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ABSTRACT

Introduction: Our study focused on violence in the emergency departments and was interested in the external 
violence encountered by the staff working in the HPD UAS, it sought to characterize these acts of violence, to 
understand their origins, the consequences that result from them and it proposed means of prevention.

Material and Method: Data were collected from an anonymous, self-administered questionnaire. The question-
naires were directly given to the agents working at the level of the HPD UAS. The data were entered on a mask on 
the Aska box software. The results and statistical analysis were obtained on the Aska box and Excell software. It 
took place from September to December 2019 and from February to December 2021.

Results: The study involved 64 hospital workers, including 22 doctors, 21 nurses, 7 nursing assistants, 2ASH, 
5 cashiers, 5 stretcher-bearers and 2 medical students. It showed that 84% of the study population had already 
been assaulted in the emergency room, that it was mainly verbal aggression (94.4% of aggression), that physical 
aggression was at 27.77%, that most of the aggressors were companions at 68.5% and patients at 42.5%, and 
that the aggressor could be a man as well as a woman. The main causes of aggression were at 78.12% the organ-
ization of work with in particular insufficient or unsuitable staff (56.25%), insufficient or unsuitable material 
resources (54.68%), work overload (62.5%), work in a hurry or stress at 42.18%, waiting time considered long 
at 64.06%, dissatisfaction of the patient/family/companions at 46.87%, lack of dialogue, communication, and 
information at 39.06%. And the consequences on the staff were stress (50%), the feeling of insecurity (59.25%), 
anxiety (14.81%), exhaustion at 37%, a decrease in efficiency at 16.66%, demotivation at 29.6%. The respond-
ents to the questionnaires proposed several possible solutions to violence: in all cases, the response to violence, 
as informed by the ILO, must be multifaceted: preventive, targeted, multiple, immediate, participatory and based 
on the long term.

Conclusion: Violence in emergency departments is very real. Our results are broadly similar to other studies on 
violence in the emergency room, the causes are most related to the organization of work and the consequences 
on staff are very significant.
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Introduction
The mission of the public hospital can be defined as the reception 

of the sick at any time of the day or night, a mission of which the emer-
gency department is certainly the most emblematic element. The re-
sponses they are constantly striving to provide to requests that have 
never been programmed challenge the hospital, reminding it of its 
primary vocation of providing care to the populations around it. The 
door of the emergency room, always lit and open, may thus appear 
to some as the bad conscience of the hospital institution. However, 
it remains the primary source of its activity [1]. Thus, the emergency 
services are most of the time the first place of transit for the patient, 
the work is continuous, in fact these services operate 24 hours a day, 
7 days a week, they are open services. They welcome all kinds of pa-
tients, from serious accidents to simpler patients for whom there is 
really no emergency. The staff of these services is large and works 
on a rotating basis and the number of patients is just as substantial. 
It is a place of permanent influx. Consultations in the emergency 
room are in most cases unscheduled. Indeed, we often come to the 
emergency room by accident, hence the distress of patients and their 
companions. Violence in the emergency room is a real problem and a 
sad reality [2]. The causes of this violence are multiple, as well as the 
consequences are notable. Our study aims to assess the extent of the 
phenomenon of violence in the emergency services and in particular 
at the level of the SAU of the main hospital of Dakar on the agents of 
the service.

It seeks to identify and describe the predictive intra-hospital fac-
tors, to assess the consequences on the nursing staff, and also to pro-
vide elements of prevention. In the first part, we will address the gen-
eralities with in particular the definition of violence and violence at 
work, we will recall the missions of the emergency reception service. 
We will also identify the agents who work in the SAU, rely on the liter-
ature to help us determine the factors that promote violence in hospi-
tals, address the consequences of violence on workers who have been 
assaulted and then set out the solutions recommended by the ILO. In 
the 2nd part we will study the facts of violence against the population 
of the study that is the SAU staff, present and discuss the results of 
the investigation and finally conclude and propose recommendations.

Definition of Violence

According to the WHO, violence is the intentional use of physical 
force, threats against others or oneself, against a group or community, 
which results in or has a high risk of causing trauma, psychological 
damage, developmental problems or death [3]. And violence at work 
is defined according to the International Labour Organization (ILO), 
as any action, incident or behaviour that deviates from a reasonable 
attitude by which a person is attacked, threatened, harmed or injured, 
in the course of or as a direct result of his or her work [3].

This violence can take many forms; it can be

•	 Physical: use of force against a person, assaults, equipment 
breakage

•	 Verbal: name-calling, shouting, threats

•	 Psychological: vexing and humiliating words, rumors

•	 Symbolic: aggressive or threatening gestures expressing the 
intention to hurt or harm, inappropriate or degrading atti-
tudes

•	 Sexual: touching, rape [4].

Some occupations, such as health care workers, tend to be at high-
er risk of violence than others. To illustrate, here are some behaviors 
that are considered violence:

•	 Being threatened with death or injury;

•	 Being hit or pushed;

•	 Having an object thrown at them;

•	 Being sexually touched or assaulted;

•	 Being scratched or pinched

•	 Being spat on;

•	 Being yelled at each other;

•	 Receive threatening messages or emails;

•	 Being ridiculed or humiliated;

•	 Being physically intimidated (e.g., being punched)

•	 Physical damage [5].

What is an Emergency Department and What is its Role 

It is not the emergency assistance service, no, but the emergency 
reception service [1]. A shift is thus taking place from a care activity 
considered exclusive to an activity extended to reception: the emer-
gency department continues to receive vital, functional, relative, etc. 
But they must also welcome situations of distress that have not been 
answered elsewhere. We are slowly sliding from the care of the in-
jured or sick person to that of the unsuitable or excluded person. The 
“city”, de facto, recognizes its limits: it cannot, does not know, manage 
the crises that individuals on the margins of our society generate or 
encounter. The word “welcome” then takes on an extremely strong 
symbolic value. Its display on the pediment of the emergency services 
should not serve as a screen for an institution that is in reality entirely 
oriented towards the production of care: the hospital would welcome, 
of course, but after the filtering operated by the emergency services... 
Hospitality should not become a simple brand image. Emergency ser-
vices have a threefold mission: towards the patient, society and the 
hospital.

Towards the Sick: All these very diverse patients who find them-
selves in the waiting room of the emergency room are united by one 
thing in common and only one: time for each of them has suspend-
ed its course, blocked by a worried question about how things will 
evolve: “When will I be given back control of my time?” Thus, what 
makes up the ordinary time of the caregiver, his daily life, is the ex-
ceptional of the one he is called upon to care for. We must take this 
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imbalance into account in the way we respond to a crisis situation, 
take a decision and, above all, make it heard. In the particular context 
of the emergency department, a decision-making diagnosis is first 
made, not necessarily supported by an anatomical and clinical diag-
nosis. If the latter can be worn, so much the better. But the questions 
of the severity and duration of the treatment are given priority over 
the diagnosis. In the department where the patient will eventually be 
admitted, the situation and the approach will be reversed: future de-
cisions will depend on the etiological diagnosis. The purpose of this 
first decision-making diagnosis is first of all to delimit the extent of 
the situation of rupture and to allow the patient to re-inscribe himself 
in a temporality by specifying the upcoming deadlines.

Towards Society: Open day and night, the emergency depart-
ment focuses the various dysfunctions of society. When medical and 
social difficulties become entangled, they are the perfect place, easy 
to access, where the skein can be unraveled. Far from being sanctuar-
ised, emergency rooms are invaded in return by the crisis situations 
that they are tasked with unravelling – situations linked, for example, 
to the rise in violence or poor housing. Those who refer the people 
concerned to it feel that they have assumed their responsibilities by 
medicalizing the crisis in this way, that they have “bordered” the file 
well. They also feel the relief of not having to deal with it. Every time 
the emergency department recognizes a motive or a medical aspect 
in a humanly difficult situation, society is all the better off collectively 
because it no longer feels directly responsible.

