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INTRODUCTION
Introduction
[bookmark: _GoBack]Workplace violence remains underreported in the field of nursing with majority of nurses succumbing to the incident (El Ghaziri et al., 2014). According to the national Institute for Occupational Safety and Health (NIOH), prevalence of workplace violence has increased with a margin of 4% since 2010 and it is projected to increase if no intervention is taken in place. Specifically, type II violence is yet to be reported even though there are laws and legislations that protect the lives of nurses. According to Vidal-Martí and Pérez-Testor (2015) type II violence refers to an incident in which a patient becomes physically violent, threats and abuse nurses at the workplace. In particular, 30 percent of doctors endures verbal abuse from patients across the world and even co-workers. Research effort have been made to identify the threshold of violence cases but inconsistency of underreported cases from nurses remains a huge problem. Recent research is yet to identify consequences and possible profound effect that may influence their health condition negatively (Phillips, 2016). Furthermore, the violence prevention act is not yet clear among the nurses, thus, they are not aware of appropriate channel to report such incidents. Therefore, there is still a huge gap in healthcare intervention protocols and measures to champion their grievances. As a result, solutions are relevant in establishing a clear goal and outcome towards the prevention of workplace violence against the nurses. Subsequently, formation of guidelines to prevent type II violence in workplace will render good moral conduct of the patience against abuse on nurses. Besides, it will foster holistic environment of working among the healthcare workers. 
Background and significance
Workplace is a type of field in which workplace violence is prevalent especially among healthcare workers. Recent research has revealed that 10-15 percent of the workplace violence remains unreported in major hospitals. The scope of workplace violence was considered as a past predicament but the violent acts continues to haunt healthcare workers. Establishment of legal framework to combat workplace violence was seen as the legitimate effort. However, out of 10 workplace violence, only 4 are reported in various institutions. This leaves a huge gap in addressing the type II workplace violence. The assessment of type II workplace violence began with the verbal abuse of healthcare worker till the resurgence of physical violence. While it may be seen as incoherent to report such an incident among the nurses, majority of them are suffering both emotionally and psychologically. Perhaps it is the factual time to incorporate government and human organization to combat the prevalent act of violence. Moreover, the low rate of reporting has influenced the way decision are being carried in various healthcare centers. Also, the low rate is being impacted by various factors on whether to report or not. According to Howard and Gilboy (2009), they argue that the first law to acknowledge type II workplace violence is to report the incident. Even though the reporting act might be seen as an easy channel, research indicates fear and belief of the violence as a common nursing problem. Such belief has inflicted strong obstacles to the daily lives of the nurses and holistic environment of working has been reduced to a nightmare of violence. International Labor Organization describes type II workplace violence as a common act of verbal abuse and physical assault among the nurses (Kirkpatrick & Kirkpatrick, 2016). The decision of legislating mechanism of appropriate strategies to prevent workplace violence was to align with routine occupational hazard. Any implicit or explicit challenge that may interred the healthcare workers have been rendered as illegal according to the safety act of International Labor Organization (ILO). According to Kowalenko et al. (2012), workplace violence is well categorized according to victim experience in line of duty. Sexual harassment, physical and psychological violence are forms that have been stipulated as one of the major acts of violence. Locke et al. (2018) argues that psychological violence is characterized by psychological damage to the victim while physical violence involves damage to person body. However, sexual violence can be either sexual harassment or intentional behavior that harms physically. Perhaps healthcare unions have joined hands together to establish a committee that protect the rights of healthcare workers from any assault or harassment. 
Furthermore, violence and aggression has raised public health issue with front care workers experiencing the purge. Previous research shows healthcare workers especially nurses being vulnerable to face violence from patients. Several studies have ascertained the insufficient of research to support the empirical surveys carried on public health (Martin & Daffern, 2006). Consequently, the sector lags behind in terms of violence report against the patients. Perhaps it is the new millennial for frontline workers to establish legitimate act that provides guidelines and safety acts against any kind of violence. The high rates of underreported violence act have affected job satisfaction and performance hence reducing work productivity. Many studies have examined workplace violence but they have failed to establish a concurrent outcome that can develop strategies and intervention of future WPV (workplace violence). The ultimate goal of forming safety and legislation conduct of WPV is to provide equal chance of reporting such an incident. The indemnity of employees who report such incident remains low at 5 percent according to ILO. In America, the WPV cases was high among nurses at 35 percent and doctors at 28 percent (Martin & Daffern, 2006). Globally, the significant difference was found to be prevalent among the nurses at 38 percent. In self-reported cases, 23.5 percent were acts of physical violence and 28.5 percent were verbal abuse among the nurses. In an empirical study conducted in Norway, prevalence of WPV was high among male workers at 52 percent and 48 percent among the female healthcare workers. Besides, 4 in every 10 nurses have experience verbal abuse during the past three months in a study carried out in United States. Therefore, it is critical to establish the facet of experience and inexperience as the main course of verbal abuse in prevalent WPV cases. According to Occupational Safety Health and Safety (2018), graduate-level and inexperience nurses reported a high risk of WPV. Though little research has been done to compare various intervention measures put in place to prevent WPV.  
Based on ILO, guidelines have been scrutinized to the healthcare workers to prevent or reduced the chances of WPV. Specifically, patients are deemed conscious of their welfare and any misconception may lead to fatal abuse. For instance, patients may react violently in cases where related death of their own is unexplained. These instances happen when the frontline workers experienced errors when handling critical patients. Therefore, any form of error during treatment process may lead to verbal backlash between the patients and the healthcare workers. As a result, healthcare worker need to ensure they are professional at their line of duty to avoid such mistakes. Previous studies categorize public health as a center of unexplained issues. This implies that public health needs to identify resources that are essential for accommodating sick patients and affordable medical covers (North Carolina Department of Labor, 2013). Alternately, instances have been reported on healthcare negligence to carter for sick patients due to lack or inadequate funds to finance the medical bills. Such occurrence has been the pillar of verbal and physical violence among the nurses in line of duty. Perhaps it is the right time of the government to establish clear guidelines that accommodate all citizen’s health regardless of their financial awareness. 
In contrast, education should be the main priority in creating awareness of the medical covers and regulation to curb malpractices in health centers. Novant Health. (2015) argues that a patients have low chances of acting inappropriately if state law and regulations are described coherently to them. The main problem with patients is the lack of education and sensitization of various policy. Policies are relevant in various organization to control the code of conduct among the employees and customers. Failure to legislate such regulation may undermine the holistic environment that provides health care to patients. Therefore, a patient needs to be aware of regulations and policies that promote healthful, safe work and equal treatment to all. 
Healthcare system
The US healthcare system is among the advanced systems, covering both uniform health system and universal healthcare coverage (Novant Health, 2015). The legislation mandating the healthcare system is directed by the national health service, the US healthcare system, national health insurance system and a multi-player universal health insurance fund. Generally, majority of the U.S health care spending comes from the private funds, 20 percent from private business and 28 percent from households. The local government accounts for 17 percent while the federal government accounts for 28 percent of the spending (American Nurses Association, 2015). It is relevant to understand the factors leading to WPV among the patients with respect to the universal healthcare coverage. In 2014, over 283.2 million people had some type of health insurance fund covered by either private health insurance or local government. Even though there was a huge significance in the number of insured people, 32.9 million people still remain without health insurance.  As a result, it explains the fact that leads to WPV for the rights of the uninsured people to be accounted in health coverage. This implies that 38 percent of the individuals with no health insurance are vulnerable to engage in any form of verbal or physical violence against the nurses. Perhaps it is the right time for the government to revise the health care system to accommodate every U.S citizen. 
Need assessment 
violence in the workplace continues to draw attention across the world as national institute are drawing insights and recommendation to prevent such incidents. According to the National Institute for Occupational Safety and Health (NIOSH), recommendation have been channeled to improve health and safety act while making huge strides to prevent WPV. However, the institution blames the negligence of healthcare workers by not supporting the mandate. In 2015, Bureau of Labor Statistics, reported assaults that 8.3 assaults per 10,000 hospitals highest than the past years (Copeland & Henry, 2017). Also, rate of assault per worker was recorded highest in private sector that is 2 per 10,000 workers. During the study, nurses were the frontline workers to be vulnerable to the WPV. Although most instances are not lethal, it poses significant risk to the nurses and other frontline healthcare workers. So far, states have incorporated mechanism to post warnings on violent behaviors. Alternately, standard of conduct and policies have been passed in federal government to address behaviors that undermine a culture of safety. Globally, leaders have joined hands to officiate joint commission that applies on reporting of incidents and increasing penalty associated to such behavior. Nationally, the nurses have joined hands to create the American Nurses Association Political Action Committee that champions the grievances of the nurses. The ANA-PAC elect leaders to steadfast t6heir challenges especially in healthcare sectors such as WPV. This actions have fast tracked cases related to type II violence nationally. 
 As a result, the research aims to determine the underreported workplace violence; to determine potential consequences of type II workplace violence against nurses; and to assess interventions reliable to curb type II workplace violence among the nurses (Emergency Nurses Association, 2011). Besides, they advocate for healthy and safety conditions to the patients to prevent any kind of abuse and complains from the public. As a result, the aim is to foster equal treatment to all patients and better service to all. For instance, several states in U.S enacted policies that aimed to protect the healthcare workers from any form of WPV. The professional issue panel formed in 2015 provides inclusivity for every healthcare worker to collaborate in reporting any form of WPV. The strategies employed aimed to promote a culture of respect and no kind of violence against the nurses. Therefore, legislation and creation of policies framework should be coherent in establishing a holistic environment without violence. Also, understanding the welfare of patients will contribute a lot in reducing WPV. 
SWOT Analysis
Strength 
· ANA-PAC position in lobbying for legislation to keep nurses safe from any act of violence. This will provide a holistic environment full of laws and legislation to channel the grievances of healthcare workers to the appropriate panel. 
· Social service act and workplace violence prevention for healthcare act requiring hospitals to have health and safety regulation. Ideally, the regulations will promote integrity and safety among the frontline healthcare workers.
· Position statement by ANA-PAC for zero tolerance policy to any such incident of workplace violence against the nurses.
Weakness
· The perception that violence is part of the job among the nurses, thus, leading to underreporting of violent cases.
· Inadequate security officers and nursing staff when violent patients are being hospitalized in different hospitals.
· Lack of knowledge among the nurses on how to prevent themselves from such incidents or handling violent patients.
· The common problem of understaffing could affect the incidents of handling violent patients due to lack of extra staffs.
Opportunities
· Policy in place that can be viewed by patients and healthcare workers can promote patient satisfaction or could improve visitor admission through creating a safer environment for everyone.
· Creation of education department to assist in developing policy, precaution in the workplace and educating staff on how to handle violent patients.
· Development of safety committee to assist in potential issues and incorporating frontline workers in implementing changes if needed.
· Special and public interest for nurses to have the right to work in a holistic environment.
Threats
· Lack of support to incorporate financial budget when adding extra staff to handle potential violent visitors or patients.

