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1.

Introduction and data handling notes

Introduction
The purpose of this document is to provide overarching indicative trend analysis in relation to
incidents of reported physical assault against NHS staff in the ambulance service in
England. This data is drawn from the NHS Protect Security Incident Reporting System
(“SIRS”), complimented by data from the Reported Physical Assaults (“RPA”) returns
gathered annually by NHS Protect.
This report reflects on the themes and trends of violence in the ambulance sector analysed
over a five year period, spanning from 1st April 2010 to 31st March 2015. Violence data has
been gathered within SIRS throughout this period and, through use of this single dataset,
provides a representative data set of violence data within the Ambulance sectors suitable for
this purpose.
The statistics provided are drawn from the data received from 2,902 incidents of reported
violence against NHS staff, occurring within 8 different ambulance organisations. To date
this is the largest pooling of cross organisational assault data and the widest scope for
analysis of this type by NHS Protect (or any other known source) in a single report, allowing
greater possibilities for use in examining the issues of violence in the ambulance sector.
The key areas of focus for this report are the following central classifications of data in
relation to violent incidents occurring in the ambulance sector in England:


Overall incident reporting; providing a proportional representation of the
distribution of violent incidents across the ambulance sector in England, both
cumulatively and over the span of five years, with a view to understanding changes in
reporting (both sector specific and overall) throughout this period.



Incident factors; including police reporting and attendance (with subsequent
sanctions), the frequency of additional incident factors (such as verbal abuse, theft or
criminal damage), involvement of medical factors and identified aggravating factors
as a presence within violent incidents.



Time factors; including an hour of day and day of week of occurrences of violence,
identifying key times where the frequency of violent incidents is highest within these
differing time contexts.



Victim and alleged perpetrator factors; including gender and age of both victims
and alleged perpetrators individually and their relationship collectively, and alleged
perpetrator types (i.e. patient, relative etc.)



Injury data: including the proportion of violent incidents resulting in injury and the
body parts most at risk when injuries do occur.
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This report will contribute to the security agenda of NHS Protect in regards to violence by
expanding the current levels of knowledge and providing a means to review an overall
picture of the issue of violence in the ambulance sector in England.
As well as for providing a basis for comparison of incident reporting within SIRS, information
in this report should be used alongside incident information produced locally by
organisational incident reporting systems as well as local security intelligence and expertise
to support NHS organisations and other healthcare providers to deliver improvements in
security.

Data considerations
All tables and statistics produced for this report, unless stated otherwise, is drawn from the
data within RPA and/or SIRS, which in turn is provided by NHS organisations from their own
incident records. Organisations are responsible for ensuring data provided to SIRS is as
accurate and comprehensive as possible. In all cases, data is deemed as correct at the point
of publishing to the best knowledge of NHS Protect.
This report relates to the common definition of physical assault against NHS staff, as defined
by the Department of Health (See Appendix 4). For the purposes of ensuring any
representations of data are as accurate as possible, it should be noted that the following
considerations apply to all SIRS data produced within this document:


Until such time that SIRS reportable incidents are provided comprehensively by each
NHS organisation in England, information produced is reflective of only a segment of
the NHS. Consequently, the graphs, statistics and other information provided within
are not definitive for the entire NHS or region. Data collected and represented from
SIRS does not, in some cases, reflect the entire annual incident data for each
organisation and instead may reflect a dataset of reported incidents that is not wholly
representative of the total figure. The size of each dataset and data considerations
will be indicated in each reports narrative, however for these reasons, the content
and representations of this report should be treated with caution. This information is
provided for an indicative, as opposed to decisive, analysis of assault information.



SIRS is a dynamic system, meaning that the number of incidents within it changes
constantly. When reviewing incident information, all published information should be
considered valid for the point of analysis only. Due to variance between date of
incident and the date reported to SIRS, the number of incidents reported as occurring
at any point in time may increase or decrease as time goes on for a number of
reasons, including additionally added incidents and amendments to the data within
incidents.



In order to provide data in a form that is indicative and proportional, so as to show
themes rather than actual statistics, information is provided in a proportional format –
i.e as a percentage of total incidents reported. This is so as to provide a fairer
representation of larger trusts which, by virtue of their size and having a greater
number of employees, may experience a greater number of incidents and may be
5

misrepresented if reflected without proportional representation). The usual
considerations when encountering information in this format should be applied.


Individual sections and graphs within this report will rely on specific datasets drawn
that are appropriate for inclusion based on the data available within each incident
record – for example, in relation to data reflecting the relationship between the age
and genders of alleged perpetrators or victims, the dataset for this report will be
refined to include incidents where this data is present, with incidents with missing
data of this type removed.



Although most reports are counted by each victim involved, there will be instances
where the context of the data changes – i.e. where it is necessary to represent
elements within a single incident, regardless of the number of victims, or there is the
need to repeatedly count the same incident in order to capture all relevant aspects
appropriately (e.g. statistics that relate to staff injuries sustained as a result of violent
incidents, will have examples where more than one injury was sustained in a single
event, so it is necessary to count each incident more than once in the context of the
different injuries sustained.)
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2.

Sources of data and size of dataset

Dataset size
The overall number of incidents pooled for the purposes of constructing this report is 2902.
This statistic represents the data set drawn from SIRS and produced within the context of
individual victims of reported violence against NHS staff, occurring within 8 different
Ambulance organisations during the period of 2010-2015 (see Appendix 3 for a list of all
contributors).
This represents roughly 34.9% of the overall incidents identified throughout this period by the
RPA return. The proportional size of this dataset is determined using the RPA statistics for
the ambulance sector in each year (please see Appendix 2 which explains more about
RPA). RPA is a yearly statistic drawn from all NHS providers and uses the same definitions
of violence that are applied by SIRS – being the only collection of its kind, it is considered to
be the most accurate source for representing the scale of violence in the NHS, hence the
use of it as a basis for comparison when considering the size of the dataset.
The SIRS dataset for this report (both overall and for each year) is produced below,
alongside the RPA return for the ambulance service that was gathered in this period. The
percentage size of each dataset against the RPA figure is also included, to show the spread
of data over the course of five years (and to indicate the extent that the SIRS dataset is not
evenly spread across this period).
As the dataset used is only a partial representation of the total number of incidents
occurring, all subsequent elements of this report must be considered indicative rather than
definitive data based on the dataset provided (see the ‘Data considerations’ section for more
information).
This is particularly reflected in Figure 1 of this document, which uses the same data from the
table to visualize the size of the dataset as a percentage of the overall reporting statistics.
Additionally Figure 2, which is produced in the next section, reflects the same data with the
purpose of showing both the overall reporting statistics for the Ambulance sector and SIRS
dataset in real terms over each year of the reporting period.

