
W H Y  T H I S  R E P O R T

The strongest safety signal is not a
single incident. It is a system that
repeatedly transfers risk back to the
nurse.
Bedside nursing combines clinical judgment, physical work, emotional regulation, rapid

escalation, and continuous responsibility for patient safety. The survey shows that

aggression is common, but it also reveals a deeper pattern: violence, injury, and

psychological stress are intensified when staffing, reporting, security, equipment, and

leadership response do not work as one safety system.

This report interprets perspectives from practicing bedside nurses across six countries.

It follows the safety gap from exposure and underreporting to physical strain, moral

distress, policy enforcement, and the structural reforms nurses believe are most urgent.

How to read this report. The survey includes demographic questions, ten closed practice questions, and one open-ended question.

Question-level bases vary because partial responses were included before later questions. Percentages and counts are reproduced exactly

from the source export. Findings describe reported experience and professional perception, not universal prevalence or policy

recommendations.

E X E C U T I V E  S U M M A R Y

Six findings that reveal where policy,

workflow, and frontline reality
separate.
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Aggression is widespread
enough to be a routine
occupational exposure

83.5% experienced aggression at least once

during the previous year

CONTEXT

Workplace violence includes verbal threats, intimidation,

harassment, and physical assault. WHO identifies nurses and

other staff directly involved in patient care among the health

workers at greatest risk.

WHAT THE DATA SHOWS

Only 16.5% report no aggressive behavior in the past year.

Another 38.4% experienced it once or twice, 33.8% at least

monthly, and 11.4% weekly or during almost every shift.

THE INSIGHT

The pattern is not limited to rare catastrophic events. Nearly half

experience aggression at least monthly, which makes personal

vigilance and de-escalation part of the ordinary cognitive load of a

shift.

WHY IT  MATTERS

Prevention cannot depend only on post-incident response. Units

need risk assessment, environmental controls, reporting systems,

staffing support, and response authority before escalation occurs.

Frequency of workplace aggression

Share of respondents selecting each option at this question.

Never 16.5%

Rarely 38.4%

Occasionally 33.8%

Frequently 11.4%
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The first safety failure happens
when violence becomes
culturally invisible

42.6% identify normalization of abuse as the

leading reason incidents disappear from

the record

CONTEXT

Incident data is the foundation for prevention. When verbal threats

or minor physical events are normalized, the organization loses

the evidence needed to identify patterns, redesign environments,

and allocate protection.

WHAT THE DATA SHOWS

The leading reason for non-reporting is the belief that aggression

is part of the job at 42.6%. Paperwork burden follows at 23.2%,

lack of faith in leadership action at 19.4%, and fear of

repercussions at 14.8%.

THE INSIGHT

Underreporting is not primarily an individual compliance problem.

It reflects a credibility problem: nurses may not believe the effort,

exposure, or professional risk of reporting will produce a

meaningful response.

WHY IT  MATTERS

A simpler reporting process will help, but it will not be enough

unless staff can see that reports lead to investigation, feedback,

corrective action, and protection from blame.

Why incidents go unreported

Share of respondents selecting each option at this question.

Paperwork burden 23.2%

Part of the job culture 42.6%

Fear of repercussions 14.8%

No faith in action 19.4%
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Security is present in many
facilities, but prevention
remains the missing function

85.9% do not describe security as highly

effective and preventive

CONTEXT

Security staffing, panic systems, access controls, and unit design

matter most when they prevent escalation or shorten the time

between a threat and effective intervention.

WHAT THE DATA SHOWS

Half describe security as moderately effective because it

responds after an incident begins but rarely prevents it. A further

35.7% describe it as ineffective or completely inadequate. Only

14.2% call it highly effective.

THE INSIGHT

The dominant model is reactive containment, not proactive

prevention. Nurses may have access to help, but only after the

risk has already moved into the clinical space.

WHY IT  MATTERS

Security programs need unit-specific risk mapping, visible

presence, reliable duress systems, clear intervention authority,

and feedback from frontline staff about where escalation actually

occurs.

Security effectiveness

Share of respondents selecting each option at this question.

Highly effective 14.2%

Moderately effective 50.2%

Ineffective 21.5%

Completely inadequate 14.2%
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Safe-handling equipment
cannot protect nurses when the
workflow makes it unusable

73.5% point to staffing or setup time rather

than a lack of awareness

CONTEXT

CDC and NIOSH identify manual patient handling as a major

source of work-related musculoskeletal injury and support safe

patient handling and mobility programs.

WHAT THE DATA SHOWS

Severe understaffing is the leading barrier at 43.9%, followed by

setup time at 29.6%. Equipment availability accounts for 15.2%

and training for 11.3%.

THE INSIGHT

The technology exists, but operational conditions push nurses

back toward manual work. A safety device that requires

unavailable staff or time is functionally unavailable.

WHY IT  MATTERS

Safe handling must be designed into staffing, room layout,

equipment placement, and escalation protocols. Compliance

messaging alone cannot overcome a workflow that makes the

safer action slower or impossible.

