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ABSTRACT 

 

     Workers’ rights to be safe at their workplace are fundamental to occupational health and 

safety (OHS).  In healthcare, client-initiated aggression is a prevalent form of workplace violence 

and occupational hazard that affects workers’ safety and quality of healthcare.  Healthcare 

services must balance the needs of the client and their obligation to address healthcare service 

hazards.  A multifaceted, organisation-wide strategy to assess, prevent and manage client-

initiated aggression is important, one that balances social policy, responds to the risk, reduces 

exposure and incidents of the hazard, and is responsive to the needs of the client. 

 

     The research described in this thesis identified key factors for inclusion in a strategy designed 

to manage client-initiated aggression in the Victorian public healthcare sector.  This research is 

important because it explores the interplay of workplace violence, client stakeholder views, 

barriers and enablers of implementation, and methods to sustain a strategy.   

 

     Previous Australian studies found that the healthcare workforce is in the top seven industry 

groups exposed to workplace violence and subject to the second highest rate of physical assault.  

The hazard is generated by ill-health, stress, healthcare discipline practice, and organisational, 

social and economic factors.  Workplace violence affects remote, rural and metropolitan 

healthcare services in Australia and the costs and impacts are significant.  The severity and 

frequency of incidents per capita and the impacts on the community are higher in rural than 

metropolitan settings, and highest in remote areas. 

 

     Using a qualitative approach, interviews and focus groups were conducted with stakeholders 

in the healthcare sector to understand the phenomenon of client-initiated aggression and factors 

to include in a prevention and management strategy.  These are presented around key themes 

according to the literature and other themes stemming from the data.  These themes were refined 

(according to the scope of text within the interviews and focus groups) into twelve sets reflecting 

both a content and thematic analysis.  The twelve factors are policy, procedure and practice, 

workplace design, training and education, monitoring and review, risk management, funding, an 

overarching approach, prevention, practice management, organisation and culture, bullying and 

harassment and client perspectives.   
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     The research established that these twelve factors, in addition to evidence and consultation, 

are required in a client-initiated aggression strategy.  All factors must aim to achieve continuous 

improvement in quality, safety and standardisation in the healthcare setting.  Executive 

commitment throughout an organisation is required through monitoring and review processes.  

The key to an effective strategy is to proactively promote prevention measures, to state 

organisational tolerance to client-initiated aggression, and uphold a rights and responsibilities 

statement for clients, staff and the healthcare organisation.  
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Violence leaves no continent, no country and few communities untouched.  
Although it appears everywhere, violence is not an inevitable part of the 
human condition, nor is it an intractable problem of “modern life” that cannot 
be overcome by human determination and ingenuity. 
     

                 World report on violence and health 2002  
(Krug, Dalhberg, Mercy, Zwi and Lozano 2002) 
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CHAPTER ONE - INTRODUCTION 

1.1 Introduction to Client-initiated Aggression  

     Prompted by the worldwide incidence and severity of workplace violence in healthcare, in 

1996 the World Health Assembly challenged healthcare agencies internationally to achieve 

change using strategies to assess, prevent and manage workplace violence (WHO 1996).  As one 

of three typologies of workplace violence, client-initiated aggression is a highly prevalent 

occupational hazard in modern healthcare delivery (Mayhew and Chappell 2005).  Client-

initiated aggression has impacts on healthcare service quality and safety, client trauma and costs 

to the healthcare organisation; it affects workforce issues such as retention and recruitment, and 

results in trauma, and other personal costs to staff.  Workplace violence generates costs for 

Victorian healthcare organisations that run into millions of dollars each year (DHS 2005a, VWA 

2004).  In Victoria, the Occupational Health and Safety (Vic) Act (2004) highlights the 

employers’ responsibility to ‘reasonably care’ for the psychological and physical wellbeing of 

employees, to reduce workplace violence, and to consult with staff and clients of healthcare 

services.   

 
     Workplace violence is not unique to the healthcare sector and is identified in other industries 

(Mayhew and Chappell 2005).  Human resource management, organisational accountability, 

industrial issues, discipline practice, personal behaviour, reactive behaviour on the part of the 

healthcare client, and criminal behaviour (as examples) may contribute to workplace violence in 

a health care setting.  Consensus in international discussion holds view that the problem is 

complex and appears in many different forms.  The forms include verbal and physical violence 

between staff (internal aggression), between clients and staff or client-to-client (client-initiated 

aggression), and external threat such as hostile intruder (external aggression).  Workplace 

aggression can take the form of a firm discussion between a doctor and a nurse on a clinical 

matter, or between a manager and healthcare staff member related to productivity.  In these 

situations, the individuals involved could interpret that the other person had perpetrated violence, 

identify legal principles of what is fair and reasonable, and initiate a workplace process to resolve 

the matter such as mediation and conciliation.  Workplace aggression can also take the form of a 

verbal or physical assault between a client and healthcare practitioner, or health practitioner 

toward a client.  Workplace violence in healthcare is a multi-layered problem that affects 
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individuals in diverse ways, and requires a multifactor and organisational-wide approach to 

reduce the incidence of workplace aggression via prevention, appropriate assessment, its 

management and evaluation of interventions.   

 

    In 2002, in response to overwhelming evidence of workplace violence, the International 

Labour Organization (ILO)/International Nurses Council (ICN)/World Health Organization 

(WHO)/Public Services International (PSI) launched a joint program to “develop sound policies 

and practical approaches to prevent and eliminate workplace violence in healthcare” (Di Martino 

2002: II).  The document produced, namely the Framework Guidelines for Addressing 

Workplace Violence in the Health Sector (ILO/ICN/WHO/PSI 2002), identified that to address 

workplace violence in the healthcare sector that general rights and responsibilities of employers, 

employees, professional bodies, the enlarged community had to be described.  Further, that an 

approach should ‘attack the problem at its roots’ (p.9), take a holistic approach that would 

incorporate all parties, and special cultural and gender dimensions.  The Guidelines identified 

that a systematic approach to the problem should use a framework of violence recognition, risk 

assessment, intervention, and monitoring and evaluation.  This, simply put, is an occupational 

health and safety (OHS) approach. 

 

     In the Victorian context between the early 1990’s and 2004, Unions, the healthcare industry 

sector, the healthcare workforce and Victoria WorkSafe sought action to curb increasing costs 

and injury to staff, and to increase client safety and satisfaction.  Development of training as a 

key approach to manage client-initiated aggression historically used a clinical-based approach 

predominantly using strategies devised from mental health nursing.  The recent incorporation of 

techniques from other sectors, such as psychologies, criminal services, police or human resource 

management had been touted as necessary inclusion, especially because of considerations related 

to multidisciplinary approaches, cost and competition in training.  But overwhelmingly, training 

and education programs to manage the hazard had not shown results of statistical improvement to 

reduce workplace violence.  In fact, statistics demonstrated the opposite.  Reporting of incidents 

had increased.  Discussion at that time alluded to an increase in reports of incidents correlating to 

improvements in reporting practices rather than the training.  But neither could be extrapolated 

due to lack of research evidence.  Consultation between 2002 and 2004 in the Victorian 

healthcare sector identified the need for an approach that used occupational health and safety and 

not just training and education.  It was identified that an OHS and risk management approach that 
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was multifaceted and organisation-wide was a plausible approach to prevent, assess and manage 

workplace violence.   Primarily, recommendations from the review were to incorporate four key 

approaches Policy, Procedure and Practice, Workplace Design, Training and Education and 

Monitoring and Review.  Training was one part of the total approach.  

 

    This research is part of a broader worldwide movement that has approached workplace 

aggression with an occupational health and safety framework in mind.  Coalescence in the 

literature, policy, ideas, and healthcare training directed toward an OHS approach as a plausible 

solution, was reflected in the Victorian context at that time.  The overlay of the OHS framework 

required changes in policy, culture and standards but provided an organisation with a strategic 

direction to address these key issues and the broader problem of workplace violence.  Therefore, 

a multifaceted, organisation-wide, systematic approach within Victorian State-wide healthcare 

services was formulated.  Part of the approach was inclusion of existing ideas and knowledge to 

address workplace aggression, and that information would be shared to obtain widespread 

adoption and improvement in Victorian healthcare services within a broad State-wide approach.    

 

     This Master thesis reports on stakeholder interviews undertaken as part of a larger 

independent funded evaluation study conducted by The University of Melbourne on the 

WorkSafe Safety Development Fund – Aggression Prevention and Management Project (APMP).  

The outcome of the APMP, as a rural and metropolitan pilot project, was the production of a 

‘Toolkit’ (or handbook) to provide information and a practical approach using an Occupational 

Health and Safety (OHS) framework.  The purpose of the ‘Toolkit’ was its application in 

Victoria public healthcare to identify, prevent and manage client-initiated aggression.  The 

‘Prevention and management of aggression in health services – A handbook for workplaces’ 

(WorkSafe Victoria 2008) was released by WorkSafe Victoria in 2008 for state-wide distribution. 

 

     The application of an OHS framework to the problem of client-initiated aggression in 

healthcare was, at the inception of the APMP in 2004, proposed as innovation.  In consideration 

of then applied approaches to address client-initiated aggression, arguably it was.  The author 

was granted part funds to conduct a formative evaluation of the APMP.  Five methods were used 

which included: 1) APMP process evaluation, 2) content analysis of risk management 

frameworks, 3) stakeholder interviews, 4) application of the methods of the research to the draft 

‘Toolkit’, and 5) survey of Australian and International client-initiated aggression training 
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programs.  Findings from methods one to four (1 to 4) and the intervention and summative 

evaluation study were reported to the WorkSafe Safety Development Fund Victoria in 2008.  

Reported in this research are the results of one method, stakeholder views gained in interviews 

and focus groups at the rural site of Northeast Health Wangaratta and metropolitan site of 

Melbourne Health.  Discovery of OHS approaches was required during review of literature, and 

structure to interview questions, to encapsulate the topic, and terms of reference of the research 

grant.  

 

     The author’s interest in the question of this research had developed years earlier in her career 

as a healthcare practitioner.  This included the broader topics of ethics in healthcare, workplace 

violence, and how healthcare staff reconcile their personal bias in approaches to non-judgmental 

healthcare.  One earliest recollection (around 1988) to develop this interest occurred two or so 

years into healthcare training on hearing an expressed view held by a Nurse in an emergency 

department, that the author interpreted to mean that a ventilated patient, who subsequent to an 

overdose, should not have the same access to healthcare.  A second pivotal moment was in the 

author’s third year.  There standing at the drug trolley in counsel with a newly graduated 

University Nurse, who was visibly upset and unable to conduct her duties, she stated was as a 

result of what she identified was bullying by other staff.  Given that the practice of bullying was 

commonplace on that hospital ward at the time, the author took it to be true.  That staff member 

did not return to complete her roster.   

 

     Further interest in the problem of workplace violence came after exposure to mental 

healthcare around 1991.  In that arena in the Victorian context, the interplay of social policy, 

funding, drug treatment, interventionist therapies, de-institutionalisation of mental healthcare and 

significant reflective change in healthcare discipline practice was in cataclysmic upheaval.  

Community client case management was, in this time, an innovation.  One hundred percent of 

staff the author worked with at the time admitted to almost daily client-initiated verbal abuse and 

frequent physical abuse, usually unreported.  Unfortunate to add is that other types of violence 

such as staff to staff and intruder violence were commonplace and had severe and lasting impacts 

on staff.  These also known in other healthcare settings.   

      

     Throughout the author’s career in healthcare, effectively this has not changed.  However the 

author can safely state that in the real world setting, structures to support staff, to report 
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incidents, policy and workplace instruction to identify, prevent and manage workplace violence 

has made incremental improvement.  The author asks the reader to permit an experience in direct 

care related to client-initiated aggression to offer further verification in consideration on the topic 

with this vignette created December 2005: 

 
About the Spoon 
 
I only had 4 days to go before I began this Masters by Research.  Working in Aged residential care 
psychiatry, I sang and hung in the balance of an excited paradox.  What will this mean?  What can a 
Masters attain?  What is research?  How does research apply and impact on the concepts of direct 
healthcare?   
 
With unambiguous honour I attend to duties of care with the residents of this aged psychiatry 
residential care facility.   
 
All others set up, I sat next to resident E and commenced the evening dinner preparation and assisted 
her intake.  It is close to other residents, set up around a metre-by-metre table within the concept of a 
home like environment.   
 
I know this resident, her diagnosis of dementia, and noticed over several months that she was amenable 
to contact but according to her history had been active and inclined to wander to the point of placing 
herself at risk.  Thus she was with me here, in a secure aged care facility. 
 
The concept of multi-disciplinary practice to me means not only to accept and perceptively understand 
the knowledge and practice of other disciplines in healthcare practice, but to also – within an action 
research approach – attempt the conceptual application of practice of disciplinary approaches I have 
read and heard about. 
 
E seemed very amenable to songs around her activity of daily living, which made her smile and elicited 
a positive behavioural response.  So I sang.  E smiled.  I described what was for dinner.  She vacantly 
looked forward and occasionally looked at me.  In her way, she engaged and we continued. 
 
