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ABSTRACT
Background: Workplace (WPW) violence is a significant issue among healthcare workers (HCWs) in hospitals 
and negatively impacts the healthcare workforce. WPW can have more severe consequences, especially in tertiary 
hospitals with a concentrated, specialised workforce. In this regard, the study aimed to identify the dynamics of 
workplace violence exposure among HCWs in a tertiary hospital. It also investigated its impact on job engagement.  
Methods: The study was designed as a descriptive cross-sectional study conducted between June and September 
2023. The study involved 3,526 HCWs at a tertiary hospital in Turkey, all invited, with 390 participating. 
The study examined healthcare workers’ ability to handle WPV. It also examined their exposure to violence, their 
perception of safety against violence at work, and their engagement in their jobs. Results: Exposure to WPV 
among HCWs included in the study significantly predicts job engagement, with a negative relationship (β: -0.473). 
Additionally, as HCWs’ skills in managing WPV increase, job engagement also increases (β: -0.279). Among 
younger and less experienced HCWs, WPV exposure and job engagement scores were significantly lower (p<0.05). 
Conclusions: WPV, common among health workers, is an essential factor that reduces work engagement. Identify-
ing and controlling the dynamics of WPV is critical to enhancing job engagement among healthcare workers and 
preventing related adverse outcomes.
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1. InTRoduCTIon

Hospitals play a crucial role in providing health-
care services. In these settings, healthcare workers 
(HCWs) face numerous workplace risks and haz-
ards [1]. Incidents of violence in hospitals repre-
sent one of the most challenging situations that 
HCWs face among these risks and hazards [2]. The 
World Health Organization (WHO) emphasizes 
the significance of workplace violence (WPV) in 
the healthcare sector, highlighting that a significant 
portion of violent incidents occur in hospitals [3]. 

Incidents of violence in healthcare observed world-
wide have taken on the characteristics of an epi-
demic, affecting nearly all HCWs in hospitals [4].

WPV, manifesting in various forms such as phys-
ical, verbal, or emotional assaults, emanates from 
patients, their families, or other individuals present 
within the hospital milieu. The repercussions of 
these acts extend beyond physical harm, permeat-
ing into HCWs’ mental well-being and job perfor-
mance [5]. HCWs may experience feelings of fear, 
anxiety, and helplessness in the face of such violence.  
[6,7] Such experiences can lead to burnout,  
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decreased job satisfaction, and absenteeism [6, 8, 9].  
Furthermore, it can also lead to reduced patient 
safety and quality of care [6].

Work engagement for HCWs reflects a positive, 
satisfying, and energetic mental state experienced 
when deeply involved and enthusiastic about their 
work [10]. HCWs’ job engagement is crucial as it 
directly influences healthcare services and quality 
of patient outcomes [6, 10]. When healthcare pro-
fessionals are highly committed to their roles, they 
demonstrate deep dedication, enthusiasm, and posi-
tive energy towards their work [11]. This increased 
level of engagement is associated with higher job 
satisfaction, improved performance, and a desire to 
exceed above and beyond in patient care [10, 11]. 
HCWs are more likely to collaborate effectively 
with colleagues, communicate efficiently, and ac-
tively contribute to a positive workplace culture [12].

Significantly, high levels of work engagement 
serve as a buffer that prevents burnout and stress, 
contributing to HCWs’ overall well-being [13]. In 
a demanding field like healthcare, where risks are 
high and challenges are constant, promoting work 
engagement becomes a cornerstone for maintaining 
a motivated, resilient, and effective workforce [14]. 
This situation contributes both to employee well-
being and patient care.

The relationship between work engagement by 
HCWs and WPV is a complex and crucial aspect 
of the healthcare environment. WPV significantly 
undermines HCWs’ engagement, affecting vitality, 
dedication, and focus [15]. Research demonstrates 
that WPV leads to reduced job satisfaction and per-
formance, particularly impacting healthcare profes-
sionals, including nurses, who work in high-stress 
environments and show notably lower engagement 
levels when exposed to threats, harassment, or vio-
lence [16]. Specifically, psychological violence de-
creases engagement, vitality, dedication, and focus, 
with the organizational climate potentially influenc-
ing this effect [17]. However, a supportive organi-
zational environment can help buffer these negative 
impacts, enabling HCWs to remain engaged despite 
challenging conditions. This underscores the impor-
tance of fostering a respectful and secure work envi-
ronment to mitigate the adverse effects of WPV on 
the healthcare workforce [18]. WPV can negatively 

impact HCWs’ job engagement, reducing job satis-
faction, performance, and the willingness to exceed 
above and beyond in patient care [19, 20]. Further-
more, WPV can make it challenging for HCWs to 
cope with burnout and stress, adversely affecting their 
overall well-being [6, 7]. In hospitals, the adverse ef-
fects of WPV on employees can lead to significant 
consequences that negatively impact the healthcare 
workforce. Therefore, WPV in hospitals is a phe-
nomenon that requires detailed examination, espe-
cially regarding its outcomes on employees [21]. Our 
study aims to identify and describe the complex dy-
namics of WPV in the hospital setting, focusing on 
determining its role in affecting job engagement. In 
this context, the study seeks to answer the following 
research questions (RQ). RQ 1: What are the vari-
ables affecting WPV dynamics and job engagement 
among HCWs? RQ 2: To what extent do WPV dy-
namics impact job engagement among HCWs?

