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Prevention of Occupational Violence
In the Health Workplace

Claire Mayhew" and Duncan Chappell

of occupationa violence varies across hedth care occupations because risk

factors differ between locations and according to job tasks (Mayhew and

Chappell, 2001). Peatterns of violence aso vary because some health workplaces
adopt improved prevention. This second Taskfor ce discussion paper provides an overview
of some of the drategies that may reduce the incidence and severity of occupationa
violence.

Q s the first discussion paper for the Taskfor ce identified, the incidence and severity

Guiddines on the prevention of occupationa violence have historicaly taken one of three
approaches.

Reducing exposure to violence (the prevention approach);

Encouraging appropriate behaviour when violence occurs or gppears imminent (the
protection approach); and

Diminishing the impact following violence (the treatment agpproach) (Wynne et d,
1996: 30).

Only the prevention gpproach is discussed in-depth in this paper as the ‘protection’ and
‘trestment’ approaches have been comprehensively dedlt with elsewhere (see NSW Hedlth
(2001a), Mental Health for Emergency Departments. A Reference Guide, and NSW
Hedlth, (2001b), Management of Adults with Severe Behavioural Disturbances:
Guidelines for Clinicians in NSW. Many of the preventive Srategies discussed in this
paper come from other industry sectors and their gpplications to health workplaces have not
yet been fully evauated.

At the outset it has to be admitted that when tragic ‘sentind’ violent incidents occur,
prevention strategies may be actively sought, dthough these may not have previoudy been
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an identified high priority. Even a such aigs times, considered and systematic prevention
drategies are preferred over reective decisons initiated in a precipitous rush to ‘do
something’. For example, across member states of the European Union:

‘The balance between security measures, treatment measures, protective
measures and preventive measures in many of the existing guidelines ... is
often confused, and often the focus of the guidelines is such that genuinely
preventive measures are not adequately dealt with, if at all’ (Wynne et d, 1996:
39).

Guiddines for the prevention of violence among hedlth care and community service workers
have emphasised repeatedly that a mix of risk control messures will usualy be most
effective. Smilarly, the scientific literature recommends consgently that pre-planned
comprehensive multi-faceted dStrategies are needed to reduce the risk of occupationa
violence. (See Peek-Asa and Howard, 1999: 648; CAL/OSHA, 1998, 1995; OSHA
19983, 1998b; Schneid, 1998: 24; Reich and Dear, 1996: 399415).

‘Preparedness is he key to eliminating or minimizing workplace violence
incidents. Prudent employers should identify the potential risks of workplace
violence in the specific operations and prepare beforehand to address specific
needs during crisis times. Without a preplan and preparation for a workplace
violence incident, when and if a situation arises, management and employees
will have virtually no knowledge or ability to properly react to the situation
and will simply be “running around like a chicken with its head cut off”,
which can result in additional harm or damage’ (Schneid, 1998: 23).

The scientific research emphasises that organisation-wide policies and strategies are most
effective in preventing occupationd violence (Standing and Nicolini, 1997: 47). Further,
interventions that use multiple components are more likely to be successful than are sngle
measure efforts (Hoe et d, 2001: 58). Off-the-shelf solutions are not appropriate as Ste-
specific drategies have far greater preventive effects. In ‘best practice’ approaches, the
employer and workers collaborate to desgn-out violence systematicdly across an
organisaion.

The risk identification, assessment and control framework has been widely accepted as the
most appropriate process for the management and prevention of violence in European
hedlth workplaces, and this framework aso provides a basis for prevention efforts in
Audrdia (Wynne et d, 1996: 39-40; Greaves, 1994: 227). In the UK, the framework is
based on the understanding that:

‘... psychosocial and organisational hazards of work, including violence can
be managed by using the same framework and principles of more tangible
hazards ... The control cycle involves the identification of problems,
intervention, monitoring and feedback. Such a problem solving approach
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leads to the development and evaluation of control strategies unique to each
organisation’ (Wynne et d, 1996: 19. See dso TUC, 1999: 22; and the ‘control
cycle described in Standing and Nicolini, 1997: 47).

The occupational hedlth and safety (OHS) preventive approach is based on a hierarchy of
preferred actions. Elimination of hazards through re-design of the work steis the preferred
option, and should aso be complimented by subgtitution with a less hazardous work
process. |solation (for example through ingtaling barriers), and adminigtrative controls (such
as training and warning signs) are lowest on the list of control priorities (DETIR, 2000: 13-
14). Therefore, when violence prevention interventions are designed, priorities identified in
the “hierarchy of control’ should be kept in mind. In OHS, this proactive process may
include an assessment of work environment layout, job-specific exposures, areview of past
events, and implementation of organisation-wide controls (Wilkinson, 2001: 156). For
example, a work environment risk assessment could evauate the overdl design and
ambience of waiting aress, lighting in and around buildings and design of interview rooms
(Wiener, 1999: 250). Such risk assessment and risk control strategies complement violence
training preventive efforts. However, one important variation to the usud OHS risk
assessment process is that much occupationa violence is likely to remain hidden and
unreported (Wiener, 1999: 246; Wynne et d, 1996: 43).

There are many smilarities between the OHS ‘hierarchy of control’ approach and a body of
knowledge developed by criminologists that is generdly known as ‘Stuationd crime
prevention’, ‘ safer by design’, or ‘ crime prevention through environmenta design’ (CPTED)
(Jeffery and Zahm, 1993: 336). The underlying premise is that the opportunities to commit
violence can be reduced, and the ‘costs' of violence to the perpetrator can be increased to
the point where they exceed any possible ‘benefits . Specific Strategies developed under
‘dtuationd crime prevention’ include ‘target hardening’ (making violence more difficult to
execute), ‘improved surveillance (to more eadly identify perpetrators), and better
cash/drugs/vauables control (to reduce the ‘benefits from instrumental violence).

In the first part of this paper, the OHS-preferred ‘hierarchy of control’ prevention option
based on dimination of hazards through re-design of worksites and fittings is discussed. In
part two of the paper, adminigtrative control Strateges are reviewed, including violence
auditsrisk assessments, threat response teams, in-depth training, and a brief consderation
of post-event support. Both overdl approaches are essential components in a
comprehengve violence prevention policy and drategy. (This paper assumes that
prevention of occupationa violence will be prioritised over post-event amelioration.)