Figure 1 - Number of ambulance sector physical assaults within SIRS for each financial year

Ambulance
sector

2010-11

2011-12

2012-13

2013-14

2014-15

Total

SIRS dataset

395

467

588

636

816

2902

RPA return

1566

1630

1397

1868

1861

8322

% size of dataset

25.2

28.7

42.1

34.0

43.8

34.9
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3.

Overall reporting of violent incidents

This section provides insight into overall reporting of violent incidents, whilst additionally
complementing the previous section denoting the size of the SIRS dataset incorporated into
this report.
Alongside the SIRS data (for which the content and context is addressed in the previous two
sections), the graphs in this section are additionally drawn from the RPA returns gathered
annually. The RPA data provides a formalized statistic for the total number of physical
assaults occurring in each healthcare organization on a yearly basis, of which the SIRS data
is a part. Therefore, by collating the RPA data for the period 2010-2015 alongside the SIRS
data for the same period, it is possible to provide
a) A visual indication of violent incidents comparatively, over the course of 2010-2015.
b) An indication of how much of this is populated within the SIRS data utilised in this
report, also on a year by year basis.
The RPA collection itself summarizes assault data within its own publication of assault
statistics, further details of this data collection (and a link to said data) can be found in
Appendix 2.

Reporting of violent incidents
Figure 2 is produced for the purposes of identifying overall reporting trends for violent
incidents over the course of the five year period.
Additionally, the areas labelled ‘SIRS dataset’ within the bar chart reflects the proportion of
these incidents reported to SIRS, the contents of which will constitute subsequent sections
of this report and are consistent with the figures quoted previously (see the ‘Dataset’ section
for more information). These statistics are provided graphically, by way of a bar chart, to
allow a scaled comparison that can provide context as to the reporting sample used
throughout this report (as well as a year by year analysis).
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Figure 2 – Bar chart - Violent incidents reported by financial year (2010-11 to 2014-15)
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4.

Incident factors

This section represents several key elements in relation to the occurrence of violence
against staff, specifically in the context of the nature of the incident itself and any related
themes that stem from it.

Type of violent incident
This illustrates the nature of incidents of violence further, particularly where they occur as an
isolated action or concurrently to other forms of aggression, abuse and criminal behavior.
These elements are demonstrated in Figure 3.
The rationale behind these distinctions is that, firstly, it provides a greater understanding of
the type of incident that occurred by reflecting the incident in its entirety, rather than limiting
simply to the actual violence. Secondly, it is possible to understand a great deal about the
nature of violence through an appreciation of related themes occurring in the same incident.
This provides a point for reflection when considering other aspects provided subsequently in
this report, for example aggravating factors and the presence of medical factors.
Violence can be an individual occurrence or as part of a wider sequence of events within an
incident; this can include verbal abuse and aggressive/anti-social behaviour to NHS staff as
well as damage or theft from the healthcare environment - all taking place alongside the
actual acts of violence. Figure 3 provides analysis of this theme by detailing the percentage
of incidents of violence as a summary of the type of events that occurred in each incident
(whether it be violence in isolation or alongside any or all other types of security incident
described). Please note, this graph is only in relation to reported physical assaults, so does
not attempt to analyse the additional types of security incident except where they occurred
alongside an incident of violence.
It is proposed to review this aspect of incident analysis further in the future and understand
more fully the composition of violent events, both where they are isolated or occurring
alongside other elements of abusive/criminal behavior. This will provide more information on
the following considerations:


That aggression against NHS staff that is not accompanied by any of the recognised
typical accompanying behaviours of violence, i.e. verbal abuse, threats etc. may
indicates a spontaneous and quickly escalating incident or one that may have
occurred without warning.



On the other hand, violence that is not isolated and is accompanied with additional
non-physical assaults, such as verbal abuse or threats of violence, can imply a more
sustained form of aggressive behaviour, a longer timeframe of occurrence or even a
potential degree of escalation occurring that led to the actual violence.



That where a multitude of physical, non-physical and criminal damage/theft elements
occur in a single incident, there may identify a higher level of severity to the incident
10

and additionally a longer timeframe of occurrence (and potentially the opportunity for
de-escalation).
By making this distinction it will be possible to understand whether incidents that DO have
additional elements alongside the violence, escalated over a longer timeframe to culminate
in violence and, if so, the possibility to deescalating steps which could prevent this
conclusion. Additionally, in producing this comparison, it may be possible to demonstrate
that the changes in healthcare environment and the nature of patients and their treatment
types influences the nature of how violence occurs (and therefore can lead the process for
producing specific and focused solutions for addressing it)
Finally, for the purposes of clarity of data use, please note this element of the report is
provided with a focus on occurrence, as opposed to individual victim (as there can be more
than one victim within each occurrence) by removing the focus on individual victims and
making the count event-specific, this prevents duplication in the statistics. As a result, the
dataset is changed from the usual count of victims (2,902) to that of incidents. This results in
a slightly smaller count of incidents and reduced the dataset to 2,875 incidents.

Key indications from this graph:


In the ambulance service approximately 1.4% of violent incidents have theft or
criminal damage elements within them.