However, within a metre of our position sat W.  W was described diagnostically to be Axis 1: Vascular 
Dementia, Axis II:  “Suffuse with Anger”, Axis lll:  Hemiplegia secondary to CVA with severe bi-
lateral weakness.  W despite her perceivably limited strength had a repeated history of assaulting staff 
and verbally accosting staff by calling out derogatory comments at all times, but particularly during 
direct contact times with staff, such as hygiene, meal and visiting times.  Frequently staff expressed 
their “shock”, “wonder”, “distaste” at what she said.  Albeit with Dementia, her Mini-Mental Status 
Examination at the time did not suggest she would not be without limits on her self-control.   
 
W was not happy.  She persistently asked to die – to anyone who would listen.  I understood her state.  
The treatment team had responded to this thought content.  W remained persistently stuck with a state 
of anger and unhappiness.  We often saw her cry.  I understood that I equally would not enjoy her 
existence.  She was an individual where I morally struggled, within service system that persisted in ‘life 
preservation’, and not ‘quality of life’ preservation. 
 
As l sang to E, she munched.  Unawares, W picked up her spoon and with all her unseen might threw 
the spoon across the table.  I guess in a sense luckily it didn’t hit E, it hit me!  Across my temporal 
region there lay a welt, quickly formed and probably before the spoon hit the floor nearly 10 metres 
away.    
 
At first I was stunned.  Then looked at W, who looked at me with such an even glare as to think to 
myself, ‘perhaps my singing was a bit crap’.  But instead, I asked W, “What did you do that for?”  Her 
look said everything.  The look was about how she felt, how I should care for residents, how I should 
respect all residents, how crap my singing really was, that I was engaged with someone else, that I was 
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able bodied, that she was not, that she was angry, that she didn’t care for injury to me or E (had the 
spoon hit E), and after throwing that spoon, gratified.   
 
So on the subject of aggression there are many questions.  Such as why, what are the triggers, when are 
the times it could most likely occur, what is an indicating diagnosis, what are the outcomes, how can 
we reduce risk, what are the societal factors, what are the care factors, and what is quality of life. 
 
But for me, that time, it was about my eye.  Nothing was quite so precious to me at that time, but my 
eyes.  I had 12 months to complete my Masters by Research.  I had committed to a big project.  Any 
compromise to my health was inconceivable.  And besides, I’d already endured ill health through 
‘client initiated’ and ‘staff to staff’ violence.  And as well probably committed violence.    
 
It was never to happen again.  I stood up from the table.  I am not even sure I finished E’s dinner with 
her.  I declared that if this was to be an ongoing and persistent problem within direct healthcare, I 
wanted not part of the practice, the concept, the enduring and problematic insistence to support human 
life without quality and freedom, including my life quality, and a manifestation of life’s futility - 
aggression.  So what is aggression in healthcare? 

 
 
     Presentation of these experiences identifies the hermeneutical circle or situation for the 

researcher (Denzin 1989).  The author’s experiences and philosophical position has lead to 

ongoing exchange within healthcare.  Be that by contribution to the Union left, by being vocal in 

reporting and making recommendation to healthcare executive, or by writing this thesis 

throughout her healthcare career.  For all of the author’s experiences there was hope that the 

realities described above would not be that way for healthcare workers coming after.  Or if it 

was, that they were dutifully informed and prepared.  Bias naturally formed through these 

experiences was brought to this research by the author.   

 

     Crowden (2008) succinctly states ‘The idea that one’s professional role can be a source of 

guidance for ethical agency has a long tradition’ (p.66).  At the beginning of this research, the 

author suspected that violence in healthcare was because of a number of factors such as an 

absence of appropriate training, the functional approach of healthcare service, healthcare staff 

approaches, and minimal organisational commitment to the problem of workplace aggression 

related to the implementation of systematic approaches to the problem.  Later thinking has 

identified the contribution of population growth, demand on healthcare services and 

epidemiology.  Further, that whichever way, a consequentialist construct cannot be applied to all 

wrongdoings, particularly in healthcare.  So if incremental improvement to address workplace 

aggression in public healthcare could be achieved through this research; was virtue. 

 

     With this consideration, the research undertaken for this thesis was explicitly focused on what 

stakeholders identified were barriers and enablers related to all approaches and included the OHS 



MRH (The University of Melbourne) 2011   

- 23 - 

framework.  As mentioned in the research declaration, one key objective of the research was to 

evaluate the APMP.  The APMP was mandated to pilot implementation of the OHS framework in 

two Victorian healthcare sites, that is Northeast Health Wangaratta and Melbourne Health, and 

induct healthcare services state-wide.  The author recognised that the research therefore had to be 

guided by the OHS framework.  However, a second objective of the research was to examine 

stakeholder views that may indicate other approaches were required.  Hence research into 

stakeholder perspectives was warranted.  Gaps in current understanding included knowledge on 

how useful the OHS approach would be, the impact and interplay of discipline practice by 

healthcare staff, the organisation’s role, and the role of bullying and harassment.  

 

     Therefore, aims of this research for this Master thesis were to identify factors that 

stakeholders considered important in addressing client-initiated aggression in Victorian public 

healthcare.  These stakeholder views were sought because they were experts in the assessment, 

prevention and management the hazard.  Healthcare client views were included for perspectives 

on reasonable care, respect, cultural safety and legal boundaries for clients, staff and the 

healthcare organisation.  

 
     Prior to investigating stakeholder perspectives, a review of the literature was undertaken.  

First, it is important to clarify the definitions of workplace violence in healthcare.  

1.2 Definitions of Workplace Violence in Healthcare 

     Client-initiated aggression is understood in many ways.  World Health Organisation (WHO) 

talks about interpersonal violence that includes violence in the workplace, self-directed, or 

violence toward others, domestic violence, and intractable conflict (political violence and 

warfare).  The Forty-Ninth World Health Assembly on the Prevention of Violence declared 

interpersonal violence as a leading worldwide public health problem.  Interpersonal violence is 

observed widely in human society across all cultures (WHO 1996).    

 
     A public health approach to assess, prevent and manage interpersonal violence is necessarily 

collaborative; it draws upon a multidisciplinary approach, which includes medicine, sociology, 

psychology, criminology, education and economics.  The co-operative efforts of education, 

health, social services, justice and social policy sectors assist public health models (Krug et al 

2002).  Krug et al (2002) called for a consistent framework to address violence and developed a 
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comprehensive framework that could be applied at different levels (self directed, interpersonal 

and collective violence) that recommended local solutions but on a global scale.   

 

     In Victoria there has been a strong focus on what is called workplace violence.  In the 

healthcare sector, the incidence and severity of workplace violence (as a form of interpersonal 

violence) has increased over the last two decades (DHS 2005a, VWA 2004).  Consistent 

definitions around workplace aggression have been developed.  Definitions are couched in 

general terms, by type and by typology.  Victorian policy defines workplace aggression as any 

incident in the context of work, involving abuse, threat or assault (DHS 2005a).  Other Australian 

organisations and governments use similar definitions of workplace violence that focus on injury, 

threat, risk, sexual harassment, psychological abuse and physical attack (DHS 2005a, NOHSC 

1999, VWA 2003, Worksafe WA 2006).   

 

     There is increasing focus on workplace bullying and harassment or ‘internal’ aggression that 

is workplace violence perpetrated by staff to staff, staff to clients, or managers to staff.   

 
Workplace bullying is repeated inappropriate behaviour, direct or indirect whether 
verbal, physical or otherwise, conducted by one or more persons against another or 
others, at the place of work and/or in the course of employment, which could 
reasonably be regarded as undermining the individual’s right to dignity at work. 

(Chappell and Di Martino 2006 p.26) 

 

Bullying and harassment includes behaviours deemed to be ‘unreasonable’ (VWA 2003) making 

its assessment not only complex but somewhat subjective.  This identifies the need for clear 

processes, definitions, boundaries of acceptable behaviour and pathways to resolution that are 

sustainable.  

 

     To address the complexity, national and international publications recognise three (3) 

typologies of workplace violence and define the typologies as: 

  ‘External’ aggression which is perpetrated by persons outside the organisation, such 
as during armed hold-ups 

 
 ‘Client-initiated’ aggression which is inflicted on workers by their clients, such as 

patients attacking nurses and 
 

 ‘Internal’ aggression (or bullying) such as between supervisor and employee, or 
employees and apprentices, staff to clients. 
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 (Bowie, Fisher and Cooper 2005, Cal/OSHA 1994, Chappell and Di 
Martino 2006, Mayhew 2000a, Mayhew 2000b, VWA 2003) 

 
     Bowie et al (2005) added a fourth typology of ‘organisational’ violence, described as violence 

against staff, organisational violence against consumers/clients/patients, organisational violence 

against other organisations or communities, and organisationally condoned or sponsored terrorist 

acts.  Organisational violence is concerned with the nexus between organisational hierarchies, 

management philosophy and how the organisation responds to workplace violence (Bowie et al 

2005).  In the healthcare context, the frustrations felt by clients in relation to healthcare 

provision, or the frustrations felt by staff over management decision-making as it impacts on 

healthcare provision, may be a precipitant of aggression, both ‘internal’ and ‘client-initiated’.  

The management hierarchy within a healthcare workplace, in response to all typologies of 

workplace violence, can either address the problem or fail to act; failure to act could be 

interpreted as continuing the culture of violence.  It is incumbent on the healthcare organisation 

to improve reporting, discover why violence occurs, and develop timely and appropriate 

responses at all levels in the organisational hierarchy (Bowie et al 2005).  This typology 

identifies the complexity and multi-layered circumstances of workplace violence including a lack 

of response, which in itself is a form of violence.   

 

     This thesis uses the term client-initiated aggression to focus on one dimension of workplace 

violence.  While it is recognised that workplace violence exists in many types, WorkSafe 

Victoria identified that client-initiated aggression provided a specific focus for change when 

funding this project (VWA 2003).  As a result not all dimensions of violence are addressed in 

this thesis but it is acknowledged that other forms of workplace violence exist and are 

interrelated.  Moreover, that outcomes of the APMP could be applied to other typologies of 

workplace violence. 
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1.3 Outline of Thesis  

     This thesis focuses on stakeholder views related to client-initiated aggression and how they 

believe the hazard should be addressed.  With focus on client-initiated aggression, the following 

chapter reports on reviewed literature surrounding this topic.  Chapter Two, as literature review, 

is organised into factors stemming from an OHS approach (policy, procedure and practice, 

workplace design, training and education, and monitoring and review and risk management).  It 

includes factors stemming from other approaches and issues identified in the literature (funding, 

an overarching approach, and bullying and harassment).  Chapter Two also includes factors 

relevant to particular contexts (rural and remote healthcare setting, and the context for Aboriginal 

and Torres Strait Islander peoples).  In Chapter Three, the qualitative methodology is outlined 

and the method applied to analyse the stakeholder interview data is described.  In Chapter Four, 

stakeholder views are reported, considered and discussed.  In Chapter Five, findings are related 

to the literature, conclusions are outlined and future research directions are presented.   

 

     By the conclusion of this thesis, the research question will be clearly presented, researched 

and discussed.  The aim of this research is to identify factors that stakeholders consider important 

to address client-initiated aggression in Victorian public healthcare.  In particular, three questions 

will be explored and addressed as follows: 

- Do stakeholders consider an OHS approach will be sufficient to address the 
problem of client-initiated aggression?   
 

- What barriers and enablers do stakeholders identify to the implementation 
of a strategy to address client-initiated aggression?  

 
- What factors do stakeholders consider important to sustain a strategy to 

address client-initiated aggression? 
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CHAPTER TWO: REVIEW OF THE LITERATURE ON CLIENT-INITIATED 
AGGRESSION AND FACTORS TO ADDRESS THE HAZARD 

2.1 Overview 

     Literature related to assessment, prevention and management of client-initiated aggression in 

healthcare is extensive, but literature reporting the views of healthcare clients is limited.  A 

literature search was conducted on publications related to client-initiated aggression in 

healthcare.  Searches were conducted on electronic databases SuperSearch, PubMed, JStor, 

CINAHL and PsychInfo.  In addition websites were searched including the Australian 

government sites, the Victorian Department of Human Services, International Labour 

Organisation and the World Health Organisation.  The University of Melbourne, Department of 

Human Services (Victoria) and WorkSafe Victoria library collections were examined.  Key 

words used for the literature search included client-initiated aggression, interpersonal violence 

and occupational aggression.  Combining key words of healthcare and violence, 

multidisciplinary, rural and remote healthcare, aggression prevention management, health/labour 

policy, and aggression/violence training, and prevention narrowed these searches.  From these 

more than 4,000 publications, all titles were reviewed.  Around 800 of these titles focused on 

particular factors relevant to preventing or enabling client-based aggression.  These were selected 

and the abstract or introduction read of these approximately 800 papers/publications.  From 

reading the abstracts, almost 200 publications were selected and read in full, and these readings 

lead to others that were then read and included.  In total, 248 papers, book chapters and reports 

were read.  Around half have been included in the thesis, based on their relevance to the 

discussion.  Thus, a systematic approach was undertaken, but the sheer volume of literature on 

this topic may mean that some of the literature has not been included.   

 

     In the reviewed literature, studies on the dimensions to problem of client-initiated aggression 

were multitudinous, although difficult to compare because of differing methods used by the 

respective authors.  Almost all literature identifying previous approaches to the problem of client-

initiated aggression as per the key word search (as above) found grey literature.  That is, policy 

documents, codes of practice, implementation guidelines, framework documents which identified 

the problem, discussed the problem related by incident, definition, and process to use if it occurs 

(See Appendix 1).  Publications that described the quality of implementation or evaluation of any 
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of these documents, frameworks or guidelines shown in Appendix 1, were not found.  So there 

was no clear indication in the literature of an approach that worked in the real world setting.  

