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ABSTRACT:
Introduction  Workplace violence (WPV) against healthcare 
workers (HCWs) has become a global concern. Our aim 
was to investigate the firsthand experience of HCWs who 
faced physical WPV from patients or their relatives in 
Nepal and to identify the factors that contribute to WPV, its 
consequences, as well as recommendations from HCWs on 
preventing and managing WPV in healthcare settings.
Methods  We conducted semistructured in-depth 
interviews of 12 HCWs who faced physical WPV from 
patients or their relatives in the last 2 years in Nepal. 
We recruited participants by announcing volunteer 
participation on social media and reaching out to HCWs 
who had experienced WPV through a review of national 
news archives. All interviews were conducted between 
September and November 2022. We analysed the data 
using a hybrid thematic analysis.
Results  Most participants were male (9/12). The average 
age of participants was 31.6 years with an average 
experience of 8.3 years. We generated three domains: 
(1) factors contributing to WPV, (2) response to WPV and 
(3) recommendations. Within these three domains, we 
identified a total of nine themes: two themes (proximal 
and distal factors) under domain 1, four themes (personal 
response, hospital administration response, police 
response and other responses) under domain 2 and three 
themes (recommendations at personal, organisational and 
policy level) under domain 3. We found that physical WPV 
against HCWs is multifactorial. Most HCWs did not receive 
expected support from hospital and police administration. 
They had a wide range of recommendations at personal, 
organisational and policy level. The most important 
recommendation was to ensure safety and security of 
HCWs.
Conclusions  This qualitative study showed that 
experiences of HCWs who faced physical WPV in Nepal 
were traumatic. The concerned stakeholders should 
carefully consider the recommendations from HCWs 
to establish a safe, secure and supportive working 
environment.

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Workplace violence (WPV) against healthcare work-
ers (HCWs) has become a global concern since its 
prevalence is more than 60% around the world.

	⇒ The WHO estimates that 8%–38% of HCWs expe-
rience physical WPV at certain points in their pro-
fessional careers and the perpetrators are mostly 
patients or their relatives.

	⇒ Recent studies in Nepal showed that prevalence of WPV 
ranges from 51% to 65% among doctors and nurses, 
with physical WPV ranging from 13% to 15%.

WHAT THIS STUDY ADDS
	⇒ Most HCWs reported that patient or near relatives 
who were affiliated to political parties or had a link-
age with authorities were more likely to commit WPV 
compared with those who were not.

	⇒ HCWs who faced physical WPV from patients or their 
relatives in Nepal had a traumatic experience, leaving 
longer run emotional and psychological impact on HCWs 
at personal level, and affecting healthcare quality and 
availability of health workforce at system level.

	⇒ HCWs received adequate support from family and 
friends but less support from hospital and police 
administration.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ Further research is needed to investigate the linkag-
es between patient’s lower socioeconomic condition 
and WPV, as well as the connections between politi-
cal affiliation and WPV.

	⇒ For hospital administration, this research highlights 
the need of regular risk assessments, continuous 
communication between management team and 
HCWs, proper alarm and security system in working 
environment, crowd control mechanisms and strong 
supportive system.

	⇒ The study findings serve as a wakeup call for pol-
icymakers to establish effective mechanisms that 
ensure implementation of existing legal provisions 
against perpetrators of WPV; this is essential to up-
hold the government’s commitment to preventing 
WPV against HCWs.
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INTRODUCTION
Workplace violence (WPV) against healthcare workers 
(HCWs) has become a global concern, with recent 
evidence indicating that nearly six in 10 HCWs world-
wide have encountered some form of WPV,1 2 ranging 
from verbal abuse to physical attacks. Most WPV can 
lead to reduced job satisfaction, mental stress, burnout 
and poor quality of life at personal level3–6, and it can 
reduce quality of care at health system level. These conse-
quences could be more severe in physical WPV compared 
with verbal abuse or threats. The WHO estimates that 
8%–38% of HCWs experience physical WPV at certain 
points in their professional careers and the perpetrators 
are mostly patients or their relatives.7 While the preva-
lence of physical WPV is stable in Europe and decreasing 
in North America, it has increased significantly in Asian 
countries, reaching 25% in 2010–18 compared with 
19.6% in 2000–09.1

