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WHO SHOULD READ THIS?

“According to the National Institute for Occupational Safety
and Health (NIOSH), workplace violence is defined as any
physical assault, threatening behavior or verbal abuse
occurring in a work setting.”

The purpose of this document is to assist rural healthcare workers and
their employers to identify and reduce the risk of workplace violence
in their places of employment.

This assistance is provided in two formats:

PART 1:  A practical guide designed to assist the reader in
identifying and understanding workplace violence and to develop
realistic strategies for dealing with the issue. This format is
intended to serve as a functional resource from which the reader
can get information and identify additional resources for
developing effective strategies for dealing with workplace
violence in rural healthcare settings.

 
PART 2:  An academic analysis of the history, sources and
preventive strategies currently being utilized to deal with
workplace violence in rural healthcare settings.  This format
allows the reader to earn Continuing Education credit for the
completion of the review while developing effective workplace
strategies to deal with violent situations.

 

This material was produced under grant number 46H5-HT06
from the Occupational Safety and Health Administration, U.S.
Department of Labor. It does not necessarily reflect the views
or policies of the U.S. Department of Labor, nor does mention
of trade names, commercial products, or organizations imply
endorsement by the U.S. Government.
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DISCLAIMERS

External Link Disclaimer

“You have selected a link to information that is not controlled by OSHA
or the US Department of Labor (DOL)  This link may be opened in a
new browser window.  Links to websites outside of DOL are offered for
your convenience in accessing related information but do not
constitute an endorsement of the website or its contents nor does it
suggest that there are not other websites which may offer related
information.  DOL takes no responsibility for the views, content or
accuracy of the information presented by an external website.  Once
you leave this DOL website, the DOL privacy policy not longer applies.”

Privacy Policy

“Thank you for visiting the Montana Nurses Association (MNA) website
and reviewing our privacy and security statement.”

MNA is strongly committed to maintaining the privacy of your personal
information and the security of our computer systems.  With respect to
the collection, use and disclosure of personal information MNA makes
every effort to ensure compliance with applicable federal law, including
but not limited to the Privacy Act of 1974, the Paperwork Reduction
Act of 1995 and the Freedom of Information Act.

MNA does not collect personally-identifying information about you
when you visit our site unless you choose to provide such information.

If you visit our site to read or download information, we collect and
store the following:

• The name of the domain form which you access the Internet,
• The date and time your access our site,
• The Internet address of the Website form which you linked

directly into our site.

The above information is used by software programs on our website to
create summary statistics which allow MNA to assess the number of
visitors to the different sections of our site, identify what information is
of most and least interest, determine technical design specifications,
monitor systems performance and assist in making the MNA site more
useful to visitors.
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If you identify yourself by sending an e-mail containing personal
information, this information will be used solely to respond to requests
for information or records.

The MNA website has many links to other sites.  When you link to any
of these sites, you are no longer on this site and are subject to the
privacy policy of the new site. “

Copyright Disclaimer

The publication currently has the following disclaimer attached:

“This material was produced under grant number 46H5-HT06 from the
Occupational Safety and Health Administration, U.S. Department of
Labor (DOL).  It does not necessarily reflect the views or policies of
the DOL, nor does mention of trade names, commercial products, or
organizations imply endorsement by the U.S. Government.”
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CONTINUING EDUCATION CREDITS

Workplace Violence in Rural Healthcare:
Facts and Information for

Identification and Prevention

Free Continuing Education activity
#MNA 2007-20 approved for 1.5 contact hours
Expiration date 8/31/2009

Instructions for online course or written self study

Follow the link to begin the online “Workplace Violence in Rural
Healthcare” continuing education course. Read Part 2 pages 22-55.
Complete this activity by taking the test.  Complete and submit the
test and Evaluation Form. The Test and Evaluation Form must be
submitted electronically or by mail before the 1.5 contact hours can be
awarded.  Materials may be downloaded or mailed if participant prefers
to do a self study module off line. Please include your mailing address
when sending test and course evaluation materials for review and the
subsequent receipt of your earned certificate. Test and evaluation can
also be faxed to 406-442-1841.

Mailing address: Montana Nurses Association
104 Broadway, Suite G-2
Helena, Montana  59601

    Attention: Continuing Education Coordinator

Abstract

The purpose of this activity is to assist healthcare workers and their
employers to define, identify and reduce the risk of workplace violence
in their places of employment.  An academic analysis will be presented
of the history, sources and preventive strategies currently being
utilized to deal with workplace violence in rural healthcare settings.
This format allows the reader to earn Continuing Education contact
hours for the completion of the module while developing effective
workplace strategies to deal with violent situations.
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Course Objectives

1. Define workplace violence.

2. List 3 factors contributing to increased risk for workplace

violence for rural/remote healthcare workers.

3. List 3 strategies for reducing risk for workplace violence in

participant’s workplace settings.

This material was produced under grant number 46H5-HT06
from the Occupational Safety and Health Administration, U.S.
Department of Labor. It does not necessarily reflect the views
or policies of the U.S. Department of Labor, nor does mention
of trade names, commercial products, or organizations imply
endorsement by the U.S. Government.

Montana Nurses Association (OH 242, expiration 12/1/2008) is an
approved provider of continuing nursing education by the Ohio
Nurses Association (OBN-001-91), an accredited approver by the
American Nurses Credentialing Center’s Commission on
Accreditation
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Test Questions

Workplace Violence in Rural Healthcare Exam

(Circle the one best answer. 8 of 10 questions must be answered
correctly to earn CE)

1. Workplace violence in health care :

a. is an international concern

b. may affect more than half of health care workers

c. constitutes an epidemic public health concern

d. all of the above.

2. The Bureau of Labor Statistics (1998) reported assaults to health
care and social services workers were:

        a. on the average with other industry in the United States

b. adequately reported to OSHA due to institutional reporting 
policies

c. under reported to OSHA because of a persistent belief that 
assaults are part of the job

        d. due to poor employee job performance.

3. Workplace violence is defined as:

a. physical, psychological & verbal behaviors at work where 
persons are abused, threatened or assaulted

        b. assaults leading to death

        c. physical acts of aggression repeated over time

        d. a single, one time violent act.
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4. The OSHA publication Guidelines for Preventing Workplace
Violence in Health Care and Social Services Workers includes:

        a. mandatory safety rules for health and social services to 
enforce

        b. material that is advisory in nature only

c. recommendations for posting of OSHA guidelines for patients 
and workers to read

d. a comprehensive approach to development of specific 
worksite violence prevention programs.

5. Factors contributing to increases in Workplace violence include:

        a. increased numbers of dissatisfied workers

         b. present social instability and complex socioeconomic factors

        c. people who just “snap” one day

        d. an aging workforce.

6. Experiencing workplace violence potentially results in worker:

        a. stress related illnesses

b. isolation from colleagues

        c. reduction in the quality of work

        d. all of the above.

7. Workers in rural and remote sites face workplace safety challenges
that are unique and include:

  a. professional isolation

        b. everyone helps everyone rural attitude

        c. anonymity

        d. a and c
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8. Security in small rural facilities and remote areas is:

        a. managed in the same way as larger urban medical centers

        b. handicapped by distance from urban centers

c. provided by the rural policing authority which may result in 
delay in response to threats or violence

        d. easier to attain because everyone knows everyone in the 
community.

9. Nurses are at risk for workplace violence:

        a. at the same rate as workers in other industry

b. less than other workers because they know how to deescalate
charged exchanges

c. because of interactions with patients in settings designed to 
ensure confidentiality

d. because of a lack of interest in personal safety and a failure to
follow organizational policies.

10. Community health care and social workers in rural and remote
areas:

        a. often work solo which increases safety risks

b. deliver services in clients homes where the client is less apt to
be stressed and therefore less inclined toward violence

        c. may not have cellular service that connects them to support

        d. a and c.
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Evaluation

Please complete the following Evaluation for Workplace Violence in Rural
Healthcare Module. Your feedback will help us with designing future CE
modules that we offer.

Note: Submitting your completed evaluation form is required for us to
process your request for MNA’s continuing education certificate of
completion. We appreciate your honest feedback.

Please choose the drop down statement that best describes your response.

1. Your achievement of each objective:

Objective 1: Define workplace violence.

    Select Rating

Objective 2: List 3 factors contributing to increased risk for workplace
violence for rural/remote healthcare workers.

Select Rating

Objective 3: List 3 strategies for reducing risk for workplace violence in
participant’s workplace settings.

Select Rating

2. The relatedness and effectiveness of the purpose/goals, objectives, and
content:

Select Rating

3. The relatedness and effectiveness of the methods, materials, media, and
resources:

Select Rating
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4. The application of the content in your nursing practice specialty, setting,
and role:

Select Rating

5. The usefulness of the content in your nursing practice specialty, setting,
and role:

Select Times

6. How many minutes total did it take you to complete the entire activity
and the post-test with evaluation?

Select Total Minutes

7. The effectiveness of the presentation:

Select Rating

8. This activity’s meeting of your personal expectations:

Select Rating

9. Freedom from bias due to conflict of interest, commercial support,
product endorsement, or unannounced off-label product use:

Select Rating

10. Please add your constructive comments and helpful feedback below:

Send in my evaluation information
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Workplace Violence in Rural Healthcare

PART 1

A practical guide designed to assist the reader in identifying and
understanding workplace violence and to develop realistic strategies for

dealing with the issue

Table of Contents

WHAT IS WORKPLACE VIOLENCE? 2

WHAT CAUSES WORKPLACE VIOLENCE? 3

WHO ARE THE PERPETRATORS OF WORKPLACE VIOLENCE? 4

CAN WORKPLACE VIOLENCE BE PREVENTED OR CONTROLLED? 5

ARE THERE DIFFERENT KINDS OF WORKPLACE VIOLENCE? 6

WHAT ARE THE UNIQUE SAFETY CHALLENGES FOR HEALTHCARE 11
WORKERS IN RURAL-REMOTE SETTINGS?

Professional and Personal Isolation 11
Lack of Anonymity 14
Solitary or Small Work Groups 16
Communications Systems 17
Social Factors 18

ARE THERE OTHER PRACTICAL SUGGESTIONS FOR WORKERS IN
RURAL-REMOTE AREAS THAT HELP REDUCE THE RISK OF VIOLENCE? 19

BIBLIOGRAPHY 21

This material was produced under grant number 46H5-HT06 from the
Occupational Safety and Health Administration, U.S. Department of
Labor. It does not necessarily reflect the views or policies of the U.S.
Department of Labor, nor does mention of trade names, commercial
products, or organizations imply endorsement by the U.S. Government.
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Workplace Violence in Rural Healthcare

WHAT IS WORKPLACE VIOLENCE?

