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Abstract 

Background: Violence in the workplace against health workers in all areas of medicine, especially 
towards nurses, is a serious health problem at the international level. Given the steady growth of 
this problem in the health sector, it cannot be ignored. 

Objective: The aim of this study was to assess the prevalence and types of violence in the workplace 
against nurses. 

Method: Quantitative research, cross-sectional. 

Results: Five hundred and eighteen nurses (94.1 %) who responded to the questionnaire were 
included in the study. The results of the study showed that 41.7% of the respondents had 
experienced both physical and non-physical violence in the workplace during the previous 12 
months. The results showed that 14% of respondents were physically abused, 7% of respondents 
were not physically threatened, and 25% of respondents were verbally abused in the last 12 
months.  

Conclusion: Understanding the problem of violence in the workplace is the first step in developing 
or improving appropriate strategies to address the problem. The development and adoption of 
appropriate laws could reduce the level of violence in the workplace against nurses and create a 
safe working environment that has a beneficial effect on the level of health care. Further research 
on this topic is needed. 
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1 Introduction 

Over the years, the level of violence in the workplace (WPV) tends to increase 

and spread. Violence is particularly common in the health sector (Speroni, 

Fitch, Dawson, Dugan & Atherton, 2014), counting for almost a quarter of all 

violence in the workplace. These can be both moments of physical violence 

and psychological moments of violence (Viotti, Gilardi, Guglielmetti & 

Converso, 2015). 

A study of workplace violence in the sector, conducted by the International 

Association for safety and health at work in 2014, found that violent crime in 

the United States health care system increased by 25% from 2012 to 2013 

(Smith, 2016). Annually, 24,000 physical attacks in the workplace are 

reported, with nearly 75% of all violence occurring among health workers 

(Phillips, 2016; OSHA 2003). International studies of violence in the 

workplace have shown that violence in the workplace against nurses in various 

medical organizations can vary from 10% to 50%. In one case, the result was 

86,7% (Wells & Bowers 2002; Hegney, Plank & Parker, 2003; Uzun, 2003). 

Violence in the workplace against nurses is common in all areas of health care, 

and it carries various types of negative consequences, including a number of 

physical, psycho-emotional, and psychosocial problems. It also undermines 

the quality of health services. That subsequently negatively affects the quality 

of medical services. In addition to the above, the feeling of low safety in the 

workplace reduces nurses’ confidence and leads to nervous exhaustion, which 

is one of the reasons for rapid burnout, the desire to change profession and 

never return to nursing practice (Enas & Abeer, 2012). 

Despite these data and the increasing incidence of violence in the workplace 

against nurses, for the most part, these incidents are not taken seriously 

enough. Most often these cases remain unknown and no investigations are 

carried out. It is difficult to overestimate the negative consequences of violence 

in the workplace, as it is experienced not only by nurses but also by all health 

workers and their employers, organizations engaged in the provision of 

medical services. In this regard, it is urgent to understand the phenomenon of 

violence in the workplace, to assess its mass scale and the level of negative 

impact. Violence in the workplace is an issue that requires close attention, and 
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in light of new facts, many countries have begun to talk about the need to 

create laws to protect nurses. (Howerton & Janet, 2010.) 

The choice of this theme for writing a master's thesis was not easy, and most 

depended on personal experience and observation of the ongoing cases of 

violence in the workplace against nurses. It is known that violence in the 

workplace has a negative impact on working conditions for nurses, in the 

provision of various services provided by their duties. The work activity of a 

nurse may be accompanied by the risk of physical, mental, and emotional 

damage associated with violence in the workplace. The Republic of Kazakhstan 

has not conducted a single study on this topic. Therefore, more research is 

needed on issues related to violence in the workplace against nurses in the 

Republic of Kazakhstan. The data from the study will provide reliable 

information on existing cases of violence in the workplace against nurses. This 

data will provide information about the overall status of the problem at the 

moment. 

2 Definition 

The American Nurses Association (2014) speaks of the "prevention of violence 

in health care act", giving the following definition: "Violence or an act of 

violence is a form of any physical or verbal violence, assault or injury to health 

care workers." Violence is often understood as "the use of physical force to 

cause harm" (Zhulavska & Pointkovskaya, 2016). Violence in this sense 

typically includes behaviors such as “physical harassment, sexual assault, 

aggression, mobbing, and bullying” (Al Korashy & Al Moalad, 2016). Violence 

is also aggressive behaviour, verbal-violent behavior does not involve any 

physical contact and includes various types of name calling, insults, and 

communication using obscenities (Edward, Ousey, Warelow & Lui, 2014).  

Conduct aimed at causing harm to health and sexual harassment are also 

forms of violence. According to the OSHA classification, workplace violence is 

divided into 4 main groups: 

1. Group I–criminal intent (the offender is not associated with employees or 

the workplace itself) 
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2. Group II–client/client/patient/relatives/visitors of the patient (the offender 

is a patient of the clinic or a relative accompanying the patient) 

3. Group III–employee (the offender is an employee or has previously worked 

in this place) 

4. Group IV–personal (domestic violence at work) the attacker had a personal 

relationship with the victim (husband/wife, common-law partner, ex-wife/ex-

husband) 

Although health workers may be at risk of all four types of violence during 

their work, most threats and attacks against nurses come from patients (group 

II), justifying the emphasis on this group of violence (McPhaul & Lipscomb, 

2011) 

WPV are divided into several forms: physical, psychological, and sexual 

violence (or harassment) (Spector, Zhou & Che 2014; Pinar & Ucmak, 2011). 

1. Physical violence–refers to aggressive behaviour aimed at intentionally 

causing physical harm to another person (Pai & Lee, 2011). To physical 

violence include beating, kicking, slapping, stabbing, shooting, pushing, biting, 

pinching, pulling hair, etc. (WHO 2003). 

2. Psychological violence is a psychoemotional negative impact, which includes 

verbal abuse, bullying/harassment, intimidation and threats (WHO 2003). 

3. Sexual violence (or harassment) includes both verbal and physical forms of 

violence. It can be interpreted as non-reciprocal or unwanted sexual behaviour 

prone to humiliation, threat, or embarrassment (Spector et al., 2014). 

4. Threatening behaviour is also recognized as violence in the workplace. 

Threatening behaviour is a type of violence similar to assault but can be 

without any physical contact. These may be threats or threatening gestures 

that demonstrate intent to cause harm, as well as behaviour that involves 

causing harm by further adversely affecting the level of human security. 
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3 General concepts of violence 

3.1 Risk factors for violence   

Although all health care workers are at risk of WPV, nurses are the most 

vulnerable personnel to violence because they have direct contact with 

patients and their relatives (Kitaneh & Hamdan, 2012; Cheung & Yip, 2017).  

Patients and their families are the most common instigators of violence for 

reasons including pain, suffering, stress, lack of privacy, long waiting times, 

lack of nursing staff, lack of guards, and other factors (Gacki-Smith, Juarez, 

Boyett, Homeyer, Robinson & MacLean, 2009). 

