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Abstract

Objective: Workplace violence (WPV)
is an increasingly concerning occupa-
tional hazard within the ED. The
aim of the present study was to eval-
uate the incidence and characteristics
of WPV in an adult ED.
Methods: A retrospective cohort
study was conducted to identify
the incidence of ED WPV in an
adult metropolitan ED. Data were
obtained from the activity records of
security staff from 1 January 2013
to 31 December 2015 for all inci-
dents of patient-perpetrated violence.
Data on patients identified from
these records as requiring security
staff intervention for violence in the
ED were collected through an
explicit chart review. Data on patient
illicit drug or alcohol exposure and
acute psychiatric diagnoses were also
collected.
Results: There were 1853 episodes
of patient-perpetrated WPV identi-
fied over the study period. The inci-
dence of WPV over the 3 years was
103 (95% CI: 98–108) per 10 000
of the presenting population, with
a significant increase from 2013
to 2015 (IRR 1.07; 95% CI:
1.04–1.10; P < 0.01). Drug and/or

alcohol exposure was observed in
1145 (61.8%) patients. Among the
drug- and/or alcohol-affected vio-
lent population, three quarters
(840/1145 = 73.4%) did not have a
concurrent psychiatric diagnosis
that required assessment during the
violent presentation.
Conclusion: The rate of WPV was
increasing within this Australian ED
during the study period. The major-
ity of violent patients were affected
by drugs and/or alcohol in the
absence of a psychiatric diagnosis.
Interventions to reduce access to and
misuse of alcohol and illicit drugs
could have a substantial impact on
the concerning increase of violence
in the ED.

Key words: alcoholic intoxication,
emergency medicine, incidence, vio-
lence exposure, workplace violence.

Introduction

The World Health Organization
(WHO) has defined workplace vio-
lence (WPV) as any incident where
staff were physically or psychologi-
cally abused, threatened or assaulted
in their work environment. Although

WPV is commonly considered in the
parameter of physical injury, WHO
specified that an implicit challenge to
well-being also comprised violence.1

Although there is no accepted uni-
versal definition within the literature,
there is international consensus that
healthcare staff are frequent victims
of WPV.2 Exposure to WPV is anec-
dotally reported to be a frequent
occurrence within the ED.3–5 Conse-
quently, some ED staff have indi-
cated that they consider WPV an
inherent aspect of their role.6 Victims
commonly report diminished work
morale following WPV exposure,
with feelings of hopelessness, anxiety
and despondency.3 The psychologi-
cal, physical and professional detri-
ment might have implications on the
quality of patient care7 and staff
retention.8

The epidemiology of violence in
EDs is unclear, limited by inadequate
tools to collect such data and gross
under-reporting.9 A systematic
review estimated a pooled incidence
that 36 of every 10 000 presenta-
tions to the ED will be violent (95%
CI: 0.003–0.004).10 However, the
findings were limited by significant
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Key findings
• Incidence rates of workplace

violence increased over the
study period.

• Most (60%) of perpetrators
were male with an average
age of 38 years.

• Majority of violent patients
were affected by drugs and/or
alcohol.
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statistical and methodological vari-
ability. In contrast, WPV has been
suggested to be a daily occurrence
in EDs.4

Current evidence on the topic
stems predominantly from cross-
sectional surveys. Lyneham’s com-
prehensive survey found 100% of
New South Wales ED staff respon-
dents confronting violence at least
weekly. Among the 174 incidents
involving weapons, 92 were reported
to have potential for immediate loss
of life.4 Data from surveys have pre-
viously suggested intoxication and
psychiatric illness as the most com-
mon precipitants of violence.11 How-
ever, evaluations of results are
biased by inconsistent definitions of
violence and chronic under-reporting
of events. The lack of empirical data
might be a factor in the mediocre
translation of policy to effective
intervention and established manage-
ment of violence.12

The primary aim of the present
study was to determine the incidence
of adult patient-perpetrated WPV
within an Australian urban ED. The
secondary aim was to examine the
characteristics of such presentations,
particularly associations with psychi-
atric illness and drug and/or alcohol
exposure.

Methods
Design

The study was a single-centre retro-
spective observational study.

Setting

The study was conducted at an adult
tertiary referral hospital receiving
approximately 60 000 patients
annually. The security department is
located alongside triage and is
staffed at all hours. The total num-
ber of presentations to the ED was
provided by the Clinical Perfor-
mance Unit. WPV incidents occur-
ring from 1 January 2013 to
31 December 2015 were assessed.

