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Challenging the culture of Emergency 
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abstract 
aims: To examine reported levels of violence and aggression within a tertiary level emergency department in New Zealand, 
and to compare incident reporting within a dedicated yearly audit period to standard organisational reporting procedures. 
method: A prospective, longitudinal cohort study involving repeated yearly audits of violence and aggression reported 
by emergency department staff from 2014–2020. 
results: Episodes of violence and aggression were reported at high levels during audit months compared to stan-
dard reporting, suggesting current systems do not accurately reflect the presence of violence and aggression. Levels 
of reported violence and aggression remained relatively static over a seven-year period, despite increasing emergency 
department attendances. Most events reported involved verbal abuse from patients, and occurred on weekend and 
night shifts. A number of potentially contributing factors were identified. 
conclusions: Persistently higher levels of violence and aggression were reported during the targeted audit months, while 
reporting via the organisation’s formal system during the intervening months remained at low levels. Further research is 
essential to monitor trends, assess the effectiveness of interventions to improve reporting, modify factors contributing to 
violence and aggression, and to address the impact on staff and bystanders affected in emergency departments. 

C ontinuing interest and awareness regard-
ing violence towards health workers in 
New Zealand1–3 mirrors that which is seen 

internationally.4–6 Certain areas within healthcare 
are under high risk for violence and aggression 
(V&A), notably emergency departments/urgent 
care (ED), mental health care, and aged care.7 
Emergency care settings are sites where staff are 
frequently exposed to violent language and threat-
ening behaviour. Considerable research has been 
published, leading to increased awareness of the 
significance of this issue.8–14 A 2018 New Zealand 
study identified the impact and consequences of 
failure to accurately report V&A within a major  
hospital emergency department (ED).3 It highlighted 
that the absence of accurate data significantly 
increases clinical risk by reducing recognition and 
response. Risks for staff exposed to workplace vio-
lence extend beyond the immediate physical and 
psychological impact. Exposure to occupational 
violence has the potential to initiate, contribute 
to, or exacerbate emotional exhaustion, exces-
sive drinking, moral distress, anxiety, depression,  
suicidal thoughts, burnout, and post-traumatic 
stress disorder.4–6 The consequences for health 
organisations include absenteeism, decreased job 
satisfaction leading to staff turnover, diminished 
productivity, and difficulties with recruitment and 

retention of staff. Legal significance includes the 
potential failure of employers to meet obligations 
to provide a safe workplace. This article outlines 
findings from a longitudinal study of V&A report-
ing within Christchurch Hospital ED. 

Methods 
This prospective, longitudinal cohort study 

involves repeated yearly audits of ED staff report-
ing V&A during the same month each year. The 
setting is Christchurch Hospital ED, which sees 
patients of all ages, and all types of presenting 
complaint, receiving both referrals and walk-in 
presentations. It is one of the busiest departments 
in Australasia in terms of both acuity and patient 
numbers, and there is no alternative ED in the city. 

Repeated “May – It’s Not Ok” campaigns occur-
red within the ED, targeting staff awareness 
and willingness to report V&A, from 2014. This 
involved a single month (May) of data collection, 
with department-wide focus and reminders to 
report all V&A. The study uses an audit approach, 
focussing on the accuracy of routine reporting. 
Formal ethical approval was not required for 
this study. More detailed discussion of the stud-
ies development and methodology has previously 
been published.3 
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Data captured by the audit form asked for the 
professional group and gender of the staff mem-
ber completing the form; the category of V&A 
(verbal abuse, verbal threat, physical threat, phys-
ical assault and sexual assault); date and location 
of incident; and, from 2016, data about the indi-
vidual who committed the violence. 

