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Abstract
Healthcare workers regularly face the risk of violent physical, sexual, and verbal
assault from their patients. To explore this phenomenon, a collaborative descriptive
qualitative study was undertaken by university-affiliated researchers and a union
council representing registered practical nurses, personal support workers, and
other healthcare staff in Ontario, Canada. A total of fifty-four healthcare workers
from diverse communities were consulted about their experiences and ideas.
They described violence-related physical, psychological, interpersonal, and financial
effects. They put forward such ideas for prevention strategies as increased staffing,
enhanced security, personal alarms, building design changes, ‘‘zero tolerance’’
policies, simplified reporting, using the criminal justice system, better training, and
flagging. They reported such barriers to eliminating risks as the normalization of
violence; underreporting; lack of respect from patients, visitors, higher status professionals, and supervisors; poor communication; and the threat of reprisal for speaking publicly. Inadequate postincident psychological and financial support compounded
their distress.
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Introduction
–I was working a night shift . . . He pumped his ﬁst into my mouth. I ended up with
a swollen mouth, cut lip and a concussion. I’m still oﬀ work.

The prevalence of violence in healthcare is reported to be greater than in other
occupational settings.1–4 Research has found, for example, that nurses are subjected to more acts of violence than police oﬃcers or prison guards.5 The
International Council of Nurses reported that ‘‘Nurses are the healthcare workers most at risk, with female nurses considered the most vulnerable.’’6 According
to a recent U.S. study published in the New England Journal of Medicine,
‘‘Health care workplace violence is an underreported, ubiquitous, and persistent
problem that has been tolerated and largely ignored.’’1 The study found that
healthcare workers required time oﬀ work due to violence four times more often
than other types of injury. It also identiﬁed that the most frequent victims were
nurses and nursing aides. Patient caregivers in emergency departments, psychiatric units, and dementia units were found to be particularly at risk. Similar
ﬁndings have been reported in other U.S. studies.7,8
The ﬁndings of Canadian studies share many similarities to those in research
conducted across the globe. A study of Alberta and British Columbia nurses,
which explored the eﬀects of both physical and emotional abuse, recommended
‘‘targeting prevention strategies not only at the nurse but, perhaps more importantly, at the hospital. Overall, the ﬁndings suggest that healthcare institutions
are not always healthy workplaces and may increasingly be stressful and hazardous ones.’’9
Statistics released by the Ontario Workplace Safety and Insurance Board
show that ‘‘In 2014, lost-time injuries due to workplace violence in the healthcare sector greatly outnumbered those in other sectors surveyed.’’10 A survey of
paramedics in Ontario and Nova Scotia found that 75 percent had experienced
violence in the previous year, 67 percent were verbally assaulted, and 26 percent
had been subjected to physical assault.11 A study of violence in long-term care
facilities found that Canadian healthcare workers experience six times more
incidents of physical violence than their counterparts in Scandinavian
countries.12,13
Minimal research was published on the issue of violence against staﬀ in the
healthcare sector prior to 2000. A Medline search using the search string ‘‘workplace violence against nurses’’ conducted in February 2017 resulted in 155 international articles, 149 of which were published from 2000 to the time of the
search. Another search using ‘‘workplace violence hospital’’ resulted in 703 articles, 630 of which were published since 2000. They represent research conducted
in numerous countries.14 A recent editorial published by a registered nurse stated
that ‘‘a disheartening trend evident in the healthcare literature is that violence
against nurses appears to be a growing problem globally.’’15
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Most studies explored Type II violence, which is ‘‘physical or verbal assault of
an employee by a client/family member or customer.’’16 It is the most common
type of workplace violence in the healthcare setting.17 While many of the published studies are limited to violence against nurses, others include doctors,18
hospital aides, paramedics, and other patient-care occupations.11,19–21
Importantly, many studies state that data regarding the incidence of violence
against healthcare staﬀ are believed to grossly underestimate the incidence due
to widespread underreporting.1,9,22

Consulting With Healthcare Staff
The Ontario Council of Hospital Unions (OCHU), whose members include
many of the registered practical nurses, personal support workers (PSWs), dietary, housekeeping, and other healthcare staﬀ represented by the Canadian
Union of Public Employees (CUPE), grew increasingly concerned with the
number of its members being assaulted and abused. Every one of the 150 registered practical nurses from across Ontario attending a conference on violence in
Kingston in January 2016 reported that they had experienced violence at work.23
A telephone survey of healthcare workers in North Bay, Ontario revealed that
60 percent of all respondents (n ¼ 74), which included both direct patient care
and auxiliary workers, had experienced physical violence in the past year; in the
subset of nurses and PSWs (n ¼ 44), 85 percent had experienced physical violence, 88 percent had experienced nonphysical violence, and 53 percent had
experienced sexual harassment or sexual assault.24
OCHU partnered with academic researchers in a collaborative eﬀort to
explore its members’ experiences of violence on the job, validate their perceptions, and document their recommendations for preventing workplace violence.
The occupational health researchers conducted group interviews and analyzed
the information they gathered. They were assisted by a nurse, a member of
OCHU, who was granted a research fellowship by the host university to recruit
participants, organize dates and locations, and record interviews. Between June
and September 2016, the facilitators conducted thirteen group interviews with
ﬁfty-four healthcare workers in seven communities to identify workers’ perceptions of the risks to themselves and their coworkers of being subjected to violence on the job; eﬀects they experienced when subjected to violence; what
barriers, if any, exist to addressing the incidence of violence as described in
the literature; and whether any prevention strategies can be formulated for
use by a range of bodies such as governments, regulatory agencies, administration, and employee bodies that may reduce the incidence of violence perpetrated
against healthcare workers.
Ethics approval was provided by the University of Stirling, the institution
with which the academic researchers are associated. Participants’ anonymity was
of primary importance. Many participants expressed fear that their employer
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would become aware of their involvement or trace data to them. Most were
aware of the recent ﬁring of a healthcare worker in Ontario who had been
quoted by the media after commenting on the issue at a conference on violence.
We were told, ‘‘People get ﬁred when they speak. Look at that nurse who got
ﬁred, who lost her job.’’ ‘‘A family member warned me to shut my mouth while I
was here (at the group interview). She said, ‘you’d better be quiet or they’ll ﬁre
you.’’’ Before being asked to sign informed consent forms, they were assured
that their conﬁdentiality would be protected to the extent possible given that the
interviews were carried out in group settings. All participants agreed to protect
the privacy of each other and the research team agreed to follow all ethical
guidelines laid out in the approved protocol.
This research was designed to explore Type II violence. Because violence of
any degree can have negative eﬀects, the study covers the full continuum of
violence, ranging from negative verbal comments to sexual or physical assault.
The European Agency for Safety and Health at Work states there is no uniform
deﬁnition for workplace violence. However, it is generally agreed that ‘‘Violence
is a generic term that covers all kinds of abuse including ‘homicide, assault,
threats, mobbing and bullying; in eﬀect, all behavior that humiliates, degrades
or damages a person’s well-being, value and dignity.’’’25 The American Academy
of Experts in Traumatic Stress includes ‘‘near misses’’ and ‘‘fear of assault or
witnessing an assault on a co-worker’’ in its deﬁnition.26 While physical assaults
can be devastating, research has found that nurses may be more in need of
ongoing support for nonphysical assaults, which can cause ‘‘frustration, anger,
stress, fear, and anxiety.’’27

