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Abstract

Background: Violence in the workplace is an ill-defined and underreported con-
cern for health care workers. The objectives of this study were to examine per-
ceived levels of violence in the emergency department, to obtain health care
workers’ definitions of violence, to determine the effect of violence on health
care workers and to determine coping mechanisms and potential preventive
strategies.

Methods: A retrospective written survey of all 163 emergency department employ-
ees working in 1996 at an urban inner-city tertiary care centre in Vancouver.
The survey elicited demographic information, personal definition of violence,
severity of violence, degree of stress as a result of violence and estimate of the
number of encounters with violence in the workplace in 1996. The authors ex-
amined the effects of violence on job performance and job satisfaction, and re-
viewed coping and potential preventive strategies.

Results: Of the 163 staff, 106 (65%) completed the survey. A total of 68% (70/103)
reported an increased frequency of violence over time, and 60% (64/106) re-
ported an increased severity. Most of the respondents felt that violence included
witnessing verbal abuse (76%) and witnessing physical threats or assaults (86%).
Sixty respondents (57%) were physically assaulted in 1996. Overall, 51 respon-
dents (48%) reported impaired job performance for the rest of the shift or the
rest of the week after an incident of violence. Seventy-seven respondents (73%)
were afraid of patients as a result of violence, almost half (49%) hid their identi-
ties from patients, and 78 (74%) had reduced job satisfaction. Over one-fourth
of the respondents (27/101) took days off because of violence. Of the 18 respon-
dents no longer working in the emergency department, 12 (67%) reported that
they had left the job at least partly owing to violence. Twenty-four-hour security
and a workshop on violence prevention strategies were felt to be the most useful
potential interventions. Physical exercise, sleep and the company of family and
friends were the most frequent coping strategies.

Interpretation: Violence in the emergency department is frequent and has a sub-
stantial effect on staff well-being and job satisfaction.

Violence in the workplace is a well-recognized concern for health care work-
ers,1–3 with most perpetrated by patients and, to a lesser extent, visitors.4–7

Substance abuse and psychiatric disorders are among the main factors con-
tributing to violence in the emergency department.2,7,8

Although the emergency department is recognized as a particularly violent envi-
ronment,3–5,9 the true incidence of significant episodes of violence is unknown, since
violence in this setting is underreported.2,8,10,11 In addition, definitions of violence vary.
Although verbal abuse is often not included,6 most studies show consistently that ver-
bal abuse, threats and assaults are common.4,7,8 For instance, in a survey of emergency
department nurses in Pennsylvania hospitals, nearly all reported verbal abuse (97%)
and physical threats (94%), and a majority (66%) had been physically assaulted.6
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Violent incidents have a significant long-lasting effect on
health care workers. Lower morale, anger, loss of confi-
dence, burnout, time off work, disability and change in job
status have been reported.6,8,12,13 The consequences may be
underestimated, since each incident affects a number of staff.

We carried out a survey of emergency department staff
working at an urban inner-city tertiary care centre to exam-
ine perceived levels of violence in the emergency depart-
ment, to obtain health care workers’ definitions of violence,
to determine the self-reported effect of violence on health
care workers and to determine self-reported coping mecha-
nisms and potential preventive strategies.

Methods

The study was conducted at St. Paul’s Hospital, an urban hos-
pital in downtown Vancouver with 55 000 emergency department
visits annually. The emergency department is staffed 24 hours a
day by certified emergency physicians, with a complement of ro-
tating medical students and residents. Twenty-four-hour onsite
staff include 10 to 12 nurses, 2 to 3 admitting clerks, 1 emergency
psychiatry nurse, 1 social worker, 1 unit coordinator and protec-
tion services personnel.

After obtaining approval from the Ethics Committee for Hu-
man Experimentation at St. Paul’s Hospital, we distributed a
questionnaire to all 163 emergency department staff employed
during 1996. The questionnaires were distributed in May 1998 in
person or, if the person no longer worked at the hospital, by mail.
The questionnaires were returned by mail, with all information
being anonymous and confidential.