However, it was evident on review of these documents dating back to 1993, of a coalescence of 

approach centred on OHS.  One of the first documents identified was the ACT Public Service 

Occupational Health and Safety Policy No: 15 (ACT 1993) simply stating that workplace 

aggression was not in line with organisational policy.   

 

     A comprehensive analysis of the content of the sixteen documents was conducted but has not 

been reported herein due to scope of a Masters thesis.  Irrespective, from the analysis of content 

the author concluded that an OHS framework was established as a key approach to reduce 

workplace violence starting with policy.  Because previous approaches where not integrated in a 

way that had achieved results of reduction in the problem of client-initiated aggression the author 

concluded that an OHS framework was a reasonable approach.  In the Victorian healthcare 

context OHS was viewed as an innovation and its intended implementation had been given a 

socio-political mandate.  Thus, this literature review will provide critical analysis of the literature 

related to the problem of workplace aggression, the OHS framework and examine gaps in 

knowledge related to the funding, organisation and culture, bullying and harassment, the client 

view, and the context related to rural and remote and Indigenous perspectives as follows. 

 

     Cooper and Swanson (2002) described the problem of workplace violence as largely unknown 

and that the recent accumulation of knowledge as only “the tip of the iceberg” (2002:1).  Studies 

in seven countries, combined into a ‘cross-cutting theme study’ of violence, were conducted by 

ILO/ICN/WHO/PSI to develop specific approaches for the healthcare sector and presented as a 

Synthesis Report by Di Martino (2002).  Participants in the seven-country study reported at least 

one incident of physical or psychological violence in the preceding year: 61% in South Africa, 

75.8% in Bulgaria, 46.7% in Brazil, 67.2% in Australia, 54% in Thailand, and in Portugal, 60% 

in the Health Centre Complex and 37% in hospitals.  The healthcare occupational categories 

most frequently exposed to occupational violence in all countries were ambulance personnel, 

nurses and doctors (Di Martino 2002).  The Synthesis Report (Di Martino 2002), a publication of 

WHO, is a key document because it captured workplace violence as a widespread problem in 

developing societies, transition countries, and in the industrialised world.   
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     The following studies identified the most prevalent client conditions involved in client-

initiated aggression.  Di Martino’s (2002) Synthesis Report identified that client perpetrators of 

physical violence were generally those with dementia (30%), drug and alcohol problems 

(16.2%), and mental health conditions (12.5%).  Other studies found that the most common 

contributing patient factors were mental health conditions (40%), dementia (15%), 

pathophysiological factors (13%), confusion (9%) and alcohol or drug intoxication (6%) 

(Benveniste, Hibbert, William and Runciman 2005).  Most conditions described are related to 

disorders of cognition.  Difference of prevalence of conditions identified between these studies is 

of note.  Benveniste et al (2005) is a study conducted on incident reports and should be regarded 

as a good data source, however, would not account for unreported incidents.  Di Martino reports 

on a cross-country study in which the author makes note that the study compiles data sourced 

using different methods respectively by the researcher to each country.  Both papers offer an 

interesting overview of identified conditions. 

 

     In the Victorian context, the Industry Occupational Health and Safety Interim Standards for 

Preventing and Managing Occupational Violence and Aggression in Victoria’s Mental Health 

Services 2004 (DHS 2004) [Interim Standards 2004] claimed that half of the mentally ill 

population had a history of co-morbid substance use; this co-morbidity was identified as the 

cause of high rates of client-initiated aggression within the mental health inpatient and 

community setting (DHS 2004).  The Interim Standards 2004 is included herein as it is regarded 

as a key document for Victorian Mental Health Services surrounding the topic.  Although grey 

literature, the document made early demonstration of evidence that the highest incident rates of 

client-initiated aggression occur in the mental healthcare setting.  The document also offered 

practical approaches to address the hazard suggesting an OHS approach. 

 

     The Australian Patient Safety Foundation (APSF) responded to growing concern about 

violence in the healthcare sector by conducting a study of 42,338 incidents using the Australian 

Incident Monitoring System (AIMS) between 1 July 2000 and 30 June 2002 (Benveniste et al 

2005).  As a not-for-profit organisation, the APSF performs an important function in Australia of 

collecting, aggregating, monitoring and analysing incident data related to patient safety in 

Australia.  The incident analysis examined contributing factors, action and outcome.  It is a 

significant study as it provides reliable insights into the reality of workplace violence in the 

healthcare sector.  Benveniste et al (2005) reported that nine percent of incidents involved 
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patients and physical violence or violent verbal exchange (abuse or threats).  Staff injury was 

reported in five percent of the incidents.  Violence was higher in emergency departments (16%) 

and mental health sectors (28%).  Involvement of drugs and alcohol was reported in 25% of 

incidents.  Seventy three percent of rural General Practitioners in Western Australia, New South 

Wales and Victoria reported experiencing some form of aggressive behaviours.  Twenty percent 

of rural GPs reported that they had experienced physical assault at some time in their careers 

(Benveniste et al 2005).  

 

     The National Occupational Health and Safety Commission (NOHSC 1999) investigation of 

coronial records over 1989-1992 found that of four medical workers killed on the job, three were 

killed by patients (Mayhew and Chappell 2001a); this equates to one Australian healthcare 

worker mortality per year.  

 
     In 2002, the Health Advisory Committee of the National Health and Medical Research 

Council (NHMRC) commissioned a review of literature related to the health needs of people in 

rural and remote areas to inform an advisory program.  The review found that deaths in rural and 

remote areas (in the general population) from interpersonal violence occurred at three and a half 

times their metropolitan counterparts.  Twenty percent of deaths were attributed to suicide and 

10% to interpersonal violence (NHMRC 2002a).  Interpersonal violence is reported in several 

papers to exist in higher prevalence, frequency per capita, severity, and impact on community in 

rural and remote areas (NHMRC 2002a, NHMRC 2002b, Opie, Lenthall MacLeod Knight Dunn 

and Rickard 2010, Tolhurst, Bell, Baker, Murray, Talbot, McMillan and Sutton 2003).  In 

response to the relatively unsafe circumstances of the rural and remote healthcare workers, the 

NHMRC developed a manual for management of incidents of violence (NHMRC 2002b).   

 

     Published as grey literature, ‘When it’s right in front of you: Assisting health care workers to 

manage the effects of violence in rural and remote Australia’ (NHMRC 2002a), outlines 

approaches to address client-initiated aggression unique to the rural and remote healthcare 

context.  According to the NHMRC review, exposure to the most severe manifestations of client-

initiated aggression occurs in rural and remote healthcare delivery and included stalking, 

harassment and sexual assault, commonly perpetrated out of work time (supported by Opie et al 

2010).  Healthcare workers are easily identified in small communities, and strong social 

connections enhance the impact of client-initiated aggression.  Delays in the management of 
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violence in the rural and remote setting can occur where resources are minimal and emergency 

response times are longer (NHMRC 2002a, NHMRC 2002b).  The document explores measures 

to manage client-initiated aggression, did not outline use of an OHS framework per se, but 

suggestions within the document could be attributed to OHS approaches.  

 

     Mayhew and Chappell (2001a) conducted a national survey of workplace violence on workers 

from a range of Australian industries and workplaces.  With a cohort of 1,362 participants, this 

exploratory study examined the prevalence of violent experiences, specifically the types, 

reporting patterns and variations between industries in Australia.  The study is regarded as a key 

piece of research that provides valuable insights, and formed part of the ILO/ICN/WHO/PSI 

cross-country study reported by Di Martino (2002).  The study illustrated that the Australian 

healthcare workforce is within the top seven industry groups exposed to workplace violence, and 

has the second highest prevalence of physical assault - juvenile justice staff experience the 

highest (Mayhew and Chappell 2001a, Mayhew and Chappell 2005). Incidence in the examined 

industry sectors is presented in Table 2.1. 

 

Table 2.1: Workplace violence experiences of 1,362 Australian workers over a 12-
month period in 2001 (% of respondents)  

Workplace Verbal abuse Bullying Physical assault 
Juvenile justice 68% 12% 17% 
Tertiary education 50% 65%   1% 
Healthcare 67% 10.5% 12% 
Seafaring 19% —   1% 
Long-haul transport 33% —   1% 
Fast-food 48% —   1% 
Taxis 81% — 10% 

Source: Mayhew and Chappell (2005) 

 

     The escalating costs of workplace violence in the Victorian context (VWA 2004) and the 

types of violence, reporting patterns and variations between health sectors in Australia is widely 

discussed in the literature (DHS 2005a, Di Martino 2002, Kennedy 2005, Mayhew and Chappell 

2001a).  A key finding is that under-reporting is commonplace (Chapman, Styles, Perry and 

Combs 2010, Gacki-Smith, Juarez, Boyett, Homeyer, Robinson and MacLean 2009, Mayhew 

and Chappell 2005).  Mayhew et al (2005) estimated that up to 80% of incidents may go 

unreported while the Interim Standards 2004 stated that up to 75% of total incidents are not 

reported (DHS 2004).  Raising awareness of workplace violence is thought to increase reports of 
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related injuries, stress and trauma disorders (Arnetz and Arnetz 2000, Wiskow 2003).  While the 

problem is not new, it has been historically ignored or neglected (Gacki-Smith et al 2009, 

Wiskow 2003).  The reporting of incidents has been found to be higher in metropolitan 

healthcare settings (96%) (Fry, O’Riordan, Turner and Mills 2002) and lower in the rural and 

remote setting (73%) (Chappell and Di Martino 2006, Tolhurst et al 2003). 

 

     Reporting client-initiated aggression enables a healthcare organisation to quantify, process 

data and provide feedback of results as a cyclic improvement mechanism.  Arnetz and Arnetz’s 

(2000) study of 47 healthcare workplaces in the USA found a violence prevention strategy with 

continuous registrations of violent events with structured feedback recorded significantly more 

violence (50% more) in one year than the control group in the study.  The authors attributed this 

to an increased awareness of violence, improved supervision, support and feedback mechanisms 

(Arnetz and Arnetz 2000).  This study is of note as it suggests that feedback can be an important 

method of addressing client-initiated aggression at an organisational level. 

 

     So far from the literature it is demonstrated that the prevalence of client-initiated aggression is 

high, has significant impact, and there is extensive investigation into reporting.  The next section 

will discuss perspectives from the literature to address client-initiated aggression that are 

multifaceted, acceptable, relevant and useful to the healthcare organisation, its staff and clients.  

Factors identified in an effective approach to address client-initiated aggression are described in 

the following sections, beginning with the OHS framework. 
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2.2 The Occupational Health and Safety Framework  

It is increasingly recognised that the protection of life and health at work is a 
fundamental worker’s right. 

(Alli 2001:19) 
 

     To achieve a comprehensive understanding of client-initiated aggression and OHS, the 

literature review has incorporated current policy, recommendation documents and government 

standards.  OHS can facilitate an understanding of the most recent ‘state of knowledge’, due to 

the nature of OHS to change in response to the real world setting.  Often such documents are 

released in an evolving framework and usually as grey literature.   

 

     The authoritative text by Ashton and Gill (2000) outlines modern OHS practice as having four 

primary responsibilities; these are to anticipate (identify), recognise (assess), control, and 

evaluate (monitor and review) environmental stressors (risks) arising in the workplace.  Primary 

benefits of applied OHS practice include protection of employers, employees and users (of 

healthcare services) through identification, assessment of hazards, the implementation of control 

measures, reduction in occupational accidents and ill health, and evaluation of practices that 

generate continuous improvement (Ashton and Gill 2000, Conrad and Soule 1997, Johnstone 

2004). 

 

     In March 2001, the Victorian Government initiated the Occupational Health Improvement 

Strategy with a target of 20% improvement in key performance indicators over three years.  The 

strategy promoted highest possible standards in OHS, welfare, effective prevention, injury 

management, and integration of OHS across all aspects of business operations, systems of work 

and procedures.  Following on from this strategy, a key health service framework document - the 

Department of Human Services Public Sector Occupational Health and Safety Management 

Framework Model (DHS OHS Framework 2005) - was released.  The document contains 

recommendations to ensure legal obligations to provide a workplace free of risks are satisfied, 

that health and safety performance is continuously improved, and costs arising from workplace 

accidents, illness and worker’s compensation premiums are reduced (DHS 2005b).  Again it is a 

document regarded for the purposes of this review as grey literature, but of importance for this 

research to understand the socio-political mandate to incorporate OHS at that time.   
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     A second key framework document about the improvement of OHS application was the 

Interim Standards 2004 (DHS 2004), released by the Mental Health Branch (Victoria).  Again 

grey literature and included in this review because, as the document states, was produced 

following a period of ‘significant collaboration’ between the Health and Community Services 

Union HACSU, the Australian Nurses Federation (ANF - Victorian Branch), the Victorian 

Hospital Industrial Association (AHIA) and Department of Human Services (DHS).  The 

document identified that staff working in mental healthcare were most at risk of workplace 

violence in Victorian public healthcare.  Although not binding, healthcare organisations were 

strongly encouraged to implement the Interim Standards (DHS 2004).   

