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A B S T R A C T 

Introduction 

 

Stressful and negative life events can evoke a broad spectrum of 

psychological reactions [1-10]. Very burdensome are social events, like 

offence, humiliation, being let down, discrimination, insults, unfair 

treatment, injustice and social exclusion [11, 12]. The term humiliation 

is used to describe an offense, but also an emotional response, 

characterized by feelings of inferiority, devaluation and loss of self-

respect, and is associated with sadness, anger, anxiety, and shame, but 

also ideations of aggression and revenge [13-18]. Humiliation has been 

called a “hybrid emotion”, combining shame and anger, one 

characterized by an internal attribution of responsibility and social 

withdrawal, and the other by “anger and aggression”, two outwardly 

directed emotions [13, 17]. The vivid association between the emotional 

event and situational characteristics of trauma can cause intrusive 

memories, which trigger the same emotions as have been experienced 

during the initial incident [13, 19-25]. 

 

When humiliation is associated with helplessness and hopelessness, an 

additional emotion can be embitterment. It has been described as a “last 

resort emotion” when the person feels cornered and does see no way out 

but defence under acceptance of self-destruction [26-28]. It can lead to 

dysfunctional behaviour in many areas of life, like social withdrawal, 

phobic avoidance, aggression, and suicidality [27].  

 

Background: Injustice and humiliation are negative life events which can raise strong emotions, including 

shame, feelings of inferiority and helplessness, embitterment, anger, vindictive feelings and even aggressive 

rumination and acting out. This can severely impair not only the affected person but also her or his 

environment. Aim of this study was to investigate the frequency and impact of humiliation and injustice in 

psychiatric- psychosomatic patients. 

Methods: In a semi-structured interview, which followed the outlines of the WHO International 

Classification of Functioning Disability and Health (ICF), 102 inpatients from a department of behavioural 

medicine were asked about burdens in life. Additionally, patients filled in the “ICD-10 Symptom Rating”, 

the “ICF AT 50-Psych”, the “Beck Depression Inventory” and the “HEALTH-49”. 

Results: The experience of humiliation was rated as strong or very strong by 70.6% of the patients, being 

the most frequent burden, followed by persistent stress (59.9%), and injustice (56.8%). Comparisons 

between patients who complained about injustice alone, humiliation alone, injustice and humiliation 

combined, and neither injustice or humiliation show that experiences of humiliation and injustice similarly 

and significantly impair psychological well-being.  

Conclusion: Humiliation and injustice are most frequent and impairing negative life events in psychiatric-

psychosomatic patients. They need proper recognition and treatment. 
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Humiliation and injustice have been studied in social psychology, but 

found little attention in clinical psychology and psychiatry. It can be 

assumed that their relevance in the development of psychological 

disorders and especially of chronic mental illness is presently 

underrated. The scientific literature suggests that humiliation and 

injustice are strongly associated to each other, can frequently be 

observed in the general population, have impressive negative 

consequences, and should therefore also be of importance in mental 

disorders. Aim of the present study has been to examine the frequency 

and impact of humiliation and injustice in psychiatric-psychosomatic 

inpatients, be it separately or in combination.  

 

Material and Methods 

 

I Sample 

 

Patients were treated in a department of behavioural medicine. They 

were suffering from all kinds of non-psychotic psychological disorders. 

According to the ICD-10 symptom rating, 38.4% patients were suffering 

from a depressive disorder, 24.2% from an anxiety disorder, 9.1% from 

an obsessive-compulsive disorder, 9.1% from a somatoform disorder, 

and 5.1% from an eating disorder. They were admitted by health or 

pension insurance because of sick leave or endangered ability to work. 

Patients were on average 48.1 years old (SD=9.16), 53.5% were female, 

16.2% had at least a high school degree, 59.6% were married, 80.8% 

held a job, 17.2% were unemployed, and 47,9 % were presently on sick 

leave.  

 

II Instruments 

 

i Burdens in Life 

 

In a semi-structured interview, which followed outlines of the WHO 

International Classification of Functioning Disability and Health (ICF), 

patients were asked to make a rating on 20 life events using a five step 

Likert scale: “0=no burden at all”, “1 = mild burden” “2 = moderate 

burden”, “3 = severe burden, “4=very severe burden” (Figure 1). In the 

analyses only ratings of 3 and 4 were taken as “burdens”, indicating 

relevant burdens in contrast to daily hassles. 