Statement of the problem
Research has shown global violence among physicians at large with minimal effort put in place to identify type II workplace violence among the nurses. Given the high number of nurses globally, there exist lack of information and identification of reported cases concerning violence (Byon et al. 2020). There are no decision criteria to identify antecedent factors of type II workplace violence among the nurses. Moreover, workplace should be the destination of saving lives of innocent patients but it has turned into den of assault and violence. While nurses are the frontiers of saving lives, patients have turned into incoherent verbal abusers. On the other hand, little information is reported and health workers across different level of hospital continue to face the wrath of patients. Perhaps, it is high time to identify unreported cases and creating intervention strategy for protecting healthcare of nurses. 
Clinical Question
1. What are the measure to prevent type II workplace violence in a fast growing environment of healthcare centers?
Objectives 
1. To determine the underreported type II workplace violence against the nurses in the last one year.
2. To determine evidenced approach for reducing workplace violence according to the Occupational Safety and Health Administration (OSHA) and safety acts of the United States.
3. To identify policy updates, education and enhancement procedures to improve confidence or perception of safety among the nurses.
Literature Review
Healthcare sector has become a high risk sector with all kinds of verbal and physical abuse. Exposure to this kind of atrocities may influence the way health practitioners handle patients. In particular, harassment or any kind of violence should be penalized with immediate effect based on legislation framework. Furthermore, information was acquired through searching for the key word “type II workplace violence against the nurses” where a total of 202 sources was provided in the google scholar. The sources were scanned to 80 sources by updating the database between 2015 and 2020. As a result, the confounded sources was later scanned down to healthcare workers in United States. Subsequently, the active sources that remained for reviewing was 30.  Therefore, this section provides key literatures to address type II workplace violence and way of addressing the problem.
Underreported type II workplace violence
According to Vidal-Martí and Pérez-Testor (2015), 45 percent of nurses remains reluctant to report workplace violence since it is part of their job. Even the perception of the violence has been accepted by some of the nurses including verbal abuse among the patients. Recent research show that violence varies with an individual and the extent it has on the victim. It has been known that reporting such an incident depends on an individual perception and in many circumstance, a health worker may be lenient to forgive the patient. Workplace violence remains one of the unclaimed literature in the field of nursing. Specifically, healthcare setting plan have faced huge setbacks when it comes to policy and regulation in ensuring violent cases ar3e reported. Globally, 45 percent of healthcare workers are likely to face WPV but they do not recognize any regulations or committees for reporting (Gacki-Smith et al., 2009). In contrast, some neglect the regulation and continue with their daily healthcare works. Previous research has portrayed the high risk of cases which remains unreported when violent patients abuse the healthcare workers. Previous studies conducted in U.S estimated 12.5 million patients unaware of regulation put in place to govern their code of conduct. Other results have showed inconsistency in reported cases among the healthcare workers. Despite the American Union of nurses advocating for change in workplace violence, few studies have concurred on how legitimate actions should be practiced. Perhaps it is high time for the federal government to introduce a legislative framework that offers punitive penalties to misconduct of patients. According to Gacki-Smith et al. (2009), a cross study was conducted to visualize the perception of healthcare workers on related workplace violence. From the findings, 6 in every 10 healthcare workers will shy from reporting WPV. Also, male healthcare workers will be willing to report such an incidence as opposed to the female counterparts. The survey was carried out in a university based hospital with graduate student in medicine among the individuals likely to face verbal abuse and sexual harassment from the patients. Alternately, 40 percent of unattended patients are likely to engage in physical and verbal abuse against the nurses if their grievances are not handled in due time. Also, the respondents believed that workplace violence is a common problem in any healthcare institution and it has no huge predicament in their normal working hours. Gates et al. (2011) argues that reporting violence will not ultimately solve the problem of physical assault, verbal abuse and sexual harassment. However, he retaliates that introduction of legislation framework and policies both national and locally will contribute towards reducing WPV. In particular, prior studies revealed a significant difference in enacting laws and policies that prevent workplace violence. The findings revealed that violence is inevitable and it can be only prevented by improved safety measures. Empirical studies revealed that barriers to reporting violence exist among different administration in diverse hospitals. On the other hand, lack of support has been identified as commonality in underreporting of WPV, thus, perceiving violence as unavoidable. 
Emergency Nurses Association (2014), conducted a survey process to investigate relationship that exist between reporting of violence and exposure to violence. The study involved doctors, healthcare staffs, frontline healthcare workers and administration personnel. It was discovered that violence is strongly related to indiscipline among the patients. This implies that high indiscipline cases are strongly correlated with violent patients. The approach identified female patients to be more violent than male counterparts. Consequently, the cases remain underreported if female patients are involved more than the male patients. Therefore, the study concluded that healthcare workers will continue to face WPV as long as they continue to develop empathy to the violent patients. While previous research supports the notion of underreported cases, recent research conducted in South Korea opposes the fallacy. On the contrary, South Korea have continued to show significant effort in combating WPV than any other country in Asia. Although all forms of safety acts in South Korea are guided by the government, healthcare workers have enforced strict guideline of zero tolerance policy. The policy does not allow any form or tolerance to violence in their hospitals. The study revealed that only 3 percent of healthcare workers were likely to face WPV. In the past 6 months, the study revealed a small portion of reported cases (5 percent) due to lack of exposure to violence (Gacki-Smith et al., 2009). However, the study confounded staff as the major participants who were exposed frequently in violent acts despite preventive measures. Indeed, intervention put in place in clinical settings provides support via policy on how to respond to violent patients. The feeling of unsafe among the nurses describe adequately the relevance of researching on possible intervention to reduce WPV. 
Consequently, the cases remain underreported and identification of reasons why victims do not report remains a dilemma. However, International Labor Organization appears to create strategies that prevent violence. Different forms of workplace violence can exact emotional and physical toll among the nurses (Nowrouzi-Kia et al., 2019). The consequences of violence may lead to chronic and acute range, depending on the fatality. In most cases, it can lead to psychological trauma and eventual death. According to El Ghaziri et al. (2014), workplace violence always inflicts negative outcome that may interfere with loss of cohesiveness, trust in management and increased stress. Therefore, it is necessary to prevent the problem than wait to solve after severe fatality on the victim.
Evidence approach for reducing workplace violence
