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Abstract
Background
The increasing physical violence against doctors in the health sector has become an alarming global problem and a key concern for the health system in Bangladesh. This study aimed to determine the prevalence and associated factors of physical violence against doctors in Bangladeshi tertiary care hospitals.


Methods
A cross-sectional survey was performed among 406 doctors working in tertiary care hospitals. Data were collected using a self-administered questionnaire and the binary logistic regression model was employed for predicting physical violence against doctors.

Results
Of the participants, 50 (12.3%) doctors reported being exposed to physical violence in 12 months prior to the survey. According to logistic regression analysis, aged less than 30 years or younger, male and never-married doctors were prone to physical violence. Similarly, doctors from public hospitals and those worked in emergency departments were at higher risk of physical violence. More than 70% of victims reported that patients’ relatives were the main perpetrators. Two-thirds of the victims referred to violence in the hospitals as a grave concern.

Conclusions
Physical violence against doctors is relatively common in the emergency departments and public hospitals in Bangladesh. This study found that male and younger doctors were at high risk of exposing physical violence. To prevent hospital violence, authorities must develop human resources, bolster patient protocol and offer physician training.
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Introduction
Over the last decade, violence in healthcare systems showed an upward trend and continues to be a growing concern at the global level [1, 2]. It is estimated that more than half of all health workers have experienced violence at work in their careers due to direct contact with people [3]. According to the World Health Organization (WHO), about 8–38% of health workers are exposed to physical violence (including slapping, punching, kicking, stabs, shots, pushing, biting, pinching and murder) in their workplace [4]. In recent times, a rising number of incidents of physical violence against doctors has been reported and seems a common worldwide phenomenon [5–7].
A number of recent literatures have reported that physical violence is more prevalent among doctors and varies widely by countries. For example, 5.0% in the UK [8], 17.11% in Turkey [9], 19.08% in Syria [6], and 25. 4% in Pakistan [10]. In China, a study reported that 97% of violent hospital incidents were physical, and 81% of those incidents occurred against doctors from 2014 to 2018 [11].
A growing body of evidence indicated that the majority of physical violence incidents occurred in the hospital setting rather than outside [6, 8, 12]. The literature also documented that physical violence against doctors varies in departments and is disproportionately high in emergency departments [2, 13], surgery departments [14, 15] and psychiatric units [1, 16]. Several studies have recorded the experience of physical violence faced by doctors was more likely to take place against young doctors [10, 16], male doctors [5, 12], unmarried doctors [14, 17], and those working in public hospitals [6, 10]. Researchers also reported that physical violence against doctors was perpetrated mainly by patients [6, 16], patients’ relatives [6, 7], and hospital management [14, 16].
It is well established that health workers are particularly stressed because of their profession [1–4, 16–18], and doctors are at the top of that list [6–8, 14, 19]. As well it is also evident that physical violence is reported in many studies to have a lasting effect on these professionals’ productivity and mental health [6, 7, 18]. These incidents of violence may lead to doctors taking time off from work or even abandoning their profession which has serious repercussions on human resources for health in developing countries like Bangladesh, where the number of doctors is insufficient to meet the population’s needs [19–21]. Given the above context and concern about the rising threat of workplace violence in the health system, understanding the prevalence and associated factors of physical violence among doctors is critical for developing preventive strategies, achieving healthcare access for all and meeting the Sustainable Development Goals (SDGs) target in Bangladesh [22].
To date, to our knowledge, two studies were conducted among Bangladeshi doctors based on newspaper or media reports and compiled their experiences of violence on a social media platform called “Platform” between May 2014 and March 2018 [19, 23]. However, these studies were conducted without face-to-face interviews and overlooked the prevalence of physical violence, which highlights a critical research gap. Based on these limitations, we aimed to estimate the prevalence of physical violence against Bangladeshi doctors in tertiary care hospitals and its associated variables. With that, we also identified perpetrators’ characteristics and their consequences. Finally, we assessed participants' worrying levels due to physical violence and compiled potential suggestions from victims for tackling violence in hospitals.

Methods
Study design
This cross-sectional study was employed among doctors working in tertiary care hospitals in Bangladesh. The sample size was calculated based on the assumptions of an alpha of 0.05, a confidence interval (CI) of 95% and a 16% prevalence of physical violence from previous study [14]. The total calculated sample size for this study was 378. However, we collected data from 426 doctors for our study.