Workplace violence by the patient and/or their family members is “aggression 

by those who receive different types of medical services, in relation to the 

personnel providing these services", by definition, in the California 

Department of health and safety. The National Institute of Occupational Safety 

and Health (NIOSH) classifies this type of violence as type II client/client and 

is defined as "client-client relationships to include patients, their families, and 

visitors" (Center for Disease Control and Prevention, 2016). The sex and age of 

the perpetrator were identified as the main risk factors for violence. Men are 

more aggressive than women, and most of them are under 30 (Chou, Lu & 

Mao, 2002). Persons with mental health problems pose an additional risk to 

nurses as they may have problems expressing themselves and/or 

understanding health care providers (Lau, Magarey & Wiechula, 2012).  In 

addition to the above factors, triggers include alcoholism and drug addiction 

(Gilchrist, Jones & Barrie, 2011). 

Many studies conducted in this area confirm that violence from patients and 

their relatives is more common (Koukia, Mangoulia, Gonis & Katostaras, 

2013). Nurses, as the largest group of health workers who are in the longest 

direct contact with patients during care and are most often at risk of 

aggression by patients (Swain, Gale & Greenwood, 2014). In a study by Taylor 

and Rew (2013), about 80% of reported cases of violence in the workplace 

occurred with the participation of patients (Bureau of Labor Statistics, 2013). 

The majority of incidents were registered nurses (39.8 %), employees of the 

security Service (15,9%), and nursing assistants (14,4%) (Arnetz, Hamblin & 
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Essenmacher, 2015). According to data provided by the Finnish Union of 

health and welfare professionals, one in four nurses have experienced or is 

facing aggressive behaviour from patients and/or their relatives (TEHY 2005). 

In Europe, there has been a gradual increase in type II violence in recent 

years, which is considered a "new epidemic" (Beech & Leather, 2006; Van den 

Bossche, Taris ,Houtman, Smulders & Kompier, 2013).  

The study by Camerino, Estryn-Behar, Conway, Vander Heijden, and 

Hasselhorn (2008), which was attended by nurses from eight European 

countries, found that about 9.9% of nurses face violence from patients or 

relatives of patients at least once a week (countries, on average in Europe: 

France, 19.5%; UK, 12.3%; Germany 11.5%; Italy 10.3%). This violence is 

mainly expressed in verbal aggression, including loud speech, demanding 

and/or hostile tone, verbal threats and verbal expression of desire to cause 

harm (EU-OSHA 2016). 

The Delaware nurses Association (USA) conducted a survey of registered 

nurses in 2014 to study violence against nurses. The results of the study 

showed that 41.41% of respondents believe that family members of patients, 

friends, and visitors are most likely to commit violent acts against nurses, and 

27.75% indicated that violent actions can come from the patients themselves. 

The most common type of violence in the workplace, as indicated by 58.15% of 

respondents, is violence in the workplace that includes any verbal or physical 

violence (that is, a patient or family member attacked a nurse in the office). 

Patient aggression has become an integral part of the daily lives of healthcare 

professionals (Swain et al., 2014). 

3.2 Reports of violence in the workplace 

As already noted, the extent of violence in the workplace in the health-care 

sector can very often be underestimated, as there are times when health-care 

providers have not reported what has happened. Studies involving nurses who 

have experienced violence in the workplace, have shown that most 

respondents did not find it necessary to report the incident (Senuzun & 

Karadakovan, 2005), despite the disappointing results obtained in recent 

studies, which documented violence in the workplace and pointed to its high 

growth. Hospital violence is still little known to the general public, and only a 
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few medical and community organizations claim the need to create special 

legal acts to protect against attacks on nurses in their workplace (American 

Nurses Association, 2002). McKoy and Smith conducted an extensive 

literature review in 2001 and found out most of the reasons why workplace 

violence is poorly understood and a significant problem for the health sector 

(McKoy & Smith, 2001) (See Table 1). 

 

Table 1. Effects of violence by McKoy & Smith (2001). 

 

 

 

Common effects 

 

 

Effects of violence in 

the workplace for 

individuals 

 

 

Effects of violence  

in the workplace for 

organizations 

 

Lack of clear definition of what 

constitutes workplace violence 

Physical damage (from 

mild to severe disability) 

Decrease in productivity and 

ability to work of employees 

Fear of a nurse or any other 

health professional being accused 

of an incident 

Psychological trauma 

(short-term and long-

term) 

Reducing the morale of 

employees 

Belief that violence in the 

workplace is a normal 

occupational hazard, that is, it is 

the "norm" of the work process. 

Emotional 

disorders/anxiety 

(decreased self-esteem) 

Increase in workload 

Fear of threatening or losing one's 

job or position 

Post-traumatic stress 

disorder (PTSD) 

Lack of an employee in the 

workplace 

Dissonance between the 

professional role of service 

providers and state of the victim. 

Feeling of own 

incompetence, guilt, 

impotence 

A limited or modified duty 

(secondary to injury) 

Fear of criticism or condemnation 

from leaders 

Fear of going to 

work/returning to work 

Increased turnover of 

employees, the problem of 

preserving labor 

Lack of clear definition of what 

constitutes workplace violence 

Physical damage (from 

mild to severe disability) 

Problems of recruitment 

Fear of a nurse or any other 

health professional being accused 

of an incident 

Fear of criticism or 

condemnation from 

leaders 

 

Belief that violence in the 

workplace is a normal 

occupational hazard, that is, it is 

Decrease or loss of 

efficiency from the work 

done 

 



10 
 

 

the "norm" of the work process. 

Fear of threatening or losing one's 

job or position 

Negative changes in 

relations with colleagues 

 

Dissonance between the 

professional role of service 

providers and state of the victim. 

Negative impact on personal life  

(daily activities, emotional components, economic 

problems) 

 

 

Thus, according to one of the studies conducted in 2014 in Slovenia, with the 

participation of 3,756 nurses, disappointing results were obtained. It was 

found that 61.6% of the nurses who participated in the survey were subjected 

to some type of violence in the workplace, psychological violence was 

determined in 60.1% of cases. Victims reported violence ranging from 6.5% 

(psychological violence) to 10.9% (physical violence). The highest percentage 

of victims who did not report violence and did not talk to anyone about it were 

victims of sexual violence (17.9 %). (Gabrovec & Erzen, 2016.) 

According to a survey published in a review article in the New England 

Journal of Medicine (NEJM) in 2014, only 30% of nurses report an incident of 

being victims of workplace violence in health care settings. Basically, nurses 

have not reported about incident of violence because of fear to lose a job and 

uncertainty about ability to change current situation (Kvas & Seljak, 2014). A 

third of the emergency room nurses interviewed believed that they had been 

fired for this reason (ENA 2010). 

