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Abstract

Background There is a growing recognition that staff attitudes toward coercion in mental health care may influence its
application. This study presents the psychometric properties of the Portuguese version of the Staff Attitudes towards
Coercion Scale (SACS) and describes mental health professionals’attitudes towards coercion in Portugal.

Methods Mental health professionals working in five Portuguese mental health services in urban and rural regions of
Portugal were invited to complete a questionnaire comprising the SACS and a socio-demographic form. Psychometric
analyses including construct validity and internal consistency were carried out using R software.

Results A total of 91 out of 119 questionnaires completed were valid for analysis. Fifty-seven (62.64%) respondents were
female, with an age range of 24 to 69 years (M=39.33; SD=11.09). More than half of them were nurses (52.75%, n=48),
and a third were psychiatrists (36.26%, n=33). A three-factor structure was confirmed and showed the best fit compared
to previously proposed models with a cumulative explained variance of 59%. The Portuguese SACS exhibited adequate
internal consistency for both the full-scale and subscales. The highest mean score was in the pragmatic attitude domain
(20.60; SD=3.37). A negative correlation was observed between the critical attitude domain and both age and years of
experience (p <0.05).

Conclusion A three-factor structure was confirmed and showed the best fit compared to previously proposed models.
The Portuguese SACS showed excellent psychometric properties and is acceptable for assessing staff attitudes towards
coercion.

Keywords Staff Attitudes to Coercion Scale (SACS) - Psychometric properties - Coercion measures - Validation -
Portuguese
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1 Introduction

Coercion in mental health care refers to actions such as forced treatments, involuntary procedures employed dur-
ing treatment or when addressing possible harm an individual may pose to themselves or others. [1] Involuntary
admission, outpatient commitment, mechanical restraint, chemical restraint, and seclusion are examples of coercive
measures that are usually encoded in law. While these measures are typically intended to help the patient, they can
also be employed to safeguard others or, at times, be misused by healthcare professionals, rendering them a mor-
ally complex issue [2]. The use of coercive measures to treat people with mental health conditions has come under
intense scrutiny and debate in recent times due to the considerable violations of human rights they entail. Several
international organizations, including the World Health Organization and the World Psychiatric Association, have
strongly advocated for alternatives to coercion in mental health settings. [3, 4] However, to effectively implement
these recommendations, it is crucial to gain a thorough understanding of the factors that promote the use of these
coercive measures in mental healthcare.

Systematic reviews of the literature have shown that factors such as age, diagnosis, severity of symptoms, race,
and ethnicity can impact the likelihood of being subjected to different forms of coercive measures. [5, 6] Organiza-
tional factors, such as ward characteristics and the ratio of staff to patients, can also influence the risk of coercion[7]
The characteristics of mental health professionals themselves are increasingly recognized as influential in the use of
coercion. Several studies have shown links between the gender [7], age [8], qualifications [7, 9, 10] of mental health
professionals, and their propensity to use coercive measures. More critical analyses of the clinical decision-making
process show that an important, yet frequently overlooked factor implicated in the use of coercive measures is the
attitude of the staff towards coercion and how this attitude can be influenced by personality traits, emotions, and
previous experiences [11-15]. Attitudes have been defined as‘learned predispositions to think, feel, and behave in
a specific manner toward a certain object’ with three main components: affective, behavioral, and cognitive aspects
[16]. The emotional component of attitudes is described by the affective aspect, while sensory responses and persua-
sions are encompassed by the cognitive component. Actions that align with the attitude are described by the behav-
ioral element [17, 18] According to Fishbein and Ajzen [16], an individual’s attitude toward an object mediates every
response, and each response can be categorized into one of the three attitude components [16]. However, Azjen's
Theory of Planned Behavior recognizes the intricacy of the attitude-behavior relationship [19] as social interactions
and experiences can shape and alter attitudes over time.

