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BACKGROUND: The highest rate of workplace violence occurs in the health sector, although most
cases remain unreported. Emergency services face the majority of these incidents for many reasons, such
as the patient profile, long waiting time, and overcrowding. \We aimed to determine the characteristics and
causes of violence toward emergency physicians.

METHODS: The acts of violence toward emergency physicians over a one-year period were
prospectively recorded. After a violent incident took place, a third party separately interviewed the
physician exposed to the violent behavior and the perpetrator who displayed this behavior. We
examined the perpetrator’s reasons for violence, their demographic characteristics, and the medical
complaints of patients involved in such events to determine the characteristics and causes of violence.

RESULTS: Of the violent acts investigated, 85.1% were verbal, and most were directed toward
male doctors by the young male relatives of the patients. More than half of the violent acts occurred
within the 15 minutes of presentation to emergency service (60.5%) and at off-hours (69.4%).
Concerning the health insurance, 20.4% of the cases were covered by the free green card system,
and a small number of the perpetrators of violence lived in rural areas (38.2%). The most common
reason for violent behavior was the patients’ or their relatives’ dissatisfaction with the examination or

treatment method (38.2%).

prevent possible acts of violence.

CONCLUSIONS: Appropriate communication should be established with the patients, and they
should be adequately informed about the treatments and interventions to be performed in order to
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INTRODUCTION

Workplace violence refers to a physical and/or
psychological attack to which a person is exposed while
working. This may be verbal or physical (armed or
unarmed), resulting in injury or even death.") In addition,
employees’ reduced motivation caused by such an
attack and their lack of security may reduce their work
efficiency or cause them to resign from their job."

The highest rate of exposure to workplace violence is
seen in healthcare institutions (25%).!" Studies have also
shown that most of the violence witnessed in the health
sector is either unreported or overlooked. In particular,
the employees of emergency services, psychiatric
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services, and the services where dementia patients are
examined face the highest level of violence. Among
health workers, doctors and nurses constitute the group
that is most exposed to violence.!"” The overcrowded and
noisy environment of emergency services, long waiting
time, presence of very anxious patient relatives, sudden
onset and severe complaints of emergency patients, and
physicians not being able to fully attend to the patients’
needs create tension, which is reflected as violence on
doctors and nurses in the vicinity."” Emergency service
employees are more likely to be exposed to violence than
other healthcare workers."”) These acts of violence are
mostly verbal, and they are committed by the relatives of
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patients in the waiting room.""

Many studies in the literature have investigated
violence toward healthcare workers."** In most of
these studies, the data were collected by administering
questionnaires to doctors and nurses who had been
exposed to violence. In contrast, in the current study,
we aim to determine the characteristics and causes of
violence toward emergency physicians by interviewing
not only the physicians exposed to such behavior but also
the patients and their relatives who had displayed violent
behavior.

METHODS
Study setting

This prospective study was conducted in the adult
emergency service of a tertiary hospital. Our emergency
department (ED) provides services to an average of
25,000 patients monthly, with four physicians working at
each shift.

Study protocol

The incidents of violence toward emergency
physicians were examined from June 2018 to May
2019. The study was carried out in two stages. In the
first stage, when an emergency physician was exposed
to a violent act, a third party that was not involved in
violence (doctor, nurse, or social services expert) asked
the patients and their relatives to attend an interview
after the situation was under control and the perpetrator
had calmed down. This mediator interviewed the patient,
his/her relatives, and the physician exposed to violence
using questions prepared by the researchers.

The questions for the patients and their relatives
responsible for the violent act were as follows: (1) what
was your reason for presenting to the emergency service?;
and (2) what was the cause of the problem with the
emergency physician? The physicians exposed to violent
behavior were directed the following questions: (1) what
was the patient’s medical complaint?; and (2) what was
your diagnosis? Then, the responses of the patients/
patient relatives and physicians, type of violence, place
and time of violence, characteristics of the perpetrator
(e.g., gender and place of residence), medical outcome,
duration of emergency service stay, and the patients’
social health insurance were recorded in the prepared
form. In our study, we included verbal and physical
violent acts, but excluded sexual assault incidents. Verbal
threatening, yelling, and swearing were considered as
verbal violence, while pushing, kicking, scratching,
punching, or pulling was evaluated as physical violence.
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It was determined that the patients or relatives gave
19 different responses to the question of why they had
exhibited violence toward an emergency physician.
These responses were analyzed by three physicians that
were not a part of the study and also not a party to the
violent act (one psychiatrist and two emergency medicine
specialists). As a result of this analysis, the responses
given were generalized, and six different causes of violence
were identified: (1) dissatisfaction with the examination
or treatment method and making his/her own treatment
recommendation; (2) thinking that the patient was not given
enough attention by the physician, nurse, or staff; (3) long
waiting time in the emergency service, (4) extremely anxious
patient or patient relatives; (5) problems related to the
infrastructure of the hospital; and (6) non-health-related
and unethical requests of the patients.

