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ABSTRACT
Objectives  The primary objective of this study was 
to evaluate the effectiveness of a half-day training on 
de-escalation of violence against healthcare personnel 
regarding prevention and management of violence 
incidents versus a similar tertiary-level hospital with no 
such training. Secondary objectives were to compare 
the overall satisfaction, burnout, fear of violence and 
confidence in coping with patients’ aggression of the 
healthcare personnel in the two hospitals.
Design  Mixed method design, with a comparative cross-
sectional (quantitative) and focus group discussions 
(qualitative) components.
Setting  Emergency departments of the two tertiary care 
hospitals in district Peshawar over 6 months starting from 
May 2018.
Participants  Healthcare personnel in the emergency 
departments of the two hospitals (trained vs untrained).
Outcome measures  Violence exposure (experienced/
witnessed) assessed through a previously validated tool 
in the past 5 months. Burnout, confidence in coping 
with patient aggression and overall job satisfaction were 
also assessed through validated tools. The qualitative 
component explored the perceptions of healthcare 
personnel regarding the management of violence and the 
importance of training on de-escalation of violence through 
focus group discussions in the two hospitals.
Results  The demographic characteristics of the 
healthcare personnel within the two hospitals were 
quite similar. The de-escalation training did not lead 
to a reduction in the incidences of violence; however, 
confidence in coping with patient aggression and the 
overall satisfaction were significantly improved in the 
intervention hospital. The de-escalation training was 
lauded by the respondents as led to an improvement 
in communication skills, and the healthcare personnel 
suggested for scale-up to all the cadres and hospitals.
Conclusion  The study found significant improvements 
in the confidence of healthcare personnel in coping with 
patient aggression, along with better job satisfaction and 
less burnout in the intervention hospital following the de-
escalation training.

INTRODUCTION
Workplace violence faced by healthcare 
personnel has become one of the most crit-
ical health and safety issues worldwide.1 2 

According to the definition by US National 
Institute for Occupational Safety and Health, 
‘workplace violence refers to violent acts, such as 
physical assaults and threats of assaults, directed 
towards persons at work or on duty’.3 Workplace 
violence can occur in all work environments. 
However, because its incidence increases 
significantly under stressful circumstances, 
medical professionals are considered a high-
risk population due to their close and first 
contact with patients and their relatives. 
Nurses, nursing assistants and physicians 
were most frequently assaulted while psychi-
atry department was the most frequent site 
of violent incidents followed by emergency 
department and geriatric wards.4

Workplace violence against healthcare 
takes many forms, including verbal abuse, 
aggression, harassment, bullying and phys-
ical violence. It also involves various types of 
perpetrators such as patients, patients’ rela-
tives and visitors, coworkers and others.5–7 
Similar findings were reported by a mixed 
method study with 27 Italian nurses involved 
in the triage area of an emergency depart-
ment. Ninety-six per cent of the nurses 
suffered an episode of violence during the 
previous year. Sixty-two per cent of the perpe-
trators were patient’s relatives and friends. In 

Strengths and limitations of this study

►► Training healthcare personnel on the de-escalation 
of violent events has shown promising results; how-
ever, little has been done in Pakistan to develop and 
test a locally develop training module on the de-
escalation of violent events.

►► This half-day brief training has shown promising re-
sults and can be scaled up to manage violence in 
healthcare settings.

►► One major limitation could be that the study was 
done in two different hospitals; there could be some 
differences in the patients and numbers presenting 
to the two.
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31% cases, the aggressor was a male patient. Nurses were 
of the opinion that abuse is an inevitable part of their 
job and exposure to workplace violence in triaging had 
significant consequences on their psychological well-
being and behaviour at work and at home.8 Workplace 
violence remains a significant public health problem and 
has affected healthcare personnel in the developing as 
well as the developed world.5–7 9

Like other countries, the situation in Pakistan is also very 
dismal. A nationwide study conducted in the emergency 
departments of nine tertiary care hospitals from the three 
provinces of Pakistan found that more than three-fourth 
of the physicians-in-training had faced violence from 
patients and their relatives in the 2 months preceding the 
survey.9 High prevalence of verbal and physical violence 
was also reported in the emergency departments of four 
major tertiary care hospitals of the metropolitan city 
Karachi. The prevalence of verbal violence was more 
than two-third (72.5%), while physical violence was expe-
rienced by 16.5% of the physicians and nurses in the 
previous 12 months.10 Healthcare workers of Karachi have 
witnessed similar higher rates of verbal or other types of 
violence, reported in different studies.11 12 Likewise, a 
study revealed that half of the healthcare personnel in 
Peshawar had witnessed and/or experienced violence in 
the 12 months preceding the study.13