Data collection 
Data were collected from 2014–2020 (excluding 

2017). As part of the quality cycle, minor amend-
ments were made with each iteration, in response 
to feedback and observations. In 2014, the ini-
tial data collection tool was introduced to pro-
vide a more efficient platform for reporting than 
the paper-based process then in use. This was in 
response to reports that the time taken to com-
plete formal, paper-based reporting was a bar-
rier. In 2016, an electronic system was introduced 
called “Safety1st”. Despite expectations that this 
would reduce the burden on staff, it was reported 
that it required a minimum of 30 minutes to com-
plete, and also necessitated that staff found an 
available computer. The data collection tool used 
for this study was specifically designed for ease 
and speed of completion by busy ED staff and has 
been described previously.3 

Data analysis 
Simple descriptive statistics were applied to 

the numerical data, with graphical representation 
of key elements. The qualitative data is used as a 
descriptive adjunct in illustrating the categories 
of V&A reported. 

Results
The study is now an established, ongoing qual-

ity project. Overall, similar numbers of reports 
have been received during each “May – It’s Not 
Ok” audit period, aside from 2015, when a lower 
response rate was received. This was believed to 
be due to the concurrent roll out of a V&A survey. 

The relative stability in reports is interesting 
when considering the increase in overall patient 
numbers during the study period. Patient atten-
dance numbers, admission rates, and markers 
for acuity (in the form of triage 1–3 statistics), 
together with mental health and drug/alcohol 
numbers, are illustrated in Table 1.

Study findings
A summary of the data collected, and the par-

ticipants is outlined in Table 2. All ED staff were 
invited to participate in the audit, but the most 
consistent responses were from nursing, medical 
and allied health groups. 
Once data collection relating to the aggressor be-
gan, it was apparent that some incidents affected 
multiple individuals, and some individual ag-
gressors were responsible for multiple incidents. 
Many incidents affected multiple people—16 sep-
arate events in the most recent year generated 
more than one report, with an average of 18 such 
events per year over the 8 years that this data 
has been collected. This is based on the formal 
completion of forms—at times these identified 
that others were present or involved who did 

Table 1: ED presentations 2014–19.

Year 2014 2015 2016 2017 2018 2019 2020

Total attendance 92,443 92,130 96,397 98,540 101,377 102,987 100,040

Admission rate
44%

40,512

43%

40,064

44%

42,291

46%

44,864

46%

46,500

45%

46,705

42%

41,790

Triage 1–3
60%

55,295

60%

55,428

60%

58,531

64%

62,985

65%

65,445

66%

67,590

66%

65,289

Triage 1–3  
admission rate

59%

32,665

58%

32,372

59%

34,291

59%

37,416

59%

38,683

58%

39,213

54%

35,468

Presentations for men-
tal health/drug  
or alcohol 

4%

3,921

4%

3,912

4%

4,113

4%

4,328

5%

4,659

4%

4,364

4%

4,368
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Table 2: Summary of the data collected.

May 2014 May 2015 May 2016 May 2018 May 2019 May 2020

No. of reports 107 53 90 86 101 86

No. of aggressors N/A 37 57 39 52 46

Incidents with multiple 
reports

N/A 13 23 16 20 16

Aggressors with multiple 
reports 

N/A N/A 1 1 6 3

Individual reporting

Nurse 93 44 64 55 69 72

Hospital Aide 2 1 8 6 2 0

Clerical 3 2 6 6 4 2

Medical 14 8 7 5 17 9

Security 0 0 4 11 4 0

Student 0 0 3 0 0 0

Allied Health 0 1 0 3 4 3

Table 3: Type of event reported.

2014

n= (%)

2015

n= (%)

2016

n= (%)

2018

n= (%)

2019

n= (%)

2020

n= (%)

Verbal abuse 

(swearing, shouting etc.)
98 (61%) 45 (57%) 76 (62%) 82 (64%) 88 (62%) 63 (58%)

Verbal threat 

(eg “I’m going to kill you”)
22 (14%) 5 (6%) 17 (14%) 4 (3%) 9 (6%) 4 (4%)

Physical assault 

(eg punching)
19 (12%) 16 (20%) 15 (12%) 10 (8%) 12 (8%) 8 (7%)

Physical intimidation  
(physical threat)

21 (13%) 0 0 15 (12%) 18 (13%) 17 (16%)

