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Abstract 

When citizens show negative behaviour, such as incivility and aggression, to street-level 

bureaucrats, such as healthcare workers, this has a profoundly negative influence on public 

service. Therefore, contextually sensitive intervention research reducing this behaviour is in high 

demand. Yet, such research remains scarce. We address this lacuna by testing an intervention 

strategy via a randomised quasi-field experiment in the emergency department of a Dutch 

medium sized urban hospital. Specifically, we address the impact of an integrated three-

dimensional intervention strategy developed with practitioners –based on information, 

distraction, and deterrence–on negative citizen behaviour towards emergency healthcare workers. 

We collected ‘within-person’ and ‘within-location’ data using a daily diary survey administered 

to healthcare staff. Hierarchical data was analysed using multilevel modelling in R. The results 

provide limited and fragmented support for the effectivity of the interventions strategy. Similarly, 

expected moderation effects from department busyness and part of the week were not established; 

the intervention effect was not clearly reduced by an increase of department busyness nor 

weakened during weekends. We conclude that the three-dimensional strategy did not produce the 

expected results and adjustment, strengthening, and separate testing of the dimension is required 

in further research to understand this outcome. 

 

Keywords: Negative Citizen Behaviour, Behavioural Public Administration, Experimental Public 

Administration, Emergency Healthcare, Intervention Study, Quasi-Field Experiment,  Diary 

Study  
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Reducing Negative Citizen Behaviour: Testing a three dimensional integrated intervention 

strategy using a randomised quasi-field experiment 

 

Negative behaviour from citizens, such as incivility and aggression, has profound negative 

effects on public service workers, or street-level bureaucrats (Lipsky, 1980), ranging from 

burnout and depression to post-traumatic stress disorder (e.g. Kowalenko, et al., 2012; Li & 

Zhou, 2013; Gates, Gillespie, & Succop, 2011). Because these street-level bureaucrats can be 

seen to shape the meaning of public service through their actions (Pressman & Wildavsky, 1984; 

Lipsky, 1980), it follows these citizen behaviours also negatively affect public service. Therefore, 

development and rigorous experimental testing of interventions to reduce negative (citizen) 

behaviour is needed (Spector, Zhou, & Che, 2014). Our contribution is a quasi-field experiment 

in which we test a contextually developed intervention strategy to reduce negative citizen 

behaviour.  

We focus on the reduction of negative behaviour towards emergency healthcare workers 

specifically. Negative citizen behaviour towards healthcare workers is a global issue and citizens 

labelled the sector’s “most important work-related violence concern” (Hahn, et al., 2012, p. 2687; 

Spector, Zhou, & Che, 2014; Wassell, 2009; Steffgen, 2008). Moreover, emergency healthcare 

scholars have indicated the need for evidence based interventions, and recent meta-analytical 

studies illustrated healthcare service workers in this sector are at particular risk (James, Madeley, 

& Dove, 2006, p. 431; Kowalenko, et al., 2012, p. 529). Experimental development and testing of 

interventions in this sector enables us to provide useable knowledge for practitioners (Bouwman 

& Grimmelikhuijsen, 2016, p. 110). 
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Moreover, we expand the knowledge base on negative citizen state interaction by 

addressing two significant gaps in the literature (Jakobsen, James, Moynihan, & Nabatchi, 2016). 

First, despite a wealth of scholarly knowledge, the field of negative behaviour is segmented and 

primarily focussed on description and definitions (Hershcovis & Reich, 2013, p. S26; 

Kowalenko, et al., 2012, pp. 528-529; Spector, Zhou, & Che, 2014; Hills & Joyce, 2013). This 

led Anderson, FitzGerald and Luck (2010) to recommend focussing more on “interventions rather 

than repeatedly redefining the problem and directing resources into debating semantics or 

differentiating ‘degrees’ of violence and aggression” (p. 2520). Second, experimental and well-

constructed quasi-experimental studies are scarce; rather than adopting control-grouped and 

randomised designs, most studies are based on cross-sectional and retrospective survey data over 

long timeframes (Runyan, Zakocs, & Zwerling, 2000, p. 124; Magnavita & Heponiemi, 2012, p. 

2; Kowalenko, et al., 2012; Hershcovis & Reich, 2013). This situation persists despite vigorous 

scholarly advocacy for the uptake of methodological alternatives that allow both better causal 

inference, such as (field) experimental designs, and more direct means of data collection, such as 

diary surveys (Tummers, Brunetto, & Teo, 2016; Runyan, Zakocs, & Zwerling, 2000; Hershcovis 

& Reich , 2013). We pay heed to these critiques by combining both. 

Finally, as noted we aim to provide usable knowledge for practitioners (Perry, 2012). This 

is why we developed an intervention strategy together with practitioners in a small-scale 

qualitative inquiry, thus paying heed to calls for more integrated research in daily service reality 

(Anderson, FitzGerald, & Luck, 2010; Hills & Joyce, 2013). Such integration is essential, as 

interventions are more likely to render lasting effect when context and stakeholder input are 

considered in their development and implementation (Kowalenko, et al., 2012, p. 528; Spector, 

Zhou, & Che, 2014). Remarkably however, existing intervention research is often characterised 
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by researcher externality, whereby negative behaviour is addressed and analysed with limited 

knowledge of the affected workplace (Magnavita & Heponiemi, 2012, p. 2). To avoid this, we 

inform and support our intervention development by both theory and input from practitioners; a 

process that led to a three-dimensional intervention strategy1 based on information, distraction, 

and deterrence.  

Taking the former into account, we address the following research question: 

 

Research question: What is the impact of an integrated three-dimensional intervention 

strategy–based on information, distraction, and deterrence–on negative citizen behaviour 

towards emergency healthcare workers? 

 

We answer this question using a ‘behavioural public administration’ perspective by aiming 

to understand and influence citizen-state behaviour at the ‘micro-level’ and combining a quasi-

field experimental design with diary survey data collection (Tummers, Olsen, Jilke, & 

Grimmelikhuijsen, 2016; Grimmelikhuijsen S. G., Jilke, Olsen, & Tummers, 2015). This 

combination allows us to make ecologically valid causal inferences whilst maintaining the 

integrity and rigour of our data sources (Santos, Leather, Dunn, & Zarola, 2009, p. 143; Jilke, 

Van de Walle, & Kim, 2016; Grimmelikhuijsen S. G., Jilke, Olsen, & Tummers, 2016).  

In the following, we first present a brief theoretical framework in which we elaborate on the 

dimensions of negative behaviour, perpetrators of this behaviour, and theoretical avenues for 

intervention. Based on this framework we then present our hypotheses tested in our quasi-field 

experiment. We proceed with a discussion of our methods and research design with specific 

                                                
1 We refer to the methods section for details. 



REDUCING NEGATIVE CITIZEN BEHAVIOUR 

 

7 

attention to the integrated intervention development process. We review the outcomes of our 

analyses in the results section. Finally, in our discussion section we define our conclusions and 

briefly deliberate on our study’s strengths and limitations, tailed by a reflection on implications 

for the field, learned lessons, and potential opportunities for future research. 

Theoretical Background 

Negative (citizen) behaviour constitutes a complex continuum that ranges from relatively 

common, low-intensity behaviours such as incivility or rudeness, to scarcer high-intensity 

behaviours, such as verbal or physical aggression (Grandey, Dickter, & Sin, 2004, p. 398; 

Gallant-Roman, 2008). As low-intensity behaviours often precede high-intensity behaviours, 

their progression is understood to follow a ‘behavioural spiral’ (Gallant-Roman, 2008, p. 450; 

Andersson & Pearson, 1999; Hutton, 2006).  