Barriers to safe patient handling
Share of respondents selecting each option at this question.

Equipment unavailable 15.2%

Understaffing 43.9%

Training gap 11.3%

Setup time 29.6%
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Care after injury is available,
but recovery is often treated as
negotiable

51.3% receive treatment but perceive pressure

to return before full recovery

CONTEXT

The quality of post-injury care signals whether an organization

treats nurse safety as an operational priority or as an interruption

to staffing continuity.

WHAT THE DATA SHOWS

Only 23.7% describe post-injury support as excellent. The largest

group, 51.3%, says treatment is provided but subtle pressure

exists to resume full duties early. Another 18.9% describe the

process as bureaucratic and adversarial.

THE INSIGHT

The system often succeeds at immediate treatment but struggles

to protect recovery time. This can transfer the operational cost of

injury back to the injured nurse.

WHY IT  MATTERS

Recovery pathways should define clinical clearance, modified

duty, paid recovery, follow-up, and non-retaliation clearly enough

that staffing pressure cannot quietly rewrite the plan.

Post-injury care and recovery

Share of respondents selecting each option at this question.

Excellent 23.7%

Adequate with pressure 51.3%

Poor and adversarial 18.9%

Unaware or no injury 6.1%
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The deepest psychological
burden is the fear of not being
able to provide safe care

51.8% name moral distress from unsafe

staffing ratios as the leading stressor

CONTEXT

Psychological safety is often discussed through violence, burnout,

or interpersonal behavior. The survey asks nurses to choose the

factor that weighs most heavily in daily practice.

WHAT THE DATA SHOWS

Moral distress from unsafe nurse-to-patient ratios leads at 51.8%,

far ahead of exhaustion at 18.4%, bullying or low psychological

safety at 17.5%, and assault anxiety at 12.3%.

THE INSIGHT

The primary stressor is not only what may happen to the nurse. It

is the possibility that system constraints will prevent the nurse

from meeting professional obligations to the patient.

WHY IT  MATTERS

Workforce wellbeing and patient safety cannot be separated.

Staffing decisions are also psychological safety decisions

because they determine whether nurses can practice in alignment

with their clinical judgment.

Primary source of psychological stress

Share of respondents selecting each option at this question.

Assault anxiety 12.3%

Moral distress 51.8%

Bullying or low safety 17.5%

Exhaustion 18.4%
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Zero tolerance loses meaning
when verbal threats remain
negotiable

81.6% do not experience strict, consistent

zero-tolerance enforcement

CONTEXT

Policies set expectations, but credibility comes from predictable

enforcement across physical violence, verbal threats,

harassment, and repeated boundary violations.

WHAT THE DATA SHOWS

Half report inconsistent enforcement that acts on severe physical

events but ignores verbal abuse and threats. Another 21.5% say

policies are rarely enforced and 10.1% report no visible policy.

Only 18.4% see strict enforcement.

THE INSIGHT

The policy boundary is often set too late, after a severe event.

This teaches staff and aggressors that lower-level abuse is

tolerated until it becomes physical.

WHY IT  MATTERS

Clear thresholds, documented consequences, visitor restrictions,

escalation authority, and leadership backing are required if zero

tolerance is to function as prevention rather than branding.

Zero-tolerance enforcement
Share of respondents selecting each option at this question.

Strictly enforced 18.4%

Inconsistently enforced 50.0%

Rarely enforced 21.5%

No visible policy 10.1%
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The most visible vulnerability
is not a door or device. It is an
unprepared team

40.0% identify the absence of integrated de-

escalation and crisis prevention as the

largest daily vulnerability

CONTEXT

Physical design and protective equipment matter, but safety also

depends on whether staff can recognize risk, coordinate a

response, and de-escalate before a crisis becomes physical.

WHAT THE DATA SHOWS

Lack of integrated de-escalation or crisis-prevention resources

leads at 40.0%. Unsafe floor plans follow at 28.0%, access and

lighting at 16.4%, and PPE or sharps gaps at 15.6%.

THE INSIGHT

Nurses see safety as a system capability, not a collection of

isolated controls. Training without staffing, security,

communication, and environmental support may still leave the

bedside exposed.

WHY IT  MATTERS

Facilities need unit-level prevention plans that combine people,

space, technology, and authority rather than treating training as a

substitute for system design.

Largest daily safety vulnerability

Share of respondents selecting each option at this question.

Unsafe floor plans 28.0%

Access and lighting 16.4%

PPE and sharps gaps 15.6%

De-escalation gap 40.0%

09
S E C T I O N  0 9

Safety concerns are heard
more often than they are
resolved

76.4% receive constraint, minimization, or

silence instead of immediate

collaborative action

CONTEXT

The manager response is the moment when a frontline hazard

either becomes an organizational action or returns to the nurse as

a personal burden.

WHAT THE DATA SHOWS

Only 23.6% receive immediate support. A majority, 52.4%, hear

that there is no budget or that leadership has limited options.

