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Abstract

Background: Workplace violence (WPV) is a significant occupational hazard among healthcare professionals, with female healthcare
workers facing unique safety challenges. Despite increasing reports of violence in healthcare settings in India, there is limited evidence
on safety vulnerabilities of female healthcare professionals and institutional factors associated with workplace violence. This study
aimed to assess the prevalence, types, and factors associated with workplace violence, and to evaluate safety and security measures
among female healthcare professionals in a tertiary care setting. Material & Methods: A hospital-based cross-sectional study was
conducted from April to September 2025 among 77 female healthcare professionals in a tertiary care hospital and a private clinicin an
urban districtin western India. Data were collected using a structured, self-administered questionnaire. Descriptive statistics were used
to summarize data. Associations between workplace violence and explanatory variables were assessed using the Chi-square test or
Fisher's exact test, followed by univariate and multivariable binary logistic regression to estimate crude and adjusted odds ratios (ORs)
with 95% confidence intervals (Cls). A p-value of <0.05 was considered statistically significant. Result: More than half of the participants
(55.8%) reported experiencing workplace violence, with verbal abuse being the most common form (76.7%). Approximately half of the
affected participants (51.2%) reported incidents, while under reporting was mainly attributed to the perception that no action would be
taken (52.4%). A majority perceived CCTV surveillance as inadequate (63.6%). In multivariable analysis, the absence of round-the-clock
security personnel was independently associated with workplace violence. Conclusion: Workplace violence is highly prevalent
among female healthcare professionals, with significant gender-sensitive safety gaps in institutional security measures and reporting
mechanisms. Strengthening hospital security infrastructure, ensuring institutional accountability, and implementing gender-responsive
workplace policies are essential to improve safety.
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Introduction

Workplace violence (WPV) refers to incidents where workers
are abused, threatened, assaulted, or subjected to offensive
behaviourin circumstances related to their work. It can occurin
any organization and affect individuals across all occupational
groups. Healthcare professionals-including doctors, nurses,
and other hospital- and community-based providers-are
particularly vulnerable due to their continuous and direct
interaction with patients and their attendants. This
vulnerability increases when healthcare workers manage
distressed patients and relatives with high emotional
expectations. Healthcare settings with a high proportion of
female healthcare workers, round-the-clock operations,
multiple entry and exit points, and high-stress environments
are more vulnerable to workplace violence."

Workplace violence in the medical profession is a global
phenomenon. In 2020, the incidence rate of injuries due to

assaults and violent acts was 10.3 per 10,000 full-time workers
among healthcare and social assistance workers, increasing
to 21.8 among nursing and personal care facility workers.”In
India, incidents of both verbal and physical violence against
healthcare professionals are frequently reported in the media,
highlighting the magnitude and severity of the problem.”

Workplace violence has a substantial impact on health
systems, particularly in developing countries. In India, assaults
by patients' relatives on treating doctors are commonly
reported. The issue is multifactorial, influenced by increasing
commercialization of healthcare, altered public perceptions of
physicians, and chronically low public expenditure on health,
reflecting deeper systemic deficiencies rather than isolated
behavioural incidents. In India, legal measures such as the
Epidemic Diseases (Amendment) Act, 2020 have been
introduced to protect healthcare workers from violence;
however, gaps in implementation persist® The Ministry of
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Health and Family Welfare has emphasized the need for
improved hospital security systems and grievance redressal
mechanisms.” Exposure to workplace violence has been
linked to depression, post-traumatic stress disorder, anxiety,
absenteeism, and long-term adverse effects on doctors'
quality of life and family relationships.”