• physical acts like shoving, hitting or murder.
• verbal acts like shouting and swearing.
• psychological acts like telling workers they are worthless or threatening

to do harm to another. Psychological violence is sometimes explained as
using “mind games” with workers to make them feel bad about themselves
and their skills.

• sexual assault.

The following table lists unacceptable behaviors found in employment settings.
These behaviors, when experienced by an employee, are acts of workplace
violence.

Workplace Violence:  Behaviors
Aggressive posturing

Battering

Biting

Bullying/Mobbing: long-term actions designed to
disrespect/degrade targeted employees

Homicide

Hostile behavior

Innuendo: insinuation, hint, overtone of something
improper

Intimidation: acts to dissuade or persuade by
frightening, terrorizing

Kicking

Labeling: tagging with marker meant to degrade or
indicate a lack of respect

Leaving Offensive Messages: exhibit, display
communications composed to intimidate, humiliate,
embarrass

Leering: ogling, sneering, smirking

Name Calling: use of insults, foul language

Olfactory Assaults: environmental/personal control is
achieved through use of offensive odors (i.e., body
odor)

Ostracism: shun, snub, isolate, banish

Physical Attacks: intentional physical harm to another

Pinching

Pornography: displayed/viewable

Punching

Rape/Sexual Assault: intentional sexual behaviors
unwanted/unwelcome and forced on another.  Recipient is
embarrassed, humiliated or threatened.

Robbery

Rude Gestures: use of culturally unacceptable gesticulations

Rumors: statements of untruth targeting another

Sabotage of equipment/tools

Scratching

Shouting

Silence: no verbal communication

Slapping

Space Violations: failure to keep culturally acceptable
distance between self and another

Spitting

Squeezing

Stalking: follow, pursue, hound

Swearing

Threats: promised use of physical force

Victimizing: treat another unfairly through violent behaviors

Whispering

Wounding
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WHAT CAUSES WORKPLACE VIOLENCE?

Workplace violence seldom happens for one reason but rather is a complex event
influenced by personal, social and organization factors.  For example, personal
issues like money or marriage problems, along with work stress can build until
there is a violent incident committed by a patient or member of their family, co-
worker or co-worker’s family member, and by others not affiliated with the
healthcare agency. Those who study workplace violence have compiled a listing
of the stressors that contribute to increasing workplace violence.

FACTORS THAT CONTRIBUTE TO WORKPLACE VIOLENCE

Personal and Social Factors: • breakdown of the family unit
• poverty
• lack of positive role models for

youth
• personal or religious values
• increased exposure to violence
• level of violence in today’s

society
• use of illicit drugs and alcohol
• deterioration of personal

relationships
• obsessions

Worksite Factors: • problems in supervisory and
personnel management

• ineffective conflict resolution
• inequities or bias in work

advancement and opportunities
• mistreatment or abuse of

employees are organizational

Economic Factors: • the downsizing and
restructuring of industry has
increased stress within the
workplace

• more women are in the
workforce,

• domestic violence is following
the abused into their place of
employment
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WHO ARE THE PERPETRATORS OF WORKPLACE VIOLENCE?

There are no absolute rules about who has the potential to be violent in the
workplace.  However, when violence in the workplace has been studied,
similarities have been found in the person or perpetrator who committed the
violent act.

PERPETRATORS OF WORKPLACE VIOLENCE & COMMON
CHARACTERISTICS

The potential perpetrator
can be:

• Co-worker/s (former and current)
• Supervisor/s
• Employee family member/s
• Client/s
• Client family member/s or friend/s
• Individual/s who come into worksites to

perform business functions (equipment
repair, sales representatives, delivery
services)

Potential perpetrators can
have
backgrounds that include:

• Past histories of violent behaviors
• Past histories of being victimized as children

or adults
• Substance abuse problems including

prescription drug abuse, alcohol, illicit drugs
• Mental illness, diagnosed or undiagnosed
• Access to weapons, objects or firearms

(fascination with)

Potential perpetrators can
be:

• Capable of covering up their actions
• Capable of employing psychological tactics,

“mind games”
• Unaware of the harm being caused by their

actions

Potential perpetrators may
demonstrate:

• Repetitive actions/verbalization of anger,
frustration, discontent (shouting and
swearing)

• Body posturing that is aggressive
• Attitude that is hostile and or aggressive

(raised fists, shaking of head)
• Physical manifestations like muscle tension,

sweating, pupil changes, voice changes,
gritting of teeth, facial expressions
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Potential perpetrators may
demonstrate continued:

• Work attendance problems
• Work problems requiring more of supervisor’s

time
• Difficulty with work relationships
• Difficulty with concentration
• Decreasing or decreased productivity in work
• Inconsistent job performance
• Taking safety risks or creating safety

problems for others
• Inability to take responsibility for actions

(blaming, excuses)
• Changes in health and/or hygiene
• Evidence of stress in personal life

(separation, divorce, monetary problems,
loss of home, family member illness)

CAN WORKPLACE VIOLENCE BE PREVENTED OR CONTROLLED?

• This document provides suggestions for dealing with specific instances of
workplace violence.

• When workplace violence is better understood, prevention plans can be
made to stop the violence and keep workers safe.

• Using the sound research and guidance available, workplace violence can
be reduced and eliminated when workers and employers combine efforts to
identify safety risks that occur on an environmental, physical or
psychological level.

However, the identification of safety risks is not adequate if an overall system is
not established to manage workplace safety and education management and
workers about overall workplace safety.  To assist with this effort, OSHA has
published, Guidelines for Preventing Workplace Violence for Health Care and
Social Service Workers. The guidelines “are advisory in nature, informational in
content and intended to help employers establish effective workplace violence
prevention programs adapted to their specific worksite.” The guidelines are
voluntary; therefore, employers are not forced to follow the comprehensive
approach outlined.  Employers are obligated by the Occupational Safety and
Health Act of 1970 (OSH Act) under the “General Duty Clause” to provide a safe
and healthful workplace for workers covered by the OSH Act; failure to address a
recognized hazard can result in an employer being cited under the Clause. The
responsibility of employers is to recognize risks for workplace violence, and to
take steps to prevent or stop the problem. Use of the guidelines to ensure
development of a comprehensive prevention program is a proactive measure to
conserve and protect human and financial resources.
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According to OSHA, the design of a workplace violence prevention program
should include five components:

• Management Commitment and Employee Involvement

• Worksite Analysis

• Hazard Prevention and Control

• Safety and Health Training

• Recordkeeping and Program Evaluation

ARE THERE DIFFERENT KINDS OF WORKPLACE VIOLENCE?

Those who study workplace violence use classification tools to analyze workplace
incidents.  Answering questions like who did the violent act (perpetrator) and
how the person is related to the workplace (relationship) is one way to group
workplace violence incidents for analysis. This system, developed by the
University of Iowa Injury Prevention Research Center (UIIPRC, 2001), violent
incidents are categorized as Type I--Criminal Intent, Type II--
Customer/Client, Type III-- Worker-on-Worker, or Type IV--Personal
Relationship. The ways to help prevent violence from happening can come from
the clues left from past violent acts. When the causes of violence are understood,
then a plan can be formed to help stop violence and keep workers safe.
Examples of each type of workplace violence follow with plans to prevent future
incidents.

Example of Type I: Criminal Intent

Type I workplace violence means that the violent act was done by a person
(perpetrator) who came to the Pharmacy with the intent of robbing the store. The
robber had no legitimate relationship to the store. In other words the robber did
not come as a customer.

The Main Street Pharmacy is owned by John B. The store clerk had gone
home for the day and the lights in the front of the store were turned off.
John went to the front door to lock up and was beaten unconscious. The
robber took money from the cash register, and drugs.
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Prevention Plan

The sheriff helped John B. look at the security in the whole business and
made suggestions for keeping the workplace safer.

 The sheriff recommended that the front entrance to the store
be lighted at night.

 The sheriff said that John should lock up the store as the clerk
was leaving, when the two of them were still together.

John B. learned from the Sheriff and from the pharmacist association that
robberies and other crimes were increasing in the region.
Methamphetamine use is one of the factors attributed to the increase in
crime.

John B. contacted his pharmacist association and found that safety and
prevention plans for pharmacies had been published to help owners like
him. Drug Enforcement Administration (DEA) had information about risk
assessment for pharmacies.

John B. and his clerks plan to attend a community presentation on
methamphetamine to increase their understanding of this community
problem.

Employee/s Support

John B. made an appointment with a counselor to discuss the violent attack
and his feelings of fear and anger.

John B. made arrangements for his employees to talk with the same
counselor.

John B. hired an expert on workplace safety to educate all employees about
personal safety, and the new safety procedures for the pharmacy.

Example of Type II: Customer/Client

A prisoner at the county jail complained of stomach pain. The patient was
brought to the rural clinic by a sheriff’s deputy. The deputy removed the
prisoner’s hands from the restraints, and the prisoner hit the nurse
practitioner in the face breaking her jaw as she was doing the
examination.
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Type II workplace violence is committed by a customer or client. The prisoner
(client) was brought to the clinic for healthcare. The prisoner had a legitimate
reason for being at the clinic. The violent act happened while the nurse
practitioner was performing her normal duties. This type of violence is common in
healthcare settings.

Prevention Plan

A policy for dealing with inmate/clients was developed.

Procedures were written to help safely manage prisoners in the clinic.

The staff was educated on the new policy and procedures.

The policy and procedures will be reviewed yearly with staff. New staff will
be instructed regarding the safety procedures.

The Sheriff’s Department participated in the development of the policy and
procedure for the clinic as did a clinic representative regarding changes in
the Sheriff’s transport policy.

• All inmates will be transported by two officers.
• Inmates will be in shackles while in the clinic.

Employee/s Support

The sheriff encouraged the nurse practitioner to file assault charges.

The clinic staff assisted the nurse practitioner with securing healthcare.

The clinic staff found replacement staffing for the nurse practitioner for a
month.

The clinic encouraged the nurse practitioner to talk with a counselor trained
in response and care after violent events.

The clinic staff participated in a debriefing session with a counselor trained
in violent incident debriefing.

