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ABSTRACT

Title: Workplace violence as experienced by nursing personnel in a private hospital
in the Durban Metropolitan Area.

Aim: The purpose of this study was to explore and describe the experiences of hospital
workplace violence on nursing personnel currently employed in a specific context (an
operating theatre) in a private hospital in the Durban Metropolitan Area (DMA). |
Methodology: The broad paradigm of this research study is located in the qualitative
rescarch field. The researcher specifically used an interpretative phenomenological
approach (IPA) following the guidelines of Smith, Jarman and Osbome (1999). IPA was
used because the researcher was interested in identifying, describing and understanding
the subjective expenence of individual nurses in respect of their cognitive interpretations
and subjective experiences of nursing workplace violence; and because the researcher
intended to make sense of the participants’ world through a process of interpretative
activity. A focus group and two thematically semi-structured interviews were conducted
with each subsequent participant by the researcher. A total of eight participants took part
in the study, five were interviewed separately and eleven interviews were done. The TPA
as suggested by Smith et al. (1999) was used to identify the connections and themes in
respect of shared meanings and references and /or in respect of hierarchical relationships
in each transcript. Themes that were found to be common were grouped together i.e.
clustered by the researcher. The researcher then derived a master list of superordinate

themes and sub-themes from the clusters of themes.
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Findings: The participants’ lived experiences of workplace violence in the operating
theatre indicated that workplace violence had impacted and was impacting on their
everyday work experience. A range of workplace violence experiences as precipitated
and perpetuated by doctors, fellow nurses and hospital management was noted. These
included verbal abuse, bullying, intimidation, process violence, physical assault and
sexual harassment. Differences between the types of workplace violence perpetrated by
doctors, nurses and hospital management were found. The participants articulated a range
of subjective meanings and explanations for their colleagues’ behaviours (intrapersonal,
interpersonal and institutional) - all of which were found to have impacted on their
psychological wellbeing. A variety of defense mechanisms and coping strategies were
identified and discussed. -

ia
Conclusion: Following McKoy and Smith (2001), the researcher identified a number of
factors that made the nursing workplace and/or the healthcare environment more
susceptible to the occurrence of workplace violence, e.g. low staffing, a reduction in
trained staff, and the profit-motives of private hospitals in the healthcare industry
(managed healthcare). These were found to have impacted on each of the participants in
this study in respect of their experiences of workplace violence. In sum, the study has
provided a clear, department specific picture about the experiences of theatre nurses in

respect of workplace violence. A number of interventions to facilitate and retain the

services of theatre nurses in the operating theatre have been suggested.
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CHAPTER ONE: INTRODUCTION

1.1 Background to the study

A recent interpretative phenomenological study by King (2005a) identified and
documented a variety of hospital workplace experiences that had contributed to the
resignation of registered nurses in the Durban Metropolitan Area (DMA). The experience
of workplace violence was found to be common to thé majority of participants in the
study. The episodes of workplace violence ranged from verbal abuse and rudeness, to

malicious gossiping, intimidation and physical assault.

The most frequent sources of verbal abuse and assault experienced by the participants in
the above study were from patients and their relatives at both public and private

institutions (King, 2005), followed by verbal abuse and rudeness at the hands of doctors
in private hospitals, and from senior nursing colleagues at both public and private health

care institutions.

In a meta — analysis and review of current literature pertaining to violence in the nursing
workplace in the United States, Canada, Sweden, Britain and Australia, Jackson, Clare
and Mannix (2002) note that workplace violence may be regarded as encompassing
incidents of physical aggression and assault, harassment, sexual harassment, bullying,
and intimidation. They further describe workplace violence as being inclusive of the

following: rudeness, verbal abuse, humiliation and denial of opportunities.



