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Prevalence and correlates of symptoms of post-traumatic stress
disorder among Chinese healthcare workers exposed to physical
violence : a cross-sectional study.

This interesting manuscript describes a cross-sectional study on the
prevalence and potential correlates of physical violence-related post-
traumatic stress symptoms among Chinese healthcare workers — the
occupational group considered to be at high risk for job-related
traumatization. Specifically, the study investigates the predictive role
of demographic characteristics, social support, personality traits, and
coping styles for PTSD and its components (in the terms of
posttraumatic stress disorder symptoms relevant to DSM-IV criteria
for PTSD). The study is based on self-report data.

The strengths of the study are:

1. The choice of participants — the healthcare staff may be
particularly affected by job-related stress and its consequences such
as PTSD, especially in the context of workplace exposure to
physical violence. Authors clearly argue their choice and indicate the
underrepresentation of research on this problem in both general and
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Chinese specifically occupational health studies field.

2. The problem of psychological costs of working in human services,
specifically when the work environment may be demanding and
primarily traumatizing e.g. because of the risk of physical violence.
Thus, it is still important to explore prevalence and contributors of
job-related traumatization among healthcare and support staff. The
results of this study indicate that gender, social support, coping
style, and personality traits was significantly associated to PTSD
symptoms. However, as the study is cross-sectional, longitudinal
research should be conducted to establish the causal relationships
of tested variables. Also, more advanced statistical models could be
applied (e.g. moderation/mediation analysis) to understand not only
which potential predictors are related to PTSD symptoms, but to
explore when and how they contribute to PTSD development.

Beside the strengths, there are some concerns, not clearly outlined
comprehensive conceptual framework and variables
operationalization, surface literature review and results discussion,
and simplified statistical model. Detailed concerns are listed below.
Hopefully the authors will find these comments helpful.

1. The PTSD is defined (page 4) in the terms of DSM-IV-TR (APA,
2000). Please note, that the most current DSM edition is DSM-5
(APA, 2013), which should be also discussed in the context of
trauma symptoms described in this manuscript. DSM-5 criteria for
PTSD include not three but four symptom clusters. Also while
defining, | might be worth stating that PTSD shifted from anxiety
disorder in DSM-1V to new category: “Trauma and Stress-related
Disorders” in DSM-5.

2. The theoretical framing for PTSD is superficially described. It is
recommended to expand the conceptual part in terms of why and
how posttraumatic stress symptoms develop, especially among this
particular occupational group. The clear conceptual/theoretical
framework would serve as a clue for understanding why do Authors
choose a particular set of variables (demographics, social support,
coping styles, personality traits) to be considered as PTSD
correlates/predictors. It isn’t clear why exactly these variables are
tested while others are not. Presumably Authors implemented an
eclectic approach, however it should be clearly outlined. If the choice
of variables is evidence based, proper empirical background i.e. the
review of study results should be provided instead of statement, that
there are some studies that found the associations (what kind of
associations? in what study populations?) between chosen variables
and PTSD (p. 5). Provision of meta-analysis data would be highly
appreciated.

3. Authors do not provide a reference and data on prevalence of
PTSD symptoms among healthcare workers (p. 5), however refer to
data on e.g. Vietham veterans in USA (p. 4). It would be beneficial to
refer to relevant results (preferably meta-analytical).

4. The study aimed to explore the prevalence of PTSD among
healthcare works exposed to physical violence, however no
operationalization of work-related violence has been provided.
Neither in introduction section nor within methods a clear description
of workplace physical violence can be found (in the terms of types of




incidents, perpetrators, victims, statistics). Moreover, Authors do not
report any data for violence exposure in presented study besides the
general prevalence in the previous 12 months (13.60%). It would be
recommended to report the results for measures used (Workplace
Violence Scale and Survey of Violence Experienced by Staff).

5. It would be also recommended to consider the exposure to
physical violence as a correlate of PTSD (probably main correlate)
or to control it in statistical analyses. It is known that trauma
exposure is one of the strongest predictor of posttraumatic stress
symptoms (APA, 2013). In the presented study the physical violence
might be included into regression analysis along with already tested
variables - it could be crucial to analyze the predicting effect of
exposure to physical violence in tested model.

6. Authors inform that “A total of 2,706 valid questionnaires were
returned, and the effective response rate was 84.25%.This study
was only about physical violence, so the 368 healthcare workers are
suitable for research” (p. 6). This information might be understood
that only those workers, who experienced physical violence joined
the study group. But at the same time an information: “the
prevalence of physical violence in the previous 12 months was
13.60%” is included (p. 10). Thus it would be recommended to report
clearly what was the inclusion criterium related to violence exposure.