Example of Type III: Worker-on-Worker

June has worked for 10 years in a small, rural clinic that does urgent medical response.
Two times in the past month a physician grabbed her breasts as she was getting
equipment out of the supply room during an emergency.  She told the physician to “stop”
and “don’t touch me again.” The physician told her not to “make trouble” because “you’re
just an aide, no one would believe you.” June is afraid to go to work or to tell anyone at
work. There is no other healthcare employer in her community. She needs this job.
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Type III workplace violence occurs when the perpetrator commits a violence act
toward another worker. Violence of this type can occur when the perpetrator
(physician) is seen as more powerful or influential that the victim (nurse aide),
may build from a long line of disputes or problems between two workers that
have not resolved, can occur when a supervisor gives an employee a poor work
performance or terminates an employee and, can occur when downsizing or
closure of a business happens.

Prevention Plan

Agency policy clearly defines “zero tolerance” for threatening behaviors.
Policy is made known to every worker.

Procedure for reporting incidents of workplace violence is published and
reviewed with all new employees annually.

System for dealing with complaints is clearly outlined in agency procedures.

Consequences for perpetrators of violent behaviors are made known to all
employees.

Counseling services are made available to employees in need.

Employee/s Support

June needs a support mechanism and a knowledgeable source of
information regarding what her actions should be. In a rural community,
consider:

 Is there a designated authority within the facility that is safe to
talk to?

 Is there a policy and procedure that outlines what to do?
 Is June covered under a union contract?

What sources exist outside the facility that could help June in problem
solving?

 Union representative
 Sheriff
 County Attorney
 Human Rights State Office
 County Extension Agent
 State Department of Labor
 State OSHA Office
 Other
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The sexual assault needs to be brought forward in the legal system.
 Follow facility reporting procedure.
 File charges against perpetrator.
 File complaint with Board of Medical Examiners.

Seek stress management support
 Utilize facility counseling support services, if available and trusted.
 Identify and utilize services of mental health counselor in

community or surrounding area.

Example of Type IV: Personal Relationship

Type IV workplace violence occurs when domestic problems move into the
workplace. Generally, the abusive person (perpetrator) is not an employee.
Women employees are affected by this type of violence more frequently than
men.

Prevention Plan

Hospital policy about workplace violence is clearly written and employees
have been oriented to policy and procedures.

Hospital policy and procedures will be followed and Angie will be counseled.
Counseling service (Employee Assistance Program) is offered to Angie.

Escalation of behavior is assessed as a workplace threat and local policing
authority and supervisory staff are briefed.

Staff education about how to deal with violence is scheduled.

Angie is an LPN at a small rural hospital. In this farming community of 2000
people, everyone knows everyone else. Angie is married and her husband is
from a respected family that has farmed and ranched in the area for
generations. He does not work in the family business but has a prominent
position in law enforcement. Angie’s husband calls her workplace frequently,
and is hostile and threatening to anyone who does not get his wife to the
phone. The switchboard operators have asked the Nursing Director for
assistance many times over months. Angie’s colleagues have complained to
the Nursing Director that the phone calls take Angie away from her
responsibilities, and that it is upsetting to the staff. The staff states that
they can hear him yelling and threatening her over the phone. The staff has
asked for help for months. Last night he came through the Emergency
Entrance and entered the room where Angie was giving report to the next
shift. He started yelling at Angie, demanding that she leave right then.
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Employee/s Support

The switchboard operators and staff have asked for assistance and no
administrative actions have been taken. After the incident last night, one
employee followed the hospital procedure for reporting violent incidents
and put in writing a request for assistance from administration.

Some of the employees are under a Union contract. The union
representative was contacted and assistance requested.

 Union representative asks for time frame from hospital authorities
to address safety of all workers.

 Union representative reviews safety procedures.
 Union representative meets with Angie (a union member) and

offers support and services.

WHAT ARE THE UNIQUE SAFETY CHALLENGES FOR HEALTHCARE
WORKERS IN RURAL-REMOTE SETTINGS?

Healthcare workers in communities of less than 5,000 people often travel on
secondary roads or roads without pavement.  Regional healthcare facilities and
services are miles down the road. Workers who know the back roads, can read a
Forest Service map and can give/follow directions based on haystacks, mailbox
locations and “turn right at the old Burgmaier place” understand what it’s like to
be a rural healthcare worker. Unique worker challenges are faced each day as job
responsibilities are carried out.

Some characteristics of rural life present special challenges in the prevention of
workplace violence. The scarcity of professional colleagues and/or a social circle
(professional and personal isolation), knowing everyone in town or their
families (lack of anonymity), and the lack of staff or replacement workers
(solitary and small practice) are factors that increase workplace risks and
influence approaches to violent incidences. Specific rural characteristics,
communication systems and social factors will be discussed as they relate to the
four types of workplace violence presented in the previous section.

Professional and Personal Isolation

Professional and personal isolation, the lack of colleagues and/or friends with
whom to discuss and review day to day problems and practice issues, is a serious
problem for health care workers. Separated by geography as well as by an
“outsider” label, the rural worker is deprived of the contact needed to analyze
situations and incidents with a trusted colleague or social contact. Information is
interpreted within the limitation of the knowledge and experience of one person
and can color emotion, exhaustion and other factors. The perception of risk can
be minimized or exaggerated within these limitations, opening the worker to
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increased vulnerability to harm. Furthermore, in Type III--Worker-on-Worker and
Type IV--Personal Relationship workplace violence incidents, the isolation factor
can complicate the reporting and resolution of violent incidents.

In both of these situations, the workers who need assistance have very few
options available within the organization that employs them. They may not know
who is safe to consult in the community. Rural communities have patterns of
social life which dictate the way people interact, and how people who are new to
the community are accepted. For a newcomer to an area, entrée through
introduction and knowledge of the practices of the community will assist with
community acceptance and assist with minimization of isolation. Leaving an
undesirable situation and working in another agency may not be possible because
few other employment situations exist in the small community. The “community
grapevine” is effective in the spread of information not just to the local
community but to surrounding areas.

Type III--Worker-on-Worker Violence: Laney is a nurse’s aide assigned to assist with
care of hospice patients in the community. The supervisor tells her, “Laney, you work as
slow as an old cow. You can’t get overtime because nobody else takes as long as you to
finish their work.”  Laney is consistently working 10-hour days. When Laney tried to talk
to her supervisor again, she was told to “shut up or get fired.” There is no human
resource officer in this three-person agency.

Type IV-- Personal Relationship Violence: Chet is a respiratory therapist working in a
Critical Access Facility. His new girlfriend is an LPN that came to the community with
him. She has bruises and unexplained cuts and scrapes on an increasingly frequent
basis. Other workers have noticed that the quality of her work is diminishing and that
she seems preoccupied with watching to see who comes through the doors. Chet was
raised in the area and knows everyone. She is new to the town and knows only the
people she works with and Chet’s friends and family. The Director of Nursing and Patient
Services is Chet’s aunt. There is no Human Resources office.
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Possible Solutions

Your Organization/Employer Should:

Develop clearly stated policies and procedures to guide actions of
employees related to prevention of workplace violence.

Ensure ongoing employee education related to risk assessment, de-
escalation techniques, and related aspects of violence prevention.

Ensure the conduct of debriefing sessions related to incident of workplace
violence.

Provide employees with options for guidance for addressing adverse
workplace events by contracting with a regional expert to supply services.

• Employee Assistance Programs are available as contracted
services that bring a layer of distance between the worker and the
agency.

• Arbitration services are available on contract that can be utilized to
negotiate difficult workplace situations in small communities.

Support educational activities that expose workers to others in their field in
the community or from the surrounding region to assist with the
development of collegial relationships.

Sponsor ongoing educational forums in a variety of formats to link workers
with available resources:

• Guest presenters
• Online courses
• Satellite presentations

Develop a plan for worker replacement, so vacation and professional
enhancement can occur outside the community, and on a regular basis.

As an individual worker, request that your employer:

Mentor new workers to include training that identifies/describes the social
and political culture of rural/remote areas.  For example:

• What actions on the part of a person new to the community will
help with community acceptance?

• Who should new community healthcare workers meet first?
• How are community decisions made?
• Who are the official and unofficial heads of the community?
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• What community functions is the new community member
expected to attend or participate in (church functions, school sport
events)?

Identify knowledgeable sources in the community who can be used as solid
contacts to review work situation/decisions or community questions.

Identify resources in regional health facilities that can serve as expert
consultants.

Identify state agencies or associations that can serve as information
sources:

State Department of Health--regional consultants, state health
officer, professional organizations, county extension agent

Cultivate social relationships as well as professional relationships within the
region.

Participate in activities outside the scope of work responsibilities.

Schedule respite from work responsibilities through use of planned vacation
time and professional development activities.

Lack of Anonymity

Everyone knows everyone or their family or neighbors in rural areas. The impacts
of familiarity and closeness in which life is lived increases the complexity related
to completion of some job responsibilities. No insulation exists for the worker in
the conduct of private life at church, school or the grocery store. The healthcare
worker can be approached in the grocery store with queries about self-care or the
care of another individual. Workers are put in the position of guarding the
reasons for which people seek care. For example, in an urban center, a Sexually
Transmitted Disease (STD) Clinic, will be advertised including the days and times
the clinician is available for appointments. However, in the rural community, an
advertised STD clinic is not possible for the client or clinician.  Furthermore,
familiarity can lull workers into a sense of security and the need to assess risk for
the potential for violence is muted.

Situations like suspected child abuse or incidents of workplace violence can make
the worker feel “caught” because of long-term community relationships.  The
worker may understand what will happen to a perpetrator, family and community
once a report is made. Lack of anonymity intensifies the level of difficulty for
problem solving when Type I, II or III workplace violence is identified.

Type II: Customer/Client Workplace Violence:
Mary is a public health nurse in a four-person rural agency. During a home visit she witnesses a
grandmother hitting a two-year-old with a belt. When Mary attempted to intervene, the
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grandmother threatened her with physical harm. The grandmother smells strongly of alcohol and
is unsteady on her feet. The mother of the child begs Mary to leave and tells her that they are a
family who takes care of their own problems. She also reminds Mary that her family knows where
she lives and who her children are.

In this situation, the worker knew the family and may have underestimated the
potential personal risk. The ramifications of reporting the abuse of the child as
well as the threat to her own safety are real.  The worker may have concerns
about unwanted consequences for her/his family members. The worker may also
know that her credibility with members of the extended family can be
compromised as well as within the community.

Possible Solutions

Your Organization/Employer Should:

Establish clear policies and procedures related to prevention of workplace
violence that are known to workers and supervisors.

