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Background: Workplace violence is a major concern for clinicians worldwide. There has been little data on the epidemiology of workplace violence against frontline clinicians during the COVID-19 pandemic. This study examined the pattern of workplace violence and its association with quality of life (QOL) against frontline clinicians during the outbreak of COVID-19 pandemic in China.

Methods: A cross-sectional online study was conducted in China between March 15 and March 20, 2020. Frontline clinicians' experience with workplace violence was measured with six standardized questions derived from the Workplace Violence Scale, while anxiety, depressive, and insomnia symptoms, and QOL were measured using the General Anxiety Disorder Questionnaire, the Patient Health Questionnaire, the Insomnia Severity Index, and the World Health Organization Quality of Life Questionnaire, respectively. Univariate analyses, multivariable logistic regression analyses, and structural equation modeling (SEM) were conducted.

Results: A total of 15,531 clinicians completed the assessment; 2,878 (18.5, 95% CI = 17.92–19.14%) reported workplace violence during the outbreak of the COVID-19 pandemic (verbal violence: 16.1%; physical violence: 6.9%). According to multivariable models, key correlates of workplace violence were male gender, longer work experience, higher education level, smoking, working in the psychiatry or emergency department, working in tertiary hospitals, being involved in direct care of infected patients, having infected family/ friends/ colleagues, and frequently using social communication programs. Clinicians working in inpatient departments were less likely to report workplace violence compared to those working in outpatient departments. SEM analysis revealed that both violence and emotional disturbances (anxiety, depression, and insomnia) directly affected QOL (standardized direct effect = −0.031, and −0.566, respectively, P < 0.05), while emotional disturbances partly mediated the association between work violence and QOL (standardized indirect effect = −0.184, P < 0.05).

Conclusion: Frontline clinicians were vulnerable to workplace violence during the COVID-19 pandemic. Due to the negative impact of workplace violence on quality of care and clinicians' QOL, health authorities and policymakers should take effective measures to reduce workplace violence against clinicians.
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INTRODUCTION

In late January, 2020, the World Health Organization (WHO) declared the novel coronavirus disease (COVID-19) as an international public health emergency (1). In order to avoid rapid transmission of the disease and provide timely clinical services for confirmed and suspected cases, frontline clinicians played a critical role in early identification of infected patients, which often made them face overwhelming workload, long working hours and great psychological stress. Frontline clinicians were often exposed to an elevated risk of infection, fatigue, anxiety, depression, insomnia, emotional exhaustion, burnout, and even workplace violence (2–4). The COVID-19 pandemic increased the likelihood of domestic violence, harassment, and stigmatization against clinicians (5). A growing number of attacks against clinicians has been reported globally (6). According to the International Committee of the Red Cross, 611 incidents of violence took place against health facilities, ambulances, and staff between February and July 2020 (5). Attacks from patients and/or families were common as clinicians need to implement essential COVID-19 prevention and control measures, such as, quarantining confirmed/suspected patients, and banning family visits, both of which disrupt communications between staff and patients/families thereby increasing the risk of conflicts (6). Yet, little is known about the patterns and consequences of workplace violence against clinicians during the COVID-19 pandemic in China.

Workplace violence refers to any act/threat of physical violence, harassment, intimidation, or other threatening disruptive behavior that happens in a workplace (7). It includes verbal and physical violence from patients, relatives, and even co-workers in clinical settings (8, 9). In the past decade workplace violence has been gaining growing attention worldwide including in clinical settings. Clinical workplace violence is associated with adverse consequences, such as job dissatisfaction, decreased quality of patient care, medical errors, and mental health problems (10–12). Therefore, in order to develop preventive measures to offset the negative outcomes of workplace violence, it is important to understand its patterns and associated factors.

The prevalence of workplace violence against clinicians is a significant concern. For instance, 12.1% of US clinicians in emergency departments (ED) experienced at least one type of violence in the past year (13), while the corresponding figures were 44.6% in Hong Kong nurses (10), and 89.9% among ED clinicians in Beijing, China (14). A recent meta-analysis found that the lifetime prevalence of workplace violence was 79.8% in ED clinicians in China (8). To the best of our knowledge, little is known about the patterns of workplace violence in frontline clinicians during the COVID-19 pandemic. The impact of workplace violence on QOL among clinicians during the COVID-19 pandemic remains unclear.

