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Background: Workplace bullying (WPB) refers to any form of repeated and unreasonable
verbal, physical or sexual harassment that an employee endures by a person or a group. In
healthcare settings, practitioners are occasionally victims of WPB incidents. The aim of this
study was to survey victims of WPB and determine factors associated with being a victim of
WPB at a multiregional health care facility in Saudi Arabia.
Methods: This cross-sectional study was conducted in 2018, by distributing a selfadministered questionnaire via a private electronic mail to all fulltime healthcare practi
tioners within a multi-regional hospital in Saudi Arabia. Healthcare practitioners included
physicians, nurses, allied healthcare professionals and pharmacists who reported being
exposed to WPB in the past year. Study outcomes were the prevalence rate ratio of WPB
and its associated factors, such as victim, perpetrator and incident characteristics.
Results: WPB has been reported by 684 participants. Perpetrators were mainly patients
(36.1%), their families/relatives (29.5%), and hospital staff (27.2%) or managers/supervisors
(7.2%). The type of WPB incident was mostly verbal abuse (98.1%) followed by physical
harassment (11.8%) and sexual connotations (5.8%). WPB was 30% more prevalent among
younger nurses and 24% less prevalent among higher educated nurses compared to their
counter groups, P<0.001 each. Among technicians and administrative employees, WPB was
54% more prevalent among females, 36% more prevalent among the younger group, and
25% more prevalent among expatriate workers compared to their counter groups P<0.014,
P<0.001 and P=0.017, respectively. WPB was 20% less prevalent among higher educated
allied health professionals, P=0.002. Among physicians, WPB was 33% more prevalent
among females, P=0.041 and was 47% more prevalent among higher educated physicians
compared to their counter groups, P=0.018.
Conclusion: WPB might occur any time, anywhere and by any person within health care
facilities. The prevalence of WPB varies within health occupational groups. Gender, age,
educational level, and nationality were significantly associated factors with WPB.
Keywords: nurse, physician, pharmacist, bullying, verbal, physical, sexual
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Workplace Bullying (WPB) is generally known as a repeated and unreasonable
mistreatment by a person or a group.1 WPB exemplifies itself in various forms
such as verbal, physical or sexual harassment.2 The operational definition of
bullying is a situation where one or several individuals, persistently and over
a period of time are exposed to negative actions from one or several persons.3 Its
prevalence varies across different industries all over the world, as some
1905

submit your manuscript | www.dovepress.com

Risk Management and Healthcare Policy 2020:13 1905–1914

DovePress

© 2020 Al-Surimi et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms.
php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the
work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