Establish mandatory worker safety education programs for workers in
community-based services which includes situation risk assessment and de-
escalation techniques.

Establish an incident debriefing process to analyze the components of the
occurrence.

Establish an employee assistance program for supportive services after
workplace violence incidents.

Establish a system for review of services delivered by solo workers in
private homes to assess for safety risks.

Establish a system for informing all potential workers of risk-related to
particular homes or areas of a community.

Establish a system for review of whether services should be offered on an
at-home basis or within a clinic setting.

Develop a strong working relationship with local law enforcement and the
county attorney.

Have an established system for monitoring the daily community-based
activities of employees.
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Develop regional Memorandums of Understanding for the sharing of
resources and personnel to expand options for the management of
sensitive community issues.

As an individual worker, you should:

Follow the established agency policies related to prevention of workplace
violence and maintaining personal safety.

Know the local, state and federal reporting agencies, and seek guidance
from knowledgeable employees in these agencies.

• OSHA
- State
- Federal

• Department of Labor
- Licensing Board for Professionals

• State licensing/regulatory authority for facility/employer
- Nursing homes
- Developmentally Disabled services
- Mental health facilities
- Hospitals/Critical access facilities

Identify sources of support for yourself and utilize those supports.

Solitary or small work groups

Small rural facilities have staffing patterns that are markedly different from larger
cities.

Larger facilities have security staff as contracted services or on staff.  Rural and
remote assistance related to threat or violence will require response from the
rural policing authority. That assistance may not be readily available. Further-
more, the practice of having one healthcare worker respond to incoming patients
in an urgent care setting or small hospital emergency room, increases risk for
assault.

Health and social services worker who work both in the office/clinic AND deliver
services away from their home base are exposed to a variety of individuals.  This
is often solitary work.

These workers may walk into a situation “blind,” that is, with no prior knowledge
about the family, history of violence, presence of guard dogs or involvement in
illegal activities. For example, the patient may reside in a community that has
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isolated itself because of extreme, religious or political beliefs. The opportunity to
establish a trusting relationship may be more difficult if the healthcare worker’s
offer of assistance/service is seen as a threat to the safety of the family.

Workers in rural and remote locations may be the single employee in a service.
In other cases, they may work with several individuals but the ability to monitor
each other through posted schedules is challenged by virtue of limited human,
financial or educational resources. Workers may, in fact, need to use their family
members as safety check points when the employing agency has no/few
resources.

Possible Solutions

Your Organization/Employer Should:

Develop clear policies and procedures to ensure worker safety.

Develop clear communication lines for bringing forth safety issues in
a timely response.

Investigate work practices related to safety in like facilities.

As an individual worker, you should:

Follow the policy and procedures set forth to ensure your safety.

Listen to co-workers who express fear or concern about work situations or
individuals or the accepted pattern of working.

Bring forth to supervisors situations or concerns about worker safety.

Incorporate the practice patterns of expert workers who have developed
work strategies that are risk-sensitive.

Communication Systems

Communication systems available in city centers versus rural and remote settings
vary by types of systems and reliability. Community-based workers in rural and
remote areas are especially affected. The advantage of cellular phone service as
a primary safety prevention tool is not always functional or reliable. Furthermore,
in agencies that function as a one-employee operation or with few employees, no
person may be present in the agency to answer the phone.  Reduction in Type II-
and Type-III workplace violence incidents could be positively impacted through
reliable communication systems.
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Possible Solutions

Your Organization/Employer Should:

Develop agency policies and procedures related to use of communication
technology.

Develop functional and reliable contact systems for employee check-in.

Establish strong relationships with law enforcement and make sure all
employees are known to law enforcement.

Provide the most up-to-date equipment options available for employee use
in your area.

• Cellular service
• On Star
• Satellite phones

Orient all employees to the safe and effective operation of communication
technology.

Participate as a community and regional partner in the advancement of
communication technology requests to providers of these services.

As an Individual worker, you should:

Follow agency policies related to communication.

Know what communication system options are working in your area of
practice.

Social Factors

Methamphetamine: The introduction of methamphetamine into rural and
remote communities has brought increased paranoia, crime, strangers, abuse in
families and communities and many other social ills.

Previously trusted or known family units are being categorized by health care and
social service workers as unsafe to visit in the home. Families are unable to
exercise controls on members and illegal activities enter into the fabric of daily
life for previously stable family structures. If the client or a family member is
involved in illegal activities, the potential exists for the worker to be interpreted
as a threat to the environment and the stability of the family structure. Exposure
or fear of exposure can stimulate aggressive or threatening actions by a client or
their family. Changes in care delivery patterns are necessary to try to protect
workers.  Patients are encouraged to come into clinics or offices where more
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supports and environmental controls can be enacted; however, individuals may
be lost to service. Emergency rooms and urgent care centers are seeing
increasing incivility and violence with consumers.

Extremism/hate groups: Domestic hate groups and anti-government groups
are proponents of racial, ethnic or religious hatred, and typically believe that
multiculturalism and globalism is destroying their cultures. Intimidation, threats
of violence, and misinformation are common tactics used by hate groups. Rural
and remote locations are home to hate groups as well as urban centers. Hate
crimes are committed against individuals as well as businesses, governments,
religious organizations and the general public. Health and social workers can pose
a threat to members of hate groups as they carry out job responsibilities.  For
example, identification of health and/or social problems may require completion
of a report of suspected child abuse or neglect. Subsequent actions may be
initiated against the worker by the hate group. The rural worker may experience
a greater level of vulnerability because of the characteristics of rural life.
Information about hate groups and hate crimes can be obtained through the
United States Department of Justice, state law enforcement agencies, and
national and local civil rights organizations.  Collaboration with local law
enforcement to ensure safety is wise practice.  Type II, III and IV workplace
violence are influenced.

Possible Solutions

Your Organization/Employer Should:

Educate workers about potential risks related to methamphetamine and
hate groups.

Work with local policing authorities to review worksite and worker safety.

Sponsor education forums on methamphetamine/hate groups.

Work with local policing authorities to review worksite safety.

Form community partnerships to assist with prevention.

Respond immediately to employee safety concerns.

Comment from Child Psychiatric Nurse Clinician: “First, the father threatened me
physically, and then he and members of the group started rumors about my
competence at the local school. They filed one complaint after another against my
license. The intimidation was great and the energy and time taken to respond was
draining. Yes, I was afraid. It was a nightmare and I considered quitting practice.
The sheriff, county attorney, a district judge and the school principal ended up
being targeted, too.”
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Maintain communication with state agencies and informed groups that
serve as sound information sources.

As an individual worker, you should:

Attend educational seminars related to illicit drugs and hate groups.

Follow agency policies and procedures related to safe practice.

Report incidents immediately following agency policy.

ARE THERE ANY PRACTICAL SUGGESTIONS FOR WORKERS IN
RURAL/REMOTE AREAS THAT HELP REDUCE THE RISK OF VIOLENCE?

Mary Jo Wakeman, M.D. (June 2000), states, “No single strategy is appropriate
for all workplaces, but all workers and employers should assess the risk of
violence in their work setting and try to reduce those risks.” An experienced rural
worker has a record of safety because of the ability to assess situations for risk

and then to use practical approaches for risk reduction. Violence levels in rural
and remote communities are increasing for health and social workers. For those
workers carrying out their responsibilities as solo workers vigilance about
personal safety is critical. Ultimately, there is no assignment or duty that is worth
harm to a worker. As discussions increase related to prevention of all types of
workplace violence, suggestions and practices found effective in ensuring worker
safety need to be communicated to the rural workforce.

A Nurse Practitioner from a three-employee rural primary care clinic: “Our practice
was to stagger lunches, so I was in the clinic alone. I was in a patient exam room. I
looked up and a man I had refused to write a narcotic prescription for, was
standing in the door. His physical posture was threatening, and he demanded that I
do what he wanted. I was able to talk him down, but I was lucky. We have totally
changed the way we function here. We were naïve, thinking that nothing could
happen because we know everyone.”
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WORKPLACE VIOLENCE IN RURAL HEALTHCARE

WORKPLACE VIOLENCE: THE EXTENT OF THE PROBLEM

Before 1990, little was written about workplace violence. Since the early 1990s,
dramatic workplace tragedies focused attention on violence as an occupational
hazard. Violence in the workplace has now garnered the attention of
governments, advocacy organizations and professional groups around the globe.
The international and national press in reporting extreme, deadly incidents has
portrayed and immortalized one aspect of the spectrum of workplace violence.
Non-violent behaviors, which may be insidious and underreported, are causing
far-reaching effects on society but do not receive front-page coverage.

Men Armed with Knives Tell Nurses, “Beg for Your Lives”
By Michael Brennan and Claire O’Sullivan (04/03/06)

Four psychiatric nurses were told by two
former patients they would be killed with a
butcher’s knife unless they got down on their
knees and begged for mercy. The terrifying
attack took place at 3:00 a.m. yesterday, while
the nurses were on duty in the Lakeview
Acute Psychiatric Unit at Naas General
Hospital. The men, armed with a
double-bladed knife, broke through
reinforced glass panels to gain access
to the ward after breaking into the unit
via an upstairs door. Security staff were
unable to stop them, according to the
Psychiatric Nurses Association (PNA). The
nurses took refuge in their office but the men,
dripping with blood from cuts sustained on the
broken glass, also broke through the
office door. The PNA said the men were
intent on causing serious harm.
(IrishExaminer.com)
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Edgewater Technology: Seven Killed by Former Employee

A disgruntled former employee returned
to the South Side Auto Supply House
where he worked six months previously
and shot six former co-workers to
death.
(Washingtonpost.com)

A quality assurance engineer killed
seven of his coworkers at Edgewater
Technology in Wakefield, MA, on
December 26, 2000. Shooting suspect
Michael McDermott (right) is
surrounded by law enforcement officers
as he is led out of Malden District Court
after his arraignment on seven counts
of murder. (Tom Landers, Reuters)

Workplace Violence:  An International Issue

International consensus is that workplace violence is an increasing global
problem, which leaves no work group, country or setting free of the potential for
violence.  Solid numbers on the extent of the problem are hampered by a myriad
of variables including what constitutes violence across cultures and environments
and inadequate or non-existent reporting mechanisms and systems. The effects
of workplace violence are observed on individual workers and their families and
friends, organizations and business, government agencies, and the community
at-large. The costs of violence and stress in the workplace are estimated to be
1% to 3.5% of the gross domestic product. (Hoel, Sparks and Cooper, 2001)

