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Abstract
Violence in the workplace is an increasing occupational health concern 
worldwide. Health care workers are at high risk of assault. To develop, 
monitor, and manage prevention policies, baseline data should be available. 
This cross-sectional study was designed to determine the current extent of 
workplace violence nationwide in Turkey. The study population of 12.944 
health care workers was a stratified sample of all health care workers 
(612,639) in the country. A probabilistic sampling was made on the basis 
of the “multistage stratified random cluster sampling method.” This study 
was conducted by a structured questionnaire in a face-to-face interview. 
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The questionnaire items were adapted and translated into Turkish based on 
questionnaires of International Labor Organization, International Council of 
Nurses, World Health Organization, and Public Services International. The 
percentage of health care workers who experienced workplace violence in 
Turkey in the previous 12 months was 44.7%. The types of violence included 
physical 6.8%, verbal 43.2%, mobbing (bullying) 2.4%, and sexual harassment 
1%. Multivariate analysis showed that level of health care system, type of 
institution, gender, occupation, age, working hours, and shift work were 
independent risk factors for experiencing workplace violence (p < .05). Our 
study indicates that the workplace violence among health care workers is a 
significant problem. The results of the study can serve as the basis for future 
analytical studies and for development of appropriate prevention efforts.

Keywords
workplace violence, health care workers, Turkey

Introduction

Violence in the workplace is an increasing global concern (Beech & Leather, 
2006; Cooper & Swanson, 2002). Health care workers are at high risk in terms 
of workplace violence. More than half of health care workers are exposed to 
some type of violence, such as verbal abuse, during their careers (International 
Labor Organization [ILO], International Council of Nurses [ICN], World Health 
Organization [WHO], & Public Services International [PSI], 2005). Health care 
providers need to maintain a close and supportive relationship with patients and 
their families, particularly under unfavorable and stressful conditions. Patients 
may be aggressive due to their medical conditions or medications that they are 
on (Beech & Leather, 2006; WorkSafeBC, 2005). Moreover, tight security mea-
sures are not welcome in health care or social service settings (Calnan, Kelloway, 
& Dupre, 2012). A visible security presence to protect health care workers cre-
ates a barrier between health care workers, patients, and patients’ families. 
Absence of security increases the risk for health care workers.

Violence in health care institutions poses an ongoing risk for both employ-
ees and the mission of the health care workplace (Baron & Neuman, 1998; 
LeBlanc & Kelloway, 2002). Any workplace violence has negative effects on 
victims’ physiological and/or psychological well-being (Chappell & Di 
Martino, 2000; Flannery, Hanson, & Penk, 1995; Leather, Beale, Lawrence, 
& Dickson, 1997; Leather, Lawrence, Beale, Cox, & Dickson, 1998; Wykes 
& Whittington, 1994). Moreover, workplace violence may affect victims’ 
careers in a negative way (Flannery et al., 1995). Violence in the workplace 
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causes considerable financial and productivity losses (Chappell & Di Martino, 
2000). Therefore, workplace violence is an important primary public health 
as well as a health services management problem (WHO, 1995).

Estimates of the frequency of workplace violence incidents vary due to the 
lack of both consistent and compatible definitions and standard measurement 
methods (Bowie, 2000; Brady & Dickson, 1999). However, the number of 
incidents officially recorded is known to be considerably lower than the real 
number (Beech & Leather, 2006).

In 2002, the ILO, ICN, WHO, and PSI conducted several studies in numer-
ous countries involving health care providers. Among the studies, the most 
frequent types of violence in the reporting countries were physical violence 
in South Africa (17%), verbal abuse in Australia (67%), mobbing (bullying) 
in Bulgaria (30.9%), and sexual harassment in Brazil (5.7%; Di Martino, 
2002).

There is no comprehensive study searching workplace violence in the 
health sector in Turkey. This study was an effort to determine the real extent 
of workplace violence occurring in different “health regions” nationwide in 
Turkey; the study gathered information about the type, level, and structure of 
the violent incidents to collect data to serve as the baseline in formulating 
policies and regulations for violence prevention.

Materials and Method

The study was cross-sectional in design and involved all health care workers 
in Turkey as the health care worker universe. The sampling frame therefore 
consisted of 612,639 health care workers who were working in primary, sec-
ondary, and tertiary health care institutions of the Republic of Turkey.

