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Abstract:  Prevalence and Determinants of
Workplace Violence of Health Care Workers in a
Psychiatric Hospital in Taiwan: Wen-Ching CHEN, et
al. Yu-Li Hospital, Department of Health, Executive
Yuan, Taiwan—Workplace violence, a possible cause
of job stress, has recently become an important concern
in occupational health.  This study determined the
prevalence of workplace violence and its risk factors for
employees at a psychiatric hospital in Taiwan.  A
questionnaire developed by ILO/ICN/WHO/PSI was first
translated and validated.  It was then used to survey the
prevalence of workplace violence in the last 12 months
experienced by all nursing aides, nurses, and clerks at
the hospital.  Multiple logistic regression models were
constructed to discover the determinants of violence.  A
total of 222 out of 231 surveyed workers completed a
valid questionnaire.  The one-year prevalence rates of
physical violence (PV), verbal abuse, bullying/mobbing,
sexual harassment, and racial harassment were 35.1,
50.9, 15.8, 9.5, and 4.5%, respectively.  The prevalence
of PV at this hospital was higher than that reported by
other countries for the health sector.  A high anxiety level
was associated with the occurrence of PV.  These results
need to be corroborated by future investigation.  A
training program may be required for high risk groups to
reduce workplace violence.
(J Occup Health 2008; 50: 288–293)
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Field Study

Violence is an occupational hazard1) in hospitals.
Occupational researches have gradually shifted focus
from traditional, visible environmental risk factors, such
as physical, chemical, biological exposure or ergonomic
problems, to the invisible, psychological harm that may
be present in the workplace2).  For example, violence in
the workplace is a possible cause of stress3), and can
contribute to a greater morbidity of asthma4).  In addition,
it can lead to a shortage of health care workers and
undermine the quality of health services5).  Because of
the increased risk factors associated with violence, the
US Department of Labor Occupational Safety and Health
Administration (OSHA) has made an effort to establish
guidelines for the prevention of workplace violence6).

In health sectors, the prevalence of workplace violence
varies with the occupational setting, as does the type of
violence.  For example, national case studies conducted
in Australia, Brazil and Bulgaria in general hospitals5, 7)

found that the annual prevalence rates of physical violence
(PV) ranged from 3% to 17%, verbal abuse (VA) 27.4%
to 67%, bullying/mobbing (BM), which is defined as a
repeated, unwanted, and unreasonable behavior directed
toward an employee, 10.5% to 23%, sexual harassment
(SH) 0.7% to 8%, and racial harassment (RH) 0.8% to
2.7%7).  Using different questionnaires, research
conducted in England8), Hong Kong9), and China10) found
that PV varied from 5.3% to 21% and VA from 43% to
73%.  Studies conducted in emergency departments and
psychiatric settings in the US11, 12), Kuwait13), and Taiwan14)

found even higher prevalence rates.  However, it is
difficult to compare these studies directly because of the
different definitions of workplace violence used and the
different durations of recall used in the studies.

In psychiatric units, most violent incidents are
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perpetrated by patients, so the determinants of workplace
violence largely focus on patient profiles, including age,
gender, psychotic symptoms, personality, and drug
abuse15–19).  Several studies have explored staff profiles as
a determinant.  Anderson reported that nurses with a
previous abuse history seemed more vulnerable to physical
violence and sexual harassment20).  And Di Martino
addressed the relationship between violence and staff
feelings of stress21).  There is still a gap in the literature of
studies exploring the prevalence and determinants of
workplace violence against employees caring for long-term
institutionalized patients with schizophrenia.

We conducted this cross-sectional study to determine
the prevalence and the possible risk factors of workplace
violence at a large psychiatric institution mainly
responsible for the long-term care of schizophrenia
patients.  In order to compare the results with other similar
studies, we used a questionnaire developed by the
International Labor Office, International Council of
Nurses, World Health Organization, and Public Services
International (ILO/ICN/WHO/PSI)5).