Towards the Hospital: Most of the entries into the care circuit 
are made through the emergency room, even more so if we consider 
more particularly people in precarious situations or those suffering 
from a long and costly pathology. As the first image given by an es-
tablishment, the emergency department therefore plays a role as a 
showcase: the hospital expects the department to be a sufficiently at-
tractive gateway to ensure an optimal level of activity. The emergency 
department is the lungs of the hospital. As such, they should be at the 
center of the managerial strategy of hospital management. For each 
department, each specialty, the emergency department must provide 
reasonable indications for hospitalization and prepare for it in good 
conditions. The quality of the work carried out within them facilitates 
the continuation of the care of patients admitted secondarily to the 
care services. Emergency departments therefore have a dual role of 
regulation and preparation, while another function tends to take up 
more and more space: the permanence of care. Indeed, the emergency 
department is also there to respond to the acute accidents encoun-
tered by patients followed in the hospital for acute illnesses. 

This last mission seems to be increasingly called into question by 
some UAS who, in order to admit a patient, only want to choose his 
or her place of residence. However, this patient already followed in 
another department may come from a neighborhood or a city beyond 
the area of the hospital itself [1].

Emergency Service Workers

The UAAs are composed of:

•	 Emergency doctors

•	 Intensive care anesthetist 

•	 General practitioners

•	 Administrative Major, Care Supervisor 

•	 Nurses

•	 Stretcher bearers

•	 Hospital Care Worker 

•	 Medical and nursing students

•	 Medical secretaries

•	 Cashiers

•	 Security guards

The list is not exhaustive. These agents are in contact with pa-
tients and sometimes with their family and friends and may, in the 
course of their work, be confronted with violence from the latter.

Organization of an Emergency Service

 The emergency department includes several care areas:

•	 The echo chamber is an area made up of communicating 
treatment rooms reserved for patients requiring immediate 
care (cardiac arrest, acute infarction, serious trauma, burns, 
respiratory distress, etc.).

•	 The URGC (lying emergency) or lying waiting is an area made 
up of care cubicles and examination rooms reserved for pa-
tients requiring extensive monitoring and investigations.

•	 The URGA (ambulatory emergency) is an area composed of 
care cubicles, an examination room and a room for perform-
ing plasters reserved for less serious cases. 

•	 The URGO (emergency observation) is an area made up of 
beds reserved for patients who require observation for a few 
hours, before a possible return home or hospitalization.

•	 The UAPC (Lying Patient Waiting Unit) is a waiting area with 
places for patients waiting to be installed in the care areas or 
awaiting investigations [6].

Factors Contributing to Violence in Hospitals

Health care workers are among the occupations that tend to be 
at higher risk of violence than others. Violence in the hospital envi-
ronment comes from a set of causes that include the individual, the 
environment and working conditions, the relationships between em-
ployees, the relationships between employees and patients and, final-
ly, the relationship between management and employees, the individ-

https://dx.doi.org/10.26717/BJSTR.2024.59.009338


Copyright@ :    Abdoulaye Diouf | Biomed J Sci & Tech Res | BJSTR.MS.ID.009338. 51784

Volume 59- Issue 4 DOI: 10.26717/BJSTR.2024.59.009338

ual cannot be solely responsible for violence in the workplace. “If we 
start from this principle, we will never succeed in stopping violence 
or managing it when it occurs.” Mr. Di Martino [2]. A place of reception 
open 24 hours a day, the emergency department is above all a place of 
care and as such it will crystallize anxieties, sufferings and fears. But it 
will also, and increasingly, reflect the deterioration of economic con-
ditions and psychosocial factors. Various factors can be at the origin 
of manifestations of aggression and violence: 

•	 Waiting: Before going to the reception and orientation nurse 
and then before seeing the doctor. The increase in the num-
ber of visits, the more frequent use of emergency services 
instead of community medicine, and the deterioration of 
working conditions will increase waiting times. The long 
waiting time is anxiety-provoking and can lead to incompre-
hension among patients or their companions, who confuse a 
perceived emergency with a real emergency. 

•	 Insufficient communication: the anxiety or even anguish of 
the patient and his or her family in the face of the diagnosis 
can be accentuated due to the lack of information provided 
by the nursing staff. 

•	 Untreated pain (physical or psychological): this can be 
the cause of the carers’ signs of aggression, which are the 
custodians of part of the patient’s suffering.

•	 Pathology: patients requiring psychiatric care. 

•	 Addictions: patients with addictive behaviors, drug addic-
tion, alcohol. 

•	 Patients under duress: detainees, judicial requisitions, cer-
tificates of non-admission, etc. 

•	 Patients in great social difficulty: homeless.

•	 Patients accompanied by a large group (community recep-
tion). In addition, the very configuration of the premises and 
the architectural constraints can also be the cause of man-
ifestations of violence through poor flow management and 
faulty signage

•	 Fear with anguish and anxiety, frustration, stress, work over-
load or

•	 Loss of control on both sides. 

•	 The reproach relating to the care of the patient 

•	 Refusal of care 

•	 The settling of scores and family conflicts (5%) [2].

There are also individual factors: individual factors correspond 
to the characteristics of the aggressor, such as a history of violence, 
the presence or absence of mental disorders, drug use or excessive 
drinking [7].

The impact of Violence on Emergency Department Staff

A crisis situation is not experienced in the same way depending 
on the individual. Indeed, according to his or her representations, cul-
ture, and life experience, each individual experiences and interprets 
events from his or her own perspective. What may be a crisis for one 
person will not be a crisis for another. Violence against emergency 
service staff can have serious repercussions on the physical or psy-
chological health of both direct victims and colleagues taken to task 
or witnesses to the scene. These consequences depend in particular 
on the nature of the aggression (or aggressions if they are repeat-
ed over time) and the medico-psychological care offered. A physical 
assault can lead to more or less serious lesions or injuries (bruises, 
scratches, wounds, fractures, etc.), which may require medical care or 
surgery, or even cause the death of the victim [8].

Psychological Damage in the Event of Physical or Verbal Ag-
gression: The possible psychological repercussions of an external act 
of violence will depend on:

•	 The nature and severity of the assault,

•	 Its circumstances (assault by a person to whom the employ-
ee was trying to help, surprise effect, etc.),

•	 The victim’s environment at the time of the attack (isolation, 
presence of the hierarchy, etc.),

•	 The victim’s previous condition (history(s) of violence in the 
workplace, etc.),

•	 The speed with which psychological support was put in 
place,

•	 The follow-up that will be given to the event by the company 
(trivialization, denial, consideration, etc.).

Stress reactions can be immediate, this is the state of acute stress: 
they can range from a state of agitation (screaming, crying, moan-
ing, need to flee), from an emotional shock to the victim’s inability to 
speak, to move (psychic stupefaction). The state of stress can become 
chronic when the employee is frequently confronted with violent acts 
such as the repetition of acerbic or derogatory remarks or malicious 
acts. Working or feeling insecure can also be a factor of stress, anxi-
ety or unhappiness. In the event of a major psychological shock, the 
state of stress sometimes persists for several weeks or months after 
the attack. This is called post-traumatic stress. It results in a perma-
nent reliving of the traumatic event, avoidance behaviors of situations 
that recall the traumatic situation associated with disturbances. The 
negative consequences of such frequent violence on the supply side 
in the health sector include the deterioration in the quality of care 
and the abandonment of the health professions by staff. This can lead 
to a decrease in the supply to the public and an increase in costs. In 
developing countries in particular, widespread access to health care 
is threatened if the risk of violence leads to the abandonment of the 
already insufficient number of staff in the health sector [9].
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Solutions to Violence 

The Response to Violence: The ILO report recommends a multi-
faceted response to violence that is both:

•	 Preventive: the causes of violence must be studied, not just 
its effects; 

•	 Targeted: It is impossible to address all types of violence at 
the same time; 

•	 Multiple: a combination of different responses is required; 

•	 Immediate: In order to curb the effects of violence, it is nec-
essary to plan in advance the tactics to be adopted immedi-
ately, much like in the case of a terrorist attack, where the 
anticipatory response is applied immediately; 

•	 Participatory: all those involved in violence, including fam-
ily members, senior management, colleagues and victims, 
should be directly or indirectly involved. 

