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Abstract.
BACKGROUND: Documented incidents of violence provide the foundation for any workplace violence prevention program.
However, no published research to date has examined stakeholders’ preferences for workplace violence data reports in healthcare
settings. If relevant data are not readily available and effectively summarized and presented, the likelihood is low that they will
be utilized by stakeholders in targeted efforts to reduce violence.
OBJECTIVE: To discover and describe hospital system stakeholders’ perceptions of database-generated workplace violence
data reports.
PARTICIPANTS: Eight hospital system stakeholders representing Human Resources, Security, Occupational Health Services,
Quality and Safety, and Labor in a large, metropolitan hospital system.
METHODS: The hospital system utilizes a central database for reporting adverse workplace events, including incidents of
violence. A focus group was conducted to identify stakeholders’ preferences and specifications for standardized, computerized
reports of workplace violence data to be generated by the central database. The discussion was audio-taped, transcribed verbatim,
processed as text, and analyzed using stepwise content analysis.
RESULTS: Five distinct themes emerged from participant responses: Concerns, Etiology, Customization, Use, and Outcomes.
In general, stakeholders wanted data reports to provide “the big picture,” i.e., rates of occurrence; reasons for and details regard-
ing incident occurrence; consequences for the individual employee and/or the workplace; and organizational efforts that were
employed to deal with the incident.
CONCLUSIONS: Exploring stakeholder views regarding workplace violence summary reports provided concrete information
on the preferred content, format, and use of workplace violence data. Participants desired both epidemiological and incident-
specific data in order to better understand and work to prevent the workplace violence occurring in their hospital system.
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1. Introduction

Healthcare workers have a five times greater risk
of being a victim of violence compared to work-
ers in all other industries combined [1]. From 2003–
2007, approximately 60% of all nonfatal workplace as-
saults and violent acts occurred in the United States
health care and social assistance industry, with 22%
of these violent acts occurring in hospitals [1]. Hos-
pital employees comprise 35% of all U.S. health care
workers [2], and violence towards hospital workers
has been associated with decreased employee health
and safety [3], work productivity [4,5], quality of
care [6–8], and increased intention to leave the organi-
zation [7,9].

Despite the persistence of this occupational hazard,
hospitals today lack practical and sustainable systems
for workplace violence surveillance, risk assessment,
reduction, and prevention. In the first phase of an on-
going project that aims to develop such a system, we
explored key stakeholders’ perceptions of system wide
database-generated workplace violence data reports.

1.1. Workplace violence prevention in hospitals

Prevention of workplace violence in hospitals faces
multiple critical barriers. First, there is a lack of sys-
tematic surveillance of violent incidents. Many hospi-
tal administrators do not monitor workplace violence
continuously due to the lack of practical and sustain-
able data collection systems [10]. The result is a lack
of basic data that could inform administrators about
the prevalence and incidence of violence and identify
work sites and professional groups at increased risk.
Secondly, while some hospital administrators collect
reports about violent incidents, there is often no sys-
tematic summary, analysis, or graphic presentation of
the events based on the population at risk [10], nor tai-
loring to the target audience (e.g., human resources,
nursing, labor, etc.). As a result, violent events are of-
ten handled reactively on a case-by-case basis rather
than through proactive, preventive measures [10].

1.2. The importance of stakeholder involvement

Involvement of stakeholders has been described in
educational program planning and evaluation [11–13]
as a key to program success, but has not been empha-
sized in occupational health research. In 1996, the Oc-
cupational Safety and Health Administration (OSHA)
published guidelines for preventing workplace vio-

lence in the health care and social service sector, which
have since been updated in 2004 [14]. These identified
five main components of worker health and safety pro-
grams, including violence prevention efforts. The first
of these was management commitment and employee
involvement, followed by worksite analysis; hazard
prevention and control; safety and health training; and
documentation and program evaluation [14]. Yet early
attempts to establish a research agenda for workplace
violence prevention failed to include management and
employees, i.e., key stakeholders. Instead, the focus
was on defining violence and estimating the magni-
tude of the problem [15,16], and establishing strate-
gies for prevention [17,18]. More than a decade ago,
Runyan [16] cited key factors for moving research on
workplace violence prevention forward, including as-
sessment of the intervention process. However, stake-
holder involvement per se was not emphasized.

