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Abstract
Background: Workplace violence against healthcare workers and especially doctors
are now clearly taken as a rapidly rising health problem in Sudan with great political and
legal concerns. The current study was aimed at exploring the prevalence of verbal and
physical workplace violence, the major factors associated with it, and its consequences
reported by medical staff in Khartoum, Sudan government hospitals in 2020.
Methods: This cross-sectional study utilized self-administered questionnaires to collect
data on aspects of workplace violence against doctors working in the government
hospitals of Khartoum, Sudan. A nine-item self-reported workplace violence scale was
used. An online survey of self-reported work-related violence exposure during the
preceding 12 months was sent to conveniently selected doctors. In total, 387 doctors
completed the questionnaire in 2020. Data were analyzed using the SPSS version 26.
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Results: One hundred and ninety five (50%) respondents reported they were victims
of violence in the previous 12 months; 92% of them experienced nonphysical violence;
while female doctors were more likely to experience this type of violence (67%),
younger respondents <30 years of age were more likely to encounter violent episodes.
Results show an association between exposure to physical violence and working at an
emergency department. The assailants were mostly males in the age group of 19–35
years (70.2%), most of them were under no influence (60.8%).
Conclusion: Approximately one in every two doctors had experienced some degree
of violence, either physical or nonphysical or both, and it was negatively reflected on
their psychological status as well as their work performance.

Keywords: violence, workplace, doctors, physical, nonphysical

1. Introduction
The word “violence” originates from the Latin word violentia, which means a behavior
involving physical force intended to hurt, damage someone [1]. Workplace violence
(WPV) is an act of aggression, physical assault, or threatening behavior that occurs in a
work setting and causes physical or emotional harm to an employee [2].
WPV is a well-recognized occupational hazard for victims with physical, emotional,
and behavioral effects [3]. It can be defined as violence or threat of violence against
workers. It can occur at or outside the workplace and can range from threats, verbal
abuse to physical assault and homicide [4]. The World Health Organization (WHO)
defines WPV as incidents where staff are abused, threatened, or assaulted in circumstances related to their work including commuting to and from work involved and explicit
or implicit challenge to their safety, well-being, or health. According to the WHO, WPV
can be classified as physical, psychological (emotional), sexual, and racial [5].

1.1. Violence against doctors
The medical profession, once thought to be dignified and treasured, is losing its reputation. It is in danger particularly from the patients and their relatives. Gone are the days
when doctors used to put all of their efforts to breathe life into patients in the near-death
state, sadly frequent attacks on doctors are changing the scenario [6]. Violence toward
doctors is regarded as a major public health challenge. Healthcare staffs are vulnerable
DOI 10.18502/sjms.v16i2.9296
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to WPV [7] because they work at the core of the healthcare system and have a direct
interaction with patients and their families [8].

1.2. Factors that increase WPV
The rising cases of violence against doctors have made society think about the causes
and prevention of such incidences. In many instances, after a patient dies, the patient’s
relatives start blaming doctors for negligence over the treatment [6]. Poor image of
doctors and the role of the media are other important factors [6]. The increasing
cost of healthcare combined with low faith in the jurisdictive process is sufficient
to cause debt and frustration in many families. Although many medical institutions
are emphasizing the cognitive and psychomotor domain of the healthcare students
(e.g., pharmacy students), they lack in developing the effective domain [9]. This is
resulting in a gap between doctors and patients. Doctors are taught clinical behavior
but not empathy. Less time is given to communicate the prognosis of the disease and
the outcome of treatment, resulting in dissatisfaction with healthcare services among
patients. Government hospitals top the list of WPV due to lack of resources and time.
Sometimes patients have to wait for a long time outside the doctor’s chamber as the
crowd makes them panic. Oftentimes patients do not get emergency care within the
golden hour. These are some of the precipitating factors.
Occupational Safety and Health Administration (OSHA), USA, describes workers who
provide services, work in remote or high-crime areas, and those who work shift hours
and/or have a great deal of contact with the public are at risk. This group includes
healthcare workers such as physicians, nurses, other providers (both community- and
hospital-based), social workers, and psychiatric evaluators [10].