•	 Long-term: Follow-up is necessary, because the consequenc-
es of violence are also long-term and an exclusively immedi-
ate response is not enough [10].

From an Organizational Point of View: In addition to the provi-
sions in the regulations that provide a framework for the prevention 
of assaults, organizational strategies to reduce psychosocial risks in 
the workplace seem to be promising for preventing violence in the 
workplace. Management practices aimed at increasing decision-mak-
ing latitude, worker involvement, support from the immediate super-
visor, mutual aid and cooperation among colleagues, and recognition 
of efforts and work accomplished, while controlling the workload, are 
examples of organizational strategies to be promoted to act in the pre-
vention of violence in emergency services.

Good Emergency Department Design: addresses factors such 
as layout, placement, signage, physical locks or barriers, lighting, and 
electronic monitoring. Service security is an area where design issues 
are very important. For example, consider the following:

•	 Such as installing cameras at entrances, the waiting room, 
etc. 

•	 Install physical barriers, 

•	 Have as few entrances as possible to the emergency depart-
ment

•	 Use coded cards or keys to control access 

•	 Have sufficient lighting

•	 Strategically place fencing to control access to workplaces.

Administrative Practices: keeping other valuables safe and se-
cure, such as weapons, tools, opiates and medications.

Administrative Practices: may also include employee informa-

tion and training, which includes not only information on the work-
place incident response policy and process, but also, but also:

•	 The notions of civic-mindedness and respect

•	 How to respond to clients or members of the public who are 
upset or frustrated; How to de-escalate a conflict

•	 How to respond to an incident of violence (e.g., emergency 
response, when to contact security or police)

•	 Learn about discrimination, family violence, diversity and 
cultures

•	 How to respond to people who are impaired

Work Practices: are about how you do the work. For example, 
make a daily work plan so that people know where you need to be at 
a given time.

•	 Designate an office contact and a backup person.

•	 Keep your contact person informed of their whereabouts 
and respect their itinerary.

•	 Verify patient IDs.

•	 Working as a duo, as a team 

•	 Do not enter a situation or place where you feel threatened 
or unsafe.

Define Specific Legislation on the Prevention of Violence in the 
Workplace and finally REPORT THE ACTS OF VIOLENCE TO YOUR 
EMPLOYER, first of all, to verbalize and externalize your emotions, 
to understand what happened, to be officially recognized as a victim 
or witness., benefit from the support system put in place by the em-
ployer (such as days off with pay, access to the employee assistance 
program). In all cases, the response of the service must be immediate, 
firm and proportionate to the seriousness or consequences of the ag-
gressor’s gesture or behaviour (call to order, leaving the service, etc.). 
Complaints should be encouraged in the event of damage to the prem-
ises, threats, insults or physical aggression against staff. The objective 
must never allow a feeling of impunity and failure to take charge of a 
crisis situation to develop. The protocols between the Ministries of 
the Interior, Justice and Health should make it easier for victims to 
file complaints (domiciliation of the victim at his or her professional 
address, making an appointment with the police officer, information 
on the legal action taken). Support for victims of aggression Listening 
to the officer, debriefing and analysis of the event are steps that must 
be ensured [11].

Material and Method
Study Framework

Our study took place at the level of the main hospital of Dakar 
(HPD). It concerned the emergency department.
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The HPD is a level 4 hospital center, located in downtown Dakar. 
Its emergency department, created in 2005, is ISO2015 certified [12]. 
The department is composed of an associate professor of anesthe-
sia-resuscitation and emergencies who is the head of the department, 
4 emergency doctors, an intensive care doctor, 7th year medical stu-
dents, trainee emergency doctors and DES in anesthesia-resuscita-
tion who are present as part of their mandatory internship, a care 
supervisor who is a nursing executive and an administrative major. 
It is also composed of nurses, stretcher-bearers, ASH whose number 
varies according to the activity of the service, cashier agents, and gen-
darmes in charge of security and a secretary. Regarding the organi-
zation, the emergency department of the main hospital of Dakar is 
made up of 4 zones: A reception area which is made up of the wait-
ing room for patients, consultation boxes and this area is under the 
direction of a MAO assisted by another emergency doctor, these two 
doctors are in charge of triaging patients and consultations, an IOA 
who is also responsible for organizing the triage of patients and tak-
ing the constants of patients. There are also general practitioners and 
7th year students who are in charge of consultations. A lying waiting 
area made up of 8 beds where there are patients who are waiting to be 
transferred to the operating room or are being explored while waiting 
for their urgent check-ups.

A UHCD area made up of 6 beds separated by partitions which is a 
short-term hospitalization area. And a SAUV area which is made up of 
7 beds and which is under the supervision of an emergency doctor or 
an anesthesiologist-intensive care doctor during the shift, during the 
day there can be many emergency doctors and intensive care doctors 
on internship and a state nurse alone or sometimes supported by a 
nursing assistant and nursing trainees. There is also an administra-
tive major and a care supervisor, also 2 ASH and 2 stretcher-bearers 
per 12-hour shift. There are gendarmes who are in charge of security 
as it is a military hospital.

Description of the Study 

This is a study based on a descriptive survey addressed to medical 
and paramedical staff working or having worked in the emergency 
department of the Principal Hospital of Dakar and it took place over 
2 periods: from September to December 2019 and from February to 
December 2021.

Study Population

Inclusion Criteria: The following were included in our study:

Doctors, nurses, ASH, stretcher-bearers, cashiers, students and 
secretaries working at the level of the SAU or who have already 
worked in the SAU of principal and who are assigned to the other de-
partments of the hospital. 

Non-Inclusion Criteria: The gendarmes in charge of the security 
of the SAU of the main hospital in Dakar, who did not have prior au-
thorization from the authority to answer our questions.

Methodology

Data Collection: Data were collected from an anonymous, self-ad-
ministered questionnaire. The questionnaires were directly given to 
the agents working at the level of the HPD UAS. The data were entered 
on a mask on the Aska box software. The results and statistical analy-
sis were obtained on the Aska box and Excel software.

Parameters Studied: The parameters studied were:

Characteristics of the Participants: Their gender, age, profes-
sion at the level of the HPD UAS, their current practice department, 
their seniority in the profession and at the level of the emergency de-
partment, their working hours, 

Characteristics of the Cases of Violence: The type of violence 
exerted on the service agent, the time of the assault, the characteris-
tics of the aggressor, in particular his sex, his age.

Reactions to Violence: These are immediate reactions and late 
reactions.

Factors Favouring Aggression According to Study Partic-
ipants and the Consequences of these Attacks on the Staff: Im-
mediate, late and labour consequences. And finally, a proposal for a 
solution by the respondents to the questionnaire. 

Results 
Out of a hundred questionnaires distributed, 64 were answered. 

This survey concerned 22 doctors, 18 nurses, nurses’ aides, 5 stretch-
er-bearers, 2 ASH, 3 cashiers, 1 student. The questionnaire consisted 
of 27 questions, 13 of which were mandatory. This is how we were 
able to divide our questionnaire into 5 themes

•	 Theme A concerned the characteristics of the participants: 
And concerned questions 1 to 7 (See Annex) 

•	 Theme B concerned the characteristics of cases of violence 
against the attacked: It concerned the questions: 8 to 15

•	 Theme C was about responses to violence: Questions 16 and 
17

•	 Theme C focused on the factors that contribute to violence: 
and covered questions 18 to 21

•	 Theme D was on the consequences of violence: questions 22 
to 24 

•	 Theme E addressed solutions to violence according to study 
participants: questions 25 and 26.

