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Abstract

Background: Workplace violence (WPV) in emergency departments (EDs) is a pervasive global problem that threatens staff
safety and quality of care. ED staff experience high rates of verbal abuse, threats, and physical assaults, intensified by heavy
workload, unpredictability, and high patient acuity.

Aim: This rapid review aimed to identify evidence-based interventions effective in preventing or reducing WPV perpetrated by
patients and visitors against ED staff.

Methods: The review followed Cochrane Rapid Review methods and PRISMA guidelines. Studies from 2012 onward were
systematically searched and screened. Included studies evaluated ED-based interventions such as education, screening,
environmental modifications, and policy changes. Quality appraisal used a modified Joanna Briggs Institute checklist.
Results: Education and training improved staff confidence and self-efficacy, though effects on violence rates varied. Policy and
procedural guidelines led to reductions in restraint use. Screening tools, including behavioral checklists, facilitated proactive
responses and reduced reactive security interventions. Multicomponent interventions—combining education, screening,
environment, and policy adjustments—were most effective, producing meaningful reductions in violent incidents and staff fear.
Conclusion: No single intervention consistently prevents WPV; however, integrated, context-specific, and sustained strategies
show the strongest evidence for improving ED staff safety. Effective WPV mitigation requires combining training, early risk
identification, environmental improvements, and policy support.

Keywords: Workplace violence, emergency department, staff safety, de-escalation training, violence screening, environmental
modification, healthcare security, rapid review.

Introduction

The hospital emergency department (ED)
represents a high-pressure and unpredictable clinical
environment, where the demand for care often exceeds
available resources, placing strain on both personnel
and operational capacity [1, 2, 3, 4]. This strain
intensified during the coronavirus disease 2019
(COVID-19) pandemic, which increased patient
volume and complexity, further challenging the
delivery of timely and safe care [5]. Despite their
advanced training and professional dedication, ED
staff are particularly vulnerable to the consequences of
workplace violence (WPV) perpetrated by patients
and visitors [6, 7, 8]. WPV encompasses a range of
behaviors, including verbal abuse, threats,
intimidation, and physical assaults, all of which can
significantly impact staff well-being, performance,
and retention [9, 10]. Studies indicate that
approximately one in four healthcare providers
experiences some form of violence from patients or
visitors annually, underscoring the persistent and
global nature of this challenge [11]. Accurate
measurement of WPV remains difficult, as many

incidents go unreported or are normalized by staff as
an inherent risk of emergency care work [12, 13].
Multiple strategies have been developed to mitigate
WPV in healthcare settings. These interventions
include patient screening tools, targeted staff
education and training programs, environmental
modifications to enhance safety, and structured
reporting systems to document incidents and guide
prevention efforts [14, 15, 16]. Given the constraints
of limited staffing, high patient volumes, and
competing clinical priorities, ED leadership faces the
challenge of implementing interventions that are both
practical and evidence-based. Ensuring the
effectiveness of these measures is critical to protecting
staff while maintaining quality care delivery.

This rapid review was conducted through a
collaborative  partnership  between  academic
researchers and healthcare practitioners, with the
primary objective of providing evidence-informed
recommendations for reducing WPV in the ED. The
project was guided by the needs and experience of an
organizational leader within a large urban Canadian
hospital, who acted as the knowledge user on the
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research team. Their practical insights ensured that the
review’s findings were directly applicable to the
emergency department context. The review
specifically —addressed the question:  Which
interventions have evidence supporting their
effectiveness in preventing or reducing patient- and
visitor-perpetrated WPV against ED staff? While
WPV can occur between colleagues, this review
focused exclusively on client- or customer-initiated
violence against healthcare workers in emergency
settings, reflecting the priority concern for frontline
staff safety [17]. The findings of this review provide a
structured, evidence-based approach to guide
healthcare leaders in implementing interventions that
mitigate WPV, improve staff safety, and enhance
operational resilience in high-demand emergency
environments.
Methods

This rapid review followed the Cochrane
Rapid Review Methods Group recommendations,
which streamline systematic review processes to
provide timely evidence for decision-making [18].
Rapid reviews condense traditional review steps to
accommodate resource and time constraints while still
maintaining methodological rigor. Given the six-
month study timeline and the practical needs of the
knowledge user, this approach was selected. Reporting
adhered to the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA)
guidelines [19]. The research team included four
academic researchers, two patient partners, an
academic librarian, and the knowledge user, an
emergency department organizational leader. Two
researchers led the project, with oversight and
consultation from the remaining academic members.
Patient partners contributed lived experiences and
emphasized patient- and family-centered perspectives.
The librarian guided search strategy development,
ensuring precision and comprehensiveness, while the
knowledge user provided practical insights into
emergency department contexts and workplace
violence (WPV) experiences. Team members engaged
through regular meetings, synchronous and
asynchronous discussions, and content review.