Method

The hospital and participants
This hospital is located in a rural area of eastern Taiwan.

It was established as an asylum in 1966 by the government
to care for patients with chronic schizophrenia.  Following
democratic and human rights movements, in the 1990s
the asylum was renovated as a modern psychiatric center
providing humane, patient-centered, modern services for
patients from all over Taiwan.  Currently, about 2,400
patients reside in the hospital22).  Once patients are
admitted to this hospital, most of them live there for the
remainder of their lives.  Approximately 85% of the
patients have been diagnosed with chronic schizophrenia.
All nurses, nursing aides, and clerks with direct care of
patients were invited to participate in this study.  The
main task of the nursing aides in this hospital is helping
nurses with medical care, instructing and supervising
patients in daily life activities, and keeping the
environment clean, while clerks are responsible for
accounting and administrative services.  Out of the 231
people employed in these three positions at the hospital
at the time of data collection, 222 completed valid
questionnaires (96% response rate).  More than half were
female, married, and had a college level education or
above.  Three-quarters were under 45 yr old.  About 60%
were nursing aides (Table 1).

Study ethics
The Institutional Review Board (IRB) at the hospital

approved the research protocol including the purpose,
method, and use of the data collected.  Participants’
privacy was guaranteed.  Informed consent to take part
in the study was obtained from individual respondents

when they returned the completed questionnaire.

The questionnaire
The questionnaire used in this study was translated

directly from the one developed by the ILO/ICN/WHO/
PSI joint program on workplace violence in the health
sector5).  First, we formally obtained documented
permission to use the questionnaire from the ILO.  We
then asked 13 experts from all over Taiwan in related
fields to evaluate the content validity, including the fit
with Taiwanese culture, the rationality of the questions
asked, and the appropriateness of the translation.  The
test-retest reliability (0.85) was assessed with 13 health
care workers at the hospital surveyed, with the second
test performed two weeks later.  The questionnaire was
then back-translated to English to verify the accuracy of
the Mandarin version.

Table 1. Frequency distributions (in %) of demographics
and workplace violence within the last 12
months (N=222)

Age (yr)
<30 32.9
30 to 44 42.8
>44 24.3

Work experience (yr)
<1 10.4
1–5 34.7
6–10 15.8
11–15 19.8
16–20 11.7
>20 7.6

Female 52.7
Married 59.5
College education or above 55.4
Profession

Nurse 31.1
Nursing aide 59.0
Clerk 9.9

Anxiety level
Extremely high 12.2
High 12.2
Moderate 31.0
Low 29.7
Zero 14.9

Ever reported such a violence 26.6
Ever witnessed any type of violence 52.7
Ever encountered any type of violence 61.7
Ever encountered physical violence 35.1
Ever encountered verbal abuse 50.9
Ever encountered bullying/mobbing 15.8
Ever encountered sexual harassment 9.5
Ever encountered racial harassment 4.5
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The questionnaire contains three parts.  The first part
requests personal data and includes a question about the
level of anxiety about workplace violence, 1=not worried
at all, 5=very worried.  Next are the questions about
experiences within the last 12 months with physical
violence, which is defined as an intentional behavior that
harms another person physically.  The third part addresses
the last 12 months experiences of psychological violence
including verbal abuse (the behavior that humiliates,
degrades, or otherwise a lack of respect for the dignity and
worth of an individual), bullying/mobbing (repeated and
over time offensive behavior, vindictive, cruel, or malicious
attempts to humiliate or undermine an individual), sexual
harassment (any unwanted, unreciprocated and unwelcome
behavior of a sexual nature that is offensive to person
involved, and causes that person to feel threatened,
humiliated or embarrassed), and racial harassment (any
threatening conduct that is based on race, color, language,
religion, and minority).  For each kind of violence, there is
a post-traumatic stress disorder (PTSD) scale containing
four items (rehearsal, avoidance, hyper-arousal, and effort)
asking the victim to indicate how much he or she was
bothered by the incident, 1=not at all, 5=extremely.  These
items are compatible to the diagnostic criteria of PTSD
described in DSM-IV, which includes persistent re-
experiencing of the traumatic event, such as thoughts,
images, dreams, or percepts, persistent avoidance of stimuli
associated with the trauma and numbing of general
responsiveness, persistent symptoms of increased arousal,
such as difficulty in falling or staying asleep, irritability,
and difficulty in concentrating, and disturbances causing
clinically significant distress or impairment in
functioning23).

