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INTRODUCTION

Workplace violence (WPV) is defined as “incidents where 
staffs are abused, threatened, or assaulted in circumstances re-
lated to their work, including commuting to and from work, 
involving an explicit or implicit challenge to their safety, well-
being or health.”1 Healthcare workers (HCWs) tend to under-
report WPV, given the tradition of enduring violence at work 
as part of their job.2 In previous studies, HCWs showed a high-
er risk of being injured via WPV,3-5 up to 16 times higher than 
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other service industry workers for both mental and physical as-
pects.6 In South Korea, WPV toward HCWs has been increas-
ing for decades.7 Incidents such as stabbing a physician to death 
in a general hospital’s outpatient consulting room, biting a nurse’s 
finger to the point of amputation during an L-tube procedure, 
and a diagnosed COVID-19 patient spitting to a medical staff 
attracted nationwide public attention.8-10

In addition to depression, anxiety, and burnout, post-trau-
matic stress disorder (PTSD) is one of the most frequent neg-
ative psychological consequences of WPV victims.11 Rosenthal 
et al.12 reported that 34.4% of HCWs experienced verbal or 
physical violence and among them, over 60% affirmed at least 
one posttraumatic symptom. A cross-sectional study conduct-
ed in UK reported one in 6 physicians screened positive for 
PTSD, and 2 in 5 for current anxiety and depression.5 HCWs 
experience at least one symptom of PTSD, including the feel-
ing of being intruded, having avoidant behavior, and experi-
encing hyper-arousal status.11,13 The WPV victims could suf-
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fer from the symptoms of burnout, lowered level of motivation, 
increased intention to leave, and poorer performance at work-
place.14-16 Further, in cases of HCWs, they could also show the 
reduced empathic attitude for patients due to the lack of en-
ergy/affection. One systematic review conducted in UK found 
a negative association between burnout and empathy in HCWs.17 
As emotional exhaustion, defined as lack of energy and affec-
tion, is core dimensions of burnout, empirical evidence sup-
ports that HCWs could suffer from the reduced empathic at-
titude for patients due to the lack of energy and affection. As 
empathy has been regarded as an elementary affection for 
therapeutic alliance,18,19 lowered level of empathy in HCWs af-
ter experiencing WPV could induce medical mistakes, diag-
nostic inaccuracy, patients’ undue reports of symptoms, and 
poorer clinical outcomes.20-22

Despite these well-known detrimental effects of WPV on 
mental health, the differential impact of WPV subtypes (phys-
ical or verbal) on the empathic capacity of HCW has received 
little attention.23 Previous research revealed that association of 
physical violence with depression and anxiety was not statis-
tically significant, however, verbal violence was strongly asso-
ciated with anxiety and depression, low self-esteem and avoid-
ance and intrusion in a sample of battered women in Italy.24 
On the contrary, Zafar et al.5 have also reported that HCWs 
who experienced physical violence were about 7 times more 
likely to be screened positive for PTSD than those who experi-
enced verbal violence. Therefore, no consistent conclusion can 
be drawn from the existing literature in regards to the relation-
ship between the type of WPV and its detrimental psycholog-
ical impact. Providing prevention programs regarding WPV 
against HCWs, according to the differential types of violence, 
would allow HCWs to be equipped with more practical tools 
of how to deal with violence and its aftermath. Thus, we con-
ducted a survey to investigate the possible differences in psy-
chological outcomes between the verbal and physical violence 
at workplace by comparing the differences of 1) the empathic 
capacity, 2) post-traumatic symptoms, and 3) coping skills in 
HCW, segregated according to the degrees of exposure to the 
verbal and/or physical violence at workplace.

