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Workplace harassment is
associated with differences in
personality traits, coping
strategies and work ability: cross
sectional study among healthcare
professionals

Silvia Vivarelli*, Caterina Oliveri, Saveria Savasta,
Francesca Simona Fiorino and Concettina Fenga

Department of Biomedical and Dental Sciences, Morphological and Functional Imaging, Section of
Occupational Medicine, University of Messina, Messina, Italy

Introduction: Workplace Harassment (WPH) in the healthcare sector remains
a critical global issue, adversely affecting employees’ psychological well-being
and work ability.

Aim: This study investigated gender differences, variations in personality traits
and coping strategies linked to WPH, and the impact of these dynamics on work
performance of healthcare workers (HCW).

Methods: A cross-sectional survey was administered to a sample of 415 HCW
(138 men and 277 women), including physicians, nurses, and other staff members
(e.g., administrative, technical, and auxiliary personnel). Participants completed
a series of standardized instruments: WPH and Health Survey Questionnaire
(WHHSQ), Mini International Personality ltem Pool (Mini-IPIP), Brief-COPE
inventory, and Work Ability Index (WAI).

Results: Reports of WPH within the past 12 months showed a significantly
higher prevalence among women (36.2%, n = 94) compared to men (23.3%,
n = 31), p < 0.01. Verbal abuse (30.4%) and bullying/mobbing (17.1%) were the
most common forms, with supervisors implicated in about 10-15% of cases.
Informal handling, such as confiding in colleagues or family (20-30%), was
far more frequent than formal reporting (8-10%). Females scored higher in
Agreeableness (M = 16.26 vs. 15.29, p < 0.001) and Conscientiousness (M = 15.03
vs. 14.01, p < 0.001) but lower in Neuroticism (M = 11.56 vs. 12.93, p < 0.0001)
compared to males. Individuals who experienced harassment, exhibited lower
Neuroticism (mean = 11.28 vs. 12.37, p < 0.0001) than non-harassed peers.
Coping patterns varied: women reported greater use of Seeking Social Support
strategies (M = 17.80 vs. 16.02, p < 0.0001), while harassed individuals relied
more on Avoidance strategies (M = 19.15 vs. 18.16, p < 0.05), including self-
distraction and substance use. Men had higher work ability scores than women
(> = 8.799, p < 0.05), while WPH was linked to a significant reduction in work
ability (4> = 15.729, p < 0.01).

Conclusion: Women are likely to face higher WPH rates and tend to seek social
support more frequently, while harassed individuals, regardless of gender,
increasingly rely on avoidance coping. Exposure to WPH is associated with
decreased work ability. Low rate of formal reporting reveals systemic gaps in
institutional responses. To address these challenges, healthcare organizations
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should implement comprehensive risk assessment strategies incorporating
gender-specific factors and psychological profiles to identify vulnerable staff
earlier. Enhancing reporting systems, offering proactive psychological support,
and promoting adaptive coping strategies are essential to reduce harm, foster
resilience, thereby creating safer and healthier work environments.

KEYWORDS

workplace harassment (WPH), healthcare workers (HW), psychodiagnostics
questionnaires, workplace health promotion (WHP), occupational health

1 Introduction

Workplace violence represents a significant global public health
issue, especially in healthcare organizations (1, 2). The International
Labour Organisation (ILO) defines workplace violence as “any action,
incident or behavior that departs from reasonable conduct in which a
person is assaulted, threatened, harmed, (or) injured in the course of, or
as a direct result of, his or her work” (3). It can be categorized into two
main types: physical and psychological. Physical violence involves the
use of force against an individual or group, potentially resulting in
physical, sexual, or psychological harm (4). Psychological violence,
such as the deliberate exertion of power, includes harassment forms
such as verbal abuse, bullying or mobbing, and sexual or racial
discrimination (5, 6). While physical violence has long been
acknowledged, workplace harassment (WPH) has historically been
underestimated and only recently has begun to receive appropriate
attention, representing a threat in several working environments (7).

Due to the nature of healthcare settings, which require
continuous interpersonal interaction, rapid decision-making, as
well as emotional payloads, healthcare workers (HCWs) face
elevated risk of workplace violence, with increasing frequency over
time (8). Emergency and intensive care units are particularly prone
to such episodes. Communication difficulties, emotional distress of
patients, and clinician fatigue can exacerbate tensions, increasing
the risk for encountering either violence or harassment situations
(9). Notably, a surge in violence was observed during the
COVID-19 pandemic, with more than half of HCWs reporting
exposure to workplace violence episodes (10). Despite widespread
attention to pandemic-related burdens, the psychological and
organizational consequences of such violence, especially the
harassment, remain underappreciated and warrant further
investigation (11).

Globally, workplace violence in healthcare is widespread, with
Asia and Latin America showing the highest rates of reported
incidents. Gender-based disparities are significant: women,
particularly in these regions, are disproportionately affected (12, 13).
Evidence from other regions, such as New Zealand, also confirms the
high prevalence of workplace bullying in healthcare settings, including
pharmacy, where underreporting and psychological impacts are
common (14). In Italy, between 2020 and 2022, approximately 6,000
cases of workplace violence were reported in the healthcare sector,
accounting for 41% of all episodes in the services and industrial
sectors during the same period (15). Recent data confirm that
workplace violence is particularly prevalent in psychiatric and
emergency departments and predominantly affects nurses and
physicians (16). In Italy, 12-93% of HCWs reported verbal aggression
and threats, while 28-50% reported physical violence (17).
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In this context, individual psychological characteristics, such as
personality traits and coping strategies, have emerged as critical
factors in understanding both vulnerability to and the psychological
impact of WPH (18). The relationship between harassment and
personality traits have been investigated by a number of studies,
although the results are often controversial (19). While some findings
demonstrated that certain personality dimensions may influence how
individuals perceive, react to, and cope with hostile work
environments, other ones show that personality traits are not different
between harassed and not harassed (20, 21). Theoretical models of
harassment showed a relationship between neuroticism and
harassment (22). In details, subjects with high levels of neuroticism
are more likely to experience elevated stress responses and interpret
ambiguous situations as threatening, making them more susceptible
to emotional strain and potentially increasing the likelihood of
(23).
conscientiousness and agreeableness have been associated with more

perceiving  harassment Conversely, traits such as
constructive interpersonal interactions and may act as protective
factors against some of the adverse effects of workplace conflict and
aggression (24).

In parallel, coping strategies, defined as cognitive and behavioral
efforts to manage psychological stress, play a crucial role in moderating
the effects of WPH (25). Adaptive strategies, such as seeking social
support, problem-solving, and positive reframing, can help mitigate
the psychological burden of harassment and foster resilience (26). In
contrast, maladaptive strategies, including denial, disengagement, and
substance use, are often linked to worse outcomes, such as heightened
anxiety, burnout, and decreased work ability (27, 28).

Gender may further influence both personality expression and
coping styles, potentially shaping differential exposure to WPH and
its consequences (29). In particular, women have been shown to
report higher levels of neuroticism and to employ more emotion-
focused coping strategies, such as seeking social support or
rumination, which may heighten psychological vulnerability in high-
stress environments (22). Men, on the other hand, are more likely to
adopt problem-focused or avoidant coping mechanisms, which could
either buffer or exacerbate the impact of harassment depending on
context (30). These gendered patterns not only affect how harassment
is experienced and managed, but may also influence reporting
behaviors and perceived legitimacy of psychological distress in
workplace settings (31). Despite their importance, the interplay
between individual traits, coping behaviors, and WPH remains
insufficiently explored in healthcare settings, particularly within the
Italian context.

Beyond individual psychological responses, workplace violence
has been associated with a wide range of organizational and functional
impairments, including reduced work ability, which is a
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multidimensional construct that incorporates workers’ physical and
mental health, professional competence, and the capacity to meet job
demands safely and effectively (32). While existing literature has
linked reduced work ability to chronic stress, burnout, comorbid
health conditions, and demanding shift patterns, the role of WPH as
a determinant of work ability remains insufficiently addressed.
Investigating this association is critical, given the implications for
workforce sustainability and patient care quality (33). Notably,
personality traits and coping strategies may act as mediating or
moderating factors in the relationship between WPH and work ability,
potentially amplifying or mitigating its negative effects (34).
Understanding how these psychological and organizational
dimensions intersect with harassment exposure may provide a more
comprehensive  model of risk and resilience  within
healthcare environments.

Based on this background, the primary aim of this study is to
investigate the prevalence and characteristics of psychological
harassment in a university hospital in Southern Italy, with particular
attention to gender differences. Furthermore, the study aims to
examine how personality traits and coping strategies may influence
both exposure to harassment and the behavioral response to it. Lastly,
this research explores the relationship between WPH and work ability,
to better understand the functional consequences of such
perpetrations in healthcare settings. The finding may help to develop
innovative risk assessment frameworks and support the design of
targeted environmental and organizational interventions for the

effective prevention of workplace harassment.

2 Methods
2.1 Study design and population

A self-administered electronic survey was used as for harassment,
work and neurobehavioral assessment among healthcare personnel.
Data were collected from September 1 2024 to January 31 2025,
involving both medical and non-medical staff employed at a University
Hospital in Southern Italy. Inclusion criteria were: (1) current
employment at the hospital during the survey period, (2) age >
18 years, and (3) provision of informed consent. Survey responses that
were incomplete or did not meet any of the inclusion criteria were
excluded from further analysis. Survey invitations were disseminated
via institutional email, the hospital’s official website, and affiliated
social media platforms. Participation was anonymous and voluntary.
Informed consent and study details were provided at the beginning of
the survey. A total of 437 healthcare workers were approached, and
415 participants (95%) met the inclusion criteria, comprising 138 men
(33.3%) and 277 women (66.7%).

2.2 Assessment tools

2.2.1 Workplace harassment in health service
questionnaire (WHHSQ)

Workplace harassment (WPH) was assessed using a shortened and
adapted version of the WHO’s Workplace Violence in Health Services
Sector Questionnaire, translated into Italian by the Nursing Up Union
(35, 36). This adapted version specifically focuses on psychological
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forms of violence rather than workplace violence in general. It includes
six sections: sociodemographic data, workplace characteristics and
experience, verbal aggression, bullying/mobbing, sexual harassment,
and racially motivated harassment. The questionnaire collects detailed
information on age, gender, job role, years of work experience, work
environment, shift patterns, and health status. Each type of harassment
is rated on a Likert scale measuring frequency (from “never” to “very
often”) and psychological impact. Higher scores reflect greater exposure
and psychological burden. Total scores were used to categorize exposure
levels and facilitate comparisons across professional roles, departments,
and demographic subgroups. Data were also stratified by gender to
examine disparities in the prevalence and severity of harassment.

2.2.2 Mini-IPIP questionnaire

Personality traits were measured using the 20-item Mini-IPIP, a
validated abbreviated instrument assessing the Big Five personality
dimensions, according to Goldberg (37). In detail, these are Openness
(creativity and openness to new experiences), Conscientiousness
(organization and dependability), Extraversion (sociability and
assertiveness), Agreeableness (compassion and cooperativeness), and
Neuroticism (emotional instability and tendency toward negative
emotions) (38). Each dimension was evaluated through four items
rated on a 5-point Likert scale ranging from 1 (Strongly Disagree) to
5 (Strongly Agree), resulting in subscale scores that ranged from 4 to
20. Scores were further categorized into five interpretive levels: Very
Low (4-7), Low (8-10), Moderate (11-13), High (14-16), and Very
High (17-20), allowing for the classification of individual personality
profiles (39). To investigate potential associations between personality
and workplace dynamics, data were further stratified by gender and
by exposure to workplace harassment (yes/no).

2.2.3 Brief-COPE questionnaire

Coping strategies were measured using the Brief-COPE, a
validated 28-item self-report instrument assessing responses to stress
across 14 specific strategies: i.e., emotional support, instrumental
support, venting, religion, active coping, planning, disengagement,
self-blame, self-distraction, denial, substance use, positive reframing,
acceptance, and humor. Each item is rated on a 4-point Likert scale
(I =“Notatall” to 4 = “Very often”) (40). For analysis, strategies were
grouped into four higher-order dimensions based on theoretical
models: Seeking Social Support (8 items, 4 strategies, i.e., emotional
support, instrumental support, venting, and religion, score range
8-32), Problem-Solving (4 items, 2 strategies, i.e., active coping and
planning, range 4-16), Positive Thinking (6 items, 3 strategies, i.e.,
positive reframing, acceptance, and humor, range 6-24) and
Avoidance (10 items, 5 strategies, i.e., disengagement, self-blame, self-
distraction, denial, and substance use, range 10-40) (41). Dimension
scores were obtained by summing the respective items and
dichotomized into “good” or “bad” coping based on a 62.5% cut-oft of
the maximum score. Higher scores in Seeking Social Support (>20),
Problem-Solving (>10), and Positive Thinking (>15) indicated good
coping, while higher Avoidance scores (>25) reflected maladaptive
coping. Coping patterns were further stratified by gender and
exposure to workplace harassment (yes/no).

2.2.4 Work ability index (WAI)
The Work Ability Index (WAI) was used to assess capacity to
perform work, integrating physical, psychological, and occupational
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health dimensions. It evaluates seven key aspects: current work ability
compared to the individual’s lifetime best, work ability in relation to
job demands, the number of diagnosed conditions, extent to which
these conditions limit work performance, amount of sick leave taken
over the past 12 months, personal prognosis of work ability over the
next 2 years, and mental resources, including emotional resilience and
stress management (42). The total WAI score is obtained by summing
the scores across all seven components, yielding a value between 7 and
49. Based on this score, work ability is classified into four categories:
poor (7-27), moderate (28-36), good (37-43), and excellent (44-49)
(43). To further examine potential differences in work ability, the data
were stratified by gender and by reported exposure to workplace
harassment (yes/no).