Characteristics of the Participants

Sex: Thus, among the 64 respondents, there were 50 men for 14 
women, i.e. a sex ratio of 3.57

Age: Thus, 5 age groups have been stated: Under 25 years old; 
from 25 to 35 years old, from 36 to 44 years old, from 45 to 55 years 
old and finally over 55 years old.
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The most represented age groups were 25 to 35 years old and 36 
to 44 years old with 32.81% and 42.18% respectively.

The Profession Exercised at the Level of the HPD UAA: Doc-
tors and nurses were the main respondents with 34.37% and 32.81% 
respectively. Also, among the participants there were 81.23% of care-
givers against 18.77% of administrative and support staff.

Current Duty Station: 64.06 per cent was mainly emergencies

Seniority in the Profession: The majority (54.68%) had more 
than 10 years of experience, 12.5% had less than one year of seniority 
in their field.

Seniority in the Emergency Department: Among the respon-
dents, 67.18% had less than 5 years of experience in the emergency 
department and 37.5% did not have one year of work in the emergen-
cy department.

Working Hours: Thus, 6 agents worked only during the day, 
3 only at night and 55 alternated between day and night work, i.e. 
85.93%.

Table to be Announced: The following Table 1 relates to the 
characteristics of the participants

Table 1: Characteristics of participants.
Variables Actual %

Current Assignment

Emergency room 41 64,06

Ressuscitation 7 10,93

Medicine 8 12,5

Surgery 3 4,68

Block 3 4,68

Psychiatry 2 3,12

Sex

Masculine 50 78,12

Feminine 14 21,87

Age Groups

Under 25 years old 6 9,37

25 to 35 years old 21 32,81

36 to 44 years old 27 42,18

45 to 55 years old 8 12,5

Over 55 years 2 3,12

Categories

Doctor 22 34,37

Nurse 21 32,81

Nurse Aides 7 10,93

ASH 2 3,12

Cashier 5 7,81

Stretcher-bearer 5 7,81

Student 2 3,12

Operator 0 0

Status

Caregiver 54 84,3

Administrative and support 10 15,62

Seniority in the profession

1 year 8 12,5

1 to 5 years 10 15,62

5 to 10 years 11 17,18

More than 10 years 35 54,68
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Seniority in the emergency department

1 year 24 37,5

1 to 5 years 19 29,68

5 to 10 years 11 17,18

More than 10 years 10 15,62

Characteristics of Cases of Violence

This part concerned the assaulted officers.

Victim of Violence at the Level of the HPD UAS: 54 of the 64 
survey participants answered in the affirmative That’s 84%. Figure 
1 is useless as it is a binary result, the cammenber is not necessary if 
there are only 2 variables.

Number of Cases of Violence: Thus, 25.92% of the respondents 
were assaulted once, 12.96% twice and 61.11% three or more times.

Type of Violence: For violence, 94% of the officers assaulted 
were verbal, 27.77% physically. The following Figure 1 relates to the 
type of violence exerted on the assaulted officer FIG to be announced 
and reviewed, in descending order.

Type of Physical Violence: 18.51% of the assaulted officers were 
jostled 9.2% were hit the following Figure 3 deals with physical ag-
gressions results and announce figure, figure to be reviewed. Zeros 
should not be marked on the figure, results in descending order (Fig-
ure 2). 

Figure 1: Type of Violence.

Figure 2: Physical abuse
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Types of Verbal Abuse: Figure 3 below refers to verbal abuse, 
the assaulted officers were rudeness (74.07%) and insults (44.44%). 
Give the main results and announce the fig, figure to be reviewed. No 

title in the figure, give the results in descending order. If the fig is not 
clear, make a table instead, especially the annotations should be clear.

Figure 3: Verbal abuse.

Time of the Attack: 56% were attacked both day and night.  
Figure 4 below refers to the time of the assault. Announce the figure, 

badly made figure, the title must not appear in the cammenber. 

Figure 4: Timing of the Assault.

Type of Aggressor: In the majority of cases, 63.63% of the per-
petrators were accompanied and in 23.86%, the aggressor was the 
patient himself. Announce the figure title at the bottom and give the 
results in descending order on the figure, no abbreviation on the an-

notation. 79.62% of the agents were approved by a man, 55.55% by a 
woman, a patient at 42.59%, an accompanying person at 68.51%. The 
following Figure 5 discusses the perpetrators of violence (Table 2).
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Figure 5: Perpetrators of Violence.

Table 2.

Perpetrators of violence Actual %

Sex

Man 43 79,62

Wife 30 55,55

Connection with the patient

Knowledge of the patient working in the hospital 12 22,22

Patient’s parent 29

Patient companion 37 68,5

Patient Himself 23 42,59

Reactions to Violence

Questions 16 and 17

Immediate reaction to the attack: results?

Immediately faced with their aggressor, the officers were 29.6% 
angry, they asked the person to stop, they called the police/gendar-
merie 22.22% reactions.

Delayed Reaction to the Attack: An assaulted agent filed a com-
plaint; none consulted a psychologist and for 85.18% of agents who 
were victims of violence there was no delayed reaction as a result? We 
must be satisfied with giving the main results obtained. Table 3 below 
refers to the reactions of officers who were assaulted to violence.

Table 3: Responses to violence.
Immediate reactions to violence Number %

Nothing 31 57,4

I got angry 16 29,6

I asked the person to stop 17 31,48

I called a colleague 6 11,11

I ran away 2 3,7

I talked to my manager about it 11 20,37

I spoke to the police/gendarmerie about it 12 22,22

Other 3 5,55

Delayed reactions

Nothing 46 85,18

A written report to the hierarchy 4 7,4

File a complaint 1 1,8

Consult a psychologist 0 0

Consult an occupational health practitioner 1 1,8

Declaring the assault as a work accident 2 3,7

Other 3 5,5
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Factors that Promote Violence

It concerned questions 18 to 21. The following figure discusses 
the factors related to the Delivering Key Results service and is a re-
quirement to be announced and redone. 

De-intersecting Order of Results: For service-related factors, 
respondents blamed insufficient or unsuitable staff (56.25%), insuffi-
cient or unsuitable material resources (54.68%), work in a place open 
to violence (32.81%). The following Figure 6 discusses the service 
factors.

Figure 6: Service Factors.

Work-Related Aggression Factors: The officers questioned 
thought that the violence exerted on the officers was linked to work 
overload (62.5%), to work in emergencies or stress to 42.18%, to lack 

of training on the management of violence to 39.06%, Figure 7 below 
relates to work-related factors main results to be given, then to an-
nounce the figure and figure to be redone.

Figure 7: Work-Related Factors.
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Main Situations of Aggression: Give the main results before an-
nouncing the fig and it must be reviewed, it is badly done 78.12% of 
the participants blamed the organisation of work. And as incriminat-
ing factors.

For Service-Related Factors:

•	 Insufficient or unsuitable staff (56.25%), 

•	 Insufficient or unsuitable material resources (54.68%), 

•	 Work in a place open to violence (32.81%)

•	 Insufficient or unsuitable space and premises (31.25%)

•	 Absence of an alarm system at 28.12%

•	 Lack of dialogue and lack of communication between col-
leagues at 23.43%,

•	 The lack of teamwork (18.75%), 

The Study Population Judged that the Main Situations of Ag-
gression are: 64.06% of the waiting time considered long, 46.87% of 
the patient/family/companions’ dissatisfaction, 39.06% lack of dia-
logue, communication and information. Figure 8 Following refers to 
the main situations of aggression.

Figure 8: Following Refers to the Main Situations of Aggression.

The Consequences of Violence

Immediate Consequences: Results?: For the immediate conse-
quences, the officers who were attacked felt stressed (50%) and a 
feeling of insecurity (59.25%).