Data collection
The study was conducted between April and June 2019. We used a self-administered questionnaire based on the Workplace Violence Survey Questionnaire (2003, ILO/ICN/WHO/PSI) [3] and the questionnaire used for this study is available in Additional file 1. The participants were conveniently invited from randomly selected seven tertiary care hospitals (Dhaka Medical College Hospital, Mugda Medical College Hospital, Holy Family Red Crescent Medical College Hospital, Shahabuddin Medical College Hospital, Pabna Medical College Hospital, Rangpur Medical College Hospital, and Chattagram International Medical College Hospital) in Bangladesh.
The data collection was done by the first author (MS) and a group of data collectors. All of them were doctors and/ or medical students. The questionnaire was provided to each participant during working hours and was collected with written consent. Before filling out the questionnaires, data collectors explained the purpose of the study and that it was confidential and voluntary. This study excluded doctors with less than one year of work experience in the hospital and was absent during data collection. Based on these exclusion criteria, approximately 500 doctors were asked to participate, while 436 doctors were interviewed (response rate was 87%). We collected 426 completed questionnaires and excluded data from 20 participants during validation process due to a lack of informative explanations. The final sample included 406 doctors for analytical exploration. The process of data collection, identification and inclusion flow diagram is presented in Additional file 2.


Measures
Outcome measures
The main outcome was physical violence measured with a single self-reported question with two items with a response option of ‘yes’ or ‘no’: “During the past 12 months, did you experience physical violence at your working hospital?” The response was dichotomised (1 = yes; 0 = no). Physical violence was referred to physical action (e.g., beatings, kicks, slapping, stabbings, shootings, pushing, biting, and pinching) targeted against a person or group that results in physical harm or sexual harm [24].

Explanatory variables
Violence related factors
The perpetrators of violence were assessed by asking participants who the perpetrators were. The perpetrators of physical violence were considered with the questions: “Who was the aggressor toward you?” to which victims could response ‘patient’, ‘patient’s relatives’, and ‘visitors or unknown’. Injury and take off from work were assessed with the questions: “Were you injured as a result of violence”? and “Did you absent from your work after being a victim?” These responses were coded as ‘yes’ or ‘no’. Consequences for the perpetrator were assessed with the question: “What were the consequences of the perpetrator?” to which victims could response ‘none’, ‘verbal warning’, ‘care discontinued’, ‘reported to police’, and ‘don’t know’.


Psychological factor
A psychological factor included in this study was anxiety. Participants’ worried levels were assessed using the question: “How worried are you about your current workplace? The responses were coded as ‘0 = not at all’, ‘1 = a little worried’, ‘2 = worried’, and ‘3 = very worried’.

Preventive factors
Preventive factors included a question on suggested measures to tackle violence in the hospital. The question asked participants about proposed preventive measures in the hospitals. Participants were asked: “To what extent do you think these measures would be helpful in your work hospital?” to which participants could respond ‘increase doctors’, ‘maintain patient protocols’, ‘reduce working alone’, and ‘offer training or workshop’.

Socio-demographic factors
According to the majority of studies, the risk of violence is linked to gender, age, marital status, type of hospital, working department, and employment category. Therefore, these factors were included in the explanatory variables. Gender was coded as ‘male’ or ‘female’; age was grouped as ‘less than 30 years’, and ‘equal or more than 30’; marital status was coded as ‘ever married’ or ‘never married’; hospital type was coded as ‘public’ or ‘private’; working department was coded as ‘emergency’, ‘surgery’, and ‘other departments’; and type of employment was coded as ‘contractual’ or ‘permanent’.



Statistical analysis
We coded and analysed the data from the completed surveys with SPSS for Windows, Version 26. Absolute frequencies and percentages were used to express categorical variables. Basic information like demographics and how they relate to physical violence against doctors was summarised using cross-tabulation.
A Chi-square test was carried out to investigate the association between sociodemographic characteristics and physical violence against doctors. Shapiro–Wilk and Kolmogorov–Smirnov tests were conducted to determine the normality of numeric data about physical violence. As the data were not normally distributed, therefore, non-parametric tests, such as Kruskal–Wallis test statistic or Mann–Whitney U tests, were conducted to analyse the association between sociodemographic characteristics and physical violence. Finally, we performed the binary logistic regression model for predicting the physical violence against doctors. For all statistical analyses, the α level (significance) was 0.05.


Results
Table 1 shows the background characteristics of the chosen covariates and the frequency of physical violence against doctors in Bangladeshi tertiary care hospitals. A total of 50 doctors (12.3%) reported to exposure physical in Bangladeshi tertiary care hospitals in the 12 months prior to the survey. The percentage of physical violence at work against doctors was higher for those who were under 30 years (70%), were male (64%) and had never been married (68%) as well as for those who provided services to the public hospital (78%), permanent employee (66%), and worked in the emergency department (50%). From the Chi-square test we found that age, marital status, and department were highly significant for physical violence against doctors (p < 0.001).Table 1Assessing association between selected covariates and physical violence against doctors in tertiary care hospitals using χ2 test (n = 406)


	Participants’ characteristics
	Physical violence
	χ2
	P value

	Yes (n = 50; 12.3%)
	No (n = 356; 87.7%)

	n (%)
	n (%)

	Age in years

	Less than 30
	35 (70.0)
	118 (33.1)
	17.512
	< 0.001

	Equal or more than 30
	15 (30.0)
	238 (66.9)