2.2.5 Statistical analyses

All statistical analyses were performed using GraphPad Prism
version 9.0 for Windows (GraphPad Software, La Jolla, CA, USA).
Descriptive statistics were reported as means + standard deviations
(SD) for continuous variables, where appropriate. The Shapiro-Wilk
test was used to assess the normality of data distribution. Depending
on the distribution, comparisons between two groups were conducted
using either Student’s t-test for normally distributed data or the Mann-
Whitney U test for non-parametric data. For comparisons involving
three or more groups, one-way ANOVA or Friedman’s test was
applied, as appropriate. Categorical variables were analyzed using
Chi-square ()?) tests. To investigate differences in exposure to
workplace harassment, analyses were stratified by gender. In addition,
work ability, personality traits, and coping strategies were examined
by stratifying data according to both gender and reported exposure to
workplace harassment (yes/no). Correlations between questionnaire
variables were assessed using Spearman’s rank correlation coefficients.
Specifically, personality traits (Neuroticism, Extraversion, Openness,
Agreeableness, Conscientiousness), coping strategies (Problem-
Solving, Seeking Social Support, Positive Thinking, Avoidance), and
work ability index dimensions were analyzed. To evaluate the
relationships between distance matrices, the Mantel test was further
employed. Corresponding correlograms were generated using ChiPlot
(44) (last accessed 03 June 2025). Statistical significance was set at
P <0.05. Results were further annotated according to conventional
thresholds: p<0.05 (*), p<0.0l (**), p<0.001 (***), and
P <0.0001 (****).

2.2.6 Ethics statement

The study was conducted in accordance with the Declaration of
Helsinki and approved by the Ethics Committee of the “G. Martino”
University Hospital in Messina no. 0005156/2024.

3 Results

3.1 Sociodemographic data, job features
and harassment questionnaire results
highlight gender differences

The sample comprised 415 workers, including 138 men (33.3%)
and 277 women (66.7%), with an effective participation rate of 94.97%
among those who accessed the survey. Table 1 details the study
population. Men were mainly aged 30-49 (55.8%, n = 77), while
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women predominated in the 19-29 (33.2% vs. 28.3%) and
50-60 + (26.0% vs. 15.9%) groups. Educational level differed by
gender (p =0.021), with more men holding postgraduate degrees
(34.1% vs. 22.7%). More men reported no children (73.9% vs. 59.2%),
and women more often had two children (18.8% vs. 8.0%) (p = 0.009).
No significant gender differences appeared for psychological disorders
(p = 0.853) or psychiatric diagnoses (p = 0.093).

Notably, 35.7% of women (1 = 99) reported lifetime experiences
of workplace harassment, compared to 23.9% of men (n = 33); this
difference was statistically significant (p = 0.020), indicating a higher
prevalence among women. Considering only workers who answered
to all below-reported questionnaires (n = 125), reports of workplace
harassment within the past 12 months mirrored lifetime trends, with
a significantly higher prevalence among women (36.2%, n=94)
compared to men (23.3%, n = 31); y* = 6.69, p = 0.010. Although more
women reported having been involved in a violent intimate partner
relationship compared to men (22.4%, n = 62 vs. 13.0%, n = 18), this
difference was not statistically significant (y* = 6.886, p = 0.075).
Conversely, a significant gender difference was observed in
experiences of parental violence (y* = 6.827, p = 0.033), with more
women (14.4%, n=40) than men (9.4%, n=13) reporting
such experiences.

Table 2 summarizes job-related characteristics from the
WHHSQ. Most participants were Italian, with no significant gender
difference (men: 93.5%, n = 129; women: 94.9%, n = 263; p = 0.310).
Men were mainly physicians (67.4%, n = 93), whereas women were
more frequently nurses (32.1%, n=289 vs. 18.8%, n=26), and
midwives were reported only among women (1.8%, n = 5). Men more
often held resident roles (55.8%, n = 77) or senior manager positions
(13.8%, n = 19), while women were more commonly hospital staff
(26.8%, n = 74). Regarding work experience, a higher percentage of
men reported 1-5 years of seniority (41.3%, n = 57 vs. 28.9%, n = 80),
while more women had over 20 years of experience (20.9%, n = 58 vs.
13.8%, n = 19). Additional details on employment status, shift work,
and workplace settings are available in Table 2.

Table 3 presents perceptions and experiences related to workplace
harassment. Overall, more than half of employees reported being “not
at all worried” about harassment (53.0%, n = 220), with 60.9% of men
(n=284) and 49.1% of women (n =136) expressing no concern.
Women were significantly more concerned about the lack of reporting
procedures than men, with fewer women (27.8%, n = 77) than men
(44.2%, n = 61) reporting their presence (p = 0.0012). When asked
whether they felt encouraged to report harassment, the majority of
respondents (63.4%, n = 263) answered negatively, with no statistically
significant gender difference (p = 0.2799).

Table 4 summarizes experiences and perceptions related to verbal
abuse in the workplace. Over the past year, 30.4% of participants
(n = 126) reported being victims of verbal abuse, with men reporting
higher rates than women (35.5%, n = 49 vs. 27.8%, n = 77). Among
those affected, 9.4% (n = 39) experienced frequent abuse, while 18.1%
(n =75) reported occasional episodes. The majority of respondents
(67.7%, n=281) reported no incidents. Supervisors were most
frequently identified as perpetrators (12.8%, #n = 53), followed by
patients’ family members (6.7%, n = 28), patients themselves (4.6%,
n=19), and colleagues (3.4%, n = 14). Verbal abuse was primarily
reported within the healthcare facility (27.5%, n = 114), and only one
incident (0.2%) occurred outside the workplace. Regarding
perceptions, 27.0% (n = 112) considered verbal abuse a common issue
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TABLE 1 Socio-demographic characteristics and perception of violence.

Feature Females
n (%)
Sample 415 (100) 138 (33.3) 277 (66.7) nd nd
Age (years) 9.352 0.009
19t0 29 131 (31.6) 39 (28.3) 92(33.2)
30 to 49 190 (45.8) 77 (55.8) 113 (40.8)
50 to 60+ 94 (22.7) 22 (15.9) 72 (26.0)
Education 9.645 0.021
Middle school 2(0.5) 1(0.7) 1(0.4)
High School 64 (15.4) 13 (9.4) 51 (18.4)
Graduate 239 (57.6) 77 (55.8) 162 (58.5)
Postgraduate 110 (26.5) 47 (34.1) 63 (22.7)
Marital Status 5.507 0.138
Single 224 (54.0) 82 (59.4) 142 (51.3)
Partner 169 (40.7) 53 (38.4) 116 (41.9)
Separated 19 (4.6) 3(2.2) 16 (5.8)
Widower 3(0.7) 0(0.0) 3(1.1)
Children 13.474 0.009
0 266 (64.1) 102 (73.9) 164 (59.2)
1 56 (13.5) 17 (12.3) 39 (14.1)
2 63 (15.2) 11 (8.0) 52 (18.8)
3 20 (4.8) 4(2.9) 16 (5.8)
>3 3(0.7) 2(1.4) 1(0.4)
Pregnant (her/partner) 7 (1.7) 2(1.4) 5(1.8)
Miscarriages nd nd
Never 351 (84.6) n.d. 240 (86.6)
Spontaneous miscarriage 27 (6.5) n.d. 27(9.7)
Induced miscarriage 7 (1.7) n.d. 7(2.5)
Not declared 30(7.2) n.d. 3(1.1)
Psychological disorder 0.034 0.853
Yes 59 (14.2) 19 (13.8) 40 (14.4)
No 356 (85.8) 119 (86.2) 237 (85.6)
Psychological or psychiatric diagnosis 2.805 0.093
Yes 38(9.2) 8 (5.8) 30 (10.8)
No 377 (90.8) 130 (94.2) 247 (89.2)
Victim of harassment 5.428 0.020
Yes 132 (31.8) 33(23.9) 99 (35.7)
No 279 (67.2) 102 (73.9) 177 (63.9)
Not declared 4(1.0) 3(2.2) 1(0.4)
Been in a violent relationship 6.886 0.075
Yes 80 (19.3) 18 (13.0) 62 (22.4)
More than once 2(0.5) 1(0.7) 1(0.4)
No 317 (76.4) 111 (80.4) 206 (74.4)
Not declared 16 (3.9) 8(5.8) 8(2.9)
Victim of parental violence 6.827 0.033
Yes 53 (12.8) 13 (9.4) 40 (14.4)
No 345 (83.1) 115 (83.3) 230 (83.0)
Not declared 17 (4.1) 10 (7.2) 7(2.5)

n.d., not determined.

Frontiers in Public Health 05 frontiersin.org


https://doi.org/10.3389/fpubh.2025.1641654
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Vivarelli et al. 10.3389/fpubh.2025.1641654

TABLE 2 Work experience and job features. TABLE 2 (Continued)
Query and answers Total Males  Females Query and answers Total Males  Females
N % N % N % N % N % %

Did you move from another country to the place where you are currently working? full-time 269 | 84.1 116 | 84.1 @ 233 841
NA 5 1.2 1 0.7 4 1.4 part-time 132 5.8 10 7.2 14 5.1
Yes 18 4.3 8 5.8 10 3.6 temporary. casual 1 5.3 9 6.5 13 4.7
No 392 0 945 129 | 935 263 | 949 Do you work in night shifts?

If yes. When did you move? NA 13 3.1 1 0.7 12 43
NA 399 96.1 131 949 | 268 96.8 Yes 270 65.1 92 66.7 | 178 64.3
11 months ago or less 1 0.2 1 0.7 0 0 No 132 | 318 | 45 326 @ 87 | 314
1-5 years ago 10 2.4 3 22 7 2.5 Where do you spend most of your time (more than 50%) in your main job?

6 years ago or more 5 12 3 2.2 2 0.7 NA 20 4.8 1 0.7 19 6.9

Which category best describes your present professional group? ambulatory 79 19 35 254 44 15.9
NA 7 1.7 1 0.7 6 22 general medicine 41 9.9 22 159 | 19 6.9
physician 224 54 93 674 | 131 | 473 general surgery 30 7.2 10 7.2 20 7.2
nurse 115 27.7 26 18.8 89 321 psychiatric 16 39 9 6.5 7 25
midwife 5 1.2 0 0 5 1.8 emergency 14 3.4 6 4.3 8 2.9
pharmacist 1 0.2 0 0 1 0.4 operating room 1 0.2 0 0 1 0.4
ambulance 0 0 0 0 0 0 intensive care 32 7.7 9 6.5 23 83
auxiliary. ancillary 7 1.7 3 22 4 1.4 management 35 84 9 6.5 26 9.4
administration. clerical 6 1.4 3 22 3 1.1 specialized unit (es. pediatrics. 21 5.1 6 4.3 15 54
professions allied to medicine 31 7.5 9 65 22 | 79 orthopedics. radiology)

(therapists. radiographers. technical services (laboratory. 117 | 282 30 217 | 87 314
assistants) sterilization)

technical staff (laboratory. 3 0.7 0 0 3 1.1 support services (kitchen. 9 22 1 0.7 8 2.9
sterilization) maintenance)

support staff (kitchen. 2 0.5 1 0.7 1 0.4 The number of staff present in the same work setting with you during most (more
maintenance. security) than 50%) of your work time is:

other 14 3.4 2 1.4 12 4.3 NA 15 3.6 2 1.4 13 4.7

Which category best describes your present position? none 12 2.9 6 4.3 6 22
NA 12 29 2 1.4 10 3.6 1-5 180 434 65 47.1 115 41.5
senior manager 43 10.4 19 13.8 24 8.7 6-10 114 27.5 38 27.5 76 274
staff 95 22.9 21 15.2 74 26.8 11-15 52 12,5 14 10.1 38 13.7
resident 194 46.9 77 55.8 117 | 424 over 15 42 10.1 13 9.4 29 10.5
independent 5 1.2 2 1.4 3 1.1 NA, Not answering.
line manager 3 0.7 0 0 3 11
other 2 | 15 7 | 123 | a5 | 163 in their workplace. Emotional consequences included heightened

vigilance (3.6%, n = 15), disturbing memories (1.9%, # = 8), extreme

How many years of work experience in the health sector do you presently have? avoidance (1.2%, n = 5), and Signiﬁcant fatigue (4.3%, n=18). A
NA 15136 | 1 |07 14 51 quarter of the participants (25.1%, n = 104) believed the incident
under 1 year 74 | 178 | 26 | 188 @ 48 | 17.3 could have been avoided. Institutional responses were reported as
15 137 | 3 57 | 413 | 80 | 289 limited: 24.3% (n = 101) said no investigation followed the event, only
10 2 | 125 | 18 | 13 | 34 | 123 1% (n = 4) were offered the chance to discuss or report it, and just

0.5% (n = 2) received any additional support. Overall satisfaction with

1-15 7 |6 w072 17 6l how incidents were managed was low, with 16.1% (n = 67) being “very
16-20 33 8 7 51 | 26 94 dissatisfied” and only 1.4% (n = 6) “very satisfied”

over 20 years 77 | 186 @ 19 138 | 58 | 209 Table 5 summarizes workplace experiences of bullying and

T your main job. do you work: mobbing. In the past year, 17.1% of employees (n = 71) reported being

victims, including 15.2% of men (n=21) and 18.1% of women

NA ‘ 13 ‘ 48 ‘ 3 ‘ 22 ‘ 7 ‘ 61 (n = 50), while 80.7% (1 = 335) reported no such incidents. Among

(Continued)  those affected, 5.3% (n = 22) experienced it frequently, 10.4% (n = 43)
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TABLE 3 Perception of harassment and work policies.

Total
N % N % N %

Males Females

Query and

answers

How worried are 8.3398 0.7989
you about
harassment in
your current

workplace?

NA 17 4.1 4 2.9 13 4.7

not worried at 220 53 84 60.9 136 49.1
all

mildly 70 16.9 20 14.5 50 18.1

worried

moderately 49 11.8 9 6.5 40 144

worried

very worried 28 6.7 9 6.5 19 6.9

extremely 31 7.5 12 8.7 19 6.9

worried

Are there 10.5343 0.00117
procedures for
the reporting of
harassment in

your workplace?

NA 20 4.8 5 3.6 15 5.4

Yes 138 333 61 44.2 77 27.8

No 257 61.9 72 522 185 66.8

Is there 1.1678 0.2798
encouragement
to report
workplace

harassment?