METHODS

Study population and recruitment
A total of 609 HCWs (including doctors, registered nurses, 

pharmacists, medical technicians, and non-health profession-
als at a training hospital) participated in the current study be-
tween March 20 and June 1, 2019. All participants were recruit-
ed through online posting and e-mails; data collection was 
conducted using the anonymous self-reporting questionnaires 
delivered via web-based link. Self-reporting questionnaires 

were: the WPV experiences, perceived empathic capacity for 
patients, posttraumatic symptoms, and demographic informa-
tion (age, gender, educational level, marital status, working de-
partment, years working at the current institution, and work 
shift). After excluding the data with omitted response(s), final-
ly a total of 422 responses were used for the statistical analy-
ses. Participants were asked to provide written consent prior to 
the beginning of the survey and voluntarily responded to self-
administered questionnaires. The study was approved by the 
Institutional Review Board of Seoul National University Hos-
pital (IRB No: 1902-038-1009).

Study protocol

WPV questionnaire 
The exposures of WPV were measured using a self-report-

ing questionnaire.25 The questionnaire consisted of four sec-
tions: 1) demographic (age, gender, educational level, marital 
status) and workplace-related features (department, number 
of coworkers, employment status, years working at the current 
institution, and shift work); 2) perceived verbal or physical vio-
lence within the last 12 months (frequency of violent incidents, 
places where the violence took place, characteristics of the per-
petrators, how individuals responded to the violence, actions 
taken to investigate the causes of violence, the consequences 
of the perpetrators’ offenses, and whether employers or super-
visors provided support such as counseling or reporting the 
incident); 3) four clinical symptoms of PTSD (with responses 
of 1 [not at all] to 5 [extremely]) including the “repeated, dis-
turbing memories, thoughts, or images of the attack,” “avoid-
ing thinking about or talking about the attack or avoiding hav-
ing feelings related to it,” “being super-alert or watchful and on 
guard,” and “feeling like that everything you did was an effort” 
comprising the Diagnostic and Statistical Manual of Mental Dis-
orders (DSM)-IV-based diagnostic criteria of PTSD.26 Summed 
scores indicates the degree of PTSD and scores above 14 rep-
resent the presence of PTSD;27,28 4) coping strategy including 
“took no action or individual action,” “received help from fam-
ily, colleagues, or organization”

Empathy scale 
Jefferson Scale of Physician Empathy (JSPE) was composed 

of 20-items.29 Using a seven-point Likert scale ranging from 
“strongly disagree” to “strongly agree”, it measures three sub-
dimensions of empathy including the 1) perspective-taking 
(Items 2, 4, 5, 9, 10, 13, 15, 16, 17, 20), 2) compassionate care 
(Items 1, 7, 8, 11, 12, 14, 18, 19), and 3) walking in the pa-
tient’s shoes, that is, understanding the patient’s experiences 
(Items 3, 6).



772  Psychiatry Investig  2021;18(8):770-778

Psychological Health in Verbally Abused Workers

Statistical analyses
Participant characteristics were described and frequencies 

of experienced violence (physical and verbal in the last year) 
were calculated. We performed the Shapiro-Wilk test to assess 
the normality of JSPE and PTSD scores. According to the vi-
olation of the normality assumption, either the Student’s t-test 
and analysis of variance or the Mann-Whitney test and Krus-
kal-Wallis test were performed to compare the differences in 
JSPE scores and the scores on the entire PTSD questionnaire 
sorted by experience, frequency, and assailant of WPV. 

We classified participants into four groups according to the 
type of WPV they experienced (physical violence [yes or no] 
and verbal violence [yes or no]). We tested the differences in 
JSPE scores between the groups that experienced WPV and 
the groups that did not, while adjusting for age, gender, marital 
status, educational level, and job classification by using mul-
tivariate linear regression models. Finally, among those who 
experienced physical or verbal violence, posttraumatic symp-
toms were measured according to their coping strategies for 
WPV. The means and standard deviations (SDs) for four ques-
tions rated on a five-point Likert scale and a sum of questions 
were calculated for the coping strategies (no action or individ-
ual action vs. received help from family, colleagues, or organi-
zation). The differences in scores on the PTSD questionnaire 
were tested by using multivariate linear regression models, ad-
justing for age, gender, marital status, educational level, and 
job classification.

RESULTS

Demographic and work-related characteristics
Table 1 depicts the characteristics of the study participants. 