	Gender

	 Male
	32 (64.0)
	175 (49.2)
	3.865
	0.049

	 Female
	18 (36.0)
	181 (50.8)

	Marital status

	 Never married
	34 (68.0)
	106 (29.8)
	28.355
	< 0.001

	 Ever married
	16 (32.0)
	250 (70.2)

	Hospital

	 Public
	39 (78.0)
	222 (62.4)
	4.671
	0.031

	 Private
	11 (22.0)
	134 (37.6)

	Type of work

	 Permanent
	33 (66.0)
	272 (76.4)
	2.540
	0.081

	 Contractual
	17 (34.0)
	84 (23.6)

	Department

	 Surgery
	13 (26.0)
	48 (13.5)
	25.892
	< 0.001

	 Emergency
	25 (50.0)
	67 (18.8)

	 Other departments
	12 (24.0)
	248 (67.7)


Other departments: Medicine, Orthopedics, ENT, Pediatrics, Intensive Care, Gynae & Obstetrics



Table 2 shows the characteristics of physical violence in tertiary care hospitals against doctors in Bangladesh. Patients’ relatives were recognised as the major perpetrators (72.0%, n = 36), followed by the visitors (24.0%, n = 12) and patients (4.0%, n = 2). Approximately 26% (n = 13) of the doctors were injured due to physical assault. After being physically assaulted, 72% (n = 36) missed workdays/took sick leave, and 72% (n = 36) did not receive support from hospital officials. Moreover, 88% (n = 44) of doctors were very worried in their workplace due to physical violence.Table 2Characteristics of physical violence against doctors in tertiary care hospitals (n = 50)


	Characteristics of physical violence
	Number
	Percentage

	Perpetrators’ characteristics

	 Patients
	2
	4.0

	 Relative of patients
	36
	72.0

	 Visitors or unknown
	12
	24.0

	Injured caused by perpetrators

	 Yes
	13
	26.0

	 No
	37
	74.0

	Took a day off from work after being assaulted

	 Yes
	36
	72.0

	 No
	14
	28.0

	Support or counsel from hospital authorities

	 Yes
	15
	30.0

	 No
	35
	70.0

	Possibility of preventing this incident

	 Yes
	48
	96.0

	 No
	2
	4.0

	Worries about current workplace violence

	 A little worried
	4
	8.0

	 Worried
	2
	4.0

	 Very worried
	44
	88.0




Regarding the perpetrators’ consequences, almost 35% of victims claimed that no action was taken to investigate the incident, while 26% reported that a verbal warning was issued after the incident, 23% indicated that they had no idea about consequences, 20% claimed that care was immediately discontinued after the incident, and 6. % declared that the violence was reported to the police (Fig. 1).[image: ]
Fig. 1Perpetrators’ consequences according to victims


We employed the binary logistic regression model to determine the risk factors for physical violence against doctors are displayed in Table 3. For both unadjusted and adjusted odds ratios, public hospitals and emergency departments were statistically significant to physical violence against doctors at a 95% confidence interval (see Table 3). Table 3 also presents additional information about the association between physical violence against doctors and various demographic and work-related factors. The adjusted odds ratios (aORs) showed that doctors under the age of 30 years had a higher risk of experiencing physical violence (aORs: 1.324, 95% CI: 0.144 to 4.973) compared to their older counterparts. Male doctors were also more likely to experience physical violence compared to female doctors (aORs: 1.534, 95% CI: 0.761 to 6.096), while never-married doctors had a higher risk of experiencing physical violence than married doctors (aORs: 0.236, 95% CI: 0.029 to 1.786), although this association was not statistically significant. The study also found that doctors working in public hospitals had a significantly higher risk of experiencing physical violence compared to those in private hospitals (aORs: 2.376, 95% CI: 1.210 to 10.080). Additionally, doctors working in emergency departments had a higher likelihood of experiencing physical violence compared to those in surgery departments (aORs: 2.011, 95% CI:1.470 to 9.042).Table 3Risk factors associated with physical violence against doctors in tertiary care hospital; binary logistic regression model results


	Participants’ characteristics
	Physical violence (n = 50)

	ORs
	95% CI (lower- upper)
	aORs
	95% CI (lower- upper)

	Age in years

	 Equal or more than 30 (Ref.)
	 	 	 	 
	 Less than 30
	1.345
	0.247–3.595
	1.324
	0.144–4.973

	Gender

	 Female (Ref.)
	 	 	 	 
	 Male
	1.544
	0.894–5.005
	1.534
	0.761–6.096

	Marital status

	 Ever married (Ref.)
	 	 	 	 
	 Never married
	0.250
	0.106–0.377
	0.236
	0.029–1.786

	Hospital

	 Private (Ref.)
	 	 	 	 
	 Public
	2.467
	1.231–10.943
	2.376
	1.210–10.080

	Type of work

	 Permanent (Ref.)
	 	 	 	 