Many nurses often believe that acts of violence in the workplace are a normal 

part of the job (Child & Mentes, 2010). In some cases, where nurses work in 

places where violent incidents often occur, a culture of violence persists 

(Woelfle & MacCafrey, 2007). The most serious impact of workplace violence 

on health workers is their inability to feel safe at work. In addition, violence in 

the workplace has serious consequences not only for the health of nurses, but 

also for the medical services provided by secondary medical personnel 

(Hogarth, Beatty & Morphet, 2016). As to the negative consequences of 

workplace violence include the following: lower job satisfaction (Roche, Diers, 

Duffield & Catling-Paull, 2010), high turnover (Heckemann, Zeller, Hahn, 

Dassen, Schols & Halfens, 2015), reduced productivity, the development of 
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mental disorders and depression (Rodwell & Demir, 2012), increased psycho-

emotional and physical burnout at work (Bernaldo de quiros, Piccini, Gomez & 

Cerdeira, 2015), high organizational costs (Speroni et al., 2014), and lower 

quality patient care (Woelfle et al., 2007). To address these issues, sufficient 

understanding of all causes and consequences is needed, which can contribute 

to the prevention of violence at the individual and organizational levels (Dilek 

& Aytolan, 2008). Understanding the causes of violence in the workplace is 

certainly essential for the development of effective prevention programs (Lin, 

Liu, 2005; Ventura-Madangeng & Wilson, 2009; Park, Cho & Hong, 2015). 

To minimize violence in health-care settings, it is essential to develop the 

necessary preventive strategies to protect nurses. More attention should also 

be paid to public education in this area (Sahar & Ghodousi, 2017). The 

Canadian nurses Association (CPA) and the International Council of Nurses 

(ICN) strongly advocates zero tolerance for violence in the workplace. 

3.4 Implications and Costs 

According to data published in 2015 from the OSHA report, financial losses 

from violence in the workplace amounted to 121 billion dollars. This is the loss 

of the country's budget associated with a decrease in labor productivity, legal 

costs, taxes, reducing the public image of the organization, and forced 

measures to further improve safety in the workplace. Every year, 500,000 

employees lose 1,175,000 working days, 55 million dollars of lost wages due to 

emerging moments of violence in the workplace. Combating workplace 

violence and its consequences certainly involves substantial costs. According 

to AORN, the employee turnover associated with workplace violence costs 

between $60,000 and $100,000 to replace a registered nurse. In addition, it 

can lead to longer hospital stays, lower patient satisfaction with the quality of 

care, and lower reputation of the facility, which can further increase the 

financial costs of the clinic by more than $500,000. 

On average, according to legal experts, the total cost of a case of violence in the 

workplace could be as high as $3.1 million. The average cost of murder in the 

workplace is about $850,000. In addition, the cost of lost work days, lost 

wages, parental leave and stress-related illnesses also affect the organization's 

costs in the event of workplace violence (Papa & Venella, 2013). According to 
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Papa and Venella, the cost of responding after a serious incident increases 100 

times. Research into workplace violence can help advance the theory of 

“broken windows”. It is a criminal justice theory that supports the belief that 

ignoring violence in the workplace will only create conditions that will 

contribute to the development of even more violence. Health-related violence 

can lead to more serious forms of violence (McPhaul et al., 2004). Keating 

(2007), putting forward the broken window theory, believes that if verbal 

abuse and threats can be tolerated in the health care system, violent forms of 

violence are likely to occur in the future. The application of the broken window 

theory to problem solving is necessary when they are still minor, reducing the 

likelihood that more severe and complex cases of violence in the workplace 

will occur. 

3.5 Workplace violence in nursing in the Republic of Kazakhstan 

According to the official statistical report, in 2017, there were 175,246 nurses 

in the Republic of Kazakhstan (Ministry of Health of the Republic of 

Kazakhstan, Committee of Statistics, 2017), with the total population in the 

republic as of 1 July 2018–18,214,884 people (Ministry of National Economy 

of the Republic of Kazakhstan, Committee of Statistics, 2018, № 36–7/28). 

For the Republic of Kazakhstan, the data obtained as results of this study will 

help assess the mass scale of the problem, start developing a concept for 

combating violence in the workplace, improve the security system, and begin 

developing recommendations on conflict resolution issues. All this will make it 

possible to create more comfortable and safe conditions for the work of nurses. 

In the Republic of Kazakhstan, this problem is given little attention. Nurses 

are not protected by law, they have only protection provided by the 

Constitution of the Republic of Kazakhstan, for all citizens of the country. That 

became one of the main reasons for studying this process. 
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4 Purpose, Objectives, and Research Questions 

Purpose: To reveal the prevalence and types of conflict situations in the 

nursing practice. 

Objectives: 

 determine the incidence of violence in the workplace for nurses 

 identify the most common type of violence in the workplace in nursing 

 
Research Questions: 

 Do nurses meet with acts of violence in the workplace? 

 What type of violence in the workplace is most common? 

 Are patients and/or their relatives the most frequent instigators of 

workplace violence against a nurse? 

5 Methodology 

Research findings are one of the best types of evidence to inform nurses about 

decisions, actions, and interactions with patients or clients. Research in 

nursing is conducted using two different methods, quantitative and qualitative 

(Polit & Beck, 2014). There are two classifications of sampling schemes: 

probabilistic and non-probabilistic (De Vaus, 2014). When using a 

probabilistic sample, the researcher selects participants on the basis of which 

persons are most suitable and more representative for the population of 

interest. Conversely, those who prefer to use probabilistic sampling choose 

participants from the population using randomization procedures. 

There are two classifications of sampling designs: non-probability and 

probability (De Vaus, 2014). When using non-probability sampling, the 

researcher selects the participants based on which persons are most suitable 

and more representative of the population of interest. Conversely, those who 

opt to use a probability sample select participants from a population using 

randomization procedures. Moreover, Hunt & Lethlean is stated, that it is very 

important to understand that big volume of sample in quantitative research 

does not mean the better result. So, in order to determine a demand sample 

size researcher must calculate it because it would portray the power of the 

research as well. The quantitative research is considered the significance level 
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α = 5% as desirable. Thus, researchers can be confident on 95% that they have 

found an actual difference in the study population (Hunt & Lathlean, 2015).   

Surveys are most often used to collect descriptive data using questionnaires. 

The main positive qualities of quantitative research include the fact that it is 

possible to quickly obtain all the necessary data.  Another advantage is that 

this kind of research can be conducted and completed at a convenient time for 

the survey participant and do not represent emotional discomfort for the 

participants (McKenna, Hasson & Keeney, 2013). The disadvantages include 

the fact that the researcher is limited in the ability to verify the accuracy of the 

answers, except to compare the answers of the participant with his or her 

answers or comparing the answers to the same questions with the answers 

given by other survey participants (Babbie, 2016; McKenna et. al, 2013; 

Watson & Shields, 2012). 