Method
A descriptive qualitative research approach was taken to explore the phenomenon of violence against healthcare staﬀ.28 Open-ended questions were used to
gather experiential data from participants in group interviews regarding their
experience with violence.
Participants were recruited with the assistance of their local union executives.
Some were speciﬁcally invited because they had reported violent episodes, but an
open invitation was also made to anyone who wished to participate. Because
those providing direct patient care are statistically at a higher risk for violence,
the researchers prescreened the participants to ensure that direct care staﬀ were
suﬃciently represented.
Groups ranged in size from two to seven individuals; they averaged four to
ﬁve individuals per group. The groups were nonhomogeneous as they included
individuals representing various healthcare occupations, types of institutions,
communities within the province, ages, genders, ethnic groups, and years of
experience. This wide range of participants would thereby provide for the identiﬁcation of similarities and diﬀerences in the data collected and would enhance
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the reliability and transferability of the ﬁndings.29 Overall, the researchers
consulted with twenty-seven registered practical nurses, six PSWs, nine administrative and related staﬀ, ﬁve cleaners/housekeepers, three dietary staﬀ, two
personal care assistants, one physiotherapy assistant, and one maintenance
staﬀ. Forty-one participants were women and thirteen were men. Five of the
participants self-identiﬁed as indigenous, two as Black or African-American,
two as Asian, three as Eastern European immigrant, and the remaining fortytwo as Caucasian or Canadian. They worked in acute care hospitals, long-term
care, forensic, or detoxiﬁcation centers and had work experiences in a wide range
of departments. There were sixteen facilities in communities across the province
represented by the participants in a total of thirteen group interviews. In
addition, several participants spoke of violence they had experienced during
previous employment in other healthcare facilities in Ontario as well as in
home healthcare positions. The work experience of all of the participants totaled
1153 years. There was a wide age diﬀerential between the youngest at 23 and
oldest at 65; the average age was 47 years. The average work experience was
twenty-one years and ranged from three to forty-ﬁve years. All but one of the
participants, a dietary staﬀ person, had personally experienced violence—most
on a regular basis. All had witnessed many episodes.
The group interviews, which ranged in length from two to three hours
depending on the number of participants, were semistructured to allow for
elaboration and exploration.30 They began with each participant describing an
incident or incidents of violence that he or she had experienced or witnessed. The
immediate and underlying causes of the incidents were then explored. Subjects
were asked not only how they were physically aﬀected by the violence, but also if
and how they were psychologically aﬀected. They described and discussed what
happened postincident, such as how their employer, coworkers and/or the workplace compensation board responded. Such open exploratory discussion allows
for the discovery of information that may not have been previously considered
by the researchers.31

Analysis
The recorded interviews resulted in approximately one thousand pages of transcripts. They were imported verbatim into a qualitative data analysis program,
QDA Miner32 for open-coding33 and thematic analysis.34 The two academic
researchers who had conducted the group interviews read through the transcripts to identify initial themes and subthemes and create the preliminary
coding scheme. Codes for Risk Factors were organized using U.S.
Occupational Safety and Health Administration (OSHA) categories: Clinical
(patient care), Environmental, Organizational, Social, and Economic.35 Other
broad themes included the Personal Eﬀects of violence on individuals, Barriers
to making improvements, and Solutions. The researchers then thoroughly
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re-read the transcripts and coded statements as they proceeded, adding further
codes as they were identiﬁed. The list of themes and subthemes was reviewed by
each member of the research team, evaluated for completeness, and revised.

Findings
One of the central ﬁndings in this study is that violence is experienced as a
pervasive and ongoing problem throughout the healthcare system. Because a
range of facilities was explored, there were some diﬀerences in the risk factors
identiﬁed from one to the other. For example, twenty-three of the ﬁfty-four
participants reported that they are currently or were previously working in
forensic, psychiatric, emergency, or dementia care units. They described violent
incidents that they perceived to occur on a regular basis, some reporting violence
as an ‘‘everyday’’ occurrence. This experience is borne out in previously published literature.1 The potential for violence was experienced, however, in every
area of patient care—including acute and chronic care. Because members of the
general public can be unpredictable, patients and their family members or visitors are potential sources of violence at any time. Hospitals and other healthcare facilities can trigger highly emotional reactions. Fear, pain, trauma, and
concern for the patients can precipitate aggressive behaviors. It was also revealed
that there are considerable inconsistencies in protections provided from one
community, facility or department to another.

