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ABSTRACT – Patient and visitor violence adversely affects staff 
and organisations; however, there are few UK data about 
patient and visitor violence on medical wards. Therefore, we 
conducted a cross-sectional study using a validated tool 
(Survey of Violence Experienced by Staff ) in six medical wards 
in three North Wales district general hospitals to assess the 
prevalence of violence against healthcare staff. A total of 158 
staff responded (12 men, 144 women, two not stated). We 
found that, within the previous 4 weeks, 83% of staff had expe-
rienced verbal aggression, 50% had been threatened and 63% 
had been physically assaulted. Of those assaulted, 56% sus-
tained an injury, with three requiring medical assessment or 
treatment. Length of experience in the workplace correlated 
negatively with verbal abuse, but not with threats or assaults. 
Direct patient contact positively correlated with more overall 
incidents. There was no correlation between training in aggres-
sion management and the experience of incidents. Healthcare 
support workers and nurses reported a higher prevalence of 
patient and visitor violence compared with other groups of 
health worker.
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Introduction

Healthcare workers are one of the most likely groups to experi-

ence workplace aggression.1 Although violence and aggression 

can occur in all health settings, the most extensive evidence 

comes from psychiatric wards.2 The biggest single data set is the 

Annual National Audit of Violence conducted by the Royal 

College of Psychiatrists and funded by the British Healthcare 

Commission, whose final report was published in 2007 and con-

tained information from 131 psychiatric wards across England 

and Wales.3 In this report, 58% of nurses reported career inci-

dents that were upsetting or distressing (n=1,809) and 72% had 

felt threatened or feel unsafe. In addition, 46% had been physi-

cally assaulted over the previous year. Fewer doctors and non-

clinical staff reported such experiences.3 Despite these results, a 

comparative international study showed that British psychiatric 

ward managers perceived violence and aggression to be a smaller 

problem on their wards compared with their Swiss and German 

counterparts. This was associated with the availability of control 

and restraint teams, regular training, clear protocols and, to a 

lesser degree, risk assessments, but not staffing levels.4 

Outside the psychiatric setting, the picture is less clear. Hahn 

et al, in a systematic review of patient and visitor violence 

(PVV), concluded that ‘patient and visitor violence is a serious 

problem for healthcare staff in general hospitals, especially those 

working in medical and surgical units’.5 Owing to the hetero-

geneity of the included studies, it was difficult to gauge a compre-

hensive picture of the true situation. However, the data showed 

patient or visitor violence was most often separated into three 

specific types of incident: verbal aggression, threats and physical 

assaults. With regards to patient violence, the percentage figures 

for verbal aggression ranged from 9% in a Swedish study to 97% 

in a Turkish study. The percentages for threats were equally 

variable, ranging from 5% in a Jamaican study to 70% in a US 

study. For physical assaults, the range was from 3% in an Israeli 

study to 58% in a US study. The prevalence figures for visitor 

aggression were generally smaller. However, one American study 

reported that 74% of nurses had been subjected to visitor aggres-

sion. Most studies evaluated PVV over the whole lifetime career 

of a staff member, whereas others asked for PVV incidents over 

the previous 12 months. A finding from many of these studies 

was that, generally, verbal aggression was the most common 

occurrence, followed by verbal threats, whereas physical assaults 

were relatively few.5 

In their 2008 systematic review, Hahn et al only included two 

studies from England.6,7 These studies were well conducted, but 

are now over 10 years old. A more recent cross-sectional survey 

by the same group showed that 50% of all staff (n=2,495) in a 

Swiss University Hospital had experienced PVV over the previous 

12 months, with 11% having experienced it in the previous 

week.8 The authors further reported that ‘the age of the staff and 

the length of experience in their present workplace influenced the 

exposure to PVV’, with more experienced staff being subjected to 

less violence. Furthermore, they observed that violence occurred 

mainly during interventions involving personal contact.9 

In the most recent (2012) annual UK National Health Service 

(NHS) staff survey, 15% of NHS staff reported experiencing 
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assessment wards, gastroenterology and geriatric medical 

wards.5

The SOVES6,16 is one of the few existing internationally vali-

dated tools. This questionnaire includes questions about staff 

experience with violence within the previous 4 weeks, because 

this timeframe yields the best results without problems with 

recall bias. It separates verbal abuse from threats and physical 

assaults. If staff have experienced any of the former, they are 

asked to fill in how frequently this happened (1–5, 6–10, or >10). 

The SOVES collates information about staff training, the number 

of incidents in all three categories and the response by the 

organisation, including whether the incident was reported. We 

have abbreviated the SOVES to focus on the main aspect of per-

centage prevalence of experienced violence or aggression over 

the previous 4 weeks. Our adapted SOVES (SOVES-A; Appendix 

1) is an abbreviated version of the original SOVES. We omitted 

information about reporting of incidents and the response of 

the organisation. We added one item in the physical assault sec-

tion asking whether any treatment was required. Otherwise, the 

SOVES remained unchanged. 

