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Abstract: Purpose: The aim of the study is to evaluate the effect of health personnel's exposure to the violence of 
patients and relatives on the perception of aggression. 

Materials and Methods: This cross-sectional study was conducted in 2015 among health personnel who are in contact 
with patients and their relatives working in health institutions in Yozgat city center. The study was completed with 358 
people who agreed to participate in the study with verbal consent. The data were collected through the Perception of 
Aggression Scale (POAS), the socio-demographic form and a form that evaluates the health personnel being attacked. 
In the analysis of the data, univariate tests and multivariate regression analyzes were used. 

Results: Of the health personnel, 81.6% of them stated that they were exposed to the violence of the patients and their 
relatives during their professional career and 37.7% during the last 12 months. In the regression analysis, the perception 
of functional aggression was higher in those working in university hospitals, and lower in physicians (p <0.05). 
Dysfunctional aggression perception was lower in medical secretaries, family health center staff, and university hospital 
staff (p <0.05). No significant relationship was found between the perception of aggression and age, gender, education 
level, professional experience (years), and their exposure to attack during the past 12 months (p> 0.05). 

Conclusion: Health personnel are of the opinion that the aggressive behavior of the patients does not correspond to the 
situation they are in and there is no acceptable excuse for such behaviors. 
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INTRODUCTION 

According to the World Health Organization (WHO), 
violence is described as the use of threats or physical 
force that may result in physical damage, death, 
developmental disorders, and deprivation against 
oneself, another person, a community, and a group [1].  

Workplace violence is an incident in which 
personnel is abused, threatened, or attacked in the 
circumstances associated with their job, including 
explicit or implicit threats to their commute, safety, well-
being, or health. Violence is increasing rapidly in 
healthcare institutions due to reforms, high work 
pressure and stress, social instability, and deterioration 
of personal relationships. Growing domestic violence 
and the violence on the streets also cause violence in 
health institutions. Violence in the healthcare sector 
accounts for almost a quarter of violence in the 
workplace. Recent studies reveal that although there 
are local differences, violence in the health sector is 
universal and harms the health of both women and 
men, although some are at greater risk. Violence 
affects more than half of healthcare professionals [2].  

Violence in healthcare institutions is described as 
"the situation that comes from the patient, patient  
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relatives or any other individual, that poses a risk to the 
healthcare worker, and consists of threatening 
behaviour, verbal threat, economic abuse, physical and 
sexual assault" [3]. Healthcare professionals are the 
most prominent targets and victims of workplace 
violence. 93% of all attacks against employees and 
75% of severe attacks occur in hospitals. Studies have 
revealed that those working in the health sector are at 
risk of being exposed to violence 16 times more than 
those working in other sectors [4-6]. According to 
WHO, healthcare workers are at risk of violence across 
the world. 8% to 38% of healthcare professionals are 
exposed to physical violence in their professional life. 
Again, the majority are threatened or verbally attacked. 
Patients and their relatives perpetrate most of the 
violence. Among healthcare professionals, those most 
at risk are nurses and other healthcare professionals 
such as emergency room personnel and paramedics 
who give direct patient care. Violence adversely affects 
not only the psychological and physical health of 
healthcare professionals but also their work motivation. 
Consequently, violence can undermine the quality of 
care and put healthcare provision at risk. Moreover, it 
causes significant financial losses in the health sector 
[7]. 

In a study conducted across Turkey in general, it 
has been observed that 44.7% of healthcare workers 
have been subjected to workplace violence in the last 
12 months; 6.8% to physical violence and 43.2% to 
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verbal violence [8]. Studies have revealed that more 
challenging circumstances such as injuries are 
perceived as violence, and very few other types of 
attacks are recorded. Hospitals are risky environments 
for healthcare professionals, so physicians and 
healthcare professionals do not feel safe. Both rapid 
changes in healthcare services and deficiencies in 
legal practices seem to be problem areas in preventing 
violence and ensuring employee safety [2,9,10]. 