There is an immediate need for effective interventions 
for the prevention and management of violent incidents 
in the hospitals as the issue is important and could affect 
the performance and overall satisfaction of the healthcare 
personnel. Literature supports the role of de-escalation 
training of healthcare personnel in coping with violent 
incidents and managing violent behaviours.14–16 A project 
aimed at improving staff perception of knowledge, skills, 
abilities, confidence and preparedness when managing 
violent patient behaviours using interprofessional simula-
tion training that was conducted at an emergency depart-
ment.17 Participants received computer-based training, 
simulation training on de-escalation and restraint appli-
cation. The participants’ perceptions were collected in 
a pre and post survey. A significant improvement was 
recorded in knowledge (21%), skills (20%), abilities 
(19%), confidence (20%) and preparedness (30%). Satis-
faction among nurses, patient care assistant and security 
staff was greater than social services staff. Similarly, in a 
cross-sectional survey conducted in 19 hospitals across 
six cities of China, healthcare professionals exposed to 
psychological violence identified the need for target 
training to strengthen competence of healthcare workers 
to respond to violence.18

Based on these lines, the International Committee 
of the Red Cross (ICRC), under the framework of its 
Healthcare in Danger initiative, in collaboration with a 
team of public health experts, developed and pilot tested 
a training manual on the de-escalation of violence for 
the healthcare personnel in Karachi. The content of the 
training included five modules: understanding violence 
(understanding the meaning, causes and consequences 

of violence against healthcare providers); the impor-
tance of active communication in healthcare (tips on 
active listening, empathic communication and breaking 
bad news); de-escalating violence in healthcare (identi-
fying signs of aggression and tips to de-escalate them); 
stress and post-traumatic stress disorder (dealing with 
psychological trauma due to violence) and rights and 
responsibilities of healthcare providers. The training is 
delivered through effective teaching methods including 
brainstorming, small-group discussions, videos based on 
scenarios and role-plays.

The effectiveness of the training was assessed through 
a quasi-experimental study, and it was found that the 
training led to statistically significant improvement in 
the confidence of healthcare personnel in coping with 
the patient aggression in the intervention arm compared 
with the control arm.19

The same training was provided to the healthcare 
personnel of the emergency department of Lady 
Reading Hospital (LRH); the largest and busiest hospital 
of Khyber Pakhtunkhwa province, from August till 
December 2017. A total of 237 healthcare personnel were 
trained, including doctors, nurses, paramedics, techni-
cians and all the nonmedical auxiliary staff of the emer-
gency department. The current study was planned to 
evaluate the effectiveness of this training on de-escalation 
of violence against healthcare personnel versus a similar 
tertiary-level hospital with no training. Secondary objec-
tives were to compare the overall satisfaction, burnout, 
fear of violence and confidence in coping with patients’ 
aggression of the healthcare personnel. A subsample of 
the healthcare personnel was also approached to explore 
their perceptions regarding training on de-escalation of 
violence. We hypothesise that personnel trained on de-es-
calation of violence in the emergency department will 
have better confidence in coping with patients aggres-
sion, better overall job satisfaction, less fear of violence 
and burnout and might experience a smaller number of 
violent incidents compared with healthcare personnel 
who were not trained.

METHODS
The study was conducted in the emergency department 
of two tertiary care hospitals, that is, LRH and Hayatabad 
Medical Complex (HMC), in district Peshawar, Pakistan 
over 6 months starting from May 2018. Both of these 
hospitals are tertiary-level hospitals within the provincial 
capital, that is, Peshawar district of Khyber Pakhtunkhwa. 
These hospitals are catering to a large catchment area and 
are referral hospitals for the entire province. On average, 
around 1500 to 1800, patients are presenting to the emer-
gency departments of both of these hospitals and are very 
busy and exposed to the incidences of violence.