Health care workers were classified into nine occupational groups using 
International Standard Classification of Occupations (ISCO-08) with few 
modifications (International Standard Classification of Occupations: 
International Labor Organization [ILO], 2012). These groups were called (a) 
physician, dentist; (b) nurse, midwife; (c) therapist, pharmacist, psychologist, 
dietitian, audiologist, speech therapist, social worker; (d) health officer; (e) 
ambulance and emergency medical services worker; (f) laboratory, radiology, 
sterilization technicians; (g) security staff; (h) administrative staff; and (i) 
support services, janitor, kitchen staff, maintenance staff, receptionist.

Sampling Design

The sample size was calculated to provide reliable estimates for the whole 
country and each of the 22 health administrative regions that was determined 
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by the Ministry of Health of the Republic of Turkey. A probabilistic sampling 
was made on the basis of the “multistage stratified cluster sampling method.” 
The sample selection was undertaken in two stages. The first stage of selection 
included random selection of health care institutions as a “primary sampling 
unit.” A complete list of health care institution, based on Ministry of Health of 
Turkey data, created a total of 508 primary care and 144 secondary and tertiary 
care institutions that were selected randomly. In the second stage, the health 
care workers, who participated in the study, were selected from these institu-
tions by simple random sampling method. MS Excel was used to generate 
random numbers in the sampling. The final sample consisted of 14,451 staff.

Inclusion and Exclusion Criteria

Health care staff who had been working at least 12 months at the institution 
were eligible for inclusion in the study. Health care workers who worked in 
private physician offices and private pharmacies were excluded to avoid 
duplications, and military health care institutions were excluded as well. The 
participants who were not present at their workplace for interview on any of 
the three visits, for any reason, were considered to be “missing” and excluded 
from the study.

Questionnaire

The survey was prepared based on “Workplace Violence in the Health Sector 
Country Case Studies Research Instruments-Survey Questionnaire, Geneva 
2003,” which was developed by ILO/ICN/WHO/PSI; ILO, ICN, WHO, & 
PSI, 2003).

The questionnaire included 130 items to identify socio-demographic char-
acteristics of participants, features of workplaces, details of violent types 
(psychological violence [verbal abuse, mobbing/bullying, and sexual harass-
ment] and physical violence) and experience. The participants were asked 
about the last violent events in their previous 12 months, and they were asked 
to elaborate on the details of the violence. The details of violence were char-
acterized into four sections.

Bullying/mobbing is described as “repeated and over time offensive 
behaviour through vindictive, cruel, or malicious attempts to humiliate or 
undermine an individual or groups of employees” by ILO/ICN/WHO/PSI. 
WHO generally uses of the mobbing term; thus, we have preferred to use the 
“Mobbing” instead of “Bullying.” Because mobbing is a complex concept, 
detailed questions were added that ask about frequency (at least once a week) 
and duration (at least 6 months) of hostile behavior to identify whether the 
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incident is real mobbing or something else, according to principles set by 
Leymann (Leymann, 1996).

All participants were informed that participation to the survey was volun-
tary. To avoid coercion, the survey was conducted in locations in which pri-
vacy was established. The survey was conducted by face-to-face interviews.

The research was conducted in compliance with the Decision No. 11, 
which was issued by Kirikkale University Clinical Research Ethics 
Committee, dated June 29, 2012 and in Session 12-08.

Statistical Analysis

The statistical analyses were performed by SPSS for Windows version 21.0 by 
using complex samples modules. Weights were calculated by using p1 (prob-
ability of selecting institute in the stratum), p2 (probability of selecting health 
care staff in institute), and non-response rate of stratum (NRR). Frequencies 
were calculated according to multistage samplings. To calculate sample errors, 
“Taylor Linearization method” was used. Frequencies, percentages, and 95% 
confidence intervals were calculated. Chi-square test was applied to evaluate 
the relationship between demographic variables and exposure of any kind of 
workplace violence and Cramer’s V was calculated as an effect size measure 
(Cohen, 1988). Multiple logistic regression analysis was used to determine the 
risk factors of exposing any kind of violence in workplace in the previous 12 
months. The variables whose significance level was less than .20 (occupation, 
level of health care system, type of institution, gender, occupation, age, length 
of professional experience, education, shift working, working between 18:00 
and 07:00 hr, working alone) were included as possible risk factors in multiple 
logistic regression model (Daniel & Cross, 2013; Field, 2009).