More recently, researchers began to recognize the
importance of incorporating stakeholders into violence
prevention, perhaps due to the lack of successful,
sustainable workplace violence interventions. In the
healthcare sector, Lipscomb et al. [19] utilized joint
labor-management advisory groups in developing vio-
lence prevention programs in mental health facilities.
Gates et al. [20] used focus groups to collect infor-
mation from employees, managers, and patients in im-
plementing and evaluating a violence prevention pro-
gram in hospital emergency departments. Both stud-
ies utilized a participatory action research strategy
that includes collaborating with relevant members of
the organization/community with the identified prob-
lem, testing new ideas, and implementing action for
change [21]. However, while stakeholders in these two
studies were involved in violence prevention programs,
they were not asked for their input regarding work-
place violence data reports. The foundation for any vi-
olence prevention program is the use of valid and re-
liable data, [10] but no published research to date has
examined stakeholders’ preferences for workplace vi-
olence data reports in healthcare settings. If relevant
data are not readily available and effectively summa-
rized and presented, the likelihood is low that they will
be utilized by stakeholders in targeted efforts to reduce
violence.

1.3. The current project

Since 2003, a large, metropolitan hospital system
has continually collected employee reports of occu-
pational injuries and hazardous exposures, including
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incidents of workplace violence. The hospital system
uses a broad definition of violence that encompasses
physical assault, harassment, intimidation, threats, ver-
bal aggression and unprofessional behavior [22]. All
documented incidents are reviewed by data analysts
and categorized as either Type I violence, i.e., crim-
inal intent, where violence is perpetrated by an out-
sider; Type II, patient (or patient visitor)-to-worker vi-
olence; Type III, worker-to-worker violence; or Type
IV, where the perpetrator has a personal relationship
with an employee but is an outsider to the organiza-
tion. [23]. Detailed descriptions of the standardized,
central reporting system and calculation of population-
based rates of workplace violence have been reported
previously [10,22]. The hospital system has estab-
lished procedures for collecting violent incident re-
ports which provide the data needed to produce work-
place violence rates. However, while the system ad-
dresses two critical barriers – standardized surveillance
of violent incidents and data collection – the data on
violent events are not being used optimally to iden-
tify high risk sites and develop strategies for reducing
violence. Database reports summarizing data on doc-
umented workplace violence events are not standard-
ized across the system’s hospitals, nor are they readily
available to management and labor representatives. In
the current project, the objective was to develop stan-
dard methods for summarizing the information from
employee-reported workplace violence incidents into
user-friendly data reports. This is a key aspect in the
ongoing development of the existing system for moni-
toring and analyzing workplace violence incidents. In
the process, it is vital to include key hospital system
stakeholders who are responsible for implementing vi-
olence intervention and prevention efforts. Developing
data reports based on stakeholder preferences should
increase the likelihood that reports are regularly re-
viewed and used in violence prevention efforts.

The theoretical foundation for this work is the So-
cial Marketing model [24,25] advocated by the Cen-
ters for Disease Control and Prevention (CDC) for ef-
fective public health promotion, communication, and
intervention activities [26]. Social marketing applies
marketing principles to create social change by striving
to influence “. . . the acceptability of social ideas” in in-
dividuals and communities [24, p.5]. It builds on mar-
keting management, which examines the desires, atti-
tudes and behaviors of potential customers in an effort
to optimize the design, promotion and distribution of
a product [24,27]. Thus, involvement of hospital sys-
tem stakeholders in the development of workplace vio-

lence data reports is considered fundamental to the fu-
ture sustainability and success of data-driven violence
prevention efforts. The aim of this study was to ex-
plore and describe hospital system stakeholder views
regarding database-generated workplace violence data
reports. These would provide the foundation for the de-
velopment of prototype reports, based on stakeholder
preferences.