‘ An effective occupational safety and health program of security and safety
in medical care facilities and community service includes the following
major program elements: (i) worksite analysis, (ii) hazard prevention and
control, (iii) engineering controls, (iv) administrative controls, (v) personal
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protective devices, (vi) medical management and counseling, (vii) education
and training, (viii) recordkeeping and evaluation’ (CAL/OSHA, 1998: 8).

(Note: depending on requirements, further discusson papers may be produced for the
Taskforce that focus on ‘internd’ violence or bullying, violence in specific sectors of hedth
care, or on ‘systemic’ forms of violence that arise out of wider socid and economic
developments.)

PART ONE: PHYSICAL CHANGES TO HEALTH WORKPLACES TO
REDUCE THE RISK OF OCCUPATIONAL VIOLENCE

‘Design of premises can play an important part in preventing violence to
health-care workers' (Cembrowicz and Ritter, 1994: 18).

1.1  Crime prevention through environmental design (CPTED)

The ‘crime prevention through environmentad desgn’ (CPTED) and ‘Stuationd crime
prevention’ concepts are amed a enhancing those aspects of building design that
discourage a range of crimina activities, including violence (OSHA, 1998a: 4; Warshaw
and Messite, 1996: 1003). Risks are minimised through design (or re-design) of afacility
and itsimmediate surroundings in ways that reduce the opportunity to commit aviolent act.
CPTED is primarily accomplished through the work of architects, engineers, builders,
landscape gardeners, and those who make purchasing decisions a facilities. The focus of
attention is the building itsdlf, the doors and windows, the immediate surroundings, and the
way that the placement of fittings and furniture can reduce the risks of victimisation (Crowe
and Adams, 1995: 36-39; Jeffery and Zahm, 1993; Clarke, 1992). Alterations during
refurbishment may be made to workplace layout, interior and exterior lighting, landscaping,
car parks, garwdls, or toilets. Overdl, the introduction of CPTED in the retail industry has
aready been shown to be far more effective than adminigrative strategies (Peek-Asaet d,
2001: 147). Nevertheess, dthough CPTED concepts have been evauated as highly
effective in the retall industry, the concept has only recently begun to be applied to hedth
workplaces and evaluation in that context is needed (Peek-Asa et a, 2001: 147; Long
Idand Codlition, 1996: 21).

CPTED changes are usudly long-term permanent festures and do not need continuing
financial support (Geason and Wilson, 1989: 8). As aresult, CPTED-inspired changes are,
over time, reported to be far chegper than are a spectrum of other violence reduction
programs (TUC, 1999). Thus the costs of dterations or Ste refurbishments can be
compared againgt economic losses from acts of violence through work days lost, damaged
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property, turnover of staff, not to mention the tragic impact of such violence on individuas
(TUC, 1999: 27).

There are some underlying principles which guide CPTED: ‘teritoridity’, ‘naturd
aurvelllanceg and ‘image :
The “territoridity’ principle assumes that people can be encouraged to express fedings

of ‘ownership’ over the areas near where they work. For example, if saff-only Stesare
provided, dl workers are likely to watch closdly this part of their loca environment.

The *naturd survelllance principle refers to the way in which working aress of buildings
have been desgned so that higher-risk sections can be overlooked and watched by
other people going about their norma business (Gearson and Wilson, 1989: 5). For
example, pathways to car parks can be designed to be in full view of al passers-by and
overlooked by office windows.

The ‘image principle refers to the deterrent impact produced by a building that appears
to be ‘wdl-cared-for'. The beief is that a run-down Structure with graffiti may attract
crimind activity and offenders; this has sometimes been called the ‘broken windows
effect (Kennedy, 1993: 117).

Stuationd crime drategies are usudly talored to specific Stes for maximum benefit. Any
new buildings or planned re-furbishments are therefore assessed for the extent to which they
enhance violence prevention (OSHA, 1998b: 4; Reich and Dear, 1996:. 406). Such
modifications aso usudly assg in rieving employee fears of occupationa violence,

There is dearly a need for much more systemdtic investigation of the ways in which such
principles may be effectively applied in heglth workplaces. The thergpeutic functions and a
safer environment should be the basis of effective safety design. There are some key facets
to Stuationd crime prevention.

1.2 Target hardening

‘Target hardening’ involves architecturd or engineering designs (or re-designs) that control
access to specific areas and hence make violence more difficult. Specific drategies can
include deadlocks on drug storage aress, reduced face-to-face contact during the supply of
pharmaceutical products, wider and higher counters a inquiry desks with raised floor height
on the staff side, designated ‘safe’ escape rooms, and even meta detector sensors built into
entrances (OSHA, 1998b: 4-5; Reich and Dear, 1996: 406). Staff working areas may aso
be accessible only via key or card locks (Mayhew, 2000a: 63-64). In the US (where there
are different gun laws), some hedth workers a high-risk have even had bullet-resstant
enclosuresingdled: * Protective devices such as bullet resistant glass should be used to
provide protection for triage, admitting or other reception areas where employees
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may greet or interact with the public (CAL/OSHA, 1998: 14; Nationa Security
Ingtitute, 1995: 14).

‘Target hardening’ is most important in areas where hold-ups are likely. For example, an
exponentid increase in hold-ups has been seen in Audrdian chemist shops over the past
decade.

There are two particular hedlth care stes where hold-up related violence can be expected
to increase: (8) in shops and payment areas in hedlth care complexes where money changes
hands, and (b) in pharmaceutica storage and dispensing aress. ‘ Target hardening’ of these
high-risk areas can be prioritised. For example, poorly secured drug cabinets may be
upgraded in case desperate offenders assume drugs are stored under smple locks. Other
drategies to reduce the ‘atractiveness  of these targets include ensuring the high-risk site or
activity is within sght of as many passers by as possible, reduction of the amount of cash
and drugs to the minimum, and the ingtalation of deep service counters (OSHA, 1998b: 5;
Reich and Dear, 1996: 406). Information on how to prevent hold-upsis widdy available,
including some draft checklists (see DWH& S, 1997; Mayhew, 2000b). Neverthdess, in
high-risk locations, security measures will need to be regularly evauated to stay ahead of
innovative offenders who are usudly on the look-out for weak spots.

Electronic access controls and metd detection devices can be ingdled, athough over-
reliance on technologica measures should be avoided (Witkowski, 1995: 214-215).
Smilarly, dients being interviewed after leave away from hogtdls, psychiatric support units,
or community homes, may be screened for potentid wegpons (CAL/OSHA, 1998: 10;
Simonowitz, 1996:; 281).