Sources of violence against healthcare 
professionals are colleagues, patients, patients' 
relatives, and visitors. The fact that especially the 
relatives of the patients believe that their patient is 
more critical than others and should be treated 
immediately and that the patients and their relatives 
think that the system is chaotic or that they are not 
treated fairly during the examination, and that 
healthcare professionals are more interested in 
patient's admission procedures are among the risk 
factors [11,12].  

While developing models for the prevention and 
management of aggression, health personnel's 
attitudes towards aggressive patients should be 
acknowledged. While assessing aggression, how the 
staff perceives and interprets the attitudes and 
behaviours of aggressive patients is a critical subject. 
For that purpose, several studies were conveyed to 
show the perception of aggression among nurses 
working in general hospitals and psychiatric hospitals. 
These studies centered on the causes and types of 
aggression, the characteristics of the perpetrators, the 
severity of the injury, the management of aggression, 
and the attitudes and opinions of nurses about 
aggression [13].  

Aggression Perception Scale (APS) was developed 
to evaluate the attitudes of healthcare professionals 
towards patient aggression and/or violence. APS 
reveals the character of patient aggression and various 
aspects of healthcare personnel's attitude towards 
aggression. It also evaluates aggression as a normal 
functional reaction to the patient's condition and 
experience [14]. More evidence has emerged on the 
etiology and processes of aggression. Studies have 
revealed that besides the risk factors concerning 
patient aggression, changes in the mental state of the 
patient during their stay in the hospital are important 
[15]. 

The demographic characteristics of healthcare 
workers, the health institution and unit they work in, the 
outcomes of exposure to the attack of patients and 

their relatives on the perception of aggression being 
examined using multivariate analysis methods are the 
advantage of this study.  

This study aims to evaluate the effect of the health 
personnel working in the provincial centre being 
exposed to the attack of patients and their relatives on 
the perception of aggression.  

MATERIALS AND METHODS 

Research form 

This is a cross-sectional study.  

Research Universe and Sampling 

The research was carried in the Bozok University 
Research and Application Hospital, Yozgat State 
Hospital, and Family Health Centers (FHCs) in 
Yozgat's city center in April-May 2015. The population 
of the study consists of the healthcare personnel who 
worked in health institutions for at least one year and 
dealt with patients and their relatives. Sample selection 
was not made, and all health personnel were included 
in the study. The research was completed with 358 
people who agreed to participate in the study by giving 
verbal consent. The power of the sample was 
calculated with the G-power program. When the effect 
size was d=0.5, α = 0.05, and exposure to violence 
group was n=135, the sample power (1-β err prob) was 
calculated as 0.97.  

Data Collection Tools 

The data of the study were obtained by a 
sociodemographic data form including the health 
personnel being attacked, and the Perception of 
Aggression Scale which was validated in Turkish by 
Bilgin et al. Data forms were filled in by healthcare 
personnel. 

Perceptions of Aggression Scale (POAS) 

The scale was developed as 32 items by Jansen et 
al. in 1997 [14]. As a result of the Turkish validity and 
reliability of the scale, 29 items were found appropriate. 
The answers to the questions are Likert type and 
scored as "strongly agree: 5, agree: 4, neutral: 3, 
disagree: 2, strongly disagree: 1". The scale has two 
sub-dimensions. Functional (acceptable-healthy 
reaction) consists of 12 items (3, 6, 7, 8, 16, 18, 20, 23, 
24, 25, 27, 28) and 17 items if dysfunctional 
(unacceptable-unwanted aggression) (1, 2, 4, 5, 9, 10, 
11, 12, 13, 14, 15, 17, 19, 21, 22, 26, 29). Average 
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sub-dimensions are obtained by dividing the score 
obtained from the sub-dimension by the number of 
items in that sub-dimension. High average scores refer 
to the high power of that sub-dimension. Higher 
functional sub-dimension score indicates that 
aggression is perceived as "functional/acceptable", 
higher dysfunctional sub-dimension score indicates that 
aggression is perceived as "dysfunctional/ 
unacceptable" [16]. The Turkish form of the scale was 
obtained from the author upon request to be used in 
the research. 

