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Abstract

Background: Health care support occupations have an assault-injury rate nearly 10 times the general
sector. Emergency departments (EDs) are at greatest risk of such events.

Objective: The objective was to describe the incidence of violence in ED health care workers (HCWs)
over 9 months. Specific aims were to (1) identify demographic, occupational, and perpetrator factors
related to violent events (VEs) and (2) identify predictors of acute stress in victims and predictors of loss
of productivity.

Methods: A longitudinal, repeated-methods design was used to collect monthly survey data from ED
HCWs at 6 hospitals. Surveys assessed number and type of VEs, and feelings of safety and confidence.
Victims also completed specific VE surveys. Descriptive statistics and a repeated-measure linear
regression model were used.

Results: Two hundred thirteen ED HCWs completed 1795 monthly surveys and 827 VEs were reported.
Average VE rate per person per 9 months was 4.15. Six hundred one events were physical threats (PTs) (3.01
per person). Two hundred twenty six events were assaults (1.13 per person). Five hundred one VE surveys
were completed, describing 341 PTs and 160 assaults. Men perpetrated 63% of PTs and 52% of assaults.
Significant differences in VEs were reported between registered nurses (RNs) and medical doctors (MDs)
(P =.0017) and patient care assistants (P < .05). The RNs felt less safe than the MDs (P = .0041). The
MDs felt more confident than the RNs in dealing with violent patients (P = .013). The RNs were more
likely to experience acute stress than the MDs (P < .001). Acute stress reduced productivity (P < .001).
Conclusion: Emergency department HCWs are frequent victims of violence perpetrated by visitors and
patients. This results in injuries, acute stress, and lost productivity. Acute stress has negative
consequences on workers’ ability to perform their duties.

© 2013 Elsevier Inc. All rights reserved.
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health care practitioners had an injury rate of 6.1 per 10000.
This compares to the general sector rate of only 2.1 per 10000.
Given that the Bureau of Labor Statistics did not include verbal
or sexual harassment in their definition of violence, one cannot
fully appreciate the prevalence of workplace violence (WPV)
in health care. This is emphasized when one considers that such
events are grossly underreported [2,3]. Even more staggering is
that numerous authors, including Gerberich et al [4], have
found the emergency department (ED) to be at greater risk for
such events than other settings within the health care system.
The prevalence of violence in the health care industry, and
particularly in the ED, continues to be a pervasive problem
encountered by all levels of workers from the frontline
emergency medical services team to aides and technicians to
nurses and physicians [4-14]. Evidence that WPV has
profound negative effects on health workers continues to
mount. Gates et al [15] found that WPV is a significant
problem for ED nurses and has a direct relationship to
experiences of negative stress, decreased work productivity,
and quality of patient care.

Although recently there have been studies conducted in the
United States and abroad examining the incidence of violence
against health care workers, the vast majority of these studies
collected data in a retrospective manner, often asking
participants to recall events that occurred 6 months to 1 year
prior [2,16-24]. There is a high likelihood that recall bias played
amajor role in these studies. The authors believe that this is the
first study to examine the incidence of violent events against
health care workers on a monthly basis over a 9-month period
and to explore the negative consequences of such violence.

The purpose of the study was to describe the incidence of
violence over a 9-month period in ED health care workers.
Specific aim was to identify demographic, occupational, and
perpetrator factors related to violent events, acute stress,
productivity, and feelings of safety and confidence. Second-
ary aims were to identify the predictors of acute stress
response in ED workers who were victims of violence and
identify the predictors of loss of productivity by ED workers
after a violent event.

2. Methods

2.1. Study design

A longitudinal, repeated-measures design was used to
collect survey data from health care workers at 6 hospital
EDs in 2 states. Results represent the preliminary report of
the preintervention phase of a larger intervention study. Prior
to beginning the study, institutional review board and
hospital approvals were obtained.

