STRUCTURAL EQUATION MODELING: PREDICTORS OF

VERBAL ABUSE OF REGISTERED NURSES

A DISSERTATION
SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS
FOR THE DEGREE OF DOCTOR OF PHILOSOPHY
IN THE GRADUATE SCHOOL OF THE

TEXAS WOMAN’S UNIVERSITY

COLLEGE OF NURSING

BY

MICHAEL J. GROVES, B.S.N., M.G.A.

DENTON, TEXAS

DECEMBER 2011



TEXAS WOMAN’S UNIVERSITY
DENTON, TEXAS

November 14, 2011

To the Dean of the Graduate School:

I am submitting herewith a dissertation written by Michael J. Groves entitled ““Structural
Equation Modeling: Predictors of Verbal Abuse of Registered Nurses”. I have examined
this dissertation for form and content and recommend that it be accepted in partial
fulfillment of the requirements for the degree of Doctor of Philosophy with a major in

Nursing Science.
@\Lﬂ(c/) /’(/ W{(‘ //’ /e

Rebecca Krepper, PM Major Professor

We have read this dissertation and recommend its acceptance:

% %W{/
gy Laob

oo O Koy

Associate Dean College of Nurémg

P

Dean of the Graduate School




ACKNOWLEDGEMENTS

There are a surprisingly large number of people involved in this journey of
“individual” research and it is with much gratitude that I acknowledge their contributions.
First among these contributors is Dr. Harriett Linenberger who was responsible for
starting me on this odyssey. Her support, friendship, mentoring and occasional nagging
have added much to my education, professional career and life. My dissertation
committee, of course, has been central to the success of this endeavor. Dr. Rebecca
Krepper was always available and easily accessible as the chair of the committee as were
Dr Anne Young and Dr. Peggy Landrum. The guidanée, suggestions and questions of
this committee of scholars has added immeasurably to the quality of the outcome of this
study. [ also need to thank Dr. Kathleen Watson and Ms. Yan Liu for théir incalculable
assistance with the statistical modeling component of this project.

Also requiring recognition for their efforts is my network of friends and family,
both personal and professional, who never allowed me to forget that succeeding was not
only a possibility, but a certainty. Their understanding for the occasional missed
deadline, meeting or family obligation in order to go to class, write that paper or finish
that project made completing my doctoral studies much less stressful.

Finally, the persén deserving of the most thanks for my success here is my wife,
Concetta. Thank you for your love, unfailing s‘upport, and most of all your patience,

without which, what follows would not have been possible.

il



ABSTRACT
MICHAEL J. GROVES

STRUCTURAL EQUATION MODELING: PREDICTORS OF
VERBAL ABUSE OF REGISTERED NURSES

DECEMBER 2011

Nurses experience verbal abuse as a nearly daily occurrence in the workplace.
Sources of this abuse include patients and their families, visitors, physicians, managers
and peers. A non-experimental, correlational study was undertaken to examine the
contribution of latent constructs, individual characterisﬁcs and organizational
characteristics, to the frequency with which registered nurses experience verbal abuse in
the workplace. Several observed variables were identified to represent tﬁe latent
constructs. Year in practice and position within the organization were the observed
variables for the individual characteristics construct. Workplace aggression.tolerance and
violence prevention climate were the observed variables for the organizational
characteristics construct. ANCC Magnet® status was an observed variable shared by
both latent constructs.

The sample was composed of 256 registered nurses from the states of Maryland,

Virginia and West Virginia. Participants were recruited through mailing lists from state

v



Boards of Nursing and were asked to complete an anonymous survey. IRB approval was
obtained for the study.

Findings of the study indicated:

1. A statistically significant, moderately strong effect for the organizational
characteristics construct and a non-significant weak effect for the individual
characteristics construct on the outcome variable of verbal abuse frequency.

2. The four observed variables: years in practice; organizational position; workplace
aggression tolerance; and violence prevention climate behaved as predicted and
had moderately strong effects for the latent constructs.

3. ANCC Magnet® status did not behave as prediéted and was not significantly

related to either latent construct.

The findings of the study indicated that verbal abuse of registered nurses may most
effectively be reduced through attention to the characteristics or culture of the

organization versus attempts to intervene with individual nurses.
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CHAPTER I
INTRODUCTION

An elephant is sitting in the middle of the lobbies of our hospitals. The elephant
is the verbal abuse of nurses by a variety of perpetrators in healthcare organizations.
Casual conversation with nearly any nurse in any hospital will elicit a common history of
verbal abuse by patients, family members, other nurses, supervisors and physicians.
Many authors have documented alarming rates of verbal abuse of nurses, ranging from
78% to 94% (Braun, Christle, Walker, & Tiwanak, 1991; Cox, 1987; Diaz & McMillin,
1991; Manderino & Berkey, 1997; Oztunc, 2006; Sofield & Salmond, 2003). Hadley
(1990) defines abusive behavior as “...that which humiliates, degrades, or otherwise
indicates a lack of respect for the dignity and ;vorth of an individual™ (p.6). Similarly,
Cox (1991a) defines verbal abuse as “any communication a nurse perceives to be a harsh,
condemnatory attack upon herself or himself, professionally or personally” (p. 32). Diaz
and McMillin (1991) define abusive behavior as “...behavior of one person which,
through words, tone, manner, or other nonverbal cues, uses the power of a dominant
position inappropriately toward an actual or pepceived subordinate” (p. 98). Fuller (2003)
notes that abuse only occurs when there is, “an underlying difference in rank signifying
power” (p. 2).

Sadly, the evidence would also suggest that the elephant is being ignored to a

great extent. In a recent study by the Institute for Safe Medication Practices 61% of
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respondents reported that their organizations did not deal effectively with intimidating
behaviors (Anonymous, 2008b). In Sofield and Salmond’s (2003) study respondents
reported frustration with a lack of intervention on the part of hospital administration and
that this lack of action results in nurses leaving the organization..
Problem of Study

Various authors have proposed differing theories or conceptual frameworks
seeking to explain the relationship between antecedent as well as contextual variables on
abusive behavior in the workplace (Allcorn, 1994; Cook, Green, & Topp, 2001; Cox,
1991a; Fuller, 2003; Hutchinson, Vickers, Jackson, & Wilkes, 2006; Pejic, 2005).
Researchers have examined multiple factors associated with verbal abuse in healthcare
organizations. Some of these factors are inherent in the people involved in the abusive
episodes and some of these factors are inherent in the organizations in whi.ch the abuse
occurs (Brauﬁ, etal., 1991; Cox, 1987; McKenna, Smith, Poole, & Coverdale, 2003;
Oztunc, 2006; Rosenstein & O'Daniel, 2005; Skjorshammer, 2003; Sofield & Salmond,
2003). Perhaps the more likely actuality is that both organizational and personal factors
are at play in the verbal abuse of nurses. Not readily apparent in the literature is an
assessment of the relative contribution of these various organizational and personal
factors to the likelihood or frequency with Whi;:h an individual nurse experiences verbal
abuse. The problem of study for this dissertation was to test a theoretical model that
includes both individual and organizational characteristics associated with verbal abuse

using structural equation modeling (SEM).



Rationale for the Study

The verbal abuse of nurses has significant negative consequences and
understanding and eliminating or reducing this behavior in healthcare organizations is
essential to both patient safety and to the economic health of these organizations. Among
these negative consequences are excessive nurse turnover, greater intent to leave the
organization, reductions in productivity and threats to patient safety.

Increased turnover has long been recognized as an outcome of verbal abuse of
nurses. Cox (1987) reported that among the agencies represented in her study, 18% to
42% of turnover by nursing directors and 16% to 18% of staff nurse turnover could be
attributed to verbal abuse. A follow up study by Cox (1991b) indicated that 88.3% of
participants thought that verbal abuse increased turnover whether the source of the abuse
was physicians or nursing supervisors. Similarly, another 1991 study deménstrated that
79% of partic>ipants believed that verbal abuse contributed to turnover and 87% of the
nurses responding to this survey believed that verbal abuse increases the shortage of
nurses (Braun, et al., 1991). A more recent study determined that 62.2% of participants
believed that verbal abuse increases turnover and that 67% thought that verbal abuse
worsens the nursing shortage (Sofield & Salmond, 2003). In lthis same study 13.6% of
the respondents stated that they had left a nursi;lg position due to verbal abuse
experienced in that position. Additionally in this study, 11.9% of the nurses stated that
they would be looking for another job within éne year and 33.4% stated that they Would

consider resigning from their positions due to verbal abuse. Sofield and Salmond (2003)



also indicated that written comments by some participants in this study indicated that
they had changed their hours of work from full time to part time in order to reduce their
exposure to verbal abuse.

More recently authors have focused some attention on the detrimental effect of
verbal abuse on the safety of patients. In a study examining the effect of disruptive
behavior on clinical outcomes, 94% of respondents thought that disruptive behavior could
potentially have a negative impact on patient outcomes (Rosenstein & O'Daniel, 2005).
Seventeen percent of participants in this study reported knowledge of an actual adverse
patient outcome that was the result of disruptive behavior and of those 249 participants,
78% (n=195) thought the adverse outcome could have been prevented. A survey by the
Institute for Safe Medication Practices (Anonymous, 2008b) evaluated the effect of
intimidating behaviors on practices of nurses and pharmacists related to médication |
orders. In this study 38% of the nurse respondents and 57% of the pharmacists indicated
that they had either sometimes or often asked a colleague to help them interpret an order
or validate the safety of the order so that they did not have to interact with a particular
prescriber. Additionally, 25% of the pharmacists and 10% of the nurses simply assumed
that a medication order was correct and safe rather than interéct with the prescriber.
Furthermore, 28% of thé pharmacists and 16%\0f the nurses felt pressured to accept an
order, or to dispense or administer a medication despite concerns about the safety of vthe

order. Finally, 10% of the pharmacists and 7% of the nurses had been personally



involved in a medication error in the past year in which intimidation played a role in the
error.

Other negative consequences of verbal abuse are also apparent in the literature.

In a small study of pediatric nurses the following reactions to verbal abuse were among
those reported: reluctance to go to work (66.7%); decreased ability to engage in critical
thinking (57.6%); inability to concentrate on the task at hand (66.7%); hating your job
(63.6%) and a negative effect on job performance (57.6%) (Pejic, 2005). In their study,
Sofield and Salmond (2003) identified the following negative consequences from verbal
abuse: decrease morale (67%); decreased productivity (41%); decreased delivery of
nursing care (36%) increased workload (17%); and increased errors (51%).

Economic consequences for healthcare organizations accrue from costs associated
with nursing turnover. A 2007 analysis concluded that the cost of replaciﬁg a single |
registered nufse will range between $82,000 and $88,000 depending on the experience of
the newly hired nurse (Jones, 2008). Additionally, average nurse turnover rates are
reported to be between 8% and 14% (Rosseter, 2008). Assuming a moderate size
hospital with 250 nurses, a turnover rate of 11%, replacement cost of $85,000 and Cox’s
conservative 16% of turnover attributable to verbal abuse, thé annuél turnover cost
attributable to verbal ab‘use for such a hospital ;Jvould be $425,000. Given that many
hospitals operate on very. small operating margins of 1% to 3%, $425,000 could be the

difference between a profitable year and a loss. -



A report by the National Academy of Sciences indicates that 1.5 million
preventable adverse drug events occur each year in the United States (Aspden, Wolcott,
Bootman, & Cronenwett, 2007). It is well beyond the scope of this study to determine
medication error rates based on verbal abuse. However, given that 10% of pharmacists
and 7% of nurses in the above mentioned study were involved in a medication error in
which intimidation played a role, it is reasonable to assume that eliminating verbal abuse
and intimidation as factors in the medication process would potentially eliminate a
substantial number of adverse events.

The evidence is growing that verbal abuse within hospitals has negative
consequences, not only for the victim on a personal and professional level, but also for
the patient related to perhaps even surviving their hospital experience, and for the
organization in terms of financial health and sufvivability. This study adds to the bod)./ of
knowledge regﬁrding the prevention of verbal abuse of nurses.

Conceptual Framework

A variety of conceptual and theoretical frameworks have been used to attempt to
understand the phenomenon of verbal abuse or workplace aggression in nursing. The
multiplicity of these frameworks and the inconsistencies in study findings would suggest
that these frameworks ha%/e been less than explal;atory (Allcorn, 1994; Clark, 2008;
Fuller, 2003; Hutchinson, Vickers, Jackson, & Wilkes, 2005; Hutchinson, et al., 2006;
Sofield & Salmond, 2003). This study tested a model sugge.sting.that the presence of

verbal abuse within an organization is mediated by a number of individual and



organizational factors (Figure 1). It was hypothesized that the frequency with which an
individual nurse experiences verbal abuse is based on the variability of these factors.

The model contains the two latent variables, or constructs, organizational
characteristics and individual characteristics. The latent variables are defined by the
presence of six observed variables. Two of these variables, the violence prevention
climate and workplace aggression tolerance, measure the organizational characteristics
construct. Three variables measure the individual characteristic construct: gender,
organizational position and years in practice. One observed variable, designation by the
American Nurses’ Credentialing Center as a Magnet® facility, measures both constructs
to some extent.

The model infers that the interaction of the organizational characteristics and
individual characteristics determines the frequency of verbal abuse episodes experiencéd

by the nurse.