Emergency departments are mgor areas of risk and better screening of clients has been a
suggested strategy:

‘Metal detection systems such as hand held devices or other systems to identify
persons with hidden weapons should be considered. These systems are in use
in courts, boards of supervisors ... Some system of identifying persons who are
carrying guns, knives, ice picks, screw drivers, etc., may be useful and should
be considered’ (CAL/OSHA, 1998: 10).

Duress darms may be fitted at desks and worn by al staff so they can cal for assstance if
dangerous dtuations arise. ‘An emergency personal alarm system is of the highest
priority’ (CAL/OSHA, 1998: 12). The darms may be silent interndly and connected with
security or other gaff offices (TUC, 1999: 16; Long Idand Codition, 1996: 22). A range of
systems are available that link persond darms with room darms and centraised computers
which can print out details as soon as the dert is triggered (Cembrowicz and Ritter, 1994:
19). While many dtes have emergency cal numbers placed on dl phones, or have
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emergency numbers pre-programed o that derts can be activated rapidly, systems must
not depend solely on the telephone for assistance (Reich and Dear, 1996: 406).

‘Alarm systems which rely on the use of telephones, whistles or screams are
ineffective and dangerous. A proper system consists of an electronic device
which activates an alert to a dangerous situation in two ways, visually and
audibly. Such a system identifies the location of the room or action of the
worker by means of an alarm sound and a lighted indicator which visually
identifies the location. In addition, the alarm should be sounded in a security
area or other response team areas which will summon aid’ (CAL/OSHA, 1998:
10).

Situationd crime prevention principles can be gpplied in close proximity outside a hedth Ste
to reduce the risk of violence. For example, the number of entries to a Ste can be
minimised, pathways can be designed to make pedestrian and vehicle traffic ways dear,
bollards can be used to redtrict vehicle access near doorways, bushes planted only in places
where muggers are unlikely to want to hide, and narrow dark underpasses or lanes leading
to public transport designed-out as these are ided for assalants to hide in. Another
important violence prevention measure is to separate staff car parks from client and visitor
parking (CentreLink, 2000: 26).

The congregation or loitering of people in non-preferred places may be discouraged by
applying stuationa crime prevention principles inspired by CPTED (Clarke, 1995). For
example, the remova of seating outsde shopping precincts has been used to stop youths
from gathering in the vicinity (Willis et d, 1999). Conversdly, vidtors can be encouraged
towards appropriate places to gather through provison of comfortable seats, cold water
drinking containers, or telephones.

There may, however, be unanticipated consequences from CPTED-based preventive
interventions. For example, security grills and doors may trgp workers in the room with
violent clients (Bowie, 2000: 447). Ancther criticism of the ‘target hardening’ approach to
violence prevention is that:

. some security experts are convinced that the greater the degree of
protection provided for staff, then the greater the degree of force/violence
which offenders are likely to employ during an incident. In security jargon,
the harder the target the harder it could be hit" (Reynolds 1994, cited Wynne et
a, 1996: 7).

1.3 Improved surveillance and lighting

‘Increased vighility’ is another cornerstone of dtuationd crime prevention, amed at
discouraging offenders through improving their identification. The underlying belief is thet if
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the risk of an offender being caught is increased, this may act as a deterrent. Thus careful
design of buildings and fittings to increase vighility is a core component of an overdl
violence prevention drategy. Idedly an activity that creetes a risk of attracting potentialy
violent offenders is placed where many passers-by and other potentia witnesses gather.
This principle is commonly gpplied to decisons about where to locate ATM’s in Audtrdia.
These machines are now placed routinely near high pedestrian or high traffic areas for
maximum vighility.

Following the ‘increased vishility’ principle, the location of drugs cabinets can be carefully
selected to ensure that appropriate witnesses are routinely going about their job tasks in the
vidnity. If *high-risk’ times have been identified, the number of potentia witnesses can be
increased around such periods. Similarly, interview rooms can be designed with large
shatterproof glass windows o that client/staff interactions are clearly visble to outsders.

The inddlation of closed dircuit tdevision (CCTV) may aso deter violent acts if potentia
offenders know they are being filmed (NHS, 2000: 2; Warshaw and Messite, 1996: 1003).
Video recording also provides evidence if a violent act does occur. Prominently displayed
ggns that monitoring of the Site is continuous may further reduce the risk of violence,

‘Video screening of high risk areas or activities may be of value and permits
one security guard to visualize a number of high risk areas, both inside and
outside the building’ (CAL/OSHA, 1998: 10).

However, a weskness with the ‘increased vishility’ approach is that it assumes that
offenders think rationaly and pre-plan their violent acts.

Good lighting and high vighility are of increased importance during non-standard working
hours and at night, particularly in staff car parks, corridors, and storage areas where there
are fewer potentid witnesses (Long Idand Codition, 1996: 22; Nationa Security Ingtitute,
1995: 7-8; Cembrowicz and Ritter, 1994: 19). Within buildings, convex mirrors can be
ingaled near dark corners so potential offenders cannot hide from view (CAL/OSHA,
1998: 9). Thetype and intendty of lighting can aso be varied according to Site-specific risks
(Geason and Wilson, 1989: 16-17). Increased lighting outside a building can both minimise
crimes againgt a person and help protect property (Sarkissan Associates & ACT
Government, 2000: 12). However, enhanced dreet lighting may dso attract groups of
young people a night time (Painter & Farrington, 1997: 225). It is well recognised that
young males are over-represented as perpetrators of violence. However, aform of sodium
lighting commonly referred to as ‘zit lighting may accentuate pimples, and an area with
these lights ingtalled may be avoided by young maes (See Painter and Farrington, 1997;
NSW Crime Prevention Division 2000: 9). (Note that many lighting preventive measures
have not been scientificaly tested and therefore the results are not religble))
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14  Fittings and furniture

Fittings can be designed and arranged o reduce the risk of violence using the underlying
principles of ‘Stuationd crime prevention’. Waiting areas should be comfortable, decorated
in muted colours, spacious, and have aclear path to popular common-use fittings (e.g.
water dispensers) so that clients are more relaxed (Mayhew, 2000a: 63; CAL/OSHA,
1998: 9). Ventilation and therma controls are dso important as violence has been reported
to occur more frequently at higher temperatures (Chappell and Di Martino, 2000: 115;
Flannery et d, 1994: 25). ‘... poor air quality, high noise levels, crowding, poor
lighting, uncomfortably high or low temperature, and high humidity are factors that
are associated with negative affect (unpleasant internal states), increased levels of
stress, and aggression’ (Neuman, 1998: 15).

