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Violence in Health Care — For Debate

of mute acceptance and tolerance, we need a vi
pronged, preventive response.

What do we know?
The danger of exposure to violence makes the health
and the health industry in general not altogether h
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ABSTRACT

• Violence in emergency departments (EDs) has reached a level 
that requires concerted action and a shift in attitude — to 
eradicate a socially and professionally unacceptable peril. In 
some EDs, violence is a daily occurrence, with nursing staff 
reporting several episodes each week.

• Increased societal violence results in an increase in 
presentations for injury. Anger and pain and the influence of 
alcohol and drugs contribute to violence spilling over into the 
ED. The well known “system blockers” to reporting adverse 
events in hospitals result in under-reporting of violence 
episodes.

• Violence in EDs is different from other forms of violence — the 
aggressor has no overt dominance or power status and, in a 
setting of care, victims are likely to excuse the behaviour.

• Strategies to curb violence in EDs include modifying building 
design, providing security systems and personnel, and 
training staff in aggression management.

• The key to successful intervention is a strong preventive 
orientation that looks for high-risk indicators, and may extend 
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to active physical and behavioural screening.
❖ Last week, the triage nurse in my emergency department was
threatened with a long-bladed knife.

❖ Last month, a female registrar had her shirt ripped and was
kicked in the throat by a disturbed middle-aged woman.

❖ Last year, a police officer and a violent patient had a stand-off
in one of our cubicles — the policeman with a drawn firearm
pointing at the man, and the man with an axe poised menac-
ingly above his head.

he impacts and the outcomes of violence have always been
a prominent part of the emergency department (ED) work-
load. Recently, as well as dealing with the aftermath of

violence on our streets, we are faced with a steady increase in
violence within the corridors and cubicles of the ED.

It is high time for a change in attitude to this under-reported
epidemic of violence in our EDs. In this article, I argue that instead

gorous multi-

 environment
ealthy for its

workforce. Australian registered nurses rate second highest among
employee groups for workers compensation claims as a result of
violence.1 The only group at higher risk are security personnel. In
the United Kingdom, a Home Office review has also shown that
nurses are assaulted at a high rate — 5% per annum — which is
over four times that for workplace violence in general workers.2

Unfortunately, health workplace violence and its impacts have
not been studied scientifically. This unscientific approach is not
limited to the health industry. For instance, there is no single,
accepted definition of violence, and, similarly, there are no clear
definitions of measurement tools, or any agreement about grading
of violent acts for the purpose of reporting or research.

A crude definition of violence is physical contact resulting in
injury. Observers exposed to violent behaviour between other
parties also “experience” violence. Thus, WorkSafe Victoria defines
occupational violence in terms of threat and physical attack, where
that attack is experienced directly or indirectly and results at least
in risk to wellbeing.3 According to WorkSafe Victoria
• occupational violence is “any incident where an employee is
physically attacked or threatened in the workplace”;
• physical attack is “the direct or indirect application of force by a
person to the body of, or to clothing or equipment worn by,

another person, where that application creates a risk to health and
safety”; and
• threat is “a statement or behaviour that causes a person to
believe they are in danger of being physically attacked”.3

Most published reports about ED violence are retrospective and
survey-based, and use voluntary convenience sampling, creating
significant risks of observer recall bias. Moreover, little research has
been done with the perpetrators of violence, possibly because of
the sensitivities and ethical issues related to following up such
individuals. Despite these limitations, there is a reasonable and
growing body of literature to assist in understanding ED violence
and in developing strategies to limit its occurrence and impact.

What are the key issues?

An epidemic of violence
Two Australian studies found that over 60% of nurses had
experienced violence in the workplace in the recent past (1–5
months),4,5 and, in one study, almost 30% had experienced
violence on the day of the survey.5 However, the experience of
violence at work seems to be a universal experience for ED nurses,
with almost 90% experiencing physical intimidation or assault at
some point in their career, and all experiencing verbal abuse. This
is highlighted in a retrospective questionnaire completed by almost
12% of ED nurses across NSW.6 These rates are entirely consistent
with international data.7-9 EDs are among the highest risk settings
for violence in the health workplace (others being geriatric wards
and alcohol and drug units).10
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More concerning, perhaps, is the frequency of these episodes. In
some EDs, violence is a daily occurrence, with nursing staff
reporting several episodes of exposure to violence each week.4,5,11

The Australasian College for Emergency Medicine in its policy
document Violence in emergency departments cites a rate of violent
incidents of 3 per 1000 patient attendances at EDs, which typically
equates to one every 1 or 2 days per department.12 The College
believes “that in addition to acts of physical-contact violence,
verbal abuse, threats, and aggressive behaviours are defined as acts
of violence”.12

A review of security-based “code grey” responses (security staff
response to unarmed threat or to violent behaviour) in the ED of a
major metropolitan hospital showed a rate of 2.2 code calls per
1000 attendances for episodes of perceived threat to staff.13 The
report provides a clear picture of the incidence of violent episodes
and raises concern about the level of violence and risk experienced
by staff. In as much as security staff were required to respond to
these episodes, they were clearly not trivial.13

This concern is further strengthened by a reported need for
restraint of patients at a rate of 3.3 episodes per 1000 attendances
in Australasian EDs.14 This figure come from a survey of 116
Australasian EDs, which found that restraint was used for a range
of patient conditions, in particular, violent or aggressive behaviour
(not illness-related) (52%), psychosis (32%) and organic brain
syndromes (10%).