Nepal, a low-income country in South East Asia, has 
a weak health system characterised by poor infrastruc-
ture, inequitable distribution of healthcare services and 
inadequacies of human resources for health.8 Amid such 
constraints, HCWs have to provide adequate and quality 
care on the one hand and face the challenges of WPV on 
the other. Although the nationwide prevalence of WPV 
in healthcare settings has not been documented, recent 
studies showed that prevalence of WPV ranges from 51% 
to 65% among doctors and nurses, with physical WPV 
ranging from 13% to 15%.9–11

Previous studies have widely explored the phenom-
enon of WPV against HCWs; however, most studies are 
from high-income and middle-income countries,1 12 13 
highlighting the need of evidence generation from low-
income countries. In Nepal’s context, some studies have 
been conducted in workplace violence, but they are 
mostly quantitative, estimating the prevalence of WPV 
and the associated factors.9 11 14 Such studies are important 
to understand the burden of the problem; however, qual-
itative studies are needed to adequately understand the 
immediate and underlying causes, detailed experience of 
HCWs and how HCWs cope with such traumatic events. 
Recently, a qualitative study was conducted in Nepal to 
explore nurses’ experience of WPV,15 but it was limited 
to COVID-19 experience. From a legal perspective, Nepal 
revised ‘Health Worker’s and Health Institution Safety 
Related Act’ in 2021.16 The revision includes increases 
in financial penalties and jail sentences for perpetrators. 
However, there is limited scientific evidence regarding 
the effective implementation of the act.

Understanding HCWs detailed experience with WPV 
by patients or their relatives is important for compre-
hending the circumstances, underlying factors and 
psychological/emotional impacts. These insights can be 
used for policy interventions to create a safe, supportive 
and resilient healthcare environment. Therefore, this 
study aimed to identify the factors that contribute to 
WPV, its consequences, as well as recommendations from 

HCWs on preventing and managing WPV in healthcare 
settings.

METHODS
Study design
We conducted a qualitative study using online semistruc-
tured in-depth interviews and hybrid thematic analysis 
approach.17

Patient and public involvement
Patient or public were not involved in the design, 
conduct, reporting or dissemination phases of our study.

Participants
The study participants were the HCWs who faced phys-
ical WPV by patients or their relatives in Nepal in the last 
2 years (2020–22).

Data collection
We conducted semistructured interviews with HCWs who 
experienced physical WPV by patients or their relatives. 
To enrol participants, first, we used social media such 
as Facebook, LinkedIn and Twitter, where we shared an 
online survey link to screen HCWs facing WPV by patients 
or their relatives. We used a purposive sampling method 
where we particularly shared the survey link to the social 
media group of doctors, nurses and paramedics in Nepal. 
Since this study is a qualitative study, and the purpose of 
the online survey is to identify the HCWs who faced phys-
ical WPV for in-depth interviews, we did not calculate the 
sample size beforehand. The survey gathered sociodemo-
graphic information and type of WPV incidents. A total 
of 99 health workers completed the screening, with 59 
(59.6%) reporting violence. Of these, 11 (18.6%) experi-
enced physical WPV by patients or their relatives. As the 
initial survey lacked sufficient inclusivity, and all surveyed 
individuals who had physical WPV were not willing to 
participate for in-depth interview, we turned to explore 
Nepali news media to identify the HCWs who experi-
enced physical WPV. First, we used the Google search 
engine to identify the news article using keywords such 
as ‘health workers’, ‘doctors’, ‘nurses’, ‘paramedics’, 
‘violence’, ‘assault’, ‘physical attack’, ‘hospital vandalism’ 
and ‘Nepal’. Additionally, we employed these key words 
with their Nepali language translations. Second, we visited 
the websites of top online news portals in Nepal to iden-
tify the violent incidents against HCWs. Through these 
two exercises, we identified six additional HCWs who had 
experienced physical WPV. Finally, we reached out to 
the local health coordinators, district health officers and 
hospital managers to establish connections with potential 
study participants. While recruiting the participants, we 
adhered to the following inclusion and exclusion criteria. 
Inclusion criteria: (1) HCWs who faced physical WPV in 
the last 2 years; (2) HCWs aged between 18 and 60 years. 
Exclusion criteria: (1) HCWs not actively providing clin-
ical services; (2) non-HCWs who were working in health-
care facilities.
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For sample size determination, we applied the infor-
mation power concept by Malterud et al.18 Initially, we 
planned to interview 12–16 participants. During analysis 
phase, we continuously evaluated the adequacy of the 
sample size, and with code saturation, we ended up taking 
12 interviews. Given that our study aimed to specifically 
explore the experience of a highly specific study popu-
lation (HCWs experiencing physical WPV by patients or 
their relatives), our interviews were robust, providing 
rich information. Furthermore, with an analysis based on 
a predetermined framework, a sample of 12 participants 
was considered sufficient to achieve information power.