5.1 Cross-sectional study design  

In this study, the probabilistic sampling strategy was used in both quantitative 

and qualitative approaches. The main criterion for selecting this type of 

sample was easy access to participants; however, the disadvantage of this 

sample is that it limits the possibility of generalization (Rebar et al., 2010; 

Schneider at al., 2013). Using this approach, the researcher selects the 

necessary sample, taking into account the requirement to involve certain 

criteria and elements in the study. Thus, it is important to collect data from 

those who are affected by this problem. Therefore, to achieve the goals of this 

study, all suitable nurses were invited, according to the inclusion criteria. 

Below, Table 2 presents a selection of international similar works on violence 

in the workplace against a nurse, demonstrating the relevance of the choice of 

the study design. 

 

 

Table 2. Selection of international similar works on violence in the workplace 
against a nurse 

Author (Year) Country Methods Percent 

of 
violence 

Number of 
Participants 
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Spector, Zhou and 
Che, 2014 

USA Survey 
research 

76.0% 762 nurses 

Hye Jin Yoo, 
Eunyoung E. Suh, 
Soon Haeng Lee, 
Jin Hee Hwang, 
Ji Hye Kwon, 2018 

South 

Korea 

Cross-
sectional 

 200 nurses 

Zhao, Liu, Ma, Jiao, Li, 
Hao, Sun, Gao, Hong, 
Kang, Wu, Qiao 2015 

China Cross-
sectional 

78,7 % 1793 nurses 

 

Kvas, Seljak 2014 

Slovenia Quantitative  
descriptive  
research 

60,6% 692 nurses 

Franz, Zeh, Schablon, 

Kuhnert, Nienhaus, 2010 

Germany Cross-
sectional 

89,6% 123 nurses 

 

 

5.2 Methods used for data collection and analysis  

Determining the most optimal method of research should be guided by the 

following principles: first, this study is part of an international project, and the 

methods should be agreed in advance, i.e. the choice of method should be 

agreed and selected in such a way that the data obtained in the course of the 

study are not distorted. Secondly, taking into account the chosen goal, it is 

necessary to take into account the specifics of this problem in the Republic of 

Kazakhstan and the absence of any data sources that would meet the needs of 

this study. And thirdly, given that the number of respondents will be equal to 

several hundred people, it is necessary to choose the most convenient and 

effective method of collecting information. Taking into account all the above 

factors, it was decided to choose the most effective method of quantitative 

research using a questionnaire. The survey was conducted among nurses of 

various medical organizations.  

Quantitative research is descriptive research aimed at strict standardization 

and formalization of the process of collecting and processing information, 

which allows the researcher to obtain accurate data during the study, 

expressing the results in absolute or relative terms. Quantitative research 

focuses on enumeration with statistical analysis of reporting rather than 

subjective perceptions of survey participants (Creswell, 2014.) 
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Thus, the quantitative method allows for conducting a mass survey of a large 

group of participants using questionnaires or tests. In addition, the use of this 

method can cover several geographic areas in a single phase, since the 

distribution of the questionnaire can be done via the Internet using email and 

other means. The main advantage of quantitative methods is the ability to 

obtain a large amount of information (to interview a large number of people) 

and to compare data on formalized tools using statistical analysis. According 

to the results obtained in the course of data collection, various parameters and 

elements can be compared with each other and, as a result, appropriate 

management decisions can be taken (Creswell, 2014; Polit et al., 2014). 

Descriptive analysis was performed to describe the variables using a summary 

measure and its percentage display. The survey was attended by 518 nurses 

from various medical organizations. This is a quantitative study using a 

questionnaire used as the method of data collection. The use of the 

questionnaire provided the most reliable data, starting with the fact that: 

 1. The survey participant will complete the questionnaire on his/her own.  

2. There is no need for personal contacts or conversations, which often cause 

data distortion. 

3. The questionnaire is completely anonymous.  

4. The use of an online questionnaire allowed us to obtain responses from 

nurses from other regions. 

This makes it impossible to use, in this case, qualitative research methods.  

Nurses working in medical institutions were selected according to the target 

selection. The survey was attended by nurses of all departments of the clinic in 

which the data were collected, according to the following inclusion and 

exclusion criteria (see Table 3): 

 

Table 3. The inclusion and exclusion criteria 

Inclusion criteria: Exclusion criteria: 

All nurses of the clinic, with at least 1 

month of experience. 

Assistant nurse  
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Nurses will be both female and male Nursing students 

Nurses should be able to speak and 

write Kazakh or Russian. 

 

 

To collect the maximum amount of data, it is necessary to conduct a survey by 

dividing the respondents into groups. That allowed to take into account the 

work schedule and workload and to conduct a survey in a convenient time and 

place for participants. 

5.1.1 Sample and sampling 

In this study, convenience sampling was used, which is one type of non-

probability sampling strategy and is also used in both quantitative and 

qualitative approaches. The rationale for the choice of this type of sampling 

within the study was its easy access to participants; however, the disadvantage 

of this sampling is that it limits the ability to generalize (Rebar & Macnee, 

2010; Schneider & Fisher, 2013). Using this approach, the researcher selects 

the required sample, having regard for the requirement to involve certain 

criteria and elements within the study. Thus, it was important to collect data 

from those affected by the problem. Therefore, for the purpose of this study, 

all eligible nurses were invited to participate. 

5.1.2 Data collection procedure and instrument 

Data collection was based on a questionnaire approved by the World Health 

Organization (ILO/ICN/WHO/PSI, 2003) in Geneva in 2003. This 

questionnaire was used in other researches–Cheung & Yip (2017) which 

involved 850 nurses; Zahra & Feng (2018) which involved 169 nurses;  Nio, 

Kuo,Tsai, Kao, Traynor & Chou (2019) which involved 429 nurses; Fute, 

Mengesha, Wakgari & Tessema (2015) which involved 660 nurses; and 

Kabbash & El-Sallamy (2019) which involved 340 nurses. 

Official permission (Appendix 1) to use the questionnaire was obtained from 

the representative office of the World Health Organization (WHO) in the 

Republic of Kazakhstan (RoK).  The state language in the territory of the RoK 

is the Kazakh language. Along with the state language, Russian is also used in 

organizations. The original questionnaire (in English) was translated into 
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Kazakh and Russian. The translation of the questionnaire was made to a 

professional and internationally recognized translation agency (Appendix 2).  

Firstly, professional interpreter translated the whole text into both Russian 

and Kazakh. Then, a group of bilingual medical experts checked the 

questionnaire and identified mistakes and uncertain translation. Then they 

assessed the relevance and clarity of each item. Members of the group were 

three senior nurses, independent of the current study. They were chosen for 

their academic knowledge and professional experience. The group 

recommended the use of questionnaires and did not provide any comments or 

observations. Finally, common definitions in glossary were agreed on with 

experts and were included in the final version by the researcher. The expert 

group collaborated with the researcher and were consulted at each stage of the 

translation and their comments were included in the final version.  

