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Abstract
Background: Thailand lacks evidence of the current prevalence of workplace violence (WPV) at tertiary hospitals. This study aimed to examine
the prevalence of, perpetrators of, and factors associated with WPV against healthcare workers in excellent tertiary hospitals in Thailand.
Methods: This was a mixed-methods study. A questionnaire was individually administered by an interviewer to 220 healthcare workers using a
tablet with an online platforms, and the completion rate was 100%. The study was conducted from July 2018 to March 2019. Pearson’s chisquare test was used to examine the variables related to any violence according to individual and work data. Odds ratios with 95% confidence
intervals were used to assess risk factors for exposure to violence using a logistic regression model. Thirty participants provided additional
qualitative data that were used for thematic analysis.
Results: The findings revealed that in the past 12 months, 63.6% of the participants experienced violence at their workplaces. The most common
type of violence reported was verbal violence (56.4%), followed by physical violence (24.1%), bullying (16.4%), sexual harassment (4.1%), and
racial harassment (3.6%). Multivariable logistic regression revealed that the correlates of violence at hospitals included being male (OR = 4.28,
95% CI 1.50–12.19), working in an outpatient department (OR = 2.55, 95% CI 1.42–4.58), and having direct contact with clients (OR = 3.12, 95%
CI 1.25–7.73). The qualitative data revealed 5 major themes.
Conclusion: There is a high prevalence of violence against all healthcare workers at excellent tertiary hospitals in Thailand. Policymakers need to
be aware of the roots and risk factors for all types of WPV. The results could also contribute to the development of appropriate policies,
interventions for conflicts based on intergenerational gaps, reporting, investigation processes, preventive measures, and zero-tolerance protocols
for all healthcare workers.

Background
Violence against healthcare workers is not novel but is a phenomenon that is known worldwide and observed in all areas and hospital careers
with serious consequences (1–4). Violence has the ability to threaten or damage all systems (5–7), such as physical well-being, psychological
well-being, job performance, satisfaction, burnout, and quality of life, among staff (8–11). Violence exists in many forms and dimensions (12–
14). Previous international studies reported high prevalences of workplace violence (WPV) in various Asian countries, i.e., 44.6–99.5%, which
varied depending on the different types and contexts of violence (15–18). Although hospital violence has been gaining increasing attention for
many decades worldwide, little international evidence has been published on Thailand and Southeast Asia, including little evidence on the
reporting of violent events (19,20). Moreover, there is a lack of evidence on the current prevalence of hospital violence in Thailand. Many factors
related to hospital violence have been revealed, including demographic factors of participants (21,22), perpetrator attributes (23), and
work characteristics (24,25). In particular, previous research has found that factors such as the type, size, and location of hospitals are related to
WPV and that regional or tertiary hospitals are particularly associated with WPV (26). Thailand is one country with universal health coverage
(UHC), which has covered all Thai citizens through 3 public health insurance schemes since 2002 (27). There is a high demand for public tertiary
hospital services in developing countries (28). At the same time, there is a high prevalence of violence at tertiary hospitals (8,29). However, there
is a lack of evidence on WPV at tertiary hospitals in Thailand. This study focuses on all healthcare workers in excellent public centers in
Thailand. Furthermore, healthcare workers who work at government or large hospitals tend to experience more violence (25,30–32).
Our study aims to assess the prevalence of, perpetrators of, and associated risk factors for WPV against healthcare workers in tertiary hospitals
in Thailand. It examines healthcare workers’ reports of rates of violence and investigates WPV. This research is an important step in exploring the
current situation of workplace violence against all healthcare workers. The findings can inform the improvement of appropriate interventions,
strategies, and policies related to violence against healthcare workers at tertiary hospitals in Thailand.