Jackson et al. (2002) argue that organisations have a central role in the perpetuation of
workplace violence in that they perpetuate existing cultures of oppression by not having
clear policies for dealing with incidents of workplace violence and through decisions that
contribute towards increasing their personnel’s exposure to workplace violence. King
(2005a) notes that the nurses who had experienced workplace violence in her study, e.g.
incidences of intimidation, bullying, verbal abuse and assault, regarded it as part of the
job, had tried to ignore it in the hope that things would just get better and did not know
how to go about remediating their respective situations withcout having to resort to

resigning from their posts.

Given that the nursing profession in South Africa is cur_rently experiencing an ongoing
shortagé of nursing personnel, and that the shortage of nursing personnel has been
exacerbated by substantial losses of nursing personnel due to either internal migration,
(movement of health care personnel across sectors or out of the health care professions),
or to external migration { movement of health care professionals to international
destinations) (Geyer, 2004), it is crucial that negative hospital workplace experiences
that have been identified as having contributed to the resignation of nursing personnel are
explored and remedied so that retention of the remaining nurses may be enhanced. This
may be done, for example, by improving their working conditions and interpersonal

relations.

King (2005a) argues that sub-optimal and negative hospital workplace experiences, e.g.

the experience of workplace violence, has precipitated the exodus of nursing personnel



from the nursing profession. King {2005a) and Geyer (2004) further note that the
shortage of nursing personnel directly impacts on the quality and amount of nursing care
available to patients in the health care system, and further places a burden on the
remaining nursing workforce. King (2005a) argues that having a clear localized picture
about the hospital workplace experiences of nursing persdnnel facilitates the development
of interventions to retain the services of nursing personnel. This provides the background
against which this study is set. Given that nursing personhel work in a variety of contexts
each with their own unique workplace dynamic and stressors, the researcher intends to
delimit the field of study with regard to the phenomenon of workplace violence and to

study the phenomenon in a specific context (see below).

1.2 Problem statement

King (20052a) documents that sub-optimal, negative hospital workplace experiences have
contributed to the resignation of registered nurses (nursing personnel) in the DMA, and
cites the experiences of nursing personnel with regard to workplace violence as being
significant in this regard. While exposure to and experiences of workplace violence may
have precipitated the resignation of certain nursing personnel in King’s (2005a) study,
what is not known are the subjective experiences of the remaining nursing personnel with
regard to workplace violence, i.e. the experiences of those who have either experienced
or who have observed (witnessed) incideﬁts of workplace violence and who have not

resigned.



1.3 Purpose of the study

The purpose of this study is to explore and describe the experiences of hospital workplace

violence on nursing personnel currently employed in a specific context, an operating

theatre in a private hospital in the DMA.

1.4 Research objectives

14.1

14.2

1.4.3

To explore the workplace violence experiences of operating theatre nursing
personnel.

To explore the subjective meanings of workplace violence as made by operating
theatre nursing personnel.

To explore possible measures of intervention and remediation in respect of
containing and managing workplace violence in the operating theatre. These
interventions are from suggestions by the participants and from the interpretation

of the participants’ subjective experiences by the researcher.

1.5 Research questions

1.5.1

1.5.2

1.5.3
1.54

1.5.5

What are the direct (personally experienced) and indirect (witnessed) experiences
of operating theatre nursing personnel in respect of workplace violence?

What meanings are given by operating theatre nursing personnel to experiences
of workplace violence?

How do operating theatre nursing personnel understand workplace violence?
How do operating theatre nursing personnel manage experiences of workplace
violence? |

How could workplace violence in the operating theatre be effectively contained

and managed?



1.6 Significance of the study

The primary contribution of this study relates to the creation of localized awareness at
middle and senior hospital management level of the hospital workplace experiences of
nursing personnel with particular reference to the experience of workplace violence. In
the South African context, there is little department. specific literature that discusses the
effects of workplace violence. The researcher posits that having a clear department
specific picture about the hospital workplace experience of nursing personnel, e.g. in
respect of experiences of workplace violence, will facilitate the development of
interventions to retain the services of nursing personnel. It is envisaged that the solutions
and recommendations as derived from suggestions by the participants and from the
researcher’s interpretation of their subjective experiences will further aid the
development of these interventions. In sum the researcher, with Geyer (2004), argues that
if the retention of nursing personnel is improved, then the quality and quantity of nursing

care available to the patient population will be improved.