Ratings of 3 or 4 regarding humiliation and injustice allow to subclassify 

patients in those who complain about humiliation (H-group), injustice 

(I-group), humiliation and injustice (HI-group), and no respective 

problem (N-group).  

 

ii Clinical Status 

 

As part of the routine intake assessment patients filled in the “ICD-10 

Symptom Rating” (ISR), a 29-item self-rating questionnaire, covering 

“depressive”, “anxiety”, “obsessive-compulsive”, “eating” and 

“somatoform” disorders [29].  

 

The “ICF AT 50-Psych” is a self-rating scale to measure activity (A) and 

participation (T) in reference to the “International Classification of 

Functioning, Disability and Health” (ICF), with the dimensions: “fulfil 

requirements”, “social relations and activities”, “verbal competency”, 

“fitness and well-being”, “closeness in relationships” and “social 

courtesy” [30, 31]. 

 

The “Beck Depression Inventory (BDI-II) is a 21 item self-rating 

instrument to measure the severity of depression [32]. The “HEALTH-

49” has 49 items measuring “psychological and somatoform symptoms”, 

“psychological well-being”, “interactional problems”, “self-efficacy”, 

“activity and participation problems”, and “social support and burdens” 

[33]. The “Trier Bullying Scale” (TMKS) is a 12 item self-rating scale 

[34]. Sociodemographic characteristics (gender, marriage, school 

education, present work status, income) were taken from the routine 

intake assessment. This included a rating on the ability to work (“1=fully 

able” to “4=not able at all”). 

 

Results 

 

Analyses are based on 102 data sets. Figure 1 shows the percentage of 

severity ratings across all burdens. Most frequent were experiences of 

humiliation, with ratings 3 and 4 in 70.6% of patients, followed by 

complaints about persistent stress in 59.9%, experiences of injustice in 

56.8%, interactional problems with third parties in 56,8%, problems with 

the employer in 44.2%. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Ratings of burdens in life (% patients). 
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There were 23.5% (N=24) of patients complaining about an experience 

of humiliation (H-group), 9.8% (N=10) only about injustice (I-group), 

47.1% (N=48) about humiliation and injustice (HI-group), and 19.6% 

(N=20) about no burdens of this kind (N-group). These groups did not 

statistically differ in socio-demographic characteristics such as gender, 

marriage, school education, present work status, or income. H-patients 

were significantly (F(3,95)=3,49; p=0.02) older (M=52.96; SD=6.39) 

than HI-patients (M=45.81; SD=8.35).  

 

Ability to work (mean value of ratings from “1=fully able” to “4=not 

able at all”), was significantly different (F(3,95)=3.16; p=0.03) between 

HI-patients (M=2.81; SD=0.96) and N-patients (M=2.11; SD=0.99). 

Figure 2 gives an overview of the percentage of complaints about other 

burdens for the four groups. HI-patients show the highest impairment 

rates across most other burdens, followed by I-patients. Areas in life, 

which are primarily associated with injustice, are related to the 

workplace and financial problems, like experiences with manager, living 

conditions, financial burden, permanent stress or legal problems. 

Humiliation is primarily associated with relations to others, like children, 

social relationships, family support, social support or other interactional 

factors.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Frequency of burdening contextual factors in dependence on humiliation and injustice (% of patients). 

 

Figure 3 shows the results of the Health-49 questionnaire for the four 

patient groups. The ANOVA shows statistically significant differences 

between groups, which are due to comparisons of the H-, I-, and HI-

groups with the N-group. Experiences of humiliation, be it alone or in 

combination with injustice have the strongest impact on the overall 

health status with significant differences in comparison to the N-group 

on “psychological and somatoform symptoms” (H: p=0.03; HI: 

p=0.001), “psychological well-being” (H: p<0.001; HI: p<0.001), 

“interactional difficulties” (H: p=0.02; HI: p<0.001), “activity and 

participation” (H: p=0.01; HI: p=0.001) and “social strain” (H: p=0.002; 

HI: p<0.001). Regarding “self-efficacy” (p=0.02) and “social support” 

(p=0.002) only the post-hoc tests for the HI-group have been significant. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: Average scores of Health-49 subscales in dependence on humiliation and injustice experience. Statistical significant post-hoc tests refer to 

comparisons to the N-group (ANOVA: * p< .5, ** p< .01, *** p< .001). 

