
 

Citation: Christopher HL, Hauwa EP, Nape HL, Olufajo TO, Chime AC (2025) Work Place Sexual Gender Based Violence; Prevalence, Types, 

And Effects Among Staff at Federal Teaching Hospital Gombe, North East Nigeria. Gynecol & Women’s Health: Open Access 1(1): 1-8. 

              1 

 

 
 

Research Article                   Copyrights@ ChristopherHassanLaima 

 

Work Place Sexual Gender Based Violence; 

Prevalence, Types, And Effects Among Staff at 

Federal Teaching Hospital Gombe, North East 

Nigeria 
 
 

Christopher Hassan Laima1,2*, Hauwa Emmanuel Paktama1, Chime Albert Chidebere1, 

Nape Hussaina Laima3 and Olufajo Temilope Oludoyin1 

1Department of Obstetrics and Gynaecology, Federal Teaching Hospital, Gombe State University. Nigeria 

2Department of Obstetrics and Gynaecology, College of Medical Sciences, Gombe State University, Nigeria 

3Office of the Attorney General, Gombe State Ministry of Justice, Nigeria 

 

Submission: September 08, 2025; Published: September 25, 2025 

 

*Corresponding author: Dr Christopher Hassan Laima, Department of Obstetrics and Gynaecology, College of Medical Sciences, 

Gombe State University, Nigeria. 

 

ABSTRACT 

Background: Gender-based violence (GBV) in healthcare workplaces remains a critical public health challenge, 

exacerbated by power imbalances and cultural norms that silence victims. In Northeast Nigeria, empirical data on 

workplace GBV are scarce, hindering targeted interventions. This study investigated the prevalence, types, perpetrators, 

reporting patterns, and psychosocial impacts of GBV at Federal Teaching Hospital Gombe (FTHG). 

Objectives: The study aimed to: (1) determine GBV prevalence, (2) identify demographic and occupational risk factors, 

(3) characterize perpetrators, (4) assess reporting barriers, and (5) evaluate psychological and professional 

consequences. 

Methods: A cross-sectional survey was conducted among 337 staff. Data were collected via a validated proforma and 

analyzed descriptively (frequencies, percentages) and inferentially (chi-square) using SPSS. Ethical approvals and 

informed consent were obtained. 

Results: Among participants, 26.4% experienced sexual harassment, 6.8% sexual assault, 3.6% attempted rape, and 

2.1% rape. Females (78.6%), nurses (41.3%), and staff working morning shifts (44.8%) were most vulnerable. Seniors 

constituted 75.3% of perpetrators, predominantly male (82.0%). Underreporting was high (91.7%), primarily due to 

fear of perpetrators (46.0%) and stigma (28.8%). Psychological impacts included fear/depression (50.4%) and poor 



 

Citation: Christopher HL, Hauwa EP, Nape HL, Olufajo TO, Chime AC (2025) Work Place Sexual Gender Based Violence; Prevalence, Types, 

And Effects Among Staff at Federal Teaching Hospital Gombe, North East Nigeria. Gynecol & Women’s Health: Open Access 1(1): 1-8. 

              2 

work performance (23.2%). 

Conclusion: Workplace GBV at FTHG is pervasive, underreported, and linked to hierarchical abuse. Institutional 

reforms—such as anonymous reporting systems, gender-sensitivity training, and mental health support—are urgently 

needed to protect healthcare workers and align with Nigeria’s Violence Against Persons Prohibition Act (2015). 
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INTRODUCTION 

Gender-Based Violence (GBV) refers to harmful acts directed at individuals based on their gender, rooted in unequal 

power dynamics (UNFPA, 2023). It encompasses physical, sexual, emotional, and economic violence, with women and 

girls constituting 70% of global victims [1]. Sexual violence, a subset of GBV, includes unwanted sexual acts, coercion, 

and harassment [2]. 

