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Abstract  
	
Aim: the aim of this study was to assess the prevalence, types and contributing factors of 

violence against nurses in emergency departments. 

Background: Violence against health care workers, especially nurses is a significant concern 

for healthcare internationally. Emergency departments are considered high-risk areas in 

hospitals. Violence against nurses in EDs is a serious issue that cannot be ignored. 

Method: A cross-sectional study design was conducted from June to August 2016 using 

convenience sample of emergency nurses in four major hospitals in Riyadh City in Saudi 

Arabia. The questionnaire was adapted from Kitaneh and Hamdan (2012). Chi-Square test was 

used to analyse the data. 

Results: Four hundred and thirty-six emergency nurses responded to the questionnaire (a 

response rate of 71.2 %). The results showed 41.7% of respondents were exposed to both 

physical and non-physical violence in the workplace during the previous 12 months. The results 

showed that 44.7% of respondents were exposed to physical assault, 29.5% of respondents 

were exposed to threat, 88.1% of respondents were exposed to verbal abuse and 4.4% of 

respondents were exposed to sexual harassment in the last 12 months. Patients (67.7%) were 

identified as the most common perpetrators of physical violence, and visitors and patients’ 

relatives (67.1%) were identified as the most common perpetrators of non-physical violence. 

The treatment room was the most common place where the physical and non-physical violence 

happened. The most common factors contributing to physical violence were mental health or 

psychiatric patient (38.5%) while waiting to receive service (58.9 %) contributed most to non-

physical violence.  

Conclusion: Understanding workplace violence is the first phase to develop or improve 

appropriate strategies to handle this problem. Establishing and enacting suitable laws could 

enhance workplace safety violence for nurses. Further research on the topic is needed. 
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Chapter 1: Introduction  

Introduction 
Violence is a common issue across the world, especially in the healthcare sector 

(O’Brien-Pallas et al. 2009). Violence in the healthcare setting, in the course of service 

provision, can be termed workplace violence (Ahmad et al. 2015). Healthcare professionals are 

often at a high risk of being victims of workplace violence. This violence poses a major 

challenge to healthcare personnel and it negatively affects the provision of healthcare services. 

Workplace violence is defined by the World Health Organization as occasions when staff are 

exposed to assault, threats or abuse in work-related circumstances that predispose them, or 

result in, challenges to their wellbeing, health and safety (Richards 2003). Workplace violence 

has existed for a long time; however, the documentation or recording of such incidents has not 

been done well in the past. Nevertheless, recent studies have reported the increasing prevalence 

of workplace violence in the United States, Western Europe, Australia, and Middle Eastern 

countries (Ahmad et al. 2015; Crilly, Chaboyer & Creedy 2004; Spector, Zhou & Che 2014; 

Zampieron et al. 2010). 

 

Violence in the workplace can occur in any setting, within any profession, but there are 

certain professions, such as the healthcare professions, that are more affected by it (Ahmad et 

al. 2015). Healthcare professionals in emergency departments (EDs) have been reported to 

experience incidents of workplace violence more often than other healthcare professionals 

(Gacki-Smith et al. 2009). Furthermore, Wei et al. (2016) state that nurses, when compared to 

other healthcare personnel, are at higher risk of experiencing violence. For these reasons, this 

research study will investigate violence against ED nurses. In this chapter, this study’s 

background, context, problem statement, research questions, purpose, objectives and 

significance will be discussed. An explanation of the structure of this thesis is also included. 

 

1.1 Background 
Nursing staff working in EDs are at high risk for violence in the workplace. This is 

because nurses encounter and interact with patients while providing healthcare more than most 

other healthcare professions (Wei et al. 2015). In Australia, 36.0% of nurses have been reported 
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to experience workplace violence, 49.9% in Italy, 50.0% in China, and 80.4% of nurses in 

Palestine (Farrell, Shafiei & Chan 2014; Kitaneh & Hamdan 2012; Wu et al. 2012; Zampieron 

et al. 2010). The prevalence of workplace violence requires an understanding of the risk factors 

associated with workplace violence to inform the development and implementation of 

solutions.  

 

The risk factors for workplace violence include long waiting times, psychiatric 

conditions, and having no means to prevent workplace violence (Tang et al. 2007; Pich et al. 

2011; Spector, Zhou & Che 2014). Long waiting times increase the anxiety of patients and 

those who accompany them, making them impatient and increasing the likelihood that they 

will perpetrate violence (Pich et al. 2011; Hamdan & Hamra 2015). Psychiatric patients, by 

virtue of their psychiatric illnesses, are more likely be perpetrators of violence (Spector, Zhou 

& Che 2014). This is linked to some mental health conditions that diminish self-control and 

increase the predisposition to violence (Anderson & West 2011). The lack of structures to 

prevent violence in the workplace creates an environment where potential perpetrators are more 

likely to commit violence (Pich et al. 2011).  

 

1.2 Context of the study 
The ED is an area that forms the first contact point for patients presenting with 

conditions that require urgent medical and nursing care (Alyaemni & Alhudaithi 2016; Beebe 

& Funk 2001). In most hospitals, it is open around the clock, every day of the week. Most of 

the patients presenting to the ED are accompanied by their friends or relatives, who may be 

anxious about the patient’s condition. Interestingly, patients’ friends or relatives are sometimes 

perpetrators of workplace violence against nurses (Ahmad et al. 2015).  

 

1.2.1 Healthcare services in Saudi Arabia 
The clear majority of healthcare services in Saudi Arabia are provided by the Saudi 

Ministry of Health (MOH), although the private sector contributes 21.2% to the provision of 

these services (Almalki, FitzGerald & Clark 2011a). The total number of hospitals under the 

MOH is 244, plus primary healthcare centres numbering 2037 (Almalki, FitzGerald & Clark 

2011a). The hospitals and healthcare centres account for 60.0% of Saudi Arabia’s total health 

services (Almalki, FitzGerald & Clark 2011a). Other governmental bodies involved in the 

provision of these services include army and security forces medical services, referral hospitals, 
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teaching hospitals under the Higher Education Ministry, the Red Crescent Society and the 

National Guard Health Affairs (Almalki, FitzGerald & Clark 2011a). Most of these other 

agencies, except for teaching and referral hospitals, and the Red Crescent Society, offer 

healthcare services to specific populations, commonly their employees, but in cases of crises 

and emergencies, all residents can be offered services.  
 

1.2.2 Emergency Departments in Saudi Arabia 

The emergency department is the area in a hospital is reserved for providing timely, 

acute care to patients not having prior appointments, who present by themselves, or who may 

be brought in via emergency medical or ambulance services (Beebe & Funk 2001). The EDs 

in Saudi Arabian hospitals are equipped to handle common and complicated medical 

conditions. A substantial number of the presentations in the ED are cases of road traffic 

accidents (Ministry of Health 2013). Among the services and procedures provided in the ED 

are triaging, defibrillation, intubation, medicine administration, skin traction application, cast 

application and removal, blood extraction and transfusion, electrocardiograms, oxygen therapy 

and services such as admission and discharge, and code blue services (Ministry of Health 

2013). The department is usually headed by a qualified physician, and a physician with at least 

2 years’ experience should be available during shifts. Nurses working in the ED must be 

qualified in basic cardiac life support and it is preferred that they be also qualified in advanced 

cardiac life support, neonate resuscitation program and paediatric assessment life support 

(Ministry of Health 2013). Nursing staffing in the ED is usually based on patient acuity and 

the number of patients.  

  
1.2.3 Nursing in Saudi Arabia 

Nursing in Saudi Arabia has had a slow growth with the first nursing schools offering 

nursing education to men only, in 1958 (Almalki, FitzGerald & Clark 2011b). Three years later, 

the first women’s nursing schools were established in Jeddah and Riyadh. The number of 

institutions offering nursing courses has been increasing, and reached 46 in 2010 (Almalki, 

FitzGerald & Clark 2011b). Nurses are classified depending on their level of education, with 

diploma holders from health institutes being called technical nurses, senior technical nurses are 

diploma holders from junior colleges, specialist nurses are those holding a Bachelor of Nursing 

degree, and senior specialist nurses for those with a Master of Nursing qualification. Consultant 

nurses must hold a PhD and have at least three years’ experience.  
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1.2.4 Nursing workforce in Saudi Arabia 

Nursing staff comprise approximately half of the total health workforce in Saudi 

Arabia, and even more than this in the MOH. In Saudi Arabia, there has been a shortage of 

nursing staff because there are insufficient Saudi-born qualified nurses and they have a high 

level of turnover (Almalki, FitzGerald & Clark 2011b). More than half the nurses are 

non-Saudis, with most non-Saudi nurses having diploma level qualifications (Almalki, 

FitzGerald & Clark 2011b).  

 

In the MOH, which is the main provider of health care in Saudi Arabia, there were 

172,483 nurses, and 38.3% of them were Saudi (Ministry of Health 2015). In the MOH, 

approximately three-quarters of the total nursing workforce (74.3%) is female, and this 

proportion is higher in Riyadh City hospitals (77.7%) (Ministry of Health 2015). Surprisingly, 

Saudi male nurses make up more than half the nursing workforce in Saudi Arabia (51.5%). 

However, many Saudi male nurses are working in Ministry of Health Headquarters, Regional 

Health Directorates and Primary Health Care Centres (Ministry of Health 2015).  
 

1.3  Statement of the problem 
Workplace violence is known to affect the working environment of staff, including 

nurses, in their provision of services. There are risks of physical, mental and emotional harm 

associated with workplace violence. In Saudi Arabia, some studies on workplace violence 

targeting healthcare workers, including nurses in general hospital settings, have been done. 

Therefore, it is important to conduct a deeper investigation of the issues relating to ED 

workplace violence against nurses in Saudi Arabia. This study will provide more reliable 

information on the actual occurrence of violence against these ED nurses. In addition, by 

exploring more issues relating to workplace violence, the findings from such an exploration 

will be important in strengthening the existing evidence about workplace violence. 

Furthermore, this study examines the availability of procedures for reporting workplace 

violence and whether these procedures have been utilised optimally, an element that has not 

been examined through other studies. The relationship between hospital types of workplace 

violence is also examined in this study, since it has not been examined before.  
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1.4  Research questions  
This study seeks to answer the following three questions:  

Question 1: What is the prevalence of violence against nurses working in EDs in Saudi 

Arabia? 

Question 2: What are the types of violence against nurses working in EDs in Saudi Arabia? 

Question 3: What are the contributing factors for workplace violence against nurses working 

in EDs in Saudi Arabia? 

 

1.5  Aim and objectives of the study 
The aim of this study is to provide evidence-based information that will further reveal 

the issue of workplace violence through investigating the magnitude of violence towards nurses 

in EDs in Saudi Arabia. The specific objectives of this study are: 

 

Objective 1: To assess the prevalence of violence against nurses working in Saudi Arabian 

EDs. 

Objective 2:  To identify the types of violence against nurses working in Saudi Arabian EDs. 

Objective 3:  To identify the contributing factors related to violence against nurses in Saudi 

Arabian EDs. 

 

1.6  Significance of the study  
Workplace violence is a major health concern, and is starting to receive international 

attention (Johnson 2009; Kling et al. 2009). Both direct and indirect exposure to physical and 

non-physical violence might cause negative consequences in the future for nurses. If nurses 

experience any kind of violence in EDs, the consequences could include a negative effect on 

the quality of the healthcare provided to patients, a decrease in the productivity of nurses, 

negative impacts on nurses physically or psychologically, or even the potential for nurses to 

leave their jobs. 

 

1.7 Thesis structure 
This thesis is composed of five chapters. Chapter 1, Introduction, includes an 

introduction to the study, background of the health system, emergency department, and nursing 

workforce in Saudi Arabia, and the context of the study. It also provides a statement of the 
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research problem (rationale), research questions, the purpose and objectives, significance of 

the study, definition of terms, and the structure of the thesis. Chapter 2, Literature review, 

presents a review of the literature on violence, including definitions, prevalence, types, risk 

factors, and the gaps in the literature. Chapter 3, Methods, describes the research paradigm, 

including the study design, population, sample and sampling, recruitment strategies, setting, 

development of the questionnaire, translation, and the pilot study. It also addresses the data 

collection methods, issues of validity and reliability, data analysis, and finally the ethical 

implications of the study. Chapter 4, Survey results, presents the results of the survey. Chapter 

5, Discussion, presents a discussion of the study results. 
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Chapter 2: Literature review 

Introduction 
The following chapter discusses the prevalence and types of, and risk factors for, 

workplace violence. The chapter explains violence and workplace violence as defined by 

international organisations. Workplace violence is described as encompassing a broad range of 

acts carried out by any person and affecting staff, a definition that includes physical violence, 

threats, sexual abuse and harassment (Alkorashy & Al Moalad 2016; New South Wales Health 

2015; Pai & Lee 2011). The chapter then discusses the international context, and then focus 

moves to the Saudi Arabian context for prevalence, types and risk factors for workplace 

violence in the healthcare sector and ED. The chapter notes that underreporting appears to be 

a universal issue that underpins the poor resolution of workplace violence. Workplace violence 

risk factors include age, gender, patient psychiatric or mental issues, alcohol and drug 

intoxication, and pain. Other risk factors independent of the patient include long waiting times, 

inexperienced staff, over-crowding, staff shortages and inability to obtain the required service. 

After discussing the international literature, the chapter concludes by discussing the remaining 

gaps in the literature that will be examined by the current research project.  

 

2.1  Search strategy 
An extensive search was conducted to collate the literature relevant to the research 

topic. This search used combinations of the following keywords: nurse, emergency nurse, 

violence, assault, aggression, abuse, harassment, emergency department, emergency service, 

accident and emergency, triage and trauma centre. The search was conducted using the 

Cumulative Index to Nursing and Allied Health Literature (CINAHL), Scopus, PubMed, 

ProQuest, Science Direct, and Web of Science. The research was limited to English and Arabic 

languages, and was conducted throughout the study from early 2016 until the end of 2016.  

