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Operational Definitions
Intimidation: An intentional act by a nurse toward nurse colleaglihe act

causes the nurse victim to have fears and, hageliad lower than

the perpetrator.

Threats: Any willful behavior by a nurse toward the otherrse that causes
the other nurse to fear for her/his safety. Thedhican be verbal

or written.

Gossip: Workers indulging in inappropriate topics of corsation about

other workers.

Humiliation: When a nurse belittles other nurse’s opinion orioast or
criticizes the other nurse in front of other heaitbrkers in such a
way that the offended nurse feels devalued andhaestha

Shout at: a nurse yelling or screaming at her colleaguaurae
Sharp words: Bitter or harsh words from a nurse to another.

Aggressive behaviorA behavior from a nurse that is violent and unptadble and it

constitutes intended harm to another nurse.

Verbal aggression: A message behavior which attacks a nurse’s sel¢eqt in order
to deliver psychological pain.

Hostility: A form of emotionally-charged angry behavior beswaurses.
Sabotage: A dysfunctional but common method of dealing wirtistration.

Sexual harassment: Unwelcome words or actions of sexual nature deekett a specific
nurse that annoys or cause emotional distres®tourse.

Criticize excessively:A nurse or supervisor criticizing a nurse more thanessary.
Horizontal violence: Within nursing, horizontal violence is definedragse to nurse

aggression e.g. a nurse intimidating/humiliatinguese colleague.
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Abstract
Horizontal violence is a real entity within the lbecare facilities. The objective of this

study was to explore prevalence and factors cauttnfy to violence among nurses at
their place of work and the effect violence hadlo#ir interrelationship and performance
in provision of maternal-child and family plannisgrvices in the health facilities that
directly serve their surrounding communities.

The study design was a cross-sectional descrigivdy of nurses working in health
facilities with Maternal-Child Health and Familydihning (MCH/FP) clinics of Nairobi
City County. Seven health centres that had MCH/#&dPcervical cancer screening clinics
were chosen for the study. The sampling frame c@®gra comprehensive itemized list
of all nurses in the fourteen health facilitiesmMICH/FP and cervical cancer screening
clinics. Simple random sampling method was usembtoe up with seven health facilities
with MCH/FP clinics. A sample of 170 participantasvrecruited for the study out of a

calculated sample of 187.

Quantitative data was collected using a self-adstened structured questionnaire and an
observational checklist. Each nurse included inygample filled a questionnaire. SPSS
version 17.0 was used to analyse quantitative diafierential statistics using Chi-square,

and correlation were used to determine the relahignbetween the dependent variables

and the independent variables.

Results and findings of the study indicated that6% (n=132) of the participants
reported experiencing many of the negative behadssociated with horizontal violence
and 22.4% (n=38) of the participants had not expeed horizontal violence in last

twelve months preceding this study. The prevalesfchorizontal violence among the

Xii



participants was 36.2% or 362 nurses per 1000. fbHewing horizontal violence
behaviors were experienced by participants: godsiffl.8%), shouted at (34%),
humiliated (30%), intimidated (24.7%), threaten@0%), excessively criticized (19%)
and sexually harassed (4%)he study findings indicated that there were giatly
significant differences between age of the paréictp and humiliation, p=0.005; work
experience of the participants and humiliation, .0309; professional qualification and
threat experience, p=0.031; and professional qoalibn and intimidation, p=0.034.
There were no statistically significant differendestween the demographic profiles of
the participants and the following horizontal viode behaviors: gossiping, shouting,
excessive criticisms, and sexual harassmé&he study findings revealed that non-
physical violence was very high among nurses adaayifior 76%. Of the non-physical
violence gossiping was the most experienced amangen in the workplace. However
there was no statistically significant differencstieeen horizontal violence behavior of
gossiping and demographic profiles of the participauch gender, age, work experience
and professional qualification. The findings dentoats that horizontal violence occurs
and that nurses were victims of violence and soareas were perpetrators of violence
amongst themselves as well. The findings are egddot assist policy makers, managers,

and nurses on how to intervene in order to comtmkplace violence among nurses.
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CHAPTER ONE: INTRODUCTION

1.0 Background

The Canadian Nurses Association and Canadian Rexeraf Nurses’ Union describe
workplace violence as physical acts, emotional @psexual harassment, degrading remarks or
bullying, backbiting (CNA & CFNU, 2007). Violence mostly interpersonal.

Work place violence is a global problem. In 2002,estimated 1.6 million people worldwide
died as a result of self-inflicted and interperdonalence (WHO, 2007). Studies done in US,
Canada, Europe, Far East, Asia and African coumindicate high prevalence of workplace
violence worldwide and it's a major health concatmlobal level (Needham, 2008, WHO, ICN,

ILO, PSI, 2002).

Studies suggest that though patients and theitovgsare the perpetrators, much of the violence
encountered by health care workers is from co-wsrlead physicians and managers (Nursing
Health Services Research Unit, 2008). The studigstes on violence incidence may not reflect

what is actually on the ground because underreqgpiti the health institutions is common and

may be influenced by cultural factors on what cut&s violence. In addition some nurses’

perception is that violence if it happens is pdrthe job. This makes it difficult to measure the

extent of violence in the institution (RNAO, 2008NACNEP, 2005).

There are many causes of violence among nursedieStny Magnavita and Heponiemi, (2012),

indicate that non-physical and physical violenceoaghealth care workers are associated with
decreased job satisfaction, increased occupatstrah due to inadequate staffing levels. On the
other hand NACNEP (2005), reports that family viae on a nurse also influences the

relationship between the affected nurse and theeacwlleague, and lack of financial resources



to train nurses on violence prevention in a worcpl Centre for American Nurses (2008)
reports that violence among nurses can be prevearddmanaged by educating and training
nurses on violence prevention; ensuring adequafténgt levels; adoption of zero tolerance for
violence and recognizing and addressing the vigenc

Violence among nurses results into physical ancchpspgical complications. Psychological

trauma, the most common form of violence among esjrgreates hostility among nurses as
opposed to physical trauma (Leung, et al., 200@stiity in those affected nurses, leads to

reduced communication amongst nurses resultingnr@dical and nursing errors.

McKenna, et al., (2002) reports that violence rssuhto reduced confidence, anxiety,
depression, frustration, mistrust, nervousnesgssirand fear in nurses. In addition violence
causes physical injuries, bruises, cuts and defmsnaffecting their health and forcing them to

take sick leave, thus worsening staff shortage@Bstro, et al., 2009).

1.2 Statement of the Problem

The magnitude of violence among nurses was a corgtebally. Studies on horizontal violence
demonstrate that the number of nurses affectedhddgyndrome remains alarming and continue
to rise worldwide. The World Health Organizationtdrnational Labour Office, International
Council of Nurses and Public Services Internaticeabgnize the prevalence of violence as a

major health priority (Hinchberger and Zielke-Nadka2008).

Nurses working in health facilities with MCH/FP rdkis might define violence differently from
the definitions described in literature due to @ifhces in cultural norms and values of the

society to which the nurses were exposed. Thereftoeee was need to explore horizontal



violence among nurses extensively in so that wlileeee was violence preventive measures

could be put in place.

Studies on violence amongst nurses had been dom®sh of the developed countries and in
Botswana and eight Cape Town public hospitals incAfand had demonstrated very high levels
of psychological trauma in nurses compared to @aysirauma. More over in Kenya, and

particularly in health facilities with MCH/FP clice where nurses provide the services to the
community, no study had been done on horizontdemime. Therefore the aim of this study was
to determine the prevalence of violence, lookintpators that were associated with violence and

measures being taken to prevent violence amongsimghe health facilities.

1.3 Purpose of the Study

The aim of this study was to establish whethereriok existed amongst nurses working in

MCHY/FP clinics and whether violence affected nurpesformance.

1.4 Justification of the Study

Presence of violence among nurses influences theik performance negatively. Nurses in
health facilities with MCH/FP clinics provide seres to the community. In addition maternal-
child health and family planning health serviceoine of the elements of primary health care
through which the government ensures universalbgpiable, accessible, and affordable health
services to the individuals and community in orttepromote and maintain health and prevent
diseases. The services are also a strategy ofvanfpimillennium development goal number 4
on child health which calls for reduction by twartls, between 1990 and 2015, the under-five

mortality rateand MDG 5 on Maternal Health, which calls for coie# to reduce their maternal



mortality ratio by three quarters by 2015 and teréase reproductive health access and

contraceptive use.

Psychological trauma which is the most common faifnihorizontal violence creates hostility
among nurses resulting into negative attitudes tdweach other (Leung, et al., 2006). Negative
attitudes result into poor interrelationship amagses and to clients as well. As a result clients
may shun away from the clinics hence affectingableievement of aims of primary health care
and millennium development goals. Hostility alsmpardizes nurses to communicate and
maintain appropriate social contacts among themsednd the community the nurses serve
leading to unreported medical and nursing errorsliants due to poor coordination and
collaboration. In addition stress which is the meawise of violence also affects the relationship
of nurses towards the community they serve duetrgss resulting into reduction of health

seeking behaviors in clients.

Although findings on horizontal violence in studieduntries demonstrated high levels of
violence and aggression among nurses, it mighbagiossible to apply their findings to nurses
working in MCH/FP clinics in Kenya because of diffiet hospital managerial system, policies
and culture and also staff professional qualifmatand type of care given to clients by the

nurses.

Violence may be understood differently at regiomational and local level due to variations in
culture and norms. Literature stated that theradsdefinite definition of violence let alone
horizontal violence. Nurses working in health fdiegs with MCH/FP clinics may define

violence quite differently from the definitions deed in literature due to differences in

cultural norms and values of the society to whiehniurses are exposed.



Therefore there was need to study violence amomgesuat the health facilities with MCH/FP

clinics to determine whether violence existed.

1.5 Research Questions

1. How prevalent is the violence among nurses vigrikn MCH/FP clinics?
2. What type of violence exists among nurses wgrkinMCH/FP clinics?
3. What factors contribute to violence among nutses

4. What are the interventions against horizontallevice set up by the clinics?

1.6 Broad Objective

To determine prevalence and factors influencindevioe among nurses working in MCH/FP

clinics.

