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Abstract: 	 Workplace violence in healthcare organizations is a significant global occupational 
health problem, and nurses are the occupational group at greatest risk.  This descriptive research 
examined the prevalence of workplace violence and risk factors among registered nurses working 
at tertiary care hospitals in upper Northern Thailand. Workplace violence was defined as physical 
and psychological violence. Psychological violence include verbal abuse, bullying/mobbing, 
and sexual harassment. Data was collected from 555 purposively chosen registered nurses, 
and analyzed using logistic regression. The survey tool was adapted from the standardized 
Workplace Violence Questionnaire developed by the ILO/ICN/WHO/PSI in 2003. 
	 The prevalence of physical workplace violence in the preceding 12 months was 
found to be 12.1%, while the prevalence of psychological violence was verbal abuse (50.3%), 
bullying/mobbing (10.3%), and sexual harassment (1.6%). Risk factors for verbal abuse included 
being a registered nurse with direct nursing care responsibilities; workplaces without adequate 
security; having workplace violence concerns; and less than ten years work experience. 
Physical violence risk factors included high patient workloads per nurse; the provision 
of nursing care to adolescent and adult patients; lack of workplace violence reporting 
procedures; being aged under 35 years;  and workplaces without adequate security. 
	 The results suggest that healthcare managers should actively develop and implement 
safe hospital policies, systems for reporting incidents, and security measures to prevent workplace 
violence from patients and their relatives and bullying from co-workers.  Education and 
training are also recommended for the management of violence and aggression from patients 
as well as bullying.
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Introduction

Workplace violence (WPV) in  healthcare 
organizations is a major international occupational 
health issue. WPV applies to events in which workers 
are harassed, threatened or assaulted in their work-related 
situations, including a direct or indirect challenge to 
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their safety, well-being or health.1  Among healthcare 
workers, nurses are considered to be at the greatest risk 
of violence in the workplace, in both hospital and 
community settings.2  More than half of health care 
workers have suffered workplace violence, with increased 
rates of victimization among clinical nurses.2,3 WPV 
incidence varies by country and the nature of the 
healthcare setting. A study conducted in South Korea 
among 312 nurses revealed that more than 60% of 
respondents reported that their work productivity 
decreased due to exposure to either physical or verbal 
violence.4 WPV can turn the workplace into an unsafe 
and hostile place5 and result in physical injury to staff 6 
and decrease productivity.7 WPV also affects the victim’s 
health‏, job satisfaction, morale, life quality, and can 
precipitate depression, anxiety, emotional exhaustion, 
and burnout.8 Thus, WPV has many negative consequences, 
both for healthcare organizations and individual 
nurses.3,9 It is recognized that in dealing with WPV, 
management after WPV is also important and need to 
pay a great concern.

While there has been extensive research about 
WPV in many different clinical settings in Thailand, 
the prevalence of this has not been established in tertiary 
hospitals that provide specialist care for patients with 
complex needs after referral from the primary and secondary 
care providers: in these settings registered nurses (RNs) 
comprise the majority of the health workforces.10,11  
Studies in other countries have found that tertiary 
hospitals have a high prevalence of WPV6,7,10 and this 
research was undertaken to establish the prevalence of 
WPV and to understand the risk factors for WPV for 
RNs at tertiary care hospitals in Northern Thailand.

Literature Review and Theoretical 

Framework

Violence in the workplace is most often defined 
by the nature of harm experienced by the victim. It can 
be physical, emotional involving verbal abuse and 
bullying/mobbing12, sexual abuse, or harassment.13 
The World Health Organization (WHO) and The 

International Labor Organization (ILO) define WPV 
as “incidents where staff are abused, threatened or 
assaulted in circumstances related to their work, including 
commuting to and from work, [and] involving an explicit 
or implicit challenge to their safety, well-being or 
health.” 14,p.3 Physical violence is violence involving 
physical contact such as beating, kicking, slapping, and 
stabbing, shooting, pushing, and biting.2  Psychological 
violence is the intentional use of power, including the 
threat of physical force through words or tone, disrespect, 
verbal abuse, bullying/mobbing, harassment, and other 
threatening behaviour.14 Psychological violence is often 
associated with repeated emotional abuse and has 
serious negative psychological consequences for the 
victim. This is often the case with verbal abuse, bullying 
and mobbing.1

It has been established that there is no single 
risk factor that leads to WPV, rather this has been shown 
to be influenced by multiple levels of risk factors.12 
The ecological occupational health model formed the 
theoretical basis for this study which allowed us to 
understand the factors that put RNs at risk for WPV. 
This model comprises three levels: (1) the microsystem 
or individual level, (2) the mesosystem or environment 
level, and (3) the exosystem or organization level.15 
This conceptual framework facilitated the exploration 
of risk factors and influences related to the levels of 
this framework, (for example, the individual characteristics 
of RNs) but also of higher levels of influence including 
organizational, environmental and policy factors.

