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ABSTRACT
Medical professionals are a worried lot. Patients are not
only losing trust in doctors due to various factors, but they
also are manhandling and suing them in case of bad outcomes.
Hospitals being vandalized by patients, relatives and attendants
have become all too common. Many doctors face verbal and
physical abuse.
Paradoxically with advances in medical technology the
doctor-patient relationship has suffered. This is due to
machines replacing humans. Corporatization of medical care
has led to a rapidly growing medical industry. Medical care
has become similar to factory assembly line with
depersonalization of both patient and doctor.
This review article describes what constitutes violence,
the historical background, the situation in India and
neighboring countries, the global scenario with special
emphasis on the USA as a bellwether of global trends, the
research evidence or rather the lack of it, the possible causes,
the high risk specialties, profile of offenders and precipitating
factors, the long term impact of violence on health
professionals, andthe issues which need better research with
better methods.
Lastly it also gives an overview of what can be done in
the short run to address the phenomenon of increasing
violence, such as legislation, action on part of doctors such as
improving their communication skills both verbal and
nonverbal, and early identification of warning signs. Action on
part of management should include good security, restriction
of visitors, standard operating procedures, mock drills and
insurance cover.
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INTRODUCTION
India is a land of paradoxes. In some quarters medical
professionals are considered next to God1 In others they
encounter violence by irate patients and relatives.2 Is it a recent
phenomenon? Is it limited to India or is it a global occupational
hazard? What are the causes? Do patients in corporate
hospitals feel like products in a factory assembly-line? Are
medical professionals too in corporate hospitals treated like
workers on factory assembly-line, carrying out small jobs
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repetitively and well but for very short periods?3 Is this leading
to patients’ perception of doctors being god of small things?
Does this assembly line approach put a strain on the doctorpatient relationship? Is the violence in the medical workplace
as a result of poor communication skills of present generation
of doctors? Or is it related to increasing stress of modern living
affecting both patients and doctors? Are we becoming an
impatient and intolerant generation? Is the violence against
doctors similar to violence seen as road rage? Are the
expectations of patients and relatives driven to unrealistic levels
due to glorification of medical technology by the media
supported by few vain doctors seeking publicity? These are
some of the issues this review addresses.
What constitutes violence?
Perspectives on what constitutes violence may differ
depending on the context.4 What constitutes violence to one
person may be of no consequence to another. This may limit
comparisonacross cultures. Terms such as abuse, threats,
assault, battery, combative and hostile are used
interchangeably in the literature of violence. 5, 6, 7 For
generalization across cultures, it is important to define
violence.Most studies have used the following definitions:
violence is physical force used to damage, injure or destroy;
while aggression is a forceful attacking behavior, destructively
hostile to others.5
Historical perspective.
Violence against doctors, particularly surgeons, have
occurred since ancient times.8 This may be due to heroic
interventions of surgerywhere unfavorable outcomes were
apparent in real time, compared to medicine where outcome
in patients were “oft interred with their bones” to borrow a
phrase from Shakespeare. In ancient Assyria if a surgeon caused
death or blindness as a result of surgery his hands were cut
off.9, 10 Commensurate with drastic risks, the rewards were also
high. While few physicians were bestowed sainthood in ancient
Egypt, only a surgeon could attain godhood.11, 12 The Code of
Hummurabi contained the surgeon’s role, rewards and
punishments.8 Some protection to the treating doctor was
offered by the code as long as the physician or surgeon followed
the standard rules and regulations of their practice.
Punishments for offenders, particularly for surgeons, were
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severe. Such deterrents adversely affected the progress of
surgery in these regions in ancient times. For example, in
ancient Assyria, where deterrent punishments were harshest,
surgeons tended to be conservative compared to surgeons in
ancient India, Greece and Egypt.8 Hope history does not repeat
itself. Present day unchecked violence against doctors has the
potential to raise medical costs and slow down progress by
encouraging defensive medicine.