NA 11 2.7 3 2.2 8 2.9

Yes 141 34 52 37.7 89 32.1

No 263 63.4 83 60.1 180 65

NA, Not answering.

occasionally, and 1.4% (n =6) only once. Supervisors were most
commonly identified as perpetrators (9.9%, n = 41), followed by
colleagues (5.8%, n = 24). Isolated cases involved patients or relatives
(0.5% each, n=2). Around 15.9% (n =66) considered bullying/
mobbing a common issue in their workplace, with little gender
variation. Most episodes occurred within the healthcare setting
(15.9%, n = 66), and only 0.7% (n = 3) occurred outside. Emotional
impact was present but limited: 3.1% (n = 13) reported disturbing
memories, 1.9% (1 = 8) avoidance, 4.6% (1 = 19) heightened vigilance,
and 3.6% (n=15) fatigue with daily tasks. Most (14.9%, n = 62)
believed the event could have been avoided. Institutional responses
were often lacking, with 15.4% (n=64) confirming that no
investigation followed, and 4.8% (n = 20) reported no psychological
support (5.8% women vs. 2.9% men). Only 1.0% (n = 4) were “very
satisfied” with how the incident was managed, compared to 11.8%
(n = 49) who were “very dissatisfied”

Supplementary Table S1 summarizes experiences of sexual
harassment in the workplace. Over the past 12 months, 2.2% of
participants (n=9) reported being victims of sexual harassment.
Among men, 3.6% (n = 5) reported harassment, compared to 1.4%
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TABLE 4 Verbal abuse in the workplace.

Total
N N % N %

Males Females

Query and

answers

In the last 12 months, have you been verbally abused in your workplace?

NA 8 1.9 1 0.7 7 2.5
Yes 126 30.4 49 35.5 77 27.8
No 281 67.7 88 63.8 193 69.7

How often have you been verbally abused in the last 12 months?

NA 291 70.1 91 65.9 200 72.2
all the time 39 9.4 13 9.4 26 9.4
sometimes 75 18.1 29 21.0 46 16.6
once 10 2.4 5 3.6 5 1.8

The last time, who verbally abused you?

NA 291 70.1 91 65.9 200 72.2
patient/client 19 4.6 3 2.2 16 5.8
relatives of patient/ 28 6.7 12 8.7 16 5.8
client

staff member 14 3.4 6 43 8 2.9
management/ 53 12.8 19 13.8 34 12.3
supervisor

external colleague/ 4 1.0 3 22 1 0.4
worker

general public 0 0.0 0 0.0 0 0.0
other 6 1.4 4 2.9 2 0.7

Do you consider this to be a typical incident of verbal abuse in your workplace?

NA 292 70.4 91 65.9 201 72.6
Yes 112 27.0 42 30.4 70 253
No 11 2.7 5 3.6 6 2.2

Where did the verbal abuse take place?

NA 291 70.1 91 65.9 200 72.2

inside health institution 114 27.5 44 31.9 70 25.3

or facility
at patient’s/client’s home 0 0.0 0 0.0 0 0.0
outside (on way to 1 0.2 0 0.0 1 0.4

work/health visit/home)

other 9 2.2 3 2.2 6 2.2

Since you were abused, how bothered have you been by:

QI: Repeated, disturbing memories, thoughts, or images of the abuse?

NA 293 70.6 92 66.7 201 72.6
not at all 32 7.7 14 10.1 18 6.5
a little bit 35 8.4 16 11.6 19 6.9
moderately 23 5.5 7 5.1 16 5.8
quite a bit 24 5.8 7 5.1 17 6.1
extremely 8 1.9 2 1.4 6 22

Q2: Avoiding thinking about or talking about the abuse or avoiding having feelings

related to it?

NA ‘ 295 ‘ 71.1 ‘ 92 ‘ 66.7 ‘ 203 ‘ 73.3

(Continued)
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TABLE 4 (Continued)

10.3389/fpubh.2025.1641654

TABLE 4 (Continued)

Query and Total Males Females Query and Females
answers N % % N % answers %
not at all 40 9.6 17 123 23 83 very dissatisfied 67 16.1 25 18.1 42 15.2
a little bit 38 9.2 16 11.6 22 7.9 dissatisfied 25 6.0 7 5.1 18 6.5
moderately 23 5.5 8 5.8 15 5.4 average 16 39 10 7.2 6 22
quite a bit 14 3.4 3 2.2 11 4.0 satisfied 6 1.4 2 14 4 1.4
extremely 5 1.2 2 1.4 3 1.1 very satisfied 6 1.4 1 0.7 5 1.8

Q3: Being super-alert or watchful and on guard?

NA 294 70.8 92 66.7 202 72.9
not at all 15 3.6 10 7.2 5 1.8
alittle bit 26 6.3 15 10.9 11 4.0
moderately 34 8.2 12 8.7 22 7.9
quite a bit 28 6.7 3 22 25 9.0
extremely 18 4.3 6 4.3 12 4.3

Q4: Feeling like everything you did was an effort?

NA 295 71.1 92 66.7 203 73.3
not at all 31 7.5 16 11.6 15 5.4
little bit 21 5.1 7 5.1 14 5.1
moderately 21 5.1 11 8.0 10 3.6
quite a bit 29 7.0 7 5.1 22 7.9
extremely 18 43 5 3.6 13 4.7

Do you think the incident could have been prevented?

NA 293 70.6 92 66.7 201 72.6
Yes 104 25.1 37 26.8 67 24.2
No 18 4.3 9 6.5 9 3.2

Was any action taken to investigate the causes of the verbal abuse?

NA 293 70.6 91 65.9 202 72.9
Yes 8 1.9 2 14 6 2.2
No 101 24.3 40 29.0 61 22.0
Do not know 13 3.1 5 3.6 8 2.9

Did your employer or supervisor offer to provide you with counseling

NA 378 91.1 124 89.9 254 91.7
Yes 0 0.0 0 0.0 0 0.0
No 37 8.9 14 10.1 23 8.3

Did your employer or supervisor offer to provide you with opportunity to speak

about/report it

NA 377 90.8 124 89.9 253 91.3
Yes 4 1.0 1 0.7 3 1.1
No 34 8.2 13 9.4 21 7.6

Did your employer or supervisor offer to provide you with other support

NA 378 91.1 124 89.9 254 91.7
Yes 2 0.5 0 0.0 2 0.7
No 35 8.4 14 10.1 21 7.6

How satisfied are you with the manner in which the incident was handled?

NA ‘ 295 71.1 ‘ 93 67.4 ‘ 202 ‘ 72.9

(Continued)
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NA, Not answering.

(n =4) of women. Most respondents who experienced harassment
indicated it occurred only once (1.4%, n = 6), with very few reporting
frequent incidents. Patients and supervisors were the most commonly
identified perpetrators (0.7%, n = 3 each), followed by staff members
(0.5%, n = 2). The majority of harassment took place within healthcare
institutions (1.7%, n = 7). Regarding psychological impact, 0.7% of
men (n = 1) reported being extremely disturbed by memories of the
incident, while no women reported similar distress. Avoidance of
thoughts or discussions about the harassment was more frequent
among men (1.4%, n=2) than women (0.7%, n=1), as was
heightened vigilance (men 1.4%, n = 2; women 0.4%, n = 1). Most
respondents expressed dissatisfaction with how their employer or
supervisors managed the incident, including the actions taken
afterward, the availability of counseling, opportunities to report or
discuss the event, and the support offered. Overall, dissatisfaction with
the handling of the incident was notably high.

Racial harassment was rare in the sample, with only one male
employee reporting an incident in the past year. This incident occurred
frequently, was attributed to a supervisor, and took place within the
healthcare facility. The respondent perceived this behavior as a
common issue in the workplace. Psychological distress was minimal,
though the incident was considered preventable. No investigation was
conducted, and satisfaction with how the incident was managed was
very low (Supplementary Table S2).

Overall, the WHHSQ outcomes reveal a complex overlap of
different forms of WPH. A total of 145 healthcare workers (35%)
reported experiencing workplace harassment in the past 12 months,
with verbal abuse and bullying/mobbing as the most frequently
co-occurring forms (56 responders, 14%, Figure 1A). Responses to
harassment varied by type of abuse. Among 124 workers who
experienced verbal abuse, 224 responses were recorded. The most
common reaction was informing a colleague (20.1%), followed by
reporting to a senior colleague (15.6%) and confiding in friends or
family (13.8%). A total of 10.7% took no action, while 14.3% ignored
the incident. Formal responses were rare: 2.2% sought union support,
0.9% filed a formal complaint, and 1.3% took legal action.

Generally, healthcare workers tended to adopt informal strategies
such as peer support or ignoring the incident, rather than formal
reporting. In cases of bullying or mobbing, 71 workers provided 117
responses. Informing a colleague was again the most frequent action
(22.2%), followed by ignoring the incident (18.8%) and taking no action
(14.5%). Reporting to supervisors occurred less often (9.4%), and 2.6%
sought union help. Filing reports or legal action were each reported by
only 0.9%. Regarding sexual harassment, 9 workers provided 14
responses. The most common reactions were informing a colleague
(28.6%) and confiding in friends or family (21.4%). Similarly, 21.4%
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TABLE 5 Bullying or mobbing in the workplace. TABLE 5 (Continued)
Query and Total Males Females Query and Total Males Females
answers answers
N % N % N % N % % %
In the last 12 months, have you been bullied/mobbed in your workplace? a little bit 24 5.8 8 5.8 16 5.8
NA 9 2.2 3 2.2 6 2.2 moderately 9 2.2 2 1.4 7 2.5
Yes 71 17.1 21 15.2 50 18.1 quite a bit 12 29 4 29 8 2.9
No 335 80.7 114 82.6 221 79.8 extremely 8 1.9 3 22 5 1.8
How often have you been bullied/mobbed in the last 12 months? Q3: Being super-alert or watchful and on guard?
NA 344 82.9 117 84.8 227 81.9 NA 347 83.6 118 85.5 229 82.7
all the time 22 5.3 6 4.3 16 5.8 not at all 7 17 3 22 4 14
sometimes 43 10.4 13 9.4 30 10.8 a little bit 12 29 4 29 8 29
once 6 14 2 14 4 14 moderately 20 48 4 29 16 5.8
The last time, who bullied/mobbed you? quite a bit 10 24 ) 1.4 3 29
NA 344 82.9 117 84.8 227 81.9 extremely 19 46 7 51 12 43
patient/client 2 05 ! 07 ! 04 Q4: Feeling like everything you did was an effort?
relatives of patient/client 2 0.5 0 0.0 2 0.7 NA . 434 17 g4 229 827
staff member 24 5.8 10 7.2 14 5.1 catall ; L7 5 22 4 L4
not at a . . .
management/supervisor 41 9.9 10 7.2 31 11.2 little bit 8 19 3 - 5 18
alittle bif . . .
external colleague/ 0 0.0 0 0.0 0 0.0
moderately 22 5.3 4 29 18 6.5
worker
quite a bit 17 4.1 5 3.6 12 4.3
general public 0 0.0 0 0.0 0 0.0
extremely 15 3.6 6 43 9 32
other 2 0.5 0 0.0 2 0.7

Do you think the incident could have been prevented?

Do you consider this to be a typical incident of bullying/mobbing in your

workplace? NA 346 83.4 118 85.5 228 82.3
NA 345 831 | 118 | 855 | 227 | 819 Yes 62 149 18 13.0 44 159
Yes 66 | 159 19 13.8 47 17.0 No 7 17 2 14 5 1.8
No 4 1.0 1 0.7 3 1.1 Was any action taken to investigate the causes of the bullying/mobbing?

Where did the bullying/mobbing take place? NA 345 83.1 117 84.8 228 82.3
NA 344 82.9 117 84.8 227 81.9 Yes 3 0.7 2 1.4 1 0.4
inside health institution 66 159 19 13.8 47 17.0 No 64 15.4 19 13.8 45 16.2
or facility Do not know 3 07 0 00 | 3 11
at patient’s/clients home 0 0.0 0 00 0 00 Did your employer or supervisor offer to provide you with counseling
outside (on way to work/ 3 0.7 2 1.4 1 0.4 NA 395 95.2 134 971 261 942
health visit/home)

Yes 0 0.0 0 0.0 0 0.0

other 2 0.5 0 0.0 2 0.7

No 20 4.8 4 2.9 16 5.8

Since you were abused, how bothered have you been by:

QU: Repeated, disturbing memories, thoughts, or images of the abuse? Did your employer or supervisor offer to provide you with opportunity to speak

about/report it

NA 346 83.4 117 84.8 229 82.7
NA 394 94.9 134 97.1 260 93.9
not at all 8 1.9 2 1.4 6 2.2
Yes 2 0.5 0 0.0 2 0.7
a little bit 19 4.6 5 3.6 14 5.1
No 19 4.6 4 29 15 5.4
moderately 17 4.1 7 5.1 10 3.6
Did your employer or supervisor offer to provide you with other support
quite a bit 12 29 3 22 9 32 Y ploy P P Y PP
NA 395 95.2 134 97.1 261 94.2
extremely 13 3.1 4 2.9 9 32
Ye 2 0.5 0 0.0 2 0.7
Q2: Avoiding thinking about or talking about the abuse or avoiding having feelings .
related to it? No 18 4.3 4 2.9 14 5.1
NA 347 83.6 117 84.8 230 83.0 How satisfied are you with the manner in which the incident was handled?
not at all 15 3.6 4 2.9 11 4.0 NA 347 83.6 ‘ 118 ‘ 85.5 ‘ 229 ‘ 82.7

(Continued) (Continued)
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TABLE 5 (Continued)

Query and Males Females

answers N % N %
very dissatisfied 49 11.8 14 10.1 35 12.6
dissatisfied 11 2.7 4 2.9 7 2.5
average 4 1.0 1 0.7 3 1.1
satisfied 0 0.0 0 0.0 0 0.0
very satisfied 4 1.0 1 0.7 3 1.1

NA, Not answering.

reported telling the perpetrator to stop, while 14.3% ignored or pretended
the incident did not occur. No formal actions (such as reporting to
supervisors or legal proceedings) were reported. For racial harassment,
one worker provided four responses: confronting the perpetrator (25%),
informing a colleague (25%), reassignment to a different role (25%), and
selecting “other” (25%). No formal actions were taken (Figure 1B).