The questionnaire was adapted for data collection (questions on peer 

intimidation, sexual abuse, and racial harassment were excluded from the 

questionnaire for ethical reasons). Participants were asked to place the 

questionnaire in a paper box in the chief nurse's office. Before answering the 

questions, it was necessary for the nurse to sign the informed consent forms (2 

copies, 1 copy remains with the nurse who took part in the survey, the second 

copy remains with the survey organizer). It was then suggested that the cover 

sheet should be carefully examined, detailing the purpose of the study and 

describing the main terms used in the questionnaire.  

The first part of the questionnaire included the demographic characteristics of 

the participants (socio-demographic & occupational characteristics like 

gender, age, marital status, educational status, profession, type of facility, 

working hour, working section) and the information provided on the 

definition of violence, including verbal, psychological, and physical: Verbal 

violence; shouting, swearing, threats, insults, swearing, and accusations: 

Psychological violence; mostly verbal abuse, bullying, and mobbing: Physical 

abuse; slapping, kicking, biting, beating, punching, pushing, pinching, twisting 

hands, and pulling hair.  

The questionnaire was distributed among nurses who met all the criteria for 

inclusion in various medical organizations. After that, questionnaires with the 

received answers were checked for suitability of the received data for use in the 
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analysis. Of the 550 questionnaires filled, 32 were excluded after verification 

as they were not fully completed. Therefore, 518 fully completed 

questionnaires, which were returned by the end of the data collection period, 

were included in the study. 

5.3 Statistical data analysis 

Descriptive analysis was performed to describe the variables using a summary 

measure and its percentage display. All questionnaires were checked 

manually, questionnaires with errors were deleted, the remaining 518 

questionnaires were coded and entered into Excel and exported to SPSS 

version 25 software for analysis of potentially independent variables. When 

researcher has chosen inductive statistical analysis, his/her basic aim to make 

a hypothesis and to find statistical criteria that will help to confirm the theory 

or reject it (Kochetov, Liang, Massenko, Fats, Soviets & Tereshchenko, 2012, 

14). For this study, the design of the cross-sectional study was used and relay 

on the research questions, in order to create a null hypothesis.  Regarding 

Polit and Beck (2010) statement the researcher can formulate zero (H0) and 

alternative (H1) hypotheses in order to explore the problem. Statistical 

analysis is settled on the supposition that the null hypothesis (Ho) is true until 

proven otherwise. The null hypothesis of this research is stated that there is no 

episode of work place violence in Kazakhstan.  

To refuse the null hypothesis, a nonparametric Kolmogorov-Smirnov q-factor 

criterion was calculated to test simple hypotheses about the belonging of the 

analysed sample to any known distribution law. The most well-known 

application of this criterion is to check the studied sets for the normality of the 

distribution. This criterion is chosen because the distribution is not normal 

because nonparametric data is used. When calculating the Kolmogorov-

Smirnov criterion, the results were equal to p = 0.000. This suggests that the 

results are significantly different from each other and this let to reject the null 

hypothesis. Since the null hypothesis is disproved, we can develop and test an 

alternative hypothesis and statistically prove the difference between the 

results. Both processes test hypotheses by obtaining P-values and identifying 

statistically significant results by comparing survey results. Thus, for each 

level of confidence there is a level of statistical significance (P). Statistical 
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significance is a measure of confidence in the reliability of the analysis. The 

confidence interval adopted in biostatistics should be at least 95% or as a P-

value of no more than 0.05 (Freeman & Walters, 2015, 506-509) and proceed 

to test the alternative hypothesis using Pearson's Chi-square.  

5.4 Ethics 

Ethical explanations were given by local ethics Committee, KazMUCE. The 

purpose of the study was explained to all direct participants of the survey and 

confidentiality was guaranteed. Participants were not allowed to include their 

first and/or second names or any other information that could be used to track 

them in the questionnaire. Participation in the study was voluntary and 

participants could complete the study without explaining the reason and any 

consequences for them. 

5.5 Reliability and Validity 

According Jones &Rattray (2015) two main criteria for quantitative research 

are validity and reliability. When the researcher has investigated the 

phenomenon, he/she should use an appropriate measurement instrument. It 

is very important to collect data accurately in order to achieve high level of 

reliability. In order to reach appropriate degree of validity and reliability, 

standardized questionnaires are recommended (Jones & Rattray, 2015, 414). 

In this research, a questionnaire approved by the WHO in Geneva in 2003 was 

used. 

Reliability can be demonstrated through Inter-rater reliability and Internal 

consistency. So, correlation analysis and Cronbach’s alpha can be used for 

evaluation types of reliability mentioned above (Blowing & Ebrahim, 2015, 

397). The questionnaire can be considered as applicable if Cronbach’s alpha is 

more than 0.70 (Polgar & Thomas, 2013, 107; Polit & Back, 2012, 421). 

Cronbach’s alpha was calculated for the WHO questionnaire, α = 0.782. 

Therefore, it means that the questionnaire adhered to reliability standards. 

Also, regarding SPSS calculation, it was possible to increase Cronbach’s alpha 

higher than 0,8 if questions number 15 (Where do you spend most of your 

time (more than 50%) in your main job?), 43 (IF YES, have you been 

disciplined for reporting an incident of workplace violence?), 49 (How did you 
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respond to the verbal abuse?), and 61 (How did you respond to the bullying / 

mobbing?) were excluded. On the other hand, Inter-rater reliability is applied 

to explore degree of agreement among study participants and can be expressed 

by Pearson’s correlation coefficient and should be more than +0,8 (Polgar & 

Thomas, 2011, 107; Blowing & Ebrahim, 2015, 397).  

In this study, concurrent validity was used to investigate the dependence of a 

variable that participants differed on (Bryman & Creamer, 2011, 82). It means 

that participants can be faced with different types of workplace violence. Also, 

if a participant has not faced workplace violence, it does not mean that it does 

not exist. The researcher was aware of one weakness of the questionnaire; 

there are 67 questions, and participants may not be able to spend time 

answering all questions or can skip several points. 

6 Results 

6.1 Profile of respondents 

A total of 518 people took part in the survey. (See Table 4). Age of respondents 

was represented by six age groups from 19 years till 60 and older. The most 

volume of participants (38%) were in the fourth group (30–34 years) and 

there were no participants younger than 19 and older than 45 years old. Out of 

518 respondents, 517 respondents were women (n = 517; 99%) and only one 

man (n = 1; 1%). This is typical of the Republic of Kazakhstan, as it is mainly 

the women who are involved in nursing. Nurses accounted for 95% (n = 491) 

of the total number of respondents and 5% (n = 27) were midwives. More than 

half of the respondents’ family status was single (n = 306; 59%). (See Figure 

1). Work experience of survey participants under one year (n = 14; 3%), 1–5 

years (n = 207; 40%), 6–10 years (n = 196; 38%), 11–15 years (n = 90; 17%), 

16–20 years (n = 11; 2%). 
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Figure 1. Marital status of study participants  

 

There were more private sector employees participating in the survey (n = 148; 

29%), although the number of public sector employees was approximately the 

same (n = 138; 27%). (See Table 4). Among all the nurses who participated in 

the survey, n = 399 (77%) worked full-time, part-time n = 93 (18%), 

temporary/casual n = 26 (5%), respectively. In shifts worked n = 340 (66%) of 

respondents, and n = 178 (34%) respondents did not work in shifts, 

respectively. The work schedule interval from 6 am to 7 pm was noted in n = 

290 (56%) nurses and n = 228 (44%) respondents had a different schedule. 