2.2. Setting

Participants enrolled from 6 hospitals in 2 states. A variety
of hospitals were chosen in an effort to have a representative

sample of most EDs in the United States. Two of the
participating hospitals were level I trauma centers, 2 were
urban, non—trauma center hospitals, and 2 were suburban
hospitals. Both trauma centers have separate psychiatric and
adult-only EDs. Data were collected from both areas. The
urban and suburban EDs provide care for all types of patients,
including children and psychiatric patients. The 2 trauma
centers were chosen based on author affiliation and on the fact
that the 2 hospitals compared favorably with regard to
volume, staffing, and patient type. The remaining hospitals
were chosen based on hospital type and geographic proximity
to the authors. Security was present 24 hours per day in the
ED at both trauma centers. The 2 urban hospitals had 24-hour
hospital security with dedicated security to the ED part-time.
The 2 suburban hospitals had 24-hour hospital security with
intermittent rounding through the ED.

2.3. Selection of participants

There were 2 inclusion criteria: direct patient care health
care workers and working at least 20 hours per week in the
ED. A minimum sample size of 160 participants was needed
to obtain sufficient power (80%) to test the effectiveness of a
subsequent intervention study. There were approximately
800 eligible participants at the 6 hospitals: 300 men and 500
women. These eligible participants made up the same
proportion of worker categories as those who eventually
participated in the study. A proportional recruitment strategy
was developed. The goal was to have the same proportion of
participants as you would see in the average ED. Therefore,
there were more technicians and nurses recruited than
physicians, as would be the case on any average day in any
US ED. Recruitment flyers were placed in the mailboxes of
all physicians (attendings), nurses, patient care assistants
(PCAs), paramedics, social workers, physician assistants, and
nurse practitioners at the 6 EDs inviting them to participate in
the survey study and subsequent intervention study. The 2
trauma centers were the only hospitals to have emergency
medicine residencies; however, a very small percentage of
residents made up the physician category. Although residents
at these institutions saw between 65% and 90% of the patients
primarily, still saw, staffed, and interacted with all of these
patients. A representative of the study team met with
employees at staff meetings to provide an overview of the
study and answer questions. The first 220 employees who
volunteered were screened for eligibility. The first 213 health
care workers who met the inclusion criteria and fit into an
open sample category (occupation and ED site) were invited
to participate and completed a baseline survey during August
and early September 2009. These data provided demographic
and baseline data on all participants [25].

2.4. Method of measurement

The 9 monthly surveys assessed 3 major items in relation
to the previous month: number of violent events, feelings of
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safety, and feelings of confidence. Assaults and physical
threats were defined on the survey:

Physical assaults include hitting with body part, slapping,
kicking, punching, pinching, scratching, biting, pulling hair,
hitting with an object, throwing an object, spitting, beating,
shooting, stabbing, squeezing, and twisting.

Physical threats include actions, statements, and written
or nonverbal messages conveying threats of physical injury,
which were serious enough to unsettle your mind. It includes
expressions of intent to inflict pain, injury, or punishment.

For each assault or physical threat, participants reported
the approximate incident date, whether it was an assault or
physical threat, whether the perpetrator was a patient or
visitor, and if they recorded the incident with their
department (incident report or other mechanism). The Safety
Scale asked participants to identify how safe they felt while
working in the ED the previous month. The Safety Scale
included 3 items, each with a 10-point Likert scale,
addressing whether they felt safe working in the ED and
whether they felt that they would be injured from an assault
by a visitor or patient in the next 6 months. The Confidence
Scale asked participants to rate their ability to manage violent
patients/visitors. These 4 items, with 10-point Likert scale,
addressed their ability to manage a patient’s or visitor’s
agitation or verbal aggression, and ability to manage patients
or visitors who become verbally abusive, who threaten, or
who become physically violent. The Safety and Confidence
instruments demonstrated good face and content validity,
and the internal reliabilities were high in previous studies
(Cronbach o > .9) [13,25] (Gates and Fitzwater, 2006,
unpublished data). In this study, the o for the safety scale
was .75 and .95 for the confidence scale. In September 2009,
participants began completing monthly electronic surveys
and up to 4 additional monthly violent event surveys.