Emergency departments, outpatient clinics, and night shifts
are consistently identified as high-risk settings, while resident
doctors and junior clinicians are particularly vulnerable.”
Patients and their relatives are the most common perpetrators
of non-fatal workplace violence, although emotional abuse
and sexual harassment by coworkers have also been
reported.”” Despite its high prevalence, workplace violence
remains underreported due to fear of retaliation, perceived
futility of reporting, and inadequate institutional support
mechanisms.™"”

Workplace violence has consequences that extend beyond
the immediate physical and psychological harm experienced
by healthcare professionals. It contributes to stress, anxiety,
burnout, reduced job satisfaction, absenteeism, and increased
intention to leave the profession, thereby affecting workforce
retention. These consequences may compromise the quality
and continuity of patient care, reduce staff productivity and
morale, and ultimately undermine overall health system
performance. Therefore, addressing workplace violence is not
only essential for ensuring the safety and well-being of
healthcare professionals but also represents an important
public health priority for strengthening resilient healthcare

[1314]

systems.

Recognising these wide-ranging consequences, several
protective measures, including staff training, institutional
policies, CCTV surveillance, and deployment of security
personnel, have been proposed. However, their effectiveness
remains inadequately evaluated in Indian hospital settings.”"
Recent incidents involving violence against female doctors
have further highlighted the safety vulnerabilities of female
healthcare professionals, underscoring the need for focused
research in this population.™

Accordingly, this study was undertaken to assess the
occurrence and characteristics of workplace violence,
reporting behaviour following such incidents, the availability of
institutional safety measures, and factors associated with
workplace violence among female healthcare professionalsin
atertiary care hospitalin Western India.

Material & Methods
Study design and setting

This hospital-based cross-sectional study was conducted over
a period of six months, from April 2025 to September 2025, ata
tertiary care hospital and a private clinic in an urban district in
western India.

Study population and eligibility criteria

The study population comprised female healthcare
professionals, including doctors, nurses, and allied health
staff, who were actively involved in patient care or hospital
services during the study period at a tertiary care hospital and
a private clinic in Vadodara district. Prior permission was
obtained from both study sites. Female healthcare
professionals involved in clinical or patient-related duties who
had been working at the study site for at least six months and
were willing to provide informed written consent were included
in the study. Healthcare professionals on long-term leave and
temporary trainees posted for less than six months were
excluded from this study.

Sample size and sampling technique

The sample size was calculated using the formula, N = Z*pg/L?,
where Z = 1.96, p = 77.3% (prevalence of workplace violence
among doctors reported in a previous study), q=1-p,and L =
10% absolute precision.” An absolute precision of 10% was
considered appropriate in view of the exploratory nature of the
study and the feasibility constraints associated with the limited
duration and resources of the short-term research project. Ata
95% confidence level, the minimum calculated sample size
was 67. Although the minimum required sample size was 67, a
total of 77 eligible participants were recruited during the study
period.

A convenience sampling technique was adopted because
healthcare professionals were recruited from different
departments and work shifts, making probability-based
sampling operationally difficult within the limited study
duration. Considering the exploratory nature of the study and
feasibility constraints, this approach was considered
appropriate. All eligible female healthcare professionals who
were available during the data collection period and met the
inclusion criteria were invited to participate. All 77 eligible
participants provided informed consent and completed the
questionnaire, resulting in a response rate of 100%. No eligible
participant declined participation during the study period.

Data collection tool and procedure

Data were collected using a pre-designed, structured, self-
administered questionnaire developed by the investigators
after an extensive review of the relevant literature and
previous Indian studies on workplace violence and was not
adapted from any previously validated instrument. The
questionnaire was reviewed by the investigators and the
faculty supervisor to establish content validity and to assess its
clarity and relevance before pilot testing. It was subsequently
pilot tested among five female healthcare professionals who
were not included in the final study sample, and appropriate
modifications were made based on their feedback to improve
the clarity, wording, and relevance of the questionnaire before
its final administration.
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The questionnaire was administered electronically using
Google Forms. Participation was voluntary, and anonymity
was ensured by not collecting any personally identifiable
information. The first page of the Google Form contained the
informed consent form. Upon providing informed consent,
participants proceeded to the questionnaire. The Google
Forms questionnaire was designed to require responses to all
mandatory items before submission; therefore, no missing
data were observedinthe final dataset.