7. Authors indicate that the convenience sampling method was
applied while participants selection (p. 6). It would be important to
clearly state that this is hon-probability method and the findings
shouldn’t be generalized.

8. Authors indicate that 150 questionnaires were distributed and
recovered during a pilot study. Are these data included into main
study? (p. 6)

9. It would be appreciated if Authors provide all information on
demographic variables (page 6, line 54).

10. In the description of PCL-C, Authors inform that “A total score of
= 50 is indicative of PTSD symptoms”. It would be more precise to
state that this score indicates the full PTSD diagnosis. The whole
range of PCL-C scores define the intensity (low vs high) of PTSD
symptoms, while the score above 50 defines clinical diagnosis of
PTSD.

11. Each questionnaire description provide different range of
information on subscales, dimensions, scoring, etc. A standardized
description for all psychometric tools (the same manner for all
questionnaires) would improve the clearness of information
provided. Also, please include the references for the questionnaires.
For TCSQ, the brief definition of positive and negative coping would
be appreciated.

12. Authors inform that individuals who experienced other traumatic
events than workplace-related violence were excluded from the
study. It would be appreciated to include additional information if the
indirect exposure to trauma was also considered. Healthcare
workers are at high risk of indirect (secondary) traumatization (e.g.
Cieslak, Anderson, et al., 2013; Meadors, et al., 2010). Indirect
exposure to trauma refers to non—personal involvement into
traumatic events through the confrontation with other people's




traumatic experiences, which may trigger the development of PTSD
symptoms (APA, 2013). The issue of indirect traumatization could be
addressed in the presented study.

13. P. 2, line 54: “Most of the participants (47.0%) did not appear to
be have PTSD

symptoms after experiencing physical violence.” — it would be
suggested to address this confusing information, since the 47% is
less than half, rather than “most”. Also please consider refining the
expression “to be have PTSD symptoms”. Moreover Authors state
that “The prevalence of PTSD symptoms among healthcare workers
who experienced physical violence was high” (p. 3). It is suggested
to address these contradictions.

14. P. 2, line 56: please consider refining “The healthcare workers
adopted negative coping with physical violence was positively
associated with the development of PTSD symptoms”. Also, are
questions from TCSQ related to coping with violence at work or with
coping style in general? The above sentence suggest that
participants were asked, how do they cope with job-related violence
particularly.

15. P. 3, line 49: “large sample size research could contribute to the
generalization of our findings” — it would be important to notice that
the possibility of generalization depends not particularly on the
sample size but on its representatives.

16. In data analysis section Authors state that “Data were double
entered after carefully checking and eliminating data that did not
qualify for the statistical” (p. 9) — it seems not clear enough why
some data did not qualify for the analysis.

17. P. 15: Authors indicate that “A previous study also reported that
the healthcare workers of emergency department were the direct
victims of workplace violence because they reported re-experiencing
the violent event, followed by hyper-arousal, and avoidance. This
finding might reflect the normal stress response of healthcare
workers and support the notion that some healthcare workers might
benefit from relaxation training and psychological interventions by
professionals.” — it seems to be a bit unclear and confusing.

18. P. 17: “Healthcare workers who have experienced physical
violence are more likely to develop PTSD symptoms” — it would be
valuable to clearly indicate the reference group.

19. P. 17: Authors state that “These findings suggest that social
support, coping styles, whether a person was exposed to physical
violence, emotional instability, and anxious personality is closely
related to PTSD symptoms.” However the statistics for the
associations between exposure to violence and PTSD symptoms
are not provided. Also it is unclear how to understand the term
“closely related”.

20. While discussing the results on gender-related differences in the
PTSD prevalence Authors state: “This might be attributed to gender
differences in coping styles and social support.” (p. 16) - does it
relate to this study findings? If so, it would be interesting to provide
detailed data on these findings.

21. The discussion of results provided by Authors is somewhat




desultory. The discussion section seems to be mainly a broader
summary of study results. Preferably it might be expanded by
reference to theory of trauma and empirical evidences form other
studies to explain how the results may be understood and why. Also,
Authors conclude that the results may serve as a justification for
implementing psychological interventions in workplace. However,
the cross-sectional design of this study makes it hard to establish
the causal relationship between tested variables and thus provide a
recommendation for practice. For example, authors state that
“hospitals could provide violence-related training for healthcare
workers and provide psychological support or a “debriefing room” (p.
17), also: “as expected, social support was negatively associated
with PTSD symptoms (..) and was a protective factor” (p. 3). It might
be deduced that Authors suggest that enhancing support via
workplace interventions may protect from development of PTSD in
the aftermath of violence incidents. However in presented study the
relationship between support and PTSD cannot be considered
causally. Potentially the associations chain may alternatively look
like that: violence exposure leads to the increase in PTSD and next
to decrease in social support. Thus the conclusion on protective role
of support based on the findings from this particular study might be
misguided. The causal relationship and thus conclusions on possible
interventions might be indeed assumed on the basis of some
theoretical models (e.g. Conservation of Resources Theory, Hobfoll,
1989, or Social Cognitive Model of Trauma, Benight & Bandura,
2004), however Authors do not provide any relevant references.

