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Abstract

The Comprehensive Violence Prevention and Protection Program (CVPPP) was
developed following the implementation of the Medical Treatment and Supervision Act.
It was incorporated into workers' training when the wards were opened in the early years
of designated inpatient medical institutions. CVPPP was modelled after the control and
restraint method adopted in security hospitals in the UK. From the outset, CVPPP
included a security element even though it was described as a care technique.

CVPPP has gradually been extended to general psychiatry. Today, the Ministry of
Health, Labor, and Welfare's training project for ensuring psychiatric care systems has
adopted the objective of disseminating CVPPP principles.

In other countries, training programs for managing violence are collectively known as
Aggression Management Training Programs (AMP). There are many different AMP
models. AMPs in Europe and the US have been active since the 1980s, but much debate
on the difficulties in presenting evidence, accidents caused by physical intervention, and
negative psychological effects of forced intervention remain. Moreover, the need for such
training continues to be recognized today; since its inception, the CVPPP has faced
challenges similar to those encountered in Europe and USA. There is a dichotomous
issue of whether to focus on safety management or a person-centered approach of
coercive psychiatric care. Moreover, difficulty of judgement caused by the complexity of
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the definition of violence persists. Furthermore, from the staff's perspective, there
psychological distress from exposure to violent behavior is possible, and so is of
becoming a perpetrator of abuse. For the parties concerned, they can be both victims
and perpetrators. In this respect, when judging violence, it is advisable to consider the
question: "From whose point of view is it violence?"

In this context, the CVPPP is moving towards a program with a recovery-oriented and
person-centered philosophy. To manage violence, a problem that can easily lead to
confrontational structures, both parties and medical staff should move forward with joint
ownership. This article reviews the background to the development of this program,
which is now widespread in general psychiatric care; outlines trends in Europe and the
US; and discusses future prospects for violence management programs in psychiatry.
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Introduction discussed in a single category. However,
This paper discusses the this paper uses the development and
Comprehensive Violence Prevention dissemination history of CVPPP as a

(CVPPP),
developed following the Act on Medical

and Protection Program

Treatment and Observation for Persons
Who Have Committed Serious Acts of
Harm to Others in a State of Insanity,
etc. (hereinafter referred to as the
Medical Treatment and Supervision
Act). CVPPP is discussed as a model for
addressing violence from a care
perspective. Initially developed with
reference to the UK's Control and
Restraint (C&R) framework, it was
originally described in British English;
however, it is now uniformly referred to
in American English.
Violence occurring in psychiatric

settings 1s complex and cannot be

guide to vrevisiting the changing
perspectives on responding to violence
in psychiatry. By referring to the

current principles, methodology, and

challenges of CVPPP, this paper
discusses care-based response
techniques for violence in general

psychiatric care with a particular focus

on them.

1. Violence Addressed by CVPPP
Violence permeates our surroundings;
we live in an era confronting violence.
Beyond the issue of violence involving
numerous victims, such as war and
conflict, problems like bullying and

abuse exist, along with hate speech,
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violent posts on social media, and issues
stemming from discrimination known
as microaggressions. Violence is also a

significant problem in the workplace.

The U.S. National Institute for
Occupational Safety and Health
(NIOSH) identifies four types of

workplace violence: Type I: Crimes by
unrelated individuals; Type II: Violence
from parties involved; Type III: Violence
between workers; and Type IV: Violence
from workers' partners or others.26) It
also provides guidelines for
countermeasures. In hospitals, concern
over Type II violence is increasing,
particularly in emergency
departments.?® Furthermore, violence
against caregivers in dementia care and
physical care settings, along with its
impact on these caregivers,! is also
receiving attention. Violence from
colleagues corresponding to Type III,32
has also come to be discussed.

