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Background: Globally, nearly one-third of workplace violence (WPV) occurs in the health sector. Exposure to WPV among Jordanian nurses has been widely speculated to be underreported. Understanding of the factors contributing to WPV among nurses and their consequences is limited.

Objectives: This study aimed to examine the consequences and contributing factors of WPV and explore suggestions for reducing WPV among nurses working in peripheral hospitals.

Methods: This descriptive, cross-sectional study included 431 Jordanian nurses. Data were collected using a self-report instrument between December 2022 and June 2023. A modified version of the ILO/ICN/WHO/PSI Workplace Violence in the Health Sector Country Case Study Questionnaire developed and validated in 2003 was used.

Results: The ages of the participants ranged from 20 to 49 years. A total of 349 nurses (81%) had experienced verbal violence, while 110 (25.5%) had experienced physical violence. Of the 110 nurses who were physically attacked, 44 (40 %) reported that an investigation was conducted to determine the cause of the incident. Approximately 38.2% of incidents involving physical violence in the last 12 months involved the use of weapons. The current study revealed that 59.6% of the nurses reported that verbal incidents were common in their workplace. The highest level of agreement among all participants was leniency in applying penalties to perpetrators of violence inside hospitals. The majority of participants (95.8%) agreed that improving staff-patient communication skills would effectively reduce violence.

Conclusion: Creating awareness among healthcare professionals, patients, and the general public regarding the impact of WPV and the importance of respect and professionalism is crucial.
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Introduction

Workplace violence (WPV) is defined as “violent acts, including physical assaults and threats of assaults, directed toward persons at work or on duty” (1, 2). Violence can be divided into physical, sexual, psychological, and verbal categories based on the type of activity. It can also be separated based on the sources of violence: internal, which is carried out by the same organization's managers and workers, or external, which is carried out by others, such as clients and criminals (3, 4).

WPV in healthcare settings includes any statement or behavior that gives a worker a reasonable cause to believe they are threatened (3, 5). Nurses are three times more likely to be exposed to violence (6, 7). WPV prevalence among nurses was previously reported to be 43% in the United States (8), 44% in Japan (9), and 67% in Italy (10). The high rate of WPV could make the workplace unsafe and make nurses afraid of experiencing WPV in the future (11, 12). WPV against nurses is a significant global issue that has recently received more attention (13). Over 50% of registered nurses reported experiencing verbal abuse or bullying, while about 25% of them reported that a patient or family member had physically abused them (7, 14–18). In healthcare settings, violence often occurs in complex care environments such as intensive care units and emergency departments. These settings involve urgent and complex care, which can lead to conflicts and misunderstandings between healthcare teams and patients or their families (5, 19, 20). Conflicts may arise from differing views on medical decisions, creating tense emotional states and diverging expectations (14, 19, 21, 22).

According to several studies, violence in Jordanian hospitals negatively impacts healthcare services and personnel stability (23–25). The outcomes demonstrated a high prevalence of physical and verbal aggression toward healthcare providers in Amman's public sector hospitals (16, 26–28). The prevalence of WPV committed against nurses in hospital emergency departments revealed that 76% had experienced some form of violence, with verbal violence being approximately five times more common than physical violence (63.9% vs. 11.9%) (26). Patients committed 7.2% of the violations and visitors committed 3.1% (29, 30). In addition, most studies have discovered that workers who have experienced WPV have significant levels of anxiety, sadness, generalized fear, frustration, insomnia, and emotional issues, which can lead to more serious conditions such as post-traumatic stress disorder or burnout (9, 24, 31). Furthermore, WPV may lead to avoidance behavior, delay in effective communication, impaired peer relations, poor concentration at work, preventing patients from delivering safe and effective nursing care, failure to raise safety concerns, and seeking assistance/delayed care (6, 32–34). Furthermore, job dissatisfaction, increased staff turnover rates, and treatment or medications (35). Many studies have reported that physical WPV can have immediate negative effects including bites, bruises, lacerations, and hair loss (36). The consequences of violence on health organizations are also significant when considering absences due to work injuries or absenteeism, burnout, and decreased job satisfaction, all of which have a significant impact on work quality, budget, and costs (17, 37).