Delayed Consequences: Results?: The officers who were at-
tacked subsequently felt exhaustion at 37.03%, but for 37.18% of the 

study that was attacked, there was no reassured consequence.

Consequences on Work: Results? and announce the painting: On 
work, the consequences of the aggression were mainly demotivation 
at 29.62% and a decrease in efficiency at 16.66%. The following Table 
4 deals with the immediate, delayed and work-bearing consequences 
of the assaulted officers.

Table 4: Consequences of violence.
Immediate consequences %

Stress 50

Fear 7,4

Feelings of guilt 14,8

Feeling insecure 59,25

Other 12,96

Delayed consequences

Exhaustion 37,03

No 35,18

Anxiety 14,81

Mistrust and/or fear of agitated patients 16,66

Insomnia 12,96
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Gastric disorders 7,4

Loss of confidence and low self-esteem 5,55

Increased consumption of tea, coffee, alcohol, sleeping pills 3,7

Depression 1,85

Other 9,25

Drug addiction 0

Post-traumatic syndrome 0

Consequences on work

Difficulty in resuming work in the same position 5,55

Sick leave 0

Change of position 7,4

Demotivation 29,62

Decreased efficiency 16,66

Repeated absences from work 1,85

No response 50

Other answer 7,4

Solutions to Violence According to Study Participants 

59.37% thought that medical and psychological care was neces-
sary after such an event. 

The Measures and/or Actions Proposed by the Respondents 
to Prevent the Occurrence of Situations of Violence: Strengthen 
security at the level of the SAU, increase training especially for staff 
assigned to receive patients, reduce waiting times, inform accompa-
nying persons, increase staff and capacity, install surveillance camer-
as as a deterrent, insist on the training of staff newly assigned to the 
emergency department. Train staff on the management of violence, 
better structure and organize the SAU, prohibit access to the waiting 
room to accompanying persons, not to receive psychiatric patients 
at the SAU but to redirect them to psychiatric emergencies, to inte-
grate a regulation system, to communicate on the functioning of the 
emergency department, to raise national awareness, to penalise or 
punish offenders, to promote more solidarity among the hierarchy, 
to improve the organisation of care. They also proposed to estab-
lish a climate of trust between medical staff - parents - accompany-
ing persons, to clearly define tasks, to improve working conditions, 
to make an annual visit of the staff with psychologists and psychia-
trists, to modernize working methods, to space out on-call shifts, to 
reduce working hours, to punish staff in situations of misconduct, to 
reduce the involvement of external staff in the care of patients in the 
emergency department, better coordination and harmony between 
services, to strengthen equality between patients, not to favour cer-
tain patients according to their social status and not to discriminate 
against certain companions, not to overload the SAU by taking only 
urgent patients.

Discussion 
Characteristics of the Participants

We noticed with our study that there are more men who partici-
pated in the study than women with a sex ratio of 3.57. Where is the 
comment? There were 22 doctors, this may seem important but it is 
explained by the fact that there are many doctors at the Main Hos-
pital who come to take care of the emergency room and 21 nurses 
and 7 nursing assistants in fact there are at least 6 IDE + AI per shift. 
64% of participants were assigned to the emergency department of 
HPD at the time of the survey and were permanent members of the 
department. For their seniority in the profession, 35 of the 64, more 
than half, so 54.68%, had more than 10 years of seniority in their 
profession, they are experienced agents but in the end 67.18% have 
5 years or less of practice in the emergency department and more 
than a third, i.e. 37.5%, have no more than one year of experience in 
the emergency department. As far as the age group is concerned, only 
2/64 were over 55 years old and 9.37% were under 25 years old; The 
majority of respondents were young adults aged 25 and 44 (74.99%). 
The working conditions in the emergency department require the 
agents to have physical and emotional resistance and experience in 
their professional field and there are no comments, these are only re-
sults. 85.93% of the respondents work day and night, this is explained 
by the fact that in the emergency departments the work is continuous 
and at a sustained pace, the operation of the service is divided by shift 
and the agents alternate.

Characteristics of Cases of Violence

84% of the population in our study has already been assaulted in 
the emergency room. 94.4% of the officers assaulted were verbally 
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assaulted, 27.7% physically. One person in the study had been threat-
ened with a gun. This fact constitutes a major level of seriousness. It 
can be seen that in our study, the officers were victims of aggression 
both during the day and at night and 51.66% of the participants in the 
study had been attacked on at least 3 occasions. The main aggressors 
were the companions (68.5%) and the patients (42.5%) themselves, 
22.2% for people who work in the hospital. In emergency depart-
ments, often the hospital staff want to intervene in the care of their 
patients by trying to speed up care, to find a place for their patient and 
they may be impatient and/or aggressive either out of annoyance or 
excess authority or simply out of stress. This is linked to the fact that 
they have easy access to the emergency department. The aggressors 
are the pulp art of time, men to notice that some have been attacked 
by men and women at the same time; Indeed, there were 79% of men 
involved in acts of violence against emergency room staff, and 55.55% 
of women. For verbal aggression, it was mainly rudeness (74.4% of 
those attacked), insults (44.4%), shouting (33.88%) and intimidation 
(35.18%), only one person out of the 54 was sexually harassed. As 
far as physical attacks are concerned, the staff were mainly beaten 
(9.2%). Some were jostled (18.51%). 

Our study can be superimposed on another series made in Sousse, 
Tunisia, which concerned a representative sample of workers at the 
Farhat Hached University Hospital in Sousse (ref). The study involved 
71 hospital staff. Of the respondents: 95.8% were victims or witness-
es of violence in hospital. The most affected professional category 
was nurses (60.6%), followed by doctors (21.1%). Violence was most 
often committed by patients and their companions (95.58%). The vi-
olence was verbal in 98.6% of cases [13]. Another study carried out 
in two referral hospitals in Yaoundé, Cameroon, in 2015 on 235 peo-
ple, showed that emergency services were at greater risk of violence, 
as well as that the prevalence of violence was 77.87%. It was mainly 
non-physical violence (88.5%) of the type of violence against persons 
(66.1%), level 1, perpetrated by accompanying persons and patients. 
The main victims were nurses (76.50%), mostly women (62.30%) 
[14]. Another study conducted among the staff of the emergency de-
partment of a prefectural hospital in Casablanca using a questionnaire 
had similar results to ours (ref). Of the 30 people who participated in 
the survey, including 11 doctors (36.6 per cent) and 13 nurses (43.3 
per cent) with a predominantly female population (66.6 per cent) and 
an average age of 35 years, 90 per cent of the respondents felt ex-
posed to violence in the performance of their duties. 

Nurses were the most exposed occupational category (34.6%). 
Visitors and accompanying persons, the perpetrators of violence in 
66.6% of cases. It also showed a predominance of women [15]. Where 
are the similarities with your study? They must be given by compar-
ing them. A study carried out by the Observatory of Physicians’ Safety 
in 2018 in France found that verbal aggression or threats against doc-
tors accounted for 66% of reported incidents, vandalism for 8%, and 
physical aggression remained stable at 7% [16]. 

Reactions to Violence

For immediate reactions: in half of the cases, the agent did not re-
act immediately to the attack and even in 85% there was no follow-up 
later. None of the assaulted staff members consulted a psychologist 
and 3 out of 54 staff members (5.55%) used the hospital’s occupa-
tional health service. Only one person in the study filed a complaint 
and 4 (7.4%) made a written report to the hierarchy. So, we can con-
sider that the vast majority did not notify the authority of the attack. 
Only 11.1% called a colleague for help, 20.37% spoke to their supe-
rior and 22.2% to the gendarmerie, the gendarmes are the ones who 
ensure security at the hospital, since it is a military training hospital. 
We notice that there are few notifications of aggression by agents at 
their workstations, little recourse to the occupational health service 
or to security, the psychologist has not received any agents who have 
been attacked, even though they are available in the hospital. The as-
saulted officer does not use the remedies available to him and manag-
es his aggression alone. This can be explained by the fact that when a 
person is a victim of violence at work, they do not necessarily want to 
talk about it to those around them for a wide variety of reasons. For 
example, she may find it difficult to put into words how she feels. She 
may consider that it was “not that serious” despite the consequences 
suffered. They may also not want to bother others or be afraid of be-
ing judged by talking about what happened. In any case, it is import-
ant for the victim of an assault to get help. Social support is key to 
breaking isolation.