1.7 Operational definitions

Nursing personnel: registered nurses who have graduated with a recognized degree, or
diploma in nursing, and who are registered with the South African Nursing Council as

registered nurses.

Workplace: for the purposes of this study the term ‘workplace’ refers to the private
hospital setting and to the operating theatre setting in particular. The focus on the hospital
environment was chosen because hospitals are the largest employers of nursing
personnel, and the theatre setting was chosen because it is a recognized high stress

environment for nursing personnel (Jackson et al., 2002).



Workplace experience: in this study ‘workplace experience’ refers to both the material
and non-material aspects of being an employee within an organisation, e.g. the
experience of the nurse in respect of the organisational climate in respect of his or her
physical working conditions, supervisory and professional support received, and the

psychosocial climate in which the nurse operates.

1.8 Conclusion

In this chapter it was noted that the experience of workplace violence had been identified
as a precipitant to the resignation of nursing personnel in the DMA in a previous study by
King (2005a). What was not known were the subjective experiences of the remaining
nursing personnel with regard to workplace violence, i.e. the experiences of those who
have either experienced or who have observed (witnessed) incidents of workplace
violence and who have not resigned. Given that a shortage of nursing personnel directly
impacts on the quality and amount of nursing care available to patients and further places
a burden on the remaining nursing workforce, it was noted that having a clear department
specific picture about the experiences of nursing personnel in respect of workplace
violence would facilitate the development of interventions to retain the services of
nursing personnel, and ergo improve the quality of nursing services. The study focuses on
a specific context - an operating theatre in a private hospital in the DMA. The dynamics
for this selection and the difficulties defining workplace violence are explored in greater

detail in the literature review below,



CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

This chapter discusses nursing workplace violence literature as reviewed by the
researcher. Definitional disputes surrounding the concept of workplace vielence are
examined followed by a discussion pertaining to the psychological sequelae of nursing
workplace violence. South African workplace violence specificities, under-reporting,
financial implications and strategies to prevent and manage workplace violence in
healthcare settings are examined, and the limits of interventions with regard to workplace
violence are discussed. The chapter concludes with a typology and examination of the

legal aspects of workplace violence.

2.2 Definitional disputes

In a meta — analysis and review of current literature pertaining to violence in the nursing
workplace in the United States, Canada, Sweden, Britain and Australia - Jackson, Clare
and Mannix (2002) argue that workplace violence is a major factor affecting the
recruitment and retention of nursing staff and that violence against nurses is a significant
problem in the nursing workplace internationally. The paper published by Jackson et al.
(2002) sought to: explore what was known about nursing workplace violence in the
above countries, to present possible solutions, make recommendations for further
research and further proposed a number of recommendations to remediate situations in

which nursing workplace violence occurred.



Jackson et al. (2002) posit that incidents of nursing workplace violence are under
reported in the developed world and cite a study conducted by Erickson and Williams-
Evans in which seven incidents of workplace viclence out of an observed 686 incidents
were reported in support of this argument. Notwithstanding the under reporting of these
incidents, Jackson et al. (2002) argue that their determining of the exact extent and nature
of the problem of workplace violence was further complicated by the fact that few studies
used observational methods to explore the phenomenon, and that most of the studies
reviewed used ‘self report’ retrospective survey methods. The use of these methods was
considered to be problematic because the studies relied on the participants’ recall of lived
events and wére tﬁus affected by subjectivity and ‘vagaries of memory” (Jackson et al.,

2002).