Previous literature has highlighted the worrisome rates of WPV and aggressiveness faced by nurses working in central hospitals compared to peripheral hospitals located outside the capital of Jordan. Peripheral hospitals in rural areas have certain socioeconomic, geographic, and infrastructural characteristics that differ from those in urban areas. They are characterized by lower population densities, agricultural economies, and less developed infrastructure than bustling, urbanized areas (38). While WPV has received significant attention in large central hospitals, the severity and consequences of violence in peripheral (rural) hospitals are frequently neglected or underestimated (39, 40).

Previous research has reported the relationship between WPV and healthcare workers' gender, occupation, practice environments, and work schedules (37, 41, 42). Factors contributing to violence include long wait times for patients, overcrowding in the emergency department, patient and family expectations of medical staff, lack of resources, lack of staff experience, lack of staff attitude, poor management/admission procedures, lack of rules and penalties, public ignorance, and the influence of drugs or alcohol are all possible factors (7, 8, 43–45).

Violence against nurses is still underreported (8, 15, 39, 44). The most common reasons for not reporting WPV were nurses' lack of knowledge about how and what types of violence to report, hospitals' preference for patients over nursing staff, and a lack of supervisory support after reporting (7, 25, 44, 46). A lack of a hospital reporting system could also be a contributing factor (6, 16, 47, 48). This study aimed to examine the consequences and contributing factors of WPV and explore suggestions for reducing WPV among nurses working in peripheral hospitals. Further, this study addresses the following research questions:

1. What are the consequences of WPV against nurses who work in peripheral hospitals?

2. What are the contributing factors beyond WPV among nurses who work in peripheral hospitals?

3. What are the suggestions for reducing WPV among nurses working in peripheral hospitals?



Methods


Design

Descriptive cross-sectional design. The study followed the EQUATOR Research Reporting Checklist and the STROBE Checklist for cross-sectional research.



Settings and sample

This study was conducted at six government hospitals in the peripheral regions of Jordan. A convenience sample of nurses was recruited. The inclusion criteria were nurses working in the emergency department/intensive care units/medical-surgical floors. Nurses in outpatient departments and those with administrative roles were excluded. A total of 700 questionnaires were distributed and 490 were returned (response rate = 70%). Fifty-nine questionnaires were excluded from the analysis because they were incomplete as ≥50% of items were unfinished. The final sample consisted of 431 nurses.



Data collection procedure

Data were collected using a self-report instrument (from December 2022 to June 2023). The researcher interviewed the head of nursing department in the selected hospitals to know the estimated number of nurses in each hospital. While potential participants were on duty at the selected hospitals, the first researcher invited them after explaining the study, its aims, and its benefits. Interested participants were asked to sign a consent form and complete three questionnaires. The average time required to complete the questionnaires was 15 min. However, owing to the urgent nature and large workload in some departments, each potential participant was given 2 h to return the completed questionnaires. To visually represent how data were collected, processed, and analyzed in our study, a data management flow chart was included (Figure 1).
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FIGURE 1
 Data management flowchart.




Outcome measure

A modified version of the questionnaire developed and validated by the ILO/ICN/WHO/PSI Workplace Violence in the Health Sector Country Case Study Questionnaire in 2003 was used to measure the participants' prevalence of WPV and its' contributing factors (49). Permission to administer the survey questionnaire was obtained from the ILO Publications Bureau. The original questionnaire was written in English and included five sections focusing on personal experiences, physical and psychological aspects, and participants' opinions. This study focused on verbal and physical WPV; thus, bullying/mobbing, harassment, and racial harassment were excluded from the questionnaire. Based on the purpose of the study and after necessary adjustments were made, the questionnaire consisted of three main sections: (1) Personal and workplace data (16 items), (2) Consequences of WPV (9 items), and (3) Opinions on WPV (contributing factors and suggestions to reduce WPV that the author originated from the items based on the literature review) (13 items). A pilot study was conducted with 10% of the sample size, involving participants selected from the nursing staff. However, these participants were later excluded from the final study. The pilot aimed to evaluate the clarity, suitability, and comprehensibility of the questionnaire. The questionnaire's reliability was assessed by measuring internal consistency, which revealed a high reliability coefficient with a Cronbach's alpha of 0.82.