The questionnaire consisted of sociodemographic and work-
related characteristics, perception of safety within the hospital
and during commuting, experience of workplace violence or
harassment, type of violence, perpetrators, and reporting
behaviour, reasons for non-reporting, awareness, availability,
and utilization of workplace safety resources, including
institutional policies, training, emergency safety measures,
CCTV surveillance, security personnel, and hospital helplines.

For analysis, selected variables were operationally defined.
Perception of safety was categorized as 'safe' (very
safe/somewhat safe) and 'unsafe' (somewhat unsafe).CCTV
surveillance was categorized as 'adequate' or 'inadequate’
based on participants' perception of its adequacy. Availability
of security personnel was categorized as '24x7 available' or
'not available round the clock' based on participant responses.

The primary outcome variable was the experience of
workplace violence or harassment (categorized as yes/no).

Ethical statement

The study was approved by the Institutional Ethics Committee
with reference No. SVIEC/ON/MEDI/SRP/ March/25/33 dated
03 March 2025. Written informed consent was obtained from
all participants prior to data collection. All data were collected
anonymously, and no personally identifiable information was
recorded.

Statistical analysis

Data were exported from Google Forms into Microsoft Excel
and subsequently imported into Jamovi software (version
2.6.44) for analysis. Descriptive statistics were used to
summarize the data. Categorical variables were expressed as
frequencies and percentages. Associations between
workplace violence and independent variables were assessed
using the Chi-square test or Fisher's exact test, as appropriate.
All selected explanatory variables (age, designation,
department of work, years of experience, work shift type,
adequacy of CCTV surveillance, and availability of security
personnel) were initially examined using univariate binary
logistic regression to estimate crude odds ratios (ORs).
Subsequently, all variables were entered into a multivariable
binary logistic regression model to estimate adjusted ORs with
95% confidence intervals (Cis). A p-value of <0.05 was
considered statistically significant.

Results

Table 1 shows the sociodemographic and work-related
characteristics of the study participants. Among the 77 female
healthcare professionals, the majority were aged <30 years
(59.7%). Nurses (46.7%) constituted the largest group, followed
by doctors (36.3%). Most participants were working in the ICU
(32.5%), followed by the outpatient department (24.7%). Most
participants had less than five years of work experience
(76.6%). Regarding work shifts, 57.1% were engaged in
rotational duties, while 40.3% worked day shifts.

Table 1-Sociodemographic and work-related characteristics
of female healthcare professionals

Variable Category n (%)
<30 46 (59.7%)
Age group
(years) 30-39 24 (31.2%)
>40 7 (9.1%)
Doctor 28 (36.3%)
Nurse 36 (46.7%)
Designation Technician 9 (117%)
Administrative staff 4(5.2%)
& Others
Emergency Room 9 (11.7%)
OPD 19 (24.7%)
Department
of work ICU 25 (32.5%)
Wards 10 (12.9%)
Others 14 (18.2%)
<5 59 (7 6.6 %)
Years of
experience 5-10 15 (19.5 %)
>10 3(3.9%)
Day 31(40.3%)
Work shift
type Night 2 (2.6%)
Rotational 44 (571%)

Table 2 presents the perception of safety and security among
female healthcare professionals within the hospital premises
and during commuting. A majority of participants (93.5%)
reported feeling safe while working in the hospital. Regarding
security measures, 36.4% perceived CCTV surveillance as
adequate, and 76.6% reported the availability of security
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personnel round the clock. In contrast, 61% of participants
reported feeling safe while commuting to the hospital.