2. Methods

This project utilizes a participatory action research
approach [28]. The rationale for using an action re-
search approach is that it involves collaboration with
relevant members of the organization/community with
the identified problem, testing new ideas, and imple-
menting action for change. This approach enables lo-
cal solutions to be transferred into knowledge, thus
helping to make research results more generally ap-
plicable [21]. Working in close collaboration with key
stakeholders, who “own the problem,” the results of ac-
tion research are more readily translated into effective
and sustainable new practices. The current study em-
ployed a qualitative design using a focus group discus-
sion.

2.1. Setting and participants

The setting for this project is a large, metropolitan
hospital system with over 15,000 employees and a cen-
tral database for reporting adverse workplace events,
including incidents of violence. These adverse events
are reported by employees to Occupational Health Ser-
vices using a standardized, electronic reporting system
that is accessible from any hospital computer. Employ-
ees report incident details, such as date, time, work
shift, and location, and may also provide a description
of what happened in a textbox. The hospital system
has a policy requiring reports to be completed within
72 hours of the incident, to limit recall bias. Hospital
policy also dictates that employees may not be repri-
manded for filing a report, and management is held ac-
countable for taking appropriate action to resolve is-
sues reported [22]. A thorough description of this re-
porting system has been previously reported [10,22].

Eight key hospital system stakeholders representing
Human Resources (n = 2), Security (n = 2), Occu-
pational Health Services (n = 1), Quality and Safety
(n = 1), and Labor (n = 2) participated in the focus
group. None of these stakeholders were involved in di-
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rect patient care. With the exception of the union rep-
resentatives, these focus group members represented
hospital system executive management. These individ-
uals included several senior vice presidents and exec-
utive directors who had full knowledge and support
of the incident reporting system. Each of these hos-
pital system executive departments and the major la-
bor unions had provided the research team with let-
ters of support in the application for external funding
of the project. Once funding was secured, stakehold-
ers who had provided support (or representatives from
their respective units) were asked to participate in the
focus group. The final group consisted of four women
and four men. At the focus group meeting, partici-
pants were given written information about the study
describing the purpose, study procedures, benefits and
risks. Participants were informed that their participa-
tion was voluntary and that they could withdraw from
the study at any time; that all data from the project
would be de-identified; and that consent was given by
agreeing to participate.

Ethical approval for the study was granted by the
Human Investigation Committee at Wayne State Uni-
versity and the Research Review Council of the hospi-
tal system.

2.2. Data collection

Before convening the stakeholders, a structured
question guide was developed for the focus group dis-
cussion. The question guide included four direct ques-
tions about the format of data reports and their use.
Questions began broadly, addressing the needs of the
entire hospital system in terms of the usefulness of
the reports. Employing a funnel design, questions be-
came narrower, next focusing on what information
each stakeholder would find useful from the reports.
Considering that the database reports will function as
tools for developing and adapting violence intervention
strategies, it was essential to hear the stakeholders dis-
cuss how they would use the information. Researchers
asked the group to identify information that would be
useful to their specific position in the hospital system.
Finally, questions concerned report format and deliv-
ery.

The focus group was held on site at one of the
hospitals and lasted approximately one hour. One re-
searcher was responsible for facilitating the discussion
while another researcher documented the reactions of
the group. Before beginning, the facilitator reviewed
the procedural ground rules for the focus group discus-

sion. Participants were reminded that only one person
may speak at a time. They were asked to keep their re-
sponses concise and to speak clearly, as the session was
being audio recorded. To protect confidentiality, par-
ticipants were asked not to repeat any of the comments
that were shared during the discussion. The structured
question guide was used to lead the group discussion
and elicit thoughts about preferences and specifications
for the content and format of the workplace violence
data reports. Documentation was achieved through au-
dio recordings, using two digital recorders at the center
of the table, and shorthand notes taken during the dis-
cussion. The quality of the audio recordings was good,
posing no difficulties with hearing what was said or
distinguishing participants’ individual voices.