“Workplace violence affects the dignity of millions of people worldwide. It is
a major source of inequality, discrimination, stigmatization and conflict at
the workplace. Increasingly, it is becoming a central human rights issue. At
the same time, workplace violence is increasingly appearing as a serious,
sometimes lethal threat to the efficiency and success of organizations.
Violence causes immediate and often long-term disruption to interpersonal
relationships, the organization of work and the overall working
environment.” (ILO/ICNC/WHO/PSI, 2002)
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The International Labour Organization (ILO), a specialized agency of the United
Nations, formed in 1919 to deal with labor issues.  Headquartered in Geneva,
Switzerland, the organization works to strengthen worker rights and working and
living conditions, create employment, disseminate information, and sponsor
educational forums. The ILO has commissioned studies (Chappell and Vittorio,
2000; Hoel, et al., 2001; Di Martino, 2002) which have helped define the extent
and complexity of workplace violence and its impacts in the global forum.
Reported from a Swedish study, the occupations at greatest risk for violence are
health care at 24% and social service groups at 23%. All other occupational
groups had less than 10% risk for workplace violence. In Japan at The Tokyo
Managers’ Union, more than 1,700 requests in June and October 1996 were
made through the “bullying hot-line” for consultation. According to data gathered
related to the Filipino employment market, half the overseas contract workers are
women “frequently and disproportionately affected by violence associated with
their employment.” (Chappell and Vittorio, 1998)  In 2003, Australia convened a
governmental workgroup to address violence behaviors in the public health
system, convinced that significant violence was negatively impacting the health
system. The resulting document, Worksafe Western Australia, was published in
January 2003, for employers and employees dealing with workplace bullying.

The World Health Organization (WHO), and other international organizations are
supporting study on the precipitating factors to workplace violence, strategies for
prevention and the implementation of protective regulations. Determining the
extent of workplace violence, the causal relationships influencing violent acts and
the development of prevention strategies to address workplace violence are the
foci of research studies. However, significant gaps in data collection and research
remain. Of note is the lack of violence prevention intervention studies to evaluate
the effectiveness of employed intervention strategies.

Globally, the levels of violence in health care settings are increasing and the
impacts of violence on health care workers are a priority concern. Violence “may
affect more than half of all workers” in the world’s health systems. (Di Martino
2002) The consequences for those who deliver care and those who seek care
constitute an epidemic public health concern. (Kingma, 2001; Hesketh, 2003)

“The negative consequences of such widespread violence impact heavily on
the delivery of health care services, which could include deterioration in the
quality of care provided and the decisions by health workers to leave the
health care professions. This, in turn, can result in a reduction in health
services available to the general population, and an increase in health
costs.” (ILO/ICNC/WHO/PSI, 2002)
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Workplace Violence: the United States

Whether addressing the public or private sector, the occupational safety of all
workers is a national problem and the epidemic of violence is of primary
importance to professional organizations, unions and industry. The American
Public Health Association (2004) adopted a workplace violence prevention policy
calling for five actions by OSHA:  to establish an enforceable standard on
occupational violence prevention, to increase funding for workplace violence
prevention, to develop individual violence prevention programs specific to each
workplace, to improve regulation, and to increase outreach to at-risk occupations
and businesses. The Civil Service Employees Association (CSEA) dates their
advocacy for workplace safety to 1992 when four employees in a social service
office in New York were shot and killed by an angry man whose wages had been
garnished for child support. CSEA continues to pressure the New York legislature
for money to “develop a comprehensive plan to protect public employees from
workplace violence.” (Rick Karlin, 2006) The American Federation of State,
County and Municipal Employees, AFL-CIO (AFSCME, 1998) produced Preventing
Workplace Violence in response to increasing threats and violent workplace
events.  AFSCME acknowledges workplace violence as a union issue and
promotes education and collaboration between employers and the union to
achieve safer workplaces. The American Association of Occupational Health
Nurses (AAOHN) with experts from the Federal Bureau of Investigations National
Center for Analysis of Violent Crime completed a workplace violence study. Susan
Randolph, President of AAOHN reports “…nearly 20% of the entire workforce
claimed they have experienced an episode of workplace violence first-hand, yet
the majority still do not know what to look for when it comes to determining
potential offender characteristics. These findings alone define a significant need
for workplace violence education and prevention programs.” (2004)

In 1998, OSHA reported assaults to workers in health care and social services
industries were greater than in any other industry. The Bureau of Labor Statistics
(BLS) reported an incident rate of 9.3 for injuries resulting from assaults or
violent acts for health service workers as compared to a private sector injury rate
of 2. The same report elaborates, “Of greater concern is the likely under-
reporting of violence and persistent perception within the health care industry
that assaults are part of the job. Under-reporting may reflect a lack of
institutional reporting policies, employee beliefs that reporting will not benefit
them, or employee feels that employers may deem assaults the result of
employee negligence or poor job performance.” The University of Iowa Injury
Prevention Research Center’s 2001 “Report to the Nation” notes the “high rate of
violent incidents targeting health care workers.” Statistical analysis of workplace
violence confirms that workers in health services and social services are under
the greatest stress for violent incidents. Nurses, physicians, pharmacists, nurse
practitioners, physician assistants, nurses’ aides, therapists, technicians,
emergency response personnel, home health care workers, and social workers
are experiencing increasing threats to personal safety.
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DEFINING WORKPLACE VIOLENCE

Defining and describing workplace violence is colored
by perception, context, education, governmental
definitions and culture. Some threatening behaviors
are vague to insidious, are invisible to others, and are
dismissed as a component of workplace culture.
A patient hitting a health care worker may be considered
an assault in one facility by policy definition but in another
worksite, hitting by patients may be accepted as part of
the job. Persistent hostile or demeaning verbal
communications from a health care provider to other
employees may be non-physical violent behavior that is
institutionally supported through administrative failure to address the
problem. A clear and understandable definition of workplace violence is needed to
remove ambiguity, and to establish a language or taxonomy for discussion, policy
formation, the development of intervention strategies, and the formation of
industry workplace safety policies and procedures.

Workplace violence is not only physical acts of aggression such as shoving,
hitting or assaults leading to death, but is a complex spectrum of physical, verbal
and psychological behaviors. Workplace violence with a physical component such
as hitting is easier to identify.  Non-physical behaviors like bullying can be
obscured and discounted; yet, the impact of threats and verbal abuse are
profound and contribute to decreased productivity and psychological responses,
including emotional distress and anxiety. The victimized worker experiences the
aftermath of abuse as do clients, colleagues, family and friends. Defining the
behaviors that make up the composite of workplace violence is not an exact
science. Behavioral manifestations of workplace violence can be single acts or
combinations of acts, manifested in a one-time event or re-enacted over time.
The creativity of perpetrators to design and initiate violent schemes is limitless;
thus, revisions of listings such as the one that follows will be necessary.

The following listing is derived from the literature and is offered as a rudimentary
compilation of violent and non-physical violent acts identified in workplace
violence.

“…whenever the staff calls
this provider for orders,
he is abusive. It has
always been this way. We
talk with each other about
it, but our approach is to
‘just get off the phone as
fast as we can.’
Administration won’t
address him because
there is no one to replace
him.”
     Type III Workplace
Violence: Worker to
Worker
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Workplace Violence:  Behaviors
Aggressive posturing

Battering

Biting

Bullying/Mobbing: long-term actions
designed to disrespect/degrade targeted
employees

Homicide

Hostile behavior

Innuendo: insinuation, hint, overtone of
something improper

Intimidation: acts to dissuade or persuade
by frightening, terrorizing

Kicking

Labeling: tagging with marker meant to
degrade or indicate a lack of respect

Leaving Offensive Messages: exhibit, display
communications composed to intimidate,
humiliate, embarrass

Leering: ogling, sneering, smirking

Name Calling: use of insults, foul language

Olfactory Assaults: environmental/personal
control is achieved through use of offensive
odors (i.e., body odor)

Ostracism: shun, snub, isolate, banish

Physical Attacks: intentional physical harm
to another

Pinching

Pornography

Punching

Rape/Sexual Assault: intentional sexual
behaviors unwanted/unwelcome and
forced on another.  Recipient is
embarrassed, humiliated or threatened.

Robbery

Rude Gestures: use of culturally
unacceptable gesticulations

Rumors: statements of untruth targeting
another

Sabotage of equipment/tools

Scratching

Shouting

Silence: no verbal communication

Slapping

Space Violations: failure to keep culturally
acceptable distance between self and
another

Spitting

Squeezing

Stalking: follow, pursue, hound

Swearing

Threats: promised use of physical force

Victimizing: treat another unfairly through
violent behaviors

Whispering

Wounding
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At this time, global acceptance of one definition of workplace violence does not
exist. The following definitions of workplace violence have shared commonalities
including the scope of the term violence, the definition of workplace, and what
incidents/behaviors will be characterized as related to work:

“The intentional use of physical force or power, threatened or
actual, against oneself, another person, or against a group or community,
that either results in or has a high likelihood of resulting in injury, death,
psychological harm, maldevelopment, or deprivation.”
World Health Organization (2002)

________________________________________________________

“Workplace violence is an action or incident that physically or
psychologically harms another person. It includes situations where
employees and other people are threatened, attacked or physically
assaulted at work.

Non-physical violence, such as verbal abuse, intimidation and threatening
behavior, may also significantly affect a person’s health and well-being.
Threats may be perceived or real and there does not have to be physical
injury for the violence to be a workplace hazard. Employees may be
affected by workplace violence, even if they are not directly involved.”
Australian Code of Practice (2002)

________________________________________________________

“Incidents where persons are abused, threatened or assaulted in
circumstances related to their work, involving an explicit or implicit
challenge to their safety, well-being or health.”
European Commission (Wynne, et al, 1997)

________________________________________________________

“Violent acts (including physical assaults and threats of assaults) directed
toward persons at work or on duty.” Acts of terrorism are included in this
definition.
U.S. Centers for Disease Control National Institute for Occupational
Safety and Health (CDC/NIOSH, 2002)
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An accepted definition of workplace violence establishes a base of common
language and terms from which informed discussion can occur.  Standardized
definitions support the development of reporting systems to track rates of violent
and non-physical incidents and other critical information. Congruity between the
literature, research and reporting systems has not been achieved. In the United
States, the current workplace violence data gathering systems are not without
limitations. If the limitations are not understood, the potential for distortions
related to levels and types of workplace violence can occur.

