
 

 

 
 
 
by 
 
 
 
 
Submitted in partial satisfaction of the requirements for degree of 
 
 
in 
 
 
 
in the 
 
GRADUATE DIVISION 
of the 
UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 
 
 
 
 
 
 
 
 
 
 
 
 
Approved: 

________________________________________________________ 
      Chair 

 
 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 

________________________________________________________ 
Committee Members 

DOCTOR OF PHILOSOPHY

DISSERTATION

Measurement and regulation of workplace violence in healthcare settings

Rachel Odes

Nursing

Oi Saeng Hong

Susan Chapman

Sara Ackerman

Robert Harrison



ii 
 

 

Copyright 2021 

by 

Rachel Odes 

  



iii 
 

Acknowledgements and Dedication 

 

I have had the incredible fortune to complete the professional, personal, and academic 

journey towards this dissertation under the supervision of an exceptional mentorship team: Dr. 

OiSaeng Hong and Dr. Susan Chapman in the University of California San Francisco School of 

Nursing. Their open-minded encouragement of my work and support for my growth has been 

more than essential to completing this project and expanding my horizons for what comes next. 

As my co-advisors and mentors, Dr. Hong and Dr. Chapman helped me develop the confidence 

I needed to transition from a union activist and bedside nurse to fledgling nurse researcher, 

helping me maintain focus on how my work will have an impact on the world. 

I would also like to acknowledge the contributions of my two other outstanding 

committee members, Dr. Sara Ackerman and Dr. Robert Harrison. I am so grateful for Dr. 

Ackerman’s encouragement and thoughtful guidance as I attempted to develop skills in 

qualitative and mixed methods research during the course of this project. And Dr. Harrison, a 

mentor to countless student researchers with diverse occupational health interests, was 

essential in providing me the opportunity to learn about California’s workplace violence standard 

from a public health and regulatory perspective. Dr. Harrison’s leadership in the California 

Department of Public Health’s Occupational Health Branch is an asset to researchers and 

workers throughout the state. I would like to extend my gratitude to Jacqueline Chan, CIH at 

CDPH for including me in the site visits that resulted in Chapter 4 of this dissertation. 

I would also like to acknowledge the financial support I have received during my doctoral 

training. I have received funding through training grants funded by the National Institute for 

Occupational Safety and Health (NIOSH), and was fortunate to be part of an interdisciplinary 

training program, the Targeted Research Training program, which provided financial support 

during the second half of my doctoral education. During these years I benefited from the 



iv 
 

mentorship of Dr. Michael Bates and Dr. Sadie Costello from the University of California 

Berkeley’s School of Public Health. 

Most importantly, I am incredibly lucky to have the love and support of my partner and 

husband, Vincent Marchi. It would have been hard to script a more unpredictable year for 

dissertation writing than 2020, but his unwavering belief in me has made it possible to keep 

moving forward, even where the path through a pandemic and new parenthood was inevitably 

bumpy. 

I never would have tackled the problem of workplace violence in healthcare settings had 

it not been for the 10 years I spent as a nurse and nurse educator at John George Psychiatric 

Hospital in San Leandro, CA. Despite some hard years and pitched battles there, I will always 

be grateful for what I learned from dedicated colleagues and patients trying to make the best of 

a challenging situation. I hope this work can be one small part of the effort to make work safer 

for all of us, now and in the future. 

  



v 
 

Acknowledgment of Previously Published Materials 

 

Two of the chapters included in this dissertation have been published elsewhere: 

Chapter 2: Odes R, Chapman S, Harrison R, Ackerman S & Hong O. (2021). Frequency of 

violence towards healthcare workers in the United States’ inpatient psychiatric hospitals: A 

systematic review of literature. International Journal of Mental Health Nursing, 30(1), 27-46. 

DOI: 10.1111/inm.12812 

Chapter 3: Odes R, Hong O, Harrison R, & Chapman S. (2020). Factors associated with 

physical injury or police involvement during incidents of workplace violence in hospitals: 

Findings from the first year of California's new standard. American journal of industrial medicine, 

63(6), 543-549. DOI: 10.1002/ajim.23103 

Adviser’s statement: As the primary author of these papers, Rachel Odes conceptualized and 

conducted the research and was responsible for writing the manuscripts. This work is 

comparable to the chapters of a standard dissertation.  



vi 
 

Measurement and regulation of workplace violence in healthcare settings 
 

Abstract 
 

Rachel Odes 
 

Background: Workplace violence in healthcare settings has been recognized globally as a 

major barrier to the provision of safe and effective health care services. In California, the 

Workplace Violence Prevention in Health Care standard (Title 8, Section 3342) requires 

hospitals to develop violence prevention plans and report incidents where force was used 

against workers to the California Occupational Safety and Health Administration (CalOSHA) 

through the web-based Workplace Violent Incident Reporting System for Hospitals (WVIRS). 

Methods: This dissertation study used data (N=27,968 incidents) reported through the WVIRS 

by California’s acute care and psychiatric hospitals (N=413) from July 2017-June 2020. 

Additionally, qualitative data from interviews and site visits were collected by the dissertation 

investigator from six hospitals/hospital systems during 2019-2020.  

Results: Analysis of the WVIRS’ first 15 months of data found that behavioral health units had 

1.82 times the odds of the reported incident resulting in physical injury compared to inpatient 

medical units, and investor-owned facilities had 2.43 times the odds of the reported incident 

resulting in physical injury compared to city or county-owned facilities. From July 2017 – June 

2020, hospitals reported between zero and six incidents per staffed bed. Sixteen (3.9%) out of 

413 facilities reported two or more incidents per staffed bed while the rest reported fewer than 

two incidents. Thematic analysis of qualitative data revealed that leadership roles and reporting 

procedures differed between facilities, potentially impacting whether less-serious incidents 

ultimately appear in the WVIRS.  

Conclusion: The WVIRS provides important insight into the epidemiology of workplace 

violence in California’s hospitals and has the potential to inform future workplace violence 

prevention efforts. 
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Chapter 1: Introduction 

Workplace violence 

Workplace violence in healthcare settings is increasingly being recognized as a costly 

and pervasive problem. In its analysis of 2018 data, The United States (U.S.) Bureau of Labor 

Statistics (BLS) reported that 73% of all violence-related nonfatal workplace injuries and 

illnesses were in the healthcare industry, and that incidence of workplace violence in the 

healthcare and social service sector has increased every year since 2011. In addition, the BLS 

reported that psychiatric and substance abuse hospitals had ten times the incidence rate of 

nonfatal intentional injuries to workers when compared to hospitals overall(1). A large, survey-

based study of hospital workers in the U.S. found a 39% one-year prevalence of physical or 

verbal aggression from patients or their family members(2). For healthcare providers in the 

emergency department or psychiatric treatment settings, risks have been shown to be 

considerably higher, with recent studies reporting the one-year prevalence of physical 

aggression at rates between 70-80% (3-5).  

Researchers outside the U.S. have demonstrated that workplace violence poses a 

significant risk to healthcare workers internationally. In Hong Kong, a survey of 850 nurses 

found that 45% had experienced workplace violence in the previous year, with 23% reporting a 

physical assault during that time(6). In Jordan, a survey of mental health care providers found 

that two-thirds had experienced workplace violence during the previous year’s work, with 28% 

reporting both verbal and physical violence(7). European healthcare workers also report high 

rates of violence across multiple types of hospital and community-based settings, with 

researchers contributing to greater awareness of the problem in Germany(8), Italy(9), and 

Turkey(10). In Nigeria, researchers have explored how the historical development of their 

country’s mental health treatment infrastructure has contributed both to violence against 

providers and under-recognition of the problem, arguing for greater attention to the causes and 

solutions to workplace violence(11). In 2005, The World Health Organization, International 
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Labour Organization, and several other international bodies collaborated to publish a framework 

for addressing workplace violence in the healthcare sector, calling attention to the increasing 

prevalence and seriousness of the problem for governments, workers, and patients globally(12).  

The consequences of workplace violence for healthcare providers and the patients they 

care for have also been the subject of attention from researchers. A study of emergency 

department nurses found that 94% experienced at least one symptom of post-traumatic stress 

disorder (PTSD) following an incident of workplace violence, with 17% experiencing symptoms 

that were severe enough to result in a likely PTSD diagnosis(13). A survey of over 3000 nurses 

in China found that frequent exposure to workplace violence contributed to a 38% prevalence of 

depression symptoms among respondents(14). Researchers have also explored the links 

between healthcare providers’ experiences of violence and their ability to fulfill their work roles. 

Developing their own theoretical model to begin to describe the ways experiences of violence 

impact providers’ ability to practice compassionately, researchers Arnetz and Arnetz published 

findings 25 years ago demonstrating that workers’ reported violence was associated with 

reduced patient satisfaction on a hospital ward(15). More specifically, these stressful encounters 

can impact workers’ self-perception and competence, leading to what qualitative researchers in 

Canada described as “hypervigilance,” “generalized fear,” and a disengagement from caring 

during daily work activities(16). 

Workplace violence is a complex phenomenon with multiple definitions and causes. The 

U.S. Occupational Safety and Health Administration (OSHA), the federal agency responsible for 

maintaining and enforcing safety standards in all industries, defines workplace violence as “any 

act or threat of physical violence, harassment, intimidation, or other threatening disruptive 

behavior that occurs at the work site”(17). The National Institute for Occupational Safety and 

Health (NIOSH), the U.S. entity within the Centers for Disease Control and Prevention 

responsible for occupational health and safety research, defines workplace violence as “violent 

acts (including physical assaults and threats of assaults) directed toward persons at work or on 
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duty.” NIOSH also distinguishes between the four types of workplace violence: Type 1 involves 

criminal intent (such as a robbery), Type 2 involves customer or client behavior towards workers 

(most common in healthcare settings), Type 3 involves worker to worker violence, and Type 4 

involves behavior stemming from personal relationships outside the workplace(18). 

NIOSH’s most recent National Occupational Research Agenda for Healthcare and Social 

Assistance, released in February 2019, has identified as its Objective 3: “Investigate the 

epidemiology of workplace violence in health care and identify effective strategies for prevention 

and mitigation”(19). NIOSH’s objective illuminates some of the complexity embedded in solving 

the problem of workplace violence for healthcare providers: not only is workplace violence 

difficult to solve but it is also difficult to measure, as staff may hesitate to report events of 

violence they experience at work and regulatory agencies may struggle to accurately capture 

incidents(4, 20, 21).  

Approaches to workplace violence measurement 

Tools have been developed by researchers in multiple disciplines over the past several 

decades to measure incidents of violence towards healthcare workers, resulting in multiple 

approaches for detection and documentation(22). Clinical measures such as the Overt 

Aggression Scale, developed by Yudofsky and colleagues during the 1980s to lend reliability to 

patient assessments in the psychiatric treatment setting(23), are primarily aimed at identifying 

behaviors to determine the efficacy of a given therapy. The Staff Observation Aggression 

Scale(24) and its revisions(25) have been more widely used in recent research(26-29), 

providing a good measure for documenting incidents of violence or aggression. Other tools 

prioritize workers’ experiences of violence, asking them to reflect on the meaning or impact of 

an incident for their own well-being. Multiple survey instruments have been developed to solicit 

broader impressions of workplace safety, including the Work Safety Scale(30) which has been 

used largely in settings outside of healthcare. Many survey-based approaches, however, do not 

rely on a validated instrument and use researcher-derived questions to gather data. In addition, 
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survey questions which ask respondents to report on a year’s experience at work or measure 

exposures from throughout their entire career risk introducing recall bias and may compromise 

accuracy. The popularity of survey-based approaches, however, stems from the understanding 

that facility-level and government statistics are known to under-capture the reality of the 

problem, so providing workers with anonymous opportunities to report incidents outside of their 

work settings may improve completeness.  

Researchers have explored multiple facets of workplace violence underreporting in 

healthcare settings, helping explain why the problem is challenging to measure. Findorff et al. 

conducted a survey of employees working in a large Midwestern health care organization and 

found that, overall, 57% responded that they had reported incidents of physical violence which 

they had been exposed to on the job to their employer. In multivariate analysis, the authors 

found that working in mental health settings was associated with approximately half the odds of 

reporting non-physical attacks to an employer when compared to medical-surgical settings(20). 

Healthcare workers may choose not to report an incident of violence or may interpret a physical 

or verbal attack in individualized ways. For instance, a nurse working on a geriatric unit may see 

a confused patient grabbing their arm as a symptom of dementia and may not classify the event 

as workplace violence at all, or they may choose to see it as a serious problem and seek 

remediation from hospital managers or ask colleagues for additional support. In addition, the 

customer-service orientation of the healthcare industry often subtly or directly discourages 

workers from setting limits on patient behaviors, messaging which could limit motivation to 

report incidents of violence. Depending on the characteristics of the workplace, its patient and 

staff population, and the demands of the job, these attributions of blame and interpretation of 

seriousness are likely to vary.  

Given these inconsistencies, the problem of under-reporting has been estimated to 

present a major challenge to generate accurate prevalence figures for workplace violence in 

healthcare settings. A survey reflecting the experience of over 2000 U.S.-based healthcare 
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workers found that the majority (88%) of those who self-reported experiencing an incident of 

violence over the past year had not documented the event in an electronic reporting system, 

and only 45% reported the incident informally to a colleague or supervisor(31). Other research 

has explored reasons for non-reporting among healthcare workers. A survey of healthcare 

workers in Slovenia found that only 11% of nearly 700 respondents had utilized a written form to 

report incidents of physical violence during the previous year, with most attributing the decision 

to a belief that formal reports would not change workplace practices(32). A recent qualitative 

study in Australia found that staff members reported inconsistent guidance for appropriate 

reporting practices and that many were unconvinced that data provided would be used for any 

constructive purpose(33).  

Taking a wider view of the underreporting problem, Wuellner and Bonauto investigated 

the reasons why data reported by the federal BLS are known to under-capture the realities of 

workplace injuries in the U.S. The authors of this mixed-methods study conducted interviews 

with a diverse group of industry representatives responsible for reporting incidents to the BLS 

throughout Washington state and revealed that inconsistent record-keeping and 

misunderstanding of reportable incidents led to incomplete data making it into the OSHA 

database(21).  

In summary, when attempting to investigate the epidemiology of workplace violence, it is 

important to recognize that there are multiple levels of reporting contributing to the enumeration 

of the phenomenon. Before an event eventually appears in the U.S. BLS database, it is first 

reported to a statewide agency. To be recorded at the state level, a centralized office within 

each hospital or health system must report it to the relevant occupational health entity, and 

states often have differing requirements for recordkeeping and reporting. Before reaching a 

state authority, a unit-wide data collector and possibly an individual unit manager in hospitals 

bears responsibility for investigating an occurrence when they are informed about the incident 

from the victim or a witness. At each stage of reporting, there is potential for incompleteness 
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and/or inaccuracy, both of which can be consequential in describing the problem for researchers 

seeking to describe and remedy the issue. Each reporting category faces its own barriers and 

facilitators to reporting; logistical considerations (such as time commitment required or use of 

complex paper forms or computer interfaces), culture, knowledge, and motivation all play a role 

at each organizational layer. Due these ambiguities, it is important to consider not only what 

tools have been used to measure workplace violence in health care settings but also inquire 

more deeply into reasons for reporting behaviors at each layer. 

California’s incident reporting system 

Newly available data from California’s Occupational Safety and Health Administration 

(CalOSHA) provide an additional perspective on workplace violence in health care settings. The 

web-based Workplace Violent Incident Reporting System (WVIRS) for Hospitals is one 

component of comprehensive workplace violence in healthcare prevention legislation which 

California’s legislature passed in 2014. Senate Bill 1299, introduced by then-State Senator Alex 

Padilla and with the backing of the California Nurses Association and Service Employees 

International Union, instructed the CalOSHA Standards Board to develop requirements by July 

2016 for the state’s healthcare facilities to improve their existing violence prevention efforts. 

CalOSHA’s rulemaking process resulted in the Workplace Violence Prevention in Health Care 

Standard (will be referred to here as “the Standard”), found in the California Code of 

Regulations, Title 8, Section 3342(34).  

