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Background: Violence against health professionals is an increasing problem in Turkey. This study aims to
determine the societal perception of violence, experience of violence, and the intentions to use violence
against health professionals.
Methods: This descriptive study sample comprised 484 individuals. Data were collected by using the
“Descriptive Information Form” and “Intentions to Use Violence against Health Professionals Scale.”
Results: Of the participants, 8.3% used violence against health professionals. Most of the participants
(81.2%) stated that violence was not a solution, and 65.9% believed that health professionals did not
deserve violence. Past behavior of the participants was the most influential factor on the intention to use
violence (b ¼ .473, p ¼ 0.000).
Conclusions: More than half of the participants believed that health professionals did not deserve
violence and violence was not a solution. We found that intention to use violence was affected by past
experiences.
� 2021 Occupational Safety and Health Research Institute, Published by Elsevier Korea LLC. This is an

open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

Violence against health professionals is an increasing problem
in Turkey. A study in Turkey found that the incidence of violence in
the health sector increased from 28.4% in 2016 to 39.71% in 2018
[1]. As per the World Health Organization, violence includes
physical and verbal abuse, murder, and emotional, sexual, or racial
harassment. Workplace violence influences all employees from all
sectors, but the health sector is especially prone to high risk. The
joint report prepared by the World Health Organization, the In-
ternational Labor Organization, and the International Council of
Nurses, entitled “Workplace Violence in the Health Sector,” states
that violence in the health sector nearly comprises one-fourth of all
violence incidents at work [2].

Nurses are the health professionals who are under the highest
risk to experience violence and aggression of patients and their
families or friends [3e5]. The risk of violence against nurses is
relatively high because they constitute the majority of health pro-
fessionals, spend most of their time to provide direct health care to
patients, and are in close contact with the patient's relatives [3,6,7].
A systematic review of violence against health professionals in
Turkey found that health professionals mostly suffered from verbal
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abuse, which ranged between 46.7% and 100% in different studies,
and that nurses were the health professionals who experienced
violence the most [4]. The study of Çamcı and Kutlu [8] found that
72.6% of the participants working in the health sector suffered from
violence of any form in their entire working life and 72.4% experi-
enced violence in the last 12 months.

Results of experiencing violence for health professionals include
feelings of anger, fear, despair and abasement, physical and psy-
chological injuries that include alienation and even depression,
decrease in work motivation and health-care quality, and increase
in absenteeism [9e12]. Existing studies suggest that effective
management of the health institution, increasing the rights of
health professionals and punishment for violence against health
professionals, research to prevent health-care violence, and the
educating health professionals about risky situations and ways to
cope with violence risk may decrease the risk of health-care
violence [9,13]. To prevent violence against health professionals, a
unit, entitled “The White Code,” was established in Turkey in 2012.
“The White Code” helped health professionals to communicate
with police forces in case of threat, gain time for correct interven-
tion, prevent panic, and maintain safety [14]. Determining the in-
tentions to use violence is required for this unit to function
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effectively. The theory of planned behavior (TPB) is used in this
study to determine the intentions.

The TPB is one of the most popular behavioral approaches to
determine intentions [15]. Developed by Ajzen [16], the TPB is
based on the assumption that there are certain reasons behind
behaviors. Accordingly, people first think of the consequences of
their behaviors, thenmake a decision to reach their goal, and finally
implement their decisions. In other words, behaviors are conse-
quences of certain intentions. As per the TPB, intentions, rather
than attitudes, determine behaviors. Intentions comprise the
motivational factors influencing behaviors and reflect the extent to
which the individual is willing to perform a certain behavior. A
certain behavior will occur to the extent that the individual has
intentions to perform the behavior. Intentions are influenced by
three factors, namely, attitude toward behavior (ATB), subjective
norms (SNs), and perceived behavioral control (PBC). Attitudes are
the overall evaluations of the behaviors. SN refers to the perception
about the extent to which family and the social environment is
supportive to perform the behavior. Finally, PBC is the perception
about the degree of difficulty of the behavior [17e20]. In addition,
past behavior influences the intentions of the individual to perform
the behavior [18].