Statistical Analysis 

The data was analyzed in IBM SPSS Statistics 
Standard Concurrent User V 25, Authorization Code: 
e31d836848b0a60e5756. Chi-square, Student t-test, 
ANOVA, linear regression (LR), and binary logistic 
regression (BLR) analysis were used to investigate the 
data. Variables found significant at the P<0.1 level in 
univariate analyzes were included in the regression 
models. The stepwise model was used in LR, and the 
backward model was used in BLR, and the variables 
found significant are given in the table. Categorical 
variables were transformed into dummy variables for 
linear regression analysis and examined. The exposure 
to violence in the last 12 months was analyzed with 
BLR as the dependent variable. In the BLR analysis, 
first, the goodness of fit of the model was questioned 
by Hosmer and Lemeshow test, and the analysis was 
performed since p>0.05 [17,18].  

Ethical Consideration 

Written permission was obtained from the health 
institutions for the research. The healthcare personnel 
was informed about the purpose of the research, data 
collection forms, how the forms would be filled, and 
how long it would take, and they were completely free 
to participate in the study. People who verbally agreed 
to participate in the study were included. All procedures 
followed were in accordance with the ethical standards 
of the responsible committee on human 
experimentation (institutional and national) and with the 
Helsinki Declaration of 1975, as revised in 2013. 

Ethics committee approval was taken from Bozok 
University Faculty of Medicine Non-Invasive Clinical 
Research Ethics Committee with the decision dated 
25.05.2015 and numbered 25/09.  

Limitations 

Health personnel who worked in health institutions 
for at least one year were recruited. Since the research 

was conducted only among the health personnel 
working in the city centre of Yozgat, it does not include 
data concerning the employees in other places. Thus, 
research results cannot be generalized to other places 
and regions. 

RESULTS 

Sixty five point six percent of the participants in the 
study are women, 20.9% are physicians, 36.9% are 
nurses, 67.0% are married. The average age is 32.1 ± 
7.7; the average years of employment in the profession 
are 9.4 ± 7.6. 

Eighty one point six percent of those participating in 
the study stated that they were subjected to violence by 
their patients or their relatives during their professional 
life and 37.7% in the last 12 months. The rate of 
experiencing violence was statistically different 
according to age groups and the health institution they 
work for (p<0.05). Those working in the emergency 
department (66.7%), the ones working in the public 
hospital (48.3%), and the younger ones are exposed to 
more violence (Table 1).  

According to the multivariate BLR analysis, the 
probability of being exposed to violence by patients and 
their relatives increases as the age gets younger. At 
the same time, it is 11.0 times higher for those working 
in the emergency department, 3.3 times for those 
working in the clinic, and 3.6 times higher for those 
working in other units compared to those working in 
FHCs. Those working in the emergency department 
are 3.3 times more prone to be exposed to violence 
than those working in the clinic (p<0.05). The risk of 
exposure to violence for those working in the clinic and 
other units is at a comparable level. In terms of 
exposure to violence, profession, institution, duration of 
work, and marital status were not statistically significant 
(p>0.05) (Table 2). 

The functional (acceptable/comprehensible pheno-
menon) reaction items mean is 2.31 ± 0.77, and the 
dysfunctional (unacceptable/undesirable phenomenon) 
reaction items mean is 3.96 ± 0.53 (Table 3). 