 

     Both documents outline the legal parameters and expectations for employers, employees, 

contractors and users of the healthcare workplace and refer to the objects established within the 

Occupational Health and Safety (Vic) Act (1985) carried to the amended Act of 2004 (OHS [Vic] 

Act 2004) 

 
    The DHS OHS Framework (2005) drew on principles within the A/NZ Standards, SafetyMAP, 

EquiP, Australian and Oceania Network (AON), the RACGP Green Book and the OHS (Vic) Act 

(2004) to substantiate its foundation.  As a vital component of core business operations, OHS is 

seen to provide due diligence via a safe system that demonstrates management is meeting its 

legal responsibilities, demonstrates consultation with employees, demonstrates performance 

verification through standardised auditing processes, and demonstrates cost effectiveness, 

functionality and sustainability (VWA 2002).  However, the ability of policy to transfer into 

practice is reliant on consistent implementations by management, its adoption by staff, and clear 

protocols for all involved within each and every healthcare organisation.  In the real world setting 

this usually occurs by policy, procedure, or workplace instruction document and monitoring and 

review. 

 

     Literature on OHS risk management does not point to key systems or factors that help 

industries to devise solutions to a particular hazard (or all hazards).  Johnstone (2004) states that 

each industry sector should identify specific hazards using OHS processes, and specify solutions 

accordingly.  In Victoria, consultation with the public healthcare industry sector leading up to the 

APMP established that the OHS factors of (a) policy, procedure and practice, (b) workplace 

design, (c) training and education, and (d) monitoring and review were required as a framework 
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for application in a strategy to assess, prevent and manage client-initiated aggression (VWA 

2004).  Stakeholder views were sought as well to understand the key systems within this 

framework.  These four factors are discussed in the following sections. 

2.2.1 Policy, Procedure and Practice  

 
     In OHS, Policy, Procedure and Practice (PPP) is regarded as a statement of safety intent.  PPP 

documents identify and define hazards and guide work practice.  Such documents establish 

responsibility for health and safety, identify procedures to assess risk, develop procedures to 

control risks and evaluate interventions (Ashton and Gill 2000, Ridley and Channing 2003).  PPP 

defines a goal (a hazard which it seeks to control) and sets forth pathways to achieve that control.  

Evaluation and review of PPP is intrinsic to ensure relevance and adoption by the workplace.  

Separate definitions of policy, procedure and practice are as follows: 

 Policy 
A guiding principle or definite course of action adopted for expediency, intended to 
influence and determine decisions, actions and other matters. 

      (Dictionary.com 2006a) 
 Procedure 

An act or manner of proceeding in any action or process; a particular course of 
performing or sequencing.                 

(Dictionary.com 2006c) 
 Practice 

Repeated performance of, habitual or systematically exercise, to acquire skill or 
proficiency. 

        (Dictionary.com 2006b) 
 
     Methods to formulate effective PPP include literature review, action research, gap analysis, 

pre- and post- intervention evaluations, audits, cost-benefit analysis and root cause analysis.  

Access to current PPP documents is required in the healthcare setting to achieve standardisation.  

PPP must be kept in an obvious location and be accessible to staff and clients of healthcare 

services (Ashton and Gill 2000, Johnstone 2004, ASCC 2006, Mayhew and Chappell 2001b).  

For example, a policy position of non-tolerance to occupational violence could be visible as a 

poster, on a website or in brochures, and in languages understood by consumers and staff. 

 
     The literature, both grey and published literature, describe approaches that create barriers and 

enable the organisation to create effective PPP to address client-initiated aggression.  Barriers to 

adequate healthcare service response include non-operationalised policy, application through 

work processes and staff readiness to apply PPP.  Enablers could include existence of a policy 

related to client-initiated aggression that is applied and specifies ongoing review of procedures of 
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work.  Staff identification, understanding of legal obligations, cultural sensitivity, and reporting 

also enable effective PPP (ACT 1993, Chappell and Di Martino 2006, DHS 2004, DHS 2005a, 

Flannery, Hansen and Penk 1994, ILO/WHO/ICN/PSI 2002, Mayhew 2000a, Mayhew 2000b, 

Mayhew and Chappell 2001b, NHMRC 2002a, NHMRC 2002b, NSW Health 2003, OSHA 

2004, VWA 2003, Wiskow 2003, Worksafe WA 2006, Wright, Lee, Sayer, Parr and Gournay 

2000).  With respect to the rural and remote healthcare setting, the literature describes the 

importance of meeting legal obligations, cultural sensitivities and ethical considerations in PPP 

(NHMRC 2002a, NHMRC 2002b).   

2.2.2 Workplace Design 

     Workplace Design (WD), Safe Design and Environmental Engineering are terms used to refer 

to the adoption of an approach that incorporates prevention, protection and management of risks 

early within the WD process.  Systems such as patient flow within the healthcare organisation, 

renovation or rebuilding of existing infrastructure, or new construction can benefit from a WD 

approach.  WD is most cost-effective when hazards are identified, successively eliminated, 

substituted or reduced early within the process of design development.  Design incorporating 

safety is good management practice, offers predictable business costs, and reduces future 

exposure to risk (Alli 2001, ASCC 2006, ASCC 2007, DHS 2004, DHS 2005b, Geason and 

Wilson 1989, Johnstone 2004, NSW Police 2007, UK Police 2007). 

 

     WD principles detail a generic risk management approach for an organisation (Australian 

Standards Limited 2007).  As an example, principles of Safe Design which describe 

considerations that should be applied to achieve outcomes in WD are outlined in Table 2.2. 

 

Table 2.2: Principles of Safe Design  
Principle 1 Persons with Control – persons who make decisions affecting the design of products, 

facilities or processes are able to promote health and safety at the source. 
Principle 2 Product Lifecycle – safe design applies to every stage in the lifecycle from 

conception through to disposal. It involves eliminating hazards or minimising 
risks as early in the lifecycle as possible. 

Principle 3 Systematic Risk Management – the application of hazard identification, risk 
assessment and risk control processes to achieve safe design. 

Principle 4 Safe Design Knowledge and Capability – should be either demonstrated or acquired 
by persons with control over design. 

Principle 5 Information Transfer – effective communication and documentation of design and 
risk control information between all persons involved in the phases of the 
lifecycle is essential for the safe design approach. 

 (ASCC 2006) 



MRH (The University of Melbourne) 2011   

- 37 - 

 

     Safe spaces are important to creating safe workplaces.  The small booklet - Crime Prevention 

Through Environmental Design (CPTED) - has been developed for crime prevention, but is 

considered most applicable to the Victorian healthcare setting because of its application to public 

space and shared spaces.  CPTED highlights eight aspects of workplace design relevant to 

healthcare area that are used to protect staff from aggressive consumers as well as to provide 

workspaces that foster cooperation, access and monitoring.  Firstly, it suggests that space should 

be defensible, clearly identifying a space and distinguishing spaces for staff, patients and visitors.  

Second, the booklet identifies environment that it is appropriate to provide health care should be 

clean, well-lit, comfortable, etc. and welcoming to consumers.  Thirdly it describes territoriality, 

so that spaces are clearly marked, maintained and monitored.  Fourthly, natural surveillance is 

having spaces that provide safety so that staff and consumers can be observed, exits are 

accessible.  Fifth is formal surveillance such as CCTV and security personnel.  Sixth is target 

hardening, such as glass barrier at reception and locked offices.  The seventh is access control, 

including actions such as secured staff areas, separate waiting areas, security passes and code 

keys.  Finally, as the eighth, the booklet suggests activity programs enhance detection of hazards, 

staff pro-activity to report and protocols to manage dangerous situations (Geason and Wilson 

1989).   

 

    Again, both published papers and grey literature on WD identifies some low-cost solutions to 

enable reduction of the hazard, including client flow, placement of equipment or substances, 

lighting, access restriction, and reduction in noise and overcrowding (Chappell and Di Martino 

2006, DHS 2005a, NHMRC 2002b, NSW Health 2003). The literature review identified that 

solutions may have higher costs, such as redesign, refurbishment or rebuilding (DHS 2005a, 

NHMRC 2002b, VWA 2004).  Regardless, consultation with staff and consumers is vital to 

achieve the best outcome in the WD process (Mayhew and Chappell 2001b) and its detail usually 

thrashed out in an evolving way in the form grey literature.  More detail about WD is presented 

in Appendix 2. 
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2.2.3 Training and Education 

 
Training is one of the most important tasks to be carried out by employers. 

(Alli 2001) 
 
    In conjunction with consultation, training and education of staff to engage and adopt an OHS 

framework are also important.  The Health and Safety Executive (UK) commissioned Zarola and 

Leather (2006) to conduct an evaluation of occupational violence training in the UK public 

healthcare sector.  This study is regarded as significant as it investigated the impact of aggression 

management training, and the broad content and curriculum of the most effective training.  The 

study discovered training may have short-term benefit only.  Training, the authors argued, must 

exist within the context of rigorous analysis of training needs, targeted design and focused 

delivery by competent trainers.  Knowledge and skill subjects in a training program must sit 

within the broader context of the organisation’s performance management, in terms of systems 

and procedures (Zarola and Leather 2006). 

 

     Relevant training content, effective delivery and evaluation contribute to the reduction of 

incidents, but in the examined literature (both grey and published) it is suggested that training 

and education is not the total solution within the OHS approach (DHS 2004, DHS 2005a, Di 

Martino, Hoel and Cooper 2003, Mayhew and Chappell 2001b, VWA 2004, Zarola and Leather 

2006).  Training and education is viewed as an administrative approach within the concept of risk 

management (Di Martino 2003) and is costly (VWA 2004).  Key themes in the literature were 

found to relate to training and education and were extrapolated to training relevance, content, 

delivery, cost and evaluation. 

 

2.2.3.1 Relevant training for a safer workplace 
 
     The DHS OHS Framework (2005) states that people can only contribute to a healthy and safe 

workplace through knowledge (DHS 2005a) and this point is supported in the publication by 

Dent (2005).  The guidance note within the DHS OHS Framework (2005) presents induction 

training as a key method to deliver messages about health and safety in the workplace, with 

training maintained on a continuous basis.   

 
     In the legal reference by Johnstone (2004), the point is made that relevant training should be 

established through training needs analysis and incident report review.  Training should reflect 
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service development and examine factors that may generate the hazard; it should occur through 

consultation with staff and users of the healthcare service (DHS 2005a, DHS 2006, Johnstone 

2004).  Client perspectives found in the literature identified cultural safety and the application of 

Advanced Directives (stating healthcare client wishes in the event of mental incapacity as a 

legally binding document for persons aged over 18 years) as important targets in healthcare for 

training (DHS 2004).  Client perspectives encompass how clients prefer to be treated, views of 

previous treatments, and medication side-effects.  Advanced Directives which are not followed, 

previous trauma, and impositions on individual rights may impair the individual’s sense of health 

and wellbeing, generate fear and resistance to healthcare, and result in events of aggression or 

non-presentation (Duxbury 2002, Duxbury and Whittington 2004, Tanaghow 2006).  Cross-

cultural training and cultural sensitivity is viewed as particularly important by Aboriginal and 

Torres Strait Islander (ATSI) clients as a means of generating understanding within healthcare 

practice of the cultural perspectives of ATSI people.  Perceptions that services lack 

understanding and sensitivity impacts on ATSI client’s willingness to access healthcare services 

and therefore on health outcomes (Australian Health Ministers’ Advisory Council 2004, Hays 

2002, NHMRC 2002b, OATISH 1989, Polaschek 1998, Weetra 2001).  

 

2.2.3.2 Delivery 
 
     Discussion in the literature around delivery of education and training to assess, prevent and 

manage workplace aggression identifies undergraduate training and workplace training as 

important.  Training and education could be delivered at an undergraduate level in all health 

disciplines, thus preparing and orientating students to an organisation-wide, OHS approach to the 

problem.  Bee, Richards, Baker, Loftus, Bailey, and Lovell’s (2005) six-week qualitative study 

using the method of focus group (12) and individual questionnaires, concluded that educational 

programs are most effective when whole teams take the training simultaneously as workplace 

training.  The training process, according to the DHS OHS Framework (2005), should be planned 

and delivered in an orderly way, building an effective understanding of OHS that incorporates: 

 the legal requirements 
 a training needs analysis 
 an annual training plan 
 assessment 
 training records and 
 refresher training.   

(DHS 2005b:47) 
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      Key policy related to training sits within The Interim Standards (DHS 2004) as an example.  

As policy, the document identifies that training is required to be practical, relevant, flexible to the 

content and target group, available and contain proactive and reactive measures.  Training should 

target all staff, address local factors, and consider applied knowledge and competency.  Trainers 

are required to be appropriately accredited.  Key approaches include risk identification to achieve 

a reduction of incidents, cost, and turnover, and increased OHS compliance.  Outcomes must be 

achieved for individual healthcare staff and consumers, including a safer workplace, increased 

knowledge and confidence within the workforce, and consumer satisfaction.  The Interim 

Standards suggested that training for high risk areas and direct care should be over l-2 days in 

length (DHS 2004). 

 
     There were multiple training options for health organisations looking to train their staff in 

aggression management at the time of the literature review.  Training programs in the public and 

private sector varied in their approach to violence in healthcare; some programs came from 

physical movement or human/employee relations perspectives, others are derived from the 

psychological perspectives, the police force, security or criminal management, or forensic 

services perspectives.  Models include clinical training in a block, web-based resources, role-play 

of scenarios in the workplace, and the OHS model as a continuous inclusive process.  Survey of 

the content of these courses was conducted and program information material was reviewed, 

again regarded as grey literature. 