A total of 422 HCWs participated in our study, including 324 
(76.8%) females and 98 (23.2%) males. The majority of partici-
pants were 195 people of 30–39 years of age (46.2%), followed 
by 114 of those under 30 years of age (27.0%), and 78 people 
of 40–49 years of age (18.5%). Most participants were educat-
ed at the college level or above (410 people, 97.2%). Common 
job positions among our participants were nurses (227 peo-
ple, 53.8%), doctors (80 people, 19.0%), and medical techni-
cians (52 people, 12.3%). The number of those who experi-
enced WPV were 55 people (13.0%) for physical violence and 
196 people (46.5%) for verbal violence. Considering both types 
of violence, there were 11 participants (2.6%) who experienced 
only physical violence, and 152 participants (36.0%) who expe-
rienced only verbal violence, and 44 participants (10.4%) who 
experienced both physical and verbal violence in the workplace.

Profiles of WPV, empathic capacity, and 
post-traumatic symptoms in HCW 

Among those who experienced physical violence, 38 people 
(69.1%) experienced it less than once a month and 17 people 
(30.9%) experienced it once a month or more frequently. Physi-
cal violence was frequently perpetrated by a patient or their 
family (n=43, 78.2%), followed by a coworker or superior (n= 
10, 18.2%), or a visitor (n=2, 3.6%). Those who experienced 
verbal violence once a month or more frequently numbered 
were 101 people (51.5%). Perpetrators of verbal violence were 
mostly patients or their family (n=112, 57%), followed by co-
workers or superiors (n=57, 29.1%), or visitors of patient (n= 
27, 13.8%). 

JSPE and PTSD scores according to experiences and char-
acteristics of WPV (physical and verbal) are presented in Ta-
ble 2. Fifty-five workers (13.0%) and 196 workers (46.5%) have 
experienced physical violence and verbal violence in the last 
year, respectively. The participants who experienced physical 
violence reported significantly lower JSPE than those who did 
not (87.8 [SD±20.8] vs. 92.9 [SD±16.8], respectively; p=0.040). 
JSPE score was also significantly lower among workers expe-
rienced verbal violence than workers who did not (89.9 [SD± 
18.1] vs. 94.3 [SD±16.5], respectively; p=0.009). There was no 
difference in JSPE and in PTSD score, by the frequency of vi-
olence or the type of assailant among those who experienced 
physical violence. Frequencies of exposure to verbal violence 
(<1/month vs. ≥1/month) were significantly associated with 
PTSD score (13.4 [SD±3.8] vs. 15.5 [SD±3.1], respectively; p= 
0.035) in the group of those who experienced verbal violence. 

Figure 1 presents the differences in JSPE scores according 
to groups divided by their experiences of physical and verbal 
violence. Compared to workers who did not experience WPV 
within the last year, after adjusting demographic variables, 
workers with experience of verbal violence only and workers 
with experience of both physical and verbal violence had sig-
nificantly lower score of JSPE than workers without experience 
of workplace violence, as 4.4 (95% confidence interval [CI]: -7.9, 
0.9; p=0.014) and 7.2 (95% CI: -13.9, -0.5; p=0.035), respectively.

Coping strategy and post-traumatic symptom in 
HCW

Total scores for PTSD symptoms according to the type of 
WPV and coping strategies are depicted in Table 3. Among 
victims of WPV, PTSD scores over 14 points were more com-
mon in verbal violence (61.2%) than physical violence (54.6%). 
Table 3 also presents the differences in coping strategies ac-
cording to the type of WPV. More than half of the victims of 
verbal violence responded that they did not take any action or 
receive organizational protection or peer support, while most 
physically-abused HCWs received institutional intervention 



S Nam et al. 

   www.psychiatryinvestigation.org  773

or help from others. There was no statistically significant dif-
ference in PTSD score after experiences of workplace violence.