 

2.2  Definition  
Violence is defined as any incident in which a healthcare worker is threatened, abused 

or assaulted (Ng et al. 2009). Violence is often narrowly defined as “the use of physical force 

to harm someone” (Zhulavska & Piantkovska 2016). Violence, in such a sense, usually includes 
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behaviours such as “physical harassment, sexual abuse, aggression, mobbing and bullying” 

(Alkorashy & Al Moalad 2016). However, violence has different forms, and it is important to 

recognise the distinctions. The most blatant form of violence is physical violence, and includes 

actions such as punching, kicking or hitting (Zhulavska & Piantkovska 2016). Violence also 

includes aggressive behaviour such as spitting or kicking. Moreover, verbally violent 

behaviour does not involve any physical contact and includes name-calling and communicating 

with obscenities (Crilly, Chaboyer & Creedy 2004). Lastly, threatening behaviour, with an 

intention to harm, and sexual harassment are also forms of violence. This paper specifically 

defines the most important forms of violence that occurred in the ED (verbal, physical, threats, 

and sexual abuse) as follows: 

 

2.2.1 Workplace violence 
According to the International Labour Office, the International Council of Nurses, the 

World Health Organization, and Public Services International, workplace violence is defined 

as “incidents where staff are abused, threatened or assaulted in circumstances related to their 

work, including commuting to and from work, involving an explicit or implicit challenge to 

their safety, well-being or health” (2002, p.3). It has been further categorised into three types 

of violence, where the aggressor has no employment relationship, where the aggressor is a 

recipient of services provided, or the aggressor is a fellow staff member, such as an employee, 

supervisor or manager.  

 

2.2.2 Physical violence 

It includes physical assaults, which involve contact that may or may not cause harm 

(Abbas & Selim 2011). It is defined as “the use of physical force against an individual involving 

physical contact, such as beating, kicking, slapping, stabbing, shooting, pushing, biting, 

pinching and sexual assault, regardless of whether or not an injury was sustained” by Abbas 

and Selim (2011, p. 1050). Therefore, such violence is contingent upon a physical action 

regardless of whether an injury was sustained or not. 

 

2.2.3 Verbal abuse 

It is defined as “the use of words which are personally insulting, such as generally 

abusive spoken obscenities and foul language, or indicating a lack of respect for the dignity 

and worth of an individual” by Abbas and Selim (2011, p. 1050).  
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2.2.4 Threatening behaviour  

Abbas and Selim (2011, p. 1050) define threatening behaviour as “any action that 

involves signs of violence indicating intention to harm, such as the intention to throw a chair, 

cause a fight or to verbally threaten an individual.” Threatening behaviour can be threats of 

physical violence or verbal violence. 

 

2.2.5 Sexual harassment  
Abbas and Selim (2011, p. 1050) define sexual harassment as “any unwanted behaviour 

of a sexual nature, including verbal or physical, which is offensive to an individual or for the 

perpetrator’s own sexual gratification.” 

 

2.3  Prevalence of violence 
The prevalence of violence against nurses is a significant international problem (Luck, 

Jackson & Usher 2008; Wyatt, Anderson-Drevs & Van Male 2016). In fact, violence against 

nurses is common across cultures (Lau, Magarey & Wiechula 2012a). According to Opie et al. 

(2010) the most common forms of violence were verbal abuse (80.0%), followed by physical 

violence (28.6%), and sexual harassment or abuse (22.5%). Morrison's hierarchy of aggressive 

and violent behaviours is an 8-level taxonomy for incidents. Higher scores suggest more minor 

events whereas a score of 1 indicates serious harm (Morrison 1994). The taxonomy is outlined 

in the following table. 

 

Table 2.1: Morrison’s hierarchy of aggressive and violent behaviours 

Level Definition Physical or non-physical 
1 Inflicted serious harm requiring medical care Physical 
2 Inflicted low-grade harm requiring no medical care Physical 
3 Made a verbal threat with a plan to inflict harm Non-physical 
4 Touched another in a threatening way Physical 
5 Made a verbal threat without a plan to inflict harm Non-physical 
6 Approached another person in a threatening way Non-physical 
7 Was loud and demanding Non-physical 
8 Exhibited low-grade hostility Non-physical 

 

Ilkiw-Lavalle and Grenyer (2003) conducted a study on patient (n=29) and staff (n=29) 

perceptions of violent incidents in mental health units in Illawarra, Australia, using Morrison’s 



	
11		

	

hierarchy of aggressive and violent behaviours, and found that levels 2, 3, and 7 were the most 

often indicated. In order to examine the prevalence of violence, studies have reviewed reports 

of violent experiences, and have also administered surveys to healthcare workers. The 

limitations of such studies include the possibility of incomplete recollections of scenarios or 

incomplete reporting (Erickson & Williams-Evans 2000). However, such studies do report the 

prevalence of workplace violence. 

 

2.3.1 International healthcare field and EDs 

Rates of violent events might differ across international reports. The prevalence of 

violent incidents against nurses in different settings was reported as between 27% and 82%, as 

demonstrated in Table 2.2 below. As a result, the violence against nurses indicates that violence 

is a significant problem facing nurses globally (Gates, Ross & McQueen 2005). The prevalence 

of violence against nursing staff was high. 

 

Table 2.2: Prevalence of violence against nurses across different countries 

Author (Year) Country Methods Rate of 
violence 

Number of 
Participants 

Chen, Ku and Yang 
(2013) 

Taiwan Descriptive 
study 

81.5% 791 nurses 

Spector, Zhou and Che 
(2014) 

USA Survey research  76.0% 762 nurses  

Crilly, Chaboyer and 
Creedy (2004) 

Australia Descriptive 
study 

70.0% 108 nurses 

Teymourzadeh et al. 
(2014) 

Iran Cross-sectional 
study 

69.0% 413 nurses 

Zampieron et al. (2010) Italy Cross-sectional 
study 

49.0% 700 nurses 

Abbas and Selim (2011) Egypt Cross-sectional 
study 

27.7% 269 nurses 

 

The incidence of violence is greater in the ED than in other areas of healthcare provision 

(Speroni et al. 2014). The incidence of physical and verbal violence among nurses working in 

EDs has been reported to be on the increase (Gerberich et al. 2004; Pinar & Ucmak 2011). The 

prevalence of violence against nurses working in psychiatric departments and EDs ranged from 

60% to 90% (Lau, Magarey & McCutcheon 2004). People working in the ED will typically 

experience between one and ten incidents of violence per 12-month period in the US (May & 

Grubbs 2002). May and Grubbs (2002) investigated the prevalence of ED physical violence in 
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Florida by interviewing 86 nurses. Seventy-one of the participants (82.1%) reported that they 

had suffered physical violence at least once in the past 12 months (May & Grubbs 2002). 

Lyneham (2000) stated that nursing staff working in EDs are exposed to some form of violence 

weekly in Australia. Similarly, Gacki-Smith et al. (2009) conducted survey research with 3465 

registered nurses who had worked in US EDs using a 69-item questionnaire. It was found that 

almost 25% of the sample reported that they had experienced physical violence more than 20 

times in the past 3 years.  

 

Healthcare workers in EDs are more likely to suffer incidents of violence compared to 

workers in non- EDs (Kowalenko et al. 2013). Approximately, one in five persons working in 

EDs worldwide will experience physical violence (International Labour Office, the 

International Council of Nurses, the World Health Organization, and Public Services 

International 2002). Esmaeilpour, Salsali and Ahmadi (2011) investigated incidents of 

workplace violence amongst 196 registered nurses in EDs in Iran, and found that 92% of the 

sample reported experiencing verbal abuse during the previous 12 months. The team also found 

that 19.7% reported suffering physical violence in the past year. Albashtawy (2013) 

investigated the incidence of workplace violence against 227 ED nurses in Jordan, and found 

that 75.8% of the sample had experienced at least one type of violence. The rates were lower 

than that reported by Esmaeilpour, Salsali and Ahmadi (2011) in Iran, with 63.9% reporting an 

incident of verbal violence in the past 12 months, and 11.9% physical violence. 

 

2.3.2 Saudi healthcare field and EDs  

The prevalence of workplace violence in the health sector ranges widely between 7% 

and 91.6% in Arab settings (Alkorashy & Al Moalad 2016), with variations most likely 

explained by differences in operational definitions of violence, formal processes, 

organisational culture, and situational factors. Mohamed (2002) investigated work-related 

assault on randomly selected nurses from five different hospitals in Riyadh. In total, 235 nurses 

from 434 indicated that they had been victims of violence in the previous 12 months (Mohamed 

2002). In Saudi Arabia, in particular in Riyadh, 83.9% and 46.9% of nurses were exposed to 

verbal abuse and physical attack, respectively, during the previous year (Alkorashy & Al 

Moalad 2016). El-Gilany, El-Wehady and Amr (2010) investigated experiences of violence 

across a wide range of healthcare professions, including physicians, nurses and midwives, 

health inspectors, pharmacists, technicians, administrators, drivers, and other workers in 
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primary healthcare centres in the Al-Hassa. From a total study population of 1228, 302 (27.7%) 

of the 1091 respondents indicated that they had personally experienced at least one violent 

incident in the past 12 months (El-Gilany, El-Wehady & Amr 2010).  
 

The prevalence of violent incidents in EDs in Saudi Arabia is at least three times as 

high as in other wards (Alzahrani et al. 2016). Alzahrani et al. (2016) investigated violence and 

aggression aimed at nurses and other health professionals in three public hospital EDs of Tabuk 

City, in north western Saudi Arabia. Of the 129 participants, 117 (90.7%) indicated that they 

had experienced violence or aggression in the past 12 months (Alzahrani et al. 2016). 

 

Violence is a “reality”, as nurses would be exposed to incidents of violence in their 

workplace, with varied types of violence (Anderson 2002, p. 351). The magnitude of violence 

of all types in workplaces is extremely high in the experience of nurses (Edward et al. 2014; 

Lanza, Zeiss & Rierdan 2006a). This shows a need to consider action towards aggressors. 

 

2.4  Types of violence 
After reviewing the incidence of violence, it is necessary to identify its types to gain a 

better understanding of this issue. Workplace violence can be physical or non-physical (Talas, 

Kocaöz & Akgüç 2011). Physical forms of violence include pushing, kicking and slapping; 

however, non-physical forms of violence, such as verbal abuse, were reported as the most 

common forms of aggression in EDs. This is more prevalent than physical violence, threats, 

sexual harassment, abuse, or bullying (Farrell, Bobrowski & Bobrowski 2006; Hesketh et al. 

2003; Lin & Liu 2005; Opie et al. 2010). 

 

Nurses may perceive ED violence differently from that of violence in areas of health 

care that are non-emergency or urgent. Forms of violence occur in EDs across all cultures (Lau, 

Magarey & Wiechula 2012a). There are various ways to categorise the types of violence in the 

workplace. Usually, the types of violence are categorised as being defined by various 

behaviours, or categorised by aggressor characteristics. Violence could be verbal, physical, or 

psychological, or include sexual abuse, harassment, bullying, threatening behaviour, or 

aggression that might happen intentionally or unintentionally (Farrell, Bobrowski & 

Bobrowski 2006; Hesketh et al. 2003; Lin & Liu 2005; Opie et al. 2010; Pai & Lee 2011). The 

types of workplace violence in the healthcare field in Saudi Arabia appear to be consistent with 
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those of other settings across the world. Mohamed (2002) identified verbal abuse, threatening 

behaviour, attempts at physical harm, sexual harassment, and physical assault. By definition, 

workplace violence can be carried out by any person. 

 

Verbal violence is the most common type of violence against healthcare workers, 

particularly in the ED (Cashmore et al. 2012; Crilly, Chaboyer & Creedy 2004). Verbal abuse 

typically refers to the use of words that are, or are intended to be, personally insulting. Verbal 

abuse includes abusive spoken obscenities and language of a foul nature. Verbal abuse also 

commonly includes words being used that indicate a clear lack of respect for an individual’s 

worth and dignity (Abbas & Selim 2011). 

 

Physical violence is a part of workplace violence. The use of physical force against an 

individual, involving physical contact without that individual’s consent, regardless of whether 

an injury occurred, is considered to be physical violence (Abbas & Selim 2011). Physical 

violence includes “hitting with body parts, slapping, kicking, punching, pinching, scratching, 

biting, pulling hair, hitting with an object, throwing an object, spitting, beating, shooting, 

stabbing, squeezing, and twisting” (Kowalenko et al. 2013, p.199). Alkorashy and Al Moalad 

(2016, p.1) indicated that types of violence can include behaviours such as “physical 

harassment, sexual abuse, aggression, mobbing and bullying”. Differences exist from culture 

to culture; however, it has been noted, for example, that for some cultures violence in the ED 

is more likely to involve weapons (Lau, Magarey & Wiechula 2012a). Interestingly, there were 

some incidents involving violent attacks with weapons or instruments, in north western Saudi 

Arabia (Alzahrani et al. 2016). 

 

Sexual harassment is a type of workplace violence. Sexual harassment can include 

verbal or physical acts. In the healthcare context, perpetrators of violence are most typically 

the patients; however, patient’s family members, their friends, management, and fellow staff 

members can also be perpetrators (Palácios et al. 2003). Workplace violence encompasses a 

broad range of acts carried out by any person and affecting staff. Sexual violence can have 

significant psychological consequences where a wrong doer violates, assaults or makes 

sexually explicit comments towards a patient or staff member in a hospital setting (Palácios et 

al. 2003).  
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Threatening behaviour is also recognised as workplace violence. Threatening 

behaviour is a type of violence similar to common law assault in that it can occur without actual 

physical contact. It includes menacing or threatening gestures, staring with an intention to 

harm, and behaviour that suggests further harm, which is contrary to the safety of a person as 

defined. Kowalenko et al. (2013) found that nurses were more likely to be physically threatened 

than other healthcare professionals in the ED.  

 

2.5  Risk factors for violence 
After reviewing several studies to identify risk factors associated with violence towards 

nurses, it was found that the risk factors for violence in Saudi Arabia are like those in other 

countries. The risk factors can be categorised as characteristic of patients and their families 

related to violence, healthcare professionals related to violence, or environmental factors 

related to violence (Hahn et al. 2013). 
 