Violence occurring in psychiatric
settings has been a major global concern
for many years. Within nursing science,
violence remains a significant research
focus to this day, primarily addressed
through two approaches. One involves
discussions on professional care
responses to violence in psychiatric
settings,® while the other examines
violence from an
health

exploring methods to protect staff by

workplace

occupational perspective,

addressing employees' experiences of

violence. This paper addresses the
former. However, violence occurring in
general psychiatric care sometimes
requires police intervention, as in the
latter case, demanding a firm response
to violence from an occupational safety
perspective. For establishing necessary
systems, including reporting procedures,
support protocols, and documentation
frameworks, it is advisable to refer to
guidelines provided by professional
organizations.
Regarding violence in psychiatric
settings, it has increasingly become
impossible to discuss the issue without
addressing the trauma it causes.4? The
trauma experienced by individuals
themselves, exposed to various forms of
violence, can manifest as intense
aggression toward staff. We seek ways
both

staff are harmed.

to escape situations where
individuals and
However, the ongoing issue of abuse
against persons with disabilities
extends beyond that which is visible. It
1s also a problem regarding the inherent
violence perpetrated by healthcare
providers exercising coercive force
against individuals to enforce treatment
plans or rules; the very act of imposing
what

constitutes violence is ambiguous. Even

medical care. Furthermore,
if we tentatively define it simply as
“aggressive actions that threaten people
or property,” violence represents a state
where the

equilibrium of forces,
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intertwined power dynamics, desires,
frustrations, hatred, and more, becomes
marked. In each instance, that force
disrupts the public sphere.

Moreover, violence is a complex issue
determined by the varying degrees and
layers of concepts such as responsibility,
intent, harmfulness, and legitimacy
coexisting within it.!? This complexity
makes it difficult to clearly distinguish
between “violence,” “things bearing
violence,” and “things that are not

violence,” complicating care for violence.

I1. The History of Violence Management
in Psychiatric Hospitals and Beginnings
of CVPPP: Lessons Learned from the
UK's C&R

In Japan, intervention against
violence in psychiatric hospitals has
been entrusted primarily to nursing
staff, particularly (physically strong)
1901 textbook

Nursing in

male nurses. The

“Psychiatric Insane
Asylums,” considered Japan's earliest
psychiatric nursing textbook, states:
“When it is unavoidable to use physical
restraint, the nurse must do so with a
heart of toward the

patient.”?® This passage conveys the

compassion

fundamental attitude toward physical

intervention. However, in reality,

“responding to violence” was not
discussed,292? and was instead passed
down orally among male nurses. Here
positions:  one

too, there were

demanding nurses act as security
personnel, and another seeking care-
based response methods. In practice,
male nurses were expected to fulfill the
former role. Such differences in
perspective are also observed globally.
Bjorkdahl, A. et al.? use metaphors: the
ballet dancer approach, emphasizing
artistic sensitivity and nonverbal
messages in care delivery, and the
bulldozer approach, prioritizing ward
safety over individual patients and
using force as a shield to protect the
ward. The former emphasizes person-
centered care, while the latter focuses
on eliminating and managing violence.
However, the former often faces
criticism, questioning “What about staff
rights?,” and the latter tends to foster
an adversarial stance toward patients.
Amidst this context, following
enactment of the Medical Treatment
and Supervision Act, the author had an
opportunity in 2002 to study in the UK
for six months as part of the Ministry of
Health, Labour and Welfare's training
program for specialists in acute
psychiatric care. At that time, only the
nursing course included a one-week
called C&R
(Containment and Restraint), a violence
C&R was

adapted from C&R Prison Service used

training program

management program.
in prisons.2? While time was allocated
for literature review and discussion, the
involved

majority of the training
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practicing physical interventions. One
procedure involved saying: “Thank you
for your cooperation,” to the individual
during each step of the physical
intervention. For the author, who had
previously lacked systematic knowledge
of such techniques, this aspect felt
Although

initially shared in Japan, this concept

particularly  significant.

did not seem to gain sufficient
awareness. Nevertheless, the
systematic approach to violence

management practiced in Europe and
America became the model for Japan's

CVPPP.