Individual  factors  include  gender, years  of 
experience, and qualification for example,  a multi-country 
study of 660 nurses indicated female nurses experience 
twice as much WPV as males.16  Nurses with only 1-5 
years of work experience report WPV at about nine times 
the rate of those with >5 years of work experience16 and 
evidence suggests that nurses with a university education 
are more exposed to WPV than others.17  Higher rates 
of verbal and physical aggression were reported by 
nurses with bachelor degree than those with a master 
or a diploma degree.18 
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Environmental factors refer to the clinical ward 
or department and personal interactions and relationships. 
Relationships marred by incivility and harassment 
can lead to unsafe working conditions that eventually 
have a negative effect on the quality and safety of care 
provided. Disruptive and aggressive behavior has 
been reported by nurses, doctors, and other health 
care workers.19 Clinical nurses are required to work 
together providing direct care to patients, and this has 
consequences for their working relationships with 
each other.8 A range of factors have been found regarding 
clinical nurses’ increased risk of WPV including low 
tolerance for particular behavors; inefficient teamwork; 
lack of communication skills; conflict between co-workers; 
poor interrelationships within the work environment 
and bullying by co-workers.10 Some research has suggested 
that medical doctors are among the main perpetrators 
of workplace harassment.20 Poor working relationships 
between physicians and nurses has been implicated as 
part of the problem, as historically nurses have less 
power and influence in this dynamic.21

Organizational factors associated with WPV 
include stressful working conditions due to insufficient 
personnel leading to overcrowding, long waiting times 
(leading to subsequent violence from patients and their 
relatives) rotating shift work, and workload.22-24  
The review also found that higher incidence of WPV 
correlated with excessive workloads and long waiting 
periods in hospital settings.17 Organizational policies 
should include measurements of WPV and asses the 
organization’s capacity to handle WPV.  Optimal 
conditions should be identified that set out appropriate 
physical working conditions that promote and protect 
nurses when providing services.25

Aim: This study examined the prevalence and 
perceived risk factors of WPV among RNs in tertiary 
hospitals in Northern Thailand.

Methods

Design: A descriptive cross-sectional design 
was used.

Sample and Settings: We recruited a broad sample 
of RNs working in two of the eight tertiary hospitals 
in upper Northern Thailand and in six clinical departments 
comprising emergency rooms (ER), intensive care units 
(ICU), mental health departments, operating rooms (OR), 
medical and surgical departments. These departments 
were chosen based on findings of previous overseas 
research of a relatively higher prevalence of WPV in 
these settings. Inclusion criteria were RNs with at least 
one year of experience and not working in a  higher 
administrative position. 

Sample size can be calculated to good precision 
using prevalence established in the literature.26  In 
this study, the sample size was calculated using 30% 
prevalence of WPV among nurses that was found  in 
a previous study in China.27 The formula uses this rate 
of prevalence, along with an error margin of 5% and 
a confidence level of 95%, and arrived at the sample 
size of 497.

To recruit the study sample a proportional sampling 
method was used. The same recruitment procedure was 
applied to each of the six departments of these two 
hospitals.  After that, simple random sampling was 
adopted to choose RNs in each clinical department of 
the two hospitals to obtain the required number.

Ethical Considerations: The protocol, including 
its instruments, was reviewed and approved by the 
Research Ethics Committee of the Faculty of Nursing, 
Chiang Mai University approval number  112-2559, 
and the ethics committees of participating hospitals. 
The researcher informed nursing directors and research 
participants via their monthly meeting regarding the 
study purpose and process. Participants were assured 
about their privacy and confidentiality of their information. 
They were also assured that all data would be analyzed 
anonymously and presented not individually but as 
a group.  Consent and agreement were obtained from 
the participants prior to data collection.

