<
Briefing
Note

Protecting Health Workers
from Exposure to
Occupational Violence



K2P Briefing Notes quickly

and effectively advise
policymakers and

stakeholders about a pressing
public issue by bringing

together global research

evidence and local evidence.

K2P Briefing Notes are

prepared to aid policymakers

and other stakeholders

in managing urgent public health
issues. K2P Briefing Notes
describe priority issues, synthesize
context-specific evidence, and
offer recommendations for action.



K-

Briefing Note

+ Included

Description of a Synthesis of Recommendations
nonty < rontextuahized of adaressine

[arR

Included

comprehensive review of the
literature but relies on a qoi
nent of



QUB Faculty of Health Sciences

American University of Beirut  Knowledge to Policy | K2P| Center

CAAESNRRM

K2P Briefing Note

Protecting Health Workers
from Exposure to
Occupational Violence

Fnowledge
lo Policy
Cantar



Authors
Alameddine, M., Mourad, Y., Kik, N., Damlaj, M. and
El-Jardali, F.

Funding

This work has received partial funding from the
International Development Research Center (IDRC)
through a grant titled “Shaping Research for Health in
the Arab World: A Systems and Network Approach to
Advance Knowledge, Inform Policy, and Promote
Public Health”. Number: 106981-001

Merit Review

The K2P Briefing Note undergoes a merit review
process. Reviewers assess the brief based on merit
review guidelines.

Acknowledgements

The authors would like to acknowledge the support
received from the Collaborative for Leadership and
Innovation (CLI) at the Department of Health
Management and Policy at the American University of
Beirut. The support of the Lebanese Order of Nurses
and the Lebanese Ministry of Public Health are also
deeply appreciated.

Citation

Alameddine, M., Mourad, Y., Kik, N., Damlaj, M. and
El-Jardali, F.. K2P Briefing Note: Protecting Health
Workers from Exposure to Occupational Violence.
Knowledge to Policy (K2P) Center, Beirut, Lebanon,
April 2015



Contents

SPeaking NOteS .......cvevieeeeeeceeeeeeeeee e 8
EXeCUtive SUMMAIY....c.cooioiieeeeeeeeeeeeeeee e, 9
PUIDOSE e 12
[SSUE s 12
Background........ccovevevioieeieeeeeeeeeeeeeeen 13
Current SItUALION oo 14
What we know from Evidence .......cccccooevveenenn. 16
RecommendationS......cocueveveieeceeeeeeeeeee 21
REFEIENCES .. e 24
ANNEXES .o, 29



Speaking
Notes



Speaking Notes

Workplace violence (WPV) has serious consequences on human
resources for health and if not dealt with may lead to lack of
productivity, turnover and sub-optimal patient outcomes.

+ An alarmingly high prevalence of WPV has been reported (62%

verbal abuse and 10 % physical violence among nurses), to
which professional burnout and likelihood-to-quit have been
significantly associated.

+ Despite the alertness of the media and its promptness in

shedding light on the matter, recent reports of WPV incidents in
hospitals in Lebanon are absent. This can be linked to the
problem of under-reporting which is associated with the absence
of established reporting systems at Lebanese health care
institutions.

% The integration of a section related to the presence and

enforcement of antiviolence policies and procedures into the
occupational health chapter of the national accreditation
requirements of health care facilities in Lebanon has become a
necessity.

% The development of anti-violence reporting tools and

mechanisms will support and protect health workers.

% The establishment of a multidisciplinary Occupational Health and

Safety committee and a national public awareness campaign is
needed to shed further attention on this critical matter.



Executive Summary

Purpose

The purpose of this Briefing Note is to elucidate the current
prevalence of occupational violence within the health care setting in Lebanon
and offer recommendations to protect health care workers from exposure to
occupational violence.

