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n January 2015, a surgeon at Brigham and Women’s Hospital in Boston was shot and killed at work by the son of a deceased patient. Even though
the event received substantial media coverage, reporters did not highlight the
fact that although the murder of a health care worker is rare, episodes of workplace violence against medical providers happen daily across the country. Although
the majority of these incidents of workplace violence are verbal, many others constitute assault, battery, domestic violence, stalking, or sexual harassment.1
This review focuses on our current knowledge about workplace violence in
various health care settings, including the prevalence across professions, potential
risk factors, and the use of metal detectors in preventing violence. It also highlights
the difficulty researchers have encountered in developing experimental models
and the need for further evidence-based research.
Health care workplace violence is an underreported, ubiquitous, and persistent
problem that has been tolerated and largely ignored. According to the Joint Commission, a major accrediting body for health care organizations, institutions that
were once considered to be safe havens are now confronting “steadily increasing
rates of crime, including violent crimes such as assault, rape, and homicide.”2 Even
though the health care sector is statistically among the industries most subject to
violence in the United States (aside from law enforcement),3 researchers have yet
to discover statistically significant, universally applicable methods of risk reduction. To date, most research has been directed at quantifying the problem and
attempting to profile perpetrators and their victims. The few studies that have
focused on interventions to reduce violence have highlighted the unlikelihood of
finding a simple, one-size-fits-all solution to prevent this violence.
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R e se a rch a nd S tat is t ic s
Experts have classified workplace violence into four types on the basis of the relationship between the perpetrator and the workplace itself (Table 1). Most common to the health care setting is a situation in which the perpetrator has a legitimate relationship with the business and becomes violent while being served by the
business (categorized as a type II assault).4,5 The highest number of such assaults
in U.S. workplaces each year are directed against health care workers.1 These episodes are characterized by either verbal or physical assaults perpetrated by patients
and visitors against providers. Although other types of workplace violence certainly
deserve attention, in a 2014 survey on hospital crime, type II workplace violence accounted for 75% of aggravated assaults and 93% of all assaults against employees.6
Among episodes of fatal violence against employed adults, nearly 25% occur at
their place of employment.3 Between 2011 and 2013, the number of workplace assaults averaged approximately 24,000 annually, with nearly 75% occurring in
health care settings.7 Data from the Bureau of Labor Statistics show that health
n engl j med 374;17
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Table 1. Types of Workplace Violence.*
Type

Description

Example

I

Perpetrator has no association with the
workplace or employees

Person with criminal intent
commits armed robbery

II

Perpetrator is a customer or patient of
the workplace or employees

Intoxicated patient punches
nurse’s aide

III

Perpetrator is a current or former employee
of the workplace

Recently fired employee assaults former supervisor

IV

Perpetrator has a personal relationship with Ex-husband assaults ex-wife
employees, none with the workplace
at her place of work

*	Data are from Howard4 and Peek-Asa et al.5

care workers are nearly four times as likely to
require time away from work as a result of violence as they are because of other types of injury.8
However, inconsistencies in the existing data
can make interpretation of the findings quite
difficult. The Bureau of Labor Statistics and the
National Institute for Occupational Safety and
Health are among several federal agencies devoted to the collection of statistics on workplace
violence, and their results are disparate. The results of academic studies also vary considerably.
In addition, inconsistency in defining categories
of violence (e.g., verbal assault, threats, physical
assault, and battery) compromise reliability among
studies.9-13 One review showed that no two studies have used the same instrument to measure
workplace violence in the emergency department,13 and nearly every study method was based
on voluntary retrospective surveys, an approach
that risks both selection bias and recall bias.
Furthermore, data from the federal Bureau of
Labor Statistics may be grossly inaccurate,14,15 as
shown by one study in which investigators found
that the actual number of reportable injuries was
as much as three times the number in the federal survey.16 Since the Bureau of Labor Statistics
does not record verbal incidents, the prevalence
of workplace violence cannot be reliably gauged
on the basis of data from the agency.17 Despite
these limitations, the statistics on the prevalence
of workplace violence in the health care setting
remain alarming.
Most studies on workplace violence have been
designed to quantify the problem, and few have
described research on experimental methods to
prevent such violence. The most recent critical
review of the literature in 2000 identified 137
studies that described strategies to reduce workplace violence. Of these studies, 41 suggested
1662
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specific interventions, but none provided empirical data showing whether or how such strategies
worked. Only 9 studies, all of which were health
care–related, reported data on interventions. Even
so, the conclusion of the 9-study review was that
each of the studies used weak methods, had inconclusive results, and used flawed experimental
designs.18 A review of nursing literature had
similar conclusions: all the studies showed that
after training, nurses had increased confidence
and knowledge about risk factors, but no change
was seen in the incidence of violence perpetrated
by patients. There is a lack of high-quality research, and existing training does not appear to
reduce rates of workplace violence.19
Proving that prevention programs are efficacious and cost-effective requires scientific experimentation, and designing such experiments has
proved to be challenging. Without standardized
definitions, it will remain difficult for researchers to combine or compare data, assess interventions, and detect temporal changes. The use of
existing legal classifications of assault, aggravated assault, and battery may help to facilitate accurate multidisciplinary work among researchers,
law enforcement, and policymakers.

