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ABSTRACT

Violence against healthcare professionals has emerged as a critical global concern affecting
service delivery, professional wellbeing, and patient safety. Despite increasing recognition,
comprehensive understanding of underlying causes remains limited. This qualitative study
explores fundamental root causes through semi-structured interviews with 45 stakeholders
across multiple healthcare settings. Themalic analysis revealed five primary causal
domains: systemic healthcare failures including resource constraints and excessive waiting
times, communication breakdowns between providers and patients, sociocultural shifts
diminishing professional respect, organizational inadequacies in security and support, and
psychological stressors affecting both patients and providers. Findings demonstrate that
violence emerges from complex interactions among systemic, interpersonal, and
sociocultural factors. Effective interventions require comprehensive, multilevel approaches
addressing healthcare infrastructure, communication protocols, organizational policies, and
societal attitudes rather than isolated reactive measures.
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I.INTRODUCTION

Aggressive behavior toward healthcare professionals represents an escalating global crisis
threatening healthcare delivery systems worldwide. The World Health Organization
characterizes workplace violence in healthcare as incidents where workers experience
abuse, threats, or assault in circumstances related to their professional duties,
encompassing explicit or implicit challenges to safety, wellbeing, or health [1]. This
phenomenon manifests across a spectrum from verbal aggression to physical assault and,
in severe cases, homicide.

Recent epidemiological evidence reveals concerning prevalence patterns. Healthcare
workers face approximately fourfold elevated workplace violence risk compared to other
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sectors [2]. Emergency departments, psychiatric facilities, and geriatric care settings report
highest incidence rates, though no healthcare environment remains immune. The COVID-
19 pandemic substantially intensified this crisis, with documented increases in aggressive
conduct toward healthcare practitioners globally, driven by fear, misinformation, and
frustration with strained healthcare systems [3].

Consequences extend beyond immediate victims. Healthcare professionals subjected to
violence experience elevated rates of post-traumatic stress disorders, burnout, depression,
and anxiety [4]. Many contemplate leaving their profession, contributing to workforce
shortages. Organizations face decreased productivity, increased absenteeism, higher
turnover, and associated costs. Most critically, workplace violence compromises patient
safety and care quality, as traumatized healthcare workers struggle to maintain optimal
performance [5].

Despite growing awareness, current interventions demonstrate limited effectiveness in
reducing violence incidence. This persistent inadequacy suggests existing approaches
address symptoms rather than underlying causes. Most violence prevention programs
emphasize reactive measures including security personnel, panic buttons, and post-incident
counseling, while insufficient attention addresses fundamental root causes precipitating
violentincidents [6]. This study employs qualitative methodology to explore these underlying
causes from multiple stakeholder perspectives, enabling development of comprehensive,
preventive interventions addressing systemic failures rather than merely responding to
violence after occurrence.

Il. RELATED WORK

Existing research on healthcare workplace violence predominantly employs quantitative
methodologies documenting prevalence, risk factors, and correlates. Liu et al. conducted a
systematic review of 253 studies across 76 countries, establishing that 8-38% of healthcare
workers experience physical violence during careers, while 42-96% encounter verbal abuse
[2]. Emergency departments demonstrate highest violence rates, with annual physical
violence prevalence ranging 15-58% across different settings and populations.

Risk factor research has identified multiple contributing elements at individual, situational,
and organizational levels. Perpetrator characteristics including mental health conditions,
substance abuse, and previous violence history correlate with elevated aggression
likelihood [7]. Environmental factors including prolonged waiting times, overcrowding,
inadequate staffing, and poor physical design create conditions facilitating violence [8].
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Organizational deficiencies in security infrastructure, violence prevention training, and
incident response protocols leave staff vulnerable and unprepared [9].

However, existing literature demonstrates significant gaps. First, predominant reliance on
quantitative approaches provides prevalence estimates and statistical correlations but fails
to capture contextual nuances, experiential dimensions, and stakeholder perspectives
essential for comprehensive understanding [10]. Second, most research examines factors
in isolation rather than exploring complex interactions creating violence-conducive
environments [11]. Third, insufficient attention addresses fundamental root causes versus
proximate triggers, with focus on immediate precipitating circumstances rather than
underlying systemic failures [12].

Table 1 compares this investigation with previous research approaches, highlighting
methodological and conceptual contributions.

