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Background: Emergency department (ED) nurses face among the highest rates of
workplace violence in healthcare. In Iraqi public hospitals, the combination of
overcrowded waiting areas, intermittent security presence, and limited de-escalation
training plausibly increases this risk, but multicenter prevalence and risk-factor data are
limited. Aim: To estimate the 12-month prevalence and patterns of workplace violence
against ED nurses in five Iraqi government teaching hospitals, characterize reporting
behavior and short-term consequences, and identify modifiable risk factors. Methods: A
multicenter cross-sectional survey was conducted between October 2025 and February
2026 across the EDs of five government teaching hospitals in central and northern Iraq, in
line with the STROBE statement [1]. The protocol was prospectively registered (HHI-
RIR-2025-22, registered 18 September 2025). The Workplace Violence in Health Care
Instrument (WVHI) [2] was administered alongside a 28-item demographic, occupational,
and consequence questionnaire to 318 eligible ED nurses; 287 returned complete
responses (response rate 90.3%). Descriptive statistics, chi-square tests, and multivariable
binary logistic regression with cluster-robust standard errors at the hospital level were used
to identify independent predictors of any-violence exposure. Results: The 12-month
prevalence of any workplace violence was 67.6% (95% CI 62.0-72.8). Verbal abuse
affected 64.5% of nurses, physical assault 17.4%, and sexual harassment 8.0%; 14.3% had
experienced both verbal and physical violence. The most common perpetrators were
patients' relatives (53.1% of incidents), and the most common locations were the triage
area and waiting room. Only 31.4% of incidents were formally reported, with fear of
retaliation (47.4%) and a perception of no actionable response (42.3%) being the leading
deterrents. Short-term consequences included sleep disturbance (52.1%), reduced job
satisfaction (49.5%), at least one short-term sick day (28.6%), and intent to leave the ED
(33.4%). In the adjusted model, lack of security presence on the unit (aOR 2.74, 95% CI
1.62-4.62), no prior de-escalation training (aOR 2.31, 1.43-3.74), <5 years of ED
experience (aOR 2.08, 1.27-3.41), and >10 night shifts per month (aOR 2.36, 1.45-3.84)
were the strongest independent predictors. Conclusion: Two in three Iraqi ED nurses
experience workplace violence in any given year, mostly verbal and predominantly under-
reported. Hospital management should prioritize visible security in triage and waiting
areas, mandatory de-escalation training, simplified non-punitive reporting pathways, and
structured post-incident psychological support.
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INTRODUCTION

Workplace violence in healthcare is a globally
recognized occupational hazard, defined by the
World Health Organization and the International
Labour Organization as incidents in which staff
abused,
circumstances

or assaulted in
their work [3].
Emergency department (ED) staff are among the

are threatened,

related to

most exposed: international meta-analyses place
12-month prevalence of any workplace violence
against ED workers between 50% and 80%, with
verbal abuse the most common form and nurses
among the most affected disciplines [4,5]. The
consequences are well documented and extend
beyond immediate harm: workplace violence is
associated with sleep disturbance, post-traumatic
symptoms, burnout, reduced job satisfaction,
lower quality of patient care, and elevated
turnover [6—8].
EDs
pressures—overcrowded waiting areas,
intermittent security staffing, irregular triage
flow during surge periods, and limited
investment in structured de-escalation training—

Iraqi operate under cumulative

that have repeatedly been associated with higher
violence rates in international literature [9,10].
Earlier Iraqi reports from single-site samples
have indicated high rates of verbal abuse and
worrying of under-reporting, but
multicenter on prevalence, patterns,

levels

data
reporting behavior, and modifiable risk factors
are scarce [11,12]. Without such data, hospital
leadership lacks the evidence base needed to
justify investment in concrete interventions:
visible security presence, mandatory training,
simplified reporting infrastructure, and post-
incident psychological support.