Risk Factors
The study participants identiﬁed numerous risk factors that contribute to violence against healthcare workers. A few participant comments have been
included to illustrate key points; some have been edited for clarity as well as
to ensure anonymity. Some are composites of comments from multiple
individuals.
Clinical risk factors, according to the U.S. OSHA, include ‘‘the inﬂuence of
drugs or alcohol; severe pain; history of violence; cognitive impairment (e.g.,
dementia); and certain psychiatric diagnoses.’’35 Study participants described
factors in their own workplaces that ﬁt within this category. They discussed
violent incidents from patients whose judgment was likely impaired by one or
more of these factors. Many of these incidents took place in emergency departments, long-term care and geriatric care departments, psychiatric units, detox
facilities, and forensic units.
–We had a situation where a patient’s family member came through the emergency
department with a wooden club. He apparently didn’t feel that the patient was
getting the proper care. They now limit access because you never know who’s
coming through the door.
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–Geriatric and dementia patients are probably the ones I ﬁnd most diﬃcult. You
tell them they can’t go home and they’re going to ﬁght you on it.
–I had a patient that was withdrawing from heavy drugs and alcohol and he ended
up cornering me in the hallway. He picked up his mattress and he threw it at me.
–I’ve pretty much dealt with violence since starting work in mental health. From
having to do one-to-ones, ﬁve-point restraints, tackling violent people, restraining
them. I was assaulted by a patient, and it was a severe assault. I was strangled, I
was thrown, I was beaten.
–One of my co-workers was in a room tending to a resident, and this man who had
dementia, got it into his head that it was his wife in the bed, and that my co-worker
was abusing her. He picked her up, threw her across the room, pounded her face
and there was blood everywhere.

Many violent incidents also took place on general wards, in medical/surgical
departments, day surgery, internal medicine and stroke care departments.
Several participants reported that patients are being improperly placed. ‘‘We
need appropriate funding for people to be placed where they should be.
. . . You have patients with drug problems. They need to have a place other
than the hospital where they can take them.’’ Others identiﬁed wait times as a
trigger for violent behavior directed towards staﬀ.
–Whether it’s a psychiatric or medical patient or someone coming into an emergency room—if you don’t have the staﬀ to immediately address their issue—if
they’re kept waiting—they are more likely to escalate in their behavior.

Environmental risk factors, as described by U.S. OSHA, ‘‘relate to the physical layout, design, and contents of the workplace.’’ They include such building
features as ‘‘unsecured access/egress . . .; insuﬃcient heating or cooling; irritating
noise levels; unsecured items . . . and lack of personal security alarms . . .’’35
Participants explained that the building design where they worked was often
not protective. ‘‘Those hallways are terrible. You work way over there—and you
can’t communicate. I would prefer a full roundabout circle.’’ One hospital
worker described a situation in which she and two co-workers were trapped in
a room by an aggressive patient and had been unable to call a Code White,
which is a request for assistance for violent encounter.
–I was trapped in the room and wasn’t able to call a Code White because he had hold
of both of my arms. The more I tried to get away, the stronger he got. He slammed
me against some walls and pushed me down on the bed. Two of my co-workers came
to help me and we ended up on the other side of the door holding it closed.

Participants said that inadequate safety measures, such as the lack of seclusion
rooms (which are locked rooms in which a patient or resident can safely be held
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until they are suﬃciently calm) can compound the risk to staﬀ when patients are
out of control.
–He punched me in the head a couple times—so I yelled and people came. But we
had no place to put him because our only seclusion room was being used as a
patient room.

There were areas that were not protected by alarm systems or the alarms were
nonfunctioning. In one instance, the patient call bell, bathroom assist bell, Code
Blue for respiratory or cardiac arrest, and staﬀ emergency alarms all made the
same sound in the nurse’s station. Several alarms may be sounding at once,
making it diﬃcult to know which is requiring the most urgent attention.
Colored lights are the only indicators of the nature of the need.
–There is a bathroom emergency alarm and then up above the bed with our call
system are the patient and staﬀ emergency alarms. There’s no diﬀerent distinct
sound between them.

Many of the participants said they do not have personal alarms, particularly the
nonnursing staﬀ.
–We were all trying to get her oﬀ me and I had my cell phone out to try to call, but I
couldn’t. And when I went to press zero to call a Code White, the patient kneed the
phone out of my hand. So we just had to deal with it ourselves.
–We have no alarms. It was funny, people who have alarms—the doctors, the social
worker and the occupational therapist—but not the nursing staﬀ.
–I didn’t know that there was anything wrong with us not having alarms until
I was approached at a seminar. An employee from another hospital came up
to me and said, ‘‘I work laundry and when I walk into the mental health
ﬂoor, I have to pick up an alarm, and, after taking care of the laundry, I
come back and drop it oﬀ.’’ And I said, ‘‘We scream. That’s the best we can
do is scream.’’

Some had been hurt when patients used furniture, commodes, dishes, loose
building materials, or other objects as weapons.
–This is when he grabbed me and hit me with the glass. I slumped to the ground
and he was still pounding me. And next thing you know, all I can tell you I
remember—I don’t remember being on the ﬂoor—but I remember my tongue
being tingly and then my memory was oﬀ. I fought him all the way down the
hall. He put my head through the wall. There was blood on the walls from my
elbows, my face. Many months later, I still suﬀer headaches and symptoms of
depression.
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Many nursing stations were considered unsafe because they did not have protective shatterproof barriers or adequate egress options. They spoke of patients
grabbing items from the nursing station and throwing them or jumping over the
barrier to attack an unprotected worker.
–He’s got the chair above his head. It’s kind of a shock because the nursing station
has been smashed two or three times.
–After a co-worker was sexually assaulted by a patient, the inspector recommended
that they put glass up. The hospital fought them on it. They said it stigmatizes the
patients.