Wor k pl ace V iol ence in
Non-Hospi ta l Se t t ings
Prehospital Settings

For many patients, medical events start with
emergency medical services. One prospective
study that was specifically designed to limit recall bias determined that 4.5% of violent encounters involving health care workers involved
violence directed against emergency medical services personnel. Patients accounted for 90% of
this violent behavior.20 A 2014 retrospective survey showed that the career prevalence of physical
violence toward emergency services personnel
was 80%, yet only 49% ever reported the incident
to the police.21
Primary Care and Other Office-Based Practices

Workplace violence in outpatient practices is a
complex problem about which very little is known.
An extensive literature review was unable to
identify any peer-reviewed studies defining the
scope of the problem in office-based practices,
including primary care, family medicine, internal
medicine, and surgery and surgical subspecialties
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in the United States. Despite the lack of formal
reports, there is certainly reason for concern.
Just days before the murder at Brigham and
Women’s Hospital, a Veterans Affairs psychologist was killed in his clinic by a patient in El Paso,
Texas.22 Last month, a urologist in New Orleans
was shot and killed in his office by a former
patient, who then committed suicide. Many international studies have shown high rates of abuse
toward family physicians, particularly in Canadian and Australian health systems, primarily by
patients with mental illness or displaying narcoticseeking behavior. Studies of the U.S. health care
system are needed to further define the extent
of such violence.
Home Health Care

Employment in the home health sector carries
particular risks. Because workers provide care in
the client’s home, the environment is comparatively uncontrolled. Overall, 61% of home care
workers report workplace violence annually.23
Unique concerns include the presence of weapons and drugs, family violence, robbery, and car
theft.24 Homicide is the second leading cause of
workplace death in this group, exceeded only
by motor vehicle crashes.25

Hospi ta l Wor k pl ace V iol ence

previous year.32 Nursing aides are also at very
high risk,26 particularly those in nursing homes
that have dementia units.33 Among nursing home
aides, 59% reported being assaulted weekly and
16% daily. In addition, 51% reported that they
had been physically injured by a patient, with
38% of those requiring medical attention.34
Against Physicians

Physicians are also frequent targets of type II
workplace violence; approximately one quarter
of emergency medicine physicians reported being targets of physical assault in the previous
year.17,27,35 From 1993 through 2001, violence
against physicians occurred at a rate of 10.1 per
1000 workers, comprising 1.1% of all workplace
violence incidents.36 In a study conducted by
Kowalenko et al. at the University of Michigan,
89% of assaults against physicians were perpetrated by patients, 9% by patients’ family members, and 2% by patients’ friends.35 Nationwide,
78% of emergency department physicians reported being targets of workplace violence in the
previous 12 months. Specifically, 75% reported
verbal threats, 21% physical assaults, 5% confrontations outside the workplace, and 2% stalking.37 Of course, workplace violence is not limited
to emergency department physicians. For instance, one third of pediatrics residents reported
being assaulted by patients or families during
their training.38 A total of 71% of pediatrics
residents reported that they had not received any
type of training in workplace violence, and a
majority of these residents believed that they
might benefit from training in how to manage
client anger.38

