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ABSTRACT

This study aims to investigate the extent of aggression exposure and the effects of
exposure on the psychological health of nursing staff in hospitals. A survey was
conducted using a randomised sample of 314 nurses. The majority (n=195, 62.1%) of
staff surveyed had been exposed to aggressive patients at least once within 4 weeks
prior to survey. Nearly 40% of exposed staff had frequent exposures. Results on the
General Health Questionnaire (GHQ) and Beck’s Depression Inventory-Revised
(BDI-R) suggested that nearly 40% of staff experienced psychological distress, while
nearly 10% experienced moderate to severe depression. After adjusting for potential
confounders, results of the logistic analyses indicated that frequent exposure to
aggressive patients is detrimental to the mental health of nurses. These findings have
implications for the provision of support and other related services for nursing staff.

INTRODUCTION

For many professionals, frequent
exposure to various traumatic
situations is part of their daily work.
The effects of trauma exposure on
some health professionals, in particular
emergency personnel such as rescue
workers and paramedics and police,
has long been recognised (Lifton, &
Olsen, 1976; Dunning, & Silva, 1980;
Taylor, & Frazer, 1982; Raphael,
Singh, Bradbury, & Lambert, 1983;
McFarlane, & Raphael, 1984;
McFarlane, 1987; McFarlane, 1988;
McCammon, Durbam, Allison, &
Williamson, 1988).  Over the last 10 to
15 years, it has been ascertained that
emergency services personnel are
affected by their work in both long and
short-term (Mitchell, 1983; Nydam,
1983; Mitchell, 1984; Resier & Geiger,
1984; McCammon et al, 1988; Gerson,
1989; McCann, & Pearlman, 1990;
Ursano & McCarroll, 1990;
Thompson, & Solomon, 1991; Wastell,
1993; Follette, Polusny, & Milbeck,
1994;).  Studies have been conducted
to investigate the effects of exposure to

trauma on the daily life and health of
emergency personnel (Mitchell, 1983;
Mitchell, 1984; McFarlane, 1986;
Wastell, 1993; Lam et al., 1999).
Negative effects have been observed in
terms of lowered performance,
deteriorated physical and mental
health, resulting in alcoholism, and
even suicide  (Mitchell, 1983;
Mitchell, 1984; McCann & Pearlman
1990; Lam et al., 1999).

One situation considered as traumatic
by health professionals, particularly for
nurses in hospitals setting, is the
aggression or violence experienced
from patients (Lam et al., 1999). In
recent years, there has been a growing
interest in the study of work-related
aggression and violence among health
care professionals in North America
and England (Flannary, et al., 2001;
Fletcher, Brakel, & Cavanaugh, 2000;
Essex, 2001; Arnetz & Arnetz, 2000;
Rippon, 2000; Schulte et al., 1998). In
an extensive literature review by
Rippon (2000), the magnitude of
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aggression and violence towards health
care professionals is described. Post-
traumatic stress disorder which may be
a sequelae of such exposure on the
mental health of health professionals is
common (Rippon, 2000). However, the
majority of the studies examined in
this review were conducted in America
and England, and information on
Australian studies was scarce.
Although concerns have arisen at
individual state government levels and
specific taskforces have been
organised to tackle the issue of
violence in the health care system
(NSW Department of Health, 2001a;
NSW Department of Health, 2001b),
very few epidemiological studies have
been conducted in Australia in this
particular area (Lam et al., 1999).
Furthermore, Rippon (2000)
commented that there is a lack of clear
definition of aggression and violence
in most of the reviewed studies. Lack
of a suitable measuring instrument that
can assess the range of aggressive
incidents and the severity of the impact
was also evident. As a result, Rippon
called for further research to formulate
a comprehensive methodology in the
definition, as well as the assessment, of
aggression towards health
professionals (Rippon, 2000).

The aims of the study are twofold:
first, to document the extent of
aggression exposure among nursing
staff in Australian hospitals. Second, to
investigate the effects of such exposure
on the psychological health of these
staff.