We developed the semistructured interview guide, 
primarily based on an integrated model of WPV in 
healthcare by Bhattacharjee,19 with some additional 
components from a previous qualitative study in India.20 
We divided our interview guide into three domains: (1) 
factors contributing to WPV; (2) response after WPV 
and (3) recommendations. We pretested the interview 
guide in two participants and revised it in subsequent 
interviews (see online supplemental file 1). Two trained 
qualitative researchers (DT and KC) conducted virtual 
interviews with participants in Nepali language through 
Zoom (https://zoom.us/). Notes were created immedi-
ately after interview, which lasted for 45 to 75 min. The 
recorded interviews were transcribed and analysed in 
Nepali language by DT and KC. Finally, MA, DT and 
KC translated relevant quotes in English. We adhered 
to the Standards for Reporting Qualitative Research for 
reporting.21 We received ethical approval from the Nepal 
Health Research Council (Registration No. 233/2022 P).

Consent
We obtained written consent from each participant where 
we provided detailed information about the study and 
potential consequences. Before interview, we reiterated 
the interview protocol and assured participants of the 
confidentiality of their responses. To maintain privacy, 
we ensured that the participants positioned themselves 
in a private space. Participants were not asked to review 
transcripts.

Analyses
We employed a hybrid thematic analysis approach17 using 
both a priori deductive codes and generating new codes 
from the data using inductive approach. This approach 
was adopted to capitalise the benefit of both theory-
driven and data-driven strategies. We had predetermined 
domains and potential themes based on the integrated 
model of WPV in healthcare (a theory-driven strategy)19 
while also aiming to comprehensively understand the 
Nepali context through a data-driven strategy. Further-
more, qualitative methodologists have recommended 
thematic analysis as an appropriate method for analysing 
experience, opinions and perspectives.22 23

Interviews were coded independently by DT and KC 
using Dedoose 9.0.62 (https://dedoose.com/). Prior to 
coding, three researchers (MA, DT and KC) established 

a common understanding of coding procedures and 
coding scheme. The coding process comprises two 
cycles24; the first cycle involved summarising the segments 
of data, while the second cycle generated pattern codes 
or categories. The coders (DT and KC) recorded the 
coding procedures and their rationales. Thereafter, MA 
evaluated the coding outputs and documented agree-
ments and disagreements in coding; disagreements were 
addressed by MA. To reach final consensus, all authors 
(MA, DT and KC) engaged in discussions to identify the 
potential sources of disagreements and ultimately final-
ised the subthemes and themes across the three domains.

RESULTS
Sample characteristics
Most participants were male (9/12). The average age of 
participants was 31.6 years with an average experience 
of 8.3 years. Table  1 shows the detailed characteristics 
of our participants. We generated nine themes under 
three domains (figure  1). The detailed coding scheme 
is presented in online supplemental table 1. Hereafter, 
we discuss subthemes under each theme across three 
domains.

