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Purpose: Healthcare professionals are one of the most vulnerable groups subjected to verbal 
and physical violence daily while carrying out their duties; such violence is a worldwide 
concern. This study aimed to explore the awareness of a violence reporting system among 
healthcare providers and the impact of the new Ministry of Health (MOH) violence regula-
tions at one of the Eastern Region hospitals in Saudi Arabia.
Methods: A cross-sectional study was conducted from January to February 2020. The study 
included 210 healthcare providers from different specialties working in critical care units. 
A sample of 137 healthcare providers was selected randomly, and a self-administered 
questionnaire was distributed accordingly.
Results: In this study, 31.4% of participants were not aware of whether they had a specific 
system for reporting violent incidents, while 68.6% had no training on these systems. 
Experiences of violence among the staff decreased from 78.6% before the MOH regulations 
to almost 20% after the MOH regulations.
Conclusion: The majority of victims did not report incidents because there is a lack of 
system privacy, and the workers felt that the incidents of violence were a part of their daily 
jobs. In addition, this study revealed that the majority of healthcare workers did not receive 
training on the reporting system, which explains their lack of knowledge about the formal 
reporting system. Finally, the MOH initiative and penalties for controlling workplace vio-
lence have resulted in a significant drop in the prevalence of violence among healthcare 
workers.
Keywords: Saudi Arabia, violence penalties, Ministry of Health, reporting of violence, 
healthcare workers

Introduction
Violence in the workplace is the deliberate use of force, either threatened or actual, 
against another person or a group in work-related circumstances, that results in 
either injury, death, psychological harm, poor performance, or deprivation.1 The 
World Health Organization (WHO) describes violence in the workplace as incidents 
in which workers are harassed, threatened, or assaulted in job-related settings, 
including commuting to and from work, involving a direct or indirect challenge 
to their safety, well-being or health2. Violence in health institutions can be physical, 
verbal, or psychological.3
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Healthcare workers are at a greater risk of verbal and 
physical abuse compared to the workers in any other 
occupational sector.4 These widespread unethical attacks 
lead to significant corruption of the fluency of patient care 
in particular and of the healthcare system in general.5 

Studies showed that the workplace violence in the health-
care sector might result in poor-quality services, turnover, 
absenteeism among healthcare professionals, the deteriora-
tion of public health services, unsafe work environments, 
inappropriate social behavior, increased health costs, and 
the degradation of healthcare workers.6,7

Today, violence in the workplace is generally accepted 
as a common occurrence in medical jobs; studies showed 
that 24–88.8% of healthcare workers have experienced 
violent incidents each year.8 A study conducted in China 
found that the main reason for such violence was poor 
quality of care; one million cases of violence against 
healthcare providers were reported annually.9 In Egypt, 
78.2% of physicians were exposed to violence 
annually.10 The most common unit in the hospital sub-
jected to violence was the Emergency Department,11 

where the source of violence is the patient’s families/ 
friends in Middle East.12 According to AlBashtawy, the 
reasons for violence were long waiting time, unmet 
patients/families expectation and over-crowding.13 These 
violent incidents resulted in a significant decrease in 
healthcare providers’ self-esteem as statistics have shown 
that 70% of physicians prefer for their children to not enter 
the medical field because of violent behaviour.14,15

Workplace violence against healthcare professionals in 
the Middle East has been thoroughly studied recently.16–18 

Although government policies and regulations are in place, 
the rate of workplace violence in the Middle East, such as 
in Saudi Arabia, is quite high.16 In Saudi Arabia, over two- 
thirds of healthcare professionals have experienced some 
form of violence, from either patients or their families.19 

According to Algwaiz’s study, verbal violence is the most 
common source of violence; the main causes of such abuse 
are long wait times, staff shortages, and under-expectation 
of patient demands.19

Moreover, the media has played a negative role by 
reflecting a poor image of focusing on the malpractice of 
healthcare.14 Breaking news on the media and television 
channels about the deaths of patients owing to negligence 
by the physician has only served to work against patients’ 
own benefit, as well as against healthcare practitioners.20 

This has resulted in mistrust between patients and health-
care providers and triggered widespread violent incidents; 

in fact, many practitioners are aiming to undergo self- 
defense training to protect themselves.14

Most acts of violence remain unknown and under- 
reported.21 Therefore, we do not know the actual level of 
workplace violence that occurs. This includes studying the 
behaviors of medical staff following abuse in the work-
place and finding reasons why most victims do not appro-
priately disclose violent acts.21 Unfortunately, healthcare 
facilities have weak violence prevention system and major 
concern with training program, as the focus has always 
been more on patient satisfaction than workers’ 
protection.22 In fact, all these violent incidents against 
healthcare providers who lacked support from their hospi-
tal administration had highly impacted the staff’s psycho-
logical status.23 As reported by Tonso et al, 33% of 
victims of violence developed distress.23 An even higher 
rate (64.2%) was reported by Basfr et al in their study, 
which was conducted in psychiatric hospitals.24

