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Abstract
The international prevalence of workplace violence (WPV) in the healthcare sector, and isolated cases involving radiographers in 
a state radiology department in Windhoek, Namibia instigated this research. This study aimed to explore the prevalence of WPV, 
identify its perpetrators, and determine the emotional state and coping mechanisms of radiographers after WPV incidents. A 
standardised questionnaire that assessed WPV was distributed to the fifteen radiographers with experience of working night duty. 
Thirteen questionnaires were returned (response rate = 86.7%). All the respondents had experienced WPV that predominately 
occurred during night duty. All had experienced verbal abuse (100%) followed by verbal threats (84.6%), sexual harassment 
(84.6%), and physical assault (46.2%). Causes of WPV included intoxicated patients (100%), long waiting times (61.5%), over-
crowding (30.8%), and failure to meet the expectations of patients and their family members (23.1%). WPV perpetrators were 
mostly patients followed by their family members. The majority of the respondents did not report their respective WPV incidents 
to the authorities. They were however anxious, disappointed, disgusted and sad after the incidents. They coped by ignoring the 
incidents or talking to a colleague or family member. The high prevalence of WPV, and its negative implications, requires em-
ployers to devise measures to prevent its re-occurrence. 
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INTRODUCTION 

Over the past decade, workplace violence 
(WPV) has been reported worldwide, 
with prevalence above 40% reported in 
Brazil (46.7%), Thailand (54%), South 
Africa (61%) China (62.4%), Bulgaria 
(75.8%),[1] and India (75%).[2] Addition-
ally, WPV incidences have been recorded 
in South Africa and China, ranging from 
9.6 to 17.8%[3] and increased by factor of 
11, respectively.[4]

WPV is defined as “incidences where 
staff are abused, threatened or assaulted 
in circumstances related to their work, 
including commuting to and from work, 
involving an explicit or implicit challenge 
to their safety, well-being or health”.[5] It 
is categorised as physical (beating, kick-
ing, slapping, stabbing, shooting, sexual 
abuse, pushing, biting and pinching) and 
psychological (verbal abuse, bullying, 
mobbing, harassment and threats).[5,6] 
However these categories may overlap 
leading to inaccurate classification[7] of 
the different forms of violence. In devel-
oping and transition countries, more than 
50% of healthcare workers experience at 
least one incident of physical or psycho-
logical violence.[8]

In the healthcare setting, risk factors for 

WPV include poor security, inadequate 
lighting, night shifts, stress, overcrowd-
ing, receiving bad news related to diag-
nosis or prognosis, low socioeconomic 
status, presence of weapons, ineffective 
communication, perceived lack of empa-
thy and enforcement of visiting hours.[9-12]  
WPV perpetrators may include col-
leagues, supervisors, patients, families 
and visitors.[13] It may have a negative 
effect on job performance, resulting in re-
duced job satisfaction and fear.[14-15] Inter-
nationally, strategies have been devised 
to prevent WPV and support victims.[16] In 
Namibia, Section 39 A of the Namibian 
Labour Act of 2007[17] makes provision for 
a safe working environment. However, 
the implementation of this legislation is 
employer dependant. Due to the nature 
of their work, radiographers interact with 
patients of varying physical, mental and 
emotional states; these expose them to 
increased risk of WPV. There have been 
isolated cases of WPV observed in a state 
radiology department in Windhoek. This 
study explored WPV involving radiogra-
phers at a state radiology department in 
Windhoek, Namibia.

MATERIALS AND METHODS 

A quantitative descriptive research design 

was used to conduct a study at one state 
radiology department in Windhoek. The 
population included all radiographers 
(n=17) working night duty. Due to the 
relatively small size of the population, fur-
ther sampling would have had the poten-
tial to distort the results. As such, all in the 
population were adopted as the sample. 
The questionnaire was piloted on two 
radiographers who were excluded from 
final data analysis.

Permission and ethics approval to conduct 
the research was sought and granted from 
the School of Nursing, University of Na-
mibia; the Ministry of Health and Social 
Services of Namibia (MoHSS); and the 
principal radiographer of the radiology 
department. Participation was voluntary 
following signed informed consent. Re-
spondents’ anonymity was maintained 
using unique study identifiers.

A questionnaire, comprising open, closed, 
and multiple response questions, was 
used (Table 1). The data collected includ-
ed demographics; prevalence and types 
of WPV; reporting and action by authori-
ties; and coping mechanisms adopted by 
the radiographers who participated in this 
study. The questionnaire was completed 
during routine working hours. Data were 
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Table 1. Questionnaire
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collected in September 2017 and ana-
lysed using IBM SPSS Statistics version 24 
(IBM Corp, Released 2016).

RESULTS

Thirteen of 15 distributed questionnaires 
were completed giving a response rate of 
86.7%. Two male and 11 female radiogra-
phers (respondents) completed the ques-
tionnaire. Their ages ranged from 23 to 
above 30 years. Number of years of work-
ing night duty: one to four years (69.2%, 

n=9), five to nine years (23.1%, n=3), and 
>10 years (7.7%, n=1). Table 2 shows ros-
tered night duty hours. 