In addition to requiring psychiatric and general acute care hospitals to report incidents 

where force was used against workers within 72 hours of the occurrence using the WVIRS, the 

Standard also requires all healthcare facilities to develop comprehensive workplace violence 

prevention plans and train all workers in violence prevention and reporting. To address 

concerns that prevention plans would be developed by managers who may not be directly 

aware of the safety hazards healthcare workers face, the Standard mandates that frontline 
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workers be involved in the creation and updating of violence prevention plans and that they 

have access to detailed incident logs maintained by the hospital. 

California is known as a leader in legislation protecting U.S. workers, administering the 

largest statewide occupational safety program in the country. CalOSHA reports that they 

conducted more safety inspections during the 2019 fiscal year (7571 inspections) than 

anywhere else in the country(35). CalOSHA reported that for the period October 2017 – 

September 2018, the agency completed 11 inspections related to violent incidents at hospitals 

resulting in a total of four citations(36). SB 1299 was not the first time California’s legislature had 

addressed workplace violence in healthcare. In 1993, Assembly Member Jackie Speier 

sponsored Assembly Bill (AB) 508, Hospital security, which amended the state’s Welfare and 

Institutions Code to require hospitals to conduct thorough safety assessments, modify 

environmental risks, and train workers in high-risk areas to prevent violence(37). Despite these 

existing protections, workplace violence towards healthcare workers persisted, and additional 

efforts by unions and impacted workers led to renewed emphasis on the problem. In particular, 

the Standard pays greater attention to the need to improve data collection efforts by hospital 

leaders to make meaningful progress on violence reduction.  

Purpose and specific aims 

The overall purpose of this dissertation study is to improve the epidemiology of workplace 

violence in health care settings and to investigate reasons for differences in workplace violence 

reporting practices among California’s hospitals. The study has three specific aims:  

AIM 1: To determine the frequency of violent or aggressive behavior towards healthcare 

workers in inpatient psychiatric settings in the United States.  

AIM 2: To analyze the incidents reported through California’s WVIRS and investigate whether 

hospital unit/location, number of staffed beds, and type of hospital ownership are associated 
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with: 1) increased odds of the event involving a physical injury, and 2) increased odds of the 

event resulting in law enforcement involvement. 

AIM 3: To examine differences in hospitals’ workplace violence reporting practices and 

implications of these differences for interpretation of data contained in the WVIRS.  

Aim 3a: Calculate the range of total incidents reported per staffed bed among 

California’s hospitals over the first three years of implementation of the workplace 

violence standard; calculate the proportion of each hospital’s reported incidents that 

involve a physical injury to the worker and consider the role of nursing unions as a 

predictor for reporting practices. 

Aim3b: Describe differences in personnel decisions, reporting procedures, and training 

practices among six California hospitals or hospital systems using thematic analysis of 

interview and site visit data. 

Aim 3c: Integrate quantitative and qualitative findings and discuss implications for 

utilization of data reported through the WVIRS. 

Presentation of the dissertation 

This dissertation is organized in five chapters. Chapter 1 provides the background and 

significance of the study and the purpose and specific aims of the dissertation. Chapter 2 is a 

systemic review of existing research on the prevalence of workplace violence and approaches 

to its measurement in the inpatient psychiatric setting in the United States. This review paper 

has been published in the International Journal of Mental Health Nursing(38). Chapter 3 

provides initial quantitative analysis of California’s WVIRS and was published as a research 

article in the American Journal of Industrial Medicine(39). Chapter 4 takes a deeper look at 

California hospitals’ workplace violence reporting practices using mixed methods and is in 

preparation for submission to Health Services Research. Chapter 5 provides a summary of the 

study findings, discussion of strengths and limitations, conclusions, and recommendations for 

policy and future research.  
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Significance 

This dissertation explores the process of implementing a wide-reaching occupational 

health standard in California, a large, diverse state. As data are reported to CalOSHA from 

hospitals throughout California, quantitative analyses of findings are needed to improve 

estimates of workplace violence incidence and determine where mitigation and educational 

efforts are most needed. The WVIRS can provide description of trends of violence towards 

healthcare workers and help facilities prioritize areas most impacted by the problem. In addition, 

use of mixed methods to deepen understanding of the standard’s implementation process will 

yield insights useful to those seeking to interpret the data included in the WVIRS. More broadly, 

research studying implementation of an occupational safety standard like this one will contribute 

to healthcare policy literature as advocates in other arenas grapple with the challenges of 

translating legislation into practice in complex organizational environments.  

Utilizing an approach to questioning informed by institutional theory, qualitative inquiry 

will take a deeper look at organizational practices within California’s hospitals. This theoretical 

approach acknowledges the multiple responsibilities hospitals have to their patients, providers, 

and regulators, and informs understanding of how these competing demands might impact 

institutional behaviors(40). An important aspect of hospital practice which has been identified by 

institutional theorists Meyer and Rowan is “decoupling,” in which organizations maintain 

compliance with regulatory demands by insulating their work from the scrutiny of outside 

observers(41). These concepts provide a theoretical context for structuring questions about 

behaviors of healthcare organizations and the individuals who work for them. While qualitative 

research generally does not structure questions to test theories, utilizing a theoretical lens to 

guide questions related to a specific environment can be instructive. Used to provide broad 

context to healthcare organizations’ environments, institutional theory can provide context to 

findings that may otherwise be contradictory or difficult to interpret.  
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This research project represents an investigation into an emerging research area in 

occupational health. Multiple states have recently enacted legislation which parallels California’s 

Workplace Violence Prevention in Health Care standard, and legislation requiring Federal 

OSHA to adopt rules requiring improved workplace violence prevention in health care and social 

service industries passed the House in November 2019 (HR 1309) and is now seeing renewed 

interest with a friendlier climate in Washington, D.C. In February 2021, Connecticut 

Assemblyman Joe Courtney re-introduced his workplace violence in healthcare prevention bill 

(HR 1195) to the U.S. House of Representatives, citing increased incidence of workplace 

violence towards healthcare providers in the context of the coronavirus pandemic(42). Texas 

state legislator Donna Howard, a former nurse, recently introduced a bill to strengthen 

protections for healthcare workers in the state, arguing that the coronavirus pandemic has 

compounded stresses for clinicians and that the time is right for stronger legislative 

direction(43). As these efforts move forward, it is crucial to evaluate the impact of regulation at 

the facility level and to connect these findings to what data eventually appear in statewide or 

national databases.  
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 Chapter 2: Frequency of violence towards healthcare workers in the United States’ 

inpatient psychiatric hospitals: A systematic review of literature 

Abstract 

The purpose of this systematic review is to determine the frequency of violent or 

aggressive behavior towards healthcare workers in inpatient psychiatric settings in the United 

States. To achieve this aim, five databases were searched to find English-language quantitative 

studies reporting prevalence or incidence data of violence or aggression directed towards staff 

members in inpatient psychiatric settings. No limitations were set based on publication date, and 

intervention studies were included only if baseline data were provided. Of 335 total studies 

found, 38 full-text articles were suitable for full-text analysis based on inclusion and exclusion 

criteria, and 14 were included in the final review. Years of data collection ranged from 1986 – 

2018, and a range of psychiatric facilities were represented, from small, private hospital units to 

large forensic institutions. Researchers utilized surveys, real-time incident reporting tools, and 

government databases, or a combination of strategies, to collect data related to workers’ 

experiences on the job. Included research indicates that workplace violence in the U.S. inpatient 

psychiatric setting is a widespread problem, with 25-85% of survey respondents reporting an 

incident of physical aggression within the year prior to survey, and statewide workers’ 

compensation findings indicating 2-7 claims due to assault per 100,000 employee hours. There 

are substantial differences between findings based on measurement strategy, making it difficult 

to arrive at a single estimate of prevalence nationally. As management of this persistent 

problem receives continued attention from stakeholders, it becomes increasingly important to 

define and measure the problem with the most appropriate tools. 

Keywords: Inpatient, nursing, psychiatry, risk management, workplace violence 
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Introduction 

According to the United States Bureau of Labor Statistics (U.S. BLS), 69 percent of all 

non-fatal violent incidents at work that resulted in days off are in the healthcare industry(1). In 

addition, the agency has reported that psychiatric and substance abuse hospitals have the 

highest incidence rates for non-fatal injuries and illnesses among all healthcare facilities with 7.8 

cases per 100 full-time employees annually(2). Workplace violence is increasingly recognized 

as a barrier to the provision of high-quality care. Researchers Lanctot and Guay(3) conducted a 

systematic review of studies measuring the consequences of exposure to violence on the job in 

healthcare settings, finding that physical, emotional, and psychological consequences were 

pervasive, and that inability to perform the work role adequately was widespread following such 

experiences. More serious incidents can lead to time away from work, costing employers and 

state-run workers’ compensation systems considerable expense. In addition, when such events 

occur, entire workplaces can experience psychological harm, which risks further compromising 

worker safety and morale. 

Healthcare workers in psychiatric treatment settings often face increased risk for 

violence for multiple reasons, most prominently because psychiatric hospitals are among the 

only settings in healthcare where patients may be treated on an involuntary basis. In addition, 

patients may face legal consequences for failing to participate in treatment in cases where they 

have been charged with a crime(4), a situation which is particularly problematic in jurisdictions 

with punitive instead of recovery-oriented approaches to drug use or dependency. Researchers 

have identified aspects of the interaction between patients, staff, and the surrounding 

environment which contribute to violence beyond what is typically found in other areas, including 

heightened stress levels and emotional reactivity among patients and staff alike(5-8). A recent 

meta-analysis of international studies found that nurses working in mental health treatment 
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settings faced approximately three times the odds of physical assault on the job when compared 

to those working elsewhere(9).  

Phillips’ review of workplace violence literature illuminates multiple elements of the 

phenomenon meriting consideration(10). Phillips includes a comparison between risks posed by 

hospital and non-hospital settings, discusses the impact of underreporting of violent events in 

healthcare, and provides an overview of what role national guidelines play in changing hospital 

practices, all of which contribute to an understanding of the complexity of workplace violence in 

healthcare. Phillips points out that there is a wide range of methods used for reporting violence, 

and that there is no consensus on the best tool for tracking. This finding represents an important 

gap in the workplace violence literature, because without stable measures for comparison, 

effectiveness of interventions designed to reduce violence cannot be adequately measured. For 

each clinical setting, multiple tools for defining and reporting assaults are often used 

simultaneously, and each agency has several layers of organization responsible for evaluating 

and aggregating information. While differing data requirements from risk managers, hospital 

administrators, and government agencies will likely persist, a clearer picture of workplace 

violence rates and types of available reporting practices will assist all entities with a stake in 

improving worker safety. 

The U.S. Occupational Safety and Health Administration (OSHA), the federal agency 

responsible for maintaining and enforcing safety standards in all industries, defines workplace 

violence as “is any act or threat of physical violence, harassment, intimidation, or other 

threatening disruptive behavior that occurs at the work site”(11). The National Institute for 

Occupational Safety and Health (NIOSH), the U.S. entity within the Centers for Disease Control 

and Prevention responsible for occupational health and safety research, defines workplace 

violence as “violent acts (including physical assaults and threats of assaults) directed toward 

persons at work or on duty.” NIOSH also distinguishes between the four types of workplace 
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violence: Type 1 involves criminal intent (such as a robbery), Type 2 involves customer or client 

behavior towards workers (most common in healthcare settings), Type 3 involves worker to 

worker violence, and Type 4 involves behavior stemming from personal relationships outside 

the workplace(12). 

As an additional note on terminology, researchers have also used “aggression” to 

describe the phenomenon of violent or threatening behavior towards healthcare and other 

workers(13, 14). The American Psychological Association defines aggression as “behavior 

aimed at harming others physically or psychologically”(15). The term “aggression” does not 

appear in language used by regulators, although the definition of workplace violence also 

describes aggressive behavior directed towards workers. Due to the overlapping definitions and 

because the literature under review employs both terms to describe the single phenomenon of 

interest, both workplace violence and aggression will be used in this article. 

The lack of a centralized health system in the U.S. introduces challenges to estimating 

the size of the workforce impacted by violence in the inpatient psychiatric treatment setting. 

Recent research has combined national surveys of Registered Nurses (RNs) and credentialing 

bodies to generate a figure of 120,000 – 135,000 nurses working in all types of mental health 

treatment settings throughout the country. Of these nurses, 84 percent reportedly work in the 

institutional setting(16). The U.S. BLS provides a lower estimate, reporting that 40,390 RNs 

work in the psychiatric or substance abuse hospital setting, although this figure may not capture 

nurses providing care on a psychiatric unit within a general hospital setting. The U.S. BLS also 

reports that 30,400 Psychiatric Technicians work in the hospital setting, along with 21,490 

workers classified as Psychiatric Aides, a category describing providers who work under the 

direction of RNs to care for patients. The agency reports that an additional 3,310 psychiatrists 

work in the inpatient psychiatric setting, along with an estimated 10,160 social workers(17). 

Additional therapists, housekeepers, clerks, security workers, and other administrative 
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personnel are also part of the healthcare workforce in the inpatient psychiatric setting and may 

also experience violence on the job.  

The purpose of this systematic review of literature is to assess the incidence or 

prevalence of patients’ aggressive or violent behavior directed towards healthcare staff in the 

inpatient psychiatric setting in the United States. While other systematic reviews have 

incorporated findings from international settings and hospitals in general, no systematic review 

was found that specifically addressed workplace violence for inpatient psychiatric settings in the 

United States. Although psychiatric settings share characteristics with other high-risk 

environments like the emergency department, there are unique features based on the patient 

population, staff behaviors, and frequent necessity for involuntary detainment or treatment. In 

addition, the United States has high rates of overlap between the mental health treatment 

system and the criminal justice system, a factor which has the potential to increase aggression 

in psychiatric hospitals(18). Data from international settings will provide a useful comparison but 

are excluded from this review because diagnosis and treatment of mental illness vary by culture, 

differences which have the potential to impact workplace violence occurrence.  

In evaluating available evidence, this review will compare how researchers have chosen 

to report their findings and consider the implications of these decisions for research consumers. 

It is important to note that definitions of workplace violence vary by research study, and 

definitions are not always provided, complicating the assessment of rates of violence. 

Nonetheless, as this literature develops it will be important to find areas of consensus to move 

forward with evidence-based approaches to address the issue. As the problem of workplace 

violence in psychiatric treatment settings persists, stakeholders have begun to implement 

interventions they hope will increase safety in the environment. However, without improved 

understanding of the breadth of workplace violence and its measurement in psychiatric settings, 

it will be difficult to design interventions and measure improvement.  
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Methods 

Protocol and Registration 

Moher et al.(19) have provided a standardized approach to structuring systematic 

reviews in the widely-utilized Preferred Reporting Items for Systematic reviews and Meta-

analyses (PRISMA) guidelines, and their approach will be implemented here to lend rigor to 

searching and evidence evaluation. The goal of using the PRISMA strategy to document and 

report results of the search is to minimize bias and consequently improve generalizability of 

findings to appropriate settings. This systematic review was registered in PROSPERO, an 

international database of prospectively registered systematic reviews in health and social care 

(Identification number 137436).  

Inclusion and exclusion criteria  

The population under investigation for this systematic review of literature is the 

workforce which provides care to patients in the inpatient psychiatric setting. This includes 

licensed and unlicensed nursing staff, hospital support staff, administrative personnel, social 

workers, counselors, and physicians. Because the goal of this review is to establish rates of 

assault for these workers, there is no intervention under investigation. However, because some 

researchers have collected workplace violence prevalence data as they evaluate a workplace 

violence mitigation intervention, studies which evaluate an intervention were not excluded. 

When these studies were included in the final review, only results collected prior to their 

interventions were incorporated for final analysis. As there were relatively few studies 

measuring incidence or prevalence of workplace violence in inpatient psychiatric settings in the 

United States, this review included all published work before June 27, 2019 available in 

electronic databases. Inclusion criteria were any research article or report reflecting a primary 

study related to workplace violence in an inpatient psychiatric setting. This includes randomized 

controlled trials, cohort studies, and case control studies. In addition, secondary analyses of 
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existing datasets were included in this review when authors provided adequate description of 

their analytic techniques and sample. Because the research question is focused on prevalence 

and/or incidence, quantitative data is necessary to provide needed information on rates at a 

single worksite or reporting area. Other inclusion criteria include publication in English and a 

sample located in the United States.  