This was a mixed-method study with quantitative and 
qualitative components. The quantitative component 
was explored through a comparative cross-sectional study 
within the emergency departments of the two hospitals. 
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For the qualitative component, focus group discussions 
(FGDs) were conducted to explore the perceptions of 
healthcare personnel regarding the de-escalation of 
patients/relatives with aggression/violence and the need 
and importance of training on de-escalation of violence. 
Healthcare personnel who were trained on the de-es-
calation of violence in the emergency department of 
LRH were eligible for recruitment in the intervention 
hospital. Similarly, healthcare personnel working in the 
emergency department of the HMC were eligible from 
the control hospital. Healthcare personnel with less than 
5 months of the overall experience in the emergency 
department were excluded from the study. For the quan-
titative component, a representative sample was collected 
from both the study hospitals. Assuming an overall reduc-
tion of 20%19 in the incidence of violence in the trained 
healthcare personnel compared with the untrained, with 
80% power and 5% level of significance, the minimum 
sample size required to conduct this study was 154, that 
is, 77 in each group. Expecting a 20% nonresponse rate, 
we approached 100 participants in each hospital. Partic-
ipants from each study site were selected using random 
sampling from the list of trained healthcare personnel 
in the intervention hospital and the list of all the health-
care personnel permanently deployed in the emergency 
department of the control hospital. Further stratification 
of doctors, nurses, paramedics, support and administra-
tive personnel was also applied.

For the qualitative component, a subsample of health-
care personnel was conveniently approached for FGD. 
One FGD was conducted with the doctors and nurses of 
the intervention hospital regarding their needs for such 
training and the role it can play in the de-escalation of 
violence. While another FGD was conducted with the 
doctors and nurses of the control hospital regarding their 
coping mechanisms and the need for a formal training 
regarding de-escalation of violence.

Measures
Violence: violence was assessed through a previously used 
questionnaire by ICRC in a study in Karachi.12 19 This tool 
had been developed by the Joint Programme on Work-
place Violence in the Health Sector of the International 
Labour Office, the International Council of Nurses, the 
WHO and the Public Services International.20 Violence 
was defined as any individual or group’s aggressive 
behaviour or exercise of power, which is socially nonac-
ceptable, turbulent and often destructive. Mainly the 
violence was assessed through whether the respondent 
had experienced/witnessed any form of violence in the 
past 5 months. Physical violence was defined as the use of 
‘physical force against another person that results in phys-
ical, sexual or psychological harm and includes beating, 
kicking, slapping, stabbing, shooting, pushing, biting and 
pinching, among others. Verbal violence was defined as 
‘bullying, mobbing, harassment and verbal abuse that 
humiliates, degrades or otherwise indicates a lack of 
respect for the dignity and worth of an individual.

Confidence in coping with patient aggression: confi-
dence levels of healthcare personnel in dealing with 
agitated patients were also measured using a scale adapted 
from ‘Confidence in Coping with Patient Aggression 
Instrument’ scale. The scale has been previously validated 
with strong internal consistency (Cronbach’s alpha=0.92) 
and comprises of 10 items measured on a Likert scale 
with a total score of 40.21 Each question has a Likert scale 
response from 1 (very uncomfortable) to 4 (very comfort-
able). Therefore, the higher the score, the better the 
confidence of the healthcare personnel in dealing with 
the patient aggression.

Burnout: patients and relatives’ aggression/violence 
towards healthcare personnel could lead to exhaustion 
and burnout in the healthcare personnel. Therefore, 
work-related burnout was an important aspect to be 
included in the current research study and was defined as 
‘a state of prolonged physical and psychological exhaus-
tion, which is perceived as related to the person’s work’.22 
Burnout scale, comprising eight questions having a total 
score of 40, was used to assess burnout among healthcare 
personnel. Each question has a Likert scale response from 
1 ‘never seldom or to a meagre degree’ to 5 ‘always or to 
a very high degree’. Therefore, the higher the score, the 
more the burnout experienced by the respondent. The 
overall burnout was obtained by adding all the responses, 
and participants having a score of 20 or above categorised 
as a burnout.

Fear: for the current study, fear was defined as the 
concern that one might experience some form of violence 
(physical or verbal) while working as healthcare personnel 
in the emergency department. This was measured by 
adapting the tool used in the previous research.23 The 
responses were from strongly disagree to strongly agree 
regarding fear of physical or verbal violence.

Job satisfaction: job satisfaction was assessed through a 
single question as ‘on the whole, how satisfied are you 
with your present job’. The responses were from very 
dissatisfied to very satisfied.

Data collections and analysis
The primary data collection tools were validated 
tools adapted for use in the current research study. 
A trained team of research assistants with experience 
in data collection conducted the fieldwork. Data 
were collected on a daily basis and handed over to 
the data entry team for entry/cleaning at the research 
site by the research coordinator. Any discrepancy and 
missing data were reported back immediately to the 
research assistants for clarification. Data entry was 
done in the Statistical Package for Social Sciences 
(SPSS) V.23. Double entry of data was done to check 
for any discrepancies, and corrections/cleaning were 
done after that. Data were analysed with measurement 
of mean and standard deviation (SD) for scale data 
and frequencies and percentages for categorical data. 
For the effectiveness of the training on de-escalation 
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of violence, χ2 test was used, and associations were 
considered significant at p value of <0.05.