2.5.1 Patients and their families related violence 

The most common types of violence come from patients, and patients’ relatives 

(Hegney et al. 2006). Risk factors for the patient include age, gender, having mental health 

issues or being a psychiatric patient, alcohol and drug abuse, and the impact of pain from 

disease (Abualrub & Al Khawaldeh 2014; O’Connell et al. 2000; Taylor & Rew 2011). 

 

Gender and age of the perpetrator have been identified as major risk factors for violence 

(Angland, Dowling & Casey 2014; Monahan et al. 2001; Stuart 2003). Males are more likely 

to be aggressive than females, and most perpetrators are younger than 30 (Chou, Lu & Mao 

2002; Daffern, Mayer & Martin 2006). Furthermore, the majority of assailants were males, and 

almost all offenders in Saudi Arabia were between their mid-twenties and mid-thirties 

(Alzahrani et al. 2016). Those with mental health problems and psychiatric patients also have 

other risk factors for violence. Hahn et al. (2008) indicate that the increasing number of patients 

being diagnosed with dementia and Alzheimer’s disease among the general population and 

among hospital patients is a major risk factor for nurses and other healthcare professionals. In 

fact, those with a psychiatric condition can pose additional risk, as they may experience 

frustration sooner than others, or may have trouble expressing themselves or understanding 

healthcare workers (Lau, Magarey & Wiechula 2012a). May and Grubbs (2002) found that of 
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71 nurses who reported being victims of physical violence, 79.1% of the incidents were 

perpetrated by patients with cognitive dysfunction. In Saudi Arabia, patients with mental health 

or psychiatric issues and presenting to EDs were found particularly likely to be aggressive 

(Mohamed 2002).  

 

Furthermore, alcohol and drug abuse also contribute to the risk factors for violence 

(Gilchrist, Jones & Barrie 2011; Whittington & Winstanley 2008). If the patient is intoxicated, 

this poses a further risk of behaviour that leads to aggressive behaviours (Luck, Jackson & 

Usher 2008). In Western countries, such as Australia, the UK, and Ireland, alcohol and 

substance abuse is reported to be “strongly related to abusive and violent behaviours in 

emergency departments” (Angland, Dowling & Casey 2014; Ferns, Cork & Rew 2005; 

Gilchrist, Jones & Barrie 2011). In the study by Abbas and Selim (2011) on violence in 

Egyptian government hospitals, “alcohol drinking and addiction” was found to be eighth out 

of 14 possible risk factors. The impact of pain from disease is another risk factor that might 

aggravate a potentially violent situation. If a patient is experiencing a high level of pain, and 

has not been given any medication to reduce the pain, this may lead to outbursts of violence in 

order to attract attention to him or herself (Abbas & Selim 2011; Lau, Magarey & Wiechula 

2012b). 

 

2.5.2 Healthcare professionals related violence 

Less experienced nurses working in the ED are at greater risk of exposure to violence. 

Nurses working in the ED are often new to the profession. Esmaeilpour, Salsali and Ahmadi 

(2011) found that more than 63.2% of their randomly selected sample of emergency nurses 

were within their first four years of practice. Kowalenko et al. (2013) found that nurses with 

two years’ training were more likely to be physically threatened than those with four years’ 

training. Nurses with less experience may be more vulnerable to workplace violence as they 

may lack knowledge for detecting indicators of violent situations. Albashtawy (2013) found 

that 74% of his sample who had been exposed to incidents had less than four years of 

experience. In addition, newer nurses may be more likely to accommodate or become 

desensitised to abusive behaviours (Henrys et al. 2011). El-Gilany, El-Wehady and Amr (2010) 

found that there was a higher risk of violence where nurses have been working in healthcare 
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settings less than five years in Saudi Arabia. Furthermore, females are more likely to be victims 

of workplace violence in healthcare settings (Pompeii et al. 2013). 

 

2.5.3 Environment related violence 

Environmental factors include long waiting times, shortage of nursing staff, and lack 

of security guards. These contributing factors to violence in EDs can operate to increase the 

risk of violent outbursts.  

 

Long waiting times have been identified as a major risk factor for emergency 

department violence (Abbas & Selim 2011; Pich et al. 2010; Taylor & Rew 2011). Further, 

Lau, Magarey and Wiechula (2012b) found long waiting times had a significant association 

with violent incidents in EDs. Waiting time refers to the length of time between the arrival of 

a patient and his or her family members or friends in the ED, and the time that the patient first 

presents to a physician. When patients are in pain or distress, long waiting times cause anger, 

frustration and agitation, which can cause such people to threaten, verbally abuse or assault 

nurses (Taylor & Rew 2011). Dissatisfaction with waiting times is recognised as “a crucial 

trigger” of emergency department violence. Alzahrani et al. (2016) found that long waiting 

times for the patient contributed to aggravating violence in EDs in Saudi Arabia.  

 

A shortage of nursing personnel has been found to contribute to workplace violence in 

healthcare settings. Abbas and Selim (2011) found that insufficient nursing staff was the third 

most important factor contributing to violence, and in the study by Mohamed (2002), roughly 

two in three participants (63%) felt shortage in personnel was relevant. Another risk factor is 

insufficient security measures and a shortage of guards. Lack of security staff was found to be 

one of the contributing factors for violence (Abbas & Selim 2011). Moreover, insufficient 

security staff, lack of panic alarms, means and action of surveillance devices, which assist staff 

in notifying security of potential threats, have been observed as risk factors (Abbas & Selim 

2011; Wyatt, Anderson-Drevs & Van Male 2016). In the study by Mohamed (2002), nurses 

tended to perceive a “shortage in security personnel”, with more than four in every five (82%) 

of the participants indicating this. Other risk factors for violence in EDs in Saudi Arabia include 

the lack of security measures, shortage of guards, and lack of clear guidelines for punishment 

for people who instigate violence (Alzahrani et al. 2016). 
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2.6  Gap in the literature 
This review has highlighted a gap in the literature. Relatively few studies, both 

internationally and in Saudi Arabia, have focused on violence nurses in EDs. Most studies have 

focused on violence against healthcare professionals in the health sector. Furthermore, the lack 

of such comprehensiveness makes it difficult for employees and decision-makers in Saudi 

Arabia to acknowledge and respond to negative behaviours, such as workplace violence. 

Therefore, more research and investigation are required to focus on workplace violence against 

nurses working in EDs. 

 

Summary 
This chapter reviews the previous studies regarding the prevalence, types and risk 

factors of violence in the healthcare industry as a whole, as well as the healthcare system of 

Saudi Arabia. It commences its discussions by setting out definitions of the different kinds of 

violence, and thereafter discusses the prevalence of violence in healthcare and ED settings. A 

discussion of the statistics of the prevalence of violence highlights the need to assess the risk 

factors of violence. Therefore, intrinsic and extrinsic risk factors are discussed. Problems such 

as overcrowding, long delays, and communication lacking empathy are risk factors discussed. 

The next chapter will outline the research design used for this study. 

  



	
19		

	

  



	
20		

	

Chapter 3: Methods 

Introduction  
This chapter presents the research design and methods used in this study to achieve the 

previously stated aim and objectives of uncovering violence against nurses in emergency 

departments in Saudi Arabia. It addresses key issues, including research paradigm, quantitative 

research, research design, study design, the study population, the study sample and sampling, 

recruitment strategies, study setting, development and translation of the questionnaire, pilot 

study, data collection, reliability and validity, and data analysis. Finally, the ethical 

considerations of the study are discussed and conclusions drawn. 

 

3.1  Research paradigm 
Nursing research is mostly conducted within two distinct paradigms, which are 

quantitative and qualitative (Polit & Beck 2014). In reference to these paradigms, Ellis (2013) 

suggests these paradigms provide a way in which one might look at natural phenomena whilst 

allowing incorporation of a set of philosophical assumptions to guide and influence the study’s 

scientific approach. 

 

3.1.1 Quantitative research 
Quantitative research, a conventional scientific approach, is based on a framework and 

underlying philosophical principles of human inquiry (Begley 2008; Creswell 2014; Polit & 

Beck 2004). These corresponding underpinnings are commonly referred to as positivism. 

Quantitative research involves the collection of data that focuses on enumeration with 

statistical analysis reporting rather than subjective meaning reporting (Creswell 2014; Polit & 

Beck 2014). This positivist approach to research holds the belief that whatever is observed by 

the human senses can be measured objectively.  

 

In quantitative research, research methods inclusive of experiments and surveys are 

utilized to collect data and information (Mulhall 2003). Walker (2005) states that quantitative 

research designs aim to advance the acquisition and gathering of knowledge while enhancing 

the provision of questions for future research studies.  
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3.1.2 Research design 
A research design is characterised as a plan that by which researchers seek to attain data 

needed to answer the study’s research questions (Polit & Beck 2006). The present study sought 

to examine the occurrence of violence inherent within EDs, which is representative of 

descriptive studies. Polit and Beck (2006) suggest the study’s research design should 

incorporate the utilization of a cross-sectional descriptive survey. In accordance to cross-

sectional research designs, descriptive promotes data collection commonly used to identify 

prevalence (Hallberg 2008). Therefore, the use of a descriptive approach within the present 

study enables researchers to collect data without manipulating the study’s variables or altering 

the environment.  
 

3.1.3 Study design (Cross-sectional study) 
A cross-sectional design incorporates data collection from groups that experience either 

the same condition or phenomenon of interest at a particular point in time (Bowling 2005a; 

Polit & Beck 2004; Walker 2005). Hence, a cross-sectional design provides a ‘snapshot’ of 

data or information from one point in time by measuring quantities or investigating ways in 

which (how and why) things transpire. Since a cross-sectional design with a descriptive nature 

is part of a larger positivist paradigm, the purpose of the present study’s survey is to explore 

the prevalence of nursing staff violence in EDs (Hallberg 2008; Walker 2005).  

 

The researcher explored other similar studies that used a cross-sectional approach to 

ensure that the chosen approach was correct and appropriate. For example, both Darawad et al. 

(2015) and Gacki-Smith et al. (2009) chose a cross-sectional approach to assess the prevalence 

and associated factors regarding violence against nurses in the emergency department. 

 

3.1.4 Strengths and weaknesses of cross-sectional studies 

Cross sectional studies are typically inexpensive. Data is collected once. The 

implication is that it is less onerous than collecting data at two or more intervals as required in 

longitudinal studies. Cross sectional studies are useful as a rapid means for identifying areas 

where further research may be required (Bonita, Beaglehole & Kjellström 2006). Cross 

sectional studies typically offer a limited indication of the development of an issue. A one-off 

data collection tends to mean that data focuses on a limited period such as 12 months. It is 
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impossible to compare trends over time, such as a number of years or decades, in the same way 

that a longitudinal study can achieve.  
 

The implication of bias is inaccuracy. There are a number of sources of bias and error 

in cross sectional studies. Reporting bias, also known as recall bias, response bias, and 

responder bias is a central issue with cross sectional studies. The researcher asks respondents 

their experiences and perceptions with almost no opportunity for the researcher to verify claims 

(Bonita, Beaglehole & Kjellström 2006). Selection bias is also often present in cross sectional 

studies. Selection bias refers to any event or happening that means that the sample surveyed is 

inconsistent with complete randomisation (Cortes et al. 2008; Bonita, Beaglehole & Kjellström 

2006; Sanderson, Tatt & Higgins 2007; Shields & Watson 2013). 
 

3.1.5 Survey 

Surveys are used to collected descriptive data in the form of questionnaires (Babbie 

2016; MacKenna, Hasson & Keeney 2013). The survey instrument used in this research is a 

quantitative closed-ended questionnaire. The advantages of quantitative surveys are that they 

are able to rapidly capture prima facie relevant data. Typically, they can be completed quickly 

at the convenience of the respondents and generally do not pose emotional risks on participants 

(MacKenna, Hasson & Keeney 2013). In contrast, the disadvantage of quantitative surveys is 

that there is limited opportunity for the researcher to verify the veracity of responses apart from 

comparing a participant’s responses with his or her responses to other items, or by comparing 

such responses with the responses of other participants (Babbie 2016; MacKenna, Hasson & 

Keeney 2013; Shields & Watson 2013). 
 

3.1.6 Development of the questionnaire 

The questionnaire was adapted from Kitaneh and Hamdan (2012), and was used with 

permission (Appendix 1). The original instrument was designed to assess violence against 

physicians and nurses in 11 hospitals across the Palestinian Ministry of Health (MOH). This 

instrument was settled on because it was conducted in an Arabic country, it has been developed 

and used widely, has been revised and validated over the years, and it was reviewed by experts 

in the field to check the validity (Gerberich et al. 2004; Kitaneh & Hamdan 2012). The 

instrument (Appendix 2) contains 34 self-administered, closed-ended items and did not contain 

any open-ended questions. The questionnaire was modified to fit the study’s objectives and the 
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Saudi hospital context and culture. The modifications were only in the demographic 

information section. The final version of the questionnaire used in this research consisted of 

four sections:  

• Section one: consisted of eight items designed to collect demographic information on 

the sample, including gender, age, nationality, occupation, highest qualification, years 

of experience in the job, and years of experience working in emergency departments in 

Saudi Arabia. The demographic data was used to describe the population and allow 

comparisons to be drawn.  

• Section two: entitled “physical violence”, sought to uncover nurses’ experiences of 

physical violence and contained eight items (multiple choice) questions. 

• Section three: entitled “non-physical violence” sought to uncover nurses’ experiences 

of non-physical violence and contained eight items (multiple choice) questions. 

• Section four: entitled “systems as well as means of protection available and procedures 

for reporting violence” sought to identify systems and means of protection available 

and procedures for reporting physical and non-physical violence in the emergency 

department in the selected hospitals. This section contained ten items.  

 

3.1.7 Translation 

The official language of Saudi Arabia is Arabic. However, the official language in 

Saudi Arabian health organisations is English, which is the most commonly spoken language 

(Walston, Al-Omar & Al-Mutari 2010). Consequently, language barriers were identified as a 

problem for the expatriate nurses in Saudi Arabia (Al-Khathami et al. 2010; Brady & Arabi 

2005). The original questionnaire (in Arabic) was translated into English. Translation of the 

Arabic version of the questionnaire content into English was necessary to allow non-Saudi 

nurses to comprehend the survey and accommodate the majority of the study population. The 

research supervisors were consulted at every step of the validation, and their comments were 

incorporated into the final version.  

