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Background: Psycho-emotional violence, a type of workplace violence targeting healthcare workers, varies across countries, occasions, and professions in the healthcare sector. Unfortunately, there is a scarcity of comprehensive studies focusing on violence against healthcare workers in Ethiopia, which may also encompass psycho-gender-based emotional violence against healthcare workers. Therefore, there is a compelling need for in-depth research to address this gap and develop effective strategies to mitigate psycho-emotional violence in the healthcare sector in Ethiopia, especially in the eastern region. Hence, we aimed to identify the prevalence of and factors associated with workplace psycho-emotional violence against healthcare providers in eastern Ethiopia.

Methods: This institution-based cross-sectional study was conducted among 744 health professionals working in urban public hospitals in eastern Ethiopia. Multistage stratified random sampling was used, and data were collected using a standardized structured tool adopted from the WHO workplace violence assessment tool. Binary and multivariable logistic regression analyses were employed to identify factors associated with psycho-emotional workplace violence. Adjusted odds ratio (OR) with 95% confidence interval (CI) was reported, and a p-value of 0.05 was used as the cut-off point to declare significance.

Results: Workplace psycho-emotional violence was reported by 57.39% of the healthcare workers. The absence of guidelines for gender-based abuse [AOR = 35.62, 95% CI:17.47, 72.64], presence of measures that improve surroundings (class lighting and privacy) [AOR = 0.58, 95% CI: 0.35, 0.98], training on workplace violence coping mechanism [AOR = 0.16, 95%CI: 0.26, 0.98], spending more than 50% of their time with HIV/AIDS patients [AOR = 1.96, 95%CI:1.05, 3.72], and spending more than 50% of their time with psychiatric patients [AOR = 1.92, 95%CI:1.08, 3.43] were factors significantly associated with workplace violence against health professionals.

Conclusion: The prevalence of workplace psycho-emotional violence against health professionals in eastern Ethiopia was relatively high. Improving the working environment decreases the chance of workplace violence; however, there is a lack of guidelines for gender-based violence, the absence of training on coping mechanisms, and spending more time with psychiatric and HIV/AIDS patients’ increases workplace violence. We recommend that health institutions develop gender abuse mitigation guidelines and provide training on coping mechanisms.

Keywords
 psycho-emotional violence; psycho-emotional health; workplace violence coping mechanisms; health professionals; eastern Ethiopia


Introduction

Mental health, including emotional, psychological, and social well-being, is important at every stage of our life (1, 2). It enables people to realize their full potential, work productively and make meaningful contributions to their communities (2–4). Furthermore, proper psycho-emotional health involves a normal emotional, behavioral, and social maturity to a person (5). Work place violence derails such mental health of healthcare workers. Work place violence against healthcare workers is a problem of growing interest in research and has been poorly prioritized in healthcare systems (6). Violence against healthcare workers are varied and a complex phenomenon (7).

Psycho-emotional abuse (Verbal abuse, sexual and racial harassment, bullying/mobbing and other threats) was the most reported worked place violence in many countries (7, 8). Psycho-emotional abuse is any non-physical pattern of behavior that intentionally harms an individual’s mental state and undermines their ability to reach their full potential (5, 9). It results from a person’s dislike towards a person or object, especially when they feel like that person or object did something wrong (10–12). Psycho-emotional abuse may be overt or covert and can be tricky to spot – even by the person experiencing it (11). The abuser’s behaviors are deliberate and intentional and often rooted in envy, fragility, and aggression. It may manifest in forms of harassment, intimidation, or other threatening disruptive behavior that may occurs at the work site (5, 9).

Verbal abuse leaves no visible scars, but the emotional damage can be devastating (6). Today, doctors pay more attention to a person’s emotions and behaviors as indicators of potential health issues than ever before. Acts of violence and other injuries is currently the third-leading cause of fatal occupational injuries in the United States. Psycho-emotional violence at work has many negative impacts both at the organizational and individual level, such as the erosion of individual’s self-esteem, debases their sense of achievement, diminishes their sense of belonging, prevents their healthy and vigorous development, and takes away the individual’s well-being (11, 13). Some of the specific consequences include: decreased job performance and job satisfaction, confusion, self-blame, depression, inability to concentrate, lack of motivation, procrastination, low self-esteem, fear of failure, hopelessness, worthlessness, and self-sabotage (11).