This study examined the pattern of workplace violence against frontline clinicians during the COVID-19 pandemic with special reference to clinicians QOL. According to the Distress/Protection model of QOL (15), QOL is determined by the interaction between protective (e.g., good social, and family support) and distressing factors (e.g., emotional disturbances and physical discomfort). This model postulated that an individual's satisfaction with QOL decreases if the distress factors outweigh protective factors, and vice versa (15). It has been consistently found that clinicians with emotional disturbances report lower QOL than those without (3, 16, 17). Clinicians exposed to violence are likely to have lower QOL in both physical and mental domains (18). Exposure to violence exposure increases the risk of emotional disturbances, such as, burnout and depression (19, 20). It is reasonable to assume that experience of violence and emotional disturbances are potential distress factors that independently affect QOL, and violence might also influence QOL through emotional disturbances. Therefore, the hypotheses of this study were: (1) both workplace violence and emotional disturbances (anxiety, depressive, and insomnia symptoms) would be significantly associated with lower QOL in frontline clinicians; (2) emotional disturbances would mediate the association between workplace violence and QOL during the COVID-19 pandemic.



METHODS


Study Setting and Sample

A cross-sectional online survey was jointly organized by the Psychiatry, Emergency Medicine, Ophthalmology, and Otolaryngology Sections of the Chinese Nursing Association between March 15 and March 20, 2020 in China. To avoid the transmission of COVID-19, an online survey was adopted. All data were collected by the Wenjuanxing program, which is a survey application embedded within Wechat, a frequently used social communication program in China with more than 1 billion users. Snowball convenience sampling was used. To be eligible, participants needed to fulfill the following criteria: (1) aged 18 years and above; (2) frontline clinicians including doctors, nurses, and nursing assistants working in clinical settings of the abovementioned four specialties during the COVID-19 pandemic in China; (3) ability to read and speak Chinese; and (4) willingness to provide written informed consent. The study protocol was approved by the Ethics Committee of Beijing Anding Hospital, China.



Assessment Instruments

Data collection form was utilized to collect basic demographic information. Additionally, participants were asked to answer: (1) whether they have personal experience with the 2003 Severe Acute Respiratory Syndrome (SARS) outbreak; (2) whether they were directly engaged in clinical services for patients with COVID-19; (3) whether their family, friends, or colleagues were infected with COVID-19; and (4) whether there were 500 or more COVID-19 cases in the province they lived in, and (5) whether they frequently used social communication programs to retrieve COVID-19 relevant news/information.

Workplace violence since the COVID-19 outbreak (January 20, 2020) was evaluated by six standardized questions derived from the Chinese version of the Workplace Violence Scale (21): two items measured participants' experience of verbal workplace violence (item 1) and threats (item 2), while the remaining four items measured experience of physical violence (item 3: physical assault with no physical injury; item 4: physical pain, bruises, or scratches; item 5: open wounds, fractures, internal organs, or head injuries; and item 6: dysfunction or permanent disability). Each item has four response options regarding frequency ranging from 0 (“none”) to 3 (“three times and above”) (21).

Depressive symptoms were measured with the 9-item Patient Health Questionnaire (PHQ-9). The PHQ-9 is a commonly used self-report scale with the total score ranging from 0 to 27 (22). The Chinese version of the PHQ-9 demonstrated good psychometric properties, with internal consistency of 0.89 (23). The 7-item General Anxiety Disorder Questionnaire (GAD) was used to assess anxiety symptoms; its total score ranged from 0 to 21 (24). The GAD-7 has been translated and validated in China, with an Cronbach's alpha of 0.91 (25). The 7-item Insomnia Severity Index (ISI) was utilized to evaluate insomnia symptoms, with the total score from 0 to 28 (26). The Chinese version of ISI showed satisfactory psychometric properties (27). The 26-item World Health Organization Quality of Life Questionnaire (WHOQOL-BREF) was used to measure QOL covering physical health, psychological health, social relationship, and environment health domains (28). The global QOL was calculated by adding up the sum of the first two items of the WHOQOL-BREF. A higher score indicates higher QOL (29). The Chinese version WHOQOL-BREF has good psychometric properties (30).