I therefore designed a multicenter cross-
sectional survey of ED nurses in five Iraqi
government teaching hospitals to (i) estimate the
12-month prevalence of any workplace violence
and its three principal forms (verbal, physical,
sexual), (ii) characterize the patterns of incidents
(perpetrators, locations, timing), (iii) measure
formal reporting behavior and the short-term
consequences experienced by affected nurses,
and (iv) identify modifiable institutional and
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individual risk factors that hospital leadership
can act upon. The findings are intended to inform
a costed, prioritized intervention plan rather than
to produce additional descriptive evidence in
isolation.

2. Materials and Methods

2.1 Study Design, Setting, and Reporting

I conducted a multicenter cross-sectional
survey between October 12, 2025 and February
28, 2026 in the emergency departments of five
government teaching hospitals in central and
northern Iraq: Salah Al-Din General Teaching
Hospital, Tikrit Teaching Hospital, Baghdad
Teaching Hospital, Kirkuk General Teaching
Hospital, and Mosul Al-Jumhori Teaching
Hospital. The five sites were selected for broadly
comparable ED bed capacity (24-46 beds),
comparable annual ED census (estimated
32,000-58,000 visits per year), and shared use of
the national triage framework. Reporting follows
the Strengthening the Reporting of Observational
Studies in Epidemiology (STROBE) statement
[1] for cross-sectional studies. The protocol,
statistical analysis plan, and outcome definitions
were prospectively registered in the the High
Health Institute Research Implementation
Registry (HHI-RIR-2025-22, registered 18
September 2025) before data collection began.
2.2 Participants and Sampling

Eligible participants were registered nurses
with at least six months of continuous experience
in the adult ED of one of the five participating
hospitals. Nurses on long-term medical or
maternity leave, nurses who had been on the unit
for fewer than six months, and nurses who
declined consent were excluded. Sample-size
calculation assumed an expected any-violence
prevalence of 0.65 (informed by regional and
post-conflict reports [4,11]), a margin of error of
0.05, and a 95% confidence level, yielding a
minimum required sample of 350; given the
smaller eligible workforce in EDs compared with
general wards, near-complete enumeration of the
eligible nurses across the five sites
attempted, with 318 approached.
Stratified proportional sampling was applied

was
nurses



across sites, with the proportion at each hospital
matching its share of the total ED-nursing
workforce.
2.3 Instruments

Two instruments used. (1) The
Workplace Violence in Health Care Instrument
(WVHI) [2] is a widely used 41-item validated
instrument that captures 12-month exposure to
verbal abuse, physical assault, sexual

Wwere

harassment, threats, and bullying, along with
details of perpetrator, location, timing, formal
reporting behavior, and consequences. The
publisher-licensed Arabic version was used [13].
(i) A 28-item demographic and occupational
questionnaire captured age, sex, marital status,
education, ED years of experience, monthly
night-shift count, perceived security presence on
the unit (5-point Likert), prior de-escalation or
conflict-resolution training in the past 24 months,
and a brief consequences inventory: sleep
disturbance in the prior month, reduced job
satisfaction, at least one short-term sick day
attributed to the incident(s), and intent to leave
the ED.

In the present sample, internal consistency
(Cronbach's o) was 0.84 for the WVHI verbal-
abuse subscale, 0.81 for the physical-assault
subscale, 0.78 for the sexual-harassment
subscale, and 0.86 for the bullying subscale. The
instruments are available from the corresponding
author.

2.4 Data Collection

Data collection used a paper questionnaire
administered in a private staff area during one of
three pre-arranged ward visits per shift, with a
sealed-envelope return procedure to protect
confidentiality. Two reminder rounds were
issued at one and two weeks. Online completion
was offered as an alternative for nurses preferring
digital format; 27% chose the online option. All
forms were entered twice and reconciled. No
identifying information was retained on the data
file.