 

     The Australian Tertiary and Further Education sector provides clinical and OHS management 

courses at Certificate levels III and IV and as a postgraduate diploma (Farrell and Cubit 2005).  

Course content can be tailored to specific workplace settings within the National Training 

Information Service scheme. Undergraduate course content for healthcare disciplines currently 

has little to no practical content relating to the assessment, prevention and management of client-

initiated aggression using an OHS approach. Publications criticised course content as being 

focussed on pathophysiology – the clinical or ‘internal’ model of explanation for client-initiated 

aggression (Duxbury and Whittington 2004, Nijman, a Camp, Racelli, and Merckelbach 1999, 

RCP 1998).  Mental Health Nursing at postgraduate level in Victoria at this time used training 

content centred on clinical risk identification and management, particularly for risks such as 

suicide and legal perspectives.  Typically, clinical training delivered internally to public health 

services in Victoria to manage client-initiated aggression is derived from a mental health services 
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clinical perspective, and in particular Mental Health (Psychiatric) Nursing (Farrell and Cubit 

2005, Melbourne Health 2005, MOVAIT 2005, TRAAM 2005, TRAMS 2005).  The training and 

education courses reviewed for this literature review found course length varying from one to 

five days. 

 
2.2.3.3 Content 
 
     Zarola and Leather (2006) concluded that if training does not reflect a sound understanding of 

need, the benefit is at best negligible and at worst negative.  In other words, it could leave staff 

feeling less capable of dealing with violence and aggression in the workplace.  The requirement 

for a common benchmark for training in the prevention and management of client-initiated 

aggression was identified.  Course content with an organisation-wide approach that educates staff 

on systemic linkages, such as the OHS risk management approach within the total organisation 

was highlighted as a way to achieve such monitoring (Zarola and Leather 2006).  A central 

system to monitor and evaluate the efficacy of public or private training providers and course 

content did not appear to exist in Victoria (DHS 2005a) at the time of this literature review. 

 

     A review of the content of current public and private training for client-initiated aggression 

management as grey literature, was found to cover a range of clinical practice approaches usually 

applied within high risk service settings (mental health, emergency departments, aged care) and 

in the context of facilities covered by the Public Health Services Act 1988 (Vic) (1988), the Aged 

Care Act 1997 (Commonwealth) (1997), and the Mental Health Act 1986 (Vic) (1986).  

Examples of clinical practice approaches are seclusion, restraint (physical and mechanical hold), 

and pharmacology.  Time-content ratio of courses was weighted toward physical hold, restraint 

and seclusion type interventions because of the technical skill required, and less toward 

theoretical models of approach and practice related to OHS and prevention strategies, advanced 

communication and de-escalation skills (i.e. prevention measures).  The Mental Health Branch 

(Victoria), in a review of the policy, procedure and practice of restraint and seclusion (Tanaghow 

2006), identified the need for a client-centred, prevention approaches and reduced use of 

procedures such as restraint and seclusion (see also Happell and Harrow 2010, Kallert 2008).  

This placed more emphasis on techniques such as communication and de-escalation. 
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     Farrell and Cubit (2005), as recommended by the United Kingdom Central Council for 

Nursing, Midwifery and Health Visiting, evaluated twenty-eight aggression prevention and 

management courses against the following content categories: 

 orientation and induction program 
 people cost 
 causes 
 type 
 risk assessment 
 communication 
 pharmacology 
 physical restraint 
 seclusion 
 legal 
 leadership and 
 debriefing. 

 
The publication identified that ‘most’ of the 28 programs reviewed did not address the 

psychological and organisational costs associated with workplace aggression - a stipulation of the 

OHS Act (Vic) 2004 (Farrell et al 2005).  Changing contexts in healthcare delivery suggests that 

training and education for prevention and management of aggression must be situational and 

responsive (Bee, et al 2005, Duxbury 2002, Gournay 2005); this is particularly so for newer 

health delivery models such as community and home-based treatment, like hospital and 

‘maternity in the home’.  Content matched to health policy, a needs or gap analysis, or root cause 

analyses are tools available to establish appropriate training content.  

 
2.2.3.4 Cost  
 
     Both academic and grey literature identified that training for healthcare workers influences 

workplace factors such as retention and recruitment (Bee, Baker, Richards, Loftus, Bailey, 

Lovell, Woods, and Cox 2005, DHS 2005a, Gournay 2005).  Organisational costs for training 

include the primary cost for in-house or externally sourced training, paid training time and staff 

backfill (VWA 2004, DHS 2004).  Farrell et al (2005) and Cooper and Swanston (2002) 

identified a proliferation of training programs available to public health services delivered at 

varying cost by either public health service (internal/in-house) or private training providers.  
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2.2.3.5 Evaluation 
 
     Published literature indicates that appropriate evaluation methodology is required to 

adequately monitor and review training programs in aggression prevention and management 

(Cooper and Swanston 2002, Duxbury and Whittington 2004, Farrell and Cubit 2005, Zarola and 

Leather 2006).  Evaluating occupational violence training is a key approach to maintaining its 

relevance, effective delivery, content and cost efficiency (DHS 2004, DHS 2005b, VWA 2004).  

The six content areas outlined by Zarola and Leather (2006), against which training programs 

should be evaluated, are presented in Table 2.3.  

 
Table 2.3: Key Content Areas of a Training and Education Program to Prevent and 

Manage Client-initiated Aggression  
 Content Topic Content Description 
1 Legal Context Understanding the legal context (including, the right to protect 

yourself and the use of reasonable force)  
2 Models of Violence Information and models about why and how violence occurs 

(including defining violence) 
3 Non Physical Skills Non-physical management of violence (including, customer care, 

diffusion/de-escalation, verbal communication skills, non-
verbal skills, cultural diversity) 

4 Physical 
Interventions 

Physical intervention/management skills (including, breakaway and 
control and restraint techniques) 

5 Organisational 
Policy & Procedure 

Organisational policy, procedures and practices in relation to work-
related violence (including, roles and responsibilities of 
management and staff, reporting and emergency action plans) 

6 Post Incident 
Reactions 

Post-incident reaction and support (including, how you might feel 
after an incident, how to get help internally and externally) 

Source: Zarola and Leather (2006) 
 

     In conclusion, training and education for the total workforce is a critical tool in providing 

capacity for health organisations to prevent and manage client-initiated aggression.  It then 

becomes a primary responsibility for employers to ensure that healthcare workers understand the 

risks and the appropriate operational response so they may skilfully assess, prevent and manage 

client-initiated aggression (Bjorkly 1995, Duxbury 2002, NHMRC 2002b, Wright, et al 2000).  

In particular, within the rural and remote healthcare sector, skills in prevention, identification of 

early warning signs, de-escalation and early management are required (NHMRC 2002b).  The 

use and application of the OHS approach, in addition to specialist content (such as the clinical 

application of procedures, techniques of prevention, advanced communication and de-escalation 

(DHS 2004, DHS 2005b, Nau, Halfens, Needham and Dassen 2010, VWA 2004) means that all 
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staff, management and consumers become involved in the process and become partially 

responsible for the outcome in the reduction of client-initiated aggression. 

2.2.4 Monitoring and Review 

 
    Monitoring and review can establish systematic evaluation of hazards through identification, 

assessment, management and the return of evidence to the workplace.  Monitoring and review 

processes assure a level of compliance to Codes of Practice, legislation, standards, principles of 

duty of care and OHS; their purpose is to evaluate intervention measures necessary to prevent 

and protect against risks.  Assessment of client-initiated aggression may be conducted in 

qualitative or quantitative ways (Ashton and Gill 2000).  

 

     The main objectives of monitoring and review are to ensure that exposure to health hazards 

for employees and consumers are kept to a minimum, and any authorised limits are not exceeded.  

The literature repeatedly refers to the process of returning meaningful results of data analysis to 

the organisation as a continuous improvement mechanism (Ashton and Gill 2000, Johnstone 

2004, Government of Western Australia 2006).  Methods to monitor and review are best devised 

by the local operators undertaking the task, with input in some circumstances from safety, 

environmental, medical, engineering professionals and other specialists, depending on the task 

(Ashton and Gill 2000).  Ashton and Gill (2000) suggested a risk assessment framework should 

aim to collect data on the workplace risk factors and measure perceived risk as follows: 

 look for hazards 
 decide who might be affected and how 
 the method of work 
 the circumstances and deviation from normal procedure 
 the frequency of operation 
 whether the task is routine 
 whether the legal requirements that are specific to the activity are being 

satisfied 
 examine the control measures 
 record significant findings and 
 review the assessment regularly and revise if necessary. 

(Ashton and Gill 2000:p.250-251) 
 
     Accurate record keeping about workplace assessments is key to risk management and to 

establishing action.  Records can clearly show how the assessment was carried out and the 

conclusions reached.  SafetyMAP (VWA 2002) is a tool designed by the Victorian WorkCover 

Authority to monitor, evaluate and review compliance of organisations to the A/NZS: 4801 – 
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2001 Occupational Health and Safety Management Systems – Specifications for guidance for 

use; A/NZS 4360 – 1999: Risk Management; A/NZ ISO 9001 – 2000: Quality Management 

Systems; and  A/NZS ISO 14001 – 1996 Environmental Management Systems - Specifications 

with guidance for use (VWA 2002).  SafetyMap provides the means to undertake an independent 

audit and review of an organisation’s OHS system.  The SafetyMAP audit criteria also enable an 

organisation to self-audit, to implement a continuous improvement cycle, to compare its system 

to the recognised benchmark, and gain recognition for standards achieved.  

 
     Systems within the monitoring and review process are crucial to an organisation’s function 

related to OHS management.  Systems incorporate consultation, include an OHS representative 

at the workplace, record and report information and incidents, and have feedback systems to 

staff, the OHS Committee and executive (DHS 2004, DHS 2005b, Gacki-Smith et al 2009, 

Johnstone 2004, VWA 2002).  System decisions related to hazards are returned in a cyclic way 

for application in the workplace; responses to hazards which are known to be followed up by a 

monitoring and review process are therefore more likely to be adopted and applied by the 

healthcare workforce.  Arguably, and because of the sensitivities associated with client-initiated 

aggression in healthcare, it is particularly important these processes are conducted within the 

healthcare sector. 

 

     As key publications on workplace violence, Chappell and Di Martino (2006) and Johnstone 

(2004) argue it is vital to consult with staff, whom hold intricate knowledge of risks in the 

workplace.  Failure to consult may suggest a lack of development of monitoring and review 

techniques, or a lack of recognition of the value of consultation to assess, prevent and manage 

risks.  Monitoring and review processes enable the healthcare worker and organisation to 

evaluate interventions.  

 

     Thus far, the literature review supports OHS using PPP, WD, Training and Education, and 

Monitoring and Review within a framework to address client-initiated aggression.  The literature 

is consistent with outcomes of Victorian healthcare industry consultation (VWA 2004).  An OHS 

framework means that prevention, assessment and management of client-initiated aggression is a 

pro-active, ongoing process that involves all participants in healthcare at every level.  However 

there are other issues involved that will be discussed in the following section. 
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2.2.5 Risk Management 

 
     As a parallel element to an OHS framework, risk management is defined in Standard A/NZS 

4360:1999 as ‘the systematic application of management policies, procedures and practices to the 

tasks of establishing the context, identifying, analysing, evaluating, treating, monitoring and 

communicating risk’ (Australian Standards Limited 2007 p.47).  Risk management is integral to 

an OHS approach.   

 

     Risk is an established principle in common law.  Laws of negligence related to risk are based 

on the propositions that a duty of care exists and management of uncertainty (‘it is better to be 

safe than sorry’) is best when dealing with nuisance.  These propositions are the basis for 

statutory public health remedies and operate on the premise that the nature of the complaint is 

important.  Risk assessment ensures that probabilities are placed in a meaningful context 

(Reynolds 2004).  Reynolds (2004) identifies that the concept of risk to health is at the core of 

public health and the centre of the health and wellbeing of the community it applies equally to 

the ‘core’ of the public healthcare system – its workers and clients.  A risk management approach 

is the first approach in controlling injury and ill health in the workplace (Ashton and Gill 2000, 

Chappell and Di Martino 2006, Johnstone 2004, Pich, Hazelton, Sundin, and Kable 2010, 

Reynolds 2004).   

 

     In OHS practice, the ‘hierarchy of control’ model is a tool of the risk management process 

applied in the control phase of risk management.  Processes that form part of the model (ASCC 

2006) include: 

 elimination and removal of associated risks 
 substitution if elimination is not possible to minimize by substituting the 

chemical or process 
 isolation or interrupt the path between the worker and the risk 
 administration to reduce risk by upgrading training, work systems, 

administrative actions and 
 personal protective equipment if the risk cannot be reduced any other way. 

 

     Measures such as pre-construction design and PPP are considered early intervention strategies 

that are most cost beneficial (Mayhew and Chappell 2001b, VWA 2004).  Johnstone (2004) 

suggests six steps in a practical approach toward removing workplace hazards:   

1. develop an OHS policy and related programs 
2. set up a consultation mechanism with employees 
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3. establish a training system 
4. establish a hazard identification and workplace assessment process 
5. develop and implement risk control and 
6. promote, maintain and improve these strategies. 

 

     Workplace risk assessment encompasses activities undertaken in the workplace, equipment 

used, and materials and substances involved.  Procedures within the workplace and the work area 

involved must be examined.  The role, function, level of training and education of personnel 

should be examined in risk assessment (Johnstone 2004, Langan 2010).   