On the violent event surveys, we asked participants to
provide the following information about each of the violent
events that occurred that month: date and time of event;
perpetrator’s age and sex; patient’s chief complaint; type of
violence; whether an injury was incurred by the worker and, if
so, any medical or psychological care received; use of a
weapon; whether incident was reported; whether debriefing
occurred; and how disturbing the event was. Also, on the
violent event survey, participants were asked to complete the
Stanford Acute Stress Reaction Questionnaire (SASRQ) that
asks about the presence of disturbing symptoms after the
violent event. The SASRQ is a 30-item self-report question-
naire that measures dissociative symptoms, traumatic reen-
actment, avoidance, symptoms of anxiety, and impaired
functioning. In addition, the SASRQ has been found to
predict the development of posttraumatic stress disorder
symptoms [26-29]. The questionnaire was scored according
to a Likert-type scale (0-5) or dichotomously (range 0-2 as 0,
range 3-5 as 1) for the presence of a symptom. Also part of the
violent event survey was the Healthcare Productivity Survey
(HPS), a 29-item instrument with 4 scales developed to
measure the perceived change in work productivity after

exposure to a stressful event [30]. The 4 scales include
Cognitive Demands (eg, concentration, keep mind on work),
Workload Demands (eg, complete your assignments on time,
handle patient load), Support and Communication Demands
(eg, provide emotional support, be empathetic), and Compe-
tent and Safe Care Demands (eg, be attentive to asepsis,
administer medications without errors). We asked partici-
pants to rate their ability to perform the work activity after the
violent event as compared with before the event. Responses
ranged from decreased ability (—2) to increased ability (+2).
Psychometric analysis demonstrated strong content and
construct validity for the 4 subscales, internal consistency
reliability (0.871-0.945), and test-retest reliability (» = 0.801,
P <.001) with a sample of US emergency nurses [30].

2.5. Data collection and processing

Participants signed consent forms and were assigned
individual identification numbers. Participants logged into a
secure Web site to complete the online surveys each month
and received a nominal fee to complete the monthly and
violent event surveys ($20 for the baseline survey, $10 for
each monthly survey, and $15 for each [up to 4 per month]
violent event survey). We sent e-mail reminders if they had
not completed the surveys.

2.6. Statistical methods

All statistical analyses were performed using the Statistical
Analysis System for the PC version 9.2 (SAS, Cary, NC).
Descriptive statistics were used for the violent event, subject,
workplace, and perpetrator characteristics. Repeated-measure
linear regression model was used for prediction of violent
events, acute stress disorder, and productivity. An o level of
.05 was used to judge statistical significance. We conducted
statistical analysis on individual occupations and combined
occupations where roles were similar (registered nurses
[RNs] with licensed practical nurses [LPNs] and medical
doctors [MDs] with physician assistants [PAs]).

3. Results
3.1. Demographic and occupational characteristics

A total of 213 ED workers participated in the study, of
which the majority were RNs (n =117, 55%), MDs (n = 39,
20%), and PCAs/technicians (n = 22, 12%). Additional
statistics for the occupational groups are available in Table 1.
The mean age of the participants was 37.3 years (range, 20-
65; SD = 10.5); 71% were female and worked an average of
6.6 years in the ED (range, 0-35 years; SD = 7.2). The
average hours worked per shift was 11.1 (range, 4-16 hours;
SD = 1.5), and the average hours worked per week was 37.7
(range, 20-80 hours; SD = 10.0).
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Table 1 Mean number of violent events reported across

occupations

Occupation n  Total events Assault Threat
Mean + SE Mean = SE  Mean + SE

RN 117 0.61 £0.05%§ 0.15+0.027 0.46+0.04*

PCA 22 0.58+0.12* 0210047 0.37+0.09

Paramedic 13 0.39 £ 0.16 0.11 £0.06 0.27£0.12

MD 39 0.28+0.09*  0.07+0.03" 0.21 £0.07*

LPN 2 0.12+0.40 0.06 +0.14 0.06 + 0.30

PA 4 0.12+0.28 0.03 +0.10 0.09 £0.22

RN +LPN 119 0.60+0.05* 0.15+0.02T7 0.46+0.04%
MD +PA 43 026+0.08* 0.07+0.03" 0.20+0.07*

* Significant differences between RN and MD (P < .0017), PCA
and MD (P <.05), RN + LPN and MD + PA (P <.0007), and PCA and
MD + PA (P < .03).

i Significant differences between RN and MD (P < .04), PCA and
MD (P <.02), RN + LPN and MD + PA (P <.02), and PCA and MD +
PA (P < .006).