Pagtd colour schemes and soft furnishings can easly coexigt with CCTV, discreet darm
systems and the fixing of movable objects which could be used as wegpons (Whitaker,
1999: 454; Nationa Security Ingtitute, 1995: 7). A balance needs to be maintained between
creating awel coming relaxing environment and process of ddlivering the service to the client,
while ensuring the safety of saff and other clients (Reich and Dear, 1996: 407-9). The
balance will need to be worked out by each specific site and according to the degree of risk
(WorkCover South Audraia, 1998). “ Examination of the workplace and its
furnishings and equipment can suggest changes that would lead to greater tranquillity
and increased security’ (Warshaw and Messite, 1996: 1003). Detaled and il rlevant
guidance on how to reduce the risk of violence was provided by Swanton and Webber in
1990.

‘Seating is critical in all public contact areas in which any degree of waiting is
involved. Public offices, waiting rooms, concourses and similar places in
which clients are kept waiting should cater for the seating needs of the
elderly, the weak, the disabled and the pregnant, as well as the able-bodied.
Important considerations associated with seating are: comfort, hygiene,
durability, and positioning. All can influence a client’s emotional state and,
thus, lead to aggression ... Seating should be either individual or bench type
but not designed for two persons only. Dual seating runs a risk of personal
space invasion by strangers. Seats should not be concentrated in too small an
area for the same reason’ (Swanton and Webber, 1990: 14, 15).

Members of the public may have escdated anxiety leves if there are long waiting times so
the potential for aggresson needs to be managed (Warshaw and Messite, 1996: 1000).
Televison and reading materids can be provided. If some clients are perceived to be
successful ‘queue jumpers aggressive tendencies can escaate (Simonowitz et a, 1997:
313; Greaves, 1994. 238). Therefore clear signs ad explanations for any delays in
procedures and timing may reduce the risks.
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At inquiry desks the fallowing counter design guidelines have been suggested from a
number of sources:

Counters can be designed to be sufficiently wide that it is difficult for aclient to Srikea
worker (Swanton and Webber, 1990: 21-24)

Counters can be built so they are high enough to make it difficult for an adult to climb
over (Mayhew, 2000a: 63-64)

The floor height can be raised on the sde of the workers so that they are higher than
clients (Chappell and Di Martino, 2000: 118)

A horizontd fixture can be built-in dong the length of the counter at about 165 cm from
the floor on the client Sde (i.e. just below the top of the head of most clients). Thisfitting
can be decorative, but if made of solid materid will probably reduce the risk of
downward blows from a client (Swanton and Webber, 1990: 21-24. See aso
CAL/OSHA, 1998: 9)

If there are a series of interviewing positions aong a counter, and if persond information
is to be divulged by dlients, verticd partitions may be inserted to improve privacy
(Swanton and Webber, 1990: 21-24), and

Duress darms may be indalled at every counter workstation (Swanton and Webber,
1990: 21-24).

Research reports suggest that interview rooms could include the following design guiddines
(athough the applicability of these suggestions to Audtrdian hedth care settings requires
systemdtic evauation):

Two doors can be fitted to each room and saff members should st close to one of
these (OSHA, 19984)

Client access to interview and consulting rooms can be controlled (CAL/OSHA, 1998:
9)

A duress darm may be ingdled in a discreet place in each room (Nationa Security
Ingtitute, 1995: 9)

Windows made of shatterproof glass can be ingtdled so that workers are overlooked
while retaining client privacy (CAL/OSHA, 1998: 9)

Furniture should be comfortable and kept to a minimum, and yet be robust enough not
to be thrown (OSHA, 1998: 5)

Equipment can be minimised, for example, a sapler can be used as a weapon
(Mayhew, 2000a: 63-66).

Caple (2000) has described the violence prevention strategies implemented in the reception
area of a Mebourne building. These re-furbishments resulted in a Sgnificantly reduced risk
to gtaff.
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‘The solid walls of the interview rooms were modified to include sections of
glass which allowed visual contact with the outside and a greater sense of
space This addressed the perception that the totally enclosed interview rooms
were claustrophobic and uncomfortable for the staff, who felt vulnerable
when clients became angry ... Design changes to the reception waiting area
provided a view to the outside for the clients and an opportunity to have some
visual relief for both clients and staff. As an alternative form of stimulus for
clients while waiting to see consultants, a TV was also placed in the waiting
area ... The actual counter itself was redesigned to be over 1,200 mm high,
with a recessed sloping fascia to minimise the risk of clients leaping over the
counter surface. The width of the counter was also made in excess of 1,000
mm to reduce the probability of clients reaching across the counter and
striking reception staff’ (Caple, 2000: 439-440).

A quite different solution was identified in the accident and emergency department of a
hospita in The Netherlands. Here the locd risk factors were identified as. annoyance at
being kept waiting, dissatifaction with trestment, intoxication with dcohol and/or illicit
drugs, undergaffing, no smoking rules, impersona waiting areas, and smal trestment rooms.
The most effective prevention messures for this site were found to be an extra nurse on night
shift, a dlent darm, and security survelllance (Chappell and Di Martino, 2000: 94; Birman
1999). In Britain, the Nationd Hedth Service has provided guidance for the reduction of
risk in accident and emergency departments that includes both furniture and fittings design
elements as well as procedurd guiddines (NHS, 1997). This guide includes many of the
‘gtuationd crime prevention’ strategies discussed above, as wdl as some adminigtrative
controls to reduce the risks. Some specific accident and emergency room control strategies

are discussed, including for trestment areas, triage, storage areas, and plaster rooms (NHS,
1997).

1.5 Working off-site or in the community

Those who work aone, off-gte, in mobile work places, or in community settings will need
additiona security. For example, Globa Positioning Systems (GPS) can be fitted to cars as
these are less likely to have ‘black spots than are some mobile phone networks in
particular geographicad aress. GPS systems have been implemented for other mobile
workers and have been reported to be cost-effective in taxi operations, construction-linked
activities, and in other business sectors (see Hanly, 2001). To some extent, lessons may be
learnt from the ambulance sarvice as ‘Back-up systems in terms of traceability and

communications were usually much more developed than for other groups of staff’

(Bedeet d, 1999: 96). In addition, mobile phones with broad coverage are a priority.