Social support is the fact of reaching out to a third party to get 
support and a listening ear. This third party can be a member of his 
or her work, a relative, an acquaintance or a professional. Numerous 
studies show that receiving support and listening can reduce the risk 
of depression, anxiety, post-traumatic stress disorder and psycholog-
ical distress (ref). It is also recommended to report acts of violence to 
your employer and this allows you to

•	 Verbalize and externalize your emotions.

•	 Understand what happened.

•	 Be officially recognized as a victim or witness.

•	 Benefit from the support system set up by the employer 
(such as days off with pay, access to the employee assistance 
program).

If all the other officers who were victims of aggression declared it, 
it would make it possible to...

•	 Develop care tools for the recovery of the victim or witness.

•	 Create and develop prevention and training programs.

•	 Raise awareness of the problem beyond work organizations.

•	 Improve government policies in this area [5].

In France, a study carried out in 2019 by the National Observatory 
of Violence in the Health Sector had highlighted an under-reporting 
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of complaints filed by health professionals who were victims of vio-
lence in healthcare facilities in their activity, the report had noted an 
under-reporting (11% of complaints at the national level) [17]. And 
finally for the procedure, if the health worker decides on his own to 
file a complaint against a patient, he will have to go to a Police Station 
or a Gendarmerie. It is also possible for the person to write to the Pub-
lic Prosecutor of the Regional Court of his or her place of residence 
or the place where the offence was committed. Whether they were 
addressed directly to the public prosecutor or whether they were 
filed with the Police or the Gendarmerie, it is then up to the Public 
Prosecutor to decide on the action to be taken [18]. Article 32 of the 
Senegalese Code of Medical Ethics stipulates that “Except in cases of 
emergency and where he or she is failing in his or her duties of hu-
manity, a doctor may be led to refuse his or her care for profession-
al or personal reasons” and in Article 33 “The doctor may withdraw 
from his or her mission provided that he or she never causes harm as 
a result, to his patient. He must ensure continuity of care and provide 
all useful information to this end. » In other words, this means that 
under certain conditions, the doctor can indeed separate from an ag-
gressive patient [19]. 

Factors Favoring Aggression According to Study Partici-
pants

78.12% of the participants blamed the organisation of work. And 
as incriminating factors: for the populations in the study, it was main-
ly a question of: 

For Service-Related Factors:

•	 Insufficient or unsuitable staff (56.25%), 

•	 Insufficient or unsuitable material resources (54.68%), 

•	 Work in a place open to violence (32.81%)

•	 Insufficient or unsuitable space and premises (31.25%)

•	 Absence of an alarm system at 28.12%

•	 Lack of dialogue and lack of communication between col-
leagues at 23.43%,

•	 The lack of teamwork (18.75%),

For Work-Related Factors:

•	 Work overload (62.5%)

•	 Work in a hurry or under stress at 42.18%

•	 The lack of training on the management of violence at 
39.06%,

•	 The poor definition of the tasks performed by the agents at 
23.43% 

•	 Working alone at 20.31%

And the Main Situations that Encourage Aggression are:

•	 The waiting time considered long at 64.06%

•	 The dissatisfaction of the patient/family/companions at 
46.87%, 

•	 Lack of dialogue, communication and information at 39.06%

•	 Fear for one’s life or that of one’s parent/caregiver at 34.37%,

•	 Work with populations in distress (psychiatric patients, drug 
addicts, alcoholic patients, prisoners) at 29.68%,

•	 Poor patient reception conditions at 28.12%,

•	 And uncomfortable waiting room at 18.75%

The study that we had already taken as an example and which 
took place in Sousse, Tunisia and published in 2020 had shown that 
the frequency of acts of violence in hospitals would be explained in 
particular by the deterioration of the care relationship between the 
patient and the care staff (63.6%) on the one hand; but also by the fre-
quent use of violence by patients who consider it to be an easy way to 
achieve their objectives (47.8%), the absence of a permanent security 
service in the hospital (42.5%) and the shortage of human resources 
and equipment (40%) on the other hand [13]. Another study in 2011 
in France highlighted that the main causes of aggression in the emer-
gency room were: physical violence coming mainly from patients 
with psychiatric pathologies or “alcoholic” or under the influence of 
drugs, that it was the prerogative of 20% of caregivers (ref). 

And among the various causes of the aggressiveness identified, 
there were the sometimes long waiting times, the anxiety of the fami-
lies who were increased tenfold by the fact that they waited in a room 
outside the department while the patient was being cared for in the 
sector, the staff not always available to inform them of the causes of 
the wait and the care undertaken with the patient, the lack of knowl-
edge of how emergencies work, the large number of professionals 
involved in this sector, which complicates the coordination of the in-
formation transmitted to the caregivers and within the team, in addi-
tion, the caregivers who intervene have different levels of skills and 
training to prevent tensions or manage conflicts [20].

This study had also shown that the risk of violence was greater 
around 7 p.m. and at night between 3 and 5 a.m. and it also ques-
tioned the risk of working 12 hours and the possibility of remaining 
vigilant, efficient and available from 7 p.m. to 7 a.m. Our study showed 
that officers could be assaulted day and night.

The Consequences of these Attacks

The immediate consequences encountered by agents who are 
victims of aggression are mainly stress (50%) and feelings of insecu-
rity (59.25%). For delayed consequences: anxiety (14.8%), insomnia 
(12.96%), exhaustion at 37.03%, mistrust and/or fear of agitated pa-
tients at 16.66%, One person interviewed suffered from depression 
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as a result of the assault. And on work, this led to demotivation at 
29.62% and a drop in efficiency to 16.66%. The study carried out in 
Sousse observed the following consequences: a feeling of inferiority 
in 57.7% and lack of confidence in 38% of them, a feeling of hopeless-
ness. Depressed mood and loss of interest were reported by 53.5% 
and 50.7% of victims, respectively [13]. The emergency room staff, 
with some exceptions, are very involved and motivated in their work. 
But the repetition of hurtful words and aggressive attitudes can un-
dermine this motivation, leading to demobilization and mistrust. The 
more professional awareness is established, the more real the risks 
of burnout and the decrease in efficiency at work [20]. Workplace 
violence comes at a high cost to employers. For example, workers’ 
compensation (psychological and physical injuries) alone represents 
costs of $8 to $10 million per year for all organizations in Quebec [5]. 
The literature has also shown that violence causes an immediate and 
often lasting break in interpersonal relationships, in the organization 
of work and in the workplace as a whole, it increases the rate of absen-
teeism, requires work stoppages, deteriorates the work climate (ref). 
Employers bear the direct cost of lost work and safety improvements, 
but violence also generates indirect costs, such as reduced efficiency 
and productivity [10]. Violence at work does have a cost!

Solutions by Questionnaire Respondents

Almost 60% of the agents thought that a follow-up with the psy-
chologist was necessary after an assault and yet none of the people 
surveyed consulted a psychologist while he was present in the hos-
pital. Psychological support is a great help for employees who are 
victims of aggression in the workplace and as an example we take a 
study published in the European Journal of Trauma & Dissociation in 
April 2018 whose aim was to evaluate the effects of psychological de-
briefing on victims of an assault in the workplace on sixty employees 
(ref). The results showed that victims of an assault in the workplace 
had significantly higher traumatic symptoms (as measured by the Im-
pact Event Scale-Revised) than the control group. Such effects seem 
to diminish six months later for subjects who have accepted psycho-
logical care. Similarly, the subjects treated feel more comfortable in 
their work and have a less exacerbated feeling of fear six months lat-
er, compared to the other employee victims, and in conclusion, such 
results demonstrate a positive effect of psychological debriefing on 
employees who are victims of aggression in the workplace [21]. 