2. MeThodS

2.1. Desing

This study had a descriptive and prospective de-
sign. The survey method was used between June and 
September 2023 to collect data.

2.2. Ethical Considerations

An ethics committee approval was obtained from 
Health Science University Gazi Yaşargil Train-
ing and Research Hospital before the study started 
(March 03, 2023, Number 341). All stages of the 
study were conducted under the Declaration of Hel-
sinki. Participant data were collected voluntarily by 
the hospital that conducted the study. Permissions 
were obtained from the hospital that conducted the 
study. After accepting the voluntary consent form, 
participants were informed about the research and 
included in it. Both online (electronic form) and 
face-to-face methods were used for data collection.

2.3. Study Population

Participants in the study were directly involved 
in patient care and treatment at the Training and 
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Research Hospital where the research took place. 
The participants included physicians, licensed 
health professionals (nurses, midwives, physiothera-
pists, psychologists, etc.), and health technicians 
(such as medical imaging and emergency medical 
technicians). Employees engaged in administrative 
and technical services were excluded from the study. 
A total of 3,256 employees fell under this restric-
tion, but only 390 chose to volunteer for the study. 
A convenience sampling method was employed for 
sample selection. An assessment of the represent-
ativeness of this sample was conducted using Epi 
Info (Version: 7.2.4). An evaluation of the sampling 
was performed after the study, revealing a frequency 
of 76% in the sample evaluation, with a 97% Confi-
dence Interval for the representativeness of the 390 
samples (α: 0.05).

2.4. Data Sources and Collection

The data were collected through the healthcare 
workers’ information form, the Utrecht Work En-
gagement Scale (UWES), the Workplace Violence 
Scale(WVS), and Safety and Confidence Scale of 
Healthcare Professionals Against Violence prepared 
by the researchers.

2.4.1. Healthcare Workers’ Information Form

A thoughtfully designed form was developed 
to collect data on the surveyed individuals’ perti-
nent personal characteristics and occupational cir-
cumstances. This form comprised ten thoughtfully 
crafted questions designed to collect information 
about the individual attributes of employees, such 
as age, gender, and marital status. Furthermore, the 
questionnaire explored the working conditions ex-
perienced by respondents, including aspects like 
the number of shifts and hours they worked each 
month.

2.4.2. Utrecht Work Engagement Scale (UWES)

The scale, developed by Schaufeli et al. [22], 
measures healthcare workers’ work engagement. 
The scale comprises three, six, and nine-item short 
forms. It has been reported in the Turkish version 

of the scale that the three and six-item short forms 
exhibit superior structural validity than the nine-
item form. Therefore, within the scope of this study, 
the six-item short form, validated and proven re-
liable in Turkish by Güler et al., was employed. 
Each of the three dimensions, Vigor (VI), Dedica-
tion (DE), and Absorption (AB), consists of two 
items, resulting in six statements. Each of these 
dimensions helps measure different aspects of an 
employee’s engagement at work. Vigor refers to 
an employee who approaches work physically and 
mentally; dedication refers to finding work mean-
ingful and valuable; and absorption refers to be-
ing completely focused on work, almost lost in it, 
without thinking about anything else. In this study, 
the Cronbach’s Alpha reliability coefficient is 0.92 
for the UWES total score, 0.90 for VI, and 0.93 
for DE and AB. There is no cutoff point for evalu-
ating both sub-dimension and total scale scores. 
Responses to the six Likert-scale questions, rated 
on a six-point scale, are interpreted so that higher 
scores indicate increased work engagement among 
healthcare workers [22].

2.4.3. Workplace Violence Scale (WVS)

The scale developed by Chen et al. [23] is de-
signed to evaluate exposure to violence among 
healthcare workers. The Instrument for the Evalu-
ation of WVS examines violence experienced by 
employees across three sub-dimensions: sexual 
(three questions), physical (four questions), and 
verbal (two questions), totaling nine items. The 
WVS assesses the level of violence exposure over 
the past year. Responses are given on a four-point 
Likert scale, with scores calculated for each sub-
dimension by averaging responses, resulting in 
a score between 0 and 3. The overall WVS score, 
ranging from 0 to 9, is obtained by summing the 
three sub-dimensions, where a higher score indi-
cates a greater frequency of violence exposure. The 
scale does not have any cutoff points. The Turkish 
validity and reliability study of the WVS was con-
ducted by Tutan and Kökalan [24]. In our study, the 
Cronbach’s Alpha reliability coefficient for the total 
WVS score is 0.871.
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frequency, percentage, arithmetic mean, and stand-
ard deviation, were employed in the data analysis. 
Skewness and Kurtosis values for the total scores of 
the scales obtained in the research fell within the 
range of -1.5 to +1.5, indicating a normal distribu-
tion of the data [27]. In addition, Histogram and 
Quantile-Quantile (Q-Q) graphs were evaluated 
using visual methods. Consequently, the normal 
distribution assumption was accepted. Independ-
ent samples t-test and one-way analysis of variance 
(ANOVA) were utilized to compare the descrip-
tive characteristics of healthcare workers with the 
total scores of the scales. Multiple linear regression 
analysis assessed the impact of the WVS, SS, and 
CS total scores and working conditions on work en-
gagement. Evaluations were conducted using total 
scores to address the issue of multicollinearity in the 
multiple linear regression analysis. To enhance the 
interpretability of the regression model, continuous 
and interpretable variables were included as inde-
pendent variables. A p-value below 0.05 was con-
sidered significant in the test results.