Statistical Analysis

Data analyses were performed using SPSS, Version 21.0 and AMOS 21.0 (SPSS Inc., Chicago, IL, USA). The Kolmogorov-Smirnov test evaluated normality of the data. Comparison of the sociodemographic and clinical variables between the “workplace violence” and “no workplace violence” groups was performed using two independent samples t-tests, Mann-Whitney U-tests, or chi-square tests, as appropriate. To examine the independent sociodemographic correlates of workplace violence, multivariable logistic regression analyses with the “Enter” method (i.e., entering all independent variables in the model simultaneously) was conducted. Workplace violence was the dependent variable, while variables with significant group differences in the univariate analyses were entered as independent variables. Analysis of covariance (ANCOVA) was used to compare anxiety, depression, insomnia, and QOL separately between the two groups after controlling for covariates (variables that differed significantly in univariate analyses). Level of significance was set at P < 0.05 (two-tailed).

The direct and indirect associations between workplace violence, and psychological variables (anxiety, depression, and insomnia), and QOL were further examined with structural equation modeling (SEM) employing maximum likelihood estimation. Spearman's correlation analyses (rho) were conducted to examine bivariate associations among tested variables. PHQ, GAD, ISI, and QOL was entered as continuous variables in the model, and a latent (unobserved) variable of “emotional disturbances” was constructed to reflect the level of participants' anxiety, depressive, and insomnia symptoms (31). Instead of a complex model, a neat model was constructed because it is easier to interpret for clinicians with limited knowledge in statistics. Three different pathways were tested: (1) the path from workplace violence to QOL; (2) the path form emotional disturbances to QOL, and (3) the path from workplace violence to QOL mediated by emotional disturbances (Figure 1). The χ2/df, comparative fit index (CFI), normed-fit index (NFI), incremental fit index (IFI), Tucker-Lewis index (TLI), and Root Mean Square Error of Approximation (RMSEA) were considered as model fit indices (32). A higher than 0.90 of CFI, NFI, IFI, and TLI and a lower than 0.08 of RMSEA were indicative of good model fit (33).
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FIGURE 1. Violence on QOL by emotional disturbances. ***P < 0.001.





RESULTS

A total of 15,531 participants completed the survey. The demographic and clinical characteristics of the sample are presented in Table 1. The mean age of the sample was 33.42 years (SD = 8.30); 1,770 (11.4%) were males. Altogether 2,878 (18.5, 95% CI = 17.92–19.14%) clinicians reported workplace violence during the COVID-19 pandemic: 2,507 (16.1%) were subjected to verbal and 1,066 (6.9%) to physical violence.


Table 1. Demographic characteristics of the study sample (N = 15,531).
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Univariate analyses found that workplace violence was significantly associated with male sex (P < 0.001), older age (P = 0.006), longer work experience (P < 0.001), higher education level (P < 0.001), department (i.e., specialty) (P < 0.001), experience with the 2003 SARS epidemic (P = 0.004), working in tertiary hospitals (P < 0.001), working in inpatient departments (P < 0.001), looking after infected patients (P < 0.001), having infected family/friends/colleagues (P < 0.001), more than 500 confirmed cases in the province (P = 0.048), frequent use of communication programs (P < 0.001), and smoking (P < 0.001). Participants having experienced workplace violence also reported more anxiety, depression and insomnia symptoms, and lower QOL score (all P < 0.001) (Table 1).

Multivariable logistic regression analysis revealed that workplace violence was positively associated with male sex (OR = 1.382, P < 0.001), longer work experience (OR = 1.006, P = 0.009), higher education level (OR = 1.691, P < 0.001), working in psychiatric or ED (OR = 1.398, and 1.655, respectively, P < 0.001), working in tertiary hospitals (OR = 1.178, P = 0.001), looking after infected patients (OR = 1.834, P < 0.001), having family/friends/colleagues infected with COVID-19 (OR = 1.733, P < 0.001), frequent use of communication programs (OR = 1.210, P = 0.001) and smoking (OR = 2.366, P < 0.001). Clinicians working in inpatient departments were less likely to report workplace violence compared to those working in outpatient departments (OR = 0.680, P < 0.001). After controlling for covariates, ANCOVA showed that workplace violence was significantly associated with more severe anxiety, depression, and insomnia symptoms, and lower QOL score (all P < 0.001) (Table 2).