22. The associations between social support and PTSD should be
analyzed more in depth. At first it would be beneficial to analyze the
subscales of SSRS separately, as they represent distinctive
dimensions of support: subjective (perceived) support, objective
(received) support, and utilization of social support. Secondly, the
broader discussion of the results should be provided. According to
Social Support Deterioration Model (Kaniasty, & Norris, 1995) and
Social Support Deterioration Deterrence Model (Norris ,& Kaniasty,
1996) the trajectories of support after traumatic events may differ
depending on the type of support. It would be worthwhile to refer to
theoretical models and previous findings while discussing support-
PTSD associations. Also, Authors state: “The positive effects of
social support on PTSD symptoms suggest that organizational and
familial support has practical implications for interventions to
promote psychological health” (p. 3 also mentioned at p. 16),
however according to Authors description the SSRS scale does not
distinguish different sources of social support. Also it is worth
noticing that within SSRS description (p. 9) Authors indicate that the
questionnaire “is a short measure of the social support individuals
have received”, however only one SSRS subscale refer to received
support.

23. Limitations section: although authors do enlist some important
limitations, such as cross-sectional design of the study, the problem
of low representativeness due to the convenience sampling thus
limited generalizability of the results is not addressed (Authors state
that: “results are specific to Chinese healthcare workers exposed to
physical violence”, p. 17).

24. The check for the grammar, punctuation, misspellings, and
language in general should be done, as parts of the text need some
improvement (e.g.: p. 3 line 44, p. 6 line 34, sentence p. 2: “Atotal of
2706 participants from 39 public hospitals located in Heilongjiang,




Hebei, and Beijing Provinces of China(effective response rate =
84.25%).”, sentence p. 11: “The participants (21.2%) were
considered to be at risk for later developing PTSD.”, sentence p. 12:
“The criterion for PTSD that was the least frequently happening
criterion for PTSD observed in the physical violence group was
avoidance”, and other).

REFERENCE LIST

25. Th check whether all listed references correspond with the in-
text citations is necessary (e.g. reference number 9, 13,14, 29
seems to be unrelated to the manuscript content).

TABLES

26. Table 1: as the SSRS scale for social support measures three
distinct dimensions of support: subjective (perceived) support,
objective (received) support, and utilization of social
support/support-seeking behavior it would be relevant to report
statistics for all three subscales.

27. Table 2: Term “PTSD” would be more precise than “PTSD
symptoms” — the whole range of PCL-C scores define the intensity
(low vs high) of PTSD symptoms, while the score above 50 defines
clinical diagnosis of PTSD. Also term “civilian” is missing in the table
footnote.

28. Table 3: It would be beneficial to include M and SD statistics for
all listed variables and also the statistics for: (1) separate PTSD
subscales, (2) separate SSRS subscales, and (3) physical violence
exposure (Workplace Violence Scale and Survey of Violence
Experienced by Staff), since Authors indicate the use of these
measures in the Methods section of the manuscript.

29. Table 4: The expression “positive correlates of PTSD” in the
table title seems to be confusing.

30. Table 5: missing B for negative coping in men.

31. Tables 3, 4, 5: it would be convenient to find explanations of
acronyms below tables.
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VERSION 1 - AUTHOR RESPONSE

Reviewer: 1

Institution and Country: Azienda Ospedaliera di Perugia, Perugia (ltaly)

Dear Dr Ramaciati,

Thank you very much for your valuable advice. We revised the manuscript according to your
suggestion (The traces of change are represented in purple). Modify as follows :
1.Competing Interests: None declared

2. We revised the journal abbreviations in all references.

Hope you have a nice day.
Best wishes,

Lei Shi
Department of Health Management, School of Public Health, Harbin Medical
University, China

Respond to the Reviewer's Comments :

Reviewer: 2

Institution and Country: SWPS University of Social Sciences and Humanities,

Department of Psychology

Dear Dr Lesnierowska,

Thank you very much for your valuable advice. We have learned a lot from these suggestions. Thank
you again for the work that you have done for this manuscript. We revised the manuscript according
to your suggestion (The traces of change are represented in blue). Modify as follows : Competing
Interests: None declared

1. Advice: Please note, that the most current DSM edition is DSM-5 (APA, 2013), which should be
also discussed in the context of trauma symptoms described in this manuscript.