2.5 Ethical Considerations and
Registration

The study was approved by the Research

Ethics Committee of the High Health Institute,
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Baghdad Al-Rusafa (approval HHI-RE-2025-
194) and by the local research committees of the
five participating hospitals. Written informed
consent was obtained from every respondent.
The protocol was prospectively registered (HHI-
RIR-2025-22, 18 September 2025) with the
analysis plan and outcome definitions filed at
registration. the covered
psychologically  sensitive every
participant received a one-page resource sheet
listing  institutional ~ psychological-support
services and a national mental-health helpline at
the time of consent. The study followed the
Declaration of Helsinki principles.
2.6 Statistical Analysis

Continuous variables are presented as mean +
SD, and categorical variables as frequencies and
estimates of any

Because survey

content,

percentages. Prevalence
violence and each subtype are reported with 95%
confidence intervals computed using the Wilson
score method. Bivariate associations between
candidate risk factors and any-violence exposure
were tested using chi-square or Fisher's exact
tests. Multivariable binary logistic regression
with cluster-robust standard errors at the hospital
level was used to identify independent predictors
of any-violence exposure; predictors entered the
model based on bivariate associations at p < 0.20
with  backward
elimination at p <0.10. Variance inflation factors
and the Hosmer—Lemeshow goodness-of-fit test
were inspected. Internal validation used 1000

and theoretical relevance,

bootstrap replications to estimate optimism-
corrected discrimination (c-statistic). Two-sided
p-values < 0.05 were considered statistically
significant. Analyses used SPSS version 27 (IBM
Corp., Armonk, NY) and R version 4.3.2 (R
Foundation, Vienna, Austria).

3. Results
3.1 Response Rate and Sample
Characteristics

Of 318 ED nurses approached, 287 returned
complete responses (response rate 90.3%). The
31 non-respondents did not differ significantly
from respondents in age, sex distribution, or
hospital affiliation. Sample characteristics are
summarized in Table 1. Most respondents were



women (62.4%), held a Bachelor's degree in
nursing (60.6%), and had less than five years of
ED experience (54.7%). Mean age was 30.8 + 6.7
years, and mean ED experience was 4.9 £+ 3.8
years. Perceived continuous security presence in
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the ED was reported by only 38.0% of
respondents, and only 26.5% had received any
structured de-escalation training in the prior 24
months.

Table 1. Demographic and occupational characteristics of the 287 emergency department nurses

surveyed.
Characteristic n (%) or mean + SD Range / categories

Age (years) 30.8+6.7 21-54
Sex: Female 179 (62.4) —
Sex: Male 108 (37.6) —
Marital status: Married 162 (56.4) —
Marital status: Single 112 (39.0) —
Marital status: Divorced/Widowed 13 (4.5) —
Education: Diploma 84 (29.3) —
Education: Bachelor's degree 174 (60.6) —
Education: Master's degree 29 (10.1) —
ED experience (years) 49+38 0.5-22
ED experience <5 years 157 (54.7) —
Total nursing experience (years) 7.6+£5.4 1-28
Night shifts per month 9.2+34 2-18
Night shifts >10 per month 121 (42.2) —
Perceived continuous security presence in ED 109 (38.0) 5-pt Likert >4
Prior de-escalation training (past 24 mo) 76 (26.5) —
Hospital: Salah Al-Din 67 (23.3) —
Hospital: Tikrit 53 (18.5) —
Hospital: Baghdad 65 (22.6) —
Hospital: Kirkuk 54 (18.8) —
Hospital: Mosul 48 (16.7) —

Note: SD = standard deviation;, ED = emergency department. Education category percentages do not sum to 100 due to

rounding. "Continuous security presence” was operationalized as a self-rating of 4 or 5 on a 5-point Likert scale.

