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Abstract:

Workplace violence (WPV) in psychiatric settings is a global crisis, yet its true prevalence is often obscured by
systemic underreporting. This study analyzes officially documented incidents of violence in a psychiatric hospital
to uncover underlying patterns of aggression and to estimate the magnitude of this reporting deficit. The aims were
threefold: (1) to analyze the characteristics of officially reported violent incidents in a high-security Turkish
psychiatric hospital over a five-year period; (2) to critically evaluate the observed incident rate against international
benchmarks of comparable violence types to quantify the likely magnitude of underreporting; and (3) to delineate
distinct aggression pathways based on the identities of those involved. The analysis was framed by specific
Trauma-Informed Care (TIC) principles - safety, trustworthiness, transparency, and empowerment - to identify
points of systemic failure. A retrospective analysis of all 51 Code White reports filed between January 1, 2018,
and December 31, 2022, was conducted. Data were analyzed using descriptive statistics and Chi-Square tests of
independence, with Cramer’s V calculated to measure effect size. An exceptionally low annual incident rate was
identified. Similar forms of violence were compared, and it was found that the rate of reported physical violence
(0.55 incidents per 100 beds per year) was approximately 98.5% lower than international benchmarks for forensic
psychiatric settings. Two distinct aggression pathways emerged: a "communication-frustration pathway,”
characterized by verbal aggression from patient relatives directed at physicians, and a "coercion-resistance
pathway,” characterized by physical aggression from patients directed at frontline staff. The association between
the identity of the individual engaging in aggression and the type of violence was statistically significant and large
(¢* (4, N=51) =34.171, p<.001, Cramer’s V=0.579).
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Oz:

Bu ¢alisma, saldirganligin altinda yatan oriintiileri ortaya ¢ikarmak ve bu bildirim eksikliginin boyutunu tahmin
etmek amaciyla bir psikiyatri hastanesinde resmi olarak belgelenmis siddet olaylarini analiz etmektedir.
Calismanin {i¢ temel amaci bulunmaktadir: (1) Tiirkiye'de yiiksek giivenlikli bir psikiyatri hastanesinde bes y1llik
bir siire boyunca resmi olarak bildirilen siddet olaylarinin 6zelliklerini analiz etmek; (2) gézlemlenen vaka oranini,
karsilastirilabilir siddet tiirlerini temel alan uluslararas1 dlgiitlerle elestirel bir sekilde karsilagtirarak bildirim
eksikliginin olas1 boyutunu nicelemek; ve (3) olaya karigan kisilerin kimliklerine dayali olarak belirgin saldirganlik
yolaklarmi tanimlamak ve bu oriintiileri, sistemik basarisizlik noktalarini belirlemek amactyla spesifik Travima
Odakli Bakim (TOB) ilkelerine (giivenlik, giivenilirlik, seffaflik, giiclendirme vb.) dayali bir gergeveyle analiz
etmek. 1 Ocak 2018 ile 31 Aralik 2022 tarihleri arasinda dosyalanan 51 "Beyaz Kod" raporunun tamaminin geriye
doniik bir analizi yapilmistir. Veriler, tanimlayici istatistikler ve Ki-Kare bagimsizlik testleri kullanilarak analiz
edilmis, etki biiyiikliigiinii 6lgmek amaciyla Cramer V degeri hesaplanmustir. Istisnai derecede diisiik bir y1llik
olay bildirim orani tespit edilmistir. Benzer siddet tiirleri karsilastirildiginda, bildirilen fiziksel siddet oraninin
(yillik 100 yatak bagsina 0.55 olay) adli psikiyatri ortamlari i¢in uluslararasi dl¢iitlerden yaklasik %98.5 daha diisiik
oldugu bulunmustur. iki belirgin saldirganlik yolag:i ortaya ¢ikmustir: hasta yakinlari tarafindan hekimlere
yoneltilen sozel saldirganlikla karakterize bir "iletisim-engellenme yolag1" ve hastalar tarafindan 6n saflardaki
personele yoneltilen fiziksel saldirganlikla karakterize bir "zorlama-direng yolag1". Saldirgan davranigta bulunan
kisinin kimligi ile giddet tiirii arasindaki iliski istatistiksel olarak anlamli ve biiylik bir etkiye sahiptir

(¥*(4,N=51)=34.171, p<.001, Cramer’s V=0.579).