Studies which did not include findings from at least one inpatient psychiatric setting were 

excluded, and qualitative investigations were excluded from this review because they do not 

provide measurable rates of violence. Case reports, editorials, and other systematic reviews or 

meta-analyses were also excluded from this review. As described above, regulatory agencies 

have defined multiple categories of workplace violence, each of which reflects a substantial area 

of research. Type 3 workplace violence, behavior that occurs between co-workers, is a 

substantial area of inquiry within healthcare and especially within nursing. While important, this 

type of workplace violence is not the focus of this review and research reporting on incidence or 

prevalence of Type 3 violence is excluded. Although both types of experiences can be defined 

as workplace violence, strategies for measurement, reporting, and mitigation of these 

encounters are largely distinct from those aimed at Type 2 violence. Therefore, to improve 

usefulness of the findings and develop implications of this review, such studies were not 

included. For similar reasons, studies focused on Type 1 (criminal behavior) or Type 4 

(stemming from non-work relationships) violence were also excluded.    

Information sources and search 

 The databases PUBMED, Web of Science, PsycINFO, CINAHL and EMBASE were 

searched on June 27, 2019, using a search strategy described in Appendix 2.1. Multiple search 

terms were utilized to capture the widest definitions of workplace violence in the inpatient 

psychiatric setting, including Medical Subject Headings where appropriate. The term workplace 

violence most accurately describes the phenomenon of interest and has been widely used in the 
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U.S. healthcare context following the publication of the OSHA’s Guidelines for Preventing 

Workplace Violence for Health Care and Social Service Workers in 1996(20). No limits on 

publication date were set during search, and publication language was limited to English in all 

five databases. 

Study Selection 

 Two reviewers conducted the screening process to determine whether each study was 

eligible for inclusion. The primary reviewer (RO), is a PhD candidate in nursing, and the 

secondary reviewer is a graduate student research assistant. First, the reviewers searched each 

database for relevant records then imported them into review management software, 

Covidence, where duplicate records were identified.  Then, the reviewers evaluated the title and 

abstract of each remaining study to determine whether any could be eliminated based on the 

exclusion criteria. Following this level of analysis, the same reviewers evaluated the full text of 

the remaining studies to determine whether inclusion and exclusion criteria were satisfied in 

each instance. For disagreements between the reviewers, the primary reviewer determined 

whether inclusion was appropriate after discussion between the reviewers. 

Data collection process 

 To collect data from each selected study, the primary reviewer created two tables 

representing the major areas of interest based on the research question. Data were extracted 

directly to the tables, using a cut and paste function where possible to reduce the possibility of 

transcription error. To ensure completeness, each study was reviewed at least twice by the 

primary reviewer.  

Data items 

 Extracted data were summarized in two tables: Descriptive and sample characteristics 

(Table 2.1), and Workplace violence measurement (Table 2.2). For each study, description of 
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the total workforce of the facility was provided, when possible, in addition to sample description 

to develop understanding of what types of workers were targeted for inclusion among the total 

population of interest.  

Results 

 Figure 2.1 provides a visual representation of the selection process as recommended by 

the PRISMA statement(19). Of the total 335 studies retrieved utilizing the search strategies 

described in the methods section, 265 unique records were found. Of these, 227 were excluded 

after the reviewers considered each title and abstract. Terms specifying the U.S. as the 

geographic area of interest were utilized in Web of Science, CINAHL, and PsycINFO, however 

the search returned a significant number of studies with samples located in other countries. In 

the title and abstract review, 136 were excluded based on reporting non-United States data, and 

five more were excluded in the full-text review process. In addition, several reflected samples 

where the study setting was not in the inpatient psychiatric setting. The full text of the 38 

remaining articles were reviewed for relevance to the aims of the systematic review. Twenty-

four articles were excluded based on the established criteria, resulting in 14 studies for the final 

synthesis. Reasons for exclusion at this stage are provided in Figure 2.1. Of the 14 studies, two 

were found to use identical data sets to other included studies. These records are listed in the 

evidence tables with notation.  

 In addition, multiple studies were excluded because they aggregated workplace violence 

data for the inpatient psychiatric setting with other types of hospital settings such as general 

medical units or the emergency department, and isolated rates were not available. As described 

in the inclusion/exclusion criteria, the term workplace violence frequently also refers to lateral 

violence or bullying behavior between colleagues, and multiple articles with this primary focus 

needed to be excluded at the title/abstract review stage. Further, studies which did not reflect a 

quantitative measurement strategy or inadequately described their methodology were excluded 
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for this review. Multiple authors reported findings of Quality Improvement processes or 

published expert opinions without substantive methodological support; studies without 

description of data collection procedures were excluded on the basis of methodology. Full 

results of data extraction from the 14 included studies are presented in Tables 2.1 and 2.2. 

Worker and facility characteristics, sample composition (Table 2.1) 

 Of the 14 studies, two reflected large data sets from county and state workers’ 

compensation claims, Los Angeles County in California(21),  and the states of New Jersey and 

California(22). Three others represented data from large, public hospitals (all of which treat 

forensic patients) in Washington(23), an unspecified location in the U.S. Midwest(24) and 

California(25). The setting for one study includes Veterans Health Affairs facilities located 

throughout the United States(26), and two others reflect findings from small, private hospitals 

with treatment populations of under 100 located in Rochester, New York(27) and an unspecified 

location in New England(28). Staggs’(29) national dataset incorporates reports from 345 

hospitals ranging in size and ownership characteristics. Four studies described the total number 

of staff working in the facility or system, each representing between 400-5000 total staff working 

in a range of mental health treatment capacities(23, 27, 30, 31).  

 Following from these differences in population of interest, sample sizes for survey 

respondents ranged from 21 in a small pilot study(32) to 802 in a Quality Improvement effort in a 

large hospital system(31). When gender was reported for the sample, survey respondents were 

found to be between 56-80 percent female. Two studies reported findings that were based on 

samples of between 54-66 percent Registered Nurses (RNs) (25, 26), while one reflected a 

sample that was 63 percent members of non-RN treatment staff such as mental health 

technicians or other personnel(23). For the survey-based studies, response rates ranged from 

19-56 percent(23, 27, 30). Six studies reported data on respondents’ race/ethnicity, ranging 

from 37 percent “Caucasian” for respondents in a large, public forensic institution in 
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California(33) to 89 percent “White” in a large organization located in the Midwest(24). Sullivan 

and Yuan(21) reported findings related to workers described as “non-white” or “race unknown” 

by the Los Angeles county workers’ compensation data management system.  

Workplace violence definitions and measurement (Table 2.2) 

 Each study included in the review provided a definition or tool to measure workplace 

violence in their population of interest. For those with a wide, public health perspective, 

government reporting mechanisms often provide the framework for what constitutes a violent 

event. Casteel et al. provide their definition as “physical or psychological acts perpetrated 

against a hospital worker by a patient, visitor, employee, domestic acquaintance, and/or 

stranger”(22). For these larger studies with administrative data sources, rates of violence in 

these studies are reported as rate per 100 full-time equivalent employees, or per 100,000 

employee hours/year(21-23). Researchers with a closer level of contact with the treatment 

setting have chosen other definitions of workplace violence and have reported their findings 

using the Modified Overt Aggression Scale(26) or the Staff Observed Aggression Scale-

Revised(28), both of which allow staff to rank the severity of experiences. Only Ridenour et 

al.(26) in their study investigating violence in Veterans Health Affairs settings, asked nurses to 

report findings immediately, collecting forms at the end of each shift during the length of the 

study.  

 Use of other types of administrative data sources result in alternative workplace violence 

measurement strategies, using either workers’ exposure time or patient volume as the basis for 

comparison. For the workers’ compensation data, researchers found that there were 2-7 claims 

due to assault per 100,000 employee hours each year(22, 23). Only Bensley et al.(23) included 

records from hospital administration, finding that assaults were significantly higher, 

approximately 17 assaults per 100,000 employee hours each year. Using analysis based on 

National Database of Nursing Quality Indicators reports, Staggs(29) reported findings based on 
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the number of patient days for the unit in the month of reporting, finding that assaults ranged 

from a low of 2.3 assaults/10,000 patient days in adult units to 12.5 assaults/10,000 patient days 

in child/adolescent units.  

Multiple researchers chose to rely on information provided to them directly by workers 

themselves. When considering survey data, 25-85 percent of workers reported that they had 

experienced an episode of physical aggression during the past year(25-27). In several more 

detailed surveys, 45.5 percent of staff sampled reported experiencing a moderate injury due to 

patient assault during their tenure at their current job(23), and 12 percent of another sample 

stated that they had taken at least one day off work following an assault during the prior six 

months(25). Only Ridenour et al.(26) collected incidence data, reporting that there were .68 

violent encounters per nurse in the equivalent of a 40-hour workweek during the time of data 

collection. 

 Only two studies identified theoretical frameworks to guide inform their findings. Kelly et 

al.(25) utilized the Person-Environment Fit theory which addresses how workers may be 

psychologically impacted by their work in a setting where they are likely to experience violence, 

also proposing that frequent violent encounters at work may potentially result from staff 

members’ personality traits. While this theory did not overtly direct data collection capturing 

prevalence of violence, the authors did include questions about workers’ experiences with co-

workers and family members to attempt to measure the individual’s approach to conflict more 

generally. Yragui et al.(13)  described ways the Conservation of Resources Theory and Social 

Exchange Theory informed their understanding of workplace violence in healthcare settings and 

provided context for how employees might encounter these experiences in the course of their 

work. 
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Study design and limitations identified by authors 

 Study design is described in Table 2.1 and limitations identified by their authors are 

summarized in Table 2.2. Studies in this review were designed as retrospective cohort (n=4), 

prospective cohort (n=3), or cross-sectional (n=6) based on their research questions and 

available data. One study(23) used both a retrospective cohort component and a cross-

sectional component. For Sullivan and Yuan(21), Casteel et al.(22), and Staggs(29), inquiries 

into the prevalence of violence reported to government agencies or a national database were 

approached using a retrospective design. Sullivan and Yuan(21) point out that this method 

relies on accurate coding by multiple layers of organization, which could impact findings. 

Casteel et al.(22) state that one important limitation of their results is that their data likely 

underreport assault findings because they are only capturing days of work missed due to injury. 

In addition, Staggs points out that hospitals choosing to participate in the data collection process 

are not a random sample of the national population of psychiatric units. 

Taking a smaller-scale approach to measuring the problem by focusing on one or 

several workplaces, Bensley et al.(23), Privitera et al.(27), Kelly et al.(25), Yragui et al.(13) and 

Rosenthal et al.(31) all deployed surveys to collect data, necessitating a cross-sectional design. 

While the authors all point out that there are benefits to providing workers anonymity when 

discussing the potentially sensitive issue of workers’ experiences of violence on the job, they 

each acknowledge that their findings may be impacted by selection bias and recall bias, 

particularly when asking workers about events that happened long ago. Kelly et al.(33) and 

Rosenthal et al.(31) further state that generalizability may be limited by the fact that findings 

were collected at a single facility.  

In order to achieve greater control over the measurement of workplace violence and limit 

the effects of recall bias, Ridenour et al.(26) and Iennaco et al.(28) used prospective cohort 

design, capturing reports of episodes of violence over time following study initiation. Findings 
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from these studies were collected during larger intervention studies, making the prospective 

approach more appropriate to the larger question of interest for each group of researchers. For 

Ridenour et al.(26), incidence of violence data was gathered during the implementation of the 

Violence Prevention Community Meeting and reflected a period of 21 weeks at each site. 

Iennaco et al.(14) provided minimal detail about their larger longitudinal project, reporting that 

they collected data over a period of six weeks at a single site. Ridenour et al.(26) identified their 

limitations as failing to find significance in risk factors and difficulty in researching individual 

incidents due to privacy mandates. Iennaco et al.(14) identified a possible limitation linked to 

research design, pointing out that respondents may have changed their reporting practices over 

the course of the study, compromising reliability and validity of research findings.  

Discussion 

 The purpose of this systematic review is to assess the extent of patients’ violent or 

aggressive behavior towards healthcare workers in the inpatient psychiatric setting in the United 

States, incorporating research findings that utilized measures of either prevalence or incidence. 

To accomplish this aim, five databases were searched and a total of 14 full-text articles were 

included once inclusion and exclusion criteria were applied. Statewide-level data indicate that 

assaults occur at a rate of between 2-7 per 100,000 employee hours per year, and survey data 

show that 25-85 percent of workers had experienced an incident of violence during the past 

year. While these findings do not provide much specificity for understanding how often 

workplace violence occurs in the inpatient psychiatric setting, they do provide support for the 

widespread belief that such encounters happen frequently, and rates are high in a range of 

treatment settings from small private units to large forensic facilities. 

 These findings are generally aligned with what other healthcare researchers have found 

when using surveys and government data to study workplace violence in both U.S. and 

international settings. Gerberich and colleagues’ Minnesota Nurses’ Study provides an estimate 
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of prevalence of physical and non-physical violence for nurses throughout the state, although 

the authors do not provide specific estimates based on work setting(34). These researchers 

calculated an annual adjusted rate of physical assault of 13.2 events per 100 full-time 

employees and 38.8 incidents of non-physical violence per 100 workers. In a survey of U.S. 

emergency department physicians, researchers found that 75 percent of respondents had 

experienced verbal aggression in the past year and 28 percent had been victims of physical 

assault on the job(35). A large survey of providers working in mental health treatment wards in 

the United Kingdom found that 78 percent of nursing staff had experienced aggression or 

threats at work(36). An additional study with a United Kingdom-based sample found that 76 

percent of psychiatric nursing staff had experienced at least mild physical violence and 22 

percent had taken days off work due to workplace violence during the past year(37).  

In Taiwan, researchers reported a rate of 2.3 incidents of physical violence per staff 

member in a year’s work, based on a web-based reporting survey of 74 nursing staff 

members(38). A recent meta-analysis representing over 80,000 Chinese healthcare workers 

across multiple settings found an overall prevalence of 62 percent for reported violence during 

the past year’s work. Notably, while emergency department workers in the review were found to 

be at the highest risk, psychiatric treatment settings were not specifically addressed in the 

researchers’ findings(39). While it seems important to consider the unique features of the 

inpatient psychiatric setting in the United States, including its frequent overlap with the criminal 

justice system and rates of involuntary commitment(18), further investigation is needed to 

compare rates of workplace violence in the United States to occurrences reported in other 

countries. Based on these initial findings, it seems likely that there are significant similarities in 

frequency of workplace violence across international borders, despite cultural differences in 

health and judicial system structures.  
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For outpatient and community healthcare workers, workplace violence is also a 

significant hazard. Flannery et al. have reported extensively on data collected through a crisis-

response program (the Assaulted Staff Action Program, or ASAP) across multiple decades in 

Massachusetts, U.S., and have included a comparison between reports of violence towards 

staff in inpatient and community settings. The authors found that from 1994-2010, ASAP 

responded to 2566 assaults, 78 percent of which occurred in the inpatient setting and 22 

percent in outpatient(8), inclusive of both physical and verbal encounters. Konttila, Pesonen, 

and Kyngäs recently published a systematic review aggregating findings from outpatient mental 

health treatment settings in five countries, finding that workplace violence is a common 

occurrence for community workers worldwide, with verbal and threatening behavior being the 

most widely reported concern(40). As the authors point out, outpatient settings are an important 

area for continued workplace safety research as current health services industry trends move 

care delivery from the hospital to the community, even while patient acuity may remain 

unchanged. 

The studies included in this review describe a range of possible risk factors for facing 

violence on the job, including gender, job function, years of work experience, and patient 

diagnosis (Table 2.2). Broadly, researchers have confirmed that workers who spend the most 

time providing direct care to patients in the inpatient psychiatric setting are most likely to 

experience workplace violence. Sullivan and Yuan(21) focused their inquiry on non-white 

workers in Los Angeles County, California, pointing out that approximately 60-70 percent of the 

workforce were members of a non-white racial/ethnic group. The authors did not make any 

particular claim about the links between racial/ethnic identity and likelihood of victimization on 

the job in their sample; other authors who included racial/ethnic characteristics of their sample 

also made no such claims, and these data are provided in Table 2.2 solely to provide additional 

description of the psychiatric treatment workforce under investigation. Hatch-Maillette et al.(24) 
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used the lens of gender to explore violence towards psychiatric treatment providers, finding that 

women reported more threats (particularly sexual threats) than men, while Kelly et al.(33) found 

in a sample consisting of forensic healthcare workers that men experienced more physical 

violence than women.  