Certain hospital environments are more prone to
type II workplace violence than are other settings.
The emergency department and psychiatric wards
are the most violent, and well-studied, hospital
environments. Within these locations, physicians,
nurses, technicians, and other staff members
may be victims. There is a paucity of research in
Psychiatric Settings
other hospital areas.
All employees who work in inpatient psychiatric
Against Nurses
environments are at higher risk for targeted vioSince rates of assault correlate with patient- lence than are other health care workers.17,25,29,39,40
contact time, nurses and nursing aides are vic- Rates of workplace violence against physicians
timized at the highest rates.14,17,26-30 In the Minne- in psychiatric settings may be even higher than
sota Nurses’ Study, the annual incidence of verbal those in emergency department settings, with
and physical assaults was 39% and 13%, respec- 40% of psychiatrists reporting physical assault
tively.29 In another large study, 46% of nurses in one study.41 A survey of all staff members at a
reported some type of workplace violence during forensic psychiatric hospital showed that the antheir five most recent shifts; of these nurses, one nual incidence of verbal conflict was 99% and
third were physically assaulted.31
the annual incidence of physical assault was
Emergency department nurses reported the 70%.42 Among psychiatric aides, the rate is 69
highest rates, with 100% reporting verbal assault times the national rate of violence in the workand 82.1% reporting physical assault during the place.43
n engl j med 374;17
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B a r r ier s t o R ep or t ing
In order to assess progress in strategies to reduce workplace violence, we need accurate baseline statistics to ascertain the true extent of the
problem. There are several reasons why this data
set has not yet been collected. Episodes of workplace violence of all categories are grossly underreported.7,11,15,16,20,44 Only 30% of nurses report
incidents of workplace violence31; among physicians, the reporting rate is 26%.37 Underreporting
is due in part to a health care culture that is resistant to the belief that providers are at risk for
patient-initiated violence and to a complacency
in thinking that violence is “part of the job.”14
Providers are sometimes uncertain what constitutes violence, since they often believe that
their assailants are not responsible for their actions in such cases.41 Perpetrators most common
ly have a diagnosis of psychosis, substance-use
disorders, or dementia,26 and perhaps events are
not reported because providers believe that these
patients are not in full control of their faculties.
Nurses have cited fear of retribution from supervisors, the complexity of the legal system, and
disapproval of administrators as barriers to the
reporting of workplace violence. Specifically, they
cite a lack of management accountability toward
such reporting41 and contend that the current
intense focus on customer service in health care
serves as a deterrent to reporting workplace violence, since the concept of customer service results in the mentality that “the customer is always
right.”45 Until these impediments are removed by
health care institutions, by legislation, or by public demand after another highly publicized attack,
we should not expect a major change in reporting practices.

Ch a r ac ter is t ic s of V iol en t
Offender s a nd R isk Fac t or s
The characteristic that is most common among
perpetrators of workplace violence is altered mental status associated with dementia, delirium,
substance intoxication, or decompensated mental illness.7,9,32,33,37,46 The primary purpose of profiling is to identify persons at high risk for committing workplace violence so that safeguards
can be implemented to prevent violence before it
occurs. Although specific environments such as
psychiatric units, nursing homes, and emergency
1664
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departments are at high risk,7 predicting the
likelihood of workplace violence according to
medical diagnosis or trait has proved to be elusive and can lead to discrimination against particular types of patients. Studies that have been
performed in emergency departments have suggested that long wait times, crowding, inadequate food quality, being given “bad news” related
to diagnosis or prognosis, low socioeconomic
status, presence of weapons, and gang activity are
possible risk factors for workplace violence.7,47 In
some studies, researchers have postulated that
patients with a previous history of violence14 are
at increased risk for committing violence toward
staff members; however, this association remains
unproven. Analyses of demographic data from
perpetrators and victims have not identified specific characteristics that are useful in predicting
the risk of workplace violence.48,49 However, special consideration should be given to patients who
are in police custody, since such patients have
been involved in 29% of shootings in emergency
departments, with 11% occurring during escape
attempts.50
Regarding specific environmental risk factors
for workplace violence, the guidelines of the Occupational Safety and Health Administration
(OSHA) identify employment in a high-volume
urban emergency department as a specific risk
factor.7 However, a prospective study showed that
the rates of violence among emergency department workers in suburban hospitals were similar
to those among their counterparts at both urban
and level-one trauma centers.17
According to the National Crime Victimization Survey from 1993 through 1999, 80% of all
workplace homicides were committed with firearms.51 Between 2000 and 2011, there were 154
shootings with injury either inside or on the
grounds of American hospitals, most frequently
outdoors on the hospital campus (41%), in the
emergency department (29%), or on inpatient
floors (19%). The most frequently ascribed motives were revenge (27%), suicide (21%), and
mercy killing (14%).52 In nearly 20% of the incidents, the perpetrators did not bring their own
firearm to the hospital, and in 8% of all events
the perpetrator took the gun from a police or
security officer.50 In 28% of events involving
firearms, a law enforcement officer shot a perpetrator in the hospital.52
Events involving active shooters garner tre-
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mendous media attention but are actually quite
rare. The Federal Bureau of Investigation recognizes a total of 160 active-shooter events between
2000 and 2013.53 Response training for activeshooter events is now nearly universal in hospitals, even though only 4 of the 160 events (2.5%)
occurred at health care facilities. Although such
training is important, experts in the field recommend the adoption of a comprehensive “all
hazards” approach54 in the teaching of general
skills to help protect workers from all causes of
workplace violence. They have also suggested that
hospitals prohibit all firearms from campus with
the exception of weapons used by law-enforcement offers, which should be restricted from all
possible access by patients or other visitors. The
recommendations include the development of rational policies in coordination with law-enforcement agencies along with secure weapons storage for patrons and police.55