Notwithstanding the above, workplace violence was described as encompassing incidents
of physical aggression (e.g. assault), harassment (e.g. by means of property damage,
stalking, telephone harassment), sexual harassment, bullying, intimidation, rudeness,
verbal harassment (e.g. use of abusive and /or aggressive language, the use of obscenities
and offensive language, distasteful jokes, insults, gossip and speculation), written
harassment (e.g. through letters and email), humiliation, denial of opportunities, the use
of unjustifiable excessive supervision, unjustifiable over-ruling of the individual’s
authority, the setting of impossible targets, changing objectives or guidelines without
consultation and the reporting of an individual to a supervisor without justification
(Jackson et al., 2002; Lehane, 2005). While the contexts in which the above occurred

were predominantly linked to specific clinical areas, e.g. accident and emergency units



and psychiatric units (well known areas in which nursing personnel experience high
levels of occupational stress and violence), Jackson et al. (2002) note that “there 1s

increasing evidence that general wards are equally as hazardous” (p. 14).

While a proportion of workplace violence was attributed to patients, relatives and friends
of patients, a significant source of workplace violence was found to be that perpetuated
by doctors and by fellow nurses (Jackson et al., 2002). In this regard, Taylor (1999), as
cited in Jackson et al. (2002), noted that bullying is a particular form of workplace
harassment that is a recognised occupational stressor for nurses. In the United Kingdom,
Lehane (2005), in an article on bullying in the nursing workplace specifically defined
bullying as “unwanted behaviour based on the unwarranted use of authority or power” (p.
28) and Jackson et al. (2002), in commenting on bullying in the nursing workplace in the
developed world, noted that line managers were evidenced as repeatedly being prone to
bullying subordinate staff. This was evidenced through,

“excessive verbal abuse and criticism, intimidation, threats, ridicule (in front of
spectators), making excessive and impossible demands, withholding information,
inequitable rostering practices, rumour mongering, blocking opportunities for
promotion or training, removing responsibility, and misuse of power to incite others to
marginalise or exclude the victim” (Jackson et al., 2002, p.15).

Lehane (2005) noted that the persistent bullying of an individual not only gradually
eroded their self confidence but further resulted in the individual experiencing physical
symptoms such as stomach complaints, ulcers, an inability to concentrate, headaches, and
tearfulness. Lehane (2005) further noted that bullying had the potential to exacerbate any

health conditions that might already be present in the individual, e.g. insomnia and

depression.



Lehane’s (2005) views are further augmented by the arguments put forward by Gerrit
Van Wyk (2003) in a South African study on trauma in the workplace. Van Wyk (2003)
divides workplace violence and trauma into critical incident trauma (e.g. rape, hijacking,
fire and armed robbery) and process trauma (e.g. workplace incidents that break down
self esteem and confidence). He argues that process trauma is not necessarily caused by
an isolated event and that often the long drawn out nature of such workplace trauma is
also traumatic for the individual’s concerned. He notes that while process trauma does
not usually lead to the formation of a post traumatic stress disorder as with critical
incident trauma, it is the “cause of adjustment disorder and other conditions like anxiety
states and depression, conditions that can be highly incapacitating” (p. 11). Van Wyk
(2003) notes that workplace violence has its own dynamics which may lead to a belief
about a loss of safety in the workplace, and which may further give rise to issues of anger
and blame as employees now search for the reasons and causes for the incident of
workplace violence in their workplace. The researcher argues that this is particularly the
case in South Africa where the health system has been undergoing transformation since
1994, Transformation in terms of a more equitable redistribution of health care resources
and personnel has added racial tension to the workplace, and allegations of racism (the
‘race card’) are often called upon to explain negative workplace incidents. King (2005a)

similarly found allegations of racism used to explain certain colleagues’ behaviours,

In addition to collegial acts of violence and aggression, Jackson et al. (2002) have further

argued that violence in nursing does not occur in isolation, and that organisations have a

central role in the perpetuation of workplace violence. Workplace environments

10



perpetuate existing cultures of oppression by not having clear policies to deal with
incidents of workplace violence, and through managerial budgeting and staffing decisions
that contribute towards sub-optimal working conditions that in turn increase their nursing
personnel’s exposure to workplace violence, €.g. in situations where hospitals are short
staffed and where personnel are expected to work with increased workloads (Nabb, 2000
as cited by Jackson et al., 2002) as in both the public and private health care systems in

South Africa.