Workers also reported on workplace measures to prevent
harassment and their perceived impact. Among 379 respondents, a
total of 617 measures were identified (Figure 1C). The most frequently
mentioned were security measures (e.g., guards, alarms, mobile
phones) at 19%, followed by restricted public access (13%) and
improvements to the work environment (9%). Other interventions
included patient-related measures such as aggression assessment (6%)
and preventive protocols (5%). Less common were staff increases
(3%), special equipment or protective clothing (3%), staft check-in
procedures (1%), and human resources development (2%). Notably,
26% reported no preventive measures in their workplace. When asked
about the impact of these measures on daily work, 378 workers
provided 406 responses (Figure 1D). Among them, 35% stated no
impact, while 28% did not know the effect. A total of 14% perceived
worsening conditions for staff, and 14% noted improvements. Impact
on patients was less frequently mentioned: 4% reported a negative
effect, and 6% a positive one. These findings suggest that although
some harassment prevention measures exist, their effectiveness and
impact remain unclear to many healthcare workers.

3.2 Mini-IPIP results demonstrate gender
and workplace harassment-related
differences in personality trait profiles

In the total sample, N varied slightly across measures (e.g.,
N =409 for some personality traits and N = 406 for others due to a few
missing responses). Mean scores on the five personality dimensions
indicated moderately high Extraversion (Mean = 13.9, SD = 3.0),
Agreeableness  (Mean=15.9, SD=2.4), Conscientiousness
(Mean = 14.7, SD = 2.8), and Openness to Experience (Mean = 13.4,
SD = 2.6), alongside moderate Neuroticism (Mean = 12.0, SD = 3.1).
When categorized into five predefined levels (Very Low, Low,
Moderate, High, Very High), the majority of participants fell within
the Moderate to High ranges across traits. Notably, over 80% of the
sample were classified as High or Very High in Agreeableness, and
nearly 70% in Conscientiousness. Neuroticism showed the largest
variability, with more than 30% of respondents categorized as Low or
Very Low, and only 5.6% classified as Very High. These distributions
are illustrated in Figure 2 and detailed in Supplementary Tables S3, 54.
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Gender-stratified analysis (Males: N =136; Females: N =273)
revealed significant differences in several traits. Females scored
significantly higher than males in Agreeableness (Mean = 16.26 vs. 15.29,
P <0.001) and Conscientiousness (Mean = 15.03 vs. 14.01, p < 0.001),
and significantly lower in Neuroticism (Mean=11.56 vs. 12.93,
P <0.001), while no significant differences emerged in Extraversion or
Openness. Chi-square analyses of categorical distributions indicated that
females were significantly more likely to be categorized as Very High in
Agreeableness (42.5% vs. 31.6%, x*=13.944, p=0.003) and
Conscientiousness (29.7% vs. 18.4%, * = 9.964, p = 0.041). In contrast,
males were overrepresented in the Moderate and High categories of
Neuroticism (70.6% vs. 59.3%, y* = 19.787, p < 0.001). No significant
gender differences were observed in the categorical distributions of
Extraversion or Openness (Figure 2; Supplementary Table S3).

When stratified by exposure to workplace harassment (Harassed:
N=130; Not Harassed: N=276), distinct patterns emerged.
Participants who reported harassment exhibited significantly lower
mean scores in Extraversion (Mean = 13.38 vs. 14.15, p = 0.005) and
higher scores in Neuroticism (Mean = 12.37 vs. 11.28, p < 0.001), with
no significant differences in Agreeableness, Conscientiousness, or
Openness at the continuous level. Categorical analyses partially
corroborated these results, indicating that harassed individuals were
more frequently classified as high in Openness (48.5% vs. 35.1%,
x*=15.915, p =0.0031) and as low in Neuroticism (30.8% vs. 18.5%,
x* =11.852, p=0.0185). However, no significant differences were
found in the categorical distributions of Extraversion, nor
Agreeableness, or Conscientiousness. These results are summarized
in Figure 2 and detailed in Supplementary Table S4.

3.3 Brief-COPE results demonstrate that
coping strategies differ by gender and
harassment experience

Analysis of Brief-COPE responses revealed distinct trends in
coping strategy use among healthcare workers (N = 401). Across the
overall sample, coping strategies were employed at moderate levels
across all four dimensions, according to established interpretive
thresholds. The mean score for Seeking Social Support was 17.20,
below the >20 threshold for good coping, with moderate use
observed across its subcomponents. Problem-Solving strategies were
more frequently utilized (M = 11.54), exceeding the >10 cut-off.
Positive Thinking scored slightly below the >15 threshold
(M = 14.11), indicating moderate engagement. Avoidance strategies
averaged 18.48, below the >25 threshold indicative of maladaptive
coping, with higher scores observed in self-blame and self-
distraction and lower scores in denial and substance use (see
Supplementary Table S5).

As also detailed in Supplementary Table S5, gender-stratified
analyses revealed specific patterns in coping strategy use. Females
demonstrated significantly greater engagement in Seeking Social
Support strategies compared to males. They reported higher levels of
emotional support (M =4.45 vs. 4.09, p =0.0086), instrumental
support (M = 4.72 vs. 4.30, p = 0.0017), venting (M = 4.54 vs. 4.14,
p =0.0043), and religious coping (M =4.09 vs. 3.49, p =0.0014),
resulting in a higher overall score in this dimension (M = 17.80 vs.
16.02, p < 0.00001). However, both groups’ mean scoring remained
below the >20 threshold indicative of good coping.
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A Bullying or Mobbing ——_Sexual Harassment

Racial Harassment

B security measures (19%)
M improve surroundings (9%)
I restrict public access (13%)
patient screening (6%)
patient protocols (5%)
restrict exchange of money at the workplace (2%)
M increase staff numbers (3%)
M special equipment or clothing (3%)
M check-in procedures for staff (1%)
change shifts (5%)
i reduced periods of working alone (3%)
M training (5%)
M investment in human resource development (2%)
B none of these (26%)

FIGURE 1

from 378 participants).

100+

% Answers

Reactions to workplace harassment. (A) Venn diagram illustrating the distribution of worker responses to different types of workplace harassment.

(B) Bar chart showing the percentage of individuals reporting various reactions to specific forms of harassment: verbal abuse (VA; 124 workers provided
224 responses), bullying or mobbing (BM; 71 workers provided 117 responses), sexual harassment (SH; 9 workers provided 14 responses), and racial
harassment (RH; 1 worker provided 4 responses). (C) Bar chart displaying the frequency of preventive measures reported by workers (n = 617 total
responses from 379 participants). (D) Bar chart summarizing workers' perceptions of the impact of these measures on daily work (n = 406 responses

M other

I completed a compensation claim

M pursued prosecution
completed incident/accident form

I sought counselling

I sought help from association
sought help from the union

M transferred to another position
reported it to a senior staff member
told a colleague

I told friends/family

M told the person to stop

" tried to pretend it never happened

took no action

|

T
RH

SH

M none (35%)

B work situation for staff worsened (14%)

% work situation for staff improved (14%)
situation for patients/clients worsened (4%)
situation for patients/clients improved (6%)
don’t know (28%)

No significant gender differences were found for the Problem-
Solving dimension (M = 11.42 vs. 11.60, p = 0.462), with both genders
exceeding the >10 threshold. Similarly, Positive Thinking mean scores
were comparable (M = 14.08 vs. 14.13, p = 0.880), though still below the
>15 cut-off. In the Avoidance dimension, no overall gender difference
was detected (M = 18.16 vs. 18.65, p = 0.215). Nevertheless, subscale-
level analyses indicated that males reported significantly more substance
use (M =2.48 vs. 2.27, p = 0.0226), while females reported greater use
of self-distraction (M = 4.80 vs. 4.45, p = 0.0119) and denial (M = 3.06
vs. 2.81, p=0.0448). Despite these differences, neither group
approached the >25 threshold for maladaptive coping. Chi-square
analysis confirmed that high use of Seeking Social Support was
significantly more frequent among females than males (* = 14.79,
p =0.00012). No significant gender differences were found in the other
dimensions (Figure 3).

Coping profiles also differed between participants who reported
workplace harassment (N = 127) and those who did not (N =271).
Both groups demonstrated medium-range scores across most
dimensions. No significant differences were observed for Seeking Social
Support (M = 17.22 vs. 17.18, p = 0.924), with similar scores across all
subcomponents, including emotional support, instrumental support,
venting, and religion. In the Problem-Solving dimension, harassed
individuals reported slightly higher scores (M =11.83 vs. 11.41),
although this difference was not statistically significant (p = 0.0977).
Both groups exceeded the >10 cut-off for effective coping. Likewise, no
significant group differences emerged in Positive Thinking (M = 14.16
vs. 14.10, p = 0.848), with comparable levels of positive reframing,
acceptance, and humor. Both groups remained below the >15 threshold.
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Notably, Avoidance strategies were significantly more prevalent
among participants who reported harassment (M = 19.15 vs. 18.16,
p =0.0131). Harassed individuals reported higher use of self-distraction
(p = 0.0166) and substance use (p = 0.0417). Although mean scores in
both groups remained below the >25 threshold for maladaptive coping,
the trend suggests increased reliance on avoidant strategies among
harassed workers (Supplementary Table S5). This pattern was
supported by chi-square analysis, which confirmed a significant
difference in Avoidance scores (y* = 3.85, p = 0.0498). No significant
group differences were observed for Seeking Social Support (> = 2.06,
p =0.151), Problem-Solving (* = 1.48, p = 0.224), or Positive Thinking
(*=0.12, p = 0.726), although harassed participants showed slightly
higher mean scores in humor and acceptance (Figure 3).

3.4 WAI questionnaire highlights
differences based on gender and the
harassment experienced

Out of the 396 responders, 154 (38.9%) reported that their job is
predominantly mental, 3 (0.8%) indicated it is mainly physical, while
the majority described their work as involving both mental and
physical effort (239 workers, 60.3%, Figure 4A).

Work Ability Index (WAI) scores were analyzed by gender (135
men and 266 women, Supplementary Table S6). On average, men
reported a significantly higher total WAI score (M = 40.21, SD = 5.85)
than women (M =38.17, SD=7.61; p=0.006). As shown in
Supplementary Table S6, further analysis of WAI components revealed
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that men scored significantly better in job demands-related work ability
(p = 0.038), reported fewer physician-diagnosed illnesses (p < 0.001),
experienced fewer limitations at work due to illness (p = 0.008), and had
greater mental resources (p = 0.043). When stratifying overall WAI
scores, 72.8% of the general sample achieved scores within the “good”
or “excellent” range. However, a significantly higher percentage of
women fell into the “moderate” or “low” categories compared to men
(30.8% vs. 20.0%, y* = 8.799, p = 0.032, Figure 4B).

Frontiers in Public Health

As shown in Supplementary Table S7, WAI scores were also
stratified according to experiences of workplace harassment. Workers
who reported having experienced harassment had a slightly lower
mean WAI score (M = 38.10) than those who had not (M = 39.34),
although this difference did not reach statistical significance (p = 0.10).
However, harassment was significantly associated with lower scores in
the third WAI dimension (physician-diagnosed illnesses) with harassed
workers reporting a mean score of 3.93 compared to 4.96 among
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FIGURE 3
Distribution of coping strategy use from the Brief-COPE
questionnaire. Box plots showing the percentage of responders
classified as high or low users for the four main coping dimensions:
seeking social support, problem-solving, positive thinking, and
avoidance. The chart is stratified by gender (men [M] and women [F],
left panel) and by experience of workplace harassment (not harassed
[NH] and harassed [H], right panel). Chi-squared values and p-values
are reported.

non-harassed peers (p < 0.0001). When stratifying total WAI scores
(Figure 4B), the percentage of workers falling into the “moderate” or
“low” categories was significantly higher among those who experienced
harassment in the workplace (35.2% vs. 23.1%, y* = 15.769, p = 0.0013),
indicating that exposure to workplace harassment may negatively
impact perceived work ability and health status.

3.5 Correlation analyses revealed distinct
patterns in the associations among work
ability, coping strategies, and personality
traits in harassed healthcare workers

Comparative analyses of correlations between key psychological,
coping, and work ability measures revealed notable differences
between healthcare workers who reported exposure to workplace
harassment and those who did not. As shown in Figure 5 and
Supplementary Table S8, in the non-harassed group, higher WAI
scores were significantly associated with greater levels of Extraversion
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(r=0265 p<0.001), (r=0232, p<0.001), and
Agreeableness (r = 0.165, p = 0.007), and with lower Avoidance coping
(r=—0.174, p = 0.004). Conversely, in the harassed group, WAI was
significantly and negatively correlated with Avoidance (r = —0.248,

Openness

p =0.005), but positive associations with personality traits such as
Notably,
Conscientiousness correlated positively with WAI only in the harassed

Extraversion and Agreeableness were absent.
group (r = 0.226, p = 0.011), suggesting a potential protective effect
under stress. Social Support Seeking showed moderate-to-strong
correlations with Positive Thinking, Problem-Solving and Avoidance
in both groups. Additionally, Neuroticism showed a stronger negative
correlation with Avoidance in the harassed group (r=—0.450,
p <0.001) than in the non-harassed group (r = —0.315, p < 0.001),
suggesting a tighter link between emotional instability and
maladaptive coping in the presence of workplace harassment.

Mantel tests of matrix correlation further confirmed these
patterns. While all Mantel r values were statistically significant
(p=0.001), the strength of association between the correlation
structures and each target variable varied notably by group. For WAI,
the Mantel r was markedly higher in the non-harassed group
(r=0.721) than in the harassed group (r = 0.401), indicating a more
robust and coherent pattern of interrelationships between WAI and
the assessed psychological dimensions in the absence of harassment.
Conversely, the Mantel r values for coping dimensions, particularly
Avoidance (r = 0.494), Social Support Seeking (r = 0.548), and Positive
Thinking (r = 0.409), were stronger in the harassed group, suggesting
compensatory interdependencies or behavioral adaptations (Figure 5;
Supplementary Table S9).

4 Discussion

This study comprehensively assessed the prevalence and
characteristics of workplace harassment (WPH) among healthcare
professionals, focusing on gender differences, personality traits,
coping mechanisms, and work ability. The sample consisted of 415
participants, mainly Italians, predominantly female (66%, n = 273 vs.
male 33%, n=137), with an average age range between 30 and
40 years. Most respondents were physicians (54%), followed by nurses
(28%), working full-time in ambulatory settings, with professional
seniority between 1 and 5 years. These characteristics reflect a younger,
early-career workforce concentrated in clinical frontline roles. Such
contexts are known to involve high patient interaction, organizational
pressure, and complex team dynamics. These factors are known to
potentially heighten vulnerability to interpersonal stressors, including
harassment, particularly in hierarchical or poorly managed
environments (45).