The prevalence of psycho-emotional violence varies between countries and across different professions. In countries like Egypt (7) and Jordan (14) verbal abuse was reported to be 69.5% among nurses and (63.5%) among physicians, respectively. In Barbados, psycho-emotional abuse (60% verbal abuse, 19% bullying, 7% sexual harassment and 3% racial harassment) were found to be high among medical staffs (8). The prevalence of verbal abuse and sexual harassment was found to be a little bit higher in Riyadh (79.5 and 76.5% respectively) (15) and Saudi Arabia (75.6%) (16). Similarly, verbal abuse was found to be high among nurses working in psychiatry hospital in Jordan (71.9%) (17).

Being female (8); age, being nurse and night work (18); working when understaffed, working directly with volatile people, drug and alcohol abuse, inadequate security, long waits for service (19); working in psychiatry hospitals or psychiatry department (17) were identified as major factors for such violence.

Cases of severe psycho-emotional trauma, if left unmanaged, may lead to retaliatory violence, chronic illness, or even suicide and fear of future events. Although there have been numerous studies on psycho-emotional, there is no consensus regarding the current status of psychological violence directed at health care workers in in low income counties like Ethiopia. This study aimed to identify service providers’ experience of psycho-emotional violence and its associated factors in eastern Ethiopia.



Methods


Study design, setting and period

A cross-sectional study was conducted among health professionals working at public hospitals in eastern Ethiopia, including Harar and Dire Dawa, located 525 km and 515 km from the capital of Ethiopia (Addis Ababa), respectively. Harari region has one general and one comprehensive and specialized university hospital, whereas the Dire Dawa city administration has one general and one referral hospital that serves millions of people located in the eastern part of Ethiopia. According to the Harari National Region Health Bureau report/evidence, approximately 560 healthcare workers were working in these health institutions. Similarly, the two public hospitals in Dawa had approximately 400 healthcare providers at the time of the study. This study was conducted from January 18 to February 10, 2022.



Study population and sampling procedure

Multi-stage sampling was used to randomly select health professionals working in selected public hospitals in eastern Ethiopia based on their institutional identification number. All health professionals who had been in these public hospitals for more than 6 months were included in this study. All healthcare professionals on annual leave, or maternity leave, and those who were critically ill during data collection were excluded from the study. The sample size is calculated using the single population proportion formula by taking the prevalence of psycho-emotional trauma among health professionals from previous studies (prevalence in % 95 confidence level and 5% margin of error using a study conducted in Gonder Referral Hospital) (20). The final sample size was proportionally allocated to each health facility based on the actual number of healthcare workers. The health professionals were then stratified by professional category as doctors/health officers, nurses/midwives (nurses, midwives, nursing assistants, and theatre attendants), laboratory technicians, and pharmacists. The sample size in each hospital was proportionally allocated to each healthcare professional category according to their number. Finally, simple random sampling was used to select the required sample.



Data collection and quality control procedures

Data were collected by health professionals (BSc Public Health officers) using a structured questionnaire prepared by the World Health Organization (21) which contains both open- and closed-ended questions as well as other workplace violence assessment tools from other similar studies (7, 22–24) that were adopted and modified in such a way that could meet the objectives of this study. The questionnaire contained questions on psycho-emotional violence, individual factors, work-related factors, and organizational factors that directly met the objectives of the study. Data quality was ensured through the training of data collectors, pre-testing of questionnaires, electronic data collection (Kobo collect), and supervision of the data collection process. In addition, respondents were encouraged to respond to all items in the questionnaire within the time they devoted to minimizing a large non-response rate. The completeness and consistency of the data were checked by the data collectors immediately after receiving the questionnaire from each participant. The questionnaire was pretested at Haramaya Hospital in 5% of the sample.