3.2 Prevalence and Patterns of
Workplace Violence

The 12-month prevalence of any workplace
67.6% (95% CI 62.0-72.8).
Prevalence by type, perpetrator, and location is

violence was

summarized in Table 2. Verbal abuse was most
common (64.5%, 95% CI 58.8-69.8) and was

22

reported in some form by the majority of
respondents at every participating hospital.
Physical assault affected 17.4% (13.4-22.3%) of
respondents, sexual harassment 8.0% (5.3—
11.9%), and bullying by colleagues 21.6% (17.2—
26.7%). Among those experiencing any violence,
143% (10.7-18.8%) had experienced both
verbal and physical violence in the same period,



and 5.6% had experienced all three principal
forms (verbal, physical, sexual).

The most common perpetrators were patients'
(53.1% of incidents), patients
themselves (29.5%), bystanders or visitors
(10.2%), and other staff members (7.2%). The

relatives
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triage area (38.4%) and main waiting room
(27.5%) accounted for the majority of incident
locations, and over half of incidents (56.7%)
occurred during evening or night shifts. Hospital-
level variation in any-violence prevalence was
modest (range 60.4—73.5%, > =4.92, p = 0.295).

Table 2. Twelve-month prevalence and patterns of workplace violence (n = 287).

Item n (%) 95% CI
Any workplace violence (12-month) 194 (67.6) 62.0-72.8
Verbal abuse 185 (64.5) 58.8-69.8
Physical assault 50(17.4) 13.4-22.3
Sexual harassment 23 (8.0) 5.3-11.9
Bullying by colleagues 62 (21.6) 17.2-26.7
Both verbal and physical violence 41 (14.3) 10.7-18.8
All three principal forms 16 (5.6) 3.4-89
Perpetrator: patient's relative 103 (53.1)! —
Perpetrator: patient 57 (29.4)! —
Perpetrator: bystander/visitor 20 (10.3)! —
Perpetrator: another staff member 14 (7.2)' —
Location: triage area 75 (38.4)! —
Location: main waiting room 53 (27.5)" —
Location: resuscitation/treatment area 37 (19.1)! —
Location: corridor/other 29 (15.0)! —
Timing: evening or night shift 110 (56.7) —

Note: Wilson score method was used for the 95% Cls of overall prevalence estimates. ! Percentages calculated among the 194

nurses reporting any incident (perpetrator and location items), or among incidents directly (timing). Subcategories of

perpetrator and location refer to the most-recent incident reported by each affected nurse.

3.3 Reporting Behavior and Short-Term
Consequences

Of the 194 nurses experiencing any violence,
only 61 (31.4%) had formally reported at least
one incident through hospital systems (Table 3).
The most frequent stated reasons for not
reporting were fear of retaliation by the
perpetrator or their family (47.4%), perception
that no actionable response would follow
(42.3%), feeling that verbal abuse was "not

23

serious enough" to report (38.7%), and concern
that reporting would be seen as a sign of
weakness (24.7%). Short-term consequences
attributable to the incident(s) included sleep
disturbance in the prior month (52.1%), reduced
job satisfaction (49.5%), at least one short-term
sick day (28.6%), and intent to leave the ED in
the next 12 months (33.4%). Among those with
physical or sexual incidents, intent to leave was
higher (51.4% and 47.8%, respectively).
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Table 3. Reporting behavior, reasons for non-reporting, and short-term consequences among the

194 nurses reporting any violence.

Item n (%) of 194 95% CI
Formally reported at least one incident 61 (31.4) 25.4-38.2
Reason not to report: fear of retaliation 92 (47.4) 40.5-54.5
Reason not to report: perceived no actionable response 82 (42.3) 35.5-49.4
Reason not to report: "not serious enough" 75 (38.7) 32.0-45.7
Reason not to report: seen as weakness 48 (24.7) 19.0-31.4
Reason not to report: lack of clear pathway 39 (20.1) 15.0-26.4
Sleep disturbance (past month) 101 (52.1) 45.1-58.9
Reduced job satisfaction 96 (49.5) 42.6-56.4
At least one short-term sick day 55 (28.6) 22.7-35.3
Intent to leave ED in next 12 months 65 (33.4) 27.2-40.4
Sought psychological support after incident 26 (13.4) 9.4-18.9
Considered leaving nursing entirely 32 (16.5) 12.0-22.4