2.3. Data analysis

Audio recordings were transcribed verbatim by the
researcher responsible for documentation. The tran-
script was analyzed using stepwise content analy-
sis [29], exploring themes relevant to content and
format of the incident reports. One researcher read
through the transcript and assigned codes for each type
of response. This was repeated until the themes of
response were distinct and no new themes appeared,
reaching data saturation [30]. A second researcher
employed the same method, and themes were dis-
cussed until agreement was reached about the num-
ber and content of themes. Both researchers then re-
coded the transcript, applying the agreed-upon code
structure [31]. Finally, a third researcher repeated this
method and reviewed conclusions from the first two re-
searchers, validating their thematic findings.

2.4. Qualitative rigor

To maintain integrity using qualitative methods, the
consolidated criteria for reporting qualitative research
(COREQ [32]) were used when planning the focus
group study. In addition, Guba and Lincoln’s [33] cri-
teria for judging the quality of qualitative evaluation
were followed. The criteria they outline are credi-
bility, transferability, dependability, and confirmabil-
ity. Credibility is parallel to internal validity and was
achieved through building rapport with the stakehold-
ers and using audio recordings of their responses.
Transferability is parallel to external validity, which
must be evidenced in future studies, but was accom-
modated by using stakeholders from a wide sample of
representative areas. Dependability is parallel to reli-
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ability, concerned with stable data over time. By out-
lining the data collection methods, replication may be
achieved and dependability is supported. Finally, con-
firmability is parallel to the criterion of objectivity and
was achieved through the use of audio recordings and
direct quotes displayed in the Findings section.

3. Findings

Five distinct recurrent themes emerged from the re-
sponses of the hospital stakeholders: Concerns, Eti-
ology, Customization, Use, and Outcomes. While the
main discussion of the focus group concerned content
and format of incident reports, stakeholders brought up
other points they were invested in, such as their con-
cerns about this system and outcomes of the incidents.
Each theme is further explained below with verbatim
examples of participant comments. An overview in-
cluding sub-theme definitions is provided in Table 1.

3.1. Concerns

The first theme from the focus group discussion de-
veloped from the concerns stakeholders expressed, fo-
cusing on the incident reporting system as well as le-
gality issues. This theme provided the researchers with
insight into how the stakeholders perceived the current
project of developing data reports from their incident
database, including predicted barriers to the project.
Two sub-themes emerged: Legal Concerns and Obsta-
cles.

Legal Concerns included confidentiality of data and
safeguarding not only employees but the image of the
hospital system as well. As stakeholders share the re-
sponsibility of protecting their organization, there was
some apprehension as to how the data might be used
or misconstrued. They wanted assurance from the re-
search team that the interests and reputation of the em-
ployees and the organization were protected. Examples
of legal concerns include the following:

“We have another responsibility to safeguard the
image of our organization and how we represent
the findings of our data.”
“The information, despite what it looks like and
reads like to us, can be spun and manipulated to
create great headlines that. . . get everybody watch-
ing and they say: you know they just released a
study at [this hospital system] that says X. Well
that’s possibly what it says, but again out of context
it’s potentially ruinous.”

Obstacles as a sub-theme included issues related to
data collection. For example, stakeholders questioned
how workplace violence should be defined, and both
under- and over-reporting were concerns.

“What is your definition of workplace violence? I
mean is it threatening tones, employee to employee,
is that workplace violence? Is it physical alter-
cations? Where’s the line that we’re gonna draw
here? Because some things don’t get reported.”
“We’d like to verify that [the incident] actually
happened.”