Research Instruments
The questionnaire was used with permission 

and adapted from the WPV in the Health Sector Country 
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Case Study Questionnaire, which was designed 
collaboratively in 2003 by the ILO,  the International 
Council of Nurses, the WHO, and Public Services 
International.12  It consists of four aspects: personal and 
workplace information, physical WPV, psychological 
WPV, and physical and psychological workplace 
violence interventions in five principal areas; physical 
violence, verbal abuse, bullying / mobbing, and sexual 
harassment as well as employer policies and preventative 
measures. This questionnaire was adjusted for the 
clinical Thai context by the research team. Minor 
alterations were made to the demographic section of 
the survey to reflect Thai personnel categories. The 
questionnaire has the following four sections:

1.	 Personal and workplace data. This includes 
19 closed questions: (1) demographic characteristics 
data consisting of age, gender, marital status, educational 
level, work experience, job position, and primary shift; 
(2) workplace environment data comprising of 
interactions with patients during work, direct care 
and nursing procedures, types of patients, gender of 
patients, main professional co-workers, the number 
of staff in work settings, and concerns about WPV; 
and (3) organizational data comprising of procedures 
for WPV reporting, knowledge on how to comply with 
WPV procedures, encouragement for WPV reporting, 
and encouragement from responsible personnel to report 
WPV.  The questionnaire includes a checklist a list of 
items and respondants are required to fill in the blanks. 

2.	 Physical violence.  This second part contains 
21 closed questions asking about experiences of physical 
violence during the last 12 months.  The primary question 
of interest in this section is whether the participant had 
been physically attacked in the workplace in the previous 
12 months. For example: “Have you experienced 
physical violence in the last 12 months?” A yes/no 
response is required, and if yes, follow-up questions 
identify whether a weapon was involved, the identity 
of the perpetrator, the time of the attack, and the 
consequences for the attacker with reference to the 
last time that the participant was physically attacked 

in the workplace. For example, “Who attacked you? 
What were the consequences for the attacker?” The 
consequences relate to subsequent worries about WPV 
and are reported using a scale from once a year (1) to 
almost all the time (4). 

3.	 Psychological violence.  This third part 
relates to the frequency of experiences of psychological 
violence occurring during the previous 12 months. 
This violence is categorized as verbal abuse, bullying/
mobbing and sexual harassment, and consists of 51 
closed questions.  The primary question of interest in 
this section is whether the participant experienced 
psychological violence in the workplace in the previous 
12 months.  For example: “Have you experienced verbal 
abuse, bullying/mobbing, and sexual harassment in 
the last 12 months?” A yes/no response is required, 
and if yes, follow up questions  ask about the frequency 
of physical attacks; this also refers to the last time that 
the participant experienced psychological violence in 
the workplace. For example, “Who attacked you? 
What were the consequences for the attacker?” The 
consequences relate to the subsequent worries about 
WPV and are reported using a scale ranging from once 
a year (1) to almost all the time (4).

4.	 Health sector employer.  This part concerns 
the opinions of health care workers about the choices 
of effective strategies to prevent WPV.  It consists of 
34 closed questions with five main components and 
yes/no responses: (1) developed specific policies in 
WPV; (2) WPV policy development to deal with WPV 
incidents; (3) the benefit of these measures for reducing 
WPV; (4) organizational change during the last two 
years; and (5) respondent opinion concerning the 
impact of the organizational change on their daily work. 
For example: “What measures to deal with workplace 
violence exist in your workplace?” and “What measures 
would be helpful in your work setting?”

This structured questionnaire was reviewed 
and validated by five experts: three occupational 
nurse instructors and two occupational medicines. In 
this study, the content validity index was 1.00 and 
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the Cronbach’s alpha coefficient of the worry level 
after WPV was 0.97 for the physical violence section.  
The results for the psychological violence section (verbal 
abuse, bullying/mobbing, sexual harassment) ranged 
between 0.87 to 0.95 and the KR – 20 coefficient of 
the health sector employer section was between 0.84 
to 0.97. 

Data Collection: Following participant consent, 
the researcher distributed the questionnaire package 
to eligible RNs in six clinical departments at each 
hospital. They were asked to return the questionnaire, 
including the signed consent form, at their convenience 
within a few weeks. To maintain confidentiality and 
anonymity, the questionnaire and consent form were 
returned separately in locked boxes.

Data Analysis: The data was analyzed by 
employing SPSS for Windows; basic descriptive statistics 
related to the frequency of recorded incidents were 
included in the study. A logistical regression was 
developed for two major types of violence, physical 

and psychological (verbal abuse, bullying and sexual 
harassment) by applying individual factors, environmental 
factors, and organizational factors. A-p value of <0.05 
was considered statistically significant.

Results

A total of 555 out of 596 questionnaires were 
returned. The age of participants ranged from 23-59 
years. Of this group, 53.0% were over 35 years old, 
while 47.0% were below or equal to 35 years old or 
younger. The majority were female (95.1%).  Most 
participants had completed their bachelor’s degree 
(88.5%) and their work experience ranged from 1 to 
36 years with a median of 11 years.  Almost all were 
clinical nurses (98.0%), and their primary shifts were 
evening and night shift (43.4%), and day shift (29.0%). 
The majority of participants (84.0%) worried about 
WPV; of this group, over one-third reported a moderate 
level of worry about WPV (Table 1).