1.3. Impact of WPV
WPV against healthcare workers has long-lasting, deleterious effects on the victim’s
health resulting in stress, emotional shock, reduced efficiency and productivity due
to physical and psychological trauma, and sometimes changing or even leaving the
profession [11].
According to Gilbert Burnham and colleagues’ study, the number of medical specialists in Baghdad declined by 22% between 2004 and 2007 due in part to violent deaths
(1.65%), threats (3%), and kidnappings (0.67%) [12]. Iraqi doctors are getting assaulted,
violated, and humiliated, and as a result, more physicians are leaving the country.
DOI 10.18502/sjms.v16i2.9296
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More than 2,000 doctors have been killed since 2003 [13]. A cross-sectional study was
conducted in Ghana to determine the effect of WPV on nurses’ emigration intentions
between 2013 and 2014. Both purposive and random sampling techniques were used to
select 12 public hospitals and 592 professional nurses. The results showed that 48.9%
of the participants had emigration intentions. Junior nurses were 2.8 times more likely
to have emigration intentions compared to senior nurses, and those who experienced
violence were also more likely than their counterparts who were not involved in such
incidents (physically abused 2.1 times; verbally abused 1.8 times, and sexually harassed
2.4 times) to have intention to emigrate [14, 15].

1.4. WPV against healthcare workers in Sudan
WPV against healthcare workers and especially doctors in Sudan is an issue that has yet
not received considerable critical attention from the local healthcare system authorities
even with the increasing rate of violence against healthcare workers in Khartoum state,
Sudan. Violence in workplace and in healthcare sector has a significant impact on the
efficacy of health systems, especially in developing countries [16, 17], which ultimately
leads to negative patient outcomes.
Several studies have shown that WPV affects the physical and mental health of
healthcare workers [18–22].
This study aims to assess the rate of attacks in the last 12 months, measure violence
rates by sociodemographic factors, and possible risk factors for WPV against physicians
working in governmental hospitals in Khartoum State, Sudan. The study also examines
the consequences of violence, related psychosocial results and their effect on the
doctors and their performance, professionals’ incident reporting patterns, and existing
violence prevention and safety measures applied by hospital authorities from healthcare
workers’ perspectives.

2. Materials and Methods
2.1. Participants
This cross-sectional study targeted doctors working in the government hospitals of
Khartoum state, Sudan and included a total of 387 doctors. Data were collected using
a convenience sampling technique.
DOI 10.18502/sjms.v16i2.9296
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The sample size was calculated using the sample size of the unknown population
(Cochran’s formula): n0 =

𝑧2 𝑝(1−𝑝)
,
𝑒2

Where, z = z-value (1.96 for 95% confidence interval);
p = probability of WPV (p is unknown, so it was considered as 0.5);
e = error margin; and
n0 = (1.96)2 x 0.5(1–0.5) ÷ (0.05)2 = 384.

2.2. Measures
A reliable and validated well-structured questionnaire was obtained from a previous
study conducted by Mohamad Kitaneh and Motasem Hamdan (with their due permission) [23]. The study instrument was prepared on the basis of the questionnaires used
in the two previous studies [24, 25]. Reliability test revealed a 0.7 Cronbach’s alpha
(considered reliable). All Pearson’s correlations were above critical value (considered
valid). The instrument was modified to fit the objectives of the study and the Palestinian
hospital context and was translated into Arabic. It was reviewed by five experts (nurses
and physicians) for its validity. Experts assessed the clarity, relevance, comprehensiveness, and sensitivity of the tool to the culture. In essence, the expert comments
were about the definitions of violence, in specific sexual violence, and the clarity of
some questions. The modified questionnaire was then pilot tested. The questionnaire
consisted of four sections: the first section included sociodemographic data, the second
one was about the history of exposure to physical violence, the third section was
about nonphysical violence (threats, verbal violence, and sexual violence), and the
last section contained questions on the characteristics of perpetrators, magnitude, and
consequences of violence, incident reporting, availability of policies/procedures, training
programs, and safety measures in the workplace.

