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Patient-initiated violence against
dental staff: a survey in faculty
clinic settings

Avia Fux-Noy®?*, Oriane Getter?, Aviv Shmueli'?,
Elinor Halperson'? and Moti Moskovitz!?

'Faculty of Dental Medicine, Hebrew University of Jerusalem, Jerusalem, Israel, 2Department of
Pediatric Dentistry, Hadassah Medical Center, Jerusalem, Israel

Background: Workplace violence against healthcare personnel is an increasing
concern. However, there is limited research on this issue within the dental field.

Aim: This study aimed to examine the prevalence and characteristics of patient-
initiated violence against dental staff.

Methods: A cross-sectional survey design was utilized, involving a convenience
sample of dental clinic staff at Hadassah Medical Center, Jerusalem, Israel.
Participants filled out an anonymous questionnaire that assessed patient
aggression in three categories: physical violence, verbal abuse, and reputational
harm. Additionally, demographic information such as gender, age, role, and
years of experience was collected.

Results: The response rate was 29%. Of the 103 respondents, 73% were females,
79% were dentists; 95% reported experiencing verbal violence, 27% physical
violence, and 53% reputational harm at least once in their career. Male staff
reported significantly higher rates of reputational harm compared to female
staff (p = 0.025). Dentists experienced significantly more reputational harm than
dental auxiliaries (p = 0.004). No significant differences were found based on
clinic specialization or years of experience.

Conclusion: Dental clinic staff frequently experience high levels of verbal,
physical, and reputational violence. It is essential to conduct larger, nationally
representative studies in Israel to confirm these findings. Future research should
examine the causes and consequences of patient-initiated violence and explore
effective prevention and intervention strategies.
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1 Introduction

The World Health Organization defines workplace violence as the intentional use of power,
either threatened or actual, against an individual or group in work-related circumstances, resulting
in or likely to result in injury, death, psychological harm, maldevelopment, or deprivation (1).
Violence against medical staff is a recognized global issue and a form of workplace violence.
Healthcare and social service industries experience the highest rates of workplace violence injuries,
being five times more likely to suffer such injuries than workers in other sectors. The overall
incidence of workplace violence has increased in recent years (2). Healthcare workers are four
times more likely to be absent from work due to violence directed at them (3).

Violence against medical staff leads to significant negative consequences, including lower
self-esteem, heightened anxiety and stress, decreased work performance, and a decline in the
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quality of patient care. Furthermore, it is linked to burnout, lower job
satisfaction, compromised patient safety, increased medical errors,
and higher rates of absenteeism and professional turnover (4).

Although numerous studies have documented violence against
medical staff (5, 6), research on violence specifically targeting dental
teams remains limited. Studies indicate that 29-80% of dentists have
experienced workplace violence, primarily from patients, but also
from patients’ relatives, colleagues, and supervisors (7-10). Dental
procedures can evoke negative emotions such as fear, pain, anger, and
mistrust in patients, which may lead to violent reactions. Several
factors contribute to violence against dental staff, including long wait
times, appointment cancellations, high treatment costs, and perceived
unsatisfactory outcomes of treatment (11).

The Israeli dental care system comprises both private and public
clinics, with certain procedures subsidized under the National Health
Insurance Law. Due to the lack of previous surveys on violence
directed at dental staff in Israel, this study aimed to assess the extent
and nature of violence experienced by dental professionals. For these
preliminary results, the investigation centered on the staff of the
Faculty of Dental Medicine. It also explored potential associations
between clinic specialization, staff roles, years of experience, and the
frequency of reported incidents of violence.

2 Materials and methods

This study utilized a cross-sectional survey design using a
convenience sample of dental clinic faculty staff. A convenience
sample offers easy access to participants, speeds up data collection,
and is appropriate for preliminary research or experiments aimed at
testing basic assumptions (12). Ethical approval was obtained from the
Institutional Review Board (HMO-0280-22).

2.1 Study population

Eligible participants were dental staff members at the Faculty of
Dental Medicine, Hadassah Medical Center, including dentists, dental
assistants, dental hygienists, and receptionists. Inclusion criteria were:
providing patient care for at least 1 year and fluency in Hebrew
(reading and speaking). Individuals not meeting these criteria were
excluded. Of the 350 dental staff members at the faculty, 103
participants from seven departments responded to the questionnaire,
yielding a response rate of 29%. With a sample size of 103, assuming
a 95% confidence level and an estimated prevalence of 50%, the
margin of error is approximately +9.6%. While this margin of error is
relatively high, it remains acceptable for generating useful preliminary
insights, particularly in exploratory research (13).