DISCUSSION

In our study, victimized HCWs showed a low level of empa-
thy with patients. This finding is similar to previous researches 
indicating that WPV hinders understanding patients and causes 
inappropriate care with weakened empathy toward patients.30,31 
Having a high level of empathy is associated with HCWs’ psy-

chological well-being.32 Establishing immediate WPV inter-
ventions are required in order to maintain empathy and work 
efficiency.

Our study confirms that the impact on HCW’s empathy de-
pends on the types of violence: physical and verbal. Experienc-
es of verbal violence heightened the risk of lowered empathy, 
whereas physical violence did not show significant effects. This 
result aligns with previous study in which verbal violence had 
a significant effect on depression, anxiety, and physical symp-
toms in comparison with injuries inflicted by physical violence.33 

Table 1. Participants’ characteristics and experience of workplace violence

Total
Experienced workplace 
violence* in the last year

Experienced physical 
violence in the last year

Experienced verbal 
violence in the last year

N (%)
Yes No

p
Yes No

p
Yes No

p
N (%) N (%) N (%) N (%) N (%) N (%)

Total 422 (100) 215 (51.0) 207 (49.0) 55 (13.0) 376 (87.0) 196 (46.5) 226 (53.5)
Gender <0.001 0.102 <0.001

Male 98 (23.2) 65 (66.3) 33 (33.7) 8 (8.2) 90 (91.8) 31 (31.6) 67 (68.4)
Female 324 (76.8) 150 (46.3) 174 (53.7) 47 (14.5) 277 (85.5) 165 (50.9) 159 (49.1)

Age (y) 0.014 0.040 0.045
<30 114 (27.0) 54 (47.4) 60 (52.6) 22 (19.3) 92 (80.7) 56 (49.1) 58 (50.9)
30–39 195 (46.2) 91 (46.7) 104 (53.3) 25 (12.8) 170 (87.2) 98 (50.3) 97 (49.7)
40–49 78 (18.5) 44 (56.4) 34 (43.6) 7 (9.0) 71 (91.0) 33 (42.3) 45 (57.7)
>50 35 (8.3) 26 (74.3) 9 (25.7) 1 (2.9) 34 (97.1) 9 (25.7) 26 (74.3)

Marital status <0.001 0.002 0.002
Single 206 (48.8) 87 (42.2) 119 (57.8) 38 (18.5) 168 (81.5) 110 (53.4) 96 (46.6)
Marriage 213 (50.5) 128 (60.1) 85 (39.9) 16 (7.5) 197 (92.5) 83 (39.0) 130 (61.0)
Divorced 3 (0.7) 0 (0) 3 (100) 1 (33.3) 2 (66.7) 3 (100.0) 0 (0)

Education 0.071 0.059 0.026
High school 12 (2.8) 10 (83.3) 2 (16.7) 1 (8.3) 11 (91.7) 1 (8.3) 11 (91.7)
College 261 (61.9) 129 (49.4) 132 (50.6) 42 (16.1) 219 (83.9) 123 (47.1) 138 (52.9)
Graduate school 149 (35.3) 76 (51.0) 73 (49.0) 12 (8.1) 137 (91.9) 72 (48.3) 77 (51.7)

Job <0.001 0.008 <0.001
Doctors 80 (19.0) 52 (65.0) 28 (35.0) 5 (6.3) 75 (93.8) 27 (33.8) 53 (66.3)
Medical technicians 52 (12.3) 35 (67.3) 17 (32.7) 2 (3.9) 50 (96.2) 17 (32.7) 35 (67.3)
Pharmacist 13 (3.1) 5 (38.5) 8 (61.5) 1 (7.7) 12 (92.3) 7 (53.9) 6 (46.2)
Nurse 227 (53.8) 87 (38.3) 140 (61.7) 43 (18.9) 184 (81.1) 132 (58.2) 95 (41.9)
Assistant nurse 10 (2.4) 7 (70.0) 3 (30.0) 1 (10.0) 9 (90.0) 2 (20.0) 8 (80.0)
Non-health professionals 40 (9.4) 29 (72.5) 11 (27.5) 3 (7.5) 37 (92.5) 11 (27.5) 29 (72.5)

