, and psycho-
logical factors, are under study. Contextual sti-
muli are those that result from focal stimuli, and
its biological, psychological, and sociocultural
predisposing factors should be studied. Nursing
planning involves the application of the stages
of the control process, the implementation of
nursing interventions, and the evaluation of re-
sults as output. Patients in the Bratasena ward
are diagnosed with nursing problems of risk of
violent behavior. These patients have begun to
interact with others and are prone to conflict.

They are also in the process of preparation for
discharge from the hospital. Through assertive
training and family psychoeducation, patients
are expected to be able to behave adaptively, as
exhibited by a decrease in the signs and symp-
toms of risk of violent behavior and an increase
in the patient’s ability to overcome the problem
of such risk.

This case report aims to present the changes in
the signs, symptoms, and ability of patients to
manage the risk of violent behavior after being
given assertive exercise therapy and family psy-
choeducation using Roy’s theoretical approach.

Case lllustration

The Bratasena ward in the Marzoeki Mahdi
Hospital is a third-class male inpatient/ recove-
ry ward. The patients in this ward have a risk of
violent behavior. The problems and diagnoses
of the risk of violent behavior are determined
through an assessment using the advanced men-
tal assessment scanning device developed by
the Faculty of Nursing of Universitas Indonesia
and an assessment of patient symptoms, which
consist of cognitive, affective, physiological, be-
havioral, and social aspects that have been used
in many previous studies. Generalist and spe-
cialist nursing interventions are conducted se-
quentially.

Patients in the Bratasena ward of Marzoeki
Mahdi Hospital only receive generalist nursing
interventions and not specialist ones; thus, the
author felt the need to provide the latter. Specia-
list nursing interventions include assertive exer-
cise therapy and family psychoeducation.

The 11 patients included in this case report are
diagnosed with risk of violent behavior and
have received specialist nursing interventions
in the form of assertive exercise therapy, with
four patients receiving family psychoeducation
interventions. This case report uses Roy’s a-
daptation theory and Stuart’s stress adaptation
theory in handling the cases. The first thing to
do in accordance with Roy’s and Stuart's theory
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Table 1. Distribution of Patient Characteristics in The Bratasena Ward (n= 11)

Characteristics n %
Education
a. None 1 9.09
b. Elementary School 1 9.09
c. Junior High School 1 9.09
d. Senior High School 8 72.72
Profession
a. Working 1 9.09
b. Not working 10 90.9
Marital Status:
a. Unmarried 9 81.81
b. Married 1 9.09
c. Widow/ Widower 1 9.09
No. Admission
a 1 3 27.27
b. >1 8 72.72
IlIness Duration
a. <1year 4 36.36
b. 1-5years 2 18.18
c. >5years 5 45.45

is to conduct a study. The process of assessing
patients is into the input section. Studies on
patients include patient demographic data, focal
stimuli (precipitation factors in the form of bio-
logical, psychological, and sociocultural fac-
tors), contextual stimuli (predisposing factors,
consisting of biological, psychological, and so-
ciocultural factors), and residual stimuli (Stuart,
2013; Alligood, Hamid & Ibrahim, 2017).

The results of the assessment of the input of the
11 patients show that all the patients are adults
(2660 years old). The patients’ characteristics
are presented in Table 1.

Table 1 shows that the eight patients with the
highest risk of violent behavior have the high-
est level of education of senior high school
(72.72%). Ten patients (90.9%) are unemploy-
ed. Nine patients (81.81%) are unmarried. Ba-
sed on the number of admissions, eight patients
(72.72%) have already been admitted to the
hospital more than once. Based on the duration
of illness, five patients (45.45%) have been sick
for more than 5 years.

Subsequent studies were conducted to inves-
tigate focal stimuli (precipitation factors), con-
textual stimuli (predisposing factors), and resi-
duals. The results of the assessment of predis-
posing and precipitation factors are shown in
Tables 2 and 3.