Table 1  Characteristics of the participants

Characteristics Frequency

Age in years (median, range) 29 (21–48)

Gender

 � Male 9

 � Female 3

Experience in years (median, range) 7 (1–25)

Educational status

 � Clinicians (MBBS or consultant physician) 6

 � Paramedics (health assistants or auxiliary 
health workers) 3

 � Nurses (staff nurse or higher level of 
nursing) 3

Type of health facilities

 � Tertiary hospital 5

 � Secondary hospital 4

 � Primary healthcare facility 3

Health facility ownership

 � Public healthcare facility 9

 � Non-public healthcare facility 3

Highest education

 � Graduate level 3

 � Undergraduate 5

 � Diploma level or less 4

MBBS, Bachelor of Medicine and Surgery.

https://dx.doi.org/10.1136/bmjph-2024-001032
https://zoom.us/
https://dedoose.com/
https://dx.doi.org/10.1136/bmjph-2024-001032
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Domain 1: factors leading to WPV
The themes within this domain were proximal and distal 
factors.

Theme 1: proximal factors
This theme consists of two subthemes: patient or near-
related perspective and healthcare-related perspective.

Subtheme 1: Patient or near-relative related perspective
Participants reported that patient severity and influence 
of alcohol played a primary role in WPV. Most partici-
pants mentioned that relatives or acquaintances of crit-
ically ill patients were more aggressive; the main inten-
tion was to pressurise HCWs for better care for the out-
of-pocket payments they had done. Surprisingly, some 
participants mentioned that such aggressive behaviour 
was intended to receive compensation or discounts in the 
cost of received services from the hospital.

If I shout at a health worker, gather a crowd of people, 
cause physical damage to the infrastructure of the hospital 
then the hospital will call for negotiation, and I can ne-
gotiate for compensation of the expenses incurred during 
treatment. – Participant 2

Further, patients or patient relatives under the influ-
ence of alcohol were more likely to misbehave towards 
HCWs to express their dissatisfaction with the available 
services.

Additionally, HCWs mentioned that personality trait 
was also a factor that led to WPV. For example, a medical 
officer from a tertiary hospital argued that personality 

traits of a patient’s close relatives, particularly those with 
aggressive nature, were more likely to abuse HCWs.

Subtheme 2. Healthcare-related perspective
Under proximal factors, most HCWs blamed working 
environments that led to WPV at work. They reported 
that the primary drivers of working environments that 
leading to WPV were shortage of employees, heavy work-
loads and crowded workplace because these factors 
hinder HCWs to provide proper and timely care, 
mismatching patient expectations and actual service 
delivery.

A night-shift nurse who expressed her working condi-
tion as following:

Patients do have expectations that nurses provide services 
promptly when needed, but with two or three nursing staffs 
in inpatient ward, we can't provide timely care, and some-
time, due to heavy patient load, we commit mistakes. Pro-
viding adequate care in such pressurised time is challeng-
ing with a limited staff. – Participant 11

Furthermore, some clinicians reported that they could 
not allocate adequate time to counsel patients and their 
relatives, and they were not able to inform patient’s 
status, treatments and investigation procedures, which 
led to frustration, aggression, and WPV.

Theme 2: distal factors
This theme consists of two subthemes: patient or near-
related perspective and healthcare-related perspective.

Figure 1  Graphical representation of themes.
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Subtheme 1: Patient or near-relative related perspective
Participants reported that political party affiliation and 
patients’ low socioeconomic status were the major factors 
that significantly contributed to WPV. Most participants 
claimed that those in positions of greater authority or 
influence were more likely to mistreat HCWs. A medical 
officer reported his bitter experience as such:

I was busy with my work and a patient came near me and 
said: You refuse to provide treatment to me? Are you aware 
of my identity? I am the president of the X political party 
in this community. I think he took pride in his political 
status. – Participant 8

Diving deeper into the reasons, most participants 
reported that the perpetrators had a strong belief that 
they would not face any legal repercussions even if they 
abused HCWs due to their political affiliation. The affili-
ation provided immunity from any legal actions due to a 
high-level connection with authorities.

Further, most participants reported that patient’s lower 
socioeconomic status could be a distal factor. Individuals 
from low-income backgrounds may not afford the high 
cost of care. Therefore, they resorted to using WPV as a 
bargaining strategy to reduce the cost of care or in case of 
unforeseen patient complications or deaths, they would 
protest for exorbitant monetary compensation from 
healthcare facility.

Apart from these factors, a few HCWs mentioned that 
personal animosity towards them incited WPV.