The findings underscore that WPH is not only prevalent
(experienced by 35% of participants in the past year) but also deeply
shaped by gendered hierarchies, occupational roles, and institutional
inadequacies. Specifically, within the analyzed sample, there was a
significantly higher lifetime prevalence of WPH among women
(35.7%, n = 99) compared to men (23.9%, n = 33, p = 0.014). Reports
of harassment in the past 12 months mirrored these trends, again
disproportionately affecting women (36.2% vs. 23.3%, p < 0.01).

Remarkably, educational level differed significantly by gender,
with a higher percentage of men holding postgraduate degrees
(34.1%) compared to women (22.7%, p = 0.021). Also, men occupied
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FIGURE 4
Work characteristics and work ability among healthcare workers. (A) Bar chart illustrating the type of work reported by respondents, categorized as
predominantly mental, predominantly physical, or a combination of both. (B) Bar chart showing the distribution of overall Work Ability Index (WAI)
scores, classified as excellent, good, moderate, or poor. The chart is stratified by gender (men [M] and women [F], left panel) and by experience of
workplace harassment (not harassed [NH] and harassed [H], right panel). Chi-squared values and p-values are reported.

higher-status roles more frequently, such as physicians (67.4%) and
senior managers (13.8%), compared to women (physicians: 47.3%;
senior managers: 8.7%), potentially offering greater institutional
protection and easier access to compensation mechanisms against
WPH, such as legal support, formal grievance procedures, and
financial restitution (46). Moreover, women were more often
employed as nurses (32.1% vs. 18.8%) or hospital staff (26.8% vs.
15.2%), positions typically involving more direct patient interaction
and less structural authority (47). To provide further insight, being
underrepresented in leadership might limit women’s institutional
power and access to formal support, making it harder to report or
address WPH (48). While healthcare male leaders might face stress
from managing complex cases, their status often provides them with
protection, as WPH against them is less tolerated. Conversely,
women in lower-authority roles, despite potentially experiencing less
organizational stress, have more direct interpersonal contact (both
with patients and colleagues) and less oversight and support, thereby
potentially increasing their risk and vulnerability to WPH (49). Job
setting may further explain exposure differences: men more often
worked in ambulatories (25.4%), where patient interactions are more
controlled, while women were more frequently employed in
technical services (31.4%), potentially involving less autonomy and
greater interpersonal demands, in agreement with what reported by
others (50). Altogether, these educational and occupational gender
disparities may shape both the risk of exposure to WPH and
individuals’ capacity to cope with or report it (51). These results
align with broader literature consistently showing higher WPH rates
among women in healthcare, likely reflecting persistent gendered
hierarchies that position women disproportionately in lower-
education, as well as caregiving roles with limited institutional
authority (31, 52).

Frontiers in Public Health

Notably, verbal abuse emerged as the most frequent form of
harassment (30.4%), with an unexpected higher prevalence among
men (35.5%) than women (27.8%). This inversion compared to prior
literature may reflect role-specific dynamics where men, often
occupying positions such as residents or frontline physicians, might
face high-pressure environments with frequent critical communication
that increases the exposure to verbal conflicts (53). Additionally,
cultural perceptions that associate “masculinity” with resilience,
stoicism, and confrontation may influence what is recognized or
reported as verbal aggression, with men potentially overlooking or
minimizing the subtle, indirect, or emotionally charged form of abuse,
while being more inclined to report overt and confrontational verbal
incidents (54).

Supervisors were most frequently identified as perpetrators
(12.8%), consistent with previous findings highlighting the critical role
of hierarchical power in WPH dynamics, where authority figures such
as supervisors or managers may employ their positional power to
intimidate, silence, or retaliate against subordinates (55). Such misuse
of power underscores the need to more effectively address existing
structural imbalances and implement robust accountability
mechanisms that go beyond standard reporting procedures (including
transparent investigation processes and enforceable sanctions for
perpetrators) (56). Indeed, when those in positions of authority
misuse their institutional power, it can create environments where
WPH is both harder to report and more difficult to remediate,
particularly if perpetrators are gatekeepers for career advancement or
evaluations. This aligns with previous evidence emphasizing that
vertical power imbalances significantly shape WPH risk (55). Also,
this finding highlights the need for implementing independent
reporting channels and accountability mechanisms to protect
vulnerable staff and reduce impunity at higher organizational levels
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Correlation of work ability, coping strategies, and personality traits in healthcare workers. Correlograms display Spearman correlations and Mantel
analysis comparing non-harassed (NH) and harassed (H) healthcare workers. Cell colors represent the direction of correlation: light red for positive (rho
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Only statistically significant correlations (p < 0.05) are shown. Lines denote Mantel test results, where line width reflects the Mantel r statistic and the
intensity of purple shading indicates the significance level (Mantel p-value). WAI, Work Ability Index; Brief-COPE: SSS, Seeking Social Support; PS,
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(57). This is particularly important in healthcare settings, where verbal
aggression by supervisors is often internalized as a routine aspect of
hierarchical control or perceived as a normative response to high-
pressure environments, rather than recognized as misconduct (58).
Our results also indicated that male respondents reported a higher
prevalence of verbal harassment perpetrated by patients” relatives
(8.7% of men vs. 5.8% of women). Although this difference did not
reach statistical significance (y*> = 6.82, p = 0.146), likely due to the
limited sample size, the observed trend aligns with prior research
highlighting the particular vulnerability of male healthcare workers
(especially nurses) to aggression from patients’ families. This increased
risk may stem from their frequent involvement in frontline, high-
pressure care situations, where they are tasked with enforcing rules,
delivering difficult news, or managing emotionally charged
interactions (59).

Institutional responses to verbal violence remain markedly
insufficient. However, even more alarming is the widespread failure to
report incidents. Despite the reported prevalence of WHP, only 0.9%
of victims filed formal complaints, and just 1.3% pursued legal action.
This extreme underreporting suggests not merely dissatisfaction with
how cases are handled but a deeper sense of futility or fear surrounding
the reporting process. According to existing data, contributing factors
may include lack of trust in institutional procedures, fear of retaliation,
concerns over confidentiality, or normalized perceptions of
harassment within workplace culture (60). These dynamics might
produce a climate of silence where perpetrators (especially those in
positions of power) might face limited consequences (61). Satisfaction
with employer handling was predictably low: only 1.4% were “very
satisfied,” while 16.1% were “very dissatisfied” This high level of
dissatisfaction suggests not just procedural gaps, but a broader failure
of institutional accountability. In fact, when responses are perceived
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as dismissive or ineffective, they erode trust, deter future reporting,
and may allow WPH to persist (62). These results align with literature
showing widespread mistrust in organizational justice systems and
highlight the urgent need for transparent, victim-centered response
protocols (63).

Mobbing and bullying were reported by 17.1% of respondents,
again largely attributed to supervisors (9.9%). This prevalence
underscores a recurring issue of hierarchical abuse, in which power
differentials may create environments where inappropriate
behaviors go unchecked (64). Although prevalence was similar
across genders, emotional impacts were consistent with a pattern
of institutional neglect: 15.4% said no investigation followed their
complaint, and only 1.0% expressed high satisfaction with the
response. These results suggest that beyond direct abuse, prolonged
psychological harassment is a common yet unaddressed element
of the workplace climate, emphasizing the psychological harm of
chronic harassment and the widespread institutional failure to
protect workers (65). This is particularly evident in healthcare
settings where worker wellbeing is foundational to patients’ service
quality (66).

Sexual harassment within the examined sample, though reported
at lower rates (2.2%), remains a point of concern. Interestingly, a
higher percentage of men (3.6%) than women (1.4%) reported such
incidents. The small sample size limits strong conclusions, but this
unexpected pattern may reflect underreporting by women due to
shame, fear of retaliation, or normalization of inappropriate behaviors
(67). Alternatively, male respondents may have interpreted certain
encounters as sexually inappropriate in ways that deviate from
conventional definitions in the literature (68). Regardless, the
complete absence of legal or formal responses by victims underlines
not only fear or stigma, but also a profound distrust in official
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processes, where institutions might be experienced by healthcare
workers as inaccessible or even complicit (69).

Racial harassment was reported by only one participant, possibly
due to the sample’s demographic homogeneity, as the vast majority
(95.5%) were Italian nationals, thereby likely reducing the visibility or
incidence of racially motivated mistreatment. However, even in this
isolated case, employer response was deemed inadequate, reinforcing
concerns about institutional indifference to minority vulnerabilities (70).

Importantly, about 40% of harassed population (n = 58) reported
experiencing more than one type of harassment. This co-occurrence
suggests compounded vulnerability for some workers, where multiple
harassment forms intersect, possibly intensifying psychological
distress and complicating coping strategies (71). Such intersectionality
indicates that WPH cannot be addressed in isolation. Risk analyses
must take into account how forms of abuse interact and, hence, create
a hostile environment not just episodically, but structurally (72). The
tendency for overlapping harassment types may also indicate systemic
workplace cultures that tolerate or overlook diverse abusive behaviors,
pointing to the necessity for comprehensive, multifaceted
interventions rather than isolated policy measures (4).

When asked about perceptions of the workplace’s commitment to
preventing and addressing harassment, the majority of respondents
expressed skepticism or outright dissatisfaction. About half of the
responders reported being “not worried at all” about harassment,
suggesting possible underrecognition of risk, thus reflecting denial or
a sense of powerlessness rather than genuine safety (36). Notably, only
33.3% acknowledged the existence of formal reporting procedures,
with a significant gender difference (44.2% of men versus 27.8% of
women, p = 0.00117). This suggests not only a communication failure,
but potentially a gendered inequity in access to institutional resources.
If women are less aware or encouraged to report, then they are doubly
disadvantaged: both more likely to be targeted and less likely to
be supported (73).

Furthermore, only 34% of harassed sample felt encouraged to
report harassment. This indicates systemic gaps in awareness and
support, particularly disadvantaging women, who are more frequently
targeted by verbal harassment (74). The lack of clear, encouraged
reporting mechanisms likely contributes to the extremely low rates of
formal complaints observed, perpetuating a culture where harassment
remains underreported and insufficiently addressed (75). Despite the
high frequency of WPH, preventive strategies appear largely symbolic.
Among the 617 reported interventions, the most common were
security-related (19%) and restricted access (13%). This disjunction
between policy presence and perceived efficacy suggests a failure in
either implementation or communication, reflecting what has often
been described as the “illusion of protection” offered by weak or
ineffective anti-harassment policies (76).

The inclusion of the Mini-IPIP scale offered insights into how
personality may shape or mediate harassment experiences. Women
scored significantly higher on Agreeableness (M = 16.26 vs. 15.29,
p <0.001) and Conscientiousness (M = 15.03 vs. 14.01, p < 0.001), and
lower on Neuroticism (M = 12.93 vs. 11.56, p < 0.0001). In line with
WPH questionnaire outcomes, these personality profiles may
predispose women to roles with high relational demands, potentially
exposing them to more subtle forms of exploitation or expectation for
emotional resilience (77). In particular, these differences are consistent
with prior research on gendered personality profiles and may partly
explain women’s preference for emotionally laborious roles in
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healthcare, suggesting these traits align with traditionally “feminized”
roles that demand empathy, diligence, and emotional labor (78, 79).
Participants who reported WPH had significantly lower
Neuroticism (M = 11.28 vs. 12.37, p < 0.0001) and lower Extraversion
(M =13.38 vs. 14.15, p < 0.01), suggesting that individuals who are
less emotionally reactive and more socially withdrawn may be more
vulnerable to harassment or less equipped to respond assertively and,
hence, to report the mistreatment (80). Conversely, lower Extraversion
may reflect a reduced tendency to assert boundaries or seek
interpersonal support, potentially increasing vulnerability to targeting
or reducing the likelihood of resistance (81). Interestingly, the
association between lower Neuroticism and increased WPH exposure
contrasts with recent meta-analyses highlighting higher Neuroticism
levels among harassed workers (19). This apparent contradiction may
point to different underlying mechanisms, such as the possibility that
less neurotic individuals underreport emotional distress or,
alternatively, they are perceived as easier targets due to lower
emotional expressiveness (22). Notably, our findings align with earlier
reports suggesting that workers with neurotic tendencies may be more
likely to avoid, rather than confront, hostile environments, making
them less visible within the harassment statistics (82). One of the novel
contributions of this study, therefore, lies in challenging the prevailing
assumption that higher Neuroticism predisposes individuals to
victimization (83). Intriguingly, Neuroticism may operate both as
antecedents and consequences of WPH, a dynamic that deserves to
be deeply explored through future longitudinal designs, to further
untangle both causality and adaptive responses over time (23).
Moreover, in non-harassed healthcare workers, Openness to
Experience demonstrated a significant positive correlation with work
ability (r = 0.232, p < 0.05), suggesting that individuals who are more
open to new ideas and experiences may better adapt to job demands
and sustain higher work functioning. This adaptability likely stems
from their greater cognitive flexibility and willingness to engage with
challenges, qualities that are crucial in dynamic healthcare
environments (84). Although this positive association remained
statistically significant among workers exposed to harassment
(r=0.201, p < 0.05), it was notably attenuated. Correspondingly, the
Mantel test revealed a strong overall correlation for Openness in both
groups (r = 0.278 vs. 0.268, p = 0.001), yet the slight reduction in the
harassed group implies that the psychological stress and strain
associated with WPH may partially undermine the protective benefits
typically provided by this trait. This erosion may reflect how sustained
exposure to hostility and stress is able to diminish even typically
resilient traits, highlighting that personality strengths alone are
insufficient buffers when the organizational support is lacking (85).
Overall, these findings suggest that WPH not only directly compromises
wellbeing but also diminishes the resilience and adaptive flexibility that
Openness ordinarily supports in challenging work environments (86).
Furthermore, analysis of the Brief-COPE scale revealed distinct
gendered and harassment-related coping profiles. Women demonstrated
significantly higher scores in Seeking Social Support (M = 17.80 vs. 16.02,
P <0.00001) across all four subcomponents (venting, emotional, religious,
and instrumental). This aligns with broader research suggesting that
women are more likely to seek collective coping mechanisms in the face of
stress (87). However, both men and women failed to reach the optimal
threshold (>20) for effective use of social support, indicating a need for
interventions aimed at boosting help-seeking behaviors (51). This data
suggests that structural or cultural barriers (such as stigma, lack of trust,
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or poor institutional responsiveness) may inhibit help-seeking even when
workers are inclined to do so (88). Problem-solving strategies were
moderately used across the sample (mean around 11.5) but fell short of
optimal levels. Positive thinking strategies also remained underutilized. In
line with existing data, this indicates a broader pattern of coping
insufficiency;, likely stemming from environments where support is limited
and stressors are chronic, leaving workers without the psychological or
practical means to engage in more constructive coping (34).