3. ReSulTS

Among 390 participants, the mean age was 
34.71±7.61, the mean working year was 10.82±7.63, 
and the mean monthly working hours were 
10.82±7.63 (Table 1). The mean number of reported 

2.4.4. Safety and Confidence Scale of Healthcare 
Professionals Against Violence

The scale was developed by Kowalenko et al. 
to determine the behavioral patterns exhibited by 
healthcare workers when subjected to violence and 
the resulting stress on HCWs [25]. This scale de-
velopment study encompasses two separate scales: 
the four-item Confidence Scale (CS) and the three-
item Safety Scale (SS). The Turkish reliability and 
validity study of the scale was conducted by Şengül 
et al. [26]. Each item on the scale is responded to on 
a ten-point Likert scale. In the Turkish validity and 
reliability study, Cronbach’s Alpha reliability coeffi-
cient was 0.84 for CS and 0.80 for SS. In this study, 
the Cronbach’s Alpha reliability coefficient is 0.81 
for CS and 0.79 for SS. CS A high score on the SS 
indicates that the healthcare worker does not feel 
safe from violence. In contrast, a high score on the 
CS is interpreted as healthcare workers being inad-
equate at managing a potentially violent incident. 
There are no specific cut-off points for evaluating 
the scales [25, 26].

2.5. Data Analysis

The data obtained from the study were trans-
ferred to and analyzed using the SPSS 23 software 
package. Descriptive statistical methods, including 

Table 1. Descriptive Data and Scales Regarding HCWs.
Variables (n:390) x̄  ±  S.D Min-Max Skewness Kurtosis
Age (years) 34.71±7.61 22-57 0.467 -0.515
Years of Employment 10.82±7.63 1-37 0.699 -0.129
Monthly Working Hours 189.08±33.04 150-360 1.349 1.441
SS 5.11±1.94 1-10 -0.015 -0.340
CS 6.08±2.43 1-10 -0.197 -0.622
WVS 3.85±1.05 0-9 -0.515 -0.625
UWES 21.02±7.45 6-36 0.030 -0.581
VI 6.42±2.72 2-12 0.162 -0.687
DE 6.67±2.93 2-12 0.180 -0.861
AB 7.92±2.83 2-12 -0.299 -0.711

SS: Safety Scale;CS: Confidence Scale; WVS: Workplace Violence Scale; UWES: Utrecht Work Engagement Scale; VI:Vigor Sub- 
dimension; DE: Dedication Sub-dimension; AB: Absorption Sub-dimension.
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significantly higher mean scores in VI (Vigor Sub-
dimension), AB (Absorption Sub-dimension), and 
UWES (Utrecht Work Engagement Scale) than 
those with 0-9 years of experience (p < 0.05). 

HCWs working more than 200 hours and those 
working 11 or more shifts per month had higher 
mean WVS (Workplace Violence Scale) scores than 
those with 180 hours and below or those working 
regular hours, respectively (p < 0.05).

 HCWs in the emergency department had sig-
nificantly higher mean WVS scores than those 
in diagnostic examination units and other units  
(p < 0.05). HCWs in other units had higher mean 
VI, DE (Dedication Sub-dimension), and UWES 
scores than those in internal and surgical units  
(p < 0.05). HCWs who perceived their workplace 
as providing sufficient support against WPV had 
statistically significantly higher mean scores in CS 
(Confidence Scale), WVS, VI, DE, and UWES 
compared to those who did not find the support 
sufficient (p < 0.05).

The regression model conducted with continuous 
data related to WPV and working conditions among 
participating HCWs yielded significant results  
(F: 30.914, p: 0.000). According to this outcome, the 
variables in the model explained 35.0% of the vari-
ance in work engagement among HCWs. Within 
the model, WVS (β: -0.473), CS (β: -0.279), and 
monthly average working hours (β: -0.091) scores 
were identified as significant predictors of UWES.

4. dISCuSSIon

This study assessed healthcare workers’ (HCWs) 
exposure to workplace violence (WPV), their ability 
to manage it, and their perceived safety. The find-
ings suggest an association between WPV exposure, 
WPV management skills, working hours, and work 
engagement among HCWs (Table 4). Specifically, 
increased exposure to WPV is linked to reduced 
work engagement, supporting previous findings that 
workplace violence adversely affects engagement 
across various sectors [28, 29]. Given the significant 
levels of violence reported (Table 1), the negative 
impact of WPV on HCWs is unsurprising.

Increased exposure to WPV correlates with lower 
work engagement among HCWs (Table 4). Previous 

exposures to violence was 3.85±1.05 during the last 
six months (Table 1).