[ violence prevention climate

Organizational

[ workplace aggression Characteristics

tolerance

Verbal Abuse Frequency

ANCC Magnem® status

Individual .
Characteristics

[ organizational position

| years in practice

Figure 1. Predicted direction of path coefficients
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Organizational Characteristics Construct

In order for workplace aggression and verbal abuse to thrive, the environment
must at the very least tolerate, if not promote, aggressive behavior. It has been proposed
that organizations have differing climates related to violence prevention and differing
levels of‘ tolerance for aggressive behavior (Coombs & Holladay, 2004; Kessler, Spector,
Chang, & Parr, 2008).
Violence Prevention Climate

The violence prevention climate as suggested by Kessler et al. (2008) assesses the
extent to which the management of an organization takes steps to prevent the exposure of
employees to workplace violence. The notion of a violence prevention climate has been
proposed as a way of understanding and measuring the perception of employees related
to the commitment of management to prevent Workplace violence (Spector, Coulter,
Stockwell, & Matz, 2007). The violence climate construct was developed by Spector et
al. (2007) as a variation on the construct of the safety climate within organizations. In a
high climate of safety, organizational management provides substantial resources toward
the promotion of safety and the prevention of accidents. This management behavior is
observed by employees and fosters behavior on the part of those employees that results in
greater safety and fewer éccidents (Spector et al.; 2007). The violence climate is
postulated as a corollary to the safety climate and similar behavioral outcomes are
suggested by these authors. If employees observe that manégemént has directed

resources and given priority to the prevention of and response to workplace violence,



employees will adopt behaviors consistent with those management priorities. Within a
positive violence prevention climate organization, employees would be given tools
(education, training and policy support) to recognize, possibly diffuse or de-escalate and
effectively report episodes of workplace violence. Absent these tools employees feel less
constrained against acting in an aggressive manner.

Spector et al. (2007) developed a unidimensional 7-item measure of the perceived
violence climate. The items on this initial scale explored only the dimension of
management intervention directed toward prevention or reporting of workplace violence.
The initial study using this scale demonstrated a negative relationship between the
perceived violence climate and both physical and verbal aggression. As the perceived
violence climate improved workplace violence diminished (Spector et al., 2007).

The work of Spector et al. was continued in a 2008 study (Kessler, Spector,
Chang, et al., 2008). In this new study, the authors sought to expand the earlier work and
developed a three dimensional measure of the violence climatg:. The dimensions in this
expanded model are policies and procedures, practices and pressure for unsafe practices.
The policies dimension is concerned with the extent to which employees are aware of the
formal policies and procedures aimed at prevention workplace aggression. The practices
dimension evaluates the adherence by manageme\nt to the policies and procedures put in
place within the organizatibn and management’s response to violence incidents. The
pressure for unsafe practices dimension was added as this difnension is frequently

assessed in measures of the safety climate. Employees may feel pressure to ignore



violence prevention policies and procedures to achieve some other goal. This pressure
can come from management when productivity is valued more than the prevention of
violence. This pressure can also come from peers. Pressure may be exerted to conform to
behavioral norms in organizations where violence prevention policies and procedures are
widely ignored by employees (Kessler, et al., 2008).
Workplace Aggression Tolerance

Workplace aggression includes a broad spectrum of behaviors from basic
rudeness or incivility at one end to physical violence at the other (Coombs & Holladay,
2004). These aggressive behaviors are tolerated in some organizations and by some
employees to a greater or lesser extent. The construct of workplace aggression tolerance
as developed by Coombs and Holladay (2004) is grounded in the notion that most
employees will find some forms of aggressive behavior, generally those at the lower eﬂd
of the spectruﬁ, acceptable based on a given situation. These authors also suggest thaF
the development of stricter policies and procedures related to workplace aggression can
have the unintended consequence of driving employees toward more covert forms of
aggressive behavior. Covert behavior may shield the aggressor from consequences by
one of two ways. The aggressor is protected in that the source of the aggressive behavior
remains unknown to the \}ictim. Protection may allso derive from the behavior itself
being sufficiently ambigudus that the aggressor can claim that no harm was intended ovr

that the behavior was misinterpreted by the victinr (Coombs ‘& Hoﬂaday, 2004).
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Individual Characteristics Construct

In order for verbal abuse or workplace aggression to occur, there must be a power
gradient between the perpetrator and victim sufficiently steep that the perpetrator feels a
level of safety in engaging in aggressive behavior. Central to the Individual
Characteristics Construct of the model is Fuller’s notion of rankism. Fuller (2003) posits
that rank is a naturally occurring consequence of the human condition. Rank is the
relative position and power of different persons based on a number of personal and
organizational traits. Rankism is the abuse or exploitation of rank for personal gain and
results in the denigration of those with less rank (Fuller, 2003). Individual characteristics
explored in the model include organizational position, gender and years in practice.
These observed variables indicate the personal power that an individual may hold. These
factors have some prior research support for their effect on the experience of workplacé
aggression or verbal abuse in healthcare settings; although as with most of the research in
this area the findings are inconsistent.
Organizational Position

The proposed model included organizational status or position as a factor
potentially contributing to verbal abuse of nurses. A United Kiﬁgdom study of bullying
behavior failed to demonsfrate an overall effect o\f organizational status on the bullying
experience in terms of bullying prevalence. There were however differences in types df
bullying behavior experienced by those in differént occupatiénal positions (Hoel, Cooper,

& Faragher, 2001). This study included a sample of 5,288 participants across 70
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organizations in public, private and voluntary industries. Curtis, Ball, and Kirkham
(2006) in a study on why nurse midwives leave their positions found that clinical grade
among other factors increased the vulnerability of less senior nurses, leaving them more
likely to be bullied than their colleagues in more senior levels. Baron and Neuman
(1998a) found that workers were much more likely to be the recipient of aggression from
supervisors than they were to display aggression toward supervisors. This finding did
however offer only partial support for their hypothesis that the above would be the case.
They also found that the same relationship held if the aggression was received from
coworkers or subordinates. Essentially, workers were more likely to perceive themselves
to be the victim of aggression from any source than they were to perceive themselves to
be the aggressor (Baron & Newman, 1998a). These studies do suggest that there is some
relationship between organizational position or power and the experience of verbal abuée
or workplace aggression.
Gender

There is some difficulty in adequately addressing differences in the experience of
nurses related to verbal abuse or workplace aggression based on gender. Given that the
overwhelming majority of nurses are female, some studies contain samples with no male
nurses or gender is not rep-orted as a demographic \statistic. Sources outside the realm of
nursing and healthcare therefore, must be considered in evaluating the effect of gender bn
workplace aggression and verbal abuse. Furthermore, as suggvested. by one author, abuse.

stems ultimately from a misuse of power. Frequently power and gender differences
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coexist creating an unclear dynamic (Bruder, 2001). Another limitation in assessing the
effect of gender on verbal abuse is that much of the work outside of nursing that
evaluates the effect of gender is done from a perpetrator-focused perspective. These
studies examine factors increasing the likelihood of engaging in aggressive behavior
rather than being the victim of such behavior. Even given this perpetrator-focused
approach, results remain inconclusive. A comprehensive review of much of the
workplace aggression literature was conducted in an attempt to predict such aggression
(Barling, Dupre, & Kelloway, 2009). This review found little consistency in the results
of studies reviewed. In some studies men were more aggressive while in others women
demonstrated more aggression than males. Given this inconsistency of results, gender
was included in the proposed model for exploratory purposes. Literature supporting the
inclusion of gender as a personal factor in the pfoposed model is reviewed below.

In addition to their findings related to organizational status discussed above, qul,
Cooper, and Faragher (2001) explored the relationship of gender and bullying. -As
indicated previously, non-significant differences were found in prevalence of bullying
based solely on organizational status. However when gender was considered along with
position, several differences were noted. Males were more likely to bé bullied at the
worker and supervisor levéls while females were ;nore likely the victims of bullying at
the middle and senior management ranks.

Lim and Cortina (2005) examined the relationships bétwee.n a variety of -

mistreatments in the workplace with two separate samples of women. Attempting to
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study the relationship between general incivility and sexual harassment, the authors did
discover a statistically significant relationship between these two constructs. These
authors propose a three factor model in which gender harassment serves as a bridge
between incivility and sexualized harassment. Gender harassment is defined as,
“experiences of disparaging conduct not intended to elicit sexual cooperation; rather,
these are crude, verbal, physical and symbolic behaviors that convey hostile and
offensive attitudes about members of one gender — typically women” (Lim & Cortina,
2005, p. 483). Two or all three of these behaviors co-occurred.  Gender harassment and
sexualized harassment rarely occurred alone (3% and 1% respectively in sample 1 and
less than 1% for each behavior in sample 2). Incivility did occur without the presence of
the other behaviors (23% incivility alone in sample 1 and 40% incivility alone in sample
2). A significant number of women however experienced both incivility and gender
harassment (22% in sample 1 and 16% in sample 2). While males were excluded from.
these studies, the interplay of non-sexualized and sexualized aggressive behavier would
seem to suggest that women may be more likely to experience workplace aggression
overall.

An Australian study did find significant' gender-related differences in rates of
victimization by aggressivé behavior (Farrell, Bo‘t;rowski, & Bobrowski, 2006). In this
study males were overall more likely to be the victims of both verbal and physical abus‘e.
When age was controlled and younger (< 40 years) males and feméles compared, there

was no significant difference in rates of verbal abuse; however, males were more likely to
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be physically abused. When older (41 years or greater) males and females were
compared, males continued to be more likely victims of physical abuse (Farrell, et al.,
2006). The authors did not offer any rationale for this difference.

Years in Practice

There is some suggestion in the literature that professional tenure, usually
measured as years in practice, has some effect on the experience of verbal abuse or
workplace aggression. In a study assessing the vulnerability of nurses to workplace
violence episodes, 67 nurses were cohorted based on their self-reported childhood
experience of abuse. Generally, both groups experienced their “most bothersome”
episode of workplace violence earlier in their careers rather than later. Of those with a
history of abuse, 58.3% experienced this event within the first 6 years of practice
compared with only 5% experiencing this event after 20 years in practice. Among those
participants without a history of abuse 37.5% experienced the most bothersome event ip
the first 6 years compared with 17.8% after 20 years in practice (Anderson, 2002).

New nurses were found to experience substantial horizontal violence during their
first year in practice in a study from New Zealand (McKenna, et al., 2003). In this
sample of 551 nurses, 58% reported being made to feel undervalued, 46% reported a lack
of appropriate supervision,. 38% reported feeling distressed about conflict and 34% each
reported having their learning blocked and experiencing emotional neglect. Additionally,
age was a factor in this study. Those nurses under 30 years old were more likely to

experience being undervalued, perceive having too much responsibility with inadequate
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support and be verbally humiliated compared with nurses over 30 years old (McKenna, et
al., 2003).
ANCC Magnet® Status

Verbal abuse and other aggressive behaviors are directed at nurses from a variety
of sources. Most studies identify physicians as one source of this abuse and several
studies have identified physicians as the most frequent source of abuse (Braun, et al.,
1991; Cox, 1987; Hilton, Kottke, & Pfahler, 1994; Sofield & Salmond, 2003). Magnet®
status is included in the proposed model due to literature support indicating that there are
differences in nurse/physician relationships in Magnet® versus non-Magnet® facilities.
Additionally, some work has been done, generally using Kanter’s structural
empowerment theory, indicating that nurses in Magnet® facilities are generally more
empowered than nurses in non-Magnet® facilities. |

The American Nurses’ Credentialing Center implemented the Magnet® program
in 1991 based on research conducted in the early 1980°s that resulted in the identification
of 41 magnet facilities (Kramer & Schmalenberg, 2004a). Kramer and Schmalenberg
(2004a) also identify the quality of nurse/physician relationships as being essential to a
work environment consistent with the principles of the Magnet® program. These
authors identify a six level faxonomy of types of m;rse/physician relationships. At the
high end of this scale are collegial relationships while at the low end of the scale are
hostile/adversarial relationships. In their study, nﬁrses in Magﬁet@ desi gnated hospita}s

reported much higher levels of collegial relationships compared to non-designated
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hospitals (86% versus 55% respectively). Additionally, Magnet® designated hospital
nurses reported much lower instances of hostile/adversarial relationships compared to
non-designated hospitals (13% versus 34% respectively) (Kramer & Schmalenberg,
2004a).

Evidence also exists that nurses within Magnet® facilities perceive themselves to
be more autonomous than nurses in other facilities. In individual interviews nurses
identified several characteristics of autonomous practice: being held accountable for
practice in constructive ways, the recognition that there are overlapping spheres of
practice within the organization and organizational sanction of autonomous practice.
Nurses in Magnet® facilities report that these factors were present in higher percentages
than non-Magnet® facilities (Kramer & Schmalenberg, 2004b). Eighty-five percent of
nurses in Magnet® facilities reported that accountability was managed constru;tively
compared with 56% of nurses in non-Magnet® facilities. .Recognition of overlapping
spheres of practice were reported by 83% of nurses in Magnet® facilities versus being
reported by 65% of nurses in non-Magnet® facilities. Finally, 78% of Magnet® facility
nurses reported organizational support for autonomous practice compared with only 35%
of nurses in non-Magnet® organizations (Kramer & Schmalenberlg, 2004b).