Table 1.	Socio-demographic characteristics (n = 555)

Data Number Percentage
Age (years)

≤  35 261 47.0
> 35  294 53.0

Range = 23-59 Median = 36.0, Mean (SD) = 37.1 (10.1)
Gender

Female 528 95.1
Male  27 4.9

Marital status
Single/widowed 342 61.6
Married 213 38.4

Educational level
Bachelor’s degree 491 88.5
Master’s degree  64 11.5

Clinical departments
Intensive care 212 38.1
Surgical and orthopedic 100 18.0
Operation room 99 17.9
Medicine 96 17.3
Emergency 36 6.5
Mental health 12 2.2

Working experience (years)
≤ 10 275 49.5
> 10 280 50.5

Range = 1-36 Median = 11.0 Mean (SD) = 13.1 (9.4)
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WPV was classified as either physical or 
psychological violence.  Psychological violence is 
divided into three categories: verbal abuse, bullying/
mobbing and sexual harassment as follows:	

		 1)	Physical violence. Twelve percent of 
participants had been physically attacked in the workplace, 
and almost all was physical violence without a weapon 
(98.5%).  The majority of the perpetrators were patients 
and their relatives. All physical attacks occurred in 
hospital; more incidents occurred on night shifts 
between 18.00-07.00 (68.1%) than on day shifts 
(31.9%), and the majority of incidents were perceived 
as preventable (85.1%); 40.3% of participants had 
injuries as a result of physical violence, with a quarter 
receiving formal treatment for injuries, but only a few 
participants took leave from their job (11.1%) 
(Table 2).

		 2)	Psychological violence. Verbal abuse/
verbal aggression was the most frequently reported 
form, at 50.3%, followed by bullying/mobbing (10.3%), 
and sexual harassment (1.6%). Some reported witnessing 
verbal abuse sometimes (35.1%) or infrequently 
(35.5%), and bullying/mobbing sometimes (43.9%). 

Witnessing of sexual harassment was reported as  
occurring as infrequently as once a year (33.4%) 
to as frequently as almost all the time (22.2%).  The 
majority of perpetrators of these three types were 
clinical nurses (44.8%-66.7%), patients, and relatives 
of patients (20.0-34.7%).  Most of the incidents 
occurred inside a hospital (93.0% -100.0%). 
Over 50% of the victims believed that the incidents 
of violence were preventable (57.9%-100.0%) 
(Table 3).

		 3)	Multiple logistic analyses results:  Aged 
<35 years, direct care for adolescent and adult, numbers 
of department staff between 1-5 persons, numbers 
of department staff between 6-10 persons, having 
no procedure for WPV report, no improvements of 
physical surroundings, and no increased staff nurse 
numbers  were correlated with physical violence after 
other risk factors were modified.  Verbal abuse was 
associated with working experience less than 10 
years,  clinical  nurse, provide direct care and nursing 
procedures, worried about WPV, and having no 
improvements physical surroundings (Table 4).

Data Number Percentage
Job position

Nurse manager 11 2.0
Clinical nurse 544 98.0

Primary shift  
Evening & night 241 43.4
Day  161 29.0
Day & evening 101 18.2
Day & night 38 6.9
Evening 8 1.4
Night 6 1.1

Worried about WPV
Not worried 89 16.0
Worried 466 84.0
Mild 269 57.7
Moderate 165   35.4
Very worried 32 6.9

Table 1.	Socio-demographic characteristics (n = 555) (Cont.)
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Table 2.	Reported perceived frequency of physical violence (n = 555)

Data Number Percentage
Physically attacked in the workplace

No 488 87.9
Yes 67 12.1

Physically attacked
Without a weapon 66 98.5
With a weapon   1   1.5

Perpetrator a

Patients/ relatives of patient 67 91.8
Clinical nurse   4   5.5
Nurse manager/supervisors   1   1.4
Physician   1   1.4

Incident time a

Day shift 30 31.9
Night shift 64 68.1

The incident could be prevented
No 10 14.9
Yes 57 85.1

Injury as a result of physical violence
No 40 59.7
Yes 27 40.3

Formal treatment for injuries
No 20 74.1
Yes 7 25.9

Absence/stopped work
No 24 88.9
Yes 3 11.1

Note: a Some nurses may have reported more than one incident.
Table 3.	Reported perceived frequency of psychological violence (n = 555) 

Type of Violence
Data

VA
n (%)

BM
n (%)

SH
n (%)

Psychologically attacked in workplace
No 276 (49.7) 498 (89.7) 546 (98.4)
Yes 279 (50.3) 57 (10.3) 9 (1.6)