ITI. Flow of the Aggression Management
Training Program
1. Aggression management training
program

Training programs like CVPPP are

sometimes collectively referred to as

Aggression Management Training
Programs (AMPs).19 Numerous
programs exist worldwide, many

managed as commercial entities with

undisclosed  specifics. They are
considered to include prevention, de-
escalation, physical intervention, crisis
debriefing,

management, reporting,

trauma, self-control, and facility
protocols. CVPPP is a rare program in
that it is published as a book (although
it has many points needing revision).
Most programs focus more on crisis

management than prevention, and

include breakaway techniques and
physical methods.?
Effectiveness studies of AMPs use

Intervention

incident and coercive intervention rates
as outcomes, but the evidence is unclear.
Other indicators, such as changes in
nurses' attitudes and confidence, have
been examined,? and many reports
indicate that at least changes in
attitudes and confidence are achieved.
In the UK, the National Institute for
Health and Care Excellence (National
Health and
Excellence: NICE) has issued guidelines

Institute for Care
on violence in psychiatric settings. The
latest version is the 2015 edition,2¥ but
the previous 2005 edition?? stated that
50% of training courses in England at
that time taught the wuse of pain
(methods to intentionally inflict pain on
the individual). It also stated that when
using physical intervention as a last
resort, “every effort should be made to
avold causing pain.” “Intentionally
inflicting pain has no therapeutic value
and is justified only to immediately
rescue staff, service users, or others.”
While the need for person-centered care
1s mentioned, the impression at this
time was that the focus was on the
methodology of physical intervention. In
the C&R training the author attended,
the techniques were used confidentially,
with the rationale that “if the individual
learns this technique, they will counter

1t, so it must remain unknown to them.”
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This reflected an approach of secretly
acquiring security restraint techniques.

However, the 2015 update edition,25
mentions that physical intervention can
lead to negative attitudes and trauma
for the individual, such as fear, pain,
and anger, and also describes how it can
generate negative emotions in staff.
While there is no specific mention of
using pain in manual restraint, it is
stated that pain should not be used as a
part of restrictive interventions overall.
Conducting risk assessments with the
individual and respecting advance

decisions (pre-instructions regarding
restrictive interventions the individual
advance

wishes to refuse) and

statements  (expressions of the
individual's wishes, feelings, beliefs,
and values) are called for, strengthening
the stance of participant involvement.
While physical interventions and their
remain necessary, overall
shifted

strengthening preventive methods for

training
emphasis has toward

restrictive interventions, such as
assessment and de-escalation.

Within this trend, the existence of an
authoritarian culture in psychiatry is
recognized as a significant risk factor
for patient aggression and violence.?
AMPs

care

Consequently, emphasize

trauma-informed and person-
centeredness,?5 recovery-oriented
approaches,® and incorporation of the
NICE

individual's perspective.

guidelines were also revised in 2019 in
line with this trend. In the UK,
Safewards,!” which emphasizes getting
other well, and
RESPECT,'® which advocates a stance

of caring rather than controlling, have

to know each

also gained recommendations. These
are points similarly emphasized by

CVPPP, and 1 CVPPP's

approach is consistent with this global

believe

trend.

2. CVPPP as AMP

CVPPP itself has vacillated since its
inception in 2005 within the dichotomy
of care versus safety management.
While care was the intended goal, there
was a tendency to lean toward strategic
descriptions primarily for healthcare
providers. Even while stating it was “for
care,” it often became practice for how to
respond when a person acted violently,
reinforcing the image of the person not
as someone “who can only resort to
violence,” but as a “person who is an
aggressor.” When the first CVPPP text
was published, Mukaiyachi'® offered
this advice: “Engage in large numbers,
restrain, and provide care. Intensive
care perpetuates the cycle of violence.
What is needed is the posture of
reinforcements arriving to help.” Even
so, the focus remained on physical
Intervention as crisis management, and
the perception of CVPPP as a technique

for subduing grew stronger.
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Nakai2? remarked on CVPPP: “That's
why we tend to end up feeling like we're
confronting the patient. Now, for the
first time, a textbook on violence
(Comprehensive Violence Prevention
Program for Healthcare Professionals,
Igaku-Shoin) has been published, but
even this initially had a bit of that
feeling.” I believe his use of “initially”
stems from deep compassion for Japan's
first initiative, and that what he truly
wanted to say was “even now, it's still
far from ideal.”