Greater levels of wofkplace power and emp(\)werment have been linked to
Magnet® hospitals (Upenieks, 2003). Nurses in Magnet® hospitals reported greater
levels of both power and empowerment compared .to nurses in hon-Magnet@ hospitals.

On a measure of power, Magnet® hospital nurses scored significantly higher than non-
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Magnet® hospital nurses (M = 3.16, SD = .895 versus M =2.70, SD = 951, p <.001).
Likewise, Magnet® hospital nurses reported higher levels of power when compared to
non-Magnet® hospital nurses (M = 3.55, SD = .960 versus M = 2.63, SD = .999, p <
.001) (Upenieks, 2003). This designation by the ANCC is clearly an organizational
attribute and not an individual one. There is, however no basis upon which to determine
if the greater effect from Magnet® status would be on the culture (potentially reduced
tolerance of aggression) or the individual (greater empowerment of individual nurses).
Magnet® status is, therefore included in the model as both an organizational and
individual characteristic.
Research Questions
The following research questions were derived from the proposed conceptual
model.
1. To what extent do the proposed organizational and personal factors explain the
variance in reported frequency of verbal abuse experienced by registered nurses?
2. What is the relationship, if any, between the selected organizational
characteristics and reported frequency of verbal abuse experienced by registered
nurses?
3. Whatis the relationship, if any, between the selected individual characteristics

and reported frequency of verbal abuse experienced by registered nurses?
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Definition of Terms

The proposed model included two latent variables or constructs; organizational
characteristics and individual characteristics. These latent constructs cannot be directly
measured and so are represented by several variables that more readily lend themselves to
objective measurement.
Organizational Characteristics Construct

The organizational factors construct is defined as a continuum that mitigates or
supports aggressive behavior in the workplace. The interaction of various organizational
attributes establishes a level of cultural acceptance of, and permission to engage in,
aggressive behavior. While there are many organizational factors that could potentially
affect the level of aggression, the proposed model uses three measures of this tendency.

1. Magnet® hospital — Any acute care hospiteil currently designated by the American.
Nurses Credentialing Center (ANCC) as a Magnet® hospital. The status must be’
current and unexpired.

2. Violence Prevention Climate (VPC) — Perception of staff of the emphasis placed
on prevention or control of physical or verbal aggression by the management of
an organization. VPC is operationally-defined as the score on thé VPC scale
within the survey insfrument.

3. Workplace Aggressioh Tolerance — The extent to which an individual finds

aggressive behaviors acceptable in response to workplace stressors. Workplace
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aggression tolerance is operationally defined as the score on the Workplace

Aggression Tolerance Questionnaire (WATQ) portion of the survey instrument.
Individual Characteristics Construct

Similarly to the organizational characteristics construct, the individual
characteristics construct also suggests a continuum that increases or decreases the
likelihood of verbal abuse victimization. The individual characteristics construct is a
continuum of greater or lesser personal power. Any number of individual characteristics
may have an effect on one’s level of power within the organization and it is not possible
to include all of these factors in a single study. Four factors were considered as
representative measures of the individual characteristics construct. Three of these
characteristics are further defined below. The fourth characteristic, Magnet® status, is
defined under the organizational characteristics construct above.

1. Gender — Sex identity as reported by the participant. Gender is operationally
defined as female or male.

2. Years in Practice — The number of whole years a participant has been a practicing
registered nurse. For the purposes of descriptive statistical analysis, years in
practice are operationally placed in the following brackets: less than 1 year, 1 to 5
years, 6 to 10 years, il to 15 years, 16 to 20\years, 21 to 25 years, and 26 or more
years. For the structural equation modeling analysis, years in practice is a |

continuous variable.
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3. Organizational status — The formal position in which a participant works within
an organization. Organizational status categories are: staff nurse, charge nurse,
assistant nurse manager, nurse manager, director, advanced practice nurse,
educator, faculty member, school nurse, coordinator, and other.

Verbal Abuse
Verbal abuse was conceptually defined according to Hadley (1990), who defined

verbal abuse as verbal behavior designed to humiliate, degrade, or otherwise

demonstrate a lack of respect for the dignity and worth of another individual. Verbal
abuse will be operationally defined as the self reported frequency of verbal abuse
episodes, by source, over the 30 days prior to the participant completing the survey.

Population
The defined population for this study was éurrently employed registered nurses

licensed in three Mid-Atlantic States: Maryland; Virginia; and West Virginia.

Maryland and Virginia are members of the multi-state licensing compact while West

Virginia is not. Nurses may legally hold licenses in more than one jurisdiction, or

may work in more than one state when holding a license with multi-state privileges.

Therefore, the location of the nurses’ employment was not used as either an

inclusionary or exclusionary criterion.
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Limitations

Several limitations to the generalizability of the findings of this study were

identified. Among these limitations are the following:

1.

The sample used in this study was drawn from nurses employed in Maryland,
Virginia and West Virginia and therefore may not be representative of the entire
population of nurses. The localization of the sample to the mid-Atlantic region of
the United States limits the generalizability of these results to other areas of the
United States or to other countries.
Participants were recruited through the use of mailing lists provided by the State
Boards of Nursing in the respective states represented in the study. Therefore,
specific organizations in which participants were employed could not be
identified. Additionally, while it can be reasonably assumed that more than one
response was received from the nurses employed at any given organization, it was
not possible to cohort these responses into aggregate organizational scores-on any
of the measures.

Summary

Verbal abuse in healthcare organizations constitutes an immediate threat to patient

safety, nurse retention and recruitment, nurse satisfaction and quality patient care

outcomes. Verbal abuse causes nurses to leave organizations necessitating their

replacement. Verbal abuse distracts nurses, thus making patients more vulnerable to

errors. Verbal abuse also reduces productivity by causing nurses to focus on
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interpersonal relationships rather than patient care issues. Since improvements in all of
the above factors are in the best interests of the healthcare organization, it is incumbent
on the leaders of these organizations to take steps to reduce the level of verbal abuse of
nurses as well as other employees. The proposed model was thought to provide a useful
framework to guide this research. Understanding the relative contribution of
organizational and individual characteristics contributing to verbal abuse will assist

healthcare leaders in focusing efforts to reduce this form or workplace aggression.
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CHAPTER 11
REVIEW OF THE LITERATURE

Nurses have experienced and attempted to cope with abusive behavior from a
variety of sources for many years. Research on these behaviors traverse the continuum
from low intensity, more recently explored as the concept of incivility, to the highest
intensity of physical violence. Reported perpetrators of this abusive behavior include
patients and their families, supervisory staff, physicians and other hurses (Braun, 1991;
Cox, 1987; Cox, 1991a). The earlier literature regarding verbal abuse focused on
understanding the depth and breadth of the abuse experienceci by the nurse. One
frequently used instrument, the Verbal Abuse Survey developed by Cox (1987),‘ seeksto -
understand the frequency of abuse in terms of the pércentage of nurses having
experienced such behavior as well as how often the nurse experiences an abusive event.
Additionally, Cox’s instrument gathers information about the perceived psychological
impact of abusive behavior, asking the participant to indicate how the abuse made the
nurse feel by selecting from a list of emotional reactions. Building upon this work,
various researchers have attempted to understaﬁd the effect of verbal abuse on a
multitude of factors such as nurse turnover and intent to leave (Sofield & Salmond,
2003), productivity (Braun, 1951), patient safety and clinical outcomes (Rosensfein &

O’Daniel, 2005). Few studies were found that focused on the assessment of strategiés
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designed to reduce the incidence or effect of verbal abuse and minimal work has been
done to address the “why” of verbal abuse. Verbal abuse has been studied principally
from the viewpoint of the victim of the abuse, not from the viewpoint of the perpetrator
of the abusive behavior. Logically, it would be understandable that verbal abuse
perpetrators would be reluctant to discuss why this behavior occurs. Unfortunately,
however, this has tended to place the responsibility for effectively responding to verbal
abuse in the hands of the victim. While few mitigation strategies have been studied, the
tendency is to focus on changing the behavior of the nurse (victim) to respond more
effectively to the perpetrator. Alternatively, a mitigation strategy frequently
recommended is the adoption by organizations of a “zero tolerance” policy. With this
strategy the organization, in essence, comes to the aid of the abused nurse by forbidding
abusive behavior and, theoretically, ascribing conséquences for those who continue to
engage in abusive behavior. While certainly superior to expecting the nurse to respond
unaided to abusive behavior, zero tolerance has several weaknesses. Among these are the
reluctance of the organization to impose sanctions on those upon whom the organization
is dependent for revenue (physicians), and the difficulty of applying these policies to
patients and their families. Additionally, zero tolerance policies simply ban abusive
behavior. What these policies may fail to recognize \is that abusive behavior, while never
acceptable, is often triggered by legitimate frustration and anger at system failures

(Allcorn, 1994). If the zero tolerance approach is not'coupled with process redesign that
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focuses on reducing the failures that often trigger abusive behavior, the frustration and
anger in the perpetrator are not reduced and will likely exhibit themselves in other ways.

This review of the literature will initially distinguish verbal abuse from other
forms of workplace violence and then systematically explore relevant research regarding
verbally abusive behavior. The sources of verbal abuse will be described, defining the
points along a continuum including incivility, verbal abuse and disruptive behavior. The
varied perpetrators of verbal abuse will be discussed. The literature does not indicate a
consistent picture of the source of abuse. The most frequent perpetrator differs from
study to study and these differences will be presented and explored. Other sections of
this chapter will explore the work done regarding the consequences of verbal abuse as
well as studies regarding mitigation strategies.

The search for information for this review included several electronic databases:
CINAHL; PsycINFO; PubMed; ProQuest; and SCOPUS. Search terms included: verbal ,
abuse; incivility; bullying; horizontal violence; workplace violence; workplace
aggression; workplace abuse; workplace intimidation; workplace anger; predicting
violence; occupational aggression; nurse abuse; verbal aggression; violence against
nurses; healthcare organizations and aggression; oppressed group behaviér; workplace
violence mitigation; and orgahizational violence. Th\e bibliographies of retrieved sources
were used to identify antecedent references. Citations or sources for additional materials

were also forwarded by professional colleagues.
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Several theoretical frameworks have been utilized in the verbal abuse literature to
attempt to either predict or explain the results of the various studies. This review will
describe those frameworks and explore how they have been used by the authors.

Central to the current study is the line of reasoning that states that verbal abuse
exists in the presence of a significant power gradient between the perpetrator and the
victim, that this power gradient is reduced when the nurse feels empowered within the
organization and that nurses are more empowered in hospitals that have achieved
recognition through the Magnet® Nursing Program of the American Nurses
Credentialing Center. So that this line of reasoning may be better understood, the
Magnet® Nursing Program will be described as well as a growing body of research
comparing various aspects of “Magnet®” and “non-Magnet®” hospitals.

Workplace Violence Continuum

Inherent in any study of verbal abuse is the necessity of an appreciation for the
place of verbal abuse in the constellation of behaviors associated with the more general
concept of workplace violence. Even a cursory review of the verbal abuse/workplace
violence literature will readily demonstrate the lack of consistency in definitions, both
conceptual and operational, for terms used to describe abusive behavior.

Several authors note a. lack of clarity and consistency in defining acts of violent
behavior in the workplace (Baron & Neuman, 1998b; Griffin & Lopez, 2005; Johnson,
2009; St-Pierre & Holmes, 2008). These acts are genérally distiﬁguished from one

another by level of intensity, physicality, and intent to harm. The lowest intensity
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behavior on the continuum is incivility, while the term workplace violence is generally
reserved for a range of behaviors including physical attacks.
Workplace Violence

A somewhat global term used in the literature is workplace violence. This term
generally is used to include all forms of aggressive behavior in work settings ranging
from incivility to physical violence (Baron & Neuman, 1998b; Jacobson, 2007; Schat,
2004). Baron and Neuman (1998a) suggest that the term workplace violence be limited
to acts of serious physical violence. These authors make the point that the majority of
media attention to acts of workplace violence is focused on incidents involving homicide
in the workplace. While tragic, workplace homicides account for only 1 in 650 acts of
workplace violence (Baron & Neuman, 1998a).

Sofield and Salmond (2003) provide two definitions for workplace violence.
These authors offer the definition of workplace violence proposed by the American
Nurses Association which is a range of behavior from verbal abuse, threats and unwanted
sexual advances to physical assault and at the extreme, homicide. They further cite the
definition provided by the National Institute of Occupational Safety and Health which
defines workplace violence as any physical assault, threatening behavior or verbal abuse
occurring in the work setting.l
Workplace Aggression

Workplace aggression has been used in the litérature as énothér general term that,

can include acts across a broad spectrum of severity. Baron and Neuman (1998b) defined
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workplace aggression as, “efforts by individuals to harm others with whom they work, or
have worked, or the organizations in which they are presently, or were previously
employed” (p.395). Two factors are indicated as being important in this definition. First
is the intent to harm. The individual engaging in the aggressive behavior means to cause
harm to either an individual or to the organization. Secondly, in the healthcare arena, this
definition would exclude all aggressive behavior perpetrated by patients, family members
or visitors to the organization. Aggressive acts occurring due to the nature or location of
work and perpetrated by outsiders to the organization are defined as acts of occupational
violence and not workplace aggression (Baron & Neuman, 1998b). Similarly, for
different authors, occupational violence included acts perpetrated by patients, patients’
relatives or professional colleagues (Alexander & Fraser, 2004). As indicated above
Baron and Neuman (1998a) define workplace violence as including only the most
extreme acts of physical violence such as actual or threatened physical attack or theft or
destruction of property. These authors include workplace violence as a subset of -
behaviors associated with the more general term, workplace aggression. In addition to
the category of workplace violence, aggression is further divided into categories of verbal
aggression and obstructionism (Baron & Neuman, 1998a). In a later study exploring the
impact of perceived injustice ‘and possession of a Type A personality on workplace
aggression, 40 forms of workplace aggression were classified into three factors: .