Functional aggression perception is higher in the 
30-39 age group and graduate medical staff, while 
dysfunctional aggression perception is higher in 
emergency department workers (p<0.05). According to 
the multivariate LR analysis, the perception of 
functional aggression was higher in those who work in 
university hospitals, while it was lower in physicians 
(p<0.05). Age, education level, duration of work 
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Table 1: Exposure to Violence in the Last 12 Months by Demographic Characteristics 

 Exposure to attacks in the last 12 months 

 No Yes  

 n (%) a n (%) n (%) X2, p 

Female 235 (65.6) 147 (62.6) 88 (37.4) 0.20 
Gender 

Male 123 (34.4) 76 (61.8) 47 (38.2) 0.887 

19-29 152 (42.5) 84 (55.3) 68 (44.7) 9.65 

30-39 143 (39.9) 90 (62.9) 53 (37.1) <0.001 Age groups 

40 + 63 (17.6) 49 (77.8) 14 (22.2)  

Married 240 (67.0) 157 (65.4) 83 (34.6) 3.03 
Marital status 

Single 118 (33.0) 66 (55.9) 52 (44.1) 0.082 

High school 90 (25.1) 55 (61.1) 35 (38.9)  

Associate degree 103 (28.8) 58 (56.3) 45 (43.7)  

Undergraduate 91 (25.4) 60 (65.9) 31 (34.1) 4.29 

Master degree 39 (10.9) 24 (61.5) 15 (38.5) 0.368 

Education levels 

Speciality-PhD 35 (9.8) 26 (74.3) 9 (25.7)  

Physician 75 (20.9) 51 (68.0) 24 (32.0)  

Nurse 132 (36.9) 82 (62.1) 50 (37.9)  

Midwife 41 (11.5) 26 (63.4) 15 (36.6) 8.29 

Paramedic 27 (7.5) 19 (70.4) 8 (29.6) 0.141 

Health technician 49 (13.7) 31 (63.3) 18 (36.7)  

 Profession 

Medical secretary 34 (9.5) 14 (41.2) 20 (58.8)  

1-5 years 118 (33.0) 69 (58.5) 49 (41.5)  

5-9 years 94 (26.3) 52 (55.3) 42 (44.7) 7.10 

10-14 years 69 (19.3) 46 (66.7) 23 (33.3) 0.131 

15-19 years 26 (7.3) 20 (76.9) 6 (23.1)  

 
Duration in the profession 

≥ 20 years 51 (14.2) 36 (70.6) 15 (29.4)  

University hospital 83 (23.2) 52 (62.7) 31 (37.3)  

State hospital 116 (32.4) 60 (51.7) 56 (48.3) 10.61 

Maternity hospital 65 (18.2) 42 (64.6) 23 (35.4) 0.014 
Working place 

FHCs 94 (26.3) 69 (73.4) 25 (26.6)  

Clinics 117 (32.7) 71 (60.7) 46 (39.3)  

Emergency department 18 (5.0) 6 (33.3) 12 (66.7) 17.51 

Other units 172 (48.0) 103 (59.9) 69 (40.1) 0.001 
Working unit 

FHCs 51 (14.2) 43 (84.3) 8 (15.7)  

No 66 (18.4) 66 (100.0) 0 (.0) 49.98 Have you ever exposed 
attacks Yes 292 (81.6) 157 (53.8) 135 (46.2) <0.001 

 Total 358 (100.0) 223 (62.3) 135 (37.7)  
aPercentages are based on the column total. FHC: Family Health Center. 
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Table 2: Analysis of Exposure to Violence in the Last 12 Months Using Multivariate Binary Logistic Regression 

95% Confidence Interval 
 B P Odds Ratio Lower bound Upper bound 

Age  -0.032 0.032 0.968 0.940 0.997 

Working unit (FHC=1)  0.001    
Clinics 1.215 0.005 3.370 1.448 7.843 

Emergency department 2.403 <0.001 11.051 3.177 38.436 
Other units 1.302 0.002 3.675 1.621 8.332 
Constant -0.648 0.288 0.523   

Independent variables: Age, marital status, profession, duration in the profession (year), working place, working unit. FHC: Family Health Center. 
 