(See Table 4). 

 

Table 4. Profile of respondents 

  
Frequency Percent 

Аge 

 19 or under 0 0% 

  20–24 35 7% 

  25–29 98 19% 

  30–34 199 38% 

  35–39 136 26% 

  40–44 50 10% 

  45 and older 0 0% 
Gender 

 female 517 99% 

  male 1 1% 
Marital status 

 single 306 59% 
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  married 132 25% 

  living with partner 25 5% 

  separated /divorced 38 7% 

  widow/widower 17 3% 
Professional group 

 nurse 491 95% 

  midwife 27 5% 

  ambulance 0 0% 

  house nurse 0 0% 
Work experience in the health sector 

 under 1 year 14 3% 

  1–5 207 40% 

  6–10 196 38% 

  11–15 90 17% 

  16–20 11 2% 
Categories of employment sectors  

 private – for profit sector 148 29% 

  private – non-profit sector 69 13% 

  religious (e.g. church) 42 8% 

  
public/ governmental 
sector 138 27% 

  International agency 46 9% 

  other 74 14% 

  don’t know 1 0% 
Schedule of work 

 full-time 399 77% 

  part-time 93 18% 

  temporary/casual 26 5% 
Shifts work 

 Yes 340 66% 

  No 178 34% 
Work between 18:00 (6 PM) and 07:00 (7 AM)? 

 Yes 290 56% 

  No 228 44% 

 

 

6.2 Participants background and their general awereness about 

workplace violence 

Regarding received answers, 444 (86%) respondents interacted with patients 

during their work, also 410 (79%) nurses worked with male and female 

patients. At the same time, routine physical contact was mentioned by 215 

(42%) of the respondents. Most of nurses have been interacting with adults (n 

= 328, 63%) and elderly patients (n = 88, 17%). (See Table 5). More than 50% 

of their time, respondents worked with patients in the following areas: 

physically disabled (n = 238, 46%). (See Figure 2). Most proportion of 
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participants worked in ambulatory (n = 212, 41%) and general medicine (n = 

104, 20%). (See Figure 3). Generally, participants of the survey had 1–5 (n = 

273, 53%) co-workers in their workplace and only 28 nurses (5%) worked 

alone. (See Figure 4). 

 

 

Figure 2. Proportion of specialities, where nurses spend more than 50% of 
their work-time with patients  

 

 

Figure 3. Nurses’ working areas 
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Figure 4. Number of co-workers in participants’ workplace 

 

Regarding the questionnaire, almost half of survey participants were not very 

concerned about the problem of violence in the workplace (n = 231, 45%). (See 

Figure 5). And only 19 (11%) of 518 nurses were very worried about workplace 

violence. Unfortunately, only 57 (11%) gave a positive answer about the 

existence of a reporting procedure concerning workplace violence in their 

workplace. Furthermore, only 27 nurses (5%) of these 57 were aware how to 

use the workplace violence reporting procedure. Nevertheless, 30 nurses 

mentioned that they had this procedure in their workplace, but they did not 

know how to use it. On the other hand, 461 respondents (89%) did not have 

the procedure in their workplace. One more important finding was the 

absence of encouragement for reporting workplace violence in 472 (91%) 

answers, and 46 nurses (9%) only answered positively concerning the 

promotion of reports of violence in the workplace. It is also worth paying 

attention to the fact that the respondents received minimal support from the 

Association and the Union. 
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Figure 5. Concern of workplace violence among nurses 

 

Table 5. Summary of key general questions information of the nurse 
respondents 

Question Answer Frequency Percent 

Do you interact with patients/clients during your work? 

 Yes 444 86% 

  No 74 14% 

Do you have routine direct physical contact (washing, turning, lifting) 

with patients/clients? 

 Yes 215 42% 

  No 302 58% 

The patients/clients you most frequently work with are 

 Newborns 12 2% 

  Infants 17 3% 

  Children 26 5% 

  Adolescents (10–18 years of age) 47 9% 

  Adults 328 63% 

  Elderly 88 17% 

The sex of the patients you most frequently work with are: 

 Female 75 14% 

  Male 33 6% 

  Male and female 410 79% 
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6.3 Physical workplace violence 

Physical violence refers to the use of physical force against another person or 

group that results in physical, sexual, or psychological harm. It can include 

beating, kicking, slapping, stabbing, shooting, pushing, biting, and/or 

pinching, among others (Jacobsen, 2016). 

In the last 12 months of work, 74 (14%/518) nurses experienced physical 

violence in the workplace. Thirty-three respondents (45%/74) consider 

physical violence in the workplace to be typical and 41 people consider it 

atypical (55%/74). According to the survey, the attack was committed by: 

patient/client (n = 32; 43%), relatives of patient/client (n = 30; 41%), staff 

member (n = 1; 1%), management/supervisor (n = 1; 1%), external 

colleague/worker (n = 1; 1%), public (0), other (n = 9; 12%). About 4 (5%) 

respondents suffered from physical violence, and for 70 (95%) people, physical 

violence in the workplace ended without any harm to health. The locations of 

the attack were as follows: inside health institution or facility (n = 57; 77%), at 

patient’s/client’s home (n = 2; 3%), outside (on way to work/health 

visit/home) n = 15; 20%. About 55 (74%) respondents believe that this 

incident could have been avoided and 19 (26%) respondents believe that it 

could not have been done. More cases of assault with physical violence 

occurred during the morning and afternoon shifts than during other shifts: 

07.00–before 13.00 (n = 22; 30%), 13.00–before 18.00 (n =  26; 35%), 18.00–

before 24.00 (n = 21; 28%), 24.00–before 07.00 (n = 4; 5%), don’t remember 

(n = 1; 1%) 

The reaction to the incident from the victims was as follows: took no action (n 

= 3; 4%), tried to pretend it never happened (n = 21; 28%), told the person to 

stop (n = 15; 20%), told friends/family (n = 9; 12%), told a colleague (n = 11; 

15%), reported it to a senior staff member ( n = 1; 1%), sought counselling (n = 

10; 14%), sought help from the union (n = 0), sought help from the association 

(n = 0), transferred to another position (n = 0), completed incident/accident 

form ( n = 0), pursued prosecution( n = 0), completed a compensation claim 

(n = 0), other (n = 4; 5%).  
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Table 6. Summary of key physical violence from the respondents 

Question Answer Frequency Percent Percent  

of Q 

Q 

In the last 12 months, have you been physically attacked in your 

workplace? 

 Yes 74 14%   74 

  No 444 86%   74 

If yes, please think of the last time that you were physically attacked in 

your place of work. How would you describe this incident? 