METHODS

This study was a cross-sectional
questionnaire survey among nurses in
Australian hospitals. A random sample
of 362 subjects was selected from the
nursing staff of the four major adult
hospitals in one health administrative

area, the Western Sydney Health Area
(WSHA). The WSHA covers six local
government areas with a population of
more than 800,000. It has been
projected that by year 2006, the
WSHA will account for 18.5% of the
total population in Sydney (Salkeld et
al., 1992). These hospitals were chosen
for their bed size and the variety of
medical services offered e.g., medical,
surgical, trauma, and emergency
services.

All participants were invited to
complete the survey questionnaire,
which consisted of a battery of
inventories. The General Health
Questionnaire (GHQ-28, Goldberg,
1981) was designed to be a self-
administered screening test aiming to
detect mild psychiatric disorders in the
general population. It has been widely
used in clinical and research settings
with well-documented reliability,
validity, and excellent sensitivity
(91.02%) and specificity (94.07%).
The short form used in this study
consists of 28 questions divided into
four subscales, which measure
different aspects of psychological
health (i.e. general somatic symptoms,
anxiety and insomnia, social
dysfunction and severe depression).
Respondents were asked to indicate on
a four point (0-3) Likert Scale the
extent of different medical and general
health conditions that they have
experienced recently.  In this study the
binary scoring method of 0-0-1-1 was
used with a threshold score of 4/5 as
cut off to obtain optimum
discrimination for case identification.

The Beck Depression Inventory-
Revised (BDI-R, Beck and Steer,
1987) is a well validated and widely
used self-administered instrument,
designed to assess the severity of
depression in adolescents and adults
(Beck and Steer, 1987). It consists of
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84 statements grouped into 21
categories (four statements in each
category). Respondents are asked to
circle the statements that best describe
them over the past week. Scores from
0 to 3 ascribed to different statements
under each category are summed to
produce a total score ranging from 0 to
63. Total scores are classified into four
levels of severity ranging from
minimal (0-9), mild (10-16), moderate
(17-29) to severe (30-63). In this study
a dichotomised classification was used
with respondents being classified into
minimal/mild and moderate/severe
groups.

In this study, aggression exposure was
defined as any encounter with a patient
who exhibited hostile and antagonistic
attitudes, and/or an experience of
destructive or aggressive behaviour
from the patient. These included both
physical and verbal expressions.
Questions were designed to quantify
specifically the amount of aggression
to which hospital staff had been
exposed. The first question asked
nurses to indicate whether they had
experienced an aggressive patient
during the course of his/her nursing
duties within the period of 4 weeks
prior to the survey. If yes, two
additional questions assessed the actual
impact of these exposures. The design
of these questions was based on the
concepts of frequency and recency that
have been used in the assessment of
alcohol and drug consumption (Black
& Casswell, 1991). In this regard, if
the exposure to an aggressive patient
was categorised by a 'Yes', the
frequency of exposure was explored
using a five-point scale ranging from
'Once in 4 weeks' to 'Every day'. The
recency of exposure was also measured
using another five-point scale ranging
from '4 weeks ago' to 'less than a day'.
In summary, the scoring depended first
on the exposure to aggression (no=0,

yes=1), and then the frequency of the
exposure (range=1-5), followed by the
recency of the exposure (range=1-5). A
final score for each subject who had
been exposed to aggression was
obtained by summing the scores of the
frequency and recency questions. In
this regard, unexposed subjects scored
zero. For exposed subjects, the total
scores could be viewed as a continuous
variable. However, for the ease of
analysis in this study, a dichotomised
distinction of low and high exposure
was applied using the median score of
the total sample as the cut-off mark.

Recent stressful non-work-related
experiences were considered to be
important confounding factors in this
study that needed to be adjusted for in
the analysis (McCann and Pearlman,
1990).  This information was obtained
by using a modified Stressful Life
Event Scale (Holmes and Rahe, 1967)
which consisted of questions on
stressful life experiences. High scores
indicated extensive stressful
encounters and that these encounters
had substantial impact on the
respondent prior to the survey. Other
potential confounding factors, such as
demographics, personal information,
and employment status were also
collected and included in the analyses.
Demographic information of the non-
respondents was obtained from the
personnel department of each hospital
for comparison purposes.