Studies conducted over time show that nurses’ perception of coercion has undergone a paradigm shift over time,
with a shift from viewing it as therapeutic to perceiving it as a safety measure [8] In the safety paradigm, coercive
measures are considered a last resort, and there is a preference for the least intrusive intervention. This has resulted
in a dilemma for nurses, as they believe that coercion is necessary, but its use can evoke negative emotions. A sys-
tematic review of studies on staff attitudes towards coercion revealed that staff consider coercive measures to be
essential tools in mental health care for ensuring safety and providing necessary care for individuals, highlighting
their concern with safety issues [20] In the United States, psychiatrists were more likely to support involuntary hos-
pitalization if they believed in meeting basic needs and less likely if they believed in respecting the right to refuse
treatment or the unpredictability of the future [21]. In Switzerland, although a significant proportion of mental health
professionals viewed coercion as a violation of basic human rights, they believed that coercion was necessary and
beneficial for psychiatric patients [22] Before we can effectively modify the attitudes of mental health professionals
towards the use of coercion, it is crucial to gain a comprehensive understanding of those attitudes. This understand-
ing and modification serve as a critical component in interventions aimed at reducing coercion in mental health care.

A psychometrically sound instrument is needed for evaluating the attitudes of mental health professionals toward
coercion. The present study sought to evaluate the Staff Attitude toward Coercion Scale (SACS) as such an instru-
ment. The SACS is a 15-item self-reported instrument developed by Husum et al. in [23] among a Norwegian sam-
ple of mental health professionals. [23] It is comprised of three subdomains: a critical attitude toward coercion, a
pragmatic attitude toward coercion, and a positive attitude toward coercion. The SACS has become one of the most
widely and internationally used instruments for evaluating staff attitudes towards coercion, having been translated
into several languages, including Arabic [24], Chinese [25], German [26], Japanese [27], Italian [28] and Polish [29],
and administered more than 5000 times. Portuguese is the sixth most natively spoken language, across eleven
countries and three continents in the world. Not many studies have assessed the attitudes of mental health profes-
sionals towards coercion among Portuguese-speaking populations, and the SACS has never been used or validated
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in a Portuguese context. The subject of staff attitudes towards coercion has not received attention in Portugal, nor
in other Portuguese-speaking countries, and it seems logical to expect that validating a Portuguese version of the
SACS could steer attention to this area of research among Portuguese-speaking countries. In addition, the psycho-
metric literature on SACS has highlighted some doubts about the factor structure and cross-cultural validity of the
SACS. The present study aimed to explore the psychometric properties, in terms of validity and reliability, of the
SACS Portuguese version and compare the results with those reported in previous validation studies presented in
the literature. The study also describes the attitudes of mental health professionals in Portugal towards coercion,
and associated factors.

2 Materials and methods

2.1 Study design and participants

2.2 Study procedure

The original questionnaire was validated among a sample of Norwegian mental health professionals and was reported
to have acceptable psychometric properties. [23] The three subscales demonstrated Cronbach Alpha coefficients of 0.70,
0.73,and 0.69, respectively, while the overall scale, encompassing all 15 items, had a Cronbach Alpha coefficient of 0.78.
To conduct the cross-cultural adaptation of the SACS to Portuguese, the following steps were taken:

Firstly, the English version of the SACS as provided by the original developers [23] was translated to Portuguese by
one of the authors, who is a native Portuguese speaker, and then reviewed by two co-authors who are native Portuguese
speakers. This version was piloted among five mental health professionals to check for clarity and understanding. As the
responses were favorable, the Portuguese version of the SACS was then back translated to English by an independent
translator who was not a member of the research team. The back translated questionnaire was additionally reviewed
by the research team to ensure that meaning was retained. No changes were required at this stage. The final version
of the paper-based questionnaire was administered in person to all staff members who had worked for a minimum of
6 months in each of the mental health services who were willing to participate in the study, between February 2022
and February 2023.

2.3 Study instrument

The study instrument comprised two parts, a short demographic form, and the SACS. The SACS is a 15-item questionnaire
(SACS) that assesses professionals’feelings and attitudes towards coercion on a 5-point Likert scale from strongly disagree
(scored 1) to strongly agree (scored 5) with three dimensions namely, Coercion as offending (critical attitude)—the view
of coercion as offensive towards patients; Coercion as care and security (pragmatic attitude)—the view of coercion as
needed for care and security. The use of coercion is deemed necessary for safety and security reasons in this position,
despite not being regarded as a positive or desirable approach. The third dimension is Coercion as treatment (positive
attitude)—the view of coercion as a treatment intervention, comprising items that hold a favorable perspective towards
employing coercion. When utilizing the 15 items as a complete scale, the items within the first subscale (critical attitude)
are reversed to indicate a higher score, indicating a more favorable attitude towards the implementation of coercion.