The study was conducted between September 2012 and March 2013. A total 
of 12,944 survey interviews were conducted nationwide, and the response rate 
was 89.6%; 1,507 individuals did not respond for various reasons, 54% in pri-
mary health care (815 individuals) and 46% in secondary and tertiary health 
care (692 individuals). The rates of participants from the primary, secondary, 
and tertiary health care systems were 28.9%, 44.1%, and 27%, respectively.

Results

The mean age of the participants was 36.3 ± 9.2 years (min = 18; max = 80); 
and 40.4% of the participants were male and 59.6% were female. Medical 
doctors and nursing/midwifery professionals constituted the 59.6% of the 
participants and the other health care workers constituted the rest (40.4%). 
Characteristics of the participants are summarized in Table 1.
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Table 1.  Demographic Data of the Participants and Their Distribution by Each 
Category.

Variables Number Percent

Level of health care system
  Primary 3,734 28.9
  Secondary 5,710 44.1
  Tertiary 3,500 27
Gender
  Male 5,221 40.4
  Female 7,713 59.6
Age
  29 and younger 3,386 26.3
  30-39 years 5,045 39.2
  40-49 years 3,261 25.3
  50 and older 1,181 9.2
Education
  Primary school 695 5.4
  High school 2,617 20.3
  University 6,958 53.9
  Master’s/doctorate/specialist in medicine or higher 2,613 20.3
Occupation
  Physician, dentist 3,377 26.1
  Nurse, midwife 4,343 33.5
  Therapist, pharmacist, psychologist, dietitian, audiologist, 
speech therapist, social worker

190 1.5

  Health officers 765 5.9
  Ambulance, emergency medical services workers 309 2.4
  Laboratory/radiology/sterilization technicians 1,306 10.1
  Security staff 58 0.4
  Administrative staff 1,371 10.6
  Support services, janitor, kitchen staff, maintenance staff, 

receptionist
1,224 9.5

Total 12,944 100

Nearly half of the health care workers (44.7%) had experienced violent 
behavior in the previous 12 months. Violence types were physical 6.8% (95% 
CI [6.1,7.5]), verbal 43.2% (95% CI [41.8,44.7]), mobbing 2.4% (95% CI 
[1.9,2.9]), sexual harassment 1% (95% CI [0.7,1.3]), and any type of violence 
44.7% (95% CI [43.2,46.2). See Table 2.

We observed that 39.5% of male and 48.2% of female health care workers 
reported any type of workplace violence in the previous 12 months, so female 
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health care workers reported more violence than males (p = .000). Violence in 
the public sector was much higher (47.8%) than in the private sector (27.6%, 
p = .000). The details of univariate analysis to identify the factors for risk of 
any type of violence in the previous 12 months is summarized in Table 2.

Among the factors, level of health care system, type of institution, gender, 
occupation, age, working between 18:00 and 07:00 hr, and shift working 
were independent risk factors for experiencing workplace violence (Table 3). 
Physicians and dentists were exposed to violence 3.2 times (95% CI 
[2.16,4.67]) more frequently than support service workers. Similarly, nurses/
midwives and health officers were exposed to violence 1.7 times (95% CI 
[1.19,2.45]) more frequently than support service workers.

The risk of violence was 2.4 times higher among younger people (≤29 
years). Education levels, length of experience, and working alone were not 
significant in multivariate analysis.

Physical violence was mostly perpetrated by the relatives of patients 
(45.7%), followed by patients themselves acting together with their relatives 
(30%), and by patients acting alone (23.6%). Other perpetrators who per-
formed physical attacks included colleagues (4.9%), administrators (2.4%), 
and the general public (2%).

Verbal violence was mostly done by relatives of patients (71.1%) and 
patients themselves (34.3%). Other groups who abused verbally were col-
leagues (8.6%), administrators (4.9%), and the general public (1.9%). Victims 
reported that 65.3% of the victims were mobbed by their superiors, 31.9% by 
colleagues, and 14.4% by subordinates. 38.2% of sexual harassment was per-
formed by patients.