http://doi.org/10.2147/RMHP.S265127

Dovepress

Al-Surimi et al

occupations, face a greater risk of exposure than others.4
Healthcare workers are occasionally victims of work
place hostility. For instance, in the United States, the
rates of physical mistreatment against physicians and
nurses were 16.2 per 1,000 and 21.9 per 1,000 employ
ees, respectively.5 Furthermore, around 34.5% of emer
gency practitioners experience physical mistreatment,
71.6% of them encounter verbal abuse, and 44.4% report
being bullied annually in one Iranian medical center.6
Apparently, WPB occurs because of a triad that consti
tutes a vulnerable victim, a bystander and a non-deterred
perpetrator.7
WPB among healthcare practitioners varies in its preva
lence and characteristics across and within countries.8 In the
European Union, 52% of the victimized healthcare employ
ees have experienced bullying at work.9 Among US sur
geons, one report showed that 40% of both residents and
faculty reported being bullied, while 54.3%–58.5% wit
nessed a bullying incident.3 One study examining 3,700
respondents showed that 47% of physicians were bullied
by other physicians, 29% by administrators, non-medical
personnel, or patients, 17% by nurses, 4% by medical resi
dents and fellows and 1% by medical students.10
Many experts view bullying as a direct reflection of
misused power of the traditional hierarchy that exists in
many healthcare organizations.9 For example, indivi
duals with authority are often the perpetrators who
bully their subordinates, solely driven by the virtue of
their position.11 In addition, the absence of stringent
laws and policies sometimes make employers pay less
attention to prevent it.12 In a systematic review paper,
WPB was a predictor of various mental health problems
and sleep disturbances,13 yet sadly, about 29% of victims
remain silent about their WPB experience.14 However,
the most serious form of socioeconomic consequences of
WPB is when practitioners who try to stop it voluntarily
decide to leave their job.15 Unfortunately, WPB in
healthcare settings affects teamwork, jeopardizes its
integrity,11 and negatively affects patients’ safety and
quality of care.16 Intimidating and disruptive behaviors
associated with WPB fuel medical errors and lead to
adverse outcomes.16,17 In addition to being a dramatic
threat to patient safety,18 WPB weakens staff morale and
increases absenteeism, leading to higher turnover rates of
qualified staff.19
Although several studies have extensively examined the
prevalence and characteristics of WPB, it is unfortunate that
this phenomenon has not been addressed sufficiently in
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some Middle Eastern settings. For instance, in Saudi
Arabia, studies on WPB are few, which leaves numerous
gaps in the body of knowledge.16 The Saudi Arabian com
munity is distinctive compared to Western settings, in terms
of race and ethnicity, with deeply rooted traditions framed
by tribal bounds and religious constraints.20 The Saudi
Arabian health industry is in high demand for international
expatriates, and hospitals in this region employ healthcare
practitioners from all over the world.21 In addition to the
rules and regulations that ban WPB, the culture and religion
supposedly create further restraints on harming other indi
viduals. On the other hand, victims of WPB in such settings
might under report such unfortunate events, driven by the
fear of being laid off.22 Therefore, it is imperative for
different healthcare settings to detect any case of WPB, to
analyze its characteristics and to determine high-risk work
environments. The aim of this study was to survey victims
of WPB and determine factors associated with being
a victim of WPB at a multiregional health care facility in
Saudi Arabia.

Methods
Study Design and Setting
This was a cross-sectional correlation study based on an
anonymous self-reported survey. It is the second part of
a project and a follow-up paper to a previous publication
that determined to what extent healthcare practitioners
worry about WPB and whether it affects the quality of
care and patient safety from their perception.16 The tar
geted setting comprised four hospitals situated in various
geographical regions in Saudi Arabia (Two Eastern, one
Central and one Western) all affiliated with one govern
mental institution. It employs more than 7,000 employees
with a total bed capacity exceeding 1,000 beds. It has been
accredited by the Joint Commission International several
times. The health care industry in Saudi Arabia employs
local Saudi healthcare workers who serve a relatively reli
gious, tribal, and conservative culturally oriented commu
nity. However, due to the severe shortage in the work
force, an influx of expatriates of various races, ethnicities
and cultures from all over the world has been observed.21

Study Participants
The accessible population was fulltime healthcare practi
tioners (physicians, nurses, pharmacists, administrative
employees and technicians) of various career levels and
registered with the Saudi Commission for Health Care
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Specialties. These participants were asked if they were
victims of WPB by reporting their experience with any
form of violence regardless of its magnitude and duration
in the past year. They were asked to report the details of
their WPB experience (type of violence, perpetrator, place,
initial reaction, method of reporting). Perpetrators were
either healthcare practitioners, patients or visitors of
patients who committed various forms of violent acts as
perceived and reported by the victims. Due to the sensi
tivity of this topic and to maximize on the participants’
privacy, the data collection package consisted of a letter of
invitation, an informed consent and an English language
survey, all electronically accessible through a hyperlink
sent through a private electronic mail. The invitation letter
clarified the objectives of the study to the invitees and
informed them that their participation will contribute to
the body of science on WPB. A written informed consent
was secured by electronically ticking on an “agreement to
participate” statement. By convenience, all participants
were exposed to the study, as the survey was distributed
via a mass email service in 2018, twice with a one-month
interval. Those who participated the first time were
instructed to refrain from participating again. A disabled
tracking of the filed surveys to the participants’ email
addresses insured confidentiality of participants.