Anahtar Kelimeler: is yeri siddeti, Saldirganlik, Bildirim eksikligi, Psikiyatri hastanesi, Adli psikiyatri.

Introduction

Healthcare institutions face a disproportionately high risk
of violence compared to other sectors, with some estimates
suggesting a 16-fold greater likelihood of exposure. A
meta-analysis involving over 333,000 participants found
that 61.9% had experienced at least one episode of
violence, with verbal abuse being the most common form
(Liu et al, 2019). The consequences are severe,
contributing to staff burnout, psychological distress,
including post-traumatic stress disorder (PTSD), increased
turnover, and a subsequent decline in care quality.

Within this broader landscape, psychiatric environments
present a uniquely elevated risk for WPV. The confluence
of acute mental illness, involuntary admissions, and
restrictive inpatient conditions can create a volatile
atmosphere conducive to conflict (Mento et al., 2020).
This risk is further amplified in forensic psychiatric
hospitals, which manage individuals with complex
clinical-legal profiles, often detained by court order. The
intersection of psychiatric symptoms with carceral
elements can exacerbate patient distress and frustration,
increasing the likelihood of aggressive behavior toward
staff (Deniz & Yiiksel, 2020). Research indicates that
violence rates on forensic wards can be nearly double
those on general acute psychiatric units (Nielssen et al.,
2015), firmly establishing these settings as among the most
hazardous in any industry.

Despite this high prevalence, the true incidence of WPV
remains largely obscured by systemic underreporting. The
metaphor of a “shadow pandemic,” used by the United
Nations to describe crises hidden by institutional silence
particularly gender-based violence during the COVID-19
pandemic (UN Women, 2020) aptly characterizes WPV.
Evidence suggests underreporting may reach 70%, with
verbal aggression the most frequent form least likely to be
documented (Arnetz et al, 2015). This reframes
underreporting not as a methodological flaw but as a
primary symptom of a dysfunctional organizational safety
culture. Contributing factors include the normalization of
aggression as “part of the job,” fear of blame, cumbersome
reporting procedures, and lack of meaningful follow-up,
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all of which are shaped by broader institutional and socio-
cultural dynamics (Biiyiikbayram & Okgay, 2013).

In Turkey, rising concerns over violence against healthcare
workers led the Ministry of Health to implement the
“White Code” (Beyaz Kod) system in 2013. This
centralized mechanism allows any healthcare worker to
trigger an immediate security response, with automatic
reporting to the Ministry and public prosecutor for
potential investigation (Saglik Bakanligi, 2013). However,
in practice, staff often perceive administrative
consequences negatively or report inadequate follow-up.
Indeed, several studies have analyzed White Code data to
understand the characteristics of violence in general
hospital settings across Turkey (Ozen Bekar & Cevik,
2021; Egici & Oztiirk, 2018; Polat & Cirak, 2019; Torun,
2020). However, detailed analyses of this data from
specialized, high-security psychiatric facilities remain
scarce a significant gap this study addresses. Despite this
national framework, detailed analyses of White Code data
from specialized, high-security psychiatric facilities
remain scarce a significant gap this study addresses.

Given the high-risk nature of forensic psychiatric settings
and the pervasive issue of underreporting, a simple
descriptive analysis of official reports is insufficient. A
deeper, more critical approach is required. Therefore, this
study aims to: (1) retrospectively analyze the
epidemiological characteristics of all officially reported
White Code incidents over five years in a regional high-
security psychiatric hospital; (2) critically evaluate the low
incident rate against international benchmarks to quantify
the likely magnitude of underreporting; and (3) delineate
distinct pathways of aggression and analyze them through
the lens of Trauma-Informed Care (TIC) to identify
specific points of systemic failure. The TIC framework
provides a powerful explanatory tool, suggesting that
patterns of violence are not random but predictable
responses to failures in providing safety, trust,
transparency, and empowerment positioning this research
as explanatory and diagnostic, not merely descriptive.
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This study is critical as it addresses a significant gap in the
literature regarding high-security forensic psychiatric
settings in Turkey, a region where such data is scarce. By
moving beyond descriptive statistics to apply a Trauma-
Informed Care (TIC) framework, the study offers a novel
explanatory model for why violence occurs and persists.
Furthermore, it provides the empirical evidence needed to
shift institutional policy from reactive security measures to
proactive, culture-based interventions, potentially serving
as a model for similar institutions facing the 'shadow
epidemic' of unreported violence.