Table 2. Correlates of violence by multiple logistic regression analysis and ANCOVA.
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Structural Equation Modeling (SEM)

The results of Spearman correlation analyses are shown in Table 3. Workplace violence was positively associated with more severe anxiety (r = 0.295, P < 0.001), depressive (r = 0.290, P < 0.001), and insomnia symptoms (r = 0.257, P < 0.001), and negatively associated with QOL scores (r = −0.220, P < 0.001). Anxiety, depressive, and insomnia symptoms were also significantly associated with lower QOL (r = −0.518, −0.559, and −0.534; all P < 0.001). Figure 1 presents the model of the association between workplace violence and QOL mediated by emotional disturbances (anxiety, depressive, and insomnia symptoms). SEM analysis found that the model had a decent fit (χ2/df = 7.883, CFI = 0.975, NFI = 0.975, TLI = 0.960, IFI = 0.975, and RMSEA = 0.067) after controlling for age and sex. Frontline clinicians' experience of workplace violence directly affected QOL, and emotional disturbances partly mediated the association between workplace violence and QOL. The standardized total effect of workplace violence on QOL was −0.215 (standardized direct effect = −0.031, P < 0.05; standardized indirect effect = −0.184, P < 0.05). Emotional disturbances also directly affected QOL. The standardized total effect of emotional disturbances on QOL was −0.566 (P < 0.05).


Table 3. Key variables and Spearman correlation coefficients.
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DISCUSSION

In this study, 18.5% (95% CI = 17.92–19.14%) of frontline clinicians reported workplace violence about 2 months after the outbreak of the COVID-19 pandemic. Since this is the first study that estimated the prevalence of workplace violence during COVID-19, no comparison to other similar investigations is possible. In a meta-analysis the pooled 12-month prevalence of workplace violence against clinicians was 58.7% (95% CI = 46.0–71.4%) in North America, 45.5% (95% CI = 40.4–50.7%) in Asia, and 31.6% (95% CI = 27.1–36.1%) in selected European countries. Another meta-analysis found that the lifetime prevalence of workplace violence was 79.8% in ED clinicians in China (8). However, caution is warranted as the study samples and timeframes are not directly comparable.

The causes of workplace violence against clinicians are complex. Many clinicians volunteered to work in designated hospitals, which increased pressure on already limited health resources. Consequently, patients and families were often dissatisfied with limited access to medical care, crowded treatment environment, long waiting hours, and insufficient communication with clinicians, all of which raised the likelihood of workplace violence against frontline clinicians (34). In addition, frontline clinicians faced great pressure and overwhelming workload during the COVID-19 pandemic exacerbating their exhaustion and emotional disturbances, and affecting communication with patients and families (35). Furthermore, the public's fears, worries, and discrimination against those who were likely to increase disease transmission may have also escalated the risks of violence against frontline clinicians (36–38).

Consistent with previous studies (39, 40), male frontline clinicians were more likely to experience workplace violence than their female counterparts in this survey. Male clinicians are more likely to experience physical violence, but less likely to be subjected to sexual harassment than female clinicians (35). Contrary to the findings of the current study, no significant association between education and workplace violence was found in previous studies (35). Investigations about the association between smoking and workplace violence yielded conflicting results. Nurses who smoked were more likely to experience workplace violence (41), but this finding was not confirmed (42). In this study, smoking clinicians were more likely to face workplace violence than their non-smoking colleagues. The reason behind the mixed findings across studies is probably explained by different sociocultural contexts, specialty, sample size, sampling method, and definitions on workplace violence, smoking, and violence.