Subtheme 2: Healthcare related perspective
Participants reported that residence of HCWs, duration 
of work experience and time of work shift were the key 
distal factors for WPV. HCWs from outside the local 
community were more vulnerable to WPV compared 
with local resident staff because the community tended 
to favour local people compared with non-locals. With 
frustration, a paramedic explained this idea as such:

One day a local resident told me: You are outsiders. You can-
not live in this health facility. A person from our community 
should be employed here. I think he was dissatisfied with out-
siders providing service in his community. – Participant 9

Further, some participants explained that HCWs with 
less working experience were trusted less, and they were 
more likely to suffer from WPV. Additionally, most partic-
ipants reported that the probability of WPV was higher 
during night shifts.

Domain 2: response after WPV
This domain consists of four themes: personal response, 
hospital administration response, police response and 
other responses.

Theme 3: personal response
After a violent incident, HCWs decided to avoid contact 
with the perpetrator to prevent further escalation. In 
most cases, they swiftly relocated to a location where 
they could ensure their safety and plan for next steps. 

For example, a local health manager described his safety 
strategy as such:

There was a massive crowd, therefore, I ran away from the 
place where the violent incident occurred. My first plan was to 
save myself from physical attack. – Participant 7.

After ensuring safety, some HCWs explained the situa-
tion to patients and their relatives, managed their anger 
and tried their best to resolve the WPV. The next step 
all HCWs followed was to inform their higher authorities 
about the incident. For example, a consultant physician 
described his situation and steps followed as such:

Upon seeing the massive crowd, I became concerned that 
the situation could potentially go out of control, resulting 
in media reporting and damaging our reputation. As a pre-
cautionary measure, we promptly informed the director, 
nursing director, and security. – Participant 1

Most participants expressed that the incident resulted 
in frustration and depression for a few days or weeks 
depending on the severity of WPV and threats. For 
example, a consultant physician expressed his fear as 
such:

For two days and nights, I was mentally distressed due to 
that violent incident. I was also scared for my family be-
cause they threatened to harm them. This was immensely 
tough, particularly without any support during this time. 
– Participant 1

A week after the violent incident, some respondents 
reported that they returned to work but with a reduced 
level of confidence in their abilities and decision-making 
skills. They also mentioned that they experienced memory 
lapses and confusion regarding patient treatment. Sadly, 
almost all doctors expressed their desire to leave Nepal 
after experiencing such WPV. They believed they could 
earn more income abroad and have more time to spend 
with their families.

All HCWs reported that with the passage of time, and 
support from their family, they successfully coped with 
the situation, but they also mentioned that the incident 
had left indelible bad memory with them.

Theme 4: hospital administration response
HCWs facing WPV received varied responses from the 
hospital administration. Only a few participants reported 
that hospital administration supported legal actions that 
helped them come back to normalcy. For example, a 
consultant physician shared the experience of support 
from the hospital administration as following:

Getting support from the hospital administration was cru-
cial for me, and thankfully, I did receive it. As a result, I was 
able to return to normal within a couple of days without 
much difficulty. – Participant 1.

However, most participants mentioned that the hospital 
administrations provided minimal support to them. 
In some cases, they even tried to suppress the voices of 
victims to prevent further escalation and damage of their 
reputation. For example, a resident doctor explained 



6 Adhikari M, et al. BMJ Public Health 2024;2:e001032. doi:10.1136/bmjph-2024-001032

BMJ Public Health

how the hospital administration tried to convince him 
not to file a case against a perpetrator.

After I experienced a violent incident, the hospital admin-
istration did not directly pressurise me not to file a case 
against the perpetrator, but they indirectly pressurised me. 
They explained that if we filed a case against the perpe-
trator, there would be high chance of hospital vandalisa-
tion…. Participant 4

Theme 5: police administration response
Participants responded that police administration, in 
general, was not supportive to follow the existing legal 
provisions against the perpetrators, majorly due to polit-
ical influence. For example, a medical officer in a remote 
hospital reported his experience as such:

The police and lawyer did not support me, and instead of 
filing the case against the person who committed WPV, a 
lawyer filed a case against me. Additionally, local people 
blamed me, and labeled me as a haughty and stubborn per-
son. – Participant 6