2.3 Other factors related to address client-initiated aggression   

...workplace violence is not merely an episodic problem created by deranged persons, 
but a highly complex issue, rooted in wider economic, employment-relationship, 
organisational, gender-role and cultural factors. 

      (Chappell and Di Martino 2006:23) 

 
     In the previous sections, the importance of OHS in a strategy to address client-initiated 

aggression was established.  Exploration of the literature consistently indicates evidence of 

overlapping causes that may contribute to client-initiated aggression and which also need to be 

addressed.  These factors include funding, an overarching approach and bullying and 

harassment.  The literature indicates that these factors should be part of a comprehensive 

strategy to address the hazard of client-initiated aggression, and so they will be examined in the 

following sections.  

 

2.3.1 Funding 

 

     Workplace aggression has significant legal (Dent 2005), economic (Krug et al 2002, WHO 

2004), social and emotional consequences for employers and individuals (Lam 2002, Mayhew 

2000b, WHO 1996).  In 2004, the Australian Productivity Commission’s (2004) National 

Worker’s Compensation and Occupational Health and Safety Frameworks Report set the total 

economic cost of all work-related fatalities and injuries in Australia at AUD$31 billion in 2004 

(Productivity Commission 2004).  The Interim Standards (2004) highlighted that 864 Victorian 

nurses were assaulted in the period January 1999 to October 2000, mostly in emergency 

departments or in mental healthcare settings; the average cost of each WorkCover claim was 

AUD$40,000.  Within the Victorian healthcare sector, assaults and aggressive incidents initiated 
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3% of all WorkCover claims over the five-year period 1999 – 2003 with total WorkCover claim 

costs being AUD$26.3 million (VWA 2004).  In New South Wales, from 1999 to 2000, 113 

WorkCover claims related to healthcare workplace violence, on average generated five or more 

days off work, and an estimated cost of claims of AUD$1.3 million (NSW Health 2002).  

 

     Estimates of the costs of workplace violence in Australia do not include administration, 

investigations, fines, legal costs, insurance claims, compensation, recruitment and the impact of 

violence on clients.  In NSW, some staff victims of workplace violence have pursued 

compensation claims through the legal system, for example Pompeli v Central Sydney Health 

Area, Burge v Ramsey Healthcare, Keniry v Dept of Community Services (Dent 2005).  

Restitution obviates substantial additional costs to healthcare organisations.  Victoria is described 

as not far behind NSW in terms of Courts mandating that healthcare organisations must address 

the problem of violence toward healthcare workers.  This is believed to be a strong motivating 

factor to establish change and consider substantial financial investment into quality prevention, 

assessment and management programs.  However, up to 80% of all incidents may go unreported 

(Mayhew et al 2005, DHS 2004) suggesting the true cost of workplace violence may be much 

higher than the above estimates.  Further, given the increased risk in in-patient settings at times 

of high ward activity, at meal times and weekends (Flannery et al 1994a, Mayhew and Chappell 

2001a, Whittington and Wykes 1994), suggests that funding for adequate staff ratios is 

particularly important. 

 

     The Victoria - Public Hospitals and Mental Health Services Policy and Funding Guidelines 

2007 – 08 (DHS 2007) gave a Victorian Government health budget commitment in 2007-2008 of 

AUD$7.3 billion - an increase from the previous financial year of AUD$445 million.  The policy 

and budget program did not highlight the issue of client-initiated aggression.  Budget allocations 

went to elective surgery to reduce waiting lists, improved access, critical care, maternity 

healthcare, and for mental health.  A portion of AUD$525 million was allocated to capital 

investment in new acute and subacute facilities for mental health.  Over four years, AUD$80 

million was allocated to renew infrastructure and to ensure standards of safety and performance 

reliability for clients, staff and visitors (DHS 2007).  Focus applied to client-initiated aggression 

can be identified in several sections of the document.  Funding for an OHS framework applies 

broadly across all health sectors so the responsibility is not specific to programs, but spread 

across each sector.  This may mean that adopting responsibility for OHS by each sector maybe 
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secondary to their primary goal.  The lack of a specific OHS budget for each sector may mean 

erosion of this issue as a priority.  Thus, the OHS framework may lessen funding of specific 

client-initiated aggression strategies.   

2.3.2 Overarching Approach 

 
     Discussion in the World report on violence and health (WHO 2002) concludes that a response 

to interpersonal aggression must encompass the social interplay that exists.  Social factors found 

in the literature which relate to client-initiated aggression include high unemployment, 

marginalisation, de-institutionalisation, carriage of weapons, substance misuse, domestic 

violence and the presence of societal and familial violence/aggression (Cal/OSHA 1998, 

Flannery, Hansen, Penk and Flannery 1994b, Langan 2010, Mullen 1997, NHMRC 2002a).  

Attention to a broader societal approach to prevent violence and aggression in all settings maybe 

ultimately required (Langan 2010).  Lam’s (2002) study on 314 nurses using the General Health 

Questionnaire and Beck’s Depression Inventory-Revised found that workplace aggression enters 

into the domestic lives of healthcare workers and is an unquantified social cost, potentially 

involving the formation of a cycle of violence through vicarious trauma. 

 
     Both publications and grey literature suggests that an overarching approach ideally stipulates 

prevention and pro-active approaches (ACT 1993, Chappell and Di Martino 2006, Department of 

Health 2004, DHS 2004, DHS 2005a, ILO/WHO/ICN/PSI 2002, Mayhew 2000a, Mayhew et al 

2001b, NHMRC 2002b, NSW Health 2003, OSHA 2004, VWA 2003, WHO 2004, Wiskow 

2003, WorkSafe WA 2006).  Based on recommendations documented elsewhere, an overarching 

approach must be standardised to the healthcare sector, be organisation-wide, multifaceted, and 

incorporate a statement of tolerance and human rights as well as rights and responsibilities for 

staff and clients (Chappell and Di Martino 2006; Mayhew et al 2001b; NHMRC 2002b; NSW 

Health 2003).  Furthermore, a statement at the beginning of a strategy should describe the 

overarching approach as a philosophy, a policy or concept (NSW Health 2003), provide practical 

guidance (NHMRC 2002b) and should be voluntary in application (Mayhew et al 2001b).  

Chappell and Di Martino (2006) identified that any strategy must have a foundation in its social 

context; furthermore, the strategy should have a sound rationale in the literature and identify use 

of a risk management approach, specifically risk identification, assessment, control and 

monitoring and review.     
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2.3.3 Bullying and Harassment  

 
     The OHS framework tends to focus on aggression between client and healthcare practitioner; 

however aggression between practitioners is now known to be a serious issue within the 

healthcare workplace (DHS 2004, DHS 2005a, Pich et al 2010).  This literature review identified 

papers linking the inter-relationship of bullying and harassment (internal violence) to client-

initiated aggression in the workplace.  While Di Martino (2002) suggested staff more commonly 

perpetrate psychological rather than physical violence, Duxbury’s (2002) pluralistic study of staff 

and client views found the controlling styles of staff practice in mental health in-patient settings 

caused client aggression (also supported in articles by Duxbury 2002, Kallert 2008, Langan 

2010) and related to the skills and practice of the healthcare practitioner. 

 

     To this point, the literature review has explored how OHS and other factors address client-

initiated aggression in a multi-faceted, organisation-wide and holistic way.  Evidence in the 

literature suggests that to achieve acceptable, relevant and useful workplace risk management of 

client-initiated aggression, then the perspectives of clients should also be examined.   



MRH (The University of Melbourne) 2011   

- 51 - 

 

2.4 Clients of Healthcare Services 

     A client of a healthcare service may be defined as a patient, resident, visitor or consumer.  The 

definition found within the WorkSafe Guidance Note on the Prevention of Bullying and Violence 

at Work (2002) is: 

[the term] client includes people who: have a commercial relationship with the 
organisation; are in the care or custody of an organisation; must legally submit to 
inspection by an organisation; use or are seeking to use the services of an 
organisation. 

     (VWA 2003 p. 23) 
 
     Literature that focuses on the experiences of clients who are victims of violence or have 

witnessed violence in the healthcare setting and how this experience is managed by the 

healthcare service is limited (Kallert 2008).  While Benveniste et al (2005), DHS (2004), 

Duxbury (2002), Duxbury and Whittington (2004) offer relevant client perspectives, this is an 

area requiring further research.   

 

     Langan (2010) identifies that mental illness is not a significant cause of violence.  The study 

by Elbogen and Johnson (2009) further confirms earlier research that a client diagnosed with a 

mental illness, but without a history of violence or substance misuse, is not more likely than the 

general population to be violent.  Therefore, assumptions about the client and the reasons for the 

prevalence of client-initiated aggression in mental and general healthcare need to be examined.   

 

     The APSF incident analysis identified that precipitants to violence had different 

characteristics depending on the client’s clinical presentation to the healthcare service.  

Intoxication from drugs and/or alcohol accounted for more than 25% of all incidents.  In mental 

health units, the problem related to staff decisions to admit or discharge a patient from hospital, 

restriction of liberty and privileges while in hospital, it related to lack of support on discharge, 

and non-prescription of patient-requested medication (Benveniste et al 2005).  Contributing staff-

related factors were communication problems, inadequate knowledge, inexperience (Happell and 

Harrow 2010, Hogh et al 2008), and insufficient staff (Benveniste et al 2005).   

 

     Duxbury and Whittington’s (2004) multi-method study, conducted in 2002, investigated the 

perspectives of 80 patients, 70 nurses and 10 medical staff.  Data were derived from a review of 
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incident reports, from a 27-item questionnaire using MAVAS (Attitude Scale), and from 

interviews.  The study found distinct differences in the views of clients and staff on the problem 

of violence in the mental healthcare in-patient setting.  Patients surveyed in this study mostly 

disagreed with the statement: ‘Patients are aggressive because they are ill’.  Most patients 

agreed with the statement: ‘It is difficult to prevent patients from becoming aggressive’ (Duxbury 

and Whittington 2004).  The study also sought attitudes on practice management, staff culture, 

seclusion, de-escalation, medication use and situational aspects including workplace design.  

Coercive treatment and the controlling style of nursing within the context of a restrictive 

environment was identified by patients as contributing to feelings of victimisation experienced 

by clients and as punitive (Duxbury 2002, Kallert 2008).  In most instances, the response to 

client-initiated aggression was perceived as ‘reactive’ by staff.  But patients did not agree with 

the use of seclusion and patients were unaware of de-escalation or of its use in practice or present 

value (DHS 2004, Duxbury 2002).   

 

     Client rights are stipulated in Part 3, Division 5: Patient Rights of the Mental Health Act (Vic) 

1986 (1986) and in the National Mental Health Plan 2003-2008 (Australian Health Ministers 

2003).  Victorian Health Policy directly discusses consumer participation in Section 6.4 

(Accessibility).  Policy concepts identified in Doing with us not for us (DHS 2006) go further to 

encompass the ‘value of consumer consultation for health and quality outcomes, (as) a means to 

create accountability and a democratic right’  (DHS 2006:iii). 

 

     In the literature, risk factors for aggression by the healthcare client include the clinical 

presentation, age, gender, co-morbidity, substance use, youth, mental health and behaviours 

(Benveniste et al 2005, Cal/OSHA 1998, DHS 2005c, Duxbury 2002, Gournay 2005, Kennedy 

2005, Langan 2010, Mayhew and Chappell 2001a, RCP 1998, Winstanley and Whittington 

2002).  Coercive and unwanted treatments, over-active healthcare environments and negative 

staff attitudes were identified by clients to cause client initiated aggression (Duxbury 2002, 

Duxbury and Whittington 2004, Flannery et al 1994a, Kallert 2008, Nijman et al 1999, 

Whittington 2000).   

 
      Client rights and responsibility charters require application in the general acute, subacute and 

aged sectors of Victorian healthcare provision (Auditor General Victoria 2005).  Most web-based 

healthcare information sites and Victorian public healthcare organisation websites contain a 
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rights and responsibility statement but these require wider distribution in the healthcare setting.  

Due diligence would indicate that client rights and responsibilities must be provided to clients 

prior to the more stringent application of aspects of hazard management strategy, such as 

sanctions.  A client rights statement should indicate a framework of all reasonable care, respect, 

cultural safety and legal boundaries for clients, inherent on the part of the healthcare 

organisation.  Conversely, a statement should present a framework for clients to act with due 

diligence in full knowledge of options for legal boundaries, self-determination and autonomy. 

2.5 The Rural Context 

A determinant of health is the embodiment of place, including rural place. 
                 (Dixon and Welch 2000) 

 
     The experience of client-initiated aggression differs for remote, rural and metropolitan 

healthcare workers (AIHW 2005, ASCC 2006, Mayhew and Chappell 2001a, NHMRC 2002b, 

Opie et al 2010, Tolhurst, Baker, Murray, Bell, Sutton and Dean 2003).  Key differences between 

remote, rural and metropolitan health practice in Australia are demography, geography, isolated 

practice, epidemiology of violence and structure of health service delivery (DHS 2005, NHMRC 

2002a, NHMRC 2002b, Tolhurst, Bell, Baker, Murray, Talbot, McMillan and Sutton 1999).  The 

remote and rural healthcare worker is at risk, particularly because of the spectrum of type and 

rate of violence, access to firearms in farming areas, isolation and resourcing specific to the rural 

and remote healthcare settings (NHMRC 2002b).   