Methods
Aims
This study aims to survey the prevalence of, context of, and factors associated with violence against healthcare workers in excellent tertiary
hospitals in Thailand.
Study setting
To select the study areas, simple random sampling was conducted, with two of ten excellent public tertiary centers selected. The selected centers
had to be under different ministries with no duplicates. Seven of the ten centers are in Bangkok (70%) (33). The ten centers include 4 hospitals of
the Thailand Ministry of Higher Education, Science, Research and Innovation (MHESRI); 2 centers of the Thailand Ministry of Public Health
(MPH); 2 centers of the Ministry of Defense; and 2 others (34). Additionally, the centers are equipped with sufficient professional medical
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expertise to treat a large number of patients from around the country under two very different structural schemes. One of the selected hospitals
was under the MHESRI, and the other was under the MPH.
Study design
This was a mixed-method study. A retrospective cross-sectional design was adopted. Data were collected between July 2018 and March 2019. To
determine the sample size in this research, a calculation based on the event per variable (EPV) was used. The calculation advised 10 or more
EPVs according to logistic regression (35) to assure the adequacy of the sample size in this research. We used 10% or more workers as the
sample to account for missing data. The sample was randomly selected from each hospital and every unit. Random sampling was based on the
size population of each setting. In the next step, the researcher used systematic random sampling to select the qualified individuals from every
department in the two centers. Every fifth individual, such as 1,5,10…n, was selected. The process was repeated through all the departments in
each center until the sample size calculated in the second step was reached. The inclusion criteria comprised being a healthcare worker, working
at one of two tertiary healthcare centers in Thailand, possessing at least 12 months of tertiary hospital experience, being currently employed,
being aged 20 years or above, and not being on vacation or leave. In addition, for the qualitative method, 30 participants were selected from the
entire sample to provide in-depth information. To select the participants for the qualitative component, purposive sampling was conducted to
include at least 15 healthcare workers from each hospital. The participants’ willingness to participate and the convenience of participation for
them as well as research ethics were prioritized.
Materials
Quantitative instrument.
Our study on WPV adopted the following definition of violence formulated by a WHO working group in 1996: “the intentional act of physical force
or power, threatened or actual, against oneself, another person, or against a group or community” that is associated with working or any situation
that happens in the workplace(36). Such violence results in degradation, deprivation, maldevelopment, and physical and psychological
outcomes. In particular, psychological violence includes verbal abuse, bullying, racial harassment, and sexual harassment (36). The
questionnaire was adapted from a questionnaire used in a previous study of a tertiary hospital in Thailand (37), and collaboratively by four
international organizations (38); this questionnaire has often been used to survey violence at hospitals worldwide. The original English version of
the questionnaire was divided into five parts. The Thai version was used in a recent international study that was conducted in Thailand in
2005 (37). It was found to have a content validity index of 0.93 for the total scale and of 0.85 for perception of violence. For our quantitative
component, we used only two parts of the questionnaire: 1.) personal and workplace data and 2.) prevalence and context of WPV, such as
physical violence and psychological violence (verbal abuse, bullying, sexual harassment, and racial harassment), including the characteristics of
the perpetrator, reporting rate, and investigation experience of any type of WPV. Yes or no responses were used for most of the questions. The
adapted questionnaire was then pilot tested with 30 participants from the same target population. Moreover, the researchers conducted two
pilot tests of the questionnaire. The first was before submission to each research ethics committee. The second was after all recommendations
and revisions were made in accordance with the ethics committees’ consensus to suit both hospital contexts. After approval had been received
from all committees is complete, the researchers collected the data following the schedule.
Qualitative instrument. A semistructuredinterview guide was developed and divided into five major categories based on the ecological model and
the study objective.
Data collection
This study was approved by two ethics committees in 2017 and 2018. Next, in January 2018, the researcher approached hospital directors from
2 tertiary hospitals to ask for permission to enter the centers to conduct the research. Then, approval was sought from the supervisors or head of
each unit by following the hierarchy of the organization and then, finally, consent was sought from the participants at mid-year. Data were
collected between July 2018 and March 2019 using a survey questionnaire that was administered through a tablet. For the 30 participants who
also participated in the qualitative study, the participants were informed of the research objectives, the potential harms and benefits of study
participation and that the survey was confidential and voluntary. After informed consent was obtained, the author conducted an intervieweradministered survey in the Thai language using a tablet.
Statistical analysis
The analysis in this research was conducted in two phases. First, quantitative data analysis was performed by calculating the frequencies and
percentages to quantify the types of violence according to demographic and workplace characteristics. The chi-square test was performed to
assess the association between characteristics of independent factors and violence. Only variables with statistical significance (p ≤ 0.05) in the
univariate analyses were analyzed in the multivariable logistic regression. The researchers used multivariable analysis to identify the
independent variables related to the probability of healthcare workers experiencing violence in the workplace. Factors associated with the risk for
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hospital violence in Thailand are reported with 95% confidence intervals (CIs). Statistical significance was determined as p < 0.05. Finally,
qualitative data were analyzed using thematic analysis.

Results
Characteristics of the participants and the workplace
All 220 invited healthcare workers participated in this study, and the response rate was 100%. Of these, 188 were women (85.5%). Most
participants (29.1%) were 30–39 years old, and the average age was 38.54 years. The participants’ incomes were between 25,000 and 50,000
baht per month, and their average income was 32,347 baht per month. Violence was most commonly observed in the outpatient department
(OPD) (55.9%). Violence most often occurred through direct interaction/contact with patients (89.1%). [Table 1].