	 Contractual
	1.668
	0.885–3.145
	1.674
	0.776–3.614

	Department

	 Surgery (Ref.)
	 	 	 	 
	 Emergency
	2.045
	1.096–9.254
	2.011
	1.470–9.042

	 Other departments
	0.935
	0.044–2.453
	0.671
	0.025–4.170


Adjusted odds ratio = aORs, unadjusted odds ratio = OR, confidence interval = CI, and reference = Ref.



The recommendations from doctors who were exposed to physical violence for tackling the violence in hospitals are seen in Fig. 2. The victims were requested to make recommendations for ways to avoid a repeat of the violence incident in the hospitals. Out of 50, 46 (92.0%) victims suggested increasing doctors, 38 (76.0%) proposed shortening the time spent working alone, 29 (58.0%) suggested maintaining patient protocols and 25 (50.0%) urged arranging training programmes for tackling hospital violence.[image: ]
Fig. 2Suggested measures from victims for preventing physical violence in hospitals (*multiple responses)



Discussion
Results from this survey show that physical violence is highly prevalent among doctors in Bangladeshi tertiary care hospitals, particularly males and young doctors working in emergency departments and public hospitals are at high risk. These findings highlight the urgent need to implement a policy focused on safe workplaces for doctors to promote violence prevention in the national health system.
In the present study, 12.3% of physicians experienced physical violence in tertiary care hospitals in the past 12 months before the survey. This percentage is lower to what was previously reported in China (16.0%) [25] and Pakistan (17.7%) [26]. There may be discrepancies among these studies because of the different assessment systems and geographical locations. Moreover, the frequency of physical violence among male doctors was higher than female doctors. This result is in stark agreement with a previous study in Bangladesh [14] and other research findings [6, 14, 27, 28] from different parts of the world. The reason may lie in the cultural norms of avoiding observing violence against women. There is also the possibility that women are less likely to report violent incidents because they are afraid of negative consequences or self-image, or women have less opportunity to be open about their situation in their workplace [3, 16]. However, reporting is an essential precondition for an effective response [3]. This may also be attributed to the urgency of the need for attention and the typical absence of reporting systems in Bangladeshi hospitals [14]. Therefore, a proper reporting system for doctors, patients, or visitors should be introduced in hospitals, and meticulous records should be kept to monitor the situation for timely intervention.
The present study found that young doctors had a higher risk of experiencing physical violence compared to their older counterparts. Similar findings were found in the previous studies [6, 13, 14]. A possible explanation could be that senior doctors have better communication skills and are more professional at handling agitated and nervous patients and managing potentially problematic situations compared to younger doctors. Another reason could be that younger doctors are usually the most available and more accessible to patients and visitors than senior doctors, hence most likely to be the first victims of workplace violence [19]. Therefore, the authors suggest that the authorities must introduce staff training in skills, cultural diversity, interpersonal communication, conflict management, and teamwork to prevent hospital violence in Bangladesh. It is pertinent to mention that the above recommendations have been encouraged in several studies to eliminate hospital violence or help doctors better manage in many countries [3, 32]. Further, the Bangladesh Medical and Dental Council can integrate communication skills into medical education to ensure that future doctors develop essential knowledge on managing patients.
Similar to previous Bangladeshi studies, the result of this study shows that doctors working in public hospitals had a significantly higher risk of experiencing physical violence than in private hospitals [14, 23]. This finding is supported by previous international studies that found doctors were at high risk of exposing physical violence in public hospitals [6, 10–12]. In Bangladesh, a lack of resources, poor logistical planning, and unavailability of adequate health workers, particularly doctors in primary and secondary hospitals lead to patient being referred to tertiary care hospitals [19, 21, 23]. Moreover, the availability of free or low-cost treatment in Bangladeshi public hospitals attracts people daily, pushing doctors to treat an overwhelming number of patients [30]. It is pertinent to mention that our study hospitals are medical college hospitals where modern medical technologies and specialised doctors are available [21]. Among our study hospitals, specifically in public hospitals, the treatments are low-cost and, in some cases, free [30]. As a result, patients tend to visit these health facilities for better health care services, affordability, and low cost, which causes an overload of patients. From another point of view, this is probable, as the concentration of doctors and, thereby, patients are much higher in urban areas in absolute numbers [3, 7]; also, our study hospitals are large and located in urban areas, which get to handle an abundance of complicated cases with higher morbidity and mortality. Thus, this situation can lead doctors to experience more stress in managing diverse patients and conflict and possibly cause violence. This is attributed to the urgency of the need for attention and unorganised patient protocols in tertiary care hospitals in Bangladesh. Further research is needed to determine how these variables relate to violence in Bangladeshi hospitals.
According to this data, physical violence incidents were most common in the emergency departments. This finding follows a recent study result found more than half of the violent incidents took place in the emergency departments in Bangladesh [14]. Similarly, several studies from different parts of the world emphasised the higher rate of violent incidents in emergency departments [6, 13, 16, 31]. This department is the doorway to the inpatient departments, which is why it is the first department to deal with critical patients, followed by the inpatient departments [13]. The patients often die either in an emergency room or inpatient ward despite the best efforts of the doctors and other health workers. However, in most cases, patients' relatives or visitors typically blame doctors for all defects, which in turn exposes them to aggression, leading to violent incidents [3, 13, 31]. Thus, this department is deemed particularly risky for physical violence, where managing heterogeneous patients of various ages, mentalities, and disease severity is always challenging [13]. Future research focusing on this setting could potentially identify the key factors responsible for violence in each hospital department or ward.
