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ABSTRACT  
Workplace violence is frequent in medical specialty training setting in Iran. Therefore, development and 

implementation of workplace violence prevention guideline in this setting is a necessity. Workplace violence 

has become an issue of increasing concern. Residents are often the first physician that patients will meet them. 

We conducted this study to evaluate workplace violence against medical residents in Iran. In a cross-sectional 

questionnaire-based study, we asked 1107 medical residents about violence exposure during past 12 months. 

Overall, 892 of residents (2010-2011) participated in our study (response rate = 80.6%). Prevalence of 

experience of psychological and physical violence at work was obtained 63.7% and 19.7%, respectively. Sex, 

residency program, managerial support and year of education had independent effect on violence at work. Our 

results showed high frequency of violence at work against Iranian medical residents and indicated importance 

of development and implementation of workplace violence prevention guideline in medical specialty training 

setting in Iran. 
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INTRODUCTION   
Workplace violence has become an issue 

of increasing concern in recent years [1]. There is a 

lack of exact understanding of workplace violence, 

its causes, and solutions [2]. Some personal factors 

and situations including gender, mental skills, work 

experience, physical appearance, and lack of 

supervision are associated with workplace violence 

[3-5]. Workplace violence can be categorized 

according to forms of action (physical violence 

versus psychological violence), the aggressor and 

his/her relation to the affected work setting or 

worker (external violence, client initiated violence 

or internal violence) and/or the subject of violence 

(instrumental violence or emotional violence) [6].  

Workplace violence is a major health and 

safety hazard in all jobs [7]. Health-care workers 

are important sector of service industries and their 

safety may be threatened by patients [8-9]. 
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In the study of workplace violence 

among emergency physicians, verbal threats 

were the most common form of work-related 

violence, with 74.9% of subjects indicating at 

least one verbal threat in the previous 12 

months [10]. A substantial prevalence of 

threats and assaults was showed toward 

mental health staff [11]. Medical residents are 

often the first physician that patients will 

encounter during their illness. Therefore, they 

may be at risk of workplace violence. Acik 

and et al. studied workplace violence against 

medical specialty trainee in Turkey.  They 

suggested urgent need for measures to prevent 

violence against residents [12]. Workplace 

violence was studied toward pediatric 

residents. Thirty-three percent of the pediatric 

residents had been verbally abused or 

physically assaulted during their residency 

program [13].  
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Because of increasing numbers of 

workplace violence incidents and its 

organizational and human costs, many 

countries have developed guidelines to 

prevent workplace violence. There is no 

recording and reporting system for workplace 

violence in Iran. Therefore, there is not any 

reliable estimation of burden of workplace 

violence in health care sector. Medical 

residents usually are the first line of care 

providers in medical specialty training settings 

in Iran and vulnerable to workplace violence. 

Thus, we decided to study frequency of 

workplace violence against residents and 

related factors in Tehran University of 

Medical Sciences. 

 

MATERIALS AND METHODS 
All residents of Tehran University of 

Medical Sciences were included in this cross-

sectional questionnaire-based study (2010-2011). 

Residents of nuclear medicine, social medicine and 

pathology were excluded, because they have not 

close contact with patients or their relatives. 

Foreign residents were excluded from the sample 

group and finally, 1107 (53.6% male and 46.3% 

female) residents were Included. 

We modified “Workplace Violence in the 

Health Sector Country Case Study Questionnaire”, 

produced for Joint Program of International Labor 

Office (ILO), International Council of Nurses 

(ICN), World Health Organization (WHO) and 

Public Services International (PSI) on Workplace 

Violence in the Health Sector, to develop a 

questionnaire in Persian language [6]. This 

questionnaire is an international instrument to 

measure workplace violence against health care 

workers and has been frequently used by scholars 

to measure workplace violence against health care 

workers in many countries [14-18]. Content and 

construct validity of this questionnaire has been 

approved by expert panels in some of this studies 

and reported reliability ranged from 0.71 to 0.87 in 

different studies [15-17]. Those questions related to 

abuse or violence by co-workers or supervisors 

were excluded and only we asked about violence 

perpetrated by patients or their relatives against 

residents. Items about demographic information, 

violence experience in the past 12 months and 

outcome of event were included in the 

questionnaire. These questions included for 

physical and psychological violence separately. We 

invited occupational medicine experts to evaluate 

the appropriateness of the translation and used 

finalized version in our study.  