Organizational risk factors for violence in healthcare facilities are described by
U.S. OSHA as the ‘‘policies, procedures, and prevailing culture of the organization related to safety and security.’’35 The study participants identiﬁed many
factors that could be considered organizational including working alone or
short-staﬀed, inappropriate staﬀ placement, lack of trained security personnel,
healthcare workers’ responsibilities during Code Whites, inadequacy of deescalation and other training, underreporting, and limited use of restraints. It
was reported that, in some locations, police have a practice of bringing violent
patients into the healthcare setting without suﬃcient communications or controls. The issue of insuﬃcient staﬃng levels was heard in every group in every
location.
–One of the staﬀ was working nights and a patient bashed her head into a piece of
equipment. She was by herself. She couldn’t call for help. She didn’t even have a
phone. She suﬀered a concussion and never came back to work.

There is a lack of communication between various occupational groups regarding potentially violent situations.
–She could have grabbed someone else and we wouldn’t know. The violence isn’t
being charted. Even if it were charted, it might be so far back in the chart that you
might not see it.

PSWs, dietary staﬀ, and housekeepers may not be included in nursing care discussions and do not have access to a patient’s medical chart. ‘‘They can walk
right into a dangerous situation. They’re not included in any huddle at the
beginning of a shift.’’
In some cases, participants felt that staﬀ were inappropriately placed, e.g.,
assigning a new graduate to a potentially volatile patient without additional staﬀ
support. ‘‘I work with some nurses up there who are very tiny and young and
don’t venture too far away from the desk, which sort of gives the appearance
that they are afraid of the patients.’’
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There is inconsistent ﬂagging of potentially violent patients, not only in their
chart but also in other visible locations. Some hospitals use colored arm bands,
some symbols, or signs on the door or over the patient’s bed. A participant
described the ﬂagging policy in the facility where she worked. No sign signaling
threatening behavior was put in place until a violent incident had occurred.
‘‘Hospital policy is that, if they swing so many times, then you put up a sign.
. . . the sign goes up after incidents have happened.’’ Other facilities do not use
ﬂagging claiming that it would be stigmatizing to the patients.
–The assault could well have been prevented with ﬂagging—a white sheet of paper
or arm band. But I’ve been told, ‘‘That’s too much information, it’s breaching
conﬁdentiality—stigmatizing them.’’ And I think, ‘‘Come on! How many people
have to get hurt?’’

The participants suggested that they be permitted to have their last names
removed from their name tags—at their employer’s expense—as a safety measure. A participant recalled an uncomfortable episode in which a visitor said,
‘‘Very nice to meet you, [Jane Doe]. And you know, you shouldn’t have your last
name on your badge because I can just look you up and ﬁnd out who you are
and where you live.’’
Social risk factors, as described by U.S. OSHA, include the use of ‘‘weapons
among patients and their visitors; the increasing use of healthcare facilities by
authorities as criminal holds; and presence of gang members, drug or alcohol
abusers, trauma patients, or distraught family members.’’35 In our data coding,
we also included lack of respect for healthcare staﬀ and negative societal attitudes towards women, sexual minorities, and racialized and immigrant workers.
–She came in with the police, wasn’t searched by the police or anything. They were
trying to get her into restraints because she was throwing stuﬀ at them; she was
threatening people. Nobody checked her, nobody patted her down. It turned out
she had a six-inch blade.

Several healthcare workers said they had experienced a decrease in respect from
patients and visitors in the past few years. They feel that when there is little respect,
there is a greater likelihood of verbal and physical abuse. We were told, ‘‘You need
to be respected and the supervisors and doctors need to demonstrate respect for you
in front of patients and family members—otherwise they are going to pick on you.’’
In a growing number of facilities, signs have been posted informing patients and
visitors there is ‘‘zero tolerance’’ for abusive behaviors, including discrimination,
harassment, and other forms of violence. Others have no such signage.
–I notice at the hospital coﬀee shop they have a sign that says they won’t tolerate
any type of verbal abuse. But there’s no signs on our units that say that. We need
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signs like they have in emerge that say, ‘‘We will not tolerate verbal or physical
violence.’’ . . . There is a poster about if you’re widowed and lonely, here’s a singles
web site. But you won’t put up a violence sign for us?

Discrimination was cited as a trigger for violence, ranging from verbal insults to
sexual harassment and physical assault. One participant reported that he was
frequently harassed because of his sexual orientation. Many of the women
described frequent incidents of sexually inappropriate comments or touching
but they were also aware that some of their male colleagues had been subjected
to these types of assaults.
–We don’t report sexual violence because it happens so frequently . . . I have been
grabbed many times . . . Sexual harassment is deﬁnitely a problem for women workers. If I go in with a male worker, the patient is not going to pinch his butt. They’ll
pinch mine or make a sexual comment . . . A patient referred to the nurses as whores
and bitches . . . You feel disgusted with yourself after someone makes an inappropriate pass. It makes you feel violated.