Issue

Occupational violence in health care settings is a global
phenomenon (Beech & Leather, 2006; McPhaul & Lipscomb, 2004; Taylor &
Rew, 2011; Whelan, 2008), and various studies have revealed that Lebanon is
no exception in that regard (M. Alameddine & Yassin, 2013; M. Alameddine,
Kazzi, El-)ardali, Dimassi, & Maalouf, 2011, Deeb, 2003). Whether verbal or
physical, vertical or horizontal, workplace violence (WPV) has serious
consequences on human resources for health and if not dealt with may lead to
lack of productivity, turnover and sub-optimal patient outcomes (Fernandes et
al., 1999; Jenkins, Rocke, McNicholl, & Hughes, 1998; Kowalenko, Walters,
Khare, Compton, & Michigan College of Emergency Physicians Workplace
Violence Task Force, 2005; Pich, Hazelton, Sundin, & Kable, 2010). Addressing
WPV in health care organizations should become an urgent national priority, and
attention/efforts on behalf of policy makers towards this issue may alleviate the
associated burden.

Background and Current
Situation

Studies conducted within the health care sector in Lebanon have
revealed a high prevalence of workplace violence; one study revealed 62%
verbal abuse and 10% physical violence among nurses (American University of
Beirut, 2012). Moreover, an assortment of factors has been significantly
associated with exposure violence, including professional burnout and
intention to quit. Findings also revealed some serious shortcomings with the
security measures in place at surveyed health care organizations, which are
amenable to interventions. These include, but are not limited to, the lack of
antiviolence policies and regulations in most health care facilities in Lebanon
(M. Alameddine et al., 2011; American University of Beirut, 2012). Not to
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mention that there are no guidelines in the Ministry of Public Health (MOPH)
accreditation standards addressing WPV. As such, there is no national WPV
reporting system for the health sector and no established body responsible for
dealing with incidents.

What the Evidence Says

Health care managers worldwide have been urged to deal with
violence prevention within the workplace setting as an institutional priority,
working towards the creation of a zero tolerance policy. Several national and
international agencies for workplace safety have already mandated such
policies (Clements, DeRanieri, Clark, Manno, & Kuhn, 2005) as they have already
been established as a means to decrease violence in the workplace (Gallant-
Roman, 2008; Whelan, 2008). Guidelines adapted for addressing WPV in the
health sector revolve around: preventing WPV, dealing with WPV, mitigating the
impact of WPV, supporting victims of WPV, and ensuring sustainability of
interventions. Such action may entail the involvement of individuals at different
levels: policy-makers, organizations/institutions, regulatory bodies, and
individual professionals.

Recommendations

- |Integrate a section related to the presence and enforcement of
anti-violence policies and procedures into the occupational
health chapter of the national accreditation requirements of

health care facilities in Lebanon.

-3 Develop anti-violence reporting tools and mechanisms that allow
workers exposed to WPV to report incidents of violence. Timely
investigations of incidents by an Occupational Health and Safety
Committee should be initiated and action taken according to a
designed decision matrix.

- Conduct a national awareness campaign in collaboration with
media outlets and other stakeholders, to build a real
understanding of the issue among health care personnel at all
levels as well as the general public and foster positive attitudes
and behaviours.
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Purpose

The purpose of this Briefing Note is to elucidate the current
prevalence of occupational violence within the health care setting in
Lebanon and offer recommendations to protect health care workers
from exposure to occupational violence.

Issue

Occupational violence in health care settings is a global
phenomenon (Beech & Leather, 2006; McPhaul & Lipscomb, 2004;
Taylor & Rew, 2011; Whelan, 2008), and various studies have
revealed that Lebanon is no exception in that regard (M. Alameddine &
Yassin, 2013; M. Alameddine et al., 2011). A study on Emergency
Department (ED) workers in six tertiary hospitals revealed that a
disquieting proportion of 81 % of surveyed ED staff was subject to
Verbal Abuse (VA), and even more alarmingly, 34.6% of nurses have
been subjected to physical violence (PV) during that period (M.
Alameddine et al., 2011). Whether verbal or physical, vertical or
horizontal, workplace violence (WPV) has serious consequences on
human resources for health and if not dealt with may lead to lack of
productivity, turnover and sub-optimal patient outcomes (Fernandes
et al., 1999; Jenkins et al., 1998; Kowalenko et al., 2005; Pich et al.,
2010). This was observed in the Lebanese context where 35% of ED
workers conveyed intent to leave their jobs and 20% are uncertain
whether to stay or leave (M. Alameddine et al., 2011). Moreover, there
was a reported absence or unawareness of the presence of anti-
violence policies in their institutions amongst two thirds of the
workers with only a quarter of ED staff confirming that ED policies,
when present, are being enforced (M. Alameddine et al., 2011). Such
findings become more alarming when coupled with the high reported
attrition of nurses from the Lebanese market and the reports that
indicate that Lebanese nurses suffer from low job satisfaction, poor
retention and high turnover (El-Jardali, Dumit, Jamal, & Mouro, 2008;
El-Jardali, Dimassi, Dumit, Jamal, & Mouro, 2009). Addressing WPV in
health care organizations should become an urgent national priority,
and attention/efforts on behalf of policy makers towards this issue
may alleviate the associated burden.