The Indian Scenario
Sensational cases catch the public attention. They serve
as index cases for looking back, looking around& looking
forward. They force the policy makers and political leadership
to tackle a problem before it becomes endemic failing to catch
attention. An eminent cardiologist in Mumbai was murdered
by a close relative of a patient who died under his treatment.13
Around the same time a political leader was admitted
in a private hospital in Mumbai for fracture which was operated
successfully but after a few hours of the operation he died of
cardiopulmonary failure.14 His party supporters went on
rampage destroying hospital property worth INR 10 crore. Staff
and patients fled and a handful of policemen present looked
the other way.14
Such sensational casesevoke strong responses from the
medical community. It triggers introspection. However, after
few knee jerk reactions it is back to business as usual.
A more rational approach would be to study the trends
of violence against health professionals in India andthe multiple
factors associated with it. These determinants are poor access
to health care, scant public health resources, poor quality of
service, falling standards of medical accountability due to poor
self regulation, poor communication skills, unrealistic
expectations on part of patients and relatives due to high
profile promotion of costly medical technology, political
hooliganism, corporatization in medical care with its profit
motive, and so on.
Trends in India and neighboring countries
India and its neighbors, a regionknown for deification
of doctors, is increasingly witnessing acts of violence directed
towards the profession. Doctors in India, China, Pakistan,
Bangladesh, Nepal and Sri Lanka increasingly fear violence at
work.15 This is in spite of the pacifying philosophies and
religions such as Hinduism, Christianity, Buddhism, Islam laced
with Sufism in the region, and more recently the preaching of
ahimsa by Mahatma Gandhi in India, who nevertheless faced
a violent death – paradoxes seem to be the norm!
Over the years the reverence to healers in theoriental
and Asian countries is being usurped by increasing hostility
and distrust towards the medical profession. According to a
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study almost 75% of doctors in India have experienced some
form of hostility in their career.15 The reasons for these
disturbing trends are many. Most of these countries are rapidly
developing economies raising the aspirations of the people to
expect medical miracles at affordable costs. Modern medical
care is expensive. No country even developed ones can afford
state of the art medical care for all its citizens.
While medical costs are increasing due to technological
advances, the Indian health budget has continued to be
meager. As a result, there is poor infrastructure and human
resource crunch in government hospitals. The poor quality
public health system cannot meet all the medical needs of our
large population. People are forced to seek medical services
from private hospitals and clinics sometimes at exorbitant costs
which they can ill afford. The private health sector providing
the bulk of medical series are isolated, disorganized and
vulnerable to violence.16
Violence against doctors in other countries in the region
is also a growing menace. The violence against doctors in China
during the past decades has caught world attention due to
the viciousness, scale and the frequency of the attacks.17, 18 A
study from China reports low job satisfaction among doctors,
and concerns about personal security due to increasing trends
in aggression by patients and their relatives. Majority, 87% did
not want their children to join the profession and out of them
9% expressed concern because of increasing violence in the
medical workplace.19 Neighboring Bangladesh and Pakistan
are also facing the emerging threat of violence against medical
professionals. While an editorial reports sporadic cases of
violence faced by medical professional in Bangladesh,20 studies
from Pakistan reveal that 74% – 76% of doctors have
experienced workplace violence of varying degrees.21, 22 Fear
and violence in the workplace force many Nepalese medical
professionals to leave the country.23
Global scenario
Even the land of Jesus has not spared the healers.
Seventy percent of doctors and 90% of paramedical staff in
Israel, reported violence in the workplace, mostly verbal
abuse.24 UK and USA considered among the forerunners of
modern medicine, are facing the menace of violence in the
medical workplace since decades. A review of workplace
violence in the UK begins with an account of sensational
stabbing of a Scottish general practitioner.25 While conceding
that such extreme cases are rare, the paper states that incidents
of violence against physicians are increasing matching the
violence in society as a whole. Studies in UK indicate that such
trends have the potential to affect the attitudes of doctors to
their work.26, 27, 28 Most cases of violence in the UK have been
anecdotal and brought to notice by the media. Proper
estimates are difficult because of varying definitions of what
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constitutes violence and underreporting. The largest study of
violence among general practitioners found that 63% had
experienced verbal or physical abuse in the preceding 12
months.29 However, there are wide countrywide variations,
making extrapolation from isolated studies difficult.25
A review in the New England Journal of Medicine on
workplace violence against doctors in the USA, two decades
later, echoes similar views.30
Situation in the USA … the writing on the wall.