The reason for violence
Those with experience of working in EDs may be able to predict
the occurrence of violence. Up to 50% of episodes are associated
with alcohol or drugs, and the timing of violence is almost
certainly related to social patterns of use of such substances, with
violence occurring more commonly during the evening shift and at
weekends.11,13 In addition, at these times, the ED (and hospital)
generally is functioning with minimal staffing resources — not
only lower staff numbers but also a higher proportion of junior
staff on duty. Compared with more experienced senior colleagues,
these staff members are usually less skilled in dealing with a
challenging, aggressive patient or relative.

Studies have not shown a relationship between violence and an
excessive length of ED waiting time. For example, in the study by
Knott et al of 151 subjects, the median time from presentation to
violent behaviour and a code grey call was 59 minutes. It is also
likely that there are not strong links between violence and organic
illness, but previous violent behaviour and, in some cases, mental
illness may be contributing factors.13,14

It is likely that the social settings in which injury occurs, and the
violent nature of these settings, also contribute to violence in the
ED. Violent crime is increasing in our society.15 Increased societal
violence will result in increased ED presentations for injury. People
in such situations are often stimulated, angry, confused and tense,
and may be in pain and worried about the severity of injury they or
others have sustained. This volatile mixture of emotion and
physiology results in a mental state characterised by anxiety,
intolerance and a propensity to aggression and violence.

The under-reporting of violence
Retrospective surveys of staff and ED directors show that up to
70% of episodes of violence are not formally reported through
hospital incident reporting or other systems.6,17 This trend is also
seen in other health settings and internationally.7,10

The under-reporting of violence is not a new phenomenon. It is
well known that sexual assault, domestic violence and workplace
bullying are under-reported.16,18 The reporting of violent acts
through hospital risk management systems and to the police (in
cases of violence in which illness is not a mitigating factor) is
important in engaging governance systems and activating appro-
priate legal responses, with the aim of decreasing the risk of further
violent acts.

It would be useful to be able to understand violence in the ED
using the paradigm applied in domestic violence or sexual assault
settings; however, there are fundamental differences. Two features
of ED violence set it apart — there is no overt dominance or power
status attached to the aggressor, and the violence occurs in a
setting of care where the victims are likely to excuse the behaviour
on compassionate grounds.

In my opinion, the reasons for under-reporting in the ED setting
are more likely to be related to organisational behaviour than to
“complex victimology”. “System blockers” to reporting injury and
adverse events abound in most hospitals — there are complex
forms to complete, lack of time to complete reports, unclear
policies or protocols, systems that are not convincingly confiden-
tial, negative feedback through lack of system response capacity,
peer pressure, and the stigma of victimisation. In addition, epi-
sodes of violence are so frequent that staff members may become
desensitised to its significance and start to see it as part of the job.
Moreover, most violence in health care settings does not result in
serious physical injury, and staff reporting clearly occurs more
frequently when greater physical impact is involved.19

An understanding of the factors contributing to under-reporting
of violence and strategies to address these factors will be important
in turning around these behavioural tides.

Emerging strategies to curb violence and its impact

The current level of violence in EDs and health facilities is
unacceptable — especially when compared with other industries.
Basic governance standards for the provision of safe working
conditions must be met. This realisation has led to action from
several directions which together will contribute to improving the
safety of EDs for staff and other patients (Box).

Industry leadership
In Australia, leadership has been shown by two peak bodies.
• The Australasian College for Emergency Medicine’s policy
document released in 2004 clearly states its position:12

— hospitals need to work with EDs to assess the risk of
violence and to proactively work to reduce that risk; and
— EDs need structural protection and security response sys-
tems, including the presence of adequate security staff.

• The Australian Nursing Federation’s policy document entitled
Zero tolerance to violence released in 2002 advocates strongly for a
safe and secure work environment.20

The UK National Health Service has adopted a highly visible
“zero tolerance” framework, which includes mandatory organisa-
tional and police reporting of violent acts.21

However, peak body policies do not necessarily change behav-
iour or have sufficient jurisdictional influence to effect organisa-
tional change. Surprisingly, more formal legal and regulatory
frameworks (such as workers’ compensation systems and indus-
trial legislative frameworks) experience similar frustrations.
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Employers have a duty of care in relation to the health and safety
of their employees at work. This duty cannot be delegated to
anyone else and is strengthened by legislated occupational health
and safety acts; eg, the Occupational Health and Safety Act 2004
(Vic), which sets out various duties for employers in relation to
their employees, including in Section 21 (1): “An employer must,
so far as is reasonably practicable, provide and maintain for
employees of the employer a working environment that is safe and
without risks to health.”22 Employers in breach of this Act may be
at risk of prosecution or common law action.