Our study demonstrates how physicians are affected by physical violence differently depending on their situations and the perpetrators. This study found that two-thirds of the perpetrators of violence were relatives of the patients. Similarly, existing literature in this country [14, 19, 21] and elsewhere [2, 10, 31] indicated that patients’ relatives were primarily responsible for committing violence in hospitals. This may be due to a lack of empathy amongst relatives of patients for doctors. For example, when individuals are exposed to critical health conditions and wait for long times until seen by a doctor, and unmet needs or expectations such as high-level medical services even for minor, self-limiting conditions are not met; as a result, they and their relatives may experience high levels of stress, anger, and frustration, which may manifest as violence against physicians [32]. Consequently, their negative emotions are probably vented through extreme violence towards doctors as if they even resort to harming doctors violently. Thus, doctor–patient contradictions are created and escalate, leading to further violence. On the other hand, a lack of humanity in treating patients and a lack of respect for patients’ dignity may account for the aggression perpetrated by patients and relatives [3, 32]. Therefore, there is a need to determine the reason behind poor doctor–patient relations, particularly in hospital settings in Bangladesh. Moreover, the authors suggest that Bangladeshi hospitals need to follow adequate patient protocols, display a code of conduct, and have better control over visitors and staff movement to mitigate hospital violence in agreement with other research recommendations [3, 7].
According to our study data, around a quarter of victims claimed they had no idea of the consequences of the perpetrators’ actions and the same numbers of victims discontinued their regular duty or care in the hospitals due to being exposed to physical violence. This finding is in line with a previous study conducted among healthcare workers in Bangladesh [14]. Thus, their discontinued care may undermine equal health care and healthcare delivery access which indicate the defects of specific medical system. There are many adverse outcomes associated with violence in hospitals. For example, exposure to violence significantly affects doctors’ psychological stress levels, sleep quality, and health [3, 7, 33, 34]. It was also found that participants who were subjected to physical violence and had been exposed to it were more likely to experience depression and anxiety symptoms compared to those who had not [3, 33, 36]. Here, we observed that two-thirds of the doctors were very worried about violence in the current workplace. If physical violence against doctors becomes frequent, it would tremendously affect them and ultimately have a ripple effect on the country’s health system.
Our findings highlight that employee increases, specifically among doctors and reduce working alone were the most widely implemented measure among the recommendations from victims to tackle violence in the hospital. The Ministry of Health and Family Welfare reports that Bangladesh has only 6 doctors, nurses, and midwives per 10,000 people, which second lowest in South Asia [37]. According to the World Bank collection of development indicators, the number of physicians (per 1000 people) in Bangladesh was reported at 0.6367 in 2019 [38]. This is a very incompatible ratio, indicating a lack of human resources for health. Notably, this staff shortage prevents doctors from meeting patients’ demands linked to poorer health care system delivery in Bangladesh [21]. This leads to overwork, stress, and dissatisfaction among doctors, resulting in poorer delivery of care [1, 5, 16]. It is undeniable that these issues pose a threat to doctors and other health workers and result in violence at the workplace [1, 3, 7, 33, 35]. Therefore, there is an urgent need to find adequate solutions to this issue since further violence in hospitals will likely worsen the impending burnout and shortage crisis that doctors are currently experiencing in Bangladesh.
The findings of this study have some policy implications. First, the high incidence of physical violence in tertiary care hospitals exhibits the country’s lack of ability of a health system to resolve the issue. Concurrently, it highlights the need for an urgent call for policies and measures for zero tolerance of violence against Bangladeshi doctors. For example, a legislation identical to the Indian government-approved law to protect from workplace violence in 2020 which recognised any violence against healthcare personnel as a cognisable and non-bailable offence [38] or a national ordinance similar to what Nepal did with its ordinance in 2022 [40]. Second, to ensure equitable and inclusive access to quality health care, policymakers must invest in human resources for health, particularly doctors in the country’s health facilities based on population, to achieve universal health coverage and SDG target 3 [35]. The WHO Global Strategy on Human Resources for Health 2030 [41] stipulates that the health workforce is essential to meet SDGs [22]. Similarly, a recent report has highlighted that human resources for health is one of the major setbacks to implementing the SDGs in Bangladesh [21]. Although the WHO reported that from 2007 to 2020, Bangladesh experienced an increase of 12% in the presence and accessibility of qualified health workers, this increase is not enough to meet the demands of the country’s population [42]. Therefore, the lack of human resources for health challenges and gaps needs to be addressed promptly, not only to tackle workplace violence but also to ensure safe and accessible health care to all. Third, our findings also suggested that it is crucial to have adequate numbers of skills (e.g., training, workshop) for doctors to cope with violence and mental stress abstain from absenteeism and burn out [14, 19]. Hence, prevention measures might include developing education and training programmes to help doctors better manage workplace violence. Finally, it needs to be addressed at the policy level to understand the reasons for physical violence and the factors at stake to evolve effective preventive policies and actions. Therefore, the authors strongly recommend drawing up an analysis of the grounds and causes of physical violence in primary to tertiary-level hospitals. This understanding is often overlooked [14, 19, 23], but regardless of the situation, it is crucial for the country’s health system.
The current study has a number of strengths. To our knowledge, this is the first published article to estimate the prevalence of physical violence among doctors in Bangladesh. This survey examined doctors from the country’s a number of largest fully functional randomly selected public and private hospitals helped reducing selection bias. In addition, physical aspects were included in the questionnaires and a definition of physical violence was provided following the WHO guidelines. This survey also has some limitations. First, the findings of this study cannot be generalised to all-care level hospitals since it did not include doctors from primary and secondary care hospitals who are also at high risk of physical violence. Therefore, a large-scale study that includes patients and doctors from all hospital levels is needed to capture a fuller extent of hospital-based violence accurately. Second, this study was limited to doctors while other health workers are (e.g., nurse, paramedics, staffs) more likely to experience physical violence. Third, we did not assess the severity of physical violence and identify gender of the perpetrators. Finally, it was a cross-sectional study and the data were collected retrospectively which could be influenced by recall bias.