According to Occupational Safety Healthy Act, interdisciplinary team were formulated with the aim of responding to potential violent situation. The restrictive measures put in place were in line with the government regulation to reduce extreme violent cases. The measures were fast tracked and incorporated in state of California with an aim of providing de-escalation skills. Conversely, the measure resulted into a positive outcome with 80 percent success rate (Gillespie et al., 2012). This implies that using the lease restrictive measures can control the potential violent behavior in different hospitals. Previous research identifies protection of the staff as one of the critical element. This implies that the staff have to wear appropriate clothing, maintain appropriate positioning, rearranging the items to reduce risk of injuries and keeping safe distance from violent patients. While patient is susceptive to become violent in unknown scenarios, it is relevant for healthcare workers to ensure active listening and de-escalating techniques as the main measures to control WPV. Empirical studies conducted in the city of Kansas provided an elaborative measure to combat WPV. Ideally, 100 respondent took part in the survey study where both male and female healthcare workers were involved. A significant proportion of participant agreed the increased cases of violence especially against healthcare workers. The aim of the study was to determine evident approaches and measures to foster awareness of WPV. From the findings, majority of the respondents were unaware with the government rules and regulations to combat workplace violence. However, 60 percent of the respondent were aware of their recipient hospital safety measures and regulation against any form of patient violence (Gillespie et al. 2013). The study confounded that leadership structure was very essential in administering safety measures to the junior staffs. Also, the review of critical incident and staff meetings were essential in creating awareness of violence. From the results, 3 out of every 10 healthcare workers were unaware of safety measures in their corresponding hospitals. Conversely, feeling of hopelessness was identified as one of the reason of unreported factors. Despite the huge effort of enacting restrictive violent act, potential violence among male counterparts was higher than females. However, the appropriate response that was agreed by the respondent include crisis intervention training (20 percent), dealing with violence (6 percent), earl response to violent behaviors (15 percent) and reporting workplace violence (2 percent). Modification of these evidence measures displayed awareness of high-risk patients. Howard & Gilboy (2009) argue that evidence measures are efficient if there are protocols to be followed. He describes feasibility of policies as the key drivers in monitoring enacted regulations and rules in major hospitals. While importance of leader commitment enables reduced cases of violence, the staff must be provided with effective materials that are necessary for prevention against any form of assault. According to Byon et al. (2020), workplace analysis to assess the risk of violence plays a pivot role in the healthcare sector. Current studies showed an increased mobility in enforcement of Occupational Safety Health Administration act guidelines. Based on the state guidelines, workplace prevention program has rejuvenated the reporting mechanism by creation of reports and violent committee panel. In addition, more than 20 states have collaborated with the federal government to facilitate and establish standard of conduct and policies of WPV. The results of such a program have reduced 20 percent of monthly cases of violent acts in hospitals. Half of the cases have been solved successful and affected victims getting fair hearing at the court. Therefore, nurses should accept violence as the part of their job and be ready to report any instances related to WPV. The epidemic of violence in healthcare sectors has reduced the size and complexity of operation especially in private hospitals. As a result, the nurses and other frontline workers have decided to be adaptable to specific guidelines that prevent their safety. El Ghaziri et al. (2014) narrates the importance of management in liaising with the community in preventing violent cases. It was established that patients require mental health attention to reduce some of the violent cases. Specifically, community based sensitization was evaluated as one of the outstanding method in investigating potential causes of violence. The results concurred with Minnesota report on potential causes of violence among community based citizens. The study conducted a total of 40 participants interview to assess the factors leading to extreme violence against healthcare workers. From the results, 67 percent of the participants portrayed their feeling of dissatisfaction on healthcare attention to their recipients in terms of treatment. Also, 20 percent were dissatisfied with the financial obligation of administration in relation to healthcare insurance. From the outcomes, community need to be educated on how to address healthcare workers and in terms of advocating for their grievances. Also, hospital should have guidelines at every entry of their premises, to enable patients to read and adhere to the laws and regulations. In 2013, the gap of evidenced approach was only limited to healthcare workers but the new millennial has incorporated the public in understanding the risk associated with outrageous violent behavior. 
Policy updates and enhancement procedures
According to Nowrouzi-Kia et al. (2019), policy updates, education and enhancement procedures in healthcare centers are necessary to establish the strict guidelines against any form of WPV. They identified education as a reliable way of communicating with healthcare’s and patients to reflect on recognizing signs of potential violence. A prior intervention enacted by ANA emphasized on educational programs such as crisis intervention, security and awareness of high risks patients. Previous studies conducted in 2010 revealed a potential decrease in potential violence after educating healthcare workers. A sample of 135 healthcare and staff members were interviewed to identify favorable educational programs necessary to reduce WPV. Notably, the empirical study aim was to establish guidelines of educational programs among the healthcare workers and patients. From the findings, 6 out of 10 healthcare workers were willing to learn the educational programs to prevent escalation of potential violence in workplace. Also, 35 percent of the respondent recognized policies and enhancement procedures as the main intervention to prevent WPV. However, inexperienced healthcare’s workers and graduate trainee students displayed lack of information in response to WPV. As a result, there was a significant difference in the number of reported cases of violence against inexperience healthcare workers and graduate trainee students. Furthermore, 45 percent of graduate trainee student pursuing their medical career responded to have little knowledge on intervention of WPV. Alternately, 4 out of every 10 graduate trainee had been involved in WPV in the last 6 months. The reported cases include verbal abuse, physical violence and sexual harassment from the patients. 
Indeed, the perceived intervention that was dominant in the population under study was web-based learning programs. However, the availability of the healthcare workers during the training session was minimal with only 40 percent of them attending such sessions (Phillips, 2016). Therefore, a gap exists in every hospital that has educational programs evaluation. While it may be seen as a difficult method to impose, many countries have included multicomponent intervention: procedures, workplace violence policies, and environmental changes. The purpose of enacting multicomponent intervention is to enable diverse working environment of workers to be accommodative for all. Also, the enhancement procedures have introduced surveillance systems and post incidence care that keep the administration updated regarding the affair of their hospitals. The surveillance team have various channel of communication with staff members at potential risk environment. According to Phillips (2016), clinicians have partnered with the government to improve educational programs through sensitization and awareness in social media channels. This step has not only educated the healthcare workers to hand WPV but also created a holistic environment to educate patients from any act of violence. The education programs cover management, workplace violence prevention, and post incidence recovery. For instance, environmental changes include alerting the nonclinical staff of a violent person in the room. As a result, the staff members will then lock doors, add panic buttons and cameras to surveil the place. In addition, introduction of the policies has led to early screening of potential violence and flagging patients with a history of WPV. The evaluation procedures have been rated using a scale of 0 to 10 to identified instances of violent behaviors among the patients. In 2014, a program conducted by the clinicians aimed to identified incidents of physical threats and assaults among the healthcare workers. Also, it sought to identify any educational programs and policies put in place that did not work to the satisfaction of the healthcare workers. The survey concurred that on the event of violence educational programs does not offer any solution. The baseline of the survey indicated that 30 percent of the educational programs are necessary to handle post violence cases while policies and procedures had an acceptability rate of 55 percent on preventing pre-violent cases. 
Notably, existing assaults has led to serious concern among different institutions such as Occupational Safety and Health Administration (Phillips, 2016). In rare occasion where it occurs, safety and legislatives measures have been enacted to protect health workers. Specifically, prevention programs and voluntary guidelines have been enacted to provide workplace free from abuse and violence. Also, advanced laws and penalty associated programs have been created to minimize such behaviors.