For example, statistical information from the Bureau of Labor Statistics (BLS,
2001) does not include data on threats of assaults even though the OSHA
definition includes “… threats of assaults.”  Non-fatal assaults are reported to BLS
when injuries result in lost time from work; otherwise, non-fatal assaults are not
reflected in the statistics. Not all employers have federal or state reporting
requirements, so the workplace violence statistical reports do not represent the
reality of work life for all United States workers. These facts, along with the
predisposition of health care workers to consider violence part of the job, strongly
suggest that the problems with workplace violence in the health service industry
are underreported, and are of even more alarming proportion.

To support research and to advance clarity in the field of workplace violence, the
University of Iowa Injury Prevention Research Center has developed a four-
category classification system. (Cal/OSHA, 1995; UIIPRC, 2001)

Types of Workplace Violence (See Box 1)

Most violent/nonviolent behaviors experienced by workers fall into one of the four
categories. This classification system defines who the perpetrator is, and the
relationship of the perpetrator to the workplace. According to McPhaul and
Lipscomb (2004), “The development of this typology of workplace violence has
advanced our understanding of the relationship of the perpetrator of the violence
to the victim, and provided a foundation for conceptual frameworks linking
etiology and preventions.”

Box 1. Types of Workplace Violence (UIIPRC, 2001)
• Type I (Criminal Intent): Results while a criminal activity (e.g., robbery)

is being committed and the perpetrators have no legitimate relationship
to the workplace.

• Type II (Customer/Client): The perpetrator is a customer or client at the
workplace (e.g., health care patient) who becomes violent while being
served by the worker.

• Type III (Worker-on-Worker):  Employees or part-time employees of the
workplace are the perpetrators.
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• Type IV (Personal Relationship): The perpetrator usually has a personal
relationship with an employee (e.g., domestic violence in the workplace).

Education and prevention programs needed to reduce different types of
workplace violence should evolve from rigorous data collection and analysis in
research-designed intervention studies. According to McPhaul and Lipscomb
(2004), “The first report to the nation on workplace violence underscores the lack
of systemic national data collection on workplace assaults, the paucity of data
evaluating violence prevention strategies, and the methodological flaws in
published intervention research, to date. (UIIPRC, 2001) “None of the
intervention studies, to date, evaluate a comprehensive violence prevention
intervention that incorporates the risk/hazard assessment, and documents
baseline risk factors, assault experience, and violence prevention strategies.” The
study of workplace violence is in infancy but the advancements toward
understanding this global phenomenon are encouraging. The commitment of
international organizations and governmental authorities to advance knowledge,
and to establish and promote implementation of tested interventions to reclaim
the workplace as safe from violence is energized.

PROFESSIONAL NURSING AND WORKPLACE VIOLENCE

Why are nurses notably vulnerable to assault? The concept of safety in the
nursing profession has been linked most often with back injury prevention
programs, use of hand-washing techniques to avoid the spread of germs, and
needle-stick injury prevention programs, even though violent behaviors and
events are not new in healthcare.

“In both the 2002 and 2004 National Surveys of Registered Nurses, 28% of
the nurses reported that they had personally experienced violence in the
past year while working as an R.N. Other studies report an even higher
incidence, especially research looking at the violence in areas like
emergency and psychiatric nursing. And all of these studies probably
underestimate the occurrence, as there are additional studies indicating
that more than 80% of assaults on R.N.s are not reported.”
(Ulrich, February 27, 2006)

References to physical, verbal and psychological workplace assault are limited in
nursing literature prior to the 1990s and have been avoided in the curriculums of
many nursing schools and programs.

In an article for Nursing Spectrum (2004), Hilton reviews the qualitative research
of Dr. Beardsley related to the experience of student nurses and workplace
violence. Nursing students have been nearly invisible in the data collection
related to workplace violence, yet Beardsley’s study confirms that nursing
students are experiencing workplace violence.  Beardsley states, “the students
said they felt ill-prepared to face the potential for aggression and violence in
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nursing. They wanted educators to address the issue, preparing nurses for the
realities of the workplace.”  Ironically, today’s nurse educators were probably

schooled in academic and clinical settings that did not address workplace
violence. The educators’ ability to teach and model a healthy approach to
prevention and mitigation of workplace violence would be limited by past
educational, professional and industry failure.

Nurses interface with patients and families in environments that support
confidentiality.  Solo interventions with clients behind closed doors are a
standard, professional practice established to ensure patient privacy.  Nurses
have traditionally benefited from the public perception of the nurse as a “helper”
and not a “threat.” The combination of belief in the nurse as helper and the
isolation of many nurse-patient interactions designed to ensure confidentiality,
supports opportunities for assaultive behaviors in health care settings.
Community-based nurses often intervene within the environment of the client.
They function outside the office or health care facility, and away from the support
of colleagues.  Unique workplace violence risks are posed for these workers.

The gender issue must be recognized in that most nurses are female. Male nurses
are vulnerable to workplace violence and the offending behaviors are no less
acceptable though types of violence and
the effects of violence differ by gender. Female
health care workers are more vulnerable to sexual
offenses (Chappell and Di Martino, 2000). Hoel, et
al, (2001) state, “With the growing number of
women entering the workforce, domestic abuse
becomes an occupational problem as the abuse
spills over into the workplace.” Generalization
about workplace violence and gender differences
requires caution. Different countries and cultures
report variations in types and percentages of
of workplace violence behaviors reported by gender. (Di Martino, 2002)

Vance (2004) writes, “Male nurses claim violence is sexist because women are
seen as the weaker sex and are more frequently targets for violent behaviors. If
someone is angry, he or she takes it out on the female nurse more often than the
male nurse.” The  AAOHN study reported in Nursing Spectrum (January 1, 2004)
analyzed survey answers by gender and found notable differences between men
and women when respondents were asked to identify acts of workplace violence
from lists of examples.

The following table summarizes the respondent differences for three workplace
behaviors. Care will need to be exercised within the profession to educate that
violence is a universal problem to be interpreted as intolerable whether

“The female nurses have a lot
of problems with doctors on
our unit. They get yelled at or
not answered. I don’t know
why the nurses (female) are
treated like that because they
are good at their job. I
haven’t had that problem so I
try to stay away from it so I
don’t get drawn in.”
        Male nurse, Medical unit
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experienced by male and female nurses, and not as an issue to cause division
among workers because of gender interpretations.

AAOHN SURVEY
Survey Behavior Percent of men

agreeing the
behavior was a
form of
workplace
violence

Percent of
women agreeing
the behavior was
a form of
workplace
violence

Percent of
differences
between gender
interpretations of
behavior as form
of workplace
violence

Stalking 73% 94% 21%
Threats and
Intimidation

76% 90% 14%

Sexual
Harassment

83% 97% 14%

Professional and/or organizational culture may support violence as a part of the
work environment. OSHA (2004) postulates, “Incidents of violence are likely to
be underreported, perhaps due in part to the persistent perception within the
health care industry that assaults are part of the job.” Findorff, et al (2005),
found that reporting violence in the workplace was low among health care
workers and that most reports were oral in nature. This contributes to a
dangerous attitude and approach to worker safety. A lack of clearly stated agency
policy related to the definition of workplace violence, and the failure to establish
known procedures for documenting and reporting violent and non-violent assaults
further handicap movement toward a safe work environment. “… nurses acting on
their own have very little influence over the level of violence in their workplaces.

Yet, as members of health and safety committees, professional associations,
collective bargaining units, management teams, community health agencies, and
academic centers, can make tremendous progress in creating a safer work
environment.” (McPhaul and Lipscomb, 2004)

The International Council of Nurses (2000) acknowledges that cultural influences
and job expectations contribute to the lack of reporting of violent incidents which
further hampers efforts to address workplace violence:

“The pressures on victims to remain silent are great. Traditionally, many
cultures have covertly accepted physical violence, sexual harassment or
verbal abuse against women. Also, nurses often passively accept abuse and
violence as “part of the job”--an attitude sometimes shared by the public
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and judiciary. This has all led to underreporting and hampered the
development of effective anti-violent strategies.”

Deborah Antai-Otong, in an article for Nursing Spectrum (2003), states:

“There is no getting around it: workplace violence is pervasive. But what’s
more significant is nurses’ reactions to it. Many nurses who are either
verbally abused or threatened or physically attacked by their patients have
a dispassionate attitude concerning their right to a safe workplace. Every
nurse has the right to a safe workplace. But unless nurses recognize that
and proactively respond to prevent workplace violence, they will continue
to suffer acute and chronic stress responses.”

Nursing personnel engage with the public in capacities that are intimate and, at
times, invasive. Health care events often are emotionally charged requiring the
exercise of skills in physical interventions, in psychological considerations for
patient and their significant others, and in the  management of milieu. Seldom is
a nurse addressing one variable, the patient, but a complexity of rapidly changing
human and environmental interplay. This is often done in conditions less than
desirable, with limited personnel and supports. Vance (2004) quotes
from Noreen Brennan, RN,
whose doctoral investigation is workplace
aggression in acute care nursing, “Nurses
work in enormously complex, high-intensity,
exhausting environments in which there is
latent aggression and frustration just ready to
burst out. Nurses work hard at keeping up an
appearance of being ‘in control’ in the midst of
aggressive and abusive behavior from doctors,
patients, and their families.” For the community-
based health care worker providing services in
the home, emotionally charged environments
and limited work supports are standard workday
challenges. Work settings like this cannot be ignored for potential acts of
aggression.

Community-based health care and social service workers are increasing in
numbers due to the growing demand for provision of services within homes as
well as community-based heath care agencies. This work group is composed of
professional and non-professional workers delivering services in agency sites like
rural health care clinics or in client homes or in community businesses. The
status of violent and non-violent assaults experienced by these workers is not
discernible in review of the literature (McPhaul and Lipscomb, 2004; Distasio,
2000) although homicides of health care workers in private homes are reported
in the BLS statistics.

“My worksite (20 years) is not safe
from a physical or psychological
perspective. This is a very small
community--there is no anonymity if
I complain--and there is no other job
for me in this community. We need
extensive help but without
administration recognizing the
problems, there is very little I can
do. And administration is very
paternalistic…they say we are safe,
so we are safe!”
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Fazzone, et al (2002) studied administrative and direct care staff from thirteen
home health agencies.  Derived were seven themes related to safety risks in the
performance of home health care. Potentially significant adverse impacts on the
worker, patient and patient outcomes related to violence must become industry
focuses.