Data analysis

SPSS version 28 was used to analyze the data (IBM, 2021). Data entered into SPSS after handling the missed data in six questionnaires (some items had missing data which were missing at random). Replacing the missing data occurred through imputation with a series mean (n = 6). Descriptive statistics were used to analyze the WPV and contributing factor results. For categorical variables, the number and percentage distributions by category were calculated.




Results


Demographic and work characteristics

The ages of the participants ranged from 20 to 49 years. More than half of the participants were females (n = 237) aged 20–29 years, married (n = 236), and had a bachelor's degree (n = 301), as shown in Table 1. Most participants (93.5%, n = 403) were staff members in their respective departments. Approximately 58.5% of the participants had <5 years of clinical experience (n = 252). Additionally, 361 participants (83.3 %) reported working with male or female patients in their respective units or departments. Furthermore, 57.3% dealt with patients in the adolescent-to-older adult age group. The highest percentage of participants (n = 101, 23.5%) worked in the emergency departments. Most nurses (84%) mentioned that the number of staff members in their units was between 1–5 at any given time.


TABLE 1 Demographical and work characteristics of the sample (N = 431).

[image: Table 1]



Prevalence of verbal and physical WPV

A high percentage (81%) of the nurses reported experiencing verbal violence, while 25.5% reported experiencing physical violence. More than half of the nurses reported feeling worried about being attacked in the workplace (44.5%). Factors such as patient condition (23.1%) and the severity of the incident (19%) were the two most common factors affecting nurses' willingness to report a violent incident, assault, or threatening behavior. Additionally, most nurses declared the absence of a preventive program in their units or work areas (75.9%) (Table 1).



Consequences of WPV incidents in the last 12 months

Of the 110 physically attacked nurses, 44 (40 %) reported that an investigation was conducted to determine the cause of the incident. Most of the attacked workers did not sustain any injury (70.9%), whereas the rest suffered injuries (29.1%). Twenty-nine of the injured participants took time off work after being attacked (26.4%), and the majority of sick leaves after an attack lasted for less than a week (62.1%) (Table 2).


TABLE 2 Consequences of physical WPV incidents in the last 12 months (N = 431).
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Approximately 38.2% of incidents involving physical violence in the last 12 months involved the use of weapons. The most commonly reported consequences for attackers were prosecution and verbal warnings (31% and 23.7%, respectively), while discontinuing care was the least common consequence. Many nurses did not report physical incidents to others because they felt it would not lead to any change (36.2%). Lack of importance and time were the least common reasons for not reporting physical violence (13% and 11.4%, respectively). Of those who had been physically attacked, 55.5% said that these incidents were routine occurrences in the workplace. Although 33.6% of physically attacked workers were satisfied with how the incident was handled, 45.5% expressed dissatisfaction with the overall handling of the situation (Table 2).

The current study revealed that 59.6% of the nurses reported that verbal incidents were common in their workplace. The most common consequence for attackers after causing verbal violence was prosecution, with 37.7% of the incidents reported resulting in this action. Verbal warnings and reporting to the police were the next most common consequences, accounting for 24.7% of incidents. Discontinuing care is the least common consequence of these attacks (Table 2).

Approximately 50.4% of the participants stated that no action was taken to investigate the cause of verbal incidents or that they were unaware of any action being taken. More than half of those who were verbally attacked (53.8%) reported dissatisfaction with how the incident was handled (n = 188), whereas only 19.8% reported satisfaction. For a detailed overview of the consequences of verbal WPV (see Table 3).