Understanding Negative Citizen Behaviour 

We conceptually attend to this complex and dynamic nature by using a multi-dimensional 

conceptualisation of negative behaviour. We operationalise the negative behaviour continuum 

using three differing but related concepts, namely interpersonal injustice, incivility, and 

psychological aggression. Note we do not explicitly consider physical aggression, such as hitting 

or kicking, due to its nature as a particularly malevolent high-intensity behaviour, and its rarity 

compared to other expressions of hostility in healthcare (James, Madeley, & Dove, 2006, pp. 

431-433; Neuman & Baron, 1998). 

 Interpersonal (in)justice. First, we address lack of interpersonal justice (Li & Zhou, 

2013; Skarlicki, Van Jaarsveld, & Walker, 2008). Interpersonal justice is present when a service 

worker “is treated with dignity and respect, and personal attacks are refrained from” (Rupp & 

Spencer, 2006, p. 971; Campana & Hammoud, 2015). The concept is part of interactional justice, 
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and violations of interpersonal justice can precede interactional conflict (Spector & Jex, 1998; 

Grandey, Dickter, & Sin, 2004; Bies & Moag, 1986). Thus we focus on interpersonal injustice, or 

behavioural interactions with less attention to politeness norms, inexplicit disrespectful, and 

undignified treatment that could escalate (Andersson & Pearson, 1999, pp. 458-460).  

 Incivility. Next we address incivility, an often studied and common form of negative 

outsider behaviour in the healthcare sector (Lewis & Malecha, 2011; Campana & Hammoud, 

2015; Cortina, Magley, Williams, & Langhout, 2001). We understand incivility as “low-intensity 

deviant behaviour, perpetrated by someone in a [patient, visitor], customer or client role, with 

ambiguous intent to harm an employee, in violation of social norms of mutual respect and 

courtesy” (Sliter, Jex, Wolford, & McInnerney, 2010, p. 468). This concept is separated from 

related concepts by attending to the perpetrator’s intention whilst the goal to harm remains 

ambiguous (Grandey, Dickter, & Sin, 2004, p. 398). Note that interpersonal justice and incivility 

share focus on norms, respect, and courtesy but differ in their address of norm transgression 

which is only explicit in the latter. 

Psychological aggression. Psychological aggression, or citizen behaviour intended to 

psychologically harm the service workers, is the high-intensity end of the spectrum we cover 

(Barling, Kelloway, & Frone, 2004). More specifically, psychological aggression involves verbal 

or symbolic acts and indicates multiple non-physical, low-intensity behaviours–such as glaring 

and swearing–that have a higher incidence rate than physical aggression and typically precede it 

(Schat & Kelloway, 2000; Schat & Kelloway, 2003).  

 Perpetrators. With this conceptual framework in place, it serves to reflect briefly on the 

perpetrators of these behaviours. Perpetrators of negative behaviour in healthcare are typically 

“patients but also family members or friends of the patient” (Kowalenko, et al., 2012, p. 525; 
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Kowalenko, Walters, Khare, Compton, & Force, 2005; May, 2002). This is important as the 

effectiveness of interventions can differ for the perpetrators mentioned (Hershcovis & Reich, 

2013). Therefore, we adopt a ‘multi-foci’ approach (Hershcovis & Barling, 2010), and look at the 

two most common perpetrators of negative behaviour in emergency department – patients and 

visitors – separately. Note that we follow other studies in that ‘visitors’ also denotes to visiting 

family, as in many cases it is hard, impractical, or meaningless to distinguish between them 

(Hahn, et al., 2012; Hahn, et al., 2013; Piquero, Piquero, Craig, & Clipper, 2013). 

Reducing Negative Citizen Behaviour 

 As mentioned, emergency departments are high-risk environments for negative citizen 

behaviour (Spector, Zhou, & Che, 2014). To understand this, it is essential to acknowledge the 

combination of street-level bureaucrats coping with typically high workloads and limited 

resources on the one hand (Lipsky, 1980), and high stress levels experienced by patients and 

visitors due to the immediate, unplanned, and unpredictable nature of a visit on the other 

(Kowalenko, et al., 2012, p. 525; Anderson, FitzGerald, & Luck, 2010; Derlet & Richards, 2000; 

Richards, Navarro, & Derlet, 2000). Within a consequently high-strung service situation, a 

number of organisational and interpersonal antecedents can precede negative behaviour 

(Tummers, Brunetto, & Teo, 2016, p. 8). We discuss these briefly for their potential as an avenue 

for intervention. 

Interpersonal antecedents. Typical interpersonal antecedents related to patient 

perpetrators in emergency healthcare are intoxication with alcohol or substances and 

psychopathological problems such as Alzheimer or psychosis (Vezyridis, Samoutis, & 

Mavrikiou, 2015, p. 1210; Steffgen, 2008; Winstanley, 2005). As an avenue for intervention 

however, these antecedents are often less suited, as they are also (in part) reasons for being a 
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patient, thus giving rise to practical and ethical problems with any potential intervention 

(Winstanley, 2005, p. 348). Other known interpersonal antecedents, for both perpetrators and 

victims, are a range of negative traits and states, such as negative affectivity or burnout 

(Hershcovis & Reich, 2013). However, these are also either ethically or practically difficult to 

intervene on with the notable exception of training victims. However the potential of training to 

reduce aggression is disputed for emergency healthcare (Heckemann, 2015). By consequence we 

do not intervene on perpetrator or victim antecedents, yet we recognize their importance by 

design, as we discuss below. 

Organisational antecedents. Prevalent organisational antecedents are related to workload, 

or the busyness of an emergency department, such as waiting time, crowdedness, and the quality 

of communication processes (Stirling, Higgins, & Cooke, 2001; Duxbury & Whittington, 2005; 

Vezyridis, Samoutis, & Mavrikiou, 2015; Derlet & Richards, 2000). However, often the 

underlying causes that precede these organisational antecedents lie beyond control of a 

department, such as the number of incoming patients (Richards, Navarro, & Derlet, 2000, p. 

385). This lack of control over workload is essential, as it fundamentally influences how 

emergency healthcare workers cope with their workload (Lipsky, 1980), and shapes the scope of 

our intervention strategy.  

An informative example of how service delivery in emergency healthcare is influenced by 

this resource-workload relationship is the institutionalised coping mechanism triage (Tummers L. 

, 2016). Triage is a prioritizing system in which care is provided on the basis of medical urgency 

and potential for recovery rather than, for example, waiting time or perceived emergency 

(Tummers, Bekkers, Vink, & Musheno, 2015). Triage is a pivotal procedure in the experience of 

emergency healthcare service because it is the first point of contact and the primary determinant 
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of waiting time (Crilly, Chaboyer, & Creedy, 2004, p. 86). By consequence, the triage procedure 

is also a potential source of negative behaviour as the process “may not be acceptable, or well 

understood by members of the general public whose definition of an emergency may be different 

to those of healthcare professionals” (Crilly, Chaboyer, & Creedy, 2004, p. 71). Moreover, when 

such misunderstanding occurs, antecedents related to busyness have typically already culminated, 

leading to discussions about the order of help or even violent defence of patients considered more 

vulnerable (Winstanley & Whittington, 2002, p. 9; Derlet & Richards, 2000; Snyder, et al., 

2004). Thus, influencing patient and visitor perception and understanding of busyness and triage 

were central foci in our intervention’s development and content. 

Intervention avenues. Similar to triage, the resource-workload relationship shaped our 

intervention strategy by directing focus to antecedents that can be influenced. To identify such 

intervention avenues, like miscommunication about triage procedures, we enlisted staff 

cooperation in intervention development process. This process led us to focus to a number of 

antecedents mentioned above. 