Prevalence of violence against healthcare workers
Overall, more than half (63.6%) of the participants had experienced workplace violence over the 12-month period. Most participants were victims
of verbal abuse (56.4%), followed by physical violence (24.1%), bullying (16.4%), sexual harassment (4.1%), and racial harassment (3.6%) [Table
2].
Characteristics of the perpetrators
The participants described the gender of perpetrators of physical (60.4%) and psychological violence (45.2%) as both male and female. The most
common perpetrators of physical violence (83.0%) and psychological violence (57.3%) were clients/patients. Regarding age, the perpetrators of
all types of WPV were mostly older than the respondents [Table 3].

Management of the participants and the investigation process
Few participants (N=140, 1.4%) indicated that they reported violent incidents every time. Most participants (N=140, 57.9%) stated that they did
not know about the investigation process from first-hand experience [Table 4].
Associated factors of WPV
First, the researchers compared the variables at the individual and organizational levels for the participants to identify trends in violence at the
workplace. The relations among the variables were examined. Then, only the variables that had statistical significance (P ≤ 0.05) in the
univariate analysis were selected [Table 1].Furthermore, the variables were entered one by one into the binary logistic model. Ultimately, 6
variables were assessed: gender, age, income, working experience, working in the OPD, and direct interaction/contact with patients.This analysis
revealed that three factors, i.e., gender, working in the OPD, and direct interaction/contact with clients, had statistically significant relationships
with violence at work [Table 5]. In the definite multivariate logistic regression model, three variables, i.e., male gender, working in the OPD, and
direct interaction/contact with patients/clients, appeared to be significantly associated with WPV. It was found that men had a 4.28 times greater
chance of having experienced violence than women. In terms of the work characteristics, healthcare workers in the OPD were 2.55 times more
likely to experience violence than those in other departments, and those working with direct interaction/contact with patients/clients were 3.12
times more likely to encounter violence [Table 5].
Interviews were conducted with 30 healthcare staff regarding the WPV they experienced. From their narratives, five major themes were identified.
In presenting the findings, quotes were used to manifest participants’ voices.
Individual level and WPV
Several participant reflections focused on the issue of gender. First, many participants believed masculinity is a protective factor, compared to
femininity, of workplace violence. From their perspective, women have more specific traits that relate to workplace violence than men. This was
reflected in Miw’s response about how she received abuse from her coworkers. “Men don’t pay much attention to details as women do. Women
are picky and can see a trifle as a problem or interpret it as something else. To ignore it and not see it as a problem is more difficult for women to

do. Men see the big picture. Women have a detail-oriented view. So, men should be the leader too” (nurse, female, 42). Some women suffered
abuse based on patriarchal idealism. The following is the voice of Wawa, who is a young professional who was bullied. She said, “The gender
that causes violence the most is older males. It happens in the hospital on Facebook or LINE group chat. But most of it happens in the staff room
during our break. The conflicts come from the fact that he worked here before me and has higher seniority yet a lower degree, while I’m a younger
woman with a bachelor’s degree who got promoted to be his supervisor. He might get upset, and that’s where the conflicts arise”(Orthotist, female,
26). Finally, some participants saw the two genders as equally likely to victimize or perpetrate WPV. Few participants presented this experience.
Buay is a female pharmacist who said, “Any genders can do it; working at the hospital requires professional expertise” (pharmacist, female, 34).
Anothernurse assistant, who everyone calls I Big or Pee Bum [Fatty/Fatso/Chubby Boy], said, “Everyone has one brain, two hands and two legs.
Page 4/15

For physical strength, now some women are even a boxer or weightlifter. I think women are more eloquent than men. So, they can mediate in
violent situations, and men can help back up. To put men in the front role is stupid. People back then often thought that women could not argue
with men, but some women these days are smarter than men. I don’t take gender into consideration but their action. (Pee Bum, a nurse assistant,
male, 30).However, most of their reflections were from their perspectives as victims.
Intergenerational gap among healthcare workers and WPV
The qualitative data showed that the intergenerational gap among healthcare workers could result in WPV. This issue is divided into two
parts. The first part considers the perspective of older persons. An example is the experience of Mai, an older female nurse who indicated that
usually, her abuser is a young worker. She said, “One of the problems is to work with young people. They work well and smart, especially with IT.