Variables and measurements

The main outcome variable was psycho-emotional violence (verbal abuse, bullying/mobbing, harassment, and threats) experienced by study participants in the last 12 months, answered with yes or no questions.


Workplace violence

Incidents when staff members are abused, threatened, or assaulted in circumstances related to their work, including commuting to and from work, involving an explicit or implicit challenge to their safety, well-being, or health.



Psychological violence (emotional abuse)

The intentional use of power, including the threat of physical force, against another person or group that can harm physical, mental, spiritual, moral, or social development. These include verbal abuse, bullying/mobbing, harassment, and threats. This was measured with a yes or no answer if the health professional experienced one of these violence.



Abuse

Behavior that humiliates degrades or otherwise indicates a lack of respect for the dignity and worth of an individual. This was measured with a yes or no answer if the health professional experienced one of the violence.



Bullying/Mobbing

Repeated and overtime offensive behavior through vindictive, cruel, or malicious attempts to humiliate or undermine an individual or group of employees. This was measured with a yes or no answer if the health professional experienced one of this violence.



Harassment

Any conduct based on age, disability, HIV status, domestic circumstances, sex, sexual orientation, gender reassignment, race, color, language, religion, politics, trade union or other opinion or belief, national or social origin, association with a minority, property, birth, or another status that is unreciprocated or unwanted, which affects the dignity of men and women at work.



Sexual harassment

Any unwanted, unreciprocated, and unwelcome behavior of a sexual nature that is offensive to the person involved, and causes that person to be threatened, humiliated, or embarrassed. This was measured with a yes or no answer if the health professional experienced one of this violence.



Racial harassment

Any threatening conduct based on race, color, language, national origin, association with a minority, birth, or another status that is unreciprocated or unwanted, which affects the dignity of women and men at work. This was measured with a yes or no answer if the health professional experienced one of these violence.



Threat

Promised use of physical force or power (i.e., psychological force) results in fear of physical, sexual, psychological harm, or other negative consequences to the targeted individuals or groups. This was measured with a yes or no answer if the health professional experienced one of these violence.



Emotional health

Refers to the emotional quality experienced by an individual. The emotional health outcomes of WPV include emotional exhaustion, detachment, sadness, frustration, and anger.




Data processing and analysis

Data from the Kobo collection were downloaded into Excel and exported to Stata 16. Data were cleaned and analyzed using descriptive summary measures, such as percentage, frequencies, and mean/median and standard deviation (SD), as appropriate, and presented using tables and graphs. Logistic analysis with a 95% confidence interval was used to determine the factors associated with psycho-emotional violence and its determinants. Variables with p-values less than or equal to 0.25 were entered into a multivariable logistic regression model. Hosmer-Lemeshow’s goodness-of-fit tests were used to determine the goodness of fit for the final model. In multivariate analysis, variables with a p-value less than 0.05 were considered to be significantly associated with psycho-emotional violence.




Results


Health workers characteristics

A total of 744 healthcare providers were interviewed. More than half of the study participants 53.76 and 58.84% were males and married, respectively. The median age of the study participants was 31(+7) years, and the median work experience was 6 (+7.30SD) years. A total of 17 (2.28%) were senior managers (Table 1).



TABLE 1 Socio-demographic characteristics of the study participants, eastern Ethiopia, 2022.
[image: Table1]



Prevalence of psycho-emotional violence

Psycho-emotional violence was reported by 57.39% of the HCWs. Verbal violence was reported by 71.37% (531/744) of participants. In contrast, bullying/mobbing was reported by 13.71% (102/744) of participants. Sexual and racial harassment was reported by 0.94% (7/744) and 9% (65/744) of health professionals, respectively.