2.3. Procedure
As our study was conducted in unusual circumstances, where most social activities were
restricted to a maximum reduction in person-to-person contacts as part of COVID-19
pandemic control measures, data were collected using an Internet-mediated questionnaire. The questionnaire was restrictedly distributed throughout the doctor’s group in
social media.
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2.4. Data analysis
Data were analyzed using the Statistical Package for Social Science (SPSS) version 26
and are presented in tables and graphs, after being primarily analyzed by Google form.
Descriptive analysis was used to describe the demographic data, incidence of violence,
and the magnitude and consequences of violent events. Pearson’s Chi-square analysis
was used to test the differences in exposure to violence (physical and nonphysical
violence) according to respondents’ characteristics. Odds ratios and 95% confidence
intervals were used to assess potential association between exposure to violence
in general (yes/no) and respondents’ characteristics including gender, age, years of
experience, educational level, and hospital department. An adjustment was then made
for the same pre-mentioned covariates using a logistic regression model; the dependent
variable was exposure to violence (yes, no). A p-value < 0.05 was considered statistically
significant.

3. Results
3.1. Demographic characteristics
Of the total participants, 297 (76.7%) were aged ≤30 years and most of them were
female 236 (61%). Moreover, majority of them were medical officers (128 [33.1%]) holding
a bachelor’s degree in medicine (318 [82.2%]).

3.2. Incidence of violence against doctors in government hospitals
3.2.1. Doctor’s exposure to violence
About 195 (50%) participants experienced one type of violence, either physical or
nonphysical (verbal or sexual abuse, or threat), within the preceding year; 92% of
them (49% of all participants) experienced nonphysical and 8 participants (1% of all
participants) experienced physical violence.

3.2.2. Nonphysical violence
Most participants (40%) experienced verbal abuse and threat at the same time, followed
by only verbal violence by 36% and exposure to both physical and nonphysical violence
during the past 12 months (Figure 1) by 15%.
DOI 10.18502/sjms.v16i2.9296
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3.2.3. Association between exposure to violence and respondent’s
characteristics
Table 3 shows the descriptive association between respondents’ characteristics and
exposure to physical and nonphysical violence in the past 12 months. The results
indicated that there is an association between gender and exposure to nonphysical
violence (p-value = 0.004). However, female doctors were more likely to be exposed
to nonphysical violence than their male counterparts. Similarly, those aged <30 years
reported experiencing a higher incidence of violence (64.4%) than those aged >30
years (p-value = 0.024). Moreover, medical officers reported the highest incidence (65%),
followed by house officers (62.7%) and registrars (61%) (p-value = 0.02). Those who
worked in shifts had a significantly increased risk (63%) (p-value = 0.04). There were
no associations between work experience or department and exposure to nonphysical
violence, and between exposure to physical violence and gender, age, profession,
education, years of experience, or work shift. However, an association was found
between exposure to physical violence and working at the emergency department
(p-value = 0.0001) (Table 1).
Multivariate logistic regression analysis identified significant predictors for violence
exposure. While males were 1.5 times more likely to be victims of violence compared
to females (p-value = 0.044), healthcare workers in the emergency department experienced violence 2.5 times more compared to the other departments (p-value = 0.001).
Adjusted linear regression revealed no significant difference when multivariate analysis
for age and sex, and age and rank was conducted and no interaction was found.
Holding a bachelor’s degree was associated with a half-time decrease in violence
exposure compared to holding a higher degree (p-value = 0.009). Although participants
aged ≤30 years were twice more likely to experience violence than those aged >30
years, this association became insignificant after adjustment (Table 2).