Population

WPV incidents were included for
analysis if they were patient-

perpetrated and initiated by an adult
aged 18 years or older. Such cases
were identified using the hospital
security staff activity records. These
records are a narrative account of
the violent incident, recorded pro-
spectively for all cases where security
officers are involved in the manage-
ment of the violent patient. Request
for security attendance for violent
patients occurs upon activation of
the hospitals internal code system.
Data collected from security staff
activity records included the patient’s
personal identification number and
date and time of the incident, as well
as management utilised to control
the violent episode.
Electronic medical records were

accessed for each violent patient
aged 18 years or older. All cases of
patient-perpetrated violence that
were included occurred within the
ED, triage and ambulance bay. Data
extracted included age, sex, admis-
sion history, disposition from ED
and evidence of drug or alcohol
influence or psychiatric diagnosis.
Weekend was defined as the hours
between Saturday 00.00 hours and
Sunday 24.00 hours. Alcohol expo-
sure status was established on either
ED staff’s opinion, self-reporting or
biochemical analysis of breath, urine
or blood.
Referral or consultation with a

psychiatry team, including a member
of the crisis assessment and treat-
ment team, was recorded as the
patient requiring psychiatric evalua-
tion. A concomitant psychiatric diag-
nosis was recorded if the patient had
been previously diagnosed with a
psychiatric illness or was admitted to
either the psychiatric inpatient unit
or community outpatient care during
the index presentation. No changes
to definitions or management proto-
cols and procedures related to man-
agement of violent patients occurred
in this setting during the study
period. Testing for alcohol and other
illicit substances was not routine and
relied on physician discretion.
The variables were extracted using

an explicit chart review. Complete
case analysis was performed. Missing
data were treated as missing
completely at random on the assump-
tion that there was no association

between the lack of documentation
and the outcome assessed. Normally
distributed continuous variables were
presented using mean and standard
deviation (SD). Ordinal and skewed
data were presented using median
and interquartile range (IQR).
Population-based incidence rates
(95% confidence intervals [CI]) were
calculated for each 6 month period
based on the total yearly attendances
as the population at risk. A negative
binomial regression model was used
to test for a dose–response effect of
increasing incidence by assuming a
linear increase in the logarithm of the
rate with increasing calendar years.
The incidence rate ratio (IRR) and
95% CIs were calculated; a P-value
<0.05 was considered significant. Sta-
tistical analysis was performed using
Stata v14.0 (StataCorp, College Sta-
tion, TX, USA). Ethics approval for
the present study was obtained from
the hospital’s Human Research
Ethics Committee.

Results
Study population

Over the 3 year study period, a total of
179 118 patients presented to the hos-
pital’s ED; 1930 episodes of violence
were recorded in security staff activity
reports. There were 51 cases (2.6%)
perpetrated by unknown visitors and
26 (1.3%) by adolescents, which
were excluded. The remaining 1853
incidents of adult patient-perpetrated
WPV were included for analy-
sis (Fig. 1).
The mean age of the total cohort

was 38 (SD 15.8) years. The major-
ity of violence was perpetrated by
males, representing 60.1% of the
violent ED population (n = 1113).
The distribution of violent patients
by sex and age is presented in
Figure 2. Among men, the mean age
was 39.7 (SD 15.9) years, statistically
significantly higher than among
women, with a mean age that was
36.2 (SD 15.2) years (P < 0.01). Over
half (n = 1082; 58.4%) of the violent
episodes occurred after hours, from
18:00 to 07:00 hours. Violence that
occurred over the weekend comprised
a third (n = 582; 31.4%) of episodes.
When the site of violence was specified
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(n = 1429, 77.1%), most occurred
within a behavioural assessment room
(n = 429; 29.9%) or in a resuscitation
cubicle (n = 371; 25.5%).

Incidence

The incidence of violence over the
study period was 103 (95% CI:
98–108) per 10 000 of the present-
ing population. Table 1 demon-
strates the total numbers of violent
patients and total presentations for
each 6 month interval across the
3 years. There was a significant
increase in violent incidents (IRR

1.07; 95% CI: 1.04–1.10; P < 0.01;
Fig. 3). There was also an increase in
the number of incidents associated
with drug and alcohol exposure over
the study period (IRR 1.08; 95% CI:
1.04–1.11; P < 0.01). A rise in vio-
lent incidents not associated with
drugs and alcohol was also observed
(IRR 1.06; 95% CI: 1.02–1.11;
P = 0.007).