2.2 Study instrument

The survey instrument, adapted from Rhoades et al. (10, 14), was
translated into Hebrew using a forward-backward translation
method by two independent translators fluent in both languages.
Initially, a native Hebrew speaker with expertise in English translated
the instrument into Hebrew. Then, a native English speaker
conducted the back-translation. The back-translation was reviewed
by the translators and authors, who confirmed there were no
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discrepancies in wording. This anonymous questionnaire assessed
patient aggression across three categories: physical violence (9 items:
kicked you, grabbed you, slapped you, pushed or shoved you, threw
something at you, hit you, twisted your arm or hair, damage or
attempt to damage property in or around your practice, threatened
you with a weapon), verbal violence (8 items: raised their voice
angrily at you, insulted you, used foul language toward you,
threatened to hit or throw something at you, used derogatory
language regarding your gender/race/ethnicity/sexual orientation/
age, called you a demeaning name, threatened to physically harm
you, harassed you via the phone, Internet, or text message), and
reputational harm (4 items: threatened to post nasty comments
about you and/or your practice on the Internet or something similar,
reported you to a licensing body or government agency (without
cause), threatened to report you to a licensing body or government
agency (without cause), threatened to sue you and/or your practice).
Participants indicated the frequency of each experience using the
following scale: “never;,” “not this year, but in the past,” “once in the

» «,

last year;” “twice in the last year,” and “three or more times in the last
year.” Demographic data, including participants gender, age, role,
and years of experience, were also collected. Both digital and paper
versions of the survey were distributed to eligible participants.
Anonymity was ensured by not collecting any identifying

information and by storing responses using numeric codes.

2.3 Statistical analysis

For statistical analysis, participants were categorized as having
experienced violence within a specific category if they reported at least
one instance of that type of violence. To facilitate meaningful statistical
analysis and ensure sufficient sample size within each subgroup, staff
roles were grouped into three categories: (1) assistants, hygienists, and
receptionists; (2) general dentists and residents; and (3) specialist
dentists. This classification was informed by both the functional
similarities within each group and their distinct levels of clinical
responsibility, patient interaction, and authority in the dental setting.
Frequency of violence exposure was condensed into three categories:
(0) never, (1) not this year, but in the past, and (2) once or more in the
last year. Condensing into three broader groups helps maintain
sufficient numbers within each category to enable robust statistical
analysis. Data was analyzed using SPSS software to examine
relationships between violence type, frequency, and demographic
variables. Chi-square tests or Fisher’s exact tests and logistic regression
were used to evaluate these relationships, with statistical significance
setat p <0.05.

3 Results

The respondent pool comprised 27% males and 73% females.
Table 1 details the participants’ departmental affiliation, role within the
clinic and years of experience. Table 2 presents the results regarding
the type and frequency of violence experienced. When asked about the
location of violent incidents, 67% of respondents reported occurrences
in the faculty clinic, 36% in a public clinic, and 20% in a private clinic.

Analysis of the relationship between staff gender and the type and
frequency of violence (Figure 1) revealed that male staff members
reported higher rates of physical violence and reputational harm
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TABLE 1 Demographic data distribution.

Role [n(%)]

General dentist 4(4)

Department [n(%)]

Pedodontic 30(29.1)

10.3389/fpubh.2025.1630346

Years of experience [n(%)]

1-5 years 31(30)

Periodontic 15(14.6) Resident dentist 44(43)

6-10 years 30(29)

Oral medicine 12(11.7)

Specialist dentist 33(32)

11-15 years 10(10)

Prosthodontic 13(12.6) Assistant 16(15)

16-20 years 11(11)

Endodontic 10(9.7) Hygienist 1(1)

Over 20 years 21(20)

Orthodontic 14(13.6) Receptionist 5(5)

Maxillofacial surgery 9(8.7)

TABLE 2 Violence type and frequency.

Violence Yes Once or more in the last year Not this year, but in the past
categor . . .
cietd Proportion (%) 95% Proportion (%) 95% Proportion (%) 95%
Confidence Confidence Confidence
Interval Interval Interval

Verbal violence 95% 89.1-97.9% 74% 64.5-81.3% 26% 18.7-35.5%

Physical violence 27% 19.5-36.5% 57% 47.6-66.4% 43% 33.6-52.4%

Reputational 53% 43.8-62.7% 42% 32.7-51.4% 58% 48.6-67.3%

harm

96% 04%

71%

47%
39%

Male

23%

Female

M Verbal violence M Physical violence M Reputational harm

FIGURE 1
Violence type according to participant's sex.