Table 2: Perception of Safety and Security among
Female Healthcare Professionals (N = 77)

Safety Parameter Response n (%)
Feel safe while working Safe 72 (93.5%)
in Hospital Unsafe 5 (6.5%)
Perception of CCTV Adequate 28 (36.4%)
surveillance in hospital Inadequate 49 (63.6%)
Auvailability of security 24 Hours 59 (76.6%)

24x7]
personnel (24:7) Not 24 hours 18 (23.4%)
Feel safe while Safe 47 (61.0%)
commuting to hospital
Unsafe 30 (39.0%)

Table 3 presents the experience of workplace violence or
harassment among participants. More than half of the
participants (55.8%) reported experiencing workplace
violence. Among those affected (n = 43), the most common
form was verbal abuse (76.7%), followed by discrimination
(20.9%), while physical assault (9.3%) and sexual harassment
(4.6%) were less frequent. Patients' relatives were identified as
the most common perpetrators (65.1%). Among affected
participants, 51.2% reported the incident to hospital authorities.
Among those who did not report (n = 21), the most common
reason was the perception that no action would be taken
(52.4%).

Table 3: Prevalence, Type, and Reporting of Workplace
Violence among Female Healthcare Professionals

n(%of those who

Variable Category experienced violence)
Ever faced violence/harassment | ¥ &5 43 (55.8%)
at workplace
No 34 (44.2%)
Verbal abuse 33(76.7%)
Physical assault 4(9.3%)
Type of violence experienced (n
=43)* Sexual harassment 2 (4.6%)
Discrimination 9 (20.9%)
Patient 14 (32.5%)
Patient’s relatives 28 (65.1%)
Perpetrator (n = 43) * Senior staff and
Colleagues 15 (34.9%)
Security staff 2 (4.6%)
Reported incident to hospital Yes 22 (51.2%)
authorities (n=43)
No 21(48.8%)
Fear of retaliation 4 (19%)
Lack of reporting
. hani 1(4.8%)
Reason for not reporting (n=21) * | mMechanism
No action would be
taken 1 (52.4%)
Others 5 (23.8%)

*Multiple choice response

Table 4 presents the awareness, availability, and utilization of
workplace safety resources among female healthcare
professionals. Regarding awareness, 65% of participants were
aware of workplace policies related to violence and
harassment. Only 15.7% reported that regular training sessions
on workplace violence and security were conducted, while
48.0% stated that no training sessions were conducted.
Similarly, only 15.7% confirmed the availability of emergency
safety measures, whereas 48.0% reported that such measures
were unavailable and 36.3% were unsure. Access to a hospital
helpline or support system was reported by 40.3% of
participants, while 20.7% reported that no such support system
was available and 39.0% were unsure. Regarding utilization,
only 16.9% of participants reported having used any hospital
safety resources.

Table 4: Awareness, Availability, and Utilization of
Workplace Safety Resources among Female Healthcare
Professionals (n=77)

Safety
Response
Theme Resource / n (%)
Category
Parameter
A f
ware o 50
workplace Yes
) (65.0%)
policy
Awareness
against
27
violence and No
(35.0%)
harassment
Regular
° 12
training o
Training on sessions (15.7%)
workplace
violence and Rarely 28
A security conducted (36.3%)
Availability provided by
h ital No trainin
ospita i g 3
sessions
(48.0%)
conducted
Availability Yes 12
of (15.7%)
emergency 37
f No
safety (48.0%)
measures for
28
female staff Not sure
(36.3%)
Access to 3
f Yes
hospital (40.3%)
helpline /
° " N 16
suppo o
PP (20.7%)
system
30
Not sure
(39.0%)
13
Ever used Yes
. (16.9%)
any hospital
Utilization safety No 64
resources (83.1%)
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Table 5 presents the association between selected work
characteristics and experience of workplace violence among
female healthcare professionals. A significantly higher
proportion of workplace violence was observed among
participants reporting inadequate CCTV surveillance
compared to those reporting adequate surveillance (p = 0.02).
Similarly, lack of 24-hour availability of security personnel was
significantly associated with workplace violence (p <0.001). No
statistically significant association was observed between
workplace violence and shift type, department, age, years of
experience, or designation (p>0.05).