Studies were included if they described
interventions implemented and evaluated for
mitigating WPV from patients or visitors in hospital
emergency departments.  Eligible interventions
included programs, policies, or strategies aimed at
prevention, mitigation, or de-escalation. Studies
needed to report outcomes such as incident rates, staff
perceptions, or restraint use. Exclusion criteria
encompassed studies on other violence types or
settings irrelevant to the emergency department
context. A systematic search was conducted in
MEDLINE, Cochrane CENTRAL, Embase,
PsycINFO, CINAHL, and Google Scholar, using key
concepts of WPV, interventions, emergency
department settings, patients/visitors, and staff.
Searches were limited to English-language
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publications from 2012 onwards. Screening of titles,
abstracts, and full texts was conducted independently
by two reviewers using Covidence software, with
calibration and consensus for discrepancies. Data
extraction used a standardized form capturing study
characteristics, interventions, outcomes, and equity-
related PROGRESS-Plus variables [21, 22]. Studies
were critically appraised with a modified Joanna
Briggs Institute checklist for quasi-experimental and
systematic review studies [23], with items adjusted for
reliability reporting and weighted scoring for pre/post-
data collection. Scores were categorized as low,
moderate, or high quality, enabling a systematic
assessment  of  evidence  robustness  across
heterogeneous studies.

Results

Education and training interventions were a
commonly studied approach for mitigating workplace
violence (WPV) from patients and visitors in
emergency departments (EDs). Among the 14 studies
implementing single-intervention strategies, seven
focused primarily on educational initiatives designed
to improve staff knowledge, skills, and confidence in
managing aggressive behaviors [24, 27, 30, 32, 34, 41,
42]. These interventions varied in duration, format,
and intensity, ranging from brief workshops to multi-
day programs, and targeted a spectrum of ED
personnel, including nurses, physicians, medical
students, and security staff.  Short-duration
interventions, such as the 4-hour de-escalation training
conducted in Pakistan, demonstrated that participants
reported significantly higher confidence in coping
with violence compared to controls after four months
[24]. Similarly, Khan et al. evaluated the same
intervention and found that, although the rate of
violent incidents did not significantly change,
participants who received training reported markedly
greater confidence in managing patient aggression
[33]. These findings highlight that educational
interventions can improve self-efficacy and perceived
readiness even when incident rates remain unchanged.
More intensive programs, such as the 4-day
management-of-aggression course led by security
agent peer trainers, did not demonstrate statistically
significant reductions in seclusion or restraint usage
[30], suggesting that extended training alone may not
directly reduce the occurrence of violent incidents. A
randomized controlled trial in Taiwan tested a 12-
session, one-hour video conference program for nurses
and reported increased self-efficacy and confidence in
managing WPV among intervention participants
relative to controls [27].

Workshop-based approaches employing
varied teaching methods also showed promising
results. For instance, Kalbali et al. found that a 4-hour
interactive workshop led to a significant decrease in
reported physical and sexual violence within two
months, though verbal abuse remained unaffected.
Control groups in the same study showed no
improvement in physical or sexual violence and
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experienced a significant increase in verbal abuse
reports [32]. Quality improvement initiatives further
explored training effectiveness by integrating incident
data. One study evaluated nonviolent crisis
intervention  training  through an  8-hour
interdisciplinary session, finding a delayed reduction
in security team responses to violent events, emerging
approximately 90 days post-training but diminishing
after six months [42]. The authors suggested that
single-session interventions may be insufficient and
recommended semi-annual repetition to sustain
outcomes.  Simulation-based  education  also
demonstrated benefits. Wu et al. implemented
experiential training with situational simulations
following lectures for interdisciplinary ED staff,
which significantly improved participants’ self-
efficacy in responding to WPV [41]. Collectively,
these findings indicate that education and training
interventions can enhance staff confidence and
preparedness in managing violence, though effects on
actual incident rates may require repeated sessions,
practical reinforcement, and integration with broader
WPV prevention strategies.
Policies and Procedures