For the qualitative component, the FGD guide was 
prepared based on the experiences shared by the 
Karachi team. FGDs were recorded and transcribed 
verbatim by the researchers. During and on comple-
tion of interviews, reflective notes and memos were 
taken. The resulting transcripts were coded by two 
researchers and cross checked by the principal investi-
gator. Open coding of transcripts was used to identify 
important keywords, phrases and statements. From 
consequent stages of iterative readings, open and 
axial coding and common themes were developed.

Administrative approval was obtained from the 
administration of the sampled hospitals. Informed 
written consent was obtained from each partici-
pant after explaining the purpose of research and 
providing written information to participants. The 
right to withdrawal from the study at any time without 
providing a reason was reinforced to all participants 
during consent and before the conduct of the survey.

Patient and public involvement
No patients were involved in the current study. 
However, healthcare personnel were involved and 
participated in the study from the two hospitals. We 
also engaged the administration of the two hospitals 
to ensure their cooperation. The qualitative guide for 
the FGDs was also shared and their inputs were taken 
before the actual data collection. We have shared the 
findings of the study with the administration of the 
two hospitals.

QUANTITATIVE RESULTS
A total of 200 healthcare personnel were approached for 
participation in the current study with 100 each from the 
two hospitals.

Demographic characteristics
Table 1 compares the demographic characteristics of 
the healthcare personnel from the emergency depart-
ments of the two hospitals. There were no statistically 
significant differences in terms of age, gender, marital 
status, current position in the hospital (doctor, nurse, 
paramedics, support staff or administrative staff), 
total years of experience and years of experience in 
the emergency department between the healthcare 
personnel of the two hospitals.

Violent incidents
Table  2 compares the violent incidents experienced 
or witnessed by the healthcare personnel of the emer-
gency departments of the two hospitals. There was no 
statistically significant difference between the partic-
ipants exposure to violent incidents and the type of 
violence in the two hospitals, and 90% or above of the 
participants had experienced or witnessed violence 

in some form in the last 5 months. Participants from 
the intervention hospital were significantly more 
concerned about violence compared with the control 
hospital.

Confidence in coping with patient aggression
Table  3 compares the confidence in coping with 
patient aggression by the healthcare personnel from 
the emergency department between the two hospitals. 
The tool has a cronbach’s alpha of 0.81 regarding 
internal consistency of the items. There was a statis-
tically significant difference in the overall confidence 
in coping with patient aggression, and the interven-
tion hospital coped better following the training 
compared with the control hospital. In the individual 
items, a significant difference was observed in ‘to 
intervene physically with an aggressive patient’, ‘effec-
tive techniques that you know for dealing with aggres-
sion’ and ‘able to meet the needs of an aggressive 
patient’. All these three individual items were signifi-
cantly better in the intervention hospital compared 
with the control hospital.

Table 1  Demographic characteristics of the study 
participants in the two hospitals

Variable

Intervention 
hospital 
(N=100)
n (%)

Control 
hospital 
(N=100)
n (%) P-value

Age
Mean (SD)

33.52 (9.5) 31.62 (8.4) 0.136†

Men 70 (70) 73 (73) 0.638

Marital status

 � Single 35 (35) 41 (41) 0.327*

 � Married 63 (63) 59 (59)

 � Separated/
divorced

2 (2) 0 (0)

Current position

 � Doctor 5 (5) 5 (5) 0.999

 � Nurse 30 (30) 30 (30)

 � Paramedic 27 (27) 28 (28)

 � Support staff 31 (31) 31 (31)

 � Administration 7 (7) 6 (6)

Years of work 
experience in the 
health sector
Mean (SD)

7.56 (8.26) 8.20 (8.05) 0.579†

Years of work 
experience 
in casualty/
emergency
Mean (SD)

4.16 (4.73) 3.32 (3.71) 0.168†

*Fisher exact where cell count is <5.
†Independent sample t-test.
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Fear of workplace violence, burnout and overall satisfaction
Table  4 compares the fear of workplace violence, 
burnout and overall satisfaction by the healthcare 
personnel from the emergency department between 
the two hospitals. The burout tool has a cronbach’s 
alpha of 0.80 regarding internal consistency of the 
items. There was a statistically significant difference 
in the concern that the respondent will experience 
workplace physical violence while performing duties 
as healthcare personnel at the emergency department. 
This was more in the intervention arm compared with 
the control arm. Furthermore, burnout was more 
in the control hospital (65%) compared with the 
intervention hospital (49%). Regarding the overall 

satisfaction, more respondents were satisfied in the 
intervention hospital compared with the control 
hospital. One interesting finding was that the fear 
of physical violence was more in the intervention 
hospital compared with the control hospital.