Expressions of Hostility, Obstructionism and Overt Aggression (Baron, Neuman, & |
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Geddes, 1999). The behaviors formerly classified by Baron and Neuman (1998a) as
workplace violence were now categorized as overt aggression (Baron, et al., 1999).

In an attempt to bring clarity to the definitional morass associated with these
terms, Griffin and Lopez (2005) offer a typology for “bad behavior” in organizations.
Their typology lists five categories of bad behaviors: dysfunctional behavior, workplace
deviance, workplace aggression, workplace violence, and antisocial behavior. Workplace
aggression is defined as “highly assertive, non-physical behavior directed toward a
person or object” (2005, p. 1001). This definition differs from Baron and Neuman
(1998b) as it does not include aggression toward the organization and does not include
physical acts which are included under the definition of workplace violence (Griffin &
Lopez, 2005).

There are also instances where the term wofkplace aggression is used but the
authors fail to provide a clear definition of the term’s use in their studies. One such
example is a study conducted by Farrell, Bobrowski, and Bobrowski (2006) investigating
workplace aggression in Tasmania. In the abstract the authors allude to the term
workplace aggression including both verbal and physical abuse. _The authors indicate
however that the term workplace aggression was not defined for the participants in the
study. Their questionnaire pfovided participants with definitions of both verbal abuse
and physical abuse but appearé not to have combined the terms for participants as

workplace aggression.
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Verbal Abuse

A first step in understanding the phenomenon of verbal abuse and its perpetrators
is to define what is meant by verbal abuse. As previously stated, verbal abuse can be
seen to constitute a point on a continuum of interpersonal behaviors. These behaviors
have one or more negative consequences for the victim of the behavior. Throughout the
literature a broad range of terms have been used in studies involving verbal interactions
generally regarded as being unacceptable interpersonal behaviors.

The above discussion demonstrates the cluttered landscape of terminology related
to inappropriate interpersonal behavior within the healthcare setting. Terminology and
definitions differ and no standard definition has been established for these unacceptable
behaviors.

Several authors have offered definitions of the term verbal abuse. Researchers
Diaz and McMillin (1991) provided operational definitions for the four measures used in
their study: Verbal Abuse, Sexual Abuse, Threatened Harm and Physical Abuse. This
study specifically focused on abusive behavior toward nurses by physicians. Verbal
abuse was defined as whether or not a physician had ever “verbally insulted you™ or
“yelled at you”.

Helen Cox conducted ‘several of the earlier studies on the topic of verbal abuse.
While no clear definition for the term verbal abuse can be found in the report of her
original 1987 study, a follow up study in 1991 did include a deﬁnitioﬁ for verbal abuse.

Verbal abuse was defined as any communication a nurse perceives to be a harsh,
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condemnatory attack upon herself or himself, professionally or personally (Cox, 1991a).
Verbal abuse has also been defined as overt or subtle verbalizations ranging from
profanity and openly hostile remarks about competency to double-edged comments,
gossip and rumors (Cooper, Saxe-Braithwaite, & Anthony, 1996). Manderino and
Berkey (1997) and Cook, Green, and Topp (2001) both used a definition they attribute to
Hadley, which defined verbal abuse as verbal behavior designed to humiliate, degrade, or
otherwise demonstrate a lack of respect for the dignity and worth of another individual.

Bruder (2001), in an article examining verbal abuse and gender, defines verbal
abuse based on the relationship between the perpetrator and the victim. The nurse-
perpetrator relationship can be either vertical or horizontal. In vertical abusive episodes
the perpetrator would typically be a physician or someone in a supervisory relationship to
the nurse. Horizontal abuse occurs between nurses.. Bruder (2001) defines these verbal
abuse events as behavior that nurses direct towards each other that would be totally
inappropriate if they directed that same behavior, action, work, tone, attitude, judgment,
towards a patient. Continuing with the construct of horizontal violence, an Australian
study defines horizontal violence as a form of psychological harassment and that this
harassment involves verbal abuse, threats, intimidation, humiliation, excessive criticism,
innuendo, exclusion, denial of access to opportunity, disinterest, discouragement and the
withholding of information (McKenna, et al., 2003).

A large Canadian study of 8,780 nurses provided operatiénal deﬁnitions for two .

terms related to verbal abuse (Duncan et al., 2001). Emotional abuse was defined as
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hurtful attitudes or remarks, insults, gestures, humiliation before the work team, or
coercion. Verbal sexual harassment was defined as repeated, unwanted intimate
questions or remarks of a sexual nature.
Disruptive Behavior

Another term used in defining actions similar to those described above is
disruptive behavior and this conduct was the topic of two studies by Rosenstein. The first
of these studies specifically addressed the issue of disruptive physician behavior and its
impact on nurse satisfaction and retention. For the purpose of this study Rosenstein
defined disruptive physician behavior as any, “inappropriate behavior, confrontation, or
conflict, ranging from verbal abuse to physical and sexual harassment” (Rosenstein,
2002, p. 27). Another study several years later addressed the effect of disruptive
behavior on clinical outcomes (Rosenstein & O'Dailiel, 2005). This study evaluated
disruptive behavior by both nurses and physicians. The aufhors used the same definition
but changed the term they were defining from disruptive physician behavior to simply
disruptive behavior. As stated earlier, some definitions of disruptive behavior cite the
organization as the victim instead of the direct target of the behaviqr. One such definition
is provided in an article by Porto and Lauve (2006). These authors define disruptive
behavior as “anything a cliniéian does that interferes with the orderly conduct of hospital
business, from patient care to committee work. Thi§ includes behavior that interferes

with the ability of others to effectively carry out their duties or that undermines the
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patient’s confidence in the hospital or another member of the healthcare team” (Porto &
Lauve, 2006, p. 2).
Incivility

Workplace incivility was first described in 1999 by Andersson and Pearson as
“low intensity deviant behavior with ambiguous intent to harm the target, in violation of
workplace norms for mutual respect. Uncivil behaviors are characteristically rude and
discourteous, displaying a lack of regard for others” (Andersson & Pearson, 1999, p.
457). These authors cited many examples of workplace incivility including: discourteous
answering of the telephone, screening calls with voicemail, leaving trash behind for
others to clean up, standing over someone who is working and having loud personal
telephone conversations at work.
Horizontal Violence and Bullying

The terms horizontal violence and bullying do not describe different behaviors
than those discussed earlier under the headings of verbal abuse, incivility, workplace
aggression and disruptive behavior. Horizontal violence and bullying generally describe
the relationship between the perpetrator and the victim of the aggressive behavior rather
than the fqrm of the aggressive behavior itself.” Several authors seem to use the terms
horizontal violence and bullying interchangeably (Corney, 2008; Curtis, et al., 2006;
Johnson, 2009; McKenna, et al., 2003). While hori;ontal violence and bullying -
ostensibly occur between peers, several authors suggest that the ‘victirﬁ is less powerful .

than the perpetrator and therefore unable to engage in protective behaviors (Hutchinson,
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et al., 2006; Johnson, 2009; Namie, 2003; Zapf & Einarsen, 2001). A number of authors
do recognize one difference between bullying/horizontal violence when compared to
incivility or verbal abuse. Bullying and horizontal violence are frequently characterized
by their repetitive nature. A hallmark of bullying is that the victim endures repeated
assaults over an extended period of time. Lutgen-Sandvik, Tracy, and Alberts (2007)
combine elements of repetition, duration and relative powerlessness defining bullying as
the experience of, “at least two negative acts, weekly or more often, for six or more
months in situations where targets find it difficult to defend against and stop abuse (p.
841). One author also indicates that the duration of bullying is on average a duration of
22 months (Namie, 2003).

The above section discusses the varied points on the workplace violence
continuum. What should be clear from this review is that this continuum is nof linear in
nature. There is significant overlap of the behaviors conneéted to the terms used to
describe this phenomenon and little agreement on definitions and uses of these terms.
The above information is summarized in Appendix A.

A note should be made regarding the topic of sexual abuse or sexual harassment
in the workplace. At any point upon the workplace violence continuum, the abusive
behavior of the perpetrator caﬁ be either sexualized or not. Sexual abuse and/or
harassment may fall at several“different points on thg continuum, including incivility,
verbal abuse and physical violence. Therefore sexual‘harassmer.lt and sexual abuse are .

not included as separate forms of violence along the continuum but rather, may be a
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component of any form of abuse. Since the literature well supports the use of sexual

abuse or sexual harassment as an expression of power rather than of sexual desire, the

basic goal of dominance remains unchanged in sexualized versus non-sexualized abuse.
Sources of Verbal Abuse

Nurses receive verbal abuse from a variety of sources. Among these sources are
patients and their families, physicians, managers or supervisors, and other nurses.

In a 1985 survey, nurses in north Texas were asked who was the most frequent
source of abuse (Cox, 1987). The survey used a mailing list from the Texas Tech
University Health Sciences Center and randomly selected 1000 names from this list of
10,200. The return rate for this survey was 42.1%. Surveys were sent to both staff
nurses and directors of nursing. Eighty-two percent of the staff nurses had experienced
verbal abuse in their practice. The nursing directofs had a similar rate, 81%, when they
considered their entire nursing careers. When only their experience as directors was
considered, 77% of this group reported that they had experienced verbal abuse while in a
director role. Both groups reported that physicians were the most frequent source of
verbal abuse. Seventy-eight percent of the staff nurses and 84% of the directors reported
physicians as the most frequent abuse source. Both groups also reported that the next
most frequent source of abusé were patients’ family members. The staff nurses then
reported that patients were the third most frequent égurce of abuse while immediate
supervisors held the third position for the director. The fourth most f£equent source of .

abuse for staff nurses were immediate supervisors while peers held the fourth position for
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the nursing directors. Frequency percentages were only reported for the most frequent
abusers for both groups.

A brief summary of a 1994 study reported similar results to the study by Cox
(Hilton, et al., 1994). In this study, surveys were distributed to non-supervisory nurses at
a 1000-bed hospital in southern California. Eighty-nine percent of these participants
reported experiencing verbal abuse in their practice. Again physicians were reported as
the most frequent source of abuse, followed by patients and then patients’ families. This
study also provides information regarding the frequency of verbally abusive episodes.
The participants were asked to indicate the number of abusive statements they received in
a one-month period. Forty-seven percent reported one or two statements and 30%
reported three to five abusive statements.

Physicians are not always reported as the Iﬁost frequent source of abuse. A study
reported in 1991 surveyed both registered nurses and non-registered nurses at a large
medical center in Hawaii (Braun, et al., 1991). All registered nurses working at the
medical center were invited to participate. Of the 696 employed nurses 327 responded
for a response rate of 47%. The non-registered nurse participants came from a sample of
125 employees of whom 67 agreed to participate in the study. It should be noted that the
nurse and non-nurse participénts were surveyed two months apart and did not complete
the same survey. The non-nurse survey was develdped by one of the researchers and it
was described as a generic version of the survey. The nurses wére sufveyed using the

Verbal Abuse Survey developed by Cox. This study reports a higher rate of nurses who
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have experienced verbal abuse with 96% of the nurse participants reporting verbal abuse.
Conversely, only 69% of the non-nurse participants indicated that they had experienced
verbal abuse at work. The nurses in this study reported that patients were the most
common source of abuse with 36% of the nurses listing patients as the most frequent
source. Physicians were cited as the most frequent source of abuse by 28% of
participants, followed by the patient’s family (13%) and another staff nurse (12%). In the
nurse sample, 25% of the participants reported greater than 6 abuse episodes per month
and 24% reported that they had resigned from a previous job due to abuse. The study
demonstrated that while patients and physicians are frequent sources of abuse, they are
not necessarily the abusers leading to nurse turnover. Only 5% of the nurses reported that
their immediate supervisor was the most frequent source of abuse; however, for those
nurses who reported resigning from a job due to abﬁse, 34% of those participants
indicated that the resignation-inducing source of abuse was their immediate supervisor.
Two studies conducted in Turkey and one in New York State yielded similar
results indicating that the most frequent source of abuse was the patient. The first study
was conducted at the largest (bed capacity) hospital in the Turkish town Qf Adana
(Oztunc, 2006). Four hundred fifty nurses were employed at the hospital at the time of
the study and all were invited to participate in the study. Of the total population, 290
nurses completed the survey fér a response rate of 64.4%. Of the respondents, 80.3%
reported having experienced verbal abuse in the last year. In this study it was the

patients’ relatives who were cited as the most frequent source of abuse (57.2%) followed
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by patients (37.9%) and physicians (29.0%). Coworkers were only cited as the most
frequent source of abuse by 6.9% of the respondents and the head nurse or nurse
administrator was the most frequent abuser cited by 5.9% of participants. The second
Turkish study was a multi-hospital survey involving three public hospitals in East
Anatolia (Uzun, 2003). The sample in this study consisted of 467 nurses which was a
response rate of 69%. The overall sample reported that 86.7% of the nurses had
experienced verbal abuse in the preceding 12 months and that 60.6% had been verbally
abused in the last month before the survey. Rates for abuse within the last year were
reported for the three hospitals of 91.3%, 88.9% and 83.8%. No statistically significant
difference was found among the rates of the three hospitals. As in the previous study,
patients’ relatives were the most frequent source of abuse with 59.8% of respondents
listing relatives most frequently. Patients’ relativeé ‘'were followed by patients themselves
(22.7%) and physicians (6.8%). Unlike other researchers, Uzun reported the gender of
the abuser who was male by a wide margin (71.9%). In the study in New York State
again the patient was identified as the most frequency source of abuse at more than twice
the rate of the next most frequent abuse source (Zigrossi, 1991). Staff nurses in this study
experienced a mean number of 3.6 verbal abuse ev'en\ts from patients over a one month
period. The next most frequent source of abuse was patient’s family at 1.4 events in the
same timeframe.