Sources of psycho-emotional violence against health professionals

According to the findings of this study, patient families accounted for 61.6% (434) of verbal violence cases, while patients themselves accounted for 40% (282) of verbal violence cases. Regarding the main source of bullying/mobbing, patients’ relatives accounted for 5.8% (41) of the main sources and patients themselves accounted for 3.1% (22). Similarly, the main sources of racial harassment were relatives of relatives, 38 (5.4%), followed by staff members (3.5%, 25). Furthermore, the main source of sexual harassment was staff members (0.42%) (3), followed by patients themselves (0.29%) (2) (Table 2).



TABLE 2 Sources of psycho-emotional violence against healthcare providers, eastern Ethiopia, 2022.
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Actions taken after psycho-emotional violence incident

The majority of study participants (57.5%, 404) said they did not take any action following psycho-emotional violence against them, of which 69.3% (280) took no action following verbal abuse against them. Similarly, about 25.5% (179) of the study participants told the person to stop psycho-emotional violence, of which 83.2% (149) said to person following verbal abuse against them (Additional file 1).



Knowledge of workplace violence policies in their health facilities

The majority of study participants said they did not know whether their employer had developed specific policies on health safety (55.65%), physical workplace violence (62.37%), verbal abuse (63.17%), bullying/mobbing (63.84%), sexual harassment (62.10%), racial harassment (63.58%), and other threats (62.23%) (Figure 1).

[image: Figure 1]

FIGURE 1
 Knowledge of study participants whether their employer developed workplace violence policies in their health facilities, eastern Ethiopia, 2022.




Available measures to deal with psycho-emotional workplace violence

The majority of the study participants (64.47%; 502/744) said that there was a security structure to deal with such psycho-emotional workplace violence (Figure 2).

[image: Figure 2]

FIGURE 2
 Available measures to deal with psycho-emotional workplace violence, eastern Ethiopia, 2022.




Factors associated with psycho-emotional violence

Multivariable logistic regression analysis showed that the absence of guidelines for gender-based abuse [AOR = 35.62, 95% CI (17.47, 72.64)], presence of measures that improve surroundings (class lighting and privacy) [AOR = 0.58, 95% CI (0.35, 0.98)], training on WPV coping mechanism [AOR = 0.16, 95%CI (0.26, 0.98)], spending more than 50% of their time with HIV/AIDS patients (AOR = 1.96, 95%CI [1.05, 3.72]), and spending more than 50% of their time with psychiatric patients [AOR = 1.92, 95%CI (1.08, 3.43)] were factors significantly associated with WPV against health professionals.

Accordingly, the odds of WPV were 35.62 times higher among health professionals in settings that had guidelines for gender-based abuse as compared to those in settings that had no guidelines [AOR = 35.62, 95% CI (17.47, 72.64)].

The odds of experiencing WPV decreased by 42% for health professionals in settings where measures that improve surroundings (class lighting and privacy) were taken as compared to in settings where such measures were not implemented [AOR = 0.58, 95% CI (0.35, 0.98)].

The odds of experiencing WPV decreased by 84% for health professionals who took training on violence coping mechanisms compared to those who did not receive training, keeping other variables in the model constant (AOR = 0.16, 95%CI [0.26, 0.98]).

The odds of WPV increased by 98% among health professionals spending most of their working time with HIV/AIDS patients compared to their counterparts while adjusting for other variables in the model (AOR = 1.98, 95%CI [1.05, 3.72]).

The odds of WPV were increased by 92% among health professionals who spend more than 50% of their time with psychiatric patients as compared to their counterparts holding other variables in the model constant [AOR = 1.92, 95%CI (1.08, 3.43)] (Table 3).



TABLE 3 Factors associated with psycho-emotional workplace violence against health professionals working in Public Health Facilities of eastern Ethiopia, 2022.
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Discussion

This study assessed the magnitude of WPV and its associated factors among health professionals in eastern Ethiopia. Accordingly, the finding showed 57.39% (95% CI: 53.75–60.98%) experienced WPV. This finding is in line with the prevalence reported in Brazil (25), Saudi Arabia (16), Egypt, South Africa, Thailand, and Portugal (26) and 5 European countries (Poland, the Czech Republic, the Slovak Republic, Turkey, and Spain) (23) but higher than findings from studies in southern Ethiopia (27, 28). The higher prevalence of WPV in the current study might be due to the differences in the study population. A previous study from Southern Ethiopia assessed violence against nurses, whereas the current study assessed violence against all categories of health professionals. Evidently, stress and violence are widespread in health sector where doctors, nurses and social workers experience repeated violence (25).