Duration (y) 0.301 0.118 0.556
<3 95 (22.5) 52 (54.7) 43 (45.3) 11 (11.6) 84 (88.4) 41 (43.2) 54 (56.8)
3–5 69 (16.4) 33 (47.8) 36 (52.2) 15 (21.7) 54 (78.3) 34 (49.3) 35 (50.7)
6–10 113 (26.8) 49 (43.4) 64 (56.6) 16 (14.2) 97 (85.8) 59 (52.2) 54 (47.8)
11–15 65 (15.4) 37 (56.9) 28 (43.1) 7 (10.8) 58 (89.2) 27 (41.5) 38 (58.5)
>15 80 (19.0) 44 (55.0) 36 (45.0) 6 (7.5) 74 (92.5) 35 (43.8) 45 (56.3)

Chi-squared test was performed to test the differences. *verbal violence and/or physical violence
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It is also consistent with other studies suggesting that, different 
from common sense, verbal violence has a greater impact on 
mental health and musculoskeletal pain than does physical vi-
olence.34 However, in health care facilities, experience of physi-
cal violence is usually one-off thing, while verbal violence can 
occur in a more persistent and pervasive manner, and victims 
can be more susceptible to negative health outcomes.35-37 Ver-
bal violence can be experienced as more personally demeaning 
and humiliating. Recent network analyses reported that verbal 
violence which makes individuals feel worthless and damage 
one’s self-esteem serve as connector in the verbal abuse-depres-

sion and anxiety-social interaction features.38 Statistical back 
up related to personal implication with verbal assaults demon-
strated that verbal aggression which appears targeted, demean-
ing or humiliating has been significantly associated with high-
er experienced anger provocation39 and depression.40 For this 
reason, victims may blame themselves for the incident and 
question their qualifications as medical professionals.41 Verbal 
abuse may hurt victims’ self-esteem longer and deeper. Legal 
interventions are not easily or promptly given for verbal abuse, 
while overt physical violence is usually punished and compen-
sation for the adversity can be ordered by court. Organizational 
protection and support from colleagues sometimes underes-
timate the significance of verbal violence. Many victims of ver-
bal violence may be hurt by the biased judgment of others.42 
Lack of adequate support systems or collegial sympathy and 
appreciation may discourage the verbally abused and possibly 
reduce their capacity to be empathetic with patients.43 Patients 
who have cognitive deficits, dementia, and other serious psy-
chiatric problems may become verbal abuse perpetrators.44 
They may devalue the quality of the services and project their 
anger and frustration toward HCWs. Verbal abuse among hos-
pital members or long-term care patients can occur for longer 
periods of time than episodic physical abuse, which can be 
more detrimental to mental health, since victims would feel 
helpless with self-blaming attitudes. While bodily traumas can 
be noticed and healed with immediate and direct remedies, 
psychological traumas are often ignored and neglected with-
out clear timeline or boundary between prevailing authoritar-
ian manners and abusive conducts.

In our study, the number of participants with PTSD scores 
of 14 points or above was higher for those who experienced 

Table 2. Experiences of workplace violence, empathy with patients, and posttraumatic symptoms

Physical violence Verbal violence
JSPE PTSD score JSPE PTSD score

N (%) Mean±SD N (%) N (%) Mean±SD N (%)
Experience of violence

No 367 (87.0) 92.9±16.8* - 226 (53.6) 94.3±16.5* -
Yes 55 (13.0) 87.8±20.8 - 196 (46.4) 89.9±18.1 -

Frequency†

<1/month 38 (69.1) 89.5±21.4 12.8 (3.4) 95 (48.5) 91.0±16.6 13.4 (3.8)*
≥1/month 17 (30.9) 84±19.5 14.1 (3.0) 101 (51.5) 84.1±19.0 15.5 (3.1)