2.4 Data analysis

The software used was R (Version 4.1.3) [30] for data processing and statistical analyses by implementing the packages:
dplyr (Version 1.1.0), psych (Version 2.2.3), semTools (Version 0.5.6), semPlot (Version 1.1.5) and ggplot2 (Version 3.4.1).

Descriptive statistics of the sample were first conducted to obtain the actual number of valid responses for fur-
ther analysis and their characteristics for posterior comparative analysis. Next, univariate, and multivariate descriptive
statistics were performed on each item of the instrument to assess and select the optimal correlation matrix for the
following analysis. Items that expressed negative opinions about coercion were conversely recoded to maintain their
coherence with the rest of the instrument. An exploratory factor analysis (EFA) was then conducted. Before this, the
Kaiser-Meyer-Olkin (KMO) test of sample adequacy and Bartlett’s test of sphericity and determinant of the matrix were
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conducted. To select the most reliable and parsimonious factorial structure, optimal coordinates, parallel analysis, and
Kaiser criterion methods were used to calculate the number of factors to be extracted. Subsequently, the factor solu-
tion obtained was tested in confirmatory factor analysis (CFA). The fit measures applied were the x? statistic, degrees of
freedom, and p-value of le the comparative fit index (CFI), the Tucker-Lewis index (TLI), the Non-Normed Fit Index (NNFI)
and the root mean square error of approximation (RMSEA). Cut-off criteria were as follows: < 3 for the x 2/df ratio; > 0.90
for the CFl and TLI; and < 0.08 for the RMSEA [31] Internal consistency analyses were then performed through ordinal
alpha, Guttman split-half, McDonald's omega, and the correlations between each item and the total score of the scale.
Percent attenuation of Cronbach’s alpha was conducted for the full scale and each subscale [32] To explore the associa-
tions between staff characteristics and their attitudes towards coercion, the total score and every subscale score were
compared with participant characteristics by using the Pearson correlation coefficient, Mann-Whitney-Wilcoxon test,
or Kruskall-Wallis test, with Bonferroni correction for pairwise comparisons, as required.

2.5 Ethical considerations

The study’s procedures followed the ethical standards outlined by the relevant national and institutional committees
for human experimentation, including the 2008 revised Helsinki Declaration of 1975. The study was approved by the
Research Ethics Committee of the university (100/2021/CEFCM), as well as the ethics committees of all participating
hospitals. Written informed consent was obtained from all the study participants.

3 Results
3.1 Characteristics of the sample

A total of 119 mental health professionals from different hospitals agreed to complete the survey. A total of 14 respond-
ents did not complete any of the items of the SACS, and 14 did not provide their professional or socio-demographic data.
Thus, the final study sample comprised 91 participants, of whom 62.64% were female and 37.36% were male, with an age
range of 24 to 69 years (M=39.33; SD=11.09). More than half of the participants were nurses (52.75%, n=48), and a third
were psychiatrists (36.26%, n=33). More than three-quarters (82.42%, n=75) had applied a coercive intervention within
the preceding 6 months, and less than half (42.86%, n=39) had received any training on the use of coercion (Table 1).

3.2 Descriptive analysis of SACS items

Table 2 shows the means, standard deviations, minimum and maximum score, skewness, and kurtosis of the 15-items
scale. Although the items showed a skew in the range of — 2 and + 2, the kurtosis value exceeded the limit for items
1,5 and 9, indicating they cannot be considered univariate normally distributed. Furthermore, the tests of multivariate
skewness (x2(680)=1192.810, p<0.001) and multivariate kurtosis (z=6.555, p <0.001) were both statistically significant,
indicating that the data did not follow a multivariate normal distribution and that the Polychoric correlation matrix was
the most suitable for factorial analysis and reliability calculation. The highest mean score was in the pragmatic attitude
domain (Coercion as Care and security) (Table 2).

3.3 Reliability based on internal consistency measures

All items have corrected Item-Total correlations ranging from 0.45 (“11. Use of coercion is necessary toward dangerous
and aggressive patients”) to 0.77 (“1. Use of coercion is necessary as protection in dangerous situations”).

The 15-item scale showed an ordinal alpha of 0.89 (95% Cl 0.78-0.95). Cronbach’s alpha for the same items was 0.86,
indicating an attenuation effect of -3.19%. In the case of the first factor, the ordinal alpha is 0.88 (95% Cl 0.57-0.99), for
the second factoris 0.85 (95% Cl 0.52-0.98), and for the third factor is 0.83 (95% Cl 0.15-0.99), while the Cronbach’s alphas
are 0.83,0.81 and 0.77, respectively (attenuation effect of — 6.52%, — 3.7% and — 7.25%). In the case of the third factor,
eliminating item 11 would improve the alpha value by 0.03, but maintain similar 95% Cl. Nevertheless, eliminating any
item for the full scale and the other sub-scales did not improve their alphas.