We changed to “Post-traumatic stress disorder (PTSD) is a psychological state of imbalance,
characterized by a series of chronic emotional reactions to a traumatic event, including re-
experiencing, avoidance, and heightened arousal, as outlined in the Diagnostic and Statistical Manual




of Psychiatric Disorders-4th edition (DSM-1V).1-3 However, the criteria for PTSD in the manual’s fifth
edition (DSM-5 ) include not three but four symptom clusters: including re-experiencing, avoidance,
negative alterations in mood and cognition, and hyperarousal. It is worth noting that PTSD has shifted
from its classification as an anxiety disorder in the DSM-IV to a new category of Trauma and Stress-
related Disorders in the DSM-5.”

2.Advice: It is recommended to expand the conceptual part in terms of why and how posttraumatic
stress symptoms develop, especially among this particular occupational group. Provision of meta-
analysis data would be highly appreciated.

We changed to “ PTSD symptoms and the full range of criteria comprising a PTSD diagnosis have
been observed in rescue and ambulance personnel. Healthcare workers typically are exposed to two
types of trauma in the hospital setting: direct (personal involvement in traumatic events through
confrontations resulting in their own traumatic experiences e.g., workplace violence) and indirect
(non-personal involvement in traumatic events through others’ confrontations resulting in other
people's traumatic experiences e.g., witnessing other people’s direct experiences of workplace
violence, caring for dying patients, and threats of severe injury or exposure to trauma). In the present
study, a traumatic event refers to a healthcare worker’s exposure to physical violence in the
workplace. Workplace violence is divided into physical and psychological violence. Physical violence
causes more serious physical and psychological damage (e.g., PTSD, anxiety, fear, and depression)
than other forms of violence. ” “Demographic variables (e.g., age, gender, and educational level)and
psychological and social variables (e.g., personality, coping style, and social support) have been
found to be significantly associated with cancer-related PTSD symptoms. Previous studies have
found that the risk of PTSD was most strongly associated with neuroticism and problem-focused
coping strategies in the general population. Neuroticism was the most critical personality dimension in
predicting PTSD, and avoidant coping and social support mediated the relationship between
neuroticism and PTSD .in a high proportion of adult burn survivors.36 Social support has been
reported to play a significant role in helping nurses cope with work-related stress. A meta-analysis
indicated that work-related critical incidents were positively related to PTSD symptoms”

3. Advice: Authors do not provide a reference and data on prevalence of PTSD symptoms among
healthcare workers. It would be beneficial to refer to relevant results (preferably meta-analytical).
We changed to “Several studies have estimated the prevalence of PTSD among emergency
department staff to range from 10% to 25%. Noelle Robertson and Andrew Perry conducted a
systematic review of PTSD research investigations; the results showed that the prevalence of PTSD
ranged from 8% to 29% among different hospital-based departments.”

4. Advice: Neither in introduction section nor within methods a clear description of workplace physical
violence can be found (in the terms of types of incidents, perpetrators, victims, statistics). It would be
recommended to report the results for measures used.

We changed to Introduction: “Physical violence refers to the use of physical force against an
individual or a group, and can lead to physical, psychological, or sexual harm; it includes hitting,
shooting, kicking, slapping, pushing, biting, pinching, wounding using sharp objects, and sexual
assault and rape. Approximately 50% of healthcare workers have experienced at least one violent
incident during their working lives. During the past 12 months, the incidence rate of physical violence
for nurses in different countries has ranged from 9.1% to 56.0%. The results of a systematic review of
studies conducted in Iran indicated that the most common types of physical violence experienced by
43% of participants were pushing or pinching. In China, physician-patient conflicts present a growing
trend, with an increase in the number of healthcare workers killed by patients or their relatives to 24,
and an increase in injures from 2003 to 2013. ” Results: “During the past 12 months, the prevalence
of physical violence and psychological violence toward healthcare workers were 13.60% (368/2706)
and 59.64% (1614/2706), respectively. The respondents reported that the patients’ relatives were the
main perpetrators (67.4%, n = 248), followed by the patients (23.6%, n = 87).”



5. Advice: It would be also recommended to consider the exposure to physical violence as a correlate
of PTSD (probably main correlate) or to control it in statistical analyses. In the presented study the
physical violence might be included into regression analysis along with already tested variables - it
could be crucial to analyze the predicting effect of exposure to physical violence in tested model.