Table 5: Association between Work Characteristics and
Experience of Workplace Violence (N=77)

- Did Not )
Experienced Experience Chi-
Variable Category Violence n .p Totaln (%) | square;
%) Violence n value
(%) P
Day 14 (45.2%) | 17 (54.8%) 31(40.3%)
2.40;
Shifttype | Night "l 2963.0% | 1737.0% | 46(59.7% 012
Rotational R e R
g;grgencu | 1400% | 14(500% | 28(36.4%)
401,
Department | 'CU 18 (72.0%) 7 (28.0%) 25 (32.5%) w0
Wards + o o o
Othore N(45.8%) | 13 (54.2%) 24 (31.2%)
<30 24(522%) | 22(478%) | 46(597%) | .
Age 0.43
>30 19 (613%) | 12 (38.7%) 31(40.3%)
Years of <5 3B(647%) | 2904530 | 6463 |
experience |'g 8 (61.5%) 5 (38.5%) 13(16.9%) | 065
Doctor 14(50.0%) | 14(50.0%) | 28(36.4%)
Designation | Nurse 23(63.9%) | 13(361%) | 36 (46.8%) g’fg
Others 6 (46.2%) 7 (53.8%) 13 (16.9%)
Adequate 1(39.3%) | 17(607%) | 28(36.4%)
cctv 4.89;
surveillance 0.02*
Inadequate | 32(65.3%) | 17(347%) | 49 (63.6%)
Security Yes 26(441%) | 33(559%) | 59(66%) | .
personnel P
(24x7) No 17 (94.4%) 1(5.6%) 18 (23.4%) | 0001

Multivariable logistic regression analysis showed that the
absence of round-the-clock security personnel was the only
factor significantly associated with workplace violence among
female healthcare professionals (Table 6). Healthcare
professionals working in areas without 24x7 security
personnel had significantly higher odds of experiencing
workplace violence than those with round-the-clock security
personnel (AOR =19.57; 95% Cl: 2.28-167.83; p = 0.007). After
adjustment, no statistically significant associations were
observed between age, designation, department of work,
years of experience, work shift type, adequacy of CCTV
surveillance, and workplace violence (p > 0.05).

Table 6. Logistic Regression Analysis of Factors Associated
with Workplace Violence among Female Healthcare
Professionals (N=77)

Variable | Category Crude OR (95% Cl) Ad({_;’ss:i;) R ( n~ d]':sl;‘: "
<30 years (Ref) 1 1 —
Age
>30 years 1,66 (0.65-4.23) 1'31(2'9‘)‘2_ 0.603
Doctor (Ref) 1 1 —
124 (0.28—
Designation Nurse 1.77(0.65-4.84) 5.44) 0.779
Others 0.86 (0.23-3.20) 1’327(855_ 0.742
Emergency / 1 1 _
OPD (Ref)
Department | 557 5 1.96 (0.47—-
of Work cv 57(082-8.08) 8.22) 0357
Ward / Others 0.85(0.28-2.52) 0‘6; (501')16_ 0.518
Years of <5 years (Ref) 1 1 —
Experience
in Current | .5 oqre 133 (0.39-4.49) 1.50 (0.33~ 0.598
Workplace 6.78)
Day Shift (Ref) 1 1 —
Work Shift
Type Night / B B
Rotational Shift 2.07 (0.82-5.23) | 1.51(0.40-5.79) 0.545
Adequacy Adequate (Ref) 1 1 —
of CCTV
Surveillance | Not Adequate 2.91(1.11-7.60) 1.71(0.54-5.41) 0.358
Availability | Yes (Ref) 1 1 —
of Security
Personnel
N 21.58 (2.69-172.92 19.57 (2.28 0.007
(24x7) ° ( ) 167(.83) -

Figure 1 shows that more training on handling workplace
violence (n = 55, 71.4%) and stricter enforcement of security
policies (n = 47, 61.0%) were the most commonly suggested
measures to improve workplace safety.