• Types of WPV 
All respondents were exposed to some 
form of WPV. They were allowed to select 
multiple responses. Physical abuse, verbal 
abuse, verbal threats and sexual harass-
ment were selected by 6, 13, 11 and 11 
respondents, respectively. The forms of 
WPV were further categorised. As shown 
in Table 3, cursing (92.3%) and unwanted 

sexual jokes (90.9%) were ranked high-
est; inappropriate exposure of private 
parts was ranked the lowest (18.2%). The 
main perpetrators of WPV were patients 
(100%),family members (76.9%),and visi-
tors (7.7%). 

• Time of WPV 
Incidences of WPV in terms of times in 
the day and night are illustrated in Table 4.  
Also presented is time of month when 
WPV occurs. In this study, WPV frequent-
ly occurred between 20:00 and 08:00, as 
well as at the end of the month.

• Causes of WPV 
Causes of WPV: intoxicated patients 
(100%), long waiting times (61.5%), over-
crowding (30.8%) and failure to meet pa-
tients’ and family members’ expectations 
(23.1%). The majority (69.2%) of WPV 
incidents were not reported. Of those re-
ported, 75% were to supervisors and 25% 
to police. Of the reported cases, 50% 
were attended to by the authorities who 
removed the perpetrator from the depart-
ment (25%) and stationed a security guard 
at the department’s entrance (25%). Nine 
(69.2%) respondents indicated that WPV 
incidents could have been prevented; 
four (30.8%) indicated otherwise. The re-
spondents highlighted that WPV incidents 
could have been prevented by stationing 
security personnel in the X-ray depart-
ment, alcohol detoxification and sched-
uling more male staff during times when 
WPV is most likely to occur. 

• Emotions experienced after a WPV 
incident
Table 5 shows the emotions experienced 
by the participating radiographers after a 
WPV incident. The majority (53.8%) felt 
anxious; 7.7% felt guilty or ashamed.

Table 2. Hours worked on night duty

NUMBER OF HOURS WORKED DURING A NIGHT DUTY 
PER SHIFT

FREQUENCY N (%)

5 to 8 hours 1 (7.7%)

9 to 15 hours 8 (61.5%)

16 to 24 hours 2 (15.4%)

24 and above hours 2 (15.4%)

Table 3. Types of WPV

FORMS OF WPV TYPES OF WPV
RESPONSE

n %

Physical assault

Kicked, slapped, pushed 3 50

Projectiles thrown 3 50

Spit on 3 50

Verbal abuse

Yelled at 10 76.9

Cursed or sworn at 12 92.3

Humiliated 7 53.8

Deliberately ignored 9 69.2

Other 1 7.7

Verbal threats

Killing 3 27.3

Beating 9 81.8

Other 2 18.2

Sexual harassment

Unwanted sexual jokes 10 90.9

Subject to sexual behaviours 5 45.5

Private part of perpetrator shown 2 18.2

Touching by the perpetrator in an unsatis-
fying manner

4 36.4

Table 4. Times of WPV

TIME WHEN WPV OCCURS
RESPONSE

n %

Time of day and night

08:00 to 14:00 3 23.1

14:00 to 20:00 4 30.8

20:00 to 08:00 12 92.3

Time of the month 

Beginning of month 2 15.4

Middle of month 1 7.7

Month end 12 92.3

Public/private holidays 6 46.2

Table 5. Emotions experienced after the occurrence 
of WPV

EMOTIONS
RESPONSE

n %

Sad 5 38.5%

Heartbroken 2 15.4%

Afraid 5 38.5%

Disgust 6 46.2%

Anxiety 7 53.8%

Disappointment 6 46.2%

Guilt or shame 1 7.7%

Other 2 15.4%
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• Coping mechanism
Two (15.4%) did not indicate their coping 
mechanism. The results of those who indi-
cated a coping mechanism were: 72.7% 
acted as if nothing had happened, and 
27.3% spoke to colleagues and family 
members about the incident. 

DISCUSSION

The prevalence of WPV worldwide is 
well documented[18-25] with almost a quar-
ter occurring in the healthcare sector.[26] 
Campbell and colleagues[27] reported that 
healthcare workers were involved in at 
least one incident of physical or psycho-
logical violence during their professional 
lifetime. The current study showed that all 
of the radiographers who completed the 
questionnaire had been victims of WPV. 
This is similar to previous studies of WPV 
involving radiographers in Hong Kong,[19] 
UK,[20] Egypt,[21] Taiwan,[22] Australia,[23] 
Ireland,[24] and Nigeria,[25] where WPV 
ranged from 46.13% to 94%. In these 
studies, verbal abuse was ranked highest 
followed by verbal threats, physical as-
sault, and then sexual harassment;[19-21] 
except in Ireland where physical abuse 
was higher than verbal threats[24] as shown 
in Table 6. 