There is a greater majority of physical assaults with accompanying nonphysical abuse than physical assaults in isolation. Only 36.7% of violent
incidents in the ambulance service are isolated physical assaults.
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Figure 3 – Pie chart - Cumulative violent incidents reported by presence of additional incident factors (2010/11 to 2014/15)
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Medical factors
When considering the extent and nature of violence against NHS staff, a critical point of
consideration is in relation to the number of those physical assaults against NHS staff which
were considered, in the opinion of an appropriate person to have been unintentional due to
‘medical’ reasons prevailing at the time of the incident (see the definition in Appendix 4).
Producing this information as a proportion of overall violent incidents, the tables below
denote this subset of the total physical assaults where the medical condition of the assailant
was deemed to be a contributory factor (and subsequently as a percentage). This is
provided to put the data into context and better illustrate how many incidents (and what
proportion) were initially considered at a local level to be ‘prima facie’ or ‘at first sight’ not
criminally intentional. This is a significant distinction, as perception of medical factors being
present is particularly relevant when considering whether the victim wished to report this
matter to the police, subsequent police action and lastly, the achievement of sanctions (see
Figure 5).
Although SIRS captures details of medical factors as part of the data capture, the RPA
return captures this statistic for all NHS organisations - as this is a substantially larger
dataset than the SIRS data set and therefore more representative, the tables below are
drawn from RPA returns for each of the financial years covered by this report.
Please note that 2010 was the first year this data was captured, so the unfamiliarity with this
request may cause the seeming anomaly of lower statistics that are found for this year.

Figure 4: Medical factors as a part of overall incidents in the ambulance sector (2010-15)
2010-11

Ambulance
sector

2011-12

2012-13

2013-14

2014-15

Total

Medical
factors

Total

Medical
factors

Total

Medical
factors

Total

Medical
factors

Total

Medical
factors

1,566

281

1,630

426

1,397

435

1,868

508

1,861

551

%

2010-11

2011-12

2012-13

2013-14

2014-15

Average

Ambulance
sector

17.9%

26.1%

31.1%

27.2%

29.6%

26.4%
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Police reporting, attendance and subsequent criminal sanctions
The following section reflects the proportion of incidents of police reporting, attendance and
subsequent achievement of criminal sanctions as a percentage of total physical assaults
recorded against NHS Staff for the Ambulance sector in England. Figure 5 gives an overall
figure for the entire five year period.
It should be noted that, whilst there is a strong degree of logical relationship between these
factors, they are ultimately mutually exclusive and independent of each other. For example,
the reality of police involvement and reporting means that, although you would expect a
degree of correlation between the victim wishing to report, the matter being reported and
police attendance, this is not a rule in practice. It has been observed in previous reports that
numerous examples exist where:
a) the incident was reported to the police despite victim not expressing a wish to do, as
a result of the severity of the incident or local practices and procedures for police
involvement at individual healthcare organisations
b) the police responded to an incident but, upon reflection after the event, the victim
chose not to make a formal report after their arrival (this may link back to medical
factors - hence their inclusion within this graph)
c) the police attended an incident through the consequence of their usual work with
healthcare professionals or in the healthcare environment, meaning police
attendance does not necessarily imply that the incident was reported to them or
progressed as a crime
The proportion of achieved sanctions should be additionally be considered alongside the
proportion of incidents where medical factors have/haven’t been identified as an influencing
factor. Whilst this does not equate directly with lack of capacity (as this can only be
determined by an expert or court), it provides an indication of those incidents where capacity
is likely to be a factor, which in turn will apply to the amount of incidents where sanctions are
appropriate or possible.
In relation to the data itself, the sanction information is drawn from the RPA data, as
opposed to SIRS, as this represents the data provided by all NHS ambulance trusts,
therefore providing a greater dataset for use and formalized statistics (as a result there is a
larger dataset for this element). Additionally, even within the SIRS records the datasets for
each table differ based on populated fields for each - in some incidents, it will be known, for
example, that the matter was reported to the police but no information is provided whether
they attended. As a result, where no data is present this has been removed from the dataset
to prevent confusion.
Finally, please note sanction figures reflect the year that the sanction was imposed and not
necessarily the year in which the physical assaults took place. This is due to the length of
time that might occur between the incident and the date the sanction was achieved.
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Key indications from this graph:


In the ambulance sector almost 75% of all assaults are determined as not
having medical factors, the victim wishes to report the incident in 50.7% of
cases. In relation to police interactions, incidents of violence are reported to
the police in 70.1% of cases and attendance of 62.3% and sanctions 20.4%



The ambulance sector data with regard to the police is indicative of the
frequent exposure and close working arrangements that the two emergency
services have from working in the public domain and the occasions where the
two services overlap (for example road traffic accidents, assaults between the
general public etc.). Individual ambulance services also have established
protocols for police referral and attendance in environments and
circumstances perceived to be dangerous (which is where violence is most
likely to occur) which impacts on the attendance in circumstances where
violence does occur.
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Figure 5 – Bar Chart – Average police reporting, attendance and subsequent criminal sanctions for violent Incidents (2010-11 to 2014-15)
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Aggravating factors
Aggravating factors are those which add to the legal severity of the incident, its impact on
the victim or the degree of society’s disapproval for it. Alongside the earlier charts
characterising the presence of additional non-physical abuse or theft/criminal damage
elements (see Figure 3) they add detail to the violent event by explaining the circumstances
that surrounded the actual act of violence.
It is recognised that there are limitations as to the dataset for this particular subject, as
identifying where they are present and, when they are, what specific type they were is a
continuing development point for both SIRS and the individual NHS organisations capturing
this information- caution is therefore applied do to the limitations of the data present.
However, there are strong trends that warranted inclusion in this report. Inclusion also
demonstrates the level of detail that is possible with the SIRS dataset that can be revisited in
the future, once the current greater emphasis placed on capturing this information results in
a more complete dataset.
Figure 6 overleaf denotes the presence of aggravating factors, by way of pie chart. The
dataset for this chart is drawn from assaults where there was a response to this field,
impacting on the dataset slightly (see the subsequent table). The graphic additionally
produces a highlighted proportion for incidents where there were not only aggravating
factors, but where the details of the factors itself have been recorded and show the
percentage of what these factors were by way of an additional bar chart.
The aggravating factors specifically identified by SIRS are based on the perceived
influencing factors of alcohol, drugs (this would be illegal drugs and not those associated to
treatment – which would instead by listed under medical factors). Additional factors relate to
the use of weapons, or elements of a racial or religious motivation or sexual motivation or
component to the violence. It is possible that more than one aggravating factor could apply
in each incident and that, additionally, each alleged perpetrator may exhibit (or each victim
may be the victim of) any variety of them. For this reason the pie chart shows the overall
ratio of incidents (by occurrence rather than victim) that have data that records the
presence/absence of aggravating factors, in order to give a representation of the number of
incidents where these factors occur. The bar chart breaks up all reported elements for each
incident, whether it be one aggravating factor or many, and summarises the frequency of
their presence (as a result, the number of identified factors is larger than the number of
incidents they occurred in).
Key indications from these graphs:


Where aggravating factors are present and have been identified in the
ambulance sector (in 48% of incidents), approximately 95% of all factors
identified relate to alcohol or drugs (though this does not exclude
circumstance where it is both).
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Figure 6 – Pie/Bar chart – Incidents with/without aggravating factors identified (2010-2015)
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5.

Time factors for the occurrence of violence against
NHS staff

Identifying the times when the frequency of violence is highest is a key theme to
understanding the nature of violence and how it occurs in the NHS setting. Certain times
when violence is identified as being most prominent contributes to characterising the causal
factors of violence and, particularly when used in consideration against other themes
highlighted in this report. This in turn gives insight into the causes and catalysts for violent
incidents that can precede active steps to address it (which is an area that has been
identified as a result of this report as a focus for future work).
As this section focuses on the timeframe of incidents occurring, the dataset produced and
used for it is within an incident specific context, focused on the number of occurrences, as
opposed to counting by the number of victims – this has affected the dataset size
accordingly but additionally provides a clearer narrative on the actual occurrences of violent
events.

Month of year of occurrence
Analysis has been completed in relation to a review of the frequency of violent incidents
occurring on a monthly basis. This data was then processed on a year by year basis and as
an overall average, with a view for determining trends in occurrence that might inform or
provide insight into the subject matter.
It was found that, when considering both the yearly statistics as well as the average of all
years combined, that the result did not produce any worthwhile elements for inclusion. In all
cases, trends were negligible at best and no meaningful insight could be made from the
results. Additionally, there is a perceived flaw with calculating incident data per calendar
month, in that the uneven breakdown of days within each month cannot be taken into
account, as well as variables such as leap years.
In many ways, graphs which show strong correlation on a monthly context are as useful as
those with none. Whilst strong correlation shows areas where there are clearly influencing
factors that have causes such extremes of occurrence (be they high or low), where there is
no correlation (or correlation is weak) it could mean that either a) the month of year is not by
itself a contributing factor that influences the occurrence of violence or that there are factors
that change each year that are not represented within this context yet affect the frequency of
violent incidents (for example the weather).
For this reason, the graphs and data produced is not included for this element of the report,
however it is available on request.

Day of week
Continuing the theme of analysis of violent incidents within the context of time, the area of
focus for the next series of graphs and table focuses exclusively on frequency of violence
through the course of a week.
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It is a long recognised fact that the day of the week impacts on many elements of patient
contact and treatment throughout the NHS as a whole, so it is a reasonable assumption to
think these subsequently impact on occurrences of violence. Factors such as increased
alcohol use at the weekend are an example of what might increase violence. Further
analysis in consideration of these factors would be possible in the future, particularly once
more information or greater insight is available (i.e. using data reflecting a higher percentage
dataset of each sector and with added filters to indicate where medical factors and
aggravating factors can/cannot be demonstrated).
Figure 7 is a re-arrangement of the reported physical assaults within this dataset, with a
view to reflecting percentage of violent incidents occurring each day of the week. Figure 8
then adds additional data to this context, once again reviewing the frequency of alcohol as
an aggravating factor in this context of daily incident occurrencs.
Each bar on the graph provides a 24 hours basis for each day of the week, therefore it is
important to remember that, for example, Friday night flows into Saturday morning and that
high frequencies of incidents on Saturday, for example, may reflect factors and behaviours
from late at night on the day before. The inclusion of an hour by hour context for occurrence
of violence is more adequately demonstrated in Figures 8 and 9.
Key indications from this graph:


The ambulance sector has the large extremes in the range from highest to
lowest days for occurrences of violence, with Saturday accounting for
approximately 18.2% of total assaults occurring and Tuesday 12.1%. Given
that, alongside Saturday, the two additionally highest days of occurrence are
Sunday (16.7%) and Friday (14.8), which cumulatively accounts for almost of
half of ALL assaults recorded in that sector (approximately 49.7%) this
suggests that the impact of the weekend is a strong contributory factor for the
occurrence of violence in this sector.



When considering the impact of alcohol as an aggravating factor, there is a
clear indication that the frequency of these incidents rises at the weekend.
During Saturday and Sunday, 40% of violent incidents occurring are deemed
as having alcholo as an aggravating factor.