QUALITATIVE RESULTS
Two FGDs were conducted, one each at the emergency 
department of intervention and control hospital. Six 
participants participated in each focus group, including 
two doctors, two male nurses, one female nurse and one 
medical technician.

Intervention hospital
From the focus group in intervention hospital, three 
potential themes emerged—the ground realities, 
improvement in communication skills and future recom-
mendations. The number of codes and relevant quotes 
for respective themes are given in table 5.

The ground realities
Healthcare personnel trained at the emergency depart-
ment were reasonably satisfied with their learning from 
the training but uttered some inevitable and endogenous 
constraints of prevailing social system. Different circum-
stances and new stories were narrated by the healthcare 
personnel while sharing their experiences of verbal and 
physical violence. A major issue highlighted was the low 
literacy rate of community, which led to a multitude of 
problems and an ultimate predisposition to aggression 
and violence. One male nurse who was working at triage 
in the night shift said; ‘patients who can easily be discharged 
after an hour with us, insist on staying in the main medical 
hall till morning and say isn’t this hospital meant for us’ (R2). 
Over-crowding was another issue where ‘every patient is 
escorted by half a dozen attendants, and everybody wants to 
know about the patient’s condition, you know these people need 
training’ (R4). Participants believed that temporary defi-
ciency of material resources, especially at times of mass 
emergencies, also result in such incidents.

Improvement in communication skills
The participants unanimously expressed their positive 
responses about the training. Some of them believed 
that they already used to practice these communication 
skills in routine to deal with any unpleasant incident, but 
this training rendered their approach more systematic. 
‘This training was beneficial, and I learned a lot, some of the 
things we discarded and adopted others in our behaviours and 
communication skills after this training’ (R1). They claimed 
a sense of vigilance and proactive approach to avoid any 
incidence of violence by prolonged talks, smiling face and 
patience. The participants were looking more confident 
about their counselling abilities and tackling different 
people according to the situation. They felt that now they 
listen more to patients and attendants (attendants are 
usually family members to support in the nursing care of 

Table 2  Violent incidents in the two study hospitals

Variable

Intervention 
hospital 
(N=100)
n (%)

Control 
hospital 
(N=100)
n (%) P-value

How concerned are you about violence in your current 
workplace?

 � Not concerned 
at all

5 (5) 19 (19) 0.002

 � Somewhat 
concerned

8 (8) 16 (16)

 � Little concerned 22 (22) 24 (24)

 � Concerned 43 (43) 24 (24)

 � Very concerned 22 (22) 17 (17)

In the last 5 months experienced/witnessed violence

 � Experienced 
only

8 (8) 3 (3) 0.198

 � Witnessed only 11 (11) 18 (18)

 � Experienced 
and witnessed

74 (74) 69 (69)

 � None 7 (7) 10 (10)

Type of violent incidents

 � Verbal violence 
only

54 (54) 47 (47) 0.540

 � Physical 
violence only

5 (5) 9 (9)

 � Verbal and 
physical 
violence

34 (34) 34 (34)

 � None 7 (7) 10 (10)

Perpetrator involved in the incident

 � None 7 (7) 10 (10) 0.051

 � Patient himself 0 (0) 5 (5)

 � Attendants 87 (87) 76 (76)

 � General public 1 (1) 4 (4)

 � Hospital staff 2 (2) 0 (0)

 � Combinations of 
the above

3 (3) 5 (5)
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the patient and bringing of food/medicine) and consider 
this as an integral part of the plan in dealing with emer-
gencies. ‘We were least bothered about other people; our concern 
used to be the treatment of injured that’s it-but now we try to 
understand people, now we work with people’ (R6).

Future recommendations
The participants came up with two categories of recom-
mendations—general recommendations and training-
specific recommendations.