Workers making home vigits face a range of risks and may have limited influence over the
clients they work with. Substantive research on ways to control the risks faced by home
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hedth care workers have been reported from Canada, and there are lessons for the
Audraian experience (see Barling et d, 2001; Denton et a, 2000). For example,
community health nurses can be issued with mobile phones and persond darms, and some
unions have negotiated the right to work in pairs (Denton et &, 2000: 426). Three different
studies have recommended that escorts be provided for hedth care workers likey to
encounter hodtile Situations, or working at night and in high risk neighbourhoods (Nationa
Security Indtitute, 1995: 16; Fazzone et a, 2000: 47; Denton et a, 2000: 426).

Detalled cdl-in check systems and pre-planned covert distress messages are essentia
(NHS, 2000: 4). For example, there should be careful recording of each address to be
vidited, pre-recording of times of vidts (with checks made after each one), and
predetermined interva phone-ins. Smilar drategies have been recommended for socid
workers (Bibby, 1994). However, cal-in sysems are not dways popular with Steff,
particularly if they are used to check-up on productivity (Fazzone et a, 2000: 49). The
clothing worn by the staff member should aso be appropriate. For example, low hedled and
non-dip shoes can be worn in case aquick escape is needed.

PART TWO: ADMINISTRATIVE CONTROLS IN HEALTH WORKPLACES
TO REDUCE THE RISK OF OCCUPATIONAL VIOLENCE

Since violence prevention does not exist separately to other parts of effective organisationa
planning, each CEO needs to ensure that al workplace policies complement each other and
that the violence prevention policy and dtrategy is integrated with the overdl srategic plan.
There are, however, a number of essentia administrative steps that need to be taken to
establish a comprehendve violent prevention Strategy.

2.1  Zero tolerance policy and risk control strategies

The firgt gtep in any comprehensive violence prevention strategy is suggested to be a clear
gatement from the CEQO, or related policy, that identifies commitment to zero tolerance of
violence, or related principles (Keith, 2000: 10). Enforcement of this zero tolerance policy
(or amilar principle) is essentid, and pendties have to be seen to be gpplied to al forms of
violence from dl types of perpetrators (Wilkinson, 2001: 156; Long Idand Codlition, 1996:
17). It has dso been recommended that a violence prevention policy should define
acceptable behaviours and state the consequences of violation (Wolf, 1998: 59).

Any zero tolerance policy ought to be supported by detailed risk identification, assessment
and control procedures that design out the violence risks in hedth workplaces asfar asis
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possble (Estreich, 1999: 11; Greaves, 1994: 231). The strategies and procedures need to
be written down in some detall, including, for example, risk minimisation procedures for
employees working late a night (Long Idand Codlition, 1996: 23). Examples of the detailed
minutiae that can be included in draft policies and procedures have been provided
elsawhere (see Long Idand Coadlition, 1996; Mayhew, 20008). United States authorities
aso argue that risk control strategies must include ‘universal precautions so that new steff,
casuds and changeover shift daff are warned of potentidly violent clients and Stuations
(CAL/OSHA, 1998: 11; Reich and Dear, 1996: 399-415). Nevertheless, drategies that
assd the development of an organisation culture within which violence is minimised is an
areawhich may need to be further researched.

In their occupationd violence risk management guides, violence prevention experts in
Ausdrdia, the United Kingdom, and the United States have recommended a range of steps
that can be developed in violence prevention strategies:

Establishment of violence prevention and emergency response teams (Centrelink, 2000:
14; Coffey and Hanley, 2000; Standing and Nicolini, 1997: 50, 56-57; Capozzoli and
McVey, 1996: 113-116; Long Idand Codition, 1996: 18-26; Simonowitz, 1996: 283-
287)

Regular violence vulnerability audits (also known as risk assessments) (Centreink,
2000: 14; Coffey and Hanley, 2000; Estreich, 1999: 10; Standing and Nicolini, 1997:
50,56-57; Long Idand Codition, 1996: 18-26; Simonowitz, 1996:. 283-287,
Cembrowicz and Ritter, 1994: 18)

Worksite security andys's, including control of access and egress to premises (Schneld,
1998: 24; Long Idand Codition, 1996 18-26; Reich and Dear, 1996: 403-409;
Simonowitz, 1996: 283-287)

Correction of al unsafe Sites and work processes eg. locks, lighting, aarms, CCTV, or
the provison of mobile phones if working done (Peek-Asa et a, 2001: 146; Centrelink,
2000: 14; CAL/OSHA, 1998; Long Idand Caodition, 1996: 18-26; Reich and Dear,
1996: 403-409; Simonowitz, 1996: 283-287)

Investigation and assessment of al threats (Peek-Asa et d, 2001: 146; Centrelink,
2000: 14; Schneid, 1998: 24; Standing and Nicolini, 1997: 50, 56-57; Reich and Dear,
1996: 403-409)

A system to communicate with workers (Peek-Asa et d, 2001: 146; Centrelink, 2000:

14; Standing and Nicolini, 1997: 50, 56-57; Capozzoli and McVey, 1996: 113-116;
Long Idand Codition, 1996: 18-26; Nationd Security Indtitute, 1995: 5, 10)

Increased security awareness with training of al employees, supervisors and managers
(Peek-Asa et d, 2001: 146; Coffey and Hanley, 2000; Estreich, 1999: 10; Reich and
Dear, 1996: 403-409; Simonowitz, 1996: 283-287; Cembrowicz and Ritter, 1994: 18)

Security personnd in high-risk areas (CAL/OSHA, 1998)
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Development of relaionships with other key agencies eg police, including reviews of
premises by crime prevention officers (Centrelink, 2000: 14, CAL/OSHA, 1998;
Schneid, 1998: 24; Capozzoli and McVey, 1996: 113-116; Reich and Dear, 1996:
403-409; Cembrowicz and Ritter, 1994: 18)

Updated restraint policy and guiddines for violent patients (CAL/OSHA, 1998; Reich
and Dear, 1996: 403-409)

Clear indructions to patients and their relatives/friends who are aggressive to staff
(Reich and Dear, 1996: 403-409); and

Maintenance testing of security measures (Reich and Dear, 1996. 403-409; National
Security Indtitute, 1995: 5, 10).