Despite the clarity and formality of this governance requirement,
the issue of workplace violence and the expected role of the
employer in preventing or mitigating violence is yet to be effec-
tively or comprehensively adopted.

Design and structure
Three major strategic approaches are being applied in Australasian
EDs.

Firstly, the presence of security staff in visible locations at the
entrance to the ED may be an effective deterrent to violent
behaviour. This is particularly so when combined with other
structural elements of a security system, such as cameras, restricted
access and metal detectors.23

Secondly, ED design issues also impact on security and safety.24

In the past, a fortification approach has been the preferred model,
with glass barriers that prevent effective communication, and
isolated waiting areas that limit contact between patients and staff.
Such approaches are now regularly challenged in public areas with
greater security risks than the EDs, such as banks, convenience
stores and courts. In such settings, less obtrusive (but effective)
barriers, better communication and a more comfortable environ-
ment all contribute to an improved experience for the user and
thereby decrease the propensity to violence.25 This is particularly
true in the case of violence associated with mental illness, where a
more supportive and calm environment has therapeutic and
behaviour modifying impacts.

Thirdly, an extremely effective tool which has been used in
banks is now being introduced in some EDs. At the initial contact

point, the presenting client can see themselves on a TV monitor
interacting with the triage nurse at reception. This provides an
instant message to each person that his or her behaviour is under
observation, and implied messages about the expectation of
appropriate behaviour. Less subtle messages are also being deliver-
ed in waiting room posters, video presentations and patient
information sheets. These give explicit information about expected
behavioural standards.26

A range of systematised responses to violence are available. An
important feature of these systems is an alert mechanism. Such
alarm systems are now sophisticated and relatively inexpensive. A
combination of fixed alert trigger points, and mobile individual
duress alarms should be available in every ED. Similarly, a
specialised staff team response must be available in every setting to
deal with violent episodes. The presence of 24-hour trained
security staff is a component of this response, which should also
involve training of peers and management in techniques and
strategies that minimise escalation of violent behaviour, and
mitigate against its impacts. Follow-up systems for the debriefing
or support of involved staff should also be linked to these systems.

Staff capacity
The final component of current strategic approaches — the
training of all staff in aggression management systems — is likely
to be the most effective tool in the longer term.5,9 The aim is to
reduce the incidence of aggression escalating into violence, and
train staff in better management of violent episodes. Such systems
provide staff with special skills and techniques to deal with these
high-risk issues in a peer-supported and organisationally sanc-
tioned program. In this way, they contribute strongly to a non-
violent culture, and to the governance responsibilities of organisa-
tions to provide a safe and secure workplace.

A key factor in this type of intervention is a strong preventive
orientation looking for high-risk indicators, and may extend to
active screening systems (physical and behavioural). The active
identification of clients at higher risk of violent behaviour (eg,
those with a previous episode of violence or presenting as a result
of interpersonal violence, those with disturbed behaviour due to
substance abuse, and some mental health clients) raises the
awareness of staff and encourages proactive behaviour manage-
ment.

The searching of ED users and their belongings for weapons
through either metal detectors or physical inspection is becoming
more widespread and should not be considered invasive or
inappropriate if applied selectively within a policy framework, and
with clear communication to clients.

The way forward

People attending an ED need access to urgent care unimpeded by
exposure to or involvement in violence. ED workers (and workers
in all settings) need to feel safe in their workplace.

Standards and policy guidelines have been set by industrial and
professional expert bodies and are readily available.12,20 These
standards must be met through strong and responsible engage-
ment by management and funding bodies to create the safest
possible environment. Framework guidelines, published in 2002
by the International Labour Office, International Council of
Nurses, World Health Organization and Public Services Interna-
tional are absolutely clear about expectations and responsibilities

Strategies to curb violence in the emergency department

Industry leadership
• Strong advocacy for a safe and secure work environment

• Development of legislative frameworks to support the role of the 
employer in preventing or mitigating workplace violence

• Real support for employees affected by workplace violence

Design and structure
• Security staff presence, combined with surveillance cameras, 

restricted access and metal detectors

• Physical design improvements: eg, a more supportive and calm 
environment; and all interaction of the client at reception clearly 
visible to the client on a TV monitor

• Effective fixed alert trigger points and mobile individual duress 
alarms

Staff capacity
• Aggression management training, including enhanced 

communication skills

• Risk identification, including weapon detection

• Promotion of a non-violent culture ◆
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of the health industry.27 They cover prevention, management and
mitigation of workplace violence, and are designed as a basic
reference tool to assist development of similar instruments for
different cultures, situations and needs.

The underlying increase in societal violence is a larger and more
challenging issue for us all. We need a social shift towards a culture
that does not accept that violence is a necessary or an unavoidable
component of behaviour. Such a culture is not simply about
individuals, but extends to communities and nations.
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