They learned with a new curriculum in the child center. They probably think everything revolves around them. So, the supervisor often
sarcastically says that I’m already old as a dinosaur and do not learn to improve myself. I was disheartened and ashamed” (nurse, female, 55).
The problem was found to be caused by work that changed the manner of interation with coworkers. Suree, a senior nurse from the heart
center, said, “If I look back in history, nurses helped each other. Now, some young nurses work fast but not meticulously. They’re good at
technology though. Witty but thoughtless. If they get angry with someone, they ignore doing their job. They are passive-aggressive and neglect to
help colleagues do our job; they use sarcasm, gibberish, and usually post bad things on Facebook. These affect our workload, and unsatisfactory
to many of our clients (nurse, female, 47). On the other hand, young healthcare workers voiced opposite ideas. Several younger healthcare
workers reflected that they were bullied by older staff, such as in the participants’ reflections below. Yin is a young nurse who said, “We grew up in
different era. Old people have a fixed mindset that is hard to change. When we do things like this, they’ll say no, saying that the system doesn’t
allow for it, and we must do like that. But we see it doesn’t work. Sometimes I choose to ignore it” (nurse, female, 25). Pam is a young nurse
assistant who said, “Some are open-minded, but some are very narrow-minded and outdated. They’re old as a dinosaur—hard to work with. So, we
just work our own way” (nurse assistant, female, 31). The generational differences among workers was affected by the work manner, system, and
their relationships at the workplace.
Organizational level and WPV
Our qualitative study found that violence did not necessarily have to take place in isolated places or while the victims were working
alone. In this study, the high-risk area was the front of the department or the counter, which was crowded with many people. A male nurse
assistant, Pee Bum, reflected, “The outpatient department has many people coming to use the services; approximately 200–300 patients use our

services per half day every morning. We have long hours from early morning until afternoon to evening. Everyone is tired and stressed from work.
Hard work, fewer workers, and repeatedly answering the same questions [from patients]. I understand that some [workers] may be upset, while
patients have to be patient, sick, and angry” (Pee Bum, nurse assistant, male, 30). Moreover, the outpatient and emergency departments were very
high-risk areas. Cob is an emergency medical officer of the OPD emergency department who said, “I’ve worked in many departments. The most
at-risk department is the emergency OPD. There’re a lot of patients. But I had little time to talk with each of them, so misunderstanding easily
happened. At the outpatient emergency department, there’re a load of patients too, but I don’t get to have time to interact with them—only
focusing on my wok. I also used to work in the inpatient ward. The violence is different. The cases in the ward weren’t loaded, but we had
problems with patients’ relatives and were likely to get complaints easily. But work pressure, fatigue, sleep deprivation and stress
were lower”(emergency medical officer, male, 39). On the other hand, healthcare workers in some jobs spend a long time with the patient without
any problems. This was reflected by Sai. She said, “I work in the operating room. Almost every case takes more than one hour to finish. But there’s
no violence because most of the patients areunconscious. If there really needs to be problems, it’s from the doctors because we prepare the room
for them. Some doctors have their own standards” (nurse, female, 51). San had a similar reflection. He is a male occupational therapist, and he
said, “My job is to provide occupational therapy to patients. Most of my patients have chronic to severe illness. One patient takes almost an hour.
That gives me much enough time to be with them, so there’s no problem” (occupational therapist, male, 35).
Furthermore, our results revealed a lack of material resources, insufficient backup data systems, unsupported welfare, and insufficient
human resources. For example, Ki is a staff member of the obstetric department who said, “Lack of officers in all positions. Not enough
healthcare workers. We’re requesting more officers. Some have quit because of the low pay and no government registration. Also, there is no

recruitment for new IT guys either. The computers malfunctioned like this for three to four years. When it malfunctions, it takes half an hour to be
normal, causing a delay in printing. We can’t print the health scheme documents. It happens in every department, affecting us all. In other
examination rooms, doctors might not use a computer. But for me, I have to record the patients’ symptoms in the computer for the doctors or
print the health scheme documents for them. Sometimes, all I can do is just wait while patients keep an eye on me with a question when it’ll be
done. When the computer malfunctions like that, I’ll call a person in charge to fix it and yell it out that it malfunctions, so everyone knows why it’s
slow. But whether they’ll understand it or not, I don’t know. Clients are God, supervisors are boss, and men are leaders.The patient waits for a long
time and curses me in front of the counter. If I explain, it might be seen as controversial.There is nothing more I can do” (customer service officer,
female, 39).
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The qualitative study found that violence in hospitals was based on the organizational structure. This hierarchy and power structure in the
workplace influenced the occurrence of direct violence and indirect violence. This was reflected by some of the respondents. Jew, an assistant
nurse of the eye center, said: “I’m just an assistant. I can’t talk much. I take an order and follow it. No one complains, and it’s the best” (nurse
assistant, female, 29). As PeeBum said, “I’m not sure how long I’ll work here. We’re not doctors. Nobody respects us (laughs). We are good people