1.7 Specific Objectives

1. To determine prevalence of violence among tlrees working in MCH/FP clinics.

2. To establish forms of violence among nurses mgrkn MCH/FP clinics.

3. To identify factors contributing to violence angpnurses working in MCH/FP clinics.

4. To identify availability of interventions for maging horizontal violence set up by the

hospital.

1.8 Expected Benefits

The study findings will help to control hostilitynd any form of violence among nurses in the
MCH/FP clinics, maintain appropriate interrelatibipsamong nurses and to the community the

nurses serve.



Barriers to high quality antenatal, postnatal, ashiémily planning and cervical cancer screening
services resulting from violence would be remowvesltting to high quality services rendered to

the community in MCH/FP clinics.



CHAPTER TWO: LITERATURE REVIEW

2.0 Introduction

Centre for Disease Control and prevention (CDC) ational Institute for Occupational Safety
and Health (NIOSH), defines workplace violence iadewnt acts (including physical assaults and
threats of assaults) directed toward persons ak woion duty, commuting to and from work

(OJIN, 2004).

Violence in the health care workplace can be diassby perpetrator type (NHSRU, 2008):

Horizontal violence, perpetrated by co-workers,esuggors and other health care workers such
as nurse to nurse violence; vertical violence iaited by patients or patients’ families against
health care providers; external violence, pegtett by people outside of the organization with

a criminal intent.

2.1 Studies done on Violence

2.1.0 Europe and America

The Nursing Health Services Research Unit repaat tholence in health sector constitutes
almost one quarter of all violence at workplacethwhalf of all health care workers affected
(NHSRU, 2008). While the British Columbia WorkeSbmpensation Board, states that health
care workers experience acts of violence more ditam any other group of workers in the
province, and account for 40% of all violence rethtlaims despite making up less than 5% of
the workforce. A US study showed health care warkeere 16 times more likely at risk of

violence than any other service workers (NHSRU 800



In the European Union 9 million workers suffer piogs violence; 3 million are subject to sexual

harassment; 13 million to intimidation and bullyi(european Foundation 2000).

The 2000 British Crime Survey findings showed thatses are more assaulted and are second
only next to security and protective services oetigns, and the risk for threats of violence is
above the average than that of workers in the reaitin care industries.

The United States Department of Labor, Bureau dfokeStatistics data also showed that while
two in 10,000 employees overall in the private @esuffer injuries annually that require time
off from work, rates of injuries are significandyeater for health care employees. Annually, 9.3
in 10,000 employees in the health services sectitersinjuries that require time off from work.

In nursing and personal care facilities, 25 in 00,@mployees suffer such injuries — more than

10 times the overall private sector rate (USDLBRG01).

In nursing, nearly one-third of violent acts agaimsrses are committed by health care providers

and family members of patients (Gerberich et 8104).

The Literature categorizes more commonly seen ssuwtviolence in the health care in the

following types: patients, co-workers, physicians aisitors of patients (NHSRU, 2008).

In nursing, despite the fact that primary sourdegedbal and physical aggression and assault are
mostly patients and visitors of patients, a largerse of non-physical violence, responsible for
more than half of the emotional abuse and verbadsanents is the violence perpetrated by co-
workers and physicians (NHSRU, 2008).

Nursing institutions are also vulnerable. Love &norrison (2003) noted studies documenting
increased verbal threats, harassment, intimidafiod, pestering of nursing faculty by students

who are experiencing academic problems or facingitetion from the program. As a result



many nursing schools have instituted criminal baokgd check policies for students and faculty

in efforts to address this problem (Burns, et @04.

Tade and Moody (2005) discussed extending authtwityonduct criminal background checks
for nurses. The study also proposed conductingkshiee students upon entry to clinical nursing
courses and as a pre-requisite for graduation pptication for licensure (National Council of

State Boards of Nursing, 2005).

Violence indeed negatively affects nurses and thsing profession. Rosenstein (2002) reports
that 30% of the surveyed nurses knew of nurses hdm left the organization because of
disruptive and verbal abuse while Sofield and Sakin(2003) found that physicians were the
most frequent source of verbal abuse, followed &tyepts, peers, supervisors, subordinates and
patient's families. The study found that the amowft abuse and intent-to-leave were
significantly related. The authors found that 1Zcpat of the nurses surveyed planned to
actively look for a new job within the next yeardah2 percent would consider resigning as a
result of verbal abuse. This also indicates thalievice free working environment among nurses
and nurse-physician is a prerequisite for healthwaell-being of nurses and nurse’s intention to

stay at a job.

Violence can also have an impact on recruitmens dine of the factors that often make nurses
reluctant to recommend nursing as a career ch@iger half (53 percent) of nurses who were
surveyed would not recommend the nursing profesaga career choice for their children and
23 percent would actively discourage someone ctos¢éhem from entering the profession

(Keough, Schlomer, & Bollenberg, 2003).

In community health and home health settings, ti®DLBLS, reports that in just four years

(1996-2000), there were 9 homicides to health vamders in private residences (Mc Govern et

9



al., 2000). And a Texas study by Schulte et al819&und that more than a third of public health
field workers who provided sexual and infectiousedise follow-up to clients in their homes and
places of business experienced 611 violent evaritsei course of their employment. The figures
show that community health and home health workkesother health workers are more likely

to suffer threats and assaults.

2.1.2 Australia

Dunn (2003) also states that presence of sabotage reesius an indicator that horizontal

violence and oppression exist in the workplace. Stuely was done to describe the effects of
oppression with subsequent displays of horizonialemce as measured by the degree of
sabotage in the operating room and how it relaigeli satisfaction. Findings were that lack of

respect for colleagues has had damaging effectiseodevelopment of the nursing profession.

2.1.3 Asia

Lakhan and Gillan, (2008) conducted a study on eeoa burden of workplace violence in the
health sector in Pakistan. The results showed lteses from stress and violence at work
estimates from 1% to 3.5% of gross domestic prod@G&P) of several countries. The direct
costs were mainly resulting from the act of viokersuch as costs of legal services, medical,
security costs, and judicial costs. Whereas, ictliests included long-term effects of the
violence such psychological disturbance, work lagssrease work productivity, bad publicity,
insurance costs, new hiringhe study recommendéklat to increase economical costs in health
industries, there is a need of training programareefployees regarding violence’s prevention.
In the training programme, all employees shouldeusiind their rights, and responsibilities

through organization’s policies. They should kndwat rate and risk factors of violence in their
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organization. Lastly, role of management should lmsEe on policy making regarding
reporting system of workplace violence in healtgamization. Whereas Mumtaz and Rajani,
(2008) studied the impacts of sexual harassmertherfemale nurses in Pakistan. The results
showed that sexual harassment has very destrgfte@s. It not only disturbs the individual life

but it ultimately decreases the image of the instn.

2.1.4 Africa

Studies in Botswana also indicated a high prevaeiovorkplace violence among nurses and
between nurses and other health workers and theé ecipients. The incidences were both
physical and psychological violence. Nurses wee ritost affected since the nurses are the
majority of health workers in Botswana. This wasdeuced by the increasing reports of the
incidences both in the media and to the Nursesoéiation of Botswana (Feringa, in PWV,
2008).

A study done on horizontal violence amongst nuinsdbe eight Cape Town public hospitals in
South Africa revealed that violence in the socley seeped into the nursing profession.
Participants were nurses who provided general, rmiite psychiatric and paediatric services.
Results showed there were psychological violenci®im of humiliation, vertical violence (in
this context, a negative behavior towards seniojuaior colleagues), covert violence (any
violence done in secret against other nurses)ztwotal violence and physical violence among
nurses.

Psychological violence (45% of nurses) was momvgent among nurses. Humiliating and
shouting forms of violence were much more commomragset the nurses. Professional nurses
are usually the ward/clinic in-charge were ideatifas the main culprits that resort to shouting to

other nurses (Khalil in PWV, 2008).
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2.1.5 East Africa

A study on workplace violence and gender discrimmamain the health sector in Rwanda,
showed that violence was a severe problem in Rwahdalth workplaces. Approximately 39%
of the 297 respondents reported experiencing at @ form of abuse in the workplace in the
preceding year. Verbal abuse 80 (27%) was the mpr@stalent form followed by bullying 48
(16%) then sexual harassment 21 (7%). Physicaéncd 12 (4%) was the least prevalent. The
majority of perpetrators of workplace violence wdrealth personnel—victims’ colleagues,
followed by hierarchical superiors. A smaller portiof perpetrators were members of the
general public, including patients and their faesli Both men and women engaged in acts of
violence. Men committed most acts of sexual harassnbullying and physical violence, while
women in this sample perpetrated most acts of Valmase. Female health workers were twice
as likely as men to be victims of sexual harassmdany respondents held perceptions of the
men “in charge” as perpetrators of violence. In hoases of violence, especially cases of verbal
abuse, bullying and physical violence, the victirectbsed the incident to colleagues. However
in sexual harassment cases, 40% of victims diddmaxtlose the occurrence to anyone. The
impact of violence was felt primarily on the worlsepsychological health (feelings of trauma,
loss of dignity, fear, frustration, obsessive thuotsy, but other effects included absenteeism (an
average of three days following an incident), lowaergy, disturbed interpersonal relations at
work or at home and a feeling of decreased prodtctiConsequences also included thoughts of
quitting or actually quitting, the latter particdla for female workers who had experienced

sexual harassment and bullying (Newman, 2009).
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The Ugandan news paper quoted the minister of pyitnealth care that ‘between 10% and 30%
of Ugandan workers are likely to develop mentalefises due to stressful working environments

(Wabudeya, 2002).

2.1.6 Kenya

Study on violence against nurses was done in Kahyaenyatta national hospital (KNH) at the
emergency departments which reported that healthet® in these departments experience the
highest levels of assault. The study revealedehsrgency departments have become common
places of daily violence which include verbal abagsd threats of assaults that are tolerated and
widely under reported. The violence is perpetrdiggbatients, family/visitors of patients (Isinta

& Tsinaga, in PWV, 2008).