Survey procedure
In June 2003, we delivered the questionnaires to the

nurses and asked them to fill them out, enclose and seal
them with the provided envelope, and return them to the
head nurse within one week in exchange for a small gift,
a ball-point pen worth about US$ 2 dollars.  In addition,
we took advantage of two on-the-job training classes for
nursing aides and clerks to collect questionnaires.  The
same gift was given in exchange for a completed
questionnaire.

Statistical analysis
We coded the data in Excel®, and asked another

member of our team to verify all keyed-in data.  SAS 8.2
was used to conduct statistical analyses.  To evaluate the
degree of PTSD, we summed scores on each PTSD item.
In addition to simple analysis of frequencies, multiple
logistic models were constructed for the two major types
of violence, physical and verbal, by taking the following
factors into consideration: gender, job duration, marital
status, educational level, profession, and level of anxiety.

Through analysis, we found no statistically significant
difference in gender, marital status, and educational level,
so we did not put them into the model.  Because age and
job duration showed a high correlation, we deliberately
included the latter in the model.  In addition, because the
hospital was restructured in 1990, staff recruited after
that time were all required to have formal education and
training, and thus are more qualified than those employed
before 1990.  We expected the staff whose job duration
ranged 11–15 yr to be less vulnerable to violence and so
we used them as the reference group.  For the variables
of profession and anxiety level, we chose clerk and zero
level as the reference, respectively.  The sample size of
victims in the BM, SH, and RH categories was too small
to conduct a logistic analysis in this study.

Results

About a quarter of the participants reported workplace
violence during the past year.  Over half had witnessed
such an incident, and over 60% had personally
encountered at least one kind of violence at some time
during their employment.  About 55% had a moderate
level of anxiety about workplace violence.  The one-year
prevalence rates of PV, VA, BM, SH, and RH were 35.1,
50.9, 15.8, 9.5, and 4.5%, respectively (Table 1).

Of the PV incidents, 7.7% involved a weapon, such as
chopsticks or a chair, and about 46.2% resulted in a
physical injury, of which 30.8% needed medical
treatment.  About one-third of victims took time off from
work due to an assault, of which more than one-third
were off work for more than three days.  About 70% of
such incidents occurred in the daytime between 7:00 am
and 18:00 pm.  Over 80% of respondents had forgotten
on which day of the week the incident had occurred.

Table 2 summarizes the characteristic of each type of
workplace violence.  More than half of the PV and RH
incidents were investigated, but less than half of the other
three types were investigated.  The most common
perpetrators were patients, but a few co-workers or
supervisors were perpetrators of VA, BM, SH, and RH.
Fewer than 20% of the victims suffered from noteworthy
PTSD symptoms for all types of workplace violence.
More than half the respondents considered these events
to be preventable.

The results of the multiple logistic analyses are
summarized in Table 3, which shows that anxiety above a
moderate level tended to increase the likelihood of physical
and/or verbal violence after adjustment for other risk
factors.  In addition, PV was associated with nurses and
nurse aids, while VA was associated nurses and duration
of employment of less than 5 yr or more than 20 yr.