General recommendations
They felt that the community is not aware of the new 
changes in the emergency department especially different 
protocols; compartments of triage area like resuscitation 
room, waiting room, plaster room and prioritisation of 
patients according to the severity of the condition. They 
emphasised awareness and education of people through 
mass awareness campaigns and involvement of social 
media, which will potentially avert many incidents of 
violence. ‘We need to educate our people first with the help of TV 
screens and Facebook or any awareness session for the commu-
nity’ (R4). They think that the administration should be 
involved for the implementation of one patient-1 atten-
dant policy to avoid overcrowding. ‘one patient-1 attendant 
policy is one big solution to many issues’ (R3).

Training-specific recommendations
Participants urged that the hospital’s security personnel 
and support staff like ward boys (ward boys are personnel 
responsible for daily ward-related activities like taking 

blood tests/reports to and from the laboratory) and 
sweepers (personnel for cleaning of hospitals wards and 
premises) must be trained on the de-escalation of violence. 
They believe these staff members are involved more in 
direct contact with people and yet have poor communica-
tion skills. They believed that lectures on communication 
skills imparted in training were of higher level, and in the 
future, these lectures should be based on some basic-level 
skills. One of the participants informed that more real-
life scenarios should be used for demonstration during 
training. ‘We already have a lot of such incidents with us. I 
think for demonstration purpose trainers should seek our help 
for designing some reality-based scenarios’ (R6). One of the 
participants opined about time management as well. ‘We 
have tough schedules; if we are called for 9:00 AM, then it must 
be started at 9:00 AM’ (R1). Participants suggested that 
practical work should override theoretical work, and the 
session of training must be even more interactive. ‘Typical 
lectures make you fall asleep; there must be activities’ (R5).

Control hospital
From the focus group with healthcare personnel of the 
control hospital, two potential themes emerged-building 
a case for training and recommendations. The number of 
codes and relevant quotes for respective themes are given 
in table 6.

Building a case for training sessions
Some of the issues identified by the participants of this 
FGD were quite similar to those pointed out by the FGD 

Table 3  Confidence in coping with patient aggression

Items
Intervention hospital (N=100)
Mean (SD)

Control hospital (N=100)
Mean (SD) P-value

How comfortable are you in working with an 
aggressive patient?

2.61 (0.65) 2.52 (0.82) 0.392

How good is your present level of training for 
handling psychological aggression?

2.99 (0.58) 2.88 (0.80) 0.264

How able are you to intervene physically with an 
aggressive patient?

2.86 (0.50) 2.63 (0.73) 0.010

How self-assured do you feel in the presence of 
an aggressive patient?

2.80 (0.64) 2.65 (0.74) 0.127

How able are you to intervene psychologically 
with an aggressive patient?

2.82 (0.48) 2.79 (0.61) 0.699

How good is your present level of training for 
handling physical aggression?

2.84 (0.60) 2.70 (0.81) 0.166

How safe do you feel around an aggressive 
patient?

2.60 (0.64) 2.47 (0.78) 0.199

How effective are the techniques that you know 
for dealing with aggression?

2.98 (0.50) 2.67 (0.67) <0.001

How able are you to meet the needs of an 
aggressive patient?

2.94 (0.37) 2.77 (0.58) 0.015

How able are you to protect yourself physically 
from an aggressive patient

2.88 (0.57) 2.70 (0.82) 0.074

Total score of the instrument 28.32 (3.21) 26.78 (4.57) 0.006
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of the intervention hospital, like overcrowding, insuffi-
cient human and material resources, the literacy level of 
community and misuse of emergency services. The partic-
ipants informed about some of their skills and practices 
of daily routine, which include counselling, courtesy and 
politeness, empathy, prioritising seriously ill patients and 
informing others about the fact. One doctor admitted 
the fact that ‘doctor’s behaviour matters more than anything, 
illiterate people after being referred and re-referred from different 
hospitals end up with us, and then we talk to them rudely- this 
is not fair’ (R2). Some participants claimed their strength 
in breaking bad news and listening more to extra aggres-
sive people. One senior fellow reported about the young 
healthcare personnel that ‘house officers and freshmen are 
very disrespectful when I compare it with our times, they don’t 
respect even their seniors and I have seen them how rudely they 
deal with poor and elderly patients and attendants’ (R3). 
The participants strongly recommended training on 

de-escalation of violence for the youngsters and behaviour 
change communication skills for all the staff.