Kamau (2011) presented a report on bullying in i-@eerative set-up at a symposium held by
the University of Dundee Health and Research Symposat AMREF International
Headquarters, Nairobi. The paper highlighted cao$ésillying in the peri-operative set-up and
explored the effects of bullying in operating threat It concurrently discussed the role of a nurse
manager as a mediator in handling bullying and iptessvays of overcoming bullying behavior
among the peri-operative practitioners in theiradépent and the organization at large at KNH.
A study conducted on violence against women inviloekplace, on sexual harassment in the
commercial agriculture and textile manufacturingcteses revealed that women in export
industries suffer from violent sexual abuse by rttEnployers and supervisors. The report
indicated that over 90% of all the respondents baderienced sexual abuse within their
workplace. In addition 90% of all women who hadfetdd sexual abuse in the workplace were

afraid to report the problem for fear of losingithjebs. Women who reported the problem were
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often fired or demoted. Surprisingly, 70% of themieterviewed viewed sexual harassment of

women as normal and natural behavior.

2.2 Predisposing Factors of Workplace Violence

In most of the studies done the common predisposangors include a complex set of
institutional and social forces that aggravate ghablem. The forces include a) cost pressures
make it difficult to train staff to deal with viakee in the workplace in a hospital setting and a
community setting combined with paying the saladgksther staff to cover for those in training,
the overall costs can be prohibitive (Roll, 2005 NACNEP, 2005) b) staffing shortages:
Staffing shortages have resulted high stress amdrlstandards of hiring to cover staff shortage
(Bradley & Moore, 2004). c) Family violence is algervasive, and nurses who often encounter

violent family situations that make their way irtealth care settings (Gerberich et al., 2005).

2.3 Theoretical Framework

2.3.1 Roy’s Adaptation Model

Roy's Adaptation Model (1984) has been chosen eghboretical framework for this study.
Roy's model is based on a systems theory appraattioguses on the concept of individual’s

adaptation to the environment (George, 2005).

A stimulus is that which provokes a response, dnd the point of interaction between the
person and the environment. Roy identifies stinthadit originate both externally to the person,
and those that originate from within the personeskhcan be further categorized as focal,

contextual, and residual stimuli (Roy, 1984).
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A focal stimulus is stimulus that is most immedmateonfronting the person and the one to
which the person must make an adaptive responsg,igh the factor that precipitates the

behavior" (Roy, 1984, p. 43). In this study thesperis the nurse and the focal stimuli in a nurse
are personal and external stimuli such as verbdl ram-verbal assault/ abuse manifested by
excessive criticism, humiliation, intimidation, phgal injury, backbiting, disrespect, verbal

threats and sexual harassment. Contextual stamailiall other stimuli present that contribute to
the behavior caused or precipitated by the fodatut' (Roy, 1984, p. 43). The contextual

stimuli in this study are inadequate staffing lswehich lead to work strain and stress in a nurse,
lack of supervisory support, inadequate educatiomurses on violence prevention. Residual
stimuli are "factors that may be affecting behawot whose effects are not validated” (Roy,
1984, p. 43). The environment is the unit in whtble nurses have to work, and the nurses
represent the adaptive systems that respond textesnal stimulus. The nurses’ ability to cope
with and/or prevent verbal or non-verbal abuse alglo be affected by contextual and residual

stimuli.

There are two interrelated subsystems in Roy's hfod@rocessing or coping with the stimulus
(Roy, 1984). These systems act to maintain intedrédife processes for the person and are

known as the regulator and the cognator subsystems.

The regulator subsystem describes a major copimgceps that involves the neural, chemical, and
endocrine systems. Responses from the regulatéersyare unconscious and automatic and

have a role in the performing of perceptions.

The cognator subsystem describes a major copmgeps that involves information processing,

memory, and selective attention (Roy & Andrews, )99
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The nurse is not passive in relation to the enwvitent. He/she is a "bio- psycho-social being in
constant interaction with a changing environmeR®Y & Corliss, 1993 as cited in Parker, 1993,
p. 233). Adaptive behavior is evidence of effectregponse to focal stimuli while ineffective

behavior indicates a problem (Roy & Andrews, 1999).

Individuals have the ability to change their owmapigtion level by responding to deficits in their
coping ability. This may mean through access taation, training, or by seeking out additional

resources.

Verbal or non-verbal abuse incidents are procelgdle regulator and cognator subsystems and
will produce behaviors that reflect adaptation s tsituation. The impact of verbal or non-
verbal abuse is manifested through adaptive modldselmavior that affect physiological and
psychological well-being, self-concept, role funaing, and interdependent relations. An
ineffective response to verbal or non-verbal ablesels to disruption of the integrity of the
person and this psychological and physical traunag affect their present functioning within
their role. The result may lead to increased stréswered staff morale, decreased job
satisfaction, and high job turn over. This can hawgnificant impact for health and well-being

of the nurse and nursing care.

2.3.2 Relationship of the key concepts of Roy’s agtation Model:

Processed by Exhibited in 4 modes Behaviours
Physiological
mode
\
STIMULI . Regulator & St
imuli cognator subsystem Adaptive
. Focal Stimuli cognatc y Self-concept
in individuals. - OR
. Contextual 6 | mode
stimuli : Inn.o.vator & > Ineffective
Residual §tab|llzer subsystem behaviours
- in groups.
stimuli




Role function
mode

Interdependence
mode

This study falls on focal stimuli which are the sas of violence among nurses such as work
pressure, low staffing levels, age and cadre diffees, inadequate supportive supervision and
persistent exposure to violence. Contextual stimwhich are other factors contributing to
violence such as the confounding variables. Thieceegicept, role function and interdependent
modes are ways through which the focal stimuli exbibited. The four modes are ways of
manifesting the processed behaviors in nurses wddohbe ineffective behaviors such as verbal

and physical assault among nurses, or adaptivevlmebauch as non-violent behaviors.

2.3.3 Conceptual Framework:

Independent variables Confounding variables Dependent variables
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Rohavinre

Socio-demographic
factors.

. Age
. Qualification .
. Gender.

. Family violence.

Work environment:

. Low staffing levels.

.Inadequate supportive
supervision

. Persistent exposure of
the nurse to violence

. Poor availability of
resources

. Personality-stress anf
coping mechanisms.

. Assertiveness

. Education on
violence prevention.

. Experience at work

Violence among
nurses

Socio-economic factors:

. Work pressure.
. Extra-occupations.
. Low payments.

. Lack of promotion

Adapted from: Callister Roy’s Adaptation Model.
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In the conceptual framework the environments aganded to consist of focal stimuli which are
socio-demographic profiles, work environment andi@conomic factors. The focal stimuli
provoke response in a nurse and are the point tefaction between the nurse and the
environment in ‘Roy’s Adaptation Model’. The so@emographic factors may influence the
adaptive behavior in a nurse if the nurse is naingp has vast experience at work. In addition
studies have shown that nurses who are not asseltivnot have the courage to sort out the
problem with the one confronting them. Moreovenses with vast experience at work and with
high qualifications like nurse practioners are Isaeonfronted with violence from other nurses.
Nurses with persistent exposure to violence learive with and negatively adapt and practice
violence on other nurses and those with familyanck tend to transfer violent behavior to the
work place and victimize other nurses. Intermserider, female nurses are more affected by the
violence than the male nurses. Work environment smelo-economic factors are all other
stimuli present in the environment that can causkent behaviors amongst nurses.
Socio-demographic factors can influence the cordou variables and vice versa. The
independent variables which are socio-demographodil@s, work environment and socio-
economic factors in nurses may cause violence astdhgm. Violent behaviors amongst nurses
are the dependent variables. These dependent legriabe humiliation, excessive criticisms
towards each other, shouting at a fellow nursesigosy about the other nurse, beating, sexual
harassment and making verbal or written threatgs@&fl adaptation to no-violent behaviors
among themselves can be attained by modifying tireub such as the independent and
confounding variables. Modification can be achietle@dugh education on what violence is and

how to control it, and adequate staffing levels.
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CHAPTER THREE: MATERIALS AND METHODS

3.0 Study Design

The study design was a cross-sectional descrigtivedy in which nurses who were health care
service givers to the community including mothersl ahildren in MCH/FP clinics were

interviewed to collect data on prevalence and factioat influence horizontal violence. It was a
cross-sectional study because the researcher s@s$rghg to describe type of violence existing

among nurses at one point in time (Gerrish and &@n2011).

3.1 Study Area

The study was conducted in Nairobi City County, athis a cosmopolitan city with inhabitants
of various social economic backgrounds. Nairobi i@guhas a population of about 3.2 million
people with a population density of 4,515 people ggpiare kilometer. It has 71 health centers
with 14 maternity homes and 21 nursing homes (Gltiairobi: Environment Outlook, 2007).
There are approximately 1,000 nurses employeddwige the nursing services to communities

surrounding the health centers.

Nairobi city council has 25 health centers with IMCH/FP clinics. There were 365 nurses
employed in 14 MCH/FP clinics. Seven MCH/FP clingere randomly chosen to represent
50% of the total MCH/FP clinics with 187 nurses éogpd to provide MCH/FP services in

Westlands, Langata, Kangemi, Riruta, Ngara, Ngaild Ngong health centres.

3.2 Study Population

The study population targeted all nurses registaretiworking in the MCH/FP clinics under the
administration of Nairobi city council. There aré653nurses working in the 14 health centres
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providing antenatal care, PMTCT, postnatal camailfaplanning and cervical cancer screening

services to mothers and child health care sert@ehildren.

3.3 Study Sample

The calculated study sample was 187 nurses. How&vernurses, working in the chosen seven
clinics and who provided antenatal, PMTCT, familgrming, postnatal, child health, cervical

cancer screening clinics preceding time of thiglgtwere recruited for the study. Nine nurses
did not consent for the study and eight nurses vmerteon duty at the time of study hence

seventeen nurses were not recruited for the study.

3.4 Eligibility

3.4.1 Inclusion Criteria

Nurses who had more than one year work experiefibese nurses on duty at the seven
MCH/FP clinics which were under Nairobi City counadministration at the time of the study

and those who gave consent to participate in tnatyst

3.4.2 Exclusion Criteria
The exclusion criteria of subjects from the studyrevas follows: Nurses with less than one year

of service; those who did not give consent; nuesesy from duty on either annual, maternity, or
study leave and nurses who were away from dutgrigrother reason at the time of study.