In our study, we defined PVV as experiencing verbal abuse, 

threats, and physical assaults from patients or visitors over the 

previous 4 weeks. We included additional questions about staff 

as a source of violence to distinguish staff and colleagues from 

visitors.

We conducted a survey using the SOVES-A in all three dis-

trict general hospitals in North Wales (Ysbyty Gwynedd (YG), 

Ysbyty Glan Clwyd (YGC) and Ysbyty Wrecsam Maelor 

(YWM). The survey was logged with the local NHS audit 

department. No ethical issues were identified. We identified 

two geriatric or gastro enterology wards in each of the three 

hospitals with convenience sampling. These wards were tar-

geted because they were known to be high-risk areas for PVV.5 

We asked all staff visiting those wards regularly to participate 

by completing the SOVES-A in relation to the frequency and 

source of any aggression experienced by them personally 

within the previous 4 weeks. The response was improved by 

physical violence from patients, their relatives or other members 

of the public over the previous 12 months. In total, 30% of all 

staff reported that they experienced bullying, harassment and 

abuse from patients, their relatives or other members of the 

public over the previous 12 months. Just under two-thirds of 

incidents of physical violence and 44% of bullying, harassment 

and abuse cases were reported. Those most likely to report vio-

lence or aggression were accident and emergency (A&E) doctors, 

as well as staff in psychiatry, sexual health and care of the elderly 

departments, as well as hospital receptionists.10,11

In a recent Australian sample, 70.6% of largely community-

based medical practitioners who returned a questionnaire had 

experienced verbal or written aggression and 32.3% had experi-

enced physical aggression from one or more sources over the 

previous 12 months. The authors concluded that ‘while patterns 

of exposure were complex, more female clinicians, international 

medical graduates and hospital-based clinicians experienced 

workplace aggression; age and postgraduate experience were 

significantly negatively associated with aggression exposure’.12

There is consistent evidence that violence towards healthcare 

staff is damaging on various levels. It affects negatively the psy-

chological and physical well-being of healthcare staff as well as 

having a negative impact on job motivation and, more impor-

tantly, the ability to provide high-quality care.13–15 Workplace 

violence also has a negative economic impact on organisations in 

terms of work days lost and sickness absence. The financial losses 

ensued by healthcare systems through PVV are well documented 

in several studies.5 Given the relative lack of data regarding PVV 

on medical wards within the UK, we attempted to investigate its 

prevalence in acute medical wards across North Wales.

Methods

To investigate the prevalence of PVV on medical wards in the 

UK, we chose high-risk acute medical environments across 

North Wales using the Survey of Violence Experienced by Staff 

(SOVES) as our data collection tool. High-risk areas include 

Table 1. Length of NHS experience.

Experience (years) <5 6–10 11–15 16–20 21–25 26–30 31–35 Not available Total

In NHS 49 39 31 12 8 7 2 10 158

In current job 73 16 6 1 1 1 0 25 123

NHS = National Health Service.

Table 2. Prevalence of the three types of abuse among occupational groups.

Abuse type Percentage of staff experiencing abuse type (total number)

Nurse Doctor Healthcare support worker Other Total No data 

Verbal 89 (66) 50 (4) 97 (37) 68 (26) 85 (133) 2 (3)

Threats 57 (42) 50 (4) 84 (32) 16 (6) 54 (84) 15 (23)

Physical 72 (53) 25 (2) 90 (34) 38 (14) 66 (103) 13 (20)

Total 100 (74) 100 (8) 100 (38) 100 (37) 100 (157)  

CMJ1306_Lepping.indd   544CMJ1306_Lepping.indd   544 11/19/13   8:14:16 PM11/19/13   8:14:16 PM



Prevalence of patient and visitor violence against staff

 © Royal College of Physicians, 2013. All rights reserved. 545

repeated prompts and reminders. The study period was between 

October and November 2011. 

We used Pearson’s Chi-square analysis on nominal data 

obtained, with Fisher’s exact and trend analysis values being 

used where appropriate. For continuous data, t-tests and regres-

sion were used. All analyses were carried out with SPSS.

Results 

A total of 158 staff (12 male, 144 female, two not stated), 

including 75 nurses, 38 healthcare support workers (HCSW), 

eight doctors and 37 others, such as physiotherapists, occupa-

tional therapists, phlebotomists or pharmacists, returned the 

questionnaire. Forty-two percent of nurses and HCSW 

responded. Seventy percent of staff worked full time. The age of 

staff was between 18 and 64 years, with a mean of 37 years and a 

median of 36 years (Table 1).

Eighty-three percent of staff (n=131/157) reported being ver-

bally abused over the previous 4 weeks. In total, 55% (n=79/144) 

reported being threatened and 68% (n = 99/146) reported actual 

physical assault (Table 2). Of those assaulted, 56% sustained an 

injury and three needed medical assessment and/or treatment. 

Table 3 shows the frequency of abuse by role.

It can be seen from Table 4 that patients were responsible for 

most incidents. Eleven staff members reported more than 10 

personal incidents directed from patients within 4 weeks. 