Recommendations
All the participants urged the need for training on de-es-
calation of violence but simultaneously emphasised the 
involvement of community (with vigorous advocacy and 
awareness campaigns) and administration of hospital (for 
renovation and cosiness of emergency environment). 
One participant stated, ‘training is very much needed; we 
have skills but when not in practice, we forget to apply it at that 
time’ (R1). ‘Training and regular refresher courses sensitise and 
polish your communication skills, so training is a must and espe-
cially for junior staff who have less experience of public dealing’ 
(R4). This focus group discoursed that training sessions 
should impart little theory or lecture-based knowledge, 
but more practical and scenario-based activities for which 
support can be sought from experts within the hospital to 
design real-life demonstrations. They also think that ‘such 
trainings should become a regular part of house-job for doctors 
and internship programs for paramedical staff’ (R2).

DISCUSSION
This was a mixed methods study of the emergency 
healthcare personnel of one tertiary care hospital 
compared with a control hospital of a similar level. 
This study adds to the existing knowledge regarding 
effectiveness of de-escalation of violence training in 
managing workplace violence in healthcare settings 
by additionally exploring the effects of the training on 
job satisfaction and burnout. There were no statisti-
cally significant differences in the basic demographic 
characteristics between the healthcare personnel of 
the emergency departments of the two hospitals. The 
main findings of the study showed that the de-escala-
tion training conducted in the intervention hospital 
led to the healthcare personnel having increased confi-
dence in dealing with patient aggression compared 
with the control hospital with no such training. 
Similar improvement in knowledge and confidence 
to manage aggression and violence were reported in 
studies conducted in Australia.24 Improvement in atti-
tudes of nurses towards aggressive behaviour has been 
reported following participation in a prevention and 
management of aggressive behaviour programme.25 
The overall satisfaction was more in the interven-
tion arm compared with the control arm. A study 
conducted in Stockholm, Sweden showed that work-
place environment and healthcare providers’ atti-
tudes are influenced following violence prevention 
and management training.26 Similarly, the burnout of 
healthcare personnel was more in the control hospital 
compared with the intervention hospital. However, 
there was not any statistically significant findings 
in the incidence of violent events experienced or 
witnessed in the preceding 5 months interval between 
the healthcare personnel of the two hospitals. 

Table 4  Fear of workplace violence, burnout and overall 
satisfaction among healthcare personnel

Variable

Intervention 
hospital 
(N=100)
n (%)

Control 
hospital 
(N=100)
n (%) P-value

I am concerned that I will experience workplace physical 
violence while performing my duties as a healthcare 
personnel at the emergency department

 � Strongly disagree 11 (11) 22 (22) 0.028

 � Disagree 38 (38) 22 (22)

 � Neither agree nor 
disagree

10 (10) 10 (10)

 � Agree 36 (36) 34 (34)

 � Strongly agree 5 (5) 12 (12)

I am concerned that I will experience workplace verbal 
violence while performing my duties as a healthcare 
personnel at the emergency department

 � Strongly disagree 6 (6) 14 (14) 0.114

 � Disagree 32 (32) 20 (20)

 � Neither agree nor 
disagree

11 (11) 9 (9)

 � Agree 40 (40) 40 (40)

 � Strongly agree 11 (11) 17 (17)

Burnout

 � Burnout (score 20 
or above)

49 (49) 65 (65) 0.022

 � No Burnout (score 
of 19 or less)

51 (51) 35 (35)

Overall satisfaction

 � Very dissatisfied 3 (3) 8 (8) <0.001

 � A little dissatisfied 8 (8) 9 (9)

 � Moderately 
satisfied

19 (19) 45 (45)

 � Very satisfied 70 (70) 38 (38)



8 Khan MN, et al. BMJ Open 2021;11:e044213. doi:10.1136/bmjopen-2020-044213

Open access�

Interestingly, the intervention hospital healthcare 
personnel feared workplace physical violence more 
compared with the control hospital, and this finding 
was statistically significant. This might be that the 
hospital healthcare personnel were sensitised by the 
training and, therefore, feared the violence more. 
The qualitative results yielded positive feedback of 
the healthcare personnel regarding the de-escalation 
training and urged for refreshers and widening the 
scale of the training leading to the involvement of the 
support staff, including administration.