Background to
Briefing Note

A K2P Briefing Note quickly and
effectively advises policymakers
and stakeholders about a
pressing public issue by bringing
together global research evidence
and local evidence.

A K2P Briefing Note is prepared to
aid policymakers and other
stakeholders in managing urgent
public health issues.

A K2P Briefing Note describes
priority issues, synthesizes
context-specific evidence, and
offers recommendations for
action.

The preparation of the briefing

note involved six steps:

1) Identifying and selecting a
relevant topic according to
K2P criteria

2) Appraising and synthesizing
relevant research evidence

3) Drafting the Briefing Note in
such a way as to present
concisely and in accessible
language the global and local
research evidence;

4) Undergoing merit review

5) Finalizing the Briefing Note
based on the input of merit
reviewers.

6) Submitting finalized Briefing
Note for translation into
Arabic, validating translation
and disseminating through
policy dialogues and other
mechanisms.
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Background

Within the Lebanese context, studies revealed the high prevalence
of WPV, whether VA or PV. A study examining health workers’ exposure to
violence at Lebanese EDs revealed that 70% of surveyed ED workers were
exposed to violence at least once over the last twelve months prior to the
survey. It also showed that public hospitals displayed a significantly higher
level of exposure to occupational violence compared to academic medical
centers and private hospitals. This study further revealed an assortment of
factors that are significantly associated with exposure to both verbal abuse
and physical violence, including: professional burnout, likelihood-to-quit,
nurse status (Registered Nurse versus Registered Practical Nurse) and public
hospital employment. Findings also revealed some serious shortcomings with
the security measures in place at surveyed health care organizations, which are
amenable to interventions. Most importantly, the study showed that the causes
behind most incidents of violence are amenable to interventions (M.
Alameddine et al., 2011).

A more recent study focused more on nurses’ exposure to
occupational violence and revealed that 62% of nurses in Lebanon are being
subjected to VA in the workplace while 10 % are being subjected to PV. The
study, which was conducted in 2012, found that 32% of the surveyed nurses
indicated likelihood to leave their jobs while another 22% were undecided.
Surveyed nurses exhibited clear signs of occupational burnout with 54%
reporting high levels of emotional exhaustion, 29% reporting high levels of
depersonalization, and 24.1% reporting low levels of personal
accomplishment (American University of Beirut, 2012).

Moreover, antiviolence policies and regulations are lacking in
most health care facilities in Lebanon. The study conducted by Alameddine et
al. (2011) for instance revealed that only one third of surveyed employees have
confirmed the presence of anti-violence policies in their institutions, with the
rest indicating either the absence of such policies or that they had no
knowledge of their presence/absence (M. Alameddine et al., 2011). Notto
mention that there are no guidelines in the Ministry of Public Health (MOPH)
accreditation standards addressing WPV. As such, there is no national WPV
reporting system for the health sector and no established body responsible for
dealing with incidents.
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Current Situation

The results of the study mentioned above prompted the
organization of a multi-stakeholder Policy Forum on Violence and Aggression in
Emergency Departments in Lebanon that was held in April 2011 (M.
Alameddine & Yassin, 2013). Policy and decision makers along with other key
actors were invited to participate in a discussion around possible actions that
would decrease the exposure of health care workers to violence. The 25
participating stakeholders included both state actors (MOPH and the Internal
Security Forces) and non-state actors (international non-governmental
organizations (NGOs), national NGOs, media representatives, and
representatives of the Order of Physicians, Syndicate of Nurses and Syndicate
of Private Hospitals), as well as leaders/administrators from major public and
private hospitals. Stakeholders’ recommendations involved those at the policy
level that entailed the legislation of mandatory reporting of any acts of
violence, which would be coupled with the formation of a “National
Commission” to manage all reports on incidents of violence. WPV, an issue
consistently reported in the literature, is largely associated with a lack of clear
policies and procedures defining acceptable behavior and to an absence of
systematic mechanisms to address unacceptable behavior (Forster, Petty,
Schleiger, & Walters, 2005). As such, stakeholders underscored the need to
establish anti-violence policies that require hospitals to take the necessary
action to protect their staff (M. Alameddine & Yassin, 2013).