Data analyses were conducted using
the SPSS statistical software (SPSS
Inc, 2000). Comparisons between
respondents and non-respondents were
carried out to determine the
representativeness of the sample.
Univariate analyses were applied to the
data to investigate the association
between the exposure variable, other
variables and the outcome variables.
The relationships between
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demographics, employment factors,
recent life events, and aggression
exposure were also examined
univariately to identify potential
confounding factors. The odd ratios
(OR) and their confident intervals
(95%CI) were calculated to elucidate
the risk of psychological distress in
relation to aggression exposure, basic
demographic characteristics, and
employment factors. The data were
then analysed using logistic regression
to adjust for the effects of potential
confounders identified in the univariate
analysis and those suggested in the
literature.

RESULTS

Of the selected 362 potential subjects,
314 (86.7%) returned with useable
responses. Two hundred and ninety
two (93%) were female and the mean
age of the sample was 37.9  (s.d.=9.9)
years. The majority (n=218, 69.4%)
were registered and enrolled nurses, 68
(21.7%) were Clinical Nurse
Specialists, and the remainder
occupied a higher position. The mean
duration of employment in the current
hospitals was 5.1 (s.d.=3.8) years, and
the majority (n=199, 63.4%) were
working full-time at the time of survey.
The majority (n=199, 63.4%) were
married, 77 (24.5%) single, and the
remainder separated, divorced or
widowed. Half (50.3%) were without
any dependent children, 51 (16.2%)
were parents of one child, and one
third (33.2%) had two or more
children. A small proportion (n=53,
16.9%) came from an Non-English
Speaking Background (NESB), and
one quarter (n=79, 25.2%) were
studying or on a work-related course.
Comparisons between the respondents
and non-respondents on relevant
demographic variables indicated no
significant differences.

Of the 314 nurses who responded,
62.1% (n=195) indicated that they had
been exposed to at least one incident of
patient aggression within the 4 weeks
prior to the survey. Among exposed
nurses, about a quarter (23.6%, n=46)
indicated that they have experienced
only one episode, 28.2% (n=55) 'a few
times', 8.7% (n=17) 'once a week'.
Nearly 40% (39.5%, n=77) indicated
that they had been exposed to frequent
patient aggression ranging from a few
times a week to every day. Fifty-seven
(29.2%) nurses reported exposure to an
aggressive patient on the day of the
survey.

The results of the GHQ indicated that
nearly 40% of nurses (39.8%) could be
classified as psychologically
distressed. Subscales results indicated
that nurses scored highest on the social
dysfunction subscale (mean=14.20,
s.d.=2.47), and followed by the general
somatic complaint sub-scale
(mean=13.45, s.d.=4.26). The results
from the BDI-R indicated that nearly
20% (19.7%) of surveyed nurses were
mildly depressed, 8.0% moderately
depressed, and 1.6 % were severely
depressed.

The unadjusted associations between
aggression exposure, other variables,
and psychological distress and
depression are summarised in Table 1.
As shown, the results indicated that
high aggression exposure is
detrimental to the psychological health
of nurses. The odds of psychological
distress for high exposure nurses was
more than 2 times (OR=2.11, 95%CI
1.33-3.43) as compared with the low
group and the odds of depression was
more than 1.5 times (OR=1.72, 95%CI
1.03-2.88). Results obtained on
subscale analyses of the GHQ also
indicted that aggression exposure
significantly correlated with three of
the four components. These included
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anxiety, somatic complaint, and severe
depression. Anxiety was found to be
most significant (r=0.195, p<.001).
Social dysfunction was not
significantly correlated with aggression
exposure, despite the high mean score
of the sample.

In considering the possible risk factors
individually, univariate analyses
suggested several potential
confounding factors, including non-
English speaking background and
being studying/on course (Table 2).
The data was then subjected to
unweighted logistic regression
analyses to adjust for the effects of
these factors.  As summarised in Table
1, these results further confirmed that
there was a significant association
between aggression exposure among
nurses and the risk of psychological
distress (OR adj=1.78, 95%CI 1.09-
2.86), and depression (OR adj = 1.72,
95%CI 1.03-2.88).