Researchers in Canada used data from a large multination study to explore

violence in hospitals in Alberta and British Columbia (Duncan, et al., 2001). The original

39



data set included responses from 8,780 nurses from 210 hospitals. Duncan, et al.,
(2001) used the terms emotional abuse and verbal sexual harassment as the operational
definitions of events most related to verbal abuse. Participants were asked to report five
different types of violent episodes: physical assault; threat of assault; emotional abuse;
verbal sexual harassment; and sexual harassment. The research team used a very short
timeframe when asking about recent experiences with the various types of violence.
Nurses were asked to report whether or not they had experienced any of the five types of
violent acts within the last 5 shifts that they worked. In the overall sample, 46% of
nurses reported at least one of the five types of violence with the last 5 shifts worked.
The most frequently cited form of violence was emotional abuse. The rates reported for
these events were 38.0% in Alberta and 36.6% in British Columbia. Similar rates of
violent acts were found in the two provinces for erﬁotional abuse, verbal sexual
harassment and sexual harassment. Statistically significant differences were found
between the two provinces in both physical assault and threat of assault with British
Columbia nurses experiencing these acts at a higher rate. Across all types of violent acts
in both provinces, patients were the most frequent source of abuse. Patients were
reported as the source of emotional abuse by 35.4% of the nurses in Alberta and by
34.3% of the nurses in British Columbia. Frequency of abuse was evenly distributed
among the remaining sources of abuse with physicigns listed second in both provinces

(13.5% in Alberta, 19.6% in British Columbia), nursing coworkers third (13.0% in
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Alberta, 13.3% in British Columbia) and patients’ family or visitors fourth (11.6% in
Alberta, 12.2% in British Columbia).

Pediatric nurses were the subject of a study conducted in eastern Ontario (Pejic,
2005). While the sample of nurses in this study is small (N=35), the study was conducted
across six hospitals. The small sample size was related to the complex inclusion criteria
for the study. The researcher focused specifically on the pediatric nurse population and
established inclusion criteria for their study that required participants be registered nurses
in Ontario, have two or more years experience in acute care pediatrics, and have a
demonstrated commitment to pediatric nursing, be employed either full or part time and
be fluent at reading and writing English. The researcher used a self-developed survey
modified from an instrument by Manderino and Banton that has been in use since
approximately 1994. Participants were asked if thé‘y had experienced verbal abuse within
the last three months and 94.3% indicated that they had beén abused in that period.
Participants were given four choices regarding the perpetrator of verbal abuse: patients,
parent/visitor, physician, other staff members. Verbal abuse was limited to one source
for 21.9% of respondents. Two sources of abuse were reported by‘37.5%, three sources
of abuse by 25.0% and 15.6% of respondents reported being abused by individuals in all
four categories within the thrée month period. Physicians were reported as the most
frequent abusers at 31.3%, but only slightly more than the 28.1% rate for both patients

and family or visitors.
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Sofield and Salmond (2003) report the findings of a survey conducted at a three-
hospital system in the northeast United States. A shortened version of the Cox Verbal
Abuse Survey was sent to a randomized list of 1000 nurses from the three hospitals. A
final usable sample of 461 surveys was returned for an overall response rate of 46.1%.
Return rates were similar for the three hospitals (31%, 37%, and 37%). Ninety-one
percent of participants reported at least one episode of verbal abuse in the month prior to
taking the survey. The majority of nurses (67%) reported between 1 and 5 events.
Participants were asked to report all sources of verbal abuse within the last six months.
Physicians were reported as the most frequent source of abuse by greater than 60% of the
study participants. Following physicians as the most common source of abuse were
patients, patients’ families, peers, supervisors, and subordinates.

Researchers in Queensland Australia report“the results of a 2004 study of
workplace violence in which they compare their results to én earlier 2001 study to assess.
changes in the nature of workplace violence over time (Hegney, Eley, Plank, Buikstra, &
Parker, 2006). Surveys were sent to 3,000 healthcare workers in Queensland. The
sample was divided into three strata representing the private, public, and aged care
sectors of the healthcare industry. One thousand surveys were mailed to workers in each
sector. Surveys were returne.d by 1,349 workers for an overall response rate of 45%. Of
the total number of usable surveys, 913 were compieted by registered nurses. Only the
responses of the registered nurse participants are reported by thé autﬁors. Participants .

were asked if they had experienced some form of workplace violence within the three
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months prior to the survey. Greater than 40% of respondents in each of the three sectors
reported that they had been the victim of workplace violence. In all three sectors the rate
reported in 2004 was higher than the rate in 2001. Sources of workplace violence in this
study closely mirror the source of abuse in the other studies cited above. Across all
sectors and both years, clients/patients are most frequently listed as the source of
workplace violence. Significant increases from 2001 to 2004 in workplace violence rates
were reported for visitors/relatives in all three sectors, and in other nurses in the aged care
and public sectors. Workplace violence incidents also increased in all three sectors from
2001 to 2004 where nursing management was cited as the source of the abuse. Overall
rates of abuse by medical practitioners did not increase significantly from 2001 to 2004.
There is however, in both years, a significant difference in abuse rates by medical
practitioners betw¢en the three sectors, with abuse “rates being much higher in the private
sector.

The preceding studies all sought information regarding the source of abuse. The
respondents were asked to indicate who the perpetrators of abuse were and with what
frequency the abuse occurred. Following are several studies that specifically target a
particular group of perpetrators. These include studi\es focused on the physician as the
abuser as well as studies focused on the topic of horizontal violence or bullying in which '
other nurses are the targeted source of abusive behévior for the study. As the perpetrator
in these studies is predefined by the researcher, the studies will only be mentioned in this

section. The intent of most of these studies it to determine the effect and impact of verbal
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abuse from the identified perpetrator and so this body of work will be explored more
fully in the following section on the consequences of verbal abuse.

Manderino and Berkey (1997) surveyed 300 Missouri nurses to explore verbal
abuse by physicians. Of the 300 nurses invited to participate, 130 returned surveys
netting a response rate of 43%. The authors used the Verbal Abuse Scale developed by
Manderino and Banton in 1994. Their research questions included frequency of abuse as
well as the nurses’ reactions to abuse and the coping behaviors used by the nurse in
responding to the abuse.

A study exploring physician abuse of nurses in the perioperative setting was
conducted using members of a single AORN local chapter located in Toledo, Ohio
(Cook, et al., 2001). Two hundred members of this professional association were invited
to participate. Th¢ final sample consisted of 78 coﬁplete surveys for a responsé rate of
39%. This study also used the Verbal Abuse Scale by Manderino and Banton. These
researchers used Roy’s Adaptation Model as the theoretical framework for their study
and so addressed frequency of abuse as well as coping mechanisms used by the nurse. At
least one episode of verbal abuse by a physician had been experienced in the preceding
year by 91% of the nurses in this study. In terms of the frequency of abuse, 45% of
participants reported experiencing verbal abuse several times per year while 22.5%
reported verbal abuse episodes occurring several tifnes per week and 4.2% of participants

reported being verbally abused on a daily basis (Cook, et al., 2001).
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Diaz and McMillin (1991) surveyed 500 nurses residing in a single California
county and received 175 complete and usable surveys. Eighteen surveys collected earlier
as part of an exploratory survey were merged into the main survey data yielding 193
participants. Unique to this study is that the researchers used the literature regarding
battered women to guide their research. Therefore, the researchers excluded male nurses
from their analysis leaving a final sample of 164 surveys. This survey also only
considered abuse toward the nurse by physicians. Respondents were asked the frequency
of various types of abuse including verbal abuse, sexual abuse, threat of physical abuse
and actual physical abuse. Ninety-four percent of nurses reported being verbally abused
at least once in the preceding 12 months. Sixty-four percent reported that verbal abuse
occurred at least once every 2 to 3 months. Sexual abuse was reported as occurring at
least once by 53%. of the participants. As noted ealrlier sexual abuse in this study was
operationally defined as positive answers to the questions asking if a physician has ever .
“sexually propositioned you”, “sexually insulted you”, or “suggestively touched you”.
Two of these three questions can be categorized as both sexual harassment and sexually
related forms of verbal abuse.

Another type of abusive behavior is referréd\to as either horizontal violence or
bullying although a distinction should be drawn between these two related concepts.
Horizontal violence speciﬁcaily refers to abusive behaviof among members of the same

group, i.e. nurses who are at the same level in the organization (Hutchinson, et al., 2006).

Bullying is often used synonymously with the term horizontal violence. Bullying
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however, can include upward and downward abusive behavior as well as occurring across
organizational lines. Several authors have suggested that behavior escalates along a
continuum from incivility to bullying. Namie (2003) places abusive behavior on a 10-
point scale. Incivility scores range from 1 to 3, bullying from 4 to 9 with a score of 10
indicated for battery and homicide. Without necessarily specifically referencing bullying
in their 1999 work defining incivility, Andersson and Pearson (1999) describe an
incivility spiral of escalating behaviors between actors that eventually crosses the
boundary between the ambiguous intent to harm of incivility and enters the area that they
term coercive behavior.

A New Zealand study focused on the experience of horizontal violence of nurses
in their first year of practice (McKenna, et al., 2003). Surveys were mailed to all nurses
registering for the first time in the year before the étudy. Of the 1,169 surveys mailed,
551 complete surveys were returned for a response rate of 47%. Abusive behaviors were
divided between covert interpersonal conflict and overt interpersonal conflict. The covert
category included behaviors such as being undervalued, having learning experiences
blocked, being neglected emotionally, lack of supervision or support and threats of
repercussions for speaking out. Fifty-eight percent reported being undervalued while
46% reported being given toé much responsibility without adequate supervision. In
terms of overt behaviors, 34% of respondents repoﬁed Vefbally abusive statements being

made that included statements that were rude, humiliating or involved unjust criticism. .
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All of the studies presented thus far have used nurses as the research participants.
Two studies are now presented that surveyed both nurses and physicians and two
additional studies are discussed that included nurses, physicians and hospital
administrators among respondents.

In addition to including both nurses and physicians, a study conducted at a 650-
bed community hospital in Canada is also one of the few experimental studies found
regarding verbal abuse (Cooper, et al., 1996). Sixty physicians and 60 nurses were
randomly selected from a staff of 246 physicians and 730 nurses.  Of the total sample of
120, 34 nurses and 4 physicians agreed to participate and met the inclusion criteria for the
study. The researcher administered three surveys to participants, the Tennessee Self
Concept Scale developed by Fitts, the Verbal Abuse Survey developed by Cox and the
Nurse-Physician Relationship Survey developed bS/ one of the authors. Particfpants were
randomly assigned to the experimental and control groups.. The authors do not state that .
groups were equal in size although it does appear that the groups held a mixture of both
nurses and physicians. Both groups completed the two questionnaires and attended two
educational sessions. The experimental group received education about_verbal abuse and
self-esteem while the control group received education about stress management.
Participants completed all three surveys before and after the intervention was applied.
Data collection occurred over a six month period. ‘Physicians were reported as the most

frequent source of abuse at 38.2% of reported incidents. Physicians were followed by -

47



patients’ relatives (27.6%) and patients (23.7%). Registered nurses and immediate
supervisors were responsible for 5.3% of incidents each.

A Norwegian researcher studied anger behavior between nurses and physicians
(Skjorshammer, 2003). Anger behavior was defined as an expression of strained
interpersonal relationship where contextual factors serve to lower the threshold for
keeping such feelings private. The study used an ethnographic design and triangulated
data from the interviews, observations and a review of hospital documents. Fifty-six
nurses and physicians were interviewed and 101 separate stories were recorded. Of the
101 stories 49 were directly related to either expressions of irritation or frustration or
included descriptions of anger behaviors such as yelling, swearing or blaming. Focus
groups were also conducted as part of the data collection. Physicians were the principal
actors in 33 of the.49 stories. While the physiciané did express anger toward each other,
most of their anger was directed at nurses. Nurses perceived anger behaviors as a
negative stressor while physicians believed that expressing anger was an importarit way
of relieving pressure to which they were entitled. Anger behaviors were categorized as
strong verbal expressions, weaker verbal expressions, non-verbal e‘xpres‘sions or personal
behavioral style. Female physicians expressed anger more similarly to male physicians
than female nurses. In this study both groups found that some anger expressions were
understandable and some incomprehensible. Gene?ally understandable expressions of
anger are perceived by the target as commensurate with the work situation while

incomprehensible expressions of anger are those the target perceives to be an
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overreaction to the actual situation, are intentionally harmful or place unjustifiable blame
on the target. It was generally perceived that there is greater acceptance of anger
behavior by physicians than by nurses. One nurse director commented, “Rude and
rebukeable behavior on the part of nurses leads to dismissal. However, there is much
more tolerance for such behavior on the part of doctors™ (Skjorshammer, 2003, p. 283).