Of concern, Avoidance strategies were moderately employed, with
notable gender differences: men reported higher substance use
(p = 0.0226), while women more frequently used denial (p = 0.0005)
and self-distraction (p =0.0048). Avoidance was also significantly
higher among workers who experienced harassment (M = 19.15 vs.
18.16, p = 0.0131), regardless of gender. Despite its well-documented
link to poorer outcomes, the observed preference for avoidant coping
suggests a sense of powerlessness among harassed individuals, where
Avoidance becomes a default strategy when other avenues (e.g.,
institutional support, reporting mechanisms) appear ineffective or even
risky (89). Also, this trend indicates a reliance on passive or maladaptive
coping strategies in response to WPH, which may deepen psychological
distress and increase vulnerability to continued mistreatment among
both male and female workers (90). These results align with prior
research linking avoidant coping with poorer mental health outcomes
and prolonged exposure to stressful environments (91).

The WAI assessment reveals significant gender differences:
men reported a higher work ability (M =40.21 vs. 38.17;
p =0.006). Men also scored significantly better in job demands-
related ability (p =0.038), had fewer physician-diagnosed
illnesses (p < 0.001), experienced fewer work limitations due to
illness (p =0.008), and reported greater mental resources
(p = 0.043). These gendered discrepancies may be rooted in the
interplay of multiple factors that cumulatively disadvantage
women. These factors include: differential exposure to verbal
abuse, societal expectations around emotional labor, and unequal
access to formal support (92). Regarding WPH, 35.2% of harassed
workers fell into moderate or low work ability categories,
significantly higher than the 23.1% among non-harassed workers
(p = 0.0013). These data, in line with others, suggest that WPH
might be associated with poorer health outcomes and reduced
work capacity, with women disproportionately affected (93). The
broader implication is that WPH is not merely an individual
health issue but a structural factor undermining workplace equity
and resilience (94).

Overall, experiencing WPH appears to exacerbate physical and
mental health challenges, leading to more physician-diagnosed
illnesses and greater work limitations (mean score 3.93 vs. 4.96,
P <0.0001). This disparity likely reflects the cumulative effects of
gendered workplace dynamics, including higher exposure to
harassment and potentially fewer resources or support systems to
mitigate its consequences (95). Hence, these findings might suggest
that WPH not only undermines individual wellbeing, but also
threatens workforce productivity and sustainability, particularly for
women in healthcare roles (32). This highlights the urgent need for
interventions that go beyond reactive measures and aim to shift
workplace cultures, making them more inclusive, transparent, and
responsive to early signs of psychosocial risk (96).

Correlation analyses further confirmed clear differences in
how both personality traits and coping mechanisms may relate to
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work ability between healthcare workers who experienced
harassment and those who did not. In non-harassed workers, work
ability was positively linked to Positive coping (r = 0.156), while it
was negatively linked to Avoidance coping (r = —0.174). However,
in harassed workers, these positive links disappeared. Avoidance
coping had a stronger negative impact on work ability (r = —0.248),
and Neuroticism was more strongly connected to Avoidance
maladaptive coping (r = —0.450). This shift implies that under the
strain of WPH, the normally protective effect of positive coping
becomes insufficient, while maladaptive patterns like Avoidance
become more detrimental. It reinforces the concept of an existing
“coping threshold” beyond which workers’” psychological resources
may fail, necessitating external support to prevent collapse, both
in their wellbeing and productivity (97). Also, Mantel test results
show key differences between harassed and non-harassed
healthcare workers in the relationships among work ability, coping,
and personality traits. WAI correlated strongly in the non-harassed
group (r = 0.721, p = 0.001) but much less so in the harassed group
(r =0.401, p =0.001), indicating harassment weakens the link
between work ability and psychological factors. In agreement with
previous reports, this breakdown of internal coherence among
psychological traits under pressure suggests that chronic WPH not
only affects performance but also fundamentally alters how
individuals might regulate their psychological responses to stress
at work (32).

Coping strategies like Seeking Social Support (0.548 vs. 0.428)
and Avoidance (0.494 vs. 0.418) had stronger correlations in the
harassed group, suggesting coping becomes more central under
harassment-related stress (98). Personality traits such as
Agreeableness (0.355 vs. 0.271) and Conscientiousness (0.337 vs.
0.280) also showed higher correlations in harassed workers than in
not harassed ones, possibly reflecting greater reliance on these
traits to manage adversity (19). This suggests that under conditions
of psychosocial strain, healthcare workers increasingly draw on
dispositional traits as compensatory strategies. While potentially
adaptive in the short term, over-reliance on these traits without
institutional support may eventually lead to either burnout or
disengagement (99). In summary, WPH appears to disrupt the
usual positive link between work ability and psychological health,
while increasing the interdependence of coping and personality
factors as workers try to adapt, in line with existing literature. This
suggests that WPH not only impairs wellbeing but also reshapes
the psychological resources on which workers rely to maintain
their function and resilience in challenging environments (100).

This study is not without limitations. First, its cross-sectional
design precludes making any causal inferences about the relationships
between harassment, personality, and coping. Second, reliance on self-
reported data may introduce biases, including recall bias, social
desirability, and common method variance (101). Third, while the
sample was diverse in profession, it was geographically confined to
Italy, which may limit generalizability to other sociocultural contexts.
Hence, the low reporting of sexual and racial harassment likely reflects
underreporting rather than absence.

In conclusion, this study highlights the pervasive and
multifaceted impact of WPH on healthcare professionals, revealing
significant gender disparities, compounded psychological stress,
and weakened work ability. Women are disproportionately affected,
facing higher WPH rates, greater health consequences, and lower
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work capacity. The findings also show that WPH disrupts the
normal positive relationships between personality, coping strategies,
and work ability, fostering maladaptive coping and increasing
reliance on certain personality traits to manage ongoing stress
(102). Institutional shortcomings in prevention, reporting, and
response further exacerbate these effects, underscoring the urgent
need for comprehensive, gender-sensitive policies and support
systems to protect vulnerable healthcare workers and promote a
healthier, more equitable work environment (103). Notably, Italy
has taken a leading role in workplace harassment protection by
ratifying ILO Convention No. 190 in 2021 and updating national
laws (Legislative Decree 81/2008 and Law No. 4/2021). However,
this study highlights ongoing challenges in effectively implementing
these legal frameworks within healthcare settings (3).

Taken together, our findings highlight a critical misalignment
between the high prevalence of WPH, the psychological toll it imposes,
and the inadequate institutional mechanisms in place to address it.
Despite growing awareness and policies, healthcare workplaces remain
high-risk environments for harassment, particularly verbal abuse and
bullying. Future interventions must go beyond reactive measures to
foster proactive, trauma-informed systems that are visible, trustworthy;,
and culturally responsive. In fact, effective prevention requires both
individual resilience and systemic change: beyond training and policies,
organizations need comprehensive programs with role-specific
harassment education, confidential reporting managed by impartial staff,
and psychological support for victims. Moreover, the development of
effective gender-sensitive and role-specific training, coupled with
leadership accountability, will be of pivotal importance. To propose focus
groups to sensitive workers is also a gaining strategy to avoid their
employment within more at-risk hospital compartments. Finally, future
longitudinal researches should investigate how WPH shapes career
trajectories and psychological wellbeing over time, and test interventions
aimed at improving coping, resilience, and institutional responsiveness.
Integrating these efforts into broader occupational health frameworks
can drive lasting cultural change, especially in healthcare.

Data availability statement

The raw data supporting the conclusions of this article will
be made available by the authors, without undue reservation.

Ethics statement

The study was conducted in accordance with the Declaration of
Helsinki and approved by the Ethics Committee of the G. Martino
University Hospital in Messina no. 0005156/2024. The studies were
conducted in accordance with the local legislation and institutional
requirements. The participants provided their written informed
consent to participate in this study.

Author contributions

SV: Conceptualization, Data curation, Formal analysis,
Investigation, Methodology, Visualization, Writing - original

Frontiers in Public Health

18

10.3389/fpubh.2025.1641654

draft, Writing - review & editing. CO: Data curation, Formal
analysis, Writing - review & editing. SS: Data curation, Formal
analysis, Writing - review & editing. FF: Data curation, Formal
analysis, Writing - review & editing. CF: Conceptualization,
Investigation, Methodology, Supervision, Writing - original draft,
Writing - review & editing.

Funding

The author(s) declare that no financial support was received for
the research and/or publication of this article.

Acknowledgments

The authors acknowledge support from the University of Messina
through the APC initiative.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

The author(s) declared that they were an editorial board member
of Frontiers, at the time of submission. This had no impact on the peer
review process and the final decision.

Generative Al statement

The authors declare that no Gen Al was used in the creation of
this manuscript.

Any alternative text (alt text) provided alongside figures in
this article has been generated by Frontiers with the support of
artificial intelligence and reasonable efforts have been made to
ensure accuracy, including review by the authors wherever
possible. If you identify any issues, please contact us.

Publisher’'s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Supplementary material

The Supplementary material for this article can be found online
at:https://www.frontiersin.org/articles/10.3389/fpubh.2025.1641654/
full#supplementary-material

frontiersin.org


https://doi.org/10.3389/fpubh.2025.1641654
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fpubh.2025.1641654/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpubh.2025.1641654/full#supplementary-material

Vivarelli et al.

References

1. Abuhasheesh S, Al-Hussami M, Shehadeh J, Darwish Elhajji E. The impact of
workplace violence on healthcare professionals’ quality of life: the mediating role of
social support. Discov Soc Sci Health. (2024) 4:62. doi: 10.1007/s44155-024-00121-0

2. Sari H, Yildiz I, Gagla Baloglu S, Ozel M, Tekalp R. The frequency of workplace
violence against healthcare workers and affecting factors. PLoS One. (2023) 18:¢0289363.
doi: 10.1371/journal.pone.0289363

3. International Labour Organization ILO. C190 - violence and harassment convention,
2019. (2019). Available online at:https://normlex.ilo.org/dyn/nrmlx_
en/f?p=NORMLEXPUB:12100:0:NO::P12100_ILO_CODE:C190 [Accessed March 21, 2024]

4. Lin Q, Liu L, Fu M, Chen K, Li L, Jiang M, et al. Research hotspots and trends in
workplace violence among healthcare professionals: a bibliometric and visualization
analysis based on web of science. ] Multidiscip Healthc. (2025) 18:2111-29. doi:
10.2147/JMDH.S508935

5. Zhang G, Zou T, Zhang M. Horizontal violence or workplace bullying among
intensive care unit nurses: a mixed systematic review. ] Adv Nurs. (2025). doi:
10.1111/jan.16849

6. Wang Q, Yang Y, Li Z, Yu E, He Y, Zhang M, et al. Prevalence and associated factor
of verbal abuse against nurses: a systematic review. Int Nurs Rev. (2025) 72. doi:
10.1111/inr.13095

7. International Labour Organization ILO. Preventing and addressing violence and
harassment in the world of work through occupational safety and health measures.
(2022) Available online at:https://www.ilo.org/publications/major-publications/
preventing-and-addressing-violence-and-harassment-world-work-through [Accessed
February 21, 2025]

8. O’Brien CJ, van Zundert AAJ, Barach PR. The growing burden of workplace
violence against healthcare workers: trends in prevalence, risk factors, consequences,
and prevention - a narrative review. eClinicalMedicine. (2024) 72:102641. doi:
10.1016/j.eclinm.2024.102641

9. Mukhtar S, Rana W, Mukhtar S. Trends of violence against health care workers and
facilities: understanding the unheard. J Clin Med Kazakhstan. (2024) 21:86-92. doi:
10.23950/jcmk/14143

10. Mento C, Pandolfo G, Spatari G, Silvestri MC, Formica I, Bruno A, et al. The
impact of workplace violence on healthcare workers during and after the
COVID-19 outbreak. Public Health Pract. (2025) 9:100572. doi: 10.1016/j.puhip.
2024.100572

11. Veldsquez NRP. Exploring psychological violence in the workplace: implications
for mental health and organizational well-being. Nusantara ] Behav Soc Sci. (2024)
3:177-84. doi: 10.47679/njbss.202465

12. Vento S, Cainelli E, Vallone A. Violence against healthcare workers: a worldwide
phenomenon with serious consequences. Front Public Health. (2020) 8. doi:
10.3389/fpubh.2020.570459

13. Sahebi A, Golitaleb M, Moayedi S, Torres M, Sheikhbardsiri H. Prevalence of
workplace violence against health care workers in hospital and pre-hospital settings: an
umbrella review of meta-analyses. Front Public Health. (2022) 10. doi:
10.3389/fpubh.2022.895818

14. Silwal P, D’Souza N, Aspden TJ, Scahill S. Workplace bullying in pharmacy - a
study on prevalence, impacts and barriers to reporting. ] Health Organ Manag. (2024)
38:1-21. doi: 10.1108/JTHOM-08-2022-0225

15.La Torre G, Firenze A, Di Gioia LP, Perri G, Soncin M, Cremonesi D, et al.
Workplace violence among healthcare workers, a multicenter study in Italy. Public
Health. (2022) 208:9-13. doi: 10.1016/j.puhe.2022.04.008

16. Bianco L, Oliva S, Grassi F, Arena JF, Aromatario M, Ferracuti S, et al. Violence
against healthcare workers in a university hospital of Central Italy: how risk management
interventions can help change a trend. Healthcare. (2025) 13:409. doi:
10.3390/healthcare13040409

17. Civilotti C, Berlanda S, Iozzino L. Hospital-based healthcare workers victims of
workplace violence in Italy: a scoping review. Int ] Environ Res Public Health. (2021)
18:5860. doi: 10.3390/ijerph18115860

18. Canavate Buchon G, Meneghel I. Analysis of some demographic and psychosocial
factors that influence in the perception of the workplace violence. Int ] Psychol Res.
(2023) 16:67-77. doi: 10.21500/20112084.5961