Data Collection Tool
The survey measured both participants’ and WPB’s character
istics. Participants’ characteristics were commonly assessed
variables in the literature associated with WPB. These
included gender (male vs female), age (years), marital status
(single, married, separated/widowed), level of education
(diploma, bachelor, masters or PhD degree), nationality
(Saudis vs, Expatriates), work duration (years) and occupation
(nurses, technicians, administrative, physician, pharmacists).
While there is no commonly reported cut-off for age and work
duration when investigating WPB, we have categorized them
based on ten-year intervals, before collapsing them into binary
groups. Participants with a diploma or bachelor’s degree were
grouped under lower education, while those with Master’s or
PhD degree were grouped under higher education.
Technicians and administrative practitioners were grouped
under the allied health category of occupation.
As per the World Health Organization (WHO), WPB was
defined as a multifaceted form of mistreatment, characterized
by a repeated exposure to physical and/or emotional aggres
sion. Physical bullying includes an assault (with or without
injury) to the individual’s body or property, such as beating,
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kicking, spitting, pinching, pushing, or using a rude body
language. Verbal bullying involves the use of offensive
words through teasing, name-humiliating, and unacceptable
sexual comments.23 Participants who met the criteria of
WPB23 were counted as victims . WPB characteristics were
mainly the identity of the perpetrator (patient, family of
patient, employees), the timing, and the place of the incidents
as reported by the victims. In addition, victims were ques
tioned about their personal reactions or responses to WPB, if
they received any support, as well as the underlying cause of
WPB as perceived by the participant. The consequences of
WPB against the perpetrator were also recorded. The feasi
bility and content validity of the questionnaire were tested
before being piloted among 16 practitioners. Their subjective
feedback was analyzed, and modifications were made to
enhance the comprehension of the survey.

Statistical Analysis
Data entry and analyses were conducted using SPSS v.26
(IBM, NY). Participants’ and WPB incident characteristics
were presented in frequencies (n) and percentages (%).
Factors associated with being a victim were tested using
Pearson’s chi-square. Since the prevalence of the outcome
was high, the prevalence rate ratio (PRR) was presented as
the measure of association between exposures and
outcomes.24 PRR is calculated by dividing the prevalence
rate of WPB within one subgroup over the prevalence rate of
WPB in the counter group. Higher PRR indicated how large
is the prevalence of WPB in one group (percentage ratio)
relative to the other group of the same characteristics. PRRs
and their 95% confidence interval (95% CI) were obtained by
conducting Poisson regression analyses (robust error estima
tion) to model the relationship between the study exposures
(gender, age, marital status, nationality, education) and WPB
as a binary outcome. Regression analyses were stratified by
occupation (nurses, allied health, physicians) due to the
differences in their scope of practice, chain of command,
level of teamwork, and type of workload for each occupation.
Statistical significance was set at P-value<0.05.

Ethics Approval and Consent to
Participate
A self-explanatory letter of invitation to participate in this
study was presented to each of the participants. All partici
pants gave written informed consents for their enrollment in
the study presented in this manuscript with full knowledge of
the possible risks and benefits of participation. Participants
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consented by ticking “agree”, indicating their agreement to
provide their feedback for this research study. Study was
approved by the Institutional Review Board at the Saudi
Ministry of National Guard – Heath Affairs (Protocol #
SP18/057/R). This study followed the recommendations of
the International Conference on Harmonization for Good
Clinical Practice (ICH-GCP) and in compliance with the
Declaration of Helsinki.

Results
Participant and WPB Characteristics
A total of 1,074 participants responded to the survey,
among whom 684 (63.7%) admitted to being victims of
WPB in the past year and agreed to disclose its details.