3.5 Sample Selection Method

Nairobi City council has fourteen maternal and aHiealth clinics which provide antenatal,
family planning, postnatal check-ups, child healtid cervical cancer screening services. Seven
clinics were chosen for the study. The samplinghacomprised a comprehensive itemized list

of all nurses in the 14 health facilities that M@H/FP and cervical cancer screening clinics.
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Probability sampling using Simple random samplingtinod was used to come up with 7 health
facilities with MCH/FP clinics. This was achieved lriting each name of the 14 MCH/FP
clinics on a piece of paper and folded each paper7gpeople were asked to pick one paper each
from the 14 pieces of paper then the names of ¢hershealth centres were read from the 7
picked pieces of papers and chosen for the studgreTwere approximately 365 nurses in the
seven clinics and 170 nurses participated in thdysbut of 187 calculated sample. Five sister-
in-charges in the MCH/FP clinics were interviewesing the observation checklist to assess the

availability of interventions for managing violenamong nurses.

3.6 Sample Size Determination

A sample of n nurses was calculated using the Fssfeermular, 1998.
n=2"P (1-P)
d

Where; n=the desired sample

z=95% confidence interval or 1.96

d=degree of precision usually set at 0.05

P=0.5%

The prevalence of 50% was used based on Mugendsiagenda (2003).
n=1.96 x 0.5 (05)

0.05

n=1.96 x 0.25
0.0%
=1.96 x 0.25

0.0025
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n=1.96x 2500/25
n= 3.84 x 100
n= 384
But for the population less than 10,000, the follayformular was used;
Nf = n/1+ (n/N) (Mugenda and Mugenda, 2003).
Where nf = desired sample for a population less (3000
n = desired sample size for a population gre&ten 1.0,000.
N = estimate of the population size = 365
Therefore the desired sample is; 384/1+ (384/365)
nf=384 (1+1.05)
nf =384/2.05

nf =187

3.7 Study Tools

Quantitative data was collected using a structgedtiadministered questionnaire administered.
The observation checklist was used to obtain the flam the sister-in-charges on availability of

interventions for controlling violence among nutses

3.8 Pre-Testing of data collection tools and traimg of research assistants

Pre-testing of the questionnaire was carried oM@H/FP clinics in Loco health centre because
the clinics provide similar services. Nineteen egrsvere recruited for piloting the study
representing 10% of the target population to idgrany errors and omissions in questionnaire

and an Observation checklist. Corrections were noadine questionnaire. Two qualified BSc.N
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nurses were recruited as research assistants.sEistamts were trained on the objectives of the

study, questionnaires and an observation checklist.

3.9 Data Collection

Data was collected from the participants by thesaiesher and two research assistants. The
researchers and research assistants distributegutstionnaires. That is, the nurses who were
available and accessible during that period wergdd to participate in the study. In the setting
where the personnel were difficult to access, ag@emworking there was invited to assist in
distributing and collecting questionnaires.

Procedures were explained to that person. The wdits@n checklist for the nurse-in-charges and
a self-administered questionnaire was used toatdle data on various issues of prevalence and
forms of violence and contributing factors to viote; prevention and elimination of violence
from the workplace. In addition analysis of incides of violence reported during the study
period in seven health facilities that had MCH/HiRics of NCC and their contributing factors
was be done by the principal investigator. A sdiihaistered questionnaire which consisted of
three sections was used for the study.

The first section assessed the bio- occupational while the second section assessed types of
violence experienced by the nurse, and violencerobd by the nurse happening on other nurses
on the following variables of humiliation, threaseh shouted at, gossiped, intimidated, criticized
excessively, sexually harassed and physical inmmyg effects of violence on nurse-nurse
interrelationship and perpetrators of violence agsdmurses. The third section consisted of

consideration on causes, prevention and eliminatfomolence as perceived by the respondents.
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3.10 Data Cleaning

At the end of each day, after data collection, thé questionnaires were checked for
completeness and consistency. At the end of eagcindamplete questionnaires were discarded.

Complete questionnaires were entered into a da@ lsing SPSS software version 17.0.

3.11 Data Analysis and Presentation

Data from the structured questionnaires were aerdlyrsing SPSS software version 17.0 and
presented in descriptive form using frequency wbtaoss tabulation tables, pie charts, bar
graphs and in narratives to describe each presamtdfleasures of central tendency namely
mean, mode and median were also used to analyzal siemnographics to find the average.

Inferential statistics of Chi-square and correlatibe P-value were used to compare relationship

between dependent and independent variables.

3.12 Study Limitations

Limitations are utility of the study findings whiahay be confined to the health facilities that
have MCH/FP clinics of Nairobi. In addition the dings may be generalized to the nurses and

staff of the said health facilities.

3.13 Dissemination of Results

The findings of the study were compiled and comroaited in report form to Nairobi city county
health department; a dissertation to the Univer®tyNairobi School Of Nursing; a manuscript
would be submitted for publication in open accesssing journals. An abstract would be

presented in nursing conferences.
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1.14 Ethical Considerations

Approval to conduct research in health facilitieatthad MCH/FP clinics under the management
of Nairobi city council was sought from and grantgdthe Ethical and Research Committee of

University of Nairobi and Kenyatta National Hospita

Authority to conduct research in the said healttilifees was sought and a clearance permit

granted by the Nairobi City Council and the Ngong-slistrict hospital.

Informed consent was sought from and obtained fpotential study subjects before they were
enrolled into the study. All information obtainedsvtreated with confidentiality and used for

study purposes only.

CHAPTER FOUR: RESULTS
4.0 Demographic Profiles of the Participants.
4.1 Work Stations of the Participants
A total of 170 health care providers participatadthis study. The participants were recruited
from seven (7) MCH clinics namely: antenatal, prai@ of mother to child transmission
(PMTCT), family planning, well-child, postnatal ancervical cancer screening clinics in
Nairobi.
The majority (57%) of the participants were fromldhwelfare clinics. Less than half (23%) of
the participants were from family planning clinickhe least (1%) were from cervical cancer

screening clinics. The health care providers’ watdtions are presented below.
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B ANC Clinic

B PMTCT Clinic

m FP Clinic

H Child Health Clinic

m Postal Clinic

m Cervical cancer screening

Figure 1: Work Stations of the Participants.

4.2 Demographic Profilesof the Participants.
Therewere 170 participants recruited in the stuOf all the participants82.% (n=141) were

female while 17.1% (n=2%yere male

Majority (40%) of theparticipant were between 31-40 years of age. Witile least (11.8% of

the participantsvere above 50 yea

The mean age of the participe was 38, mode 35, median of 36@ith a standard deviation
9.5 and a variance of 90.3. Theungesparticipant was 20 years old and tiidest was5 years

old, giving an age range of 3&ar-.

The largest proportioof the participants85.3% (n=145) were married ad@.9% (n=22) were
single. Most participants0680% (n=102 held a diploma in nursing@nd majority, 25.9% (n=4«

of the participants had five to seven years wonkegienc: as illustrated imable _.
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Table 1 Demographic Profiles of the Participants.

Demographic Profiles of Participats

N Percentage
Gender Female 141 82.9
Male 29 17.1
Age in Years 20-30 years 40 23.5
31-40 years 68 40
41-50 years 42 24.7
51years and above 20 11.8
Marital Status Single 22 12.9
Married 145 85.3
Divorced 2 1.2
Separated 1 0.6
Professional qualifications | Masters in Nursing 4 2.4
Bachelors of Science in Nursing4 14.1
Diploma in Nursing 102 60,0
40 235

Certificate in Nursing
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Work Experience in Years| 1 year 16 9.4

2-4 years 39 22.9

5.7 years 44 25.9

8-10 years 34 20
37 21.8

11 years and above

Total 170 100%

4.3 Experience of Horizontal Violence Behaviors ammg Nurses
Majority (77.6%) of the respondenteported experiencing at least one form of horiabnt

violence in the workplace for the past one yeaceudeng this study. Prevalence is a measure of
violence behaviors that allow determining a nursiékelihood of experiencing horizontal
violence behaviors at the work place at a particpkriod of time. Therefore, the number of
prevalent cases is the total number of nurses expmng horizontal violence in the study
population. The prevalence of the horizontal viokebehaviors among nurses was 36.2% or 362

nurses per 1,000.

4.4 Forms of Horizontal Violence Behaviors Experieced by Nurses
Table 2 shows that in the last twelve months, nigj¢b1.8%) of the participants reported to

have been gossiped, while less than half of theoregents had been either shouted at (34.1%),
or humiliated (30%), or intimidated (24.7%), andeitened (20%) by their fellow nurses. While
19.4% of the respondents were criticized excesgiaald 4.1% reported that they experienced

sexual harassment.

Table: 2 Forms of horizontal violence behaviors exgrienced by nurses

Forms of Violence experience by nurses | N Percentage

Gossiped 88 51.8
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Shouted at 58 34.1
Humiliated 51 30.0
Intimidated 42 24.7
Threatened 34 20.0
Criticized excessively 33 194
Sexually harassed 7 4.1

4.5 Relationship between Gossiping and Demographirofiles using Chi-square-X,
Correlation, and P value.

Although a large proportion (51.8%) of participanmeported to have been gossiped, but
gossiping and demographic profiles of participamése not statistically significantly associated:
gender p=/0.005, age p=10.005, professional qualification, p£.005 and work experience,

p=[10.005 of the participants (Table 3).

Table 3: Relationship between Gossiping and Demogpaic Profiles of Participants.

Demographic Profiles Gossiped X (df) R P-value
Yes No (N)

Gender
Male 18(62.1%) | 11(37.9%) |29 1.487(1) | 0.094 | 0.224
Female 70(49.6%) | 71(50.4%) | 141

Age in years
20-30 26(65.0%) | 14(35.0%) |40 4.916(3) | 0.084 |0.178
31-40 30(44.1%) | 38(55.9%) |68
41 - 50 23(54.8%) | 19(45.2%) |42
50 and above 9(45.0%) | 11(55.0%) |20

Professional

gualifications
Masters 2(50.0%) | 2(50.0%) 4 0.689(3) | 0.076 | 0.876
Bachelors 12(50.0%) | 12(50.0%) | 24
Diploma 51(50.0%) | 51(50.0%) | 102
Certificate 23(57.5%) | 17(42.5%) |40

Years worked
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lyear

2 — 4years

5 — 7years

8 — 10years
11 and above

12(75.0%)
22(56.4%)
24(54.5%)
11(32.4%)
19(51.4%)

4(25.0%)

17(43.6%)
20(45.5%)
23(67.6%)
18(48.6%)

16
39
44
34
37

9.067(4)

0.149

0.059
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4.6 Frequency of Occurrence of Horizontal Violenc8ehaviors Experienced by
Participants.
Majority (55) of the participants reported to hdween gossiped five times the last 12 months.