Discussion

Our findings suggest that not only the physical violence
and verbal abuse but also bullying/mobbing, sexual
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harassment, and racial harassment existed in the hospital
among nurses and nursing aides.  Gerberich et al.24) made
a similar finding.  The prevalence rate of 35.1% for
physical violence in this hospital was much higher than
the rates found in studies conducted at general hospitals
with the same questionnaire, 3–17%7), or with different
questionnaires 5.3–21%8–10).  This finding corroborates
the hypothesis that psychiatric units are one of the most
frequent sites of workplace violence25).  The level of verbal

abuse found in this study is consistent with that found in
other studies8–10).  Bullying was much lower in this study
than reported in a Hong Kong study9), but the level of
sexual harassment was comparable7, 9).

An important finding in this study was that the higher
the level of anxiety about workplace violence, the more
vulnerable the healthcare workers were to PV.  Hurell
mentioned that a high level of anxiety can be a precedent
for violence26).  However, since a high level of anxiety

Table 2. Frequency distributions (in %) for physical violence (PV), verbal abuse (VA), bullying/mobbing (BM),
sexual harassment (SH), and racial harassment (RH) experienced by 222 psychiatric care workers over
the past one year

Type of violence PV VA BM SH RH
n 78 113 35 21 10

The incident is preventable 57.7 52.2 62.9 71.4 50.0
Action taken to investigate 51.3 43.4 40.0 38.1 60.0
Who is the assailant?*

Patient/client 94.9 86.7 68.6 76.2 30.0
Staff member 0.0 0.9 11.4 9.5 10.0
Management/supervisor 0.0 7.1 0.0 0.0 0.0

PTSD score
<10 53.9 58.4 50.0 33.3 20.0
10–14 34.6 34.5 32.4 52.4 70.0
>14 9.0 4.4 17.6 14.3 10.0

*The sum may be less than 100% because of the missing data.

Table 3. Frequency distributions (n) stratified by risk factors, crude odds ratio (COR), and the adjusted odds ratio (AOR) with a
95% confidence interval (CI) estimated by multiple logistic regression of physical violence and verbal abuse

Physical violence n=78 Verbal abuse n=113

No Yes COR AOR 95% CI No Yes COR AOR 95% CI

Job duration (yr)
<1 20 3 0.4 0.3 0.1, 1.2 15 8 1.1 1.2 0.4, 3.7
1–5 40 37 2.2 1.6 0.6, 4.2 29 48 3.5 3.2 1.3, 7.9
6–10 26 9 0.8 0.5 0.1, 1.5 15 20 2.9 2.1 0.7, 5.7
11–15 31 13 1.0 1.0 30 14 1.0 1.0
16–20 18 8 1.1 1.3 0.4, 4.3 14 12 1.8 2.2 0.8, 6.4
>20 9 8 2.1 1.4 0.4, 5.6 6 11 3.9 4.2 1.1, 15.8

Professional group
Nurse 36 33 9.2 8.4 1.4, 49.1 18 51 7.6 5.9 1.7, 21.2
Nursing aide 88 43 4.9 7.0 1.4, 34.5 75 56 2.0 2.5 0.8, 7.3
Clerk 20 2 1.0 1.0 16 6 1.0 1.0

Anxiety level
Extremely high 12 15 7.0 6.8 1.8, 25.9 11 16 4.5 2.9 0.9, 9.3
High 9 18 11.2 9.3 2.4, 36.1 12 15 3.9 2.3 0.7, 7.6
Moderate 42 27 3.6 2.9 0.9, 9.3 24 45 5.9 4.3 1.5, 11.8
Low 53 13 1.4 1.1 0.3, 3.6 37 29 2.4 1.8 0.7, 4.9
Zero 28 5 1.0 1.0 25 8 1.0 1.0
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can also result from workplace violence, the association
cannot be clarified in a cross-sectional study such as this
one.  A follow-up study is needed.  If the hypothesis of
high anxiety level is verified, we shall recommend the
hospital to provide a training program for high risk groups
to reduce workplace violence.

Although only 7.7% of the PV incidents involved the
use of a weapon, they deserve our attention as PV
incidents may lead to serious injuries.  The fact that over
one-third of PV incidents required medical treatment may
be a warning sign for more serious workplace violence.
In addition, about one-third of the PV victims needed to
take sick leave.  Thus, we recommend the precautionary
measure of instituting a mandatory check for any
dangerous tools during admission to the hospital or
coming back after patients leave the ward.