A thorough assessment of the risk factors for workplace violence is beyond the scope of 

this review, but for those working on mitigation efforts, it is useful to consider some of areas of 

investigation relevant to the inpatient psychiatric setting. In particular, the treatment environment 

and its impact on patients and staff alike may be important to consider when strategizing for 

approaches to violence reduction. Researchers using a United Kingdom-based sample found 

that almost a third of incidents involving aggressive behavior stemmed from denying patients a 

request, such as a leave pass from the hospital ward(41). Enforcing limits can pose risks for 

workers and can lead to frustration for those on the front line if they are required to adhere to 

policies that they may not fully endorse and may have little recourse to change practices. In 

addition, as researchers in the U.S. Veterans’ Affairs Healthcare System found, broader 

frustration with the institutional environment or perceived failures to meet the needs of patients 

and staff alike can contribute to volatility, anger, and aggressive behavior(42). The inpatient 

psychiatric setting introduces multiple sources of stress for patients and staff alike, and the 

interaction of the physical environment, institutional and legal rules governing behavior, and 

resulting stresses for all involved should be considered when engaging in reform efforts.   

Summary assessment of study strengths and weaknesses 

 Several study designs included in this review are particularly suited to representing the 

complex features of measuring workplace violence in psychiatric treatment settings. Specifically, 

Bensley et al.’s(23) decision to incorporate multiple types of data in their approach strengthens 

their ability to draw conclusions and enhances the findings from a cross-sectional design alone. 

Their identification of the need to corroborate findings from one type of data set with findings 
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from another is insightful, particularly considering the early year of its publication in comparison 

to the other included studies. In addition, Ridenour et al.’s(26) and Lanza et al.’s(32) 

contributions from data collected at Veterans’ Affairs treatment facilities are unique in their 

approach to carefully measuring incidence data, providing an important counterpoint to cross-

sectional findings. Their approach to data collection is certainly time and labor intensive, but 

considering the goal of measuring the impact of a violence prevention intervention, necessary 

for their research questions. 

 For cross-sectional approaches, Kelly et al.’s(25) survey of California State Hospital 

workers and Privitera et al.’s(27) survey of a large hospital workforce in Rochester, New York 

were strengthened by large sample sizes and discussion of the impact of events on impacted 

employees. The value of these approaches is that workers are provided time to reflect on 

experiences and consider how violence may have negatively changed their work or family life. 

While smaller cross-sectional surveys also contribute to the assessment of prevalence of 

workplace violence in the United States, there are also increasing limitations as the impact of 

selection and recall bias may be further amplified by decreasing sample size, leading to less 

robust conclusions from the reported data. In addition, Yragui et al.(13) did not provide a 

definition of workplace violence, which, given the multiple available constructs used to describe 

the phenomenon, could result in ambiguity in development of data collection approaches.  

Measurement strategies 

The studies included in this review of literature represent a range of approaches to 

determining and reporting rates of violence in the psychiatric setting. Generally, there is no 

single definition of workplace violence which is shared among researchers, although there are 

certain shared concepts among measurement strategies. In part, the decision regarding which 

instrument to employ stems from the researcher’s approach to the topic, but also reveals the 

challenge in accurately recording and reporting incidents of workplace violence. While the 
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decision to utilize state workers’ compensation data is straightforward due to standardized 

definitions of violence provided by OSHA, the validity of results is potentially poor. As Casteel et 

al.(22) point out, researchers estimated that up to 50 percent of staff did not report incidents 

through official channels, so state or federal-level data may do little to illuminate the scope of 

the problem. Other researchers have investigated the role underreporting plays in preventing 

accurate estimates of this phenomenon, finding that 90 percent of workplaces did not comply 

with federally-mandated requirements for reporting injuries due to inadequate recordkeeping or 

internal procedures(43). Recent qualitative research has found that inconsistencies in reporting 

guidelines, normalization of violence, and challenges with reporting procedures have all 

contributed to the underreporting of violence in healthcare settings(44). An additional, survey-

based investigation found that fear of job loss and belief that reporting would do little to 

ameliorate the problem are also contributing factors(45). These deficits have profound 

implications for determining the scope of the problem and demonstrate the need for more locally 

based approaches to data collection that introduce fewer barriers to filing a report. 

Authors who chose to gather data directly from workers using surveys employed several 

tools to structure reporting, including the Modified Overt Aggression Scale, the Staff 

Observation Aggression Scale – Revised, the Psychiatric Nurse Stress Inventory, and other 

Likert-scale response inquiries to inform questionnaire development. These approaches 

certainly erect fewer obstacles to filing a report than using official channels like workers’ 

compensation claims, however voluntary surveys introduce possible selection and recall bias 

into results, making it difficult to draw conclusions from reported findings. Ridenour et al.’s(26) 

approach to measurement, while labor-intensive, is likely the most valid of the included studies 

because workers completed reports following every shift over the 21-week study period. The 

authors’ findings were also significantly higher than those in other included studies, which may 

be related to the high-risk Veterans Health Affairs setting, but also is likely a result of the greater 
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sensitivity of their design. For comparison, calculating the assault rate based on Ridenour et 

al.’s(26) incidence data would result in a rate of 1700 assaults per 100,000 employee hours, 

compared to the statewide data published in Casteel et al.(22) of 2.31 assaults that resulted in 

days off work per 100,000 employee hours in California. 

Strengths and limitations of this review 

 The strength of this review is that it brings together studies of workplace violence in the 

inpatient psychiatric setting in the United States using a systematic process, a project which has 

not yet been previously published. Use of the PRISMA guidelines to facilitate article inclusion 

and exclusion provides clear description of the development of the final product and minimizes 

bias in selection of evidence. In addition, the comparison of different measurement strategies for 

reporting workplace violence allows readers to consider strengths and weaknesses of different 

approaches. This review has several limitations. First, it was completed largely by a single 

reviewer, introducing a risk for bias which is greater than when the process involves a team of 

reviewers. Second, this review includes English language publications only which may have 

resulted in elimination of otherwise relevant articles. Also, the review included only five 

databases and no additional manual searching due to time and resource constraints, which may 

have further limited findings. Due to the limited number of articles resulting from the search, it is 

difficult to draw firm conclusions. Further, it was not feasible to arrive at a single estimate of 

prevalence for workplace violence in inpatient psychiatric settings in the United States due to 

the diversity of measurement strategies and relatively few studies included.  

Implications for future research 

 As this systematic review demonstrates, there are multiple challenges and a diversity of 

approaches to accurately measuring the extent of violence towards healthcare workers in the 

psychiatric treatment setting and in other healthcare settings. In California, Senate Bill 1299, the 
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Workplace Violence in Healthcare Prevention standard, includes a new reporting requirement 

for the state’s hospitals that is unique among national legislation. The law requires that acute 

care and psychiatric hospitals report incidents of violence towards staff within 72 hours of the 

occurrence to the California Occupational Safety and Health Administration (CalOSHA) through 

and online reporting portal. This new reporting channel provides an additional point of access to 

understand the epidemiology of workplace violence in psychiatric settings as well as other 

hospital locations. While it may face similar challenges to validity as those described by 

researchers employing other administrative data sources, it also has some unique attributes 

which may connect reporting more closely to the lived experiences of healthcare workers, 

particularly as technological advances lower the barriers to reporting by frontline staff. As the 

early results submitted pursuant to this reporting requirement are collected and analyzed, it is 

important to contextualize them within the existing literature on this topic. Further, it will be 

important to consider the process of implementing the reporting requirement within the state’s 

hospitals to better understand the contextual factors contributing to a facility’s or an individual’s 

decision to report an incident using the CalOSHA portal or another available channel.   

Conclusion 

 The goal of this systematic review is to describe the attributes of a phenomenon that has 

significant consequences for the provision of mental healthcare in the United States and 

internationally. As the problem of workplace violence receives increasing attention from 

healthcare leaders and policy makers, there is an impulse to act quickly. In cases where 

initiatives are developed, they must be informed by research and rigorously evaluated. To do 

that, the quality of measurement strategies must be considered, with specific attention to how 

bias may be introduced at each level of reporting, whether at the individual, unit, hospital, 

county, state, or federal level. To improve overall validity of findings, the phenomenon of 

underreporting should be more fully described and explored in future research in the psychiatric 
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setting. Reliable and valid instruments that record incidents on a daily or shift-by-shift basis 

should be more fully investigated so that experiences can be captured in real-time where 

possible and problems more efficiently addressed. 

Relevance for clinical practice 

 Workplace violence in healthcare settings has been a recognized hazard for decades, 

and its seeming intractability has led many nurses and other providers to conclude that it’s just 

“part of the job.” For those working in the inpatient psychiatric treatment setting, the high rates of 

such experiences reported by researchers included in this review are unlikely to be surprising. 

What may be most useful from this review is the recognition that definitions of workplace 

violence and measurement tools are not standardized, which makes it difficult to compare 

experiences across settings and determine efficacy of mitigation efforts. Those working on the 

frontline, management, organizational, regulatory, or legislative levels must approach their 

measurement strategies thoughtfully and should investigate how they can detect real 

improvements in workplace safety. While labor intensive, real-time measurement approaches 

may be the most accurate and may yield the most actionable information when compared to 

surveys recording a prior year’s information. As research in this area continues, particularly for 

those interested in making improvements in high-risk locations like the emergency department 

and psychiatric treatment settings, discussion of valid and reliable measurement strategies must 

be part of reform efforts. 
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Table 2.1: Descriptive, sample characteristics; Workplace violence in U.S. inpatient 

psychiatric settings (N=14) 

 



  
 

40 

 

Table 2.1 (continued): Descriptive, sample characteristics; Workplace violence in U.S. 

inpatient psychiatric settings (N=14) 
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Table 2.1 (continued): Descriptive, sample characteristics; Workplace violence in U.S. 

inpatient psychiatric settings (N=14) 
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Table 2.2: Findings; Workplace Violence measurement in inpatient U.S. psychiatric 

settings (N=14) 
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Table 2.2 (continued): Findings; Workplace Violence measurement in inpatient U.S. 

psychiatric settings (N=14) 
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Table 2.2 (continued): Findings; Workplace Violence measurement in inpatient U.S. 

psychiatric settings (N=14) 
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Table 2.2 (continued): Findings; Workplace Violence measurement in inpatient U.S. 

psychiatric settings (N=14) 
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Appendix 2.1: Search strategies (Final strategy in gray shaded box) 

Date of Search: 6/27/19 

PUBMED, publication date not restricted 

# Searches Results 

1 ((( "Workplace Violence/classification"[Mesh] OR "Workplace 

Violence/economics"[Mesh] OR "Workplace Violence/epidemiology"[Mesh] 

OR "Workplace Violence/ethics"[Mesh] OR "Workplace 

Violence/ethnology"[Mesh] OR "Workplace Violence/history"[Mesh] OR 

"Workplace Violence/legislation and jurisprudence"[Mesh] OR "Workplace 

Violence/organization and administration"[Mesh] OR "Workplace 

Violence/prevention and control"[Mesh] OR "Workplace 

Violence/psychology"[Mesh] OR "Workplace Violence/statistics and numerical 

data"[Mesh] OR "Workplace Violence/therapy"[Mesh] OR "Workplace 

Violence/trends"[Mesh] ))) AND ("psychiatr*" OR "mental health") Filters: 

English 

80 

2 ("workplace violence"[Title/Abstract]) AND "healthcare"[Title/Abstract] 
Filters: English 
 

155 

3 ("workplace violence"[Title/Abstract]) AND ("psychiatr*"[Title/Abstract] OR 
"mental health"[Title/Abstract]) Filters: English 
 

109 

4 ((((("workplace violence"[Title/Abstract]) AND ("psychiatr*"[Title/Abstract] OR 
"mental health"[Title/Abstract]))) AND English[lang])) OR (((((( "Workplace 
Violence/classification"[Mesh] OR "Workplace Violence/economics"[Mesh] 
OR "Workplace Violence/epidemiology"[Mesh] OR "Workplace 
Violence/ethics"[Mesh] OR "Workplace Violence/ethnology"[Mesh] OR 
"Workplace Violence/history"[Mesh] OR "Workplace Violence/legislation and 
jurisprudence"[Mesh] OR "Workplace Violence/organization and 
administration"[Mesh] OR "Workplace Violence/prevention and control"[Mesh] 
OR "Workplace Violence/psychology"[Mesh] OR "Workplace 
Violence/statistics and numerical data"[Mesh] OR "Workplace 
Violence/therapy"[Mesh] OR "Workplace Violence/trends"[Mesh] ))) AND 
("psychiatr*" OR "mental health"))) AND English[lang]) Filters: English 

156 
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Appendix 2.1: Search strategies (continued) 

Date of Search: 6/27/19 

Web of Science, publication date not restricted 

# Searches Results 

1 (ts=(mental health OR psychiatr* OR behavioral health)) AND LANGUAGE: 
(English) AND DOCUMENT TYPES: (Article) 
Indexes=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH, BKCI-S, BKCI-
SSH, ESCI, CCR-EXPANDED, IC Timespan=All years 

338,176 

2 (ts=(hospital OR healthcare OR nurs*)) AND LANGUAGE: (English) AND 
DOCUMENT TYPES: (Article) 
Indexes=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH, BKCI-S, BKCI-
SSH, ESCI, CCR-EXPANDED, IC Timespan=All years  

895,944 

3 
 

TOPIC: (workplace violence) 
Refined by: COUNTRIES/REGIONS: ( USA ) 
Indexes=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH, BKCI-S, BKCI-
SSH, ESCI, CCR-EXPANDED, IC Timespan=All year 

1001 

4 #2 AND #3 
Indexes=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH, BKCI-S, BKCI-
SSH, ESCI, CCR-EXPANDED, IC Timespan=All years 

312 

5 #1 AND #4 
Indexes=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH, BKCI-S, BKCI-
SSH, ESCI, CCR-EXPANDED, IC Timespan=All year 

74 

 

Date of Search: 6/27/19 

EMBASE, publication date not restricted 

# Searches Results 

1 'workplace violence'/exp AND ('mental health' OR 'psychiatr*') AND 
[english]/lim  
 

23 

 

Date of Search: 6/27/19 

CINAHL, publication date not restricted 

# Searches Results 

1 workplace violence AND ( hospital or acute setting or inpatient or ward ) AND 
( mental health or mental illness or mental disorder or psychiatric illness ) 
Narrow by SubjectGeographic: - usa 
Narrow by Language: - english 
Search modes - Boolean/Phrase 
 

49 
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Appendix 2.1: Search strategies (continued) 

Date of Search: 6/27/19 

PsycINFO, publication date not restricted 

# Searches Results 

1 ((workplace violences) AND hospital AND (mental health OR psychiatr* OR 
behavioral health)) AND lo.Exact("US") 
Additional limits -  Language: English  
 

33 
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Figure 2.1: Flow diagram for study selection 
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Chapter 3: Factors associated with physical injury or police involvement during incidents 

of workplace violence in hospitals: findings from the first year of California’s new 

standard 

Abstract 

Background: Workplace violence in health care settings is known to be a costly and often 

underreported problem. In California, hospitals are required to report incidents of violence 

towards workers to the California Occupational Safety and Health Administration (CalOSHA) 

using an online reporting system which went into effect in 2017. 

Methods: Reports submitted to CalOSHA from July 2017 – September 2018 pursuant to this 

new requirement were analyzed using descriptive methods and logistic regression.  

Results: 408 hospitals submitted reports using the new incident reporting system. Behavioral 

health units had 1.82 times the odds of the reported incident resulting in physical injury 

compared to inpatient medical units, and investor-owned facilities had 2.43 times the odds of 

the reported incident resulting in physical injury compared to city or county-owned facilities. 

Inpatient and behavioral health units had significantly reduced odds of a reported incident 

resulting in police involvement when compared to other locations within the hospital. 

Conclusions: These findings indicate that protections for healthcare workers deserve ongoing 

attention from stakeholders and legislators and provide insight into how healthcare facilities 

report incidents of violence towards workers. 