19. Nielsen MB, Glaso L, Einarsen S. Exposure to workplace harassment and the five
factor model of personality: a meta-analysis. Pers Individ Dif. (2017) 104:195-206. doi:
10.1016/j.paid.2016.08.015

20. Glase L, Nielsen MB, Einarsen S. Interpersonal problems among perpetrators and
targets of workplace bullying. J Appl Soc Psychol. (2009) 39:1316-33. doi:
10.1111/j.1559-1816.2009.00483.x

21.Lind K, Glaso L, Pallesen S, Einarsen S. Personality profiles among targets and
nontargets of workplace bullying. Eur Psychol. (2009) 14:231-7. doi:
10.1027/1016-9040.14.3.231

22. Fornés-Vives J, Frias-Navarro D, Garcia-Banda G, Pascual-Soler M. The role of
neuroticism in predicting psychological harassment in nursing: a longitudinal study. Int
] Environ Res Public Health. (2019) 16:889. doi: 10.3390/ijerph16050889

Frontiers in Public Health

10.3389/fpubh.2025.1641654

23. Fornés-Vives J, Garcia-Banda G, Frias-Navarro D, Pascual-Soler M. Longitudinal
study predicting burnout in Spanish nurses: the role of neuroticism and emotional
coping. Pers Individ Differ. (2019) 138:286-91. doi: 10.1016/j.paid.2018.10.014

24.Farhadi H, Fatimah O, Nasir R, Sulaiman WSW. Agreeableness and
conscientiousness as antecedents of deviant behavior in workplace. Asian Soc Sci. (2012)
8. doi: 10.5539/ass.v8n9p2

25. Van den Brande W, Bernstein C, Reknes I, Baillien E. “The moderating effects of
coping mechanisms and resources in the context of workplace bullying, emotional abuse
and harassment.” Handbooks of Workplace Bullying, Emotional Abuse and Harassment.
Singapore: Springer. (2018) 2, 1-24. doi: 10.1007/978-981-10-6173-8_7-1

26. Dailey SE, Roche RR. The SHIELD framework: advancing strength-based resilience
strategies to combat bullying and cyberbullying in youth. Int ] Environ Res Public Health.
(2025) 22:66. doi: 10.3390/ijerph22010066

27. Doherty A, Prihodova L, Walsh G, Hayes B. How do they cope? A national cross-
sectional study of coping in hospital doctors in Ireland. BMJ Open. (2024) 14:e076218.
doi: 10.1136/bmjopen-2023-076218

28. Thompson RJ, Mata J, Jaeggi SM, Buschkuehl M, Jonides J, Gotlib IH. Maladaptive
coping, adaptive coping, and depressive symptoms: variations across age and depressive
state. Behav Res Ther. (2010) 48:459-66. doi: 10.1016/j.brat.2010.01.007

29. Shannon CA, Rospenda KM, Richman JA. Workplace harassment patterning,
gender, and utilization of professional services: findings from a US national study. Soc
Sci Med. (2007) 64:1178-91. doi: 10.1016/j.socscimed.2006.10.038

30. Jéhannsdéttir HL, Olafsson RE. Coping with bullying in the workplace: the effect
of gender, age and type of bullying. Br J Guidance Couns. (2004) 32:319-33. doi:
10.1080/03069880410001723549

31. Blindow K], Cedstrand E, Elling DL, Hagland M, Bodin T. Gender-based violence
and harassment at work and health and occupational outcomes. A systematic review of
prospective studies. BMC Public Health. (2024) 24:1788. doi: 10.1186/512889-024-19304-0

32. Magnavita N, Meraglia I. Poor work ability is associated with workplace violence
in nurses: a two-wave panel data analysis. Int ] Environ Res Public Health. (2024) 21:1118.
doi: 10.3390/ijerph21091118

33. Nikoli¢ D, Visnji¢ A. Mobbing and violence at work as hidden stressors and work
ability among emergency medical doctors in Serbia. Medicina (B Aires). (2020) 56:31.
doi: 10.3390/medicina56010031

34.Ribeiro ARV, Sani Al Bullying against healthcare professionals and coping
strategies: a scoping review. Int | Environ Res Public Health. (2024) 21:459. doi:
10.3390/ijerph21040459

35. La Torre G, Sestili C, Tavazzo E, Mannocci A. Workplace violence in the health
sector: validation of the Italian version of the WHO questionnaire. Clin Ter. (2017)
168:€199-202. doi: 10.7417/T.2017.2006

36. Magnavita N, Larese Filon F, Giorgi G, Meraglia I, Chirico F. Assessing workplace
violence: methodological considerations. Med Lav. (2024) 115:€2024003. doi:
10.23749/mdl.v115i1.15186

37.Goldberg LR. An alternative “description of personality”: the big-five factor
structure. J Pers Soc Psychol. (1990) 59:1216-29. doi: 10.1037/0022-3514.59.6.1216

38. Donnellan MB, Oswald FL, Baird BM, Lucas RE. The Mini-IPIP scales: tiny-yet-
effective measures of the big five factors of personality. Psychol Assess. (2006) 18:192-203.
doi: 10.1037/1040-3590.18.2.192

39. Perry LM, Hoerger M, Molix LA, Duberstein PR. A validation study of the Mini-
IPIP five-factor personality scale in adults with Cancer. J Pers Assess. (2020) 102:153-63.
doi: 10.1080/00223891.2019.1644341

40. Carver CS. You want to measure coping but your protocol’ too long: consider the
brief cope. Int ] Behav Med. (1997) 4:92-100. doi: 10.1207/s15327558ijbm0401_6

41. Costa C, Teodoro M, De Vita A, Giambo F, Mento C, Muscatello MRA, et al.
Factors affecting perceived work environment, wellbeing, and coping styles: a
comparison between physicians and nurses during the COVID-19 pandemic. Int J
Environ Res Public Health. (2022) 19:11104. doi: 10.3390/ijerph191711104

42. Ilmarinen J. The work ability index (WAI). Occup Med (Chic Ill). (2006) 57:160-0.
doi: 10.1093/0ccmed/kqm008

43. Vivarelli S, Italia S, Teodoro M, Pollicino M, Vitello C, De Vita A, et al. Salivary
biomarkers analysis and neurobehavioral assessment in nurses working rotation shifts:
a pilot study. Int ] Environ Res Public Health. (2023) 20:5376. doi: 10.3390/ijerph20075376

44. ChiPlot - a web-based tool for free bioinformatics plots. Available online at:https://
www.chiplot.online/ [Accessed June 3, 2025]

45. Aunger JA, Maben J, Abrams R, Wright JM, Mannion R, Pearson M, et al. Drivers
of unprofessional behaviour between staff in acute care hospitals: a realist review. BMC
Health Serv Res. (2023) 23:1326. doi: 10.1186/s12913-023-10291-3

46.Yang H-L, Tai J-C, Wang C-H, Shyu Y-K, Chou K-R, Pien L-C. Workplace
violence, work characteristics, and seniority levels among nurses: a cross-sectional study.
BMC Nurs. (2025) 24:281. doi: 10.1186/s12912-025-02887-3

47. Grinberg K, Sela Y. Expanding nurses’ authority - physicians’ and nurses’ attitudes.
Appl Nurs Res. (2022) 63:151550. doi: 10.1016/j.apnr.2021.151550

frontiersin.org


https://doi.org/10.3389/fpubh.2025.1641654
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1007/s44155-024-00121-0
https://doi.org/10.1371/journal.pone.0289363
https://normlex.ilo.org/dyn/nrmlx_en/f?p=NORMLEXPUB:12100:0::NO::P12100_ILO_CODE:C190
https://normlex.ilo.org/dyn/nrmlx_en/f?p=NORMLEXPUB:12100:0::NO::P12100_ILO_CODE:C190
https://doi.org/10.2147/JMDH.S508935
https://doi.org/10.1111/jan.16849
https://doi.org/10.1111/inr.13095
https://www.ilo.org/publications/major-publications/preventing-and-addressing-violence-and-harassment-world-work-through
https://www.ilo.org/publications/major-publications/preventing-and-addressing-violence-and-harassment-world-work-through
https://doi.org/10.1016/j.eclinm.2024.102641
https://doi.org/10.23950/jcmk/14143
https://doi.org/10.1016/j.puhip.2024.100572
https://doi.org/10.1016/j.puhip.2024.100572
https://doi.org/10.47679/njbss.202465
https://doi.org/10.3389/fpubh.2020.570459
https://doi.org/10.3389/fpubh.2022.895818
https://doi.org/10.1108/JHOM-08-2022-0225
https://doi.org/10.1016/j.puhe.2022.04.008
https://doi.org/10.3390/healthcare13040409
https://doi.org/10.3390/ijerph18115860
https://doi.org/10.21500/20112084.5961
https://doi.org/10.1016/j.paid.2016.08.015
https://doi.org/10.1111/j.1559-1816.2009.00483.x
https://doi.org/10.1027/1016-9040.14.3.231
https://doi.org/10.3390/ijerph16050889
https://doi.org/10.1016/j.paid.2018.10.014
https://doi.org/10.5539/ass.v8n9p2
https://doi.org/10.1007/978-981-10-6173-8_7-1
https://doi.org/10.3390/ijerph22010066
https://doi.org/10.1136/bmjopen-2023-076218
https://doi.org/10.1016/j.brat.2010.01.007
https://doi.org/10.1016/j.socscimed.2006.10.038
https://doi.org/10.1080/03069880410001723549
https://doi.org/10.1186/s12889-024-19304-0
https://doi.org/10.3390/ijerph21091118
https://doi.org/10.3390/medicina56010031
https://doi.org/10.3390/ijerph21040459
https://doi.org/10.7417/T.2017.2006
https://doi.org/10.23749/mdl.v115i1.15186
https://doi.org/10.1037/0022-3514.59.6.1216
https://doi.org/10.1037/1040-3590.18.2.192
https://doi.org/10.1080/00223891.2019.1644341
https://doi.org/10.1207/s15327558ijbm0401_6
https://doi.org/10.3390/ijerph191711104
https://doi.org/10.1093/occmed/kqm008
https://doi.org/10.3390/ijerph20075376
https://www.chiplot.online/
https://www.chiplot.online/
https://doi.org/10.1186/s12913-023-10291-3
https://doi.org/10.1186/s12912-025-02887-3
https://doi.org/10.1016/j.apnr.2021.151550

Vivarelli et al.

48. Sullivan AB, Hersh CM, Rensel M, Benzil D. Leadership inequity, burnout, and
lower engagement of women in medicine. J Health Serv Psychol. (2023) 49:33-9. doi:
10.1007/s42843-023-00078-9

49. Santucci C, Lopez-Valcarcel BG, Avendanio-Sold C, Bautista MC, Pino CG, Garcia
LL, et al. Gender inequity in the medical profession: the women doctors in Spain
(WOMEDS) study. Hum Resour Health. (2023) 21:77. doi: 10.1186/5s12960-023-00860-2

50. Escribano RB, Beneit J, Luis Garcia J. Violence in the workplace: some critical
issues looking at the health sector. Heliyon. (2019) 5:e01283. doi:
10.1016/j.heliyon.2019.e01283

51. Nelson S, Ayaz B, Baumann AL, Dozois G. A gender-based review of workplace
violence amongst the global health workforce—a scoping review of the literature. PLoS
Glob Public Health. (2024) 4:¢0003336. doi: 10.1371/journal.pgph.0003336

52.Raj A, Johns NE, Jose R. Gender parity at work and its association with workplace
sexual  harassment.  Workplace  Health  Saf. (2020) 68:279-92.  doi:
10.1177/2165079919900793

53. Toska A, Saridi M, Christakis A, Gotsi S, Fradelos EC, Papageorgiou G, et al.
Frequency and impacts of verbal abuse on healthcare Workers in a Secondary Healthcare
Structure in Greece. Cureus. (2023) 15:e35406. doi: 10.7759/cureus.35406

54. Ajuwa M-EP, Veyrier C-A, Cousin Cabrolier L, Chassany O, Marcellin E, Yaya I,
et al. Workplace violence against female healthcare workers: a systematic review and
meta-analysis. BMJ Open. (2024) 14:¢079396. doi: 10.1136/bmjopen-2023-079396

55. Okechukwu CA, Souza K, Davis KD, de Castro AB. Discrimination, harassment,
abuse, and bullying in the workplace: contribution of workplace injustice to occupational
health disparities. Am J Ind Med. (2014) 57:573-86. doi: 10.1002/ajim.22221

56. Cho H, Pavek K, Steege L. Workplace verbal abuse, nurse-reported quality of care
and patient safety outcomes among early-career hospital nurses. ] Nurs Manag. (2020)
28:jonm.13071. doi: 10.1111/jonm.13071

57.Lim MC, Jeffree MS, Saupin SS, Giloi N, Lukman KA. Workplace violence in
healthcare settings: the risk factors, implications and collaborative preventive measures.
Ann Med Surg. (2022) 78. doi: 10.1016/j.amsu.2022.103727

58. Rosenthal LJ, Byerly A, Taylor AD, Martinovich Z. Impact and prevalence of
physical and verbal violence toward healthcare workers. Psychosomatics. (2018)
59:584-90. doi: 10.1016/j.psym.2018.04.007

59. de Raeve P, Xyrichis A, Bolzonella F, Bergs J, Davidson PM. Workplace violence
against nurses: challenges and solutions for Europe. Policy Polit Nurs Pract. (2023)
24:255-64. doi: 10.1177/15271544231182586

60. Spencer C, Sitarz J, Fouse J, DeSanto K. Nurses’ rationale for underreporting of
patient and visitor perpetrated workplace violence: a systematic review. BMC Nurs.
(2023) 22:134. doi: 10.1186/s12912-023-01226-8

61. Elsharkawy NB, Alruwaili AN, Elsayed Ramadan OM, Alruwaili MM, Alhaiti A,
Abdelaziz EM. Barriers to reporting workplace violence: a qualitative study of nurses’
perceptions in tertiary care settings. BMC Nurs. (2025) 24:395. doi:
10.1186/512912-025-03039-3

62. Liu P, Su NM. Emotional re-victimization in the workplace: the burden of concern
reporting systems. Proceedings of the 4th annual symposium on human-computer
interaction for work. New York, NY, USA: ACM (2025). p. 1-13