Indeed, quickly after the event and no more than 3 days later, it 
is recommended to set up a debriefing or an individual listening in-
terview with a professional (doctor, psychologist). This step allows 
the victim to deal with the emotions, thoughts, and feelings generated 
by the event (ref). A collective debriefing can also be set up for col-
leagues who witnessed the assault or colleagues of the victim who 
express the need to talk about the event. Following the debriefing, 
on the advice of the occupational physician and/or the occupational 
health service, additional psychological follow-up may be offered to 
employees whose condition requires it [22]. Completing certain ad-
ministrative and legal procedures, such as filing a complaint or re-

sponding to police interrogations, can be painful for the victim. The 
administration can also accompany and support them in such steps.

And Among the Solutions Proposed by the Agents, as Part of 
this Study: In terms of health and safety, violence at work is a risk and 
it is possible to prevent it because working in insecurity is not inev-
itable. By acting on the functioning of the company, its work organi-
zation and its environment, it is possible to prevent or at least reduce 
the violence incurred by employees [22]. The general principles of 
prevention of the Labour Code apply to the risks of external violence. 
Respondents to the questionnaire therefore proposed:

•	 To improve general and continuing training and insisted on 
training on the management of violence Indeed, training is need-
ed in the initial and continuing curriculum to teach caregivers to 
channel verbal violence, even physical aggression and to commu-
nicate better [18]. If this training becomes compulsory, it is still 
necessary that the training offered be in line with the experience 
of the field. Above all, the training must be as helpful as possi-
ble. Practical training in the management of violence for hospital 
staff should be set up, with certification at the end of this training 
and periodic renewal. Continuing education is instituted for the 
refresher and renewal of knowledge. It must be preponderant and 
essential in our regions, because medicine is constantly evolving 
and medical practice is becoming more and more demanding, and 
these training courses should be regulated by the hospital author-
ities and made compulsory in the future. 

•	 Strengthen security at the level of the UAS

Preventive measures to enhance security usually fall into three 
categories: 

Workplace design, administrative practices and work practices. 
Workplace design addresses factors such as layout, layout, signage, 
physical locks or barriers, lighting, and electronic monitoring. Ad-
ministrative practices are the result of decisions made by the service 
officer to carry out his or her work and reduce risks. Administrative 
practices may also include employee information and training, which 
includes not only information on the workplace incident response 
policy and process, but also, but also:

•	 The notions of civic-mindedness and respect

•	 How to respond to patients or members of the public who 
are upset or frustrated; How to de-escalate a conflict 

•	 How to respond to an incident of violence (e.g., emergency 
response, when to contact security or police)

•	 Learn about discrimination, family violence, diversity and 
cultures

•	 How to respond to people who are impaired

•	 Work practices are about how the officer goes about doing 
their job, they adopt different work practices, to reduce risk.
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•	 To better structure and reorganize emergency services to 
prevent acts of violence against officers

1.	 For Structures: Access to the care areas must be regulated 
and therefore the configuration of the premises and the equipment 
chosen must be adequate: no swinging doors, no coded doors, badge 
systems with automatic opening on approach must be preferred 

•	 Setting up privileged access for certain categories of patients 
(prisoners, etc.). 

•	 At the level of reception and waiting areas – encourage the 
implementation of a real reception and care policy (problem 
of inadequate reception desks, poor positioning of the IOA), 
or cramped, dirty waiting rooms, without minimum “com-
fort”.

2.	 For the Number of Staff: The data relating to peaks in vio-
lence must be analysed in order to adapt the healthcare and reinforce-
ment staff. Equipment is all the more essential as the staff is alone in 
more than half of the situations to manage the violence manifested. 
The problem of individual portable alarms arises mainly in emergen-
cy rooms and in all night wards where staff is reduced and often alone 
per floor. This equipment also helps to reduce the risk of violence. 
Alert and intervention procedures are needed to be implemented, 
disseminated to staff and tested regularly. 

3.	 Punish Offenders: Indeed, only one case of complaint has 
been filed among all the assaults, we are not in a position to know the 
outcome of the complaint. The objective must never allow a feeling 
of impunity and failure to take charge of a crisis situation to develop. 
And especially in the event of damage to the premises, threats, insults 
or physical aggression against staff. There must be protocols that 
make it easier for victims to file complaints. Support for victims of 
aggression if requested during local procedures (occupational medi-
cine, psychologist, or external procedures, in particular in the event of 
a complaint being filed with the police). 

4.	 Reduce Wait Times: The waiting time is a recurring reason 
for dissatisfaction and complaints (this waiting time in the emergency 
room has a complex dimension, with several services in succession); 
importance of the nurse organizer of the reception (IOA); ensure that 
patients requiring simple consultations are separated from patients 
requiring more intensive consultations; inform of the reasons for the 
wait; improve the coordination of the various actors and services; im-
prove the organization of work [2].

5.	 Not Seeing Psychiatric Patients in the Emergency Room: 
Psychiatric emergencies are often misleading, and difficult to assess: 
acute medical problems can take the form of a psychiatric crisis with 
anxiety, agitation and sometimes even delirium; conversely, psycho-
logical suffering can express itself through the body and take the form 
of intense abdominal pain or a paralytic attack [23]. Caution is the 
rule and close collaboration between psychiatrists and “somatic an” 
doctors is always essential. The non-reception of psychiatric patients 

in the emergency room seems utopian to us insofar as psychiatrists 
are rare in our regions, they are not available 24 hours a day, and psy-
chiatric services are even rarer. Psychiatric patients can suffer from 
somatic illnesses, and going to the emergency room can be a real anx-
iety for the psychiatric patient, hence its violence.

The staff working in the emergency department are sometimes 
helpless in the face of this unusual type of patient. The ideal solution 
would be the creation of an emergency psychiatric unit.

6.	 To improve the working conditions of agents, in par-
ticular with the spacing of guards and the reduction of working 
hours: The design of the premises is important, a pleasant environ-
ment contributes to feeling good in the hospital, both for the patient 
and for the nursing staff, and a better organization in place within the 
department, the staff distributed correctly according to needs. On-call 
duty in the emergency department is stressful and involves a lot of 
responsibility for the staff assigned to it, in addition to the workload 
which is very important, it will be necessary to space out the on-call 
duty to help the agents rest better, save money, to avoid burn-out and 
to be more efficient for the sick. The quality of life at work is an essen-
tial concept that finds its full meaning here.

7.	 Support from the Hierarchy for Agents who are Victims 
of Aggression: While the employer must do everything possible to 
avoid exposing its employees to the risks of external violence, a sup-
port approach for potential victims must nevertheless be provided in 
order to limit the trauma following an assault as much as possible. It 
will ensure that alert and rescue procedures are defined in the event 
of violence. It will provide for victim assistance systems (psycholog-
ical and medical support, filing complaints, etc.). The measures to be 
followed in the event of a violent incident must be brought to the at-
tention of employees and updated to adapt to changes in work. Built 
with the help of the occupational physician and/or the occupation-
al health service, and by seeking the opinion of the employees con-
cerned, this system will take into account the organization of emer-
gency services and the follow-up of the incident [22].