Keywords: workplace violence, worker safety, hospital safety, hospital workers, nursing, 

California workers, safety legislation 
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Introduction 

Violence against healthcare workers is a pervasive safety issue that impacts patient care 

and workforce stability(1, 2). The United States Government Accountability Office reported in 

2016 that workers in healthcare settings experienced violence-related injuries at a rate five 

times higher than workers in other industries(3). In addition, official figures are likely to 

underestimate the scope of the problem, with surveys indicating that up to two-thirds of 

incidents may not be reported through official channels such as hospital incident reporting 

systems(1, 4, 5).  

California’s Workplace Violence Prevention in Healthcare standard (California Code of 

Regulations Title 8, Section 3342) went into effect in 2017 and reflects one state’s effort to 

address this problem. The new law requires that hospitals develop a comprehensive violence 

prevention plan and train all frontline staff. In addition, starting July 1, 2017, general acute care 

and psychiatric hospitals are required to submit reports of violent events within 72 hours of 

occurrence to California’s Occupational Safety and Health Administration (CalOSHA) through a 

web-based Workplace Violent Incident Reporting System for Hospitals(6). This new mandate 

and reporting channel provide an opportunity to better understand the scope of workplace 

violence for healthcare providers in California.  

This paper describes the incidents reported through this new system and investigates 

whether hospital unit/location, number of staffed beds, and type of hospital ownership are 

associated with: 1) increased odds of the event involving a physical injury, and 2) increased 

odds of the event resulting in law enforcement involvement. As federal legislation is under 

consideration to expand protections for healthcare workers, such data will provide useful 

guidance to workers, industry leaders, and the regulatory community. 
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Methods 

Data: This study used data collected by CalOSHA through the Workplace Violent Incident 

Reporting System from July 1, 2017 to September 30, 2018. These data reflect reports from 

general acute care and psychiatric hospitals operating in California during the study period. 

Hospital representatives are required to register with CalOSHA prior to submitting reports, and 

reporting is generally centralized within each hospital. Hospital representatives are responsible 

for deciding how to collect data within their respective facilities. The five state hospitals in 

California, responsible for treating the most seriously mentally ill population in the state, are also 

required to submit reports of workplace violence but do so using a modified reporting procedure. 

Due to these differences, state hospitals’ reporting data are not included in this analysis. Data 

were obtained from CalOSHA. This research was approved by the University of California San 

Francisco Human Research Protection Program Institutional Review Board. 

Variables measured: The online reporting tool captures multiple characteristics of the incident 

including: type of aggressor (such as patient, visitor, employee, or other), location of incident 

within the hospital, injury sustained, special circumstances which may have contributed to the 

situation such as working alone or at a new task, type of support provided to the affected 

employee, and any planned worksite or work process modifications proposed to mitigate future 

threats. Dates of the incidents are recorded and each event is assigned a unique identifier by 

the CalOSHA system. 

Outcome measures: The first outcome measure of interest to this study is reported physical 

injury to the victim. This binary indicator includes the injuries described as: death, amputation, 

asphyxiation, burns, bruising/abrasion, cut/puncture, dislocation/fracture, head injury, internal 

injury, open wound and sprain/strain. The categories stress/psychological impairment, injury 

type not listed, and injury type unknown by the hospital at this time were classified as non-

physical injuries. The importance of this outcome measure is to differentiate between the range 
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of events which meet the reporting threshold for California’s new regulation. The Violence 

Prevention in Health Care standard defines workplace violence as “any act of violence or threat 

of violence that occurs at the work site” and explicitly states that the incident need not lead to an 

injury(7). Given this broad definition, hospital-level reporters must decide what they deem to be 

reportable, contributing to the true variability in total number of reported incidents across 

California’s hospital. 

Even with the basic incident description, it can be difficult to ascertain the severity of the 

event based on data collected by the existing web-based system. One missing element from the 

CalOSHA data collection tool is an overall assessment of the impact or seriousness of the event 

from the perspective of the reporter. Workplace violence research measurement tools in wide 

use such as the Overt Aggression Scale(8) and the Staff Observation Aggression Scale(9) both 

incorporate a severity rating for the incident to assist in interpretation of findings.  

Without this type of distinction, one way to differentiate between less serious and more 

serious events is to use a binary indicator for physical injury. It is certainly true that this is an 

imperfect categorization of events as there are incidents which can cause serious impairment 

without leaving a visible mark on the victim, however, given the nature of the available data, this 

functions as a crude delineation. In addition, the range of possible injuries are too numerous to 

consider as individual outcomes for analytic purposes.  

The second outcome measure is police deployment to the scene after an incident 

occurs. The indicator for police deployment includes the responses: officers deployed to the 

scene, de-escalation without physically subduing the aggressor(s), physically intervened and 

subdued the aggressor(s), arrested the aggressor(s), and assistance provided that is not listed 

above. The prompt for this response specifically asks about the local law enforcement 

response, so this is assumed to reflect a municipal law enforcement response and not a 

hospital-based private security response. 
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Predictor selection: Previous research in the field has indicated that, while all healthcare 

workers are at increased risk for experiencing violence on the job, those working in the 

emergency department or behavioral health treatment settings may be most at risk(1, 10-12). 

To determine what differences might exist between hospital units for the risk of a reported 

assault to result in physical injury, the 25 possible locations were grouped into seven categories: 

behavioral health units, emergency departments, inpatient units (includes all medical-surgical 

units where patients spend at least one night), surgery/labor and delivery (L&D) units, 

ambulatory or procedure units (where patients do not spend the night), non-patient care areas 

(including parking lots, administrative areas, cafeterias), and location not listed.  

Additionally, while there is little evidence describing the role of hospital size and 

ownership category in workplace violence, these factors were included as potential areas of 

interest in providing fuller description of the phenomenon in California’s hospitals. These facility-

level characteristics were extracted from publicly available databases on the California Office of 

Statewide Health Planning and Development (OSHPD) and the California Department of Public 

Health (CDPH) websites.  

For the 75 hospitals which did not have staffed beds listed, the number of licensed beds 

was obtained from either OSHPD or CDPH and was multiplied by the mean percentage of 

staffed beds/licensed beds observed in the other reporting hospitals (0.85). Due to the 

imprecision of this imputation method, sensitivity analysis was conducted to test the impact of 

over- or under-estimating the number of staffed beds based on using the mean value of 0.85. 

The proportion of licensed beds which were staffed for hospitals reporting this information 

ranged from 0.28 – 1.0 with a standard deviation of 0.2. Using 1.0 as the upper bound and 0.45 

as the lower bound (mean – 2 standard deviations), the number of staffed beds was 

recalculated for each of the 75 hospitals. Using these alternate estimates for number of staffed 

beds, the final generalized estimating equations were re-run both with the reduced number of 
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beds and with the increased number of beds. Findings were compared to the equations 

calculated with the mean percentage (0.85) of beds and were considered significant if a change 

in the coefficients for the predictors of interest were altered by 0.25 or more, or if the p-value 

changed from either side of 0.05. The number of staffed beds was grouped into 4 categories 

(approximately quartiles): small (less than 60 beds); medium (60-129 beds); large (130-230 

beds); and very large (more than 230 beds). Although bed number could be treated as a 

continuous variable, categories were used in an effort to improve interpretability.  

Statistical Analyses: Hospitals may contribute multiple reports to these longitudinal data, 

therefore clustering is necessary based on hospital to account for the non-independence of 

observations. It may be the case that unmeasured characteristics of the reporting infrastructure 

or environment itself contribute to the relationship between the hospital unit and outcome 

measures. In order to address this issue statistically, each hospital’s unique identifier was 

incorporated as a cluster in the generalized estimating equations reflecting the final models for 

each outcome. An independent correlation structure was assumed because it is likely that 

events reported by each hospital within the study period are independent of each other with 

regard to the outcomes of interest. The generalized estimating equations were calculated using 

a binomial family designation and logit link to appropriately reflect each binary outcome of 

interest. Robust variances were chosen for this model because this allows for an unspecified 

relationship structure between members of each cluster(13). The coefficients resulting from 

each generalized estimating equation were calculated along with each coefficient’s 95% 

confidence interval. Statistical significance was met with a p-value <0.05.  

Results 

From July 1, 2017 – September 30, 2018, 11,111 incidents from 408 hospitals were 

reported to the CalOSHA Workplace Violent Incident Reporting System. Of the 408 hospitals, 

373 (91.4%) were General Acute Care Hospitals and 35 (8.6%) were Acute Psychiatric 
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Hospitals. Reporting hospitals had a mean of 177 staffed beds (standard deviation=177). A 

large majority of the assailants (93%) were described as patients, and approximately one-third 

of the incidents resulted in a physical injury to staff (Table 3.1). Investor-owned hospitals 

reported a lower proportion of the total incidents in comparison to their total representation in 

the state, while city or county-owned facilities reported incidents more frequently (Table 3.2).  

Odds ratios for physical injury and police involvement were calculated using generalized 

estimating equations with clustering by hospital. Behavioral health unit location was associated 

with 1.82 times the odds of the reported event resulting in a physical injury when compared to 

inpatient units, controlling for type of hospital ownership and number of staffed beds (Table 3.3). 

Reported events from investor-owned facilities were associated with 2.43 times the odds of 

physical injury when compared to city or county-owned hospitals, controlling for hospital unit 

location and number of staffed beds. No significant differences for the reported incident resulting 

in increased or decreased odds of physical injury were found between hospitals based on 

number of staffed beds. 

Inpatient and behavioral health units had similar odds of reported incidents resulting in 

police involvement, however all other unit or location types were associated with substantially 

increased odds of this outcome (Table 3.4). Emergency department units, ambulatory care 

areas and non-patient care areas all were associated with approximately five times the odds of 

police involvement as inpatient hospital units. Hospitals with fewer than 60 staffed beds were 

associated with 1.57 times the odds of police involvement when compared to larger hospitals 

with 130-230 staffed beds.  

Sensitivity analysis was conducted to determine the impact of under- or over-estimating 

the number of staffed beds based on using the mean proportion of licensed beds in reporting 

hospitals. There were no significant changes to the generalized estimating coefficients for using 

a lower estimate for the proportion of staffed beds (0.45) or an upper estimate (1.0). 
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Discussion 

This research study includes data reported to CalOSHA through the Workplace Violent 

Incident Reporting System for Hospitals, a new regulation which has the potential to provide a 

fuller description of a phenomenon which has been historically difficult to track. While there are 

no directly equivalent data sources which can provide a basis for comparison to these findings, 

survey-based cross-sectional research has indicated that 75% of emergency room nurses and 

up to 85% of psychiatric nurses experienced physical or verbal aggression in a month’s work 

(14-16).  

Generally, both emergency department and psychiatric nurses are thought to be the 

most at risk among hospital employees, frequently tasked with managing patients under the 

influence of drugs or alcohol or experiencing the acute symptoms of mental illness. While 

behavioral health unit location showed significantly increased odds of the incident resulting in 

physical injury in our study, emergency department locations were not associated with 

increased odds of this outcome. It may be the case that while patients arrive in a state of 

agitation, enhanced presence of security personnel in comparison to the behavioral health 

setting has the potential to reduce the chance of physical injury during an incident. However, the 

data collected by the Workplace Violence Incident Reporting System do not provide adequate 

detail to fully describe the differences between settings and further descriptive inquiry in this 

area could be instructive. 

Epidemiologic data collected over a six-year period ending in 2001 showed an incidence 

rate for workplace violence of 0.60 incidents/100,000 employee hours in California hospitals, 

notably with for-profit entities reporting a rate of 0.89 incidents compared to 0.49 incidents for 

non-profit organizations(12). Our study found that investor-owned facilities had 2.43 times the 

odds of an incident involving physical injury to the worker as those reported by city or county-

owned facilities (which were roughly equivalent to non-profit entities). Again, these data provide 
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sparse detail about hospital reporting culture and what organizational features may be shaping 

these trends, however it is notable that these differences between type of ownership have been 

detected in prior research.  

Management of workplace violence by the legal system has been the subject of 

continual debate in recent years as states and the federal government determine what 

consequences should be imposed for those who assault healthcare workers. Thirty-two states 

deem assault on a healthcare worker to be a felony, automatically escalating any incident 

beyond what would typically constitute a misdemeanor offense to one leading to a steeper 

penalty(17). These legislative initiatives have met resistance, however, particularly for patients’ 

advocates, who caution that increasing intrusion of the criminal justice system on healthcare will 

have damaging effects on patients’ care and recovery. These advocates have argued that 

hospitals should safely manage patients experiencing the symptoms of mental or physical 

illness without resorting to arrest or incarceration. Qualitative research has shed light on the 

complexity of a healthcare worker’s decision to classify patient behavior as criminal instead of 

symptomatic, especially when the assailant is experiencing symptoms of mental illness(18). In 

the United States, these choices are particularly consequential in an era where police 

mistreatment of those experiencing mental illness has been brought to public awareness.  

In this context, the outcome of whether a reported incident resulted in deployment of the 

municipal police force can be more fully considered. Data from California’s Workplace Violent 

Incident Reporting system indicate that both inpatient and behavioral health unit locations have 

significantly lower odds of having the reported incident result in deployment of police than all 

other hospital locations. Emergency departments, ambulatory care areas, and non-patient care 

areas all had at least four times the odds of police deployment as the inpatient and behavioral 

health units. It is striking that hospital unit locations which have the highest odds of incidents 

resulting in injury have the lowest odds of law enforcement involvement. It may be the case that 
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staff in behavioral health and inpatient areas contend with these types of ethical decisions more 

frequently than colleagues in other areas, and may be choosing to manage workplace violence 

without involving the judicial system. 

One alternative consideration in explaining the difference in law enforcement 

involvement is that hospital-based security may be more engaged in managing incidents of 

violence in the inpatient or behavioral health units than throughout the rest of hospital facilities, 

which could reduce the need for seeking additional support from law enforcement. In 

considering the difference in police response for hospitals with varying numbers of staffed beds, 

it is notable that the smallest hospitals have significantly increased odds of law enforcement 

involvement. There are likely multiple characteristics of both the hospitals and law enforcement 

entities which contribute to this difference, but it is worth noting that the smallest hospitals are 

also probably least likely to have assigned security personnel on site who may address safety 

issues, leading to increased reliance on municipal forces.  

Limitations: There are several limitations to these findings; CalOSHA provides a fuller 

description of the reporting process and potential challenges to accuracy on their website(6). In 

summary of what they have identified, the most significant limitation is the potential challenge to 

the validity of what is reported. While reporting is mandatory, there is no regulatory mechanism 

in place to verify accuracy or completeness of reports, and findings therefore pose questions as 

to whether reported events are a measurement of the true rate within a hospital. Based on the 

findings presented here, it is clear that further investigation is needed to determine what 

differences exist between facilities in what they deem reportable, and whether these choices 

differ based on facility type. Clarifying the reporting process will provide greater insight into what 

differences exist between number and type of incident across California’s hospitals. Further, 

because reports must be submitted within 72 hours of the event, it may be difficult for reported 

incidents to include a complete description of the full extent of worker injuries or what mitigation 
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strategies followed. In addition, missing staffed bed numbers were imputed and may be subject 

to inaccuracies. 