As physical intervention techniques
gained attention, while the official
stance was that “CVPPP is a method of
care,” expressions like “CVPPP is for

”» <

martial artists,” “training is a brawl,”
and “in the field, you just have to
restrain them” were frequently seen on
social media. Indeed, similar processes
occurred in Europe and America.
Paterson et al.3? expressed concern that
“the term C&R itself came to mean
physical restraint.” While there were
attempts to rebrand C&R from “Control
and Restraint” to “Care and

Responsibility,” no marked change
occurred.’® CVPPP is also commonly
referred to as “CV.” When used in
phrases like “We're about to apply CV
now,” it signifies physical intervention =
CV, unconsciously referring to manual
restraint techniques.

intervention

However,  physical

methods inherently involve exercising

force within a power gradient, which
can lead to violent behavior toward
minorities.  Therefore, we  must
constantly confront the question of how
to resist this. The author has addressed
this by working on “how to approach
this issue together with those directly
involved.” CVPPP has been advanced so
that it may serve as a tool enabling
people from all positions to think
together about the complex and
sensitive issue of violence.343643) In 2019,
a new text was published,3¥ describing
the experiences of three individuals who
have been directly affected. It has been
reported that gaining confidence in
managing aggression reduces negative
attitudes toward those affected,3® and
that CVPPP reduces negative attitudes
toward aggression from  affected
individuals.’® Nevertheless, I believe it
1s essential to sincerely address the
potential for wanting to resort to
physical intervention,? and the risk of
justifying intervention in the name of
care.l” The author intends to continue
reflecting on whether the program
should include methods for physical

intervention.

IV. CVPPP as a Method to Care for
Violent Individuals

1. The current state of CVPPP and
philosophy of caring for violent
individuals

1) Development of CVPPP
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CVPPP was incorporated into staff
training when the Medical Treatment
and Supervision Act was established.
The core component is the CVPPP
Trainer Training Course, a 4-day, 24-
hour program. Graduates are certified
as CVPPP Trainers

Western model, individuals who are

(following the

able to implement the program within

their own facilities).  Currently,
certification is administered by the
Japan Society for Mental Health and
CVPPP Instructors
capable of facilitating this course were

staff

Care. Initially,

primarily from  designated

Inpatient medical Institutions.
Furthermore, as the Japan Psychiatric
Nurses Association incorporated it into
their training, over 13,000 individuals
had completed the trainer development
program by 2021. Approximately 10,000

of these individuals participated in

training conducted at designated
Inpatient medical institutions
(including  those co-hosted  with

branches of the Japan Psychiatric
Nurses Association).

Furthermore, the Ministry of Health,
Welfare's

Ensuring Psychiatric

Labour and “Training
Program for
Medical Care Systems (Training to
Provide Safe and Secure Medical Care
in Psychiatric Hospitals)” states:
“Recognizing the achievements of the
Prevention

Comprehensive Violence

Program, which has spread primarily

among  hospitals with  medical

observation wards, 1t aims to
disseminate the fundamental concepts
of the program to a wide range of
professionals working in psychiatric
hospitals and similar facilities. It also
seeks to further promote and advance
efforts to ensure a safe and secure
medical environment in psychiatric
hospitals.”