Thirty eight respondents had experienced humilbatimes or less, 41 respondents had been
shouted at by other nurses and 24 had been theshterd 25 respondents were intimidated 5

times by other nurses. Gossiping among nurses r@xtunost frequently than any of the seven

horizontal violence behaviors as shown in Table 3.

Table 4. Frequency of horizontal violence behaviorself reported by participants.

Forms of Violence among Nurses Frequency Percentage
Humiliated

Less than 5 times 38 74.5

6 — 10 times 10 19.6

11 - 15 times 3 59
Threatened

Less than 5 times 24 70.6

6 — 10 times 6 17.6

11 - 15 times 4 11.8
Shouted at

Less than 5 times 41 70.7

6 — 10 times 13 22.4

11 - 15 times 4 6.9
Gossiped

Less than 5 times 55 62.5

6 — 10 times 13 14.8

11 - 15 times 20 22.7
Intimidated

Less than 5 times 25 59.5

6 — 10 times 14 33.3

11 - 15times 3 7.1
Criticized excessively

Less than 5 times 16 48.5

6 — 10 times 13 39.4

11 - 15times 4 12.1
Sexual harassed

Less than 5 times 7 4.1

6 — 10 times 0 0

11 - 15times 0 0
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4.7 Frequency of Observations by Participants on Hwontal Violence Behaviors
among Nurses

When the participants were asked whether they lndpgerved other nurse-colleagues being;
humiliated, intimidated, threatened, shouted atticczed excessively, gossiped or harassed
sexually while on duty and: 82 (60.7%) of the paptants had observed nurses being gossiped
by nurse-colleagues more than four times in thetleslve months preceding this study. Table 4

shows the frequency of nurses experiencing thebiotal behaviors as observed by participants.

Table 5: Frequency of Observations by Participants on Horizotal Violence Behaviors on
Nurse-Colleagues in the Last One Year Preceding thiStudy.

How many times observed
Variable Once | Twice | 3times| >4 times | Total

Intimidated in the last 12 months 14 27 14 0 55
Threatened in the last 12 months 18 7 8 24 57
Shouted at in the last 12 months 22 31 29 23 105
Criticized excessively in the last 12 months 20 15 | 8 34 77
Humiliated in the last 12 months 8 30 14 11 63
Gossiped in the last 12 months 7 28 18 82 135
Sexually harassed in the last 12 months 6 0 0 0 6
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4.8 Relationship between Humiliation and Demograplai Profile of Participants.
The Chi-square and correlation statistical analygese used to determine the relationship

between a dependent variable horizontal violencleawier and independent variables the

demographic profiles of participants.

There was a statistically significant differenceéween age of the participants and humiliation
(X?=9.882,R=0.182, pJ 0.005). More participants in the age group 31-éary, n=26 (38.2%)

experienced humiliation than participants in othge groups.

There was also a statistically significant diffezerbetween work experience of the participants
(X? =10.104 R= 0.029, p! 0.039) and humiliation. More participants with $e@drs of work

experienced humiliation than participants with gear work experience.

Gender and humiliation were not significantly asated & =0.572, R=0.078, p! 0.449),
however, more female nurses n=44 (31.2%) expertereeniliation than male nurses n=7

(24.1%).

Participants with Master’s degree in nursing n49006) did not experience humiliation, while
participants who had Certificate in nursing n=135%) reported experiencing humiliation than

participants who had a Diploma n=30, (29.4%) amaehelor's degree n=7, (29.2%) (Tableb).

Table 6: Relationship between Humiliation and Gende Age, Professional Education, and

Work Experience of Nurses.
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Demographic Profiles Humiliation XZ (df) R P-value
Yes No (N)
Gender
Male 7(24.1%) | 22(75.9%) |29 0.572(1) | 0.078 | 0.449
Female 44(31.2%) | 97(68.8%) | 141
Age in years
20 -30 3(7.5%) 37(92.5%) | 40 9.882 (3) | 0.182 | 0.005
31-40 26(38.2%) | 42(61.8%) | 68
41 - 50 15(35.7%) | 27(64.3%) | 42
50 and above 7(35.0%) | 13(65.0%) |20
Professional
gualifications
Masters in nursing 0 4(100.0%) |4 2.215(3) | 0.086 | 0.529
Bachelors of degree in7(29.2%) |17(70.8%) |24
nursing
Diploma in nursing 30(29.4%) | 72(70.6%) | 102
Certificate in nursing 14(35.0%) | 26(65.0%) | 40
Years worked
1 year 2(12.5%) | 14(87.5%) |16 10.104(4)| 0.029 | 0.039
2 — 4 years 10(25.6%) | 29(74.4%) | 39
5—7 years 21(47.7%) | 23(52.3%) |44
8 — 10 years 8(23.5%) | 26(76.5%) |34
11 and above 10(27.0%) | 27(73.0%) | 37
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4.9. Relationship between Horizontal Violence Behaw of Threat and Gender, Age,
Professional education, and Years of Work experiemcof Nurses.

There was statistically significant difference be#n professional qualification of the
participants and the exposure to threxsg(906,R= 0.099,p=0.031). More participants with
Bachelor's degree in nursing n=10 (41.0%) experdnthreats than participants who held
Diploma in nursing n= 17 (16.7%) and Certificatenursing n=7 (17.5%).

More females experienced threats n=29 (20.6%) thales n=5 (17.2%). However, there was no
statistically significant difference in experientwethreats between males and femak0(166,

R 0.03, P=0.683).

There was no statistically significant differencetvieeen age of participants and experience to
threats X?5.335,R0.118, p!0.149); work experience of participants and expesorthreats (X

5.998, R 0.030, p0.199) (See table 6).
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Table 7: Relationship between Threats and Gender, ¢ge, Professional education, and

Work Experience of Participants using Chi-square, ©rrelation.

Demographic Profiles Threatened X (df) R P-value
Yes No (N)
Gender
Male 5(17.2%) | 24(82.8%) |29 0.166(1) | 0.031 | 0.683
Female 29(20.6%) | 112(79.4%) | 171
Age in years
20-30 3(7.5%) 37(92.5%) | 40 5.335(3) | 0.118 | 0.149
31-40 17(25.0%) | 51(75.0%) | 68
41 - 50 9(21.4%) | 33(78.6%) |42
51 and above 5(25.0%) | 15(75.0%) |20
Professional
gualifications
Masters in nursing 0 4(100.0%) |4 8.906(3) | 0.099 | 0.031
Bachelors of science in | 10(41.7%) | 14(58.3%) |24
nursing
Diploma in nursing 17(16.7%) | 85(83.3%) | 102
Certificate in nursing 7(17.5%) |33(82.5%) |40
Work Experience
1 year 2(12.5%) | 14(87.5%) |16 5.998(4) | 0.030 | 0.199
2 — 4 years 5(12.8%) | 34(87.2%) |39
5—7 years 14(31.8%) | 30(68.2%) | 44
8 — 10 years 7(20.6%) | 27(79.4%) |34
11 and above 6(16.2%) | 31(83.8%) |37
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4.10: Relationship between Intimidation and Demogrghic Profiles of Nurses.

Statistically, there was a significant differencetviieen professional qualification and
intimidation (X > 8.664; R 0.080; p= 0.034)Participants with a master's degree did not
experience any intimidation while more participamigh bachelor's degree n=11, (45.8%)
reported intimidation. Participants with Diploma mursing n=20, (19.6%) were the least

intimidated.

More females n=36, (25.5%) experienced intimidativem males n=6, (20.7%). However there
was no statistically significant difference betwegender and IntimidationXf 0.303;R 0.042;

p[10.582).

There were no statistically significant differenclestween the age of the participants and
intimidation (x*0.878;R 0.023;p[10.761); Work experience of participants and intiation (x>

4.141;R0.076;p[10.387) (see table 7).
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Table 8: Relationship between Intimidation and Gendr, Age, Professional education and

Work Experience of Nurses.

Demographic Profiles of Intimidated X ? (df) R P-value
Nurses Yes No (N)
Gender
Male 6(20.7%) | 23(79.3%) |29 0.303(1) | 0.042 |0.582
Female 36(25.5%) | 105(74.5%) | 141
Age in years
20-30 8(20.0%) | 32(80.0%) |40 0.878(3) | 0.023 | 0.761
31-40 19(27.9%) | 49(72.1%) | 68
41 - 50 10(23.8%) | 32(76.2%) | 42
50 and above 5(25.0%) | 15(75.0%) |20
Professional
gualifications
Masters in nursing 0 4(100.0%) |4 8.664(3) | 0.080 |0.034
Bachelors in nursing 11(45.8%) | 13(54.2%) | 24
Diploma in nursing 20(19.6%) | 82(80.4%) | 102
Certificate in nursing 11(27.5%) | 29(72.5%) | 40
Work Experience
1 year 5(31.3%) |11(68.7%) |16 4.140(4) | 0.076 | 0.387
2 — 4 years 9(23.1%) | 30(76.9%) |39
5—7 years 12(27.3%) | 32(72.7%) |44
8 — 10 years 11(32.4%) | 23(67.6%) | 34
11 and above 5(13.5%) | 32(86.5%) | 37
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4.11 Factors @ntributing to Horizontal Violence Behaviors amongst lurses.

More (27.6%) participanteeportedthat differences in age and cadre in nurses werarthjor
causes of aggressive behaviors of horizontal va@en natureWhilst 18.3% of theparticipants
reported heavy workload, ari’.1% of the participants said ttjealousy and hatred were t

contributing factors of violence among nurses atworkplac (Figure 2).
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Figure 2: Contributing factors to horizontal violence among murses as reported by
participants.
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4.12 Effects of Horizontal Miolence Behaviors amongst Nurseas Reported by
Participants
More 38.7% participants reported that horizontal violence behaviors causepoor

communication amongst nurses Whilst 37.6% of the participants reported that horizontal
violence behaviors make nurses hae each other resulting into poorinterrelationship

(figure: 3).