We changed to “ Table 4 and Table 5 showed that physical violence are analyzed. ” Table 4: Physical
violence was positively associated with PTSD symptoms (r = 0.259, P < 0.001). Table 5: As shown in
Block 2, physical violence was positively associated with PTSD symptoms (B = 1.216, P < 0.001). As
shown in Block 3, positive coping as measured by the TCSQ was negatively associated with PTSD
symptoms (= -0.327, P = 0.002), whereas, negative coping was positively associated with PTSD
symptoms in the regression model (B= 0.353, P = 0.001). Furthermore, gender had a significant effect
on PTSD symptoms, and men were more vulnerable to PTSD symptoms than women (Table 1).
Therefore, we explored the potential correlates of PTSD symptoms in men and women (Table 6). As
shown in Block 3,among the women, positive coping as measured by the TCSQ was significantly
associated with PTSD symptoms (B=-0.376, P = 0.001), but the effect of positive coping was not
significant in men.

6. Advice: Authors inform that “A total of 2,706 valid questionnaires were returned, and the effective
response rate was 84.25%.This study was only about physical violence, so the 368 healthcare
workers are suitable for research”. This information might be understood that only those workers, who
experienced physical violence joined the study group. Thus it would be recommended to report clearly
what was the inclusion criterium related to violence exposure.

We changed to “ This study’s focus was only on PTSD symptoms among healthcare workers exposed
to physical violence; thus, only 368 responses were considered valid data and were analyzed in the
present study.”

“The inclusion criteria for participation in this study were as follows: (1) at least one year of work
experience; (2) voluntary participation; (3) participation would not affect the participation’s work; and
(4) experience of physical violence in the previous 12 months. Individuals were excluded if they (1)
had received any psychological treatment after experiencing physical violence; (2) experienced other
traumatic events, including workplace psychological violence or serious life events (e.g., domestic
violence or attacks by criminals), serious accidents (e.g., fires, explosions, or traffic accidents), natural
disasters (e.g., typhoons, earthquakes, or floods), or (3) were indirectly exposed to trauma, (e.g.,
witnessing other people experience traumatic events).”

7. Advice: Authors indicate that the convenience sampling method was applied while participants
selection (p. 6). It would be important to clearly state that this is non-probability method and the
findings shouldn’t be generalized.

We changed to “The 39 public hospitals that served as the research settings were chosen using
convenience sampling method (convenience sampling method is a non-probability method, and the
findings should not be generalized). ”

8. Advice: Authors indicate that 150 questionnaires were distributed and recovered during a pilot
study. Are these data included into main study?

We changed to “A total of 150 questionnaires were distributed and returned (these data were
excluded from the main study).”

9. Advice: It would be appreciated if Authors provide all information on demographic variables (page
6, line 54).

We changed to “Demographic data on the healthcare workers were collected, including gender, age,
marital status, educational status, professional title, department, occupation, and work experience.
Age was categorized as <30, 31-50, and 251 years old. Marital status was categorized as married and
single/ divorced/widowed. Educational status was classified as junior college or below,

undergraduate, and graduate. Occupation was divided into three groups: physician, nurse, and



medical technician. Professional title was categorized as primary, intermediate, and senior.
Department was classified as emergency department, internal medicine, surgery, obstetrics and
gynecology, pediatrics, and other. Work experience was divided into four categories: < 4, 5-10, 11—
20, and = 21 years.”

10. Advice: In the description of PCL-C, Authors inform that “A total score of = 50 is indicative of
PTSD symptoms”. It would be more precise to state that this score indicates the full PTSD diagnosis.
The whole range of PCL-C scores define the intensity (low vs high) of PTSD symptoms, while the
score above 50 defines clinical diagnosis of PTSD.

We changed to “A total score = 50 is indicative of the full PTSD diagnosis (sensitivity = 0.82;
specificity = 0.83; kappa = 0.64).” “Table 3: Criteria met for the full PTSD diagnosis ”

11. Advice: Each questionnaire description provide different range of information on subscales,
dimensions, scoring, etc. A standardized description for all psychometric tools (the same manner for
all questionnaires) would improve the clearness of information provided. Also, please include the
references for the questionnaires. For TCSQ, the brief definition of positive and negative coping would
be appreciated.

We perfected each questionnaire description according to your suggestion.“ Positive coping refers to
individuals who, when faced with a problem, tend to deal with it in a positive way, and are able to
quickly forget unpleasant aspects. Negative coping refers to the tendency to use negative coping
methods to deal with problems and vent frustrations to other people, which makes it is easier to
ignore unpleasant thoughts. For example, when conflicts with others, arise, individuals who use
negative coping will ignore the opposing side for a long time.”

12. Advice: It would be appreciated to include additional information if the indirect exposure to trauma
was also considered. Healthcare workers are at high risk of indirect (secondary) traumatization (e.g.
Cieslak, Anderson, et al., 2013; Meadors, et al., 2010). Indirect exposure to trauma refers to non—
personal involvement into traumatic events through the confrontation with other people's traumatic
experiences, which may trigger the development of PTSD symptoms (APA, 2013). The issue of
indirect traumatization could be addressed in the presented study.