¥ Significant differences between RN and MD (P < .002) and RN +
LPN and MD + PA (P < .0009).

§ Mean = standard error.

The breakdown of the patient population was 6%
psychiatric, 30% adult only, and 64% general (adult and
children). The percentile of participants based on hospital type
was 18% suburban, 21% urban, and 61% level 1 trauma center.

3.2. Description of violent events

Participants completed 1795 (93.6%) monthly surveys
reporting 827 violent events. The violent event mean per
month per person was 0.461. Extrapolating this to 12 months
would result in an average of 5.528 violent events per year
per person. Of the events, 601 were physical threats; and the
mean per month per person was 0.335, translating to 4.017
threats a year per person. Assaults accounted for 226 of the

30%

events; and the mean assaults per month per person were
0.126, translating to 1.51 assaults a year per person. Of the
501 violent surveys completed, 341 described physical
threats; and 160 described assaults, 20% resulting in an
injury. Fig. 1 describes the types and percentages of the 160
assaults reported. For the 827 violent events, workers filed a
safety report 42% of the time and filed a police report 5% of
the time.

Sixty-three percent of physical threats were perpetrated by
men, and more than half were between 30 and 49 years of
age. Assailants for assaults were more evenly distributed,
with 52% being perpetrated by men and nearly half by
assailants between the ages of 30 and 59 years.

Comparing all violent events by occupation revealed
significant differences between RNs and MDs (P = .0017),
and PCAs and MDs (P < .05) (Table 1). These differences
remained significant when we combined RNs and LPNs and
compared with MDs and PAs combined (P < .0007). The
difference remained significant between the PCAs and the
MD/PA group (P < .03). These same occupational groups
were found to be statistically different with regard to assaults.
With regard to threats, there were statistical differences
between RNs and MDs (P < .002) and the combined groups
of RN/LPN and MD/PA (P < .0009). There were no
significant differences between any other occupational
groups for threats or assaults (Table 1). There were no
statistically significant differences in violent events (assaults
and physical threats) based on sex, age, time of day, hours
worked per week, or hospital type.

The only significant difference among the combination of
occupations for the 3 questions regarding feelings of safety
(each using a 10-point Likert scale) in the ED was between
MDs and RNs. Registered nurses felt less safe in the ED
compared with MDs (P = .0041). This significant difference
held true when comparing the RN/LPN combination with the
MD/PA combination (P < .0009). With regard to the 4
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Fig. 1  Types, percentages, and numbers of violent events.
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questions addressing workers’ confidence in managing
violent patients, several significant differences arose. Medical
doctors felt more confident than RNs (P = .013), and MDs/
PAs were more confident than RNs/LPNs (P < .000).
Registered nurses felt more confident than PCAs (P < .04),
and RNs/LPNs were more confident than PCAs (P < .03).
Paramedics were more confident than RNs/LPNs (P < .03).
Adjustment for sex does not affect the significant difference
between MDs and RNs in terms of safety, but this adjustment
does negate the difference in confidence.

3.3. Prediction models for violence, acute stress,
and productivity

Registered nurses were statistically more likely to be
physically threatened than MDs, PAs, and LPNs (P < .05).
Those with a graduate-level education were less likely to be
threatened than those with a 2- or 4-year degree (P < .001).
Workers who took care of general (adult and pediatric)
patients were also less likely to be physically threatened
compared with those who took care of adults only and adult
psychiatric patients (P < .01). Education level was statisti-
cally significant; those workers with a graduate education
were less likely than those with a 2- or 4-year degree to be
physically assaulted (P <.01).