The current CVPPP training is
positioned solely as means to examine
care methods. In all exercises, the goal
1s not merely to learn procedures but
also consider the

necessary care

elements within those procedures.
Therefore, exercises constantly focus on
determining what care is needed. We
consider how to support rather than
restrain, focusing on the message
conveyed through the touch of a hand. It
1s not suppressing by force but the
warmth that is conveyed,® that reduces
risk. Indeed, this new CVPPP style
faced marked resistance. Some reacted
with concerns, such as: “Are healthcare
providers not protected?” or “To protect
the individual,
necessary; we can't talk about care until
However, if the
the risk of

violence should decrease. Insisting that

techniques are

we learn them.”

individual feels secure,

restraint methods are more important is

akin to saying: “When physically

restraining someone, we cannot afford
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to be considerate until they are safely
restrained.”
2) The philosophy of CVPPP

The perspectives of those focused on
managing violence and prioritizing
operational efficiency naturally differ
(Table). The CVPPP philosophy holds
that “both the individual concerned and
helper are equally ‘persons’ (persona)-
centered,”?? deserving mutual respect
and protection. Becoming an ally to the
distressed individual and acting to
reinforce their care most effectively
reduces the risk of aggression or violent
behavior.3¥ While the term “ally” may
be debatable, it signifies the position
described by Sullivan, H.S. as “members
of the same community,”2? differing
from mere customer service. It suggests
not just completing tasks, but being
present and navigating through the
uncertainty together.
2. Methods to care for violent
individuals
1) Risk assessment

CVPPP establishes momentary risk
assessment as a distinctive approach.
This determines whether healthcare
providers can engage within a safe
range, enabling them to extend a
helping hand with confidence. Next, to
prevent healthcare providers from
making unilateral judgments, mutual
understanding is emphasized. For

example, expressions like

“unresponsive” or “unwilling to listen”
suggest a one-sided judgment that the
individual is not complying with the
provider. Mutual understanding helps
identify discrepancies!? in protective
factors as understood by both the
individual and provider.
2) De-escalation
De-escalation is defined as “a

technique (including verbal and
nonverbal communication skills) aimed
at reducing anger and avoiding
aggression. While medication can be
used as part of a de-escalation strategy,
this alone does not constitute de-
escalation.”? It encompasses all
strategies, not merely communication.
In CVPPP, in addition to “engaging
assessment

calmly using risk

techniques,” the verbal aspect
emphasizes “being mindful of the ‘power’

while
through

expressions of gratitude or apology, and

inherent in speech acts,?

demonstrating sincerity
focusing on the illocutionary act,” while

the nonverbal aspect  stresses:

“receiving and responding to all
messages’ and “sincerity rather than
prepared answers.”® This creates a
calm and reassuring environment for
the individual,

applicability of the

exploring the
concept  of
collaborative commitment.

3) Physical intervention

CVPPP

intervention

physical
Physical

incorporates

techniques.
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Intervention methods prioritize de-

escalation during the intervention

above all else. Therefore, practice
focuses not on “memorizing procedures”
but solely on considering “methods that
reassure the individual.” However, some
countries prohibit practices like prone
positioning or placing one’s hands
behind the back,3?

continued review. Additionally, the

necessitating

author has modified the traditional
nursing practice known as “escort,”
where individuals are supported from
both sides, by incorporating CVPPP
theory. This

currently being

modified approach 1is
validated through
experimental research. It should be
noted that this technique 1is also
considered a form of physical restraint
and must not be misused as a
convenient method.
4) Breakaway

Breakaway is a technique with self-
defense implications, used to evade
attacks such as being struck or grabbed
(which may be why it has been accepted
by healthcare providers). However,
current practice emphasizes structuring
exercises within breakaway that focus
on how to find the next care method,
thereby differentiating it from mere
self-defense.
5) Reflection

Reflection often occurs after an actual
which can

violent incident,

inadvertently lead to demanding self-

reflection from the individual involved.
CVPPP takes care not to force reflection
or compel individuals to “look back” in
order to help them regain a peaceful
daily life. While

trauma from their life experiences and

individuals carry
stigma, caregivers can also experience
significant stress when exposed to
Iintense aggression from the individual.
To prevent the support provider's own
trauma from perpetuating the cycle of
violence, CVPPP prioritizes a firm grasp
of its core principles. It aims to foster
natural peer support networks and
methods for

continues to explore

developing pathways that prevent

surrendering to violent impulses.