The majority of participants were females (85.8%), while
67.6% were ≥30 years of age. Almost half of the nurses
admitted to being victims (48.3%), administrative staff
(22.7%), physicians (13.6%), technicians (12.9%) and
pharmacists (2.5%). Other participants’ characteristics are
presented in Table 1.
WPB perpetrators were mainly patients (36.1%), their
relatives or families (29.5%), work colleagues (27.2%) or
managers/supervisors (7.2%). The type of incident was
mainly verbal abuse (98.1%), physical harassment
(11.8%) and sexual connotation (5.8%). WPB mainly
occurred at day shifts (80.3%) and at working stations/
offices (52.6%). Almost half of the victims decided to
inform a friend or a family member (48.4%) and/or report
to a senior staff (28.8%). Most of the nurses claimed that

Table 1 Association of Workplace Bullying With Sample Characteristics
Exposure to Workplace Bullying

P-value

Yes

No

Total

n (%)
684 (63.7)

n (%)
390 (36.3)

n (%)
1074 (100)

74 (48.7)

78 (51.3)

152 (14.2)

610 (66.2)

312 (33.8)

922 (85.8)

<30

269(77.3)

79(22.7)

348(32.4)

30–40
>40

139(46.8)
276(64.3)

158(53.2)
153(35.7)

297(27.7)
429(39.9)

373(69.9)

161(30.1)

536(49.7)

311(57.6)

229(42.4)

540(50.3)

Diploma’s/Bachelor’s degree

549(63.3)

318(36.7)

867(80.7)

Master’s/PhD degree

135(65.2)

72(34.8)

207(19.3)

Nationality
Local

165(56.5)

127(43.5)

292(27.2)

Expatriate

519(66.4)

263(33.6)

782(72.8)

≤10

411(70.0)

176(30.0)

587(54.7)

>10

273(56.1)

214(43.9)

487(45.3)

Nurses
Technicians

336(64.7)
74(53.2)

183(35.3)
65(46.8)

519(48.3)
139(12.9)

Administrative

166(68.0)

78(32.0)

244(22.7)

Physician
Pharmacists

100(68.5)
8(30.8)

46(31.5)
18(69.2)

146(13.6)
26(2.5)

Gender
Male
Female

<0.001*

Age (years)

Marital status
Single/separated
Married

<0.001*

<0.001*

Educational status
0.610

0.003*

Work experience (years)
<0.001*

Occupation
<0.001*

Note: *Signifies statistical significance using Pearson’s chi-square test.
Abbreviations: n, frequency; %, percentage.
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the cause of the incident was misunderstanding (77%), yet
58.2% claimed that it was due to a lack of disciplinary
actions that holds perpetrators accountable to their beha
vior. As reported by the WPB victims, only 33.6% of
perpetrators received verbal warning, while no action
was taken in 23.4% of the incidents. Other WPB charac
teristics have been enlisted in Table 2.

Al-Surimi et al

Table 2 Distribution of Workplace Bullying Incident Characteristics
n(%)
684(100.0)
Type of bullying*
Verbal

671(98.1)

Physical

81(11.8)

Sexual

40(5.8)

Perpetrator of incidents

Workplace Bullying Across Sample
Characteristics

Patient

247(36.1)

Relatives of patients (visitors)

202(29.5)

Manager or supervisor

49(7.2)

WPB was significantly more prevalent among female
healthcare practitioners 66.2%, compared to male practi
tioners (48.7%), P<0.001. Healthcare practitioners <30
years were also more likely to be bullied (77.3%) com
pared to older practitioners ≥30 years of age (57.2%),
P<0.001. Single or separated healthcare practitioners
were also more likely to be exposed to WPB (69.9%),
compared to married ones (57.6%), P<0.001. WPB was
more prevalent among expatriate non-Saudi healthcare
practitioners (66.4%), and practitioners with ≤10 years
work experience (70.0%), P=0.003 and P<0.001, respec
tively. In terms of occupation, 64.7% of nurses, 68.5% of
physicians, 68.0% of administrative employees, 53.2% of
technicians and 30.8% of pharmacists were exposed to
WPB, Table 1. The percentage distribution of perpetrator
with the occupation of WPB victims is illustrated in
Figure 1.