The overall number of incidents of violence rises during the weekend, so the
percentage rise of alcohol related incidents is not indicative of the actual rise
in these types of incident, which is substantially higher than the percentage
rise would suggest. This may be as a result of poor reporting, or of the
inability to definitively identify an incident having alcohol involved. In any
event, 40% of the 539 violent incidents occurring on a Saturday (216) is a far
higher level of incidents than 31.4% alcohol related incidents of the 382 overall
incidents that occurred on a Monday.
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Figure 7 – Line chart – Percentage of violent Incidents occurring per day of the week (20102015)
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Figure 8 – Bar/Line chart – Percentage of alcohol related violent Incidents occurring per day of the week as proportion of total violent incidents
(2010-2015)
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Time of day of occurrence
With a view for focusing purely on the context of time of day, the following section provides
the hourly breakdown of incidents of violence against NHS ambulance staff in England taken
out of a monthly/day of the week context to consider the timeframe of the incident in
isolation.
In accordance with this approach, each of the following figures (Figures 10, 11 and 12
respectively) produce violent incidents reported for each sector purely within the context of
the full 24-hour timeframe over the five year period, reflected as an overall percentage of all
incidents and charted on a radial chart by hourly occurrence; this allows clear indication of
the times when violence is most frequently experienced by NHS staff in each sector.
Removal of the day of the week context that was used in Figures 7 and 8 allows for a more
cumulative reflection of time data, drawing out the impact of time of day more fully than in
the day of the week context (where time trends were split between each day of the week).
This graph is subject to a reporting anomaly that has required modification from the usual
dataset. It has been observed that time data within incident records, where not being entered
properly, will sometimes be provided to SIRS as “00:00” - which would be synonymous with
an incident occurring at midnight. In order to prevent an artificially inflated dataset for this
particular timeframe (which would be the 00:00-00:59 field) by including data which is
incorrect, where “00:00” is entered for this field it has been discounted and removed from the
dataset; meaning the first timeframe is 00:01-00:59 instead, rather than the full hour. This
modification may impact on genuine cases that occurred at midnight and therefore the
“00:01 – 00:59” timeframe may be artificially low (other timeframes will be unaffected) - this
impacts on the size of the dataset, which is reduced from that used in Figure 8, to a smaller
figure of 2,013 incidents. Had this removal of 00:00 data NOT taken place, the 00:00-00:59
time range would have had an additional 889 incidents, which have constituted
approximately a third of the entire dataset.
Please note that the data presented here differs greatly from that published previously in the
“SIRS/RPA Five Year Analysis of Violence in the NHS” report – the reports have a similar
format, however because the data for this report was drawn at a significantly later date
(approximately six months later), the datasets differ, with the dataset for this report being
larger - this has impacted greatly on all fields, but in particular the 23:00-23:59 time range
has vastly increased from the previous representation in the earlier report.
Key indications from these graphs:


The ambulance sector incident timeframes is very heavily weighted from the
late evening onwards towards midnight. Incidents occurrence rises
significantly from 20:00 onwards and remains high until 01:59. This timeframe
accounts for the vast majority of incidents occurring in this sector, with a
relatively small number of incidents occurring at any other time (with the
exception of a noticeable, but far less significant, rise between 15:00 and
17:59).
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In regards to the occurrence of violent incidents with alcohol as an
aggravating factor, the indications are similar to figure 8, which focussed on
day of the week, yet draw similar conclusions. There is a rise in the
percentage of alcohol related incidents in the evening period, however the
proportion of this increase is not indicative of the actual rise in these types of
incident, which is substantially higher than the percentage rise would suggest
due to a rise in overall incidents reported in this time. This may be as a result
of poor reporting, or of the inability to definitively identify an incident having
alcohol involved. In any event, 64% of the 253 violent incidents occurring
between 23:00-23:59 (162) is a far higher level of incidents than the 33.8%
alcohol related incidents of the 88 overall incidents occurring at 14:00-14:59
(23).
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Figure 9 – Radial chart – Overall percentage of violent incidents occurring by time of day (2010-2015)
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Figure 10 – Bar/Line Chart – Percentage of alcohol related violent incidents against total violent incidents occurring by time of day in ambulance
sector (2010-2015)
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6.

Victim and alleged perpetrator factors

The following section examines the key elements in relation to the occurrence of violence
against NHS staff, specifically in the context of the victim and alleged perpetrator. This takes
into account elements such as the age and gender of each (and their relationships), the
frequency of injury as a result of violence (and those sustained) and the types of alleged
perpetrator (i.e. patient/relative etc.).
Whilst this by no means reflects the full extent of the human factors that influence and
pertain to violence in the NHS, painting a picture of these general elements contributes to
the overall picture of violence and additionally draws themes and trends that could be used
for closer analysis once the SIRS dataset has grown and more data is available. In
particular, other elements within this report (such as medical and aggravating factors, police
attendance and sanctions etc.) could be analysed more closely within this perspective.
In relation to gender of both the alleged perpetrator and victim, NHS Protect recognises that
by representing gender as a binary (male/female) does not provide a diverse narrative of
society. For the purposes of producing this data, non-binary genders have not been
included, purely because from a reporting and statistical perspective, they are of such small
occurrence that they cannot be reflected in any meaningful manner.

Victim age and gender
In order to gain a picture that effectively represents gender dynamics in relation to violent
incident, and in turn identify the most frequent victims of violent incidents, Figure 11 is a
population pyramids, determining the age and gender of victims. These demonstrate the
percentage of each age range and gender that has been exposed to violence in the
Ambulance sector between 1 April 2010 and 31 March 2015.
The dataset is victim based, with each victim counted once – however, the dataset is
necessarily limited to circumstances where the gender and age range of the victim was
available within the incident data, which is not always the case. As a result, where this data
was not provided it has been removed from the dataset.
The second graph, labelled Figure 12, determines this victim data in relation to gender
alongside the actual NHS employee statistics produced by the Health and Social Care
Information Centre (HSCIC). The purpose of this comparison is identify the ratio of incidents
against each gender as a proportion of the workforce that they represent – this will indicate
which groups are proportionately at lesser or greater risk.
As this data relates to the entire Ambulance Sector workforce, the ‘unknown’ genders which
were removed from Figure 11 have been added, to give the overall SIRS data alongside the
HSCIC data. This ‘unknown’ element adds a margin of error of approximately 14%, which
clouds the ability to draw definitive indications. This identifies an area where clear
improvement in data quality is needed to draw clearer results.
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Key indications from these graphs:


The ambulance sector records incidents of violence occurring to both
genders, however this is weighted far more heavily towards males, particularly
those in the 36 – 40 and 41 – 45 age range, which are almost equal in the level
of violent incidents sustained (11.1% and 11.3% respectively). The two age
ranges bordering these key demographics on either side (31-35 and 46-50)
also constitute substantial levels of occurrence (8.5% and 9.6% respectively).