 

Figure 4 shows group comparisons for the BDI, TMKS, ISR, ICF AT-

50. The ANOVA showed a significant difference across groups for the 

BDI (F(3,95)=5.62; p=0.001) due to the HI-group versus N-group 

(M=1.39, SD=0.53 vs. M=0.81, SD=0.46; p=0.001). The average TMKS 

Score was statistically significant across the groups (F(3,95)=5.69; 

p=0.001), due to the HI-group in comparison to N-group (M=1.27, 

SD=1.23 vs. M=0.35, SD=0.55; p<0.001). Also the difference between 

HI-group (M=1.27, SD=1.23) and the H-group (M=0.49, SD=0.54) was 
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significant in the post-hoc test (p=0.002), meaning that humiliated 

patients had a lower average score of bullying experiences, comparable 

to the HI-group. For the ICF AT-50-Psych Score the ANOVA was 

significant (F(3,95)=4.45; p=0.01) for the HI-group (M=1.54, SD=0.73) 

in comparison to the N-group (M=0.82, SD=0.75). For the ISR-Score 

the ANOVA showed no significant differences. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4: Average scores of psychopathological scales in dependence 

on humiliation and injustice experience. Statistical significant post-hoc 

tests refer to comparisons to the N-group (ANOVA: * p< .5, ** p< .01, 

*** p< .001). 

 

Discussion 

 

The results of the present study allow several conclusions. In psychiatric-

psychosomatic inpatients with mixed non-psychotic mental disorders 

and work-related problems, about two thirds of patients report 

burdensome and relevant humiliation and injustice. Half of all patients 

complain about a combination of both. Injustice can also be experienced 

as humiliating, and humiliation as injustice.  

 

Nevertheless, there are experiences which only cause one or the other. 

The scientific literature suggests that humiliation is the result of social 

interactions [13, 17]. Victims feel degraded, insulted, shameful, and 

powerlessness [17]. This is supported by our data which show an 

association between humiliation and close social partners, like family, 

friends or other acquaintances. Injustice refers to a breach of rules or a 

violation of codes of conduct [35]. It is a problem especially at work and 

in other institutional contexts [36-39]. In this regard, unjustly treated 

patients in our study reported more often burdens in relation to the 

workplace, financial or legal problems. The different effects of 

humiliation and injustice are also reflected in the TMKS. Patients who 

report about humiliation show no increased rate of work-related conflicts 

in comparison to I-patients. 

 

Another finding of our study is that both, humiliation and injustice, and 

even more so in combination, are associated with severe impairment in 

well-being and many-fold psychosomatic symptoms. The results 

confirm that humiliation and injustice lead to a complex and severely 

negative emotional state [13, 15-18]. 

 

These experiences can also result in strong problems of coping with daily 

demands and bear a high potential for either self or outward directed 

aggression [16, 40-47]. This is also shown by our results. Humiliated and 

unjustly treated patients feel burdened across most areas of life. As this 

is a cross sectional study we cannot prove any causality. Other studies 

on embitterment suggest that being let down, results in a general negative 

view of the world, causing a vicious circle [28]. Of interest is in this 

respect that HI-patients also were seen as less able to work.  

 

In summary, the data show that experiences in injustice and humiliation 

are frequent problems in psychiatric-psychosomatic patients, associated 

with severe multiple negative consequences. Still, this is not recognized 

in the clinical field. A Medline search for “psych*” and “humiliation” in 

the titles of publications resulted in six papers only with no direct 

connection to mental or psychosomatic illness. For “injustice” there 

were eleven papers, one of which showing that injustice at work is 

related to an increased incidence of mental illness, and another which 

discusses that injustice in general is associated with more somatic pain 

[48, 49]. This state of affairs obviously is not sufficient.  

 

Conclusion 

 

The problem of injustice, humiliation, and embitterment must get much 

more attention in clinical practice and research. Clinical experience and 

preliminary scientific evidence suggest that these problems and patients 

are difficult to treat and may be in need of special interventions [27]. 

This conclusion can be drawn in spite of the limitations of the study. It 

is a cross sectional survey only, with no follow up information. It is 

coming from an inpatient group, which has been admitted because of 

problems with their ability to work. In spite of a standardized interview, 

the core data come from subjective patient reports. 
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