Table 2 shows that majority of the biological
predisposing factors are the history of previous
mental disorders and smoking by 10 patients
(90.9%) respectively. The majority of psycho-
logical factors are unpleasant experiences and
parenting (authoritarian/permissive) by 11 pe-
ople (100%) respectively. Then, the most so-
ciocultural factors are losing some special by 10
patients (90.9%).

Table 3 shows that majority of biological pre-
cipitation factors are stopping medication by 9
patients (81.18%), the most psychological pre-
cipitation factors are the presence of unplea-
sant experiences by 10 patients (90.9%), and the
most sociocultural factors the most are not work-
ing by 10 patients (90.9%). The results of con-
textual stimulus assessment (biological, psycho-
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logical, and sociocultural predisposing factors)
show that 11 patients (100%) are influenced by
psychological predisposing factors, namely, un-

pleasant experiences and authoritarian/permis-
sive parenting. Meanwhile, those of the focal
stimulus assessment (biological, psychological,

Table 2. Distribution of Biological, Psychological, and Sociocultural Predisposing Factors of Patients in The

Bratasena Ward (n=11)

. . Yes No
Predisposing Factors n % n %
Biological Factors
a. History of Previous Mental Disorder 10 90.9 1 9.09
b. Previous Hospitalization 8 72.72 3 27.27
¢. Smoking 10 90.9 1 9.09
d. Use of Drugs 8 72.72 3 27.27
e. Genetic 6 54.54 5 45.45
f. Head Injury 9 81.81 2 18.18
g. Chronic Disease 1 9.09 10 90.9
Psychological Factors
a. Introvert 9 81.81 2 18.18
b. Negative Self-Concept 10 90.9 1 9.09
Social Factors
a. School Dropout 8 72.72 3 27.27
b. Not working 4 36.36 7 63.63
c. Economic Problem 9 81.81 2 18.18
d. Losing Someone Special 10 90.9 1 9.09
e. Conflict of Family/ Environment 7 63.63 4 36.36
f. Unmarried 9 81.81 2 18.18
g. Having No Close Friend 3 27.27 8 72.72
h. Not Joining Religious Activities 9 81.81 2 18.18
i. Not Joining Social Activities 8 72.72 3 27.27

Table 3. Distribution of Biological, Psychological, and Sociocultural Precipitation Factors of Patients in The

Bratasena Ward (n= 11)

Yes

No

Precipitation Factors

%

%

Biological Factors

a. Stop Medication 9
b.Smoking 8
c. Use of Drugs 2
Psychological Factors

a. Unpleasant Experience 10
b. Unfulfilled Desire 3
Social Factors

a. School Dropout 3
b.Not working 10
c. Economic Problem 9
d.Losing Someone Special 1
e. Conflict of Family/ Environment 7
f. Unmarried 9

81.81
72.72
18.18

90.9
27.27

27.27
90.9
81.81
9.09
63.63
81.81

w N

00}

NBRB N o

18.18
27.27
81.81

9.09
72.72

72.72
9.09
18.18
90.9
46.46
18.18
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Table 4. Signs and Symptoms of Patients with A Risk of Violent Behavior (n=11)