 Physical violence without a 

weapon 

70 14% 95% 74 

  Physical violence with a 

weapon 

4 1% 5%   

Do you consider this to be a typical incident of violence in your 

workplace? 

 Yes 33 6% 45% 74 

  No 41 8% 55%   

Who attacked you? 

 patient/client 32 6% 43% 74 

  relatives of patient/client 30 6% 41%   

  staff member 1 0% 1%   

  management/supervisor 1 0% 1%   

  external colleague/worker 1 0% 1%   

  general public 0 0% 0%   

  other 9 2% 12%   

Where did the incident take place? 

 inside health institution or 

facility 

57 11% 77% 74 

  at patient’s/client’s home 2 0% 3%   

  outside (on way to 

work/health visit/home) 

15 3% 20%   

At which time did it happen? 

 07.00–before 13.00 22 4% 30% 74 

  13.00–before 18.00 26 5% 35%   

  18.00–before 24.00 21 4% 28%   

  24.00–before 07.00 4 1% 5%   

  don’t remember 1 0% 1%   



29 
 

 

How did you respond to the incident?    

 took no action 3 1% 4% 74 

  tried to pretend it never 

happened 

21 4% 28%   

  told the person to stop 15 3% 20%   

  told friends/family 9 2% 12%   

  told a colleague 11 2% 15%   

  reported it to a senior staff 

member 

1 0% 1%   

  sought counselling 10 2% 14%   

  sought help from the union 0 0% 0%   

  sought help from the 

association 

0 0% 0%   

  transferred to another 

position 

0 0% 0%   

  completed 

incident/accident form 

0 0% 0%   

  pursued prosecution 0 0% 0%   

  other 4 1% 5%   

Do you think the incident could have been prevented? 

 Yes 55 11% 74% 74 

  No 19 4% 26%   

Were you injured as a result of the violent incident? 

 Yes 4 1% 5% 74 

   

No 

70 14% 95%   

IF YES, did you require formal treatment for the injuries? 

 Yes 0 0% 0% 4 

  No 4 1% 100%   

Did you have to take time off from work after being attacked? 

 Yes 0 0% 0% 4 

  No 4 1% 100%   

Was any action taken to investigate the causes of the incident? 

 yes 7 1% 9% 74 

  no 30 6% 41%   

  don’t know 37 7% 50%   

IF YES, by whom: 



30 
 

 

 management / employer 3 1% 43% 7 

  union 1 0% 14%   

  association 0 0% 0%   

  community group 0 0% 0%   

  police 0 0% 0%   

  other 3 1% 43%   

What were the consequences for the attacker? 

 none 53 10% 72% 74 

  verbal warning issued 15 3% 20%   

  care discontinued 0 0% 0%   

  reported to police 0 0% 0%   

  aggressor prosecuted 0 0% 0%   

  other 5 1% 7%   

  don't know 1 0% 1%   

How satisfied are you with the manner in which the incident was 

handled? (Please rate: 1 = very dissatisfied, 5 = very worried) 

 1 30 6% 41% 74 

  2 33 6% 45%   

  3 10 2% 14%   

  4 0 0% 0%   

  5 0 0% 0%   

If you did not report or tell about the incident to others, why not? 

 It was not important 1 0% 1% 74 

  Afraid of negative 

consequences 

32 6% 43%   

  Useless 23 4% 31%   

  Did not know who to report 

to 

8 2% 11%   

  Other 10 2% 14%   

In the last 12 months, have you witnessed incidents of physical violence in 

your workplace? 

 Yes 103 20%   

  No 415 80%   

If YES, how often has this occurred in the last 12 months? 

 Once 100 19% 97% 103 

  2–4 times 2 0% 2%   

  5–10 times 0 0% 0%   



31 
 

 

  Several times a month 0 0% 0%   

  About once a week 1 0% 1%   

  Daily 0 0% 0%   

Have you reported an incident of workplace violence in the last 12 

months? (witnessed or experienced) 

  yes 6 1% 6% 103 

  no if NO, please go to 

section: PSYCHOLOGICAL 

VIOLENCE 

97 19% 94%   

IF YES, have you been disciplined for reporting an incident of workplace 

violence? 

  Yes 1 0% 17% 6 

  No 5 1% 83%   

6.4 Psychological violence—verbal abuse, bullying, and mobbing in 

the workplace 

In the 12 months prior to the survey, 129 (25%) respondents reported that they 

had been subject to verbal abuse in the workplace. The cases of bullying and 

mobbing observed in respect of the 39 respondents, which accounted for 7% of 

the total number of respondents. Aggressors, in cases of psychological 

violence, were most often patients 48 (37%), the second aggressors in 

frequency were visitors and relatives of patients 45 (35%), as well as 

employees 27 (23%), and others (5.0%). In cases of bullying and mobbing, 

aggressors were patients 13 (37%) and 9 (26%), the least occurred type of 

aggression was from colleagues and employees: management/supervisor 3 

(9%), external colleague/employee 1 (3%), the general public 5 (14%), other 4 

(11%). 

The frequency of verbal abuse: constantly 1 (1%), sometimes 75 (14%), once 52 

(10%): mobbing and bullying; sometimes 27 (77%), once 8 (23%). Cases of 

verbal abuse most often occurred inside a health institution or facility 88 

(68%), another 19 (15%), at the patient's home 14 (11%), on the street 8 (6%); 

cases of bullying and mobbing most often also occurred inside a health 

institution or facility 25 (71%), another 4 (11%), at the patient's home 3 (9%), 

on the street 3 (9%). According to the data received, non-physical violence in 

the workplace most commonly occurs within hospital settings. Atypical cases 



32 
 

 

of psychological violence in the workplace was reported by 94 (73%) 

respondents. Cases of bullying and mobbing are not typical consider 19 (54%) 

respondents. The reasons not to report the incident were: 

 

Table 7. The reasons not to report the incident 

For verbal abuse For bullying/mobbing 

it was not important 11 (9%) 

felt ashamed          4 (3%) 

felt guilty                          3 (2%) 

afraid of negative  

consequences 18 (14%) 

did not know  

who to report to 38 (29%) 

useless                          33 (26%) 

other                          22 (17%) 

it was not important 1 (3%) 

felt ashamed                          4 (14%) 

felt guilty                          3 (10%) 

afraid of negative 

consequences 5 (17%) 

did not know  

who to report to 7 (24%) 

useless                          5 (17%) 

other                          4 (14%) 

6.5 Predictors of physical and non-physical violence 

To study the relationship between the independent variables "direct contact 

with patients" and the frequency of physical and non-physical violence, a Chi-

square test was performed. The Chi-Square test (x2 = 68,624; P = 0,01) 

showed that there is no statistically significant relationship between the 

presence of direct contact with the patient with cases of violence in the 

workplace during the nurse’s work. 

Chi-Square test “interact with the patient” and the incidence of physical and 

non-physical violence (See Table 9). 