One avenue for intervention identified is improving communication towards patients and 

visitors. Specifically, this pertains to creating understanding for procedures and reaffirming the 

normative framework concerning proper and acceptable behaviour (Anderson, FitzGerald, & 

Luck, 2010). In addition, both members of staff and negative behaviour literature suggest that 

distraction from the discomforting qualities of the visit could reduce negative behaviour (Wang & 

O'Brien-Pallas, 2008; McCann, Baird, & Muir-Cochrane, 2014). Finally, repression can reduce 

opportunities to show negative behaviour and the vulnerability of staff, through increased 

security presence for example (Stirling, Higgins, & Cooke, 2001; Hills & Joyce, 2013; 

Kowalenko, et al., 2012).  
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For our invention strategy we thus chose to combine these avenues in a three-dimensional 

intervention strategy based on information, distraction, and deterrence. We combined 

interventions because interventions with multiple elements carry ‘higher promise’ to influence 

negative behaviour (Steffgen, 2008, p. 291). In doing so we follow “broad agreement that a 

diversity of integrated approaches is required” to reduce the likelihood and consequences of 

negative behaviour (Hills & Joyce, 2013, p. 561). Note the methods section presents further 

information about the interventions. 

Hypotheses. Informed by the prior discussion we formulate the following main hypothesis: 

 

Hypothesis 1: A three-dimensional intervention strategy based on information, distraction, 

and deterrence reduces negative citizen behaviour towards emergency department 

healthcare workers. 

 

More specifically we expect that interpersonal justice behaviours improve when there is more 

understanding for procedures and less susceptibility to stressors of the emergency department 

visit (Greenberg, 2004; Campana & Hammoud, 2015). Now although such a relation was 

primarily established for staff, we argue a similar dynamic can be expected for patients and 

visitors. This forms the basis of our first set of sub-hypotheses: 

  

Sub-hypothesis 1.1a: A three-dimensional intervention strategy based on information, 

distraction, and deterrence, reduces injustice behaviour from patients. 

Sub-hypothesis 1.1b: A three-dimensional intervention strategy based on information, 

distraction, and deterrence, reduces injustice behaviour from visitors. 
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Similarly, we expect that our intervention strategy will reduce the frequency of incivility. 

This is informed by the fact that a combination of clear norm establishment, distraction, and 

improved procedural understanding have been suggested as means to reduce incivility behaviours 

elsewhere (Andersson & Pearson, 1999, p. 468; Felson, 1982). As such our second set of sub-

hypotheses state the following:  

 

Sub-hypothesis 1.2a: A three-dimensional intervention strategy based on information, 

distraction, and deterrence, reduces incivility from patients.  

Sub-hypothesis 1.2b: A three-dimensional intervention strategy based on information, 

distraction, and deterrence, reduces incivility from visitors. 

 

Finally, prior work on aggression reduction has shown the potential of both information 

pamphlets explaining triage and increased security presence to reduce (psychological) aggressive 

behaviour (West, 2003; Anderson, FitzGerald, & Luck, 2010). Informing our third set of sub-

hypotheses: 

 

Sub-hypothesis 1.3a: A three-dimensional intervention strategy based on information, 

distraction, and deterrence, reduces psychological aggression from patients. 

Sub-hypothesis 1.3b: A three-dimensional intervention strategy based on information, 

distraction, and deterrence, reduces psychological aggression from visitors. 

 



REDUCING NEGATIVE CITIZEN BEHAVIOUR 

 

14 

  Now as noted, the relationship between emergency department busyness and 

intensification of problems with negative behaviour is well-established (Derlet & Richards, 2000; 

Büssing & Höge, 2004; Brady & Dickson, 1999; Flannery, 1996). Despite the impossibility to 

intervene on this antecedent directly, it will likely influence the effect of our intervention 

strategy. Moreover, as we intervene on antecedents related to busyness, we hypothesize that any 

effect of our intervention strategy will be amplified in busier situations: 

 

Hypothesis 2 (2.1ab-2.3ab): The effect of the three-dimensional intervention strategy based 

on information, distraction, and deterrence on negative behaviour, will be moderated by the 

busyness of the department such that higher patient numbers will lead to a stronger 

intervention-behaviour relationship. 

 

Finally, in addition to the busyness of the department, negative behaviour is known to be 

typically prevalent on weekend days, a well-established fact often related to the consumption of 

alcohol during the weekend (Duxbury & Whittington, 2005, p. 470; Gacki-Smith, et al., 2009; 

Brookes & Dunn, 1997; Knott, Bennett, Rawet, & Taylor, 2005; Wells & Graham, 2003). 

Consequently, intervention strategy’s effect likely differs between week and weekend days. Thus 

we expect the effect of the intervention will be moderated by part of the week. In reflection of our 

discussion of interpersonal antecedents we expect that the potential for our intervention strategy 

to influence intoxication related antecedents is restricted. This informs our third hypothesis: 

 

Hypothesis 3 (3.1ab-3.3ab): The effect of the three-dimensional intervention strategy based 

on information, distraction, and deterrence, will be moderated by part of the week, such that 
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intervention on weekend days leads to a weaker intervention-behaviour relationship 

compared to week days. 

 

Figure 1 depicts the conceptual model outlining the main hypotheses of the present study. 

 

 

Figure 1. Hypothesized Relationships 

 

Note, that as hypotheses 2 and 3 refer to the effects specified in hypothesis 1, the former are 

divided in an equal numbers of sub-hypotheses. 

Methods 

To improve interpretability of this section, we follow the CONSORT statement checklist of 

information to include when reporting a randomised trial in our methods and results sections 

(Schulz, Altman, & Moher, 2010).  

Intervention 
strategy

• Information
• Distraction
• Deterrence

Psychological 
aggression
• Patients
• Visitors

Interpersonal 
injustice
• Patients
• Visitors

Incivility
• Patients
• Visitors

Busyness
• Number of 

patients

H.1 -

Negative citizen
behaviour

Part of the week
• Week
• Weekend

H.2 + H.3 -
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Trial Design 

We tested our hypotheses in a randomised quasi-field experiment with a between-subjects 

design (Morton & Williams, 2010; Runyan, Zakocs, & Zwerling, 2000). The experimental 

location was the emergency room of a medium sized urban hospital in The Netherlands. The 

experiment lasted for 42 days, starting in the last week of July running until the first week of 

August.  

As our target subject population (i.e. patients and visitors) was non-specific we drew a non-

representative convenience sample of experimental subjects; patients and visitors entered the 

experiment through ‘natural’ show-up rate at the hospital (Morton & Williams, 2010, pp. 145, 

530; West, 2003). This has implications for external validity, yet causal validity remains 

protected by random allocation of treatment and control (Tummers, Weske, Bouwman, & 

Grimmelikhuijsen, 2015, p. 14; Margetts, 2011). Randomization of subject treatment was 

performed on day level in two blocks, differentiating between week and weekend days, using a 

true random number generator (Haahr, 2016). No incentives were used to influence subject 

participation; this was deemed unnecessary, impractical, and problematic due to the nature of the 

studied behaviour. 

Participants 

  We measured negative subject behaviour indirectly through daily diary surveys completed 

by staff. Staff are thus also ‘confederates’ but referred to as ‘participants’ for consistency with 

diary study literature (Ohly, Sonnentag, Niessen, & Zapf, 2010; Morton & Williams, 2010). We 

used a two-stage cluster sampling procedure; participants were sampled in the first stage followed 

by a sampling of their daily responses in the second stage (Bolger, Davis, & Rafaeli, 2003; Ohly, 
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Sonnentag, Niessen, & Zapf, 2010). To maintain internal validity our target participant 

population was restricted to the permanent emergency medical staff (i.e., 78 doctors and nurses).  

 To recruit, motivate and reduce drop-out of participants, we did use incentives and 

motivational strategies. We aimed at nurturing ‘a spirit of collaboration and respect’ through the 

integrated intervention development process and a high level of personal contact (Ohly, 

Sonnentag, Niessen, & Zapf, 2010, p. 87; Green, Rafaeli, Bolger, Shrout, & Reis, 2006). 

Moreover, we used poster invitations and sent e-mail reminders from both a researcher and 

management prior and during the research period; examples are presented in appendices A to C. 