One of the participants described how she was traumatized by an incident. ‘‘I was
sexually assaulted. This person had been impulsive for a couple of months. He
was acting inappropriately but no one charted it. He assaulted me, held my hips
[while simulating intercourse].’’ When she spoke to her manager, she was told,
‘‘Oh poor Mr. X. He must be sexually frustrated.’’ The manager then dismissed
the incident and went on to talk about the patient’s family problems. The
assaulted healthcare worker said she experienced symptoms of posttraumatic
stress disorder (PTSD), for which she received no immediate acknowledgment
or treatment. She said, ‘‘I was numb. I couldn’t sleep. I started to have anxiety.’’
Cultural and racial diﬀerences have become ﬂash points for some patients.
A participant reported, ‘‘I’ve been called the ‘‘N’’ word many times and I’ve
been threatened.’’ Another participant told us, ‘‘My Asian partner got beaten
up. She got punched in the face. The patient thought she was a terrorist.’’
A participant recalled being warned by a patient’s family member that her
parent would likely react if a non-Caucasian healthcare worker tried to treat
him. She was told, ‘‘My father has a problem with visually-ethnic people. If the
doctor is going to be Chinese or whatever, you’re going to see a side of my father
that’s going to come out.’’
Distraught families and traumatized patients sometimes lash out at
healthcare workers—verbally or physically—blaming them for the patients’ discomfort, long waits, etc.
–So I go to give the patient an explanation and they rip my head oﬀ and want to
talk to the doctor—rightfully so—it’s the doctor who changed their orders. Things
like that happen all the time and people get agitated with YOU.
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–This family member was chasing and barricading a co-worker. He was angry over
a bruise on his parent’s hand, which we had suspected was from basic blood work.
I grabbed his attention and yelled, ‘‘You need to leave now. You can’t do this, you
need to leave.’’ Then he starts chasing me, yelling. I ﬁnally get away and run to the
nurse’s station. I get in and start to close the door fast so I can call 9-1-1. He starts
kicking the door and forcing it open.

Sometimes there is no apparent trigger. For example, a healthcare worker was
assaulted by a family member while transporting a patient. ‘‘She was taking the
family down to the main entrance. The patient’s husband was with her. And for
some reason, he ﬂipped out—pushed her and hit her.’’ She continues to suﬀer
symptoms of PTSD.
Economic risk factors, as described by U.S. OSHA, are related to the
funding levels of the institutions and decisions regarding allocation of
funds, which ‘‘can contribute to risk factors on a personal level in the
form of stress levels and on an organizational level in the form of short
staﬃng.’’35 The participants—without exception—identiﬁed limited resources
as a contributing factor to violence. They reported that understaﬃng contributes to patient frustration, boredom, fear and anger, which can then lead to
acting out behaviors.
–You don’t really have extra staﬀ to sit with them and calm them down or to help
monitor them . . . Then that upsets the other patients and family members. And it
comes back on you.

They spoke of the problems associated with short staﬃng when workers who
called in sick where not replaced. Some reported that violence, lack of support,
and burn-out were contributors to the number of sick calls.
–With everybody just burning out like they are, you’ve got no one to come in.
There’s a ridiculous number of staﬀ that are not making their shifts because they
can’t cope anymore. I was just in a unit where they had three staﬀ out of their seven
call in sick. Supervisors were calling from ﬁve o’clock in the morning until seven
and they couldn’t ﬁnd a single person to come in.

There was concern expressed that the increase in public–private
partnerships (P3) would further erode hospital staﬃng levels and, in turn,
patient care and staﬀ safety. ‘‘They talk about not having enough funding.
But the healthcare system is becoming a proﬁt-making system.’’ Some were
critical of what they viewed as inappropriate prioritizing by management of
the limited funds within the institution’s budget. ‘‘We talked about the capital
budget when my co-worker was assaulted and the supervisor said he was
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going to do everything he could to ﬁx the environment. But nothing’s
happened.’’
–It’s all about the budget . . . We have no security. When we’ve brought it to their
attention—their answer is, ‘‘If we do bring in security, there will be staﬀ layoﬀs.’’

They also said there has been a reduction in one-to-one care as well as therapeutic programs for mental health patients and long-term care residents, which
were designed to calm and reassure them. ‘‘They need somebody in the evening.
The patients just sit and do nothing. There’s too much time on their hands. They
get bored and they get angry and that’s when the agitation gets worse.’’

Personal Effects
Violence can have serious physical and psychological repercussions. It was difﬁcult for some of the participants to talk about their experiences. Some were
overwhelmed during the interviews and became shaken and tearful as they
described assaults they had endured as well as injuries and aftereﬀects. We
heard that violence can also have ﬁnancial consequences if it leads to uncompensated lost time at work. We learned that even witnessing a violent incident
can have profound, long-term eﬀects—as can the fear of violence. Families and
friends may suﬀer along with the victims.
Some sustained chronic or permanent injuries. While some said they had caring
supervisors who provided compassion and concern, others expressed frustration
that the postincident brieﬁngs were not personally supportive and that they felt
they were being blamed for the assault. Several participants said that when management is trying to determine the root cause of a violent incident, their ﬁrst
position seems to be that the staﬀ person somehow triggered it by some misstep.
–To me it’s accusatory. They’re blaming you . . . especially when they can target the
lowest nurse on the totem pole . . . If I report an incident and my manager brings me
into the oﬃce, she’s questioning me on what I did wrong. ‘‘Did you approach the
patient the right way? You came in too fast. You didn’t tell them what you were
doing.’’ . . . It’s never the patient’s fault. It’s always our fault. What could you have
done better? Well maybe the question should be asked, ‘‘Well you, as my employer,
what could YOU have done to help not have this happen?’’
–I can tell you from looking at the responses from managers on incident reports,
they feel they’re mainly there to defend the patient. You’re the one defending
yourself.

The blaming can evolve into self-blame and self-doubt on the part of the
assaulted staﬀ. ‘‘I’d be so traumatized that it would take days to ﬁx it in my
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head. Did I do this right? How could I have done that? What did I do wrong to
make it worse? What could I have done diﬀerently?’’ Some described the lifealtering impact of suﬀering from symptoms of PTSD after an assault. Others
had symptoms of cumulative stress. In some cases, the physical or mental eﬀects
have signiﬁcantly impacted their relationships and family lives. They talked
about the trauma of witnessing violence, feeling violated, being fearful, never
feeling safe, and feeling hopeless.
–I’m pretty close to being back to normal now. But there are such lasting eﬀects.
It’s not just over when the bruises heal. And I think that’s something that people
don’t necessarily get if they haven’t been through a trauma like that. This has a
profound eﬀect.