Table 3: Distribution of the Mean of POAS Sub-Dimensions According to Demographic Characteristics  

Functional  Dysfunctional   
Demographic characteristics Mean (Sd) p Mean (Sd) p 

Female 2.30 (0.76) 0,928 3.98 (0.51) 0,404 
Gender 

Male 2.31 (0.79)  3.93 (0.56)  
19-29 2.42 (0.77)  3.97 (0.47)  
30-39 2.18 (0.75) 0.024 3.94 (0.55) 0.8853 Age groups 

40 + 2.34 (0.77)  3.98 (0.60)  
Married 2.27 (0.76) 0.147 3.95 (0.56) 0.679 

Marital status 
Single 2.39 (0.78)  3.98 (0.47)  

High school 2.40 (0.76)  3.90 (0.59)  
Associate degree 2.29 (0.79)  4.02 (0.52)  
Undergraduate 2.38 (0.74) 0.006 3.88 (0.52) 0.092 
Master degree 1.89 (0.62)  4.12 (0.47)  

Educational level 

Speciality -PhD 2.39 (0.82)  3.97 (0.40)  
Physician 2.15 (0.76)  4.05 (0.46)  

Nurse 2.29 (0.77)  4.00 (0.46)  
Midwife 2.23 (0.64) 0.164 3.92 (0.48) 0.054a 

Paramedic 2.43 (0.82)  3.90 (0.77)  
Health technician 2.42 (0.87)  3.95 (0.59)  

 Profession 

Medical secretary 2.52 (0.67)  3.70 (0.58)  
1-5 years 2.30 (0.77)  3.97 (0.46)  
5-9 years 2.44 (0.78)  3.89 (0.58)  

10-14 years 2.20 (0.76) 0.072 4.00 (0.45) 0.711 
15-19 years 2.00 (0.64)  3.99 (0.58)  

Duration in the  
profession 

≥ 20 years 2.36 (0.76)  3.98 (0.63)  
University hospital 2.49 (0.82)  3.88 (0.45)  

State hospital 2.23 (0.72) 0.084 4.03 (0.51) 0.218 
Maternity hospital 2.29 (0.83)  3.96 (0.53)  

Working place 

Family health center 2.25 (0.72)  3.94 (0.59)  
Clinics 2.30 (0.80)  3.99 (0.47)  

Emergency department 2.00 (0.79) 0.316 4.13 (0.69) 0.034 
Other units 2.35 (0.77)  3.98 (0.53)  

Working unit 

Family health center 2.27 (0.65)  3.78 (0.57)  
No 2.45 (0.82) 0.091 3.88 (0.56) 0.179 Have you ever exposed 

attacks Yes 2.27 (0.75)  3.98 (0.52)  
No 2.28 (0.78) 0.426 3.96 (0.50) 0.825 Exposure to attack in the 

last 12 months Yes 2.35 (0.74)  3.95 (0.57)  
 Total 2.31 (0.77)  3.96 (0.53)  

aKruskal-Wallis tests. POAS: Perceptions of Aggression Scale. Sd: Standard deviation. 



Perception of Aggression of the Health Personnel International Journal of Statistics in Medical Research, 2020, Vol. 9      55 

Table 4: Analysis of Variables that may be Associated with the Sub-Dimensions of Aggression Perception by Linear 
Regression 

Unstandardized 
Coefficients 

Standardized 
Coefficients B 95% Confidence Interval 

Functional a B Std. Error Beta t p Lower bound Upper bound 

(Constant) 2.292 0.049  46.468 0.000 2.195 2.389 

Work place=University hospital 0.261 0.095 0.144 2.738 0.006 0.073 0.448 

Profession=Physician -0.220 0.099 -0.117 -2.227 0.027 -0.414 -0.026 

Dysfunctionalb 

(Constant) 4.063 0.035  114.577 0.000 3.994 4.133 

Profession= Medical secretary -0.318 0.093 -0.177 -3.408 0.001 -0.502 -0.135 

Working unit= Family health 
center 

-0.288 0.080 -0.191 -3.600 0.000 -0.446 -0.131 

Work place=University hospital -0.140 0.066 -0.112 -2.119 0.035 -0.270 -0.010 
aIndependent variables: Age, education level, profession, duration in the profession (year), working place, Have you ever exposed attacks.  
bIndependent variables: Education level, profession, working place, working unit. 