We changed to “Healthcare workers typically are exposed to two types of trauma in the hospital
setting: direct (personal involvement in traumatic events through confrontations resulting in their own
traumatic experiences e.g., workplace violence) and indirect (non-personal involvement in traumatic
events through others’ confrontations resulting in other people's traumatic experiences e.g.,
witnessing other people’s direct experiences of workplace violence, caring for dying patients, and
threats of severe injury or exposure to trauma) .”

13. Advice: P. 2, line 54: “Most of the participants (47.0%) did not appear to be have PTSD symptoms
after experiencing physical violence.” — it would be suggested to address this confusing information,
since the 47% is less than half, rather than “most”. Also please consider refining the expression “to be
have PTSD symptoms”. Moreover Authors state that “The prevalence of PTSD symptoms among
healthcare workers who experienced physical violence was high” (p. 3). It is suggested to address
these contradictions.

We changed to “ Most of the victims of physical violence (50.80%) did not exhibit PTSD symptoms
based on their PCL-C scores, and 47.0% did not manifest the diagnostic criteria for PTSD after
experiencing physical violence. ” “The prevalence of PTSD among the victims was similar to that
found in Atlanta.”

14. Advice: P. 2, line 56: please consider refining “The healthcare workers adopted negative coping
with physical violence was positively associated with the development of PTSD symptoms”.

We changed to “ The healthcare workers’ coping styles influenced the development of PTSD
symptoms. ” “The questions are from TCSQ related to coping style in general.”



15. Advice: It would be important to notice that the possibility of generalization depends not
particularly on the sample size but on its representatives.

We changed to “Our study was conducted at 39 public hospitals in three provinces using convenience
sampling. Therefore, the representativeness of the sample is limited.”

16. Advice: In data analysis section Authors state that “Data were double entered after carefully
checking and eliminating data that did not qualify for the statistical” (p. 9) — it seems not clear enough
why some data did not qualify for the analysis.

We changed to “We eliminated the questions with missing data or quality issues. To ensure accuracy,
two trained personnel entered the data after all the surveys were completed.”

17. Advice: P. 15: Authors indicate that “A previous study also reported that the healthcare workers of
emergency department were the direct victims of workplace violence because they reported re-
experiencing the violent event, followed by hyper-arousal, and avoidance. This finding might reflect
the normal stress response of healthcare workers and support the notion that some healthcare
workers might benefit from relaxation training and psychological interventions by professionals.” — it
seems to be a bit unclear and confusing.

We changed to “ The most commonly observed PTSD symptoms was re-experiencing (45.1%),
followed by hyper-arousal (37.8%), and then avoidance (35.1%). A previous study also reported that
healthcare workers in an emergency department were victims of direct workplace violence because
they reported re-experiencing the violent event, followed by hyper-arousal and avoidance.”

18. Advice: P. 17: “Healthcare workers who have experienced physical violence are more likely to
develop PTSD symptoms” — it would be valuable to clearly indicate the reference group.

We changed to “The prevalence of PTSD among healthcare workers exposed physical violence was
similar to that in Atlanta. ”

19. Advice: P. 17: Authors state that “These findings suggest that social support, coping styles,
whether a person was exposed to physical violence, emotional instability, and anxious personality is
closely related to PTSD symptoms.” However the statistics for the associations between exposure to
violence and PTSD symptoms are not provided. Also it is unclear how to understand the term “closely
related”.

We added physical violence data to Table 4 and Table 5. We changed to “These findings suggest that
social support, exposure to physical violence, and coping styles are closely related to PTSD
symptoms. ”

20. Advice: While discussing the results on gender-related differences in the PTSD prevalence
Authors state: “This might be attributed to gender differences in coping styles and social support.” (p.
16) - does it relate to this study findings? If so, it would be interesting to provide detailed data on
these findings.

It does not relate to this study findings. We changed to “ This finding might be attributed to gender
differences in responses to different traumatic events and in social networks.61-62"

21. Advice: The discussion of results provided by Authors is somewhat desultory. Also, Authors
conclude that the results may serve as a justification for implementing psychological interventions in
workplace. However, the cross-sectional design of this study makes it hard to establish the causal
relationship between tested variables and thus provide a recommendation for practice. For example,
authors state that “hospitals could provide violence-related training for healthcare workers and provide
psychological support or a “debriefing room” (p. 17), also: “as expected, social support was negatively
associated with PTSD symptoms (..) and was a protective factor” (p. 3). It might be deduced that
Authors suggest that enhancing support via workplace interventions may protect from development of



PTSD in the aftermath of violence incidents. However in presented study the relationship between
support and PTSD cannot be considered causally. Potentially the associations chain may alternatively
look like that: violence exposure leads to the increase in PTSD and next to decrease in social support.
Thus the conclusion on protective role of support based on the findings from this particular study
might be misguided. The causal relationship and thus conclusions on possible interventions might be
indeed assumed on the basis of some theoretical models (e.g. Conservation of Resources Theory,
Hobfoll, 1989, or Social Cognitive Model of Trauma, Benight & Bandura, 2004), however Authors do
not provide any relevant references.