Conclusion 

Beyond providing an additional perspective on the scope of the problem posed by 

workplace violence in healthcare settings, these findings may also provide insight into reasons 

for the underreporting of these incidents. For investor-owned facilities in particular, less frequent 

reporting compared to other hospitals, combined with the nearly doubled odds of a reported 

event involving a physical injury, suggests that practices in these settings could merit further 

investigation. Generally, the new reporting channel and increased regulatory attention to this 

issue have the potential to increase engagement by all stakeholders and improve safety for 

workers in healthcare settings. 
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Table 3.1: Selected event characteristics (n=11,111) 

Description of event Percentage (95% CI) 

Aggressor described as a patient 93% (92.7 – 93.7) 

Any physical injury reported 33% (32.2 – 33.9) 

Reported that no remediation was taken 
because there is no continuing threat to 
employees 
 

78% (77.7 – 79.2) 

Weapon involved (gun, knife, furniture, 
medical equipment, other weapon) 

7.7% (7.2 – 8.2)  

 

Table 3.2: Frequency of events by type of hospital ownership (n=408) 

 Number of facilities (%) 
(n=408) 

Number of events (%) 
(n=11,111) 

Type of Ownership 

     City/county 20 (4.9%) 1,111 (10%) 

     District 40 (9.8%) 744 (6.6%) 

     Investor 112 (27.5%) 1,616 (14.6%) 

     Non-profit 228 (55.8%) 7,039 (63.4%) 

     State 8 (2%) 600 (5.4%) 
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Table 3.3: Odds of incident resulting in physical harm to worker by hospital location, 
ownership type, and number of staffed beds (with clustering by hospital) 
 

Location or facility characteristic Odds* of reported incident 
resulting in a physical injury 
(95% CI) 

p-value 

Hospital location   

     Inpatient (reference) 1 n/a 

     Behavioral health 1.82 (1.25 – 2.64) .002 

     Emergency department 0.91 (0.76 – 1.09) 0.323 

     Surgery/labor and delivery 0.78 (0.49 – 1.25) 0.305 

     Ambulatory/procedure unit 0.82 (0.56 – 1.21) 0.327 

     Non-patient care area 0.98 (0.79 – 1.22) 0.863 

     Other location not listed 0.81 (0.57 – 1.16) 0.255 

 

Number of staffed beds    

     Less than 60 beds 0.80 (0.52 – 1.23) 0.304 

     60 – 129 beds 0.86 (0.57 – 1.32) 0.501 

     130 – 230 beds (reference) 1 n/a 

     >230 beds 0.73 (0.50 – 1.07) 0.110 

 

Type of Ownership   

     City/County (reference) 1 n/a 

     District 1.55 (0.66 – 3.69) 0.312 

     Investor 2.43 (1.46 – 4.07) 0.001 

     Non-profit 1.10 (0.73 – 1.68) 0.644 

     State 0.79 (0.53 – 1.19) 0.264 

*Calculated using generalized estimating equation, independent correlation structure and robust 
standard errors 
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Table 3.4: Odds of incident resulting in police involvement by hospital location, 
ownership type, and number of staffed beds (with clustering by hospital) 
 

Location or facility characteristic Odds* of reported incident 
resulting in police involvement 
(95% CI) 

p-value 

Hospital location   

     Inpatient (reference) 1 n/a 

     Behavioral health 0.94 (0.61 – 1.47) 0.809 

     Emergency department 5.15 (4.04 – 6.56) <.001 

     Surgery/labor and delivery 2.40 (1.37 – 4.20) .002 

     Ambulatory/procedure unit 4.80 (3.20 – 7.20) <.001 

     Non-patient care area 6.21 (4.83 – 8.00) <.001 

     Other location not listed 2.52 (1.80 – 3.53) <.001 

 

Number of staffed beds    

     Less than 60 beds 1.57 (1.08 – 2.30) 0.019 

     60 – 129 beds 1.06 (0.73 – 1.55) 0.765 

     130 – 230 beds (reference) 1 n/a 

     >230 beds 0.93 (0.67 – 1.29) 0.658 

 

Type of Ownership   

     City/County (reference) 1 n/a 

     District 0.70 (0.39 – 1.26) 0.233 

     Investor 0.91 (0.53 – 1.56) 0.735 

     Non-profit 0.94 (0.57 – 1.54) 0.806 

     State 0.68 (0.40 – 1.17) 0.163 

*Calculated using generalized estimating equation, independent correlation structure and robust 
standard errors 
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Chapter 4: Differences in hospital practices related to California’s workplace violence in 

healthcare standard: An explanatory sequential mixed methods study 

Abstract 

Objectives: To describe differences in California hospitals’ reporting practices for incidents 

included in the state’s Workplace Violent Incident Reporting System (WVIRS) for Hospitals.  

Data sources: Secondary analysis was conducted on WVIRS data collected by the California 

Occupational Safety and Health Administration (CalOSHA) over the first three years of its 

implementation, July 1, 2017 – June 30, 2020. Primary qualitative data were collected from six 

California hospitals or groups of hospitals during 2019-2020. 

Study Design: This study used an explanatory sequential mixed methods approach to identify 

differences in the number of incidents of workplace violence per staffed bed and the proportion 

of reported incidents involving an injury to the victim. Thematic analysis of qualitative findings 

was conducted to identify key differences in organizational practices leading to differences in 

reports. 

Data Collection: All incidents reported to CalOSHA through the WVIRS were included in 

quantitative analysis. Qualitative data were collected during interviews and site visits with six 

California hospitals or groups of hospitals whose representatives volunteered to participate in 

California Department of Public Health-sponsored research related to implementation of the 

state’s workplace violence prevention standard. 

Principal Findings: 413 hospitals reported incidents through the WVIRS, with facilities 

reporting between zero and six incidents per staffed bed over the three-year period. Sixteen 

facilities (3.9%) reported two or more incidents per staffed bed while the rest reported fewer 

than two incidents. Qualitative analysis identified that leadership with law enforcement 

backgrounds were more inclined to encourage reporting of less serious incidents of workplace 
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violence when compared to leaders with clinical training. Reporting procedures varied 

considerably; some organizations utilized existing incident reporting systems to collect data and 

others assigned security personnel to investigate incidents and enter data into the WVIRS. 

Conclusions: The WVIRS has the potential to inform evidence-based violence prevention 

efforts, but there are important differences in hospital practices which make utilization of findings 

for comparative purposes challenging. Clearer guidance from regulators related to what 

incidents should be reported and how findings will be utilized will improve data quality. 
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Introduction 

Workplace violence (WV) in healthcare is a significant issue with implications for 

workers, patients, and hospitals. The Occupational Safety and Health Administration (OSHA) 

defines WV as “any act or threat of physical violence, harassment, intimidation, or other 

threatening disruptive behavior that occurs at the work site”(1). A survey of over 5,000 U.S.-

based healthcare workers found that 39% had experienced WV on the job from patients or 

patients’ family members in the prior 12 months(2). Research conducted by the Emergency 

Nurses Association reporting on over 3,000 U.S. emergency department nurses’ experiences of 

WV found that 25% had experienced more than 20 incidents of physical violence over the prior 

three years and a third had considered leaving the profession or department as a result(3). 

The United States Bureau of Labor Statistics has reported that psychiatric and 

substance abuse hospitals have the highest incidence rates for non-fatal injuries and illnesses 

among all healthcare facilities, with 7.8 cases per 100 full-time employees annually(4). A survey 

conducted among providers working in a California forensic psychiatric hospital found that 70% 

had been physically assaulted during the past year on the job(5). The impact of these events 

can be consequential for workers’ self-perception and competence, leading to what qualitative 

researchers described as “hypervigilance,” “generalized fear,” and a disengagement from caring 

during daily work activities(6). 

California took action to address WV in healthcare by passing Senate Bill 1299 in 2014. 

This legislation was phased in during 2017-18 and required the state’s Occupational Safety and 

Health Administration (CalOSHA) to enact requirements for hospitals to develop violence 

prevention programs, train staff, and improve recordkeeping practices related to violent 

incidents. In addition, all psychiatric and general acute care hospitals are required to submit 

reports describing incidents where force was used within 72 hours of the occurrence through a 

new, web-based Workplace Violent Incident Reporting System (WVIRS) for Hospitals. A 
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summary of incidents reported through the first year of this system and an evaluation of hospital 

location, size, and ownership characteristics as risk factors was previously reported(7).  

Rationale for current study 

The WVIRS provides a new way to estimate the epidemiology of WV in hospitals in a 

large, diverse state. In addition, data reported through this new channel may contribute to 

understanding of risk factors and organizational responses for incidents of violence, leading to 

more effective mitigation strategies. However, in utilizing this new data set, it is crucial to 

consider how differences in organizational practices related to the reporting system may 

contribute to what appears in the final record. In other words, apparent differences between 

hospitals are likely to reflect both the true difference in rates of violence and the differences in 

facilities’ reporting practices.  

One way practices differ is in what hospitals determine to be reportable through the 

WVIRS. Although California’s regulation states that all incidents where physical force is used 

must be reported through the online portal, regardless of whether or not an injury is 

sustained(8), there are differing interpretations of this requirement. Using the percentage of 

each facility’s total reported incidents that involve a physical injury to the victim is one way to 

assess the organization’s interpretation of what needs to be reported. Although the WVIRS does 

not include an assessment of the overall severity of the incident, events where an employee 

sustains a physical injury can be seen as more serious, while incidents where no injury is 

sustained can be considered less serious. Determining a facility’s overall percentage of 

incidents where a physical injury occurs is likely to reveal a fundamental aspect of their 

reporting practices and provide a starting point for assessing the differences in approaches to 

implementing California’s WV prevention law.  
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To further account for differences in organizational behavior related to incident reporting, 

the unionization status of each hospital’s nursing workforce was considered in analysis. Efforts 

to enact California’s WV legislation were spearheaded by two of the powerful healthcare 

workers’ unions in the state, the California Nurses Association and the Service Employees 

International Union. Considering these organizations’ leadership on the issue, it will be 

interesting to consider what impact their presence in the workplace might have on the hospitals’ 

implementation of the standard. In the absence of strong regulatory guidance, unions have the 

potential to exert influence over organizational practices that safeguard workers’ safety. 

Healthcare worker unions’ significant role in upholding quality and safety standards was 

identified in recent research from New York State nursing homes where facilities with unionized 

workforces saw fewer coronavirus-related deaths than non-union facilities(9).  

Theoretical frameworks for the study 

1) Risk management and reporting 

Modern approaches to risk management in healthcare settings, shaped over the past 

two decades by the Institute of Medicine’s landmark report To Err is Human, encourage 

reporting of adverse events and near misses at all organizational levels to improve patient 

safety(10, 11). The goal of this thorough data collection is to encourage transparency and 

normalize discussion of mistakes, ultimately countering the “culture of blame” and the resulting 

dishonesty about errors that is known to be pervasive across the healthcare industry. The Joint 

Commission, a national hospital-accreditation organization, requires participating hospitals to 

encourage reporting of all patient care-related mistakes and near-misses without fear of 

discipline(12). Generally, incident reporting infrastructure is designed to capture events which 

harm or could possibly harm patients, which is distinct from WV data focused on harms to staff 

members. However, because many hospitals approach reporting processes similarly, 
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regardless of who is harmed, it is important to acknowledge this standard for risk management 

when discussing hospitals’ experiences with the WVIRS.  

2) Institutional theory 

The approach to describing and measuring organizational practices in California’s 

hospitals used here is informed by institutional theory. Originating in sociology, institutional 

theory provides insight into how healthcare organizations behave in an environment with 

multiple, complex, and competing demands. Institutional theorists Meyer and Rowan focus on 

what they call “highly institutionalized” environments which are shaped by sets of beliefs 

governing their organizational practices(13). Meyer and Rowan locate such places on one end 

of a spectrum, opposite from businesses motivated by a more concrete demand for production 

of goods.  

In this context, Meyer and Rowan point out, institutionalized environments are forced to 

resolve frequent inconsistencies in their daily practice. In healthcare environments, maintaining 

public trust is essential to continued operation, so it is crucial for the public to believe that they 

will be treated safely and equitably, despite the errors and accidents that are known to occur. In 

attempting to navigate this challenge, organizational leaders may employ what Meyer and 

Rowan call “decoupling,” which insulates workers performing the real tasks that need to be done 

from the demands of the external environment (13)(p. 357). This buffering process is led by 

administrators who perform the activities needed to appear compliant, transparent, and 

engaged with scrutiny from outsiders while permitting core practices to remain undisturbed.  

When considering hospitals’ implementation of California’s WV prevention legislation, 

institutional theory can help illuminate the multiple points of pressures exerted on those 

responsible for compliance. These concepts facilitate identification of competing demands and 

motivations and were used as background to prepare for qualitative investigation. 
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Study Objectives: This study aims to describe differences in California hospitals’ reporting 

practices for incidents included in the state’s WVIRS over the first three years of its 

implementation. The goal is to provide additional information about how facilities have decided 

what should be reported through the WVIRS, what process they use for reporting, and how 

these differences might impact interpretation of findings.  

Methods 

Study design 

This study used an explanatory sequential mixed methods design(14). Starting with 

quantitative data, researchers identify unexpected findings, outliers, or other areas of interest, 

then use qualitative inquiry to clarify or deepen understanding of the initial results. Once both 

types of data are collected, findings are analyzed together.  

Data sources: 

Quantitative data: Data reported through the WVIRS to CalOSHA are available to the 

public through the California Public Records Act. Hospitals were required to begin using the 

WVIRS as of July 1, 2017. Records from July 1, 2017 – June 30, 2020 are included in this 

analysis. Information related to hospitals’ ownership was obtained from publicly available data 

from California's Office of Statewide Health Planning and Development and the California 

Department of Public Health (CDPH). Unionization data was obtained from union websites and 

internet news searches.  

Qualitative data: During 2019-2020, two interviewers conducted site visits and phone 

interviews with hospital representatives under the auspices of the CDPH’s Occupational Health 

Branch (OHB). This entity has statutory authority to enter facilities throughout the state but is not 

responsible for regulation. Participants were informed that site visits and interviews were for 

research purposes only and that findings would not be used to issue citations. The California 



  
 

80 

 

Hospital Association (CHA), a trade organization for the state’s hospitals, was active during the 

stakeholder engagement process of the WV legislation development and continues to have a 

working group devoted to supporting member facilities in their implementation efforts. Four of 

the six participating hospitals or systems volunteered to participate after receiving information 

about the project from the CHA’s electronic list-serve. The other two hospitals were contacted 

by the OHB directly. An additional, county-funded public hospital was contacted by OHB but did 

not agree to participate, and another hospital which is a member of a large healthcare system 

agreed to participate but canceled due to the start of the coronavirus pandemic in Spring 2020. 

Six hospitals or hospital systems were included interviewed for this project with 

geographic representation in southern, northern, and central California. Facilities and hospital 

systems which participated in interviews and site visits during the qualitative investigation are 

described in Table 4.2. Two participating hospitals were small, independent entities while the 

rest were members of larger health systems. The number of facilities represented by each 

interview or site visit is noted in Table 4.3. 

Of the six total facilities or health systems included, four were visited in person and two 

relied on phone interviews for data collection. Participants were hospital representatives with 

leadership roles in ensuring compliance with WV standard; some worked in security operations 

and others had risk management or patient care management responsibilities. Interviewers 

requested that unit-level managers and frontline staff be invited to participate; these individuals 

were included in at participants’ discretion and were present for two interviews.  

The first interviewer (RO) is an experienced psychiatric nurse and PhD student who was 

working as a contractor for CDPH for the duration of this project. The second interviewer (JC) is 

an industrial hygienist employed by CDPH with extensive experience in workplace safety 

evaluation and education. Interviews were semi-structured and ranged from one-hour phone 

calls to day-long site visits, depending on facility representatives’ availability and preference. 
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The first interviewer (RO)’s written notes provide the primary data source, and the second 

interviewer (JC) provided additional data from notes and corroboration or correction where 

needed. Observations related to the worksite environment or other safety measures described 

were also recorded by the first interviewer. The first interviewer took notes during each meeting, 

then reviewed and completed the summary of each interview or site visit over the next day. This 

process involved both a thorough description of what was discussed, and a reflective process 

describing observations and summaries to capture broad impressions of the environment and 

discussion and aid in comparison between facilities(14).  

Thematic analysis began with thorough review of the interview notes and led to 

identification of four key themes: reporting, leadership, training, and overall approach to 

workplace violence prevention. Areas of similarities and differences between facilities were also 

identified in subsequent analyses and coded accordingly(15, 16). Once these categories were 

established, a spreadsheet was used to facilitate comparisons and develop visual 

representation of differences in practices. Due to the use of interviewers’ notes instead of 

transcripts, this approach was preferable to utilizing qualitative analysis software. 

Adequate sample size for qualitative data collection is generally assumed to be achieved 

when researchers reach a point of saturation, or areas of interest are sufficiently addressed. For 

this study, additional site visits were limited due to the start of the coronavirus pandemic in 

Spring 2020. Interviewers identified the need for additional representation of smaller, 

independent facilities and those functioning in a safety-net role to improve generalizability of 

findings to those hospitals. 

This study was approved by the University of California San Francisco Institutional 

Review Board and the State of California Committee for the Protection of Human Subjects. 
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Study Variables: 

Predictors: 

• Unionization status: Hospitals are identified in the WVIRS with a unique number 

corresponding to their license which is issued by Office of Statewide Health Planning 

and Development (OSHPD). Each facility was classified as either unionized or not 

unionized based on the status of their nursing workforce. The presence or absence of 

union representation was determined by using the websites of healthcare unions which 

post a list of their represented facilities. For facilities not listed on any union website, 

additional web searches were conducted to determine if there were any omissions.  