The study concluded that 38.2% of the sexual harassment was performed 
by patients, 36% by patients’ relatives, 30.8% by colleagues, 1.6% by admin-
istrators, and 5.9% by the general public.

Victims of physical violence reported that 77.5% of the aggressors were 
male, 13.3% were female, and 9.2% were of both male and female genders 
involved in attacks. Frequency of verbal abuse performed by male (72.6%), 
female (18%), and both genders (9.4%) were reported. Among the aggressors, 
49% were male, 41.3% were female, and 9.7% were both genders; sexual 
harassment was performed by male (78.5%) and female (21.5%) aggressors.

We tried to analyze how many relatives accompanied the patients on aver-
age (Table 2). The more relatives that come with patients, the more frequently 
violence incidents occur (p < .001). However, responses to this question were 
often incomplete: 9,508 participants (73.5%) responded and 3436 partici-
pants (26.5%) did not. Among the respondents, 3299 (25.5%) participants 
declared that they did not have any direct contact with the patients and among 
them nobody responded to this question as expected.
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Table 3.  Results of Multiple Logistic Regression to Determine Risk Factors of Any 
Type of Workplace Violence in the Previous 12 Months.

Variables OR

95% CI

pLower Upper

(Intercept) 1.00 .000
Gender (female) 1.24 1.06 1.47 .010
Level of health care system (2-3 level) 1.39 1.23 1.58 .000
Shift working 1.26 1.06 1.50 .009
Working between 18:00 and 07:00 hr 1.43 1.21 1.68 .000
Age .000
  ≤29 year 2.36 1.57 3.54  
  30-39 year 1.56 1.11 2.20  
  40-49 year 1.36 1.02 1.81  
  50+ year 1.00  
Length of experience .058
  1-4 years 1.04 0.74 1.45  
  5-9 years 1.25 0.93 1.67  
  10-14 years 1.38 1.04 1.82  
  15-19 years 1.28 1.00 1.64  
  20+ years 1.00  
Education level .154
  Primary 1.00  
  High school 1.64 1.07 2.52  
  University 1.54 0.99 2.40  
  Master/doctorate/specialist in medicine 1.50 0.92 2.46  
Occupation 0
  Physician, dentist 3.18 2.16 4.67  
  Nurse, midwife 1.71 1.19 2.45  
  Therapist, pharmacist, psychologist, dietitian, 
audiologist, speech therapist, social worker

1.07 0.58 1.96  

  Health officer 1.69 1.11 2.56  
  Ambulance/emergency medical services 
worker

1.65 0.96 2.82  

  Laboratory/radiology/sterilization technicians 1.11 0.76 1.62  
  Security staff 1.54 0.62 3.79  
  Administrative staff 1.45 1 2.20  
  Support services, orderlies/janitor, kitchen 

staff, maintenance staff, receptionist
1  

Type of institution 2.23 1.78 2.80 0
Working alone 1.06 0.80 1.40 .696

Note. CI = confidence interval.
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Participants were also asked if they have ever been exposed to any kind of 
violence in their workplace throughout their entire career except the previous 
12 months, without requesting detailed information. Among those who 
responded, 52.3% had experienced at least one type of workplace violence 
over their entire careers. Violence types were physical 10.4%, verbal 48.2%, 
mobbing 15%, and sexual harassment 1.6%. There was also significant dif-
ference among the occupations according to frequency of violence (p < .001). 
It was observed that 70.2% of the physicians and dentists, 57.4% of the nurs-
ing and midwifery professionals reported that they had experienced at least 
one type of workplace violence during their career. Females (54.3%) experi-
enced more violence than males (49.4%; p = .002).