Effectiveness of the measures to prevent violence against health
professionals depends on the cooperation between policymakers,
health professionals, and societal actors [9,21]. However, studies on
health-care violence mostly dealt with perceptions of health pro-
fessionals, patients, and their relatives [10,12,13,21]. Attitudes of
society toward violence have not been thoroughly investigated to
date. This study aims to determine the perceptions about, experi-
ences with, and the intentions to use violence against health-care
professionals by the members of the Turkish society.
2. Materials and methods

This descriptive study was planned to determine the percep-
tions of the members of society about violence in the health sector,
their past behavior of violence against health professionals, and
their intentions to use violence. Data were collected from the
members of the society sitting in the city square.

Permission was obtained from the ethics committee for the
study. Individuals between the ages of 18 and 75 years, who resided
in Erbaa district of Tokat province of Turkey, constituted the uni-
verse of the study. The sample comprised 484 individuals sitting in
the city square, who visited the hospital as a patient or attendant in
the last one year.

The inclusion criteria were as follows:

� Participants aged 18e75 years
� Participants who are volunteering
� Participants who are not a health-care professional
� Participants who visited the hospital as a patient or attendant
in the last one year

� Participants who had no communication problems
� Participants not in the process of receiving health-related ed-
ucation (faculty of medicine, vocational health high schools,
nursing schools).

The exclusion criteria were as follows:

� Health professionals and students of any department related to
health

� Participants who hesitated to complete the questionnaire for
any reason

� Participants who failed to return the questionnaire
� Participants who failed to “perceive or understand” the ques-
tions in the questionnaire form

� Participants diagnosed with neuropsychiatric disorders.

Data were collected between January and February 2020 by
using the “Descriptive Information Form” and “Intentions to Use
Violence against Health Professionals Scale” (IUVHPS), which were
developed by researchers by using the relevant literature [9,22,23].

Descriptive information form was composed of 2 parts and 20
questions. The first part included eight questions on age, gender,
marital status, education, chronic diseases, health professionals in
the family, and hospital visit in the last 12 months. The second part
had 12 questions on the use, target and type of violence, depart-
ment that the incidence of violence took place, reason of using
violence, and other questions on violence against health
professionals.

The IUVHPS was developed by researchers by using the work of
Ajzen [24], entitled “Constructing a Theory of Planned Behavior
Questionnaire.” The scale had five subscales, including one item
(item 1) on the intention of participants to use violence, one item
(item 2) on their past behavior of violence, six items (items 3e8) on
the ATB, five items (items 9e13) on the SN, and two items (items
14e15) on the PBC factors of the TPB. Items were scored on a 5-
point Likert scale, ranging from 1 (strongly disagree) to 5
(strongly agree). Scores obtained from each subscale were calcu-
lated separately to obtain the total score. The average score for each
subscale was calculated by dividing the total score obtained from
the items of the scale by the number of items of the subscale. There
was no negative statement in the scale.

The number marked in the first item on the measurement of
general intention referred to behavioral intention. The score to be
obtained from subscales ranged between one and five. While
evaluating the scale, we used the calculation method mentioned
previously and searched for the impact of the factors that influ-
enced the intentions of the participants on behaviors. Higher scores
from the ATB, SN, PBC, and general intention subscales indicated
positive considerations about the behavior, higher environmental
pressure to perform the target behavior, higher control to perform
the behavior, and higher intentions to perform violence,
respectively.

2.1. Administration of data collection tools

Face-to-face interviews were conducted to administer the
questionnaires prepared by the researchers. Participants sitting in
the city square were asked to answer the questions, and the
questions were read to the participants if they had problems with
reading the questions. While answering the questions, the partic-
ipants were asked to consider not only their last hospital visit but
also their previous visits.

2.2. Data analysis

Data obtained were analyzed by using SPSS version 24 software.
Percentages, the chi-square test, and multiple regression analysis
were used for data analysis.

3. Results

Of the 484 participants, 50.6% were men, 65.5% did not work,
31.8% had a health professional in their families, 16.3% had chronic
diseases, and 5.6% had hypertension. We did not find a statistically
significant relationship between gender, marital status, health
professional in family, number of hospital visits, and the use of
violence (P > .05). On the other hand, unemployed participants and



Table 1
Sociodemographic variables

n % t p

Gender

Female 239 49.4 1.600 .110

Male 245 50.6

Marital status

Married 152 31.4 -1.760 .080

Single 332 68.6

Working status

Employed 167 34.5 -2.496 .013

Unemployed 317 65.5

Chronic disease

Yes 79 16.3 -2.589 .011

No 405 83.7

Health professionals in family

Yes 154 31.8 -.424 .671

No 330 68.2

t, independent samples t-test.