Hard copy of printed questionnaire has 

been offered to residents by one member of 

research team who informed them about the study’s 

aim and design. Participation was voluntary, and 

data were collected in a confidential manner. To 

ensure confidentiality residents were asked to 

complete the questionnaires anonymously. We 

asked opinion of violence exposed residents about 

managerial support in 5-point Likert scale (Full, 

High, Moderate, Low, and Not at all).  

Data were analyzed by SPSS for windows 

(Chicago, IL, USA). Descriptive statistics were 

used to describe frequency and mean for 

categorical and numerical data respectively. 

Associations between variables were tested with 

chi-square and T-tests. Logistic regression analysis 

was used to evaluate adjusted relation of 

demographic variables with violence as dependent 

variable. P-value of <0.05 was considered 

statistically significant. 

According to residency program, we 

divided residents into surgical and nonsurgical 

group. We put residents of emergency medicine, 

ENT, ophthalmology, neurosurgery, surgery, 

anesthesiology, orthopedics, gynecology and 

urology in surgical and residents of pediatrics, 

neurology, internal medicine, infectious diseases, 

cardiology, dermatology, radiotherapy, radiology, 

psychiatry, occupational medicine, forensic 

medicine and sports medicine in nonsurgical group. 

 

RESULTS 
Of the 1107 medical residents, 892 filled 

and returned the questionnaire (80.6% response 

rate). Mean age of respondents was 31.6 (Min=25 

and Max=49). In a total 797 (89.5%) of 

respondents reported the existence of violence as 

one of their workplace problems. In response to 

being the victim of violence, 176 (19.7%) reported 

experience of physical violence and 568 (63.7%) 

reported experience of psychological violence 

during past 12 months. Table 1 shows demographic 

characteristics of respondents and frequency of 

violence experience in each group during last 12 

months. 42.7% of residents were in surgical and 

57.3% were in nonsurgical groups. Sex distribution 

among surgical and nonsurgical residents was 

slightly different from all of respondents. However, 

there was not any statistically significant difference 

between sex distribution in surgical and 

nonsurgical group. Residents of emergency 

medicine had most frequent psychological violence 

exposure (96.8%), and residents of psychiatry had 

most frequent physical violence exposure (40.7%). 

In total, 242(27%) of respondents had not 

any previous experience of working as general 

practitioner. Kolmogorov–Smirnov normality test 

showed that duration of previous work, as general 

practitioner is not normally distributed so we used 

nonparametric test (Mann-Whitney T test) to 

compare mean of this variable between exposed 

and not exposed residents (Table 1). This 

difference was not statistically significant in the 

case of exposure to physical violence during past 

12 months (P-value = 0.075). 
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Frequencies of physical and psychological 

violence were higher in male residents and this 

difference was statically significant in the case of 

physical violence (Table 2). 

  
Table 1. Demographic characteristics of respondents and their violence experience during last 12 months 

 
Total 

N=892 

With at least one kind of 

violence experienced a 

N=601 

Without any kind of violence 

experienced b 

N=291 

P-value 

Sex     

 Female 434 280 (64.5) 154 (35.5) 
0.08 

 Male 457 320 (70) 137 (30) 

Year of education     

 1 298 211 (70.8) 87 (29.2) 

0.000 
 2 240 180 (75) 60 (25) 

 3 209 132 (63.2) 77 (36.8) 

 ≥4 145 78 (53.8) 67 (46.2) 

Age (Mean ± SD) 
31.6 ± 

4.1 
31.6 ± 4.2 31.6 ± 4.0 0.758 

Residency program     

 Surgical 381 278 (73) 103 (27) 
0.002 

 Non-surgical 511 323 (63.2) 188 (36.8) 

Previous work 

history 

In year (Mean ± SD) 

3.2 ± 

3.5 
3.3 ± 3.6 3 ± 3.4 0.212 

Marital status 

 Single 357 242 (67.8) 115 (32.2) 
0.862 

 Married 531 357 (67.2) 174 (32.8) 

a: Either physical or psychological violence, b: Neither physical nor psychological violence 

Table 2. Violence experience during past 12 months among female and male residents 