Study Qualitative Methodology Multiple Stakeholder Root Cause Focus
Perspectives
[2] No No No
[7] No Yes No
[10] Yes No Partial
This work Yes Yes Yes

lll. KEY CONTRIBUTION

This investigation makes several significant contributions to existing knowledge. First, it
employs qualitative phenomenological methodology providing rich, contextualized insights
that quantitative studies cannot adequately capture, enabling understanding of how violence
emerges from complex interactions among multiple factors rather than simple cause-effect
relationships. Second, the study incorporates perspectives from diverse stakeholder
categories including healthcare providers, patients, family members, and administrators,
generating comprehensive understanding across different experiential positions within
healthcare systems. Third, research explicitly focuses on identifying fundamental root
causes rather than proximate triggers, enabling development of preventive interventions
addressing underlying systemic failures rather than merely reactive responses to violence
after occurrence. Fourth, findings generate evidence-based recommendations for multilevel
interventions targeting healthcare system redesign, enhanced communication protocols,
organizational policy reforms, and societal attitude transformation. Finally, the investigation
contributes to theoretical understanding of workplace violence as complex adaptive
phenomenon requiring integrated, systems-based solutions across multiple ecological
levels simultaneously.
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IV. METHOD, EXPERIMENTS AND RESULTS

Research Design: This qualitative investigation employed phenomenological design to
explore lived experiences and perspectives of stakeholders regarding violence against
healthcare professionals. Phenomenology enables deep investigation of how individuals
experience, interpret, and construct meaning regarding violence within healthcare
environments, facilitating examination of complex, multifaceted root causes that quantitative
frameworks cannot adequately capture through numerical measurement and statistical
analysis [13].

Study Setting: Research was conducted across six healthcare facilities representing diverse
organizational types: two tertiary care hospitals (one public, one private), two community
hospitals, one psychiatric facility, and one primary health center. This diversity ensured
comprehensive capture of experiences across different healthcare contexts, patient
populations, and resource levels.

Participant Selection: The study enrolled 45 participants through purposive maximum
variation sampling across four stakeholder categories: healthcare providers (n=20)
including physicians, nurses, and allied professionals; patients (n=10) with recent
healthcare encounters; family members (n=8) who accompanied patients during healthcare
visits; and administrators (n=7) with safety policy responsibilities. Inclusion criteria required

participants to be 2 18 years, possess sufficient language proficiency, have relevant
experience within previous 12 months, and provide voluntary informed consent.

Data Collection: Semi-structured individual interviews constituted primary data collection
methodology, selected for capacity to generate rich narrative data while maintaining
sufficient structure ensuring coverage of relevant topic domains. Interview guides were
developed for each stakeholder category, incorporating core questions consistent across
categories alongside category-specific questions addressing unique perspectives. Core
topics addressed perceptions of violence causes, environmental conditions associated with
violence risk, communication experiences, resource availability constraints, organizational
safety culture, sociocultural factors affecting professional respect, and violence prevention
recommendations. Interviews averaged 60-90 minutes duration, conducted in private
spaces ensuring confidentiality. All interviews were audio-recorded with permission and
professionally transcribed verbatim.

Data Analysis: Thematic analysis methodology was employed following systematic
procedures established in qualitative research literature [14]. Analysis commenced with data
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immersion through repeated reading of transcripts and listening to recordings, developing
comprehensive dataset familiarity. Initial coding involved systematic transcript examination,
identifying meaningful units and assigning descriptive codes capturing essential content.
Multiple team members independently coded transcript subsets, with regular meetings to
discuss code definitions, resolve discrepancies, and refine coding framework through
consensus development. Following initial coding, codes were organized into preliminary
categories representing broader themes connecting related codes. Thematic synthesis
proceeded through identification of overarching themes representing fundamental root
causes of violence. Analytical rigor was enhanced through maintaining detailed audit trails,
engaging in peer debriefing sessions, conducting member checking with selected
participants, and searching for negative cases contradicting emerging themes.

Results: Thematic analysis revealed five major thematic categories representing
fundamental root causes of aggressive behavior toward healthcare practitioners. These
themes demonstrate interconnection and frequently interact synergistically to generate
violence-conducive conditions.