3.2.4. Characteristics of perpetrators and violent events
Most perpetrators (70.2%) were in the age group of 19–35 years. The attacks on our
participants mostly occurred (71.6%) during the past 12 months and were usually carried
out by males. The worst violent attacks mostly occurred during the working days (69.9%)
with few incidences occurring on weekends (16.2%) while the rest were unsure (14.8%).
Most physical assaults (54%) occurred in the evening, and most perpetrators were under
no influence (60.8%) when they attempted to attack our participants. Few of them were
DOI 10.18502/sjms.v16i2.9296
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TABLE 1: Association between exposure to violence and respondents’ characteristics.
Physical violence
2

Nonphysical violence

N

%

X

P- value

N

%

X2

P-value

Male

34

22.5

1.846𝑎

0.174

79

52.3

8.305𝑎

0.004

Female

40

18.6

158

67

<30

60

20.2

191

64.3

5.069𝑎

0.024

>30

14

15.5

46

51

House officer

16

14.5

69

62.7

11.724𝑎

0.020

Medical officer

34

25

83

65

Registrar

24

19

77

61

Specialist

2

11.7

8

47

Consultant

0

0

0

0

Bachelor’s degree

3

7.6

18

46

4.159𝑎

0.041

>Bachelor’s degree

71

20.4

219

63

≤10

70

18.67

191

64.3

5.069𝑎

0.695

≥10

4

33

46

51

Yes

71

20.4

219

63

4.159𝑎

0.041

No

3

7.7

18

46

Emergency

29

36.7

55

69.6

2.937𝑎

0.087

Others

45

14.6

182

59

Gender

Age (yr)
0.964𝑎

0.326

Profession
6.363𝑎

0.174

Education
3.663𝑎

0.056

Experience (yr)
1. 617𝑎

0.203

Work in shift
3.663𝑎

0.056

Department
19.854𝑎

0.000

under the influence of drugs taken as a form of addiction. Regarding the tool of attack
used, most perpetrators used their hands and feet (77%) to attack our participants.
Few male perpetrators (5.4%) used knives and few female perpetrators (2.7%) used
the surrounding objects as a tool of attack. The results related to the magnitude of
the violent incidents showed that the majority of the participants reported exposure to
single physical violent (71.7%) and single nonphysical violent (25.5%) event; repeated
events were 28.3% and 74.4%, respectively. Physical violence occurred mostly in the
examination room (36.1%) (Table 3).
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TABLE 2: Unadjusted and multivariate-adjusted odds ratios for exposure to violence among respondents.
Unadjusted
OR

95% CI

1.513

0.988–2.318

1.0

Reference

≤30

1.835

1.134-2.972

>30

1.0

Reference

2.686

1.464–4.930

1.0

Reference

0.412

0.211–0.408

1.0

Reference

<10

0.942

0.278–3.188

≥10

1.0

Reference

P-value

Adjusted*
OR

95% CI

1.589

1.012–2.495

1.0

Reference

1.660

0.984–2.801

1.0

Reference

2.914

1.561-5.441

1.0

Reference

0.397

0.193–0.819

1.0

Reference

0.404

0.103–1.591

1.0

Reference

P-value

Gender
Male
Female

0.057

0.044

Age (yr)
0.014

0.057

Department
Emergency
Others

0.001

0.001

Education
Bachelor’s degree
>Bachelor’s degree

0.009

0.012

Experience (yr)
0.924

0.195

*Adjusted for independent variables: Gender, experience, education, age, and department.
OR: Odds ratios, CI: Confidence interval; Reference: Reference category in the logistic regression model.