 

The process of translation followed the method of two-way translation advocated in 

order to ensure the content of the translated questionnaire was accurate (Brislin 1970). Firstly, 

the questionnaire was translated from Arabic into English by the researcher. The researcher’s 

mother tongue is Arabic, he speaks English fluently, and has obtained an undergraduate nursing 

degree in Australia. The Arabic and English version, which was translated by the researcher, 
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was checked by an expert in linguistics. The first linguist was consulted: he is a Saudi lecturer 

at Taibah University in Saudi Arabia and finished his Master degree in Australia, where 

English is spoken, and was doing his PhD in Australia at the time of translation. Secondly, the 

final English version of the questionnaire was then back-translated into Arabic by two 

independent experts in the health field and one expert in linguistics. The two experts have 

worked in the health field for more than 10 years. Their native language is Arabic, and they 

speak English fluently. They also received their Bachelor, Master and PhD degrees in 

Australia. At the time of translation, they were working in Hail University as lecturers. Lastly, 

the original Arabic and back-translated Arabic versions were compared by another expert in 

linguistics, a lecturer at a King Abdul-Aziz University in Saudi Arabia with more than 13 years’ 

experience in English-Arabic translations. He earned his Master and PhD degrees from an 

Australian university. They were sufficiently similar which indicated an accurate translation 

into English. 

 

3.1.8 Population 

A research population is defined as a set of persons (subjects) or units with specific 

common characteristics that meet the inclusion criteria and from whom information may be 

gathered (Burns & Grove 2005; Polit & Beck 2014; Rebar & Macnee 2011; Schneider & Fisher 

2013). In this study, the target population was all nurses working in EDs at Ministry of Health 

(MOH) general hospitals and medical city in Riyadh City. The total papulation in these 

hospitals is 612 emergency nurses. The researcher was aiming to recruit 350 nurses to provide 

a representative sample and allow appropriately powered statistical analysis.  
 
Inclusion criteria 

In this study, a protocol was drawn up that outlined the inclusion and exclusion criteria. This 

was deemed necessary in order that the target population was clearly defined (Burns & Grove 

2005). From this it was possible to carefully select those that met the inclusion criteria. 
 

The following outlines the inclusion criteria: 

I. All nurses who worked at emergency departments of the nominated organisations (1, 

2, 3 and 4). 

II. Nurses will be Saudi and non-Saudi nationals.  

III. Nurses will be both female and male. 
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IV. Nurses should have a minimum of one year of work experience in emergency 

departments in Saudi Arabia. 

V. Nurses should be able to speak and write English or Arabic. 

VI. Nurses are either enrolled or registered nurses.  
 

The following outline the exclusion criteria: 

I. Nurses who participate in pilot study.  

II. Assist nurse and Nursing students are excluded.  

 

3.1.9 Sample and sampling 

There are two classifications of sampling designs: non-probability and probability (De 

Vaus 2014). When using non-probability sampling, the researcher selects the participants based 

on which persons are most suitable and more representative of the population of interest. 

Conversely, those who opt to use a probability sample select participants from a population 

using randomisation procedures.  

 

In this study, convenience sampling was used, which is one type of non-probability 

sampling strategy, and is also used in both quantitative and qualitative approaches (Haber 2014; 

Rebar & Macnee 2011; Schneider & Fisher 2013). The rationale for the choice of this type of 

sampling within the study was its easy access to participants; however, the disadvantage of this 

sampling is that it limits the ability to generalise (Haber 2014; Rebar & Macnee 2011; 

Schneider & Fisher 2013). Using this approach, the researcher selects the required sample, 

having regard for the requirement to involve certain criteria and elements within the study. 

Thus, it was important to collect data from those affected by the problem. Therefore, for the 

purpose of this study, all eligible nurses were invited to participate.  

 

3.1.10 Recruitment strategies 

The recruitment process began in June 2016, and continued until August 2016. The 

participants of this study were recruited through each emergency department. Face-to-face 

meetings took place with directors of nursing and heads of emergency departments in the four 

selected hospitals to gain their support in facilitating data collection. The aim of these 

introductory meetings was to describe the purpose and aims of the study, the data collection 

process, and to ask them to help in recruiting the target participants. Authorisation was given 
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to access the departments and approach participants, allowing the researcher to introduce the 

study at the end of the weekly staff meetings for 10 minutes. After finishing the presentation, 

nurses who wanted to participate in the study were provided with a survey package that 

contained an information sheet, a questionnaire, and an envelope. The information sheet 

explained details of the study, listed contact details for the researcher, and outlined the 

measures for ensuring the confidentiality of participant responses (see Appendix 3). The 

questionnaire was provided in both languages English and Arabic (appendix 2). An invitation 

letter was posted on the nursing staff board in each hospital after the meeting, providing 

relevant information about the study for employees who missed the meeting in order to 

encourage them to participate.  

 

To increase the response rate (Parahoo 2008), a reminder (in both Arabic and English) 

was posted on the board in the nursing staff room in each hospital two weeks after the first 

distribution of the questionnaires. Two weeks after the first reminder, a second reminder (a 

colourful poster in both Arabic and English) was displayed on the staff notice board of each 

department in each hospital. The researcher asked for permission from heads of emergency 

departments in each hospital to make another presentation at the end of the weekly staff 

meeting in the fifth week, and then two weeks after the second presentation, the researcher 

collected the questionnaires and removed the posters. 

 

3.1.11 Setting 
The three hospitals and one medical city included are in the capital city of Riyadh, the 

central region of the Kingdom of Saudi Arabia. These hospitals and medical city were selected 

using purposive sampling as they are within the remit of the Ministry of Health’s research 

ethics committee, where ethical permission to conduct the study was sought. The MOH 

managed and operated these organisations at the time of this study, and details about the size 

and type of hospital, and the services included are outlined below (Table 3.1): 

Table 3.1: Overview of participating hospitals 

Hospital Year 
established 

Bed capacity in 
organisation 

Bed capacity in 
ED 

Total number of 
ED staff nurses 

Hospital (1)  1987 800 80 98 
Hospital (2)  1985 500 55 78 
Hospital (3)  1985 750 65 79 
Medical City (4)  1956 1800 285 357 

Note: Information gathered from various sources (Ministry of Health, 2015; High Commission for the 
Development of Arriyadh, 2016; King Saud Medical City, 2011; Mufti, 2000). 
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• Hospital 1 is a public healthcare specialist centre. It accepts referrals from all other 

hospitals across the country, including those in rural areas. 

• Hospital 2 is located in a highly populated central city. The hospital accepts referrals 

from other hospitals and offers specialised orthopaedic services.  

• Hospital 3 accepts clients including by referral from regional hospitals. 

• Hospital 4 is a medical city, which includes different specialised hospitals. It is a major 

public referral centre in the country, offering highly specialised tertiary healthcare 

services.  

  
For privacy reasons, the healthcare organisations where the data gathering took place are not 

mentioned. Each hospital was given a code for easy identification in the current study. 

 

3.1.12 Pilot 

A pilot study is defined as a “mini” version of the proposed research, which tests the 

feasibility of the main study (Cooper and Schindler 2008; Haber 2014). The main purpose for 

undertaking a pilot study was to test the feasibility of the updated survey and ensure the study 

design was suitable (Haber 2014). Although the chosen questionnaire had been previously 

tested, it demanded re-examining as it was being utilised on a different population and on 

people from different cultures. Cooper and Schindler (2008) state that the common range of 

the sampling of a pilot study in a quantitative study is 25–100 participants. After translating, 

the final questionnaire was tested in a hospital in Riyadh City three weeks before distribution 

of the questionnaire. A total of 26 emergency nurses, made up of five each Saudi males and 

females, and eight each non-Saudi males and females, were asked to complete the 

questionnaire. This was to ensure at least two members of each group answered in Arabic and 

English, that they met the inclusion criteria, and were independent of the main study. The 

participants involved in the pilot study were excluded from the main study. Each respondent 

was asked to comment on readability, layout and intelligibility of the questionnaire, and to 

comment on any questions that might be unclear (Hallberg 2008). There were no comments 

regarding difficulty with terminology and wording, clarity of the questions or structure of the 

items reported by the participants. The tool appeared to be valid and reliable and most suitable 

to collect the data for this study. This procedure was to ensure that there was no 

misunderstanding by participants of diverse nationalities or genders. 
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3.2  Data collection 
After obtaining ethics approval from the Ministry of Health and each selected hospital 

(Appendix 4), the data collection process was conducted as follows. A formal letter was 

received from the Directors of the selected organisations to support and facilitate the researcher 

collecting the data; copies of ethical approvals, the questionnaire, information sheet, and a 

summary of the study were also attached to the request. The recruitment strategy was 

implemented by the researcher to collect the data as described in 3.1.7. Open boxes that 

contained the survey package were placed in the nursing staff rooms and at the signing in/out 

area (time clock) in each hospital to be easy for participants to access. The completed survey 

boxes, secured, sealed and with a small slot, were placed next the open boxes and under the 

invitation letter. The boxes for completed surveys were emptied weekly. Data was stored in a 

locked cabinet and only the writer had access to this raw data. 
 

3.3  Issues of validity and reliability 
Attaining accuracy in research is important. If a study is deemed not to be precise and 

accurate, this reflects on the findings and thus is a determination of the overall validity and 

reliability of the study (Creswell 2014). Reliability is a measure of the consistency of an 

instrument (Burns & Grove 2005). The validity of any study relates to how well the study 

measures what it set out to measure (Polgar & Thomas 2013). Content validity, also referred 

to as face validity, defines how effective the instrument is in providing a true representation of 

the subject being assessed. An expert panel was asked to validate the content of the 

questionnaire. The panel provided a rating of the relevance and clarity of each item. Members 

of the panel were two senior emergency nurses and two academic nurses, all of whom were 

independent of the current study. These members were chosen for their academic knowledge 

and professional work experience in Saudi Arabian emergency departments (Fain 2013). The 

panel encouraged the use of the questionnaires, and did not provide any notes and comments.  
 

3.4  Data analysis  
In this study, statistical analysis of the collected data was conducted using the Statistical 

Package for the Social Sciences (SPSS) version 23. SPSS is a software package used for 

conducting statistical analysis, manipulating data and generating tables and graphs to 

summarise data (Greasley 2007). Before analysis began, a database in the SPSS program was 
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created by the researcher and each individual survey was coded and numbered, each 

questionnaire result was entered directly into the database and then data cleaning was 

conducted. The data were also checked carefully for missing values. Another technique used 

was randomly selecting a number of questionnaires (10%) and checking them carefully to 

detect incorrectly entered data; therefore, the data were double-checked and re-entered if 

necessary.  

 

Descriptive statistics are used to summarise and describe the basic features of the data 

and display them in an understandable way (De Vaus 2014; Pallant 2007). Descriptive statistics 

used in this study included frequency to analyse the categorical data. Demographic data was 

analysed through using descriptive statistics; whereas, the multiple-choice questions and Likert 

scale results were subjected to inferential testing. This enabled the identification of the 

existence of potentially statistically significant correlations between the relevant variables 

(Bowling 2005b; Polgar & Thomas 2013). In this study, the independent variables were 

demographic information that include hospital, gender, and nationality. The dependent 

variables were physical and non-physical violence, systems and means of protection, and the 

procedures for reporting in their organisations. Therefore, there might be significant 

relationships between demographic variables of hospital, gender, nationality and the 

prevalence of physical and non-physical violence. 
 

3.5  Ethical considerations  
Polit and Beck (2014) outlined a major premise of any research activity being that 

ethical principles and considerations are identified, observed and adhered to throughout the 

entire research process. As such, ethical considerations permeate all aspects of the study 

through to its communication, dissemination, and publishing. To ensure that this study met 

with these principles, ethical approval of the study was obtained from the University of 

Adelaide Human Research Ethics Committee and the Ministry of Health Department of 

Medical Research in the Kingdom of Saudi Arabia (Appendix 4). Furthermore, ethical 

permission was also obtained from each hospital involved in the study.  

 

The principles of autonomy and respect are the cornerstones from which all ethical 

considerations involving individual participation within research may be built (Creswell 2014; 

Haigh 2008). The researcher was obliged to respect the rights, values and wishes of the 
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participants. The participants were given verbal and written information about the study, what 

was required from them, and explanations relating to the research as written in the information 

sheet that accompanied each questionnaire. Participants were informed about their rights, 

including that participation was voluntary and that they could withdraw from the study at any 

time without prejudice or penalty, data would only be used for the purpose of the study, and 

the anonymity of the participants would be maintained.  

 

The study did not require any personal information from participants, and blank 

envelopes were provided to help maintain anonymity. Participants were informed that return 

of the completed questionnaire implied formal consent to participate in the study. Also, there 

were no direct benefits to participating in the study. The researcher’s contact details were 

included in case participants needed to discuss any issue concerning the questionnaire, or ask 

questions about the study. Ethical challenges that might arise during the study were anticipated, 

and a contingency plan prepared (De Vaus 2014; Polit & Beck 2014). There were no physical 

or mental risks associated with study participation; however, possible associated risks were 

anticipated. For example, if participants felt emotional distress or harm about an incident, they 

would be asked to stop filling in the questionnaire and to talk to the social worker in the 

hospital.  

 

The data generated (hard copies and electronic copies) from the project were kept 

secure and stored confidentially in a locked cabinet and on a password-protected computer at 

the University of Adelaide. Access was limited to the researcher and the supervisors to 

maintain the privacy of the participants. The data will be destroyed after five years pursuant to 

the guidelines provided in the Australian Code for the Responsible Conduct of Research 

(National Health and Medical Research Council and the Australian Research Council 2007). 
 