Throughout the study, non-physician emergency
service workers (nurses, security guards, technicians)
were also subjected to many violent acts. However, since
many of these incidents were not reported or recorded,
they were not included in the study. In addition, the
cases of violence due to excessive alcohol consumption
or drug abuse were excluded in order to reach more
precise conclusions about the causes of violence through
patients who were conscious and able to communicate.
Furthermore, we excluded the patients who continued to
be violent, who left the emergency service immediately
after the incident, and who did not want to participate in
the study. In our country, in addition to private insurance
schemes, there are two basic health state insurance
systems. The first is the green card system, in which
all healthcare costs are covered by the state without
any limitation. Green cards are issued for Turkish
citizens with a total income level less than one-third of
the minimum wage. The second is the Social Security
Institution (SSI) insurance, in which the state contributes
to a percentage of healthcare costs. This is provided for
civil servants, manual laborers, and tradespeople.

Statistical analysis

The data obtained from the study were analyzed
using SPSS statistical software (version 17). The
descriptive statistics were given as frequency, percentage,
and meantstandard deviation values. Graphs were
constructed to present some of the categorical variables.

RESULTS

During the one-year study, there were 157 violent
acts toward emergency physicians, and 81.5% were
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verbal. The majority were committed by males (77.1%)
and patient relatives (68.8%). The age of the perpetrators
was 31.9+10.2 years, with 91.1% being under 45 years.
Female physicians were exposed to violence in 59
violence cases and male physicians in 98. Almost half of
the violent acts (49.0%) took place from 04:00 p.m. to
00:00 a.m., followed by 8:00 a.m. to 4:00 p.m. (30.6%).
Violence toward physicians was mostly seen within
the first 15 minutes of presentation to the emergency
service (60.5%), while 84.7% occurred within the first
hour. Of the cases involving violence, 77.1% were
discharged after the emergency intervention, 20.4%
were hospitalized, and 2.5% died in the ED. Of the 29
patients who displayed physical violence, 23 (79.3%)
were discharged and six were hospitalized. The waiting
time in the emergency service was 98.7+88.9 minutes,
and 75.2% of the patients waited for less than two hours.
Concerning health insurance, 79.6% of the patients
who were violent toward emergency physicians were
covered by the health insurance provided by SSI and
the remainder held a Turkish green card. In terms of the
place of residence, 61.8% of the cases lived in urban
areas, and the remainder in rural areas (Table 1). In terms
of the time of a year, the incidents of violence mostly

Table 1. Characteristics of violence (n=157)

Variables n %
Violence type

Verbal 128 81.5

Physical 29 18.5
Perpetrator

Patient 49 31.2

Relatives 108 68.8
Gender of perpetrator

Female 36 22.9

Male 121 77.1
Age of perpetrator (year)

<45 143 91.1

>45 14 8.9
Gender of physician

Female 59 37.6

Male 98 62.4
Time of violence

00:00-08:00 32 20.4

08:00-16:00 48 30.6

16:00-00:00 77 49.0
Door to violence time (minutes)

0-15 95 60.5
>15-60 38 24.2
>60 24 153

Waiting time (minutes)
0-30 40 25.5
>30-120 78 49.7
>120 39 24.8
Outcome of patient
Discharged 121 77.1
Hospitalized 32 20.4
Death 4 2.5
Health insurance of patient
Social Security Institution 125 79.6
Free health insurance 32 20.4
Place of residence
Urban 97 61.8
Rural 60 38.2

occurred in January (16.6%), December (14.7%), and
February (12.7%) (Figure 1).

The reason for the violent behavior was mostly
associated with the patients’ or their relatives’
dissatisfaction with the method of treatment or
examination and making their own treatment
recommendations (n=60), followed by the presence of
extremely anxious patients or patient relatives (n=26),
problems related to the infrastructure of hospital (n=20),
thinking that the patient was not given enough attention
by physician, nurse, or staff (n=18), long waiting time
in the emergency room (N=18), and non-health-related
and unethical requests of the patients (n=15). Among the
reasons for emergency service presentation, falls came
first (N=36, 22.9%), followed by abdominal pain (=27,
17.2%), traffic accidents (n=25, 15.9%), sore throat
(n=18, 11.5%), syncope (n=11, 7.0%), dyspnea (n=9,
5.7%), chest pain (n=9, 5.7%), and other complaints
(n=22, 14.0%).