Regarding the McDonald’s omega, the full scale showed a value of 0.88 while the first, second and third factors were
0.84, 0.83 and 0.81, respectively.

@ Discover



Discover Mental Health (2024) 4:27 | https://doi.org/10.1007/544192-024-00083-4 Research

Table 1 Socio-demographic Variable N (%)
characteristics of the sample
Gender
Male 34 (37.36)
Female 57 (62.64)
Age group
20-29 18(19.78)
30-39 37 (40.66)
40-49 18 (19.78)
50-59 12(13.19)
60 or more 6(6.59)
Profession
Psychiatrist 33(36.26)
Nurse 48 (52.75)
Occupational therapist 4(4.4)
Social worker 3(3.3)
Other 3(3.3)
Place of principal activity
General hospital 72(79.12)
Psychiatric hospitals 12(13.19)
Community mental health team 7 (7.69)
Years of experience
Less 5 years 16 (17.58)
5-9 years 17 (18.68)
10-14 years 19 (20.88)
15-19 years 17 (18.68)
20 or more 22 (24.18)
Type of setting
Urban 78 (85.71)
Rural 13 (14.29)
Involvement in coercion in preceding 6 months
Yes 75 (82.42)
No 16 (17.58)
Specialized training on coercion
Yes 39 (42.86)
No 52(57.14)
Relative with a mental health condition
Yes 48 (52.75)
No 43 (47.25)

Finally, the Guttman Coefficient obtained from the split half test showed a value on average of 0.89, with a mini-
mum of 0.67 and a maximum of 0.96, for the full scale. In reference to the sub-scales, the first factor showed a 0.86
(min: 0.82; max: 0.88), the second a 0.85 (min: 0.79; max: 0.92), and the third 0.83 (min: 0.82, max: 0.85).

3.4 Evidence of validity based on the internal structure
The results of the Kaiser-Meyer-Olkin test (KMO =0.77), Bartlett’s sphericity test (x2(105)=820.633; p<0.001) and

the correlation matrix determinant (< 0.001) showed that the responses to the scale could be considered adequate
for a dimension reduction.
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3.5 Exploratory factor analysis (EFA)

An EFA was conducted using the Diagonally Weighted Least Squares (DWLS) extraction method on the polychoric cor-
relation. Regarding the number of factors, the three methods applied (optimal coordinates, parallel analysis, and Kaiser
criterion methods) supported the extraction of three factors. An oblique rotation (Promax method) was selected. The
three-dimension structure had a cumulative explained variance of 59% (Factor 1 =22%; Factor 2=21%; Factor 3=16%).
Table 3 shows the factor loadings of each item after eliminating those below 0.40. Regarding the communalities of the
items, all values exceeded 0.30 with the lowest being item 11 with 0.35 (“Use of coercion is necessary toward dangerous
and aggressive patients”) (Table 3).

A Confirmatory Factor Analysis was thus needed due to the differences between the solution obtained and the models
from previous studies.

3.6 Confirmatory factor analysis (CFA)

To evaluate the suitability of four models using DWLS, a set of CFAs were conducted. The German version’s one-factor
model [26] did not demonstrate a satisfactory fit, while the original English version’s three-factor model and the Japa-
nese four-factor model [23, 27]exhibited acceptable fits based on most of the indices but not regarding the RMSEA. On
the other hand, the current study’s three-factor structure (Fig. 1) demonstrated the best fit. More details can be found
inTable 4.

3.7 Bivariate scale score comparisons

No significant differences were observed among socio-demographic characteristics of the staff when the full scale was
considered, significant differences were only observed in the case of the first and second factors. For the Coercion as care
and security dimension, significant differences were found (W =408, p =0.044) between professionals who had applied
coercive measures within the preceding 6 months (Median=21) and those who had not (Median=20). For the Coercion
as treatment dimension, some differences were found regarding the location of the services (W=328.5, p=0.042), staff
of services in urban areas had higher scores in this domain (Median=21) compared to the staff working in the service
located in the rural area (Median = 20). For the coercion as offending dimension, there was a significant negative correla-
tion with age (r=-0.230, p=0.028) and years of experience (r=— 0.229, p=0.029), respectively.