even though most patients and employees believe that metal detectors contribute to a safer
environment without undue invasion of their
privacy.59-61 The federal government recommends
that any metal-detection program also incorporate the use of radiographic equipment to examine bags and purses for contraband and that
each site be staffed with up to nine full-time
guards.62
Although metal detectors may theoretically
mitigate violence in the health care workplace,
there is no concrete evidence to support this
expectation. Without evidence of benefit, health
care administrators are unlikely to favor the installation of metal detectors, given the financial
requirements for equipment and personnel to
monitor the machines and the need to close off
all unequipped entrances. Each facility along with
its catchment area is unique, and such security
measures may be more beneficial in areas where
weapons are more commonly carried and used.
However, since weapons are used in less than
Use of Me ta l De tec t or s
1% of type II episodes of violence in the health
Hospital security discussions typically include de- care workplace,27 safety resources might be betbate regarding the reliability, public perception, ter applied elsewhere.
and cost-effectiveness of metal detectors. Such
devices seem to be an obvious choice to keep
E x is t ing Guidel ine s
weapons from entering facilities illegally, and
security researchers have studied the use of de- With the exception of laws regarding workplace
tectors far more than other implemented coun- violence in a few states (Fig. 1),63 health care
termeasures. Less than 15% of emergency de- organizations are not required to have highly
partments nationwide were using metal detectors specific prevention strategies in place.64 OSHA
as of 2008 (the most recent year for which ac- has provided guidelines to reduce the risk of workcurate data are available).56 Pediatric emergency place violence in health care settings.7 However,
departments are not immune to weapons and these guidelines are voluntary, so administrators,
violence,57 yet only 6% have installed metal de- managers, and policymakers may be unfamiliar
tectors. In a 2003 study, one emergency depart- with them.65,66 The Joint Commission has vague
ment with a metal detector confiscated 3446 policy requirements regarding workplace vioweapons in 8 months; of these weapons, 78% lence, and these are open to interpretation.2
were knives or other cutting implements. Firearms were very uncommon (0.1%).57 However, L ong -Ter m Effec t s of Wor k pl ace
the key question remains: do metal detectors
V iol ence
reduce workplace violence in hospitals? A 1999
study showed no decrease in emergency depart- Most studies have shown that after an episode of
ment violence despite a large increase in the workplace violence, there are increased rates of
number of confiscated weapons after metal de- missed workdays (Fig. 2), burnout, and job distectors were installed.58 In addition, 41% of satisfaction along with decreased productivity
weapons were confiscated from patients who had and overall feelings of safety among staff membypassed walk-through screening because they bers.13,23,27,28,32,35,44,56,67-69 In response, fear at work
arrived on a metal stretcher by ambulance.58,59 has even led some health care workers to protect
Complicating the notion of metal-detector use is themselves by carrying weapons, typically knives
the concern about negative public perception, or firearms.35 Injuries associated with workplace
n engl j med 374;17
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Figure 1. States with Enhanced Penalties for Violence against Health Care Workers.
Shown are states that have adopted enhanced penalties for violence against health care workers, including against
first responders and emergency medical services (EMS) workers only or against nurses and other specified workers
(with laws varying according to state). Also shown are states that have no enhanced penalties except for such specific acts as assault with bodily fluids (in Montana). Among laws that apply to specific types of health care workers
are those that call for enhanced penalties for violence against EMS workers and personnel at state mental health
facilities in Kansas and against EMS workers, public health personnel, and social workers in Mississippi. Adapted
from the Emergency Nurses Association.63