Most health professionals had experienced verbal abuse (71%). This is in agreement with previous studies (23–25), and might be because it is easily committed in the form of shouting, belittling, and offensive or obscene language, harassing remarks.

Similar to previous studies (29, 30), patients and patient relatives were the main sources of violence. This could be explained by the fact that patients and patient relatives might have frequent contact with health workers, which may increase the risk of health workers experiencing violence. This study also identified horizontal violence from fellow coworkers. This can be attributed to line of authority and nightshift work as stated by female healthcare workers. Female healthcare workers reported they were sexually abused by their coworkers during night shift.

This study also identified factors that were significantly associated with WPV among health workers. Improving surroundings (lighting, noise, and privacy) decreases workplace violence against health workers. This could be explained by the fact that those measures help to stop behavior that may develop into future violence and limit public access to restricted areas, which in turn reduces unnecessary contact between physicians and patients as well as patient relatives. In addition, such measures reduce the entrance of perpetrators into potential working rooms without the permission of health workers.

The absence of guidelines for gender-based abuse makes WPV against healthcare professionals 35 times more likely. This might be because the policy will inform perpetrators and victims about the kind of behavior (violence, intimidation, bullying, and harassment) considered inappropriate and unacceptable in the workplace and what to do when incidents occur. Therefore, if such guidelines are not implemented, health workers become confused about reporting incidents and the procedure that will be followed when an incident is reported, which raises the probability that violence is repeated.

The odds of experiencing WPV were lowered by 84% among health professionals who received training on violence coping mechanisms compared to those who did not receive training. This finding is in agreement with that of a previous study (31), which stated that training is a key component of reducing workplace aggression. This is because training increases the confidence and ability of health workers to recognize signs of aggression and practice evidence-based interventions to de-escalate agitated patients. In addition, training familiarizes health professionals with their legal responsibilities, risk assessment, effective communication, conflict management, and self-defence.

Working in the psychiatry department was significantly associated with WPV. The odds of experiencing WPV were higher among health professionals who spent more than 50% of their time with psychiatric patients (32) with psychiatric patients. This finding is supported by previous studies (33, 34), and this could be due to the verbal and physical aggression shown by most psychiatric patients. In addition, psychiatric patients are addicted to alcohol and illicit drugs, which might increase their aggressive behavior that makes them commit violence against health workers. This can contributes to deterioration of health care workers’ work life and health, impacts patient care delivery and hinders recruitment and retention of healthcare workers (35).

Caring for HIV/AIDS patients was another variable that was significantly associated with WPV among health professionals. Health workers who spend much of their working time with patients with HIV/AIDS are more likely to develop WPV. This finding is supported by evidence from previous studies (25, 36) where healthcare providers engaged in chronic patient care experience unprecedented psycho-emotional violence such as harassment and verbal abuse. This might be explained by comorbidities and complex medical conditions that lead to the deterioration of physical and psychological health among HIV/AIDS patients. These situations put healthcare professionals caring for HIV/AIDS patients under stressful work conditions.

The main drawback of the current study is the possibility of recall bias, as it requires participants to remember their previous experience with WPV.



Conclusion

The prevalence of Psycho-emotional violence among health professionals in eastern Ethiopia was relatively high. Measures that improve surroundings (class lighting and privacy) decrease the magnitude of WPV, whereas the absence of guidelines for gender-based abuse, lack of training on WPV coping mechanisms, and spending more than 50% of their time with psychiatric and HIV/AIDS patients increases with WPV against health professionals. We recommend that health institutions develop gender abuse mitigation guidelines and provide special training on the coping mechanisms of WPV. In addition, special protection measures are needed for workers in the psychiatry and HIV/AIDS departments.
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