Summary  
In this chapter, the methods used in the study have been described and discussed. A 

descriptive design of cross-sectional survey was used to study violence against nurses in 

emergency departments. A questionnaire was used to collect data from respondents. It 

consisted of four sections: demographic information, physical violence, non-physical violence, 

systems and means of protection available, and the procedures for reporting violence. The data 
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collection took place between June and August 2016. The data were analysed using SPSS 

version 23. Inferential tests used in the analysis process include the independent sample the 

Chi square test. The results of this study are presented in Chapter 4. 
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Chapter 4: Results 
Introduction 

This chapter presents the current study’s findings from the survey. This study assesses 

the incidence and factors contributing to workplace violence against nurses in EDs, and 

investigates the support received by nurses who are victims of workplace violence. The 

research questions for this study were stated in 1.4 (p. 11). In order to answer the research 

questions, the researcher conducted a quantitative descriptive survey. The questionnaire, which 

had 34 questions, was adapted from Kitaneh and Hamdan (2012). This chapter outlines: 

demographic information of the participants’, the incidence and predictors of physical and non-

physical violence, means of protection, and the procedures for reporting physical and non-

physical violence. 

 
4.1  Response rate 

The questionnaire was distributed to all emergency nurses across four different hospital 

emergency departments in Riyadh City. Returned surveys were checked for eligibility for 

analysis. This check resulted in the exclusion of 23 of the 459 questionnaires returned because 

they did not meet the inclusion criteria (n = 8) or were incomplete (n = 15). Ultimately, 436 of 

the responses were valid. Therefore, the effective response rate was 71.2% (n = 436) for 

questionnaires completed and returned by the end of the data collection period. The response 

rate for the three smaller hospitals (where less than 100 forms were distributed) was quite high 

(88.5% to 96.2%). However, for the larger hospital, where 357 forms were distributed, the 

response rate was significantly lower, 56.9%, because of the limited time for obtaining 

responses since there was a public holiday, and the research was approved by the hospital’s 

ethics committee after distributing the questionnaire in the other hospitals (Table 4.1). 

 

Table 4.1: Response rate by hospital 

Hospital Distributed Returned & Eligible Percent 
1 98 88 89.8 
2 78 69 88.5 
3 79 76 96.2 
4 357 203 56.9 
Total 612 436 71.2 
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As suggested by Babbie (2016), the response bias will be minimal because of the high 

response rate. 

 

4.2  Participants’ demographic information 
 

As reported in Table 4.2, the following demographic results were obtained from the 

respondents through the survey: gender, age nationality, occupation, qualification, experience 

(years) working as a nurse and experience (years) working in EDs. Almost three-quarters of 

respondents were female (n = 320, 73.4%), and more than quarter were male (n = 116, 26.6%). 

The following age groups were represented: 18–30 (n = 255, 58.5%), 31–40 (n = 135, 31.0%), 

41–50 (n = 40, 9.2%), 51 and over (n = 6, 1.4%). More than three-quarters (n = 390, 89.5%) of 

the total sample of emergency nurses were aged less than 40 years. Over three-quarters of the 

respondents were from non-Saudi nurses (n = 333, 76.4%) with the rest being Saudis (n = 103, 

23.6%).  

 

The majority of the respondents were nursing staff (n = 418, 95.9%), very few were 

head nurses (n = 13, 3.0%) and only five (1.1%) of the respondents were nurse managers. 

Nurses’ educational attainments were mainly divided between diploma certificate level and 

bachelor degree level in nursing (n = 181, 41.5% and n = 251, 57.6% respectively). Only a few 

nurses held a post-graduate qualification in nursing (n = 4, 0.9%).  

 

Level of experience working in Saudi Arabia ranged from 1 year to over 31 years. More 

than one third of respondents (n = 167, 38.3%) had 6–10 years’ experience working as nurses 

in Saudi Arabia, approximately one third (n = 149, 34.2%) had 1–5 years’ experience, 15.1% 

(n = 66) had 11–15 years, 7.6% (n = 33) had 16–20 years, 2.5% (n = 11) had 21–25 years, 1.4% 

(n = 6) had 26–30 years, and 0.9% (n = 4) had 31 years. Most respondents had 1–5 years’ 

experience in emergency departments in Saudi Arabia (n = 265, 60.8%), less than one third of 

participants (n = 127, 29.1%) had 6–10 years’ experience, 8.7% (n = 38) had 11–15 years, 0.5% 

(n = 2) had 16–20 years, 0.7% (n = 3) had 21–25 years, and 0.2% (n = 1) had over 26 years 

(Table 4.2). 
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Table 4.2: Summary of key demographic information of the emergency nurse respondents 

Variable Category N % 
Gender 
 Male 116 26.6 
 Female 320 73.4 
Age 
 18–30 255 58.5 
 31–40 135 31.0 
 41–50 40 9.2 
 51 + 6 1.4 
Nationality 
 Saudi 103 23.6 
 Non-Saudi 333 76.4 
Occupation 
 Nursing Staff 418 95.9 
 Head Nurse 13 3.0 
 Nursing Manager 5 1.1 
Qualification  
 Diploma 181 41.5 
 Bachelor 251 57.6 
 Post-graduate 4 0.9 
Experience working in Saudi Arabia 
 1–5 yrs 149 34.2 
 6–10 yrs 167 38.3 
 11–15 yrs 66 15.1 
 16–20 yrs 33 7.6 
 21–25 yrs 11 2.5 
 26–30 yrs 6 1.4 
 31 + yrs 4 0.9 
Experience working in ED 
 1–5 yrs 265 60.8 
 6–10 yrs 127 29.1 
 11–15 yrs 38 8.7 
 16–20 yrs 2 0.5 
 21–25 yrs 3 0.7 
 26+ yrs 1 0.2 

 

 

 

4.3  Physical and non-physical violence 
In the survey, this question allowed multiple answers, so in some cases a nurse could 

have been attacked by a patient, and/or a visitor or patient’s relative, and/or a co-worker, so the 

total percentage of the responses may exceed 100%.  
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In the 12 months prior to the survey, 44.7% of the respondents reported that they were 

exposed to physical violence in the workplace, and 73.2% of respondents reported non-physical 

violence at work (Table 4.3). In the same period, 55.3% of the respondents reported that they 

were not exposed to physical violence in the workplace, and 26.8% of respondents reported 

that they were not exposed to non-physical violence at work. In the 12 months prior to the 

survey, 41.7% of respondents were exposed to both physical and non-physical violence in the 

workplace. For physical violence, the assailant was more frequently a patient (67.7%), but 

visitors and patients’ relatives also featured (44.6%), as did co-workers (3.1%) and others 

(1.0%). For non-physical violence, the most common assailants were visitors and patients’ 

relatives (67.1%), closely followed by patients (63.6%) and co-workers (10.0%). More 

physically violent attacks occurred during the afternoon shift than during the other shifts 

(35.9%), and non-physical violence happened more often during the night shift (37.9%), 

closely followed by afternoon shift (35.7%).  

 
Violent attacks happened most often during patient treatment, as presented in Table 4.3. 

Physical attacks happened most frequently in the treatment room (38.5%), and in triage 

(30.8%). Similarly, non-physical violence mainly occurred in the treatment room (36.8%) and 

in triage (35.4%). Mostly, treatment was not required for either physical (63.6%), or non-

physical violence (67.1%). Only 10.7% of physically violent attacks required treatment, 9.2% 

by a doctor, and 1.5% by a nurse. In 21.5% of the physically violent attacks, and 25.1% of the 

non-physically violent attacks, the nurse self-treated.  

 
The most common factors contributing to physical violence were “mental health or 

psychiatric patient” (38.5%), “waiting to receive service” (36.4%), and “influence of 

alcohol/drugs” (27.7%). When respondents were asked to indicate which factors contributed 

to the most recent incident of non-physical violence, the main reasons given were “waiting to 

receive service” (58.9%), “mental health or psychiatric patient” (27.6%), and “fear and/or 

stress” (25.4%). 
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Table 4.3: Summary of key physical and non-physical violence from the respondents 

Variable Category  N % N % 
Number of times of being exposed to Physical  Non-physical 

Never 241 55.3 117 26.8 
Once 80 18.4 71 16.3 
2–3 times 64 14.7 115 26.4 
4–5 times 28 6.4 48 11.0 
6 times 23 5.3 85 19.5 

Who assaulted * 
Patient 132 67.7 203 63.6 
Visitor or patient’s relative 87 44.6 214 67.1 
Co-worker 6 3.1 32 10.0 
Other 2 1.0 0 0 

When the incident happened 
Morning 48 24.6 42 13.2 
Afternoon 70 35.9 114 35.7 
Night 52 26.7 121 37.9 
Unsure 24 12.3 42 13.2 

Where the incident happened * 
Resuscitation 33 16.9 57 17.9 
Waiting room 33 16.9 98 30.7 
Triage 60 30.8 113 35.4 
Treatment 75 38.5 117 36.8 
Hallway 35 17.9 73 22.9 
Other 10 5.1 6 1.9 

Receiving treatment after the incident 
Yes, I received treatment 21 10.8 7 2.2 
There was no need for treatment 124 63.6 214 67.1 
I needed treatment but did not receive 7 3.6 17 5.3 
Self-treatment 42 21.5 80 25.1 

Who treated 
Doctor 18 9.2 5 1.6 
Psychiatrist 0 0 1 0.3 
Nurse 3 1.5 2 0.6 
Other 0 0 3 0.9 

The cause of the most recent incident * 
  Waiting to receive service 71 36.4 188 58.9 
  Failure to meet the desire of the patient or his/her 

companions 
33 16.9 66 20.7 

  Mental health/psychiatric patient 75 38.5 88 27.6 
  Way of dealing with the patient by the staff 10 5.1 22 6.9 
  Unavailability of medications or needed service 

for patient 
26 13.3 40 12.5 

  Fear and/or stress 32 16.4 81 25.4 
  Lack of tools to prevent the attack on workers 34 17.4 80 25.1 
  Impact of disease/pain 39 20.0 74 23.2 
  Influence of alcohol/drugs  54 27.7 73 22.9 
  Do not know the reason 28 14.4 40 12.5 
  Another reason 3 1.5 1 0.3 

* Multi-selected items, therefore, sum of percentages may exceed 100%. 
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In the 12 months prior to the survey, of the 44.7% of respondents exposed to physical 

violence, the most common form of attack was pushing. This type of aggression occurred in 

65.6% of all violent attacks. Other more severe types of attacks included beating (23.6%), 

kicking (17.4%), slapping and pinching (both 13.3%), biting (8.7%) and other types e.g. 

“through tools” (3.6%). Surprisingly, attacks involving weapons (shooting) accounted for 4.1% 

of all cases of physical violence (Table 4.4). 

 
Table 4.4: Summary of key types of physical violence in the workplace 

Variable Category  N % 
Types of physical violence * 
  Beating 46 23.6 
  Pushing 128 65.6 
  Slapping 26 13.3 
  Kicking 34 17.4 
  Biting 17 8.7 
  Pinching 26 13.3 
  Shooting 8 4.1 
  Stabbing 0 0 
  Other 7 3.6 

* Multi-select items, therefore, sum of percentages may exceed 100%. 

 
 

In the 12 months prior to the survey, 73.2% of the respondents were exposed to non-

physical violence in the workplace, which included threats (29.5%), verbal abuse/harassment 

(88.1%), and sexual abuse/harassment (4.4%) (Table 4.5).  

 
Table 4.5: Summary of key types of non-physical violence in the workplace 

Variable Category  N % 
Types of non-physical assault * 
 Threat 94 29.5 
 Verbal abuse/harassment 281 88.1 
 Sexual abuse/harassment  14 4.4 

* Multi-selected items, therefore, sum of percentages may exceed 100%. 

 
 
4.4  Means of protection and the procedures for reporting violence 

Only one third (33.0%) of all respondents indicated that their hospital had methods for 

preventing violence. A similar percentage (36.7%) indicated that their hospital had policies, 

systems and instructions to prevent violence against staff members. Further, 31.4% of the 
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respondents claimed that they received training or educational programs on dealing with 

violence in the workplace.  

 

The majority of respondents (70.6%) mentioned that their hospital had procedures for 

reporting violence against staff. However, only 47.1% of the nurses had reported physical 

violence to the administrator and only 28.7% had done so for non-physical violence. The main 

reason stated for not reporting the incident was “no benefit in writing” (63.1%,) followed by 

“incident was not important” (18.1%). Of concern were the claims that the incident was not 

reported due to “fear of consequences for me or my work” (7.4%). Other reasons for non-

reporting included “don’t know whom I should report it to” (7.8%), and “feeling ashamed” 

(3.2%). Of the respondents, 57.8% reported that there was no action taken against the attacker. 

 

In relation to the impact that physical and non-physical violence has on nurses, this 

study looked at the impact that violence had on personal feelings, patient care, and any plans 

to stop working in the ED. When asked about the impact of the attacks on emergency nurses, 

48.2% of the respondents mentioned the attacks made them feel “fear and anxiety”, 10.3% a 

“desire for revenge”, and 5.1% “feelings of guilt”. Nearly one third (29.8%) indicated that the 

attacks had “no impact” on them. When asked about the impact of the attacks on patient care, 

16.5% mentioned that they refused to work with the patient, 12.2% indicated that they 

minimised their response to the patient’s needs, and a further 15.1% mentioned that they 

minimised their time spent on patient care. The remaining 49.5% stated that the attacks had no 

impact on patient care. 