6o 55 (71.4%)
47(61.0%)
50 (ss 8%)
E
@40 34(44.2%) 33 (42.9%)
c
2
530
£
o
& 20
-
°
5
210 2(2.6%)
E
3
z 0
Increased Better lighting in Stricter More training on  Stronger laws Others
security hospital entorcement of handling and legal

personnel premises  security policies  workplace support for
violence victims

Suggested Safety Measures

Note: Multiple responses were allowed; therefore, the total
number of responses exceeds the study sample size (n = 77),
and percentages do not sum to 100%

Figure 1: Suggested Measures to Improve Workplace Safty
among Femsale Healthcare Professionals (n=77)

Discussion

This study highlights the substantial burden of workplace
violence among female healthcare professionals,
characterized by the predominance of verbal abuse,
considerable under reporting, and the importance of
institutional safety measures in promoting workplace safety.
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In this study, more than half of the participants reported
experiencing workplace violence, indicating a substantial
burden even within a single institutional setting. Variation in
prevalence across studies highlights the influence of
contextual factors such as institutional policies, patient load,
and reporting culture. The reported prevalence is lower than
the prevalence reported among postgraduate residents in
Manipur,”a multicentric study from Uttar Pradesh,”and a study
from Aurangabad,” where the reported prevalence was
78.26%, 87%, and 63.41%, respectively. However, this
prevalence was higher than that reported by Anand et al., who
found that 40.8% of resident doctors experienced workplace
violence in the preceding 12 months." Findings from previous
studies support the heightened vulnerability of female
healthcare workers. Vyas et al. reported that 62.8% of female
healthcare workers experienced workplace violence,
compared with 32.9% of males, with verbal violence being the
most common form."Similar findings were reported by Kumar
M in Delhi, where female doctors experienced higher rates of
violence (51%) than their male counterparts. An Ethiopian
study by Yenealem et al.also observed that female healthcare
workers were more frequently exposed to all forms of

workplace violence

In this study, nurses appeared to be the most affected group,
accounting for approximately 30% of those reporting
workplace violence, a finding consistent with observations
reported by Vitale et al.and Doehring et al.*** This may be due
to prolonged patient contact, frontline caregiving
responsibilities, and greater interaction with patients' relatives,
increasing their vulnerability to conflict situations.This finding
highlights the need for targeted safety interventions for
frontline healthcare workers, particularly nurses who have
prolonged and direct patient contact.

Among the 43 participants who reported workplace violence,
verbal abuse was the most common form (76.7%), followed by
discrimination and physical assault, with a small proportion
reporting sexual harassment. These findings align with several
Indian and international studies identifying verbal abuse as the
predominant form of workplace violence among healthcare
workers. Studies by Khiyani et al., Sharma et al.,, Davey et al,,
and Kaur et al.have similarly reported high proportions of
verbal abuse, particularly in emergency and high-stress
clinical settings."***’ This suggests that non-physical forms of
violence are often normalized within healthcare settings and
may remain under-recognized, emphasizing the need for
institutional acknowledgment and structured reporting
mechanisms.

In the present study, multivariable logistic regression analysis
showed that the absence of round-the-clock security
personnel was the only factor significantly associated with
workplace violence after adjustment for potential confounding
variables. No statistically significant associations were

observed for age, designation, department of work, years of
experience, work shift type, or adequacy of CCTV surveillance.
The lack of significant associations with demographic and
occupational characteristics is consistent with the findings of
Sharma et al™ Although inadequate CCTV surveillance
showed a significant association in the unadjusted analysis,
this association was not statistically significant after
multivariable adjustment.

The finding that institutional safety measures, rather than
individual characteristics, were independently associated with
workplace violence suggests that organizational factors play
a greater role in workplace safety. The availability of round-
the-clock security personnel may deter aggressive behaviour
and facilitate a prompt response to violent incidents. From a
gender perspective, workplace violence prevention should
extend beyond physical security measures to include
appropriate workplace design, accessible reporting
mechanisms, and an organizational culture that encourages
reporting without fear of negative consequences. These
approaches have been identified as important strategies for
improving workplace safety and reporting of violent incidents
among healthcare professionals."*” Strengthening these
institutional measures may contribute to a safer and more
supportive work environment for female healthcare
professionals.