Pre Post Decrease

Signs and symptoms Yes No Yes No

n n n n n
Cognitive Aspect
a. Unable to Control Violent Behavior 8 3 0 11 8
b. Negative Thinking in Dealing with Stress 11 0 3 8 8
c. Flight of idea 5 6 2 9 3
d. Dominating Conversation 8 3 2 9 6
e. Blaming Others 7 4 3 8 4
f. Wanting to Beat Others 6 5 0 11 6
g. Introvert 5 6 1 10 4
h. Aggressive 1 10 0 11 1
Affective Aspect
a. Angry 1 10 0 11 1
b. Labile Affect 10 1 8 3 2
c. Feeling Annoyed 9 2 0 11 9
d. Feeling Insecure and Uncomfortable 2 9 0 11 2
e. Easily Offended 4 7 0 11 4
f. Suspicious 8 3 4 7 4
g. Underestimating Something 1 10 0 11 1
h. Less Confident 1 10 0 11 1
Physiological Aspect
a. Looking Sharply 7 4 1 10 6
b. Holding Jaws Firmly 1 10 0 11 1
c. Tense Faced 5 6 1 10 4
d. Red Faced 3 8 0 11 3
e. Making a Fist 1 10 0 11 1
f. Headache 1 10 0 11 1
g. Increased Defecating 1 10 1 10 0
Behavioral Aspect
a. Cynical 3 8 1 10 2
b. Loud Voice 2 9 0 11 2
c. Loitering 6 5 4 7 2
Social Aspect
a. Self-Withdrawal 8 3 5 6 3
b. Indifferent to the Environment 4 7 2 9 2

and sociocultural precipitation factors) show
that 10 patients (90.9%) are influenced by the
sociocultural precipitation factor of not working.

The control process experienced by the patient
therein is a coping mechanism. In this section,
the author implemented generalist and speci-
alist nursing interventions. All the patients re-
ceived generalist nursing interventions and as-

sertive training, and four patients received fa-
mily psychoeducation interventions. The initi-
al data of the signs, symptoms, and ability of
patients were collected during initial assess-
ment, that is, before nursing interventions. Af-
ter specialist nursing interventions, assertive
training, and family psychoeducation, final da-
ta were collected to determine changes in the
signs, symptoms, and abilities of patients.
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Table 5. Ability of Patients with A Risk of Violent Behavior (n=11)

Pre Post Increase
Ability Yes No Yes No

n n n n n

a. Physical Method (Taking a deep breath and hitting 8 11 0 3
the pillow)

b. Taking Medicines 11 0 11 0 0
c. Verbal Method 0 11 11 0 11
d. Spiritual Method 4 7 11 0 7
e. ldentifying Cause and Response when Angry 0 11 11 0 11
f. Expressing Needs and Desires Assertively 0 11 11 0 11
g. Expressing Anger Assertively 0 11 11 0 11
h. Reject Irrational Requests 0 11 10 1 10
i. Accepting and Expressing Differences of Opinions 0 11 6 5 6

The implementation of generalist and special-
ist nursing interventions, assertive training, and
family psychoeducation decreased the signs and
symptoms of risk of violent behavior and in-
creased the ability of patients to overcome such
risk. In Roy’s adaptation theory, these results
are included in the output. Changes in the signs,
symptoms, and abilities of the patients are pre-
sented in Tables 4 and 5.

Table 4 reveals that the affective aspect, parti-
cularly the inability to control violence, want-
ing to beat others, and being aggressive, obta-
ined the highest decrease (100%) among the
signs and symptoms.

Table 5 reveals that verbal ability, particularly
identifying causes and responses when angry,
expressing needs and desires assertively, and
expressing anger assertively, obtained the gre-
atest improvement (100%) among other items.

Discussion

Patient Characteristics. Based on data found
in the input (focal, contextual, and residual sti-
muli), 100% of the patients are aged between 26
and 60 years. Based on Erikson’s stages of de-
velopment, this age range covers adulthood,
the stage of human generativity in which many
responsibilities are held; moreover, this stage is
characterized by economic stability and good

social interaction. If these characteristics can-
not be achieved, then a person can experience
dependence in terms of work and finances, the-
reby causing maladaptive behavior (Keliat, Da-
ulima, & Farida, 2011). Mehta, Mehta, and
Shah (2016) mentioned that patients with schi-
zophrenia at the age of 25-31 years exhibit phy-
sically aggressive behavior more than normal
people of the same age. Violent behavior in schi-
zophrenic patients is more common in young
adults (Bo et al., 2011; Varshney, Mahapatra,
Krishnan, Gupta, & Deb, 2016). Adult patients
become more vulnerable to mental disorders and
at risk of violent behavior because humans at
this age are in a stage of having big responsi-
bilities and high stress level.