TABLE 3 Consequences of verbal workplace violence in the last 12 months (N = 431).
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Contributing factors beyond WPV

Table 4 shows the frequency of participants' responses regarding factors contributing to WPV. The highest level of agreement among all participants was leniency in applying penalties for violence perpetrators inside hospitals (n = 382, 88.6%). The second highest item was the failure to apply regulations and rules fairly in hospitals, with 84.5% of the participants agreeing (n = 364). Additionally, the majority of participants (83.8%) agreed that poor oversight and security in hospitals, as well as poor communication between healthcare providers and patients/families (82.6%), were contributing factors to WPV (n = 356). On the other hand, only 39.4% of the participants agreed that poor quality of care from staff toward patients was a contributing factor to violence in their hospitals. Furthermore, 68.2% of the participants agreed that tribal nepotism and tribal cultural control were contributing factors to WPV (Table 4).


TABLE 4 Contributing factors beyond exposure to workplace violence.
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Suggestions and strategies to reduce WPV

Table 5 displays the frequency of responses to suggestions and strategies for reducing WPV. The majority of participants (95.8%) agreed that improving staff-patient communication skills would effectively reduce violence, and 89.6% stated that enhancing their competence in diagnosing and treating patients while reducing wait times would also help minimize violence. Moreover, applying strict laws and regulations to prevent family members and relatives of patients from entering areas where staff care and diagnosis are taking place could also decrease the incidence of violence. However, only 15.1% believed that assigning clear roles and responsibilities to medical workers according to their job descriptions would be effective in reducing violence. Approximately 70% of the participants suggested that if hospitals conducted annual surveys to evaluate staff and patient satisfaction and improve reporting, statistics, and violence interventions, physical and verbal attacks in the workplace could be reduced.


TABLE 5 Suggestions and strategies to reduce workplace violence.

[image: Table 5]




Discussion

One of the main findings was that 44% of nurses who experienced physical violence reported that an investigation was conducted to determine the cause of violence. However, no action was taken against the perpetrators; instead, staff members were informed of the problem. This aligns with the contributing factors identified in the present study. Previous studies have shown that one-third of nurses believe that reporting incidents of violence will not lead to any change in the current situation (8, 14, 15). Inadequate assertive policies are believed to be responsible for this situation, as supported by the results of our study. The absence of clear policies and protocols to address this issue is one of the factors contributing to WPV against nurses in Jordan. Without proper guidelines and procedures, healthcare institutions face difficulties in preventing and managing violent incidents effectively. Comprehensive policies can provide a framework for prevention, reporting, and appropriate disciplinary actions (3, 43, 44).

Another significant finding of the current study was that more than half of the participants considered physical violence to be a routine incident in the workplace. This suggests that there are few policies or actions aimed at reducing WPV (18, 28). Poor management or admission procedures, a lack of rules and penalties, and other factors can contribute to violence becoming a routine occurrence (43). In addition, the current study showed that male workers were more exposed to violence than female workers. This can be attributed to certain cultures that teach males to believe that they are socially superior to women and that impulsive actions are necessary to be considered a “true man.” (50). These ideas of masculinity may contribute to male nurses' increased exposure to violence. Gender dynamics also play a role in WPV against nurses in Jordan. Female nurses may face a higher risk of violence because of gender-based discrimination and stereotypes (51). A multifaceted approach is required to address this issue. Empowering female nurses, promoting gender equality in the workplace, and fostering a supportive environment that values diversity and inclusivity are some measures to tackle WPV against nurses (21, 44).

Studies have supported the idea that WPV can have physical, verbal, and other negative consequences. This can also result in many factors contributing to violence and various suggestions for limiting it. WPV can cause delays in effective communication, impaired peer relations, poor concentration at work, and prevent nurses from providing safe and effective care to patients (17, 24, 32). It can also lead to failure to raise safety concerns and seek assistance, resulting in delayed care (52). Another significant finding was that most participants did not take time off work after being attacked. However, exposure to violence can lead to job dissatisfaction, increased staff turnover/attrition rate, and errors in treatments or medications (15, 33, 37, 53). Workplaces can be challenging environments for workers, particularly when they are overloaded and lack knowledge about handling and reporting violence. Inadequate staffing levels and heavy workloads put a lot of pressure on nurses, which can create an environment that is conducive to WPV (33, 37, 53). When nurses are overburdened, stressed, and unable to meet patient needs adequately, tensions can rise and frustration can escalate, leading to violent outbursts. To mitigate WPV, it is important to address staffing issues and ensure that workloads are manageable.