These research activities on violence within the health sectorin
Lebanon have received much attention from the media. Two television
interviews in July 2010 and one radio interview in September 2010 have
tackled violence at EDs in Lebanon. In September 2010, as well, the results of
the study “Determinants of Violence in Emergency Departments in Lebanon”
were published in all local newspapers and many regional news outlets. This
attests to the significance of the topic that has prompted media to actively
report and shed light on the matter. Such momentum should be drawn on to
push this issue forward.

In addition to the alertness of the media, regional experts in the
field of human resources have expressed great interest in the topic of WPV and
have conveyed enthusiasm to join efforts and collaborate in bringing this area
of concern to the agenda of decision and policy makers in the health care
sector. However, recent reports of WPV incidents in hospitals are absent from
the media. This can be linked to the problem of under-reporting which is
associated with the absence of established reporting systems at Lebanese
health care institutions. Such a finding further exacerbates the urgency of
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establishing rigorous reporting systems as soon as possible. Noteworthy is the
positive role played by the Lebanese Order of Nurses which has built on
reported violence incidents and research findings by spearheading multiple
initiative aiming at creating a positive and safe work environment for Lebanese
nurses over the last three years. Such initiatives included writing up letters to
Lebanese officials including the Minister of Health, Directors of hospitals and

other Orders and Syndicates. It further included organizing an anti-violence

workshop, a press conference, key note speeches, as well as writing up of
articles and editorials. Last but not least, the Order of Nurses had a number of
media appearances and produced a short TV spot to improve awareness on

this issue.

Efforts exerted towards tackling the issue of WPV are
highlighted in the timeline below

oStudy entitled "Occupational violence at Lebanese emergency departments: prevalence,
characteristics and associated factors"

eMedia Coverage of results of the study

*Policy Forum on Violence and Aggression in Emergency Departments (ED) in Lebanon

ePublication of findings of study: "Occupational violence at Lebanese emergency departments:
prevalence, characteristics and associated factors" M. Alameddine et al.

*Study entitled "A National Study on Nurses’ Exposure to Occupational Violence in Lebanon:
Prevalence, Consequences and Associated Factors"

eMedia Coverage on findings of the national study

ePublication of proceedings from Policy Forum: "Addressing health workers’ exposure to violence at
Lebanese emergency departments: What do the stakeholders think?" M. Alameddine & N. Yassin

eCollaboration with the Lebanese Order of Nurses: "The Operationalization of a Nurse Violence
Notification System"

W
w
S
S
¥
g
V

Figure 1 Efforts towards tackling the issue of workplace violence
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What we know from Evidence

-3 Several national and international agencies for workplace safety
mandated the implementation of zero tolerance policies as an
effective means to decrease violence in the workplace (Clements,
DeRanieri, Clark, Manno, & Kuhn, 2005; Gallant-Roman, 2008;
Whelan, 2008)

Anti-violence policies should be incorporated into a
comprehensive multi-dimensional violence prevention program that addresses
the full range of interacting system factors contributing to WPV (Bentley, Catley,
Forsyth, & Tappin, 2014; G. L. Gillespie, Gates, Miller, & Howard, 2010; ILO,
ICN, WHO, & PSI, 2002; Wand & Coulson, 2006) in order to ensure effective
and sustainable risk management (Bentley et al., 2014; Kling, Yassi, Smailes,
Lovato, & Koehoorn, 2011).