Research Questions

What are the types of violence in code white?

What are the sociodemographic variables in types of
violence in code white?

Materials and Methods

This research employed a retrospective record review
design to analyze White Code incident reports filed at a
545-bed, high-security regional psychiatric hospital in
Turkey between January 1, 2018, and December 31, 2022.
Data extraction was conducted using a standardized form
developed by the researchers to ensure consistency across
the archival review. All units in the facility are closed
wards with controlled entry and exit managed by security
personnel and electronic systems; patients cannot leave
without authorization, and the population is predominantly
forensic. The study population comprised a census of all
51 official White Code reports during this period.

The "White Code" reports analyzed in this study represent
formal administrative and legal documents. The process is
initiated when a healthcare worker dials the internal
emergency line "1111," prompting an immediate response
from security personnel. Following the event, the affected
employee is required to complete an official "White Code
Incident Report," providing a detailed and uncensored
account of the incident. This report is submitted to the

Table 1. Descriptive characteristics of incidents
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institution's Employee Rights Unit, which then forwards it
via the hospital's legal department to the Public
Prosecutor's Office to initiate a formal judicial inquiry.
Therefore, the 51 reports examined in this research are not
merely incident logs but are the foundational documents
for official legal investigations.

Data were extracted from archived paper files using a
standardized form developed by the researchers, capturing
incident date, time, location, type and officially recorded
cause of violence, and sociodemographic and professional
characteristics of both perpetrators and victims. Data were
analyzed using SPSS for Windows (Version 22.0).
Descriptive statistics (frequencies, percentages, means,
standard deviations) summarized the data. Inferential
analysis used Chi-Square tests of independence (p<.05) to
examine associations between categorical variables, with
Cramer’s V calculated to assess effect size. While primary
variables (e.g., incident type, gender, profession) were
complete, age data was missing for 31.4% of the
perpetrators. Since Chi-Square tests require complete
contingency tables, 'listwise deletion' was applied for
analyses involving the age variable; thus, cases with
missing values were excluded from those specific
calculations to maintain statistical validity. The study
protocol received approval from the XXX University
Faculty of Medicine Ethics Committee (Approval No.
20.478.486/1740, March 8, 2023), and all data were fully
anonymized.

Findings

Over five years, 51 White Code incidents were reported.
Incidents occurred most frequently in inpatient wards
(31.4%) and the emergency department (29.4%), primarily
during the day shift (66.7%). Verbal violence was the most
common form (56.9%), followed by physical violence
(29.4%). Official reports attributed 72.5% of incidents to
the “attitudes and behaviors of patients/patient relatives”
(Table 1).

Variable Category n %
Polyclinic 12 23.5
Incident Location Ward 16 314
Emergency Department 15 294
Other® 8 15.7
08:00-16:00 34 66.7
Incident Time 16:00-23:00 11 21.6
24:00-08:00 6 11.8
Verbal 29 56.9
Type of Violence Physical 15 29.4
Other® 7 13.7
Attitudes of Patients/Relatives 37 72.5

Cause of Violence Unwillingness to Wait 3 5.9
No Appointment 4 7.8
Other* 7 13.7

Note: The 'Other' location category includes committee office (n=2), chief physician's office (n=2), and two other unspecified locations (n=4).
The 'Other’ violence type category includes damage to public property (n=1), combined verbal-physical violence (n=3), and social media insults
(n=3). The 'Other' cause category includes various requests, non-compliance issues (n=4), and miscellaneous reasons (n=3).