Frequency of violence
Almost all the time 65 (23.3) 7 (12.3) 2 (22.2)
Sometimes 98 (35.1) 25 (43.9) 2 (22.2)
Infrequently	 99 (35.5) 15 (26.3) 2 (22.2)
Once a year 17 (6.1) 10 (17.5) 3 (33.4)

Perpetrator a

Clinical nurse 235 (44.8) 53 (66.3) 6 (66.7)
Patients/relatives of patients 182 (34.7) 16 (20.0) 3 (33.3)
Nurse manager/supervisors 90 (17.2) 7 (8.75) 0
Physicians 17 (3.3) 4 (5.0) 0

Incident place a

Inside hospital 278 (93.0) 56 (96.6) 9 (100.0)
Outside hospital 21 (7.0) 2 (3.4) 0
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Type of Violence
Data

VA
n (%)

BM
n (%)

SH
n (%)

The incident could have been prevented
No	 73 (26.2) 24 (42.1) 0
Yes 206 (73.8) 33 (57.9) 9 (100.0)

Note: a Some nurses may have reported more than one incident.
VA= Verbal abuse, BA=Bullying/mobbing, SH=Sexual harassment

Table 3.	Reported perceived frequency of psychological violence (n = 555) (Cont.)

Table 4.	Risk factors for physical violence and verbal abuse (n = 555)
Type of WPV Physical Violence (n= 67) Verbal Abuse (n= 279)
Factors Odd ratio 95%CI P-value Odd ratio 95%CI P-value
Individual factors

Age (years)
> 35 years (reference)
< 35 years 3.1 1.2-7.3 .012 - - -

Work experience
> 10 years (reference)
< 10 years - - - 2.4 1.3-4.5 .005

Environment factors
Types of patients cared for 
Adolescent and adult

No (reference)
Yes 4.9 1.1-21.9 .033 - - -

Direct care and nursing procedures
No (reference)
Yes - - - 4.8 1.7-14.1 .004

Main professional co-workers
Clinical nurse 

No (reference)
Yes - - - 6.4 2.7-15.0 <.001

Worried about WPV
Not worried (reference)
Worried - - - 2. 5 1.4-4.2 .001

Organization factors
The number of staff in the work setting 

> 10   persons (reference)
6-10 persons 4.9 1.6-15.1 .005 - - -
1-5   persons 6.4 2.1-19.3 .001 - - -

Procedure for WPV report
Yes (reference)
No 4.3 1.8-10.3 .001 - - -

Improved surroundings
Yes (reference)
No 2.6 1.4-5.0 .003 4.2 2.3-7.5 <.001

Increased staff nurse numbers
Yes (reference)
No 2.2 1.2-3.9 .013 - - -
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Discussion

Our results suggest that verbal and physical 
violence are a major concern in tertiary hospitals in 
northern Thailand and that verbal abuse was experienced 
more frequently (50.3%) than physical violence 
(12.1%). According to a study by Bigham in the 
United States, verbal and physical WPV in prehospital 
emergency staff was 67% and 26%, respectively.27 
In a study by Kaeser in Switzerland, physical and verbal 
WPV were reported as 56% and 92%, respectively.8 
A similar study in Pakistan showed that 41.1% of WPV 
incidents resulted in physical assault and 79.6% in 
verbal abuse.9 The results of the systematic review and 
meta-analysis 28  showed that the prevalence of physical 
and verbal violence against nurses in Iran was 28% 
and 74%, respectively. Our results confirmed the 
findings of other studies which suggested that that 
verbal abuse was the most common forms of WPV. 
A recent study in tertiary hospitals in Ghana also found 
that over 50% of the nurses had been verbally assaulted.11 
Similarly, case studies in tertiary hospitals in China 
demonstrated that the verbal abuse was very prevalent 
compared to the other types of workplace violence, 
which is consistent with our study. 27 These results were 
also consistent with studies in other countries that have 
found the most common type of WPV was verbal 
abuse.7,8,10,25,28,29

The high prevalence of verbal violence may come 
about from aspects of the patient's condition.  Most 
nurses said that verbal violence in patients’/relatives’ 
stemmed from pain or restlessness, hallucination, agitation, 
substance misuse, a history of suicidal behaviour or 
an antisocial personality. 39 Moreover, the high workload 
and long working hours for nurses in clinical settings 
may be a factor: in the region working hours were often 
more than 48 hours per week and there were staffing 
shortages.9  Nurses working in understaffed wards have 
to deal with stressed and fractious colleagues 23 as 
well as the families of patients who are trying to get 
medical staff to focus on their concerns. As front line 

nurses are working directly with patients they are more 
susceptible to WPV than the other health care workers. 
Front line nurses also deal with the immediate enquiries 
and complaints of patients and their families. The risk 
of verbal abuse increases when communication between 
clinicians and care recipients is poor or ineffective.23 
Similarly verbal abuse can result if patients are given 
insufficient information or misunderstand what they 
are told. This reason is consistent other studies.7,10,13 
Therefore, this study has found that,  similar to studies 
conducted in other countries, verbal violence has a high 
prevalence.