One hundred seventy-three participants were 
women, and 254 were married. All participants were 
healthcare workers, including 176 licensees (nurses, 
midwives, physiotherapists, dietitians, psychologists, 
etc.), 70 technicians (radiology, anesthesia, oper-
ating room, paramedic, etc.), and 144 physicians 
(Table 2).

As a result, males had a statistically significant 
higher mean CS (Confidence Scale) score than 
females (p 0.05), while females had a significantly 
higher mean AB score (p 0.05). Gender and other 
dependent variables did not differ significantly  
(p > 0.05). Compared to single healthcare workers, 
married healthcare workers had significantly higher 
mean scores in CS and AB (Absorption Sub- 
dimension) (p < 0.05). No significant differences in 
marital status were detected among other depend-
ent variables (p > 0.05).

Healthcare workers aged 30-39 scored signifi-
cantly higher on the SS (Safety Scale) than those 
aged 40 and above (p < 0.05). Workers aged 20–
29 had higher CS and WVS (Workplace Vio-
lence Scale)  scores than those aged 40 and above  
(p < 0.05). Meanwhile, those aged 40 and above 
scored significantly higher on the DE (Dedication 
Sub-dimension) and the UWES (Utrecht Work 
Engagement Scale) compared to those aged 20–29 
(p < 0.05).

The mean CS scores of HCWs with high school 
graduates were significantly higher than those for 
postgraduate degree HCWs (p <0.05). High school 
graduates had significantly higher mean scores in 
AB and UWES compared to postgraduate degree 
holders and in DE scores compared to both un-
dergraduate and postgraduate degree holders (p < 
0.05). 

CS, VI (Vigor Sub-dimension), DE, AB, and 
UWES mean scores of health technicians and other 
workers were statistically significantly higher than 
those of nurses-midwives and physicians (p < 0.05). 
Among the participants, HCWs with 0-9 years of 
experience reported a statistically significant in-
crease in violence exposure in comparison to those 
with 20 years and above of experience (p < 0.05). 
HCWs with 20 years and above experience had 

PREVIE
W



Balsak et al6

Ta
bl

e 2
. C

om
pa

ris
on

 o
f S

oc
io

-D
em

og
ra

ph
ic 

C
ha

ra
ct

er
ist

ics
 w

ith
 S

ca
le 

Sc
or

e A
ve

ra
ge

s. 
Va

lu
es

 ar
e r

ep
or

te
d 

as
 x̄ 

 ±
 S

.D
.

Va
ria

bl
es

SS
C

S
W

VS
VI

D
E

A
B

U
W

ES

Ye
ar

s o
f 

E
m

pl
oy

m
en

t
0-

9 
la  (1

92
)

5.
30

±1
.9

1
5.

89
±2

.3
8

3.
98

±.
98

6.
27

±2
.5

6
6.

23
±2

.7
6

7.
54

±2
.8

3
20

.0
5±

7.
05

10
-1

9 
lb  (1

40
)

4.
87

±1
.9

2
6.

30
±2

.3
8

3.
76

±1
.0

7
6.

38
±2

.8
9

6.
82

±3
.0

7
8.

02
±2

.9
2

21
.2

2±
7.

94
≥2

0 
(5

8)
5.

06
±2

.0
7

6.
15

±2
.7

2
3.

60
±1

.1
3

7.
01

±2
.7

5
7.

77
±2

.8
5 

8.
94

±2
.3

7 
23

.7
4±

6.
92

 
Te

st
 V

al
ue

s (
t&

p)
1.

99
5&

.1
37

1.
15

9&
.3

15
3.

81
2&

.0
23

1.
68

2&
.1

87
6.

61
8&

.0
01

5.
69

0&
.0

04
5.

65
4&

.0
04

M
on

th
ly

 
W

or
ki

ng
 

H
ou

rs

≤1
80

a  (1
76

)
5.

02
±2

.0
2

6.
37

±2
.3

7
3.

63
±1

.1
1

6.
57

±2
.7

3
6.

65
±2

.9
7

7.
96

±2
.9

2
21

.2
0±

7.
56

18
0-

20
0 

b  (1
33

)
5.

12
±1

.8
6

5.
97

±2
.4

7
3.

93
±1

.0
1

6.
62

±2
.8

5
6.

84
±3

.1
0

7.
96

±2
.7

8
21

.4
2±

7.
90

≥2
00

c (8
1)

5.
30

±1
.9

2
5.

62
±2

.4
4 

4.
18

±.
85

5.
76

±2
.3

6
6.

43
±2

.5
3

7.
77

±2
.7

6
19

.9
7±

6.
35

Te
st

 V
al

ue
s (

t&
p)

.5
74

 &
 .5

65
2.

36
3 

&
 .0

58
 

8.
78

1 
&

 .0
00

3.
05

2 
&

 .0
58

.4
95

&
 .6

10
.1

38
 &

 .8
71

1.
05

0 
&

 .3
51

N
um

be
r o

f 
sh

ift
s

N
o 

Sh
ıft

 W
or

ka (1
29

)
4.

89
±2

.0
7

6.
15

±2
.5

3
3.

63
±1

.1
0

6.
68

±2
.7

8
7.

06
±3

.0
1

8.
38

±2
.7

9
22

.1
4±

7.
52

1-
5 

b 
(4

6)
4.