“Home health care is expanding, and the industry will continue to need
more competent, compassionate providers from all health care disciplines.
Development, implementation, and maintenance of comprehensive violence
prevention programs by HHAs (Home Health Agencies), combined with day-
to-day use of violence prevention precautions and skill by home care
providers, will help ensure that not only will quality home healthcare
providers be attracted to the clinical specialty of home health, but that the
HHAs will be able to retain their most valuable asset--their human
resources.” (Distasio, 2000)

Mary Jo Wakeman, M.D. (June 2000), states,
“No single strategy is appropriate for all
workplaces, but all workers and employers
should assess the risk of violence in their
work setting and try to reduce those risks.”
The unique work setting of community-based
workers will require approaches that combine
effective components of violence
prevention programs with methodologies
considerate of the environment in which
services are delivered.

HEALTH CARE AND SOCIAL SERVICE WORKERS IN RURAL
AND REMOTE SITES

Health care and social service workers functioning in geographical areas with
sparse populations, and removed by distance from urban populations and
services, face obstacles in care delivery. Challenges to safe practice are shared
with colleagues in urban settings; however, professional isolation, struggles with
anonymity, familiarity with everyone in town or their family, the need to function
in multiple roles, and the lack of depth in staffing are all variables which
contribute to the challenges for these workers.  In a study of rural social workers
in Australia, concerns for personal safety extended to family members and the
impacts on personal and family member activities. “Workplaces, professional
associations and educators need to recognize the impact of this occupational
hazard and respond with sensitivity to these issues, which have particular
relevance for rural practitioners where anonymity and privacy are frequently
compromised.” (Green, Gregory, and Mason, June, 2004). The advantages of
small town life, knowing your neighbors, knowing the town, the “everyone helps

“I am a hospice nurse
working in the homes of dying
patients. A dying child can be
the catalyst for a cascade of
expressions of anger and
frustration. Family members
with no remaining reserves
can respond to the smallest
stimuli and act in ways that
are threatening or violent. I
have been the recipient …”
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everyone” attitude, can turn from positive influencing factors to powerful
negative factors when workplace violence is an issue. The trend of increasing
violence in all health care settings includes rural and remote locations (ILO 2002;
Pinch and Della, 2001); however, the actual incidence of workplace violence is
not known.

Formal definitions of rural and remote are generally tied to population numbers
and/or geographical location. The purpose of this writing is not to enter into
technical discussion related to size of population or rural and remote
classifications--generally, the population base served is less than 5000
inhabitants. Locations may be accessed on secondary roads or
on roads without pavement. Distances to larger health care facilities and referral
health care facilities and referral to a greater
spectrum of services means miles of travel down the road.
Rural and remote workers may travel by snowmobile,
four-wheel drive vehicle, helicopter, boat
or horse into remote sites to deliver health care.

Any health care worker noting characteristics that are
shared with their work site are experts whose knowledge
and experience are needed to help define components of
safety programs that are germane for consideration in these unique settings. The
fraternity of workers that know the back roads, can read a Forest Service map,
and give and follow directions based on haystacks, mailbox locations, and “turn
right at the old Burgmaier place,” know that irregardless of the rural and remote
definitions, you know who you are and what you face each day in carrying out
jobs.

Isolation

Professional isolation, the lack of
colleagues with whom
to discuss and review clinical
and practice issues, is a serious
problem for rural and remote
workers. The ability to case
review and identify better
responses to clinical and manage-
ment issues is fundamental to
growth and advancement of skills
in practice.

Employees hired into rural and remote areas who have not had the opportunity to
establish collegial relationships with professionals at the closest urban site or with
other professionals working in rural or remotes sites, are at an even greater

“When we get a heavy
dump of snow, the
county snowplow will
pick me up and get me
out to a home when the
situation is emergent.
They have helped me
get baby formula and
medicines to people in
need…and the roads are
plowed along the way.”

“I left my rural community for college and for
work. I came back after I had years of
experience. It was a very hard decision to
return. I knew I would never again be allowed to
leave my nursing role behind--I would be on call
24 hours a day whether I was at work or home.
And that wouldn’t be just about human
conditions; people call about their calves and
sheep, and any other community issue. That is
just the way it is. Health care professionals are
highly valued and the expectation is that you
can do or help with just about anything.”
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disadvantage. The mentorship of a new worker by a seasoned and accepted
professional assists with acceptance and trust building in rural settings.
Orientation is not just explaining job duties; orientation is necessary to
understand how a rural or remote community functions from social, political and
cultural levels. The health care worker will find impromptu consultations
occurring at the grocery store or the café along with other interesting rural
practices. And, the mayor may not be the lead political entity; it may be the head
of the local church that carries the clout. An invitation to a social gathering may,
in actuality, be a mandatory function for the health care worker, who without
guidance from another seasoned worker will not be able to negotiate cultural
expectations.  Without entrée, the worker may experience even more barriers to
establishment of self as a competent health care provider.

Personal isolation is problematic. Establishing friendships and social circles is
challenging. The ability to be anonymous will no longer exist. Recruiting and
retaining competent health care workers in this environment is a challenge.

Anonymity

Simply put, everyone knows everyone. Professionally, issues related to child
abuse or workplace violence or threats can inordinately tax the worker. The
anticipation of reporting a situation and the impact on the perpetrator, family and
community may be easy to project. Lack of anonymity intensifies the level of
difficulty for problem solving when violence is identified.

Security

Pinch and Della (2001), documented that nurses in Western Australia, specifically
those working in country and ER settings, were feeling increasingly vulnerable to
workplace aggressions.

“The lack of security in many workplaces is causing stress. This was raised
by nurses and midwives participating in this study. Improving the working
environment to support and protect nurses and midwives from violence and
intimidation at work must addressed as a matter of
priority.”
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Small rural facilities have staffing
patterns that are markedly different
from urban centers. Whereas, larger
facilities have security staff
as contracted services or on staff,
rural and remote assistance related
to threat or violence will require
response from the rural policing
authority. That assistance may not
be readily available. Furthermore,
the practice of having one health
care worker respond to incoming
consumers in an urgent care setting
or small hospital emergency room,
increases risk for assault.

Health and social services worker who work both in the office/clinic as well as
deliver services away from their home base are exposed to a variety of
individuals, and commonly, this is solitary work. These workers may walk into a
situation “blind,” that is, with no prior knowledge about the family, history of
violence, presence of guard dogs or involvement in illegal activities. The client
may reside in a community that has sequestered itself

by virtue of personal, religious or political beliefs or practices. The opportunity to
establish a trust relationship may not have presented, and the potential to be
interpreted as a threat to the safety of the family increases. Workers in rural and

Summary by Human Service Worker in Rural Outreach Office:

Work alone most of the time, work at night in office, door unlocked.
Time:
25% of time is travel
25% of time is in homes
50% of time is in the office
Serve:
1 Indian Reservation
2 Hutterite Colonies
Several small communities
Farm and ranch families
Travel:
Farthest distance traveled is 130 one-way to get a private residence
Many locations have only one-way in and out
Communication:
Post schedule for home office on computer
Cell phone works for small part of service area
Husband always knows schedule

“I probably shouldn’t have done this interview.
Now that we are talking I realize how crazy the
system is. I work as a solo, relief primary care
provider in a few rural ERs on the weekend (48
hours).

The outside door into ER is locked at night; there
is a window for viewing, but no intercom that
allows communication. I open the door to
numbers of people when they buzz. We have the
phone number of the sheriff at the desk and no
emergency call lights. If I need help, I have to use
the phone to call a nurse or walk through two
doors to get to the patient unit. No one would
hear me if I yelled. I am a contracted worker; as
an outsider, I don’t know anyone who comes in
for services.”
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remote locations may be the single employee in a service, or may work with
several individuals but the ability to monitor each other through posted schedules
is challenged by virtue of limited resources that are human, financial or
educational deficits. In fact, workers may use their family members as safety
check points when the employing agency has no/few resources.

Communication

Communication systems available in urban centers versus rural and remote
settings vary by types of systems and reliability. Community-based workers in
rural and remote areas do not have the advantage of cellular phone service that
is utilized and appreciated by their urban counterparts as primary safety
technology.  The topography of the land, mountains and coulees, as well as
sparse populations may prohibit the investment of towers adequate for the area.
Workers are known to carry to cell phones from different services, each with
coverage in separate areas. Advancements are coming and the spectrum of
services and geographical areas covered are widening; however, for the day-to-
day outreach workers, the process is slow and frustrating. Communities with
small populations are petitioning cellular companies for service and those
grassroots efforts are having positive results. Finally, some employers do not
provide cell phones, so equipment and costs must be borne by the employee.

Satellite phones and On Star in
vehicles are equipment options that
offer great potential for increasing
safe practice in rural and remote areas.
Again, cost and range are factors that
influence decision-making related to
products and the acknowledgement
that risk exists.

Social Factors

The introduction of methamphetamine into rural and remote communities has
brought the accompanying package of paranoia, crime, strangers, abuse in
families and communities, and the magnification of other social ills. Previously
trusted or known family units are being categorized by health care and social
service workers as unsafe to visit in the home. Families are unable to exercise
controls on members and illegal activities enter into the fabric of daily life for
previously stable family
structures. If the client
or a family member is
involved in illegal activities,
the potential exists for the
worker to be interpreted

“Our budgets are determined by the
legislature. Convince lawmakers that safe
practice requires us to have the ability to
communicate. We are not helped when the
local sheriff tells the county commissioners
that health and social services workers are
kept safe by their (sheriff’s) department.
Therefore, technological advances and
monetary expenditures should go to law
enforcement budgets.”

“I have worked with this mother and her young children for
over 5 years. She is one of the most responsible parents I
know. When I entered the front door, the room was no
longer sunny and well-kept, and the mother looked
haggard. The little ones were unclean. The hair was
standing up on the back of my neck. I sat on the couch and
saw a handgun right where the toddler was playing.”
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as a threat to the environment and the stability of the family structure. Exposure
or fear of exposure can stimulate aggressive or threatening actions by a client or
their family. Change in care delivery patterns are necessary to protect workers;
however, individuals may be lost to service. Patients are encouraged to come into
clinics or offices where more supports and environmental controls can be
enacted. Emergency rooms and urgent care centers are seeing increasing
incivility and violence with consumers.