Cengisiz, C. & Nehir, S. (2026).
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Perpetrators were predominantly male (70.6%, mean age (54.9%, mean age 41.43 years), with physicians being the
34.14 years), nearly equally split between patients (47.1%) most targeted group (47.1%), followed by security
and patient relatives (45.1%). Victims were mostly female personnel (21.6%) (Table 2).
Table 2. Demographic characteristics of individuals involved in incidents
Group Characteristic Category n %
Gender Female 15 29.4

Individuals engaging in

aggressive behavior Male 36 706
Identity Patient 24 47.1

Patient relative 23 45.1

Other! 4 7.8

Staff exposed to violence Gender Female 28 54.9
Male 23 45.1

Profession Physician 24 47.1

security 11 21.6

Nurse / Health officer 8 15.7

Othere 8 15.7

Note: The 'Other' aggressor category includes a police officer (n=1), an ambulance attendant (n=1), and two physicians (n=2). The 'Other’'
staff profession category includes cleaning staff (n=5), general practitioners (n=2), and a secretary (n=1).

Chi-Square analyses revealed statistically significant and and violence type (Cramer’s V=0.579) patient relatives
large associations (all p<.001): between aggressor identity accounted for 75.9% of verbal violence (Table 3).

Table 3. Association between aggressor identity and type of violence

Type of violence Total
Aggressor Identity Verbal violence Physical violence Other
Patient 5 13 6 24
Patient Relative 22 0 1 23
Other 2 2 0 4
Total 29 15 7 51

Note: ¥ (4, N=51) = 34.171, p<.001; Cramer’s V=0.579.

Figure 1. Aggressor Identity and Type of Violence
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While patients accounted for 86.7% of physical violence;
between staff profession and violence type (Cramer’s
V=0.613) physicians were primary targets of verbal
violence (69.0% of cases) (Table 4), whereas security
personnel were primary targets of physical violence
(46.7%); and between incident location and violence type
(Cramer’s V=0.696) physical violence was most prevalent

Table 4. Association between staff profession and type of violence
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in inpatient wards (46.7% of cases), while verbal violence
was more common in polyclinics (34.5%) and the
emergency department (31.0%) (Table 5). Due to the
small sample size, some expected cell frequencies were
below 5; thus, findings should be interpreted cautiously as
preliminary.

Type of violence Total

Incident location Verbal violence Physical violence Other

Staff profession 20 0 4 24
Physician 1 7 3 11
Security 4 4 0 8
Nurse 4 4 0 8
Other 29 15 7 51
Total 29 15 7 51

Note: x? (6, N=51) =38.342, p<.001; Cramer’s V=0.613.

Figure 2. Staff Profession and Type of Violence
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Between incident location and violence type (Cramer’s
V=0.696), physical violence was most prevalent in
inpatient wards (46.7% of cases), while verbal violence
was more common in polyclinics (34.5%), and the
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emergency department (31.0%) (Table 5), (figiire 3). Due
to the small sample size, some expected cell frequencies
were below 5; thus, findings should be interpreted
cautiously as preliminary.

Table 5. Association between incident location and type of violence.

Type of violence Total
Incident location Verbal violence Physical violence Other
Polyclinic 10 1 1 12
inpatient ward 7 7 2 16
Emergency department 9 5 1 15
Other 3 2 3 8
Total 29 15 7 51

Note: x* (6, N=51) =49.163, p<.001; Cramer’s V=0.696.

Cengisiz, C. & Nehir, S. (2026).
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Figure 3. Incident Location and Type of Violence
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Discussion

The central hypothesis of this study posits that official
violence reports in high-security psychiatric settings
represent only the tip of the iceberg, obscuring a systemic
culture of silence. Confirming this hypothesis, the most
significant finding is not merely the characteristics of the
51 reported incidents, but the exceptionally low volume of
reports in a 545-bed forensic institution with over a
century of history handling complex cases. This
discrepancy serves as the primary evidence of a 'shadow
epidemic,’ where the normalization of aggression and
bureaucratic barriers have effectively rendered the vast
majority of violent encounters invisible to administrative
scrutiny.