As bellwether of global trends a detailed situational
analysis of violence against doctors in USA may be the writing
on the wall for the global medical community. Besides violence
in the medical workplace, overall violencein the USA, due to
lax gun laws keep making headlines.31
As with most reports of violence against doctors this
review also starts with an eye catching incident of the murder
of a surgeon by the son of a deceased patient.30 Similar to the
earlier review from UK, this one from USA also reaffirms that
violence against doctors is increasing. To better define
workplace violence in the medical setting four types of
workplace violence has been suggested: firstly, attacker has
no association with the health facility or the physician, for e.g.
armed robbery; secondly, the assailant is in a doctor-patient
relationship, e.g. intoxicated patient attacks the doctor; thirdly,
a fired and disgruntled subordinate attacks the doctor; and
lastly, violence due to personal enmity, for e.g. ex-husband
attacks ex-wife at place of work.30
Though in the present discussion we are concerned with
the second category of violence, i.e. doctor-patient relationship
gone extremely bad, inconsistencies in available data, even in
a developed country like USA, make generalizations difficult.
Statistics collected from different agencies on workplace
violence do not match. Similarly, research studies on violence
against doctors produce disparate results, mostly as a
consequence of inconsistency in defining violence. Verbal
abuse, threats, physical harm, battery and mental harm are
interpreted differently by different workers adversely affecting
repeatability of results.32-36 No two studies have ever used the
same instrument to measure workplace violence, and all had
elements of selection and recall bias. 32 Because of such
limitations the burden of workplace violence in the medical
setting cannot be estimated with accuracy. Gross estimates
from USA indicate that type II workplace violence comprised
75% of severe assaults and 93% of all assaults against
employees.37 Among violence leading to fatalities, 25% occur
at the workplace.38 Out of approximately 24, 000 workplace
violence annually, between 2011 and 2013 in the USA, 75%
occurred in the medical care setting.39 Sickness absenteeism
among health care workers in the USA are four times more
due to workplace violence compared to other types of injury.40
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High risk specialties
Medical personnel working in psychiatry departments
are at higher risk for violence compared to other settings.41 – 46
Rates are even higher than in emergency medicine
departments with one study revealing that 40% of psychiatrists
had faced physical assault in the workplace.46 Verbal assault
experienced by mental health workers can reach almost 100%,
particularly in highly charged settings, such as forensic
psychiatry, with one study stating that 99% was the annual
incidence of such hostility.47
Physicians working in emergency departments are the
next high risk group after mental health professionals. About
25% of emergency medicine physicians faced physical assault
in the past 12 months as brought out in few studies.41, 47, 48
Mostly patients were the perpetrators (89%), followed by
family members (9%), and friends (2%).48 Besides physical
assault, other types of violence such as verbal threats (faced
by 75%), confrontations (5%), and stalking (2%)were common
hazards among those working in emergency departments.49
Other specialties also face risk of violence at the
workplace. In a study among pediatric residents about 33%
revealed they had experienced violence at the workplace, and
71% mentioned they had not received any training to handle
such situations.50
Profile of offenders& Factors precipitating violence in medical
workplace
Profiling can enable us to be prepared and establish
safeguards to prevent the assault. Perpetrators are often
suffering from altered mental status due to delirium, dementia,
substance abuse, or mental illness.30 However, such profiling
of traits has poor predictability and potential to promote
discrimination.
Studies have brought out long waiting time, crowding,
poor food quality, “given bad news,” low socioeconomic status,
carrying weapons, and hooliganism as possible risk factors.30,
51
An isolated study has pointed out previous history of violent
behavior against medical professional is a risk factor for future
violence.52 No association has been established between
demographic data either in attackers or the victims.53, 54
Nevertheless, prisoners reporting to hospital are a special risk
group, as 29% of gun battles in emergency department have
been associated with prisoner patients with 11% associated
with attempts to escape.55
Long term impact of violence on health professionals.