8.	 Equal Treatment between Patients and Caregivers: This 
seems difficult to us insofar as patients are not treated in the emer-
gency department in order of arrival but by degrees of urgency, which 
leads to misunderstandings and results in the frustration felt by some 
patients, or companions in the waiting room because it is this no-
tion of triage that escapes them, in any case they should not suffer 
discrimination apart from this above-mentioned reason: patient tri-
age. A complete welcome booklet to better explain, taking elements 
of the internal regulations on the conditions of stay, so that patients 
and companions are well informed of the rights and obligations for a 
peaceful and respectful stay for all, could help in this sense [24]. Arti-
cle 3 of the Senegalese Code of Medical Ethics emphasizes that: “The 
doctor must treat all his patients with the same conscience, whatever 
their opinions, their condition, their nationality, their religion, their 
reputation and the feelings they inspire in him” [19]. 
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9.	 To Better Inform Patients and their Companions: Fami-
lies and carers must be informed about the course of care, the referral 
decision and the place of hospitalization; It is important to involve 
user associations: the presence of volunteers in the field ensures the 
link between patients, their companions and the care teams. 

10.	 To Improve the Reception and Conditions of Stay in the 
Emergency Room: Staff should have an attitude of empathy and 
courtesy. The cleanliness and maintenance of the premises, lighting 
and signage (the deplorable conditions of stay in the emergency de-
partment are identified as a source of tension, both for the staff and 
for the patients and their companions). Flow management and defini-
tion of waiting areas; implementation of facilities for the comfort and 
confidentiality of patients (number of cubicles required, sufficient 
volumes, choice of colours, lighting). It is also necessary to ensure 
functional links and immediate proximity to partner services such as 
radiology, intensive care and intensive care [2].

11.	 Better Triage and Regulation of Patients: The mission 
of the emergency services is to ensure the unconditional reception 
of the sick at any time of the day or night. Formerly called “gate ser-
vices”, they are now recognized as hospital services in their own right. 
Equipped with increasingly sophisticated technical and therapeutic 
means, specialist doctors and experienced nurses, they became an es-
sential component of the health care system and a privileged place of 
training. Emergency departments are faced with a huge increase in 
consultants. Waiting times are prolonged by causing user dissatisfac-
tion. This trend is not likely to change according to the statistics (ref). 
The misuse of emergency departments is a widespread phenomenon 
worldwide. The emergency department is cluttered with an activity 
that usually falls under the umbrella of general medicine. Overcrowd-
ing of emergency services for inappropriate reasons influences the 
quality of services and increases the length of stay. To fulfill their mis-
sion and ensure a minimum quality of emergency care, it is necessary 
to act to reduce overcrowding. This prompted some departments to 
apply triage to determine which patients needed to be treated quickly 
and which could wait. The term triage (French and English) is synon-
ymous with selection, allocation, choice or classification. Triage is a 
medical procedure that classifies patients into different categories ac-
cording to severity and treatment priorities. It is done using a pre-es-
tablished tool according to the defined severity criteria. It is carried 
out at the entrance to the emergency room [25]. Internal and external 
regulation in the emergency department allows you to control the 
flow of patients and also helps with triage [26,27]. 

Conclusion
The Conclusion should Not Contain References it is Your 
Conclusion of Your Work

The violence of the emergency services is very real, and it is the 
reflection of the violence of society, medical practice has evolved and 
the patient-caregiver relationship has evolved, patients have become 
more demanding. Imperceptibly, the obligation of means slipped 

more and more into the obligation of results. It is necessary to recall 
the objective of the study and the methodology. Our study focused on 
violence in the emergency departments and was interested in the ex-
ternal violence encountered by the staff working in the HPD UAS, it 
sought to characterize these acts of violence, to understand their ori-
gins, the consequences that result from them and it proposed means 
of prevention.

Material and Method

Data were collected from an anonymous, self-administered ques-
tionnaire. The questionnaires were directly given to the agents work-
ing at the level of the HPD UAS. The data were entered on a mask on 
the Aska box software. The results and statistical analysis were ob-
tained on the Aska box and Excell software. It took place from Sep-
tember to December 2019 and from February to December 2021. 
The study showed that 84% of the study population had already been 
assaulted in the emergency room, that it was mainly verbal aggres-
sion (94.4% of aggression), that physical aggression was at 27.77%, 
that most of the aggressors were companions at 68.5% and patients 
at 42.5%, and that the aggressor could be a man as well as a woman. 
The main causes of aggression were at 78.12% the organization of 
work with in particular insufficient or unsuitable staff (56.25%), in-
sufficient or unsuitable material resources (54.68%), work overload 
(62.5%), work in a hurry or stress at 42.18%, waiting time considered 
long at 64.06%, dissatisfaction of the patient/family/companions at 
46.87%, lack of dialogue, communication, information at 39.06%. 
And the consequences on the staff were stress (50%), the feeling 
of insecurity (59.25%), anxiety (14.81%), exhaustion at 37%, a de-
crease in efficiency at 16.66%, demotivation at 29.6%. And the agents 
proposed several possible solutions that will take into account the de-
velopment of the service, the improvement of the working conditions 
of the agents, the reception of patients and their accopagnats, the so-
cial relations of the agents, training, information, psychological care 
of approved agents, the action of contractors, and a better triage and 
better regulation of patients, the ILO and the ILO also made recom-
mendations to address violence in the workplace. The main results of 
the study at this level should be given before the recommendations. 
And in cases such as preventing any risk at work, there is a need for 
the political powers to carry out a prevention policy. 

Recommendations
We Recommend

1.	 To Hospital Staff:

•	 To participate in the reception of patients and their compan-
ions, to be empathetic towards them 

•	 Provide patients with intelligible, clear and appropriate in-
formation 

•	 To report acts of violence to the authorities 

•	 To adhere to psychological care after aggression 

https://dx.doi.org/10.26717/BJSTR.2024.59.009338


Copyright@ :   Abdoulaye Diouf | Biomed J Sci & Tech Res | BJSTR.MS.ID.009338.

Volume 59- Issue 4 DOI: 10.26717/BJSTR.2024.59.009338

51799

•	 Better support their colleagues who are victims of aggres-
sion

•	 To better collaborate to help relieve overcrowding in the UAS 
by hospitalizing patients from their specialty as quickly as 
possible

•	 Improve social relationships within the team

•	 Participate in continuing medical education and violence 
management training 

2.	 To the State Authorities:

•	 Define a workplace violence prevention policy 

•	 Create a national observatory on violence in the workplace

•	 To improve the technical platform of our hospitals and to 
provide them with a qualified staff and a sufficient number,

•	 To increase the number of functional UAAs in the territory 

•	 To raise public awareness of how emergency rooms work 

•	 To improve the standard of living of the population

•	 To follow the recommendations of the ILO and the ILO and to 
integrate the general principles of prevention 

•	 Create emergency psychiatric units 

3.	 To the Hospital Administration of the Senegalese UAS:

•	 To follow and adapt the recommendations of the ILO and the 
ILO and to integrate the general principles of risk prevention 

•	 To improve the working conditions of agents, the quality of 
life at work

•	 To strengthen equipment and personnel, to improve the 
framework of the UAS 

•	 Strengthen the continuous training of staff, and training on 
the management of violence, to strengthen their capacities 

•	 Giving hospital workers a framework to speak

•	 To better support and accompany agents who are victims of 
aggression, to facilitate the filing of complaints in the event of 
aggression against agents 

•	 To improve the well-being of patients during their stay in the 
SAU, 

•	 To help with the reporting of acts of violence and to allow a 
more link between the occupational health service and the 
workers

•	 Facilitating psychological care after aggression

•	 To better organize the UAS 

•	 To create occupational health services with a sufficient num-
ber of occupational physicians, to help them prevent occupa-
tional risks 

•	 Valuing and rewarding the work of hospital staff

•	 To better motivate and, if necessary, financially, the agents 
who work in difficult services, to limit abandonment and also 
reduce the workload

•	 Make pictograms, signage and booklets for patients and 
their companions to explain how the emergency department 
works 

4.	 To Patients and their Companions:

•	 To respect hospital staff and to show courtesy, discipline, tol-
erance and patience in the hospital

•	 To respect the triage decision made at the entrance to the 
UAS

•	 To respect the health pyramid, to limit the number of non-ur-
gent consultations at the SAU.
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