3.2. Etiology

The Etiology theme focused on the cause of the ac-
tual incident. Stakeholders were interested in which
individuals were involved in workplace violence inci-
dents and the reasons behind the violence. The first
sub-theme was Parties Involved, which included the
identities of the perpetrator and victim, as well as who
reported the incident.

“So if it involved a registered nurse and a physi-
cian in a verbal conflict, you know it’s a nurse and
a physician in a staff member to staff member con-
flict.”

The second sub-theme, Description, encompassed
details of why and how the incident occurred. For ex-
ample, was the violence physical, and was there a clear
motive?

“What created the interaction? . . . A discontent
with the service, so to speak, so that would be on
that patient or patient/family aspect of things. Or is
it. . . me and my co-worker are talking about some-
thing completely outside of the workplace and then
it becomes an internal struggle as well?”

Participants emphasized the importance of under-
standing incident etiology, noting that details describ-
ing the incident could inform the development of pre-
vention strategies. One participant referred to this as
“peeling back the onion:”

“. . . We have an act of violence in the lobby with
a patient and the family. I may want to say, ‘Why
are we allowing patients to go downstairs to the
lobby with [an intravenous] pole?’ Maybe that’s a
preventative measure to say, ‘Okay we don’t allow
patients to leave the floor, especially if they’re mad
about family members.’ You know you look at those
types of things when you peel back the onion.”
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Table 1
Overview of themes and sub-themes and respective definitions

Themes and sub-themes Definitions
Concerns

Legal concerns Safeguards for employees and the organization against misuse of the reporting system.
Obstacles Issues that may threaten the function of the workplace violence reporting system.

Etiology
Parties involved How individuals involved in each incident are related to the hospital system and each other.
Description Details from the incident that provide information regarding why and how the incident occurred.

Customization
Format A description of information the reports should contain and how they should be structured.
Delivery Through what medium the incident reports should be available and presented.

Use
Identification Using rates of occurrence to highlight and compare high risk work sites.
Strategy Using identification of problem areas in order to intervene or prevent workplace violence at these sites.

Outcomes
Consequences Outcomes for both the perpetrator and victim, including discipline and care.
Severity Whether injuries were sustained and compensation costs, including time off and medical care.

3.3. Customization

The third theme, Customization, emerged through
discussion of how stakeholders would receive the data.
This concerned how the data reports should look and
what information they should contain. A common
theme that emerged among the stakeholders was the
idea of an electronic database that could be accessed
by designated users to create custom reports. Each end-
user had varying specifications for what information
they wanted, depending on their department, hospi-
tal, or specific unit. However, some specifications were
uniform and formed the two sub-themes, Format and
Delivery. Format included what details they wanted
from the data, such as location, time of the incident,
and time of the report.

“You might want to see this month, this point in
time, on a pie chart: this is where all the issues hap-
pened. You might want to see bar charts or com-
parisons between the hospitals.”

Delivery was based on how they wanted their re-
ports to be presented, consensus being electronic deliv-
ery via an Access Database where stakeholders could
create their own, customized reports.

“General, standardized reports that get sent to you
are fine; but the ability to go in and maybe hit some
custom screens so I can go do whatever I need, to
extrapolate what I need, is great.”

3.4. Use

The group discussed how content would depend on
the use of the data, and Use developed as a theme,

forming two sub-themes: Identification and Strategy.
Identification stemmed from the need to know about
patterns and trends that were apparent among the hos-
pitals and its units, including comparisons between
them. Understanding the trends and differences, stake-
holders can then adapt and employ intervention and
prevention strategies.

“I will want to know the location because if it’s
down, this issue or this theme, is down at [Hospital
X] and it’s up at [Hospital Y], I want to look at:
what’s the difference? What is [Hospital X] doing
that I can take from here and go over to [Hospital
Y] and educate?”