Theoretical framework
This section provides theories relevant to the healthcare workers and patients in relation to workplace violence. Ideally, manifestation of individuals lies with security and safety to establish peace in a community. Therefore, uncoordinated mandate in staff should be address to diffuse the knowledge to the society. As a result, this section provides Maslow’s human needs theory and iceberg model theory.
Maslow’s Human Need Theory
According to Vidal-Martí et al. (2015), Maslow’s human need theory has been a subject of debate in key researches. Notably, human needs are very vital in a contemporary society and human growth at large. The observation of Maslow’s human need theory operates as a taxonomy that study the behavior of humans rather than predicting psychology behavior. However, there are strong meets that ascertain the concepts of human needs such as distributive justice, identity, freedom and participation. They argue that the merits of human needs lie on existence of hierarchy. Specifically, the needs of safety and security are vital in predicting behavior of humans. Perhaps, environment with insecurity will continue to have predictable outcomes in the society. When safety and security are the building blocks of a society, relationship of safety and just society will prevail. When environment is chaotic, relationship will not be healthy and subsequent behavior will be violent. Therefore, the perspective unsafe environment will experience deprivation as a form of violence. As a result, ability to exercise freedom of civic education and cultural security will lead to a peaceful society. Nowrouzi-Kia et al. (2019) argues that deprivation of human needs happens in workplace where needs to better understood the person are deprived. As a result, the unmet demands leads to rising rates of violence in our workplaces.
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Figure 1. Maslow’s Human Need Theory
Iceberg Model Theory
According to Phillips (2016), he depicts workplace violence as a form of iceberg in an ocean. The iceberg is depicted as a micro violence which has a high potential of violence or can yield violence if there are no intervention. On the other hand, the water is the organization that can prevent the violence or contribute to the violence. Generally, the theory portrays the realm of understanding of management in enforcing laws, policy guidelines and ethic philosophy. He argues that the damage that occurs from micro violence can develop negative outcome in the job satisfaction of workers. Also, the antecedent can lead to significant transgression against one another. Therefore, organization should have regulations that prevent violent visitors or patients from disrupting the holistic environment. 
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Figure 2: Iceberg Model Theory
Methodology
Research design
A descriptive research design was used to examine the research objectives under the population of interest. Intuitively, a quantitative data will be collected through administering of questionnaires to the sampling unit. Moreover, the research design constituted descriptive statistics where frequency, percentage and use of graphs or charts to create a meaningful insight of the study.
Population
The study comprised health workers from the city of Ohio where their response will be captured to reflect the research objectives. Alternately, Ohio State East hospital was used as the target population of the study. The study involved only the doctors, nurses, staff and clinical officers within the geographical area of Ohio hospital. As a result, the population size will be 120.
Sampling technique
The study used simple random sampling method in administering the questionnaires among the participants. However, purposive sampling was more convenient to target characteristics of preferred population. The survey targeted healthcare workers randomly and any individual who is in the field of nursing. Also, the survey encompasses the human resource departments and managers who will be responsible for providing the hospital lists of healthcare workers. 
Sample size
The target participant to receive the questionnaires will be in sampling unit. Generally, sampling unit is the smallest unit of a population under the study. Therefore, the research aims to include the sociodemographic information including of hospital care. Conversely, Yamane’s formula was used to calculate the sample size of the population. From the Yamane’s formula, a total of 42 nurses, 15 staff members, 20 clinical workers and 15 doctors. Therefore, a sample size of a total 92 respondents was used to carry out the survey in Ohio State East hospital.