• Reported incident date: As facilities have had time to implement the standard’s 

requirements, their reporting practices may have changed. The date of reported incident 

is recorded in the WVIRS and all incidents from the day were tabulated.  

• Ownership category: OSHPD classifies each hospital as: City/County owned, District 

owned, State owned, Non-profit, or Investor owned. State-owned facilities have been 

granted a variance from the requirements of the WV legislation, and due to the 

differences in their reporting practices, have been excluded from this analysis. 

• Staffed beds: OSHPD tracks facilities’ total licensed and staffed beds and reports them 

as public data. Data were merged with WVIRS reports. For the 75 hospitals which did 

not have staffed beds listed, the number of licensed beds was obtained from either 

OSHPD or CDPH and was multiplied by the mean percentage of staffed beds/licensed 

beds observed in the other reporting hospitals (0.85). The proportion of licensed beds 

which were staffed for hospitals reporting this information ranged from 0.28 – 1.0 with a 

standard deviation of 0.2. This imputation method was used for ten facilities which are 

included in the mixed methods analysis described in Table 3. Sensitivity analysis was 

conducted for these facilities to account for the imprecision of this method; a lower 
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bound of 0.45 percent of total licensed beds (mean -2sd) and an upper bound of 1 (or all 

licensed beds) was included in the final table to indicate what impact use of this method 

may have on results. 

Outcomes:  

• Total incidents: Each incident in the WVIRS is assigned a unique identifier.  

• Incidents involving physical injury: This binary outcome was determined to include 

injuries reported in the WVIRS as death, amputation, asphyxiation, burns, 

bruising/abrasion, cut/puncture, dislocation/fracture, head injury, internal injury, open 

wound and sprain/strain. The categories stress/psychological impairment, injury type not 

listed, and injury type unknown by the hospital at this time were classified as non-

physical injuries. While imprecise, an incident involving physical injury to the victim is 

generally assumed to be a more serious incident, while an event not associated with an 

injury is thought to be less serious. Due to the large number of possible physical injuries 

recorded, a binary category is useful for analytic purposes. 

Statistical and mixed methods analyses 

Quantitative data analysis was conducted in STATA SE/15. A 2-tailed t-test was used to 

compare reported incidents involving physical injury between unionized and non-unionized 

hospitals. Significance was set at p= <.05. The trend in proportion of reported incidents involving 

a physical injury over the three-year reporting period was evaluated using simple linear 

regression. The slope coefficient was calculated along with its 95% confidence interval. Mixed 

methods analysis was conducted using an explanatory sequential approach(14). Quantitative 

data was collected and tabulated first, then qualitative findings were used to facilitate additional 

understanding differences in rates and severity of incidents reported through the WVIRS.  
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Results 

Quantitative sample characteristics: Description of the California hospitals reporting through 

the WVIRS from July 1, 2017 – June 30, 2020 is provided in Table 4.1. During the reporting 

period, 413 general acute care and psychiatric hospitals reported incidents of WV through the 

new system.  

Quantitative findings: 

Total incidents per staffed bed: Reporting hospitals vary in size, with staffed beds ranging 

from four to 880. Therefore, adjustment is needed to compare the number of reported incidents 

among facilities. The total reported incidents are shown in Figure 4.1. Hospitals reported a 

range of zero to six incidents per staffed bed over the three-year reporting period, with most 

facilities reporting between zero and two incidents per bed. A total of 16 hospitals (3.9%) 

reported two or more incidents per staffed bed. 

Percentage of incidents involving physical injury: The distributions of hospitals’ reporting 

practices related to physical injury are presented in Figure 4.2. There was no significant 

difference in the mean percentage of incidents involving a physical injury between the unionized 

and non-unionized facilities (43% vs. 47%, p=.18).  

The mean reported incidents per day was 26.9 (SD=6.0) and the mean proportion of 

daily reported incidents involving injuries to workers was .32 (SD=.10). Over the first three years 

of WVIRS reporting, there did not appear to be a linear trend indicating a change in hospitals’ 

reporting practices as related to percentage of reported incidents involving physical injury. The 

slope coefficient for change in proportion of such incidents was 0.0 (95% CI: 0.00 – 0.00). The 

locally-weighted smoothed mean of the proportion of incidents involving injuries to workers over 

time is presented in Figure 4.3. Of note, there also did not appear to be any major changes to 
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organizations’ reporting practices after the start of the coronavirus pandemic in March/April 

2020. 

For the facilities described in Table 4.3, a range of .04 to 1.3 incidents per staffed bed 

were reported over the three-year period, while the percentage of incidents involving injury to 

staff during that time ranged from 4% to 75%. 

Assessment of ongoing threat to workers: For the three-year study period, hospitals 

reported that for 84% of incidents, it was determined that no continuing threat was posed to 

employees following the WV event and therefore no practice or engineering changes were 

implemented to mitigate future risk. Of the remaining reported steps taken to address an 

ongoing threat, hospitals reported that additional investigation would be required to report 

changes in 9% of incidents. An engineering modification was reported in 1% of incidents and 

changes to work practice reported in 2% of incidents. 

Qualitative findings 

After notes from all interviews and site visits were reviewed, several dimensions of 

organizational practice relevant to WVIRS implementation emerged. A summary of each 

facility’s characteristics related to each domain is provided in Table 4.3 and an overall 

description is provided below. 

• Organizational leadership: 

WV reporting sits at the intersection of several organizational functions within hospitals, 

encompassing employee health, hospital security, risk management, and patient care. Based on 

each organization’s available resources and approach to regulatory compliance, individuals 

from varying backgrounds have been assigned to management of the WV compliance 

operation. Several organizations have approached the problem through the lens of security 

operations, assigning personnel with either a hospital security or law enforcement background 
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to developing and implementing the WV program. For some larger organizations, leadership 

have created a specialized role within the security or risk management department to develop 

and implement the WV prevention and reporting program.  

There are differences in organizational practice based on available resources as small, 

private facilities have a much shallower bench to use in assigning responsibilities. For Facility 6, 

for example, a leader with a clinical background and existing responsibility for patient care 

oversight was assigned to manage compliance and implement the WV prevention program. 

• Reporting practices 

Hospitals have devised a range of practices to meet the state’s WV incident reporting 

requirements. Some have adapted existing incident reporting platforms to include data required 

by the new law, and others have added data gathering responsibilities to security staff or house 

supervisors’ workloads. The larger systems have built upon their existing incident reporting 

software to collect data directly from frontline staff who experience violence. This approach 

requires staff to identify an incident as WV which flags it for risk managers and routes it to the 

appropriate personnel for inclusion in the WVIRS. The smaller systems have used more manual 

approaches, such as paper forms and locally stored spreadsheets, to collect facility-level data 

before entering it into the WVIRS. These approaches rely on phone calls or verbal reports to 

managers which initiate the investigation into an incident.  

To enter data into the WVIRS, hospitals must register one or several facility 

representatives with CalOSHA. These individuals are provided an account and access to the 

online portal. The WVIRS requires manual data entry into the online system; there is no way to 

upload data using spreadsheets or files which hospitals may be using for their internal data 

collection purposes.  
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• Overall reporting challenges identified 

All health systems included in this project identified challenges related to gathering data 

from impacted staff, reporting it into the appropriate system, and entering data into the 

CalOSHA portal within the required 72 hours. Participants agreed that the 72-hour timeline does 

not permit adequate time for investigation of each incident before submitting the report to 

CalOSHA, which may compromise accurate description of any changes to the environment or 

work practice that result from a WV incident. Moreover, for healthcare systems which rely on the 

impacted worker to enter data into an incident reporting system and then enter the findings 

directly into the WVIRS, fuller description of the aftermath of an event is clearly lacking since 

workers are likely to enter data into the system shortly after an event occurs without knowing 

what mitigation efforts follow. 

These concerns were discussed in meetings which were frequently arranged by a 

representative of the CHA. For most interviews, the CHA representative was present and at 

times encouraged facility participants to describe their concerns with reporting requirements.  

• Staff training: 

California’s regulation requires that all healthcare facilities train staff in WV identification 

and prevention at the time of hiring and with annual refreshers. Additional training in physical 

management and restraint protocols is required for employees performing high-risk functions 

such as emergency department, behavioral health, and security personnel. Most facilities 

employ online training modules to provide education to the entire workforce efficiently, with 

several indicating that they purchased modules from hospital security firms who created content 

to address the requirements found in California’s new law. The approach to in-person training 

varied, with some facility leadership expressing concern that day-long classes, although often 

requested by employees, were too resource intensive to be broadly implemented.  
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A theme during multiple interviews was facility leadership concern in accurately 

determining who needs training beyond the standard online modules and what skills should be 

practiced. Leadership from two large health systems expressed similar concerns that nursing 

staff should generally not be performing physical restraints, so providing this type of in-person 

training is not truly necessary, even when staff members state that they would like to have this 

training. Their assumption is that security or law enforcement should take over in these 

situations and that nursing or patient care staff who use these techniques only rarely will not be 

effective and so may be more likely to injure themselves or their patients. 

Discussion 

California’s new, web-based WVIRS provides needed insight into the epidemiology of 

WV in hospitals. While more serious incidents resulting in hospitalization have previously been 

reported to CalOSHA, hospitals now track and report less severe incidents for the first time. The 

WVIRS’ true potential is to provide comparative data to guide hospitals’ practices in developing 

interventions to reduce the frequency and severity of WV for healthcare workers.  

To use the WVIRS for comparative and evaluative purposes, it is important to first 

consider some of the differences in organizational practices related to incident reporting. 

Incident reporting involves action at multiple layers of each organization. Victims of WV must 

make the decision to report the incident and must accurately identify the incident as WV, actions 

relying on training and education provided by either online or in-person sessions. From there, 

administrative personnel must flag or route the report, and the individual responsible for filing 

the report through the WVIRS must do so. At each stage, an individual’s motivation and ability, 

underwritten by an organizational commitment or philosophy, may lead to variations in practice. 

Therefore, while the range of reported incidents involving a physical injury to the victim 

involve real differences in experiences between hospitals, organizational practices are also 
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exerting a confounding influence on true difference in experiences for workers in California’s 

hospitals. Qualitative findings provide insight into how organizational leadership, reporting 

practices, and staff training may impact what appears in the WVIRS.  

Generally, the trend in Table 4.3 shows that incidents per staffed bed go down while the 

proportion of incidents involving injuries goes up. Taken at face value, this would assert that 

events very rarely happen in Facility 6, but when they do, they are more serious. It is possible 

that this is the case, and that a few individuals who behave aggressively are responsible for 

these assaults. However, based on the qualitative data provided for these organizations, it 

seems equally likely that additional incidents are simply not being recorded in the system, as 

incident reporting in this facility involves a nursing supervisor with an already fulltime workload 

collecting data from impacted staff and personally entering information into the WVIRS. Further, 

with regulatory compliance in WV prevention assigned to a leader with a patient care 

background, it may be less likely for incidents to be described as WV. The lack of a unionized 

workforce may have an additional impact on both individual and facility-level decisions about 

compliance with reporting requirements. 

Overall, the presence of unions representing healthcare workers did not have a 

significant impact on the percentage of reported incidents involving injuries to workers. While 

these unions were key to passing California’s WV legislation, it is not clear that they have 

played a decisive role in shaping hospitals’ reporting practices. Considering the multiple 

organizational requirements found in the statute, it is possible that unions have focused their 

resources on increasing staff training and other violence prevention efforts with more 

immediately tangible benefits to members. Unions may see advocacy for improvements in 

reporting infrastructure to be less important, as potential benefits seem more abstract and long-

term. One union, the California Nurses Association, has conducted their own WV exposure 

surveys of members in several large health systems. Although the reports included in the 
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WVIRS are publicly available, their decision to conduct additional surveys indicates that they 

may not consider internal reporting processes to be useful. 

In determining how to ensure compliance with the WV regulation, hospitals were faced 

with the decision of who to put in charge of the program. For the larger health systems, the 

required changes were significant enough to assign the work to a specialized consultant or 

employee trained in safety programs. For others, particularly smaller, community-based 

hospitals, the work falls to leaders with other assignments. Overall, the individuals responsible 

for implementing training and reporting programs had a background that was primarily in health 

care or came from a prior career in law enforcement.  

Generally, those who were trained in law enforcement were more inclined to encourage 

reporting and escalation of complaints towards patients who had assaulted staff members, while 

those who were trained in health care environments sought remedies that did not involve legal 

consequences for patients. Ultimately the responsibility for reporting rests on the individual who 

experienced the assault or threat or an immediate witness, so the organizational leader 

responsible for compliance cannot exert a decisive influence over what appears in the record. 

However, by assigning security personnel to assist in data gathering, a logistical burden is lifted 

from those providing care to patients so capturing reports of additional incidents may be more 

likely. 

Informed by risk management 

In some ways, implementation of the WVIRS builds on existing reporting culture within 

hospitals, as multiple facilities have extended their incident reporting platforms to include WV 

reporting. At the same time, reporting incidents where staff were harmed or could have been 

harmed is distinct from typical incident reporting where patients are impacted. All healthcare 

organizations prioritize patient wellbeing and, in instances where staff are harmed by patients, 
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complex issues may arise in determining what limits can be set for patient behavior, particularly 

when they are suffering from serious physical or mental distress. In this way, even in hospitals 

where complete transparency is encouraged in reporting mistakes and near-misses, WV events 

may be more challenging to capture as workers may fear they will be blamed for failing to de-

escalate situations with patients they are supposed to be caring for. 

For all types of incident reporting, as organizational theory would argue, even in facilities 

where leadership hope to engage staff members in efforts supporting transparency and quality 

improvement, there is an impulse to prevent scrutiny from regulators in the interest of continuing 

their core functions without outside interference. This pressure, to appear to be providing safe 

and effective care at all times even while encouraging open discussion of mistakes, results in 

mixed messages for staff members in deciding whether to report adverse events which may 

impact their well-being. 

An additional consideration for evaluating hospitals’ approaches to risk management and 

reporting was raised by a 2016 commentary in BMJ Quality and Safety entitled “The Problem 

with Incident Reports”(17). The author, Macrae, takes stock of the healthcare industry’s 

approach to incident reporting and contrasts it to the aviation industry, which is generally 

credited with inspiring hospital practices. Macrae posits that the most consequential difference 

between the two industries is that healthcare services solicit vast numbers of incident reports 

and commit little infrastructure to following up and investigating events after they occur, unlike in 

aviation where processes prioritize a closed-loop system. Without a strong commitment to 

follow-up, hospitals accumulate vast troves of data without seeing meaningful changes to 

practice. 

Along these lines, a recurrent theme raised by interview participants across facilities was 

the question of what is being done with data that are submitted to CalOSHA using the WVIRS. 

Despite having reported these data to the state for nearly three years, facilities representatives’ 
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expressed frustration that they had not been contacted about any lessons learned or 

suggestions for practice improvements. Multiple participants pointed out that they had been 

using their own, internal incident logs to direct stakeholder discussions, and had found these to 

be consequential for improving safety. Some explicitly stated that reporting to CalOSHA using 

the WVIRS was not a priority since these data were not central to internal investigations and 

discussions. 

Limitations 

This study has several limitations. First, qualitative data collection was curtailed prior to 

project completion due to the start of the coronavirus pandemic. While it is difficult to anticipate 

what additional themes or hospital practices could have been identified with additional site visits 

or interviews, it is possible that more complete descriptions or additional domains for 

comparison could have emerged. A second limitation is that most facilities were recruited by the 

CHA, an entity seeking to reduce the burden of regulation for participating facilities. The 

potential impact of this relationship was noted during interviews and reflections summarized 

following each interview in an attempt to fully describe how the presence of a CHA 

representative might have impacted findings. 

For the quantitative data, limitations of data collected using the WVIRS have been 

described by CalOSHA on their website(18), and inconsistencies in reporting practices are the 

subject of this study. Data on staffed beds were missing for several hospitals included in the 

mixed methods analysis. Sensitivity analysis is included to provide an estimate of the impact of 

imputations. 

Conclusions 

Hospitals find themselves in a contradictory position when it comes to WV reporting: 

they want their numbers to reflect their successes in WV prevention and de-escalation, so when 
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few reports appear, it is seemingly cause for celebration. It seems counterintuitive to go looking 

for a problem. At the same time, epidemiologic studies of WV in healthcare settings across 

types of facilities and throughout the world have demonstrated WV is a serious problem with 

significant consequences for workforce stability and well-being.  