Discussion

This national study is the largest and the most comprehensive study on work-
place violence in Turkey and provides reliable estimates for the country as a 
whole and its regions. The dimensions of violent incidents experienced by 
health care workers as well as violence types, incident frequencies, and their 
distribution by professions and socio-demographic characteristics were 
determined. In our study, the incident of workplace violence was 44.7% in 
the previous 12 months. ILO/ICN/WHO/PSI conducted similar studies in 7 
countries (Brazil, Bulgaria, Lebanon, Portugal, Thailand, South Africa, and 
Australia) involving all health care providers, using similar instruments. A 
majority of health care workers were found to have experienced at least one 
incident of physical or psychological violence in the previous year: 75.8% in 
Bulgaria, 67.2% in Australia, 61% in South Africa, 60% in a health center 
and 37% in a hospital in Portugal, 54% in Thailand, and 46.7% in Brazil (Di 
Martino, 2002). Frequency of violence looks quite high in all studied coun-
tries and our results from Turkey look particularly similar to Brazil.

The most prevalent type of violence is verbal (43.2%) in our study. Several 
other studies also reported that health care workers most frequently were 
exposed to verbal abuse (Di Martino, 2002; Fujita et al., 2012; Hills, Joyce, 
& Humphreys, 2012; Winstanley & Whittington, 2004). Verbal abuse was 
reported to be 70.6% in Australia among physicians (Hills et al., 2012), 68% 
in England (Winstanley & Whittington, 2004), and 29.8% in Japan (Fujita  
et al., 2012) among all health care workers. In ILO/ICN/WHO/PSI studies, in 
all countries, the most frequent violence type was verbal. Frequency of verbal 
abuse was between 67% and 37.2% in these countries within the previous 
year (Di Martino, 2002).

Our study revealed 6.8% physical violence is in our study cohort. The 
physical violence was 27% in England (Winstanley & Whittington, 2004), 
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32.3% in Australia (Hills et al., 2012), and 15.9% in Japan (Fujita et al., 
2012). ILO/ICN/WHO/PSI studies reported the incidents of physical vio-
lence between 2.6% (Portugal) and 17% (South Africa) in 7 countries. 
Physical violence in Turkey is similar to Brazil (6.4%), Lebanon (5.8%), and 
Bulgaria (7.5%; Di Martino, 2002).

This study yielded 2.4% of participants that were complained of mobbing 
in the previous 12 months. ILO/ICN/WHO/PSI studies reported the fre-
quency of mobbing between 10.5% and 30.9% in studied countries. Our 
result looks to be significantly lower than the previous studies, but we are not 
confident that this result represents a real difference. The ILO/ICN/WHO/
PSI studies gave a short definition of mobbing at the beginning of the inter-
view. We think that the practice of providing a brief definition of mobbing to 
guide questionnaire completion may lead to misunderstandings when used 
alone, without confirmation that the subject understood the meaning. To 
avoid such misunderstandings, we included detailed definition of mobbing 
and some additional questions such as frequency and duration of maltreat-
ment in our questionnaire. We believe that our survey captured the extent of 
mobbing more accurately.

Sexual harassment was the least commonly seen type of violence (1%) in 
our study and compares with 9.9% in Japan. Comparative ILO/ICN/WHO/
PSI studies revealed sexual harassment between 1.9% and 5.7% over the 
previous 12 months. The differences among the studies might be due to dif-
ferences in perception of sexual harassment among communities. There may 
be more obstacles to reporting sexual harassment in Eastern cultures, particu-
larly by women. This may lead to underestimating sexual harassment. 
However, to capture as accurate information as possible, a detailed definition 
and types of sexual harassment were provided in the beginning of the rele-
vant section in our study survey.

Direct comparison of studies may lead misinterpretations due to different 
study methods, differences in the populations studied, sampling design, and 
definitions of violence. In the literature, some studies focus solely on nurses 
(Estryn-Behar et al., 2008; Gerberich et al., 2004) or physicians (Hills et al., 
2012; Perrone, 1999). Furthermore, some studies refer only to patients’ and 
visitors’ aggressive behavior and fail to consider worker-on-worker violence 
(Hahn et al., 2010). ILO/ICN/WHO/PSI studies are more comparable with 
our study because we used the same definitions of violence, similar question-
naire and study design. However, these studies were not comprehensive in 
representing all health care workers, as ours did (Di Martino, 2002).

Further analysis of our data showed that the level of health care sys-
tem, type of institution, gender, occupation, age, working hours, and shift 
working were independent risk factors for experiencing workplace 
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violence in the multiple logistic regression model. Although there were 
statistical significances, we determined the weak relationship between 
independent variables and exposure to workplace violence because of the 
small effect size.