When analyzing the prediction model for acute stress
symptoms after a violent event occupation (job), debriefing,
injury, perpetrator sex, and chief concern met statistical
significance. Registered nurses were more likely to experi-
ence acute stress than MDs (P < .001). Events that were
perpetrated by men and resulted in employee injury were
associated with significantly higher acute stress scores (P <
.05). Violent events where the patients presented with trauma
or pain and were fast tracked were associated with
significantly higher acute stress scores than those where
perpetrators had a chief concern of mental status changes (P <
.05). Analyzing the prediction model for productivity using
the HPS revealed several statistically significant findings.
Acute stress significantly reduced productivity in general (P <
.001), having a significant negative impact on the HPS
subscales “ability to handle/manage the workload” (P <.001)
and “ability to handle/manage cognitive demands” (P < .05).
Violent events with male perpetrators also had a significantly
negative impact on the workers’ “ability to handle/manage
the workload,” “provide safe/competent care,” and “provide
support/communication” (all P <.05).

4. Discussion

This study was the first to look at violence against ED
health care workers monthly over a 9-month period. The
participants represented a cross section of ED health care
occupations, and data were collected from a variety of
settings that make up the majority of EDs in the United

States. Like many other researchers, we found a high
prevalence of assaults and threats of physical assaults among
all the workers [1-4,7-14]. However, the prevalence rate in
this study was somewhat lower than that quoted in many
other studies [1-4,7-14,17-24]. Although this could be by
chance that these 6 hospitals have lower rates of worker-
related violence, it is more likely that the longitudinal design
of the study more accurately reveals the true rate. Most, if not
all, other studies have relied on recalling events that occurred
6 to 12 months earlier [1-4,7-14]. This approach introduces
potential recall bias and, given the traumatic effects of
violence on the workers, likely overestimates the number of
events [4,31-34]. Another possible reason for the lower rate
was the convenience sample. In addition, those experiencing
WPV may have chosen to not complete the survey so as not
to “relive” the experience; or it would take longer for them to
describe the incident. Although lower than other studies, the
rates in this study were not insignificant. Based on these
results, the average ED health care worker can expect to be
physically threatened at least 4 times a year and physically
assaulted more than once per year.

No occupation was immune to the assaults and threats,
and there were significant differences between occupations.
Rates were particularly high for nurses and PCAs. This may
be attributable to nurses and PCAs frequently interacting
with patients earlier than MDs and PAs and for longer
periods of time, increasing the chances of being physically
threatened. Although there are typically more female nurses
than male nurses, there was no significant difference for
violent events for men or women in any occupation. This
reinforces the fact that men are not immune. Being older and
potentially more “seasoned” did not influence the incidence
of violence. Although it might be expected that more
violence occurs at night, especially with the increase in
alcohol use at night, this study showed that time of day had
no influence on the incidence of violence. There was no
difference in violence at any of the hospital types. Suburban
hospital ED workers experienced similar rates of violence as
urban and level 1 trauma center hospitals.

Like other studies, we found that underreporting incidents
to administration or authorities appears to be the norm [2,3].
Less than half of the incidents reported to the researchers were
reported to hospital authorities, and only 5% of assaults were
reported to police. Many reasons are cited in the literature
such as a fear of retaliation by administration [35]. Regardless
of the reason, reporting is important; otherwise, administra-
tion will not know the extent of the problem and may not
devote sufficient resources. The National Institute for
Occupational Safety and Health, as part of the Centers for
Disease Control and Prevention, has long sought to prevent
work-related injury and illness by working with various
organizations to expand awareness of worker safety and
health [36,37]. The Occupational Safety and Health Admin-
istration provides guidelines to help facilitate the involvement
of employers in preventing violence to those at risk [38]. In
similar fashion, The Joint Commission’s Environment of
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Care standards mandate that health care facilities address and
maintain a written plan describing their methods for
providing security to patients, visitors, and staff alike while
requiring regular risk assessments that address the potential
for, prevention of, and response to acts of violence against
any individual using or providing its services [39]. Some state
and federal legislatures have sought to curb violence in the
health care system. The California Occupational Safety and
Health Act legally requires employers to establish, incorpo-
rate, and maintain violence prevention programs and was
later found to correlate temporally with an overall decrease in
violent events after its implementation [40,41].