If the risks cannot be eiminated, then the organisation of work can be reconfigured to
minimise the risks, for example, two saff members can be rostered to work together
(Mayhew, 2000a; Chappell and Di Martino, 2000; WCBBC, 1995: 4; Flannery e d,
1994: 29; Lamplugh 1994: 6-7; Seger 1993).

2.2 Violence audits / risk assessment

There should be regular objective assessments of the probability of violent incidents,
identification of factors that contribute to the risks, and evauation of exising violence
control measures (WorkSafe Western Audtrdia 1999; Greaves, 1994: 233). Wishful
thinking (*it can’t happen with these dients’) should be avoided.

‘An audit should look not only at what is done, but also how things are done;
it is here where problems often arise... An audit will raise both awareness and
expectations among employees, and it is therefore important that action on its
findings does in fact follow' (Bibby, 1995: 40).

During the audit, the whole worksite should be inspected methodicaly. The team may
include senior management, operations, security, OHS, legal and outside ‘experts when
appropriate (Reich and Dear, 1996: 404). Idedly, loca crime prevention police officers
with expertise in violence prevention will participate in some shopfloor audits. Checklists
may be used to rank risk components (g. building features, type of client), and assess
whether the risk factors have been reduced or diminated to the maximum extent feasble.
Conditions that put workers at risk may include: doors that are propped open for fresh air,
or poorly lit outdoors aeas favoured by smokers (Simonowitz et a, 1997: 312). Some
draft checklists have been developed that can assst with the audit process in hedth
workgtes, dthough these should be modified for specific dtes (CAL/OSHA, 1995;
Mayhew, 2000a, 2000b). The violence vulnerahility audit may aso include local community
violence data as part of the risk assessment process. Loca police may be able to assist with
this information, as well as providing warnings about patterns of ‘hold-ups in a given area
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(Smonowitz et d, 1997. 312). After concluson of the audit, the findings can be
benchmarked againgt previous violence audits and eval uated.

‘... a series of questions [can be asked] about where, when, and how the
worker performs the job. The review helps to identify hazards such as
insufficient lighting in the parking lot, exit doors that permit easy entry into a
facility, transaction areas that fail to provide sufficient protection from the
public, or a predictable time and location that large amounts of money are
transacted’ (Cabral, 1996: 305).

A verbal audit may aso be conducted at regular intervalsto find out if violent incidents are
not being reported for fear of victimisation or because it may reflect badly on victims. It is
important that independent and trusted people do this verba stocktake, for example union
representatives or OHS committee members. Verba audits may identify what redly
happens, as opposed to officid written records. Maintenance of anonymity is essentid.
Employers can aso assess whether journeys to or from work are safe for staff working
afternoon and night shifts, and adopt procedures to reduce the risks, for example, car park
security can be improved.

In sum, regular systematic violence audits/risk assessments provide a basdline for violence
prevention planning (TUC, 1999: 3).

2.3 Data collection and examination

A core requirement in risk assessment is access to good data on which to base decisons.
Unfortunately, occupationd violence recording sysems are often subject to a number of
weaknesses. For example, databases tend to be poor a recording psychological sequelae;
their sengtivity depends on the definition of violence used; under-reporting is very common;
and they tend not to include successful intervention strategies (Mayhew and Chappell,
2001; Wynne et a, 1996: 45). However if data systems are supplemented by intermittent
anonymous surveys, the risk identification and control process is likely to be far more
effective.

‘... records also need to include a description of the environment, location or
any contributing factors, corrective measures identified, including building
design, or other measures needed’ (CAL/OSHA, 1998: 18).

It isimportant that all violent incidents be recorded and examined, including threeats, bullying
from other workers, ‘near miss events, workers compensation claims, property damage
insurance clams, as well as security incidents (National Security Indtitute, 1995: 7). Pest
incident records need to be grouped, andysed, and the patterns identified. These can be
Separated into:
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Severity categories (mgor, minor, and near miss events)
Incidence in particular unit/task categories (Mayhew, 2000a)

Client perpetrator characteristics (for example, medica condition, history of aggression,
and type of service being provided) (Greaves, 1994: 239)

Possible causes/contributing factors, for example, delays in service provison (Mayhew,
2000a)

Location categories (for example, home visit, accident and emergency, geriatric ward)
(Reich and Dear, 1996: 405-406)

Other risk factors such as time of day/night (National Security Indtitute, 1995: 7;
Greaves, 1994: 239); and

Identified persons affected, for example, numbers etc.

If high-risk times, clients, or places are identified, interventions can be targeted tightly. For
example, a recent Audrdian study reported that the firgt five days after admisson to an
acute psychiatric care setting was a high risk period for aggresson (Delaney et d, 2001).
Quite different patterns may be identified in acute surgical wards, among clients with
different conditions, or in particular geographica locdities.

2.4  High-risk clients and staffing ratios

Regular objective assessment of client/staff interactions may disclose features that increase
levels of anxiety and contribute to violence risks (Warshaw and Messite, 1996: 1003). For
example, a high-risk gStuation that has been identified in the US is when members of
opposing street gangs ae trested simultaneoudy in accident and emergency rooms
(Smonowitz et d, 1997: 308). If such gtuations arise in Audrdian hedth care gStes
immediate changes in Saffing levels may be essentid to control therisks.

‘Changing work practices to limit dissatisfaction from clients is also extremely
important. The most influential factors for reducing client aggression are
speedy and efficient service, which can be stimulated by various strategies
such as staff rotation for particularly demanding jobs, rostering more staff at
peak periods, designing how staff move between different working areas,
tailoring client flow systems to suit needs and resources, and keeping waiting
timesto a minimum ... (Chappell and Di Martino, 2000: 116-117).

If gaff numbers are limited, control of escaating aggresson may be more difficult. For
example, gaff may have to see known high-risk clients alone, rather than two employees
being present during the ddlivery of services. In such cases, the most gppropriate prevention
drategy may be to review daffing levels and service ddivery patterns. In a workplace
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where the prevention of violence has been prioritised, there can be sufficient flexibility in
daffing levelsto adjust numbersin higher-risk situations (Greaves, 1994: 239).

‘Saffing of units where aggressive behavior may be expected should be such
that there is always an adequate, safe staff/patient ratio. The provision of
reserve or emergency teams should be utilized to prevent staff members from
being left with inadequate staff’ (Nationd Security Ingtitute, 1995: 11).