The introduction of the occupational health and safety concept into
an institution has shown to provide several advantages from improving the
workplace environment to improving the health status of workers and their
families:

Increase productivity (Bertera, 1990; Goetzel & Ozminkowski,
2008)

Reduce risks related to the workplace (Waddell & Burton, 2001; Walker, 2003)

Improve the image of the institution and increase retention
(Fernandez-Muniz, Montes-Pedn, & Vazquez-Ordas, 2009; Michie & Williams,
2003; Schat & Kelloway, 2003)

Control major diseases through workplace prevention programs, as
occupational health is a contributor to public health (Becker, Cone, &
Gerberding, 1989; Mahoney, Stewart, Hu, Coleman, & Alter, 1997)

The framework elaborated by the ILO/ICN/WHQO/PSI 2002 can be
considered as a basic reference tool for guiding the development of
comparable instruments adapted to different cultures, situations, and needs
(ILO et al., 2002). The guidelines presented cover the following areas of action:
preventing WPV, dealing with WPV, mitigating the impact of WPV, supporting
victims of WPV, and ensuring sustainability of interventions. Such action may
entail the involvement of individuals at different levels: policy-makers,
organizations/institutions, regulatory bodies, and individual professionals.
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Table 1 What we know from Evidence

Area of Action Intervention

Rationale

References

Preventing WPV Clear policy statement on zero
tolerance for WPV should be issued by

top level management

Displays real
commitment of
the institution
towards placing
WPV as a high
priority issue

Warns that no

violent behavior
will be tolerated

(R. F. AbuAlRub,
Khalifa, & Habbib,
2007; Hahn et al.,
2012; ILO et al.,
2002; Keely, 2002;
Mayhew & Chappell,
2003)

Structural design of workplace
premises, such as proper illumination,
alarm systems, surveillance cameras

Allow for safe work
environment

(Cooper & Swanson,
2002; ILO et al.,
2002; Mayhew &
Chappell, 2003)

Training/educational sessions on WPV

Increasing
health workers’
awareness
related to risks
and training
them to cope
with potentially
aggressive
individuals and
situations by
helping them
develop the
adequate skills

Practical
education is
argued to be
crucial in
fostering
aptitude in the
early
recognition and

de-escalation of

aggressive
behavior

(R. F. AbuAlRub et al.,
2007; M. Alameddine
etal., 2011;
Anderson, Fitzgerald,
& Luck, 2010;
Chapman, Perry,
Styles, & Combs,
2009; G. L. Gillespie,
Farra, Gates, Howard,
& Atkinson, 2013;
ILO et al., 2002;
Knowles, Holton, &
Swanson, 1998;
Wand & Coulson,
2006; Wassell, 2009)

17



Area of Action Intervention Rationale References
Dealing with -3 Establishment of a confidential - Proven to (Anderson et al.,
WPV violence reporting system using increase the 2010; Arnetz &
user-friendly and non-time level of Arnetz, 2000; Di
consuming forms, with structured reporting Martino, 2002; ILO et
and regular feedback from - al., 2002; Mayhew &
> ) - Explicit and
supervisors, coupled with visible Chappell, 2003;
education sessions regarding Richards, 2003; Azar
> management
correct usage of reporting forms; commitment etal. 2015)
could be electronic and integrated
) , . . (Anderson et al.,
|r'1to a centralized database for =¥ Provides 2010; Di Martino,
violent events sEJp.port 0 2002; Gacki-Smith et
. . victims of WPV
-3 Adequate responses including al., 2010; G. L.
timely incident investigations with ~ ~# Showing Gillespie, Gates,
perpetrators firmly sanctioned demonstrable Kowalenko, Bresler,
irrespective of their hierarchical changes in the & Succop, 2014;
position work Hahn et al., 2012;
environment is ILO et al., 2002;
crucial in order Magnavita, 2011;
to avoid fatigue  Mayhew & Chappell,
and dissuasion 2003; Richards,
of staff from 2003; Wand &
reporting Coulson, 2006)
Mitigating the -3 De-briefing sessions facilitated by % Helps victims of  (Di Martino, 2002;
impact of WPV & appropriately trained individuals WPV share ILO et al., 2002)
. personal
s.up.portlng experience with
victims others to diffuse
the impact of
violence,
offering re-
assurance and
support
- Counseling sessions for staff - Necessary for Di Martino, 2002; ILO
subjected to WPV victims in need etal., 2002)
for further
support
Ensuring - Mandate the establishment of - Various WHO OSHA
sustainability of these policies and procedures accrediting Accreditation
. . through standards included among bodies have Canada QHNZ
interventions . o
the national accreditation already covered
WPV, such as
the World
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Area of Action Intervention Rationale References