Some quit or considered quitting their jobs or leaving their professions. Others
were unable to return following an assault. A participant told us about a coworker who had been seriously injured. ‘‘She never returned to the hospital,
and she had great diﬃculties [due to PTSD]. And then she was cut oﬀ workers
compensation.’’ Some participants said that, even though they had not
suﬃciently recovered following an assault, they were expected to return to
work as soon as possible—where some feared they might experience further
violence.
Experienced healthcare workers described the change in their role over the
last decade or so—from caregiver to ad hoc security personnel—particularly
during Code Whites. They believe when they have to function as security,
their caregiver–patient relationships are adversely aﬀected and they are made
to feel professionally less eﬀective. Some nurses expressed fear of losing their
license because of the nature of their interactions with violent patients. They felt
that a lack of support from management and a lack of acknowledgment of their
injuries, including PTSD, compounded the negative eﬀects they were already
experiencing. Many said they were frustrated by the eﬀects of insuﬃcient staﬃng
levels on their professional eﬀectiveness and the negative consequences it had on
patient care—which they then believe contributes to violence.
–I can’t do enough for my patients and it makes me feel like I’m a horrible nurse.
I feel like my license is on the line, not because I’m not competent, but because
I should have done more and there’s not enough time—because there’s not enough
staﬀ. The violence totally escalates when there’s not enough staﬀ.

Participants told of taking their stress and fear home and the impact it had on
their personal and family lives. ‘‘I tell my husband about the violence and then
he tells me to quit the job. But then I can’t feed my family. It’s going to happen
to me elsewhere too.’’ A participant who was diagnosed with PTSD after a
violent assault said, ‘‘I have a daughter who’s in university and she doesn’t
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want to come home because she doesn’t know when I’m going to crack. So I
have sat down with her and talked to her. I’m trying—I’m trying my best.’’

Barriers
There were numerous barriers identiﬁed to eliminating violence. Study participants reported that violence has become normalized in many healthcare settings.
Some felt that it is being increasingly viewed as ‘‘part of the job.’’ Some
expressed concern that it may be impossible to eliminate the threat of violence.
This sense of hopelessness or defeat may be a signiﬁcant barrier to addressing
the problem.
If managers regularly dismiss acts of violence as insigniﬁcant, they may view
protective changes as unwarranted. ‘‘Violent occurrences are made light of by
our management. I’ve seen the comments . . . It’s accepted. It is part of your
duties. If you don’t like it maybe you should look at a diﬀerent type of job in
a diﬀerent type of ﬁeld.’’
Police are often not called when an assault occurs and criminal charges are
not consistently laid or upheld. This may send a signal to patients that violence
will have no consequences. According to several of the participants interviewed,
patients with dementia or mental health issues are often considered not criminally responsible for acts of aggression.
There is an apparent conﬂict between patient rights and worker rights.
For example, participants stated that, since 2001, they have been required to
minimize the use of restraints. Reportedly, however, there has not been a corresponding increase in staﬀ or the introduction of comparable protections
against violence to accommodate this principle.
–So they came out with Patients’ Bill of Rights. It’s this pendulum of ‘‘this isn’t
working anymore, so we’ve got to try something else,’’ but there’s no medium. The
pendulum doesn’t stop. It swings way to the opposite end. All we have is a Code of
Conduct.

Participants said that the incident reporting procedure is not encouraged and is
very time consuming and onerous.
–When you’re short staﬀed, there’s no time to do incident reports. It seems like they
make the incident reports so diﬃcult for you to weave through, it just becomes too
much to do.

Some fear reprisals from management for ﬁling reports. Others expressed that
they felt it would make no diﬀerence to report.
Healthcare workers are hesitant to speak publicly about the issue of violence
due to fear of reprisal by their employer or professional governing body.
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Participants stated that patient conﬁdentiality is cited by their employers as the
rationale for prohibiting public commentary. As a result, the public is generally
unaware of this widespread failing of worker protection within the healthcare
system. The inconsistency of budgets across the healthcare system and chronic
underfunding is a signiﬁcant barrier to implementing protections, such as adequate staﬃng, programs, engineering controls, environmental design, security,
and other identiﬁed measures. There are inadequate regulatory and legislative
protections to prevent violence. In addition, under Ontario law, healthcare
workers’ have only a limited right to refuse work they believe to be unsafe.
There are also signiﬁcant inconsistencies in protection from one facility to
another across the province.
It was the participants’ experience that the Workplace Safety and Insurance
Board did not recognize or compensate many of the physical and psychological
eﬀects of violence. Such serious conditions as PTSD, cumulative stress, and long
term eﬀects of concussion are not uniformly recognized. As one participant said,
‘‘What’s the point of ﬁling a claim? They don’t do anything about it anyway.’’