We re-written the discussion section according to your suggestions. The interventions might be
indeed assumed on the basis of some theoretical models. We changed to “Therefore, we recommend
interventions based on the social cognitive theory.63 For example, social support has been found to
be an important protective factor in reducing stress and depression, and improving health.63 After the
occurrence of a traumatic event, enabling function of social support can enhance self-efficacy,
thereby promoting recovery from the trauma.63”

22. Advice: The associations between social support and PTSD should be analyzed more in depth. At
first it would be beneficial to analyze the subscales of SSRS separately, as they represent distinctive
dimensions of support: subjective (perceived) support, objective (received) support, and utilization of
social support. Secondly, the broader discussion of the results should be provided. According to
Social Support Deterioration Model (Kaniasty, & Norris, 1995) and Social Support Deterioration
Deterrence Model (Norris ,& Kaniasty, 1996) the trajectories of support after traumatic events may
differ depending on the type of support. It would be worthwhile to refer to theoretical models and
previous findings while discussing support-PTSD associations.

We changed to “As shown in the results of the Pearson’s correlations and the hierarchical regression
analysis, social support had a significant negative association with PTSD symptoms, and this finding
is consistent with other research.9 36 52 53 The level of PTSD symptoms was significantly and
negatively correlated with the healthcare workers’ scores for objective support and utilization of
support. A previous study found that the Deterioration Model of Social Support has been useful in
discriminating the potential of stressors to reduce support.58They found that disaster-induced erosion
of perceived social support increased symptoms of depression among both primary and secondary
victims; the loss of perceived social support also mediated psychological consequences.59 The
Deterioration Deterrence Model of Social Support which is similar to support-mobilization models, has
been used to explain how the perceived deterioration of social support can be counteracted by higher
levels of received social support.59-60 If post-disaster support mobilization is implemented, stress
should be positively correlated with received support. At the same time, received support should be
positively related to perceived support. Therefore, the receipt of support should suppress a negative
relationship between stress and perceived support.59-60 Victims of physical violence should be
encouraged not to abandon their daily social activities because these activities have many important
functions (e.qg., they help people understand the needs of network members and inspire their
participation in helping).60 Daily contact is the most natural forum for sharing experiences, which
might suppress negative emotions, provide opportunities for social comparison, and maintain a sense
of friendship and feelings of being accepted.60 It is important to recognize that stress caused by
violence is persistent. Yet, a supportive hospital environment can help individuals cope with a wide
range of stressful events and serve as a buffer against their negative health effects.59-60"

Advice: Authors indicate that the questionnaire “is a short measure of the social support individuals
have received”, however only one SSRS subscale refer to received support.

We changed to “Subjective support refers to an individual’s emotional experience of being respected,
supported, and understood by their social group, and it is closely related to the individual's subjective
feelings. Objective support refers to visible support, including material and direct assistance, social
networks, group relationships, and the individual’s degree of participation in societal activities with
family, friends, and colleagues (e.g., marriage).”



23. Advice: Limitations section: although authors do enlist some important limitations, such as cross-
sectional design of the study, the problem of low representativeness due to the convenience sampling
thus limited generalizability of the results is not addressed.

We changed to “Finally, our results are specific to Chinese healthcare workers exposed to physical
violence in the past 12 months; thus, the low representativeness of the sample due to the use
convenience sampling limits the generaliz ability of the results. The inclusion of healthcare workers
from a wider range of careers in a more representative sample should contribute to the ability to
generalize the results of future studies.”

24. Advice: The check for the grammar, punctuation, misspellings, and language in general should be
done, as parts of the text need some improvement.

p. 3 line 44, p. 6 line 34, sentence p. 2: “Atotal of 2706 participants from 39 public hospitals located in
Heilongjiang, Hebei, and Beijing Provinces of China(effective response rate = 84.25%).” is changed
to“A total of 2,706 valid questionnaires were returned, and the effective response rate was 84.25%.”
sentence p. 11: “The participants (21.2%) were considered to be at risk for later developing PTSD.” is
changed to“According to their scores on the PCL-C, 103 victims (28.0%) met the full criteria for a
PTSD diagnosis and 21.2% of victims were at risk for developing PTSD. ”

sentence p. 12: “The criterion for PTSD that was the least frequently happening criterion for PTSD
observed in the physical violence group was avoidance” is changed to “ Re-experiencing was the
most frequently observed criterion for PTSD observed among the victims (45.1%), followed by hyper-
arousal (37.8%).”