Physicians and dentists were the highest risk group for workplace vio-
lence. Most of the previous studies reported that nurses are the highest risk 
group for violence (Estryn-Behar et al., 2008; Gerberich et al., 2004; 
Winstanley & Whittington, 2004). In our study, nurses ranked the second 
highest risk group. One reason might be that the people perceive physicians 
and dentists as the front line, or primary representative, of all health services 
and the entire health care system in Turkey. People often ask them to handle 
difficulties in managing the health care system that are outside the scope of 
their duties.

Being female, short length of experience (1-4 years), younger age (≤29 
years), and working between 18:00 and 07:00 hr were risk factors for 
exposure to violence in workplace. Being female was reported to be a risk 
factor for violence in health care settings (Arnetz, 1998). Inexperienced 
personnel are reported to be exposed to more workplace violence as it is 
the case in our study. This might be as a result of the staffs’ poor commu-
nication skills that increase patients’ dissatisfaction and level of disap-
pointment (ILO, 1998). Coping with difficult patients is a very hard duty 
for health care workers, especially for inexperienced workers, so the man-
agement should provide special training against difficult patients and 
relatives. Those working late at night and early in the morning are at risk 
of violence (ILO, 1998; LeBlanc & Kelloway, 2002). Higher education 
level and working alone are important risk factors in univariate analysis 
in our study, but they lost their significance in multivariate analysis. 
However, lower education level has been reported in previous studies to 
be an important risk factor for violence, in contrary to our study 
(Whittington & Wykes, 1996). Working alone has been shown to increase 
the risk of workplace violence in previous studies (LeBlanc & Kelloway, 
2002).

In our study, 52.3% of the participants experienced at least one type of 
workplace violence over their entire careers. All kinds of violence were rela-
tively higher in the entire career. In all, 80.5% of victims exposed to violence 
in the previous 12 months have been exposed to violence, at least once, in 
their entire career. We think that recent exposure to violence may be biased 
by easer recall.

We also noticed that frequencies of mobbing events over an entire career 
were greater than the period prevalence of events as the previous 12 months 
might seem to suggest. This could be explained by several reasons. In the 
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definition of mobbing by Leymann that has been used, hostile behavior 
should last more than 6 months, it is hard to identify the violence in previ-
ous 12 months and reasonable to detect it in entire career time. Another 
reason is recall bias. Although people tend to forget other violent events in 
the past, they recall the mobbing more (Flannery et al., 1995; Leymann, 
1996). Moreover, people who were victims and also those identified as the 
aggressors may be more likely to have been relocated, promoted, or left 
their job.

In our cohort, perpetrators of violent events were mostly male and rela-
tives of patients, as previous studies. However, patients themselves were the 
most common group performing the act of violence in these studies (Gerberich 
et al., 2004; WorkSafeBC, 2005). However, the number of accompanying 
relatives with the patient is directly proportional with violence incidents. In 
the Turkish culture, patients tend to accompany their relatives to health care 
institutions as a demonstration of support, respect, love, and concern. These 
companions usually interact on their own initiative with health care workers 
and often (it is probably fair to say usually) try to get information about the 
patient from health care workers, who do not have unlimited time to provide 
details. This can cause communication problems and conflicts. It is therefore 
not surprising that the more relatives accompany the patient, the more fre-
quent violent incidents would occur.

The present study was conducted on the sample of professional groups 
that represent the whole country and nearly all types of health care workers. 
However, it is limited in certain sectors of health care because it did not 
include military hospital workers, private physicians’ offices, and pharma-
cies. Our study is a cross-sectional study, with the usual limitations of inac-
curate recall of past events and of possible contamination by current events. 
It was also relied on self-reported measurements and was therefore limited to 
perceptions of abuse from a worker’s perspective.

Conclusion

Our study demonstrates that the workplace violence targeting health care 
workers is a significant public health problem in Turkey. The results of the 
study may serve as the basis for future analytical studies and the basis for 
development of appropriate prevention and control efforts. Although it may 
be impossible to prevent workplace violence completely, comprehensive and 
analytical preventive programs to tackle the issue via a multi-dimensional 
approach, such as social, cultural, environmental, political, institutional, 
organizational, and individual aspects, may decrease the number of violent 
incidents as well as their severity.
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