who no one cares about” (nurse assistant, male, 30). The superior power of service users and patient satisfaction are key goals of working even
in the most awkward and uncomfortable situations. An example is the experience of Ki. She said, “A healthcare worker’s job is to take care of the
patients. Their satisfaction is the most important. If they are not satisfied, we can get complained about or scolded. In particular, aunties and
wifies are less patient and easily irritated. If they’ve entered menopause, that’s even worse. When they berate us, we can’t do anything but have a
service mindset”(customer service officer, female, 39). Furthermore, a relationship system in which two persons have unequal social status can
lead to vertical violence because the leader and subordinate will always have unequal status. Some of the participants were negatively affected.
For example, Samorn said, “I used to have a problem with my coworker. I reported it to the supervisor. But that coworker had a good relationship
with their supervisors. So, I was the one who was ordered to relocate. I didn’t want to have any further problems. When it was over, I moved to
become a supervisor at another small department. It’s better” (nurse, female, 55). Kwan’s narrative was similar. Kwan was unsupervised. In her
reflection, she said, “I was once assigned to be a supervisor in one department, but I couldn’t put up with the pressure. So, I moved back to the old
department. The higher you go, the harder you fall. If you’re not strong enough or don’t have enough people to back you up, it’s hard to stay there.
You’ll become stressed and fall ill.It was too much for me, so I got back to work at the old department. No position but happy” (A nurse, female,
47). Violence can have a negative effect on physical, mental, emotional, professional, and professional growth in many ways.
External organizational level and WPV
We found that policy changes by external organizations could affect the participants’ work. For example, after private hospitals cancelled the
treatment service for patients on the social security scheme, many more patients came for service at government hospitals, leading to more
chances of violence. Problems with the operating system and the number of patients are related to change factors of external organizations. For
example, Ink is a pharmacist who said, “Yesterday, the patients had to wait for three hours because there’re about 200 patients here. Many private

hospitals cancelled services for patients on the social security scheme. So, a lot more patients came here for the service. Before this, only
Tuesday would be crammed with about 200 patients, but these days, it’s every single day. Greater workload and more violence” (pharmacist,
female, 34). Additionally, some policies as reported by the participants caused them to feel unfairly treated, as they lost their rights to the
changes that happened. Several participants suffered from policy changes. Sam is one healthcare worker whose welfare suffered. He said, “In
my case, my work was affected by the change from a permanent secretary. I started working here as a temporary government employee and had
worked for six years since. There was a law saying that if a person was appointed a civil servant, he or she could carry over their years of a track
record as government employees to skip ranks without starting from zero. However, the new policy by the new permanent secretary imposed the
new position by changing the position of a temporary government employee to the ministry employee, which was unknown and legally unclear to
the Office of the Civil Service Commission. And when the law didn’t include that new position, my six years of track record were
gone” (occupational therapist, male, 35).
Societal level and WPV
Several respondents expressed violent events as follows. Ki is a customer service officer. She said, “People in Thai society today think that we’re
hired by the taxpayer’s money, so we have to make it worth it even though we pay taxes too (laughs). In the past, patients respected us more, but