Two studies by Rosenstein and others examine the impact of disruptive behavior
on nurse satisfaction and retention as well as clinical patient outcomes (Rosenstein, 2002;
Rosenstein & O'Daniel, 2005). The 2002 study included 1,200 participants from 84
hospital or medical groups that are part of the VHA West Coast network. The sample
consisted of 720 nurses, 173 physicians, and 26 administrative executives. Additionally,
281 respondents did not list their job titles. Surveys without job titles were included in
aggregate measures but excluded from subgroup résponses. The purpose of the study
was to examine five specific content areas: overall atmosphere and significance of nurse-.
physician relationships at the hospital; physician awareness of the importance of nurse-
physician relations; physicians’ value of and respect for nurse input and collaboration;
disruptive physician behavior; and support for resolution of conflicts between nurses and
physicians. One additional open-ended question Wa§ added asking for recommendations
for improvement of nurse-physician relations.

Regarding overall atmosphere and signiﬁcénce of nurse-physician relations,
nurses viewed the nurse-physician relationship as less positive than did physicians. -

Physicians viewed the nurse-physician relationship as less significant than did the nurses.
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Nurses rated physician awareness of the importance of the nurse-physician relationship
much lower than did either physicians or executives and this item received the lowest
mean score of all subscales in the survey (5.12 on a scale of 10, 10 being the most
positive). The mean rating for the physician value and respect of nursing subscale was
6.15 (10-point scale) with physician rating the item higher than both of the other groups.
A large majority of participants reported having witnessed disruptive behavior by
physicians (92.5%). The most frequently cited behaviors were yelling, disrespect,
condescension, berating colleagues and patients and the use of abusive language.
Participants were also asked what percentage of the medical staff exhibited disruptive
behavior and 67.8% reported that less than 5% of the medical staff displayed this
behavior. When asked how frequently disruptive behavior occurs, 28% of respondents
indicated that this behavior occurs once or twice nionthly and 26% indicated that they
observed this behavior weekly.

The 2005 study by Rosenstein and O’Daniel used the same VHA network as the
2002 study to obtain participants (Rosenstein & O’Daniel). The same survey was
administered with some additional items that measured the disruptive behavior of nurses,
influence of gender on the expression of disruptive behavior and the perceived impact of
disruptive behavior on psycvhological and behavioral variables and on clinical outcomes.
In the total sample, which again included respondents who did not identify their job titles,
74% of respondents had witnessed disruptive behavior by physicians while 68% had .

witnessed this behavior by nurses. Forty-seven percent of respondents indicated that
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gender influenced the tendency to exhibit disruptive behavior. Fifty-seven percent
reported a greater tendency toward disruptive behavior in male physicians and 40%
reported this tendency in female nurses. No perceived difference in tendency was
reported by 41% regarding physicians and 53% regarding the tendencies of nurses. A
strong perception emerged of the effect of disruptive behavior on the behavioral and
psychological factors studied. These factors included stress, frustration, loss of
concentration, reduced team collaboration, reduced information transfer, reduced
communication and impaired nurse-physician relationships. Between 83% and 94% of
respondents indicated that disruptive behavior has a significant impact on these factors.
Regarding disruptive behavior and clinical outcomes, 94% of respondents believed that
disruptive behavior could have a negative impact on clinical outcomes. Sixty percent of
respondents were aware of potential adverse patielnt outcomes that may have occurred
due to disruptive behavior, 17% were aware of a specific adverse event that did occur due
to disruptive behavior and 78% believed that the particular event could have been
prevented.

As the above discussion demonstrates, verbal abuse is both an endemic and
pandemic experience of registered nurses. The experience of verbal abuse crosses time,
geography and practice setting and source. Studies have been presented from the United
States, Turkey, Norway and several countries frorf} the United Kingdom, and have
spanned more than 25 years. Nearly every person with whom a nufse would have contact

during the workday has been implicated as a source of abuse by one or more researchers:
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physicians; patients and their families; visitors; management staff; and other nurses.
Interestingly, the focus of the literature appears to have changed across the many years
the phenomenon of verbal abuse has been documented. Earlier studies focused almost
exclusively on the physician as the source of abuse and mostly limited the study of the
effect of abuse on the direct victim, the nurse. More recent literature has paid more
attention to horizontal abuse, or abuse that occurs between nurses, and has broadened the
examination of the effect of abuse to include people tangentially placed in harm’s way by
the effect of abuse on the nurse. It is not possible to discern whether this change in focus
represents a change in the nature of the source of abuse or simply a change in the focus of
the researchers investigating this topic.
Consequences of Verbal Abuse

The consequences of verbal abuse can best be described in terms of the effect of
these behaviors on the victims, the healthcare organizatioﬁ and the patient. It should be
noted that similarities in the reported effects of verbal abuse will occur dependent on the
survey used to elicit the data.

Two primary surveys have been mentioned in the previous section: the Verbal
Abuse Survey developed by Cox (1987) and the Verbal Abuse Scale developed by
Manderino and Banton as réported by Manderino and Berkey (1997). Both of these
surveys ask the respondents to indicate whether or not they had experienced
psychological or physical reactions to verbal abuse from a pre-.selec;ted list. By the nature

of this design, respondents are limited to a yes or no answer to the items on the list only.
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[t should also be noted that very few authors have used these surveys as they were
originally designed by Cox or Manderino. Most authors have modified their selected
survey to fit the particular needs of their study. Some authors report an attempt at
assessing content validity of their instrument by submitting the survey to an expert panel;
however, testing of reliability and validity of these surveys, particularly as they have been
modified, have not been reported.

In the prior section five studies were reported using the Cox survey instrument,
including the survey conducted by Cox herself (Braun, et al., 1991; Cooper, et al., 1996;
Cox, 1991a, 1991b; Sofield & Salmond, 2003; Uzun, 2003). The study by Sofield and
Salmond compares the results of their own study with the 1989 study by Cox and the
1991 study by Braun. On the issue of morale, 81% of the respondents in the Cox survey
reported decreased morale compared with 74% inl'the Braun study and 67% in the Sofield
study. Seventy-one percent of nurses in the Cox study reported decreased productivity .
compared with 59% and 41% in the Braun and Sofield studies, respectively. Among the
three studies 54% (Cox), 45% (Braun) and 36% (Sofield) of respondents reported that
verbal abuse resulted in the delivery of less nursing care to patients; and 87% (Cox), 81%
(Braun) and 51% (Sofield) of participants believed \that verbal abuse resulted in increase
errors in nursing care. Increased workload resulting from verbal abuse was not reported
in the Braun study; however,"24% of nurses in thé‘Cox s‘fudy and 17% of nurses in the

Sofield study reported increased workload resulting from verbal abuse.
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The Verbal Abuse Survey also addresses the issue of nursing turnover or intent to
leave the organization. Sofield reported that 13.6% of her participants had left a position
due to verbal abuse and that 62.2% of nurses believe that verbal abuse contributes to
increased turnover. Written comments on surveys in the Sofield study also indicated that
nurses had changed from full to part time employment to reduce their exposure to verbal
abuse. Cox demonstrated that nursing turnover was also related to verbal abuse. The
Cox study surveyed 1000 nurses from a variety of organizations in the north Texas area.
The effect of verbal abuse on turnover was calculated for each agency. Eighteen to 48%
of turnover in nursing directors was related to verbal abuse and 16% to 18% of staff nurse
turnover could be attributed to verbal abuse.

Cooper (1996) and Uzun (2003) report the emotional responses of nurses included
in the Cox survey. Among these responses are anger, frustration, anxiety, helplessness,
resentment, embarrassment, powerlessness, fear and hostility. Anger was the most
frequent response reported in both of these studies. Results of the Cooper study also
indicate that verbal abuse has an effect on later relations with the perpetrator of the abuse.
Among these responses are avoiding the perpetrator, confronting the individual,
becoming antagonistic or refusing to work with the abuser.

Three studies used variations of the Verbal Abuse Scale developed by Manderino
and Banton to collect data (Cook, et al., 2001; Maflderino & Berkey, 1997; Pejic, 2005).
The Verbal Abuse Scale lists categories of abusive behaviors aﬁd asi(s the participants to

indicate the frequency with which they have experienced that behavior. Among these
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behaviors are abusive anger, ignoring, condescension, blocking or diverting, trivializing,
abuse disguised as a joke, blaming, criticizing, sexual harassment, discounting and
threatening. The original study by Manderino and Berkey as well as the Cook et al. study
ranked these behaviors using the same methodology. The participants are asked to
indicate the frequency with which each type of behavior occurs on a zero to six scale (0 =
never, 1 = 1-6 times this year, 2 = once a month or less, 3 = 2-3 times/month, 4 = once a
week, 5 = several times a week and 6 = every day). In the Manderino and Berkey study
“ignoring” received the highest mean score of 1.46, while in the Cook et al. study
“abusive anger” was rated highest with a score of 1.97. The Pejic (2005) study altered
the original scale but used a similar classification of behaviors. In this study being
spoken to in a condescending manner was the most frequent form of abuse. Cook et al.
and Manderino and Berkey also reported similar emotional responses to verbal abuse by
their participants. In both studies the top five reported reactirons were anger, frustration,
disgust, embarrassment and sadness or hurt. The only difference was that anger and
frustration reversed order between the two studies. Anger was the top rated response in
the Manderino and Berkey study and was second in the Cook et al. study.

Several other studies used other data collection instruments. The New Zealand
study cited earlier used a dafa collection instrument originally designed to collect
information about interpersonal conflict by patienfs addressed toward trainee physicians
(McKenna, et al., 2003). Information about the consequences ;)f hofizontal violence in

this study was collected by means of an open-ended question. Several participants
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indicated that these events had reduced their confidence and self-esteem. Other
psychological reactions mentioned included fear, anxiety, sadness, depression, frustration
and mistrust. These responses on an open-ended question bear much resemblance to the
pre-selected lists from the earlier cited studies. Similar emotional responses were also
reported in the Oztunc study in Turkey (Oztunc, 2006). Feeling angry after being
verbally abused was reported by 50.6% of the participants in this study. Additionally
nurses in this study indicated that verbal abuse caused decreased morale (87.6%),
emotional exhaustion (91%), reductions in productivity (68.3%) and negative effects on
their nursing care (63.1%).

Diaz and McMillin (1991) developed their own survey and most of the data
concerning the consequences of verbal abuse were found in free text comments written
by the participants. Forty-eight percent of the resi)ondents made additional comments
and 37% of these comments indicated that verbal abuse has a negative effect on patient
care. Reactions indicated in these comments included reluctance to call the physician
when it was warranted by the patient’s condition, unwillingness to suggest patient care
improvements and refusing to care for an abusive physician’s pati_ents.

Verbal Abuse Mitigation Strategies

So far it has been deﬁonstrated that verbal abuse, in all its forms, is pervasive

throughout the nursing profession and that it has substantial negative consequences for

both the nurse and the patient. It is important therefore, to review those strategies tested
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or suggested by various authors to reduce or eliminate verbally abusive behavior from
organizations.

Sofield and Salmond (2003) offer several suggestions for organizational
responses to verbal abuse. Among these suggestions are establishment of verbal abuse
and workplace violence policies, development of policies and procedures mandating zero
tolerance for abusive behavior, training sessions for all staff regarding identification and
intervention in crisis situations, developing tracking and trending mechanisms and
establishing nurse/physician collaborative practice committees. Recommendations in the
study by Braun et al. (1991) include education about verbal abuse and its effects, training
in assertiveness and conflict resolution and dealing effectively with anger, participative
management and improved communication. McKenna and associates suggest _the
necessity of effective incident reporting system in order that staff will feel safe reporting
verbal abuse (McKenna, et al., 2003). Additionally, this study suggests that employers
need to provide supportive services for staff experiencing horizontal violence and that
emphasis should be placed on primary prevention of these incidents beginning with
education and training. The Cook study cited earlier indicates t_h¢ need for a policy
approach to verbal abuse.

Regarding reductioﬁ of disruptive behavior, Rosenstein and O’Daniel (2005)
suggested that organizations.'conduct a self assessment and increase staff awareness of the
nature and severity of disruptive behavior. These authors also.suggésted opening lines of

communication and providing opportunities for collaboration between physicians and
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nurses. Also suggested is the implementation of policies and procedures that reinforce
acceptable codes of behavior.

The study by Cooper and associates was experimental in nature, testing the effect
of an educational intervention on the reduction of verbal abuse incidents and increasing
the effectiveness of staff responses to abuse (Cooper, et al., 1996). Unfortunately due to
the small sample size and the limitation of the study being conducted in a single
organization, the results of this study cannot be generalized to a larger population.
Additionally, while the experimental group in this study did experience less abuse after
the intervention and did increase the use of more proactive mitigation strategies such as
assertive approaches and conflict management, neither the éxperimental or control group
thought they handled verbal abuse episodes well.