89
±1

.8
7

5.
61

±2
.4

2
3.

95
±1

.0
5

6.
56

±2
.9

2
7.

26
±2

.7
1

7.
82

±2
.8

3
21

.6
5±

7.
34

6-
10

 c (1
63

)
5.

32
±1

.7
6

6.
02

±2
.3

5
3.

90
±1

.0
4

6.
36

±2
.5

4
6.

24
±2

.7
4

7.
55

±2
.6

9
20

.1
6±

7.
08

≥1
1d 

(5
2)

5.
20

±2
.1

8
6.

50
±2

.4
4

4.
13

±.
84

5.
82

±2
.8

9
6.

51
±3

.3
0

8.
03

±3
.2

7
20

.3
8±

8.
26

Te
st

 V
al

ue
s (

F&
p)

1.
48

8&
.2

37
1.

12
1&

.3
40

3.
41

4&
.0

18
1.

31
3&

.2
70

2.
64

0&
.0

51
2.

14
0&

.0
94

1.
94

8&
.1

21
W

or
k

 u
ni

t
E

m
er

ge
nc

y 
D

pt
a (6

9)
5.

09
 ±

1.
78

6.
29

±2
.1

2
4.

05
±1

.0
4

6.
76

±2
.6

7
6.

97
±2

.8
7

8.
07

±2
.5

6
21

.8
1±

7.
18

In
te

rn
al 

U
ni

ts 
(1

11
)

5.
30

±1
.7

9
6.

02
±2

.4
2

3.
91

±.
97

5.
85

±2
.5

9
6.

22
±2

.8
4

7.
36

±2
.9

4
19

.4
5±

7.
35

Su
rg

ica
l U

ni
tsb  (1

03
)

5.
32

±1
.8

3
5.

70
±2

.6
6

3.
92

±1
.0

4
6.

01
±2

.7
4

6.
18

±2
.8

1
7.

86
±2

.8
8

20
.1

2±
7.

16
D

ia
gn

os
tic

 U
ni

ts c (2
6)

5.
01

±2
.4

8
5.

39
±2

.1
8

3.
84

±1
.0

0
6.

80
±2

.5
6

6.
84

±2
.8

0
8.

19
±2

.8
9

21
.8

4±
7.

24
O

th
er

s (
A

dm
in

.)d 
(8

1)
4.

65
±2

.1
7

6.
68

±2
.9

9
3.

34
±.

1.
11

7.
23

±2
.7

4
7.

60
±3

.0
7

8.
55

±2
.7

5
23

.3
9±

7.
69

Te
st

 V
al

ue
s (

F&
p)

1.
75

1&
.1

38
2.

56
3&

.0
68

3.
32

2&
.0

11
3.

94
6&

.0
04

3.
71

0&
.0

06
2.

20
7&

.0
68

4.
05

5&
.0

03
IS

AV
*

Pr
es

en
ce

(9
5)

5.
23

±2
.0

0
6.

73
±2

.0
7

3.
45

±1
.0

0
7.

05
±2

.7
9

7.
37

±3
.0

9
8.

30
±2

.9
7

22
.7

2±
8.

18
A

bs
en

ce
 (2

95
)

5.
13

±1
.9

2
5.

86
±2

.5
1

4.
00

±1
.0

2
6.

11
±2

.7
9

6.
35

±2
.9

3
7.

72
±2

.9
2

20
.2

0±
7.

49
Te

st
 V

al
ue

s (
t&

p)
.3

98
 &

 .6
98

2.
67

2 
&

 .0
08

-4
.0

35
&

 .0
00

2.
50

2 
&

 .0
13

2.
54

0 
&

 .0
12

1.
44

8 
&

 .1
99

2.
46

0 
&

 .0
14

t: 
St

ud
en

t’s
 t 

Te
st 

for
 in

de
pe

nd
en

t s
am

pl
es;

 F
: O

ne
 W

ay
 A

N
O

VA
; p

: S
ig

ni
fic

an
t V

al
ue

 S
S:

 S
af

ety
 S

ca
le;

CS
: C

on
fid

en
ce 

Sc
al

e; 
W

VS
: W

or
kp

la
ce 

Vi
ole

nc
e S

ca
le;

 U
W

ES
: U

tr
ech

t 
W

or
k E

ng
ag

em
en

t S
ca

le;
 V

I:V
ig

or
 S

ub
-d

im
en

sio
n;

 D
E:

 D
ed

ica
tio

n 
Su

b-
di

m
en

sio
n;

 A
B:

 A
bs

or
pt

ion
 S

ub
-d

im
en

sio
n.

PREVIE
W



Workplace Violence in Tertiary Hospitals 7
Ta

bl
e 3

. C
om

pa
ris

on
 o

f W
or

ki
ng

 C
on

di
tio

ns
 w

ith
 S

ca
le 

Sc
or

e A
ve

ra
ge

s.
SS

C
S

W
VS

VI
D

E
A

B
U

W
ES

Va
ria

bl
es

x̄ ±
S.

D
x̄ ±

S.
D

x̄ ±
S.

D
x̄ ±

S.
D

x̄ ±
S.

D
x̄ ±

S.
D

x̄ ±
S.