these days, they have changed and seen us as service providers. Some even threaten us that they’ll file a complaint. They stare at us, cross their
arms, frown, or yell at the counter. They are God.”(customer service officer, female, 47). The user's understanding of the service provider does not
match the actual role and authority of the healthcare workers in the context of the organization, resulting in complaints. Suree described such an
event. She said, “Society thinks that nurses can provide the treatment and prescribe the medicines, but in fact, we only follow the doctor’s orders.
Anyway, some treatment has a process, like you have to wait for four, six or 24 hours. Each profession has its own scope and limitation of work
and roles, but people don’t understand and want it to be as they want”(nurse, female, 47). Moreover, some healthcare workers reported bullying
from coworkers, such as insults, scolding and sarcasm on social media. For example, Nuch, a psychologist, said, “After the conflict, she posted a
picture of a foot on Facebook with a caption related to what happened, a dirty word, and I know it’s about me” (clinical psychologist, female, 52).
On the other hand, several occupations have developed increased work authority. However, in Thai society, there are still some people who believe
that healthcare workers’ work is simple. One research participant felt this was degrading in their profession. One young pharmacist said, “The
world has changed. People used to understand that a pharmacist’s job was only to prepare medicines and dispense it but in fact, it’s not.
Especially these days, pharmacists have to do more than just dispense medicines. I studied a new curriculum that took six years to graduate. The
old one took five years. But the patients see us as a medicine dispenser only”(pharmacist, male, 27). Finally, the goal of the work of healthcare
workers in today's Thai society, customer satisfaction, is as important to the hospital as any other service work. A smile is a necessity at work.
For example, one nurse said, “I have to be more aware these days. Patients have changed. They know that they can file a complaint. I think it’s
more difficult to work now with people from different backgrounds. Many times, it makes me so bored that I don’t want to do anything at all. But I
have to be tough and put on the smiles. If anything can be let go, just do it”(nurse, female, 47).
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Discussion
Workplace violence among healthcare workers in Thailand is common. Our study found a prevalence of 63.6%, with the most
common type being verbal abuse. Specific attributes have been found to increase the risk of workers being targets of workplace violence in the
healthcare setting, including gender, age, income, working experience, working in the OPD, and direct interaction/contact with
patients (15,16,39,40). Factors significantly associated with workplace violence included being male, having worked in an OPD, and having direct
contact/interactions with clients.