It is therefore important for facilities to devote resources to educating workers about WV 

identification and reporting, and to provide support for the logistical burdens involved in incident 

reporting. Relying solely on healthcare providers with extensive patient care responsibilities for 

conducting their own investigations into incidents and completing reports which can be directly 

entered into the WVIRS will likely result in incomplete data collection. Where possible, facilities 

should allocate additional resources to ensuring reports are accurate and timely and that 

recommendations for changes in the environment or in practice are solicited from those most 

impacted. 

In addition, while the new WVIRS has generated useful data for more fully describing the 

epidemiology of this important workplace health issue, its greater utility has yet to be realized. 

CalOSHA has released summary reports of incidents reported through the WVIRS on its 

website, but these documents do not contain specific recommendations for change based on 

reports. The generation of reports is just the start of a risk management strategy; full 

investigation and targeted follow up will drive performance improvement.  

More attention is needed to focus on the mitigation strategies hospitals have employed 

and what changes have resulted from these initiatives. Hospital representatives have argued 

that the 72-hour reporting timeline introduces an insurmountable burden for accurately 

describing these changes, so lawmakers should carefully consider whether this timeframe is 

necessary. If more accurate data will be collected and changes to practice can be described, 

then reports from the WVIRS will be useful to facilities throughout the state and beyond.  
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Table 4.1: Description of hospitals (N=413) reporting incidents using the WVIRS, 
 July 2017 – June 2020 
 

Facility ownership* 
 

Frequency Percentage (%) 

City/County 
 

25 6% 

District 
 

37 9% 

Non-profit 
 

249 60% 

Investor 
 

101 25% 

Type of hospital 
 

  

Psychiatric hospital 
 

29 7% 

General acute care hospital 
 

384 93% 

*State hospitals’ data excluded 

 

  



  
 

95 

 

 

  

Table 4.2: Description of hospitals or systems providing qualitative data 
 
Facility 
Number 

Interview 
method 

Hospital/system 
description 

Unionization Facility houses Behavioral 
health unit and/or 
Emergency department 
 

1  In person 
interview/tour 

Privately owned, 
non-profit; rural 

Nurses unionized Substance abuse treatment 
unit and emergency 
department 
 

2 In person 
interview 

Acute care facility 
within statewide 
system; urban 
 

Nurses, ancillary 
personnel 
unionized 

Emergency department 

3 
 

Phone 
interview 

Multiple facilities 
comprising 
statewide system; 
urban/suburban 

Nurses, ancillary 
personnel 
unionized 
 

Behavioral health units and 
emergency departments 

4  In person 
interview 

Acute care 
facilities in single 
city within 
statewide system; 
urban 
 

Nurses, ancillary 
personnel 
unionized 

Behavioral health unit and 
emergency department 

5 
 

Phone 
interview 

Large, statewide 
system; varying 
locations 

Nurses, ancillary 
personnel 
unionized 
 

Behavioral health units and 
emergency departments 

6 
 

In person 
interview/tour 
 

Small, non-profit 
facility; 
rural/suburban 
 

Not unionized Emergency department 



  
 

96 

 

Table 4.3: Integrated findings: Dimensions of reporting with incidents per bed and 

percentage of incidents involving injury 
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Figure 4.1: Total Incidents per staffed bed (N=413 facilities) 
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Figure 4.2: Percentage of incidents involving physical injury by unionization (N=413 

facilities)
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Figure 4.3: Percentage of incidents involving physical injury over time  

(N=27,968 total incidents) 
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Chapter 5: Discussion 

This dissertation study contributes to the growing body of research exploring how 

workplace violence towards healthcare workers can be managed at the organizational and 

regulatory levels. More broadly, it describes some of the considerations surrounding 

implementation of a statewide hospital-based safety regulation. In addition, the study provides 

an early report on the implementation of California’s workplace violence prevention in 

healthcare legislation, with a focus on the contributions this new law makes to tracking the 

occurrence of this pervasive problem. Finally, it offers a starting point for comparing violence 

reporting practices within the state’s hospitals, identifying a path forward to begin using the data 

for prevention efforts. A summary and synthesis of the study’s three aims, followed by a 

discussion of the significance of the findings, is presented below. Lastly, the implications for 

future research and practice will be described. 

Summary of findings 

AIM 1: A systematic review of literature describing the incidence or prevalence of workplace 

violence towards healthcare workers in U.S. inpatient psychiatric settings confirms that the risk 

for this population is high. Realtime incident measurement, surveys, and government databases 

have all been used to study and attempt to quantify the problem, yielding varying estimates, and 

researchers have chosen different measurement strategies based on their goals. 

AIM 2: California’s Occupational Safety and Health Administration (CalOSHA) began collecting 

data through the web-based Workplace Violent Incident Reporting System for Hospitals 

(WVIRS) in July 2017. Analysis of the data reported during the first 15 months revealed that the 

odds of a reported incident involving a physical injury to the worker were highest in behavioral 

health units and investor-owned facilities. The odds of police deployment following a reported 

incident were lowest for inpatient and behavioral health units. 
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AIM 3: California hospitals have approached compliance with the reporting requirements in 

CalOSHA’s workplace violence standard in different ways. Utilizing hospital staffing data from 

the Office of Statewide Health and Planning (OSHPD), the total incidents per staffed bed for 

each reporting hospital were found to be between zero and six from July 2017 – June 2020. 

Thematic analysis of interview and site visit data revealed that hospitals’ leadership decisions, 

reporting procedures, and training practices were consequential for what ultimately appeared in 

the WVIRS.  

Synthesis of findings 

Although there is broad awareness of the pervasiveness of workplace violence in 

healthcare settings(1-5), consistent measurement of the problem has been challenging for 

researchers, safety advocates, and regulators(6-8). Some of these difficulties are logistical, as 

reporting practices may place an additional paperwork burden on overtaxed workers, requiring 

them to gather data to describe incidents and submit through incident reporting platforms. Often 

these frontline workers are required to complete paperwork for internal, risk-management 

processes in addition to existing charting responsibilities documenting patient care activities.  

At the organizational level, leadership decisions may enable or inhibit complete 

workplace violence incident reporting in hospitals. In particular, choosing to devote institutional 

resources to improved data collection is likely to yield a more complete picture of the problem 

and communicate to workers the importance of reporting. Other problems in measurement are 

more cultural(9), originating in the philosophical orientation many healthcare workers bring to 

their jobs; providers are trained to prioritize patient care and well-being, often at the expense of 

their own safety. Data from the WVIRS does not directly quantify this phenomenon, however, it 

does provide some indirect evidence of the apparent contradictions in reporting practices by 

describing how hospital units where workers are most likely to experience incidents resulting in 

a physical injury are also the least likely to have police deployed in response. 
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Generally, this dissertation study provides a new measure of the risks for workplace 

violence that California’s hospital-based healthcare workers face. Following the mandates of 

state Senate Bill 1299, passed in 2014 with the strong backing of the California Nurses 

Association and the Service Employees International Union, California’s regulation is unique in 

prioritizing the need for improved data collection as a central component for improving workers’ 

safety. This requirement is an acknowledgement of the historical under-counting of this problem 

and leverages the technological capacity for implementing a web-based system across all 

hospitals in the state as a path to improvement. 

The WVIRS therefore provides a new contribution to the epidemiology of workplace 

violence in healthcare settings, reflecting a mandate to establish reporting procedures adequate 

to capture every incident where force is used against workers, regardless of whether an injury 

occurs. This requirement is considerably broader than the general standards governing illness 

and injury reporting in which workplace violence incidents were only reported when a resulting 

injury required medical treatment beyond first aid(10). Although there is clear language in this 

new standard, hospitals have not interpreted reporting requirements uniformly, leading to a 

range of more or less-serious incidents appearing in the final record. 

Significance of findings 

The coronavirus pandemic has drawn into much sharper relief the costs that a 

professional culture celebrating demonstrations of self-sacrifice have exacted from healthcare 

providers around the world(11, 12). As the initial glow derived from being praised as heroes 

subsides, workers are left with questions of why they were asked to take on so much to manage 

this public health crisis, and whether their efforts were worthwhile. Further, they are faced with 

the realization that they were asked to hold together the edges of a badly fraying healthcare 

system in the absence of coherent and effective national management. At the time of this 

writing, investigative reporting by the Guardian and Kaiser Health News reports that 3561 U.S. 
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healthcare workers have died from Covid-19 after contracting the virus on the job, and 322 of 

those deaths were in California(13).  

The ramifications of this period are likely to be felt for a generation, as workers reflect on 

how the challenges they experienced as care providers during the pandemic impact their ability 

to persist in an industry which was taxing long before the onset of the global pandemic. Given 

the fresh public scrutiny of the dire working conditions in many healthcare settings, there is 

renewed interest in legislation that would expand all types of worker protections. At both the 

state and local level, proponents of additional workplace violence protections feel the time is 

right to adopt new laws that will ensure the stability of this essential workforce. Recordkeeping 

guidelines vary by legislation, but the proposed federal standard (HR 1195) includes the 

requirement for all covered agencies to submit an annual summary of reported incidents of 

workplace violence to the U.S. Department of Labor. Given this provision, it is likely that 

healthcare facilities will need to improve data collection efforts and that regulators will need to 

develop tools to manage and interpret these reports. California has an early start on this 

process and its experience will be instructive for government agencies and other stakeholders 

throughout the U.S. 

Implications for research 

The findings of this dissertation study lead to additional research questions, particularly 

because the WVIRS is a newly available tool and there is a need to more seriously interrogate 

what appears in the database. While the fourth chapter of this dissertation study provides a 

starting point for discussing challenges to validity and reliability of WVIRS data, the limited 

qualitative sample does not provide definitive information for how WVIRS findings can be used 

practically for epidemiologic or violence mitigation studies. As the requirement to report through 

the WVIRS approaches its fourth year, it is becoming possible to consider validating this 

reporting tool using other existing measures or through new investigations.  
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One possibility is to compare incidents reported through the WVIRS to statewide 

workers’ compensation data. Workers’ compensation data captures more severe incidents of 

harm towards workers because these claims are filed only when a worker is unable to perform 

their duties due to an injury or illness which occurs on the job. The WVIRS, in contrast, captures 

the record of any incident in which force was used against workers, regardless of whether an 

injury occurs, and whether or not the employee misses work due to the incident. One way to 

improve understanding of how the WVIRS can be used is to see whether there is a relationship 

between incidents reported through the WVIRS and the workers’ compensation claims system.  

For the field of occupational health and safety, policies encouraging workers to report all 

events causing or having the potential to cause harm frequently rest on the “safety triangle” 

concept first described by researcher Herbert Heinrich in the 1930s. Heinrich claimed that 

occupational injuries shared common causes, and that a fixed ratio of near misses, minor 

injuries, and major injuries could be calculated for a given industry, meaning that if minor events 

were addressed, major harms could be prevented(14, 15). The validity of this assertion has 

been challenged in recent literature(14-16), and researchers have explored what contribution 

this theoretical approach offers to both workers’ and patient safety in healthcare, particularly in 

the context of the paperwork burden shouldered by frontline workers(17, 18). Utilizing both the 

WVIRS and workers’ compensation claims data provides a way to evaluate Heinrich’s theory in 

the hospital setting.  

If the assumptions of this theory hold, clear guidance can be given to healthcare 

organizations that they should devote additional resources to measuring and preventing even 

less serious workplace violence incidents. While the prevention of all workplace violence 

incidents, even those which do not lead to serious bodily harm, is a good strategy for leaders in 

maintaining workforce morale and general welfare, it is a more compelling argument for hospital 
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leadership that serious injuries can be prevented and that the costs of workers’ compensation 

claims can be saved.  

An alternative approach to validating the findings which appear in the WVIRS is to 

consider whether hospitals’ reporting practices reflect broader safety practices which impact 

workers’ perceptions of safety climate and ability to effectively perform their jobs. Chapter four 

of this dissertation study utilized the variables of incidents per staffed bed reported through the 

WVIRS and percentage of each hospital’s reported incidents which involved an injury to 

workers, finding that in a small number of surveyed facilities, the hospitals with the fewest 

incidents per bed were also those with the highest percentage of incidents involving in an injury. 

Additional research has the potential to reveal whether these measures reflect broader 

characteristics of hospital practices or organizational safety culture. There are validated tools in 

the workplace safety and hospital safety literature that could help determine whether there are 

meaningful linkages between the WVIRS findings and workers’ experiences of safety on the job. 

Survey findings would be able to demonstrate utility of the WVIRS reports and help hospitals 

compare best practices for prevention workplace violence. 

Implications for practice 

Given the inconsistencies in hospital reporting practices through the WVIRS, findings are 

challenging to use for any purpose that compares incidents across facilities. Although CalOSHA 

deployed training programs to educate hospital leaders and encourage compliance with the new 

requirements, there has been minimal ongoing guidance from regulators. In addition, the lack of 

meaningful utilization of these reports for violence prevention purposes has likely led hospital 

leaders to de-prioritize data collection efforts for the purposes of populating the WVIRS, 

particularly if these efforts do not fully align with the facility’s internal data collection practices. 

California’s leading hospital trade organization, the California Hospital Association, has a 

working group devoted to the ongoing implementation of the workplace violence prevention 
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legislation, and its leadership has expressed ongoing concern that these reporting requirements 

are needlessly burdensome for the state’s hospitals(19). In the context of a rapidly changing, 

complex institutional environment, the potential exists for this reporting system to capture fewer 

incidents over time as leaders’ attention is directed elsewhere. This is particularly true as 

organizations consider the need for enhanced infection control protocols and other types of 

hazard protections in the aftermath of the coronavirus pandemic. It will be important for 

stakeholders, namely workers, their unions, and elected leaders to voice continual commitment 

to minimizing the harms to healthcare workers caused by violence on the job. 

As other states and the federal government consider new laws for workplace violence 

prevention, lessons from California’s regulation can be instructive. Aligned with the assumptions 

underlying California’s standard, most regulations currently under consideration acknowledge 

that workplace violence reporting practices have historically reflected inaccuracies and 

incompleteness. For this reason, the new round of workplace violence prevention rulemaking 

specifically looks to target data collection both within facilities and at the state or federal level. 

As reporting requirements are developed, regulators should begin with the understanding that 

some hospitals will choose to only report the most serious workplace violence incidents through 

official channels. Rules should make clear what types of incidents should be considered 

reportable, and educational materials should provide a rationale for reporting both at the internal 

and external level. In addition, a realistic timeline for data collection related to triggers to an 

incident and follow-up should be discussed to facilitate the collection of more complete and 

therefore more useful data.  

In addition, if agency leaders responsible for implementing new workplace violence 

prevention rules are committed to accurately capturing the incidents of workplace violence in 

their facilities, they may need to do some work validating their own data. As the systematic 

review in Chapter 1 describes, workplace violence researchers have often relied on anonymous 
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surveys to improve completeness of data collection. If hospitals develop new reporting systems 

designed to capture descriptions of incidents as they happen, it may be useful to also survey 

staff members at regular intervals to determine whether the two sets of reported data are 

aligned. This additional effort may also help identify barriers to implementation of enhanced 

reporting requirements that are established pursuant to new regulation. 

Conclusion 

 Workplace safety, whether from a biological, psychological, or physical hazard, should 

be integral to business practices in any sector. The foundation of any occupational safety and 

health regulation stems from belief in the idea that workers should be able to perform their 

duties without risking undue harm, and that employers have a responsibility to maintain a safe 

environment. The challenge posed by workplace violence in healthcare is that the risks are 

posed by people, most often the customers these businesses are designed to serve, making 

prevention more difficult. While behaviors may be harder to predict and therefore regulate, there 

are measures that can reduce harms to workers and support victims of workplace violence 

when it occurs. Additional research into appropriate training and prevention efforts is ongoing, 

most recognizing that workplaces often have unique features requiring individualized 

approaches to environmental and work design strategies. Improved measurement of workplace 

violence in all types of healthcare workplaces will improve understanding of the scope of the 

problem and can capture lessons learned when tools are sensitive enough to detect changes in 

frequency over time. Reliable measurement of the problem is just the start for providing 

convincing evidence of violence reduction strategies making the biggest impact. 
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