Other changes were seen in red.

25. Advice: The check whether all listed references correspond with the in-text citations is necessary
(e.g. reference number 9, 13,14, 29 seems to be unrelated to the manuscript content).

We deleted the references that were not relevant to the manuscript (e.g., reference number 9, 13,14,
29).

26. Advice: Table 1: as the SSRS scale for social support measures three distinct dimensions of
support: subjective (perceived) support, objective (received) support, and utilization of social
support/support-seeking behavior it would be relevant to report statistics for all three subscales.
We added report statistics for all three subscales of SSRS in Table 1.

27. Advice: Table 2: Term “PTSD” would be more precise than “PTSD symptoms” — the whole range
of PCL-C scores define the intensity (low vs high) of PTSD symptoms, while the score above 50
defines clinical diagnosis of PTSD. Also term “civilian” is missing in the table footnote.

We changed to “Criteria met for the full PTSD diagnosis (50-85)” We revised PCL-C in the table
footnote.

28. Advice: Table 3: It would be beneficial to include M and SD statistics for all listed variables and
also the statistics for: (1) separate PTSD subscales, (2) separate SSRS subscales, and (3) physical
violence exposure

We added the M and SD statistics for all listed variables and also the statistics for: (1) separate PTSD
subscales, (2) separate SSRS subscales, and (3) physical violence exposure.

29.Advice: Table 4: The expression “positive correlates of PTSD” in the table title seems to be
confusing.
We changed to “Hierarchical regression for exploring the correlates of PTSD symptoms.”

30. Advice: Table 5: missing for negative coping in men.
We added the negative coping in men in Table 6.



31. Advice: Tables 3, 4, 5: it would be convenient to find explanations of acronyms below tables.
We added explanations of acronyms below tables (Tables 2, 3, 4, 5,6).
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VERSION 2 - REVIEW

REVIEWER Magdalena Lesnierowska

SWPS University of Social Sciences and Humanities, Poland
REVIEW RETURNED 05-Jun-2017
GENERAL COMMENTS The revised version of the manuscript entitled "Prevalence and

correlates of symptoms of post-traumatic stress disorder among
Chinese healthcare workers exposed to physical violence: a cross-
sectional study" presents an excellent development especially in
terms of conceptualization, literature review, variables
operationalization, discussion. Authors addressed comments or
suggestions aptly and comprehensively. Few final remarks:

1. The sentence in abstract (p. 3): 'The prevalence of PTSD among
the victims was similar to that found in Atlant' seems to be a bit out
of context and it is hard to understand the reference. It could be
beneficial to consider rephrasing or omitting it.

2. Possible limitations of representativeness due to applying
convenience sampling method could be discussed in limitation
section only (instead of method section, p. 6).

3. It would be suggested not to enumerate items for PCL, TCSQ,
SSRS (p. 9- 11).

VERSION 2 — AUTHOR RESPONSE

Respond to the Reviewer's Comments :

Reviewer: 2

Institution and Country: SWPS University of Social Sciences and Humanities,
Department of Psychology

Dear Dr Lesnierowska,

Thank you very much for your valuable advice. Thank you again for the work that you have done for
this manuscript. We revised the manuscript according to your suggestion (The traces of change are
represented in blue). Modify as follows :

1. Competing interests None declared.(p. 23)

2. Advice: The sentence in abstract (p. 3): 'The prevalence of PTSD among the victims was similar to
that found in Atlant’ seems to be a bit out of context and it is hard to understand the reference. It could
be beneficial to consider rephrasing or omitting it.

We changed to “The results suggest that the aftermath of physical violence contributes to current
prevalence of PTSD. ”

3. Advice: Possible limitations of representativeness due to applying convenience sampling method
could be discussed in limitation section only (instead of method section, p. 6).

We removed the limitations of convenient sampling in the method section and discussed in limitation
section only. We changed to “Finally, convenience sampling is a non-probability sampling method and
the results of this study are specific to Chinese healthcare workers exposed to physical violence in the
past 12-months.Thus, the low representativeness of the sample due to the use convenience sampling
limits the generalizability of the results. ”




4. Advice: It would be suggested not to enumerate items for PCL, TCSQ, SSRS (p. 9- 11).
We deleted enumerate items for PCL, TCSQ, SSRS.