Table 3
Opinions on the use of violence against health professionals

n %

Opinions of participants about violence

Health professionals do not deserve violence 319 65.9

I do not believe that violence against health professionals
will solve problems

393 81.2

I think that no one deserves violence when I hear news
about murdered health professionals

260 53.7

I have no information about the punishment for people
using violence against health professionals

332 68.6

Violence against health professionals may be prevented 344 71.1

Reasons of use of violence*

Long waiting periods for examination 18 45.0

Me/my patient was insulted by health professionals 16 40.0

Inadequate time was spent for examination 7 17.5

Health professionals were not good-humored and polite 7 17.5

I was not sufficiently informed about myself or my patient 6 15.0

Physician did not take the patient's expectations and
demands about examination-prescription into
consideration

3 7.5

There was no room for me/my patient at the inpatient
treatment center

1 2.5

Causes of increase in violence in the health sector*
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participants without any chronic disease used violence more than
the other participants (P < .05) (Table 1).
Health professionals were not good-humored and polite 253 52.3

Patients and their relatives were impatient 233 48.1

Insufficient number of health professionals 190 39.2

Long waiting periods 190 39.2

Too much crowd in health center 169 34.9

News in media against health professionals 135 27.9

People using violence are uneducated 123 25.4

Health professionals are unsuccessful 60 12.3

Technical capabilities of health centers are insufficient 31 6.4

* Participants had more than one response.
3.1. Opinions about violence against health professionals

Of the participants, 8.3% stated that they used violence against
health professionals. Of the violence, 77.5% was verbal abuse, 47.5%
was against nurses, and 52.5% took place in polyclinics (Table 2).

Of the participants, 65.9% stated that health professionals did
not deserve violence, 81.2% expressed that violence was not a so-
lution for problems, 68.6% had no information on the punishment
of violence against health professionals, and 71.1% believed that
incidences of violence might be prevented. Long waiting periods
(45%) and being insulted by nurses (40%) were expressed as the
main reasons of violence against health professionals. Regarding
the question on the reasons of the increase in violence, 52.3% of the
participants stated that health professionals were not good hu-
mored and polite, 48.1% explained with reference to the impatience
Table 2
Characteristics of violence against health professionals

n %

Violence against health professionals

Yes 40 8.3

No 444 91.7

Unit of violence applied

Emergency care 16 40.0

Polyclinic 21 52.5

Inpatient service 2 5.0

Intensive care service 1 2.5

Against whom was violence used

Myself 22 55.0

My patient 18 45.0

Types of violence committed

Verbal abuse 31 77.5

Physical 6 15.0

Psychological 3 7.5

Health-care staff subjected to violence

Doctor 9 22.5

Nurse 19 47.5

Medical secretary 10 25.0

Assistant medical staff 2 5.0
of the patients and relatives, and 39.2% pointed out the insuffi-
ciency of health professionals and long waiting periods (Table 3).

3.2. Intentions about using violence against health professionals

Table 4 shows the average scores obtained from the subscales of
the IUVHPS. The average scores obtained from the general inten-
tion, past behavior, ATB, SN, and PBC were 4.55 � 0.92, 4.59 � 0.92,
3.27 � 0.57, 3.83 � 0.84, and 4.00 � 1.05, respectively. Table 4
demonstrates that the participants' mean score of using violence
in the past was quite high and that they had high levels of intention
to use violence and low positive attitudes toward violent behavior.
Besides, the participants' intentions to use violence were not
affected by their environment, and their perception of control to
use violence was high (Table 4).