Comparison between the HSCIC data and the SIRS dataset is limited due to
the 14.1% margin of error (see above), which prevents definitive identification
of a proportional/disproportional risk to either gender – however, given that
this margin of error, if applied entirely to either gender, would not vary the
data extensively from the HSCIC breakdown of the sector, it is reasonable to
assume that the risk is not extreme – further improvements of data quality will,
however, make the full extent more visible in future analysis.
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Figure 11 – Population pyramid – Overall percentage of violent incidents in ambulance sector by age range and gender of victim (2010-2015)
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Figure 12 – Pie chart – Comparison of HSCIC staff structure statistics against gender of victim (2010-2015)

HSCIC Qualified ambulance staff as of 30/06/2015 by
gender

2010-2015 Physical assaults by gender of victim

Notes
1. The identified ambulance staff within the HSCIC data have been filtered to include the following job roles, which have been deemed to be roles with
the remit of contact to patients and the general public: Manager, Emergency care practitioner, Ambulance paramedic and Ambulance technician.
2. As it is possible for non-patient-facing staff to be assaulted, a small number of victims on SIRS will not be included in the above job roles and so are
not included within this graph.
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Alleged perpetrator type
The table below identifies the role of each alleged perpetrator in the context of the incident
itself, identifying whether they are a patient, a relative/friend or some other individual not
immediately associated with the treatment.
Once again, this information is produced in the context of the alleged perpetrator, meaning
any incidents with no information in relation to alleged perpetrators have been removed and
that, each time a perpetrator has been included within an incident, even if it were two for the
same victim, they have been listed as separate entities.

Alleged perpetrator age and gender
Similarly to the previous section, which considered the gender and age ranges of victims,
Figures 13, 14 and 15 in the next section focus on perpetrator information. As such, the
following graphs are produced as population pyramids, determining the age and gender of
alleged perpetrators
The dataset for this section of the report is somewhat unique in that it is produced as
perpetrator specific data, some incidents have no alleged perpetrator data and some have
more than one alleged perpetrator (or the same alleged perpetrator assaulting two or more
victims) – this impacts on the incident but, with a view to producing data as accurately as
possible, each time an alleged perpetrator has been included within an incident, they have
been listed as a single entity (this is additionally necessary as there is no way to confirm
when there is the same perpetrator in each case).
Similarly to the victim data in the last section, the dataset in this section is limited to
circumstances where gender and age of alleged perpetrators was available, with blank
incidents being removed (as the data is perpetrator specific there would be no way to include
this meaningfully) – this impacts on the size of the dataset quite dramatically to 556
individual perpetrators over the five year period.
Finally, the NHS Protect violence definition considers assaults to exist and be reportable for
all age ranges, hence extreme circumstances where the perpetrator was very young. As
NHS staff can be injured and suffer adverse effects from any sort of assault, even that
perpetuated by a child, this data is included for the purposes of providing the full picture.
Key indications from these graphs:


The ambulance sector is characterised by the far larger proportion of male
perpetrators than female, emphasized throughout all of the age ranges (with
the exception of 46-50, where the female proportion is higher) but the extreme
examples of male dominance as alleged perpetrators is found in the age
ranges 21-25 and 26-30, which are additionally the highest level of incident
occurrence, in which males make up 9.9 and 10% - close to 20% of all alleged
perpetrators.
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When considering medical factors and the presence of alcohol as an
aggravating factor within the gender and age context, there is a presence of
both consistently in both age ranges and genders. However, alongside this are
clear indications where the occurrence of violence seem disproportionally
high – in particular, males aged 20-24 are identified as having a high
proportion of violent incidents with alcohol as an aggravating factor.
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Figure 13 – Population pyramid – Overall percentage of violent incidents in ambulance sector
by age range and gender of alleged perpetrator (2010 – 2015)
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Figure 14 – Population pyramid – Overall number of violent incidents in ambulance sector by
age range and gender of alleged perpetrator, filtered by medical factors as a factor (2010-2015)
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Figure 15 – Population pyramid – Overall number of violent incidents in ambulance sector by
age range and gender of alleged perpetrator, filtered by alcohol as a factor (2010-2015)
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7.

Injury types and locations

Proportion of violent incidents resulting in injury
Taken as a percentage of total victims of violence reported to SIRS, the table below
indicates the percentage who did/did not sustain an injury as a result of the assault they
sustained. Further explanation of this term, in the context of the NHS definition of
assault, can be found in the “Definitions” section of this document.
Please note that absence of injury does not eliminate physical discomfort sustained by
the victim as a result and instead identifies circumstances where the assault had a
tangible physical impact upon the victim. Additionally, the data is drawn in the context of
each victim, not each incident (so as to reflect all participants who may have been
involved in each occurrence).
This data is presented by way of a table, reflecting all data over the five year period and
the subsequent average drawn from this data.