Therefore, reporting violent events is an essential ele-
ment to plan for future effective preventive methods.25 

The lack of staff training in handling aggressive behavior 
and the absence of a system/process for violence preven-
tion could be related to underreported events.26 A study 
conducted in Saudi Arabia found that the reasons for the 
lack of violence reporting among nurses were the inade-
quate reporting procedures, mistrust of the reporting sys-
tem, and a lack of belief in the effectiveness of the 
violence prevention system.17 These alarming findings 
from both national and international studies emphasize 
the urgent need for preventive measures and strict policies 
to prevent violent behaviour.21,25,27 By applying such mea-
sures, healthcare providers will feel safe in the workplace 
in order to effectively perform their duties and provide 
high-quality healthcare.21,25 The culture of acceptance of 
patients’/relatives’ aggressive behavior is widespread 
among healthcare workers, though it should not be 
accepted unless the violence was unintentional.25,28

Violence against healthcare providers has been 
neglected and underestimated for a long time. However, 
currently, this occupational hazard is receiving wide atten-
tion. In Saudi Arabia, the Ministry of Health (MOH) 
implemented fines and penalties in July 2018 to control 
and prevent the occupational hazard of violence. The 
MOH stated, ″The verbal and physical abuse against the 
health practitioners is a crime punished by law, with 
imprisonment up to 10 years”29  In addition, a line of 
service center (937) was introduced for immediately 
reporting and communicating about any verbal or physical 
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abuse against healthcare practitioners.29 This humble yet 
extensive research revealed that there is a lack of studies in 
the Kingdom of Saudi Arabia that assess the availability 
and the knowledge of healthcare providers in regards to 
the violence reporting system/procedure in the hospitals of 
Saudi Arabia. This study aimed to explore the awareness 
of a violence reporting system among healthcare provi-
ders, and the impact of the MOH violence regulations in 
Saudi Arabia.

Materials and Methods
Research Design
This study is a descriptive, cross-sectional, questionnaire- 
based study targeting healthcare providers in critical care 
units in the hospital. The information was collected at one 
point in time to explore the knowledge of the violence 
reporting system and the impact of MOH violence 
penalties.

Study Population and Sampling Technique
The targeted hospital was a tertiary hospital with a current 
population of 210 healthcare providers working in the 
Intensive Care Units (ICU). Healthcare providers in the 
ICU include nurses, physicians, respiratory therapists, 
nutrition specialists, pharmacists, and social workers. 
With a 95% confidence level, a margin of error of 5%, 
and using the Raosoft sample size calculator available 
online, the calculated sample size is 137 healthcare provi-
ders. Inclusion criteria are all healthcare providers with at 
least two years of experience and working in any critical 
care unit. Exclusion criteria are any healthcare provider 
with less than two years of experience and not working in 
a critical care unit. The time of at least two years was set 
in this study as an inclusion criterion because the MOH 
violence penalties were launched in July 2018.

The data were collected from three Intensive Care 
Units from January to February 2020 through the use 
of a self-administered questionnaire in the English lan-
guage after the approval of the research by the 
Institutional Review Board (IRB) at Prince Sultan 
Military College for Health Science (PSMCHS) in 
Dhahran, Saudi Arabia. The self-developed questionnaire 
was pilot-tested by 10 expert healthcare providers to 
effectively capture the topic under investigation and to 
control the errors in questions and understanding. The 
anonymous questionnaire contained three sections: 
Section #1: Demographic data. Section #2: Questions 

regarding the knowledge of violence reporting system 
and how they respond to violence. Section #3: 
Questions about the impact of the new MOH violence 
penalties law and how violence would be mitigated. The 
questions were in the form of Yes/No and multiple- 
choice questions. The last question was an open-ended 
question seeking participants’ opinions about enhancing 
the reporting system and ideas to mitigate violent inci-
dents. A randomized sampling was conducted by Excel 
program to ensure the correct representation of our popu-
lation and study variables.

The information sheet that contains the aim of the 
study, contact information for inquiries, and the right to 
withdraw questionnaires completion was given to each 
participant, thus informed signed consent was obtained 
then from participants who agreed to participate in this 
study before distributing the questionnaires. Participants’ 
confidentiality and data privacy were ensured by maintain-
ing completely anonymous involvement in the study and 
were clearly written in the questionnaire’s face sheet.