D
G

en
de

r
Fe

m
ale

(1
73

)
5.

08
 ±

 2
.0

2
5.

78
 ±

 2
.4

1
3.

87
 ±

 1
.0

2
6.

69
±2

.6
2

6.
70

 ±
3.

05
8.

23
 ±

2.
85

21
.6

4 
±7

.5
4

M
ale

(2
17

)
5.

14
 ±

 1
.8

8
6.

32
 ±

2.
43

3.
82

 ±
1.

06
6.

20
 ±

2.
78

6.
64

 ±
2.

83
7.

67
±2

.8
0

20
.5

3 
± 

7.
36

Te
st

 V
al

ue
s (

t&
p)

.3
35

&
.7

38
2.

86
5&

.0
04

-9
33

&
.3

51
.5

81
&

1.
56

2
1.

07
7&

.2
82

2.
33

0&
.0

20
1.

52
1&

.1
29

M
ar

ita
l S

ta
tu

s
M

ar
rie

d(
25

4)
5.

15
 ±

 1
.9

8
6.

34
 ±

 2
.4

2
3.

81
± 

1.
06

7
6.

48
 ±

 2
.8

0
6.

79
 ±

 3
.0

0
8.

16
 ±

 2
.8

7
21

.4
4 

± 
7.

56
Si

ng
le(

13
6)

5.
05

 ±
 1

.8
7

5.
60

 ±
 2

.3
9

3.
91

 ±
1.

18
6.

31
 ±

 2
.5

5
6.

45
 ±

 2
.7

9
7.

47
 ±

 2
.7

2
20

.2
4±

 7
.1

9
Te

st
 V

al
ue

s (
t&

p)
.4

75
 &

 .6
35

2.
86

5 
&

 .0
04

45
8 

&
 .6

47
.5

81
 &

 .5
62

1.
07

7&
 .2

82
2.

33
0&

 .0
20

1.
52

1 
&

 .1
29

A
ge

 G
ro

up
s

(y
ea

rs
)

20
-2

9 
a (1

15
)

5.
07

 ±
 1

.8
7

5.
57

 ±
 2

.2
8

4.
01

± 
0.

99
6.

27
 ±

 2
.5

7
5.

97
 ±

 2
.8

8
7.

50
 ±

 2
.8

3
19

.7
5±

 7
.1

2
30

-3
9 

b (1
60

)
5.

40
 ±

 1
.9

6
6.

38
 ±

 2
.2

9
3.

86
 ±

1.
01

6.
32

 ±
 2

.6
5

6.
66

 ±
 2

.6
7

7.
93

 ±
 2

.7
9

20
.9

2 
± 

7.
03

≥4
0c (1

15
)

4.
75

 ±
 1

.9
4

6.
16

 ±
 2

.7
0

3.
66

 ±
1.

12
6.

73
 ±

 2
.9

3
7.

40
 ±

 3
.1

5
8.

32
 ±

 2
.8

7
22

.4
6 

± 
8.

13
Te

st
 V

al
ue

s (
F&

p)
3.

77
6&

 .0
24

 
b>

c
3.

81
6&

 .0
23

b>
a

3.
77

6&
.0

24
 a>

b
1.

05
4&

.3
50

7.
07

5&
.0

01
c>

a
2.

36
2 

&
 .0

96
3.

88
1&

.0
21

c>
a

E
du

ca
tio

n
H

ig
h 

Sc
ho

ol
a  (2

2)
4.

24
 ±

 2
.5

6
7.

29
 ±

2.
19

3.
59

 ±
0.

90
7.

31
 ±

2.
69

8.
36

 ±
 3

.5
7

9.
13

 ±
 2

.8
8

24
.8

4 
± 

8.
12

A
ss

oc
ia

te
 D

eg
re

eb  
(5

2)
5.

16
 ±

2.
58

6.
54

 ±
2.

20
3.

82
 ±

1.
07

6.
88

 ±
3.

00
7.

05
 ±

 3
.1

2
8.

48
 ±

 2
.9

7
22

.4
2 

± 
7.

87

U
nd

er
gr

ad
ua

te
 

D
eg

re
ec  (1

83
)

5.
11

 ±
1.

84
6.

04
 ±

 2
.4

3
3.

87
 ±

 1
.0

5
6.

37
 ±

2.
73

6.
49

 ±
 2

.9
5

7.
89

 ±
 2

.8
0

20
.7

6 
± 

7.
40

Po
stg

ra
du

at
ed  (1

33
)

5.
25

 ±
1.

64
5.

75
 ±

 2
.5

0
3.

87
 ±

1.
05

6.
16

 ±
2.

56
6.

49
 ±

 2
.6

1
7.

54
 ±

 2
.7

6
20

.2
1 

± 
7.

05
Te

st
 V

al
ue

s (
F&

p)
1.

70
7 

&
.1

65
3.

29
9 

&
.0

20
 a>

d
.5

05
 &

 .6
79

1.
71

7&
.1

63
3.

18
4 

&
 .0

24
 

a>
c,

d
2.

82
5 

&
 .0

39
 

a>
d

3.
16

5 
&

.0
25

a>
d

O
cc

up
at

io
n

M
.D

.a  (1
44

)
5.