2.3 Psychological sequelae and support

With reference to the findings of Jackson et al. (2002), the effects of workplace violence
on nursing personnel in developed contexts evidence that in addition to having to deal
with poor interpersonal relationships with colleagues, nursing personnel suffer the effects
of post traumatic stress, e.g. anxiety, insomnia, and impaired concentration. These effects
impact on their work performance and on patient care (Jackson et al., 2002). Additional
research from South Africa has evidenced that the above findings correlate with increased
incidences of absenteeism, sick leave, drug and alcohol abuse, burnout and high staff

turnover rates (Van Wyk, 2003).

While acknowledging that South African nursing workplace environments and contexts
are as heterogeneous as the contexts in the above study by Jackson et al. (2002),
Kgosimore (2004) in an article in Nursing Update, notes that workplace violence in South
Africa has become a daily occupational hazard, and that the Democratic Nursing

Organisation of South Africa (DENOSA) has evidenced that there has been an increased

11



number of complaints from nurses who have suffered abuse in the workplace. With
reference to the literature reviewed to date it is evident that nursing workplace violence,
irrespective of context is a global problem. Notwithstanding the universality of nursing
workplace violence, the researcher posits that with regard to workplace violence in the
South African context, there may be particular dynamics related to South Africa’s socio-
political past (e.g. race, class and patriarchy) and present (South Africans live in an
extremely violent society) that impact on South African nurses’ experiences, perceptions
and handling of workplace violence. Specificities regarding South Africa are explored

further on.

Karen Higgins {past president of the Massachusetts Nurses Association (MNA) in the
United States) as cited by the MNA (2005a) notes that it is “becoming all too common
for nurses to be victims of workplace violence ... [and that workplace violence is] ... an
unnecessary job hazard” (p. 1). A 2004 survey study by the MNA— as commissioned by
the MNA’s Congress on Health and Safety - revealed that more than half of their 172
respondents (who were working in a variety of speciality units in three different
institutions) had reported that nursing workplace violence had been a serious problem for

them over the last two years (MNA, 2005b).

The survey results indicated that 30% of nurses were regularly and frequently threatened
physically, i.e. were pinched, scratched, spat on and/or had their arm or hand twisted,;
50 % had been punched at least once, 7 respondents indicated that they had been

strangled, 8 had been sexually assaulted and 2 respondents noted that they had

12



intentionally been jabbed with a contaminated needle (MNA, 2005b). In this survey, the
majority of perpetrators of this workplace violence were patients (MNA, 2005b). Of
those who had experienced an incident of workplace violence, less than 2% were sent
home to recover and less than a quarter were offered relief so that they could stop
working and go home té recover if they needed to (MNA, 2005b). While the majority of
the respondents in the study said that their respective management structures were
supportive in the wake of these incidents, they noted that nothing was done to solve the
problem (MNA, 2005b). The respondents felt that management was ultimately not
concerned about their workplace safety and specifically about problem of workplace
violence. The majority of respondents attributed the primary cause of workplace violence
to poor staffing conditions (short staffing) (MNA, 2005b). The above findings are similar
to those derived by Jackson et al. (2002} in their meta-analysis of current literature on

nursing workplace violence in developed contexts.

As aresult of this survey, the MNA submitted proposed legislation to the Massachusetts
Legislature’s Public Safety Committee regarding the prevention of nursing workplace
violence — the Act will require health care employers to develop and implement
programmes to prevent nursing workplace violence and will make it mandatory for
hospital management to provide comprehensive workplace violence prevention
programmes and to make counselling available to victims of workplace violence (MNA,
2005a). While the broad aim of the Act is to improve the working conditions of nurses,
the MNA argues that the legislation of a workplace violence prevention Bill will hold

management structures responsible and accountable for how incidents of workplace

13



violence are precipitated, managed, resolved and/ or remediated (MNA, 2005a). While
the majority of nursing workplace violence incidents in the 2004 MNA survey was found
to have been perpetrated by patients, clarification on inter-collegial acts 