The Strategies sub-theme reflected the shared idea
that information about violence in the hospital system
needs to precipitate action, i.e., intervention or preven-
tion. For example, understanding that one hospital’s
pediatric unit has a consistently low rate for violence
could lead to education for other pediatric units that
experience higher rates. Hearing the group’s remarks
about their ideas for using the reports was essential for
informing the researchers about the preferred format
and content of the database reports.

“And this tells me that at [Hospital Y], obvi-
ously, security is the main target. Maybe some de-
escalation training might be in order for my peo-
ple.”

3.5. Outcomes

Outcomes of the incidents themselves emerged as a
theme, with Consequences and Severity as the emer-
gent sub-themes. Consequences included medical care
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and time lost for the victim and disciplinary action for
the perpetrator. Stakeholders wanted the ability to de-
termine how their system was working to reduce work-
place violence. By following through on deterrence for
the instigators, workplace violence may decrease by
raising awareness that certain behaviors are not toler-
ated by the organization.

“This is the victim, this is the perpetrator; victims
typically get some type of care, perpetrators usu-
ally get some type of discipline.”
“Because you have to issue discipline, so you need
to know the details of the incident, the severity of
it.”

Severity factors included whether an injury was re-
ported and the extent of the cost, such as time off work
or medical attention.

“And if you have an injury that needed medical at-
tention and time off from work, that is also on your
OSHA [Occupational Safety and Health Act] re-
port, so OSHA recordability might be another mea-
sure of severity.”

4. Discussion

The aim of this study was to explore and describe
hospital system stakeholders’ views regarding intro-
duction of routine, database-generated workplace vi-
olence data reports. The focus group discussion pro-
vided the researchers with concrete guidelines for the
preferred content, format, and use of the data reports
that they are working to create. The five themes that
emerged from the qualitative analysis reflected the
stakeholders’ overall views of workplace violence as a
health and safety issue for hospital system employees.
Findings identified new domains of interest not antic-
ipated by researchers at the outset. While participants
expressed an interest in seeing rates of violence occur-
rence across hospitals and work sites and trends over
time, they further expressed desire for additional de-
tails: what sparked an individual incident? Who were
the involved parties? Not surprisingly, the stakeholders
approached workplace violence from an organizational
perspective, wanting to know the outcome of an inci-
dent, e.g., were there injuries; was medical attention or
time off from work required; were disciplinary actions
carried out? Thus, we discovered stakeholders’ pref-
erences for the content and format of the data reports
were contextualized in and amplified by their long-
term intentions to use the information that the reports

provide. The more useful the information provided, the
better equipped participants felt they would be to in-
tervene and establish preventive measures. One partic-
ipant referred to the ability to compare violence rates,
or perhaps types of incidents, across similar types of
hospital units. This would give both management and
labor insight into worksites that were problematic or
that represented “best practice” with regard to work-
place violence. They saw the potential in being able to
learn from the data and in this way work to improve
hospital safety for both employees and patients with
regard to violence.

Stakeholders expressed a desire for the database
reports to allow them to see the entire workplace
violence experience. This encompassed everything
from the catalyst for an incident to repercussions
for the individuals involved as well as the work-
place/organization. Etiology was one of the key themes
that emerged, and one participant described this pro-
cess as “peeling back the onion.” Stakeholders ex-
pressed a belief that understanding what sparks differ-
ent kinds of incidents will help them to develop suit-
able and effective prevention strategies. This is in line
with our underlying social marketing theory which,
when effective, offers products, services, or ideas that
the target audience perceives as directly beneficial and
helpful [27]. However, while all participants saw the
benefits and uses of database reports, they also wanted
the option to request customized reports that would an-
swer questions specific to their respective hospital sys-
tem roles. Preferences such as these are extremely im-
portant to the research team, who are working to cre-
ate a database that can generate reports that fulfill these
end-user specifications.