This study found that the main perpetrators of 
verbal abuse were clinical nurses (44.8%), followed 
by patients/ relatives of patients (34.7%). Respondents 
also reported that nurse colleagues were the primary 
perpetrators of psychological violence. Other studies 
reported that patients’ families and nurses were the 
foremost perpetrators of verbal abuse.23,26  Regarding 
physical violence, this study found that patients and 
patients’ relatives (91.8%) were the most frequent 
perpetrators of such violence. Again, this finding is 
consistent with prior studies.23,30 A possible explanation 
for the finding in this study is that workload and 
frequency of shift work may be contributing factors to 
RNs’ experience of verbal abuse from nurse colleagues. 
This reason is consistent the other studies. 7,20,31  A 
workload analysis of 12 public hospitals found that 
nurses’ workload varied significantly across hospital 
types in this area of Thailand with nurses in tertiary 
hospitals having higher workloads than those in primary 
and secondary hospitals.32

Incidents of physical violence in this study were 
lower than verbal abuse (12.1%).  All settings in this 
study were high risk including the emergency room, 
operation room, surgical ward, medical ward, intensive 
care unit, and psychiatric settings. Clinical nurses had 
contact with high risk patients especially male and 
adolescent patients whose behavior was affected by their 
disease, or drugs and/or alcohol.  In our study the main 
perpetrators of physical violence were patients and 
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their relatives (91.8%). Previous studies conducted 
in several countries in tertiary hospitals also reported 
that in most cases, patients and their relatives perpetrated 
physical violence.16 The unmet expectations of patients 
and relatives, whether reasonable or not  were the most 
significant sources of WPV32,33  with  perceptions about 
nurses’ lack of proper care and disregard of their needs  
and lack of communication skills clear sources of 
violence.10 Our findings suggest that the presence of 
patients’ relatives can be a source of tension for RNs 
and that limiting relatives’ access to the patient may 
precipitate WPV.

The victims of physical violence were most 
frequently clinical nurses. This is due to the fact that 
clinical nurses provide direct patient care and are 
involved in close interaction with patients and their 
family. Nurses perceived that physical violence could 
also be precipated by patients’ mental status . This is 
also consistent with other studies. 10,16

At an individual level risk factors for physical 
aggression included age and experience.  Participants 
aged 35 years had a three-fold higher risk for physical 
violence than those 35 or older.  There was a statistically 
significant correlation between age and physical violence: 
as the age of health workers increased, the violence c 
against them decreased. This finding is in accord with a 
study conducted in Southern Ethiopia that demonstrated 
that  young nurses’ lack of ability or experience in dealing 
with violence, and taking inadequate safety measures 
contributed to violence occuring.16  Our findings are 
consistent with further studies.28 We found that younger 
RNs were more likely to be undervalued and to be given 
what they perceive as unreasonable responsibilities 
with inadequate support. Younger nurses may also fail 
to respond professionally to aggressive or unpredictable 
patient behaviors.7,33 Therefore, volatile situations are 
more likely to escalate into violence towards young 
nurses.  In this way, younger nurses, perceiving higher 
risk, will report more incidents of physical threat or 
verbal abuse than older nurses.34 Younger nurses, less 
experienced with reduced communication and conflict 

resolution skills, suffer more WPV than highly empathetic 
veteran nurses.7  It is worth noting that these results 
regarding age might be related to work experiences; 
younger age means less experience . 

One environmental level risk factor for physical 
aggression was providing direct nursing care for patients 
who are adolescent or adult: these participants had an 
almost five-fold greater risk of physical abuse compared 
to those who did not.  The same findings were consistently 
found across high risk settings such as emergency 
departments.15 

For verbal abuse the environmental level risk 
factors identified were direct nursing care and clinical 
nursing. Participants who provided direct nursing care 
had a five-fold greater risk for verbal abuse as compared 
to those that did not. This result is consistent with a study 
which reported that the primary risk factors for verbal 
abuse are direct contact with patients and their families.33 
Similarly, a Chinese study revealed that direct contact 
with patients was a prominent risk factor for WPV.34 
Participants who worked with clinical nurses resulted 
in a six-fold greater risk of verbal abuse compared with 
those that did not.35 A mixed method study in tertiary 
hospitals identified nurses as the main perpetrators of 
certain forms of WPV compared to other nurses.  
This inter-collegial aggression was identified as a 
main work-related source of distress for nurses.32  
Distrubingly research has shown that the perpetrators 
of verbal abuse towards nurses are most frequently  
nurses: in one study 63% were the victim’s seniors, 
44% were staff nurses and 19% were in senior 
leadership positions.36 This could point to an association 
with a stressful work climate such as one where nurses 
are understaffed and overloaded, leading to interactions 
which result in abuse of colleagues.