Interestingly, there were 13 incidents of horizontal violence 

(staff on staff), including verbal abuse or threats, but not 

 physical assault.

Not surprisingly, the percentage of staff time spent with 

patients independently positively correlated with the amount of 

all types of abuse, meaning that the overall incidence of abuse 

was higher among full-time staff. However, the relative preva-

lence of aggression towards part-time staff members was higher 

(trend analysis: 4.4; p=0.036), whereas the absolute number of 

incidents of all types was higher among full-time staff. We inves-

tigated whether there was a relation between the length of time 

working in the current post and frequency of abuse. The length 

of time in the current post was not a statistically significant pro-

tective factor against PVV (mean difference between groups was 

95, with 95% confidence interval: –11, 201; p = 0.074). However, 

using regression to test the hypothesis that the amount of overall 

experience (months working in the NHS as a dependent vari-

able) could be a mitigating factor in abuse, we found that verbal 

abuse was more likely to occur 6.8 years earlier than the average 

of 23.8 years of service (B –82, T –2.98, p=0.003). This indicates 

a negative correlation (more experience, less abuse) when it 

comes to verbal, but not other types of abuse. 

Discussion

We found that the most nursing staff and HCSWs had been 

subjected to PVV in some form in the preceding 4 weeks. In 

contrast to the common perception of psychiatric wards being a 

place of a high frequency of violence, we found high levels of 

PVV in the medical wards studied. Our results make an impor-

tant contribution to what is currently a little-researched field. 

Even considering that we studied high-risk medical environ-

ments, the levels of violence and aggression we found equalled 

the highest figures that are internationally known. It emphasises 

the importance of addressing PVV in medical settings.

There were no statistically significant differences between pro-

fessional roles because of the relatively limited numbers in our 

study. However, nurses and HCSWs clearly received the larger 

proportions of all kinds of aggression. Verbal abuse was more 

prevalent than all other forms of aggression, in keeping with 

previous research. 

Our results showed that staff such as physiotherapists and 

phlebotomists, who visited the ward to carry out specific tasks, 

were subjected to aggression and violence comparatively more 

often despite relatively short direct patient contact.

We did not find a correlation between aggression management 

training and a lower frequency of being subjected to aggressive 

incidents. For all groups, aggression management training did not 

have a statistically significant impact on the risk of PVV, despite 

52.5% (n=83) of staff having received formal de-escalation training 

and 37% (n=53) having received violence management training. 

This is the first finding of this kind and might indicate that aggres-

sion management training needs to be specifically geared towards 

medical high-risk areas to have an impact on violence against staff. 

With regards to experience, longer service in the NHS was 

only correlated with less verbal abuse, but not with other forms 

of PVV. One possible explanation is that more experienced staff 

are able to de-escalate situations early on to avoid incidents of 

verbal abuse, whereas it might be more difficult to avoid the 

more serious incidents of threats and physical assaults once 

things have escalated to that level.

In contrast to other studies, we found that the numbers of 

incidents of physical abuse were higher than those of threats 

(but not verbal abuse). Given that physical abuse seems likely to 

be preceded by verbal abuse, staff probably recorded the more 

serious of the two incidents, neglecting to record the lesser one. 

However we were unable to examine individual incidents quali-

tatively to prove this. 

As in other studies, we confirmed that nurses and HCSWs are 

more subject to violence and aggression than are doctors and 

other hospital workers, and this is probably because of their 

increased direct contact times. This study has contributed 

 significantly to the data set available for general medical wards as 

opposed to psychiatric wards.

Table 3. Frequency of abuse by role.

Role Frequency (over past 4 weeks)

1–5 6–10 >10 

Nurse 30 64 51 

Doctor 4 5 2 

Healthcare support worker 22 9 39 

Other 44 23 9 
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Limitations

Our study was limited to hospitals in North Wales; therefore, 

extrapolations to other parts of the UK should be made with cau-

tion. The study was limited to high-risk medical wards. Thus, 

studies in different hospital settings might not yield the same 

results. The study provides a cross-sectional picture and no conclu-

sions should be drawn about specific patterns of PVV over time. 

Other limitations of our study include the relatively small number 

of doctors completing our survey. Our response rate was best 

among nurses and HCSW (42%) and good for a questionnaire 

study, but we might still have missed important contributions.

Conclusion

PVV appears to be a significant problem in high-risk medical 

wards. Given that it has negative personal and economic conse-

quences, it needs to be addressed by any medical organisation. 

There is a need for further research in various healthcare settings 

to gain a better understanding of prevalence and management of 

PVV. We were unable to show an association between PVV and 

staff training, which calls into question the relevance of current 

training regimes for medical wards. Means to identify and com-

municate risk of aggression in the hope that this will reduce more 

serious incidents should be considered by management respon-

sible for high-risk medical wards. 
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Table 4. Sources of abuse.

Source of abuse Number of incidents

Nurse Healthcare 
support worker

Doctor Other Total Number of staff reporting >10 
incidents from this group

Patient 54 31 9 19 107 11

Visitor 20 9 1 6 36 0

Colleague 7 3 1 2 13 0
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