Similar results have been reported in Karachi, where 
the same intervention improved confidence in coping 
with patients’ aggression.19 The study did not achieve 
any improvements in the reduction of the incidences of 
violence in the 5 months following the training on de-es-
calation of violence. Improved confidence in coping with 
patient aggression is reported in the literature following 
training on communication skills and managing patient 
aggression.27 A narrative literature review of nine studies 
also supports improvement in communications and 

dealing with patient aggression following training on 
aggression management and communication skills.28

Lack of effect on the incidences of violence in the 
current study and Karachi19 could be because the training 
improved the skills of the healthcare personnel; however, 
there is no component or involvement of the patients/
relatives. A holistic approach might be required for the 
reduction of the incidences of violence, as pointed out 
by the respondents in the FGDs. They pointed out that 
awareness of the public regarding respect for the health-
care personnel should be raised through print and 
electronic media. One important area that also leads to 
frustration and initiation of the incidences of violence 
is lack of awareness regarding the condition of patients 
and the whole process in the management of patients 
presenting to the emergency department. On the whole, 
these are issues related to communication. To address this 
gap, information tools were developed and implemented 
in the Ballarat Health Service Emergency Department 
of Victoria Australia. The information tools included 
improved signage with information on the processes a 

Table 5  Intervention Hospital

Theme Number of codes Relevant quote Recommendations/interventions

The ground realities 11 Every patient is escorted by half a dozen 
attendants and everybody wants to know 
about the patient’s condition, you know 
these people need training (R4)

As recommended by the 
participants themselves, one 
patient one attendant policy should 
be adopted strictly.

Improvement in 
communication skills

09 We were least bothered about other 
people; our concern used to be the 
treatment of injured-that’s it-but now we 
try to understand people, now we work 
with people (R6).

Training on de-escalation of 
violence should be scaled up.

Future recommendations 13 1 patient-1 attendant policy is one big 
solution to many issues (R3).
We have tuff schedules; if we are called 
for 9:00 AM then it must be started on 
9:00 (R1)

Training timing should be strictly 
followed as doctors in hospitals 
have tough schedule and are 
extremely busy. Moreover, the 
hospital management should 
ensure that all participants are 
informed and present on time.

Table 6  Control Hospital

Theme
Number of 
codes Relevant quote Recommendations/interventions

Building a case for 
trainings

14 doctor’s behaviour really matters more than 
anything, illiterate people after being referred and 
re-referred from different hospitals end up with us 
and then we talk to them rudely- this is not fair (R2).
House officers and freshmen are very disrespectful 
when I compare it with our times, they don’t 
respect even their seniors and I have seen them 
how rudely they deal with poor and elderly patients 
and attendants (R3)

Training on de-escalation of 
violence should be scaled up 
specifically involving young doctors.

Recommendations 10 Training is very much needed; we have skills but 
when not in practice we forget to apply it at that 
time (R1).

Practical training with local case 
scenarios in an interactive format.
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patient could follow, a waiting room video explaining a 
patient’s journey in the emergency department, a patient 
pamphlet and time to wait. These enhanced informa-
tion initiatives about ED processes and waiting time were 
well received by patients and carers, leading to a better 
understanding of ED processes and nurses perceived a 
reduction in episodes of aggressive behaviour.29 These 
interventions could be adapted in our settings as no 
such information is available to the patient/attendant, 
which might trigger their frustrations and initiation of 
the violent incidents. Similar recommendations were 
reported in a qualitative study of the nurse’s perceptions 
regarding patient aggression.30

The overall satisfaction was better in the interven-
tion hospital, and less burnout was reported, which 
points towards the impact of the de-escalation training 
on the overall working environment. Such kind of 
violent events have a negative impact on the overall 
satisfaction and burnout of healthcare personnel.31–33 
Violent events demotivate the healthcare personnel 
and increases the likelihood of burnout, as evident 
in the current study. Burnout might lead to abrupt 
decisions from the healthcare personnel that could be 
even harmful for the patients. Therefore, every effort 
should be made to tackle the issue of violence against 
healthcare and provides a conducive environment to 
the healthcare personnel. This will enable them to 
better focus on the management of patients rather 
than to be concerned about their safety and security.

There were few inherent limitations in the study 
and the most important being that the study was done 
in two different hospitals. Although both of these are 
tertiary-level hospitals, however, there could be some 
differences in the patients and numbers presenting 
to the two. Therefore, in future studies, the details 
of the patients presenting in these hospitals should 
be included to control for the confounding effects. 
Additionally, a follow-up study would have been better 
to report the incidences of violence before and after 
the de-escalation training. The study reported 100% 
response rate as the data of participants declining/
refusing participation were not collected.

To conclude, the current study found signifi-
cant improvements in the confidence of healthcare 
personnel in coping with patient aggression, along 
with better job satisfaction and less burnout in the 
intervention hospital following the de-escalation 
training for the healthcare personnel of the emer-
gency department. However, a more holistic approach 
is required to enhance awareness of patients, atten-
dants and the general public regarding the respect of 
healthcare personnel along with interventions in the 
healthcare system like awareness of the status of the 
patient, process and procedures in their management.
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