 

Globally, 30% of women experience physical/sexual violence, while workplace-specific GBV affects 23% of employed 

women (ILOSTAT, 2021). In Sub-Saharan Africa, prevalence rates exceed 40%, with Nigeria reporting 31% lifetime 

exposure among women [13]. Conflict zones like Northeast Nigeria face heightened risks; a 2021 study in Borno State 

found 44% of female healthcare workers experienced workplace harassment [3]. 

 

Sexual and Gender-Based Violence (SGBV) remains a pervasive global public health and human rights issue, 

disproportionately affecting women and marginalized groups [1]. While SGBV occurs across various settings, 

workplaces—particularly healthcare institutions—are critical yet understudied environments where power imbalances, 

occupational stress, and institutional hierarchies may exacerbate risks [2]. In Nigeria, especially the conflict-affected 

Northeast, SGBV is compounded by socio-cultural norms, economic instability, and weak legal enforcement [3]. This 

study examines the prevalence, types, and consequences of workplace SGBV among staff at Federal Teaching Hospital 

Gombe (FTHG), addressing gaps in localized evidence and informing policy interventions. 

 

Workplace SGBV, manifests through sexual harassment, assault, and coercion [2]. In healthcare settings, studies report 

that 20–50% of female staff experience sexual violence during their careers [1]. In Nigeria, GBV is exacerbated by 

patriarchal norms and power imbalances. For instance, Adebayo and Kolawole (2019) found that 45% of female nurses 

in Southwestern Nigeria faced sexual harassment, primarily from senior colleagues. Similarly, Ogbonnaya et al. [4] 

highlighted that junior staff in Nigerian teaching hospitals are less likely to report abuse due to fear of retaliation. 

 

Sexual assault, including forced physical contact and rape, remains underreported in Nigerian healthcare institutions. 

Ezeanolue et al. [5] identified fear of stigma (68%) and distrust in administrative processes (52%) as key barriers to 

reporting. Cultural factors, such as victim-blaming and normalization of violence, further silence survivors [6]. The 
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consequences of GBV are profound: depression, anxiety, job attrition, and reduced productivity are commonly reported 

[7]. Despite Nigeria’s Violence Against Persons Prohibition Act (2015), enforcement gaps persist, particularly in 

healthcare institutions [8]. Workplace GBV manifests as sexual harassment, discriminatory practices, and psychological 

abuse, often underreported due to fear of retaliation [9]. Healthcare settings are high-risk due to hierarchical structures 

and high-stress environments (Chime et al. 2020). Internationally, 12% of nurses in the U.S. reported sexual harassment 

[10], compared to 28% in South African hospitals [11]. In Nigeria, 18% of female healthcare workers in Lagos faced sexual 

coercion [8], though data from Northeast Nigeria remains sparse. 

 

GBV correlates with depression, PTSD, and reduced job performance [10]. In Nigeria, survivors report absenteeism and 

career stagnation [9]. Challenges include institutional normalization of violence, inadequate reporting mechanisms, and 

socio-cultural stigma [8]. Globally, only 50% of countries criminalize workplace sexual harassment [2], while Nigeria’s 

Violence Against Persons Prohibition Act (2015) lacks enforcement in Northern states [12]. 

 

Northeast Nigeria, recovering from Boko Haram insurgency, faces heightened GBV risks due to displacement and 

poverty [12]. Gombe State reports rising intimate partner violence (34%), yet workplace-specific data are absent [13] 

(NDHS, 2018). A 2022 study in Adamawa State highlighted institutional complicity in silencing victims [14], suggesting 

similar trends in Gombe. 

 

No prior studies have examined workplace SGBV at FTHG or in Gombe State health institutions. This study fills this 

gap, providing evidence to guide workplace policies and advocacy in resource-limited. 

 

This study addresses regional gaps by focusing on Northeast Nigeria, where limited data exists on workplace GBV. It 

also expands on existing literature by examining both non-physical (e.g., verbal harassment) and physical forms of 

violence, as well as institutional responses. 

 

METHODOLOGY 

Research Design 

A cross-sectional survey design was employed, A research assistant was attached to each of the wards and departments 

in the Hospital to administer the questionnaire to individuals present who consented to the study. 