3. Current initiatives and challenges:
Creating together with those affected —
Collaborative action theory care —
Programs like CVPPP, which involve
physical intervention, risk oppressing
individuals and inflicting trauma if
healthcare providers are unaware of
their own power. CVPPP aims to avoid
falling into Eichmann-like
thoughtlessness,4? by focusing on the
structure of surveillance and
punishment as described by Foucault,
M.,” and consider violence outside the
oppositional structure of superior-
inferior. When considering this, we
must also look at the power inherent
within the hospital organization itself,

much like Foucault identified power
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dynamics in education and hospitals, or
Sullivan's “divine power of the nursing
department.”

Because CVPPP imposes restrictions
on human behavior, it requires constant
philosophical reflection. Currently, the
author is engaged in a Grant-in-Aid for
Scientific Research (C) project, entitled:
“Improved CVPPP for Creating Safe
Spaces with Those Affected.” Within
this project,

while examining

philosophical concepts surrounding
violence and organizing theories on
communication from a linguistic
philosophy perspective, the author aims
to create CVPPP developed with the
involvement of persons with lived
experience. This includes having Mr.
Neteru Masukawa, a WRAP® Advanced
CVPPP

trainer development training,'® and

Facilitator, participate in
exchanging opinions with Mr. Yuhei
Yamada of Porque, the Organization of
with Psychosocial

Disabilities.?”? Mr. Masukawa shared

Persons

the perspective: “There are times when
I feel like I might lash out. At such times,
I want someone to stop me with a gentle
hand.” He proposed positioning CVPPP
as one option within a crisis plan. Mr.
Yamada emphasized the need to
consider theory while paying attention
to the

inherent in general psychiatric care.

power gradient structures
From these efforts, I believe the path

CVPPP should pursue is to explore care

methods that foster mutual respect
through mutual commitment, even in
response to violence.

Violence presents a complex picture
where both the individual experiencing
it and healthcare provider, as well as
those around them, can become both
victims and perpetrators. We aim for
everyone to consider this problem and
its response methods as shared actions,
with shared agency. However, it is also
natural that no one can forgive the
person who was the direct agent of a
traumatic experience they suffered in
Through the
dilemmas discussed within the Medical
Treatment and Supervision Act, CVPPP

aims to address this complex issue

the past. nursing

within general psychiatric care as well.

Conclusion

Moving forward, CVPPP must also
consider approaches to care for violent
behavior associated with dementia or
severe behavioral disorders (although
careful consideration should also be
given to whether it ought to be called
violence), as well as responses to
violence in the community.

When nurses take action to respond to
violence, those around them might
comment: “Oh, they're restraining and
CVPPP

should aim to develop intervention

taking them away again.”

methods that make bystanders perceive

the action as “going to help.”
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Editor's Note: This special feature
article is based on the symposium held
at the 118th Annual Meeting of the
Japanese Society of Psychiatry and
Neurology, with Hisako Taguchi
(Kanagawa Psychiatric Center) as the

representative.
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Table: Care and safety management

Approach to care Safety management
Reassurance Purpose Efficient goal achievement
Being present Taking them away

Person Object Patient
Care Cure
Dialogue Persuasion
Person-centered Characteristic Work safety
Ideal Scene (reality)
Care ethics Ethics Ethics of justice (compliance with
systems)
Emotionality Priority Rationality
Support Physical Restraint, Restrain
Intervention
No hierarchy in that Status Superior or inferior
moment
Feel, Think and act Execution Execute procedure (manual)
Care for violent individual Response to Violence is not permitted and
violence suppressed
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