“Changes in social expectations about the provision of heath care and the
increased misuse of drugs and alcohol within the community have
heightened nurses’ and midwives’ exposure to attack. In particular, nurses
and midwives in rural practice and those in emergency departments have
reported feeling vulnerable to attacks.” (Della and Pinch, 2001)

The manufacture and distribution of methamphetamine has had dramatic and
systemic impacts on rural and remote communities. The level of crime associated
with the drug use is notable. Methamphetamine use has been more prevalent in
the western regions of the United States.  In 2002, approximately one-quarter of
offenders convicted of drug and property crimes did so to get money for drugs.
This represents a 2% increase in both categories since 1996 (Bureau of Justice
Statistics, 2005). The perception of victims of workplace crimes committed from
1993-1999 was that 35% of the perpetrators were drinking or using drugs at the
time of the offence (Bureau of Justice Statistics, 2001).

For health and social service workers, especially those working in community-
based services, acknowledging the existence of, and understanding the operation
of extremist groups is important to workplace safety. Domestic hate groups and
anti-government groups are proponents of racial, ethnic or religious hatred, and
typically believe that multiculturalism and globalism is destroying their cultures.
Intimidation, threats of violence, and misinformation are common tactics used
against targeted individuals. Information about hate groups and hate crimes can
be obtained through the United States Department of Justice, state law
enforcement agencies, and national and local civil rights organizations.

Health and social workers can pose a threat
to members of hate groups. For example,
identification of health and/or social
problems may require completion of a
report of suspected child abuse or neglect.
Subsequent actions may be initiated against
the worker by the hate group. Collaboration
with local law enforcement to ensure safety
is wise practice.

Psychiatric clinician: “First, the father
threatened me physically, then he and
members of the group started rumors about
my competence at the local school. They
filed one complaint after another against my
license. The intimidation was great and the
energy and time taken to respond was
draining. Yes, I was afraid. It was a
nightmare and I considered quitting practice.
The sheriff, county attorney, a district judge
and the school principal ended up being
targeted, too.”
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CAUSES OF WORKPLACE VIOLENCE

Workplace violence is consistently referred to as a complex event that is
influenced by socioeconomic factors. Causative factors can be categorized into
personal, societal, and organizational causes that interplay and magnify to a
violent outcome.

“Like the mix of critical elements that collide to create the perfect storm,
certain character traits, and life and work events can converge at crucial
points in an individual’s life to trigger acts of aggression and violence.
While an individual may appear to suddenly “snap,” violence is the
culmination of personal stresses and problems that plagued an individual
for months and potentially years.” (Pilette, August 2001)

Social instability as reflected in the breakdown of the family unit, poverty, lack of
positive role models for youth, personal or religious values, increased exposure to
violence, use of illicit drugs and alcohol, deterioration of personal relationships,
obsessions, and lack of education are personal and societal factors.

Organizational structures with problems in supervisory and personnel
management, ineffective conflict resolution, inequities or bias in work
advancement and opportunities, mistreatment or abuse of employees are
organizational causes.

Economically, the downsizing and restructuring of industry has increased stress
within the workplace.

More women are in the workforce, and domestic violence is following the abused
into their place of employment. The violent nature of today’s society in general is
reflected in the workplace, which was once a safe place to conduct business.
(Chappell and Vittorio, 2000; Hoel, Sparks and Cooper, 2001;
ILO/ICNC/WHO/PSI 2002; Di Martino, 2002)

WHO ARE THE PERPETRATORS OF WORKPLACE VIOLENCE?

The application of characteristics to create a profile of the potential perpetrator of
workplace violence is cautionary exercise. Labeling or marking an individual as a
potential perpetrator can lead to discriminatory actions. Workplace violence
remains difficult to predict and it is seldom one characteristic or stimulus that
results in incidents.

The Potential Perpetrator Can Be:
• Co-worker/s (former and current)
• Supervisor/s
• Employee family member/s
• Client/s
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• Client family member/s or friend/s
• Individual/s who come into worksites to perform business functions

(equipment repair, sales representatives, delivery services)

Potential perpetrators can have backgrounds that include:
• Past histories of violent behaviors
• Past histories of being victimized as children or adults
• Substance abuse problems including prescription drug abuse, alcohol,

illicit drugs
• Mental illness, diagnosed or undiagnosed
• Access to weapons, objects or firearms (fascination with)

Potential perpetrators can be:
• Capable of covering up their actions
• Capable of employing psychological tactics
• Unaware of the harm being caused by their actions

Potential perpetrators may demonstrate:
• Repetitive actions/verbalization of anger, frustration, discontent (shouting

and swearing)
• Body posturing that is aggressive
• Attitude that is hostile and or aggressive (raised fists, shaking of head)
• Physical manifestations like muscle tension, sweating, pupil changes, voice

changes, gritting of teeth, facial expressions
• Work attendance problems
• Work problems requiring more of supervisor’s time
• Difficulty with work relationships
• Difficulty with concentration
• Decreasing or decreased productivity in work
• Inconsistent job performance
• Taking safety risks or creating safety problems for others
• Inability to take responsibility for actions (blaming, excuses)
• Changes in health and/or hygiene
• Evidence of stress in personal life (separation, divorce, monetary problems,

loss of home, family member illness)

THE FACTORS WHICH INCREASE RISK FOR WORKPLACE VIOLENCE

The following characteristics contribute to the vulnerability to violence of specific
occupations:

• Work with the public
• Work alone or in small groups
• Deliver a service or goods or passengers
• Exchange money with the public
• Work at night or early in the morning
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• Work in high crime areas
• Work in community-based setting
• Work in private homes

According to OSHA, risk factors for workplace assaults for healthcare and social
service workers increase because of the following factors:

• The prevalence of handguns and other weapons among patients, their
families or friends;

• The increasing use of hospitals by police and the criminal justice system
for criminal holds and the care of acutely disturbed, violent individuals;

• The increasing number of acute and chronic mentally ill patients being
released from hospitals without follow-up care (patient have the right to
refuse medicine and can no longer be hospitalized involuntarily unless they
pose an immediate threat to themselves or others);

• The availability of drugs or money at hospitals, clinics and pharmacies,
making them likely robbery targets;

• Factors such as the unrestricted movement of the public in clinics and
hospitals, and long waits in emergency or clinic areas that lead to client
frustration over an inability to obtain needed services promptly;

• The increasing presence of gang members, drug or alcohol abusers,
trauma patients or distraught family members;

• Low staffing levels during times of increased activity such as mealtimes,
visiting times and when staff are transporting patients;

• Isolated work with clients during examinations or treatment;
• Solo work, often in remote locations, with no backup or way to get

assistance, such as communication device or alarm systems (this is
particularly true in high-crime settings);

• Lack of staff training in recognizing and managing escalating hostile and
assaultive behavior; and,

• Poorly lit parking areas.

Social and Cultural Influences:

• Alcohol and other intoxicating substances
• Increased exposure to violence
• Lack of positive role models
• Peer pressure
• Religious/cultural influences
• Family influences (family breakdown/divorce)
• Child abuse
• Domestic violence
• Individual characteristics (specific life experiences)
• Individual values/morals
• Lack of education
• Personal addictions
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Client/Patient Seeking Care (reasons for violence):

• Mental instability
• Fear and stress related to injury or illness of self or loved one
• Influence of alcohol or other substances
• Irritation and frustration from prolonged waiting times
• Feeling aggrieved (since of being treated unfairly)
• Feeling of loss of control
• Uncomfortable physical conditions
• Prejudice because of gender, cultural, religious or political differences

between groups in society, bias against minority groups, such as people
with disabilities

• The general culture of the workplace and the acceptance of aggressive
behaviors

• Antisocial personality disorders

EFFECTS OF WORKPLACE AGGRESSIVE BEHAVIORS

Workplace violence, physical and psychological, is costly business. Potential
effects are both immediate and long-term, impacting the individual, the
organization, the community and society at-large. Violence does not occur in a
vacuum, and the aftermath can be shocking in magnitude and spectrum as well
as in intensity and endurance. In systems such as health care and social services,
the domino effect of the failure to hire and retain qualified professionals when
unaddressed and unabated workplace violence occurs, can take years to mitigate.
(ILO/ICNC/WHO/PSI 2002; Hoel, Sparks and Cooper, 2001; Kingma, 2001;
Hesketh, 2003; JCAHO, 2002; Arnetz and Arnetz, 2001; ANA, 2001)

Individual costs
Physical and psychological trauma to the victim
Increased levels of anxiety, depression, stress-related illness,

absenteeism and staff turnover
Insecurity, self-doubt, loss of self-esteem and confidence
Lack of sleep, exhaustion and headaches
Reduction in quality of work
Isolation from colleagues
Inability to pursue career opportunities and lack of a career path
Financial implications due to loss of work (WorkCover, 2001)

Organizational costs
Poor employee performance or poor customer service
Decreased productivity due to staff turnover or absenteeism
Decreased job satisfaction, morale and employee involvement



Montana Nurses’ Association/Montana AGC Training Program, 2007.
Produced under grant #46H5-HT06 OSHA, U.S. Department of Labor.

45

Difficulties in recruiting and retaining valued staff and increased
recruitment costs

Loss of valued employees
Legal liabilities and legal costs
Increase in the number of workers compensation claims and the associated

costs
Costs of structural repairs to premises and equipment
(WorkCover, 2001)

Community costs
Decreased availability of services
High organizational costs (inability to recruit or retain staff)
Service loss due to a high rate of absenteeism
Loss of continuity of care
Increased costs to ensure a safe environment
Loss of reputation (WorkCover, 2001)

Societal costs
Stress and trauma
Financial expenses incurred by the victims, family and friends
Interpersonal conflict between the victim and family members
Elevated Workers Compensation premiums
Increased Medicare payments
Increased disability claims
Retraining and rehabilitation costs
Crimes compensation payouts
Loss of confidence in certain areas of business or certain professions

leading to shortages in these areas and further recruitment costs
(WorkCover, 2001)

PREVENTION OF WORKPLACE VIOLENCE

“Media coverage of workplace violence has heightened the underlying sense of
insecurity about when, where, and how the next traumatic event will occur.”
(Clements, et al., 2005)  Reclaiming the workplace as safe for workers is an
urgent obligation which requires the involvement of government, industry,
employees, professional organizations, unions and the greater community.

Casual approaches to this epidemic problem will waste precious assets and will do
little to stop the drain on human and organizational resources. According to
Chavez, the continuation of workplace violence is because organizations fail to
adequately address the problem more from an lack of awareness coupled with
industry pressures, than from purposeful intent. (2003) From inception, the
approach to a workplace violence program should be “integrated, participative,
cultural/gender sensitive, non-discriminatory and systemic one.”
(ILO/ICN/WHO/PSI 2002)