Theme 6: others response
Participants mentioned that they received a wide range 
of support from their colleagues, saving them from phys-
ical injury during the violent event, mental support after 
few days and advocating for legal actions to concerned 
authorities. Additionally, they also reported that the 
professional organisations such as Nepal Medical Associa-
tion were supportive to pressurise police and local admin-
istration to conduct legal action against perpetrators, 
by releasing press notice and calling for a strike to stop 
outpatient services. However, most participants said that 
support was not long-lasting and often fruitless. Further, 
we found that doctors received more support from their 
professional organisations compared with paramedics 
and nurses.

Domain 3: recommendations
The themes under this domain are personal, organisa-
tional and policy level.

Theme 7: personal level
At the personal level, HCWs had a range of recommen-
dations. Most HCWs emphasised that the most critical 
aspect of preventing and managing WPV was clear and 
effective communication. A paramedical worker who 
experienced physical WPV argued that HCWs should 
acknowledge that there is a problem with patient coun-
selling.

On one hand, people’s expectations are too high, they ex-
pect their patients to be normal immediately after coming 
to the hospital. On the other hand, we, health workers, do 
not counsel the patients adequately. We should admit that 
we do not clearly communicate steps and procedures to 
patients and their relatives. – Participant 10

Additionally, some reported that communication 
within the health workers’ team and peer support are 

important. In a tertiary hospital, a nurse who faced phys-
ical WPV shared her experience about the importance of 
communication within the team as follows.

If my colleague, who handed over duty to me during the 
evening time, had properly communicated about the na-
ture of patients and visitors, that incident could have been 
prevented. – Participant 11

Apart from proper communication, some HCWs high-
lighted the need to equip HCWs with situation handling 
skills when dealing with crowded environments. They 
also recommended to train HCWs on self-defence skills 
and de-escalation techniques to ensure personal safety in 
case of physical attacks.

Theme 8: organisational level
From the organisational perspective, almost all empha-
sised that the organisation should consider safety and 
security of the working environment as the number one 
priority. A doctor from a tertiary hospital who faced phys-
ical WPV with life-threatening warnings expressed the 
importance of safety as:

There are a lot of things…. I think the first is that the man-
agement team should think about our job security…, se-
curity of our life…, and security of our family members. 
Participant 1

To make the workplace environment safe, HCWs had 
suggestions ranging from regular monitoring of the 
working environment and discussion with health workers, 
proper crowd control mechanisms and rapid alert mech-
anisms. Most emphasised that the hospital management 
team should assess the working environment regularly 
and evaluate the challenges faced by healthcare workers 
which could not only prevent WPV but also identify and 
address issues that may affect quality of care.

Citing the entry of an unnecessary number of patient 
visitors as one of the contributors for WPV, many HCWs 
recommended proper crowd control mechanisms. They 
pinpointed that the management team should provide 
security guards who could monitor and manage exces-
sive entry by patient visitors. They also emphasised the 
importance of a rapid alert system that could alert the 
response team so that the situation could be handled 
better, preventing further damage.

Theme 9: policy-level
Regarding recommendations at policy levels, most HCWs 
prioritised their safety and security as a primary concern. 
They emphasised that the effective implementation 
of the existing rules and regulations is the first step to 
ensure safety and security.

For example, a nurse who faced physical WPV vocally 
responded as such:

There should be strict implementation of current legal 
provision for WPV against health workers. There is a rule 
called ‘Jail without bail’ for the perpetrator who com-
mitted WPV against health workers. But, in my case, the 
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perpetrator came out of the jail in 15 days, and now he is 
doing his normal job. – Participant 11

A few HCWs recommended that the penalty in the 
current legal provision is not enough to discourage 
WPV against HCWs. They recommended to increase the 
penalty to discourage WPV against HCWs. Within the 
legal provision aspect, some HCWs also recommended 
that the government or institution should file the case 
against the perpetrator rather than the victim. Further, 
most participants mentioned that the policymakers 
should integrate approaches to improve communication 
skills of HCWs at various stages of their career, starting 
from academic training and extending to continuous 
medical education. Besides these recommendations, 
HCWs had a wide range of policy recommendations such 
as flexibility of working hours for residents, transfer of 
HCWs who faced WPV, provision of insurance for WPV 
and adequate supply of resources for remote health facil-
ities to prevent the incidents associated with unavaila-
bility of services.