compared to female staff members. Specifically, a statistically significant
difference was observed in reports of reputational harm (p = 0.025).
Analysis of the relationship between departmental affiliation and
violence type and frequency (Figure 2) indicated that staff in the
pedodontics department reported higher rates of physical violence
compared to other departments, though this difference was not
statistically significant (p = 0.066). Similarly, staff in the endodontic
and pedodontics departments reported higher rates of reputational
harm, but this difference also lacked statistical significance (p = 0.390).
Analysis of the relationship between staff role and violence type
and frequency (Figure 3) revealed that specialist dentists, general
dentists and residents reported significantly higher rates of reputational
harm compared to dental assistants and receptionists (p = 0.004).
Analysis of the relationship between years of experience and the
type and frequency of violence (Figure 4) showed an increasing trend
in reported physical violence and reputational harm as experience
increased. A linear relationship was observed between physical
violence and experience (linear variables p = 0.023), however, this did
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not reach statistical significance using Fisher’s exact test (p = 0.133).
Similarly, no statistically significant association was found between
years of experience and reputational harm (p = 0.809). Additionally,
no consistent relationship was found between years of experience and
the occurrence of recent violence. (i.e., within the last year vs. in
the past).

To examine factors linked to patient-initiated violence, including
verbal, physical, or reputational separately, a logistic regression model
was fitted with role, department, gender, age, and years of experience
as predictors (Table 3). The results indicate that an individual’s role is
an important predictor of whether they experience reputational harm,
with an odds ratio of 2.112 (p = 0.022). This suggests that specialist
dentists have more than twice the odds of experiencing reputational
damage compared to auxiliary staff.

4 Discussion

The study’s findings indicate a considerable occurrence of violence
against staff in dental clinics. Notably, 95% of participants reported
experiencing verbal violence, 27% reported physical violence, and
53% reported reputational harm at least once, either in the past year
or at some point previously.

The existing literature on violence against dental staff comprises
studies that either focus on specific professional groups, such as
dentists (9, 10, 15), dental hygienists (16, 17), or dental students (14,
18, 19), or examine the entire staff (8), as was the approach in our
study. The differences in scope make it difficult to directly compare the
results of various studies. The methodology used in the current study
was adapted from Rhoades et al. (10, 14). In comparison to our
findings, Rhoades et al. reported prevalence rates of 74% for verbal
violence, 45.5% for physical violence, and 68.7% for reputational harm
among dentists (10), and 86% for verbal violence, 28% for physical
violence, and 36% for reputational harm among dental students (14).
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FIGURE 2
Violence type according to participant's department.
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FIGURE 3
Violence type according to participant's role.
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A recent systematic review and meta-analysis on the prevalence of
violence against oral healthcare workers reported that verbal abuse
ranged from 8.2 to 58.7%, and physical abuse ranged from 4.6 to 22%.
The review also addressed sexual harassment, with prevalence rates
ranging from 6.8 to 54% in nearly all included studies (11).

While the current study revealed a significant difference in
reported reputational harm, with dentists experiencing higher rates
compared to auxiliary staff, Azodo et al. (8) found no such difference
in the overall prevalence of violence between these groups. This
discrepancy may be attributed to methodological variations, since the
current questionnaire’s distinct categorization of physical, verbal, and
reputational violence. The observed difference in our study was
limited to reputational harm, a form of violence likely to
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be disproportionately directed towards dentists compared to assistants
and receptionists. Dentists bear direct responsibility for diagnosis,
treatment planning, and clinical outcomes. This central role places
them at the forefront of patient interactions and expectations. When
patients are dissatisfied, they may attribute blame to the dentist, who
is seen as the decision-maker. This makes dentists more likely targets
of reputational harm, as patients may express frustration through
complaints or social media criticism. In contrast, assistants and
receptionists typically serve in supporting roles and have limited
influence over clinical decisions, making them less likely to be held
personally accountable for patient dissatisfaction. This structural
dynamic within the dental care team likely contributes to the observed
differences in reputational harm reported across roles. The grouping
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FIGURE 4
Violence type according to participant’s years of experience.

TABLE 3 Logistic regression models predicting each type of patient-initiated violence: verbal, physical, and reputation damage.