Clear messages must be given to clients about non-violence, and at times the zero tolerance
or related policy will need to be enforced, including among clients and their visitors who are
affected by acohol and/or drugs. One recommendation from WorkCover New South
Waesistha on admisson a‘code of behaviour’ is made clear to al patients. This code can
include curfew, vigtors, drug and acohol use, security and general conduct expectations
(WorkCover New South Wales 1996: 7). Warnings to aggressive clients about the
possibility of charges being laid may need to be repeated.

Access to some specific areas may need to be rediricted to staff members. Therefore the
compulsory wearing of identification badges with up-to-date photographs should link in with
an overd| violence prevention grategy (CAL/OSHA, 1998: 14; Schneid, 1998: 33). The
adminigrative procedures may aso require compliance with a Sgn-in pass sysem (eg in
paediatric wards), establishment of a list of ‘redtricted’ vigtors which is held at reception
and security checkpoints, control of access to pharmacy facilities, and discouragement of
daff carrying items that can be used as wegpons agangt them (OSHA, 19983).
Adminidrative controls may dso ensure ‘float’” gaff, new personnd, and changeover shifts
are pre-warned of potentidly violent activities and behaviours amongst clients and/or their
vidtors. In sum, violence prevention is idedly integrated into overdl human resource

management planning.

2.5 Violence threat response team

A detalled plan for emergencies should be developed and include immediate assistance to
daff at risk, security measures, evacuation routes, emergency notification numbers, chain of
command with ddineasted responghilities, methods of communicetion, dSte security,
evacuation darms, and people available for criss debriefing (Schneid, 1998: 27; Reich and
Dear, 1996: 402).

‘It is necessary to establish on-call teams, reserve or emergency teams of staff
who may provide services in hospitals such as, responding to emergencies,
transportation or escort services ... (CAL/OSHA, 1998: 11).
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2.6 Information to staff

There is arange of information that may be provided about occupationd violence. Firg, the
organisationa policy and Strategies need to be publicised to raise awareness, and provide
concise information on the prevention of violence. Disseminated guidelines can identify ‘best
practice and involve a range of related agencies in their development and didtribution
(Wynne et d, 1996: 41). For example, in the United Kingdom, UNISON has developed a
modd agreement on tackling violence in the hedth syslem which spells out Srategies to
control the risks (UNISON, 1996; Chappell and Di Martino, 2000: 100-101). Regular
reminders about violence prevention srategies can aso be published at accessible places.
For example, those reminders can be attached to pay dips, or placed on notice boards in
wards and in canteen areas. Strategies may be developed to ensure those who are on-dte
for only a short period of time (eg. casuas) are aware of violence protocols. Information
may aso be provided to employees about what they can do if they have concerns, that
identifies communication channds, and which warns gaff about prior incident patterns
(Wilkinson, 2001: 157).

2.7 Training

Regular training and re-training is an essentid component in any comprehensive violence
reduction dtrategy. It has been recommended that Saff training should am to rase
awareness about the risks of violence, enhance violence prevention knowledge (eg
CPTED), increase recognition of early warning sgns of aggressve behaviour, and to
improve the aggression diffuson skills of workers (Wilkinson, 2001: 158; Wiener, 1999:
245; Hannery et a, 1994: 29). ‘ Every worker and manager should be prepared to react
appropriately in a crisis (Cabral, 1996: 306). Skilling up of the workforce to focus on
prevention rather than reactive approachesis of core importance.

‘Training in risk management should aim to make full risk assessment, using
all relevant evidence, a routine part of clinical practice for all “front-line”
staff — those in contact with high-risk patients at high-risk times, including
both community and ward staff’ (Appleby, 2000: 8).

Essentid components recommended for incluson in training programs include ‘universa
precautions againg violence, the violence response action plan, diffuson and control of
escalating aggressve behaviour, risk factors, legd rights, respectful trestment of clients in
difficult Stuations, sengtivity to multiculturd diversty, progressve behaviour control
methods, the organisational violence dsrategy, and appropriate behaviour to other
employees who may be aggressve (Mayhew, 2000a: 71-72; OSHA, 1998a: 7; Flannery,
1996: 63; Reich and Dear, 1996: 411; Simonowitz, 1996: 288, 313; Cembrowicz and
Ritter, 1994: 22-39). Hands-on training with the on-sSite security hardware should aso be
provided (Long Idand Codition, 1996: 25). Staff can be encouraged to contribute to the
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design and content of violence training programs, and follow-up evauation and feedback is
essential (Whitaker, 1999: 455; Cabral, 1996: 313; Reich and Dear, 1996: 403).

Verbal and non-verbd skills enhancement are probably essential components. The concept
of de-escdation — otherwise known as defusion or ‘talkdown’ — refers to a set of verba
and non-verbal responses which may reduce the risk of violence (Paterson et d, 1997).
These ‘talkdown’ skills can be practised by al health workers so that they learn to respond
to client aggressveness by being quietly assartive, can express facts camly and quietly,
avoid expressing strong opinions, and are aware of how to take firm appropriate action.
The warning signs of aggression and violence have been well documented esewhere and
will not be re-visted here (See Chappell and Di Martino, 2000; Mayhew, 2000a). It is
aufficient to note that any training program should include role plays to ensure dtaff fed
competent to ded with intimidating behaviour (USOPM, 1998. 17-20). A detaled
discussion of hedth care workers training needs has been provided by Bibby (1995: 124-
128), while the particular training needs of community workers have been addressed by
Bedeet d (1999).

Security officers dso need to be trained and informed about Ste-specific risks and
appropriate responses (Warshaw and Messite, 1996: 1004). For example, the transfer of a
hostile or agitated client (or one who has relatives, friends or enemies who pose a security
rsk) is a high-risk task and a security presence may be a useful deterrent (CAL/OSHA,
1998: 14).

‘Security guards trained in principles of human behavior and aggression ...
reduces the threatening or aggressive behavior demonstrated by patients,
relatives, friends, or those seeking drugs’ (CAL/OSHA, 1998: 14).

Nightshift, rotating shiftwork, tasks requiring intense concentration, unremitting intendve
work, and unpredictable workloads can dl lead to fatigue and a diminished ability to
recognise and identify early warning signs of impending violence. Workers experiencing
such conditions may aso fail to cope competently with a violent stuation (Greaves, 1994:
239). Staff need to be informed about these basic biologica factors which can affect their
performance and increase the risk.