standards for health care Health
institutions Organization
(WHO), the

Occupational
Safety & Health
Accreditation
(OSHA),
Accreditation
Canada, the
European
Agency for
Safety and
Health at work
and Quality
Health New
Zealand (QHNZ)
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Recommendations

~~~~~~ » Recommendation 1

Based on evidence, an essential step towards enforcing a system
that could ensure safety and protection of health care workers is for the MOPH
at a national/macro level to integrate a section related to the presence and
enforcement of antiviolence policies and procedures into the occupational
health chapter of the national accreditation requirements of health care
facilities in Lebanon. Compliance with the standards set on workplace safety
should be mandatory for accreditation. Accreditation standards present as an
opportune entry point for efforts directed towards protecting health workers
from WPV, as various positive factors have been associated with hospital
accreditation. Health care staff in Lebanon reported improvements in quality,
safety, and patient satisfaction in their hospitals as a result of the process (El-
Jardali, Jamal, Dimassi, Ammar, & Tchaghchaghian, 2008; Saleh, Bou Sleiman,
Dagher, Sbeit, & Natafgi, 2013). The proposed standards are written in the
format of the actual MOPH standards (Annex I).

-3 Recommendation 2

At the national level as well, Orders and Syndicates of health care
workers should develop anti-violence reporting tools and mechanisms that
allow workers exposed to WPV to report incidents of violence. Such initiatives
have been shown effective in improving violence monitoring and in preventing
the occurrence of further incidents (Cooper & Swanson, 2002; Warshaw &
Messite, 1996). A multidisciplinary Occupational Health and Safety committee
should be established that has the responsibility to collect and assess reports
of WPV from the accredited institutions across the country. Timely
investigations of incidents should be initiated and with adequate responses
and follow-up according to a designed decision matrix, including sanctions for
perpetrators and assistance for both victim and perpetrator. Proper monitoring
and evaluation for the violence reporting system would be under the
jurisdiction of the Orders and Syndicates.

------ » Recommendation 3

“Knowledge and awareness building” is the first among a list of
best initiatives whose adoption is recommended to tackle WPV in the health
care sector (Di Martino, 2002). Moreover, media advocacy efforts have proven
effective in advancing policy making and thus promoting public health
(Wallack & Dorfman, 1996). In the context of WPV, this entails raising
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awareness and building a real understanding of the issue among health care
personnel at all levels, in addition to fostering positive attitudes and behaviors
(Di Martino, 2002). This must necessarily be accompanied by a widespread
publicity (information and media) campaign, involving trade unions and
professional-occupational organizations in order to increase public awareness
of this problem and to ensure that expected standards of behavior are known
(Di Martino, 2002; Mayhew & Chappell, 2003). The development of a series of
national initiatives to promote awareness is therefore crucial (Di Martino,
2002).

As such, a national awareness campaign must be conducted, in
collaboration with media outlets and other stakeholders, in order to:

a) Enhance the public awareness regarding the roles of the
different members of health care teams, particularly
nurses. This is recommended by several studies which have
shown that nurses are the most vulnerable category of
health workers to WPV, and which have categorized the
lack of social and cultural awareness regarding their role as
one of the factors contributing to WPV (R. F. AbuAlRub & Al-
Asmar, 2011; R. F. AbuAlRub & Al-Asmar, 2014; M.
Alameddine et al., 2011).

b) Enhance the public awareness on the perils of WPV and
about what is unacceptable behavior and how it is
sanctioned. Informing patients about the measures taken
and about what is unacceptable behavior in health care
organizations’ premises (i.e. excessive noise, general
verbal abuse, racial and sexual abuse, malicious
allegations, offensive gestures, drug and alcohol abuse,
damage, theft, threats and violence) is indeed the starting
point of any WPV prevention strategy in order to build
understanding among all parties concerned at all levels (Di
Martino, 2002; Richards, 2003). Publicity about the
application of sanctions will reflect to the community the
serious enforcement of the zero tolerance policy (Mayhew &

Chappell, 2003).
c) Raise awareness of health workers on the appropriate standards of behavior
and the established systems of response and reporting.
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Annexes