Approximately 31% of the respondents reported that verbal warnings were issued as a consequence of the attacker, which may have led to recurrent violent behavior. Another 23.7% of participants reported that the aggressor was prosecuted. Poor management and leadership practices can contribute to WPV among nurses in Jordanian hospitals. This can manifest in various forms such as lack of support and communication, failure to address and respond to incidents of violence, and a hierarchical culture that does not prioritize nurses' wellbeing (13, 25, 54). Hospital management must foster a supportive and inclusive work culture, provide adequate resources and training for managers, and ensure that nurses have channels to report incidents of violence without fear of retribution (55). In some Jordanian hospitals, a culture of violence and acceptance of aggression exists, which contributes to WPV against nurses (27, 42, 56). This culture can stem from various factors, such as a lack of consequences for aggressive behavior, normalization of verbal or physical abuse, and a hierarchical structure that perpetuates power imbalances (27). Addressing this issue requires collective effort, including strict enforcement of policies against WPV and the promotion of a culture of respect and professionalism (24).

It has been reported that verbal violence is as common as physical violence in Arab countries (57). However, many people who experience verbal violence do not report it because of fear of negative consequences or inadequate reporting procedures. In addition, health care providers, especially female ones, may not know how to handle or defuse violent situations (12). This can be influenced by cultural norms that undermine the authority and professionalism of nurses, leading to disrespectful behavior and aggression (27). To address this issue, awareness must be raised and nursing as a critical profession in healthcare must be promoted to challenge negative perceptions and foster a culture of appreciation and respect.

The findings reveal that the main contributing factor to WPV in hospitals, beyond exposure, is leniency in the application of penalties against perpetrators of violence inside the hospital. This is consistent with the results of previous studies (15, 27, 39, 42, 44). Therefore, it is essential to implement assertive policies and rules in hospitals to protect health care providers and enable them to provide care while feeling safe. Another important contributing factor is the failure to fairly apply regulations and rules in hospitals, which affects care delivery and contradicts human rights. Poor oversight and security in hospitals can worsen violence, which was reported by 83.8% of participants and is consistent with other studies (11, 27). Inadequate security measures and infrastructure in Jordanian hospitals can make nurses vulnerable to WPV. These include limited security personnel, insufficient surveillance systems, and poorly designed facilities that do not prioritize the safety of healthcare workers. Improving security measures, increasing the presence of security personnel, and investing in proper infrastructure are essential steps toward creating a safer work environment for nurses.

We summarize our main findings on effectively reducing violence against nurses in peripheral healthcare settings by examining the major strategies and recommendations suggested by the participants. 95.8 of the respondents, 95.8% stated that improving staff-patient communication skills is crucial. This can be interpreted as nurses being unable to understand and respond effectively to patients' needs. Miscommunication between care providers (nurses) and care seekers (patients and their families) can often lead to angry reactions from patients and their escorts (15, 27, 42, 58). Improving communication skills reduces verbal and physical violence (46). A total of 89.6% of participants recommended improving their competencies in diagnosis and treatment to reduce waiting times. Previous research has found that patients' and family members' anger can stem from a lack of competence during treatment (55). Of the respondents, 88.2% suggested introducing strict laws and regulations to prevent relatives from interfering in staff-patient care and restricting public entry to minimize the impact of violence. Most nurses (83.9%) suggested that effective communication and teamwork are crucial for creating a safe and supportive work environment. However, communication breakdowns and lack of teamwork can contribute to WPV. Poor communication among staff members, between healthcare professionals and patients, or inadequate conflict resolution skills can escalate tensions and increase the likelihood of violence (33, 59). Encouraging open dialogue, fostering respectful communication, and promoting teamwork are essential for minimizing WPV in Jordanian hospitals.