violence result in longer work absences than their suggestions could be used to direct new
other injuries.14
research. A multifaceted, multidisciplinary approach to violence reduction is necessary to generate results, and any prevention program will
P o ten t i a l Solu t ions
require individualization and customization.
The development of an appropriate program
Although there are numerous suggestions for
reducing type II workplace violence, few if any to prevent workplace violence requires the conhave supporting evidence to document their ef- sideration of issues involving individual workers,
ficacy. This fact is partly a result of the diffi- law-enforcement officials, and health care orgaculty experts have had in designing experiments nizations to determine vulnerabilities and soluto test hypothetical interventions. Metal detectors tions. Among strategies for individual workers
have received scientific attention, as mentioned, that have been proposed to reduce workplace
and Kowalenko et al. have developed a tool that violence are training in aggression de-escalation
uses filmed vignettes of violent acts in the emer- techniques and training in self-defense. Recomgency department to gauge the reactions of health mendations for target hardening of infrastruccare workers. The tool has been shown to be ture include the installation of fences, security
accurate and reliable in characterizing such epi- cameras, and metal detectors and the hiring of
sodes across all demographic and employment guards. Perhaps most important are recommengroups.70 In the absence of other evidence-based dations that health care organizations revise
solutions, the opinions of experts matter, and their policies in order to improve staffing levels
1666
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Figure 2. Rates of Workplace Violence with Injury Requiring Missed Workdays.
Shown are the rates of violent episodes resulting in injury-related missed
workdays per 10,000 workers in private industries, state industries, private
health care and social services, and state health care and social services in
2012 through 2014. Data are from the federal Bureau of Labor Statistics.

universally applicable training program that has
proved to be effective at reducing type II violence. In the absence of such evidence, hospital
employees should be encouraged to be vigilant
and to report incidents of workplace violence.
Health care facilities could devise a system of
flagging a patient’s chart if the person has previously been violent during health care interactions
in order to alert staff members to the potential
threat, since such measures have prevented recurrence in the Veterans Affairs system.80

New Guidelines and Legislation
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The American Nurses Association has petitioned
OSHA to require mandatory comprehensive programs to prevent workplace violence.76 The Joint
Commission and other accrediting organizations
could assume responsibility to do the same. Although laws that are designed to prevent violence in the health care workplace have been
adopted in only a handful of states, policymakers
could evaluate the effectiveness of such laws and
consider adoption of those that have been effective in mitigating workplace violence.77 Legislation that makes battery against a health care
worker a felony offense could be considered by
all states to protect vulnerable providers.
At the facility level, supervisor support was
found to be protective against harassment and
all types of violence.78,79 There is currently no

State health care
and social services

135.2

20

The importance of recognizing verbal assault as
a form of workplace violence cannot be overlooked, since verbal assault has been shown to
be a risk factor for battery.30 The “broken windows” principle,73 a criminal-justice theory that
apathy toward low-level crimes creates a neighborhood conducive to more serious crime, also
applies to workplace violence.74 When verbal
abuse and low-level battery are tolerated, more
serious forms of violence are invited.14 When
threatening language and signs of agitation are
identified, interventions should be initiated
quickly. The cautious application of a so-called
zero tolerance reporting policy, in which all episodes of workplace violence are immediately reported to supervisors and security personnel and
are addressed with the perpetrator, may prevent
escalation.20,30,71,75 All cases of workplace violence should be reviewed.

Private health care
and social services

140

Rate (per 10,000 workers)

during busy periods to reduce crowding and wait
times, decrease worker turnover, and provide
adequate security and mental health personnel
on site.7,71 The answer probably involves a combination of these ideas. In 2014, Arnetz et al.
described a large, randomized, controlled study
that is currently under way in a large U.S. hospital system that is aimed specifically at reducing
the prevalence and severity of workplace violence
with the use of a standardized intervention.72
Ideally, policy changes and interventions would
be based on the results of such research studies.

C onclusions
Like all other workers, health care employees
have a right to be safe on the job. In the absence
of data that define effective steps to prevent
workplace violence, approaches to the problem
may be considered at various levels. Legislators
may consider enacting harsher punishments for
violence against health care workers as a special
class of offense. Health care employers who are
eager to ensure safe working environments for
their employees may help do so by adopting
simple incident-reporting procedures that protect complainants from retribution, ensure comprehensive managerial support, and support the
implementation of cost-effective, evidence-based
solutions as they are discovered. Future research
efforts should be devoted to unbiased data collec-
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tion, experimental designs, and improved reporting processes.
No potential conflict of interest relevant to this article was
reported.
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