The risk of violent behavior is highest (72.72%)
in patients with a high school education level.
Oladepo, Yusuf, and Arulogun (2011) stated that
violent behavior is high for people with high
school education. This finding is related to a per-
son’s coping abilities in dealing with stress. A
person with a high level of education is more
likely to be able to think of various strategies to
manage problems rather than taking a form of
resistance, such as violent behavior.

Ten (90.9%) of the patients are unemployed.
Zhang and Bhavsar (2013) stated that someone
who is unemployed has an increased risk of
developing mental disorders. Poverty is related
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to insecurity, lack of education level, inadequ-
ate housing, and malnutrition, which can affect
the emergence of mental disorders (Kuruvilla &
Jacob, 2007). This finding is related to the role
of men in providing for the family. If a man is
unemployed, then feelings of inferiority, sha-
me, and social withdrawal emerge, ultimately
leading to mental disorders and risk of violent
behavior.

Nine (81.81%) of the patients are unmarried.
Loneliness is an important factor in the etio-
logy of mental disorders (Martens, 2010). The
risk of violent behavior increases in unmarried
patients (Bowers et al., 2011). Being an unmar-
ried adult is a stressor. Stressors that are not
handled properly increase a person’s risk of self-
withdrawal, and if they feel threatened, then
they resort to violent resistance physically and
psychologically.

Predisposing Factors. Prediposing factors can
consist of modifiable and nonmodifiable risk
factors (Samy, Khalaf & Low, 2015). Violent
behavior reflects various biological, psychody-
namic, and social factors (Rueve & Welton,
2008).

Data on biological predisposing factors show
that majority of the patients have a history of
previous mental disorders and smoking beha-
vior (90.9%). Smoking prevalence in patients
with schizophrenia is higher than that in pati-
ents with other mental disorders and the gene-
ral population (De Leon & Diaz, 2005; Zhang
et al., 2012; Royal College of Physicians &
Royal College of Psychiatrists, 2013; Yee et al.,
2014). A major factor that influences smoking
is addiction (Ahmed et al., 2014). Smoking be-
havior appears as an individual coping mecha-
nism to deal with stress and boredom, whereas
with smoking, patients need high doses of anti-
psychotics.

Smoking behavior increases when a patient is
discharged from the hospital; thus, the drugs
brought from the hospital become less thera-
peutic and increase the occurrence of violent

behavior. Some patients with violent behavior
have a history of violent behavior/mental dis-
orders. Mehta and Shah (2016) mentioned that
patients with experiences of hospitalization be-
cause of violent behavior show more verbal and
physical aggressive behavior compared with
those who have not been hospitalized. Other
predisposing factors are psychological factors.

Data on psychological predisposing factors show
that for all the patients (100%), violent behavior
is caused by unpleasant experiences and pa-
renting. Keyes, Pratt, Galea, and McLaughlin
(2014) stated that the unexpected death of a clo-
se person is the most common traumatic expe-
rience and is deemed as the worst experience.
Conflicts cause a traumatic experience that can
affect a person’s mental health and his cogni-
tive, emotional, social, and behavioral aspects,
thus causing violent behavior (Rueve & Welton,
2008; Hassan et al., 2015).

A number of 90.9% of the sociocultural factor
is most commonly found in the loss of a spe-
cial/loved one. The loss of a loved one, which
is related to the grieving process, is one of the
factors that cause mental disorders. Delalibera
et al. (2015) stated that family conflicts make
the grieving process complex and prolonged.
Loss is an actual/potential situation in which a
valuable change no longer exists (Kozier, Erb,
Berman & Snyder, 2011). The grieving reac-
tion is influenced by culture, age, and time
when loss occurs (Howarth, 2011). Traumatic
loss is a risk factor of PTSD, depression, com-
plex grieving, and deviant behavior (crime and
drug abuse), which result in mental disorders
and violent behavior in low economic groups
(Smith, 2014). Grieving periods are associated
with an increased risk of the onset of various
mental disorders (Keyes et al., 2014).