Compared to in other specialties, the prevalence of workplace violence was higher in psychiatry and ED in this study, which is consistent with previous findings (39, 43). Many mental health and ED clinicians volunteered to work in infectious disease hospitals in crisis response teams, which increased pressure on existing scant health resources in their original hospitals. Low clinician-to-patient ratio, together with many patients' worsening symptoms in psychiatric settings, or life-threatening conditions in ED requiring immediate attention (34, 44), affected the efficiency and quality of care, and possibly increased patients' and their families' dissatisfaction and irritability, eventually leading to conflicts with clinicians, and subsequent violent acts (34, 35). In line with previous studies, clinicians with longer work experience were more likely to encounter workplace violence (35). It is possible that more experienced clinicians are exposed to more difficult and challenging patients and caregivers than junior staff, which increase the likelihood of a violent incident.

In this study, frontline clinicians who worked in tertiary hospitals, were more likely to experience workplace violence than those in secondary hospitals and community clinics in China, confirming previous findings (35, 45). Secondary hospitals or community settings have higher clinician-patient ratio and less severe cases, which reduces the likelihood of workplace violence. Clinicians working in inpatient setting were less likely to suffer workplace violence than those in outpatient setting. It is possible that clinicians in inpatient settings have more time to communicate with patients, and to provide more timely clinical services (46, 47).

Variables relevant to COVID-19, including caring for infected patients, having family, or friends infected with COVID-19, and frequent use of social communication programs to retrieve information on COVID-19, were significantly associated with higher likelihood of workplace violence. Due to the fears and concern of COVID-19 transmission in hospitals, many frontline clinicians were verbally, and even sometimes physically abused by the public as “disease spreaders” in the early stage of the COVID-19 pandemic (48) as they were wrongfully considered as the vectors of contagion in the community (36). In addition, the overwhelmingly negative or false news on COVID-19 exacerbated the public's fear of contagion and psychological stress (2, 3). Clinicians with high levels of psychological stress are more prone to medical errors and poorer interpersonal communication with patients and their families, which put them at higher risk for violence.

SEM analysis confirmed the study hypothesis that both workplace violence and emotional disturbances would directly affect QOL, while emotional disturbances significantly mediate the association between violence and QOL. Previous studies found workplace violence to be a significant contributor to clinicians' lower QOL (11, 18), and suggested that the implementation of violence prevention measures and policies would be beneficial to improve their QOL. There is a positive correlation between workplace violence and anxiety, depression, and insomnia symptoms (11, 49, 50). Individuals exposed to workplace violence are more likely to suffer from impaired psychological adjustment, poor work performance, and social interactions with others (51), which lead to emotional disturbances and even self-harm and suicide (51).

The strengths of this study are the large sample size and the use of sophisticated statistical analyses. However, several limitations need to be noted. First, snowball sampling and the unequal sex composition of the sample - most participants were females - constituted selection bias. Furthermore, psychiatric clinicians accounted for the majority of the participants. Second, several factors associated with workplace violence, such as, clinician-patient relationship, and participants' preexisting psychological or psychiatric conditions, were not investigated. Third, due to the cross-sectional design, the causal associations between variables and violence are still unknown. Fourth, only clinicians in four specialties were examined, therefore, the findings cannot be generalized to all frontline clinicians. Fifth, due to the online snowball convenience sampling, the response rate could not be calculated. Finally, workplace violence was measured by self-rated standardized questions. Further studies should rely on more objective measurement.

In conclusion, frontline clinicians were vulnerable to experience workplace violence during the early days of the COVID-19 pandemic. Due to the negative impact of workplace violence on the quality of care and frontline clinicians' QOL, health authorities and policymakers should devise effective measures to reduce workplace violence against clinicians.
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10,193
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Mean
33.33
11.80
286
1.94
4.07
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%
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93.1
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6.2
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1.8
9.7
68.8
86.0
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2.8
4.2
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9.07
3.88
3.18
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1.56
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N

427
2,025
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2,336

1,948
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254
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Mean
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1.2
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4.66
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1.62

x2
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Bolded values: <0.05; M, mean; SD, standard deviation; COVID-19, Corona Virus Disease 2019; SARS, Severe acute respiratory syndrome; PHQ, Patient Health Questionnaire; GAD,

Generalized Anxiety Disorder scale; ISI, Insomnia Severity Index; QOL, Quality of Life;

Mann-Whitney U-test.
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