A number of studies have brought out the adverse
impact of violence on health professionals.56 – 63 These are
increase in sickness absenteeism, burnout, and lack of job
satisfaction, decreased work output, and insecurity among
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health care professionals. Apprehension of violence at work
may lead some to carry weapons such as knives or firearms
making the workplace more dangerous.
Research Gaps and Challenges.
Incidents of extreme violence at hospital and health
centers catch the media attention making headlines and
forgotten after some time. Even serious research has been
confined to counting and quantification, which itself is a
challenge, given the different perceptions of what constitutes
violence in different cultures. Besides there is gross
underreporting both by individuals and hospital managements.
What is needed on priority is evidence base for
interventions which can work to reduce violence against health
care professionals.30 The last systematic review on the issue is
almost two decades old.64 This critical review identified 137
studies which tested intervention strategies to reduce
workplace violence. Out of these studies, 41 suggested specific
interventions but none yielded high level evidence for any of
these methods. Some which suggested benefit had weak or
flawed study designs.64 A more recent narrative review confined
to nurses yielded equally disappointing results.65 Though
studies showed that nursed developed confidence and
awareness about risk factors after the training this did not
translate into lowered incidence of violence in their
workplace.65 There is no evidence that existing training and
protocols have any impact of violence directed against health
care professionals.
Are we facing formidable changes and challenges
leading to a web of causation which are not amenable to
conventional research methods? Perhaps so.Quantitative
methods in isolation may be inadequate to address the growing
mistrust leading to fragility of the doctor-patient relationship.
We have to supplement quantitative methods with qualitative
research which again will limit generalization across cultures
and countries. We are unlikely to find a simple one-size-fits-all
solution to address the menace of violence against health
professionals.30
Major research themes which need exploration by mixed
methods approach
The following themes which might be leading to erosion
of trust leading to increased hostility and violence directed
against the health profession need to be addressed.
Firstly, there is privatization of the health sector at a
very rapid pace, leading to great inequity in access to quality
health services.66 There is growing asymmetry between the
public and private health care systems. This has been
perpetuated by a laissez-faire attitude to medical care (i.e.
greater privatization). Enter the corporate hospitals. Our
society has long been accustomed to socialist system of
9

functioning, however inefficient, and corporatization of health
care, with its profit motive and high costs, tends to erode the
trust of even well to do patients. The association of lack of
trust and hostility need to be explored by mixed methods
approach or purely qualitative approach. A study on this theme
undertaken in Australia, suitably adapted in our setting, may
provide some leads.67
Poor communication skills also need to be explored as
a determinant of poor doctor-patient relationship which may
predispose to violence. According to a leading medical
malpractice lawyer, the risk of being sued for malpractice does
not depend on how many mistakes a doctor makes. There are
records of highly skilled doctors getting sued a lot and doctors
who make a lot of mistakes never getting sued.68 Illustrating
this point is a case of a woman who sued the internist for
missing a metastases in spite of the fact that the radiologist
was at fault, as she hated the internist as he never took time
to talk to her and look at her as a whole person.68 The same
dynamics need to be explored to study the determinants of
violence in the health care setting.
With medical care becoming an industry run by
corporate, doctors and patients alike may be thrown into a
factory assembly line ambience, shunted from one facility to
the next and passing through a battery of tests and doctors.
Doctor patient communication and rapport are negligent in
this assembly line atmosphere. There is anecdotal report of
one corporate hospital where the orthopedic surgeon known
for his expertise in knee replacement sees only the patient’s
knee, that too for the first time, after he enters the operation
theatre for the procedure. The pre-operative workup and postoperative follow up is done by his assistants. The highly skilled
operating surgeon mechanically operates without any personal
communication with the patient.
Sadly, with advances in medical technology the human
touch and understanding is lacking. The expectations of
patients may reach unrealistic levels asbenefits of medical
technology are oversold by the media, doctors and corporate
hospitals who seek publicity. The downside is that in the cases
of complications tempers run high. In such a charged
atmosphere good doctor patient communication, which is at
all time low, can avoid a crisis.