Note: Reasons for not reporting are multi-select; percentages reference all 194 affected nurses and therefore do not sum to

100. Wilson score method was used for the 95% Cls.
3.4 Independent Risk Factors for Any
Violence Exposure

Adjusted associations from the multivariable
logistic regression are summarized in Table 4.
After mutual adjustment and with cluster-robust
standard errors at the hospital level, four factors
remained independently associated with any-
violence exposure in the prior 12 months: lack of
perceived continuous security presence on the
ED (aOR 2.74, 95% CI 1.62-4.62, p <0.001), no
prior de-escalation training (aOR 2.31, 1.43—
3.74,p=0.001), <5 years of ED experience (aOR

24

2.08, 1.27-3.41, p = 0.004), and >10 night shifts
per month (aOR 2.36, 1.45-3.84, p < 0.001).
Female sex was associated with a positive but
non-significant trend (aOR 1.43, 0.86-2.36, p =
0.165), and Master's-level education showed a
non-significant protective trend. The model
showed acceptable discrimination (apparent c-
statistic 0.74, 95% CI 0.68-0.80; optimism-
corrected 0.72 by 1000 bootstrap replications)
and adequate calibration (Hosmer—Lemeshow 2
= 6.32, p = 0.611). Variance inflation factors
were all below 1.7.
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Table 4. Multivariable logistic regression of factors associated with any workplace-violence

exposure in the prior 12 months (n = 287).

Predictor Adjusted OR SE (log) 95% CI p-value
Lack of continuous security presence 2.74 0.27 1.62 to 4.62 <0.001*
No prior de-escalation training 2.31 0.25 1.43t03.74 0.001*
Night shifts >10 per month 2.36 0.25 1.45 to 3.84 <0.001*
ED experience <5 years 2.08 0.25 1.27 to 3.41 0.004*
Female sex 1.43 0.26 0.86 to 2.36 0.165
Single (vs married) 1.36 0.27 0.81 t02.30 0.245
Master's degree 0.74 0.28 0.43 to 1.27 0.275
Hospital with >40 ED beds (vs <40) 1.18 0.26 0.71 to 1.95 0.530
Daily ED census >150 (vs <150) 1.27 0.26 0.76 t0 2.10 0.357

Note: OR = odds ratio,; CI = confidence interval; ED = emergency department. Adjusted ORs are from a single multivariable

binary logistic regression model with cluster-robust standard errors at the hospital level. * p < 0.05. Apparent c-statistic 0.74

(95% CI 0.68-0.80); optimism-corrected c-statistic 0.72 by 1000 bootstrap replications. Hosmer—Lemeshow goodness-of-fit

x’=0.32, p =0.611. All variance inflation factors <I.7.
4. Discussion

This multicenter survey of 287 nurses across
the EDs of five Iraqi government teaching
hospitals documents a 12-month any-violence
prevalence of 67.6%, with verbal abuse
experienced by nearly two-thirds of respondents
and physical assault by one in six. Three findings
warrant emphasis. First, the overall prevalence
sits in the upper-mid range of the international
literature [4,5,14] and is broadly consistent with
the regional reports from post-conflict Middle
Eastern health systems [11,15], suggesting that