® Theme 1: Systemic Healthcare Failures and Resource Constraints

This theme emerged most prominently across all stakeholder categories. Systemic
inadequacies in healthcare delivery created frustration, desperation, and anger among
patients and families that frequently manifested as violence directed toward healthcare
personnel representing dysfunctional systems despite lacking authority to address
underlying problems. Excessive waiting times constituted the most frequently cited systemic
failure. Every participant category identified prolonged waiting periods as critical triggers for
aggressive behavior. Patients and families described waiting experiences lasting multiple
hours without clear communication regarding reasons or anticipated duration. Healthcare
providers recognized waiting times as primary conflict sources but felt powerless to address
underlying capacity limitations. Inadequate staffing levels represented another critical
dimension, with healthcare providers describing patient-to-staff ratios far exceeding
recommended standards, insufficient personnel to provide timely attention, and workload
pressures limiting their ability to establish therapeutic relationships or communicate
effectively. Resource scarcity extended beyond human resources to encompass equipment
limitations, supply shortages, and facility inadequacies including insufficient examination
rooms, inadequate waiting space, and lack of private consultation areas.

® Theme 2: Communication Failures and Unmet Expectations
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Communication inadequacies between healthcare providers and patients or families
constituted the second major causal category. Communication failures manifested through
insufficient information provision, poor explanation of procedures and delays, language
barriers, cultural misunderstandings, and interpersonal dynamics perceived as disrespectful
or dismissive. Participants emphasized that violence frequently erupted from
communication breakdowns rather than medical errors or poor outcomes. When patients
and families understood what was happening and why delays occurred, they demonstrated
greater tolerance for systemic inadequacies. Conversely, inadequate communication
generated resentment that could escalate to violence even with positive clinical outcomes.
Healthcare providers acknowledged communication challenges while describing systemic
constraints limiting their ability to communicate effectively, including time pressures,
language barriers requiring unavailable interpretation services, health literacy variations,
and emotional intensity of medical situations creating obstacles even for skilled providers.

® Theme 3: Sociocultural Transformations and Diminishing Professional Respect

Sociocultural factors representing broader societal transformations in attitudes toward
healthcare professionals constituted the third major category. Participants described
fundamental shifts characterized by declining respect, increasing consumerist orientations
toward healthcare, elevated and sometimes unrealistic expectations influenced by media
portrayals, and diminished trust in medical expertise and authority. Healthcare providers
expressed concern regarding erosion of traditional professional respect, with older
physicians particularly noting dramatic changes throughout their careers from earlier
periods when patients generally deferred to medical expertise to contemporary practice
involving patients who actively challenge clinical judgment and demonstrate willingness to
verbally abuse or threaten providers when expectations are not met. Consumerist
orientations viewing healthcare as consumer service rather than professional relationship
created expectations for immediate service, perfect outcomes, and accommodation of all
preferences regardless of clinical appropriateness. Media influence on healthcare
expectations emerged as significant concern, with entertainment media portrayals
presenting unrealistic scenarios including rapid diagnoses, miraculous treatments, and
unlimited resources creating expectations that healthcare systems cannot fulfill.

e Theme 4: Organizational Inadequacies in Security and Support

Organizational deficiencies in security infrastructure, violence prevention policies, incident
response protocols, and post-incident staff support constituted the fourth major category.
Participants identified inadequate security personnel presence particularly during night
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shifts and high-risk areas, poor physical environmental design with limited visibility
preventing observation of developing dangerous situations, absence of effective violence
prevention training preparing staff to recognize escalating violence or employ de-escalation
techniques, lack of clear incident response procedures, and insufficient support for staff
experiencing violence. Healthcare providers expressed frustration that organizations
expected them to manage potentially violent situations without providing tools, training, or
support necessary for effective prevention and response. Organizational cultures
normalizing violence as expected aspect of healthcare work, reluctance to report incidents
due to perceived futility, and inadequate support for affected staff perpetuated environments
where violence continued unchallenged.

o Theme 5: Psychological Stressors Affecting Patients and Providers

Psychological and emotional stressors affecting both patients and healthcare providers
constituted the fifth major category. Healthcare encounters involve high-stakes situations
where fear, pain, uncertainty, and grief create psychological stress manifesting as
aggressive behavior. Additionally, chronic stress experienced by healthcare providers
working in demanding environments impairs capacity to respond therapeutically to
emotionally distressed patients. Patient and family psychological distress emerged
prominently, with medical illness inherently generating fear and anxiety, emergency
situations creating additional emotional intensity, and mental health conditions, cognitive
impairment, substance intoxication, and pain affecting emotional regulation capacity.
Healthcare provider stress and burnout represented another dimension, with chronic
exposure to high-stress conditions including excessive workloads, inadequate resources,
and previous violence exposure generating cumulative psychological strain manifesting as
compassion fatigue, emotional exhaustion, and cynicism impairing capacity to demonstrate
empathy and effective communication.