Statistical Analysis and Study Variables
After collection of the sheets, each sheet was coded into 
serial numbers using the Excel program. The variables 
were transferred as categorical data to the variable sheet 
of SPSS. Descriptive analysis was done for demographic 
data such as education degree, years of experience, gender, 
and specialty, which were reported as frequencies and 
percentages. Chi-square analysis was used to find the 
association between dependent and independent variables. 
Dependent variable was violence reporting system aware-
ness and independent variables were violence reporting 
system training and years of experience. All statistical 
tests were considered significant with a p-value less 
than 0.05.

Results
Demographic Analysis
Responses were achieved with 135 completed question-
naires out of 137 distributed surveys (98% response rate). 
Fourteen responses were excluded because they came from 
workers who had less than two years of experience or who 
did not work in critical care units. Most respondents were 
females (66.9%), while those with a bachelor’s degree con-
stituted 86.6% of the study sample. The majority of respon-
dents were 26 to 30 years old (42.1%), while most 
respondents had from 6 to 10 years of experience (38%). 
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The dominant occupation in the study sample was nurses at 
72.7%, followed by respiratory therapists at 21.5% 
(Table 1).

Sources of Violence and Incidents Report
Regarding exposure to violence, 56 out of 121 (46%) 
respondents had been exposed to verbal assaults only, 
while 37 respondents (30.6%) had been victims of both 
verbal and physical violence (Figure 1). Only 26 

respondents (21.5%) had experienced no violence in their 
work setting. The most common source of violence in the 
study was the patient’s relatives/friends or visitors, which 
accounted for 44.5%. When victims were asked to select 
all applicable reasons for violence, the majority reported 
that a lack of security personnel and the patient’s health 
condition were the two most frequent causes. Thirty-six 
victims believed that the causes of assaults are 
the shortage of staff and the poor image of healthcare 
providers. Over 85% of participants believed that social 
media news about patients’ deaths and injuries triggers 
violence attacks by the patients and their relatives.

Regarding the reporting of these incidents, 44.6% did 
not report violent events and only 34.7% of the victims 
had reported the violence to different channels. The com-
mon reporting channels, as indicated by the respondents, 
were direct supervisors and electronic reporting systems, 
with 11.6% and 10.7%, respectively. The most frequent 
reasons for not reporting these episodes were the lack of 
system privacy (26.35%), feeling that violence is a part of 
the job nature (25.15%), and the fear of consequences 
(20.96%) (Figure 2).

Awareness and Availability of a Reporting 
System
When participants were asked if they had a formal or 
electronic reporting system in their healthcare organiza-
tion, 53.7% reported that they were aware of the avail-
ability of incident reporting system, while 15.9% had no 
reporting system. Unfortunately, 31.4% were not aware of 
whether they had a specific system for incident reports and 
68.6% had no training on these systems.

Negative Consequences
The most frequently reported negative consequence that 
was reported by 78 respondents (37%) was a negative 
effect on their overall health and well-being (depression, 
anxiety, fear, and anger). This was followed by two nega-
tive outcomes with the same percentage (24% for each), 
ie, violence led them to consider changing/leaving their 
job and decreased their motivation to work.

MOH Violence Penalties
When respondents were asked if their violence reporting 
behavior had changed and whether they were encouraged 
to report violent events after the launch of the MOH penal-
ties, the majority (43%) were not sure. Only 26.4% replied 

Table 1 Demographic Data

Demographic Parameters Frequency Percentage

Gender Female 81 66.9
Male 40 33.1

Age Group 20–25 9 7.4
26–30 51 42.1

31–35 31 25.6
36–40lanc 19 15.7

More than 40 11 9.1

Experience 2–5 years 40 33.1
6–10 years 46 38.0
Above 10 years 35 28.9

Level of 
Education

Bachelor 105 86.6
Master 10 8.3

Diploma 15 4.2
Ph.D. 1 0.8

Occupation Nurse 88 72.7
Nutrition Therapist 1 0.8

Paramedical & Lab 

Expert

1 0.8

Physician 5 4.1

Respiratory 

Therapist

26 21.5

46%

30.60%

1.70%

0% 10% 20% 30% 40% 50%

Verbal

Both

Physical

Figure 1 Types of violence experienced by healthcare workers.
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with yes, while 17.4% said that it had no impact on their 
reporting behavior. Ninety-seven participants (80.2%) 
reported that they had not experienced any form of violence 
after the MOH implemented the new regulations, comparing 
with only 26 participants (21.4%) reported that they had not 
experienced any form of violence before the implementa-
tion. On the other hand, 78.6% indicated that they had been 
exposed to different forms of violence before the implemen-
tation, while 19.8% indicated that they had been exposed to 
violence after the implementation (Figure 3).