Where e is the margin error
N is the total population;
n is the sample size.
Data collection
Data collection is a discrete step that will assist in gathering quantitative data from the participants. Besides, the questionnaires were designed in a way to describe the topic and significance of the study. As a result, the participants understood the significance of it and the collected data will be confidential. Notably, the filling of the questionnaires took an approximate of 5 minutes to minimize the time of distribution. Also, the data obtained was cleaned to remove any errors and entered into statistical packages for analysis. After administering the questionnaires, the respondents were confronted to submit the questionnaires to a box provided by their respective manager’s office. The data collection period lasted between 20th January 2021 and 24th January 2021. 
Questionnaires
The questionnaires were constructed with the aid of International Labor Office guidelines to incorporate measures of workplace violence. Ideally, we confronted the WHO and ILO via email for permission to use their questionnaire in designing different questions. Therefore, the consent of the revised questionnaires was assisted by a group of health management experts, epidemiologists and health system experts. To determine its validity, we conducted a test-retest reliability with a participants of 30 healthcare workers. As a result, a series of questions was constructed in relation to the research objectives before performing the data analysis. Notably, some of the questions were open-ended while others were options questions. Consequently, the questionnaire consisted four sections:
1. Demographic section to incorporate the sex, age, profession and years of experience. 
2. Questions relating to the underreported cases of workplace violence within the past 12 months and instances of physical violence, “have you ever reported any instances of workplace violence to the administration?” the response for this type of question was “Yes or No.”
3. The other question related on experience of any form of verbal abuse, physical abuse, threatening events and sexual harassment. The questions were rated on a Likert scale of 1 (none) to 4 (always). “In your own opinion, how many times have you ever experience sexual harassment, verbal abuse or threatening events in the past 12 months?”
4. This section provided healthcare workers with effective strategies to reduce or prevent workplace violence.
Ethic statement
The Ohio East hospital approved the data collection from their respective departments. Also, all the participants received a letter that consisted of the survey before the actual day of data collection. The consent of the study was described in detail and aims of the study was emphasized. The issue of confidentiality was addressed in order to provide informed consent along with the completed questionnaires. On the other hand, the study was approved by the Research Ethics Committee of Ohio East Hospital. 
Evaluation Plan
The evaluation plan was conducted to demonstrate the outcome and values of the DNP project. The DNP project used in place involves pre-post implementation evaluation design, quantitative and educational survey design. The project was responsible for updating policies, education and procedures in the DNP project. After the approval form the Ohio East Hospital, baseline data was collected from the participants at post-implementation and baseline. All the participants were sent the questionnaires via survey monkey and it was optional. The survey was responsible for assessing participant’s measures of preventing type II workplace violence and confidence in coping with patient aggression.  To assess the healthcare worker’s confidence, Therapeutic for aggression tools was used, while also evaluating effects of training programs on healthcare workers. The reliability of the tools was assessed using Cronbach alpha of 0.92 to ensure the data collected is valid for analysis. The process was repeated to other participants to establish a clear framework without biasness. Ideally, descriptive and correlation analysis was evaluated between shifts of work, sex, level of education, years of experience and team member roles. In addition, data points were generated from EMR (Electrical Medical Record) to comply with the safety and Security Alert. This analysis was conducted in different staff dashboards which are in electrical medical record. as a result, the DNP project planning phase was modelled to show relationship that would achieve in order to meet the objectives of the study. 
Implementation of the DNP project was carried out in two phases to reflect on patients at risk and history of violence against healthcare workers. As a result, the project included a step-by-step guidance to ensure the policy adheres with Safety and Security Alert order. Phase two included the addition of procedures update and other enhancement relevant in educating the team members. 
Data analysis
The data collected from the DNP project had a pre and post implementation survey. The research aimed to identify underreported cases and measures or intervention necessary to prevent type II workplace violence. The pre-implementation survey provided a guideline that assisted in providing baseline data and making comparison with the post-implementation survey. The pre and post implementation data constituted 92 respondents. The survey used survey monkey as a reliable way to get feedback from the participants due to the covid-19 crisis. A Cronbach Alpha was tested to assess the reliability of the patient aggression instrument. As a result, a Cronbach alpha of 0.87 was recorded, thus, survey data was deemed relevant for further analysis. Therefore, a descriptive and correlation analysis was used to run the data on SPSS. 
Demographic factors
A frequency distribution for the demographic factors of the research was carried out to expose the psychological, verbal abuse and physical violence against the participants.
Gender 
From the results, a total of 92 participants took part in the survey process to determine various inter4vention measures of preventing and reducing workplace violence. Figure 3 displays 14.5 percent of male participants to be exposed in physical violence and 72.5 percent female participants exposed to psychological violence. The percentage of male respondent in the study accounted for 60.9 percent while the female accounted for 39.1 percent of the total population. Also, 62 percent of female respondent displayed an increased cases of psychological violence while physical violence recording 8.2 percent.  
Figure 3: Gender distribution of the participants