Precipitation Factors. The biological precipi-
tation factor mostly found is the medication
stop by 9 patients (81.81%). A significant rela-
tionship was observed between patients’ vio-
lent behavior and noncompliance with medica-
tion (Aldridge, 2011; Witt, Dorn & Fazel, 2012).
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Noncompliance with medication is also associ-
ated with poor outcomes, prolonged hospitali-
zation, violent behavior, suicide, and death.

The psychological precipitation factor was fo-
und in an unpleasant experience by 10 patients
(90.9%). This result is consistent with the sta-
tement that victims of violent behavior or se-
xual harassment from a spouse or parent have
an increased risk of violent behavior (World
Health Organization & PAHO, 2012; Wilkins
etal., 2014).

The sociocultural precipitation factor is mostly
in not working by 90.9%. The unemployed con-
dition of patients is closely related to low eco-
nomic problems. Furthermore, patients with low
socioeconomic levels tend to exhibit physically
violent behavior (Mehta et al., 2016). Patients
often have difficulty being hired due to the
stigma that patients with mental disorders can-
not work, are ashamed, and have to rest at home.

Process

Patient Ability. Generalist and specialist nurs-
ing interventions are conducted in stages whe-
re the first generalist intervention precedes.
Assertive training interventions by specialist
nurses can be completely administered and ha-
ve a positive effect because assertive training is
a communication therapy that focuses on de-
veloping assertive behavior in patients. Keliat,
Totoliu, Daulima, and Erawati (2015) menti-
oned that assertive training therapy is strongly
related to assertive knowledge and assertive
behavior before and after assertive training.
Assertive training therapy increases the ability
of clients to overcome the problem of violent
behavior (Wahyuningsih et al., 2011). Alini
(2010) reported a decrease in the symptoms of
violent behavior and an increase in the ability to
control violent behavior of clients who receive
assertive training and progressive muscle re-
laxation. In generalist nursing interventions,
patients are trained to control anger. Anger
management is administered through physical
therapy, medication, and verbal and spiritual
methods. Assertive training plays a role in in-

creasing a patient’s ability to communicate with
others and solve problems without harming
others.

Family Ability. In addressing this case, the
challenge lies in the fact that not all patients are
visited by their families; thus, family interven-
tion is not optimal. Nursing interventions that
focus on the family can have a positive effect
not only on the patient but also the family.
Udechuku et al. (2015) mentioned that inter-
ventions that focus on the family can improve
the experience of caring and the quality of life
and reduce psychological stress due to caring
for sick family members. Families who receive
family psychoeducation increase cognitive, affec-
tive, and psychomotor abilities (Gajali, Musti-
kasari & Putri, 2014; Wiyati, Hamid & Gayatri,
2009). Family psychoeducation can significant-
ly reduce family burden and increase the abi-
lity of families to care for patients (Wardaning-
sih, Keliat, & Daulima, 2007; Sari, Keliat, &
Mustikasari, 2009).

As a family-focused therapy, family psycho-
education can reduce the incidence of relapses
and hospitalizations, as well as increase patient
compliance with medication, improve the abi-
lity of family coping strategies, and reduce fa-
mily burden (Fiorillo et al., 2013). Family psy-
choeducation also increases knowledge about
the illness and health resources (Pasadas &
Manso, 2015).

Output

Changes in Signs and Symptoms. Decreased
signs and symptoms occur in the cognitive,
affective, physiological, behavioral, and social
aspects. The highest decrease (100%) in cog-
nitive signs and symptoms is found in the in-
ability to control violent behavior, wanting to
hit others, and being aggressive. In the affec-
tive aspect, the highest decrease (100%) is fo-
und in anger, annoyance, feeling uncomfort-
able, being easily offended, underestimating so-
mething, and lacking confidence. In the physio-
logical aspect, the highest decrease (100%) is
found in jaws closed tightly, red face, hand in
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fist, and headache. In the behavioral aspect, the
highest decrease (100%) is found in loud voice.
In the social aspect, self-withdrawal by 37%.