Kind of violence N (%) 
Total 

N=892 

Female 

N=434 

Male 

N=457 
P-value 

 Physical violence 176 (19.7) 61 (14.1) 115 (25.2) 0.000 

 Psychological violence 568 (63.7) 268 (61.8) 299 (65.4) 0.254 

 None 291 (32.6) 154 (35.5) 137 (30.0) 0.080 

 

Residents, who exposed to violence, 

reported that exposure to physical violence in 39% 

of cases resulted in cessation of their work, and in 

approximately 75% of cases, returning to work had 

at least 30 min delay. Psychological violence in 

19% of cases had such outcome, and in about 80% 

of cases delay for returning to work was at least 30 

min. About 70% of violence exposure occurred at 

the outpatient clinics that made them as the most 

prevalent location of physical and psychological 

violence. Residents reported that in 78.3% of cases, 

physical violence was preventable and 70.9% of 

them believed that patient’s lack of knowledge was 

the most important factor responsible for violence 

occurrence. In the  case  of  psychological violence,  

 

they believed that it was preventable in 66.2% of 

cases and the most prevalent factor responsible for 

violence occurrence was patient’s lack of 

knowledge (73%). 

We asked resident’s opinion about quality 

of managerial support against violence at work, 

using five-point Likert scales. 5.5% of them 

believed that they have been fully supported by 

hospital management against violence at work and 

38.1% of them believed that they have not been 

supported by hospital management against violence 

at work at all. Frequency of this believes among 

residents who exposed to at least one kind of 

violence during past 12 months, were 4.7% and 

43.2% respectively (Table 3). 
 

Table 3. Believe of physical and psychological violence victims about managerial support 

Opinion about level of managerial 

support 

Full 

 N=49 

High 

N=105 

Moderate 

N=144 

Low 

 N=252 

Not at all 

N=339 
P-value 

Victims of violence N (%)       

 Physical violence 
14 

(28.6%) 

12  

(11.4%) 

24  

(16.7%) 

41 

(16.3%) 

85 

 (25.1%) 
0.003 

 Psychological violence 
25  

(51.0%) 

41 

 (39.0%) 

83 

 (57.6%) 

166 

 (65.9%) 

252 

 (74.3%) 
0.000 

 Any kind of violence a 28 

(57.1%) 

47 

 (44.8%) 

89 

 (61.8%) 

177 

 (70.2%) 

259 

 (76.4%) 
0.000 

 

 



 

Workplace Violence in Medical Specialty Training Settings in Iran … ijoh.tums.ac.ir | 18 

Published online: March 28, 2017 
 

Table 4. Effect of sex, residency program, managerial support and year of education on violence exposure 

Physical violence B Sig. Odds Ratio 
95% CI for OR  

Lower limit Upper limit 

Sex 0.683 0.000 1.979 1.399 2.799 

Residency program 0.223 0.196 1.249 0.892 1.751 

Managerial support 0.122 0.102 1.130 0.976 1.307 

Year of education 0.474 0.009 1.606 1.125 2.293 

r2=0.049 

Psychological violence B Sig. Odds Ratio 
95% CI for OR  

Lower limit Lower limit 

Sex 0.039 0.791 1.040 0.779 1.387 

Residency program 0.456 0.002 1.578 1.176 2.118 

Managerial support 0.405 0.000 1.499 1.331 1.689 

Year of education 0.778 0.000 2.177 1.623 2.920 

r2=0.116 

Any kind of violence 

 (either physical or psychological) 
B Sig. Odds Ratio 

95% CI for OR  

Lower limit Lower limit 

Sex 0.145 0.335 1.155 0.861 1.550 

Residency program 0.458 0.000 1.580 1.169 2.136 

Managerial support 0.364 0.000 1.439 1.277 1.621 

Year of education 0.754 0.000 2.124 1.576 2.863 

r2=0.104

For regression analysis, we put residents 

into two groups of year of education. We put 

residents in first or second year of education in one 

group and residents with higher year of education 

in another group. As shown in Table 4 male gender 

and lower year of education are risk factor for 

exposure to physical and psychological violence 

independent of other factors. 

 

DISCUSSION 
The main aim of this study was evaluation 

of workplace violence frequency against residents 

in medical specialty training settings. We detected 

high frequency of violence at work.  