Employees

186(27.2)

Factors Associated with Being a Victim of
WPB
Poisson binary regression analyses were conducted stratified
by occupation. Pharmacists were not included in the regres
sion model analysis due to the low sample size (n=26). WPB
was 30% (95% CI: 14%–48%) more prevalent among
younger nurses and 24% (95% CI: 21%–34%) less prevalent
among higher educated nurses compared to their counter
groups, P<0.001 each. Among technicians and administra
tive employees, WPB was 54% (95% CI: 9%–117%) more
prevalent among females, 36% (95% CI: 16%–61%) more
prevalent among the younger group, and 25% (95% CI: 4%–
50%) more prevalent among expatriates compared to their
counter groups, P<0.014, P<0.001 and P=0.017, respectively.
WPB was 20% (95% CI: 9%–117%) less prevalent among
higher educated allied health, P=0.002. Among physicians,
WPB was 33% (95% CI: 1%–76%) more prevalent among
females compared to male physicians, P=0.041 and it was
47% (95% CI:7%–104%) more prevalent among higher

Risk Management and Healthcare Policy 2020:13

Time of incident
Day shift

549(80.3)

Evening shift

46(6.7)

Night shift

89(13.0)

Area of incident
Patient room

142(20.9)

Treatment room/Clinic

157(23.0)

Working station/office

360(52.6)

Nonclinical areas

24(3.5)

Reaction to workplace bullying*
Told friends/family

331(48.4)

Reported to senior staff member

197(28.8)

Told the person to stop

183(26.8)

Told a colleague

180(26.3)

Tried to defend self physically

124(18.1)

Completed incident or accident form

76(11.1)

Sought counseling

55(8.0)

Transferred to another position

46(6.7)

No action, pretended it never happened

71(6.6)

Causes of workplace bullying*
Misunderstanding

527(77.0)

Lack of discipline to hold people accountable about their behavior

398(58.2)

Concern of patients

279(40.8)

Communication or Language barriers

267(39.0)

Lack of explicit rights or procedure

118(17.3)

Illness

106(15.5)

Personal problem of coworker

96(14.0)

Scapegoat for medical dispute

26(3.8)

Poor training on WPB

24(3.5)

Fault of oneself

23(3.4)

Drinking problem

15(2.2)

Consequences to the perpetrator
None

160(23.4)

Verbal warning issued

230(33.6)

Written warning

83(12.1)

Care discontinued

58(8.5)

Counseling

10(1.5)

Reported to police (prosecution)

9(1.3)

Do not know

134(19.6)

Note: *Non-mutually exclusive.
Abbreviations: n, frequency; %, percentage.
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Figure 1 Perpetrator of Work Place Bullying with the occupation of victims.

educated physicians compared to their counter group,
P=0.018 (Table 3).

Discussion
Hospital administrators should be cautioned that WPB
is more prevalent among female healthcare practitioners

compared to males. This finding was similar to the report
of a Swedish health care system where victims of WPB
were predominantly women (90%).8 Gender plays an
important role in predicting WPB;25 however, gender
should not be accounted as a single precursor to WPB at
health care facilities. In this setting, occupation was

Table 3 Poisson Binary Regression Analyses of Factors Associated with Being a Victim of Workplace Bullying Stratified by Victims’
Occupation
Nurse

Allied Health

Physicians

(Technicians and Administrative)
PRR [95% CI]

P-value

PRR [95% CI]

P-value

PRR [95% CI]

P-value

0.83[0.67–1.03]

0.083

1.54[1.09–2.17]

0.014*

1.33[1.01–1.76]

0.041*

1.30[1.14–1.48]

<0.001*

1.36[1.16–1.61]

<0.001*

1.12[0.85–1.46]

0.428

1.10[0.95–1.27]

0.206

0.95[0.80–1.13]

0.587

1.21[0.91–1.60]

0.187

1.14[0.94–1.38]

0.195

1.25[1.04–1.50]

0.017*

1.20[0.98–1.48]

0.084

0.76[0.66–0.88]

<0.001*

0.80[0.69–0.92]

0.002*

1.47[1.07–2.04]

0.018*

0.76[0.57–1.03]

0.076

0.41[0.29–0.58]

<0.001*

0.31[0.22–0.44]

<0.001*

Gender
Male (Ref)
Female
Age
≥30(Ref)
<30
Marital status
Married

(Ref)