We conducted multiple linear regression to find out the factors
that influenced the intention to use violence and found that the
predictability of the model was high (R2 ¼ 0.43, p < .001). Past
Table 4
Average scores from the subscales of the IUVHPS

IUVHPS subscales n Minimum Maximum Mean Standard deviation

Intention 484 1 5 4.55 0.92

Past behaviour 484 1 5 4.59 0.92

ATB 484 1 5 3.27 0.57

SN 484 1 5 3.83 0.84

PBC 484 1 5 4.00 1.05

ATB, attitude toward behavior; IUVHPS, Intentions to Use Violence against Health
Professionals Scale; PBC, perceived behavioral control; SN, subjective norm.
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behavior, ATB, SN, and PBC were influential over the intention to
use violence (p < .05), and past behavior was the main factor with
the highest level of influence (b ¼ .473, p < .001) (Fig. 1).
4. Discussion

Violence is one of the most negative developments in the pro-
fessional life of health professionals and one of the most important
problems in today's Turkey. The solution to this problem requires
the analysis of the reasons of violence against health professionals,
opinions of the society on violence, the intentions to use violence
against health professionals, and the factors that influence such
intentions. Most of the studies on violence in the health sector
analyzed the issue from the perspective of health professionals
[12,25e38], whereas a limited number of studies dealt with the
opinions and attitudes of the patients, their relatives, and the so-
ciety in general in the hospital [9,14,22,23,39e41]. Our study dealt
with the attitudes of the society toward the violence against health
professionals, intentions to use violence, and the factors influ-
encing this intention. The participants considered violence against
health professionals as a negative event and supported preventive
and punitive measures against violence in the health sector.

Works in the literature found emergency units as the
department where incidences of violence mostly occurred because
these departments are overcrowded [21,36,40e46]. Unlike these
findings, this study showed that polyclinics were the places where
incidences of violence mostly occurred. This difference may stem
from the fact that patients and their relatives are exposed to long
waiting periods in polyclinics. Thus, 45% of the participants of our
study related violence in the health sector to long waiting periods
for examination.

Violence against health professionals in this study is 8.3%. This
was similar to the findings of Takak and Artantaş [22], which was
12.3%. The rate of violence (and verbal abuse) toward health-care
staff was lower than that found in many previous studies. Exist-
ing studies found that verbal abuse was the main type of violence,
with a percentage ranging between 29% and 100% [21,39,46,47]. In
the study by Takak and Arslantaş [22], verbal abuse was not
considered violence and was believed to have less punishment by
the members of society, so it was a more common type of violence.
Low incidence of use of violence against health professionals in our
Fig. 1. Multiple linear regression of factors affecting the IUVHPS. ATB, attitude toward b
perceived behavioral control; SN, subjective norm.
study may be related to the fact that data were collected by using
face-to-face interviews so that the participants may have been
reluctant to express their experiences about the use of violence.
Another reason may be that the data were collected from people in
the city square. In other studies, data were collected from in-
dividuals in a hospital setting. It is thought that being in a hospital
environment has an effect on the rate of violence.

We also found that more than half of the participants did not
have any information on the punishment of violence against health
professionals. As per the law in Turkey, “A personwho uses violence
and threat against a public official to prevent him from performing
his duty is punished with imprisonment from six months to three
years” [48]. To date, no research has been conducted to examine
this issue among the public in Turkey. This finding points to the
public's lack of knowledge with regard to the law and punishment
of those who act violently against health staff and may indicate the
need for more focused efforts by the health and judicial systems to
inform the public for the purpose of deterrence. Based on these
findings, we may suggest that participants used verbal abuse
because they did not consider it a type of violence and were not
aware of the fact that they may be punished for verbal abuse.

We may group the reasons of violence against health pro-
fessionals into three factors, namely, “factors about the health-care
system,” factors about patients and relatives,” and “factors about
healthcare professionals.” These three factors can be inferred from
the statements of both the health professionals and the patients
and their relatives in the literature [9,12,21e23,25e30,32,33,35e
37,39e41]. Similar to other studies, we found that long waiting
periods for examination and being insulted by health professionals
were the main reasons of using violence against health pro-
fessionals [9,21e23,39,41,47,49,50].

The participants in our study explained using violence against
health profession with reference to not-good-humored and not-
polite health professionals, impatience of patients and their rela-
tives, and long waiting periods. Other studies had similar findings
[9,12,21e23,25e30,32,33,35e37,39e41]. These stated reasons of
violence against health professions are common in various studies
on the source of problem, problems of the health system, and the
negative attitudes of both health professionals and patients.

