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In this issue, Fernandes and colleagues1 report the re-
sults of a survey of health care workers at the Emer-
gency Department of St. Paul’s Hospital, in Vancou-

ver. The survey was intended to define violence against
health care workers, document the prevalence and rates of
reporting, and suggest preventive strategies.

The respondents in this study reported a 1-year preva-
lence rate of 92% for physical assault and 97% for physical
threats, and 66% reported being verbally abused at least once
per shift. In a similar survey of 170 directors of emergency
departments across the United States with annual volumes
greater than 40 000, the directors reported a prevalence of
43% for at least one physical assault a month, 32% for at least
one verbal threat a day and 18% for use of weapons to
threaten staff at least once a month. Two hostage incidents at
knifepoint were described, and 7% reported an act of vio-
lence within the previous 5 years that had resulted in death.2

The US statistics may reflect a more violent society with
easier access to firearms; however, the types of patient pre-
sentation most inclined to violence have been documented
and are generalizable to all emergency departments. These
included intoxicant use, states of withdrawal from drugs,
delirium, head injury, psychiatric causes and social factors.2

St. Paul’s Hospital has a high annual volume of patient vis-
its and an inner-city population. Fernandes and colleagues
present data on health care worker abuse that seem credible
and troubling. Some readers may view these findings and
conclude that the inner-city population accounts for the
high level of abuse. I suggest that current changes in health
care and the resultant social factors make the results gener-
alizable to all emergency departments and beyond.

The emergency department is the interface between the
office, the hospital and the community. It is the barometer
of how well the health care system is working. The volume
of patients, the acuity of illness, the 24-hour “open-door”
policy, the efficiency of health care delivery, the media and
the political focus of the day all contribute to the ability of
the emergency department staff to meet the patients’ ex-
pectations. When patients’ expectations, or their perceived
needs or wants, are not met, violent outbursts and verbal
abuse can occur.

What do patients expect? Two previous publications in
CMAJ3,4 and one in the British Medical Journal5 summarized
patients’ expectations in the office and in the hospital. The
provision of information, accessibility to a wide range of
services and after-hours service, good discharge planning, a
caring and compassionate approach, the time to listen to
the patient, patient involvement in decision-making, and
quality, timely medical care were priority items.4,5 Addi-
tional in-hospital expectations included the need to respect
privacy, to provide adequate pain management and to keep
the family informed.3

It is a supreme challenge to consistently meet the pub-
lic’s expectations in the highly volatile environment of the
emergency department. The waiting times are unpre-
dictable. The staff have divided loyalties among patients
with various degrees of need or illness. Therapeutic rela-
tionships are hampered by the transitory nature of the care.
Some expectations, such as discharge planning, family
communication, education and involving patients in deci-
sion-making,3,5 are limited by the brevity of the encounter.
These competing demands challenge the flexibility of the
system and the resources, both personal and technical. In
the emergency department, they are like dry leaves to a
stray spark.

For several reasons, there is a critical shortage of health
care workers in the emergency department. This shortage
contributes to existing staff fatigue and a “short fuse” when
a worker is challenged by an angry patient or a situation
that is accelerating out of control. A scarcity of qualified in-
tensive and emergency care nurses has resulted in roster
depletion, burnout and increased sick time.6–8 It is becom-
ing increasingly difficult for small and rural communities to
recruit and retain physicians.8,9 The problems with recruit-
ment in the north have become more apparent since the
changes induced by the Barer–Stoddart Report of 1991.10

Concurrently, academic institutions are struggling to meet
their emergency medicine physician supply needs.8,11 In ad-
dition, the Canadian physician cohort is aging. As physi-
cians age they choose to restrict their working hours and
scope of practice for health or family reasons, particularly
in high-risk areas: obstetrics and emergency department
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services.12 The shortage in emergency department person-
nel and the resulting fatigue also compromise the creativity
and flexibility that the health care worker needs to deal
with the ongoing dramatic changes in health care delivery.

The current fundamental changes in health care delivery
are challenging for the public and the professional. Re-
structuring in the last few years has affected the role the
emergency department plays in the community. Resources
have been withdrawn without ensuring that alternative
means of care provision have been planned for.13,14 The
emergency department has become the safety net in the
system. When the emergency department cannot fulfil ex-
pectations and desires, patients and others direct their
anger toward those immediately available.

The perceived needs of the patient may be legitimate or
excessive. Unjustified demands may be fuelled by the politi-
cal and media focus on the scenario of decreasing quality of
health care, which contributes to a “learned” expectation of
compromised care and access. In addition, a well-informed
public believes that technology is the only way to be sure
that the doctor has made the correct diagnosis, and so it de-
mands access to technology and specialty consultation,
putting unnecessary stress on the system. The perception
that government cutbacks have limited access to specialists
and subspecialists leads some people to present to the emer-
gency department, particularly in urban and academic set-
tings, to expedite consultations and gain access to advanced
technology.13,14 Unfortunately, some physicians advise their
patients to present to the emergency department to obtain
access to these resources, thus reinforcing this perception.

This focus on the risk of violence and abuse in the
health care setting is not isolated to the emergency depart-
ment. The College of Physicians and Surgeons of Ontario
recently highlighted its concern about a “number of very
disturbing, unfortunate and even tragic incidents in which
physicians, their staff and their patients have been put at
risk or assaulted by disruptive and even violent outbursts
and attacks by distraught persons entering their offices and
other places of practice.”15 The college, the Ontario Med-
ical Association, other medical groups and public authori-
ties are seeking conjoint solutions.

Aggression is fuelled by perception, intolerance, misun-
derstanding and lack of control. The emergency depart-
ment and the health care system are under pressure to con-
tinue to provide quality service at a time of
transformational change in health care delivery. This is a
challenging situation in which perceived and real needs
may not be met consistently. The risk of violence and
abuse of health care professionals has been documented.
Responsible physician practices, public education, ethical
journalism, a health institutional focus on problem-solving
and well-informed government decisions with timely im-
plementation may dowse the “emotional fire” in the emer-
gency department and beyond.
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