Sexual inneundo/threat 0 8 (10%)  7 (6%) 4 (3%) 8 (6%) 3 (3%)

Sexual assault  
(eg inappropriate touch)

0 0  3 (3%) 3 (2%) 0 0

Property damage 0 3 (4%)  4 (3%) 0 0 0

Use of a weapon 0 2 (3%) 0 2 (2%) 0 0

Not stated 0 0 0  4 (3%) 0 5 (5%) 

Other 0 0 0  5 (4%)  8 (6%) 8 (7%)

Summary (N=) 160 79 122 129 143 108
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not go on to report the incident or its impact. A 
small number of individuals also had significant 
impact; as an example, three patients presented 
more than once during the audit period in 2020 
(on 14 separate occasions), generating 22 reports. 

Type of event reported
Participants were initially asked to categorise 

the event in terms of physical intimidation or 
assault, and verbal abuse or intimidation. Itera-
tions that followed expanded the options to include 
categories related to sexual innuendo/threat and 
sexual assault, property damage and use of a 
weapon, and “Other”. These additions were accom-
panied by brief definitions, and descriptions of the 
type of behaviours associated with these categories. 

The most consistently reported event across 
the study was verbal abuse, which combined with 
verbal threats represented between 62–76% of all 
reported events (mean of 69%). Instances of physi-
cal threat or assault ranged between 19–25% of all 
events (mean of 21%). When combined, reports of 
sexual innuendo/threat and assault (over the five 
years this was recorded, 2015–2020) ranged from 
3–10% of all events (mean of 6%). (Refer to Table 3.)

Examples of the brief summaries provided by 
staff reporting the incidents offer insight into the 
experiences and context within the ED:

“Patient loud, aggressive and agitated, 
threatening and standing over nurse and 
clerical staff. Unsafe to send him through 
for assessment, appears to have non-life-
threatening injuries. Asked to go home 
and sober up but continued threatening 
behaviour. Police called”. (2020; RN) 

“Patient brought in, intoxicated. Had 
already punched several paramedics and 
stood to urinate in back of ambulance. 
Vandalised R1 [room designation]. 
Punched ED staff. Police called and 
arrested patient. Patient restrained, spat 
in my face and tried to punch me several 
times. Dug fingernails into my hand. 
Very verbally abusive” (2019; Doctor) 

“Multiple sexual innuendos 
suggesting I get into bed, take my 
clothes off, suggestions of what he 
would like to do”. (2019, RN) 

“Very intoxicated patient grabbing 
me inappropriately and fixating 
on me. Attempted to kiss me 
twice”. (2018, Hospital Aid)

Figure 1: Frequency of events by day of the week.
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Figure 2: Frequency of events by shift.

Table 4: Environmental factors contributing to V&A.

2016 2018 2019 2020

Busy shift 6 0 21 8

ED crowding 5 0 4 1

Patients in corridor 0 7 12 0

Patient acuity 9 0 0 0

Other 0 0 0 1

Table 5: Aggressor designation.

2015 2016 2018 2019 2020

Patient 48 78 85 91 82

Visitor n/a 1 3 1 1

Relative 5 8 3 6 2

Other n/a 0 2 1 1

n/a: not available
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Frequency of events
Despite expected variation, there were identifi-

able patterns relating to the time of day and day 
of the week when V&A was more prevalent (refer 
to Figure 1). Friday and Saturday had the highest 
average percentage of violent events reported. 
Friday reports ranged from 13–25%, mean of 18% 
(N=99; mean n=17), and Saturday ranging from 
7–29% mean of 18% (N=98; mean n=16). V&A was 
more likely to be reported on night shifts or later 
in afternoon shifts (refer to Figure 2). The hours 
when the most reports were received was 03:00–
04:00 (N=29; mean n=5) followed by 01:00–02:00 
(N=22; mean n=4). The time with the lowest num-
ber of reports overall was 14:00–15:00 with only 
five reports across the study period. 