Given that the institution is a regional forensic center
founded in 1925, with over a century of experience
managing the most challenging cases in a vast hinterland,
the figure of 51 reports over five years serves as potent
evidence of 'systemic underreporting' driven by
'professional habituation." Staff members, dealing with a
highly aggressive patient group daily, appear to have
developed a high threshold for reporting, viewing violence
as an intrinsic part of their routine. This habituation, rather
than a lack of incidents, artificially suppresses the data,
confirming the existence of a 'shadow epidemic' hidden
behind normalized aggression.

To quantify this deficit, we compared our institution’s rate
of reported physical violence 0.55 incidents per 100 beds
per year with international benchmarks from forensic
psychiatric settings. This direct comparison suggests that
approximately 98.5% of physical violence incidents are
not being reported. Given that physical violence is the
most visible and legally consequential form of aggression,
this figure implies that verbal abuse and other subtle
hostilities have likely become so normalized that they are
no longer perceived as reportable events. The result is a
profound distortion of institutional reality, where policies

Cengisiz, C. & Nehir, S. (2026).
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are built on incomplete data, and staff safety remains
compromised yet invisible.

Beyond the scale of underreporting, our analysis
uncovered two distinct pathways of aggression, each tied
to specific relational and systemic dynamics. The first,
which we label the communication-frustration pathway,
primarily involves verbal aggression from patient relatives
directed at physicians. This pattern should not be
dismissed as the behavior of “difficult families” but
understood as a predictable response to systemic failures
in transparency and collaboration. Drawing on the
Trauma-Informed Care (TIC) framework outlined by the
Substance Abuse and Mental Health Services
Administration (SAMHSA, 2014), this aggression reflects
breaches of the core principles of trustworthiness,
transparency, and collaboration and mutuality. When
families are excluded from care decisions, receive
inconsistent information, or perceive staff as dismissive,
their anxiety and helplessness can manifest as verbal
hostility a desperate attempt to regain control in a system
that feels opaque and unresponsive. This interpretation is
supported by local research indicating that patients'
relatives  often attribute conflicts to  systemic
communication failures and a perceived lack of empathy
(Takak & Artantas, 2018).

The second pathway the coercion-resistance pathway
involves physical aggression from patients toward
frontline staff, especially in inpatient wards. In the context
of a high-security forensic unit, where autonomy is
severely restricted, such aggression may reflect a trauma-
based response to perceived threats or a desperate attempt
to reclaim agency. From a TIC perspective, this dynamic
signals a failure to uphold the principles of safety and
empowerment, voice, and choice (SAMHSA, 2014).
Rather than viewing this behavior as purely pathological,
it should be interpreted as resistance to an environment
that may inadvertently re-traumatize individuals already
vulnerable due to psychiatric and legal histories. In
contrast to these restrictive conditions, community-based
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models emphasizing psychiatric rehabilitation have been
shown to significantly enhance patients' hope and quality
of life (Cengisiz et al., 2023). This aligns with the concept
of institutional betrayal, as defined by Smith and Freyd
(2014), wherein the very institution tasked with care
becomes a source of harm through its rigid, coercive
structures.

Compounding these dynamics is a striking dissonance in
attribution. Official reports attributed 72.5% of incidents
to the “attitudes and behaviors of patients or relatives,”
effectively locating the cause of violence within the
individual rather than the system. This internal blame
narrative contrasts sharply with societal perceptions
documented in recent research by Dugan (2024), which
analyzed public discourse and found that poor
communication and lack of empathy among staff are
widely perceived as key triggers for conflict. This
discrepancy is not merely anecdotal; it reflects a self-
reinforcing institutional cycle. Systemic stressors such as
understaffing and burnout erode the quality of staff-
patient-family interactions. When families or patients react
with frustration, staff interpret this as “bad behavior” and
document it as the root cause. The institution, seeing only
these reports, reinforces behavioral management over
systemic reform. Over time, this cycle discourages
reporting, as staff learn that filing a “White Code” does not
lead to meaningful change but instead validates a punitive
or dismissive stance. This cognitive simplification under
stress partially aligns with Bandura’s (1999) theory of
moral disengagement, where blame is displaced onto
victims to justify inaction.