63. St-Pierre I, Holmes D. The relationship between organizational justice and workplace
aggression. ] Adv Nurs. (2010) 66:1169-82. doi: 10.1111/1.1365-2648.2010.05281.x

64. Edmonson C, Zelonka C. Our own worst enemies. Nurs Adm Q. (2019) 43:274-9.
doi: 10.1097/NAQ.0000000000000353

65. Rospenda KM, Richman JA, McGinley M, Moilanen KL, Lin T, Johnson TP, et al.
Effects of chronic workplace harassment on mental health and alcohol misuse: a long-
term follow-up. BMC Public Health. (2023) 23:1430. doi: 10.1186/s12889-023-16219-0

66. Machul M, Krasucka KN, Pelc D, Dziurka M. Impact of workplace bullying on
nursing care quality: a comprehensive review. Med Sci Monit. (2024) 30:¢944815. doi:
10.12659/MSM.944815

67. Madsen IE, Nielsen MBD. Work-related sexual and gender harassment: conceptual
challenges and the need for evidence-based prevention. Scand | Work Environ Health.
(2023) 49:449-52. doi: 10.5271/sjweh.4121

68. Banerjee A, Sharma B. Gender differences in perception of workplace sexual
harassment among future professionals. Ind Psychiatry ]. (2011) 20:21-4. doi:
10.4103/0972-6748.98410

69. Draucker C. Responses of nurses and other healthcare workers to sexual
harassment in the workplace. OJIN Online ] Issues Nurs. (2019) 24. doi:
10.3912/0OJIN.Vol24No01Man03

70. Hawkins D, Alené Herndndez KM. Racial and ethnic differences in the prevalence
of work organization and occupational psychosocial exposures. Am J Ind Med. (2022)
65:567-75. doi: 10.1002/ajim.23368

71. Pilgaard F, Agardh A, C)stergren P-O, Priebe G. Association between experiences
of different types of harassment or derogatory treatment and sexual harassment among
employees at a large Swedish university. Int ] Environ Res Public Health. (2022) 20:11.
doi: 10.3390/ijerph20010011

72. Hargreaves C, Wax JR. Violence in the healthcare workplace. Curr Opin Obstet
Gynecol. (2024) 36:234-8. doi: 10.1097/GCO.0000000000000961

Frontiers in Public Health

10.3389/fpubh.2025.1641654

73. Gauci P, Luck L, O'Reilly K, Peters K. Workplace gender discrimination in the
nursing workforce—an integrative review. J Clin Nurs. (2023) 32:5693-711. doi:
10.1111/jocn.16684

74. Peng X. Advancing workplace civility: a systematic review and meta-analysis of
definitions, measurements, and associated factors. Front Psychol. (2023) 14. doi:
10.3389/fpsyg.2023.1277188

75. Fenwick KM, Dyer KE, Klap R, Oishi K, Moreau JL, Yano EM, et al. Expert
recommendations for designing reporting systems to address patient-perpetrated sexual
harassment in healthcare settings. ] Gen Intern Med. (2022) 37:3723-30. doi:
10.1007/s11606-022-07467-8

76. Russell HA, Fogarty CT, McDaniel SH, Naumburg EH, Nofziger A, Rosenberg T,
et al. Am I making more of it than I should?: reporting and responding to sexual
harassment. Fam Med. (2021) 53:408-15. doi: 10.22454/FamMed.2021.808187

77. Butoi MA, Vancu G, Marcu R-C, Hermenean A, Puticiu M, Rotaru LT. The role of
personality in explaining burnout, work addiction, and stress-related growth in prehospital
emergency personnel. Healthcare. (2025) 13:193. doi: 10.3390/healthcare13020193

78. Almadani N, Alamri M. Emotional intelligence among female nursing leaders in
a transformational era. ] Nurs Manag. (2024) 2024:1-8. doi: 10.1155/2024/9973339

79. Gray B. Emotional labour, gender and professional stereotypes of emotional and
physical contact, and personal perspectives on the emotional labour of nursing. ] Gender
Stud. (2010) 19:349-60. doi: 10.1080/09589236.2010.514207

80. Zhao S, Liu H, Ma H, Jiao M, Li Y, Hao Y, et al. Coping with workplace violence
in healthcare settings: social support and strategies. Int ] Environ Res Public Health.
(2015) 12:14429-44. doi: 10.3390/ijerph121114429

81. Doedens P, Kiel-Clayton LM, Daams JG, de Haan L. Effectiveness of interventions
to improve coping and resilience of frontline mental healthcare professionals towards
workplace violence on psychiatric wards—a systematic review. Int ] Ment Health Nurs.
(2025) 34:70016. doi: 10.1111/inm.70016

82. Pallesen S, Nielsen MB, Mageroy N, Andreassen CS, Einarsen S. An experimental
study on the attribution of personality traits to bullies and targets in a workplace setting.
Front Psychol. (2017) 8. doi: 10.3389/fpsyg.2017.01045

83. Yusoft HM, Ahmad H, Ismail H, Reffin N, Chan D, Kusnin E et al. Contemporary
evidence of workplace violence against the primary healthcare workforce worldwide: a
systematic review. Hum Resour Health. (2023) 21:82. doi: 10.1186/512960-023-00868-8

84.Lyng HB, Macrae C, Guise V, Haraldseid-Driftland C, Fagerdal B, Schibevaag
L, et al. Balancing adaptation and innovation for resilience in healthcare - a
metasynthesis of narratives. BMC Health Serv Res. (2021) 21:759. doi:
10.1186/512913-021-06592-0

85. Lewis D, Megicks P, Jones P. Bullying and harassment and work-related stressors:
evidence from British small and medium enterprises. Int Small Bus ] Res Entrepreneursh.
(2017) 35:116-37. doi: 10.1177/0266242615624039

86. Chang Y-C, Huang S-T, Wang C-C, Yang C-C. Resilience as a moderator of the
effects of types of workplace bullying and job performance. BMC Nurs. (2025) 24:254.
doi: 10.1186/s12912-025-02888-2

87. Sani AI, Magalhdes M, Meneses RE, Barros C. Workplace bullying and coping
strategies among Portuguese healthcare professionals. Int ] Environ Res Public Health.
(2025) 22:475. doi: 10.3390/ijerph22040475

88. Kirkbride JB, Anglin DM, Colman I, Dykxhoorn J, Jones PB, Patalay P, et al. The
social determinants of mental health and disorder: evidence, prevention and
recommendations. World Psychiatry. (2024) 23:58-90. doi: 10.1002/wps.21160

89.Xu YE, Chopik WJ. Identifying moderators in the link between workplace
discrimination and health/well-being. ~ Front  Psychol. ~(2020) 11. doi:
10.3389/fpsyg.2020.00458

90. Hendy HM, Can SH, Black P. Workplace deviance as a possible “maladaptive
coping” behavior displayed in association with workplace stressors. Deviant Behav.
(2019) 40:791-8. doi: 10.1080/01639625.2018.1441684

91.MacCann C, Double KS, Clarke IE. Lower avoidant coping mediates the
relationship of emotional intelligence with well-being and ill-being. Front Psychol. (2022)
13. doi: 10.3389/fpsyg.2022.835819

92. Tauber S, Loyens K, Oertelt—Prigione S, Kubbe I. Harassment as a consequence
and cause of inequality in academia: a narrative review. eClinicalMedicine. (2022)
49:101486. doi: 10.1016/j.eclinm.2022.101486

93. Pilgaard E, Ostergren P-O, Priebe G, Agardh A. Workplace sexual harassment is
associated with poor mental well-being among employees at a large Swedish university.
Glob Health Action. (2025) 18. doi: 10.1080/16549716.2025.2465050

94. Siad FM, Rabi DM. Harassment in the field of medicine: cultural barriers to
psychological safety. CJC Open. (2021) 3:5174-9. doi: 10.1016/j.cjc0.2021.08.018

95. Son Hing LS, Sakr N, Sorenson JB, Stamarski CS, Caniera K, Colaco C. Gender
inequities in the workplace: a holistic review of organizational processes and practices. Hum
Resour Manag Rev. (2023) 33:100968. doi: 10.1016/j.hrmr.2023.100968

96. Pollock A, Campbell P, Cheyne J, Cowie ], Davis B, McCallum J, et al. Interventions
to support the resilience and mental health of frontline health and social care
professionals during and after a disease outbreak, epidemic or pandemic: a mixed
methods systematic review. Cochrane Database Syst Rev. (2020) 11:CD013779. doi:
10.1002/14651858.CD013779

frontiersin.org


https://doi.org/10.3389/fpubh.2025.1641654
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1007/s42843-023-00078-9
https://doi.org/10.1186/s12960-023-00860-2
https://doi.org/10.1016/j.heliyon.2019.e01283
https://doi.org/10.1371/journal.pgph.0003336
https://doi.org/10.1177/2165079919900793
https://doi.org/10.7759/cureus.35406
https://doi.org/10.1136/bmjopen-2023-079396
https://doi.org/10.1002/ajim.22221
https://doi.org/10.1111/jonm.13071
https://doi.org/10.1016/j.amsu.2022.103727
https://doi.org/10.1016/j.psym.2018.04.007
https://doi.org/10.1177/15271544231182586
https://doi.org/10.1186/s12912-023-01226-8
https://doi.org/10.1186/s12912-025-03039-3
https://doi.org/10.1111/j.1365-2648.2010.05281.x
https://doi.org/10.1097/NAQ.0000000000000353
https://doi.org/10.1186/s12889-023-16219-0
https://doi.org/10.12659/MSM.944815
https://doi.org/10.5271/sjweh.4121
https://doi.org/10.4103/0972-6748.98410
https://doi.org/10.3912/OJIN.Vol24No01Man03
https://doi.org/10.1002/ajim.23368
https://doi.org/10.3390/ijerph20010011
https://doi.org/10.1097/GCO.0000000000000961
https://doi.org/10.1111/jocn.16684
https://doi.org/10.3389/fpsyg.2023.1277188
https://doi.org/10.1007/s11606-022-07467-8
https://doi.org/10.22454/FamMed.2021.808187
https://doi.org/10.3390/healthcare13020193
https://doi.org/10.1155/2024/9973339
https://doi.org/10.1080/09589236.2010.514207
https://doi.org/10.3390/ijerph121114429
https://doi.org/10.1111/inm.70016
https://doi.org/10.3389/fpsyg.2017.01045
https://doi.org/10.1186/s12960-023-00868-8
https://doi.org/10.1186/s12913-021-06592-0
https://doi.org/10.1177/0266242615624039
https://doi.org/10.1186/s12912-025-02888-2
https://doi.org/10.3390/ijerph22040475
https://doi.org/10.1002/wps.21160
https://doi.org/10.3389/fpsyg.2020.00458
https://doi.org/10.1080/01639625.2018.1441684
https://doi.org/10.3389/fpsyg.2022.835819
https://doi.org/10.1016/j.eclinm.2022.101486
https://doi.org/10.1080/16549716.2025.2465050
https://doi.org/10.1016/j.cjco.2021.08.018
https://doi.org/10.1016/j.hrmr.2023.100968
https://doi.org/10.1002/14651858.CD013779

Vivarelli et al.

97.Rosander M, Blomberg S. Levels of workplace bullying and escalation - a new

conceptual model based on cut-off scores, frequency and self-labelled
victimization. Eur ] Work Organ Psychol. (2019) 28:769-83. doi:
10.1080/1359432X.2019.1642874

98. Cortina LM, Wasti SA. Profiles in coping: responses to sexual harassment across
persons, organizations, and cultures. J Appl Psychol. (2005) 90:182-92. doi:
10.1037/0021-9010.90.1.182

99.Habtu Y, Kumie A, Selamu M, Harada H, Girma E. Health workers’
conceptualisationand experiences of common mental symptoms and work-related
psychosocial stressors in central and southern Ethiopian regions: a qualitative study.
BM]J Open. (2025) 15:¢087811. doi: 10.1136/bmjopen-2024-087811

Frontiers in Public Health

21

10.3389/fpubh.2025.1641654

100. Luong AD, Green CA. Mental health and harassment in the workplace. ] Emerg
Nurs. (2023) 49:341-4. doi: 10.1016/j.jen.2022.09.011

101. Arnetz JE, Hamblin L, Ager ], Luborsky M, Upfal MJ, Russell J, et al.
Underreporting of workplace violence. Workplace Health Saf. (2015) 63:200-10. doi:
10.1177/2165079915574684

102. Borges-Castells N, Betancor V, Rodriguez-Pérez A. Understanding the support
for gender-based harassment perpetrators: the role of closeness and empathy. Front
Psychol. (2024) 15. doi: 10.3389/fpsyg.2024.1418404

103. Alsuliman T, Mouki A, Abdul Rahman W. Need for guidelines on prevention of abuse
in the health-care sector. Bull World Health Organ. (2022) 100:409-10. doi:
10.2471/BLT.21.287555

frontiersin.org


https://doi.org/10.3389/fpubh.2025.1641654
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1080/1359432X.2019.1642874
https://doi.org/10.1037/0021-9010.90.1.182
https://doi.org/10.1136/bmjopen-2024-087811
https://doi.org/10.1016/j.jen.2022.09.011
https://doi.org/10.1177/2165079915574684
https://doi.org/10.3389/fpsyg.2024.1418404
https://doi.org/10.2471/BLT.21.287555

	Workplace harassment is associated with differences in personality traits, coping strategies and work ability: cross sectional study among healthcare professionals
	1 Introduction
	2 Methods
	2.1 Study design and population
	2.2 Assessment tools
	2.2.1 Workplace harassment in health service questionnaire (WHHSQ)
	2.2.2 Mini-IPIP questionnaire
	2.2.3 Brief-COPE questionnaire
	2.2.4 Work ability index (WAI)
	2.2.5 Statistical analyses
	2.2.6 Ethics statement

	3 Results
	3.1 Sociodemographic data, job features and harassment questionnaire results highlight gender differences
	3.2 Mini-IPIP results demonstrate gender and workplace harassment-related differences in personality trait profiles
	3.3 Brief-COPE results demonstrate that coping strategies differ by gender and harassment experience
	3.4 WAI questionnaire highlights differences based on gender and the harassment experienced
	3.5 Correlation analyses revealed distinct patterns in the associations among work ability, coping strategies, and personality traits in harassed healthcare workers

	4 Discussion

	References