DISCUSSION

In this study, the extent of the
aggression exposure among nursing
staff in the hospital was documented.
This appears to be the first attempt to
document the extent of aggression
exposure among nurses in an
Australian setting across different
areas of specialities within a health
region.

These results indicate that hospital
nursing staffs are frequently and, in
some cases, excessively exposed to
aggressive patients. More than 60% of
nurses reported an aggressive
encounter in their duties at least once
in the 4 weeks period prior to the
survey. This finding is consistent with
the estimations of the prevalence
described by Rippon (2000).  The
measures on psychological health

status also provide alarming results.
Nearly 40% of nursing staff exhibited
psychological distress and nearly 10%
exhibited moderate to severe
depression. Due to the lack of recent
point prevalence estimate in Australia,
comparison with the population norm
is difficult. However, the rate is higher
in comparison with the results obtained
in a study of Australian women aged
25 to 44 years in 1983 (i.e., 31%;
National Heart Foundation, 1983). The
manifestations of distress and
depression may be attributable to a
compound of causal factors including
the exposure to aggression. The results
of logistic analyses indicate that the
risks of psychological distress and
depression are significantly increased
for nurses with high aggression
exposure even after adjusting for
personal factors and other recent
stressful experiences. This affirms that
exposure to aggression in the work
place is an independent and significant
risk factor on the mental health status
of hospital staff. As the GHQ is
designed to assess transient
psychological distress and the BDI is
for measuring a longer-term effect, the
results of the study indicate the
presence of both short and long-term
effects.

The findings in this study have an
implication for occupational health in
that staff who have high exposure to
aggression and violence require
comprehensive counselling or
debriefing in handling the effects of
these exposures on their affect (Burges
Watson, 1987).  These services should
be provided as soon as possible after
the exposure to have a maximum
beneficial effect in preventing more
severe consequences (McFarlane,
1989). Intervention programs with
proven effectiveness, such as the
Assaulted Staff Action Program
(ASAP), should be implemented in all
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hospitals to provide timely and
structured support to assaulted staff
(Arnetz & Arnetz, 2000).

In terms of prevention, health care
professionals can have active
involvement and control. With
training, staff may improve their
abilities to identify and manage
aggression from patients. Basic
conflict resolution skills and sharing of
experiences from senior staff could
also be introduced as part of the
clinical training for under-graduate
nurses. As has been suggested,
physical assaults are more likely to
occur to students and junior nurses,
especially those with no training in
conflict resolution skills (Grenade &
Macdonald, 1995).  In general, young
graduates could also be forewarned, as
part of the orientation, of the exposure
to different kinds of traumatic
situations at the onset of their career.
This is very much in line with the
recommendations made in the report
by the NSW Taskforce on prevention
of violence in health workplace
(Mayhew & Chappell, 2001).

Regarding the methodology of this
study, the sample was selected
randomly from the sampling frame that
was the total population of nursing
staff within a health region.  The
randomisation process provided
assurance that each potential subject
will have an equal chance of being
selected and thus ensures the
representativeness of the sample.  The
results obtained from comparisons
between the respondents and non-
respondents of the survey with regard
to important demographic and
employment variables provided further
evidence to support the randomness of
the sample. This further ensures that
the sample selected is truly a
representative sample within the study
health region. Given the structural

similarity among different health areas
in NSW, the results obtained from this
study may be generalised to other
health areas in NSW, but not
necessarily to other health systems.
However, a cross-sectional survey is
not the best design for studies that aim
to determine the relationship between
exposure and outcome (Schlesselman,
1982), though the data could be
analysed by approximating the study as
a cross-sectional analytical design (i.e.
determining the odds of exposure by
the known outcome) as it is in this
study. A better study design, such as a
cohort study, would be able to provide
more conclusive evidence for
establishing the causal relationship
between the exposure and the health
outcome.
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TABLE 1. Unadjusted and adjusted associations between aggression exposure,
other variables, and the outcomes.