Overall, 79.3% of respondents felt secure in their work-
place after the implementation of the MOH regulations. 
Over 47% of participants were satisfied, 40.5% had an 
average satisfaction level, and 11.5% were dissatisfied after 

the announcement of the MOH regulations. Finally, in terms 
of healthcare providers’ satisfaction with their hospital vio-
lence management system, 33% said that they were satisfied, 
43% indicated an average satisfaction, and 23.1% indicated 
that they were dissatisfied. Study respondents’ most frequent 
suggestions for lessening violence were to create a special 
and clear violence reporting system inside the healthcare 
organization and to expand security staff coverage in hospi-
tal units.

Association Among Study Variables
Association was tested by applying Chi-square test analy-
sis between the awareness about the availability of the 
reporting system and years of experience. There was 

26.35%

25.15%

20.96%

18.56%

5.99%

2.99%

1.80%

0.00% 5.00% 10.00% 15.00% 20.00% 25.00% 30.00%

Lack of system privacy

Part of job nature

Fears of consequences

Negligence of previous violence experience

Unavailable of violence reporting system or
procedures

Social reasons

Unawareness of violence reporting system and
procedures

Figure 2 Reasons of unreported violence incidents.

78.6%

19.8%

21.4%

80.2%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Pre MOH Regulation

Post MOH Regulation

Yes No

Figure 3 Exposure to violence pre and post MOH regulations.
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a significant association between system awareness and 
years of experience with P-value of 0.008 (Table 2). 
Workers with more years of experience showed to be 
more aware of violence reporting system than those with 
less years of experience. Another association was con-
ducted among awareness about the availability of the 
reporting system and system training. There was a P- 
value of 0.000 as workers tend to be more aware of the 
system if they were received training (Table 3).

Discussion
In this study, over three-quarters of healthcare workers had 
been exposed to different forms of violence in the workplace. 
This finding is more than what was reported in other studies 
conducted in Saudi Arabia.17,19 However, these variations in 
the prevalence of violence (as two-thirds of respondents were 
exposed to violence in Algwaiz’s study, while 30.7% were 
exposed to violence in Al-Shamlan’s study) could be related 
to sample size and the time period of exposure, which is in the 
previous studies was only one year.17,19 Exposure to violence 
in this study was not limited to one year, but to any event of 
violence that the participants could have within the past period 
of their employment, which may explain these variations. On 
the other hand, the prevalence of violence in this study is 
similar to that of a previous study done in Egypt, in which 
almost 78% of respondents indicated that they had been 
exposed to verbal and physical assaults within the course of 
one year.10 The fact that over three-quarters of respondents 
have experienced to violent aggression is alarming the preven-
tive systems in healthcare organizations of Saudi Arabia.

The most common sort of violence in this study was 
verbal abuse reported by almost half of the respondents. 

The majority of studies indicated a similar finding, with 
verbal violence being the most recurrent form of 
violence.19,30 In one study carried out among emergency 
nurses in Jordan, there were five violent verbal incidents 
for every one physical attack.31 The most common source 
of attack in this study was the patient’s relatives/friends or 
visitors. This could be related to emotional and stress 
factors among the patient’s relatives. This finding is con-
sistent with those of other studies, which concluded that 
the common perpetrators were patients and their 
relatives.31,33 The patient’s health condition, a shortage 
of staff, staff workload, and the lack of security personnel 
were the major violence triggers in this study. This result 
came in consistent with the recent evidences from middle 
east.21,32 In fact, efforts must be made to ensure that 
healthcare workers have a comfortable and safe workplace 
to guarantee their safety, health, well-being, and overall 
satisfaction.

The majority of incidents were not reported in this study 
despite the respondents’ knowledge of the availability of 
a formal incident report system in their hospital. The primary 
reasons for under-reported cases were a lack of system privacy 
and the belief that workplace violence was part of one’s job 
duties, similar to Al-Shamlan’s findings.17 Therefore, serious 
investigations should be made to ensure that healthcare work-
ers trust the reporting system and prevention efforts. On the 
other hand, as indicated above, accepting violence as part of the 
nature of the job was the second common barrier to reporting 
cases and highly influenced respondents’ decisions regarding 
whether to report. These findings of not-reported violent inci-
dents are consistent with the results identified in the 
literatures.19,28 Moreover, in agreement with the previous 

Table 2 Association Between Violence System Awareness and Years of Experience

System Awareness P-value χ2

Not Sure (N=38) No (N=18) Yes (N=65)