Another 19.1% experience minimization and 4.9% silence.

THE INSIGHT

Acknowledgement without remedy can become a form of

institutional normalization. The hazard is recognized, but the

nurse is still expected to work inside it.

WHY IT  MATTERS

Managers need escalation routes, contingency staffing,

equipment authority, and transparent tracking so that frontline

reporting can move beyond empathy to documented risk

reduction.

Manager response to safety concerns

Share of respondents selecting each option at this question.

Immediate support 23.6%

No budget 52.4%

Minimized 19.1%

Ignored 4.9%
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Nurses place staffing at the
center of the safety reform
agenda

37.7% prioritize legally binding staffing ratios

over any single security intervention

CONTEXT

The final closed question asks whether the most urgent lever is

staffing law, stronger assault prosecution, executive

accountability, or mandated physical redesign.

WHAT THE DATA SHOWS

Legally binding staffing ratios lead at 37.7%, followed by tying

executive incentives to safety and retention at 28.3%, stronger

assault laws at 26.9%, and architectural standards at 7.2%.

THE INSIGHT

Nurses do not frame safety as a narrow violence-prevention

issue. They connect it to workload, leadership accountability, and

the capacity to respond safely when risk emerges.

WHY IT  MATTERS

A credible safety strategy needs both prevention and capacity:

staffing that makes safe work possible, leadership metrics that

reward protection, and enforcement mechanisms when violence

occurs.

Most critical structural change

Share of respondents selecting each option at this question.

Staffing ratios 37.7%

Assault prosecution 26.9%

Executive accountability 28.3%

Architectural standards 7.2%
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What the peer voice adds to the
numbers

The open responses repeatedly connect endurance to missed breaks, physical

exhaustion, understaffing, emotional vigilance, fear of errors, and the feeling that the

bedside is being managed like a hospitality environment rather than a high-risk clinical

setting.

WHAT THE COMMENTS ADD

The qualitative responses make the hidden work visible and

explain why the closed-question patterns carry emotional and

professional weight.

THE INSIGHT

The operational burden is not experienced as a set of separate

inconveniences. It is experienced as a continuous demand to

protect patients while absorbing system friction personally.

WHY IT  MATTERS

Leadership responses should address the work conditions

behind the comments, not only the language of resilience,

recognition, or professional pride.

CAUTION

Open-ended comments are qualitative and are not

quantified as prevalence. Obvious nonsensical entries

were excluded from interpretation.

P R A C T I C E  L E N S E S

What this means across different professional settings
The same survey pattern carries different operational implications depending on

setting, responsibility, and decision authority.

Emergency and behavioral settings
The escalation lens

Violence-prevention plans should be calibrated to unit-specific

patient, visitor, and environmental risks.

Medical-surgical and critical care
The capacity lens

Safe handling, observation, and escalation depend on having

enough people available at the moment of need.

Managers and nurse leaders
The response lens

Frontline reporting needs authority, contingency resources,

feedback, and visible corrective action.

Executives and policymakers
The accountability lens

Staffing, safety metrics, injury recovery, and violence prevention

must be treated as linked system responsibilities.

F R O M  I N S I G H T  T O  I M PA C T

Nurses are not asking to be made more

resilient to preventable risk. They are
asking the system to stop outsourcing
safety to endurance.
Across the report, the same mechanism appears in different forms. Aggression is

normalized, security arrives after escalation, safe equipment becomes unusable under

staffing pressure, recovery is shortened by operational need, and reported concerns are

acknowledged without remedy. The central opportunity is to redesign safety as an

integrated operating system rather than a collection of policies.

01 Make reporting credible

Reduce reporting burden and show how every report is

reviewed, acted on, and closed.

02 Design prevention around units

Combine staffing, access control, duress systems, environment,

and de-escalation for each setting.

03 Protect safe work capacity

Build staffing and equipment workflows that make the safe

action operationally possible.

04 Tie leadership to outcomes

Track violence, injury, recovery, retention, and corrective action

as executive safety measures.
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The first safety failure happens when violence
becomes culturally invisible

42.6% identify normalization of abuse as the leading reason
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Security is present in many facilities, but
prevention remains the missing function

85.9% do not describe security as highly effective and

preventive.
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Safe-handling equipment cannot protect nurses
when the workflow makes it unusable

73.5% point to staffing or setup time rather than a lack of
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Care after injury is available, but recovery is often
treated as negotiable

51.3% receive treatment but perceive pressure to return before

full recovery.
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being able to provide safe care
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leading stressor.

WHOLE-PERSON BURDEN

"We are not just a warm body showing up

for a shift. We are bringing our whole

selves, mind and body.

BASIC NEEDS DEFERRED

"Nurses put themselves on the back

burner. We do not often get to eat or take

breaks, including bathroom breaks.

UNSUSTAINABLE ENDURANCE

"We are tired of being asked to do more

with less, verbally and physically abused,

and not listened to.
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eligible healthcare research and help turn real frontline experience into data-

led insight.
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