32
 ±

 1
.5

6
5.

50
 ±

 2
.3

8
3.

88
 ±

1.
03

6.
11

 ±
 2

.3
3

6.
36

 ±
 2

.5
4

7.
44

 ±
 2

.5
7

19
.9

3 
±6

.5
0

N
ur

se
, M

id
wi

fe
b  

(1
76

)
5.

11
 ±

 1
.8

7
6.

17
 ±

 2
.3

4
3.

92
 ±

 1
.0

3
6.

31
± 

2.
89

6.
39

 ±
 3

.0
0

7.
82

 ±
 2

.9
3

20
.5

3 
± 

7.
85

Te
ch

ni
cia

n*
c (7

0)
4.

70
 ±

 2
.6

6
7.

04
 ±

 2
.4

7
3.

60
 ±

 1
.0

9
7.

34
 ±

 2
.8

6
8.

00
 ±

 3
.1

4
9.

17
 ±

 2
.7

8
24

.5
1 

± 
7.

32
Te

st
 V

al
ue

s (
F&

p)
2.

34
7 

&
 .0

97
10

.0
96

&
.0

00
 

c>
a,

b
2.

49
5 

&
 .0

84
5.

15
8 

&
 .0

06
 

c>
a,

b
9.

08
8 

&
 .0

00
 

c>
a,

b
9.

30
9 

&
 .0

00
 

c>
a,

b
10

.0
51

&
.0

00
 

c>
a,

b

t: 
İn

de
pe

nd
en

t S
im

pl
e t

 T
est

; F
: O

ne
 W

ay
 A

N
O

VA
; p

: S
ig

ni
fic

an
t V

al
ue

; S
S:

 S
af

ety
 S

ca
le;

CS
: C

on
fid

en
ce 

Sc
al

e; 
W

VS
: W

or
kp

la
ce 

Vi
ole

nc
e S

ca
le;

 U
W

ES
: U

tr
ech

t W
or

k E
ng

ag
e-

m
en

t S
ca

le;
 V

I:V
ig

or
 S

ub
-d

im
en

sio
n;

 D
E:

 D
ed

ica
tio

n 
Su

b-
di

m
en

sio
n;

 A
B:

 A
bs

or
pt

ion
 S

ub
-d

im
en

sio
n.

PREVIE
W



Balsak et al8

WPV highlight its significance as an important fac-
tor affecting work engagement.

The WPV that has assumed global pandemic sta-
tus among HCWs can lead to significant individual 
and organizational consequences [33, 34]. The ad-
verse effects on employee health negatively impact 
work performance and hinder healthcare services 
delivery [35]. As far as these aspects are concerned, 
WPV continues to undermine healthcare systems 
[36]. Therefore, a systematic approach to address-
ing risk factors in combating WPV among HCWs 
is essential [37]. Consistent with the literature, this 
study identifies risk factors for WPV exposure, such 
as working in the ED, young age, lack of experience, 
and night shifts with heavy workloads [37–39]. 
Solving the problem requires specific organiza-
tional measures to address these risk factors. How-
ever, it is noteworthy that young and inexperienced 
HCWs and those working in EDs also tend to have 
lower work engagement (Table 2). The coexistence 
of WPV and low work engagement among these 
HCWs highlights the potential causal relationship 
between the two. Furthermore, the findings related 
to young HCWs are particularly significant, as they 
underscore a potential threat to the future of the 
healthcare workforce.

HCWs demonstrating WPV management ca-
pability exhibited higher work engagement levels  
(Table 4). The healthcare sector is identified as one 
of the most common settings for WPV(WHO 
2002), and in this respect, it is considered one of the 
riskiest work environments [40]. Especially in high-
risk units such as emergency and psychiatry, WPV 
has become almost routine for those directly in-
volved in patient care [6, 41]. In the healthcare sec-
tor, the source of WPV is often the patient or their 
family members, who directly receive the service  
[7, 42]. Therefore, implementing primary prevention 
methods, such as eliminating WPV among HCWs, 
may not always be feasible. Secondary prevention 
methods, such as managing violent incidents and 
employing effective communication, can be crucial 
to mitigating violence’s effects. Indeed, a systematic 
review has demonstrated that developing violence 
management skills, including appropriate commu-
nication and tension reduction, can minimize the 
impact of WPV [43]. Our findings support the 

studies in various sectors, including healthcare, have 
found similar relationships between adverse work-
place conditions and decreased engagement [19, 20, 
28, 29]. However, it is also possible that workers with 
lower engagement may face higher WPV exposure, 
as reduced engagement could impact work quality 
and interactions with patients and visitors, poten-
tially increasing the risk of conflict and violence.