(years), exposure to violence during the profession 
were not statistically significant in functional aggression 
(p>0.05). The perception of dysfunctional aggression 
was lower in medical secretaries, those working at 
FHCs, and those working at university hospitals, and 
while this was statistically significant (p<0.05), 
educational level was not significant (p>0.05) (Table 4).  

According to the statistical analysis results, no 
significant relationship was found between the 
perception of both functional (acceptable) and 
dysfunctional (unacceptable) aggression with age, 
gender, marital status, educational level, duration of 
employment (years), exposure to attack during 
professional life and in the last 12 months (p>0.05) 
(Tables 3-4).  

Of those who stated that they were assaulted (135), 
53.9% were attacked by patients; 56.5% by the 
patients' relatives, 77.8% were verbally attacked, 
80.7% were attacked by males, 37.0% were attacked 
when alone, 39.3% of them stated that they had 
expected to be attacked, 57.0% of them defended 
themselves during the attack. After the attack, 37.0% 
stated that they reported the situation to their superiors, 
18.5% informed the police-judicial authorities, and 
90.4% stated that the measures taken against attacks 
were insufficient (Table 4).  

DISCUSSION 

In this study, the effect of healthcare personnel's 
exposure to the attack of patients and their relatives on 
the perception of aggression was examined. The health 
personnel's exposure to violence, the types and 

reasons of violence are not the focus of this study. In 
the literature, it is observed that the studies on the 
perception of aggression are generally among nurses 
and psychiatric services. The level of aggression 
perception of healthcare personnel working in other 
units and professions has not been investigated much.  

The vast majority (81.6%) of the healthcare 
professionals participating in the study had been under 
attack in the workplace during their professional career 
and 37.7% in the last 12 months. According to 
multivariate analysis, younger people, as expected, 
working in the emergency department, are 3.3 times 
more likely to be exposed to violence than those 
working in the clinic and 11 times more than those 
working in the FHCs (Tables 1-2). In a study conducted 
in Turkey, the percentage of healthcare workers who 
encountered workplace violence in the last 12 months 
was 39.5% for men and 48.2% for women, and 44.7% 
in total. Again, in this study, being younger and working 
in the emergency department was riskier in exposure to 
violence [8]. In a study conducted in England, it was 
observed that 38% of healthcare workers and 45% in 
Italy were exposed to violence in the last 12 months 
[19,20]. In a study carried in the United States of 
America (USA) in 2014, 39% of the nurses were 
exposed to verbal and 13% physical assault in the last 
12 months. It is 75% verbal and 21% physical in 
emergency department physicians and 100% and 
82.1% for nurses [6]. In a retrospective study (2014) it 
was observed that 68% of the emergency service 
personnel thought they were not safe at work, 88% 
were exposed to verbal violence at work, 80% were 
exposed to physical violence, but only 49% reported 
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the incident to the police [21]. In a study conducted in 
Istanbul, it was discovered that 63.2% of those 
subjected to violence from healthcare personnel were 
women, 71.9% were doctors, and 20.9% were nurses, 
according to the code white report. When examined on 
a unit basis, it was seen that 42.1% were in the 
emergency service and 26.7% in the inpatient services 
[22]. The findings of this study are similar to the other 
literature findings in our country.  

Due to this study, 59.3% of the healthcare workers 
reported the situation, 37.0% to their superiors, 18.5% 
to the police-judicial authorities after the attack (Table 
4). Studies reveal that most of the healthcare workers 
do not report their situation. It was determined that 
among the reasons for not making a complaint, there 
was distrust in the health and managing directors and 
the justice mechanism [23,24]. In a study conducted in 
Italy, it was found that 84% of them did not report the 
attack they were exposed to [20]. There are differences 
in terms of reporting in some studies conducted in our 
country and other countries. It is thought that the said 
persons do not complain because they think that they 
will not get any result due to the institutional policies 
regarding violence in health institutions in our country.  