The survey questions elicited the respondents’ definition of vi-
olence, their perception of its severity and associated degree of
stress (rated on a scale of 1 to 5 from “Not severe” to “Extremely
severe”), the number of episodes of violence in the previous year,
the frequency of reporting of episodes of violence, and the effect
of violence on job performance, subsequent fear of patients, job
satisfaction and career choice. Finally, the staff’s coping mecha-
nisms and the value of preventive strategies were assessed.

The data were summarized with medians for skewed continu-
ous and ordinal data, means for normally distributed continuous
data and proportions for categorical data.

Results

Of the 163 staff members, 106 (65%) responded to the
survey: 47 nurses, 19 protection services personnel, 13
physicians, 8 admitting clerks, 7 social workers, 5 licensed
practical nurses, 4 unit coordinators, 2 ward aides and 1
porter. The mean age was 37 years. There were 63 women
and 43 men. The respondents had worked 9.2 years on av-
erage in emergency departments, with 7.1 years at St.
Paul’s Hospital Emergency Department. Of the 106, 58
were full-time staff, 27 were part-time staff, and 21 were
casual workers.

Of the respondents who answered the question regard-
ing the definition of violence against themselves (Table 1),
76% (76/100) included witnessing verbal abuse and 86%
(86/100) included witnessing physical threats or assault.

Most of the respondents also included experiencing verbal
abuse (92% [94/102]), physical threats (97% [99/102]) and
physical assault (92% [93/101]). The remaining respon-
dents in each category did not identify the particular expe-
rience as violent.

In all, 55% (57/103) of the respondents reported experi-
encing physical assault as the most severe violence against
themselves in the previous year, followed by witnessing
physical threat or assault (21% [22/103]), experiencing ver-
bal abuse (12% [12/103]) and experiencing physical threat
(10% [10/103]). The frequency of each type of violence is
given in Table 2.

Among the 103 respondents who answered this ques-
tion, the number who rated the degree of stress from an
episode of violence as moderately to extremely severe was
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Table 1:  Survey question to emergency depart-
ment staff regarding definition of violence against
themselves

You define violence against yourself as an intense
reaction from a patient/visitor/relative that includes:
•   Hearing an individual shouting verbal abuse

(screaming, calling names etc.) at another staff
•   Witnessing physical threat and/or assault

(raising fists, attempts to bite, kick, punch etc.)
toward another staff

•   Experiencing verbal abuse (e.g., screaming at you,
calling you names, verbal threats)

•   Receiving physical threat/intimidation (e.g., raising
fists, attempts to kick or bite)

•   Getting physically assaulted (throwing liquid,
slapping, kicking etc.)

•   Other (please specify)

Table 2: Number of times during 1996 that emergency department
staff experienced various types of abuse

Type of abuse; no. (and %) of respondents
n = 106*

No. of times
Physically
assaulted

Physically
threatened

Witnessed
physical

threat/assault

0 45  (43) 11  (10)         0
< 5 39  (37) 41  (39) 28  (27)
6 10 6    (6) 19  (18) 22  (21)
11 20 5    (5) 10  (10) 14  (13)
> 20 10  (10) 24  (23) 41  (39)

Verbally abused
Witnessed

verbal abuse

< 1 per mo 6    (6) 2    (2)
1 per mo 4    (4) 1    (1)
1 per wk 25  (24) 13  (13)
1 per shift 33  (32) 36  (36)
> 1 per shift 35  (34) 49  (48)

*Column totals vary owing to missing responses on specific
questions.



31 (30%) for witnessing verbal abuse, 84 (82%) for witness-
ing physical threat or assault, 57 (55%) for verbal abuse, 81
(79%) for physical threat and 98 (95%) for physical assault.

The relation between occupation and the most severe vi-
olence experienced is shown in Fig. 1. The occupations with
the highest proportion of respondents experiencing physical
assault were nurses and protection services personnel.

A total of 68% of the respondents (70/103) reported an
increased frequency of violence over time, and 60%
(64/106) reported an increased severity of violence over
time.

Overall, 66% (68/103) of the respondents indicated that
in 1996 verbal abuse was never or rarely reported. Of the
70 respondents who were physically assaulted without in-
jury, 38 (54%) never or rarely reported it. Of the 48 re-
spondents who were physically assaulted with injury, 21
(44%) never or rarely reported it. The vast majority of the
respondents (95/104 [91%]) felt that incidents of violence
were underreported.