 

Study Population and Sampling 

Target Population: All FTHG staff, including doctors, nurses, pharmacists, medical laboratory staff, and 

administrative. 

Inclusion Criteria: Employment at FTHG for ≥6 months and informed consent. 

Sampling Technique: Stratified random sampling to ensure proportional representation across professions. 
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Sample Size Determination 

Cochran’s formula for cross-sectional studies was applied: 

 

n=Z2⋅p⋅qe2=(1.96)2⋅0.5⋅0.5(0.05)2=385n=e2Z2⋅p⋅q=(0.05)2(1.96)2⋅0.5⋅0.5=385 

 

Adjusting for a finite population (N=1,200N=1,200): =3851+3851200≈293nadj=1+1200385385≈293 

 

Including a 15% non-response rate: nfinal=293+(0.15×293)≈337nfinal=293+(0.15×293)≈337 

 

Data Collection 

Instrument: The validated proforma includes biodata, GBV experiences (e.g., harassment, assault), perpetrator profiles, 

reporting behaviors, and psychosocial impacts. 

 

Procedure: Trained research assistants will administer the proforma anonymously. A pilot study (n=30n=30) test clarity 

and reliability. 

 

Data Analysis 

Quantitative: Descriptive statistics (frequencies, percentages) and inferential tests (chi-square, logistic regression) 

using SPSS v26. 

Qualitative: Thematic analysis of open-ended responses (e.g., reasons for non-reporting) via NVivo. 

 

Ethical Considerations 

Informed consent, anonymity, and referrals to counselling services. 

Approval from FTHG’s Research Ethics Committee. 

 

Type of GBV Frequency (n) Percentage (%) 

Sexual Harassment 89 26.4 

Sexual Assault 23 6.8 

Attempted Rape 12 3.6 

Rape 7 2.1 

No Experience 206 61.1 
 

Table 1: Prevalence of Workplace GBV Types (N = 337). 
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Variable Category GBV Prevalence (%) 

Sex Female 78.6 
 Male 21.4 

Age Group 18–24 32.1 
 25–34 45.2 
 35–44 18.1 
 ≥45 4.6 

Profession Nursing 41.3 
 Doctors 35.6 
 Contract Staff 15.7 
 Others 7.4 

Shift Time Morning 44.8 
 Afternoon 28.6 
 Night 26.6 

 

Table 2: Demographic and Occupational Risk Factors. 

 

Perpetrator Role Frequency (n) Percentage (%) 

Senior at Work 67 75.3 

Same Rank 15 16.9 

Patient/Patient Relation 7 7.8 

Sex of Perpetrator Male 82.0 
 Female 18.0 

 

Table 3: Perpetrator Profile. 

 

Variable Category Frequency (n) Percentage (%) 

Reported Incident Yes 28 8.3 
 No 309 91.7 

Reasons for Not Reporting Fear of Perpetrator 142 46.0 
 Fear of Stigma 89 28.8 
 Felt It Would Not Help 54 17.5 
 Shyness 24 7.8 

 

Table 4: Reporting Behaviors and Barriers. 

 

Impact Frequency (n) Percentage (%) 

Fear and Depression 63 50.4 

Poor Work Performance 29 23.2 

Stigmatization 18 14.4 

Unwanted Pregnancy 8 6.4 

Suicidal Thoughts 7 5.6 

 

Table 5: Psychological and Professional Impacts. 
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DISCUSSION 

The study found that 26.4% of FTHG staff experienced sexual harassment, with lower rates for severe forms such as 

rape (2.1%). This aligns with Western Nigerian studies reporting workplace harassment rates of 18–45% [8,15] but is 

lower than the 44% reported in conflict-affected Borno State [8]. Globally, the prevalence mirrors rates in South Africa 

(28%; [11]) but is higher than in high-income countries like the U.S., where 12% of nurses report harassment [10]. These 

disparities reflect socio-cultural norms, institutional accountability gaps, and the exacerbating effects of conflict in 

Northeast Nigeria. 