Table 3 Standardized

- . Item* F1 F2 F3 h2 u2

loadings (pattern matrix) on

the polychoric matrix using 1 0.80 0.77 0.23

:léa:z(:g:lly weighted least ) 0.85 0.70 030
3 0.67 0.46 0.54
4 0.48 0.37 0.63
5 0.77 0.63 0.37
6 0.52 0.60 0.40
7 0.67 0.51 0.49
8 0.61 0.44 0.56
9 0.90 0.69 0.31
10 0.90 0.78 0.22
11 0.54 0.35 0.65
12 0.87 0.79 0.21
13 0.79 0.57 0.43
14 0.85 0.64 0.36
15 0.63 0.60 0.40

“F=Number of the factors; h2=communality of the item; u2 =uniqueness of the item; Weights lower than
0.40 are removed
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Fig.1 Path diagram of
the three-factor structure A Item 3 0.61
obtained showing the esti- 0.63

mated three-factor model
Offending

_ ltem4 0.59

with the factor loadings of
each item and their residuals.
After the negative word-

ing items were conversely
recoded, the correlation
among factors changed from
0.38 t0 0.60

0.69 —| Item 8 0.53

0.71 —| |tem13 0.49

| Item14 0.51

N tem15 | 0.29

0.87 " Item 6 0.25

0.81 — Item10 0.34

0.54 Item 11 0.70
0.81 -l

Item 12 0.34

v ltem1 0.09
0.95
— ltem?2 0.29
.84
Care and 0.8 051
. .70 It .
Security 0.70 — Item>
0.73 - |tem7 0.47
0.70

~  tem9 0.50

Table 4 Fitindexes for models ey« X2 Df  pvalue  CFI TLI NNFI  RMSEA
tested
Three-factors 134.727 87 0.001 0.983 0.979 0.979 0.078
Original three-factors 155.915 87 <0.001 0.975 0.970 0.970 0.094
One-factor 433.154 90 <0.001 0.874 0.853 0.853 0.206
Four-factor 161.397 84 <0.001 0.972 0.965 0.965 0.101

“v2 Chi-Square statistic, dfdegrees of freedom, CFIComparative Fit Index, TLITucker Lewis Index, NNF/ Non-
Normed Fit Index, RMSEA Root Mean Square Error of Approximation

4 Discussion

Significant changes in the attitudes of mental health staff are necessary for the successful implementation of strate-
gies to reduce coercion in mental health care [33]. Understanding the attitudes of staff towards coercion is recognized
as a key step in formulating interventions that can reduce coercion in each setting. To the best of our knowledge, this
is the first study to develop and structurally validate the Portuguese version of the SACS. Perhaps more importantly,
this is the first attempt to assess the fit of previously proposed models. A notable strength of this psychometric vali-
dation is that a polychoric correlation matrix was rationally chosen for factorial analysis and reliability calculation
because a prior normality test showed that the items did not follow a univariate or multivariate normal distribution.
Previous studies that validated the SACS did not mention the matrix used, mostly because Pearson product-moment
correlation is assumed by most software. Since the SACS employs a Likert scale to assess responses and generates
ordinal data, utilizing polychoric correlations to obtain solutions offers a more precise replication of the measurement
model employed to produce such data [34]. The results from our study support a new three-factor model for SACS,
slightly different from the one obtained from the original version. Given the limited sample size, additional research
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with larger populations is necessary to confirm these findings. Differences in the pragmatic and critical attitudes
dimensions were observed for socio-demographic characteristics such as age, years of experience, location of service,
and application of coercive measures in the preceding 6 months.

To show that the data collected over time is stable and consistent, it is necessary to use standardized questionnaires.
The use of reliable instruments ensures that results can be replicated when the same population is surveyed at different
times, and even when individuals from diverse cultural backgrounds are surveyed [35]. Although the Chi-square test was
significant, it is important to consider the results of the other indicators as well, as this indicator can be influenced by sam-
ple size [36]. The three-factor solution obtained in the present study showed the best fit and good internal consistency
from three different methods. The attenuation effect was small for all the cases, and removing any of the items did not
show a significant increase in reliability. ltem 11 (Use of coercion is necessary toward dangerous and aggressive patients)
loaded on the positive attitude dimension in our model rather than the pragmatic attitude dimension as proposed in
the original validation study. However, both the original study and the Japanese study reported that this item loaded on
two dimensions (pragmatic and positive attitude dimensions) [23, 27]. Although it is typical for empirical data to exhibit
cross-loadings [37], it could also indicate that the safety paradigm conveyed by pragmatic attitudes towards coercion is
not entirely distinct from the therapeutic paradigm conveyed by positive attitudes towards coercion.