In all, 38% (39/102) of the respondents considered a job
outside the health care system because of violence on the
job. Eighteen respondents no longer worked in the emer-
gency department, of whom 12 (67%) reported that they
had left the job at least partly as a result of violence. Of the
105 respondents who answered the question regarding job
performance, 26 (25%) reported impaired job performance
for the rest of the shift after an incident of violence, 23
(24%) reported impaired job performance for the rest of

the week, and 20 (19%) reported impaired performance for
a longer period. Twenty-seven percent of the respondents
(27/101) took days off work because of violence. As a result
of violence in the emergency department, 73% (77/105) of
the respondents were afraid of patients: 25 (24%) were
afraid of the violent patient only, 37 (35%) were afraid of
patients they perceived to have “the potential for being vio-
lent,” and 15 (14%) were afraid of patients in general. A to-
tal of 49 of 100 respondents hid their identity from patients
because of fear. Violence interfered with job satisfaction for
78 respondents (74%).

After a violent incident, the respondents sought support
mainly from colleagues rather than from support mecha-
nisms already in place, such as the manager or debriefing
after a critical incident.

Overall, 95% (100/105) and 68% (70/103) of the re-
spondents respectively rated 24-hour coverage by protec-
tion services and a workshop on violence prevention strate-
gies as the most useful interventions to prevent violence.
Physical exercise, sleep and the company of family and
friends were the most frequent coping strategies.

Interpretation

Verbal and physical violence in the emergency depart-
ment is frequent and underreported and has a negative in-
fluence on staff working conditions. One respondent
stated, “Not only has the violence increased, but people
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Fig. 1: Most severe violence experienced in 1996 by emergency department staff at an inner-city tertiary care centre, by occupation.
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seem less inhibited about acting violently. This lack of an
internal braking system crosses all socioeconomic groups.”

The reported frequency of contact with violence in the
emergency department is high. A total of 84% of the re-
spondents reported witnessing verbal abuse at least once per
shift in the year before the survey, and 90% had been ver-
bally abused at least once a week. More than 20% recalled
physical threats over 20 times in the year, and over 50% had
been physically assaulted. It appears that emergency depart-
ment staff work in an environment where they are con-
stantly exposed to situations with aggressive individuals.

The occupations with the highest proportion of respon-
dents experiencing physical assault were nurses and protec-
tion services personnel. Our findings for nurses are consis-
tent with previous reports.5 However, there has been little
focus on security officers. Future programs need to
strengthen training for these staff.

The reported increase in the frequency and severity of
violent incidents over time is not surprising, in view of the
increased contact with patients at high risk for initiating vi-
olence, such as drug abusers, alcoholics, mentally ill people
and gang members.2,4 Factors unique to the emergency de-
partment (long waits, high-stress illness, noisy environment
and nonselective 24-hour “open-door” policy)6 may predis-
pose this setting to violence. Experiencing violence con-
tributes to the sense of victimization among emergency de-
partment staff.14 The resultant effects are considerable in
their cost and implications for patient care.12

Our respondents reported a variety of coping mecha-
nisms. Most sought support from colleagues rather than
any official debriefing. The fact that colleague support
rated highly, both as a coping mechanism and in providing
tension relief, suggests that avenues of support to be ex-
plored include acquisition of debriefing skills by emergency
department staff and a regular debriefing format after expe-
riencing or witnessing violence. 

Our study has several limitations. First, owing to recall
bias, the number of incidents of violence may have been
overreported. Second, conclusions from this survey may
not be applicable to other health care systems. Third, there
may have been a nonresponse bias, in that the 57 people
who did not respond may have been more or less likely to
have experienced violence.

Nonetheless, our study raises topics for further research,
such as comparing the actual incidence and nature of vio-
lence to the perception of the respondents, assessing vio-
lence prevention programs and measures in the emergency
department, examining the best strategies available to rec-
ognize potentially violent situations, and testing strategies
to support emergency department staff who have experi-
enced violence. Would the unique characteristics of the
emergency department necessitate changes in established
programs?15

The responses to our survey provide a greater under-
standing of how emergency department staff define vio-
lence and how violence affects them. Addressing this issue

may have a beneficial effect on staff well-being, with im-
proved job satisfaction and job retention, reduced fear and
better staff–patient relationships.
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