Annex l. Proposed standards to be added to the current MOPH
accreditation standards.

I.  Policy Statement
Under the current “Occupational Health & Safety” chapter Standard

2.7 Either the committee or an ad-hoc one is responsible for
implementing and evaluating the violence prevention program needs.
Under the current “Occupational Health & Safety” chapter Standard

Policies and procedures exist for at least
the following
4.14 Anti-violence

-3 Commitment by the employer to ensure a worker-supportive

environment and a culture of safety and security for anyone
entering the facility.

- Zero-tolerance policy for forms of violence or aggressive behavior
whether verbal, physical, or sexual.

-3 \Written violence prevention program for large health care
organizations. For small establishments, a violence prevention
program is required; yet, it doesn’t necessarily have to be
documented.

- Roles and responsibilities should be assigned in the violence
prevention program for all working individuals to prevent violent
incidents; it includes managers, supervisors and employees.

-3 Code of conduct that identifies acceptable from unacceptable
behavior.

- Procedure for management of unacceptable behavior.

-3 Procedure identifying the process of communication with the
police regarding severe violent incidents.

-3 Procedure for reprimands for the perpetrators and compensations
for the aggrieved.

Il.  Safety Design
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Under the current “Buildings” chapter additional standard:
Design work areas to ensure safety:

-3 Natural surveillance through use of equipment and attendance by
safeguards to minimize/eliminate risks related to the physical
environment.

-% |nstallation of bullet-resistant walls and other barriers.
-3 Continuous maintenance of grounds and machines/equipment.

- \Written procedure for identification of individuals entering the
health care organization.

- Restriction of unnecessary access of the public to security
sensitive areas.

- Proper establishment of waiting areas in terms of furniture and
placement of doorways.

-3 Presence of emergency doors to avoid potential violent clients.
-3 Installation of proper internal and external lighting

- Allocation of specific rest rooms for staff.

- Ensuring a well-lit, safe, and a protected staff parking.

-3 Employers should provide the needed resources for
communication between staff to enforce a culture of safety and
security.

lll.  Violence Prevention Program
Under the current “Patient Safety & Risk Management” chapter

Standard 3: Either the committee or an ad-hoc one is established

for the following

In regards to hazard identification process

offered at the facility.
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-3 Attend to the hazards’ nature, scope, and potential effect for
workplace violence.

-3 Assessment of past reported incidents and associated control
measures.

-3 Assessment of implementation of a reporting and data collection

system.

-3 Documentation of risk assessments, safety meetings, and
minutes of hazard identification.

-3 Assessment of proper documentation on risk assessments,
incidents of violence, and the corresponding management
strategies.

-3 Assessment of the training currently provided for staff for
identifying and managing risks.

------ » Assessment of current security processes.

In regards to hazard and risk management

-3 Establish a continuous training education program for all staff.

that help diffuse volatile situations.

- Recognize corrective actions that may reduce exposures to
workplace violence.

-3 Review past reports and identify management strategies.

-3 Train staffs on appropriate communication skills and behaviours

- Involve actively staff in suggesting corrective strategies to safety

and security procedures.
-3 Document the planned and implemented corrective actions.
- Train leaders on conflict management and coaching skills.
- Train leaders on elements of crisis management.
-3 Train leaders on grievance management.
-3 Establish a debriefing system.

-3 Inform individuals of potential risks and strategies to minimize
their negative effects.

-3 Enforce the right for employees to refuse hazardous work.
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-3 Emphasize on a reporting system and emergency calling that
assures confidentiality and no reprimands from the side of the
reporter.

-3 Ensure medical coverage and compensation provision for injured
individuals.

-5 Formulate long-term objectives (to eliminate, isolate, or minimize
risks) and monitor their effects.

All the aforementioned recommended standards are supported by
at least two of the following

-% Qccupational Safety and Health Accreditation (OSHA)

- \World Health Organization (WHO)

------ + Accreditation Canada

-3 European Agency for Safety and Health at Work
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