Griffin (2004) conducted a study in whichl'cognitive rehearsal was used to aid
new nurses in confronting lateral violence. During the ﬁfst week of general nursing
orientation the 26 nurses that consented to participate in the study were given an-
educational offering on lateral violence. The program consisted on one hour of didactic
lecture followed by one hour of interactive work in which appropriate responses to lateral
violence were practiced. The participants were then interviewed approximately one year
later regarding their experieﬁces with lateral violence and the outcome of their attempts
of respond. Virtually all of the participants (96.1 %) reported that they had witnessed |
lateral violence during the study period and 46% indicated tha£ the fateral violence they

witnessed was directed at them. All of the participants confronted the perpetrators of the
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violence and in 100% of the cases the participants reported that the lateral violence
ceased after they confronted the perpetrator.

More recently several authors conducted a pilot study of an intervention designed
to assist mental health nurses deal with verbal aggression by patients. The intervention
consisted of pre- and post test focus groups surrounding the utilization of a self-study
book on the topic of verbal aggression. The results of this pilot study are encouraging.
Post intervention the nurses were able to identify more factors contributing to verbal
aggression than they were able to before the intervention. The mean number of verbally
aggressive events fell to 2 events post intervention compared with 6 pre-intervention.
The participant’s rating of the problematic nature of verbal aggression improved from a
mean of 8 to a mean of 5 on a 10 point scale (McLaughlin, Bonner, Mboche, & Fairlie,
2010).

Common among many of the suggestions listed aboye is the lack of an evidence-
based approach to determining effective mitigation strategies. While a few articles have
been reviewed testing the efficacy and effectiveness of interventions designed to reduce
verbal abuse or disruptive behavior, this research remains limited.

Theoretical Frameworks

A variety of theoretical or conceptual frameworks have been applied by verbal

abuse researchers to guide their work. This collection of theoretical approaches seeks to

explain why verbal abuse of nurses occurs and why the victims respond to verbal abuse
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as they do. The majority of the models tend to address a single cause and effect
relationship.
Oppressed Group Behavior

Among the earliest theoretical frameworks aimed at explaining why nurses
respond to verbal abuse as they typically do is the framework of oppressed group
behavior. Cox (1991a) describes the downward spiral of a group as it begins to adopt
oppressed group behaviors. This spiral begins with the dominant group determining the
correct values and norms in the society. The dominant group uses their power to enforce
these norms. As the dominant group becomes more powerful, the other groups lose
value. Some members of the subordinate groups adopt behaviors characteristic of the
dominant group in an attempt to be accepted. Now a member of neither group these
members are marginalized by both dominant and subordinate groups. The subordinate
group loses self-esteem, assertiveness, initiative and control and conflict grows within the
subordinate group. Sofield and Salmond (2005) suggest that one outcome of oppressed
group behavior by nurses is an increase in horizontal violence as nurses turn their
frustration inward. |

The works of Cox (1991a) and Sofield and Salmond (2005) both suggest the
physician or organizational'leadership as the oppressor group. Tinsley and France (2004)
used a phenomenological apf)roach to study the nurses’ experience of oppression. In thié

study the oppressor group was found to be other nurses. This study was focused on the
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research question of why nurses left the active practice of nursing. Through their
analysis Tinsley and France identified three essential structures:

o “Iloved it...” — All participants in the study identified passionately why they
chose to enter the nursing profession, recalling specific patients and families.

e “Suffering” — Participant used strong terms such as; “destroy”, “hate”, “angry” to
describe the work as registered nurses. The authors settled on the essential
structure of suffering using the definition of suffering as “the state of severe
distress associated with events that threaten the intactness of person” (Cassell,
1991, p. 33). The authors further identify three substructures to the essential
structure of suffering.

o Nurse Abuse —abuse was the term frequently used by participants to
dgscribe behavior of other nurses ihat was generally perceived as a lack of
mutual support among nurses. |

o Burnout — Participants used the terms burnout and stressed out to-describe
this middle substructure.

o Searching to recapture what once (I) loved — Thislsearching process
preceded the decision to leave the profession of nursing and was an
attempt to find again the feeling that the nurses had upon entering nursing.

The suffering substructures occur sequenﬁally and lead to the final essential

structure (Tinsley & France, 2004).
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e The Exodus — All of the participants left nursing practice and each experienced a
final event that created the decision to leave nursing.

The authors describe the synthesis of unity as oppression and the oppressors in
this case are other nurses, both peers and nurse leaders (Tinsley & France, 2004).
Clegg’s Circuits of Power

Hutchinson et al. (2006) suggested that there are limitations to the use of
oppressed group behavior as a construct to fully explain bullying behavior in nursing. As
indicated above, the use of the oppressed group framework leads to the conclusion that
bullying occurs because oppressed nurses turn their aggressive behavior toward other
nurses. Using the oppressed group framework ignores the reality that bullying occurs
vertically as well as horizontally and that not all bullying in healthcare organizations
occurs between nurses (Hutchinson, et al., 2006)." Bullying may be perpetuated by
intrinsic factors in the organization outside the control of nurses. Hutchinson et al.
(2006) suggests that a different approach to understanding the functioning of power
within organization with lead to a greater understanding of how bullying occurs and is
perpetuated.

Clegg (1993) proposed a model in which power flows thorough organizations in
circuits like electricity or a force field. In this model there are three power circuits;
agency, social integration and system integration.‘ Agency power operates in an episodic
manner and gets people to do what they would not normally dé. While agency acts

episodically, Clegg, Courpasson and Phillips (2006) noted that these episodic acts of
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agency do not occur in isolation. Individual power acts occur constantly in organizations
and these acts in total have an impact on social and system integration. Social integration
focuses on rules of membership and rules of practice, and system integration focuses on
influencing behavior through discipline and production (Clegg, 1993). Clegg describes
social and system integration as facilitative powers as opposed to the more direct agency.
Furthermore, social integration tends to reinforce existing relationships while system
integration tends to foster innovation based on the presence of competition and the need
for efficiency (Clegg, 1993).

A 2005 study demonstrates the use of Clegg’s circuits of power, particularly
social integration, in an abusive manner (Hutchinson, et al., 2005). This qualitative study
consisted of semi-structured interviews with 26 nurses. The participants in this study
reported multip1¢ episodes of bullying done under the cover of implementing’
organizational change. Historically, this bullying behavior as part of organizational
change has been considered an unintended consequence. This study however,
demonstrated that the bullying behavior by the perpetrators, using the guise of
implementing changes to justify the bullying was intentional and‘purposeful and was
carried out over a number of years (Hutchinson et al., 2005).

Applying Clegg’s ffamework to bullying in their later work, Hutchinson et al.
(2006) offered the example of a junior nurse beirig bullied by a more senior nurse. Under
the power of social integration the bullying behavior by the sénior ﬁurse may be seen by

the organization as the senior nurse enforcing the rules with a newer member of the staff.
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Resistance to the bullying by the junior nurse will be seen by the organization as
resistance to the rules and different circuits of power deployed to overcome the
resistance. The system integration circuit focuses on techniques of discipline. This
circuit focuses attention on the source of the resistance, the junior nurse, who is then seen
as the problem versus a view of the bullying senior nurse as the problem. Power within
the system integration circuit increases until the junior nurse’s resistance is overcome and
she comes to either tolerate the bullying behavior or alter her own behavior to conform to
the established group norms.
Anger Theory

Allcorn (1994) offers a model in which anger and aggression cascade as a series
of events precipitated by the experience of feelings of threat, humiliation, injustice or
frustration. In this model these four feelings, thréat, humiliation, injustice and frustration
are considered to be primary emotions. The individual doles not choose to experience
primary emotions but rather, their advent is mediated by an unconscious, autonomic
response. Secondary emotions conversely are selected by the individual and are
responses to primary emotions. As a secondary emotion then, anger is pnderstood tobea
self-selected response to perceived feelings of being treated differently than one expects
to be treated. The experience or perception of threat, humiliation, injustice or frustration
leads to a lowered sense of safety and self—esteeni.‘ The individual then experiences

increasing anxiety and enters a state of physiological and psychological arousal.
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Allcorn (1994) suggests that there are four possible responses to anxiety. In the
typical “fight” response the individual desires to change the anxiety-provoking situation.
The person becomes consciously angry and prepares for an active response. The person
may also elect to avoid anxiety through the use of one or more psychological responses
such as denial, rationalization, repression, suppression, relaxation or physical activity. In
this case anger will still be present but will be an unconscious experience. The third
strategy is to avoid anxiety by reducing or changing expectations. Finally the subject
may choose to avoid anxiety by exiting the situation or relationship, the typical “flight”
response.

The choice of anger response is mediated by the individual’s beliefs as to whether
or not the perception and/or expression of anger is acceptable or unacceptable in the
given situation. If feeling anger in the current ciréumstances is acceptable, more positive
responses to anger are selected. Anger may be displaced int_o activities designed to alter
the situation. Anger may also be redirected into balancing activities such as sports or
hobbies. Finally, acceptable anger may be directly communicated with the intent of
resolving the conflict or making expectations more clear.

Allcorn also suggests that three possible scenarios may occur if the expression of
anger is unacceptable. If the person does not acknowledge the anger, a variety of
psychological defense mechanisms such as denial ‘and repression will be used to keep the
anger at an unconscious level. This tactic may result in either the cévert expression of.

anger or the development of psychosomatic disorders. Reaction formation is also a
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possible outcome where the angry individual openly acts “nice”, perhaps overly so, in an
attempt to disguise anger. Response to the situation will be covert communication and
actions.

If communication of anger does not adequately resolve the feelings of threat,
humiliation, injustice or frustration, then the individual moves toward a state of
aggression (Allcorn, 1994). The expression of anger fails to resolve the primary issues of
threat, humiliation, injustice or frustration. As anxiety continues to build the actor begins
to contemplate aggressive action. The consideration of aggressive action is however
another source of anxiety that results from the presence of societal taboos against
aggressive behavior. For a variable period of time, fear of negative sanctions will hold
the aggressive action in check until increasing anger overwhelms the actor’s concern over
sanctions. When.anger overcomes the anxiety, aggression is acted out. This aggression
may present itself either covertly or overtly.

Overt aggression can include direct physical or verbal attacks including hitting,
throwing objects, credible threats of violence and verbal abuse. Aggression may also be
expressed covertly in three ways as passive aggressive actions, covert gam-esmanship or
displaced aggression.

Rankism

Robert Fuller, in his 2003 work Somebodiés and Nobodies: Overcoming the

Abuse of Rank, describes his concept of rankism and its relatiohshiﬁ to the notion of rank

in our society. In its broadest terms rank is a relative position within some structured
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society such as a nation, an organization, a military service or a family. According to
Fuller, “...rank indicates position in a hierarchy and it is expressed in a title. Our title
signals our authority. It is as a signifier of power that rank acquires the extraordinary
importance we attach to it” (Fuller, 2003, p. 13). Rank and power are attached to
positions within organizations. The nursing assistant has less rank, and therefore less
power, than the registered nurse, who in turn has less rank and power than the physician.
In addition to organizational rank, one also holds a social rank that is indicated by and
affected by such factors as wealth, talent, physical appearance, schools attended and
similar external and internal traits. Fuller indicates that it is normal when people meet for
them to begin a process of determining the rank of the other through such questions as:
what do you do; where do you work; where do you live; or where did you go to school
(Fuller, 2003, p. 14). The answers to these questi‘ons assists in determining the social or
organizational rank of the other and gives guidance as to tbhe‘ level of deference to be paid
to that individual.

Fuller suggests that rank is often earned, at least initially, through demonstrations
of excellence. For this reason rank, in Fuller’s conceptualization,. is not intrinsically bad,
but rather is a necessary part of organizing the human endeavor.

Fuller further indicates that another key facet of rank is that it changes as
individuals move from one role to another during.jthe course of one’s life and even during
a single day. Simultaneously an individual may hold the roles.of héspital vice president,

spouse, sibling, student, teacher, and parent. The rank associated with each of these roles
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is different. In the role as the vice president the individual would have high rank in the
organization with its attendant power. In the sibling role, this person may be the
youngest child and therefore have lesser rank within the family. As a spouse the person
may share equal power and rank with the partner. Consequently, according to Fuller,
virtually everyone shares experiences of having both high and low rank and often
experience both states at the same time.

Rank is seen by Fuller as having several legitimate purposes. Among these
purposes are time management, quality control, organizational productivity and personal
satisfaction. People rank things as well as other people to determine relative importance
and the amount of time and attention to be paid to these things or other people. The
quality of different brands of automobiles or refrigerators is ranked to determine which
models will be purchased. Employees are ranked“through such mechanisms as annual
evaluations to determine individual competence. These e;/aluations can be used to
recognize and reward excellence and distribute power based on expertise. More time is
given to another vice president than to a housekeeper. The importance or urgency of
assigned tasks is ranked to determine the amount of time we will allot these tasks.
Finally people gain personal satisfaction for the aclfnowledgement and affirmation that
the attainment of rank and power signifies.