In this study, patients' relatives emerged as the most common
perpetrators of workplace violence, followed by senior staff
and colleagues. This observation is consistent with multiple
studies identifying patients' attendants as the primary source
of violence against healthcare workers.” " High involvement
of patient relatives has been attributed to miscommunication,
unrealistic expectations, prolonged waiting times, and
emotional distress. Inadequate communication regarding
diagnosis and prognosis may precipitate conflicts. Similar
findings have been reported by Kaur et al. and Sari et al."”The
Indian Medical Association has also repeatedly highlighted
the rising incidence of violence against healthcare
professionals and emphasized the need for stricter
enforcement of protective laws. Incidents involving senior staff
and colleagues may reflect hierarchical stressors and
communication gaps within healthcare settings, as also
reported by Anand et al." Underreporting may be attributed to
fear of retaliation, lack of institutional support, and limited
awareness of reporting mechanisms, emphasizing the need for
strengthened reporting systems and supportive workplace
policies. This suggests that workplace violence is not merely a
behavioural issue but reflects broader systemic challenges in
healthcare delivery, including communication gaps, service
constraints, and unmet expectations.

This study contributes to the limited evidence onworkplace
violence among female healthcare professionals, a group that
remains underrepresented in research despite facing unique
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safety challenges. The study comprehensively examined the
types of violence, perpetrators, reporting behavior, safety
perceptions, and availability of institutional safety measures.

Despite the presence of legal protections such as the Epidemic
Diseases (Amendment) Act, workplace violence continues to
persist, indicating gaps in implementation and enforcement.
This reflects broader health system challenges, including high
patient load, inadequate staffing, prolonged waiting times, and
strained doctor-patient communication. In many settings,
healthcare institutions lack robust security governance, clear
reporting mechanisms, and accountability frameworks, which
contribute to underreporting and normalization of violence.
These findings reinforce the need to strengthen institutional
security governance through adequate deployment of trained
security personnel, effective surveillance systems, clear
reporting mechanisms, and strict enforcement of workplace
safety policies.Addressing workplace violence therefore
requires a systems-based approach focusing on hospital
administration, infrastructure strengthening, and policy
enforcementrather than isolated behaviouralinterventions.

However, several limitations should be considered while
interpreting the findings. First, the cross-sectional design
precludes establishing temporal or causal relationships
between workplace violence and the associated institutional
factors. Second, the relatively small sample size and the use of
convenience sampling may have introduced selection and
volunteer bias, while the absence of a defined sampling frame
may have affected the representativeness of the study
population. Consequently, the findings should be interpreted
with caution and may not be generalizable to all healthcare
professionals or other healthcare settings. The use of self-
reported data may also have introduced recall and social
desirability bias, particularly for sensitive issues such as
workplace violence and harassment. In addition, the
questionnaire was specifically developed for this study and,
although it underwent expert review and pilot testing, formal
psychometric validation and reliability testing were not
performed. Therefore, measurement error cannot be
completely excluded. Finally, information on marital status,
educational qualification, employment type, and average
working hours was not collected. Future studies should include
these variables to provide a more comprehensive assessment
of factors associated with workplace violence.

Conclusion

Workplace violence is a significant occupational hazard
among female healthcare professionals, with over half
reporting exposure, predominantly in the form of verbal abuse.
Patients' relatives were the most common perpetrators, and
substantial under reporting was observed, largely due to the
perceived lack of institutional response. The findings
underscore the importance of strengthening organizational
safety measures, particularly ensuring the availability of

round-the-clock security personnel and effective reporting
mechanisms. Strengthening hospital security infrastructure,
implementing regular training on workplace violence
prevention, and establishing clear and accessible reporting
mechanisms are essential to ensure a safer working
environment. Healthcare institutions must ensure
accountability through strict enforcement of security protocols
and prompt action on reported incidents. Furthermore, gender-
sensitive workplace policies addressing the specific safety
concerns of female healthcare professionals are crucial to
creating a secure and supportive work environment.
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