This study also dispelled the myth that men were
responsible for the vast majority of physical assaults. In
this study, women perpetrated 48% of the assaults. However,
male perpetrators were significantly more likely to elicit a
higher acute stress score. This is likely due to the fact that
men are generally larger than women and more likely to
inflict more significant pain and injuries. Men did account
for nearly two-thirds of the physical threats. Male perpetra-
tors of assault were also significantly more likely to impact
workers’ ability to be productive in the areas of handling and
managing the workload, providing safe and competent care,
and providing worker support and communication. This
supports a strong argument for prevention programs given
the potential significant impact on workers with regard to
patient care. Many ED workers (more than 50% of the
present cohort) work in this high-risk environment without
any formal violence prevention training [25].

This study reiterated the fact that nurses feel less safe than
physicians. This is not surprising, as nurses often encounter
patients prior to physicians and for greater lengths of time.
This increased and early exposure to patients potentially
increases the perception of nurses that they could be the
victim of a violent act and, conversely, make physicians feel
less vulnerable. In addition, physicians may feel more safe
because patients are dependent upon them to get their
medical needs met. This may be a false sense of security,
given that there was no significant difference in the incidence
of assaults for any occupational group.

Groups that were more at risk of being physically
threatened included those with less education and those
who worked in adult-only and psychiatric settings vs general
EDs. Specifically, those with graduate degrees were less
likely to be threatened than those with less education. The
graduate degree participants are likely to be physicians, who
were statistically less likely than nurses (who generally have
2- and 4-year academic degrees) to be threatened. The
participants who worked in general EDs, where they saw
adults and pediatrics, were less likely to be physically
threatened than those who worked in psychiatric EDs and in
adult-only EDs. The increased incidence of threats in the
psychiatric EDs is somewhat predictable, as studies have
shown that psychiatric wards are also a high-risk setting for
violence against health care workers [1,18,34,42,43]. The
adult-only EDs in this study were the 2 level 1 trauma centers.

Trauma is often associated with substance abuse, and this is
associated with higher rates of violence [11,44-51]. In
addition, having children present in the ED may dissuade
some adult patients from acting in a violent manner.

Increased stress is not uncommon and not unexpected
following a violent event. Nurses experienced significantly
greater stress following a violent event compared with
physicians. Given the “frontline” position and the increased
number of physical threats, this finding is not surprising.
Presence of an injury was associated with increased acute
stress scores. This too is not surprising given that there are
profound effects on victims, ranging from decreased job
satisfaction to symptoms of posttraumatic stress disorder
[4,30-34]. The physical and psychological injuries can result
in financial losses to both the employee and employer [15,25].

Acute stress significantly reduced productivity, particu-
larly the worker’s ability to handle and manage the workload,
and interfered with cognitive demands. These findings have
significant potential implications for patient safety. These
findings support the need for workers to partner with
administration to develop and/or enhance education on
violence prevention. Current training has focused primarily
on self-defense techniques and has not been appropriately
tailored to suit the ED. Gates et al [15,52] and Kelen and
Catlett [15,52] have called for regular institutional threat and
security assessments to be coupled with a model of education
that can help staff to identify aggression as well as
systematically work to alleviate threats before they escalate
[15,52]. Educational programs need to emphasize early
intervention strategies that can help prevent aggressive
behaviors from escalating into violence. Fernandes et al [53]
reported on an educational program that emphasized the
importance of early assessment and deescalation techniques.
Emergency department health care workers demonstrated an
ability to learn the skills necessary to manage patients with
aggressive or violent tendencies. However, they found that
the significant difference in behavior did not extend beyond
3 months, further emphasizing the need for continuing
education. Reasons suggested for the lack of any formal
violence prevention training by hospitals have included the
culture of acceptance of violence and a lack of administrative
support to appropriately address the deficiencies [25].
Without addressing both the lack of support and flawed
perceptions among all ED stakeholders, it is unlikely that any
type of training program will fully realize success in reducing
the incidence of WPV or its negative effects. To date, the
authors are not aware of any single intervention program that
has been proven to reduce and sustain decreased acts of
violence against health care workers.