Assailants†

Patients (or their families) 43 (78.2) 88.9±20.2 12.9 (3.2) 112 (57.1) 90.9±17.8 13.3 (3.6)
Coworkers (or superiors) 10 (18.2) 80.7±23.5 14.3 (4.0) 57 (29.1) 89.5±19.4 14.7 (3.5)
Others (visitors, external workers, general public) 2 (3.6) 99.5±21.9 13.0 (2.8) 27 (13.8) 86.5±16.8 15.3 (2.9)

Differences in JSPE scores according to experiences of physical or verbal violence were tested using the Student’s t-test or ANOVA. The 
Mann-Whitney test and Kruskal-Wallis test were performed to assess the differences in JSPE and PTSD scores according to the frequency of 
violence and the perpetrator of the violent events. *p<0.05; †among participants who experienced physical or verbal violence in the last year. 
JSPE, Jefferson Scale of Physician Empathy; PTSD, Posttraumatic Stress Disorder
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Figure 1. Types of experience of workplace violence and health-
care workers’s empathy. **differences between the groups with 
and without experience, adjusted for age, gender, marital status, 
education, and job classification. 
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verbal (without physical) abuse than for those who experienced 
physical (without verbal) abuse. This result is consistent with 
previous study in which the percentage of participants with 
PTSD scores of 14 points or higher was 28% for cases of verbal 
violence and 19.6% for cases of physical violence.45

Owing to the urgent nature of medical care, medical work-
ers who endure verbal violence cannot be easily repositioned. 
HCWs are usually trained be tolerant of verbal abuse resulted 
from patients’ disease. If the perpetrator is a patient, rejection 
or eviction of perpetrators is often legally or ethically difficult, 
owing to medical staff’s beliefs and common sense that “refusal 
of care is not ethically right.” These factors play a role in aggra-
vating “re-experience” symptoms of PTSD.46

Physical restraint has no effect on verbal violence;47 although 
control over violence is critical for the safety of the abuser and 
the abused, since loss of psychological autonomy or agency in 
a traumatic event causes further distress.46 Thus, the self-effi-
cacy and empowerment to solve a threatening situation is im-
portant for HCWs who suffered from verbal violence.48 Encour-
aging self-confidence against violence may prevent serious 
burnout symptoms.49 

Most verbally abused victims in this study reported that they 
did not take any action or report incidents. Similar trends were 
found in previous studies conducted in other Asian countries.50,51 
Meanwhile, in Germany, 60.3% of victims reported the inci-
dents through formal procedures, while 97% directly reported 
the incidents to their supervisors.52 These results can be partly 
attributed to cultural differences between Asian and Western 
countries. In South Korea, there is a particularly strong cultural 
tendency to suppress the expression of HCW’s personal dissat-
isfaction or negative affections and to take HCW’s sacrifice for 
granted.44 Enduring unfair treatment or unreasonable situa-
tions is often attributed as part of the job. Further, previous 
study presented that the lack of appropriate measures, legal 
systems, and effective employee training on WPV and WPV 
prevention could be a fundamental reason why most victims 
responded that they took no action or pretended as if it never 
happened.53 Given this context, workplace harassment preven-

tion law in Korea came into effect in July of 2019. Considering 
government controlled nationwide insurance system with low 
payment and high quality service, the workload of HCWs in 
South Korea is far heavier than in other developed countries.53 
Busy hospital settings with short allotment of consultation and 
fewer medical professionals may lead patients and their fami-
lies to be more resentful towards HCWs. Therefore, it is neces-
sary to observe the effects of legal and institutional measures 
against verbal violence in the future.

In summary, verbal violence impedes HCWs’ ability to be 
empathetic and leads to a higher risk of PTSD symptoms com-
pared to physical violence. For regulating verbal as well as physi-
cal WPV, legal and systemic assistance and well-designed med-
ical literacy plans for the public should be further developed. 
If medical institutions focus mainly on physical violence, over-
looking the negative impact of verbal violence, HCW’s work 
efficiency will be impeded. The lack of appropriate legal actions 
and less developed training program related to WPV may be 
another fundamental reason why most victims take no action 
or pretend the violence never happened.54 Refusal to treat pa-
tients should strictly follow a lawful protocol by considering 
the degree of violence, legal appropriateness, and HCWs’ com-
petence.55 A physician may need to have the right to refer un-
ruly and uncooperative patients to other doctors or safer hos-
pitals after giving notice of the specific reasons for treatment-
termination and providing information regarding substitute 
treatment facilities.55 HCWs without legal and practical pro-
tection may struggle with demoralizing and dangerous situa-
tions, which is simultaneously harmful to the patients’ support 
systems and countermeasures; policies such as zero-tolerance 
policies against verbal abuse are strongly demanded. An auto-
matic phone explaining zero-tolerance policies and recording 
system is needed for the legal evidences and education for the 
public. 