Incentives entailed a participation-based lottery awarding three 25.- euro gift cards and small 

edible treats (Grandey, Foo, Groth, & Goodwin, 2012; Ohly, Sonnentag, Niessen, & Zapf, 2010). 

Finally, to reduce participant burden and facilitate completion the surveys were completed at the 

end of each shift following daily work routine (Arnetz & Arnetz, 2000; Bolger, Davis, & Rafaeli, 

2003). Note that we collected our data both ‘within location’ and ‘within participant’, having the 

advantage of controlling for related confounders by design. 

Interventions 

Treatment consisted of a three-dimensional intervention strategy developed in a 

triangulated small-scale qualitative inquiry.  

Strategy development. We conducted several brief non-participant observations in the 

waiting area of the emergency room and the researcher ‘sat in’ at the department for 4 hours 

during a weekend evening shift. We also held 11 semi-structured interviews of 30 to 60 minutes 

(with 2 doctors, 6 nurses, 2 members of security together, 1 front office secretary, and 1 member 

of daily management), using an interview protocol developed based on similar research (Santos, 

Leather, Dunn, & Zarola, 2009, p. 134), presented in appendix D. Questions concerned 
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experiences with negative behaviour, as well as potential means to reduce it based on personal 

experience and that of colleagues. Interviews were recorded, anonymously transcribed when 

needed, and analysed. Finally, we held a focus group session in which several members of staff 

and management brainstormed and discussed possible interventions using the feasibility, 

appropriateness, meaningfulness, and effectiveness scale framework (FAME), presented in table 

A1 in appendix E (Pearson, Field, & Jordan, 2009, p. 111; Anderson, FitzGerald, & Luck, 2010). 

This resulted in a shortlist of potential intervention options available in table A2, appendix F. We 

made our final selection using input from theory, management, the hospitals communication 

department, and the hospitals internal review board. The final product combined three 

dimensions: information, distraction, and deterrence. 

 Information dimension. Reflecting theoretical insights, staff indicated that waiting time 

and (cultural) miscommunication about procedures–often due to language barriers–are influential 

antecedents of negative behaviour (Kim, Shapiro, Aquino, Lim, & Bennett, 2008). Thus we 

provided procedural information about waiting time and triage to create understanding and 

explicated the departments’ behavioural norms to reaffirm the normative framework concerning 

behaviour (West, 2003; Neuman & Baron, 1998). Specifically, we developed large posters and 

information brochures that explain reasons for waiting time, the triage process, and overall 

expected conduct. The brochures were translated to relevant languages, namely English2, French3, 

and Arabic4. Appendices G and H present examples and appendix I shows images of the 

situation. 

                                                
2 Performed by the researcher. 
3 Performed by PANORAMA LANGUAGES © 2016. 
4 Performed by PANORAMA LANGUAGES © 2016. 
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  Distraction dimension. Another important antecedent mentioned by several members of 

staff involved waiting time. During long waits frustration and anxiety tends to build for both 

patients and visitors leading to negative behaviour (Stirling, Higgins, & Cooke, 2001). The 

introduction of a stronger form of distraction compared to magazines available in the waiting 

room was thus suggested to reduce these experiences. Distraction was offered in the form of a 

television showing a Dutch public broadcasting channel5 in the waiting room turned off during 

control days. 

  Deterrent dimension. Finally, members of staff indicated security presence could deter 

or deescalate potentially negative behaviour but the hospitals normal security occupation, 

comprised of one individual, did not allow full use of this potential. Supported by theory, the 

repression dimension consisted of an extra security guard stationed at the department (Stirling, 

Higgins, & Cooke, 2001; Hills & Joyce, 2013; Kowalenko, et al., 2012). The guard patrolled the 

department and waiting area at regular intervals during intervention days, from 06:00 PM till 

02:00 AM. 

Intervention process. The intervention process itself involved a researcher visiting the 

department twice on a daily basis. The first visit occurred between 10:30 AM and 11:00 AM to 

install or remove the intervention materials. The second visit involved survey collection and 

doubled as an intervention check. It pragmatically coincided with daily staff rotation at 03:00 

PM. During each visit the researcher would briefly patrol the department reminding staff to 

complete their daily surveys.  

                                                
5 Nederland 1 
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Outcomes  

We collected research measures at two levels combining three paper and pencil surveys and 

company records. First, we administered an initial survey to collect between-person (level 2) data 

in the week prior to the experimental phase. Second we used a daily diary survey after each shift 

during the experiment to collect within-person (Level 1) data. Finally, to collect between-person 

data of people that started during the experiment we used a final survey in the week following the 

experimental period. Surveys and data were anonymized; participants completed surveys using 

an anonymous code, allowing data combination whilst maintaining a high level of anonymity. To 

support the construct-, ecological-, and face validity of surveys we used previously validated 

scales and pretested the surveys in four cognitive interviews with staff members (Morton & 

Williams, 2010; Drennan, 2003; Willis, 1999). The initial, daily and final surveys can be found as 

presented to participants in appendices J, K, and L, respectively. Note some measures are part of 

a larger study and not included. 

  Within-person level. At the within-person level we measured negative subject behaviour 

using three measures translated to Dutch, with separate answering options to indicate patient and 

visitor behaviour (LeBlanc & Kelloway, 2002; Demir & Rodwell, 2012). If necessary, the scales 

were converted to daily scales by changing the item stems to ‘In the past shift’, common practise 

in diary research (Cranford, et al., 2006). Cronbach alpha scores below are calculated over all 

observations (Cronbach, 1951; Hülsheger, Lang, Schewe, & Zijlstra, 2015). 

 Interpersonal injustice. We measured interpersonal injustice using an adapted version of 

the 4-item customer interpersonal justice scale by Skarlicki and van Jaarsveld (2008). An 

example item is: “In the past shift, how often have you been treated in a polite manner?”. We 

used 7-point Likert scales ranging from 0 (never) to 6 ((Almost) constantly). Scores were 
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recoded; higher scores represent more interpersonal injustice behaviour. Average alpha was .68 

for patients and .63 for visitors but considerably improved when item ‘how often did patients or 

visitors make indecent remarks?’ was removed (Patients α =.99; Visitors α =.99). This item was 

probably misunderstood due to unclear wording and thus omitted. We calculated mean scores 

over the remaining items.  

  Incivility. Patient and visitor incivility was measured using a daily adaptation by 

Campana and Hammoud (2015) of Cortina, et al.’s (2001) Workplace Incivility Scale. An 

example item is: “Did your patients or visitors put you down or behave condescendingly toward 

you?” We omitted 2 items, about verbal and physical abuse, due to overlap with the aggression 

scale discussed next. Remaining 6 items were answered using a 7-point Likert scale ranging from 

0 (never) to 6 ((Almost) constantly). Average alpha was high for patients .97 and visitors .96. 

Again we used mean scores in our analyses. 

  Psychological aggression. Finally, we used the 3-item Psychological Aggression at Work 

sub-scale of the Violence at Work Scale (Rogers & Kelloway, 1997), to measure psychological 

aggression, namely glaring, yelling, and swearing. An example item is: “In your past shift, how 

often have patients or family/visitors sworn at you?” Although alpha was acceptable for patients 

(α = .75), it was problematic for visitors’ psychological aggression (α = .51). We note that 

glaring differs conceptually from the other distinctly verbal items, As the low mean scores on the 

items yelling (Patients, M = .18, SD = .55; Visitors, M = .04, SD = .25) and swearing (Patients, M 

= .11, SD = .44; Visitors, M = .03, SD = .25), did not allow for meaningful estimation of effects 

we used only the glaring item scores (LeBlanc & Kelloway, 2002, p. 447),. 

Between-person level. At the between-person level we used the initial and final surveys to 

collect common demographic information from participants.  
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Busyness. Finally, we received company records of the number of patients that came into 

the department per day during the research period. We use these numbers as measure of 

busyness. 