Organizational level risk factors for physical 
aggression included the number of staff in the work 
setting, procedures for WPV reporting, improved 
surroundings, and increased staff numbers.  Compared 
to teams of >10 people, participants who worked with 
staff teams of 1-5 had a six-fold risk of physical violence, 
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and teams of 6 -10 had a five-fold higher risk.  WPV’s 
incidence among nurses with 1-5 employees was 
twice as high as those nurses who had >11 staff.37  

This finding is in accordance with those of previous 
studies that noted that the most frequently reported 
change to decrease the WPV incidences were “increasing 
staff numbers.” Increasing nurse-to-patient ratios were 
found to be a significant predictor of WPV among 
nurses.17,38  A qualitative study in Iran, exploring the 
experiences of triage nurses reported that lack of staff 
nurses was a predisposing factor for violence.39 

The settings without procedures for WPV 
reporting were associated with an approximately 
four-fold higher risk for physical violence as compared 
to those working  without reporting procedures.  The 
victims were unlikely to report WPV incidents, and 
nurses often felt unsupported by management in relation 
to WPV.17 Moreover, healthcare workers commonly 
believed that violence is merely “part of the job”.31 
In that study, the main reason for not reporting incidents 
was that reporting was seen as useless and unimportant. 
Procedures for WPV reporting are essential to manage 
and prevent WPV.23 

The workplaces without security improvements 
had a three-fold greater risk for physical violence as 
compared to workplaces that did. The features of physical 
design included dirty organizational environment and 
the setting’s comfort. Overpopulation, poor ventilation, 
filthy and noisy environments lead to higher rates 
of violence than those with good physical design 
characteristics.5 Another researcher found that while 
a better nursing environment in the healthcare 
environment was correlated with a reduction in the 
likelihood of physical and non-physical violence, 
there are different environmental aspects to consider 
for each type of violence.25 

Limitations

A limitation of this study is that the study 
population included only two tertiary hospitals in 

Northern Thailand. Thus, generalization of the 
findings might be limited as a result of individual 
differences in workplace violence however, the sample 
size and inclusion of a range of different hospital 
departments were a strength of the study. In addition, 
the study did not adopt probability sampling for the 
participants recruitment. This may raise questions 
about the representativeness of the study population.

Conclusions and Implications for   

Nursing Practice

In order to perform their duties effectively, 
RNs must be provided with safe working conditions 
and afforded their basic human rights. Verbal abuse 
was the most commonly reported type of violence in 
this study and was more frequently caused by patients 
and co-workers. Therefore, to reduce WPV, violence 
must be avoided not only from patients, patient 
families, but also from colleagues.  These results 
point out the significance of formulating preventive 
and management strategies for WPV in healthcare 
organizations.

Education in the prevention and management 
of violence and aggression should be given at undergraduate 
level in the nursing degree program, at orientation to 
new workplaces, and at regular intervals to all clinical 
professionals. Mentorship of younger RNs is important, 
as are effective systems to report WPV. Post-incident 
support, effective policies regarding WPV and bullying 
and harassment as well as the inclusion of violence 
prevention in occupational health and safety policies 
are vital, as are systems to ensure compliance in order 
for RNs to feel safe in their workplace so that they 
can have confidence that health service managers are 
fully supporting them.  It is recommended that the 
nursing administration should actively address safe 
hospital policies for prevention of WPV, workforce 
management practices, systems for reporting incidents, 
and security measures for prevention. The involvement 
of Thailand Nursing and Midwifery Council (TNMC) 
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to consider supply, planning, education and employment 
and  training is also recommended. The nursing policy 
group, has a role to play in policy formation and 
advocating for the rights of RNs in relation to WPV. 
This includes improving RNs’ working conditions; 
campaigning for safe nurse-patient ratios; addressing 
staff shortages; supporting nurse victims and working 
to change the attitude that violence is an inevitable 
part of the job for RNs. In addition, the TNMC has a 
Baccalaureate Residency Training Program Policy to 
reduce WPV against younger RNs and this policy should 
be implemented throughout the country, including 
tertiary care hospitals.40