Single
Nationality
local (Ref)
Expatriate
Education
Lower (Ref)
Higher
Intercept

Note: *Significance of P < 0.05.
Abbreviations: (Ref), reference group; %, percentage; CI, confidence interval; PRR, prevalence rate ratio.
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associated with WPB. This phenomenon can be attributed
to the scope of practice. Some healthcare practitioners,
such as nurses or allied health employees are more
involved in bedside care and differ in their chain of com
mand compared to physicians or pharmacists.26 Nurses
and allied healthcare practitioners report to unit managers,
nurse coordinators, shift supervisors, and other health dis
ciplines. They operate in larger teams and their workload
is more physically demanding, even though they are lim
ited to fewer patients when compared to physicians or
pharmacists.27 Authors believe that this difference in
scope of practice and work relationships contributed to
the variation in WPB incidents between them. On the
other hand, physicians/pharmacists tend to rotate between
various hospital wards. They usually communicate more
with patients/families, especially when it has to do with
reporting medical diagnoses, clinical progress and critical
lifesaving decisions. Therefore, WPB among physicians/
pharmacists might have been due to disrupted communi
cation with the patients/families, lack of patients’ expecta
tions, or patients’ misinterpretation of the delivered
messages. In this setting, bullied physicians/pharmacists
claimed that it was due to miscommunication with patients
(27.7%) or misinterpretation of medical instructions
(86%). Any disrupted communication between families
and health care teams eventually results in stress, temper,
lack of confidence, and, subsequently, violence.28
Age was a significant factor associated with WPB in
this setting, as WPB was more prevalent (77.3%) among
younger healthcare practitioners (<30 years). WPB was
also more prevalent (70%) among less experienced
employees (<10 years). Age and work experience are
collinear variables. We believe that fresh graduates and
junior practitioners have not sufficiently developed their
interpersonal work relationships or communication skills,
which explains why 70% of WPB was observed among
this group. A synthesis of evidence from 16 studies
showed that newly graduated employees were at higher
risk of being exposed to a negative workplace behavior.29
In this setting, the young and less experienced practi
tioners who reported WPB were probably incapable of
delivering the message properly to patients or their
families (33.4%). Furthermore, in one study, nurses who
have been abused by a patient or family member failed to
find support from their managers.30 This was comparable
with findings in this setting, as 30.6% of nurses who were
bullied reported a lack of support from management. In
addition, authors found that junior practitioners in this
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setting were subject to criticizing comments from senior
practitioners (11.9%). The stressful work environment
might be challenging to them, which makes them lose
focus on properly handling a WPB incident when the
need arises. For instance, it has been reported that practi
tioners usually focus on their own patient assignments
with little time or interest in conflict resolution.30 Hectic
duties and stressful work environments witnessed by these
practitioners might trigger a loss of temper. In this setting,
39% of practitioners reported that the lack of communica
tion contributed to WPB, while 14% stated that it was due
to poor collaboration. Furthermore, healthcare practi
tioners regularly find short-notice and multiple batch
admissions or discharges as major stressors, especially if
it is not well coordinated with the admission office. Unmet
patient/family expectations, such as lack of vacant beds or
absence of resources, will eventually create a chaotic work
environment where WPB might arise.30 In this setting,
40.8% of practitioners who were bullied claimed that it
was due to their inability to satisfy patient/family needs.
WPB was also more prevalent among expatriate
healthcare practitioners compared to local Saudi employ
ees. Victims of WPB in one setting reported that these
incidents arose due to cultural difference or language
barriers.31 In this setting, English language is the predo
minant language used among healthcare practitioners, yet
Arabic language is the official language for the public
community. Non-Arabic speaking expatriate healthcare
practitioners strive to communicate with their patients
using simplified, unstructured Arabic dialect. This factor
might have aggravated a potential misunderstanding that
escalated to WPB, simply due to a failure in expressing the
true thoughts, as reported by 77% of bullied victims in this
study. Currently, there have been no previously published
studies that related WPB to language and cultural differ
ences between healthcare practitioners and patients/their
relatives. Accordingly, hospital administrators are encour
aged to disseminate educational offerings throughout the
health care settings about proper work relationships and
professional communication.