Preventive measures such as public campaigns and teaching 
of de-escalation at the institutional level also need to be imple-
mented. Considering the heavy workload and irregular work 
schedules of HCWs, practical intervention including brief in-

Table 3. Posttraumatic symptoms according to the coping strategies used to handle workplace violence

PTSD Score≥14 PTSD Score
N (%) N (%) p value Mean±SD p value

Physical violence 55 (100.0) 30 (54.6) 0.637 0.487
No action or individual action 18 (32.7) 9 (50.0) 13.2±3.5
Received help from family, colleagues, or organization 37 (67.3) 21 (56.8) 13.2±3.3

Verbal violence 196 (100.0) 120 (61.2) 0.231 0.433
No action or individual action 116 (59.2) 67 (57.8) 13.8±3.9
Received help from family, colleagues, or organization 80 (40.8) 53 (66.3) 14.3±3.1

Chi-squared test and multivariate linear regression test were performed to test the differences. Differences in PTSD score were tested with the 
adjustment for age, gender, marital status, education, and job classification. PTSD, Posttraumatic Stress Disorder; SD, standard deviation
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tervention or online-based platform for the prevention of WPV 
is needed. In recent previous study, WPV prevention program 
using online modules for 2 hours has been demonstrated56 and 
a brief intervention with one-session, 3-hour simulation train-
ing on WPV revealed improvement of staff’s confidence against 
WPV.57 These results suggest that interventions at the institu-
tional level are effective, and practical interventions and pre-
vention programs must be developed and implemented ac-
cording to the type of violence experienced.

Our study has several limitations. First, the cross-sectional 
design limits causal inferences concerning WPV and empathy. 
Second, we used self-reporting questionnaire to measure the 
exposure of WPV, despite the controversies on the objective 
evidences in defining WPV. Personal threshold of WPV may 
be also unalike according to susceptibility of each person and 
situational differences. However, subjective report is impor-
tant, especially for managing psychological sequelae, despite 
lack of objective measuring devices on individual traumatic 
events. In addition, HCWs are well known to report WPV less 
than they actually went through since they are afraid of being 
criticized not to adept to defend themselves and evaluated to 
be less qualified by their supervisors and hospital managers. 
WPV is often misinterpreted as a clinical failure for being less 
empathetic. In our study, self-report procedure using smart-
phone answering method protecting confidentiality might en-
hance to report WPV more than person-to-person interview 
or formal recording using paper. Third, all the respondents in 
this survey were working in a general training hospital in a met-
ropolitan area where the workload is more diverse and serious 
than other smaller local hospitals or clinics at rural area. There-
fore, the findings of this study regarding WPV cannot be gen-
eralized to most healthcare workers. Finally, although physi-
cal violence and verbal violence groups are interdependent, we 
compared two groups using between-group differences tests 
in order to emphasize the traumatic effect of solitary verbal 
abuse for several reasons: Public health strategy against vio-
lence has focused preventing physical violence rather than ver-
bal violence. Guards and material equipment protecting health 
care workers from physical violence have been prepared, while 
overlooking the effect of prevailing verbal abuse in hospitals. 

Nevertheless, this study raises important issues as the find-
ings have implications for the health of both patients and medi-
cal practitioners. Effective intervention techniques and policies 
can be developed taking into consideration our findings that 
healthcare workers who are subjected to verbal violence feel 
low empathy toward patients and experience stress while pro-
viding healthcare services.
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