Findly, it is important to caution that using training as the primary violence prevention
drategy is unlikely to lead to successful outcomes. One recent study even found that :
‘Training in violence prevention also was not correlated with a lower risk for assault’
(Little, 1999: 27). Traning can only be redly ussful in reducing the risks of occupationd
violence if it is embedded in a management structure which has addressed prevention
comprehensvely, and if sufficient and appropriate resources have been provided
(CAL/OSHA, 1998: 5; Cembrowicz and Ritter, 1994: 21). Further, if violence prevention
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training is redtricted to specific sections of the workforce, untrained workers in other units
may be exposed to a heightened risk of violence.

2.8 Legal remedies

The crimind law has been seen hidoricaly as a primary bulwark against overt acts of
violence. More recently some member states of the European Community have passed
legidation which seeks to produce a much broader gpproach, including providing protection
from harassment and related ‘improper conduct’ (see European Parliament, 2001; Chappell
and Di Martino, 2000: 86, 93-94). The Netherlands and Sweden have introduced
legidation thet relates specificaly to violence a work, while Belgium has legidated againgt
harassment. Irdand, the UK, Denmark, France and Finland have dl incorporated violence
within obligations imposed under their OHS legd frameworks, as wel as under the
respective crimina codes (Wynne et a, 1996: 6, 25-26). However, crimind provisons are
less able to ded effectivedy with, let aone prevert, more subtle forms of violence such as
covert bullying from other staff members, or velled threets from clients.

In Audrdia, the OHS authorities have not embraced an explicit legidative approach to
managing occupationd violence. Only in Western Audrdia has a Code of Practice been
passed, dthough a comprehensive code is under development in Victoria. Barron (2000)
has dso produced guidance for individud victims of occupationa violence through the
assigtance of the Victorian WorkCover Authority. Most of the State and Territory OHS
authorities rely on provisons to provide a safe workste and a safe process of conducting
work as enshrined within the ‘duty of care’ in each OHS Act. Common law ‘duty of care
provisons dso provide victims of violence with an avenue for redress. Other forms of
redress include a recently enacted Northern Territory Public Order and Anti-Socid
Conduct Act (2001). This new law alows police grester powers if an officer ‘has a
reasonable apprehension that a person has engaged in, is engaging in or is about to
engage in anti-social conduct’ in or near apublic place, including aworkplace (July 2001
5). Apprehended Violence Orders (AVO's) may aso be considered for clients who have
threatened Staff repeatedly.

2.9 Post-incident support

Post-incident support is important as victims are usudly thrown off-balance by these
abnormal violent events and are at risk of physica and emotiond illness (Wykes 1994: 5).
Sensitive and appropriate post-incident support may reduce the impact (Cook et a, 1999;
Paterson et a, 1999; Raphad, 1991). Any person with an injury or adverse symptom
following exposure to violence should be encouraged to consult a physician of hisher
choice, or be referred to an Employee Assistance Program or other supports (WCBBC,
1995: 6). If the victim is unable to perform his’her former duties as aresult of the incident(s),
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a change of duties/location should be arranged if at dl possible, without prejudice to future
prospects. In some countries, ‘Assaulted Staff Action Programs (ASAP) have been
implemented which involve trauma-crigs counsdling or critica incident debriefing and
follow-up ectivities (Hod et d, 2001: 59). However, overdl, the evduation data are
equivocd. In one recent study it was reported that the implementation of an ASAP team
resulted in a sharp decline in leves of assault. This unexpected decline in violence on hedlth
care Stes was reported to be due to the associated risk management strategies which
aerted workers to early warning sgns of violence (Hannery, 2000: 231). Nevertheess,
irrespective of how competent, comprehensive and effective post-event support provisons
are, prevention of occupationd violenceis preferred.

2.10 Evaluation

Findly, any violence prevention srategies introduced in a workplace need to be subjected
to independent evauation. Did the drategies work? If not, the search for new preventive
interventions can begin — and these too need to be evaluated. The evauation process may
include a review of findings from violence audits, assessment of the available violence data
reporting system, andysis of saff verba reports, scrutiny of minutes from OHS and security
mesetings, analysis of trends, and objective assessment of new interventions aimed a the
reduction of occupationa violence (OSHA, 1998a: 8; Reich and Dear, 1996: 413; Nationd
Security Inditute, 1995: 20). It isimportant that these evaluations are systematic and cover
facilities, fittings, work processes, adminidrative procedures, daffing, traning, and
resourcing.

There is a particular need for more systematic research to assess the effectiveness of
violence prevention drategies at heath workplaces. This research should address the
vaiable risks on different hedth dtes, evduate the effectiveness of a range of violence
prevention grategies among various groups of hedth workers, and assess the implications of
violence on the workforce.

3. CONCLUSION

In this paper we have contended that a multi-faceted and organisation-wide approach
has to be adopted in the prevention of occupationa violence on health care facilities. We
have dso argued that the well-known OHS *hierarchy of control’ gpproach to managing
hazards is conggtent with the criminological congruct of ‘Stuationd crime prevention’. As
with other OHS problems, the risk identification, assessment, and control process has been
found to be an effective preventive Strategy, aswell as being alegd requirement under OHS
statutes.
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The highest priority may be given to interventions that ‘design out’ the risks through utilisng
‘dtuationd crime prevention’ principles. While in the short-term ‘Stuiond crime
prevention’ interventions may gppear codtly, in the longer term such dtrategies may well be
far chegper and have much greater preventive benefits. Any comprehensve violence
prevention strategy aso requires a range of organisationd and adminidrative eements to
help control the risks of occupationd violence. These organisational dements include an
explicit commitment to a violence-free environment, afar-reaching risk identification process
that incorporates regular violence audits, comprehensive violence reporting systems, formal
identification of high-risk dlients and Stuations, the introduction of appropriate interventions
accompanied by formal evauation procedures, post-incident supports, and an effective
regulatory underpinning. Thus the prevention of occupationd violence requires the
implementation of multi-faceted strategies that are tailored to Site-gpecific risks.

Forma and systematic evauation of these interventions is essentid, with atention being
paid to reduction of the risks at particular hedlth care sites and among specific groups of *at
rnsk’ hedth workers Such evauaions should review the effectiveness of both the
‘dtuationa crime prevention’ interventions and the adminigtrative control srategies; both of
which are essentid components in any comprehendgve violence prevention strategy.
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