Age
Consequently, age was another relevant factor to investigate exposure to physical and psychological violence. Generally, the age group was divided into less than or equal to 26, 27-36, 37-46 and above 46. From the results, 9.1 percent of the participants who were less than or equal to 26 were exposed physical violence. Alternately, 9.6 percent of participants between 27 and 36 experienced physical violence and 12.5 percent of age group 37 to 46 experience physical violence in the past 12 months. In addition, 7.2 percent of participants above the age of 46 experience physical violence. On the other hand, participants below or equal to 26 years and 27-36 years who experience psychological violence, accounted for 74 percent and 73.1 percent respectively. Finally, participant between age group of 37-46 and above 46 years accounted for 67.5 percent and 58.1 percent respectively. 
Figure 4: Graphical representation of age groups of participants

Years of experience
Previous findings have revealed that years of experience is relevant in determining workplace violence. From the results, participants who had experience below or equal to 4 years accounted for 12.5 percent (physical violence) while years of experience between 5 and 9 years accounted for 8 percent (physical violence). Also, participants with years of experience between 10 and 14 years accounted for 11.5 percent (physical violence) and 15-19 years of experience accounted for 10.5 percent (physical violence). The least year of experience to encounter physical violence was above 19 years accounting for 6.1 percent (physical violence). On the other hand, participants below or equal 4 years of experience were exposed to psychological violence (69%). The highest participants who were exposed psychological violence were between 10-14 years’ experience (96.5 percent). The lowest threshold of psychological violence (48.4 percent) was above 19 years of experience.
Figure 5:

Profession
The demographic characteristics of profession was categorized among staff, doctors, nurses and clinical officers. From the results, 12.4 percent of nurses were exposed to physical violence, 7.3 percent of the clinical offers were exposed to physical violence, 7.2 percent of the doctors were exposed to physical violence and staff accounted for 6.9 percent. On the other hand, majority of the nurses (72.6 percent) were exposed to psychological violence than the doctors at 58.3 percent. The staff who were exposed to psychological violence accounted for 49.5 percent followed by clinical officers at 41 percent.




Figure 6: profile of professions

Underreported cases in the workplace
Figure 7 displays the underreported cases of workplace violence in the various departments of the Ohio East hospital. 
Figure 7: Report on physical and psychological cases
	
	Psychological violent cases
	Physical violent cases

	
	Yes 
	No 
	Yes
	No 

	Nurses
	15%
	85%
	52.5%
	48.5%

	Clinical officers
	28%
	74%
	18.5%
	82.5%

	Doctors
	34%
	66%
	10.5%
	89.5%

	Staff
	43.5%
	57.5%
	54.5%
	46.5%

	Total 
		100
	                    100


 
From the results, nurses have a high frequency of unreported cases especially psychological violent cases. However, the staff appeared to be more collaborative with their administration when it comes to reporting of both physical and psychological violent cases. It is evident that 43.5 percent of physical cases were reported and 54.5 percent of psychological cases were reported to their respective departments.
Analysis of different forms of physical and psychological violent behavior. 
The underreported cases and reported cases was categorized into different forms of WPV such as verbal abuse, sexual harassment, physical abuse and threatening events. From the results, verbal abuse accounted for 38 percent and threatening event accounted for 27 percent. The least for of violent behavior was physical abuse and sexual harassment at 24 and 21 percent respectively.
Figure 8: Physical and psychological violence types