Iragi ED nurses face occupational risk
comparable to the most exposed groups
internationally.  Second, formal reporting

captures only one in three incidents, with fear of
retaliation and a perception of no actionable
response dominating the reasons not to report—
both of which are amenable to institutional
change but require credible commitment from
hospital leadership. Third, the predictors of
exposure identified here are organizational
(security presence, de-escalation training, shift-
pattern intensity) rather than personal (age, sex,
marital status), which means that hospital
leadership has direct levers to act upon rather
than merely traits to describe.
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The under-reporting figure is the most
actionable in the present data. International
literature has long recognized that surveys
consistently capture more incidents than
incident-report systems [16,17], and our 31.4%
reporting rate is consistent with that pattern. The
three combined deterrents identified here—fear
of retaliation, perceived futility, and the cultural
framing of verbal abuse as "not serious
enough"—each demand a different institutional
response. Anonymous reporting channels with
documented non-retaliation policies address the
first; visible feedback to staff on the outcomes of
submitted reports addresses the second; and
institutional messaging that frames verbal abuse
as a reportable safety event (rather than a routine
occupational nuisance) addresses the third. None
of the three requires capital investment, and all
three are deliverable within existing hospital
governance structures.

The protective effects of de-escalation
training (aOR 2.31 for its absence) and
continuous security presence (aOR 2.74 for its
absence) are encouraging. Both interventions
have been evaluated in higher-resource settings
and shown reductions in incident frequency and
severity when implemented as standardized
programs [18-20]. In the participating hospitals,



only 26.5% of ED nurses had received any
structured de-escalation training in the prior 24
months, and only 38.0% perceived continuous
security presence on the unit. Increasing both,
while not eliminating risk, would plausibly shift
exposure prevalence by a meaningful margin.
The combination of training and security
presence, together with simplified reporting,
constitutes the core of what the international
occupational-health literature has converged on
as a minimum institutional package [10,21].

The high intent-to-leave figures—33.4%
overall, 51.4% among those with physical
incidents—deserve attention from a workforce-
stability perspective. Iraqi government EDs
already operate with constrained staffing margins
(52% of nurses in our sample worked >10 night
shifts per month, with night-shift exposure
independently associated with violence), and
incident-driven attrition compounds an existing
pressure on the workforce. The investment case
for the institutional package above is therefore
not only safety-focused but also retention-
focused: reducing exposure prevalence is
plausibly cheaper than continuously training
replacement staff [22].

Limitations should be acknowledged. First,
the cross-sectional design cannot establish
causation; the protective association between de-
escalation training and lower exposure could in
principle reflect reverse causation if more
exposed nurses decline subsequent training,
although the timing of training (past 24 months)
and exposure (past 12 months) makes this less
likely. Second, all measures were self-reported
and may be subject to recall bias and social-
desirability effects. Third, the participating
hospitals are large urban government teaching
institutions; rural and small-district Iraqi EDs
may show different patterns and require
dedicated study. Fourth, the WVHI was
administered using its publisher-licensed Arabic
version; while psychometric properties were
acceptable in this sample, formal cross-cultural
validation in Iraqi nursing populations
specifically would strengthen comparability with
international data. Fifth, the analysis covered
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only the prior 12 months; longer recall windows

or longitudinal incident tracking would
strengthen prevalence estimates. Sixth,
objective incident-rate denominator (e.g., ED
bed-days, patient encounters) was used to
normalize prevalence; this would be a useful

refinement for hospital-comparison work.

5. Conclusions

Two-thirds of ED nurses across five Iraqi
government teaching hospitals
workplace violence in the prior 12 months,
predominantly verbal but with non-trivial
physical and components. Formal
reporting captured only one in three incidents,
with fear of retaliation and perceived futility
The  strongest
independent predictors of exposure—lack of
continuous security presence, absence of de-
escalation training, fewer than five years of ED
experience, and high night-shift load—are
organizational rather than personal and therefore
amenable to institutional action.

no

experienced

sexual

dominating  non-reporting.

Hospital

leadership should prioritize a coordinated
package: visible security presence in triage and
waiting areas, mandatory de-escalation training
repeated at 24-month intervals, simplified non-
punitive reporting pathways with feedback to
staff on outcomes, and structured post-incident
psychological support for affected nurses.
Longitudinal evaluation should track whether
implementation of this package reduces exposure

prevalence and improves retention.
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