3.2.5. Consequences of violent events
While the most frequent consequences of physical and nonphysical violence was
anger (22.7% and 23.4%, respectively), the rarest was difficulty in sleeping (6% and
4%) but only 0.3% and 3.6% had no consequence, respectively. Most participants
did not seek treatment for both physical and nonphysical violence (64.3% and 78.7%,
respectively). Most of them treated themselves following a physical and nonphysical
violence (32.8% and 23.7%, respectively). Most participants’ problems did not persist
following the physical or nonphysical violence (63.5% and 69%, respectively). Likewise,
most participants had no change in work after a physical or nonphysical violence (53%
and 71%, respectively). The most frequent change in work was absence from work due to
physical violence (19.4%) and work restrictions regarding nonphysical violence (16.6%).
While 79.1% of the respondents did not report the incident, only 20.6% of them
reported and most of them (79.9%) took no legal action on their cases. Of those
who did not report the event, 34.5% indicated they did so because it was useless,
from their experience no action would be taken; 13.4% did not know to whom they
should report; 8.5% indicated that reporting was not important; 5% were afraid of
negative consequences or fear of feeling guilty or ashamed; and 1.4% cited other causes.
The majority of respondents (79.3%) indicated the absence of standard procedures
DOI 10.18502/sjms.v16i2.9296
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TABLE 3: Characteristics of perpetrators.
Male (%)

Female (%)

60 (81.1)

14 (18.9)

Total %

Weekly

2 (2.7)

0 (0.0)

2.7

Monthly

17 (22.9)

1 (1.3)

24.2

Everyday

1 (1.3)

0 (0.0)

1.3

Once

40 (54)

13 (17.5)

71.5

Weekend

10 (13.5)

2 (2.7)

16.2

Workdays

41 (55.4)

10 (13.5)

68.9

Not sure

9 (12.1)

2 (2.7)

14.8

<18

0 (0.0)

1 (1.3)

1.3

19–35

45 (60.8)

7 (9.4)

70.2

30–60

15 (20.2)

6 (8.1)

28.3

Under influence of
drugs*

3 (4)

0 (0.0)

4

Under influence of
disease

5 (6.7)

0 (0.0)

6.7

Not under influence

33 (44.5)

12 (16.2)

60.7

Not sure

19 (25.6)

2 (2.7)

28.3

Morning

18 (24.3)

4 (5.4)

29.7

Violent attempts
in the last 12
months

Time of worst
violence

Perpetrator’s age
group (yr)

Perpetrator’s
status

Time of violence

Tool of violence

Evening

28 (37.8)

2 (2.7)

40.5

After midnight

13 (17.5)

7 (9.4)

26.9

Not sure

1 (1.3)

1 (1.3)

2.7

Hands and feet

46 (62.1)

11 (14.8)

76.9

Knife

4 (5.4)

0 (0.0)

5.4

Surrounding objects

0 (0.0)

2 (2.7)

2.7

Not sure

10 (13.5)

1 (1.3)

14.8

*Drugs such as opiates.

for reporting violence or any encouragement to report events. Most of them also
indicated that the hospitals had no specific policy/procedure or training programs
on WPV (85–95%). Some participants had received training on some of the following
issues: safety measures (10.6%), dealing with violence (4.7%), communication (34.1%), and
stress management (8.3%). A very low percentage indicated the availability of violencepreventing policies/procedures related to verbal abuse (5.2%), health and safety (10.6%),
physical violence (10.9%), threats (5.9%), and sexual harassment (5.7%). The respondents
were also asked about the measures that exist in the work environment to deal with
violence. The most frequently rated safety measures were as follows: security personnel
DOI 10.18502/sjms.v16i2.9296
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TABLE 4: Characteristics and consequences of violent assault.
Physical

Nonphysical

N

%

N

%

Anger

48

22.7

161

23.4

Depression

27

12.7

81

11.8

Fear/stress

27

12.7

102

14.8

Headache/fatigue

18

8.3

60

8.7

Frustration

42

19.9

113

16.4

Confusion at work

36

17

116

16.9

Difficulty in
sleeping

3

6

28

4

Nothing

1

0.3

25

3.6

47

64.3

294

78.7

1

1.3

0

0

24

32.8

92

23.7

1

1.3

3

9

Symptoms/feeling

Treatment
No treatment
Physician
I treated myself
Psychiatrist

Persistent problem as a result
Yes

27

36. 4

123

31

No

47

63.6

274

69

No changes

41

53

275

71.1

Transfer to
another location

6

7.7

23

6.6

Restrictions

12

15.5

62

16.6

Absence

15

19.4

27

8.1

Other

3

3.8

0

0

Work change as a result

(79.6%), security alarms (2.6%), video monitoring systems (16.8%), cell phones (2.8%), and
metal detectors (1.6%) (Table 4).