Years of Experience 2–5 years 19 6 15 0.008 13.847

6–10 years 14 9 23
> 10 years 5 3 27

Table 3 Association Between Violence System Awareness and Training

System Awareness P-value χ2

Not Sure (N=38) No (N=18) Yes (N=65)

System Training Yes 0 4 34 0.000 31.286

No 38 14 31
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study, a lack of report action and following up on cases is one 
of the preventable causes of reporting.34

The healthcare practitioners in this study indicated that 
violence has an alarming negative impact on them. The major-
ity of respondents were concerned about their motivation to 
work and/or were planning to leave/change their job. In addi-
tion, their health and well-being were negatively impacted. 
These negative consequences are similar to those reported in 
previous studies.21,23,35 Moreover, the majority of respondents 
believed that social media, by reporting about the poor quality 
of care and conveying a poor image of healthcare providers, 
plays a negative role by triggering violent attacks by patients 
and their relatives; this is consistent with Ahasan’s 
findings.14,20 Healthcare providers should work in a healthy 
environment to maintain their health and safety and allow them 
to provide quality care. Thus, serious initiatives should be 
implemented by responsible agencies to prevent such abuse 
and to control the workplace environment.

MOH Regulations for Violent Attackers
In Saudi Arabia, on July 2018, the Ministry of Health 
(MOH) launched fines and penalties to control and prevent 
the occupational hazard of violence. The penalties include 
imprisonment (up to 10 years) for multiple periods, dis-
cretionary punishment in front of the healthcare facility 
where the violence occurred, and a fine of up to 
one million riyals.29 Also, a line of service center (937) 
was introduced to enable immediate communication about 
verbal or physical abuse of healthcare practitioners.

The majority of respondents were not sure if these 
regulations affected their reporting behavior, as only 
about 9% of participants had called the service centre. 
However, they indicated that there had been a significant 
drop in violent incidents in their workplace. Experiences 
of violence among the staff has decreased from 78.5% to 
almost 20%. Moreover, the feeling of security among 
medical staff, which was the major negative consequence 
of exposure to violence, showed significant improvement 
after the new MOH penalties, as about 41% of participants 
in this study felt secure, while 38% were still not sure 
about their workplace security. In terms of overall staff 
satisfaction among participants, 43% were satisfied and 
40.5% had an average satisfaction level. These facts had 
explored the importance of high-level administration inter-
ventions in controlling such events and satisfying health-
care providers during their work. In addition, the majority 
of respondents in this study believed that the creation of 

a special and clear violence reporting system inside the 
healthcare organization, the expansion of security staff 
coverage in hospital units, and public awareness about 
violence in healthcare settings were the best solutions to 
lessen aggressive behaviors against them.

Conclusion
This study demonstrated that violent attacks—mainly verbal, 
inflicted by the patient’s relatives/friends—in the healthcare 
setting are a significant issue. The majority of victims do not 
report the incidents, as there is a lack of system privacy, and 
they feel that it is part of their job. The current study revealed 
that the majority of healthcare workers did not receive training 
on the reporting system, which explains their lack of knowl-
edge about the formal reporting system. The MOH’s initiative 
and penalties for controlling workplace violence have resulted 
in a significant drop in the prevalence of violence and have 
satisfied healthcare workers. In addition, the trust in the vio-
lence reporting system may bring down the number of violence 
and further investigations are recommended in this regard. 
Finally, the respondents in this study suggested that public 
awareness of violence-related issues and the building of an 
effective reporting system could mitigate this occupational 
hazard.

The current study has some limitations. First, the study 
was limited to workplace violence in critical care units of 
one hospital due solely to time constraints. Therefore, the 
results cannot be generalized to all hospital units. Second, 
the study was conducted in a public hospital; accordingly, 
further studies are required to explore this issue in private 
hospitals. Third, recall bias as the survey’s questions were 
aimed to explore events in the past.

Further research must be undertaken to address the 
current study limitations. The key recommendations 
revealed by this study are: 1) Build an effective reporting 
and management system inside a healthcare organization 
and emphasize the importance of serious actions and fol-
lowing up on cases. 2) Conduct multiple public awareness 
events to address the negative consequences of workplace 
violence for workers and patients, and to promote overall 
quality of care. 3) Empower healthcare providers with 
knowledge about their formal reporting system by con-
ducting training sessions, thereby changing their attitude 
towards reporting and dealing with such assaults. 4) 
Engage in periodic investigation by the Ministry of 
Health (MOH) to ensure safe and healthy environments 
for both healthcare practitioners and patients.
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