The “Concerns” theme that emerged was not di-
rectly related to the focus group questions posed by
the researchers, but this theme seemed fundamental
to stakeholder perceptions. They were all aware that
workplace violence is a serious occupational health is-
sue that exists within their hospital system. At the same
time, they were concerned for their organization’s rep-
utation and for any legal repercussions that might result
from violent events. These concerns were also related
to an interest in the quality of the reporting system.
They wanted to know if they could rely on the data,
and whether the reporting system was in any way be-
ing abused by employees in the form of under- or over-
reporting. All of these are valid concerns that also serve
to guide the research team in fine-tuning the database
reports.

Stakeholder involvement has been studied in ref-
erence to return-to-work interventions [34] and in
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community-based participatory research of health dis-
parities in occupational and environmental health [35].
To our knowledge, little previous research has exam-
ined stakeholder preferences for occupational health or
injury data in the healthcare sector. In a study of vio-
lence prevention in three mental health facilities, man-
agement was involved in discussing violence-related
injury data, but did not influence its content or for-
mat [19]. In another study, employees, managers and
patients of three hospital emergency departments were
asked their views regarding the feasibility and rele-
vance of proposed violence interventions, but not of
the violence data reports themselves [20]. The cur-
rent study is unique in that it offers insight into what
hospital stakeholders consider important with regards
to the collection, reporting, and use of workplace vi-
olence data. Utilizing their valuable perspectives not
only serves to develop more efficient reports, but in-
creases the likelihood of the continued use of reports
by stakeholders after completion of the active project.

It is interesting to note that the focus group discus-
sion benefitted both the research team and the stake-
holders. Researchers gained an increased understand-
ing of stakeholder perceptions and preferences for us-
ing the data in the workplace violence database. At the
same time, the discussion served to inform the stake-
holders of the possible usefulness of the reporting sys-
tem. Although all participants were aware of the sys-
tem, which had been implemented in 2003 [10], many
did not understand the wealth of information included
in the database. In this case, the use of qualitative
methodology using a participatory action research ap-
proach enhanced each party’s understanding of the is-
sue at hand [35]. A social marketing framework guided
the inclusion of stakeholder input in this first project
phase and will be utilized in all subsequent phases of
the action research process, including application of
the research findings [28].

4.1. Limitations

This study utilized a purposeful sample of eight
stakeholders and the views and perceptions that they
expressed are not necessarily reflective of correspond-
ing hospital stakeholders in other hospital systems.
However, our sample included representatives of man-
agement, labor, human resources, security, and patient
care (quality and safety), all of which play a major role
in hospitals generally. Focus groups are utilized to cap-
italize on the group process in data collection, but the
process is not without its disadvantages, such as dif-

ficult group dynamics and/or power imbalances [36].
Our focus group deliberately combined representatives
of both management and labor in an effort to elicit
their perceptions simultaneously and to stimulate dis-
cussion. However, although all eight participants ex-
pressed their views and posed questions, certain indi-
viduals spoke more than others.

4.2. Implications for research and practice

The communication that took place during this fo-
cus group increased the researchers’ understanding of
stakeholder perceptions of the incident reporting sys-
tem, at the same time serving to inform the stakehold-
ers of the system’s usefulness. The application of this
qualitative research methodology within an action re-
search framework aims to increase the likelihood that
the workplace violence data reports will continue to be
used after completion of the ongoing research study.

5. Conclusion

Exploring stakeholder views regarding workplace
violence data reports provided concrete information
on the preferred content, format, and use of these re-
ports. Findings revealed that participants desired both
epidemiological and incident-specific data in order to
better understand and work to prevent workplace vio-
lence in their hospital system. Moreover, they wanted
assurance that the reporting system and data reports
were secure and valid. Database reports that are at-
tuned to end-user specifications are more likely to be
used by the stakeholders as the foundation for work-
place violence risk assessment and prevention efforts.
Once they have been developed, reports generated by
the hospital-system database will provide the founda-
tion for hazard and risk assessment and violence pre-
vention efforts in the next project phases.
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