4. Discussion
Most respondents in the current study were females (61%) which is similar to the Kitaneh
and Hamdan’s study [23], however, in the current study [23], the most common age
group of respondents was ≤30 years while their respondent’s ages ranged from 20
to 29 years. Most respondents in this study were medical officers (33.1%) followed by
registrars (32.6%) and house officers (28.4), and most of them (20.4%) worked in the
emergency department which is similar to the study of Kitaneh and Hamdan [23].
DOI 10.18502/sjms.v16i2.9296
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Our study showed that 65% of the participants were exposed to WPV during the
past 12 months. Although there were some differences in the targeted professional
groups and in the methodology used, the study outcomes are comparable with previous
regional and international studies. In general, the exposure to violence of healthcare
workers working in the government hospitals of Khartoum (65%) was greater than in a
study conducted in Egypt (60%) [26], however, both studies had a similar rate of physical
violence against physicians (15.1% in Egypt and 16% in Sudan). A study from Pakistan
revealed that violence against doctors was found to be almost similar to our findings
(63.8 %) [27], another similar study from Nigeria showed a low incidence of violence
against physicians (57.4%) [28], while a Palestinian survey exhibited an 80% incidence of
violence which is greater than our finding [23]. The fact that the majority of respondents
were exposed to some type of violence is in itself a matter of concern. A conceivable
explanation for these results could be related to the unsatisfactory working conditions
including frequent deficiencies of medications and supplies, overcrowded hospitals,
and delays in getting care as well as neglected patient needs or expectations, long
working hours, and poor working environment for government doctors, which makes
them vulnerable to committing mistakes and more prone to violence. It can be accepted
that the fragile financial conditions of the nation might be another important causative
factor. Difficult living conditions, disappointment, and stress within the Sudanese lifestyle
increase the forceful conduct against doctors; in any case, these variables were not
inspected in this study.
Surprisingly, both genders were equally exposed to violence and no statistically
significant difference was seen; however, when adjusted, it showed an OR = 1.5; CI
= 95 among males in comparison to females (p-value = 0. 04). This contradicts the
literature that males and females are equally likely to encounter WPV [25, 29, 30]. The
emergency ward is a characteristically high-pressure environment and experiences a
high load of patients. Due to several factors involving the patient’s condition at arrival
and the state of severe anger and anxiety that patients and co-patients feel when they
arrive at emergency departments, this makes these areas the venue of the highest
rates of patient or visitor violence [17, 31–34]. In our study, we found that healthcare
workers in the emergency department experienced violence 2.5 times more compared
to other departments (p-value = 0.001) before and after adjustment with OR = 2.68 and
2.91, respectively. One interesting finding was that holding a bachelor’s degree was
a factor associated with violence exposure (p-value = 0.009) and it was strengthened
after adjustment (p-value = 0.01; OR = 0.41 and 0.39, respectively; CI = 95%).
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Inconsistent with other studies from Arab countries in the region [23, 28, 35, 36],
our study showed that males more than females were exposed to violence (81.1%),
however, it aligned with other studies [23, 28, 35–37] that revealed that respondents
with lower educational level were associated with higher exposure rate to violence
(p-value = 0.01). Many studies have recognized that the emergency department is
a particularly violent environment [38, 39], in our study also, healthcare workers in
the emergency department experienced violence 2.5 times more compared to those
in other departments (p-value = 0.001). These departments are usually attended by
aggressive and stressed patients/visitors and those patients who are impaired by drugs
and are more likely to commit violence against health workers [40–42].
The attacks on our patients mostly occurred in the past 12 months and were generally
carried out by males; the results of our study are in line with the previous study which
noticed that the majority of the incidents were single events [23]. The majority of
perpetrators were in the age group of 19–35 years, which can be explained by the
strength of youth. The attack mostly occurred during working days (from Sunday to
Thursday) with few incidences occurring on the weekends. The time of the attack was
mostly in the evening. Similar results have been reported in previous studies in the
region [23, 35, 36, 40, 41]. Moreover, most perpetrators were under no influence of
drugs or alcohol when they attempted to attack our participants, this result is similar to
a previous study [23]. In most cases, the perpetrators used their hands and feet to attack
our participants. Few male perpetrators used knives and few female perpetrators used
the surrounding objects as a tool of attack; hence, men are more likely and physically
capable of enacting physical violence than women who are more likely to enact verbal
violence [29, 38, 40, 41].
As mentioned in many previous studies, the patients and their relatives are reported
as the core of violence [5, 16, 18, 20, 26, 42, 43]. Most participants who were exposed
to physical or nonphysical assault did not receive any kind of treatment (63.5% and
75.4%, respectively). This should be highlighted, especially as evidence shows that
WPV usually results in short- and long-term effects on the victims’ physical, psychological state, and professional performance [43,44]. It is not a surprise that most of
our respondents indicated psychological and emotional feelings such as anger, fear,
depression, stress, and frustration. In previous studies, it appeared that individuals who
experience nonphysical violence endured feelings/symptoms over time, with a possible
risk for adverse mental health outcomes such as acute stress disorder or posttraumatic
stress syndrome [32, 33]. Anger was slightly higher among those who experienced
nonphysical violence, mostly due to the large number of participants who experienced
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this type of violence compared to physical violence. We can see that about 152 (77.9%) of
those who experienced physical or nonphysical violence reported subsequent changes
in their work status, including absence, subsequent transfer to another location, and
restrictions in work. However, this seems to be much higher than the available data
[18, 26].