Limitations
A number of limitations have been observed in this study.
Authors believe that WPB is an under-reported phenom
enon, so the recruited sample might not be exhaustive in
its representativness. We suspect that some participants
might have been exposed to a certain form of harassment
once, and perceived it is as bullying. Nevertheless, some
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victims might have been harassed once, yet from different
patients, visitors or employees. This makes the perpetrator
not necessarily restricted to one confined incident. In addi
tion, there is a possibility that some participants had
experience with WPB or were more likely to be interested
to respond to the survey compared to non-participants.
Moreover, although participants were not involved in the
recruitment of other study participants, there is a chance
that some might have shared the link of the survey with
other participants who were not originally invited to parti
cipate. Disclosing the WPB incidents to hospital adminis
trators necessitates a supportive work culture and
a transparent reporting system that insures the privacy
and safety of WPB victims. Another limitation is recall
bias, taking into account the retrospective design of the
study. However, authors believe that the details of WPB,
whether it is an isolated or a repetitive incident, are unli
kely to be forgotten by the victims. In addition, certain
conflicts, among employees or between employees and
patients/their families, might have been misinterpreted by
the victims as an act of aggression or bullying.
Furthermore, life factors such as social/financial stressors,
previous mental/psychological disorders or even prior
traumas might have elicited a WPB incident from the
perpetrator’s side or increased the vulnerability from the
victim’s side. Therefore, in-depth analyses of the true
causes and implications of WPB incidents require a more
personal qualitative research methodological approach,
which was beyond the scope of this study.

Conclusion
WPB might occur any time, anywhere and by any person
within healthcare facilities. The prevalence of WPB varies
within occupational groups. Gender, age, educational level,
and nationality were all factors associated with WPB. The
leading form of WPB in this setting was verbal abuse that
mainly occurred during day shifts. WPB was more prevalent
among female healthcare practitioners, <30 years of age, and
expatriates. Among nurses, it was more prevalent among
those <30 years old, and those with advanced educational
levels. Among allied healthcare professionals (technicians
and administrative staff), female gender, young age, expatri
ate, and advanced education were factors associated with
WPB incidents. WPB was more prevalent among female
physicians and those with higher educational degrees. WPB
incidents were more likely to occur at work stations, fol
lowed by treatment rooms or clinics.
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WPB is unfortunate by all means. It is the employees’
and patients’ right, as well as the duty of all hospital
administrators, to promote a safe working environment,
free of any harassment type. This study analyzed actual
WPB incidents in attempt to identify occupational groups
with high prevalence rates of WPB. Accordingly, action
plans can be launched to educate and train vulnerable
groups, and to closely monitor work environments.
Identifying high-risk work environments includes detect
ing, reporting and resolving early warning signs of WPB.
Regrettably, some believe that interventions to prevent
WPB are ineffective, with emphasis on the fact that
WPB is being primarily facilitated by organizational
causes and culture that hinders the formation of collegi
ality and trust among employees.32

Article Summary
Strengths and Limitations
● Workplace bullying has not been addressed sufficiently

in Middle Eastern settings.
● It is imperative to all healthcare settings to detect any

case of WPB, to analyze its characteristics, determine
high-risk groups, and take the right action.
● This study analyzed the various characteristics of WPB
incidents at a multi-regional healthcare facility in Saudi
Arabia.
● Most WPB incidents remain under reported, so the
recruited sample might not be exhaustive .
● Certain conflicts, among employees or between
employees and patients/their families, might have
been misinterpreted by the victims as an act of aggres
sion or bullying.

Key Points
● Leading type of WPB in this healthcare setting is verbal

abuse that occurred during day shifts.
● WPB seems more prevalent among females, young age

group, and expatriates.
● WPB is more likely to occur at work stations or offices.
● WPB perpetrators were mainly patients, relatives of

patients, employees or managers/supervisors.

Abbreviations
95% CI, 95% confidence interval; PRR, prevalence rate
ratio; WPB, workplace bullying; WHO, World Health
Organization.
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