Contributing factors
From 2016, respondents could indicate if they 

thought an environmental factor contributed to 
the event being reported. (Refer to Table 4.)

Aggressor characteristics
From 2016, information related to the perceived 

aggressor or instigator of the V&A event was 
requested. This included the role of the aggressor 
(refer to Table 5) and a subjective assessment by 
the staff member reporting about additional fac-
tors which may have contributed to the situation; 
for example, that the patient was intoxicated, 
confused or having difficulty communicating 
with staff (refer to Table 6). Where the perceived 
aggressor was a patient, demographic data was 
obtained from the patient’s medical record (refer 
to Table 7). 

Inconsistencies in data entry in formal 
reporting systems

An ongoing issue with V&A data collection was 
highlighted in the initial iteration of the study. 

A review of officially collected data by monthly 
quantity was undertaken to allow comparison 
between the May reporting and that completed at 
other times. This identified the discrepancy between 
these months, with inconsistent reporting. While 
“Safety1st” was formally introduced in 2016, Figure 
3 indicates that the staff reporting that occurred in 
the May campaigns were also not entered into this 
system. It was not until 2018, when the May data 
entry role was taken over by an ED clerical officer 
in an effort to improve the reporting rates, that 
information was also entered into “Safety1st”. Even 
with this assistance, discrepancies between the 
data collected from the “May – It’s Not Okay” cam-

paign and that retrieved from the “Safety1st” sys-
tem remain—this is likely due to different ways of 
categorising and inputting data. Overall, this sug-
gests remaining difficulties in gathering accurate 
representation of staff incidents, whether due to 
failing to report in the absence of additional cleri-
cal support, or difficulties in retrieving an accurate 
representation of events from the current system. 

Discussion 
The interest in V&A reporting is part of the 

wider response to violence in healthcare. This has 
received international attention, and increasingly 
is highlighted within the New Zealand health 
system.15–16 Our study shows that repeated mon-
itoring can reveal the presence of V&A within 
an ED, which raises several concerns. Compari-
sons with other months in the year show much 
lower reporting rates, suggesting that barriers 
to reporting remain. This is in line with interna-
tional literature, which also identifies difficulties 
in achieving consistent reporting.17–19 The use of a 
single, targeted audit month offers a simple way 
to achieve a representative sample, and a more 
accurate estimate of any problem. As well as iden-
tifying the issues associated with reporting, the 
findings acknowledge the continued presence of 
violent events overtime. While this article does 
not allow for a detailed review of the responses to 
V&A that have been trialled alongside the audit, 
these have also included: the creation of an ED 
specific working group; collaborative engage-
ments within the healthcare sector; hospital and 
DHB policy, pathway and process development; 
and ED specific innovations. It is possible that in 
the absence of such developments, the recorded 
events may have been even higher, and that the 
apparently “constant” level, despite the increas-
ing ED presentations, actually represents a rel-
ative improvement to the baseline. Equally, it is 
possible that a degree of fatigue over time has 
seen a reduction in the reporting rate, and that 
the findings are under-representative. There is 
clearly a cumulative presence of verbal and phys-
ical violence within the working environment. 
This implies for the staff and organisation that 
there is a need to maintain a safe workplace and 
a healthy work environment. These results could 
inform changes, such as security staffing levels at 
times of predicted increased V&A.

Over the time that the study has run sev-
eral trends have emerged, including that nurses 
report the highest incidence of V&A. This is in 



New Zealand Medical Journal 
Te ara tika o te hauora hapori

2022 May 6; 135(1554). ISSN 1175-8716
www.nzma.org.nz/journal ©NZMA 

article 15

Table 7: Aggressor demographics.