4.1. Limitations

There are several limitations to this study. The partici-
pants were not randomly selected. Thus, it is not known
whether those who participated looked different than those
who did not participate in terms of their violent experiences,
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personal characteristics, and feelings of safety and confi-
dence. In addition, participants were volunteers chosen on a
first-come, first-serve basis; and participants comprised only
26% of the eligible subjects. This relatively low number of
participants at each site could skew the results at any one site
or for the group as a whole. The data were self-reported, and
the participant’s recall may not be accurate. However,
because of the fact that the participants were asked to recall
experiences over a short period, the previous month, recall
bias is likely to have been nearly nonexistent. The fact that
the study surveyed a variety of ED providers and hospitals
provides support for the universality of the problem in this
health care setting.

Another limitation is that the participants were reimbursed
a nominal fee for completing the monthly and violent event
surveys. Given the reimbursement model, participants may
have lowered their threshold regarding a violent event; so
they could report it in the survey and increase their
reimbursement. Although this is a possibility, it is unlikely
to have occurred given that the prevalence rates in this study
are lower than others that have been reported.

In addition, the surveys of stress and productivity ask for
the participants’ opinion; and therefore, actual effect on work
productivity and patient safety is not known. This study was
not designed to validate these variables.

5. Conclusion

Emergency department health care workers are relatively
frequent victims of violence perpetrated by patients and
visitors. This violence results in injuries, acute stress, and
loss of productivity. Furthermore, the acute stress has
negative consequences on the ability to perform their duties
following the violent event. This has serious potential
consequences to the workers as well as the care they provide
with regard to patient safety. Given the potential serious
consequences following a violent event, significant efforts
should be made to prevent WPV from happening through
worker education and prevention programs. To date, we lack
interventions to effectively decrease WPV over the long
term; and clearly, more research is needed.
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Appendix 1

Safety scale and questions:
I feel safe (free from violence) when working in the ED.

1 2 3 4 5 6 7 8 9 10

Strongly Disagree Strongly Agree

I think there is a good chance of being injured from an assault by a PATIENT while working in the ED during the NEXT 6 MONTHS.
1 2 3 4 5 6 7 8 9 10

Strongly Disagree Strongly Agree

I think there is a good chance of being injured from an assault by a VISITOR while working in the ED during the NEXT 6 MONTHS.
1 2 3 4 5 6 7 8 9 10

Strongly Disagree Strongly Agree

Confidence scale and questions:
Your ability to manage a patient’s or visitor’s AGITATION OR VERBAL AGGRESSION?

1 2 3 4 5 6 7 8 9 10

Not Confident at all Extremely Confident
Your ability to manage patients or visitors who become VERBALLY ABUSIVE to you or your coworkers?

1 2 3 4 5 6 7 8 9 10

Not Confident Extremely Confident
Your ability to manage patients or visitors who PHYSICALLY THREATEN you or your coworkers?

1 2 3 4 5 6 7 8 9 10

Not Confident Extremely Confident
Your ability to manage patients or visitors who become PHYSICALLY VIOLENT towards you or your coworkers?

1 2 3 4 5 6 7 8 9 10

Not Confident at all Extremely Confident




	Prospective study of violence against ED workers
	1. Introduction
	2. Methods
	2.1. Study design
	2.2. Setting
	2.3. Selection of participants
	2.4. Method of measurement
	2.5. Data collection and processing
	2.6. Statistical methods

	3. Results
	3.1. Demographic and occupational characteristics
	3.2. Description of violent events
	3.3. Prediction models for violence, acute stress, and productivity

	4. Discussion
	4.1. Limitations

	5. Conclusion
	Acknowledgments
	References