Prevalence and context of WPV
Our study showed higher prevalences of all types of violence in the workplace than in the preceding study of a general hospital
in southern Thailand in 2005, which showed a prevalence of verbal abuse of 38.9%, followed by a prevalence of physical violence of 3.1% and a
prevalence of sexual harassment of 0.7% (37). Next, comparisons with other countries in Asia regarding the overall violence in tertiary hospitals
within 12 months showed that the prevalence of violence experiences found in the current study of 63.6% was higher than that in mainland
China, where the WPV prevalence was 56.4%, as reported in a recent study (15). On the other hand, our finding seems lower than the
overall rate of violence, 65.8%, and verbal abuse, 64.9%, in tertiary hospitals in China (41). Psychological violence was still higher than physical
violence. Regarding the different types of WPV, a study in Hong Kong showed that only 1.1% of healthcare workers had experienced sexual
violence (5). A study in northern Taiwan found the same prevalence of bullying as our study, i.e., 32.4% (42). Although the issue of violence is of
increasing interest due to the increasing prevalence of hospital violence, the reporting of rates of violence is insufficient.
Associated factors and WPV
This study found high risks of WPV. Regarding the first factor, the most violence was observed in the OPD. OPDs are available in almost all health
services, such as emergency OPDs, cardiovascular OPDs, and obstetrics OPDs. All of them are crowded with people. Our qualitative study
indicated that there were 100–600 people who sought services in the OPD in this department on a daily basis. Consistent with the findings from
previous studies (37,41). However, a prior inconsistent report indicated that outpatients of tertiary hospitals expressed the highest satisfaction
with healthcare workers, especially doctors and nurses. However, the highest dissatisfaction was reported with health center sanitation
and outpatients operations, particularly with long wait times, prediagnosis counters, and registration/payment officers (29). In terms of the
second factor, direct physical contact could result in more violence. This relates to a previous study, when the staff was either preparing for or
providing health services (43). This corresponded to the findings of a study in Hong Kong and China (16,41,44). The third factor was the last
factor of our logistics model. The gender of the participants relates to our qualitative result. Being male is one possible factor of violence in
the workplace, consistent with previous studies in Thailand conducted 1–2 decades ago (37,45). A recent finding was similar to that
of previous studies in China (15,46). However, these findings contrasted with several studies (3,47). This relates to our qualitative result, which
could be explained by the fact that, according to gender roles, males were perceived to be stronger than females, and it was expected that they
would be able to tolerate pain without complaints, according to a concept of masculinity. The gendered division of labor resulted in different
gender roles. For example, men were viewed as leaders and a reasonable and strong gender who could protect women, while women were seen to
be good at details and mediation, especially when verbal communication was required. These perceptions consequently influenced gender
relations and/or power relations. To illustrate, men were chosen to be leaders but at the same time to perform violence-prone jobs. Although the
female participants reported that they were well aware that if they chose men to be leaders, a male leader might not understand women and their
jobs well, based on their experience, they still chose men to be leaders. However, if they saw a nominated woman with the same leadership skills,
they would choose the woman. The participants also reported that although most supervisors at the hospitals were women, the executives were
men. This could indicate that gender stereotypes had effects on gender equity, as they could prohibit female workers from reaching their highest
career paths even though there was no such official restriction against women to have a high position in an organization. However, at the time of
the research, the participants revealed that they thought that they had gender equity because women by then already had equal job opportunities
as men and could further their education for their career path development. In addition, gender studies of male-dominated occupations found
that men were given risky work (Stergiou-Kita et al., 2015).
On the other hand, the study identified characteristics of the perpetrators of WPV. The main source of violence, including both physical
and verbal abuse, was patients, which is consistent with the findings of many studies (18,37,48,49). Our finding of the characteristics of
perpetrators was slightly different, as our results indicate that the main perpetrators of physical violence and verbal abuse could be
either males or females, followed closely by female perpetrators of verbal abuse. Perpetrators were most likely to be older. For both physical and
verbal abuse, this finding corresponded with a prior study on physical violence in Turkey (50). In addition, in our qualitative results, we found
intergenerational conflict in the workplace. Intergenerational conflict was a dominant theme in our qualitative results. Intergenerational conflict
related to differences in age, working experience, life experience, curriculum of study, etc., of any generation. However, this
finding was confirmed by studies on intimate partner or domestic violence. Such violence tends to be disrupted over generations (51), and a
previous study indicated that interpersonal conflict continues to be a reality in the nursing profession, and nurse educators, practicing nurses, and
nursing students work to effect change and create a more cohesive culture. The findings have the potential to enhance generational
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understanding and foster a more cohesive culture in clinical practice settings (52). Overall, the difference could be attributed to cultural
differences. Finally, this study reveals a low rate of reporting of experienced violent incidents among the participants due to the desire to avoid
consequent work problems. Additionally, no procedures were undertaken after the violence was performed to investigate its roots.
The recent exploration was similar to prior studies in many European and other countries (39,53).
Organizational, external organizational level and WPV
Our qualitative study found that the structure of the management system under the supervising organization, which was considered the external
organization, affected healthcare workers’ promotion, salary and career paths. This was considered structural violence according to the findings
of the qualitative study reporting the reflection of participants. The findings showed that any changes caused by external organizations, such as
changes in political agencies, health policy of the relevant ministry, policy of private hospitals in the community, etc., could affect the progression
of the careers of healthcare workers. This was consistent with the findings of a study in Thailand almost 20 years ago (45).
Societal level and WPV
This study found that some social expectations contrasted with the real working system and context in hospitals. It is obvious that macro
factors, such as norms, cultures, values, beliefs, social expectations toward healthcare workers, professionality, service expectations, and
customers’ rights and taxpayers’ rights, have both direct and indirect impacts on violence in hospitals. First, the qualitative study also found that
clients’ social expectations prevailed in healthcare workers’ job roles, which allowed violence to exist at hospitals. Thai hospitals are free for all,
and if they are sick, people can access rights as patients. More important than the right of the patient is the right of the taxpayer. The patient's
threatening claims made the participants feel oppressed. Additionally, different classes, such as the service class and the customer, have distinct
power. Furthermore, the client is unperceptive of the actual role and authority of the healthcare workers in context. In addition, the world and
technology are changing. Expressions change and become more approachable; when there is a problem, people can easily vent about them on
social media. Violence on social media is easy and fast. Since then, professional development has progressed, but the stigmatized
maldevelopment of Thai society has remained the same, as exemplified by the narratives of the participants in our results. Ultimately, the
immediate solution is to smile at the customer. These findings were similar to those of a study in Thailand (45). Moreover, gender-based violence,
power in the organization, and social influence were related. The study found that this type of violence could penetrate deep into many levels,
even to an attitude of the participants toward genders. The qualitative data also revealed that even though the hospital system had been
improved, it was still partially dominated by the patriarchy. Additionally, despite the hierarchy in the hospitals, where the healthcare workers were
under the control of the hospital management committee and the committee was under the control of the relevant ministry, capitalism also came
into play and placed the first priority on the satisfaction and safety of the hospital clients or patients, as in a commonly spoken phrase “clients
are God, supervisors are boss, and men are leaders.” This shows that societal factors, especially culture in Thai society, influence and interact on
hospital violence through ego, instinct, core beliefs, job conditions, and the structure of the organization. Furthermore, organizations and external
organizations, including society and the world, change (54–57). This study has some limitations. First, this was a cross-sectional study of only
two of ten excellent public centers in Thailand. The findings may not be generalizable to all levels of hospitals in Thailand. Nevertheless, both
hospitals are considered leaders in medical treatments, medical education, and clinical research among Thai hospital systems. Second, due to
the vulnerability of the topic, the researcher took a long period of time and navigated many hierarchies to obtain permission to enter the areas,
addressing fears of negative consequences of participation and waiting for permission from all units and persons. We addressed these issues by
going in-person to talk and explain the purpose with everyone individually and sincerely. Third, we aimed to intensify the rigor and reduce the bias
due to data collection on this sensitive topic and overcome the limitation of asking participants to recall over the past 12 months. Then, the
researchers collected data by reading each research participant each question one on one, used the international questionnaire that was
translated to Thai in a prior international publication, and conducted in-depth interviews through qualitative processes. Last, the quantitative
sample was based on the number of independent variables that would be used in the logistic models, including no funding or time constraints.
However, the study was a mixed method study, with a qualitative sample of 30 people.