5. Conclusion
Violence remains a special concern to doctors working in healthcare facilities in Sudan.
According to our data, approximately one in every two doctors has experienced some
degree of violence, either physical or nonphysical. Exposure to violence is negatively
reflected in the psychological status and the level of their work performance. The
prevalence of WPV on doctors in Sudan identified in this study was high, and in
many events, the associated factors were found. Underreporting plays a major role
in augmenting the violent incidences, there is a serious lack of reporting procedures
and even encouragement to report these events. There is also a lack of violence
prevention policies in healthcare facilities. We are holding useful data that can be used
by researchers to address and further study this issue.

Recommendations
Since the majority of violent events were nonphysical, strategies to decrease and control
this type of violence are recommended. Because most of the affected persons were
working in the emergency department and most incidents occurred in the evening,
strategy to control violence in that particular setting and time is mandatory. The hospital
reporting system for violence is highly needed to be reviewed and improved, and
doctors should be encouraged to report. Training workshops to deal with and avoid
violence should be conducted. Further studies are recommended after a while to assess
the effectiveness of Sudan’s law on the protection of doctors, medical staff, and health
establishments, May 29, 2020. Future studies should be done to explore the violence
determinants and how to avoid them.

Limitations
1. An online questionnaire was used to collect data in this study. Although it is a
flexible and cost-effective way of data collection, it has low acceptance as a
DOI 10.18502/sjms.v16i2.9296
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data collection tool, and due to a lack of interactivity between the respondent
and researcher, it affects the researcher’s ability to authenticate an individual’s
responses.
2. Difficulty reaching certain types of participants, such as those who do not have
Internet access, is another limitation.
3. In some responses, exposure to violence may be under/over-reported by the
participating doctors due to the fluctuation of their memory because of the time
gap between the violence incidence and the questionnaire-filling date.
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