DISCUSSIONS

Findings support ecological theoretical frameworks conceptualizing workplace violence as
emerging from complex interactions across multiple system levels rather than individual
factors alone [15]. The five identified themes represent different ecological levels: systemic
failures reflect macro-level health policy structures, organizational inadequacies represent
institutional factors, communication failures and psychological stressors reflect
interpersonal and individual levels, and sociocultural factors represent broad societal
influences permeating all levels.
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The prominence of systemic healthcare failures validates theoretical perspectives
emphasizing structural determinants of violence. Frustration-aggression theory suggests
violence emerges when individuals encounter obstacles preventing goal achievement [16].
In healthcare contexts, systemic failures including prolonged waiting times, resource
scarcity, and inadequate staffing create precisely these frustration-inducing obstacles,
generating anger manifesting as violence toward healthcare workers representing systems
V. failing to meet legitimate patient needs.

Findings demonstrate that violence prevention requires addressing root causes at multiple
ecological levels simultaneously rather than implementing isolated interventions targeting
single factors. Theoretical frameworks emphasizing complex systems perspectives, where
violence represents emergent properties of system interactions rather than simple cause-
effect relationships, align with empirical findings showing violence emerges from
configurations of multiple interacting factors [17].

Research findings generate multiple policy and practice implications. First, addressing
systemic healthcare failures requires political commitment to adequate funding, workforce
development initiatives addressing staffing shortages, and infrastructure investments.
Second, healthcare organizations must prioritize comprehensive violence prevention
addressing identified organizational deficiencies including security infrastructure
investment, mandatory training for all personnel, clear incident response protocols, and
organizational culture transformation rejecting violence normalization. Third,
communication enhancement initiatives should emphasize both individual skill development
and systemic supports enabling effective communication including adequate interaction
time, interpreter services, and organizational expectations prioritizing communication
quality. Fourth, sociocultural transformation toward restored professional respect requires
multifaceted approaches including public education campaigns, media engagement
promoting balanced reporting, and professional advocacy emphasizing violence against
healthcare workers as unacceptable.

V. Conclusions

1. Problem Statement Addressed: This investigation addressed the critical gap in
understanding fundamental root causes of violence against healthcare professionals, which
existing research inadequately explored through predominant quantitative methodologies
focusing on prevalence and correlates rather than underlying systemic failures and complex
causal pathways.

DOI: 10.17697/ibmrd/2026/v15i1/174512 www.ibmrdjournal.in


http://www.ibmrdjoumal.in

78 UNDERSTANDING THE MULTIFACETED ROOTS OF AGGRESSION
TOWARD HEALTHCARE WORKERS

2. Method Used: Qualitative phenomenological research design was employed, conducting
semi-structured interviews with 45 participants representing diverse stakeholder categories
(healthcare providers, patients, family members, administrators) across six healthcare
facilities. Thematic analysis procedures identified patterns and themes representing
fundamental root causes of violence.

3. Key Findings: Five interconnected root causes emerged: systemic healthcare failures
including resource constraints and excessive waiting times creating frustration and anger;
communication inadequacies between providers and patients generating misunderstanding
and resentment; sociocultural transformations diminishing professional respect and
increasing consumerist healthcare expectations; organizational deficiencies in security
infrastructure, training, and support leaving staff vulnerable; and psychological stressors
affecting both patients experiencing fear and distress and providers experiencing burnout
and compassion fatigue. Findings demonstrate violence emerges from complexinteractions
among these factors rather than isolated causes.

4. Limitations and Future Work: Research limitations include qualitative methodology
prioritizing depth over statistical generalizability, potential selection bias through voluntary
recruitment, retrospective interview methodology relying on participant memory, and cross-
sectional design capturing single time points rather than longitudinal evolution. Future
research should pursue mixed-methods investigations combining qualitative depth with
quantitative scope, intervention research evaluating comprehensive multilevel approaches,
longitudinal research tracking violence patterns and organizational changes over time,
comparative research across different healthcare system contexts, and participatory action
research engaging stakeholders as co-researchers while implementing changes informed
by emerging findings.

The path forward demands political will to adequately fund healthcare systems,
organizational commitment to comprehensive violence prevention, professional dedication
to communication excellence, and societal recognition of healthcare as social good requiring
collective support and respect. Only through multilevel, sustained efforts can healthcare
environments be created where both workers and patients feel safe, respected, and
appropriately cared for.
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