Associations

Among all violent episodes, 1145
(61.8%) were associated with expo-
sure to drugs and/or alcohol when

this information was recorded. The
distribution of drug and alcohol
types is illustrated in Figure 4.
Among patients affected by drugs or
alcohol, most were influenced by
ethanol alone (n = 512; 44.7%).
Stimulants were involved in at least
475 (41.5%) cases (Fig. 4). The most
common stimulant recorded was
methamphetamine (n = 182;
38.3%). Among cases recorded as
drug exposure, this was recorded as
self- or family-reported in
187 (29.5%) cases, physician or
nurse opinion in 210 incidents
(33.2%) and verified by chemical
analysis in 236 (37.3%) patients.
Alcohol-affected status was recorded
from the patient or a family member
in 39 (6.0%) cases, physician or
nurse opinion in 158 (24.4%) cases
and verified by chemical analysis in
453 (69.9%) patients.
There were 726 (39.2%) cases of

violent patients who underwent a
psychiatric assessment for manage-
ment during the index presentation.
Of these presentations, 305 (42.0%)
patients were concurrently under the
influence of drugs or alcohol. There
were 1449 (78.2%) patients who had
a past history of psychiatric diagnosis
or were diagnosed with a psychiatric
illness during the index presentation.
Among these patients with a psychi-
atric diagnosis, there were
387 (26.7%) patients with illicit sub-
stance use disorder only, 177
(12.2%) patients with alcohol use
disorder and 162 (11.2%) patients
with a diagnosis of both illicit sub-
stance use and alcohol use disorder.
In the subgroup of patients with a

psychiatric diagnosis of illicit sub-
stance use disorder or alcohol use
disorder (n = 726), 589 (81.1%) had
drugs and/or alcohol exposure at the
time of the incident. There were
723 (49.9%) violent patients with a
psychiatric history who did not have
a diagnosis of either illicit substance
use disorder or alcohol use disorder,
and a smaller proportion of these
patients were drug or alcohol
affected (n = 108; 14.9%). The most
common conditions in this latter psy-
chiatric and violent group were
depression (n = 105; 14.5%), schizo-
phrenia (n = 101; 14.0%) andFigure 2. Distribution of violent patients by sex and age.
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Psychiatric 
case  

(n = 421)

Non-
psychiatric case

(n = 287)

Figure 1. Flow diagram of called security codes included for analysis.
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borderline personality disorder
(n = 80; 11.1%).

Disposition

Just over half of all violent patients
(n = 1030; 55.6%) were discharged
to homes, supported accommodation
or police cells from the ED. There
were 823 patients admitted to hospi-
tal, of whom 456 (55.4%) were

admitted as psychiatric inpatients,
245 (29.8%) were admitted to a
medical ward and 122 (14.8%)
required intensive care unit
admission.

Discussion

A substantial burden of WPV was
demonstrated in this Australian
adult ED, with an increasing trend

over the 3 years of the study dura-
tion. The incidence was substantially
higher than previously reported in
Australian EDs13,14 and about three
times higher than reported in a
recent meta-analysis on the topic.10

Drug and alcohol exposure alone,
without diagnosed psychiatric ill-
nesses, was associated with a consid-
erable proportion of cases. Among
the small group of violent patients
with a psychiatric diagnosis, the
majority of the association was
attributable to substance use and not
disorders of mood, personality or
psychosis. The findings highlight an
area for public health intervention to
hold patients accountable for acts of
violence perpetrated in EDs.
Demographics of violent patients

were similar to previous reports.
Violent patients were typically males
aged between 30 and 40 years.15 In
keeping with the literature, violence
most commonly occurred after hours
and over weekends.5 Most women
belonged to younger age groups. Pre-
vious literature had reported fre-
quent violence among psychiatric
presentations to EDs, with a rise in
violence within the general hospital
setting associated with integration of
psychiatric patients into this set-
ting.16 However, patients exposed to
alcohol have been reported to
account for the highest proportion of
ED violence,4 and this was confirmed
in the present study. The results

TABLE 1. Total numbers of presentations and violent episodes

Time period
Total

presentations
Total violent
incidents

Total violent and
alcohol-exposed

Total violent and not
alcohol-exposed

1 January 2013 to 30
June 2013

28 944 234 (0.8%) 143 (0.5%) 91 (0.3%)

1 July 2013 to 31
December 2013

29 101 290 (1.0%) 174 (0.6%) 116 (0.4%)

1 January 2014 to 30
June 2014

29 421 287 (1.0%) 173 (0.6%) 114 (0.4%)

1 July 2014 to 31
December 2014

29 984 322 (1.1%) 208 (0.7%) 114 (0.4%)

1 January 2015 to 30
June 2015

30 361 336 (1.1%) 211 (0.7%) 125 (0.4%)