Psychological Distress (GHQ) Depression (BDI)
Unadjusted Adjusted Unadjusted Adjusted

Aggression Exposure
Low 1.00* 1.00* 1.00* 1.00*
High 2.11 (1.33-3.43) 1.78 (1.09-2.86) 1.89 (1.15-3.08) 1.72 (1.03-2.88)

Demographic Factors
Sex
   Male 1.00* - 1.00* -
   Female 0.95 (0.39-2.30) 1.06 (0.24-4.78)

Agegroup
   21-30 1.00* - 1.00* -
   31-40 1.37 (0.78-2.42) 2.48 (0.86-7.16)
   41-50 0.96 (0.52-1.77) 1.72 (0.54-5.49)
   >50 0.69 (0.28-1.69) 1.87 (0.42-8.33)

Marital status
   Never married 1.00* - 1.00* -
   1 st marriage 0.98 (0.59-1.70) 1.51 (0.53-4.27)
   Others a 1.24 (0.64-2.40) 2.20 (0.70-6.91)

Dependent children
   None 1.00* - 1.00* -
   One 0.92 (0.48-1.76) 1.21 (0.41-3.58)
   Two 1.13 (0.64-2.00) 1.22 (0.46-3.20)
   Three or more 1.08 (0.51-2.30) 1.92 (0.64-5.81)

NESB
   No 1.00* 1.00* 1.00* 1.00*
   Yes 0.54 (0.28-1.03) 0.75 (0.38-1.48) 0.75 (0.38-1.48) .95 (0.46-1.94)

Education
   Graduate or below 1.00* - 1.00* -
   Post graduate 1.65 (0.92-2.95) 1.17 (0.45-3.01)

Employment Factors
Current position
   EN b 1.00* -
   RN 0.27 (0.13-0.63) 1.00* -
   CNS 0.34 (0.14-0.82) 1.01 (0.39-2.65)
   NUM 0.64 (0.17-2.39) 2.28 (0.78-6.67)
   CNC 0.63 (0.18-2.20)

Employment status
   Full time 1.00* - 1.00* -
   Non-full time 1.14 (0.71-1.81) 1.59 (0.74-3.38)

Studying/on course
   No 1.00* 1.00* 1.00* 1.00*
   Yes 2.56 (1.52-4.32) 2.37 (1.38-4.06) 1.31 (0.57-2.99) 1.26 (0.71-2.22)

Recent Stressful Events Included as continuous variable to be adjusted for
* Reference group.
a  Includes other marital status like divorced, defacto, separated.
b combining EN/RN and NUM/CNC for depression
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TABLE 2. Associations between other variables and aggression exposure.

Aggression Exposure
Demographic Factors
Sex
   Male 1.00*
   Female 0.71 (0.30-1.69)

Agegroup
   21-30 1.00*
   31-40 0.79 (0.45-1.38)
   41-50 0.64 (0.35-1.17)
   >50 0.60 (0.26-1.38)

Marital status
   Never married 1.00*
   1 st marriage 0.56 (0.32-0.96)
   Others a 0.75 (0.39-1.44)

Dependent children
   None 1.00*
   One 0.51 (0.26-0.97)
   Two 0.68 (0.39-1.20)
   Three or more 0.82 (0.39-1.74)

NESB
   No 1.00*
   Yes 0.28 (0.14-0.55)

Education
   Graduate or below 1.00*
   Post graduate 0.91 (0.51-1.63)
Employment Factors
Current position
   EN b 1.00*
   RN 0.99 (0.46-2.11)
   CNS 0.74 (0.32-1.75)
   NUM 1.71 (0.46-6.39)
   CNC 0.53 (0.15-1.93)

Employment status
   Full time 1.00*
   Non-full time 1.35 (0.85-2.15)

Studying/on course
   No 1.00*
   Yes 2.02 (1.20-3.39)

Recent Stressful Events r=.06, p.>.05

* Reference group.
a  Includes other marital status like divorced, defacto, separated.