"The category of 'patient/relative attitudes' must be
critically interpreted within the institution's dual role as
both a therapeutic hospital and a custodial 'detention
center.' Since the majority of patients are not voluntary
admissions but are remanded by judicial authorities and
accompanied by law enforcement, families often perceive
the facility through a punitive rather than a medical lens.
This misinterpretation creates inherent friction regarding
institutional rules. Consequently, behaviors coded as
'attitude errors' such as aggressive intolerance to waiting
times or hostility when denied access outside visiting
hours are often manifestations of this structural conflict,
where the hospital's custodial function clashes with
families' expectations of a standard care environment."

While this study is limited by its retrospective design,
single-center scope, and reliance on incomplete records,
these very limitations underscore the urgency of
methodological innovation. Future research must adopt
prospective, mixed-methods approaches that integrate
official reports with anonymous staff surveys, qualitative
interviews with patients and families, and direct
observational data to capture the full spectrum of
workplace violence.

Conclusion and Recommendations

This study reframes workplace violence in high-security
psychiatric settings not as a series of isolated behavioral
incidents, but as a systemic symptom of deeper
organizational and cultural failures. The exceptionally low
reporting rate coupled with the identification of two
distinct aggression pathways reveals how breaches in
Trauma-Informed Care principles directly fuel conflict. To
address this “shadow epidemic,” interventions must move
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beyond reactive security measures and embrace a holistic,
trauma-informed transformation of institutional culture.

At the clinical level, de-escalation training should be
bifurcated to reflect the dual pathways of aggression.
Physicians would benefit from specialized workshops in
family crisis communication, emphasizing active
listening, expectation management, and transparent
information sharing to rebuild trust and strengthen the TIC
principles of  trustworthiness and  transparency.
Meanwhile, frontline staff including nurses and security
personnel require training in trauma-informed behavioral
support that prioritizes psychological safety and patient
empowerment, recognizing aggression as a potential
trauma response rather than defiance, thereby upholding
the principles of safety and empowerment.

Administratively, the current “White Code” system must
evolve from a bureaucratic or punitive mechanism into a
learning-oriented safety reporting system. This includes
offering confidential reporting channels, establishing a
multidisciplinary Safety Learning Committee to review
incidents within 72 hours, and ensuring timely feedback to
reporters. Such reforms are essential to rebuild
psychological safety among staff and reverse the culture of
silence. Furthermore, research demonstrates that perceived
social support serves as a key mechanism through which
violence-exposed individuals can achieve post-traumatic
growth and mental well-being (Oztosun et al., 2024),
reinforcing the case for structured peer support and
supervisory follow-up after White Code incidents.

Finally, communication must be elevated from an ancillary
skill to a core institutional competency. Mandatory,
ongoing training in empathetic and culturally sensitive
communication should be integrated into performance
evaluations for all staff, reinforcing the TIC principles of
collaboration, mutuality, and transparency.

Ultimately, tackling workplace violence in forensic
psychiatry requires more than incident management it
demands a fundamental reimagining of care environments
as spaces of safety, dignity, and mutual respect. Only then
can the shadow epidemic be brought into the light.

Limitations

This study has several limitations. First, the retrospective
design relies on archived records, which led to missing
demographic data (e.g., age for 31.4% of perpetrators) due
to the prioritization of crisis management over
documentation. Second, as a single-center study in a
specialized forensic hospital, findings may not be fully
generalizable to non-forensic settings. Finally, the low
number of reported incidents (n=51) in a high-risk
institution with a 100-year history likely reflects
significant underreporting due to staff habituation. Rather
than diminishing the study's value, this reinforces our core
finding: the data represents the minimum confirmed
prevalence, supporting the 'shadow epidemic' hypothesis.
A notable limitation is the missing age data for 31.4% of
the perpetrators. This gap stems from the chaotic nature of
violent incidents, where immediate safety protocols and
crisis management prioritize de-escalation over detailed
administrative logging. Consequently, age-related risk
profiling was limited to the available data.
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