 
      In 2004, the Victorian government contributed more than AUD$1.4 billion per annum to a 

range of inpatient and community services in rural Victoria (DHS 2005d).  In Victoria, 1.37 

million people live in rural and regional areas, representing 27.6% of the total population (AIHW 

2002).  Although Victorians enjoy a high standard of living by national and international 

standards, the DHS publication Rural directions for a better state of health (2005) highlights that 

due to socioeconomic factors and access, the overall health status of rural Victorians are below 

their metropolitan counterparts, especially for Indigenous Victorians (AIHW 2002, DHS 2005d).  

 
     Bourke, Sheridan, Russell, Jones, Liaw and DeWitt (2004) consider rural health practice to be 

underpinned by five key concepts, namely rural-urban health differentials, access, confidentiality, 

cultural safety and team practice (Bourke et al 2004).  Each of these concepts are elaborated on 

as follows, to exemplify differences in practice in rural, remote and metropolitan settings.  
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     Overall, rural and remote people have poorer health status than their metropolitan 

counterparts.  Rates of suicide, injury mortality, homicide, smoking, alcohol consumption, 

communicable diseases and disability are higher in rural and remote areas (AIHW 2005).  

However, these rates are not consistent in all rural and remote areas but are higher in 

communities with lower socio-economic levels and particularly higher in many ATSI 

communities.  These higher rates are often explained by the social determinants of health, while 

the role of rurality and remoteness is less clear (Liaw and Kilpatrick 2008).   

 
      Rural and remote residents have diminished access to healthcare services due to distance, 

cost, fewer services and a smaller workforce.  In some instances, hours of travel are required to 

access healthcare and this may mean isolation from the client’s traditional support base (AIHW 

2002).  A seven-year study on admission rates concluded that the degree of remoteness and 

access to services is a strong predicate to ambulatory care service conditions and admissions in 

rural and remote areas (Ansari, Barbetta, Carson, Auckland and Cicuttini 2003).  This study 

demonstrated that for every quintile of increase in population density, there was a corresponding 

decrease of 4.3% in admission rates.  Ansari et al (2003) concluded that the lack of timely and 

effective care may have a significant impact on rates of admission, which in turn produces 

adverse outcomes for population health and distribution of resources to meet the higher level of 

acuity.  Issues of access also affect metropolitan areas, but geography, infrastructure, available 

resources and social environment limit the impact.  A 2004 questionnaire study of 7615 

individuals living in rural Australia found that while access to services did not cause 

psychological distress, it did contribute to a sense of subjective wellbeing (Murray, Judd, 

Jackson, Fraser, Komiti, Hodgins, Pattison, Humphreys and Robins 2004).  Access difficulties 

may contribute to frustrations that in turn may contribute to client violence. 

 

     Anonymity and confidentiality within the client-healthcare worker relationship can be 

difficult to maintain, especially in small communities.  Sometimes fast flows of information and 

the multiple roles held by members of rural and remote communities’ impact on confidentiality 

(Hays 2002, Purtilo 1986, Scopelliti, Judd, Grigg, Hodgins, Fraser, Hulbert, Endacott and Wood 

2004).  A client observed accessing a specialist healthcare service in a small community may 

identify the specific health problem to other members of that community.  Doctors may keep 

their conversations and consultation in confidence, but patients are not bound by the same notion 
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and may discuss their consultation with family and friends.  The health practitioner is highly 

visible and this may result in impromptu consultations in a supermarket or on the street (Hays 

2002).   

 

     The term cultural safety refers to how safe a health practitioner and client feel during their 

interaction.  Eckerman defines cultural safety as ‘an environment which is safe for people: where 

there is no assault, challenge, or denial of their identity, of who they are and what they need’ 

(cited in Williams 1999 p.213).  Culturally safe practice is about quality of care and can be a key 

feature of rural and remote generalist healthcare practice (Bourke et al 2004).  Culturally safe and 

secure practice is key to providing access and quality of care for minority groups, especially 

ATSI people (Liaw & Kilpatrick, 2008).   

 

     Working within a multidisciplinary environment is more than a concept; rural and remote 

practitioners are heavily reliant on other practitioners within their local region (Bourke et al 

2004, Scopelliti et al 2004, Hays 2002).  However, rural and remote practitioners cannot choose 

who they work with and must work with local practitioners where they can.  High workloads also 

demand teamwork in health care in rural and remote settings (Bourke et al 2004).  Primary 

healthcare models are particularly reliant on multidisciplinary teams, which are appropriate in 

remote and generalist practice (Wakerman 2009).  Humphreys (1999) argued that rural health is 

dynamic and shifts according to focus identified by need.   

 

2.6 The context for Aboriginal and Torres Strait Islander peoples 

 
     According to the Rural directions for a better state of health (2005) report, health outcomes 

for Aboriginal and Torres Strait Islander people living in rural areas of Victoria are below those 

of their metropolitan counterparts.  ATSI people are also the most affected by interpersonal and 

self-directed violence (DHS 2005).   

 

     Cultural respect in Aboriginal and Torres Strait Islander healthcare is to acknowledge the first 

people of Australia and to provide: ‘…recognition, protection and continued advancement of the 

inherent rights, cultures and traditions of Aboriginal and Torres Strait Islander Peoples’ 

(Australian Health Ministers' Advisory Council 2004:7).  The sobering National Aboriginal 

Health Strategy (1989) speaks extensively to the concepts and perceptions of health for ATSI 
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people, including health issues related to colonisation as documented in Australia since 1788.  

Community Controlled Health Organisations speak about health and cultural safety through 

recognition of culture, spirit, environment and respect (OATSIH 1989:ix).   Good health 

outcomes for ATSI people are intrinsically related to strong culture, spirit, environment and 

respect (OATSIH 1989).  The National Aboriginal Health Strategy makes this point: 

 ….in Aboriginal society there was no word, term or expression for “health” as it is 
understood in Western society….   The word as it is used in Western society almost 
defies translation, but the nearest translation in an Aboriginal context would 
probably be a term such as “life is health is life”.  

(OATSIH 1989: x) 
 
       Culturally safe healthcare practice is about quality of care, respect for diversity and 

achieving equitable health outcomes (Australian Health Ministers' Advisory Council 2004, 

Bourke et al 2004, Hays 2002, Humphreys 1999, NHMRC 2002b, OATSIH 1989, Polaschek 

1998, Weetra 2001).  Cultural safety, therefore, requires the healthcare practitioner to be 

respectful of cultural identity and diversity, to be aware that ATSI traditions and practices in 

healthcare are key to better health outcomes for ATSI people and that negative health outcomes 

for individuals is a result of ATSI cultures being disrupted by colonisation.   

Health is not just the physical wellbeing of the individual but the social, emotional 
and cultural wellbeing of the whole community.  This is a whole-of-life view and it 
also includes the cyclical concept of life-death-life. 

       (OATSIH 1989: 1) 
 

     The literature suggests that a strategy to address client-initiated aggression applied to the rural 

and remote healthcare sector should recognise perspectives in Aboriginal and Torres Strait 

Islander health and cultural respect which empower the ATSI client and reduce the risk of a 

Western health model dominating and disenfranchising ATSI traditional health practice. 

…cultural risk itself as defined does not logically relate to being an indigenous 
people, but to being a minority culture that is oppressed by the dominant group in a 
society.    

(Polaschek 1998 p.28) 

This suggests that cultural safety, cultural security and cultural respect should form part of a 

strategy to prevent client-initiated aggression.   
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2.7 Conclusions drawn from the Literature 

     This Chapter’s review of the literature related to client-initiated aggression in healthcare 

suggests that OHS factors that are important in addressing client-initiated aggression including 

policy, procedure and practice, workplace design, training and education, and monitoring and 

review.  The primary responsibility of OHS practice is to identify, assess, control and evaluate 

hazards, leading to risk reduction.  Policy, procedure and practice outline the safety intent of the 

organisation and define the hazard.  In workplace design, a framework of risk reduction is 

achieved through management of the physical environment of the healthcare setting.  In training 

and education, ways to address client-initiated aggression are achieved by careful examination of 

training relevance, delivery, content, cost and evaluation.  Tools, such as incident report reviews, 

needs/gap analysis, and root cause analysis, are useful.  Monitoring and review interventions are 

applied in a systematic way to examine interventions and return meaningful data to the 

workplace.  Healthcare funding should prioritise the healthcare dollar toward the most effective 

intervention.  

 

     Although the factors briefly described above are important, the literature shows that other 

factors must be considered as part of a comprehensive approach to client-initiated aggression.  

These factors are funding, an overarching approach and bullying and harassment.  An 

overarching approach must encompass social factors so that the healthcare workforce may 

understand and prepare for high-risk periods, and so health policy may play its role in the 

discovery of solutions. 

 

     The literature shows that consultation with healthcare staff and clients is required for 

improvement in healthcare service quality and safety and client satisfaction.  Literature looking 

at the client view illustrate that potentially client-initiated aggression could be prevented with 

use of different communication techniques rather than controlling styles of healthcare practice.  

But how is this achieved?  

      

     While most of the relevant literature has been developed for purposes other than research, 

such as to inform development of government policy, the literature is extensive.  A key gap not 

addressed in the examined literature is the application of these policies in the real world setting, 
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including what barriers stakeholders feel might limit their introduction and use, and how to 

overcome these barriers.  Filling this gap is the focus of this study and the basis of the research 

questions discussed in the next section. 

2.8 Research question 

     The problem of workplace aggression and in particular client-initiated aggression has been on 

the Victorian healthcare policy agenda since 1993.  The literature identified in this review 

suggests that most risk assessment management strategies aimed at client-initiated aggression 

had not been particularly successful.  In part, this is because they have existed on their own and 

were not embedded in the multifaceted, organisation-wide approach, such as an OHS framework.  

Nor were they identified to be approaches that were preventative, rather, that the approaches 

centred on management only.  For instance, these approaches included focus on education and 

training without a systematic approach or specific training in advanced communication, or that 

were regulatory - setting above achievable standard for the time, or that were generic to a service 

and although viewed as suitable, had not been benchmarked against other Victorian public 

healthcare services.  All which were viewed as operating outside of an integrated approach, 

particularly one that could be applied State-wide and to rural and metropolitan healthcare sites as 

well.  In addition and throughout this period, Victorian public healthcare staff were vocal in their 

priority for policy reform on the issue of all typologies of workplace violence.  Thus this research 

is part of a broader investigation of strategies to assess, prevent and manage client-initiated 

aggression and examines an occupational health and safety agenda as a plausible approach, in 

detail.  In many ways, OHS is an innovative approach and hence research into stakeholder 

perspectives is warranted. 

 

     This research investigated stakeholder views and knowledge related to an acceptable, relevant 

and useful approach to address client-initiated aggression.  The starting assumption was that 

stakeholder knowledge would inform application of many of the factors suggested in the 

literature, and that their views would add vital points to establish a relevant, multifaceted and 

organisation-wide strategy, including recognition of barriers and ways to enable initial 

implementation and promote sustainability of strategies.  Stakeholder views may close gaps in 

knowledge identified within the literature related to the interplay between staff, clients and 

organisations.  Stakeholders may provide links to confirm what factors influence incidence of the 
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hazard, and hold information to elaborate the OHS framework, and other barriers and enabling 

approaches.  Stakeholders could provide foundations for action to achieve a balance between 

policy and risk management. 

 

     The aim of this research is to identify factors that stakeholders consider important to 

addressing client-initiated aggression in Victorian public healthcare.  In particular, three 

questions will be explored and addressed as follows: 

- Do stakeholders consider an OHS approach will be sufficient to address the 
problem of client-initiated aggression?   
 

- What barriers and enablers do stakeholders identify to the implementation 
of a strategy to address client-initiated aggression?  
 

- What factors do stakeholders consider important to sustain a strategy to 
address client-initiated aggression? 

 
In Chapter Three, the qualitative methodology and methods used to answer these research 

questions are described.   
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CHAPTER THREE: METHODS 

3.1 Methods 

     As a qualitative study, the objective of this research was to achieve a deeper understanding of 

stakeholders’ views related to client-initiated aggression and factors that may influence an 

approach to address this occupational hazard.  Two clear aims of this research were to firstly 

evaluate the APMP (reported elsewhere) and secondly, to identify factors that stakeholders 

considered important as enablers and barriers in addressing client-initiated aggression in 

Victorian public healthcare using an OHS framework as a guide.   

 

     Approaches to qualitative inquiry has become highly diverse and recognised as equal to that 

of quantitative inquiry through philosophical and theoretical approaches such as phenomenology, 

critical theory and heuristics (Patton 1999, Miles and Huberman 1994).  Ways to enhance the 

quality and credibility of qualitative analysis is achieved by: 

 

‘…dealing with three distinct but related inquiry concerns: rigorous techniques and 

methods for gathering and analysing qualitative data, including attention to validity, 

reliability and triangulation; the credibility, competence and perceived trustworthiness of 

the qualitative researcher; and the philosophical beliefs of evaluation users about such 

paradigm-based preferences such as objectivity versus subjectivity, truth versus 

perspective and generalisations versus extrapolations.’  