Table 8. Frequency  “interact with the patient” and the incidence of physical 
and non-physical violence 

Variable  Interact with patients/ clients 

Physical violence: Yes 

N (%) 

No 

N (%) 


2 P 

value 

 Yes  

  N (%) 

60 384   

  No 

  N (%) 

14 60   

Total 74 (14) 444 (86)  1,514  ,219 

Verbally abuse     

Yes 106  338   
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N (%) 

No 

N (%) 

22  52   

Total 129 (25) 389 (75) 1,169 ,280 

Bullied / mobbed     

Yes 

N (%) 

17 199   

No 

N (%) 

18 284   

Total 35 (7) 483 (93) ,729 ,393 

 

A Chi-square test was conducted to examine the relationship between 

"physical contact with the patient” and the frequency of physical and non-

physical violence. To study the relationship between the independent variables 

"physical contact with patients" and the frequency of physical and non-

physical violence, a Chi-square test was performed. Chi-square test (x2 = 

70,992; P =  0.01), the results showed a slight relationship between these 

factors (See Table 10). 

Table 9. Relationship between the factors  

Variable Do you have routine direct physical contact 

(washing, turning, lifting) with 
patients/clients? 

 

Physical violence: Yes 

N (%) 

No 

N (%) 


2 P 

value 

 Yes  

  N (%) 

27 189   

  No 

  N (%) 

47 255   

Total 74 (14) 444 (86) ,965 ,329 

Verbally abuse     

Yes 

N (%) 

62 154   

No 

N (%) 

66 236   

Total 128 (24,7) 390 (75,3) 3,176 ,075 

Bulling / mobbing     

Yes 

N (%) 

17 199   

No 

N (%) 

18 284   

Total 35 (6,8) 483 (93,2) ,729 ,393 
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7 Discussion 

The findings of this study was discussed in this chapter. Critical results related 

to physical and non-physical violence in medical institutions of the Republic of 

Kazakhstan are discussed according to the stated research questions and 

compared with the data of international literature sources. 

7.1 Violence in the workplace in nursing 

About half of the nurses who participated in the survey reported some type of 

violence in the workplace, both physical and non-physical, 238 of the 518 

nurses (46%) who experienced at least one episode of violence during the 

previous 12-month period. According to studies conducted in the United 

States (Spector, Zhou & Che 2014), South Korea (Yoo, JH. et al. 2018), China 

(Mingli Jiao et. al 2015; Siqi Zhao et al.2014), Germany (Franz et al. 2010) and 

Slovenia (Kvas et.al 2014), the prevalence of workplace violence against nurses 

is quite high and comparable to the data obtained in this study. The results of 

studies in these countries showed a prevalence of violence in the workplace 

from 76.0% to 89.6%.  Comparison of the results of this study with other 

studies may be somewhat difficult due to differences in the definition of 

violence, differences in working conditions, and the length of the study. In 

addition, results may vary depending on the sector or country, as well as 

differences in the health system. 

7.2 Physical violence in the workplace 

Approximately 14% of the nurses who participated in the survey indicated that 

they had been subjected to some form of physical abuse during their work at 

least once in the past year. Of these, 14% said that it was an attack without the 

use of any weapon and only 1% said that there was a case of physical violence 

in the workplace with the use of weapons.  Studies in other countries show 

that physical violence is less common than non-physical violence. This is 

reflected in studies conducted in USA (Gacki-Smith, Juarez, Boyett, Homeyer, 

Robinson & MacLean 2009), China (Cheung, Paul H. Lee & Yip 2017; Mingli 

Jiao et. Al 2015; Siqi Zhao et al.2014), Italy (Zampieron, Galeazzo, Turra & 

Buja 2010), and Slovenia (Kvas et al. 2014). But others describe the high 

incidence of physical violence in the workplace. These cases are described by 
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authors from Saudi Arabia (El-Gilany, El-Wehady, Amr 2010), Turkey (Pinar 

R, Ucmak F. 2011), and Egypt (Abou-ElWafa, El-Gilany, Abd-El-Raouf, Abd-

Elmouty, El-Sayed, 2014). Probably the low level of physical violence (with or 

without the use of weapons) is due to the fact that in Kazakhstan, women are 

engaged in nursing care. The assault on a woman is shameful and the carrying 

of weapons is prohibited by law. 

7.3 Non-physical workplace violence 

About 32% of nurses surveyed said they had been subjected to some form of 

non-physical violence at least once in the past year. Of the respondents, 

129/514 (25%/129) reported that they had been verbally abused in the 

workplace. Cases of bullying and mobbing were observed in 39/514 

respondents, which was 7%/39 of the total number of respondents. Verbal 

abuse is the most common form of non-physical violence in the workplace.  

Then come mobbing and bullying, occurring in lesser extent. In total, 

according to the results of this work, non-physical forms of violence are much 

more common than physical ones.  

8 Conclusions 

The aim of the study was to study the prevalence and types of physical and 

non-physical violence in the Republic of Kazakhstan. Nurses participating in 

the study indicated that violence is common. There was a significant 

correlation between the presence of contact with the patient (including 

physical contact—washing, maintenance, patient care) in both physical and 

non-physical violence.  

This study covered several areas requiring further research. There is a 

shortage of research on workplace violence among nurses in the Republic of 

Kazakhstan. Further research is needed to develop strategies to prevent 

violence against emergency nurses, which should take into account the results 

of this study. There is a need for a comparative study between different health 

facilities (public and private) and primary health care centres in terms of 

violence against nurses. Finally, the implications for future research include 

the need to study, develop, and implement measures that can be effective in 

limiting and preventing violence in the workplace, including assessing the 
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effectiveness of such measures in hospitals in the Republic of Kazakhstan. 

There is still violence in the workplace in nursing, but research, policy and 

legislation can be use to train nurses to minimize or prevent future incidents 

of violence in the workplace. Policies and legislation to combat violence in the 

workplace must be optimize. Reporting of cases of violence in the workplace in 

health-care facilities where nurses are employer should be introduced. Cases 

of violence in the workplace should be brought to the attention of higher 

authorities, such as the internal medical security service and, if necessary, the 

judicial service, and the perpetrators should be punished. There is also a need 

to review existing policies to improve the management and prevention of 

violence in the workplace. It is also recommended that a policy of "zero 

tolerance" for violence in the workplace be implemented. It is necessary to 

identify best practices to prevent acts of violence and mitigate their negative 

consequences. Other studies on workplace violence in nursing in the Republic 

of Kazakhstan are also needed to compare and determine whether nurses are 

the main victims of violence and its causes. In addition, more research is need 

on the prevention of violence in the workplace to ensure effective prevention 

and management in hospitals. It is important that future studies focus on 

practices and measures to prevent violence in the workplace. This may include 

the establishment of evidence-based measures to combat violence in the 

workplace and effective ways to implement these measures. An important 

example of this struggle is the policy of zero tolerance of violence. This can be 

implemented in the workplace in pilot hospitals, and their effectiveness in 

combating workplace violence should be evaluated. 
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