Evidence approach of reducing workplace violence
Figure 9 displays the evidence approach of healthcare workers during an incident of WPV. The strategies implemented was classified into individual and organizational support system. From the findings, the participants were vital in various systems of protection from potential violence. It is evident that 66.7 percent of the respondent reported using self-defense as a mechanism to prevent WPV. It was the highest intervention strategy to be used at an individual level among the participants. Also, 31.5 percent of the respondent admitted to have talked with co-workers on various ways to tackle both physical and psychological violence form patients.  Those who got family support accounted for 18.8 percent while the least who got support from psychologists accounted for 2.9 percent. In addition, organization can provide support when exposed to WPV. From the findings, individuals exposed to violence sought to obtain support through financial compensation at 3.6 percent. The highest evidence approach to obtaining support was through reporting to leader (29.4%). The least approach was recorded through completing injury report and change of jobs at 1.2 percent and 1.8 percent respectively. From the findings, organization support subsystems was the prominent mechanism of handling WPV (50%), individual at 7.1 percent and social support subsystem at 42.9 percent.
Figure 9: Support subsystems
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Policy updates, education and enhancement procedures
From the correlation analysis, individual and organizational strategies were evaluated to determine the efficient measures of combating workplace violence. The dimension was categorized between organization and individual systems. The strategies included communication skills (doctor-patient), improved treatment and competence in diagnosis, training to respond on violence, and violence reporting (intervention and hospital improvement).
Figure 10: Analysis of strategies
[image: ]
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For organizational, strategies such as security patrols, improvement of treatment process (to reduce waiting time), and reinforcement of staff was evaluated to determine significant variables in enhancing interventions. From the analysis, all of the analyzed dimensions of individual and organizational strategies were found to be significant (p-values less than 0.001 level of significance). On the other hand, social dimension was analyzed with strategies such as workplace violence legislation, guidelines and planes to prevent violence, respect of medical workers and reports by media to promote healthy and safety workplace. From the findings, violence prevention guidelines, workplace legislation, reinforcement of staff, training, improvement of treatment process and violence reporting were among dominant measures of reducing or preventing WPV.
Discussions
Demographic factors
A total of 92 participants were interviewed in the Ohio East Hospital using questionnaires as the main tool of collecting the data. The study comprised the doctors, nurses, clinical officers and the staff members. From the findings, 61 percent of the respondents were males and the remaining 39 percent were females. As a result, the study identified various demographic factors that were prone to experience both physical and psychological violence. Notably, 14.5 percent of male participants were exposed in physical violence and 72.5 percent female participants were exposed to psychological violence. Also, 62 percent of female respondent displayed an increased cases of psychological violence while physical violence recorded 8.2 percent. On the other hand, relationship between violence, profession and years of experience was determined in the study. In particular, physical violence was rated high among the nurses (72.6%), followed by doctors (7.2%). The least profession to experience WPV was staff and clinical officers. According to Copeland & Henry (2017), profession plays a pivot role when it comes to WPV. They argue that nurses have a high risk of exposure to workplace violence than any other workers. In addition, years of experience influence the rate of violence in many healthcare centers. From the study, professions with low years of experience were susceptible to both physical and psychological violence. Specifically, participants who had experience below or equal to 4 years accounted for 12.5 percent (physical violence) while years of experience between 5 and 9 years accounted for 8 percent (physical violence). Also, participants with years of experience between 10 and 14 years accounted for 11.5 percent (physical violence) and 15-19 years of experience accounted for 10.5 percent (physical violence). The least year of experience to encounter physical violence was above 19 years accounting for 6.1 percent (physical violence). Therefore, profession with above 19 years of experience have few chances of exposure to violence as opposed to below or equal to 4 years.
Underreported cases in workplace
From the findings, the number of underreported cases continues to increase among the different department of Ohio East Hospital. Despite the hospital having different mechanism of addressing the WPV, few cases were reported in different departments. Phillips (2016) reveals that underreporting of workplace violence has become a normality in various hospital despite of existing policies. From the results, the staff appeared to be more collaborative with their administration when it comes to reporting of both physical and psychological violent cases. It is evident that 43.5 percent of physical cases were reported and 54.5 percent of psychological cases were reported to their respective departments. The least cases to be reported concerning violence was among the nurses. Prior research shows that violence is a commonality especially among the nurses. Also, verbal abuse was among the highest reported cases in the hospital accounting for 38 percent. Threatening event accounted for 27 percent and the least to be recorded was sexual harassment at 21 percent. Perhaps it is high time to enact legislation framework that is collaborative to both parties when it comes to reporting of WPV. Additionally, several studies have found that underreporting of WPV cases will continues up to the extent of legislation of new polices that is accommodative to all workers. 
Evidence approach of reducing workplace violence
Several studies have provided ideal mechanism or support of subsystems intervention when exposed to workplace violence. Society attitude towards workplace violence should adhere to the zero tolerance mechanism as witnessed in South Korea, China and United Kingdom. Currently, many countries rely on zero tolerance policy enacted by Occupational Safety Health and Administration protocols. The designed framework supports individual and organizational support subsystems. From the study, individual support of WPV was dominant among the participants especially reporting, talking to family members and self-defense mechanism. Apparently, organizational support was predicted to be the most reliable, however, individual decided to adopt into individual support subsystems. In addition, research institutions identified organizational guidelines under the Safety Alert act to be more coherent than individual support system. For instance, no authoritative guidelines in China accept individual initiative of seeking interventions from family members. The programs enacted in their institutions rely on National Institute for Occupational safety and Health act to enforce guidelines and policy to prevent WPV. According to Emergency Nurses Association (2011), the restrictive measures put in place were in line with the government regulation to reduce extreme violent cases in different hospitals in U.S. The measures were fast tracked and incorporated in state of California with an aim of providing de-escalation skills. Conversely, the measure resulted into a positive outcome with 80 percent success rate. This implies that using the lease restrictive measures can control the potential violent behavior in different hospitals. Based on empirical studies, correct perspective and respect of medical workers have a high rate of reducing workplace violence among the patients.
Policy updates, education and enhancement procedures
From the findings, working-rotating in shifts reduce the risk of violence against the healthcare workers and might have a protective role in reducing WPV. Also, training was observed as another element that equip healthcare workers with personal skills in handling any potential violence from patients or visitors. However, violent behavior had strong opinions regarding target training and enacting workplace legislation. This study revealed that participants desire training sessions and violent assessment measures. Previous studies confirmed that training has a successful rate of 80 percent in reduction of the number of violence cases. Alternately, the type of violence depends on different enhancement procedures. It was noted that healthcare workers advocated for physical security and surveillance cameras as an easy way to monitor violent patients. In our study, those exposed to psychological violence supported the enforcement of legislation policies and protection from the law. Ideally, the physical violence was addressed through assessment of danger and precaution taking among the participants. Also, penalties were significant in legislating rules and regulation from assaulting nurses. Even though the hospital had legitimate rights of reporting WPV, subsystem of social support was practiced only among the staff. Apparently, doctors and nurses who had experience WPV sought effective means of prevention such as assigning police officers, workplace violence legislation, security patrols and reinforce of staff members. However, the nature of violence was dependent with the type of policies or intervention. From the findings, workers with high anxiety level adopted organizational strategies such as improvement in violent reporting, enactment of workplace legislation and security patrols. Due to time constraint, social and organizational support system was the most effective intervention in controlling WPV.
Summary of the findings
From the study, professions with low years of experience were susceptible to both physical and psychological violence. Specifically, participants who had experience below or equal to 4 years accounted for 12.5 percent (physical violence) while years of experience between 5 and 9 years accounted for 8 percent (physical violence). From the results, the staff appeared to be more collaborative with their administration when it comes to reporting of both physical and psychological violent cases. Based on the study, correct perspective and respect of medical workers have a high rate of reducing workplace violence among the patients. Finally, those exposed to psychological violence supported the enforcement of legislation policies and protection from the law
Recommendation and conclusion
Recommendation
This section provides potential implication in cli8nical practice, education, healthcare policy, quality and safety. Also, it addresses the limitation and recommendation relevant for the study.
Potential implication
Implemented intervention in the hospital should be fast tracked to create a holistic environment for clinicians. Although the study had safety measures policy, improvement should be incorporated to increase enhancement procedures and the existing policies. This implies that clinician should have a joint union to address their grievances.
Healthcare policy should be a comprehensive mechanism that is legitimate in every organization or hospital. Potential hazards policy and Security Alert policy should be coherent and healthcare’s need to be trained for violence prevention and control mechanisms.
According to OSHA, organization evaluation continues to face extreme hazard scenario despite of existing organization and social support measures. Therefore, record keeping of violent incident should be sensitize and appropriate channels on reporting violent acts to be public in media and community level. This will ensure health and safety is the pillar of every member visiting hospitals.
Organization leaders have failed to ensure education of healthcare workers and patients are the priority. As part of training, educational programs contribute to significant drop in related violent cases. Therefore, attention should be devoted to educate healthcare workers on various way of controlling violent patients and acting positive during potential violent acts.
Limitations
· It was difficult to identify research design for the study of interest due to comprehensive design that expound much on type II workplace violence. However, descriptive statistics was used to address the quantitative data collected in the population.
· Data confidentiality. While it may be seen as an easy task of collecting data, keeping the details of the participants confidential had challenges. However, the questionnaire for each participant was sent via emails and only the participant had access to them.
Conclusion
In conclusion, healthcare workers have experienced different forms of workplace violence ranging from psychological to physical violence. The strategies that exist in some of the hospital did not meet threshold of controlling or reducing the increased trend of WPV. Therefore, the research study identified Ohio East hospital as the target hospital to carry out a quantitative research to address intervention of preventing workplace violence. It was discovered that doctors and nurses have a high risk of exposure to physical and psychological violence. Also, the lower the level of experience the higher the risk of WPV. For those exposed to WPV, policy, procedures and legislation safety measures were assessed to determine the most effective. From the findings, organizational and social support measures were portrayed effective in controlling and preventing WPV. The strategies include security, legislative policies, reporting of violent cases, security patrols and reinforce of staff members. Therefore, the study ascertained that hospital should educate and train healthcare workers to reduce the increased cases of WPV.