Figure 16 - Proportion of assaults resulting in injury 2010-2014

Ambulance
sector

Non Injury

Injury

% of
injuries

Grand
total

2010-11

114

281

71.1

395

2011-12

132

335

71.7

467

2012-13

214

374

63.6

588

2013-14

243

393

61.8

636

2014-15

289

527

64.6

816

Average

198.4

382.0

66.6

580.4
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Sustained injuries by body part affected
Figure 17 attempts to demonstrate the locations of sustained injuries resulting from
violence, through use of an annotated diagram with linked statistical data to identify the
percentage of injuries recorded to each body party over the five year period.
As it is possible for any victim of violence to sustain more than one injury in each violent
incident, for the purposes of producing this data and calculating the appropriate
percentage, each injury has been removed from the context of the incident (whether it
was one of several injuries sustained or a single one) and produced as a list of all
injuries, from which the percentage has been drawn.
Although this is an illustrated diagram, as opposed to graph (for the purposes of
visualizing the location of the injury and showing trends in the context of a human body).
Figure 18 indicates the proportion of assaults with the presence of drugs and alcohol
identified as an aggravating factor that resulted in injury. These are provided alongside
incidents where no aggravating factor was identified, with a view to providing context to
this data and giving a basis for comparison.
Key indications from these diagrams:


Proportionally, most injuries are sustained to the arms of the victim, with head
injuries the second highest location injured



Given the relative size of the trunk (i.e. the chest, abdomen and back)
compared to smaller locations on the body, there is a lower frequency of
injuries sustained to these body parts.



Incidents of violence with drugs and alcohol identified as an aggravating
factor are more likely to result in injury to the victim. This is particularly the
case for incidents involving drugs, which are approximately 10.7% more likely
to result in injury.
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Figure 17 – Diagram – Overall percentage of injuries sustained during violent incidents against
NHS staff in ambulance sector by location of injury
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Figure 18 – Diagram – Overall percentage of incidents resulting in injuries sustained during
violent incidents against NHS staff in ambulance sector by aggravating factor present

71.8%

DRUGS

ALCOHOL

NONE

65.1%

61.1%
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Appendices and data tables
Appendix 1 - What is the Security Incident Reporting System (SIRS)?
NHS Protect’s Security Incident Reporting System (SIRS) is an electronic tool which allows
NHS health bodies to report security incidents occurring on their premises to NHS Protect,
enabling the creation of a national picture of such incidents across the NHS in England for
use in detecting and preventing crime in a national, regional and sector specific context
through use of incident analysis.
SIRS allows users to directly input data into the SIRS database and can also import data
from most commercial risk management systems in use in the NHS. In both cases, data that
is usually recorded individually by separate organisations is collectively captured and pooled
in a consistent manner. This in turn provides a singly applied dataset for incidents, which in
turn allows comparison and trends reporting in a like for like manner and can reflect the
national, regional and sector specific picture of security in the NHS
SIRS helps NHS Protect measure the nature and scale of security incidents across the NHS
– not just those involving physical assaults on staff but also those involving non-physical
abuse and theft of/damage to NHS assets. This is in line with the long-term aims of NHS
Protect to meet the needs of NHS staff and patients in providing a safe, secure environment
in which to deliver and receive care.
SIRS development continues to date, with a particular focus on implementation and use by
individual healthcare organisations, so as to increase the amount of data available. Once
fully actualised, the system will supplement the range of existing methods used by NHS
Protect, such as risk measurement and research projects, to identify trends and patterns to
drive proactive work. By regularly collating data from trusts, it will allow local, regional and
sector specific findings to inform prevention and deterrence work across NHS Protect across
the entire NHS security landscape.
At a local level, SIRS already enables trusts to monitor the rate and types of security incident
on their premises alongside a wider perspective, with the means to identify trends, run
reports, generate security statistics and compare their performance against the national
picture or that of their sector specifically.
SIRS was first made available from 1 April 2010, to coincide with the date from which health
bodies were asked to report details of physical and non-physical assaults and property
loss/damage to the then NHS Security Management Service (now NHS Protect).
The following security incidents fit the remit for SIRS data capture:


Any security incident involving physical assault of NHS staff



Non-physical assault of NHS staff (including verbal abuse, attempted assaults and
harassment)
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Theft of or criminal damage (including burglary, arson, and vandalism) to NHS
property or equipment.



Theft of or criminal damage to staff or patient personal property arising from these
types of security incident.



Funding from the Department of Health for the development of SIRS meant this
approach can now be applied to two other main areas of the NHS Protect remit:
tackling non-physical abuse of NHS staff and protecting NHS assets, something
which had not previously been possible.



Reporting on SIRS is enshrined in the following requirements:



The NHS Standard Commissioning Contract for providers, specifically clause 24.6.2
which relates to the reporting suspected or actual security incidents or breaches to
NHS Protect



NHS England’s Serious Incident Framework document (produced in March 2013)
places a requirement on health bodies to report to NHS Protect via SIRS.



SIRS use also supports compliance with the NHS Protect Security Management
Standards for Providers 2014/15, via a pilot standard (2.7) in relation to reporting
physical assaults. SIRS use is additionally a form of suggested evidence cited in
standards 2.6 and 3.11).
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Appendix 2 - What is Reported Physical Assaults (RPA)?
In November 2003 the Secretary of State for Health issued Directions to NHS bodies on
‘measures to deal with violence against NHS staff.’ The Directions introduced a new
common definition for physical assaults against staff for recording and reporting purposes,
which replaced any definitions of physical assault previously in use across the NHS and
required health bodies to report all incidents of physical assault on NHS staff to NHS Protect,
formerly the NHS Counter Fraud and Security Management Service (NHS CFSMS).
The requirement to report is also contained in Clause 37 of the new NHS Standard Contract
2012-13. All health bodies and those providing services under the NHS Standard Contract
2012-13 are required to record incidents locally and report them to NHS Protect. The
previous NHS Standard Contracts also contained a mandatory clause (in Schedule 13, part
2), placing non-voluntary reporting requirements on NHS Foundation Trusts.
In addition to in-year incident reporting to NHS Protect via SIRS, each health body is
required to submit an end of year return confirming the number of physical assaults against
staff in line with the above mentioned definition.
The annual Reported Physical Assaults against NHS staff (RPA) data collection exercise
known until 2012/13 as the Violence against Staff or VAS data collection exercise is the
process by which the national returns are collated and validated. Since its introduction in
2005, NHS Protect has collected and published national data on the number of physical
assaults against NHS staff. This makes it possible to assess the true nature and scale of the
problem at a national level.
More information regarding RPA and previous publications of data can be found at
http://www.nhsbsa.nhs.uk/3645.aspx
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Appendix 3 - Contributing healthcare organisations
The following section gives a breakdown of all contributing organisations who have
submitted incident data to populate this report. Although in some cases the data provided
will not reflect the full number of assaults recorded in each organisation - for a full list of
individualised organisation assault data on a year by year basis, please refer to the yearly
Reported Physical Assault (RPA) data produced by NHS Protect which can be found at
http://www.nhsbsa.nhs.uk/3645.aspx