Sample Size 

  In total we received 49 (11,6%) initial surveys, 349 (82,3%) daily surveys, and 26 (6,1%) 

final surveys, producing 80 individual codes. We excluded 6 initial surveys and 10 daily surveys 

by removing all non-medical and non-permanent staff entries and cases that missed essential 

information such as completion date. We further excluded surveys from shifts that temporally 

included the moment of intervention change to prevent impairment of causal validity (73 entries). 

The final dataset included 63 individual codes, representing a response rate of roughly 80.77%; a 

sufficient number of observations at level 2 for our multilevel modelling procedure discussed 

below (Scherbaum & Ferreter, 2009). The total number of daily observations was 281, with 136 

observations on control days (48.2%) and 146 on intervention days (51.8%). Compared to the 

total possible daily observations, approximately 1260 based on the average of 30 shifts per day, 

average compliance rate was 22.3%.  

Blinding 

Treatment assignment was blinded for subjects and participants whenever possible, 

although this was unsustainable in some cases; subjects could not be stopped from noticing 

differences when visiting the hospital on multiple occasions and some participants assisted in 

intervention development. As such the experiment involved a low level of non-explicit deception 

complicating informed consent for subjects and participants. This allowed negative behaviour to 

be studied and defended based on the interventions’ relatively low-impact, resemblance to daily 
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practice, and the aim for positive effects for all involved. Prior to the project we acquired ethical 

approval from the internal review board of the hospital’s science department. 

Statistical Methods 

 To account for the fact that our data was nested in participants we test our hypotheses 

using multilevel random intercept models using the R-package lmerTest (Bliese & Hanges, 2004; 

Kuznetsova, Brockhoff, & Christensen, 2016). Models were estimated using a Maximum 

Likelihood (ML) estimation and Unstructured (UN) covariance matrices. This has the advantages 

models are estimated using all available stacked data providing valid estimates and comparable 

models despite some missing values (Beattie & Griffin, 2014, p. 130; Peugh, 2010; Aguinis, 

Gottfredson, & Culpepper, 2013).  

Prior to analysis we computed z-scores for all continuous variables (M = 0, SD = 1), and 

coded dichotomous variables -1 and 1. This accounts for multicollinearity and facilitates 

interpretation; coefficients and effect sizes can be interpreted nearly analogously to ‘ordinary’ 

standardized regression coefficients (Beattie & Griffin, 2014, p. 270; Trautwein, Lüdtke, Marsh, 

Köller, & Baumert, 2006; Hülsheger, Lang, Schewe, & Zijlstra, 2015; Hox, 2002). Note that, due 

to data nesting, coefficients are still mixtures of between- and within-person relations (Enders & 

Tofighi, 2007).  

  Following methodological literature and similar studies we test our intervention 

hypothesis by interpreting coefficient effect size and probability values based on t-tests with 

Satterthwaite approximations to degrees of freedom; complemented by Chi-square difference 

tests for model fit indices and plots when testing our interaction hypotheses, namely the -2Log 

Likelihood (-2LL), the Akaike Information Criterion (AIC; Aikaike, 1987), and the Bayesian 
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Information Criterion (BIC; Swarz, 1978; Seltman, 2012; Shek & Ma, 2011; Wang, Liao, Zhan, 

& Shi, 2011). Note smaller AIC and BIC values indicate better fits. 

Results 

  Participant age ranged from 27-65 with a mean score of 40.13 (SD = 11.02), 38 were 

female and 6 males. Concerning education, 5 participants had intermediate vocational education, 

28 had Higher Vocational Education, 6 university education and 3 indicated ‘other’ forms of 

education. Function was known of 44 people of which 6 doctors and 38 nurses. Patient numbers a 

day ranged from 27 to 82 with a control day mean of 65.35 (SD = 9.74), and intervention day 

mean of 65.41 (SD = 10.32). Table A3 in appendix M presents within and between participant 

means, standard deviations and correlations for continuous measures. 

Outcomes and Estimation 

Full multilevel models for interpersonal injustice, incivility, and psychological aggression 

(glaring) from patients and visitors are available in appendix N, presented in table A4, A5, and 

A6 respectively. 

  Interpersonal injustice. We first test sub-hypotheses 1.1a and 1.1b, or whether our 

intervention strategy reduced interpersonal injustice by estimating two intervention models, 

predicting the behaviour from patients and visitors respectively, with a dichotomous intervention 

variable (Model 1). The effect of the intervention on interpersonal injustice from patients was -

.13 (SE = .06) and significant (p <.05). This provides support for sub-hypothesis 1.1a; 

participants reported fewer instances of interpersonal injustice from patients on intervention days 

compared to control days. On interpersonal injustice from visitors the effect of the intervention 

was in the predicted direction -.08 (SE = .06) but insignificant (p = .19). Thus on days the 

intervention strategy was implemented participants did not report significantly less interpersonal 
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injustice behaviour from visitors, indicating sub-hypothesis 1.1b should be rejected. These results 

provide mixed support for hypothesis 1 upon which we reflect below. 

Next we tested sub-hypotheses 2.1a and 2.1b, or whether the busyness of the department 

moderated the effect of the intervention for patients and visitors respectively. First we estimated 

direct effect models predicting the two dependant variables with the intervention and busyness 

variables (Model 2), and then an interaction model wherein we add an interaction term for 

busyness and the intervention (Model 3). Concerning interpersonal injustice from patients, model 

fits did not significantly differ χ2 (5, 6) = .06, p = .80, indicating that adding the interaction term 

did not improve model representation of the data. Moreover, the coefficient for the interaction 

term was small and insignificant (coef. = .02, SE = .07, p = .80). Sub-hypothesis 2.1a was thus 

rejected. For interpersonal injustice from visitors, both coefficient for the interaction term (coef. 

= -.10, SE = .07 p = .18) and model fit difference were insignificant χ2 (5, 6) = 1.80, p = .18, but 

of considerable size. Thus we plot the relation using raw data in figure 3 to ease interpretation. 

Figure 3 shows there is very a light moderation effect of busyness leading to stronger 

intervention effects as predicted in sub-hypothesis 2.1b. However, busyness scores are low and 

stable, whilst confidence intervals too wide for adequate interpretation. Thus 2.1b is rejected; 

there is not a significant moderation effect of the level of busyness on the intervention effect for 

interpersonal justice from visitors.  
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Figure 3. Interaction plot for busyness as moderator between intervention and 

interpersonal justice from visitors. Note CI 95%. 

 

 We proceed to test hypotheses 3.1a and 3.1b, whether the effect of the intervention on 

interpersonal injustice from patients and visitors was moderated by part of the week. Again we 

estimate a higher-order direct effects model (Model 4), and an interaction model in which an 

interaction term for the predictors was added (Model 5). For interpersonal injustice from patients 

the addition of the interaction term led to a marginally improved model fit, χ2 (5, 6) = 2.20, p = 

.14, and the interaction term was relatively large, although insignificant (coef. = -.09, SD = .06, p 

= .14). We plotted this relation using raw data for interpretation, presented in figure 4. 
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Figure 4. Interaction plot for part of the week as moderator between intervention and 

interpersonal justice from patients. Note CI 95%. 

 

Figure 4 shows a difference in intervention effect during the weekend, although not in the 

predicted direction; the insignificant effect was stronger during the weekend. Yet due to overall 

insignificance it cannot be interpreted as substantive, thus we reject sub-hypothesis 3.1a and 

return to this result in discussion.  