Frequency of violence at work in our 

study is higher than frequencies reported in a Swiss 

university general hospital [19], Japan [20], 

Rwanda’s health workforce [21], US metropolitan 

area [22], The Minnesota Nurses’ Study [23], 

Minnesota Midwest health care organization [24], 

European NEXT study [25] and some other studies. 

This difference may be mainly due to 

socioeconomic and cultural differences that exist 

between Iran and these countries or characteristics 

of population under study and study design. Higher 

prevalence of psychological violence was reported 

toward emergency medicine department staffs from 

Lebanon [26]. This may be due to poor security 

conditions of Lebanon or higher workload of 

emergency medicine departments. Very high 

frequency of physical and psychological violence 

was reported against health care workers in 

Germany (70.7% and 89.4% respectively) [27]. 

However, their study had low response rate 

(38.8%) and this low response rate may be source 

of some selection biases. In addition, different 

population under study may be the other cause of 

this difference. There are two published study of 

violence at work on health care worker from Iran. 

Workplace violence was studied against nurses in 

Iran that reported 27.6% physical and 87.4% 

psychological violence during a 6-month period 

[28]. They reported higher frequency in shorter 

time than our study. However, low response rate 

makes their study eligible to selection bias. In 

addition, other causes of this difference may be the 

different population under study and excluding 

violence from co-workers and supervisors in our 

study. Iranian nurses working in emergency 

departments experienced 19.7% physical and 

91.6% psychological violence at work during past 

12 months [16]. In our study, frequency of physical 

violence was equal to their study, but frequency of 

psychological violence was higher in their study. 

About 6% of their reported psychological violence 

was violence from co-workers. Different 

population study may be source of some of 

remaining difference. 

Psychological violence in our study was 

more frequent than physical violence. This finding 

is consistent with many previous studies [12, 16, 

20, 28-33]. Almost equal frequency of physical and 

psychological violence was reported. This study is 

inconsistent with our and many other studies [22]. 

This unusual finding was interpreted as difference 

in psychological violence definition. 

Male residents had more frequent 

exposure to violence than female residents did in 

our study and this difference was higher in the case 

of physical violence. This finding is in agree with 

finding of The Minnesota Nurses’ Study [23], 

literature review [8], study of violence during 

medical specialty training in Turkey [12] and study 

of workplace violence against nurses in Iran [28]. 

According to our study, managerial 

support had protective effect on violence exposure 
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but full support had reverse effect. False confidence 

of residents, because of full managerial support, 

may result in doing risky acts and put them in front 

of violence. Therefore, greater support is not 

necessarily right solution for workplace violence.  

Logistic regression analyses indicated that 

gender, managerial support level, training course 

(residency program) and year of education had 

independent effect on frequency of violence 

exposure. However, in all of logistic regression 

models, r2 are less than 0.12, and this small r2 

indicated that there are some other powerful risk 

factors for workplace violence. Personal 

characteristics, communication skills, sufficiency 

of team working and organizational factors may be 

some of important factors, which we could not 

measure in this study. In opinion of near to 70% of 

respondents, patient’s lack of knowledge was the 

main factor responsible for violence. This fact is an 

indicator of unacceptable patient-physician 

relationship. Personal characteristics and 

communication skills can affect this relationship. 

Near to 90% of respondents reported the 

existence of violence as one of their workplace 

problem and physical violence in 40% of cases 

interrupted work and service. Therefore, in light of 

previous studies [34-36] violence at work may have 

significant adverse effect on health and 

performance of medical residents in Tehran 

University of Medical Sciences. Our study had 

acceptable sample size and response rate but had 

several limitations. The cross-sectional nature of 

the study did not permit the investigation of 

causality, which would require longitudinal 

analyses. This study was limited to medical 

residents and we cannot extend our findings to all 

health care workers. 

 

CONCLUSION 

Findings can be extended to medical 

residents of other universities in Iran and we have 

no evidence to suggest that the situation is different 

in other universities. Our study was retrospective 

and vulnerable to recall bias and underestimation of 

violence exposure. However, we find high violence 

exposure and this indicates importance of 

development and implementation of workplace 

violence prevention guideline in Iran. Therefore, 

our suggestion to reduce frequency of workplace 

violence and to improve this situation is 

development and implementation of workplace 

violence prevention guideline in medical specialty 

training settings. 
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