Solutions
Participants oﬀered prevention strategies from their own experience, many of
which correspond to those put forward in prior research. They are categorized in
Table 1 under the headings of Primary, Secondary, and Tertiary prevention.
The majority of their proposed solutions ﬁt within the category of Primary
prevention. Ensuring adequate staﬃng levels, a strategy recommended in much
of the literature, was cited and emphasized in every group interview. Engineering
controls, such as better building design, better communication and identiﬁcation
strategies, increased security, and ‘‘zero tolerance’’ policies were also frequently
recommended. Within the category of Secondary prevention, incident reporting,
Code White responses, alarms, and training were emphasized. The after-the-fact
Tertiary prevention strategies included a wide range of postincident supports
and such legislated measures as changes to the Criminal Code and ‘‘whistleblower’’ protection.
A draft of the ﬁndings was presented at a conference sponsored by the
participating union council. The experiences of the study participants, the risk
factors they identiﬁed, the eﬀects they experienced and observed, the barriers
they perceived, and the solutions they recommended were shared with the two
hundred delegates in attendance. The ﬁndings were overwhelmingly validated in
plenary discussion and prioritizing exercises. The attendees were asked what
strategies might be employed by their union to bring about the recommended
improvements, as shown in Table 1. While some issues, such as staﬃng levels
and legislative protections, were given higher priority than others, it was decided
that a multipronged campaign would be launched to promote all of the preventative measures brought forward in the study. The campaign would include
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Table 1. Prevention Strategies Recommended by Study Participants.
Primary

Secondary

Increase staffing and replace workers who call in sick
Redesign the work environment to eliminate danger zones, permit better
supervision of patients, reduce noise, improve the atmosphere, secure furniture and other potential weapons, provide safe rooms and egress options,
and install protective barriers at nursing stations
Flag violent patients in their chart as well as in a manner that is visible to all staff,
such as with wrist bands, color coding, or signs
Provide province-wide access to chart information including flagging to inform
staff of previous behaviors in patients who have transferred
Allow staff to inform patients and family when short-staffed
Establish and enforce ‘‘zero tolerance’’ policies and signage
Provide translators and cultural sensitivity training
Require and facilitate comprehensive hazard reporting to be shared with the
joint health and safety committees (JHSC). To include all risks of violence,
such as insufficient staffing levels, inappropriate placement of patients, lack of
resources, lack of trained security personnel, lack of alarms, poor building
design, and others
Provide programs to reduce patient stress, fear, frustration, and anger
Post emergency department wait times to prepare patients for delays
Secure furniture, etc. and eliminate access to sharp objects
Develop strong policies with full engagement of staff and unions
Fully enforce policies
Place patients with mental health, addiction, and criminal backgrounds in
appropriate areas and facilities
Appropriately assign staff, i.e., require specialized training and experience to
handle challenging or potentially violent patients
Develop and enforce consistent province-wide protections as well as additional
tailored protections where required
Improve management, doctor, and coworker respect for all workers
Encourage reporting of all incidents and hazards by simplifying the process and
allowing time for completing reports
Share all incident and hazard reports with the JHSC
Increase security personnel with higher levels of training and capacity to
intervene with violent individuals and/or increase healthcare staff with specialized training to deal with violence
Reconsider the composition of Code White teams, such as requiring trained
security personnel to be present
Provide all frontline healthcare workers with personal alarms and ensure that
other stationary alarms are available and functional
Ensure availability of seclusion rooms
Provide comprehensive in-person training for all staff on a regular basis to
better equip them to recognize signs of potential violence or conditions that
(continued)
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Table 1. Continued.

Tertiary

might lead to violence and provide training on the most effective methods to
de-escalate violence and protect themselves
Provide support for workers who have been injured and/or traumatized such as
making available professional and peer counseling and allow adequate time
away from work with full pay
Refrain from automatically blaming workers during debriefing
Mandate that the JHSC investigate all violent incident resulting in injury, near
injury, distress, or trauma
Provide worker compensation for injuries and recognize posttraumatic stress
disorder, cumulative stress, and other mental health issues related to
violence
Require mandatory reporting of all incidents resulting in injury or near injury to
the government
Change the criminal code and charge perpetrators of violence
Enact ‘‘whistle blower’’ protections for workers who speak publicly about
violence

informing the public, demanding protective language in contract negotiations,
and lobbying the government for changes.

Discussion
This study contributes knowledge regarding the issue of violence against healthcare staﬀ, particularly in the Ontario context, where little qualitative research on
this subject has previously been done. It included healthcare workers in
occupations often left out of studies in that it involved not only direct patient
care staﬀ but also allied workers. As a collaborative study, it provides the
healthcare workers and their unions with a voice with which to communicate
their experiences and ideas. It is important in an environment that has tended to
publicly silence healthcare staﬀ about the issue of violence. It also informs their
unions’ campaigns aimed at prevention and provides pertinent evidence to support demands for enhanced provincial government regulatory protections.
The study is limited in that it did not include the experiences of healthcare
staﬀ in small, remote northern communities nor did it gather data from healthcare professionals, such as physicians and registered nurses. The small number
of participants representing various racial and ethnic backgrounds may also
have limited the ﬁndings with regards to the role of discrimination as a trigger
for violence. The ﬁndings did not thoroughly diﬀerentiate the risks for violence
by speciﬁc occupation or type of facility.
Despite these limitations, the study was informative. It revealed that, in the
experience of the healthcare workers interviewed, violence in Ontario’s healthcare system has come to be seen as normal or as unavoidable—as an inevitable
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risk. Their perception is supported in research conducted in other
jurisdications.1,36,37
The phenomenon of violence against healthcare staﬀ is well documented. For
over two decades, research has provided myriad potential solutions.1,4,36 Some
would require signiﬁcant ﬁnancial investment, such as hospital redesign and
increased staﬃng. Others simply require a change in approach. One of the
important recommendations is that all violent or abusive incidents be treated
seriously, including verbal comments and threats.
The importance of recognizing verbal assault as a form of workplace violence
cannot be overlooked, since verbal assault has been shown to be a risk factor for
battery. The ‘‘broken windows’’ principle, a criminal-justice theory that apathy
toward low-level crimes creates a neighborhood conducive to more serious
crime, also applies to workplace violence. When verbal abuse and low-level
battery are tolerated, more serious forms of violence are invited.1
Many of the recommended solutions remain unimplemented and, as a result,
violence continues to harm healthcare workers. Prevention eﬀorts need to
address not only immediate safety concerns but also underlying systemic
causes. Violence within healthcare settings may reﬂect broader structural violence12,38 emanating from economic and political factors as well as cultural
violence.39 Structural and cultural violence can be manifest as discrimination
and disregard for women, immigrants, racialized workers, and those with different sexual orientation, genders or abilities.27,38–40 As stated in a report jointly
released by a coalition that included the International Labor Oﬃce and World
Health Organization
There is growing awareness that confronting stress and violence requires a comprehensive approach. Instead of searching for a single solution good for any problem and situation, the full range of causes which generate stress and violence should
be analyzed and a variety of intervention strategies adopted. There is also growing
awareness that stress and violence at work is not merely an episodic, individual
problem but a structural, strategic problem rooted in wider social, economic,
organizational, and cultural factors.41