Recommendations for Further Study

The main recommendation for further study 
would be to examine the effectiveness of primary 
prevention and interventions on WPV and the impact 
on increased knowledge, skill, and management of 
WPV using probability-based sampling in clinical 
RNs working in secondary and primary care hospitals.
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ความชุกและปัจจัยเสี่ยงของความรุนแรงในที่ท�ำงานของพยาบาลวิชาชีพ 
โรงพยาบาลตติยภูมิ

สุจิตรา ชัยวุฒิ ชวพรพรรณ  จันทร์ประสิทธิ์ ธานี แก้วธรรมานุกูล* จันทรรัตน์ เจริญสันติ วิจิตร ศรีสุพรรณ 
Teresa Elizabeth Stone

บทคัดย่อ:	 ความรุนแรงในท่ีท�ำงานในองค์กรสุขภาพเป็นปัญหาด้านอาชีวอนามัยที่ส�ำคัญระดับโลก 
ซึ่งพยาบาลเป็นกลุ่มเสี่ยงสูงต่อการเกิดความรุนแรงในที่ท�ำงาน การศึกษาวิจัยเชิงพรรณนาครั้งน้ีมี
วัตถุประสงค์ เพื่อศึกษาความชุกของการเกิดความรุนแรงในที่ท�ำงาน และปัจจัยเสี่ยงของความรุนแรง
ในที่ท�ำงานในพยาบาลวิชาชีพที่ปฏิบัติงานในโรงพยาบาลตติยภูมิเขตภาคเหนือตอนบน ประเทศไทย 
ความรนุแรงในทีท่�ำงาน หมายถงึความรนุแรงด้านร่างกายและความรนุแรงด้านจติใจ ความรนุแรงด้านจติใจ 
ประกอบด้วยความรนุแรงด้านวาจา ถูกกลัน่แกล้ง/ก่อกวน และถกูลวนลามทางเพศ กลุม่ตวัอย่างคอื พยาบาล
วชิาชพีจ�ำนวน 555 ราย คดัเลอืกแบบเฉพาะเจาะจง รวบรวมข้อมลูโดยใช้แบบสอบถามทีด่ดัแปลงจาก
แบบสอบถามมาตรฐานที่พัฒนาโดย ILO/ICN/WHO/PSI (2003) วิเคราะห์ข้อมูลโดยใช้การวิเคราะห์
ความถดถอยแบบพหคุณู ผลการวจิยั พบว่า อตัราความชกุการเกดิความรนุแรงทางด้านร่างกายในรอบ 
12 เดอืนทีผ่่านมาพบร้อยละ 12.1 ขณะทีค่วามชกุของการเกดิความรนุแรงด้านจติใจ ได้แก่ ความรนุแรง
ด้านวาจาร้อยละ 50.3 ถกูกลัน่แกล้ง/ก่อกวนร้อยละ 10.3 และถกูลวนลามทางเพศร้อยละ 1.6 ปัจจยัเสีย่ง
ความรนุแรงทางด้านวาจาทีส่�ำคัญ คือ พยาบาลวชิาชพีทีร่บัผดิชอบดแูลให้การพยาบาลโดยตรง สถานที่
ท�ำงานไม่มีความปลอดภัยเพียงพอ ความกงัวลต่อความรนุแรงในทีท่�ำงาน และประสบการณ์การท�ำงานที่
น้อยกว่า 10 ปี ปัจจยัเสีย่งความรนุแรงด้านร่างกายทีส่�ำคญั ได้แก่ ภาระงานในการดแูลผูป่้วยต่อพยาบาลสงู 
การให้การพยาบาลผูป่้วยกลุม่วยัรุน่และผูใ้หญ่ การขาดระบบการรายงาน อายนุ้อยกว่า 35 ปี และสถาน
ที่ท�ำงานไม่มีความปลอดภัยเพียงพอ
	 ผลการศกึษาเสนอแนะให้ผูจ้ดัการด้านการดแูลสขุภาพ ควรมกีารพฒันาและน�ำใช้นโยบายด้าน
ความปลอดภยัในโรงพยาบาล ระบบการรายงานอบุตักิารณ์ความรุนแรงในที่ท�ำงาน และมาตรการรักษา
ความปลอดภัยเพื่อป้องกันความรุนแรงในท่ีท�ำงานที่เกิดจากผู้ป่วย ญาติผู้ป่วยและการถูกกล่ันแกล้ง
หรือก่อกวนจากเพื่อนร่วมงาน รวมทั้งการให้การศึกษาและอบรมเกี่ยวกับการจัดการความรุนแรงในที่
ท�ำงาน และความก้าวร้าวตลอดจนการถูกกลั่นแกล้งหรือก่อกวนจากผู้ป่วย
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