 

Consistent with global trends, female staff (78.6%) and younger age groups (25–34 years: 45.2%) were 

disproportionately affected [1]. Similar patterns are observed in South Africa, where 80% of GBV victims are female 

[11], and in Zambia, where younger healthcare workers face elevated risks [16]. Professionally, nurses (41.3%) and junior 

staff were most vulnerable, echoing findings from Lagos, Nigeria [8], and highlighting hierarchical power dynamics as 

a universal risk factor. However, unlike studies in conflict-free regions, FTHG’s night shift workers (26.6%) reported 

lower harassment rates compared to morning shifts (44.8%), possibly due to reduced supervisor interactions at night as 

the study shows it is the supervisors that perpetuate the assaults. 

 

A striking finding was that 75.3% of perpetrators were senior staff, contrasting sharply with studies in Zambia, where 

patient-related violence dominated [16]. This reflects Nigeria’s deeply entrenched hierarchical workplace culture, where 

seniority often shields perpetrators from accountability [9]. Male perpetrators (82%) were predominant, aligning with 

global trends [2], but the 18% female perpetrator rate is higher than the <5% reported in U.S. studies [10], suggesting 

cultural differences in gender roles and power structures. 

 

The 91.7% underreporting rate at FTHG mirrors Nigerian studies where fear of retaliation (46%) and stigma (28.8%) 

are primary barriers [5]. Comparatively, South Africa reports 85% underreporting due to institutional distrust [7], while 

in the U.S., 60–70% of cases go unreported [10]. These disparities underscore the global normalization of workplace 

GBV but highlight region-specific challenges: in Nigeria, socio-cultural stigma and weak legal enforcement dominate, 

whereas in high-income countries, bureaucratic inefficiencies and victim-blaming are more prevalent. 

 

The psychological toll of GBV at FTHG—50.4% fear/depression, 5.6% suicidal thoughts—resonates with global data 

linking GBV to PTSD and reduced productivity [10]. However, the reported stigmatization (14.4%) and unwanted 

pregnancies (6.4%) are more pronounced than in high-income settings, reflecting Nigeria’s lack of trauma-informed 

support systems and limited reproductive health access [12]. 

 

This study’s cross-sectional design and stratified sampling (N=337) align with methodologies used in similar Nigerian 

studies (e.g., Ilika et al. [17]). However, its sample size exceeds smaller-scale studies (e.g., N=200 in Lagos; [8]), 

enhancing reliability. Internationally, longitudinal designs (e.g., McLaughlin et al. [10]) provide causal insights but are 
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rare in low-resource settings. A key limitation shared across Nigerian studies is response bias, as cultural stigma likely 

suppresses disclosure of sensitive experiences [9]. 

 

Northeast Nigeria’s post-conflict environment amplifies GBV risks through displacement, poverty, and weakened 

governance [12]. The high prevalence of senior perpetrators at FTHG contrasts with patient-dominated violence in stable 

regions [16], underscoring how conflict exacerbates institutional power imbalances [19]. 

 

This study highlights both universal and context-specific dimensions of workplace GBV. While the disproportionate 

vulnerability of women and juniors aligns with global trends, the dominance of senior perpetrators and extreme 

underreporting reflect Nigeria’s socio-cultural and institutional realities. Methodologically, the study advances 

localized evidence in an understudied region but echoes limitations common to cross-sectional designs. Future research 

should adopt mixed-methods approaches to explore causal pathways and cultural nuances. 

 

Further research needs to done to on the perpetrators against the males, it a case male to male violence or otherwise and 

the female perpetrators, was against the females or males? 

 

RECOMMENDATIONS 

1. Strengthen Reporting Mechanisms: Establish anonymous reporting channels and a dedicated GBV unit. 

2. Training Programs: Mandate workshops on gender sensitivity and bystander intervention for senior staff. 

3. Policy Enforcement: Implement Nigeria’s Violence Against Persons Prohibition Act (2015) with strict 

accountability. 

4. Mental Health Support: Integrate counselling services into FTHG’s employee assistance programs. 

5. Awareness Campaigns: Use posters and seminars to destigmatize reporting and educate staff on rights. 
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