EAST MIDLANDS AMBULANCE SERVICE NHS TRUST
EAST OF ENGLAND AMBULANCE SERVICE NHS TRUST
LONDON AMBULANCE SERVICE NHS TRUST
NORTH EAST AMBULANCE SERVICE NHS FOUNDATION TRUST
SOUTH EAST COAST AMBULANCE SERVICE NHS FOUNDATION TRUST
SOUTH WESTERN AMBULANCE SERVICE NHS FOUNDATION TRUST
WEST MIDLANDS AMBULANCE SERVICE NHS FOUNDATION TRUST
YORKSHIRE AMBULANCE SERVICE NHS TRUST
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Appendix 4 - Definitions
The common definition of physical assault against NHS staff, as defined by the Department
of Health, for recording and reporting purposes is shown below and replaces any other
definitions of a physical assault that can be applied:
‘The intentional application of force against the person of another without lawful
justification, resulting in physical injury or personal discomfort.’
The elements of this definition are further explained below.
Application of force: direct or indirect physical contact
The application of force to the person of another is a requirement of the definition. NHS
physical assaults so defined are consistent with, and may be compared to, the common law
offence of battery or assault by beating.
To satisfy the definition, physical contact must be made directly (person to person) or
indirectly, for example involving the use of a weapon, object, liquid or spittle. Equally, the use
by a person of an animal to attack or otherwise cause personal discomfort would constitute a
physical assault.
Lawful justification
There will be occasions where there is ‘lawful justification’ for the application of force. For
example, a police officer exercising his or her powers, or cases where a patient, service user
or member of the public needs to take hold of a member of staff to steady themselves and
prevent a fall. Such incidents would not constitute an assault in line with the NHS definition.
Interpretation of ‘intentional’
All incidents of physical assault on staff, including those that may have been due to the
patient’s mental ill health, severe learning disability, medical illness or as a result of
treatment administered, should be reported to the NHS Protect. Other than in exceptional
cases, all occasions when a patient, service user or member of the public makes any
unnecessary, unwarranted or uninvited physical contact with an NHS staff member are
regarded as an intentional act of assault.
Physical injury or personal discomfort
The definition includes assaults resulting in physical injury or personal discomfort. In either of
these circumstances the incident must be fully reported and recorded locally for counting
purposes.
The absence of a visible injury does not preclude personal discomfort. The very fact that a
member of staff has chosen to report the incident locally would suggest that they felt the
contact was unwelcome, unwarranted or unjustified and it should be assumed, unless
enquiries conclude to the contrary, that the assault caused them personal discomfort. NHS
Protect would expect all such reports to be included in the health body’s returns.
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Definition of NHS staff
NHS staff means directly employed staff AND contracted staff and professionals providing
services or goods to the health body. For the purposes of RPA returns we would also expect
assaults on volunteers and students providing services to the health body, and for whom the
health body have a duty of care, to be included.
In general, the following categories fall under the definition of ‘NHS staff’ for the purposes of
dealing with physical assaults:


directly employed staff and professionals, contractors, students or volunteers,
including those involved in shared-care provision of NHS services



those providing services or goods to the NHS during the course of their work on site
or off site, or if they can clearly be identified as and targeted as an NHS employee,
for example, by their uniform or other indication



on duty or off duty, but the assault is as a result of them being an NHS employee, or
where they can clearly be identified and targeted as an NHS employee, for example,
by their uniform, use of a designated staff area or other indication

Person responsible
Physical assaults on staff as defined above must be included, whether they have been
committed by a patient or service user or member of the public. Staff on staff and patient on
patient assaults are excluded from this report, as are any incidents of staff on patient
violence or abuse.
Non physical assaults
Although the content of this report relates entirely to physical assaults against NHS staff in
England, there are areas where reference is drawn to “non-physical assaults” and their
presence within violent incidents.
Where this is the case, the following definition, drawn from directions introduced in
November 2003 via the Secretary of State Directions on work to tackle violence against staff
and professionals who work in the NHS, is applied:
“The use of inappropriate words or behavior causing distress and/or constituting
harassment”
It is difficult to provide a comprehensive description of all types of incidents that are covered
under this definition, however, SIRS requires confirmation of any of the following to
constitute non physical assault. :


Verbal abuse and swearing (including offensive gestures)



Attempted assault

45



Behaviour that would constitute public disorder



Threats and other forms of malicious communication

Assaults where the medical condition of the assailant was deemed to be a
contributing factor
A further defined categorisation of physical assaults is used to identify those assaults against
NHS staff which are considered to have contributory medical factors. These are defined as:
‘Physical assaults against NHS staff declared which were considered, in the opinion
of an appropriate person with knowledge of the individual’s treatment and care at the
time of the incident, to have been unintentional due to ‘medical’ reasons prevailing at
the time.’
Incidents where alcohol or recreational drugs were a factor would not usually included in this
figure, although in highly exceptional circumstances where treatment for dependency and
withdrawal is being received this may be appropriate.
Assaults can be more frequent in health bodies where there are mental health, learning
disability or elderly care services. Data on assaults where the medical condition of the
assailant was deemed to be a contributory factor is published to put the data into context
and better illustrate the type of services that health bodies provide. This breakdown helps to
distinguish those assaults which were initially considered at a local level to be ‘prima facie’ or
‘at first sight’ not criminally intentional.
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