Sexual harassment had a high preva-
lence in the current study. This may be 
attributed to lack of awareness of what 
constitutes sexual harassment among the 
perpetrators and the radiographers in this 
study. For example, both may not have 
been aware that unwanted sexual jokes 
constitute sexual harassment. This lack 
of awareness by either party may result 
in the offense going unreported until it is 
brought to the attention of the victim. The 
Namibia Labour Act (No 11 of 2007, Sec-
tion 5 subsection 7(b))[17] describes sexual 
harassment in the context of employer-
employee relations which may be diffi-
cult to interpret in terms of radiographers 
and patients. It states that the victim must 

inform the perpetrator that their actions 
are offensive and the latter should reason-
ably realise that their conduct is unac-
ceptable. A radiographer’s primary role is 
to obtain diagnostic images to aid patient 
management. This role may supersede in-
forming a patient that his/her actions are 
interpreted as sexual harassment.

In this study, WPV predominantly oc-
curred after hours (i.e. between 20:00 and 
08:00) as well as at the end of the month. 
These findings are in keeping with a trend 
reported by Crilly and colleagues.[28] At 
the research site in this study, only two 
radiographers are rostered for duty during 
these times. This rostering is maintained 
even at the end of the month when there is 
a high influx of emergency cases especial-
ly motor vehicle accidents victims, intoxi-
cated patients, gunshot and stab wounds 
which may result in long waiting hours, 
overcrowding and failure to meet patients’ 
and family members’ expectations as re-
ported in this study. The study site is the 
only public referral hospital serving pa-
tients from all over Windhoek which may 
result in overcrowding. Previous studies 
have reported understaffing (54.67%[19]; 
72.3%[21]; 13.97%[22]), long waiting times 
(81.33%[19]; 67%[21]; 21.55%[22]), alcohol-
ism (46.64%[19]; 19.70%[22]; 27%[28]) and 
failure to meet patients’ and family mem-
bers’ expectations (10.7%)[11] as risk fac-
tors for WPV. Literature includes other risk 
factors such as drug abuse,[19,28] security 
staff shortage, miscommunication, work-
ing alone,[21] receiving bad news related to 
diagnosis or prognosis, presence of weap-
ons and gang activities.[11] 

Patients and their relatives have been 
listed in the in the literature as the main 
perpetrators of WPV; 43.84% to 97.73%, 
and 43.62% to 100%, respectively.[19, 

21,22,24] Such trends were also reported in 
this study. These trends may be attributed 
to the change in emotional state of pa-
tients and their family members due to 

pain, anxiety and frustration, which then 
manifest as abusive and violent behav-
iour.[18,19,21,23] WPV can also be initiated 
by fellow radiographers, members of the 
healthcare team and supervisors.[19,21] 
Such findings were not reported in this 
study. 

COPING MECHANISM

In this study, 69.2% of the respondents 
did not report the occurrence of WPV 
compared with 18.8% in a similar study 
in Ghana.[12] The literature reports that 
healthcare workers sometimes accept 
WPV, especially non-physical, as part of 
the job.[29] It is important that cases of WPV 
are reported in order for authorities to im-
plement measures that ensure the safety 
and wellbeing of employees at work. Far 
fewer WPV cases were reported in this 
study (30.8%) compared to 67.9% cases 
reported in Ghana.[12] Of those reported 
in this study, only 15.4% were attended 
to by the authorities. This lack of atten-
tion from authorities may in turn affect 
the case reporting rate. The majority of 
the radiographers who participated in this 
study coped with WPV by ignoring the sit-
uation. Some confided in colleagues and 
family members. They experienced nega-
tive emotions similar to those reported by 
Abbas and Selim.[21] Such emotions have 
been found to affect job performance and 
satisfaction of employees.[21]

CONCLUSION

This study reported a high prevalence of 
WPV with verbal abuse being the most 
common. WPV was frequently experi-
enced during night duty and at the end of 
the month. The majority of the incidences 
were unreported with little done for the 
reported cases. The aftermath of WPV 
resulted in negative emotions and brack-
eting of the incidents. It is therefore imper-
ative that employers train employees on 
how to recognise and prevent WPV. WPV 

Table 6. Percentages of prevalence and types of WPV in the literature and this study

TYPE OF VIOLENCE NAMIBIA* EGYPT[21] TAIWAN[22] HONG 
KONG[19] UK[20] IRELAND[24] 

WPV prevalence 100 79.8 46.13 61 94 63

Verbal abuse 100 98.7 65.64** 96.7 34.5 55

Verbal threats 84.6 46.7 34.07 24.1 >3%

Physical abuse 46.2 38.7 21.79 20.88 13.8 8

Sexual harassment 84.6 1.3 10.34 3.23 - -

*current study, **percentage of both verbal abuse and verbal threats
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policies should be developed and imple-
mented to prevent, report and manage 
such incidents. A study on WPV preventa-
tive measures should be undertaken.

LIMITATIONS

The study was conducted at one state radi-
ology department. Potential respondents 
were purposively selected. The results can 
therefore not be generalised to other ra-
diographers in Namibia. In addition, the 

sample was small and there were 11 fe-
males and two males, therefore the effect 
of gender on WPV could not be assessed.
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