DISCUSSION

Violence toward healthcare workers has become an
increasingly serious public health problem worldwide."”’
The gravity of this issue was evidenced by a previous
study reporting that 97% and 92% of emergency service
workers were exposed to verbal and physical violence,
respectively, at least once in their lives. It has been
repeatedly found that these violent incidents can have
serious consequences, including death.™”

The causes of violence are multifaceted. From
the point of physicians, burnout syndrome, feeling
inadequate at their jobs, and treating patients as objects
will cause communication problems with patients and
their relatives, leading to violence. Furthermore, the
infrastructure problems of hospitals, such as limited staff
and security, overcrowded nature of emergency services,
long waiting time, and violation of privacy can be
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Figure 1. Distribution of violence by months.
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considered as systemic problems.

Patients being under the effect of alcohol or drugs,
personal armament, gang violence, low socio-economic
level, and the feeling that patients are kept waiting in
the emergency service for a long time and not receiving
enough attention are other important factors that play
a role in violent acts in the health field."""" In Western
societies, being under the influence of alcohol and drugs
has an important share in the violence that occurs in the
emergency service,””'” while in a study conducted in
Pakistan, the lack of education, overcrowded emergency
services, and insufficient security personnel are reported
to be the most common causes of violence.' In another
study, factors, such as long waiting time, dissatisfaction
with the treatment, and disagreement with physicians
were the main reasons identified."”’ In the current
study, the reasons for the violent behavior displayed
against emergency physicians were: the dissatisfaction
of the patients or their relatives with the examination
or treatment method, their feelings of extreme anxiety,
systemic problems related to the hospital infrastructure,
thinking that the patients were not given enough
attention, long waiting time, and non-health-related and
unethical demands of the patients or their relatives. In
Turkey, patients and their relatives usually present to
the ED with the prejudice that emergency physicians
are novices and inadequate. Thus, they try to guide
the emergency physician during the examination and
treatment process in accordance with their level of
knowledge and culture. This may be the reason why
dissatisfaction with treatment was the most common
reason behind the violent acts in this study. Because of
the cultural and religious characteristics of the place
where we conducted the study, violence due to alcohol
and drug use was low. Considering the rarity of these
cases, we deliberately excluded these incidents from the
current study.

Violence toward emergency service workers is
mostly verbal, and physical violence is less frequently
seen. However, many emergency physicians report to
have witnessed physical violence toward themselves or
another emergency worker throughout their careers. In
addition, it has been found that poor or no response to
verbal violence can lead to physical violence. Here, it is
important to consider that individuals exposed to verbal
violence are significantly affected in psychological
terms, and they need as much support as in victims of
physical violence.”'*"” In a study by Kowalenko et al,"
74.9% and 28.1% of the physicians reported verbal and
physical violence, respectively. In another study, 76.2%
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of the physicians described verbal violence and 24.1%
described physical violence.”” In the current study, 81.5%
of the violent incidents were verbal and 18.5% were
physical. Studies in the literature are generally in the
form of questionnaires, asking the physicians about the
violence to which they have been exposed. We expect to
have achieved more accurate results since the data were
obtained from the interviews with the perpetrators and
victims of emergency service violence immediately after
the act had taken place.

In this study, the most common reasons for the
patients’ presentation to the ED were falls, abdominal
pain, traffic accidents, and sore throat. Of the
cases investigated, 77.1% were discharged without
hospitalization, and 20.4% were hospitalized. In
studies revealing different patient profiles, the rate of
discharge from hospital was found to be 45%!"" and
35.3%."" Trauma cases have the highest mortality after
cardiovascular diseases and cancer,'” and emergency
services play an important role in the management of
fatal trauma cases, which is confirmed by the majority
of our violence cases being trauma-related. However,
the majority of our patients being discharged and 15.5%
having non-urgent complaints such as sore throat
indicate that most cases that led to violence were not life-
threatening or did not require hospitalization.