Conclusion
Physical violence is highly prevalent among doctors in Bangladeshi tertiary care hospitals, particularly males and young doctors working in emergency departments and public hospitals are at high risk. There is an urgent need for governments and stakeholders to prioritise increasing employees, particularly doctors, based on people’s needs, reduce duration of working alone and maintain patient protocols in hospitals. Concurrently, a proper reporting system and a counselling centre should be executed in the hospitals. The policymakers must commit to establish hospitals as safe workplaces where violence is not tolerated and adopt legislation to protect doctors from violent incidents. Future large-scale studies are needed to investigate the causes and possible solutions for tackling physical violence against doctors in Bangladeshi hospitals.

Acknowledgements
The manuscript originated from the first author’s (MS) thesis for the Master of Public Health (MPH) at North South University, Bangladesh. The authors are thankful to Prof. Dr. Mohammad Rayhan Masum Mandal and Prof. Dr. Fakrul Islam Khaled (BSMMU), Dr. Faroque Md. Mohsin (Dhaka Medical College Hospital), Dr. Saad Bin Islam (Holy Family Red Crescent Medical College), Dr. Sal Salma Nuzhat (Shahabuddin Medical College), Dr. Abdul Kaium Shopon (Pabna Medical College), and Dr. Misbah Uddin Bhuiyan (Chattogram International Dental College) for their cordial support in collecting data. The authors also thank all participating doctors for their spontaneous and voluntary participation.

Author contributions
MS conceptualised and designed the study. MS and AS were involved in the data collection process. MS and MNAK designed the analytical strategy and analysed the data. MS wrote the draft manuscript. MS, MMA, SZ, AH and MDHH reviewed and provided critical feedback on this manuscript. AH and MDHH supervised the study. MS is responsible for the overall content as guarantor. All authors read and approved the final manuscript.

Funding
The authors declared that no funding was involved in supporting this work.

Availability of data and materials
The datasets used and/or analysed during the current study are available from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
The study was approved by the Institutional Review Board of North South University in Bangladesh (Ref-2019/OR-NSU/IRB/103). The written informed consent was obtained from each participant. Participants were assured that their personal information would remain confidential and be used only for academic purposes. In addition, participants were informed that they could withdraw at any time without negative consequences.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.


References
	1.
Phillips JP. Workplace violence against Health Care Workers in the United States. N Engl J Med. 2016;374:1661–9.CrossrefPubMed

	2.
Mento C, Silvestri MC, Bruno A, Muscatello MRA, Cedro C, Pandolfo G, et al. Workplace violence against healthcare professionals: a systematic review. Aggress Violent Behav. 2020;51:101381.Crossref

	3.
di Martino V. Workplace violence in the health sector: country case studies, Brazil, Bulgaria, Lebanon, Portugal, South Africa, Thailand and an additional Australian study: synthesis report. Geneva; 2002. Available from: https://​www.​ospedalesicuro.​eu/​storia/​materiali/​doc/​Violence_​health_​sector.​pdf. Accessed 17 Aug 2022.

	4.
Preventing violence against health workers. World Health Organization. Available from: https://​www.​who.​int/​activities/​preventing-violence-against-health-workers. Accessed 3 Aug 2022.