Nurses require effective coping strategies and support systems to deal with WPV. These include training programs equipping nurses with de-escalation techniques, self-defense training, and mental health support services (33). The Occupational Health and Safety Act (2019) highlights the pivotal role of occupational health services in mitigating verbal and physical violence against nurses. In countries like Jordan, where peripheral hospitals often face resource shortages, understaffing, and heavy patient loads, the risk of workplace violence is elevated (28, 56). To address these challenges, occupational health services offer targeted training for nurses in areas such as de-escalation, stress management, and conflict resolution, which are critical in resource-constrained environments (60). Furthermore, occupational health programs can advocate for improved staffing, structured breaks, and mental health support through counseling services (61, 62). Thus, creating a supportive work environment that encourages open communication, provides access to counseling services, and promotes peer support can also help nurses navigate the emotional and psychological impact of WPV (63, 64).

In Jordan, several studies have also underscored the importance of integrating preventive strategies and education to enhance occupational health and safety for healthcare workers. Ashour and Hassan recommend incorporating safety training and collaboration as integral components of safety management across different organizational environments (65). Similarly, Al-Natour et al., discuss strategies employed by nurses to manage workplace violence but note that these strategies lack specific education or training components (27). Rababah further emphasizes the need for adopting occupational health and safety standards in various sectors, aiming for comprehensive quality benchmarks that ensure the highest safety levels (66). Through regular risk assessments and preventive health screenings, occupational health services foster safer working conditions, even in under-resourced settings, and promote a culture of safety and wellbeing, ultimately reducing workplace violence and ensuring nurses feel protected in their roles (67, 68).


Limitations

However, this study has some limitations, such as the use of a self-reported questionnaire that could be subject to self-reporting bias, recall bias, or underreporting of incidents. Additionally, this study focused on peripheral (rural) hospitals, which may not fully represent the situation in other hospitals. Additionally, the study examined verbal and physical WPV, while items for bullying, mobbing, harassment, and racial harassment were excluded, which could be related to an inadequate capture of the full scope of the problem. Acknowledging these limitations is vital for maintaining the credibility of the study and providing a clear understanding of its scope.



Implications

To address WPV in Jordanian hospitals, it is crucial to implement appropriate policies and preventive measures. This includes developing and enforcing clear policies against WPV, providing regular training sessions on violence prevention for all healthcare staff, and establishing reporting mechanisms that ensure the anonymity and safety of reporting incidents. In addition, hospitals should collaborate with law enforcement agencies to ensure swift responses to violence.

Education and training are essential to address WPV. Creating awareness among healthcare professionals, patients, and the general public about the impact of WPV and the importance of respect and professionalism is crucial. Training programs should be designed to teach nurses effective communication and de-escalation techniques, and how to report and document incidents of violence. By investing in education and training, hospitals can create safer and more supportive environments for nurses.




Conclusions

WPV against nurses in Jordanian hospitals is a serious issue that affects not only the wellbeing of nurses, but also the quality of patient care. This study highlights the various consequences and contributing factors to WPV, emphasizing the need for immediate action and intervention. To create a safe, respectful, and supportive environment for nurses, comprehensive policies must be implemented, organizational practices improved, and sociocultural norms addressed. It is important for all stakeholders, including healthcare institutions, policymakers, and society, to prioritize the safety and wellbeing of nurses. This ensures that they continue to provide high-quality care without fear of violence or aggression. Mitigating WPV against nurses requires a comprehensive, multifaceted approach. This approach should include the implementation of policies and protocols aimed at preventing incidents, improving security measures and infrastructure, providing training and education on violence prevention and de-escalation techniques, promoting a supportive organizational culture, and addressing sociocultural factors that contribute to violence. By collectively addressing these factors, we can create safer and more respectful working environments for nurses in Jordanian hospitals.
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