Policy and procedural interventions represent
a structured approach to mitigating workplace
violence (WPV) in emergency departments by
providing clear guidelines and standardized practices
for staff. Two studies conducted in the United States
assessed the impact of such interventions on staff
responses to violent or aggressive behaviors from
patients. Bailey implemented an evidence-based
guideline specifically designed to train nurses in
recognizing early signs of assaultive behavior and
applying de-escalation techniques to prevent violence
before it escalated [25]. Following the introduction of
this guideline, a significant reduction in the use of
restraints was observed when comparing the four
weeks after implementation to the four weeks prior.
This finding indicates that formalized policies, when
paired with staff training, can positively influence
clinical practice and reduce reliance on restrictive
interventions. Similarly, Winokur et al. evaluated the
effectiveness of a standardized procedural protocol
that guided nurses in assessing patient agitation and
administering medication in a structured and
consistent manner [39]. Implementation of this
procedure resulted in a measurable decrease in
restraint use, demonstrating that clear, evidence-based
procedures can improve staff decision-making and
reduce the need for reactive measures. Both studies
emphasize that policy and procedural frameworks
provide staff with defined expectations and actionable
steps for managing aggression, thereby enhancing
workplace safety and promoting patient-centered care.
These findings suggest that integrating policies and
procedural interventions with training programs may
produce synergistic effects, improving staff
confidence, consistency in response, and overall safety
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in the emergency department. The structured nature of
these interventions ensures that preventive strategies
are applied consistently, reducing variability in
practice and supporting ongoing quality improvement
in WPV management.
Violence Screening and Assessments

Violence screening and assessment tools
have been implemented in emergency departments as
proactive strategies to identify patients at risk of
aggressive  behaviors and guide appropriate
interventions. Three studies examined the impact of
structured screening instruments on staff responses
and patient outcomes. In Australia, Senz et al.
implemented the 6-item Brgset Violence Checklist,
which evaluates patient characteristics and behaviors
and pairs the assessment with a score-based
notification system and multidisciplinary de-
escalation strategies [36]. Following implementation,
the study observed a significant decrease in
unplanned, reactive responses by security personnel
and an increase in planned, proactive interventions.
This suggests that structured screening can help shift
responses from reactive to preventative, potentially
reducing escalation of violent incidents. However, the
checklist did not significantly affect nurses’
confidence in preventing violence or their subjective
feelings of safety, indicating that behavioral tools
alone may not address all dimensions of staff
preparedness [36]. Legambi et al. employed the
Behavioral Activity Rating Scale, a seven-item
instrument designed to monitor changes in patient
activity and agitation [34]. The aim was to support
timely interventions and reduce the use of restraints.
Despite structured monitoring, the study found no
significant  difference in  restraint incidents,
highlighting that while behavioral assessment tools
provide useful observational data, their effectiveness
in altering immediate clinical outcomes may depend
on accompanying interventions or staff training.

Campbell et al. tested the Emergent
Documentation Aggression Rating Tool, which
categorizes patient behaviors based on aggression
levels and was used for all patients at admission and
discharge [26]. Integrated as a quality improvement
initiative, the tool facilitated early identification of
escalating behaviors and supported targeted
interventions. One year after implementation, restraint
use decreased, and nurses found the tool feasible for
routine practice. This suggests that systematic
documentation combined with clear intervention
guidelines can enhance the management of patient
aggression over time. Collectively, these studies
indicate that violence screening and assessment tools
can support proactive management of aggression in
emergency settings. While some tools may not
immediately influence restraint rates or staff
perceptions, their consistent use enables early
identification of risk, informs multidisciplinary
responses, and contributes to long-term reductions in
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violent incidents. Integration with training programs
and procedural policies appears essential to maximize
the effectiveness of screening instruments in
improving workplace safety.
Other Interventions