	5.
Chakraborty S, Mashreky SR, Dalal K. Violence against physicians and nurses: a systematic literature review. J Public Health (Germany). 2022;30:1837–55.Crossref

	6.
Mohamad O, AlKhoury N, Abdul-Baki MN, Alsalkini M, Shaaban R. Workplace violence toward resident doctors in public hospitals of Syria: prevalence, psychological impact, and prevention strategies: a cross-sectional study. Hum Resour Health. 2021;19:1–11.Crossref

	7.
Kaur A, Ahamed F, Sengupta P, Majhi J, Ghoshid T. Pattern of workplace violence against doctors practising modern medicine and the subsequent impact on patient care, in India. PLoS ONE. 2020;15(9):e0239193.CrossrefPubMedPubMedCentral

	8.
Oxtoby K. Another epidemic: abuse and violence towards doctors from patients and the public. BMJ. 2021;372:n739.CrossrefPubMed

	9.
Çevik M, Gümüştakim RŞ, Bilgili P, Ayhan Başer D, Doğaner A, Saper SHK. Violence in healthcare at a glance: the example of the Turkish physician. Int J Health Plann Manage. 2020;35:1559–70.CrossrefPubMed

	10.
Khan MN, Haq ZU, Khan M, Wali S, Baddia F, Rasul S, et al. Prevalence and determinants of violence against health care in the metropolitan city of Peshawar: a cross sectional study. BMC Public Health. 2021;21.

	11.
Ma J, Chen X, Zheng Q, Zhang Y, Ming Z, Wang D, et al. Serious workplace violence against healthcare providers in China between 2004 and 2018. Front Public Health. 2021;8.

	12.
Tian Y, Yue Y, Wang J, Luo T, Li Y, Zhou J. Workplace violence against hospital healthcare workers in China: a national WeChat-based survey. BMC Public Health. 2020;20:1–8.Crossref

	13.
Sadrabad AZ, Bidarizerehpoosh F, Farahmand Rad R, Kariman H, Hatamabadi H, Alimohammadi H. Residents’ experiences of abuse and harassment in emergency departments. J Interpers Violence. 2019;34:642–52.CrossrefPubMed

	14.
Shahjalal Md, Gow J, Alam MM, Ahmed T, Chakma SK, Mohsin FM, et al. Workplace violence among health care professionals in public and private health facilities in Bangladesh. Int J Public Health. 2021;66:1–9.Crossref

	15.
Lu L, Dong M, Wang S-B, Zhang L, Ng CH, Ungvari GS, et al. Prevalence of workplace violence against health-care professionals in China: a comprehensive meta-analysis of observational surveys. Trauma Violence Abuse. 2020;21:498–509.CrossrefPubMed

	16.
Njaka S, Edeogu OC, Oko CC, Goni MD, Nkadi N. Work place violence (WPV) against healthcare workers in Africa: a systematic review. Heliyon. 2020;6: e04800.CrossrefPubMedPubMedCentral

	17.
Liu J, Gan Y, Jiang H, Li L, Dwyer R, Lu K, et al. Prevalence of workplace violence against healthcare workers: a systematic review and meta-analysis. Occup Environ Med. 2019;76:927–37.CrossrefPubMed

	18.
Vento S, Cainelli F, Vallone A. Violence against healthcare workers: a worldwide phenomenon with serious consequences. Front Public Health. 2020;8:541.Crossref

	19.
Kader SB, Rahman MM, Hasan MK, Hossain MM, Saba J, Kaufman S, et al. Workplace violence against doctors in bangladesh: a content analysis. Front Psychol. 2021;12:5535.Crossref

	20.
Physicians (per 1,000 people)—Bangladesh | Data. Available from: https://​data.​worldbank.​org/​indicator/​SH.​MED.​PHYS.​ZS?​locations=​BD. Accessed 3 Aug 2022.

	21.
Nuruzzaman M, Zapata T, McIsaac M, Wangmo S, Islam MJ, Almamun M, et al. Informing investment in health workforce in Bangladesh: a health labour market analysis. Hum Resour Health. 2022;20.

	22.
Sustainable Development Goal 3 | Department of Economic and Social Affairs. Available from: https://​sdgs.​un.​org/​goals/​goal3. Accessed 4 Jul 2022.

	23.
Hasan MI, Hassan MZ, Bulbul MMI, Joarder T, Chisti MJ. Iceberg of workplace violence in health sector of Bangladesh. BMC Res Notes. 2018;11:1–6.Crossref

	24.
Violence and harassment. World Health Organization. Available from: https://​www.​who.​int/​tools/​occupational-hazards-in-health-sector/​violence-harassment. Accessed 3 Aug 2022.