For Fuller, rank is a legitimate and useful ‘societal trait which is contrasted with
rankism which is the abuse of those legitimate purposes. Fuller (2003) compares rankism

with other forms of discrimination such as those based on race, gender or sexual
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orientation. Rather than being similar to these other forms of discrimination, Fuller
asserts that rankism is at the heart of all of these other discriminations. Race, gender and
sexual orientation are simply characteristics that society assigns a rank. Historically
Caucasians were ranked higher than African-Americans, men higher than women and
heterosexuals higher than homosexuals. Laws, customs and societal norms arose that
supported and reinforced these rankings and legitimized, or at least ignored,
discriminatory actions based on these characteristics.

Rankism is differentiated from other “isms”, such as racism and sexism. by the
reality that rank and power are changeable. Personal characteristics such as race and
gender are not subject to change; however, rank and power'can be acquired and lost. A
powerful individual of high rank can be fired and lose power. An individual can be very
powerful at Work but not powerful at home. This characteristic of mutable rank and |
power is at the center of the reason rankism is as accepted as it often appears to be
(Fuller, 2003). People tolerate the abuses of others for two reasons. First, most people
aspire to reach the level of rank and power that others hold. Often in organizations it is
the people engaging in the abusive behavior that are the gatekeepers to higher levels of
rank for those beneath them. Resistance or retaliation for the abuse of those in power can
effectively block one from .moving up in the organization. Therefore, the abuse of those
with higher rank is accepted,’ because one is able to abuse those of lower rank. Fuller
sums this idea up with the following thought: “The relativity ef rank means that al_though.

everybody is a nobody to someone, everybody is also a somebody to someone else”
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(Fuller, 2003, p. 21). Fuller refers to this phenomenon of descending abuse as “kicking
the dog”, the notion that, regardless of the rank held in life, there is always someone
lower in rank to be abused. It would appear that there is some congruence between
kicking Fuller’s dog and the thought that nursing’s status as an oppressed group is a
causative factor in horizontal violence between nurses.

Little work has been presented in the literature utilizing Fuller’s concept of
rankism to frame research. However, the concept of rankism was shown to be useful in
understanding the dynamic of verbally abusive interactions within educational
institutions. In a dissertation study, Clark (2006) explored student perceptions of uncivil
behavior by faculty. In her dissertation and in a later article Clark used the concept of
rankism to structure understanding of the abusive behavior of faculty members toward
students (Clark, 2008). Reported behaviors by faéulty included demeaning and belittling
students, unfair and subjective treatment of students and the imposition of unreasonable
demands by faculty. In all cases the students felt powerless to confront the faculty
members. Clark noted that one of the responses of the students to this faculty rankism
was to become argumentative with family and friends (Clark 2006). Additionally the
students in this study experienced the desire to retaliate and seek vengeance for the
abusive behavior of the facﬁlty but felt the consequences of doing so outweighed the

benefits to be derived.
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Organizational Tolerance for Violence

Coombs and Holladay (2004) developed the Workplace Aggression Tolerance
Questionnaire (WATQ) as a measure of the extent to which employees in an organization
believe it is appropriate to display aggressive behavior in response to an external
stimulus. These authors suggested that institutional workplace aggression policies focus
on more overt types of aggression, physical violence and face-to-face verbal threats. In
response to these policies employees may shift their behavior toward more covert
behaviors not specifically covered in the policies. These “lesser”” forms of workplace
aggression may be seen as appropriate responses to stressful situations.
Roy’s Adaptation Model

Two authors cited this model as the framework for their studies (Cook_, etal.,
2001; Pejic, 2005). In this model the nurse is viewed as an adaptive system who
responds to environmental stimuli through the regulator and cognator subsystems. The
regulator subsystem is automatic and unconscious involving the neural, chemical and
endocrine systems. The cognator subsystems aids adaptation though information
processing memory and selective attention (Pejic, 2005, p. 272). .Roy’s model describes
a focal stimuli which is the stimulus immediately confronting the individual. Additional
stimuli include contextual énd residual stimuli that may have additional effect on the
behavior of the adaptive system. Both authors use Roy’s model to provide explanation
for the nurses’ response to verbal abuse but do not tie the modél baék to the finding of

their particular study.
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Interaction Models

A number of authors have suggested that the presence of aggressive behavior in
organizations is due to the presence of, or interaction of, several factors. These studies
often are perpetrator-centric, seeking to understand factors that lead people in
organizations to behave in an aggressive manner. This approach is contrasted with the
approach taken in the current study which assesses factors that increase the likelihood of
being victimized by aggressive acts of others.

One such study evaluated the effect of both individual and situational factors on
aggressive behavior (Hershcovis et al., 2007). Taken from the perspective of the
aggressor and using meta-analysis as their methodology, the authors evaluated the effect
of several individual characteristics and situational factors on both interpersoqal and
organizational aggression. Individual characteristics included trait anger, negative
affectivity and sex. Trait anger is the propensity to react in a hostel manner to events.
Negativity affectivity relates to the frequency with which individuals experiencenegative
emotions. Individuals with high negative affectivity experience negative emotions more
frequently that those with low negative affectivity. The authors theorized that those with
high negative affectivity engage more often in aggressive behavior because people are
more aggressive when they.feel bad, such as when feeling fearful or anxious. Situational
factors included interpersonal conflict, distributive justice, procedural justice, job |
satisfaction and situational constraints. Interpersonal conflict is a disagreement or.

perception of incompatibility between individuals. Procedural injustice is the perception
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that procedures used to make decisions in the organization are unfair, while distributive
injustice is the perception that the outcomes of decisions are unfair. Job dissatisfaction is
a measure of whether or not one likes one’s job. Situational constraints are those factors
that impede the ability to accomplish our goals within the organization. This study
evaluated the likelihood of aggressive behavior in the presence of the individual and
situational factors; and whether these factors contributed to interpersonal aggression or
organizational aggression. Interpersonal aggression is targeted toward an individual
within the organization while organizational aggression targets the workplace in general.

Interpersonal conflict, trait anger and sex were found to be significant predictors
of interpersonal aggression, while trait anger, sex, job dissatisfaction and situational
constraints significantly impacted organizational aggression (Hershcovis, et al., 2007).

The Magnet® Recogn{tion Program

In 1983 the American Academy of Nursing conduéted a study of 163 hospitals
(Anonymous, 2008a). This study sought to identify factors in the nursing environment
that allowed organizations to attract and retain nurses and promoted professional nursing
practice. Forty-one of the hospitals in the study were termed “Magnet@ hospitals” based
on their ability to attract and retain nurses (Ahonymous, 2008a). In 1990 the American
Nurses Credentialing Center was created and in December of that year the initial proposal
for the Magnet® Nursing Recognition program Was devéloped. In 1994 the University of
Washington Medical Center in Seattle was named as the first Magnét@ hospital. Today

386 healthcare organizations in 45 of the United States and one organization in Australia
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and New Zealand are recognized as Magnet® hospitals (Anonymous, 2011). In this
section research related to Magnet® hospital is reviewed with particular focus on nurse-
physician relationships and nurse empowerment.

In an effort to better understand the nature of nurse-physician relationships,
researchers interviewed 279 staff nurses and 146 nurse managers in 14 Magnet®
hospitals (Kramer & Schmalenberg, 2003). The outcome of this study was the
development of a 5-step taxonomy describing relationships between nurses and
physicians. Five types of nurse-physician relationships are identified in this schema:
collegial; collaborative; student-teacher; neutral; and negative (Kramer & Schmalenberg,
2003). The interviews with the participants identified that power was the defining
characteristic of the various types of relationships (Kramer & Schmalenberg, 2003). In
collegial relationships there is equal power held bly the nurse and physician. Each |
discipline recognizes the unique contribution of the other. Collaborative relations are
characterized by mutual respect between nurse and physician as well as trust and-
cooperation. The physician in these relationships however, still is seen as having greater
power than the nurse. Student-teacher relationships continue to bfs positive and friendly.
The physician willingly educates nurses. The power in these relationships is clearly held
by the physician; however, ;[he outcomes of the relationship continue to be positive. In
neutral relationships there isblittle emotional involvement of the parties. Necessary
information is exchanged; however, the physician may fail to éckno@ledge receipt of the

information leaving the nurse feeling ignored. Negative relationships are characterized
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by frustration and hostility. Physicians hold most of the power in these situations and
may respond to nurses with verbal abuse (Kramer & Schmalenberg, 2003).

In a later study the same researchers expanded their taxonomy to six relationships:
collegial; collaborative; student-teacher (physician as teacher); student-teacher (nurse as
teacher); friendly stranger; and hostile/adversarial (Kramer & Schmalenberg, 2004a). In
this follow up study the student-teacher relationship was expanded to include instances
where either the physician or nurse acted as the teacher. The teacher in the relationship
was seen to hold a greater degree of power and these types of relationships were
considered precursors to collaborative and collegial relationships (Kramer &
Schmalenberg, 2004a). The sample for this study consisted of 3,602 staff nurses split
among 16 Magnet® hospitals, 8§ Magnet®-aspiring hospitals and 6 hospitals that were not
seeking Magnet® status at the time of the survey..' The criterion for being considered |
Magnet®-aspiring was the appointment by the hospital of a Magnet® coordinator. The
survey consisted of 65 items designed as a 4-point Likert-type scale (Kramer & -
Schmalenberg, 2004b). Reliability and validity data for the items are not reported;
however, it is noted that the items were tested in a pilot study with 392 nurses in 7
Magnet® hospitals (Kramer & Schmalenberg, 2004a). Differences were found among
the three types of hospitals fegarding the types of nurse-physician relationships found.
Nurses in Magnet® hospitals more frequently reported the presence of collegial
relationships (86%) than did either Magnet®-aspiring (67%) o.r othér hospitals (55%)..

Conversely, only 13% of Magnet® hospital nurses reported hostile/adversarial
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relationships versus 23% in Magnet®-aspiring hospitals and 34% reporting these types of
relationships in other hospitals. Magnet® hospital nurses in fact, reported higher
percentages for all relationships in the continuum until the level of the friendly stranger
relationship. The other hospital nurses reported higher frequency of the less positive
relationships, friendly stranger (63%) and the 34% hostile relationships reported earlier
(Kramer & Schmalenberg, 2004a). Statistical analysis of the significance of the
difference in these scores is not reported. According to these researchers the nurses’ role
in their relationships with physicians is a matter of the structural empowerment of the
nurse. The physician is more and more dependent on the information and knowledge
held by the nurse for the physician to be effective. Therefote, as physicians come to
recognize their need for the unique knowledge that only the nurse is able to prpvide there
will be more of a tendency for collegial relationsfrips to develop (Kramer & |
Schmalenberg, 2004a).

Kanter’s theory of structural empowerment served as the framework for a study
comparing aspects of workplace empowerment with the characteristics of Magnet®
hospitals (Laschinger, Almost, & Tuer-Hodes, 2003). These rese'archers conducted a
secondary analysis of three studies all conducted in the Canadian province of Ontario.
The sample for study 1 WasA 237 randomly selected staff nurses working in urban tertiary
hospitals. Study 2 participants consisted of 531 ﬁgrses in a network of 8 rural communi‘;y
hospitals in western Ontario and study 3 had a sample of 63 ac;ute cére nurse

practitioners. All three studies administered the same measures for structural
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empowerment and for Magnet® hospital characteristics. Structural empowerment was
measured with three instruments, the Conditions for Work Effectiveness Questionnaire I1
(CWFQ-II), the Job Activities Scale II (JAS-II) and the Organizational Relationships
Scale II (ORS-II) (Laschinger, et al., 2003). The CWFQ-II measures the participant’s
perception of access to the four empowering structures in organizations: opportunity;
information; support; and resources. The JAS-II evaluates the concept of formal power
and the ORS-II measures informal power. Magnet® hospital characteristics were
measured using the Nursing Work Index (NWI-R). The index was revised to include the
items the authors reported as most frequently used in other studies. The 15 selected items
in the NWI-R included the three subscales measuring nurse autonomy, control over
practice and nurse-physician relations (Laschinger, et al., 2003). Cronbach reliability
coefficients were reported for all scales and subscales for each study. These scores
ranges from a low of 0.57 for the ORS-II in study 3 to a high of 0.90 for the information
subscale of the CWEQ-II in study 3 (Laschinger, et al., 2003).

Findings from study 1 indicated that these nurses rated their work environments
as moderately empowering with moderate levels of Magnet® characteristics. All
empowerment structures were significantly related to the overall NWI;R score and the
total empowerment score V\lfas significantly related\to the total NWI-R score (r = .55, P =
.0001). Study 2 showed similar results with the nurses indicating moderately |
empowering work environments and moderate Magnet® char'acteri.stics. Similarly in_

study 2 the total empowerment score was significantly related to the total NWI-R score (r
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=.49, P <.0001). Study 3 involved the acute care nurse practitioners and these
participants reported higher work empowerment scores as well as Magnet® hospital
characteristic scores than the staff nurses in the other two studies. Again however, total
empowerment scores were significantly related to the total NWI-R scores (r = .57, P =
.0001) (Laschinger, et al., 2003).

In summarizing the finding of their analysis of these three studies, the authors
made several observations. The authors found that greater access to empowerment
structures resulted in higher perceptions of autonomy, increased control over practice and
positive nurse-physician relationships (Laschinger, et al., 2003). Additionally,
empowerment structures were an important influence on the measures of Magnet®
hospital characteristics. Access to resources and support had the greatest inﬂuence on
control over prac_tice and autonomy while informél power had the greatest influence on
nurse-physician relationships (Laschinger, et al., 2003).

The above studies demonstrate a positive link between the character