The instrument also showed good reliability based on its internal consistency indices (Ordinal Alpha, McDonald’s
Omega, and split-half Gutman coefficients). Adequate reliability scores for the whole scale and the three different sub-
scales were obtained, implying that it is a reliable measure for use among Portuguese mental health professionals. This
is consistent with previous studies among German, Japanese and Norwegian professionals [23, 26, 27]. Improved alpha
values following the removal of an item may suggest that certain items are not well-suited for the instrument. In the case
of the third factor, eliminating item 11 (use of coercion is necessary toward dangerous and aggressive patients) slightly
improved the alpha value. Despite the increase, the coefficient value remained within the reliability estimate’s 95% Cl.
As a result, the psychometric indicators were not significantly impacted, which may have resulted in a less accurate
representation of the item’s contents.

In the current study, the mental health professionals in Portugal showed the highest scores on the SACS “Coercion as Care and
Security subscale,’ consistent with the finding among Norwegian mental health professionals [23, 38] but differing from German
mental health professionals who scored highest in the “Coercion as Offending subscale”[14]. Differences in attitudes towards
coercion have been observed based on gender [13] years of experience, [13] and occupational groups [14, 39]. In this study, no
significant differences were observed for different socio-demographic characteristics when the entire scale was considered,
however, some differences were observed for subscales. Mental health professionals who had applied coercive interventions
in the previous 6 months had significantly higher scores in the pragmatic attitude subscale compared to those who had not. In
addition, some differences were found regarding the location of the services. The staff of services located in urban areas had a
more positive attitude towards coercion (“Coercion as treatment subscale”) than the staff working in the service located in the
rural area. This could be because of the higher demand and pressure on mental health services in urban areas, and the higher
chances of meeting service users with different cultural backgrounds. The literature on the association between years of expe-
rience and attitudes toward coercion is not consistent. Some studies have indicated that individuals with fewer years of work
experience tend to exhibit more positive attitudes towards coercion [11], whereas others have reported the opposite trend [33]. A
significant negative association was observed between the critical attitude dimension (“Coercion as offending subscale”) and age
and years of experience, meaning that the older the professionals were and the longer they worked in a service, the less critical
attitude they had toward coercion. While the small sample size in this study limits the conclusions that can be drawn, the varied
attitudes observed suggests that a one-size-fits-all approach to changing staff attitudes towards coercion may not be effective.
Instead, tailored interventions targeting specific socio-demographic and professional profiles are likely to be more successful.

5 Strengths and limitations

This is the first study conducted to investigate the factor structure of staff attitudes towards coercion in mental health
care in a Portuguese-speaking population. It is also the first to assess the fit of the model, comparing it with previously
reported models from previous studies. Unfortunately, due to its cross-sectional design, this study could not explore the
psychometric properties of the SACS over time, thus being unable to assess the test-retest reliability. Additionally, the
small sample size did not allow us to perform an invariance structure analysis, which can be part of further studies. Finally,
only one measure of staff attitude towards coercion was used in this study (i.e., SACS), which prevents us from evaluat-
ing concurrent validity and structural validation across other instruments. As the decision-making process is influenced
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by factors beyond those captured by the SACS, including emotions and personality traits, future studies could enhance
current understanding by utilizing the SACS in combination with other instruments to capture a more comprehensive
range of variables influential in shaping attitudes towards coercion.

In conclusion, the Portuguese SACS showed adequate psychometric properties and a new three-factor structure,
which showed the best fit when compared to previously proposed models. The results suggest that the Portuguese
version of SACS can be used effectively to evaluate the attitudes of staff towards coercion. It may identify variations
in staff attitudes based on their sociodemographic and professional characteristics, enabling targeted interventions
for staff. The research outcome will enhance the precise evaluation of attitudes regarding coercion and promote the
instrument’s cross-cultural applicability. The mental health professionals in Portugal showed the highest scores on the
pragmatic attitude domain, significant negative association were observed between the critical attitude domain and
age and years of experience.
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