	25.
Sun P, Zhang X, Sun Y, Ma H, Jiao M, Xing K, et al. Workplace violence against Health Care Workers in North Chinese Hospitals: a cross-sectional survey. Int J Environ Res Public Health. 2017;14:96.CrossrefPubMedPubMedCentral

	26.
Zubairi AJ, Ali M, Sheikh S, Ahmad T. Workplace violence against doctors involved in clinical care at a tertiary care hospital in Pakistan. J Pakistan Med Assoc. 2019;69:9.

	27.
Lafta RK, Falah N. Violence against health-care workers in a conflict affected city. Med Confl Surviv. 2018;35(1):65–79.CrossrefPubMed

	28.
Acik Y, Deveci SE, Gunes G, Gulbayrak C, Dabak S, Saka G, et al. Experience of workplace violence during medical speciality training in Turkey. Occup Med (Chic Ill). 2008;58:361–6.Crossref

	29.
Feijó FR, Gräf DD, Pearce N, Fassa AG. Risk factors for workplace bullying: a systematic review. Int J Environ Res Public Health. 2019;16:1945.CrossrefPubMedPubMedCentral

	30.
Pavel M, Chakrabarty S, Gow J. Cost of illness for outpatients attending public and private hospitals in Bangladesh. Int J Equity Health. 2016;15:167.CrossrefPubMedPubMedCentral

	31.
Hahn S, Zeller A, Needham I, Kok G, Dassen T, Halfens RJG. Patient and visitor violence in general hospitals: a systematic review of the literature. Aggress Violent Behav. 2008;13:431–41.Crossref

	32.
Yan S, Feng J, Gan Y, et al. Prevalence and predictors of workplace violence against emergency physicians in China: a cross-sectional study. Hum Resour Health. 2023;21:8.CrossrefPubMedPubMedCentral

	33.
Kobayashi Y, Oe M, Ishida T, Matsuoka M, Chiba H, Uchimura N. Workplace violence and its effects on burnout and secondary traumatic stress among mental healthcare nurses in japan. Int J Environ Res Public Health. 2020;17:2747.CrossrefPubMedPubMedCentral

	34.
Workplace Violence in Healthcare, 2018. Available from: https://​www.​bls.​gov/​iif/​oshwc/​cfoi/​workplace-violence-healthcare-2018.​htm. Accessed 4 Jul 2022.

	35.
ILO/ICN/WHO/PSI Joint Programme on Workplace Violence in the Health Sector. Framework guidelines for addressing workplace violence in the health sector. ILO; 2002. Available from: https://​apps.​who.​int/​iris/​handle/​10665/​42617. Accessed 4 Jul 2022.

	36.
Needham I, Mckenna K, O’Brien-Pallas L, McKenna K, Tucker R, Oud N. Workplace Violence in the Health Sector. Available from: https://​www.​oudconsultancy.​nl/​Resources/​Proceedings_​Workplace_​Violence_​2008.​pdf. Accessed 4 Jul 2022.

	37.
Ministry of Health & Family Welfare. Government of the Republic of Bangladesh National Health Policy, 2011. Available from: http://​www.​mohfw.​gov.​bd/​index.​php?​option=​com_​content&​view=​article&​id=​74&​Itemid=​92&​lang=​en. Accessed 4 Aug 2022.

	38.
Physicians (per 1,000 people)—Bangladesh. Data. The World Bank. Available from: https://​data.​worldbank.​org/​indicator/​SH.​MED.​PHYS.​ZS?​end=​2019&​locations=​BD&​most_​recent_​year_​desc=​false&​start=​2019&​view=​bar. Accessed 13 Feb 2023.

	39.
Nair A, Zadey S. Ending violence against healthcare workers in India: a bill for a billion. The Lancet Regional Health Southeast Asia. 2022;6: 100064.CrossrefPubMedPubMedCentral

	40.
Kharel S. A historic ordinance against violence to health workers of Nepal. The Lancet Regional Health Southeast Asia. 2022;3: 100037.CrossrefPubMedPubMedCentral

	41.
Global strategy on human resources for health: Workforce 2030. Available from: https://​www.​who.​int/​publications/​i/​item/​9789241511131. Accessed 13 Feb 2023.

	42.
From unqualified to professional medicine: Bangladesh, a promising journey. World Health Organization. From unqualified to professional medicine: Bangladesh, a promising journey. Available from: https://​www.​who.​int/​bangladesh/​news/​detail/​06-04-2021-from-unqualified-to-professional-medicine-bangladesh-a-promising-journey. Accessed 14 Feb 2023.



Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/images/12960_2023_811_Fig1_HTML.png
Consequences for the Perpetrators

Reported to police

Care discontinued

Do not know

Verbal warning issued

No action was taken

Percentage of Victims

35%





OEBPS/navigation.xhtml

    
      Contents


      
        		Prevalence and determinants of physical violence against doctors in Bangladeshi tertiary care hospitals


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/images/12960_2023_811_Fig2_HTML.png
Percentage of Victims

92%

Increase physician

Violence prevention measures proposed by victims

Reduce working alone Patient protocols

Offer training program





OEBPS/css/sidebar.gif