Reference
American Nurses Association. (2015). Incivility, bullying, and workplace violence new position statement. Retrieved from https://www.nursingworld.org/practicepolicy/work-environment/violence-incivility-bullying/ 
Byon, H. D., Lee, M., Choi, M., Sagherian, K., Crandall, M., & Lipscomb, J. (2020). Prevalence of type II workplace violence among home healthcare workers: A meta‐analysis. American journal of industrial medicine, 63(5), 442-455.
Copeland, D. & Henry, M. (2017). Workplace violence and perceptions of safety among emergency department staff members: Experiences, expectations, tolerance, reporting, and recommendations. Journal of Trauma Nursing, 24(2), 65-77. doi: 10.1097/JTN0000000000000269 
El Ghaziri, M., Zhu, S., Lipscomb, J., & Smith, B. A. (2014). Work schedule and client characteristics associated with workplace violence experience among nurses and midwives in sub-Saharan Africa. Journal of the Association of Nurses in AIDS Care, 25(1), S79-S89.
Emergency Nurses Association. (2011). Emergency department violence surveillance study. Retrieved from https://www.ena.org/docs/default-source/default-documentlibrary/practice-resources/work-placeviolence/enaedvsreportnovember2011.pdf?sfvrsn=ff262d3d_2 Emergency Nurses Association. (2014). ENA Position Statement: Violence in the emergency care setting. Retrieved from https://www.ena.org/docs/defaultsource/resource-library/practice-resources/position statements/violenceintheemergencycaresetting.pdf?sfvrsn=49343551_8 Gacki-Smith, J., Juarez, A., & Boyett, L. (2009). Violence against nurses working in US emergency departments. Journal of Nursing Administration, 39(7/8), 340-349. 
Gates, D., Gillespie, G., Kowalenko, T., Succop, P., Sanker, M., & Farra, S. (2011) Occupational and demographic factors associated with violence in the emergency department. Advanced Emergency Nursing Journal, 33(4), 303-313. doi:10.1097/TME.0b013e3182330530 
Gillespie, G., Gates, D. & Mentzel, T. (2012). An educational program to prevent, manage, and recover from workplace violence. Advanced Emergency Nursing Journal, 34(4), 325-352. doi: 10.1097/TME.0b013e318267b8a9 
Gillespie, G., Gates, D., Mentzel, T., Al-Natour, A., & Kowalenko, T. (2013). Evaluation of a comprehensive ED violence prevention program. Journal of Emergency Nursing, 39 (4), 376-383. Retrieved from http://dx.doi.org/10.1016/j.jen2012.12.010 
Howard, P. & Gilboy, N. (2009). Workplace violence. Advanced Emergency Nursing Journal, 31(2), 94-100. 
Kirkpatrick, J. & Kirkpatrick, W. (2016). Kirkpatrick’s four levels of training evaluation. Alexandria, VA: ATD Press. 
Kowalenko, T., Cunningham, R., Sachs, C., Gore, R., Barata, I., Gates, D., Hargarten, S., Josephson, E., Kamat, S., Kerr, H., & McClain, A. (2012). Workplace violence in emergency medicine: Current knowledge and future directions. The Journal of Emergency Medicine, 43(3), 523-531. doi:10.1016/j.jemermed.2012.02.056 
Locke, L., Bromley, G., & Federspiel, K. (2018). Patient violence: It’s not all in a day’s work. American Nurse Today, 13(5), 10-13. 
Martin, T. & Daffern, M. (2006). Clinician perceptions of personal safety and confidence to manage inpatient aggression in a forensic psychiatric setting. Journal of Psychiatric and Mental Health Nursing, 13, 90-99. 
National Institute for Occupational Safety and Health Division of Safety Research. (2018). Occupational violence. Retrieved from: https://www.cdc.gov/niosh/topics/violence/ 
North Carolina Department of Labor. (2013). Workplace violence prevention guidelines and program for health care, long term care, and social services workers. Retrieved from http://www.nclabor.com/osha/etta/indguide/ig51.pdf 
Novant Health. (2015). Safety and Security Alert Procedures and Documentation. Novant Health. (2016). Workplace Violence.
Nowrouzi-Kia, B., Chai, E., Usuba, K., Nowrouzi-Kia, B., & Casole, J. (2019). Prevalence of type ii and type iii workplace violence against physicians: a systematic review and meta-analysis. The international journal of occupational and environmental medicine, 10(3), 99.
Phillips, J. P. (2016). Workplace violence against health care workers in the United States. New England journal of medicine, 374(17), 1661-1669.
Vidal-Martí, C., & Pérez-Testor, C. (2015). Patient assaults on professionals? Type II workplace violence: A known phenomenon in Barcelona nursing homes. Work, 51(4), 879-886.



Appendix
[image: ]
Figure 1: Maslow’s Human Need theory
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Figure 2: Iceberg Model theory
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