1 July 2015 to 31
December 2015

31 307 384 (1.2%) 236 (0.8%) 148 (0.5%)

0

0.002

0.004
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Figure 3. Incidence of workplace violence over time. ( ), total violent; ( ) total
violent and intoxicated; ( ) total violent and not intoxicated.
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additionally demonstrate that psychi-
atric diagnoses, excluding alcohol
use or substance use disorder, were
not majorly associated with the vio-
lence that occurred.
The burden of alcohol-related pre-

sentations to EDs is now well docu-
mented.17 There have been reports of
such cases being more frequent dur-
ing holiday periods and public holi-
days, and this was supported by the
present study, with about a third of
all violent episodes occurring on
weekends. The results of the present
study highlight a need for clinical
interventions, especially with respect
to alcohol misuse, more effective
public health measures and consider-
ation of appropriate legal conse-
quences for violent behaviour.11 A
seasonal association for violence was
not tested in the present study, and
strategies to prevent WPV, reducing
it to zero rates, should encompass all
time periods.
Screening and brief intervention

within the ED should be considered
and has the potential for real benefits
at a population level.18 Brief inter-
vention and case management have
been demonstrated to be effective in
ED-based violence prevention inter-
ventions, and similar interventions

might be relevant for violent patients
in the ED.19,20 Increased availability
of publically funded treatment for
substance use disorders could also
lead to a reduction in illicit drug-
and alcohol-related violence in EDs.
Public health interventions, such

as Sydney’s tightened liquor licensing
regulations, can impact alcohol-
related ED presentations.21 It is also
well accepted that higher taxing and
pricing of alcoholic beverages results
in reduced consumption.22 Despite
detrimental economic implications
for the alcohol industry, a nationally
coherent alcohol policy via taxation
and minimum unit pricing has been
the suggested solution to reducing
alcohol-related harm.23 However,
such changes can be politically
unpopular and might be contrary to
community expectations regarding
individual responsibility.
Individuals who engage in violence

towards hospital staff need to face
legal consequences. New laws have
been introduced in some jurisdic-
tions, introducing more stringent
minimum sentences in response to
violence affecting health profes-
sionals. In our experience, however,
perpetrators are rarely convicted.
Affected staff need to be supported

in consistently reporting WPV and
pursuing police intervention.24 Alco-
hol exposure should not mitigate
legal culpability in this instance.
The present study analysed data

from security staff activity records to
define the population and mitigate
the issue of under-reporting, which is
considered to be a major limitation
in most studies. This might account
for the higher incidence than previ-
ous reports, combined with the fact
that an adult ED also likely inflates
the incidence as paediatric patients
are less likely to perpetrate WPV.25

However, on the contrary, using
security staff activity data might only
represent the more severe end of the
WPV spectrum as security is unlikely
to be involved in cases of lesser WPV
(e.g. when clinical staff are verbally
abused). Despite this novel strategy
to identify violent patients in the ED,
there is still potential for these results
to be an underestimate of true WPV
incidence secondary to nurse and
physician under-reporting of violent
events. Successful de-escalation by
clinical staff might have avoided
security intervention and is increas-
ingly being taught among health
professionals.26

The findings of this report are lim-
ited by reliance on the accuracy of
medical documentation and the
assumption that missing data was
missing at random. A similar effect
might be attributed to including
patients, potentially on the basis of
staff suspicion, with undiagnosed
psychiatric conditions as well as
undetected drug or alcohol exposure.
The misuse of prescription and over-
the-counter medications that has
been associated with violence27 was
outside the scope of the present
study. However, given the paucity of
data on WPV in any healthcare
department, processes to accurately
record and analyse security codes
offer an objective measure of vio-
lence. The lack of a universal defini-
tion and grades of severity for such
violence, including differentiating
physical from verbal violence, limits
the applicability of these findings by
time and institution. Standardisation
of such techniques and use of a pro-
spective registry can measure the

Figure 4. Urine drug screen results and self-reports for individual psychostimulants.
ETOH, ethanol/alcohol; GHB, gamma-hydroxybutyric acid; LSD, Lysergic acid
diethylamide; MDMA, methylenedioxymethamphetamine; Meth, methamphetamine;
poly-stimulant, detection of more than a single individual psychostimulant excluding
combinations with ethanol.
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true burden of WPV and can be use-
ful to study preventive measures.

Conclusion
Patient-perpetrated violence was
common and increasing in frequency
in this single-centre adult Australian
ED. Drugs and alcohol were com-
monly associated with violent epi-
sodes, often in the absence of an
underlying psychiatric diagnosis.
Public health and legal interventions
are urgently required to curb work-
place violence in EDs.
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