 

 Finally, when asked about planning to stop working in the emergency department after 

the attacks, 38.0% indicated that they are likely or very likely to stop working in the ED, while 

39.2% had not yet made a decision. The balance of 22.8% answered that despite the attack(s) 

they were unlikely or very unlikely to stop working in the ED. 
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Table 4.6: Summary of key means of prevention and procedures for reporting violence 

Variable Category  N % 
Methods used to prevent violence 
 Yes 144 33.0 
 No 273 62.6 
 Do not know 19 4.4 
Policies, systems, instructions preventing violence 
 Yes 160 36.7 
 No  245 56.2 
 Do not know 31 7.1 
Received training, educational programs 
 Yes 137 31.4 
 No  288 66.1 
 Do not know 11 2.5 
Procedures for reporting violence  
 Yes 308 70.6 
 No  84 19.3 
 Do not know 44 10.1 
Written report to administrator * 
 Physical - yes 115 47.1 
 Physical - no 129 52.9 
 Non-physical - yes 95 28.7 
 Non-physical - no 236 71.3 
Why the incident was not reported * 
 Incident was not important 56 18.1 
 Fear of consequences for me or my work 23 7.4 
 Feeling ashamed of the incident 10 3.2 
 Do not know whom I should write to 24 7.8 
 No benefit 195 63.1 
 Other 1 0.3 
Taking action against the attacker? (Missing n = 81, 18.6%) 
 Yes 46 10.6 
 No  252 57.8 
 Do not know 57 13.1 
The impact of violence on nurses? (Missing n = 29, 6.7%) 
 Fear and anxiety 210 48.2 
 Feeling guilty 22 5.1 
 Feeling a desire for revenge 45 10.3 
 No impact 130 29.8 
The impact of violence on patient care? (Missing n = 29, 6.7%) 
 Refusing to work with patient 72 16.5 
 Minimising my response to patient’s needs 53 12.2 
 Minimising the time spend on patient care 66 15.1 
 No impact 216 49.5 
Stopping working in ED 
 Very likely 73 16.7 
 Likely 93 21.3 
 Not decided yet 171 39.2 
 Unlikely 51 11.7 
 Very unlikely 48 11.1 

* Multi-selected items, therefore, sum of percentages may exceed 100%. 
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4.5 Inferential test  
The researcher has further analysed with a “Chi-square test” between independent 

variables “hospital, gender, and nationality” and dependent variables “frequencies of physical 

and non-physical violence”.  

 

4.5.1 Predictors of physical violence  

A Chi-square test was conducted to explore the relationship between independent 

variables “hospital, gender, and nationality” and frequency of physical violence as shown 

(Table 4.7). The Chi-square test (c2 = 52.464; p= 0.000) indicated that there is a statistically 

significant relationship between hospitals and physical violence. More frequent physical 

violence was experienced in Hospital 3 than in the other three hospitals. A statistically 

significant relationship was found between gender and physical violence (c2 = 22.540; 

p = 0.000). Males experience more frequent physical violence than females. Finally, there was 

no statistically significant relationship between nationality and physical violence (c2 = 0.02; p 

= 0. 89).  

 
Table 4.7: Relationship between independent variables and frequency of physical violence 

Variable 
Hospital 

Never 
N (%) 

Once 
N (%) 

2–3 Times 
N (%) 

4–5 Times 
N (%) 

6+ Times 
N (%) 

Total 
N (%) 

c2 
 

P. 
value 

1 48 (54.6) 20 (22.7) 12 (13.6) 4 (4.55) 4 (4.55) 88 (100)    
2 49 (71.0) 8 (11.6) 11 (15.9) 1 (1.5) 0 (0.0) 69 (100)   
3 22 (29.0)  13 (17.1) 18 (23.7) 13 (17.1) 10 (13.2) 76 (100)   
4 122 (60.1) 39 (18.2) 23 (11.3) 10 (4.9) 9 (4.4) 203 (100)   
Total 241 (55.3) 80 (18.4) 64 (14.7) 28 (6.4) 23 (5.3) 436 (100) 52.464 0.000  
Male 48 (41.4) 21 (18.1) 23 (19.8) 16 (13.8) 8 (6.9) 116 (100)   
Female 193 (60.3) 59 (18.4) 41(12.8) 12 (3.8) 15 (4.7) 320 (100)   
Total 241 (55.3) 80 (18.4) 64 (14.7) 28 (6.4) 23 (5.3) 436 (100) 22.540 0.000 
Saudi 58 (56.3) 19 (18.5) 16 (15.5) 6 (5.8) 4 (3.9) 103 (100)    
Non-Saudi 183 (55.0) 61 (18.3) 48 (14.4) 22 (6.6) 19 (5.7) 333 (100)   
Total 241 (55.3) 80 (18.4) 64 (14.7) 28 (6.4) 23 (5.3) 436 (100) 0.664 0.956 

 
 
 
4.5.2 Predictors of non-physical violence  

A Chi-square test was performed to examine the relationship between “hospital, gender, 

and nationality” and frequency of non-physical violence. A Chi-square test (c2 = 39.123; 

p = 0.000) indicated that there is a statistically significant relationship between hospitals and 

non-physical violence. Hospital 3 and 4 experienced more frequent non-physical violence than 
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hospital 1 and 2. There was no statistically significant relationship between gender and non-

physical violence (c2 = 1.296; p = 0.862). Finally, a Chi-square test (c2 = 12.415; p = 0.015) 

indicated a statistically significant relationship between nationality and non-physical violence. 

Non-Saudi nurses experience more frequent non-physical violence than Saudis (Table 4.8). 

 
Table 4.8: Relationship between independent variables and frequency of non-physical violence 

Variable 
Hospital 

Never 
N (%) 

Once 
N (%) 

2–3 Times 
N (%) 

4–5 Times 
N (%) 

6+ Times 
N (%) 

Total 
N (%) 

c2 
 

P 
value 

1 28 (31.8) 15 (17.1) 19 (21.6) 10 (11.4) 16 (18.2) 88 (100)   
2 32 (46.4) 14 (20.3) 7 (10.1) 4 (5.8) 12 (17.4) 69 (100)   
3 20 (26.3)  10 (13.2) 16 (21.1) 14 (18.4) 16 (21.1) 76 (100)   
4 37(18.2) 32 (15.8) 73 (36.0) 20 (9.9) 41 (20.2) 203 (100)   
Total 117 (26.8) 71 (16.3) 115 (26.4) 48 (11.0) 85 (19.5) 436 (100) 39.123 0.000 
Male 28 (24.1) 18 (15.5) 33 (28.5) 15 (13.0) 22 (19.0) 116 (100)   
Female 89 (27.8) 53 (16.6) 82 (25.6) 33 (10.3) 63 (19.7) 320 (100)   
Total 117 (26.8) 71 (16.3) 115 (26.4) 48 (11.0) 85 (19.5) 436 (100) 1.284 0.862 
Saudi 40 (38.8) 19 (18.5) 20 (19.4) 9 (8.7) 15 (14.6) 103 (100)   
Non-Saudi 77 (23.1) 52 (15.6) 95 (28.5) 39 (11.7) 70 (21.0) 333 (100)   
Total 117 (26.8) 71 (16.3) 115 (26.4) 48 (11.0) 85 (19.5) 436 (100) 12.415 0.015 

 
 
 
4.5.3 Types of physical violence 

Further analysis was conducted using “Chi-square” and “Fisher’s exact” tests on the 

relationship between independent variables ‘hospital’ and ‘gender’ and the ‘types of physical 

violence’ because there are significant associations between hospitals and gender and 

frequency of physical violence.  

 

The results for relationships between Hospitals and different types of physical violence 

are shown in Table 4.9. The following statistically significant differences were found: Hospital 

3 were more frequent than other 3 hospitals to be attacked by “beating” (c2 = 81.825, p = 

0.000), “slapping” (c2 = 10.207, p = 0.017), “kicking” (c2 = 32.950, p = 0.000) and “biting” 

(c2 = 15.617, p = 0.001). Finally, no statistically significant relationship was found between 

hospitals and shooting and other types of physical violence. 
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Table 4.9: Variable result for hospitals and types of physical violence 

Outcome 
 

Variable  
Hospital 

Present 
N (%) 

Absent 
N (%) 

Total 
N (%) 

c2 
 

P value 
 

 Beating 1 3 (3.4) 85 (96.6) 88 (100)   
2 4 (5.6) 65 (94.2) 69 (100) 
3 30 (39.5) 46 (60.5) 76 (100) 

 4 9 (4.4) 194 (95.6) 203 (100) 
     Total 46 (10.6) 390 (89.4) 436 (100)  81.825 0.000 
Pushing  1 29 (33.0) 59 (67.1) 88 (100)   

2 15 (21.7) 54 (78.3) 69 (100) 
3 30 (39.5) 46 (60.5) 76 (100) 
4 54 (26.6) 149 (73.4) 203 (100) 

    Total 128 (29.4) 308 (70.6) 436 (100) 6.974 0.073 
Slapping 
  

1 8 (9.1) 80 (90.9) 88 (100)  
 

 
 2 1 (1.5) 68 (98.6) 69 (100) 

3 9 (11.8) 67 (88.2) 76 (100) 
4 8 (3.9) 195 (96.1) 203 (100) 

   Total 26 (6.0) 410 (94.0) 436 (100) 10.207 0.017 
 Kicking 1 5 (5.7) 83 (94.3) 88 (100)   

2 4 (5.8) 65 (94.2) 69 (100) 
3 18 (23.7) 58 (76.3) 76 (100) 
4 7 (3.5) 196 (96.6) 203 (100) 

  Total 34 (7.8) 402 (92.2) 436 (100) 32.950 0.000 
 Biting 1 2 (2.3) 86 (93.2) 88 (100)   

2 2 (2.9) 67 (97.1) 69 (100) 
3 9 (11.8) 67 (88.2) 76 (100) 
4 4 (2.0) 199 (98.0) 203 (100) 

  Total 17 (3.9) 419 (96.1) 436 (100) 15.617 0.001* 
Pinching 1 6 (6.8) 82 (93.2) 88 (100)   

2 3 (4.3) 66 (95.7) 69 (100) 
3 6 (7.9) 70 (92.1) 76 (100) 
4 11 (5.4) 192 (94.6) 203 (100) 

  Total 26 (6.0) 410 (94.0) 436 (100) 1.049 0.789 
Shooting 1 3 (3.4) 85 (96.6) 88 (100)   

2 0 (0.0) 69 (100.0) 69 (100) 
3 0 (0.0) 76 (100.0) 76 (100) 
4 5 (2.5) 198 (97.5) 203 (100) 

  Total 8 (1.8) 428 (98.2) 436 (100) 4.366 0.225* 
 Stabbing 1 0 (0.0) 88 (100) 88 (100)   

2 0 (0.0) 69 (100) 69 (100) 
3 0 (0.0) 76 (100.0) 76 (100) 
4 0 (0.0) 203 (100.0) 203 (100) 

  Total 0 (0.0) 436 (100) 436 (100) 00 -- 
 Other 1 3 (3.4) 85 (96.6) 88 (100)   

2 0 (0.0) 69 (100.0) 69 (100) 
3 0 (0.0) 76 (100.0) 76 (100) 
4 4 (0.9) 199 (99.1) 203 (100) 

  Total 7 (1.6) 429 (98.4) 436 (100) 4.366 0.225* 
* Note: Fisher’s exact test. 
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As shown in Table 4.10, males were more likely than females to be attacked by number 

of different types of physical violence “beating” (c2 test value was 43.809, p = 0.000) and 

“kicking” (c2 test value was 13.098, p = 0.000). There was a borderline difference in “biting” 

(c2 test value was 3.790, p = 0.052), and again males were more likely to be subjected to it. 

 

Table 4.10: Variable result for gender and types of physical violence 

Outcome 
 

Variable 
Gender 

Present 
N (%) 

Absent 
N (%) 

Total 
N (%) 

c2 
 

P value 
 

Beating Male 31 (26.7) 85 (73.3) 116 (100)   
  Female 15 (4.7) 305 (95.3) 320 (100)   
     Total 46 (10.6) 390 (89.5) 436 (100) 43.809 0.000 
Pushing Male 37 (31.9) 79 (68.1) 116 (100)   
  Female 91 (28.4) 229 (71.6) 320 (100)   
    Total 128 (29.4) 308 (70.6) 436 (100) .491 0.483 
 Slapping Male 9 (7.8) 107 (92.2) 116 (100)   
  Female 17 (5.3) 303 (94.7) 320 (100)   
   Total 26 (6.0) 410 (94.0) 436 (100) .908 0.341 
 Kicking Male 18 (15.5) 98 (84.5) 116 (100)   
  Female 16 (5.0) 304 (95.0) 320 (100)   
  Total 34 (7.8) 402 (92.2) 436 (100) 13.098 0.000 
 Biting Male 8 (6.9) 108 (93.1) 116 (100)   
  Female 9 (2.8) 311 (97.2) 320 (100)   
  Total 17 (3.9) 419 (96.1) 436 (100) 3.790 0.052* 
 Pinching Male 9 (7.8) 107 (92.2) 116 (100)   
  Female 17 (5.3) 303 (94.7) 320 (100)   
  Total 26 (6.0) 410 (94.0) 436 (100) 1.990 0.158 
 Shooting Male 3 (2.6) 113 (97.4) 116 (100)   
  Female 5 (1.6) 315 (98.4) 320 (100)   
  Total 8 (1.8) 428 (98.2) 436 (100) .728 0.482* 
 Stabbing Male 0 (0.0) 116 (100) 116 (100)   
  Female 0 (0.0) 315 (100) 320 (100)   
  Total 0 (0.0) 436 (100) 436 (100) 00 -- 
 Other Male 1 (0.9) 115 (99.1) 116 (100)   
  Female 6 (1.9) 314 (98.1) 320 (100)   
  Total 7 (1.6) 429 (98.4) 436 (100) .830 0.362* 

* Note: Fisher’s exact test. 

 
 
4.5.4 Types of non-physical violence 

Further analysis was done using “Chi-square” and “Fisher’s exact” tests on the 

relationship between independent variable “hospital”, and “nationality” and the “types of non-
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physical violence” because there is a significant association between hospital and nationality 

and frequency of non-physical violence. 

 

As shown in Table 4.11, Hospital 3 were a higher level than other three hospitals in the 

form of threat (c2 = 44.650, p = 0.000). Hospitals 1 and 4 were more frequent than the other 

two hospitals to be exposed to verbal abuse/harassment (c2 = 27.951, p = 0.000). Finally, a 

Fisher’s exact test was conducted to assess the relationship between hospitals and sexual 

abuse/harassment. No statistically significant relationship was found between sexual 

abuse/harassment and hospital. 