According to the regression model, the level of 
exposure to workplace violence (WPV) was the 
variable with the highest beta coefficient, negatively 
impacting work engagement among healthcare 
workers (HCWs) (Table 4). This situation crucially 
illustrates the destructive effect of WPV exposure 
on work engagement. Behavioral and psychosocial 
problems are known to arise in HCWs who experi-
ence WPV [30]. A systematic review reported that 
violence exposure among HCWs leads to numer-
ous issues affecting both psychological and physi-
cal health, including burnout, anxiety, stress, anger, 
and diminished trust [6]. These issues contribute 
to a complex interplay of factors where WPV can 
amplify existing stressors, potentially accelerating 
burnout—often viewed as the opposite of work en-
gagement [31, 32]. WPV appears to be strongly as-
sociated with reduced work engagement and may 
add to other psychosocial risks among healthcare 
workers. The potential direct and indirect effects of 

Table 4. Determining Predictors of Work Engagement in 
Healthcare Workers.
Variables β t P
CS .279 6.556 .000
SS -.002 -.052 .958
WVS -.473 -10.669 .000
Age .050 .461 .645
Years of Employment .026 .238 .812
Monthly Working Hours -.091 2.065 .040
Monthly Average Number of 
Shifts

-.043 -.978 .329

R: 0.362 R2: 0.350 F: 30.914 p:0.000 Durbin Watson:1.861
SS: Safety Scale;CS: Confidence Scale; WVS: Workplace  
Violence Scale; UWES: Utrecht Work Engagement Scale; 
VI:Vigor Sub-dimension; DE: Dedication Sub-dimension; 
AB: Absorption Sub-dimension.

PREVIE
W



Workplace Violence in Tertiary Hospitals 9

(WPV) believed to have a significant impact on this 
trend [48]. The emigration of nurses from Turkey is 
also notable, though it receives less coverage in the 
media and literature [49]. One of the primary rea-
sons employees leave their jobs is a decline in work 
engagement [50]. The study found that healthcare 
workers with higher education levels (postgradu-
ate graduates) exhibited weaker skills in managing 
violence and lower work engagement (Table 3). 
These findings indicate that exposure to WPV may 
contribute to the emigration of Turkey’s qualified 
healthcare workforce; however, more evidence is 
needed to confirm this hypothesis.

Institutional support against violence enhances 
the skills of healthcare workers (HCWs) in han-
dling violence and fosters higher levels of work 
engagement (UWES). Consistent with these find-
ings, participants who reported receiving sufficient 
institutional support experienced lower exposure to 
violence (Table 3). Social and institutional supports 
are vital in preventing the negative consequences of 
violence among HCWs [9]. In this context, devel-
oping and implementing institutional policies to 
address workplace violence (WPV) in health facili-
ties is necessary.

4.1. Strengths and Limitations

The research was conducted at a tertiary hospital. 
Different violence dynamics may exist in secondary 
and primary healthcare institutions. Further, ,as the 
study HCW participants were those who voluntar-
ily chose to participate. This situations may limit the 
generalization of the results to all HCWs. The study 
could affect data accuracy due to participants’ recol-
lections. The study data were collected within a spe-
cific time frame. This provided limited information 
on how WPV impacts job commitment changes in 
the long term. Additionally, the fact that the study 
was conducted at a single center may moderately 
affect the results based on cultural and societal 
changes. WPV exposure assessment was based on 
HCWs’ expressions. HCWs were reluctant to dis-
cuss their WPV exposure, leading to significant data 
loss. Moreover, convenience sampling was used in 
the study, which limited its inclusion of subgroups 
such as gender.

idea that HCWs can mitigate negative outcomes 
by developing skills in managing WPV. One of the 
study’s most relevant findings is that skills in man-
aging WPV can support work engagement among 
HCWs.

According to the study findings, younger HCWs 
exhibit a lower average score in managing WPV 
than their older counterparts (Table 2). In this re-
gard, it can be observed that, similar to exposure to 
WPV, younger HCWs are more threatened by their 
ability to manage WPV. In addition to being young, 
another prominent risk factor in managing violence 
is the gender of HCWs. The lower average score in 
the ability to manage violence for female HCWs is 
significant in the healthcare sector, where female la-
bor is predominant (Table 2). Female HCWs may 
experience gender discrimination and harassment 
from patients at work [44]. Especially considering 
the societal gender roles that work against women in 
the professional environment,[45] specific measures 
need to be taken for female and young employees 
among HCWs in terms of skills in managing WPV.

The study also found that working hours are a sig-
nificant predictor of work engagement. Healthcare 
workers’ increase in working hours reduces work en-
gagement (Table 4). The adverse effects of overwork 
were most acutely felt during the recent COVID-19 
pandemic. Research conducted during this period 
indicates that overwork threatens HCW health in 
various ways [46]. In general, increasing working 
hours among HCWs plays a mediating role, con-
tributing to increased burnout and decreased work 
engagement [13]. A negative impact of overwork 
on work engagement is also reported by research in 
other sectors [47]. Literature evidence supports our 
finding (Table 2) that HCWs who work more than 
200 hours have significantly lower VI (Table 2). Our 
study also found that overtime and extra shifts in-
crease WPV (Table 2). In addition to the known ad-
verse effects of overwork, our findings suggest that 
it may reduce work engagement by increasing WPV 
exposure.

In the study, physicians and nurses had lower  
total and subdimension scores for UWES (VI, DE, 
AB) than other healthcare workers (Table 2). In re-
cent years, the emigration of Turkish physicians has 
become a prominent issue, with workplace violence 
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analysed and reported by H.B. The final version of the man-
uscript was prepared jointly by H.B and M.Ö.to the analysis 
of the results.

deClARATIon on The uSe of AI: None.
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