Several studies have explored unique and
multifaceted interventions aimed at reducing
workplace violence (WPV) from patients and visitors
in emergency departments. Choe et al. evaluated the
impact of a multidisciplinary violence response team
tasked with assessing, de-escalating, and treating
acutely agitated patients [28]. The implementation of
this team significantly reduced the number of
attempted assaults on staff, demonstrating the
effectiveness of coordinated, specialized response
units in mitigating immediate risks of violence.
Another  study focused on  environmental
interventions, providing patients and visitors with
clear information about wait times and emergency
department procedures through large signs and
pamphlets [29]. This approach appeared to reduce
aggressive behaviors, though its effectiveness was
limited when patient expectations regarding wait times
were exceeded, emphasizing the importance of
managing patient perception in addition to physical
interventions.  Multicomponent  strategies  were
evaluated in seven studies and typically combined
education, policy changes, environmental
modifications, screening tools, and communication
processes [31,35,37,38,39,41,43]. Gillespie et al.
implemented a combination of policy, education, and
environmental changes, resulting in a decrease in
violent incidents after nine months [43]. However,
similar decreases were observed in control groups,
making it difficult to isolate the effects of the
intervention. Hemati-Esmaeili et al. integrated
education, dissemination of emergency department
guidelines to patients, and a dedicated nursing role
focused on violence prevention. While physical
assaults did not decrease, verbal abuse toward nurses
and staff fear of violence were reduced [31].

Okundolor et al. applied a multifaceted
approach involving risk screening, communication
through chart labels and shift huddles, and
postincident debriefing, which resulted in sustained
reductions in assaults over a one-year period [35].
Shaikh et al. tested low-cost interventions, including
patient education materials, staff training, and policy
modifications across two sites, achieving decreased
physical violence at both locations [37]. Sharifi et al.
combined education, violence screening, and
preventive protocols, reporting reduced exposure to
violence among nurses and recommending integration
of screening into triage procedures [38]. Henderson
and Colen-Himes implemented crisis management
training alongside procedural changes to reduce
overcrowding, which increased staff perceptions of
safety, though the impact of additional measures such
as risk assessment tools, enhanced security, or patient
support services was not clearly documented [44]. In
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an ophthalmological emergency department, Touzet et
al. implemented a comprehensive program with a
computerized triage system, video surveillance,
enhanced signage, and the addition of a mediator [39].
The study found a significant reduction in violent acts,
with the largest decrease occurring immediately after
the introduction of the computerized triage system.
Collectively, these studies highlight that single
interventions can be effective, particularly when
targeting immediate risks, but multifaceted strategies
integrating education, environmental adjustments, risk
communication, and structured response systems tend
to produce more sustainable reductions in WPV.
Successful interventions often combine proactive
measures with responsive strategies to address both
patient and staff behaviors while fostering a culture of
safety.
Discussion

This review analyzed the effectiveness of
interventions aimed at mitigating workplace violence
(WPV) from patients and visitors toward staff in
emergency departments (EDs). The included studies
revealed a wide range of strategies, including
education, training, screening tools, policy and
procedural changes, environmental modifications, and
multidisciplinary response teams. However, no single
intervention emerged as definitively superior, and
evidence regarding long-term effectiveness remains
limited. Education and training were the most
commonly implemented interventions. Studies
reported improvements in staff confidence and self-
efficacy in managing aggressive behaviors
[24,27,30,32,34,41,42]. For  example,  short
workshops, simulation exercises, and video-based
sessions improved staff knowledge and confidence in
handling violent situations. Despite these positive
outcomes, the literature frequently lacked detailed
descriptions of the curriculum, delivery methods, and
assessment measures, making replication challenging.
Furthermore, follow-up periods were often brief,
limiting understanding of whether improvements in
confidence translated into sustained reductions in
WPV incidents or changes in staff behavior over time.
Gillespie et al. highlighted this concern, noting that
even with an 18-month evaluation period,
organizational adoption and reinforcement of
interventions remained uncertain [43]. Continuous
monitoring, feedback, and adaptation were
recommended to ensure long-term impact.