Conclusion
After almost twenty years since the last study on this topic, this study provides evidence of the up-to-date prevalence of WPV at tertiary hospitals
in Thailand. The study revealed the high prevalence of WPV among all healthcare workers. There are many types of violence in the workplace.
Several factors could influence WPV, such as being a man, working in the OPD, having poor working systems, and working with many
patients/clients. The results could contribute to the advancement of policies and measurements to prevent and resolve WPV at large and
complex hospitals. Moreover, the results could also contribute to the development of longitudinal studies in the future and establish selfadministrative reporting without negative consequences, including programs for intergenerational conflicts and zero-tolerance policies for all
healthcare workers.
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Tables
Table 1 characteristics of participants, work and workplace (N = 220)
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Variables

χ2

N (%)

Gender
Female
Male

0.178**
188 (85.5)
32 (14.5)

Age (years)

−0.141*

20–29

56 (25.5)

30–39

64 (29.1)

40–49

52 (23.6)

≥50

48 (21.8)

Level of education
Secondary school and below
Vocational certificate
Bachelor’s degree
Above bachelor’s degree

0.026
15 (6.8)
40 (18.2)
121 (55.0)
38 (17.3)

Income (baht)
<25,000
25,000–50,000
>50,000

−0.187**
57 (25.9)
121 (55.0)
42 (19.1)

Occupation
Nurse

−0.005
101 (45.9)

Professional assistant

72 (32.7)

Other

47 (21.4)

Work in shifts (multiple answers are possible)
Work hours

0.094
125 (56.8)

Shifts

95 (43.2)

Both

27 (12.3)

Working experience (years)

−0.148*

0–10

96 (43.6)

>10–20

45 (20.5)

>20–30

44 (20.0)

>30

35 (15.9)

Exposure to outpatient department (working department)
Yes
No

0.204**
123 (55.9)
97 (44.1)

Direct interaction/contact with clients
Yes

0.160*
196 (89.1)

Affiliation Hospital
Hospital of MHESRI
Hospital of MPH
1

0.125
151 (68.64)
69 (31.36)

Each item refers to yes/no response.
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Table 3 The characteristics of perpetrators (N = 220)
PV

VA

(N=53)

(N=124)

F

%

F

%

13

24.5

14

11.3

8

15.1

54

43.5

32

60.4

56

45.2

44

83.0

71

57.3

Coworkers

9

17.0

63

50.8

Managers/Supervisors

2

3.8

20

16.1

Outsiders / strangers

1

1.9

1

0.8

Gender of perpetrators
Male
Female
Both
Status of perpetrators (Multiple answers are possible.)
Clients/patients

Age of the perpetrator compared to the respondents (Multiple answers are possible.)
Older

42

79.2

101

81.5

Younger

17

32.1

54

43.5

6

11.3

23

18.5

same age as respondents

Table 4 The reporting and the investigation during and after the violence incidence at hospitals.
Supportive system

Violence

Physical violence

Psychological Violence

(N=140)

(N=53)

(N=126)

n

%

n

%

n

%

None

68

48.6

22

41.5

66

52.4

Sometimes

70

50.0

31

58.5

58

46

Every time

2

1.4

0

0

2

1.6

None

81

57.9

22

41.5

83

65.9

Sometimes

37

26.4

16

30.2

33

26.2

Every time

22

15.7

15

28.3

10

7.9

Report behaviours

investigate

Table 5 Risk factors associated with the violence at tertiary hospital in Thailand (N = 220)
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Variables

Sig.

N (%)

Risk of hospital violence Exp(B) (95% CI)

Gender
Male

0.007

Female

32(14.5)

4.28(1.50-12.19) **

188(85.5)

Reference

123(55.9)

2.55(1.42-4.58) **

Department
OPD

0.002

No
Direct interaction/contact with clients

97(44.1)
0.014

196(89.1)

Note: *p ≤ 0.05; **p < 0.01; ***p < 0.001
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Reference
3.12(1.25-7.73) *