DISCUSSION
In our study, we found that physical WPV by patients or 
their relatives against HCWs is multifactorial. This finding 
is almost universal.2 3 25 Our study revealed multiple 
patient-related proximal and distal factors, leading to 
WPV. Similar to our study, previous studies showed that 
alcohol influence in a patient or their relative is a common 
risk factor leading to physical WPV against HCWs.26–28 
Our finding that people with certain personality traits are 
more likely to commit WPV is supported by the general 
aggression model.29 Further, we found that the relatives 
of severely ill patients were more likely to incite WPV; this 
finding is corroborated by the fact of higher prevalence 
of physical WPV in emergency and psychiatry settings.1 
This could be due to anticipatory loss in near relatives,19 
leading to negative or stressful mental state,26 ultimately 
resulting in WPV.

Apart from previous studies, we observed some new 
findings in our study. First, HCWs reported that there 
was a higher likelihood of WPV by the relatives of severe 
patients with low-income backgrounds because they need 
financial support to pay exorbitant charges for health-
care services, and therefore, they would try violence as a 
bargaining strategy to reduce the cost of care. We did not 
find similar mechanisms in existing research; however, 
several studies have shown that patient severity1 30 and the 
lower educational status of patient and their relatives31 32 
are the significant predictors of WPV against HCWs. It 
is plausible that individuals from low-income households 
may have lower educational status, and consequently, 
decreased understanding of the perspectives of HCWs, 
which could potentially contribute to WPV. A recent 
study on patient response to medical dispute in China 
has also recommended to investigate violence tendency 
of different income groups.33 For better understanding 
of this concept, future research should investigate it from 

patient and bystanders perspectives. Second, almost all 
HCWs vocally expressed that patients or their relatives 
having an affiliation or connection with political parties 
or higher authorities were more likely to commit WPV 
because they were quite confident that they would be 
immune from legal action arising from such violent 
action. HCWs mentioned that this was mainly due to 
poor and unfair implementation of existing legal provi-
sions for WPV against HCWs. A study from Pakistan also 
showed that the patients or relatives with high social 
status such as politicians were more prone to perpetrate 
violence against HCWs,32 but the authors did not compre-
hensively study the mechanism with which higher social 
status increases the likelihood of WPV against HCWs. 
Given the limited evidence regarding the connection 
between power, politics and WPV against HCWs, along-
side the ongoing debate that WPV against HCWs has 
become a political problem,34 such political dimension 
of WPV against HCWs should be explored thoroughly.

Previous global studies,35 36 including some recent 
Nepali studies,9 11 have shown that inexperienced HCWs, 
long waiting time, poor communication, staff shortages, 
night-shift work, poor communication and a crowded 
workplace were healthcare level factors, contributing to 
WPV; we observed similar patterns in our study. On one 
hand, due to these factors, the HCWs cannot provide 
timely and adequate care. On the other hand, patients 
and their relatives have growing expectations to receive 
quality care from healthcare systems.19 When the gap 
between the expectation of patients or their relatives and 
reality of healthcare delivery grows, it may result in dissat-
isfaction and potentially lead to WPV against HCWs.

The study participants reported depression, frustra-
tion, low self-esteem, difficulty concentrating and absen-
teeism due to WPV they experienced. Similar experiences 
were observed in previous studies globally.7 25 37 While 
physical injuries heal over time, such violent incidents 
leave longer run emotional and psychological impact 
on HCWs. From a healthcare perspective, in the short 
run, this could decrease the quality of care.25 However, 
this could have long-run consequences. For example, all 
clinicians in our study said that they intended to leave the 
country for a better working environment. On the one 
hand, evidence shows that HCWs in Nepal are suffering 
from burnout and mental stress due to a pressurised 
working environment,38 and on the other, there would be 
better opportunities and working environments abroad. 
Amidst such a scenario, violent physical attacks against 
them could increase brain drain,39 40 which could ulti-
mately weaken the health system in the long run. This 
implication is applicable for many low-income countries, 
and such pattern has already been seen in some coun-
tries like Ghana,41 South Africa42 and Turkey.43