  As for interpersonal injustice from visitor’s, model fit did not improve significantly with 

the addition of the interaction between intervention and part of the week χ2 (5, 6) = 1.12, p = .29 

and the interaction was relatively small and non-significant (coef. = -.07 SE = .06 p = .29). This 

means that sub-hypotheses 3.1b should be rejected; the effect of the intervention on interpersonal 

justice from visitors was not moderated by part of the week.  
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Incivility. We tested sub-hypotheses 1.2a and 1.2b, whether the intervention reduced 

incivility behaviours from patient and visitors respectively, by estimating two intervention 

models. For incivility from patients the effect of the intervention was small and insignificant 

(coef. = -.01, SD = .11, p = .82). Concerning hypothesis 1.2b the intervention did not have a 

significant impact with a small and insignificant effect size (coef. = -.04, SE = .06, p = .48). 

Based on these results we reject sub-hypotheses 1.2a and 1.2b; the intervention strategy reduced 

the frequency of incivility from neither patients nor visitors. 

  Next we tested sub-hypotheses 2.2a and 2.2b, whether the intervention effect was 

moderated by the departments’ busyness for patients and visitors respectively. To do this we 

again compared an interaction model (Model 3) to a main effects model (Model 2). For patient 

behaviour the interaction model did not fit the data significantly better, χ2 (5, 6) = .03, p = .86, 

and the interaction term was small and insignificant (coef. = .01, SE = .07, p = .86). For incivility 

from visitors the model fits also did not significantly differ χ2 (5, 6) = .45, p = .50, and the 

interaction term was small and insignificant (coef. = -.04, SE = .06, p = .50). Based on these 

results we reject sub-hypotheses 2.2a and 2.2b; the effect of the intervention strategy on incivility 

was not moderated by busyness of the department. 

 Finally, we proceed to test sub-hypotheses 2.3a and 2.3b, whether part of the week 

moderated the intervention effects for patients and visitors respectively, comparing a direct effect 

model (Model 4), and an interaction model (Model 5). For incivility from patients the interaction 

model was not a significantly better representation of the data compared to the direct effect model 

χ2 (5, 6) = .02, p = .89, and the interaction term was small and insignificant (coef. = -.01 SE = .06, 

p = .90). For incivility from visitors, there was also no significant improvement of model fit χ2 (5, 

6) = .02, p = .88, and the interaction term was insignificant (coef. = .01, SE = .07, p = .88). These 
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results indicate there was no moderation effect for either dependant variable and sub-hypothesis 

2.3a and 2.3b are rejected; part of the week did not moderate the effect of the intervention for 

incivility. 

  Psychological aggression (glaring). To test sub-hypotheses 1.3a and 1.3b, or whether the 

intervention reduced glaring from patients and visitors respectively, we estimated two 

intervention models (Model 1). The effect of the intervention for patient glaring was small and 

insignificant (coef. = -.04, SE = .06, p = .46). The effect of the intervention on visitor glaring was 

in the predicted direction -.08 (SD = .06) yet insignificant (p = .17). These results do not support 

hypothesis 1.3a and 1.3b, and these should be rejected; the intervention did not significantly 

reduce glaring from patients and visitors respectively. 

  Next we test hypothesis 2.3a and 2.3b, whether the effect of the intervention strategy on 

patient and visitor glaring was moderated by the busyness of the department, by comparing main 

effects models (Model 2), and interaction models (Model 3). For patient glaring model fits did 

not differ significantly χ2 (5, 6) = .01, p = .93), and the interaction term was small and 

insignificant (coef. = .00, SE = .07, p = .93). For visitor glaring the interaction effect was also 

small and insignificant (coef. = .06, SE = .06, p = .31), and the model fit did not differ χ2 (5, 6) = 

1.01, p = .31). Based on these results we reject sub-hypotheses 2.3a and 2.3b; the intervention 

effect on the psychological aggression behaviour glaring was not moderated by the busyness. 

 Finally, we proceeded to test sub-hypotheses 3.3a and 3.3b, whether the effect of the 

intervention on glaring from patients and visitors respectively, was moderated by part of the 

week. We did this again by estimating and comparing a direct effect models (Model 4), with an 

interaction model (Model 5). For patient behaviour model fit difference was significant χ2 (5, 6) = 

11.02, p <.001). Combined with the significance of the interaction term (coef. = .20, SE = .06, t = 
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3.35, p <.01), these results indicate there is an interaction effect. Basic interpretation suggests that 

there was more glaring from patients on week days assigned to the control dimension, however 

we plotted the interaction model using raw data for interpretation, presented in figure 5. 

 

Figure 5. Interaction plot for part of the week as moderator between intervention 

and patient glaring. Note CI 95%. 

 

As for hypothesis 3.3b, both model difference χ2 (5, 6) = 1.67, p = .20), and the 

interaction effect (coef. = .07, SE = .06, p = .20) were insignificant but large enough to be of 

potential interest. Thus again we plotted the effects using raw data in figure 6. 
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Figure 6. Interaction plot for part of the week as moderator between intervention 

and visitor glaring. Note CI 95%. 

 

Figure 6 shows the direction of the insignificant intervention effect is in the direction predicted, 

both during weekend days and week days, but this effect is smaller in the weekend. Although this 

is fitting with hypothesis 3.3b, the insignificant model fit improvement and coefficient combined 

indicate we cannot decisively reject the null-hypothesis. Thus we reject hypothesis 3.3b; a 

moderation effect of the intervention strategy effect on visitor glaring by part of the week could 

not be established. 

Discussion 

  Our focus was to assess the impact of a contextually developed intervention strategy on 

negative citizen behaviour towards emergency healthcare workers. The results provide limited 
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and fragmented support for our first hypothesis predicting a reduction of negative behaviour as a 

consequence of our three-dimensional intervention strategy. Although all coefficients were in the 

hypothesized direction, only the sub-hypothesis for interpersonal injustice from patients was 

supported. Arguably, differences in the measured behaviours offer a possible explanation for this 

fragmentation. Higher-intensity negative incivility and psychological aggression typically arise 

when negative antecedents have started to accumulate and the escalation spiral is set off 

(Grandey, Dickter, & Sin, 2004; Andersson & Pearson, 1999). In such situations these behaviours 

are possibly no longer influenced by our relatively light intervention dimensions, whilst lower-

intensity or even positive justice behaviours are. However, we remain careful with alternative 

interpretation, as effect sizes were small and only one significant effect was found. Overall we 

conclude that our intervention strategy did not reduce negative behaviour as expected. 

As for our second hypothesis, the results indicate the effect of the intervention was not 

moderated by the busyness of the department. This is remarkable because the relation between 

busyness and negative behaviour is well-established (Derlet & Richards, 2000; Büssing & Höge, 

2004). However, the thin evidence for the moderation effect on interpersonal injustice from 

visitors illustrated how patient numbers were possibly too stable and low to find effects. This can 

be an explanation for the effects absence. An explanation that in turn is supported by theory and 

remarks from staff about seasonal variation leading to low(er) patient numbers and general 

negative behaviour during summer months (Needham, et al., 2004; Gadon, Johnstone, & Cooke, 

2006), something we reflect upon further below. 

Finally, we predicted the effect of our intervention strategy would be moderated by part of 

the week in hypothesis 3. Again, evidence for this relation was fragmented and contradictory. We 

found tentative evidence that the intervention effect for interpersonal justice from patients is 
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stronger during the weekend, whilst evidence is weaker for patient glaring. In general, the latter 

finding fits scholarly work and indications from staff that negative behaviour from patients 

during the weekends is often related to intoxication (Anderson, FitzGerald, & Luck, 2010; 

Steffgen, 2008; Vezyridis, Samoutis, & Mavrikiou, 2015). However, considering the mixed 

evidence, differences for behaviours noted in the main effects might also count for weekend 

differences, reaffirming the importance of a ‘multi-foci’ approach (Hershcovis & Barling, 2010). 