The future of doctor patient communication looks
bleaker. Recently, the Health Minister of Uttar Pradesh, a state
known for its poor performance in the health sector, proudly
announced that 500 Primary Health Centers in the State will
be manned by robots in a phased manner to look after the
medical care needs of the population.69 Way to avoid doctors
getting bashed up by patients and relatives!!
What provokes violence over trivial issues? Increasing
impulsivity as a behavioral phenotype has been speculated to
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predispose to violence over petty issues.69 Impulsive murderers
were found to be more mentally impaired in terms of
intelligence and other cognitive functions. They also frequently
have history of alcohol or drug abuse and under influence of
these during violent acts.70 The same dynamics may be
responsible for violent acts committed as road rage. This needs
to be investigated. The increasing stress levels in both doctors
and patients, acting as trigger for such phenotypes, need to
be studied as a determinant of workplace violence.
What needs to be done to prevent violence in health care
establishments?
Research for evidence to support measures which work
will take time. In a complex issue such as medical workplace
violence, evidence gathering may not be feasible in the short
run, if at allby conventional quantitative means. In the interim
some basic actions to ensure safety in the medical workplace
is needed.
Legislation
It has been suggested that any complaint filed from the
patient’s side should be declared null and void if evidence in
support of violence by the patient, relatives or attendants is
available.71 This should be in addition to the provisions for
deterrents in the Prohibition of Violence against Medicare
Persons and Medicare Institutions Act 2009, and relevant
sections of the Indian Penal Code (IPC). Change in the IPC with
such acts of violence a cognizable offence with speedy and
stringent punishment may also help.
Action on part of health professionals to prevent workplace
violence
Doctors should not oversell the miracles of modern
medicine. Neither should they overreach themselves by doing
procedures beyond their capabilities.71 Proper and valid
informed consent for all invasive procedures is absolutely
essential. The process of informed consent if done properly
can also provide an opportunity to enhance doctor patient
communication and rapport. Proper documentations of all
patient contacts and procedures should be maintained – one
should remember the aphorism – in God we trust, others must
provide data (document). Remember for the perpetrators of
violence or litigation, doctor is not perceived as God! He or
she should maintain data and documents of all procedures
and patient interactions.
Good communication skills both verbal and non-verbal
can prevent any conflict including workplace violence.
Doctors and paramedics particularly those working in
emergency departments and intensive care units should be
alert to warning signs such as “Staring” “Anxiety” “Mumbling”
and “Pacing” on part of patients which can be a premonition
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of sinister events.71
Extra visitors and attendants should not have easy
access to the patient outside visiting hours. Good security
system with CCTV cameras can help in curbing assaults.
Standard Operating Procedures and mock drills to deal
with violence should be made available at all medical
establishments.71 There should be an insurance policy covering
both individual health professionals and establishment from
acts of assault and vandalism.
Conclusion
Though violence against the health care professionals
particularly surgeons have been recorded since ancient times,
the present spate of violence in the country is disturbing. While
other countries both in the East such as China and the West
such as USA have been facing violence against doctors and
paramedics for decades, in the Indian subcontinent, it appears
to be a recent phenomenon.
The causes are many and interactions between them
complex and culture specific therefore not amenable to
conventional research methods and generalizations. Reliable
data about violent incidents are also not easy to collect. There
is gross underreporting. Perception of violence also differs
across cultures. Only the extremely violent or sensational cases
come to public attention spurred on by the media.
Action to curb this menace has to be taken across many
sectors such as the judiciary, legislature, and the police. In
addition, the situation calls for introspection by the medical
profession.
There is erosion of trust between doctors and patients.
Paradoxically this has been spurred by advances in medical
technology and corporatization of medical care. The family
physician of a bygone era with less curative skills enjoyed
immense trust and respect. The modern doctor in big hospitals
works in an assembly line ambience which does not augur well
for the doctor patient relationship.
Part of the violence in the health care workplace is also
a result of spill over from an increasingly violent society.
Violence in society reflects the increasing stress levels and
impulsive behavior to settle scores instantly.
The present violent society is a call for the Indian doctor
to assume the role of the social physician with good
communication skills and leadership qualities. Compassion and
empathy towards patients and their relatives and development
of skills to identify warning signs of violence should be
encouraged.
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