Type of patient- Predictor Odds ratio (OR) p-value 95% ClI (lower—upper)

initiated violence

Verbal Intercept 0.028 0.537 0.000-2291.713
Role 0.804 0.796 0.154-4.200
Department 1.044 0.877 0.604-1.805
Gender 1.468 0.771 0.111-19.491
Age 1.252 0.185 0.898-1.745
Experience 0.381 0.275 0.067-2.158

Physical Intercept 0.412 0.687 0.006-30.786
Role 0.778 0.455 0.402-1.504
Department 1.023 0.867 0.787-1.328
Gender 0.507 0.225 0.169-1.518
Age 1.025 0.610 0.932-1.128
Experience 1.177 0.635 0.601-2.305

Reputation Intercept 0.362 0.638 0.005-25.108
Role 2.112 0.022 1.114-4.007
Department 0.888 0.334 0.699-1.129
Gender 0.554 0.277 0.191-1.606
Age 1.046 0.354 0.951-1.150
Experience 0.757 0.399 0.397-1.444

approach may mask subtle differences between, for instance, dental
hygienists and receptionists within the auxiliary category, or between
residents and general dentists. However, the classification strikes a
balance between analytical feasibility and professional relevance,
making it suitable for identifying general trends while acknowledging
some granularity is lost.

Our survey results indicate that male staff members reported higher
rates of physical violence and reputational harm compared to female
staff members. This finding is consistent with a research report
conducted among community health workers in Israel (20), which also
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reported higher rates of physical violence against men and comparable
rates of verbal violence between genders. However, Rhoades et al. (10),
in a study of dentists, found no association between gender and reported
experiences of violence. In Israeli society, similar to many cultures, male
healthcare professionals are frequently viewed as authority figures. This
perception can lead patients to express their dissatisfaction or frustration
toward male staff. Additionally, males are generally more likely to
display and report aggressive behaviors and may adopt more direct or
assertive communication styles. Such styles can be perceived by patients
as dismissive or authoritarian, potentially escalating tensions during
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clinical interactions. Furthermore, males may be more likely to interpret
and report certain negative encounters as reputational damage, rather
than as emotional or indirect aggression (21, 22).

Our findings indicate a higher incidence of physical and reputational
violence reported in the pediatric dentistry clinic compared to other
departments. However, these results should be interpreted cautiously due
to the disproportionately higher response rate from the pedodontics
department, which was two to three times that of other departments.
This overrepresentation may skew the findings by giving disproportionate
weight to experiences unique to the pediatric dentistry department.
While the data suggest a potential difference in violence exposure
compared to other departments, the uneven response rates limit our
ability to draw definitive conclusions or generalize these findings across
the broader dental staff population. Furthermore, pediatric dentistry in
Israel, being nationally funded, experiences a significantly increased
workload and high patient demand, which may further differentiate its
working conditions from those in other specialties. To accurately identify
trends in violence against dental staff across different specializations, a
larger study with equitable representation from all departments
is necessary.

It is crucial to investigate further implications of the findings.
Exposure to workplace violence has been consistently associated with
decreased job satisfaction, increased burnout, workforce attrition,
and psychological distress among dental healthcare providers.
Moreover, it may compromise the quality of patient care (4).
Providers may experience reduced focus, diminished empathy, all of
which can undermine clinical performance and communication. This
may erode trust between patients and providers, an essential
component of effective dental care. Therefore, the findings underscore
the need for institutional policies that proactively address workplace
violence, including training, reporting mechanisms, and
psychological support.

This study has several limitations. First, the response rate was
relatively low (29%), with a final sample size of 103 participants.
Although low, the expected response to an online questionnaire has
been described as 25-30% (23). Such a response rate introduces a risk
of nonresponse bias, whereby the dentists who chose to participate may
differ systematically from those who did not, potentially in their
experiences, perceptions, or willingness to disclose incidents of patient-
initiated violence. This could lead to an overestimation or
underestimation of the true prevalence or impact of such experiences
in the broader dental workforce. Second, the small sample size drawn
from a single medical center in Israel, limits the statistical power to
detect subtle differences or associations and restricts the generalizability
of the findings. It also limits the ability to conduct meaningful subgroup
analyses within the sample. This study served as an initial exploration
of patient-initiated violence in dental clinics. The results should
therefore be interpreted with caution and considered exploratory.
Third, the use of convenience sampling and voluntary participation
may have further compounded selection bias, as dentists with strong
opinions or personal experiences related to patient-initiated violence
may have been more motivated to respond. Future research in this area
would benefit from employing strategies to improve response rates,
such as multiple follow-up contacts, offering participation incentives,
or using mixed methods approaches. Additionally, larger, randomly
selected samples would enhance the representativeness and reliability
of findings on this important occupational health issue. Furthermore,
the study did not explore specific details of violent incidents, including
their triggers, the effects on staff members (such as physical injury or
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psychological trauma), or how they were resolved. Future research
should focus on these details to better comprehend the context of
violent events and develop effective intervention strategies.

In conclusion, dental clinic staff frequently experience high levels
of verbal, physical, and reputational violence. It is essential to conduct
larger, nationally representative studies in Israel to confirm these
findings. Future research should examine the causes and consequences
of patient-initiated violence and explore effective prevention and
intervention strategies.
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