Screening and assessment tools, such as the
Brgset Violence Checklist or aggression rating scales,
provided structured ways to identify at-risk patients
[26,34,36]. These interventions were associated with
more proactive responses from staff and reductions in
unplanned security interventions. However, the
studies often failed to provide comprehensive
guidance on how screening should be integrated into
workflow or linked with subsequent preventive
measures,  reducing  their  practical  utility.
Multicomponent approaches combining education,
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screening, environmental modifications, policy
updates, and specialized staff roles appeared
promising in several studies [37,39,43,44]. These
interventions often resulted in reductions in physical
assaults, verbal abuse, or staff perceptions of fear.
Nevertheless, disentangling the impact of individual
components was difficult, as interventions were
applied concurrently. This makes it challenging to
identify which specific strategies are essential versus
supplementary. Finally, contextual factors that may
influence WPV, including cognitive impairments,
socioeconomic disparities, and racial biases, were
rarely addressed. Such factors are critical for
developing interventions that are equitable and
effective across diverse patient populations. Future
research should examine these dimensions to design
interventions that not only reduce incidents of violence
but also address underlying social and systemic
contributors. In conclusion, the review indicates that a
combination of strategies, tailored to the specific
context of the ED, may be more effective than single
interventions. Ongoing evaluation, clear
implementation guidelines, and consideration of
contextual factors are essential for promoting a
sustainable culture of safety and reducing WPV from
patients and visitors.
Recommendations

Mitigating workplace violence (WPV) from
patients and visitors in emergency departments (EDs)
requires a structured, multicomponent approach that
reflects the complex and high-pressure environment of
emergency care. The current evidence does not
support any single intervention as universally
effective, but the collective findings from studies
provide meaningful guidance for practice, policy, and
future research. Professional organizations and experts
have also developed recommendations that can be
integrated into ED safety strategies, emphasizing both
prevention and response to WPV [6,47]. A central
consideration is sustainability and long-term
effectiveness. Interventions should not place
additional burdens on ED staff, who are already
managing high patient volumes, urgent clinical
decisions, and resource constraints. Sustainable
approaches must be integrated into routine ED
operations rather than applied as isolated or episodic
measures. Interventions should be dynamic, capable of
adapting to fluctuations in patient volume, acuity, and
risk of violence, and they should address both low-
level, chronic exposure to verbal abuse as well as
acute, high-intensity incidents. The cumulative effects
of repeated exposure to verbal aggression, threats, and
harassment are substantial and can impair staff well-
being, morale, and patient care [48]. Addressing WPV
effectively requires embedding safety as a core
operational priority rather than treating incidents
reactively.

A comprehensive approach should target all
stages of violence, from prevention and early detection
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to de-escalation and post-incident debriefing.
Strategies should engage multiple groups within the
ED, including leadership, nurses, physicians, allied
health providers, security personnel, and patients and
families. Evidence-based components that show
promise include staff education on de-escalation
techniques, patient/visitor education on expected
behaviors, risk screening for violence, staffing
adjustments, and environmental modifications such as
signage, visibility improvements, and crowd
management strategies. Education-based interventions
should focus not only on procedural skills but also on
staff attitudes, emotional responses, and behavioral
strategies for safe interaction with potentially
aggressive individuals.  Incorporating  patient
perspectives is critical for effective WPV mitigation.
Patient partners in research and intervention design
provide insights into cultural sensitivity, social
determinants of health, and systemic challenges faced
by marginalized populations, which are often
overlooked in intervention planning [49]. Considering
these factors promotes interventions that are equitable,
respectful, and relevant to both patients and families
while enhancing staff safety. Engaging patients in co-
design helps ensure that measures address the root
causes of aggression, such as frustration due to wait
times or misunderstanding of ED processes, rather
than solely targeting staff behavior. Finally, more
rigorous research is required to guide best practices.
Effectiveness of interventions should be assessed
using multiple data sources over extended periods,
including incident reports, staff perceptions, patient
experiences, staff turnover, wait times, and temporal
patterns of violence. Robust longitudinal designs and
mixed-method approaches will clarify which
interventions work, under what circumstances, and
how they can be sustained. This evidence will enable
nurse leaders, clinical managers, and organizational
policymakers to implement strategies that reliably
improve staff safety, reduce WPV, and foster a
resilient, patient-centered ED environment. In
conclusion, a multicomponent, context-sensitive, and
sustained approach that includes education, risk
assessment, environmental adjustments, staff support,
and patient engagement is recommended to address
WPV effectively. Emphasis on system-level
integration, continuous evaluation, and inclusion of
patient perspectives will maximize the impact of
interventions and promote a safer, more responsive
emergency care setting.
Roles of Healthcare Security Personnel