Hostility
= Hatred

£ Poor communication

Figure 3: Effects of violenceébehaviors amongst nurses
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4.13 Recommendations to Eliminate Violence in Nurseas Reported by Participants

Majority (39.5%, n=67) of participants reported ttteguipping nurses with knowledge about
violence behaviors among nurses and how to cottfteobehaviors as an intervention to control
horizontal violence behaviors among nurses. 21.7%%he participants recommend salary

harmonization as one way of controlling violenceoaghnurses (See table 9).

Table 9: Interventions to Eliminate Violence in Nuises

Action Item Frequency Percentage
Equip nurses with knowledge on violence prevention67 39.5

Salary harmonization 37 21.7
Regular meetings to solve issues 29 17.1
Ensure good communication 18 10.5
Customer care sensitization 13 7.7
Allow time for in-service to update knowledge & ki | 6 3.5

Total 170 100%
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4.14 Observed availability of records on incidencegontrol measures, social
support, policy on management and types of horizoat violence behaviors recorded.

More (n=3; 60%) of the MCH/FP had incidence recbmbks in which the sister-in-charges
record incidences of violence behaviors, howevesstnof them had no record of forms of
violence recorded. Only 1(20%) of the clinics hadards of forms of violence such as gossiping
and threats. There were no violence control measur&0% of the total clinics interviewed.
60% of the clinics reported that there was no $aigport for the victims of violence (Table

10).

Table 10: Observed interventions available on hoziontal violence behaviors in the health

facilities.

ltem Frequency | Percentage
Record books on incidence of horizontal violeneeavailable 3 60
Control measures on horizontal violence are aviglab 1 20
Violence behaviors amongst nurses recorded in ddoook 1 20

Is social support for victims of horizontal violenavailable? 2 40
Policies on management of horizontal violence inrses arg 2 40
available in the institution?
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CHAPTER FIVE: Discussion, Conclusion and Recommend#aons.

5.1 Discussion

The aim of the study was to determine the existarickorizontal violence behaviors among
nurses and solutions to violence elimination. Thedy findings demonstrated that violence
occurs amongst nurses in the health facilities thatl nurses are victims of violence as well as
perpetrators (NHSRU, 2008).

There are two main forms of violence physical aod-physical violence. The study findings
demonstrated that non-physical violence such asniglation and humiliation, gossiping,
criticizing excessively, and shouting at a fellowrse and threatening behaviours was found to
be the most frequently experienced among nurses seaual harassment. Majority n=132
(77.6%) of the participants in this study reporéegberiencing many of the horizontal violence
behaviors such as gossiping, intimidation, humdiat threats, shouting at a nurse, criticized
excessively and sexual harassment. Whilst n= 381¢2Rof the participants did not experience
any horizontal violence behaviors. The prevalenicgiaence among nurses was 36.2%. The
study findings are similar to the previous studydfngs done in South Africa by Khalil (2008)
whereby 29% of the participants experienced hotedoviolence behaviors at the work place.
Nienhaus and Schoblon, (2012), in their study figdiin a German hospital revealed that 56.2%
of respondents had experienced physical violende78&o verbal violence. 44% of respondents

said they experienced physical violence and 68%alefiolence once or more per month.

The study findings indicated that there were diatily significant differences between
humiliation and age of the participants, (p=0.00&ars worked and humiliation (p=0.039);

between threats and professional qualificatiorhefgarticipants (p=0.031); and intimidation and
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professional qualification of the participants, QB34). These study findings indicate that
humiliation was significantly associated with agel avork experience of the participants and
that intimidation and threats were significantlyluenced by professional qualification of the
participants. More participants in the age group4Blyears, n=26 (38.2%) experienced
humiliation than participants in other age groupisis may be because these participants in this
age group (31-40) had large responsibilities ir tmarriage homes coupled with the work at the
workplace which could make them stressed up them#bgcting their work performance,
compared to the participants in the younger agam(20-30) whom most of them may be single
hence less responsibilities and less stressed diparable to work efficiently and effectively
resulting to less exposure to humiliation. The gtliddings are in contrast to other previous
studies findings done by Sripichyakan et al, (20ii)Thailand, in the study there was a
statistically significant difference between agel afiolence behaviors. Thgounger personnel
experienced violence more than did older persomrabng the personnel aged between 20 and 44,
the 20-24 years old group experienced violenceifsigntly more than the 30-34, 35-39, and 40-44

years old groups.

On the other hand, there was no statistically figant difference between the demographic
profiles of the participants and the horizontal len@we behaviors of gossiping, shouting,
criticized excessively, and sexual harassment. efbe¥ the demographic profiles of the
participants had no significant influence on thaaors of horizontal violence.

Although there were no statistically significantffeiences between gender and horizontal
violence behaviors such as humiliation, threat®ushg, criticized excessively, intimidation,

gossiping and sexual harassment, more female ipanis (n=44; 31.2%) experienced

humiliation than their male counterparts (n=7; 24)1more females (n=29; 20.6%) received
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threats than male participants (n=5; 17.2%); moeendles (n=36; 25.7%) than males
(n=6;20.7%) were intimidated and more females @3%) were criticized excessively than
males (3;10.3%) and less males (1;3.4%) were leggafly harassed than females (6;4.3%).
However, a large proportion of males (18; 62.1%ntfemales stated that they were gossiped by
their fellow nurses. High experiences of horizomalence in females than males could be due

to the fact that males are more assertive thanléema

Of the non-physical violence gossiping (51.8%) wlas most experienced form of violence
among nurses followed by being shouted 34.1% amdiliation at 30.0% and intimidation at
24.7%. While 19.4% were criticized excessively &20d0% of the nurses were threatened and
4.1% were sexually harassed. Although gossipingm&ing high among nurses, there was no
statistically significant difference between gossijp and socio-demographic profiles of the
nurses.

The study findings are in contrast to the studyedby Khalil (2008) on horizontal violence
amongst nurses in eight Cape Town public hospitalsSouth Africa which found that
humiliation, shouting and discrimination were thesnexperienced type of violence amongst
the nurses. The study findings are similar to stdoiye by Aiken et al, (reported in proceedings
of 3“ workplace violence, 2012) in Jamaica on lateralevioe in nursing. The study found that

verbal abuses in form of backstabbing, humiliatieare experienced amongst nurses.

The study findings are also similar to study car@ut in South Africa by Khalil (2008),
whereby non physical violence was significantly gfredominant type of workplace violence

amongst nurses. The study results showed psyclealogblence as the most common form of
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violence among nurses in all participating clinihe current study findings were also
concurring with the international findings confimgi the presence of violence among nurses and
the extent of violence amongst nurses and thaenga was a major health concern because of

its magnitude by the ICN, ILO, WHO, and PSI (Hinehder & Zielke-Nadkarn, 2002).

This study findings showed that sexual harassmeat the least (4.1%) experienced by the
participants in the past twelve months. This wasilar to the findings of the study done by

Motamedi, (2008) on situations and contributingdes of workplace violence among nurses in
Isfahan, Iran, and in Thailand (0.7%), where sexualence was the least common type of
violence reported by the participants in the stublye low prevalence of sexual abuse in this
study could be due to under reporting of findingsamdary to shame and guilt associated with
such incidentsIn Thailand the low prevalence of sexual abuseddd because of the better

image of nursing, where it is considered a respetarofession and it has been mentioned by
authors in the article that hospitals that they bhdsen for the study had structured training
facilities for nurses to provide quality care toenls and to prevent violence in them

(Kamchuchat et al., 2008).

Participants were asked of the frequency of theeolesl violence behaviors amongst nurses.
Majority (n=82) of the participants had observedses being gossiped by nurse colleagues more
than four times in the last twelve months whilatthfour (34) of the participants said they had
observed a nurse being criticized excessively hyrae colleague more than four times. Twenty
four (24) participants reported to have observediige being threatened by a nurse colleague
more than four times, and twenty three (23) paréiois observed a nurse being shouted at by

nurse colleague less than four times. However, ghonegative behaviors of criticizing
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excessively, shouting, and gossiping amongst nursge frequently occurring, there was no
statistically significant difference between thegatve behaviors and the demographic profiles

of the participants.

Participants were also asked about factors coningpuo violence amongst nurses. Twenty
seven percent (27.6%) of the participants statatldifferences in age and cadres in nurses were
the causes of aggressive behaviors of horizontdénce in nature. Whilst 18.3% of and 17.1%
of the respondents reported that heavy workload,j@alousy and hatred were the contributing
factors of violence among nurses at the workpl&dbalism (9.4%) was also reported. The least
cause of violence was alcoholism (1.8%) in nurses.

Age differences, whereby age was determining facta@ome behaviors of horizontal violence,
it was observed that participants in age group @Qrdars were more exposed to horizontal
violence than the youngest age group (20-30 yeart)e study. This is in contrast to a study
done by Sripichyakan et al, (2001) whereby the ystiiddings showed that the younger
participants experienced violence more than dicmoftersonnel. Among the participants aged
between 20 and 44, the 20-24 years old group expeed violence significantly more than the
30-34, 35-39, and 40-44 years old graups

Cadre differences were also reported by particppantbe one of the contributing factors to
violence among nurses. However, there was no tstatly significant difference between the
participants’ cadres and the horizontal behavianmihation, intimidation, gossiping, shouting,
threatened, criticized excessively and sexual karast. This is similar to previous study
findings by Khalil, (2008), different cadres of thersing profession perpetrated the violence

among nurses and professional nurses such asstheisi-charges were the most perpetrators of
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violence. Inequalities in salary remunerations umses were also reported to be a contributing
factor to violence amongst nurses. Some respondemtsrted that their salaries were un-
harmonized in nurses with same qualifications. $tuely findings are similar to the study done
in Thailand by Sripichyakan et al, (2001) wherediilgs showed that economic matters, low
education, envy and feelings of inferiority weree thontributing factors across all types of
violence behaviors in health care workers in thekwdace

Alcoholism was also mentioned as a causative fagterolence among nurses. Reihl, (2012) in
managing lateral violence and its impact stated #maindividual could be at risk of being a

victim of lateral violence if the individual was wkng with one who was under the influence of
alcohol because alcohol makes an individual to lzavelatile mind. Heavy work load was also

reported as one of the causes of horizontal vieleQuine, (1999) indicated that heavy workload
result to work pressure and stress. Working unttess is unhealthy for an individual because it
affects his/her psychological and physiological Iveeling, consequently, quality of work is

affected resulting to low productivity.