Implications for practice, research, and policy
The participants recommended a lot of immediate 
actions at personal, organisational and policy level. Their 
most urgent recommendation was to prevent WPV by 
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ensuring safety and security of HCWs. Realising that 
the WPV against HCWs has become very common, at 
personal level, our participants recommended incorpo-
rating situation handling and proper communication 
skills into their curriculum, both during their medical 
education and on the job training. Similar concepts have 
been advocated by previous studies.44 45 At organisation 
level, similar to previous studies,26 46 47 our participants 
recommended regular risk assessments, continuous 
communication between the management team and 
HCWs, proper alarm and security systems in the working 
environment, crowd control mechanisms and a strong 
supportive system for those who experienced WPV.

At policy level, HCWs strongly emphasised that the 
government should strictly implement current legal 
provisions against perpetrators. Nepal government 
endorsed a historic ordinance on Safety and Security of 
Healthcare Workers and Health Institution (First amend-
ment) in 2022,48 where the perpetrator of physical WPV 
against HCWs receives a jail sentence of up to 3 years 
or penalty of 300 000 Nepali rupees (Approximately 
$2300 of 2024). However, its strict implementation has 
been rarely observed.11 16 Therefore, to increase trust 
among HCWs that the government is serious against 
WPV, the current legal provision should be strictly imple-
mented. Another policy recommendation by HCWs 
was the integration of communication skills into both 
academic training and continuous medical education. 
Poor communication by HCWs is often a precursor to 
the incidence of violence.49 50 While some undergrad-
uate and graduate level courses of medicine and nursing 
in Nepal cover communication-related subjects in their 
curriculum, integrating these skills into every course and 
clinical training programme could capacitate HCWs to 
tackle violent incidents.

Our study has some implications for future research. 
While we identified the influence of political power on 
WPV against HCWs, our investigation of this phenom-
enon was not exhaustive. Future research could delve 
deeper into the relationship between political actors, 
mediators and the patients' relatives to comprehensively 
understand the dynamics of influence. Additionally, the 
researchers could investigate the process of bargaining 
between patient relatives and hospital administration 
while resolving disputes through financial compensation.

Strengths and limitations
To the best of our knowledge, this is the first qualitative 
study in a Nepali context that provides in-depth expe-
rience of HCWs who faced physical WPV by patients or 
their relatives. Also in a global context, this is one of the 
limited qualitative studies in this area. Further, this study 
is comprehensive because we have not only investigated 
factors associated with physical WPV but also explored 
how HCWs coped with the incident and what their recom-
mendations were to the concerned agencies. One limi-
tation is that the study explored physical WPV from the 
perspective of HCWs; the perspective of patients, their 

near relatives and bystanders could have been different 
had we got opportunities to explore their perspectives of 
the same incident. This could be an area to investigate in 
future research. Second, it is important to note that our 
sample comprised of those who were willing to partici-
pate, whose incidents were covered by news media and 
those who experienced physical WPV in the last 2 years. 
Numerous HCWs may have experienced verbal abuse, 
emotional violence, minor or major physical injuries, and 
sexual violence, and their perspective about the incident 
could differ. Similarly, those who faced WPV over 2 years 
ago may experience long-lasting effects that could influ-
ence their perspectives. Despite these limitations, our 
study provides significant information for policymaking, 
practical applications and further research.

CONCLUSIONS
This qualitative study showed that physical WPV against 
HCWs by patients or their relatives in Nepal is complex 
and multifactorial. Experience of HCWs who faced phys-
ical WPV in Nepal was traumatic. Although such violent 
incidents primarily affect the victim in the short run, it 
can have longer run negative consequences on health-
care quality and the availability of HCWs. HCWs recom-
mended several immediate and urgent actions at indi-
vidual, organisational and policy level. The concerned 
stakeholders should carefully consider these recommen-
dations to establish a safe, secure and supportive working 
environment.
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