Healthcare security personnel play a crucial
role in maintaining safety within medical facilities,
particularly in high-risk areas such as emergency
departments (EDs), where workplace violence (WPV)
from patients and visitors is common. Security staff
serve as the first line of defense in preventing,
managing, and responding to incidents of aggression,
assault, or disruptive behavior. Their responsibilities
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extend beyond physical protection to include
supporting clinical staff, monitoring environmental
risks, and facilitating interventions aimed at
minimizing harm. One primary responsibility of
healthcare security personnel is responding to
immediate threats of violence. This includes assessing
situations, de-escalating potentially aggressive
behaviors, and physically intervening when necessary
to protect patients, visitors, and staff. Choe et al. [28]
demonstrated the effectiveness of a multidisciplinary
violence response team, which included security
personnel, in reducing incidents of assaults on ED
staff. By being integrated into care teams, security
staff can provide rapid, coordinated responses that
reduce the risk of escalation and improve staff
confidence in managing violence. Security personnel
also contribute to prevention through environmental
management. This includes monitoring entry and exit
points, enforcing access control, and providing
visibility in areas where aggressive incidents are more
likely to occur. Environmental interventions, such as
signage about expected behaviors and wait times, have
been shown to reduce patient and visitor aggression
when combined with other measures [29]. Security
staff play a central role in implementing and
monitoring these strategies, ensuring adherence to
policies designed to maintain a safe care environment.

Healthcare security teams are integral to
training and education initiatives. They often
participate in staff education programs on de-
escalation, crisis intervention, and nonviolent crisis
management. Wu et al. [41] highlighted the benefits of
simulation  training involving interdisciplinary
learners, including security personnel, which
improved participants’ self-efficacy in responding to
WPV. Security staff provide practical insights during
training and help reinforce protocols that are feasible
in real-time situations, bridging the gap between
theory and practice. In addition, security personnel
support post-incident processes. This includes
documenting incidents, assisting in debriefings, and
contributing to quality improvement initiatives aimed
at reducing future risk. Campbell et al. [26]
emphasized that tools for assessing aggression and
documenting behaviors are most effective when
security personnel are actively involved in
interpretation and follow-up, ensuring accurate
records and timely interventions. Finally, healthcare
security staff collaborate closely with leadership,
clinical teams, and patient relations personnel to
develop policies and protocols for mitigating WPV.
Policies on restraint use, patient agitation
management, and risk assessment rely on security
expertise to ensure practical implementation and
compliance [25,39]. Their involvement is critical for
creating a culture of safety where staff feel supported
and empowered to address incidents of violence
effectively. In conclusion, healthcare security
personnel serve multiple roles: immediate responders
to threats, enforcers of environmental and policy-
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based safety measures, educators in de-escalation and
crisis management, documenters and facilitators of
post-incident  processes, and collaborators in
organizational safety planning. Their presence and
engagement are essential for reducing WPV from
patients and visitors, supporting clinical staff, and
fostering a safer, more secure healthcare environment.

Conclusion:

This review demonstrates that workplace
violence in emergency departments is a persistent and
multifaceted challenge requiring comprehensive,
long-term strategies rather than isolated interventions.
While educational programs consistently improved
staff confidence and preparedness, their impact on
reducing actual incidents was variable and often
short-lived without reinforcement. Screening and
assessment tools supported proactive violence
management but were most effective when embedded
within broader operational workflows. Environmental
modifications and clear communication contributed to
decreased aggression, especially when aligned with
patient expectations and transparent ED processes.
The strongest evidence supports multicomponent
interventions integrating education, environmental
changes, policies, screening processes, and specialized
support roles. Such approaches produced notable
improvements in safety, staff perceptions, and
reductions in violent episodes. However, success
depends on sustained implementation, leadership
engagement, and continuous monitoring to ensure
interventions remain relevant and effective in the
dynamic ED environment. Moreover, patient
perspectives and contextual factors—including
cognitive, social, and systemic contributors—must be
incorporated to achieve equitable and meaningful
outcomes. Ultimately, WPV mitigation requires a
system-level commitment to safety culture, ongoing
evaluation, and adaptable, multilevel strategies that
address both immediate risks and underlying
contributors to violence.
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