The other factors were ethnicity related. Respotsdsgported tribalism as one of the causes of
violence among nurses. Tribalism is defined as Weha and an attitude portrayed by an
individual based on strong loyalty to those persbaknging to the individual’'s own tribe.
Tribalism leads to fragmentation and divisivenespeople identify with an in-group, and biases

leading to poor interrelationship among workers.

The study also sought to find out the consequeote®lence amongst nurses. Many (38.7%) of
the participants reported that horizontal violebebaviors result to poor communication among

nurses, (37.6%) of the participants reported thalemce behaviors result to hostility among
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nurses, and 23.7% of the participants said violemeleaviors result into hostility and poor
interrelationship between the victim and the pegiet. The study finding is similar to the
findings of the previous studies by Leung, et @Q006); Di Martino (2002) which demonstrated
that violence behaviors result into physical cowgtions such as injury and physical disability
resulting from beating or slapping that cause piatsor psychological harm to the worker.
Psychological trauma, the most common form of vioke amongst nurses, creates hostility
among nurses as opposed to physical trauma (Leatngl. 2006). Hostility in those affected
nurses, leads to reduced communication betweenithtien and the perpetrators resulting into
medical and nursing errors. Medical and nursingreraffect the outcome of nursing care in
clients resulting in poor quality health care, cameently delaying effectiveness of Primary
Health Care and attainment of MDGs number 4 andbaurd on reduction of child mortality by
two thirds and reduction in maternal mortality oaby three quarters by 2015 from the year
1990.

The study sought to find out from participants rmaocrendations to eliminate horizontal violence
among nurses. Majority (39.5%, n=67) of the pgpaats recommended equipping nurses with
knowledge about violence behaviors and how to obrikre behaviors; 21.7% recommended
salary harmonization and 17% of the participarasest about having regular meetings with staff
on horizontal violence. Participants also stateat tiurses should also refrain from tribalism if
violence amongst them was to end.

The reported recommendations should be implementdoe health facilities to control violence
behaviors. Literature states that violence behavawe learned in individuals hence the need to
control horizontal violence behaviors among nur3ée literature about horizontal violence in

the workplace revealed that individuals tend to lateuthe behaviors of the group members they
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most intimately engage with as a way to be acceptethem. In Roy’s adaptation model, an
individual is a biopsychosocial human being wheiatts and adapts to the environment she is
in. When maltreatment of an employee(s) is

occurring, members of the work unit may model tebdyior of the individuals participating in
the negative behavior as a way to be accepted éw.thLiterature on horizontal violence
recommends effective policies regarding workpladelemce, grievance procedures, and

counseling as methods to reduce workplace viol@dogvard, 2001

The study sought to establish the availabilityrafidence record books on violence and control
measures if they were available in the health itaast if social support was available for the
victims of violence; types of violence amongst mgrghat were recorded. The investigator using
a check list and with assistance of sister-in-chargbserved for the availability of the
interventions. More half (n=3, 60%) of the MCH/FRdhincidence record books in which the
sister-in-charges recorded of violence behaviorarited by nurses , however, most of them
had no record of forms of violence recorded, o k20%) of the clinics had records of forms
of violence such as gossiping and threats. Thene we violence control measures in n=2,
(60%) of the total clinics interviewed and that n@®%) of the clinics indicated that there was
no social support for the victims of violence. Tétady findings show that there is inadequate
recording of horizontal violence behaviors in tlealth care facilities. These findings are similar
with the previous studies that reported that tiveas under reporting of violence incidences or
no record at all in most of the health care faesit making it difficult to be precise in severily

violence in nurses (RNA, 2008 & NACNEP, 2005).
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The findings of this study validated the approgmess of Roy’'s Adaptation Theory as the
framework to guide this study. Roy's Adaptation Mbd based on a systems theory approach
and focuses on the concept of individual's adaptato the environment (George, 2005). The
environment is anything that is surrounding or ithim the individual. The environment could

be nurses’ peers or co-workers, atmospheric ambjemd the nurse’s internal physiological and

psychological environment.

In this study a stimulus is that which provokedeaponse in a nurse, and it was the point of
interaction between the nurse and the environmesihe was exposed to. Roy identifies stimuli
as those originate both externally to the persad,those that originate from within the person.

These could be further categorized as focal, comééxand residual stimuli (Roy, 1984).

A focal stimulus, is stimulus that is most immedigitconfronting the person and the one to
which the person must make an adaptive responsg,igh the factor that precipitates the

behavior.

In this study the person was the nurse and thd &bicauli in a nurse were personal and external
stimuli such as low staffing levels and work presswhich lead to work strain and stress in a
nurse; age and professional differences; jealously heatred; unharmonized salaries in nurses
with equal qualifications and tribalism. Contextsimuli are "all other stimuli present that
contribute to the behavior caused or precipitatgdhie focal stimuli" (Roy, 1984, p 43). The
contextual stimuli in this study were the confourglivariables such as personality interms of
stress and coping mechanisms, assertiveness, muucat violence prevention, and work
experience of the nurse. Residual stimuli are factbat may be affecting behavior but whose

effects are not validated (Roy, 1984, p. 43) is gtudy. The environment was the unit in which
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the nurses had to work, and the nurses represémeeadaptive systems that responded to this
external stimulus. The nurses’ ability to cope wahd/or prevent the focal stimuli could be
affected by contextual and residual stimuli. C&liRoy adds that the person (nurse) is not
passive in relation to the environment. He/she iSbi@- psycho-social being in constant
interaction with a changing environment" (Roy & (@8, 1993 as cited in Parker, 1993, p. 233).
Adaptive behavior is evidence of effective respottséocal stimuli while ineffective behavior
indicates a problem (Roy & Andrews, 1999). In thtady the adaptive response could be a
violence free workplace environment while ineffeetiresponse could be a harsh environment
such as intimidation, humiliating a co-worker orsgiping and shouting at a co-worker,
criticizing a co-worker excessively. Roy in her nebdtated that individuals have the ability to
change their own adaptation level by respondindetiicits in their coping ability. In this study
finding this may mean that nurses’ negative behawiowards others could be prevented through
access to education, training, or by seeking oditiatal resources. This may also mean that if
nurses are educated and trained on horizontalngelg@revention in the health facilities, they
would be empowered with knowledge and skill on Howprevent or control horizontal violence

among themselves.

5.2 Conclusion
The study finding verified that horizontal violenasongst nurses in the health facilities exists

with a prevalence of 36.2% and that nurses aremgcand perpetrators of violence as well.
Majority of participants experienced at least ooarf of horizontal violence behavior for the

past one year preceding this study. Psychologicéénce behaviors such as humiliation, gossip,
intimidation, threats, excessive criticisms, shogtiand sexual harassment were committed

among nurses. Age, cadre differences, heavy walklealousy and hatred and tribalism were
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contributing factors of violence among nurses. ®me among nurses contributes towards

various physical and psychological negative conerges in nurses working in the healthcare

facilities. Negative consequences of horizontalenoe include hostility, lack of teamwork due

to poor interrelationship among nurses; adversscetin patient care/safety because nurses who

are stressed by the effects of a hostile environraenmore likely to make nursing errors, lack

of trust and respect. Age, professional qualiftcatand work experience of nurses have

significant association on horizontal violence babtis such as humiliation, intimidation and

threats. These findings are consistent with iraonal findings confirming the presence and

extent of violence among nurses.

5.3 Recommendations

The presence of violence among nurses in the wackpinakes it difficult for an organization to

improve the quality of care they provide becausesewmi are traumatized physically or mentally

by their nurse colleagues. Therefore:

1. Increase awareness in nurses on what horizeiaigihce is and how to prevent and control
it.

2. Nurses play an important role in changing thekwemvironments by respecting one another
regardless of age, professional qualification ahdie differences.

3. Proper record of any incidence of violence berabe done in the health facility for proper
documentation of horizontal violence events.

4. Improve working systems such as ensuring adequoatse-staffing levels, harmonious
salaries in order to reduce stress and conflictainses.

5. Further research in large scale on violencergmmurses should be conducted in the country

to generalize the results.
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APPENDICES

APPENDIX I: CONSENT INFORMATION FORM

Dear Participant, my names are Dorothy Nyirongamnl a Master of Science in nursing student
at University of Nairobi. One of the requirements the award of the degree is to carry out a
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study. | wish to request you to participate in tstisdy whose purpose is to “Explore prevalence

of violence amongst nurses in health facilitieshwitCH/FP clinics in Nairobi.”

| have developed a questionnaire to help me olitenrequired information. You are free to
participate or withdraw from the study at any timighout coercion or giving an explanation.
There is no penalty for declining to participatel dhe information that you give will be treated

with confidentiality. No names will be put on theesgtionnaires.

There are no risks involved in the study and it wilt involve any invasive procedures. There
are no financial costs attached to your particgratand apart from the time now and when

responding to the questionnaire.

In case you need more information, please contectPrincipal Investigator on phone number

0733443125, Secretary to KNH-UON-ERC on Cell: +295274288, Tel: +254202725698.

Respondent’s Statement

| agree to participate in the study. | have beeremgithe copy of this form and understood the

contents thereby.

Respondent’s signature.................. Date......ceeeenn.
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Principal Investigator’s signature................. Date........coennnnn.

APPENDIX I1: QUESTIONNAIRE

Questionnaire number.................. Clinic....cceeeeennnn...

INSTRUCTIONS

Please answer the following questions in the spapeovided or tick the appropriate option

in the box provided.