 

Table 4.11: Variable results for hospitals and types of non-physical violence 

Outcome 
 

Variable 
Hospital 

Present 
N (%) 

Absent 
N (%) 

Total 
N (%) 

c2 
 

P value 
 

Threat 1 16 (18.2) 72 (81.8) 88 (100)   
 
 
 

2 9 (13.0)  60 (87.0) 69 (100)   
3 38 (50.0) 38 (50.0) 76 (100)   
4 31 (15.3) 172 (84.7) 203 (100)   

 Total 94 (21.6) 342 (78.4) 436 (100) 44.650 0.000 
Verbal abuse/ 
harassment 
 
 

1 55 (62.5) 33 (37.5) 88 (100)   
2 33 (47.8) 36 (52.2) 69 (100)   
3 38 (50.0) 38 (50.0) 76 (100)   
4 155 (76.4) 48 (23.7) 203 (100)   

 Total 281 (64.5) 155 (35.6) 436 (100) 27.951 0.000 
Sexual abuse/ 
harassment 
 
  

1 4 (4.6) 84 (95.5) 88 (100)   
2 0 (00.0) 69 (100.0) 69 (100)   
3 4 (5.3) 72 (94.7) 76 (100)   
4 6 (3.0) 197 (97.0) 203 (100)   

 Total 14 (3.2) 422 (96.8) 436 (100) 3.866 0.276* 
* Note: Fisher’s exact test. 

 

The results for relationships between nationality and different types of non-physical 

violence are displayed in Table 4.12. Saudis are significantly more likely to be subjected to 

threats (c2 = 7.210, p = 0.007) and non-Saudi nurses are significantly more likely to be 

subjected to verbal abuse/harassment (c2 = 27.796, p = 0.000). A Fisher’s exact test was used 

to explore the relationship between nationality and sexual abuse/harassment, revealing that 

there is no significant relationship between the two groups. Saudi nurses experience more 

frequent non-physical violence in terms of “threats and verbal abuse/harassment” than non-

Saudis. 
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Table 4.12: Variable result for nationality and types of non-physical violence 

Outcome 
 

Variable 
Nationality 

Threat 
N (%) 

No threat 
N (%) 

Total 
N (%) 

c2 
 

P value 
 

Threat Saudi 32 (31.1)  71 (68.9) 103 (100)   
 Non-Saudi 62 (18.6)  271 (81.4) 333 (100)   
 Total 94 (21.6)  342 (78.4) 436 (100) 7.210 0.007 
Verbal abuse/ 
harassment  

Saudi 44 (42.7)  59 (57.3) 103 (100)   
Non-Saudi 237 (71.2)  96 (28.8) 333 (100)   

 Total 281 (64.5)  155 (35.6) 436 (100) 27.796 0.000 
Sexual abuse/ 
harassment 

Saudi 3 (2.9)  100 (97.1) 103 (100)   
Non-Saudi 11 (3.3)  322 (96.7) 333 (100)   

 Total 14 (3.2)   422 (96.8) 436 (100) 0.039 0.844* 
* Note: Fisher’s exact test. 

 
 
Summary 
This chapter presented the results of this study on violence against nurses working in ED in 

SA. The study questions sought to investigate the prevalence and types of violence against 

nurses and its contributing factors. Independent variables used for the analyses were gender, 

nationality, hospitals. Males faced a higher prevalence of physical violence then female (c2 = 

22.540; p= 0.000). Hospitals 3 had a higher prevalence of physical violence then other hospitals 

(c2 = 52.464; p= 0.000). Hospital 3, 4 had a higher prevalence of non-physical violence than 

other hospitals (c2 = 39.123; p = 0.000) while non Saudis had a higher prevalence of non-

physical violence than Saudis (c2 = 12.415; p = 0.015). The discussion and implications and 

conclusion of this study are presented in Chapter 5. 
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Chapter 5: Discussion 

Introduction 
The important findings of the study are critiqued in this chapter. Critical results related 

to physical and non-physical violence in Saudi Arabia’s EDs are discussed with regard to the 

research questions, and compared and contrasted with Saudi Arabian, regional and 

international literature. In the final section of this chapter, the limitations of the study and 

implications for nursing research and practice will be addressed, followed by a summary of the 

chapter. 

 

5.1 Workplace violence 
Violence, either physical or non-physical, was reported by 383 of 436 nurses (88%), 

with nurses experiencing at least one episode of violence during the previous 12-month period. 

From studies done in other countries, such as in Iran, Australia, Canada and Jordan, the 

prevalence of workplace violence against EDs in Saudi Arabia is high, and comparable to that 

obtained in this study. Table 5.1 below demonstrates the findings. 

 

Table 5.1: Comparison of prevalence of violence in EDs across different countries 

 

Comparing the findings of the present study with other Saudi Arabian studies 

demonstrates a rise in the reported cases of violence against nurses in the ED. In 2002, 54.3% 

of nurses reported exposure to workplace violence, and then in 2011, 67.4% of healthcare 

personnel reported having been exposed to violence (Algwaiz & Alghanim 2012; Mohamed 

2002). 

 

Author (Year) Country Prevalence % Number of participants 
Esmaeilpour, Salsali 
and Ahmadi (2011) 

Iran 91.6 178 emergency nurses 

The present study  Saudi Arabia 88.0  436 emergency nurses 
Lemelin, Bonin and 
Duquette (2009) 

Canada 86.5  300 emergency nurses 

Albashtawy (2013) Jordan 75.8  227 emergency nurses 
Crilly, Chaboyer and 
Creedy (2004) 

Australia 70.0  70 emergency nurses 
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In the findings from this study, the incidence of exposure to non-physical violence 

(verbal abuse) is higher than exposure to physical violence, and the ratio of physical to non-

physical violence in EDs in Saudi Arabia was 1:1.7. The findings of this study concur with 

findings from other studies that found that verbal abuse is more common than physical violence 

(Adib et al. 2002; Albashtawy 2013; Crilly, Chaboyer & Creedy 2004; Esmaeilpour, Salsali & 

Ahmadi 2011; Gacki-Smith et al. 2009; May & Grubbs 2002; Ergün & Karadakovan 2005; 

Tang et al. 2007). Most violent events happened during the afternoon and night shifts. Similar 

study findings occurred in several developed and developing countries, where there were more 

violent incidents during the afternoon and night shifts (Crilly, Chaboyer & Creedy 2004; 

Esmaeilpour, Salsali & Ahmadi 2011; Gacki-Smith et al. 2009; Kitaneh & Hamdan 2012; 

Ergün & Karadakovan 2005; Tang et al. 2007). This might be because there was a shortage of 

nursing staff, a lower presence of hospital administration, a lack of security personnel, and the 

fact that most patients and their relatives visit the ED in the evening after the Primary Health 

Care Centres close, and they have no choice other than the ED (Albashtawy 2013; Mayer, 

Smith & King 1999). Comparing this study’s results with other studies is difficult because of 

differences in the definitions of violence, the variations in settings, different populations, 

durations of the studies, and in the methodologies used. Furthermore, the findings might differ 

from sector to sector or country to country, according to differences in the working system and 

environment. 

 

5.2  Physical workplace violence 

5.2.1 Prevalence of physical violence 
Approximately 45% of emergency nurses were exposed to some form of physical 

violence during their work at least once over the last year. Findings from studies done in other 

countries show a lower prevalence of physical violence than in Saudi Arabia. This includes 

studies done in countries such as Turkey, Iran, Taiwan and Jordan, as demonstrated in Table 

5.2 (Albashtawy 2013; Esmaeilpour, Salsali & Ahmadi 2011; Ergün & Karadakovan 2005; 

Tang et al. 2007). The prevalence of physical violence in these countries, including the findings 

from this study, was lower than findings from a study done in the US (May & Grubbs 2002). 

The findings of the current study also reveal more extreme physical violence events against 

emergency nurses with firearms accounting for 4.1% of acts of physical violence. In another 

Saudi Arabian study, there were 14 incidents in which emergency healthcare workers were 

attacked with weapons and instruments (Alzahrani et al. 2016). These results are consistent 
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with findings from Iraq (Abualrub, Khalifa & Habbib 2007). In contrast, studies conducted in 

other countries reported that no weapons were used against nurses and other healthcare workers 

(Adib et al. 2002; Crilly, Chaboyer & Creedy 2004; Esmaeilpour, Salsali & Ahmadi 2011). 

The prevalence of physical violence in Saudi Arabia was higher than in most of these other 

countries. This might be because admissions in public hospitals are less organised, there are no 

protective tools and there is a lack of security personnel (Abbas & Selim 2011; Alzahrani et al. 

2016; El-Gilany, El-Wehady & Amr 2010; Farrell, Bobrowski & Bobrowski 2006). This rate 

of physical violence against nurses is a worrying finding. 

 
Table 5.2: Comparison of prevalence of physical violence in ED across different countries 

Author (Year) Country Prevalence % Number of participants 
Ergün and Karadakovan 
(2005) 

Turkey 19.7 66 emergency nurses 

Esmaeilpour, Salsali and 
Ahmadi (2011) 

Iran 19.7  186 emergency nurses 

Tang et al. (2007) Taiwan 30.0   236 emergency nurses 
The present study Saudi Arabia 45 436 emergency nurses 
Albashtawy (2013) Jordan 63.9   313 emergency nurses 
May and Grubbs (2002) USA 82.1  86 emergency nurses 
 

5.2.2 Predictors of physical violence 
There was a significant relationship between particular hospitals and physical violence, 

shown by Hospital 3 having a higher prevalence of beating, slapping, kicking, and biting. The 

findings of this study and the study by Abbas and Selim (2011) indicate that government 

hospitals with easy public access and prone to over-crowding were more likely to experience 

violence. In addition, there was a significant difference between the genders of the nurses in 

the prevalence of beating, kicking, and biting. From the findings of the parent study, male 

nurses were more likely to be victims of physical violence than female nurses. In other Saudi 

Arabian studies, male nurses were also more exposed to physical violence than female nurses 

(Algwaiz & Alghanim 2012; El-Gilany, El-Wehady & Amr 2010; Mohamed 2002). Therefore, 

the findings of this study were congruent with research findings from other Middle Eastern 

countries (Abbas & Selim 2011; Adib et al. 2002; Esmaeilpour, Salsali & Ahmadi 2011; Gacki-

Smith et al. 2009). This might be because physical violence towards male nurses is a reflection 

of the influence of Saudi culture (Albashtawy 2013; Alkorashy & Al Moalad 2016; Farrell, 

Bobrowski & Bobrowski 2006). 
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This can be attributed to the Saudi and Arabic culture where physical acts of violence 

against females are considered shameful, especially if perpetrated by males (Albashtawy 2013; 

El-Gilany, El-Wehady & Amr 2010; Mohamed 2002; Spector, Zhou & Che 2014). In addition, 

the Saudi culture limits physical contact between males and females in public places 

(Aldossary, While & Barriball 2008; Esmaeilpour, Salsali & Ahmadi 2011). Furthermore, male 

nurses in Saudi Arabia dislike receiving orders from other non-professional individuals, and 

do not react well to criticism of their work (Albashtawy 2013; Aldossary, While & Barriball 

2008; El-Gilany, El-Wehady & Amr 2010; Esmaeilpour, Salsali & Ahmadi 2011; Mohamed 

2002; Spector, Zhou & Che 2014). For these reasons, male nurses were more commonly 

subjected to physical violence than female nurses. 

 

5.2.3 Types of physical violence 
The most frequent types of physical abuse reported by nursing staff were pushing, 

beating, pinching, slapping, biting and kicking. Pushing was the predominant form of physical 

violence experienced by the nurses. These findings are similar to those reported by Talas, 

Kocaöz and Akgüç (2011), which were from a study done in Turkey that showed that that the 

predominant forms of physical violence were kicking, pushing, and slapping, accounting for 

over 70% of physical violence incidents. Similar findings on physical abuse are also reported 

by Pich et al. (2011) in their Australian study. However, findings in this study with regard to 

the predominant forms of physical abuse are different compared to other places like Taiwan, 

where most forms of physical abuse perpetrated against nurses did not involve any physical 

contact (55.7%) (Tang et al. 2007). In contrast, this study reports physical contact as 

predominant. This variation might be attributed to the differences in the perpetrators of physical 

abuse. This could be attributed to the collectivist cultural values associated with natives of the 

Middle East (Spector, Zhou & Che 2014).  

 

5.2.4 Risk factors relating to physical violence 

It is evident from the findings of the study that there are several risk factors that 

predispose perpetrators to physical violence, such as mental issues, being psychiatric patients, 

long waiting times, the influence of alcohol and drug intoxication, and the impact of disease 

and pain. 
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The increasing number of patients diagnosed with cognitive and psychiatric disorders 

could be a major risk factor for the nurses and other healthcare professionals in EDs. 

Accordingly, the finding of this study 38.5% of perpetrators of physical violence had a mental 

illness. In other reports, it is claimed that patients with mental health disease and emotional 

disorders were the most common categories of people who were likely to cause violence (Ferns 

2005; Hahn et al. 2008, Lanza, Zeiss & Rierdan 2006b; Lee, Pai & Yen 2010; Morphet et al. 

2014; Nolan et al. 2001; O’Connell, B. 2000). This is because patients with mental illnesses 

can worsen and cause violent episodes in hospitals, and as Pich et al. (2011) note, most 

healthcare practitioners are not adequately prepared or trained to handle such patients who are 

deteriorating. In addition, mentally ill patients are more prone to physically abuse staff than 

patients presenting with other illnesses (Anderson & West 2011). However, Tang et al. (2007) 

do not report mental illness as a predominant precipitant of physical abuse against staff in the 

ED. 

 

In this study, a long waiting time was listed as the second most important risk factor 

for physical violence, with 36.4% of the physical abuse incidents being precipitated by a long 

waiting time. Other studies suggest that a long waiting time is the predominant cause of 

physical violence in the ED in other parts of the world, such as Australia and Taiwan, unlike 

in this study where it was second (Hamdan & Hamra 2015; Pich et al. 2011; Tang et al. 2007). 

However, the difference between a long waiting time and cognitive impairment as precipitants 

of violence against staff was minimal in the study done in in Taiwan (Tang et al. 2007). 