Strengths and Limitations 

A basic strength is the present study’s potential for causal inference given the randomised 

quasi-field experimental design (Morton & Williams, 2010, p. 256). However, certain design 

choices limited this potential such as the use of multiple. Although the application of multiple 

elements and strategies is not unusual (Needham, et al., 2004; Hülsheger, Lang, Schewe, & 

Zijlstra, 2015), we acknowledge this limits causal validity, namely the possibility to assess of 

individual intervention effects. Another limitation to causal validity was the fact that our design 

likely suffered from timing issues (Morton & Williams, 2010, p. 147). Despite randomisation, it 

is possible subjects that entered on control days systematically differed from those on 

intervention days. However, we were not able to check for such differences, as patient 

information is subjected to strict anonymity regulations. In addition, our research time-period 

coincided with the confounding factor of the summer vacation, which likely introduced seasonal 

bias mentioned above (Needham, et al., 2004; Gadon, Johnstone, & Cooke, 2006). These are 

important points we reflect upon below. 

  Another strength flows from the use of diary surveys in data collection. This reduced the 

influence of recall bias and allowed us to control for within-person differences (Hershcovis & 

Reich, 2013). Limitation is the objectivity of the negative behaviour measures–as it effectively 
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measures staff perception–and the low compliance rate. As such diary surveys introduced 

potential measurement problems and our study was susceptible to ‘confounding participants’, 

also reflected upon below. 

  Finally, the ecological validity of our study is its main strength. By developing and testing 

integrated interventions in a real emergency room we were able to uphold a high level of 

mundane realism and an integrated starting point in the reduction of negative behaviour 

(Kowalenko, et al., 2012; Morton & Williams, 2010). However, as illustrated, in exchange for 

this realism we also lost experimental control; a typical off trade in field experiments 

(McDermott, 2002). Moreover, the field context came with limitations, making it impossible in 

incorporate all stakeholders–such as patients–due to ethical sensitivity for example (Winstanley, 

2005; Kowalenko, et al., 2012). It is impossible to infer to what extent this has influenced our 

results, however it provides lessons for future integrated intervention research. 

Implications, Lessons, and Future Research 

Generally, the fragmented results of our study imply that our intervention dimensions have 

potential but adjustment, strengthening, and separate testing is clearly required to attain insight in 

their specific effects. Therein this study provides a broad lesson for practitioners indicating the 

importance of procedural information, distraction, and repression on the one hand, but also the 

contingency of their collective strength on the other. As for future research it follows that there is 

room for partial replication to see whether the tentative insights gathered here can be 

corroborated in field experimental designs with more substantive control over dynamics of the 

research situation.  

Another implication of this study is related to the potential of combining highly 

participatory data collection methods such as diary studies with experimental designs. Although 
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applied successfully elsewhere (Hülsheger, Lang, Schewe, & Zijlstra, 2015), the potential for 

confounding by participants must not be underestimated. A typical means for future research to 

address this would be careful training of participants survey protocols (Bolger, Davis, & Rafaeli, 

2003, p. 591; Reis & Gable, 2000). However, better would be to address common source bias 

directly by taking up direct measures or multi-source data collection (Tummers, 2016).  

In closing, the central lesson is that any integrated process of intervention development will 

inevitably influence the theoretical value of the produced interventions–as they are not meant to 

be purely theory driven–and by consequence produce interesting but less generalizable results 

(Rogers-Clark, Pearce, & Cameron, 2009). Both practitioners and advocates of integrated 

intervention research would thus do well by further conjoining the practical and contextual 

considerations on the one hand, and theoretical and conceptual developments on the other. 

Integration, and perhaps strict focus on ‘useable knowledge’ in general (Perry, 2012), as such 

involves important off-trades, between for example ecological and causal validity or theoretical 

and practical insights, that are to be carefully and explicitly negotiated as with too localised 

insights the oft intended broader applicability lags behind. However, we also caution that the 

baby should not be thrown out with the bathwater. The example of seasonal variation partially 

shaping our results shows how local context is important in every research stage. Thus, ample 

room remains for theoretically supported, well-designed, and contextualised trials testing 

interventions aimed at reducing citizen behaviour. 
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Appendix A 
Motivation Letter from Management 

 

 
 

Beste Collega’s, 
  
Komende week zal er een afdelingsbreed vragenlijstonderzoek starten op de SEH. Tijdens dit 
onderzoek is het de bedoeling dat alle medewerkers van de SEH en HAP die contact hebben 
met patiënten en hun bezoekers van 27 juni tot 7 augustus aan het einde van hun dienst een 
korte vragenlijst invullen. 
  
Met dit onderzoek hopen we beter in beeld te krijgen hoeveel negatief gedrag van patiënten 
en hun bezoekers jullie ervaren, welke gevolgen dit heeft voor personeelswelzijn, en met 
name hoe het kan worden verminderd binnen het [Hospital] en onze afdeling. Jullie 
ervaringen en mening zijn belangrijk voor ons en dit vragenlijstonderzoek is jullie 
mogelijkheid dit thema beter inzichtelijk te maken. 
  
Het vragenlijstonderzoek dient voor de SEH  hoofdzakelijk drie doelen: 
1.       Scherp inzicht in de frequentie van ongewenst, asociaal, en agressief gedrag van 
patiënten en bezoekers binnen onze SEH. 
2.       Verminderen van dit ongewenste gedrag. 
3.       Verbeteren van personeelswelzijn in relatie tot dit ongewenste gedrag. 
  
Het onderzoek wordt uitgevoerd door een onafhankelijk team universitair onderzoekers van 
de Universiteit Utrecht, te weten dr. Lars Tummers en onderzoeksmasterstudent Maurits van 
Leeuwen. Zij doen dit onderzoek vanuit wetenschappelijk oogpunt. Zij beheren jullie 
reactiegegevens en deze blijven strikt anoniem. We zullen niet in staat zijn de antwoorden te 
traceren naar individuen en willen dit ook niet. Het RVE management zal enkel 
gecombineerde data te zien krijgen. Ik wil jullie dan ook vragen alle vragenlijsten 
bedachtzaam, eerlijk, en openhartig in te vullen. 
  
Wanneer de data binnen zijn en verwerkt, ongeveer eind augustus begin september, zal de 
informatie afdelingsbreed worden gedeeld zodat jullie voor jezelf kunnen zien hoe het er voor 
staat. 
  
Op basis van de resultaten zal er worden gekeken welke verbeteringen doorgevoerd kunnen 
worden. Het onderzoek staat dan ook niet op zichzelf, we zijn op verschillende manieren hard 
aan het werk met het thema agressie en personeelswelzijn en dit is een belangrijk onderdeel 
daarvan. Zo zijn we reeds begonnen met inventarisatie van mogelijkheden middels van 
werkbezoeken aan andere ziekenhuizen, maar zijn er ook plannen voor agressietrainingen. 
  
Voordat we verder kunnen met dit thema is het echter van belang een goed beeld te krijgen 
van de situatie op de SEH en daarvoor is jullie medewerking essentieel. We hopen daarom op 
een deelname van 100% om ervoor te zorgen dat ieder lid van het team gehoord wordt. Dus 
wanneer komende weken gevraagd wordt om de vragenlijsten in te vullen, geef het de volle 
aandacht. 
  
Hartelijk dank voor de investering van jullie tijd. 
  
Met vriendelijke groet, 
[Name Management] 
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Appendix B 
Invitation Letter from Researcher 
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Appendix C 
Poster Invitation 
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Aankondiging en uitnodiging deelname agressieonderzoek  
 

Wat? 
Via dit bericht wil ik iedereen van het Spoedzorgcentrum harte uitnodigen deel 
te nemen aan het tweede deel van ons agressieonderzoek. Met ons onderzoek 
brengen wij ongewenst, asociaal en agressief gedrag van patiënten en hun 
bezoekers op het Spoedzorgcentrum beter in beeld om het te kunnen 
verminderen.   

Hoe? 
Om bovenstaande voor elkaar te krijgen vragen wij om gedurende 6 weken aan 
het eind van elke dienst een (!)korte(!) vragenlijst in te vullen.  
 