Section A. Demographic Data
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1)

2)
3)
4)
5)

6)

7) Nursing cadre; enrolled nurse 14:| iplana nurse 29 |

Age in years, a) 20-30 years [ |

b) 31-40 years [ |

c)41-50 years [ |

d) 51 years & over [___|
Gender; Male 1=L_] Female 21
Marital status single 1 {—1 married 2 = —_Jorced 3= —thers 4=
Nationality; K~ pn 1= others (SPeCify.2......oouvvveeeiiiiiiiiieieeeeee,
Place of residence.............oevvvviiiiiiiacccccnnes
Educational qualification (tick where appropriatéasters in nursing 1= ]

Badtor's degree in nursing 2 4 ]

Diploma in nursing 3 L]
Certificate 44—

Others (specify) 4= ...t

8) Years worked (tick where appropriate)  edy 117 ]

2-4years 21 |
S-7years 3{ ]

8-10years 41 ]
11 years & over 54 ]

9) Work station: Antenatal clinic 1= ]

PMTCT clinic2= [ ]
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Family planning clinic 2]
Child health clinic3=[____]
Postnatal clinic4 = [
Cervical cancer screening clinic 57—

Others clinic (Specify) 6=........cccooiiiii e,

SECTION B

Answer all questions

Tick the appropriate option in the box provided

Experience of violence and aggressive behavior angpnurses.

(10) A. Have you ever been humiliated or intimidatedroeatened or shouted at, or criticized
excessively or gossiped or sexually harassed bwyraenin your clinic for the past twelve

months? (Tick appropriate option)

Humiliated 14— ] Threatened 7 | Shoutedat3[ ] gossifped [

Intimidated 5 ]  criticized excessively § ] sexually harassed [ ]
Others (SPeCIfY) B=... ..

B. How often?

a) Humiliated 1= Lessthan 5tim{_ ] oiifles[ ] 11-15timg ]
b) Threatened 2= Lessthan5tim{ | O6rtes [ | 11-15tim[__ |

c) Shouted at 3= Less than 5tif___ | 6-1@¢if | 11-15timd___ |
d) Gossiped 4= Lessthan5 tin1:| 6-103|:| 11-15 timq:|

e) Intimidated 5= Less than 5 tim___] 6-b0es[ | 11-15tim[___]
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f) Criticized excessively 6= Less than 5 tim{__]6-10 times——] 11-15 tim[_]

g) Sexually harassed7=less than5tinf | -106mes[____ |  11-15time[_]

D) O RIS o

(11) Have you had an injury on any part of your bodysealiby another nurse in your
clinic in the last twelve months?

Yes. [
No. —/

If yes, how often?
a) Once —
b) Twice L1
c) Three times L1
d) More than 4 timeg |

12) Do you happen to know a nurse who was assaultedriyse in your clinic for the past

twelve months?

Yes[ ]

No [

12) Have you observed a nurse being humiliated tiyrse in the last twelve months?

Yes. [
No. [

If yes,
a) Specify the type of violence behavior.............ccceeiiiiiiiiiiiic i,
b) How often?
)] Once

]
i) Twice ]
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i) Three times ]

iv)  More than 4 times|[ |

12) Have you observed a nurse being intimidated byraenin the last twelve months?

Yes. —
No. [
If yes, How often?
i) Once [ ]
i) Twice ]

iii) Three times [ ]
iv) More than 4 times| |

13)Have you observed a nurse being threatened bysa muthe last twelve months?

Yes. —
No. [}
If yes, How often?
i) Once [
i)  Twice[ ]
i) Three times ]
iv) More than 4 timg ]

16) Have you observed a nurse being shouted ahlbysa in the last twelve months?

Yes. [

No. []

If yes, How often?
i) Once [ ]
iy  Twice ]

iii) Three times ]
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iv)  Morethan 4 timeq |

17) Have you observed a nurse being excessivdlgized by a nurse in the last twelve months?

Yes. |:|
No. |:|

If yes, How often?

i) Once |:|

i) Twice ]

i)  Threetimed |

iv) More than 4 time[ ]

18) Have you observed a nurse being gossiped biysa in the last twelve months?

Yes. |:|
No. |:|

If yes, How often?
i) Once [ ]
ii) Twice [ ]
iii) Three times[___|
iv)  Morethan 4 timed |

19) Have you observed a nurse being sexually heddsga nurse in the last twelve months?

Yes. 1
No. []
If yes, How often?
i) Once [_1
i) Twice [ ]
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iii) Three times| |
iv More than 4 times [ |
20)What types of violence have you observed amongesuiar the past twelve months in

your clinic? (List them; start with the commonegié of violence).

None (tick) ——

21)In your knowledge, what are the contributing fasttr violence amongst nurses? (please,
explain briefly)

Don't Know.6=[ ]

22)What were the effects of injury on the nurse vi@ifdescribe briefly)
Sick leave 1= [ ]

Sought legal address D

Resigned 3= [ ]
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Other 4= (SPECITY) ... ettt e et e e e e e e e e e e re e e

23)What were the effects of humiliation, intimidatiagxcessive criticism, gossiping, being

shouted at on interrelationship between the vietird the perpetrator?

Hostilityl=[ ] Hatredd | qracommunication 3=

Other 4= (SPECITY) ... ettt e e e

23) Mention type of nurse cadres perpetrating thiemce?

PARTISPANT'S RECOMMENDATIONS ON VIOLENCE PREVENTION
AND ELIMINATION:

24)What do you think should be done to prevent viogeimcyour clinic? (Explain briefly).

25)What do you think should be done to eliminate vigkein your clinic? (Explain briefly).
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Key Informant Interview Schedule with Nurse-in-Charges of MCH/FP clinics

ITEM YES NO COMMENT

Violence incident record books/ files

available?

Control measures on violence available in jthe

institution?

Are control measures being utilized?

Is social support for violence victims

available?

What are the types of violence amongst nurses

recorded?

Are policies on management available in the

institution?
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APPENDIX 111: ETHICS APPROVAL

‘q
LTy HeaLTR S

UNIVERSITY OF NAIROBI KENYATTA NATIONAL HOSPITAL
COLLEGE OF HEALTH SCIENCES P O BOX 20723 Code 00202 - .

P O BOX 19676 Code 00202 KNH/UON-ERC Tel: 726300-9 k

Telegrams: varsity Email: uonknh_erc@uonbi.ac.ke Fax: 725272

(254-020) 2726300 Ext 44355 ‘Website: www.uonbi.ac.ke Telegrams: MEDSUP, Nairobi

Ref: KNH-ERC/A/193 Link:www.uonbi.ac.ke/activities/KNHUoN 5t July, 2013

Dorothy Stella Nyirongo
School of Nursing Sciences
College of Health Sciences
University of Nairobi.

Dear Dorothy

RESEARCH PROPOSAL: PREVALENCE OF HORIZONTAL VIOLENCE AMONG NURSES WORKING IN
MATERNAL CHILD HEALTH AND FAMILY PLANNING CLINICS OF NAIROBI (P152/4/2013)

This is to inform you that the KNH/UoN-Ethics & Research Committee (KNH/UoN-ERC) has reviewed
and approved your above proposal. The approval periods are 5 July, 2013 to 4% July, 2014.

This approval is subject to compliance with the following requirements:

a) Only approved documents (informed consents, study instruments, advertising materials etc) will be used.

b) All changes (amendments, deviations; violations etc) are submitted for review and approval by KNH/UoN
ERC before implementation.

¢) Death and life threatening problems and severe adverse events (SAEs) or unexpected adverse events
whether related or unrelated to the study must be reported to the KNH/UoN ERC within 72 hours of
notification.

d) Any changes, anticipated or otherwise that may increase the risks or affect safety or welfare of study
participants and others or affect the integrity of the research must be reported to KNH/UoN ERC within 72
hours.

e) Submission of a request for renewal of approval at least 60 days prior to expiry of the approval period.
(Attach a comprehensive progress report to support the renewal).

f)  Clearance for export of biological specimens must be obtained from KNH/UoN-Ethics & Research
Committee for each batch of shipment.

g) Submission of an executive summary report within 90 days upon completion of the study
This information will form part of the data base that will be consulted in future when processing related
research studies so as to minimize chances of study duplication and/or plagiarism.
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For more details consult the KNH/UoN ERC websiie‘ www.uonbi.ac.ke/activities/KNHUoN.

Yours sincerely

PROF. M. L. CHINDIA
SECRETARY, KNH/UON-ERC

c.C. Prof. AN. Guantai, Chairperson, KNH/UoN-ERC
The Deputy Director CS, KNH
AD, Health Information, KNH
The Principal, College of Health Sciences, UoN
The Director, School of Nursing Sciences, UoN
Supervisors: Dr. Waithira Mirie, Mrs. Angeline Kirui
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APPENDIX IV: NAIROBI CITY COUNTY AUTHORIZATION LETT ER

> NAIROBI CITY COUNTY
Governor's office City Hall
Fax:22217704 P.o box 30075-00100
Telephone: 2224281 Nairobi
email:governor@nairobicity.go.ke Kenya
web: www.nairobicity.go.ke

COUNTY HEALTH SERVICES

REF. NO.PHD/1/14/9/ac 5™ AUGUST, 2013

Dorothy Stella Nyirongo
School of Nursing Sciences
College of Health Sciences
University of Nairobi

P. O. Box 30197
NAIROBI, KENYA

Dear Madam,

RE: REQUEST FOR AUTHORIZATION TO CONDUCT A RESEARCH AT NAIROBI CITY COUNTY
HEALTH EACILITIES IN WESTLANDS, DAGORETLLANGATA AND STAREHE DISTRICTS

Thank you for your letter dated 15% + July , 2013.

This is to inform you that the Nairobi City County, Public Health Departments/County Health
Services has reviewed and approved your above research subject to compliance with the
following requirements:

e Payment of Kshs. 5,000/- (Five thousand shillings only) research fee.

e You will be expected to adhere to the rules and regulations pertaining to the Nairobi City
County.

e That during your research there will be no cost devolving to the County.

e That you undertake to indemnify the Nairobi City County against any claim that may arise
from the research.

e A copy of the findings must be submitted to the office of the undersigned.

L

We loo forward to continued collaboration to improve the health of the Kenyan people.

By a copy of this letter the District Medical Officers of Health of the respective health facilities
are requested to give you the necessary suppert.

L

DR. ROB JAYISl, OGW
FOR: INTERIM COUNTY SECRETARY

CC. DMOH [FACILITY INCHARGE
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