 

Alcohol and drug intoxication ranked third among the risk factors that were attributed 

by respondents as contributing to physical violence in this study. This was associated with 

27.7% of incidents of physical abuse reported. The findings of this study concur with Mohamed 

(2002), who found that alcohol and drug intoxication was the third most common risk factor 

for physical violence. Such findings are also supported by Pich et al. (2011), who demonstrated 

that alcohol intoxication increased the likelihood of physical violence. Alcohol intoxication 

results in cognitive inhibition among individuals, predisposing them to aggressive acts such as 

physical violence (Bartholow et al. 2003). However, substance abuse may only precipitate 

violence to a lesser degree when compared to alcohol intoxication due to the lower prevalence 

of substance abuse compared to alcohol abuse (Pich et al. 2011).  
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Although the impact of disease accounted for about 20% of the cases of physical violence 

reported, it is not a common risk factor precipitating physical violence, similar to what has 

been reported in other studies. Hamdan and Hamra (2015) reported that disease as a risk factor 

only accounts for about 7.6% of the cases physical violence, ranking it as the eighth most 

common cause of physical violence in the ED in a Palestinian hospital. Most other studies did 

not acknowledge any influence of disease or patient pain as a risk factor for physical violence.  

 

5.3  Non-physical workplace violence 

5.3.1 Prevalence of non-physical violence 

Almost three-quarters of emergency nurses have been exposed to some form of non-

physical violence at least once over the last year. A comparison of the prevalence of non-

physical violence with other countries is shown in Table 5.3. The prevalence of non-physical 

violence (verbal abuse) in most of these countries was higher than in Saudi Arabia, but not in 

Jordan. This might be because physical violence towards women is not acceptable behaviour 

in the social and cultural norms of Saudi Arabia; therefore, female nurses are considered easy 

targets for verbal violence (Adib et al. 2002; Talas, Kocaöz & Akgüç 2011). 

 
Table 5.3: Comparison of prevalence of non-physical violence in EDs across different countries 

Author and year Country Prevalence % Number of participants 
May and Grubbs (2002) USA 100.0  125 emergency nurses 
Şenuzun Ergün and 
Karadakovan (2005) 

Turkey  98.5  92 emergency nurses 

Esmaeilpour, Salsali and 
Ahmadi (2011) 

Iran  91.6  196 emergency nurses 

Tang et al. (2007) Taiwan  92.0   263 emergency nurses 
The present study Saudi Arabia 73.2  436 emergency nurses 
Albashtawy (2013) Jordan 11.9  417 emergency nurses 

 

5.3.2 Predictors of non-physical violence 
In this study, a higher proportion of females reported experiencing most forms of 

non-physical violence. This could be attributed to Saudi culture, which prohibits physical 

contact between genders, and therefore physical violence towards females. Consequently, 

females are more likely to be victims of non-physical than physical violence (Alkorashy & 

AlMoalad 2016; Mohamed 2002). In addition, it might also be because physical violence 

against females is under-reported in Saudi Arabia (Alyaemni & Alhudaithi 2016). Findings 

from this study also revealed a significant difference between the type of hospital and reported 
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incidences of certain forms of non-physical violence, such as threats. Respondents from 

Hospital 3 reported higher incidences of threats than the other three hospitals. Similarly, 

respondents from Hospitals 1 and 4 reported more incidences of verbal violence than the other 

two hospitals. Similar significant association was noted between the nationality of the victims 

and the types of non-physical violence. Moreover, the findings from this study also reveal a 

significant difference between the nationality of victims who reported incidences of certain 

forms of non-physical violence, such as threats, verbal abuse or harassment. Saudi nurses in 

this study are more likely to be victims of threats, non-Saudi nurses are significantly more 

likely to receive verbal abuse or harassment. If threats are considered more severe than verbal 

abuse, then this study indicated that Saudi nurses are more commonly exposed to more severe 

forms of non-physical violence. Nurses’ skills and experience play an important role in 

violence prevention; therefore, nurses who are less professional, less experienced, or younger 

do not have sufficient knowledge to manage the assailant or to meet the needs of the patients, 

which leads to violence (Esmaeilpour, Salsali & Ahmadi 2011; Hahn et al. 2013; Kowalenko 

et al. 2013; Talas, Kocaöz & Akgüç 2011).  

 

There are similarities between the findings of this study and other such studies done by 

El-Gilany, El-Wehady and Amr (2010), where it was found that “non-Saudi” healthcare 

workers were more likely to be victims of violence. This is also supported by studies such as 

Adib et al. (2002), where it was reported that nurses who are not from Kuwait, or have less 

experience in Kuwait, were more likely to be victims of non-physical violence. In this study, 

most patients and their relatives did not speak English and most non-Saudi nurses did not speak 

Arabic, which could create miscommunication leading to verbal abuse (Aldossary, While & 

Barriball 2008; Almutairi & McCarthy 2012; Almutairi, McCarthy & Gardner 2015). Non-

Saudi nurses belonged to a variety of nationalities and cultural backgrounds (Almutairi & 

McCarthy 2012; Tumulty 2001). This diversity of culture might increase the potential for 

interpersonal conflict, which could lead to violence (Almutairi & McCarthy 2012; Almutairi, 

McCarthy & Gardner 2015; Leininger & McFarland 2006).  

 

 

5.3.3 Types of non-physical violence 
Almost three-quarters of the respondents reported that they were exposed to non-

physical violence in the workplace. This study asked respondents to report on three forms of 
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non-physical violence. Respondents reported that 29.5% of them had been threatened, 88.1% 

were victims of verbal abuse or harassment, and sexual abuse or harassment was experienced 

by 4.4%. These findings concur with findings from Taiwan, where verbal abuse was also the 

main form of non-physical abuse (Pai & Lee 2011). In Taiwan, verbal abuse was reported 

among 51.6% of the respondents, 29.8% reported being bullied or mobbed, and 12.9% reported 

sexual harassment (Pai & Lee 2011). Crilly, Chaboyer and Creedy (2004) also reported verbal 

abuse in the form of swearing and yelling as the predominant forms of non-physical violence 

in Queensland, consistent with the findings of this study. Such findings are also supported by 

Talas, Kocaöz and Akgüç (2011); Tang et al. (2007) in Turkey and Taiwan. 

 

5.3.4 Risk factors for non-physical violence 
In this study, there are several risk factors that relate to non-physical violence, such as 

a long waiting time, mental illness, fear, stress, and a lack of tools to prevent attacks on 

healthcare workers. 
 

The long waiting time before receiving services was reported by the respondents to be 

the dominant risk factor for non-physical violence, at 58.9%. This is similar to the findings of 

Hamdan and Hamra (2015); Pich et al. (2011); Tang et al. (2007), which also demonstrated a 

long waiting time as a major precipitator of violence against ED staff. Tang et al. (2007) 

reported that a long waiting time influenced about 89% of abuse perpetrated against ED staff. 

Pich et al. (2011) suggested that a waiting time of 2 to 3 hours is considered a long time for the 

patient to wait. Long waiting times are due to insufficient staff with high numbers of patients 

requiring care (Mohamed 2002). In addition, other studies mention that long waiting times are 

worsened by an improper staff arrangement in the department, resulting in patient congestion 

(Tang et al. 2007). Furthermore, waiting time is lengthened by an insufficient number of 

hospital beds, or a lack of emergency department beds (Pich et al. 2011).  

 

The risk factor in this study that contributed to 27.6% of non-physical violence was the 

presence of psychiatric problems in patients. These findings are supported by other studies in 

European and US settings, which also suggest that mentally ill or psychiatric patients exhibit a 

tendency to both physical and non-physical violence towards staff (Hamdan & Hamra 2015; 

Spector, Zhou & Che 2014). This may be due to the behavioural and cognitive changes 

associated with psychiatric and mental health conditions that render the affected patients unable 
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to appropriately control their actions (Anderson & West 2011). However, mentally ill patients 

are less likely to precipitate non-physical abuse than physical violence (Spector, Zhou & Che 

2014). Furthermore, Hall et al. (2015) stated that individuals with emotional dysregulation are 

often prone to physical and verbal violence. The unpredictability of patient outcomes, as well 

as the unplanned nature of their ailments, cause both the patients and their family members 

overwhelming frustration and stress. The effect of this is that they are more likely to vent their 

frustration on the people around them, who are usually the nurses (Kowalenko et al. 2013). 

This is supported by the findings that indicated that at least 25.3% of the non-physical violence 

cases were because of fear and stress. 

 

The lack of tools necessary to prevent the abuse or violence towards healthcare workers 

was another risk factor mentioned by 25.1% of the respondents as important in precipitating 

violence against them. This is supported by Pich et al. (2011), who found that a lack of 

strategies and tools for prevention of violence is a risk factor for abuse cases. Pich et al. (2011) 

demonstrated the need for installation and enactment of preventative measures more than 

reactive measures. Possible preventative measures may include training on aggression 

minimisation, such as through use of de-escalation techniques (Pich et al. 2011; Talas, Kocaöz 

& Akgüç 2011). In addition, workplace design could be improved to minimise close contact 

between patients and relatives of patients waiting to be treated, and the staff supposed to treat 

them (Pich et al. 2011; Talas, Kocaöz & Akgüç 2011).  

 
It is therefore apparent that the prevalence of workplace violence in the EDs of Saudi 

Arabian hospitals is high, and is comparable to other countries. The prevalence of physical 

violence in Saudi Arabian EDs is generally higher than in most other countries, but lower than 

the prevalence of non-physical violence. However, most other countries have their nurses 

experiencing higher incidences of non-physical violence than revealed by this study. The 

common types of physical violence are pushing, beating, kicking and slapping, while the type 

of non-physical violence that was reported to affect more nurses was verbal violence. Risk 

factors for physical and non-physical violence are comparable for both forms of violence, 

which are perpetrated by psychiatric patients and as a consequence of long waiting times.  
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5.4  Limitations of the study 
This study has several limitations. Firstly, the questionnaire used in the study was 

administered in four hospitals operated by the MOH in Riyadh City, which limited the 

exploration of the magnitude of violent acts. Therefore, it needs to be used more widely in 

other MOH and non-MOH hospitals (governmental and private) across Saudi Arabia, or 

extended to nurses in different EDs to obtain a more accurate description of workplace 

violence. Secondly, since a questionnaire was used for gathering data, there were no other 

methods available to confirm respondents’ answers. The survey also depended on the memory 

and recall capacity of nursing professionals over the last 12 months, which is a long period and 

is likely to introduce bias into their responses. Furthermore, the use of convenience sampling 

is another limitation for this study because there may be a selection bias for emergency nurses 

who have been exposed to violence.  

 

5.5  Implications and recommendations of the study 

5.5.1 Implications for further research 
Workplace violence in the ED continues to occur, but through research, policies and 

legislation, training and education measures can be introduced to minimise or prevent future 

incidents of violence. Polices and legislation regarding the handling of workplace violence 

should be optimised in their implementation. Incidents of workplace violence should be 

reported to higher authorities, including the judicial service, and culpable perpetrators be able 

to face punitive measures. In addition, existing policies should be re-evaluated with the 

intention of improving the management and prevention of workplace violence. Furthermore, 

the introduction of “zero-tolerance” policies towards workplace violence is recommended. 

There is a need to identify the best practice for preventing and mitigating violence in the ED. 

Other studies of workplace violence against other professions in Saudi EDs are also required 

to compare and ascertain whether nurses are the main victims of violence and the reasons for 

this. In addition, more studies are required on the prevention of workplace violence to inform 

the application of effective preventative and management measures in Saudi Arabian hospitals. 

It is paramount that future research should focus on practices and measures to prevent 

workplace violence. This may include identification of evidence-informed measures on 

handling workplace violence and effective ways of implementing these measures. For instance, 
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zero-tolerance policies on workplace violence may be implemented in pilot hospitals, and their 

effectiveness in curbing workplace violence should be assessed. 

 

5.5.2 Implications for practice 

A training program should be implemented to manage violence in the workplace 

specifically targeting staff who are more likely to be at risk of violence. Nurses and other 

healthcare professionals in EDs should learn how to recognise violent situations, how to de-

escalate them, to alert managers about safety concerns, and to report violent incidents. 

Recommendations also include an education program, not only for emergency nurses, but also 

for the other healthcare professions in the ED. This education program may include instructor 

led programs offered in hospital settings or be delivered through continuous professional 

development. These programs should be established to improve staff communication skills and 

cultural awareness. A language program should be established for foreign nurses who do not 

speak Arabic. 

 

5.5.3 Implications for nursing 
The ultimate benefit of this study in nursing is the need to improve the safety of nurses 

in the ED and understand how to avoid violent incidents. Providing patients, visitors, nurses, 

and other healthcare workers with a safe working environment will assist in minimising the 

concern for workplace violence within the healthcare environment.  

 

Conclusion 
The purpose of the study was to investigate the prevalence and types of physical and 

non-physical violence in Saudi Arabian EDs, and the risk factors. The emergency nurses in the 

study indicated that violence was a common occurrence. Significant relationships were found 

among the demographics of hospitals, gender and nationality for both physical and 

non-physical violence. A significant association between male gender and physical violence 

was also revealed by this research. Hospitals and nationality were also significantly associated 

with non-physical violence.  

 

This study addressed several areas requiring further research. There is a shortage of 

violence research among emergency nurses in SA. Further research is needed to develop 
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strategies for preventing violence against emergency nurses, which would need to consider the 

local culture and the findings of this study. Further in-depth research is needed to assess the 

impact of violence on the perception of emergency nurses. A comparative study between 

hospitals (public and private) and primary healthcare centres in terms of violence against nurses 

is required. It would also be useful to compare the perception of nurses and other health 

professionals in EDs in terms of violence. 

 

Finally, the implication for future research includes the need to investigate measures 

that can be effective in limiting workplace violence, including the assessment of effectiveness 

of such measures in Saudi Arabian hospital settings. In addition, instructor-directed education 

programs targeting nurses should be provided to educate them on how to identify and prevent 

common, avoidable incidences of violence. These initiatives will be essential for lowering the 

incidences of workplaces violence experienced by ED in nurses in Saudi Arabia.  
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