Past behavior of violence is one of the factors that have been
cited with the potential to increase the use of violence [7]. Our
ehavior; IUVHPS, Intentions to Use Violence against Health Professionals Scale; PBC,
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study found that past behavior with an average score of 4.59� 0.91
was the most influential factor on the intention to use violence
against health professionals. This finding indicates that people with
past behavior of violence may be inclined to use violence in future.

Individuals are more motivated to use violence when they
believe that the benefits to be gained from using violence are
higher [9]. Our study evaluated the societal attitude toward the
behavior of violence against health profession by using the ATB
subscale of the IUVHPS and found an average score of 3.27 � 0.56
for the subscale. This finding shows that the participants had a
negative attitude toward violence against health professionals. In
addition, we may conclude that the society has a negative attitude
toward violence because most of the participants stated that
violence was not a solution and expressed their sorrow for the
murder of health professionals.

Opinions of other people, including family and people with the
same disease, or media are factors that influence the individual to
perform the targeted behavior. In our study, the SN subscale of the
IUVHPS, which evaluated the impact of the social environment on
the use of violence, was an influential factor. This finding indicates
the impact of other people on targeted behavior. When the ques-
tion “Did you witness violence against health professionals” rather
than the question “Did you use violence against health profes-
sional”was asked, positive responses increased significantly (32.7%
to 59.5%) [9,41,47]. These findings indicate that individuals, who are
influenced by the society, refrain from the reactions of other people
when deciding to use violence.

The PBC dimension indicates the perceived control level of using
violence. In our study, PBC, which had an average score of
4.00 � 1.04, was the second most important factor determining the
intentions to use violence. Statements of the participants that
health professionals did not deserve violence and that violence
could be preventedmay be considered as supportive to this finding.
Opinions of the participants of our study that violence is an unjust
and preventable action are parallel with the findings in the litera-
ture [9,21,39,41,41,47].
5. Conclusion

Our study is one of the few studies that analyze violence against
health professionals from the perspective of the society. Violence in
the health sector is a global problem that requires to be solved.
Based on our findings, we may conclude that the Turkish society
has a negative attitude toward the use of violence against health
professionals, believes that violence may be prevented, and does
not consider violence a method to claim rights. We also found that
systematic factors were reasons behind the use of violence and
people who used violence in the past were more likely to use in
future.

Based on the findings in the literature and our study, we may
suggest that action plans should be developed for emergency units
and polyclinics, which are the places where incidences of violence
are more likely to occur. Special attention should be paid for the
design, organization, and management of these places. Appoint-
ment systems should be reinforced, the number of maximum pa-
tients to be examined by physicians should be reconsidered by
taking the time necessary for examination of patients, and the
number of health professionals working at crowded departments
should be increased. An insufficient number of health professionals
leads to a higher workload and consequent exhaustion of health
professionals, which, in turn, results in negative communication
between health professionals and patients. Owing to this reason,
work plans of health professionals should be reconsidered by
managers of health institutions to decrease violence.
Consideration of violence as a negative phenomenon is not
sufficient to prevent violence in the health sector. Owing to this
reason, a clear definition of violence against health professionals
should be provided, and the society should be informed about the
punishments against violence in the health sector. Posters that
inform masses about the punishment against violence should
appear in the entrance of hospitals and other public areas. In-
cidences of violence against health professionals that occur in the
region should be shared with the public to serve as an example.

Because we found that the social environment is an influential
factor over the intentions to use violence, news agencies, which
have a considerable impact on the intentions to use violence,
should be more sensitive about the news against health pro-
fessionals and be punished in case of violating the dignity of the
profession. Media should also inform citizens about the punish-
ments for violence against health professionals, especially during
the prime time. In addition, it is thought that reducing the number
of patients per nurse and shortening the waiting period will be
effective in decreasing violence incidents.

This study showed that intentions to use violence may be
revealed and determining the intentions may be used to empower
health professionals against peoplewith high risk of using violence.
Our findings may be used in nursing education and clinical care to
improve patientenurse communication, measure the intentions to
use violence, determine the reasons behind the use of violence, and
take necessary measures to prevent it. Nurses, who are in close
contact with patients, should lead the struggle against the use of
violence in the health sector and force policymakers to develop and
implement strategies and policies against violence.
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