Wanneer? 
- Week 25, van 20 t/m 26 juni, een eenmalige startvragenlijst.  
- Week 26 t/m week 31 (27 juni t/m 7 augustus), (!)korte(!) 

dienstvragenlijsten. 
- Week 32, van 7 t/m 14 augustus een eenmalige afsluitende vragenlijst. 
 

Waarom? 
We vragen niet voor niets een flinke inzet, dit onderzoek draagt bij aan: 

1. Verscherpen van het inzicht in de (reële) frequentie van ongewenst 
gedrag van patiënten en hun bezoekers op het Spoedzorgcentrum. 

2. Het verminderen van ongewenst gedrag van patiënten en hun 
bezoekers op het Spoedzorgcentrum. 

3. Handvatten om de arbeidsomstandigheden te verbeteren. 
 
Tot slot worden onder de deelnemers 3 cadeaubonnen van 25,- verloot. 
 

Voorwaarden 
- Dit onderzoek is onafhankelijk. We werken samen met het [hospital] 

maar het onderzoek wordt georganiseerd vanuit de Universiteit Utrecht. 
- Dit onderzoek is goedgekeurd. Dit door de raad van bestuur van het 

[hospital], het BVE management, het locatiemanagement, en het 
teamhoofd en zorgcoördinatoren van de SEH. 

- Deelname is anoniem.  
 

Vragen & opmerkingen 
Mocht u vragen of opmerkingen hebben dan kunt u te allen tijde contact 
opnemen met Maurits van Leeuwen (zie onder voor gegevens).  
 
Ik dank u (alvast) heel hartelijk voor uw medewerking! 
 
Hartelijke groet, 
Maurits van Leeuwen 
[contact info] 
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Appendix D  
Interview protocol

 
  

Bijlage 1 
Interviewleidraad  
 
Introductie 

• Voorstellen 
• Uitleg onderzoek 
• Motivatie en relevantie onderzoek 
• Proces van interview en onderzoek (opname, anonimiteit, inzien transcript en verslag) 

 
Persoonlijke informatie 
Kunt u uzelf wellicht kort voorstellen? 

• Leeftijd 
• Opleiding 
• Functie 
• Werkzaamheden 

 
Onderwerpen 

• Gedrag patiënten en bezoekers 
• Personeelswelzijn 
• Persoonlijke omgang met dit gedrag 
• Ziekenhuis omgang met dit gedrag 
• Behoeftes personeel 
• Interventie-inspiratie 
• Obstakels onderzoek 

 
Openingsvragen 
 
Gedrag patiënten en bezoekers 
Hoe heeft u te maken met agressief gedrag tijdens uw werk? 
Welzijn 
Ervaart u negatieve gevolgen van agressief gedrag? 
Hoe gaat u daarmee om? 
Persoonlijke omgang 
Hoe gaat u met dergelijk gedrag om? 
Organisatie 
Hoe ervaart u dat er vanuit het Ziekenhuis wordt omgegaan met dit onderwerp? 
Behoeftes 
In relatie tot vervelend gedrag waar heeft u, of hebben uw collega’s, behoefte aan? 
Interventie 
Wat zou u voorstellen om agressie aan te pakken? 
Controle realisme experiment 
Waar voorziet u problemen in de volgende beschrijving van het beoogde vervolgonderzoek [beschrijf 
onderzoeksproces]. 
 
Afsluiting 

• Dank uitspreken. 
• Expliciet gelegenheid geven voor wedervragen. 
• Proces onderzoek herhalen (opname, anonimiteit, inzien transcript en verslag) 
• Eventueel uitnodigen voor focusgroep sessie 23 mei. 
• Wederom bedanken en afsluiten. 
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Appendix E  
FAME scale framework 

 
Table A1  
FAME scale framework 
Grade of 
recommendation 

Feasibility Appropriateness Meaningfulness Effectiveness 

A Immediately 
practicable 

Ethically 
acceptable and 
justifiable 

Provides a 
strong rationale 
for practise 
change 

Effectiveness 
established 
to a degree 
that merits 
application 

B Practicable 
with limited 
training 
and/or 
modest 
additional 
resources 

Ethical 
acceptance is 
unclear 

Provides a 
moderate 
rationale for 
practise change 

Effectiveness 
established 
to a degree 
that suggests 
application 

C Practicable 
with 
significant 
additional 
training 
and/or 
resources 

Conflicts to 
some extent 
with ethical 
principles 

Provides 
limited 
rationale for 
practise change 

Effectiveness 
established 
to a degree 
that warrants 
consideration 
of applying 
the findings 

D Practicable 
with 
extensive 
additional 
training 
and/or 
resources 

Conflicts 
considerably 
with ethical 
principles 

Provides 
minimal 
rationale for 
practise change 

Effectiveness 
established 
to a limited 
degree 

E Impractible Ethically 
unacceptable 

There is no 
rationale to 
support practise 
change 

Effectiveness 
not 
established  

Note: Table copied directly from Pearson, Field & Jordan (2007, p. 112). 
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Appendix F  
Intervention shortlist 

 
Table A2 

Shortlist interventions 

Number Description 

1 Flyers in multiple languages explaining triage, waiting time, and rules of conduct. 
2 Poster explaining triage, waiting time, and rules of conduct. 
3 Have an extra support volunteer walk around the department to offer people coffee 

and support. 
4 Install an extra security guard. 
5 Turn on the television. 
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Appendix G  
Intervention Poster 
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Appendix H 
Information Brochure 

 



REDUCING NEGATIVE CITIZEN BEHAVIOUR 

 

55 

   



REDUCING NEGATIVE CITIZEN BEHAVIOUR 

 

56 

 



REDUCING NEGATIVE CITIZEN BEHAVIOUR 

 

57 

 



REDUCING NEGATIVE CITIZEN BEHAVIOUR 

 

58 

  



REDUCING NEGATIVE CITIZEN BEHAVIOUR 

 

59 

Appendix I 
Images of Intervention Material 

 

  
Figure A1: View of Waiting Room with 
Information Brochures and Posters from 
Entrance 

Figure A2: View of Waiting Room 
with Information Brochures and 
Television Turned Off 

 

  
Figure A3: View of Poster at Entrance Figure A4: View of Reception at 

Entrance with Information Folders 
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Figure A5: View of Poster at Entrance Figure A6: View of Waiting Room with 

Television Turned On from Entrance with 
Poster 
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Appendix J 
Initial Survey 
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Appendix K 
Daily survey 
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Appendix L 
Final survey 
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Table A3 

Means, Standard Deviations, and Intercorrelations for all Continuous Variables 

  M SD 1 2 3 4 5 6 7 M SD 

1. Interpersonal injustice (Patient) 1.06 1.50 - .84** .00 .10 .10 .12 .10 1.24 1.37 

2. Interpersonal injustice (Visitor) 1.03 1.49 .80** - .14 .26* .22 .37** .10 1.11 1.19 

3.Incivility (Patient) .50 1.16 .24** .21** - .85** .33** .26* -.05 .55 1.04 

4. Incivility (Visitor) .51 1.18 .23** .21** .81** - .32* .47** .00 .60 1.14 

5.Glaring (Patient) .27 .62 .24** .15* .39** .31** - .70** -.05 .23 .49 

6.Glaring (Visitor) .24 .66 .17** .19** .19** .33** .64** - -.06 .27 .55 

7. Busyness 65.38 10.02 -.06 -.05 -.05 -.01 .02 -.01 - 65.42 6.94 

Note. Displayed below the diagonal are Pearson correlations at the day level (n = 258–277); significance values should be 

interpreted with caution because nesting in persons is not accounted for; above the diagonal Pearson correlations are displayed at 

the person level averaged across all days (N = 59–62). *p < .05. ** p <.01. *** < .001. 
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Appendix N 
Multilevel Analysis Tables 
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