POAS functional reaction (healthy reaction) items 
mean (2.31), which tries to measure how healthcare 
professionals perceive the patients' aggressive 
behaviour, is lower than the scale items mean (2.50) as 
expected. The dysfunctional reaction 
(undesired/unhealthy reaction) items mean is (3.96). It 
was much higher than the average (2.50) (Table 3). 
According to multi variables regression analysis, while 
the perception of functional aggression was higher in 
university hospital’s staff, it was lower in physicians. 
The perception of dysfunctional aggression was lower 
in medical secretaries, those working at FHCs, and 
those working at university hospitals (Table 4). In a 
study conducted among nurses in the emergency 
department in Samsun, the average perception of 
dysfunctional aggression (4.01) was similar to our 
findings. In contrast, the average functional aggression 
perception (1.97) was lower than our findings, as 
expected, due to emergency service workers [25]. In a 
study conducted in psychiatry wards in Turkey, the 
mean score of nurses' perceptions of functional 
aggression (2.95) was higher than our findings. In 
contrast, the mean score for dysfunctional (3.38) was 
lower [26]. Patients hospitalized in the Emergency 
Psychiatry ward usually demonstrate aggressive 
behaviour. It may be because the study was conducted 
in the psychiatry service. In a study carried among 

healthcare professionals in psychiatric hospitals in 
Poland and Norway, the average positive and negative 
aggression scores were identified as 3.13 and 2.93 in 
Norway and 2.63 and 3.73 in Poland, respectively [27]. 
Our study findings are similar to the data of Poland.  

There was no significant relationship between the 
perception of both functional (acceptable) and 
dysfunctional (unacceptable) aggression and the 
healthcare personnel's age, gender, marital status, 
educational status, duration of work (years), 
professional career, and exposure to attack in the last 
12 months (p>0.05) (Tables 3-4). In a study carried out 
in Switzerland, no relationship was found between 
nurses' exposure to violence and their perception of 
aggression [28]. Functional aggression perception was 
higher in university hospitals and lower in physicians 
(p<0.05). The perception of dysfunctional aggression 
was lower in medical secretaries, those working in 
FHCs, and those working in university hospitals 
(p<0.05) (Table 4). In a study, it was discovered that 
nurses with more professional experience and men 
were more prone to see patient aggression as 
dysfunctional (undesirable), and younger nurses were 
more likely to see aggression as functional (desired) 
[29]. These factors were not significant in our study. In 
a study among nurse administrators covering three 
countries, the aggression of patients and their relatives 
did not differ significantly according to countries or 
levels of administration. Most of the administrators 
perceived the aggression of patients and their relatives 
neither negatively nor positively, but administrators 
working in mental health services perceived aggression 
as a positive force [30]. It may seem normal that 
executive nurses have neither positive nor negative 
attitudes concerning aggression since they are 
generally not directly attacked by patients and their 
relatives. Still, having this kind of attitude by managers 
may prevent them from making sufficient effort to 
prevent aggression towards staff. In our study, 90.4% 
of the healthcare personnel recognize the measures 
taken as insufficient displays how serious the attitudes 
of the managers on aggression are.  

CONCLUSION  

In this study, no significant relationship was 
discovered among the perception of functional and 
dysfunctional aggression of healthcare professionals 
and their previous exposure to attack by patients and 
their relatives.  

Healthcare personnel believe that the patients' 
aggressive behaviour is not an appropriate response to 
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their situation and that such behaviour cannot have a 
satisfactory excuse.  

It is considered that legal regulations, raising 
awareness of the society, providing training for 
healthcare professionals, and being more sensitive to 
the issue to protect healthcare professionals from the 
attacks of patients and their relatives will contribute 
experiencing the difficulty at a minimum level.  
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