We determined that violence was mostly perpetrated
by young male patients and patient relatives. A patient
relative can be a parent, blood relation, or friend that
accompanies the patient to the emergency service.
In some cases, there may be more than one person
that wants to help the patient. This situation not only
increases the overcrowded nature of the emergency
service but also often leads to an increased rate of
violent incidents toward healthcare workers."*! Unlike
our results, James et al''" reported that the majority of
violent incidents (88.2%) were initiated by the patient
and only 11.8% by a patient companion. In another
study conducted in Turkey, similar to our results, 98%
of the people engaging in violence toward physicians
were found to be patient relatives, male, and aged 15-30
years.™ Furthermore, while studies conducted in Western
countries reported that female physicians were exposed
to more violence, studies in Eastern countries indicated
a higher incidence of violence toward male healthcare
workers.""* In our study, 62.4% of male doctors were
exposed to more violence. We consider this to be related
to the sociocultural structure of the study area, where
treats women with higher respect. Another reason may
be that the number of female physicians working in the
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emergency service was less than that of male physicians.

Although studies report different results, most violent
incidents occur in the afternoon and night shifts. In a
study by Kaeser et al,””’ 68% of the violent acts occurred
from 02:00 p.m. to 08:00 a.m."”! In another study, the
rate of violent incidents during the night shift (11:00
p.m. to 07:00 a.m.) was 51.8%. In contrast, Ferri et al'"’
found that 43% of violence occurred in the morning. In
our study, we observed 49.0% of violent behavior during
the 04:00 p.m. to 00:00 a.m. period. Since outpatient
clinics are closed for the majority of this period, there is
an increased demand for emergency services. Similarly,
the smaller number of doctors, nurses, and staff working
night shifts compared to daytime may cause an increase
in violence. In addition, concerning the time of a year,
we determined that violence mostly occurred in winter
months (December, January, and February). However,
we were not able to compare this finding because there
were no similar studies in the literature.

The prolonged stay in the ED may also cause
violence. Dawson et al''? reported that the duration
of emergency stay in cases of violence was longer
than that in normal patients (median, 655.5 minutes
vs. 376.0 minutes). In another study, it was found that
violent incidents occurred, on average, at the 109"
minute of the patients’ presentation to the emergency
service, and the mean duration of stay in the emergency
service was 302.5 minutes."® In our study, 60.5% of
violence occurred in the first 15 minutes of emergency
presentation, and the average waiting time of our cases
in the emergency service was 98.7 minutes. When
compared to the literature, the duration of stay in our
ED was shorter. This may be due to the fact that our ED
provides services to all patients with an open door policy.
There are a high number of non-urgent cases that receive
basic care such as prescriptions that should be seen in
outpatient clinics. We need to specify that the triage has
been performed by a nurse in our ED, but no patients are
returned by a triage nurse without a doctor examination
because of the health policy. The emergency physicians
do not oppose this situation and examine all patients to
avoid legal transactions.

Mirza et al* showed that from the perspective of
physicians, a lower level of education (52.5%) and
higher social status (41.0%) are factors that might lead to
violence. In a study comparing migrants of low-income
and high-income countries, it was found that the former
had a higher tendency to violence.””’ However, in the
current study, unlike the literature, violence was mostly
caused by individuals living in urban areas and having

middle-upper income levels (covered by SSI insurance).

Limitations

The main limitation of our study was the exclusion
of violent incidents involving emergency service
employees other than emergency physicians (e.g., nurses,
technicians, and security guards). In our experience,
the number of violent acts against these staff is actually
higher than that of physicians. However, most of these
incidents are not reported, and therefore we did not have
access to this information and we had to limit our data to
emergency physicians.

CONCLUSIONS

More than half of the violent incidents against
emergency physicians occur within the first 15 minutes
of presentation to the emergency service due to the
dissatisfaction of the patients/patient relatives with
examination or treatment and their feelings of extreme
anxiety. In addition, violent behavior is mostly displayed
by males and patient relatives, and during night shifts.
In light of these results, our first recommendation is
that the hospital management should take sufficient and
deterrent measures to ensure the safety of healthcare
workers. Secondly, from the moment of entry into
the emergency service, regardless of the complaint,
appropriate communication should be established
between the patients and the physicians, and the patients
should be adequately informed about the treatments
and interventions to be performed in order to prevent
possible acts of violence. Furthermore, problems related
to the infrastructure of hospitals, such as the shortage
of physicians and other healthcare personnel, should
be resolved by the management. For other frequently
encountered problems, such as patient requests for
unnecessary medical reports, informatory signs
explaining that such unethical requests are not granted
should be clearly displayed in various parts of the
emergency service.
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