Only a moderate level of anxiety, not the two higher
levels, was significantly related to an increased risk of
verbal abuse.  Perhaps VA is so frequently encountered
in psychiatric wards that it might not be perceived as a
major concern for injury and a source of worry.  Nurses,
not nursing aides, were the group most at risk of verbal
abuse probably because the tasks carried out by nurses,
such as giving medication and drawing blood samples,
cause them to come into direct contact with patients more
frequently than nursing aides.  Privitera et al. indicated
that work experience is a protective factor against
violence12).  In this study, the group with 1 to 5 yr of
employment was at increased risk of VA, which seems to
corroborate Privitera’s findings.  People who had been
employed for less than one year also had a shorter period
of exposure, which might have had some impact on the
prevalence rate.  However, staff employed at the hospital
for more than 20 yr had been working in this hospital
since the asylum era.  They are used to using authority to
instruct patients and seemed more likely to encounter VA.

Less than 10% of the employees surveyed reported
sexual harassment over the past year.  This figure might
be accurate, or it might be an underestimation reflecting
a difficulty in sharing such a private matter with others.
There was a low rate (38%) of taking action to investigate
SH as compared to other types of violence.

Peek-Asa and Jenkins classified the following four
types of workplace violence: criminal intent, customer
or client, worker on worker, and personal relationship27).
Table 2 shows that the majority (over 80%) of perpetrators
were patients in the hospital.  Only a small proportion of
VA, BM, and SH incidents were conducted by supervisors
or staff members.  This finding is different from the
findings of national case studies7), in which a substantial
percentage of the perpetrators of psychological violence,
including VA, BM, SH, and RH were staff.

In this study, about one-third to half of the victims
suffered PTSD symptoms.  A PTSD score over 14 fits
the DSM-IV diagnostic criteria of PTSD, which means

that about 10% of victims developed this disorder.  A
similar incidence has been reported among violence
victims28).  Over half of the affected staff regarded the
event as preventable.  Namely, had they taken proactive
prevention measures, a substantial proportion of violence
could have been avoided.  Active training of employees
in high-risk groups, especially those with a moderate or
high level of anxiety, may reduce workplace violence in
psychiatric hospitals.  Among many aggression
management programs29), a training program of Non-
violent Crisis Intervention has been introduced to this
hospital for all staff.  It contains instruction on a series of
skills for coping with assault situations including how to
avoid kicking, hitting and how to escape when patients
grasp hair or clothes.

Limitations
In contrast to the country case studies using the

questionnaire developed by ILO/ICN/WHO/PSI5) that
were conducted in many types of facilities around the
world, this study was conducted at only one psychiatric
hospital that mainly provides care for long-term
institutionalized chronic schizophrenia patients.  Thus,
our results on prevalence cannot be generalized to other
hospitals, but the exploration of risk factors might be
valuable for control of workplace violence in a large
psychiatric hospital.  In addition, our data was collected
retrospectively, and may suffer from recall bias,
misunderstanding of the definitions of violence, or a lack
of willingness to share private information.  However,
since the questionnaire only asked participants to recall
experiences from the past year and the test-retest
reliability was 85%, it seems that the contents of the
questionnaires were clearly understood by our
participants.  Furthermore, the 96% response rate also
indicates excellent cooperation from our target group.
Thus, the potential bias mentioned above might be small.

Since the anxiety level may be a result of former
experience of violence or a reflection of some workplace
atmosphere, future studies should also consider these
factors.

Conclusions

The result of high anxiety level being associated with
violence needs further examination.  The prevalence of
physical violence in this study was higher than those in
other countries’ health sectors.  We thus recommend the
management of the hospital in our study to consider
providing suitable training programs for the high-risk
groups which might possibly reduce workplace violence.
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