‘‘Violence permeates all aspects of our society. In Canada, the majority of
healthcare workers are women.’’42 According to the Registered Nurses
Association of Ontario, ‘‘Nursing continues to be a female-dominated profession, and societal attitudes continue to devalue and sexualize nursing. As a
result, violence against nurses can be considered part of the continuum of violence against women.’’43
Occupational health and safety hazards in workplaces predominated by
women employees have not received the same attention as those traditionally
employing mostly men.44 As Banerjee et al. suggested that ‘‘the failure to adequately address ongoing risk, the normalization of violence and the blaming of
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victims is characteristic of violence against women. We therefore question why
gender has typically been absent in analyses of health-sector violence.’’12
Healthcare workers interviewed for this study reported that they are largely
barred from speaking publicly about the assaults they experience. This restriction serves to keep the problem hidden from public view and scrutiny. Legislated
safeguards, i.e., ‘‘whistle-blower protection,’’ must be put in place for workers
who choose to talk about their experiences, while recognizing the importance of
protecting patient conﬁdentiality.
Assaulted workers suﬀer beyond the violent incidents that occur. Postincident
supports must be enhanced. PTSD, a serious and common result of violence, is
not always recognized or adequately treated. A U.S. study of emergency department (ED) nurses found
Ninety-four percent of nurses experienced at least one post-traumatic stress disorder symptom after a violent event, with 17% having scores high enough to be
considered probable for PTSD . . . Interventions are needed to prevent the violence
and to provide care to the ED nurse after an event.45

Physical and psychological eﬀects need to be mitigated through adequate
treatment, recovery time, and specialized counseling. According to US OSHA
Victims of workplace violence could suﬀer a variety of consequences in addition to
their actual physical injuries. These may include: short- and long-term psychological trauma; fear of returning to work; changes in relationships with coworkers
and family; feelings of incompetence, guilt, powerlessness; and fear of criticism by
supervisors or managers.8

Although verbal and sexual harassment may not result in serious physical
injury, these forms of violence must be recognized as harmful and addressed.
Ongoing support, such as one-on-one or group counseling, should be oﬀered to
anyone who feels they might beneﬁt from it. In addition, supervisors and management personnel should be provided with sensitivity training in order to
understand the needs of staﬀ who are, or have been, subjected to violence as
well as to appreciate the importance of showing them respect and empathy.
Violence training needs to include healthcare worker input, be more comprehensive, and include regular refresher courses.46
The protections currently in place in the various healthcare facilities
represented by the study participants appear to be piecemeal and inconsistent.
Universal province-wide protections need to be legislated. The policies
developed in each facility as part of their violence prevention programs, must
incorporate legislated protections, as well as any additional protections that are
needed as a result of the particular character of the facility and the population it
serves.
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The participants’ sense that patients’ rights supersede healthcare workers’
rights and that they are held, at least somewhat, responsible by their supervisors
for violence perpetrated against them may be a reﬂection of broader social
attitudes towards workers and the diminishing of workers’ rights under
neoliberalism.47 In order for system-wide changes to come about, the wellbeing
of healthcare workers has to become a priority—for hospitals, consumers, regulators and the society as a whole. Inadequate resources, understaﬃng, patient
wait times, insuﬃcient training, and lack of appropriate resources for patients
with mental health needs have been identiﬁed in this and numerous other studies
as important risk factors for violence. The experience of this study’s participants
regarding these factors is borne out by recent reports. Ontario hospitals are
operating with less per capita funding than the rest of Canada.48 Staﬃng
levels are correspondingly lower.49 Patient wait times are elevated,50 a signiﬁcant risk factor for violence that has been identiﬁed in the literature. For example, a study of violence in emergency departments states: ‘‘Even normally
pleasant, well-adjusted people can become irritable after a 3- or 4-hour wait,
and those who are already unstable may become dangerous.’’51 There is also a
shortage of mental health beds,52 resulting in the inappropriate placement of
patients with particular needs and sometimes a propensity towards violent
behavior.

Conclusion
The risk factors for violence against healthcare workers have been well documented in this and countless other studies and many solutions have been put
forward. These recommended measures, including policy changes, increased
staﬃng, safer building design, improved security, new programs to minimize
patient agitation, and others need to be implemented by the healthcare institutions with the participation and control of those at risk. The healthcare staﬀ and
their unions or associations should be fully involved. Further research should
then focus on evaluating the eﬀectiveness of these new measures.
It would also be informative for the public to be given the opportunity to
weigh in on the issue of healthcare violence prevention. Stakeholders, which
include the general public, patients, frontline staﬀ, and health professionals,
should be widely and comprehensively consulted about their views and ideas.
Open discussion might be prompted by such questions as: How can healthcare
workers’ experiences be communicated and utilized to reshape the way our
healthcare system functions? What can the public do to help reduce or eliminate
violence in healthcare facilities? How can healthcare staﬀ be protected from
harmful societal attitudes, such as discrimination? How can patients’ rights be
balanced with healthcare workers’ rights to a safe workplace? How much does
the public value its universal healthcare system and how much are they willing to
invest to make it work?
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