Sex 2015 2016 2018 2019 2020

Male 24 45 56 63 47

Female 12 39 30 35 37

Not stated 1 4 7 0 0

Ethnicity 2015 2016 2018 2019 2020

NZ European n/a 52 41 68 64

NZ Māori n/a 18 25 20 18

Other European n/a 1 1 10 3

Pacific people (not further 
defined

n/a 0 0 3 1

Asian (not further defined) n/a 1 1 0 0

Age 2015 2016 2018 2019 2020

0–10 1 0 0 0 0

11–20 4 7 4 12 10

21–30 5 25 25 24 35

31–40 3 18 20 20 17

41–50 8 6 15 18 12

51–60 4 14 9 11 6

61–70 0 2 8 4 1

71–80 4 2 2 4 1

81–90 3 0 2 1 1

91–100 0 0 1 0 1

Not stated 5 3 7 0 0

Table 6: Reporters perceptions of associated factors.

2015 2016 2018 2019 2020

Mental illness 11 8 14 18 20

Dementia 0 0 3 2 0

Communication 0 1 8 4 2

Confusion/delirium 8 0 6 0 4

Manipulative behaviour (deliberate) 0 1 14 31 26

Intoxicated/substance affected 17 5 30 35 31

Emotion: stress, fear, anxiety 5 16 12 8 10

Clinical eg pain, acuity of needs 0 5 0 0 0

Other 4 1 0 1 0
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line with international research which identifies 
nurses and healthcare assistants at most risk of 
V&A;20 however, willingness to report across all 
disciplines needs to be considered.9 Evidence 
shows systemic under-reporting in nursing,21 
although other occupational groups may also find 
it difficult to recognise and report V&A. Further 
work highlighting this is necessary, with grow-
ing recognition of violence toward medical staff 
and reluctance to report this being recognised. 22 
Future research could explore potential correla-
tions between staff ethnicity, age and years of ED 
experience, and reported incidents.

The introduction of the Shorter Stays in Emer-
gency Departments (SSED) 6-hour target in 2009 
resulted in dramatic improvements in waiting 
times, but since their removal in 2017, there has 
been significant deterioration in these times.23 It 
might be expected that the increase in waiting 
times may exacerbate the V&A reported. Recog-
nition of characteristics within the patient group 
show connection to alcohol and drug use as asso-
ciated factors, as well as a new patient group—
describing those who present with a sense of 
entitlement and unrealistic expectations. Analysis 
of free text responses led to the addition of a new 
category description: “manipulative behaviour”. 
This included the emergent theme of “it’s all 
about me”—an identifiable group describing 
those who are demanding, threatening, and want-
ing to progress their own care regardless of other  
circumstances. This was typically associated 

with verbal abuse and intimidation, and at times  
physical intimidation. 

Limitations 
This study has several limitations. There were 

changes to the staff and to the audit instrument 
between the data collection periods. The partici-
pants effectively self-select by choosing to report 
the incidents of V&A. In the absence of external 
observation, it is difficult to confirm accuracy of 
the reporting, or the number of additional but 
unreported incidents that may occur. Data was 
not collected in 2017, as an in-depth staff survey 
into perceptions and attitudes around V&A was 
run during that year, and it was felt that both 
processes would be too burdensome for staff. 
The audit has continued over a period of years, 
and there is likely a degree of fatigue in terms of 
responder participation. It is possible, but highly 
unlikely, that the rates of V&A occurring in ED 
during May are different to other months of the 
year. There are no major public holidays or large 
events happening regularly during this month, 
and therefore V&A in May is likely similar to 
most other months—or perhaps less than certain 
months, such as December and January where 
alcohol-fuelled events are more common.

Conclusions
This study highlights that V&A remains an issue 

within the study site. Whether this is a reduction 

Figure 3: Violence and Aggression Reporting by month (2015–2016) from “Safety1st”.
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in what might otherwise have occurred, or an 
ongoing trend that has not responded to inter-
ventions, is unclear. However, it also indicates 
that the processes of the “May – It’s Not Okay” 
campaign offer a simple means of gaining insight 
into the realities of the problem, despite consis-

tent under-reporting. There is clear need for fur-
ther research into potential responses to V&A, the 
impact this has on staff and bystander wellbeing, 
and mechanisms for supporting affected staff as 
well as improving reporting systems. 
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