The administration of generalist nursing inter-
ventions can help reduce cognitive, social, and
physical signs and symptoms of patients with a
risk of violent behavior and increase the ability
to control such behavior (Wahyuningsih et al.,
20; Komala, Keliat & Wardani, 2016).

Patients in the calm stage are recommended for
psychosocial interventions, such as assertive
training, to improve patient care outcomes for
the risk of violent behavior because it is proven
effective (Mancini et al., 2009). Patients with
violent behavior feel they have the power to
compensate for feelings of helplessness and
anxiety and usually have limited ability to over-
come the frustrations they face and sometimes
their violent behavior to meet their needs (Qu-
eensland Government, 2010). Assertive train-
ing teaches patients to meet their needs based
on priorities and in an assertive manner.

Assertive training focuses on training patients
to communicate with others. Koolaee, Baighi,
and Navidian (2015) stated that the quality of
life of patients improves, and aggressive beha-
vior decreases remarkably after receiving com-
munication training interventions. Assertive
training can reduce anxiety, aggression, and
fatigue in social interactions among patients
(Mousa, Imam & Sharaf, 2011; Karimi, Mah-
moodi & Hashemi, 2014). Sodikin, Wihastuti,
and Supriati (2015) said assertive training can
reduce the signs and symptoms of violent be-
havior, thus shortening the acute phase.

The decrease in signs and symptoms is also in-
fluenced by family psychoeducation. Family
psychoeducation therapy focuses on handling
communication problems in the family, lack of
information about the illness, and lack of skills
in dealing with conflicts (Volavka, 2013). Fa-
mily psychoeducation involves a multi-dimen-
sional viewpoint that covers family, social,
biological, and psychopharmaceutical aspects;
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information and support and strategy mana-
gement is provided to the family (Economou,
2015). Family psychoeducation can also help
families and friends in preventing the develop-
ment of negative behavior among patients due
to stigma or stereotypes (Bhattacharjee et al.,
2011). Family psychoeducation has a positive
effect on the family.

Family psychoeducation not only benefits the
family but also the patient by reducing recur-
rence and violent behavior (Batista, Baes &
Juruena, 2011; Harvey & O'Hanlon, 2013).
Rahayu, Hamid, and Sabri (2011) reported that
families who recieve family psychoeducation
improve in their ability to provide psychoso-
cial support to sick family members. Family
psychoeducation is much needed by patients to
prevent recurrence (Sariah, 2012) because fa-
milies who receive family psychoeducation can
further provide family support to patients in
administering the treatment. Desousa, Kurney,
and Sonavane (2012) mentioned that family
psychoeducation can effectively reduce the in-
cidence of patient recurrence. This finding shows
that violent behavior can be controlled in fami-
lies who receive family psychoeducation be-
cause a patient’s recurring disorder is evident
from his violent behavior. Families who receive
family psychoeducation can solve family prob-
lems, overcome family burdens, and utilize sup-
port resources outside the family; thus, they can
treat patients with a risk of violent behavior bet-
ter than those who do not undergo psychoedu-
cation.

Conclusions

Assertive training therapy and family psycho-
education can reduce the signs and symptoms
of the risk of violent behavior and improve the
ability of patients to control their anger. Thus,
this therapy can be applied in a maintenance
ward in accordance with Roy’s adaptation and
Stuart’s stress adaptation theory.

This case report recommends that patients with
a risk of violent behavior be given generalist
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nursing interventions (controlling anger thro-
ugh physical therapy, regular medication, and
verbal and spiritual methods) and assertive trai-
ning interventions in a sequential/gradual man-
ner.

This case report also recommends that nurses
conduct routine health education and family
psychoeducation activities every month in the
mental ward. Moreover, patients’ families sho-
uld be required to attend.
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