Patton (1999 p.1189) 

      

     For this research the method of stakeholder interviews was used.  This method was chosen in 

order to obtain the views (or narrative) expressed by participants specifically on the subject of 

client-initiated aggression in public healthcare (Seidman 2006).  In particular, participants were 

asked of their idea related to the problem of client-initiated aggression to reduce its incidence 

with reference to the OHS framework and other factors that would enable or create barriers for an 

approach. 

 

     Two interview methods were used.  They were single participant interviews and focus group 

interviews of healthcare client advisors.  Although it is not typical to use a mixture of single 

interview and focus group interview data and to report the data combined, an obstacle presented 
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itself early when attempting to recruit healthcare client advisors for single interviews.  It became 

quickly evident that access to views from healthcare clients was best obtained from within a 

focus group.  Co-ordinators of three advisory groups were approached with individual interviews 

in mind for recruitment.  However, the Co-ordinators for the respective advisory groups indicated 

that participation in the groups was on a volunteer basis, and because demand on each individual 

(and not only those frequently posited by researchers) was so high, it was best to conduct focus 

group interviews rather than individual interviews.  This, the Co-ordinators described, protected 

the healthcare client advisors from the obvious consequence of being over-researched.  As focus 

groups offer their own information through dynamic interaction (Rice and Ezzy 1999), because 

other opportunity to interview healthcare client advisors was clearly limited, and finally because 

the researcher had utilised focus group discussion before in conducting other research, the 

research evaluation team identified it was suitable to use both types of interviews.  Empowering 

the healthcare client group to ‘express their thoughts, opinions, concerns or ideas in their own 

words’ without the formality of written words when there may have been issues of literacy was 

identified (Rice and Ezzy 1999 p.68, Robinson 1999). Given how important it was to know the 

healthcare client advisor’s view and after considered discussion, it was decided to combine these 

methods (Miles and Huberman 1994).  

 

     A semi-structured question format was applied in each interview and focus group.  The 

interview questions aimed to lead the participant into expanding on their ideas with the intention 

to gain context.  All questions explored stakeholders view related to an approach (or strategy) to 

assess, prevent and manage client-initiated aggression.  Each question was designed to generate 

discussion.  Question 1 and 2 explored development and aims of a strategy.  Only Question 3 is 

related to OHS.  Question 4 on rights and responsibilities to explore this factor to enable or be a 

barrier to a strategy.  Question 5 and 6 asked for ideas around implementation and how to sustain 

of a strategy in the real world setting.   

 

     All participants were asked the same six questions but with some adaptation made for the 

context of the participant, expertise and their place of work.  Participants were asked to expand 

on their ideas if points were made which added new information, particularly around the factors 

of practice management, organisation and culture, and bullying and harassment (Seidman 2006).   

The interview structure of each question set is outlined below.  

1. Interviewee relationship to the development of a strategy to assess, prevent and manage 
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client-initiated aggression (e.g., internal or external stakeholder, role, advisory, client, 
visitor, quality) 

2. Understanding of the aims of a strategy to address client-initiated aggression (e.g., 
framework, application, focus on client-initiated violence, utility, quality, internal 
coherence) 

3. A view on the development of a strategy to address client-initiated aggression in relation 
to the OHS factors (e.g., suggested inclusion, identified requirements, how to address 
varied worksites, process of development, utility, education, quality) 

4. Identifying client and patient rights (e.g., statute, policy, preservation through practice, 
procedure, education, promotion, quality) 

5. A view on the best process to implement a strategy to address client-initiated aggression 
(e.g., implementation process, to undertake a trail evaluation, information dissemination, 
learning transfer activities - education, utility)  

6. Suggestions to sustain a strategy to address client-initiated aggression (e.g., 
communication tools and process, formal involvement of organisations, training and 
education, process after completion, quality). 

 

     In total, there were thirty-five stakeholder participants interviewed.  Fifteen single interviews 

and three focus groups were conducted.  Interviews were electronically recorded and verbatim 

transcripts generated.  Thirteen interviews were conducted on a one-on-one basis and two 

interviews were conducted with two participants simultaneously who worked together in the 

same organisation (this was at their request).  Eighteen healthcare client participants gave their 

views in three focus groups (16) and two (2) in single interviews.  Used was data from focus 

groups with four consumers from an existing client advisory group at a regional hospital and 

seven consumers from an existing ‘client in action’ group at an urban hospital.  Data from the 

third focus group conducted at a metropolitan site was excluded from analysis because three 

participants (although living in the same healthcare service catchment) were employees of the 

same healthcare service therefore identified as not clearly representing a healthcare client view.   

 

      Interaction within each focus group was active and each participant was encouraged to share 

his or her views (Seidman 2006).  In one group, the researcher was known to most of the group 

participants as a healthcare practitioner, but there had been no contact for five or so years.  The 

researcher identified that some were more encouraged to speak because of a pre-existing 

relationship (fortunately an enduring positive relationship).  More than one participant recounted 

experiences of older style mental healthcare hospitals, as there was shared history between the 
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participant and researcher.  This information added depth to understanding the healthcare client 

view about the environment of healthcare facilities.  

 

     Analysis of the narrative was conducted to explore repeated stakeholder themes (Miles and 

Huberman 1994).  Themes that provided endorsement or rebuttal related to OHS and other 

approaches, or supported existing theory found in the literature were identified as key data.  If a 

stakeholder introduced a new theme or idea related to barriers or enabling factors, this was 

explored as key data.  Usually themes upheld in more than five interviews were considered to be 

highly valuable, but weight was still given to themes expressed less commonly.  Some views 

were highly valuable to provide context in more complex areas.  For instance, the gap between 

existing literature related to the client view, rights and responsibilities, how staff practice 

impacted on the hazard, organisation and culture, and bullying and harassment were in focus.  

Analysis of transcribed interview data involved summarising, structuring and then coding text 

using QSR International NVivo™ for matrix generated analysis.  Coding generated twelve key 

themes; these are presented as results (see Chapter Four).  

 

     Industry consultation that occurred in 2002 to 2004 in the Victorian public healthcare sector 

established that the OHS structure was relevant and should be applied to address client-initiated 

aggression (VWA 2004).  However, other views established in the consultation indicated OHS 

would not be the panacea or provide all answers to solve the problem.  Taking these different 

perspectives into account, this research sought the views of stakeholders to identify the barriers 

and enablers of the OHS framework.  It also explored other facets in addition to OHS that would 

address client-initiated aggression in Victorian healthcare.  The factors identified in the literature 

review were explored and served as a framework for the data collection phase.   

 

     Qualitative research is now recognised to hold parallel respectability to quantitative research 

and is now considered highly useful in evaluation research (Patton 1999).  The use of a ‘variety 

of methods in order to be responsive to nuances of particular empirical questions and 

idiosyncrasies of specific stakeholder needs’ (Patton 1999 p.1206) is key.  It is the researcher’s 

responsibility to find the most appropriate method to explore the research question and purpose 

(Patton 1999).  The method of stakeholder interviews was one of four methods used in the 

formative evaluation of the APMP.  Exploration of stakeholder views was considered a vital 

method to look at the factors that enabled and created barriers to a strategy to address client-
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initiated aggression and is reported in this thesis.  All data from the other three methods were 

excluded (except for that shown in Appendix 4) because it was beyond the scope of a Masters 

thesis.   

 

     Rigour in data collection and accurate reporting of participant data in research is paramount to 

credibility both of the researcher and reported research.  Utmost responsibility to honour the 

views of participants is shown herein.  What cannot be reported herein, is how verification of 

these views occurred following triangulation of all data collected via the four methods.  Please 

refer to Appendix 4 that provides an overview of the results using four methods. 

 

     Previously the author was most familiar with secondary research, epidemiological methods, 

applied action research approaches in healthcare practice and those used in scientific papers such 

as experimental methods.  Qualitative research was used in this evaluation study as applied 

research.  The researcher has undertaken to commence a Masters without Undergraduate Degree, 

but had participated in education essentially equivalent to, and previously utilized research 

methods such as questionnaire development, surveys, interviews, scoping studies, market 

research and action research (as mentioned).  Confronting knowledge gaps and exploration of 

pure research has established a keen appreciation of ethics in research, rigour in data collection, 

in processes of analysis, interpreting the data to a conclusion, and perspectives to do so (Patton 

1999).  The researcher often felt like she was “swimming in data”.  Frequently changes of 

purpose for the data in participation within the evaluation of the APMP, and having to reconcile 

that purpose with the truth of the data, was identified.  Drilling down into the meaning of the 

data, reporting accurately on what stakeholders said in order not to misrepresent their precious 

contribution, was key to this researcher’s actions.   
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3.2 Sample Selection 

     Sampling for participants was purposeful both to obtain expertise from stakeholders who 

intrinsically knew about Victorian public healthcare provision, and to ensure representation from 

one rural healthcare and one metropolitan healthcare site.  The purpose of this type of selection 

was ‘to understand the phenomenon being studied rather than the distribution of the phenomenon 

in question’ (Rice and Ezzy 1999 p.63).  Participants for the focus groups were not directly 

selected by the researcher, but by the Co-ordinators of the respective advisory groups (through 

invitation), for their unique views as healthcare client advisors.  Participants for the single 

interviews were selected by the researcher for their expertise in the area of workplace aggression 

and specifically client-initiated aggression.   

 

     From a critical position, the sample chosen for the single interviews was homogeneous and is 

weighted towards participants who where engaged as employees of healthcare services and to the 

APMP.  Further criticism is directed toward combining single interviews and focus group 

interview data.  Both criticisms are valid.  However, related to the very specific nature of the 

question of this research, expertise was required.  Given specific healthcare client views could 

not be accessed via single interview method, focus groups were accepted.  

  

     The selection of one focus group related to a metropolitan and one rural healthcare service site 

was purposeful.  Existing healthcare client advisory groups were available at Melbourne Health 

(2) and Northeast Health Wangaratta (1).  Recruitment to the healthcare client advisory focus 

groups was extended through advertising posters, beyond those directly identified in the three 

healthcare client advisory groups.  Selection of participants for the focus groups was facilitated 

by the three respective Co-ordinators of the Healthcare Client Advisory Groups.  A 

request/invitation generated on behalf of the researcher was sent to each of their listed advisory 

group participants.  The list was confidential to the Co-ordinators of each group.  Posters were 

placed within the elevator bays, foyers and notice boards of Melbourne Health and Northeast 

Health Wangaratta hospitals identifying ‘healthcare clients’ for participation.  In one focus group, 

a participant attended with only short notice.  As a carer support person for her elderly father on 

the previous night, her experience of perceptible violence in the emergency department elicited 

her interest to participate in the group.   
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     Recruitment to single interviews was also conducted in a purposeful way to achieve a balance 

in rural and metropolitan perspectives.  So if an expert was chosen at one healthcare site, the 

equivalent was recruited at the other site.  Three types of expert participants were identified in 

this study, namely expert stakeholders, expert trainers and expert client representatives.  Expert 

stakeholders were those working in occupational health related to workplace aggression, 

prevention, training and management at either health organisations, or at the state or union level.  

Expert stakeholders were represented by nine individual interviews.  The expert trainers were 

people who had developed and had experience in delivery of training and education in client-

initiated aggression management programs.  Expert trainers were represented by two individual 

interviews and the third with two participants.  The expert clients were people who were active as 

consultants, in advocacy and in delivery of information to achieve clinical service improvement 

within their healthcare service.  Three individual interviews were conducted with expert client 

stakeholders.  These individuals, similar to each other single interview participant, were 

employees of healthcare services in one way or another.  All focus group participants were 

voluntary. 

 

     Therefore, participants who were interviewed in single interviews were viewed to hold broad 

expertise in the highly specialised subject of client-initiated aggression in healthcare.  Their 

views were sought to add to existing knowledge about the OHS framework and related issues.  

The views of expert clients and existing client advisory groups at two hospitals provided this, and 

in addition, information about the experiences for those using healthcare services in focus 

groups.   

 

    Three Human Research Ethics Committees provided formal approval to conduct research 

activities between August 9, 2006 and August 9, 2009 at two sites.  The sites, selected to be 

consistent with the WorkSafe Aggression Prevention and Management Project, were at 

Melbourne Health and Northeast Health in Wangaratta.  Human Research Ethics Committees 

approval was obtained at the following:  

 Human Research Ethics Committee Northeast Health Wangaratta 2006.50 

 Mental Health Human Research Ethics Committee:  Melbourne Health 2006:036 

 The University of Melbourne Ethics Committee – 0606017 
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     All participants were offered a plain-language information statement and signed a consent 

form.  All participants were followed up shortly after the interview as a quality safety measure.  

No participants have expressed concerns about the process of data collection.  Participants in 

Client Advisory Focus Groups received verbal information about the concept of client-initiated 

aggression and hazard management.  Client participants were aware of the occupational hazard of 

client-initiated aggression.  Each focus group required preliminary descriptive discussion, to 

provide a foundation and overview of OHS hazard management, for the interview to proceed in a 

meaningful way.  All data are in locked storage at The University of Melbourne School of Rural 

Health, Ballarat Campus. 

3.3 Data Analysis 

     In total, eighteen interview/focus group transcripts were generated.  Seventeen transcripts 

were utilised as data and their text analysed.  The nominal value of one was attributed to each 

transcript.  Analysis of interview data was indexed/coded for use in a qualitative analysis 

software program NVivo7 and a matrix developed.  Each transcript was analysed by 

summarising repeated themes in the text, initially coded as free nodes.  This process was 

conducted in order to capture variations and outlying comments that were of value (Miles and 

Huberman 1994).  A total of 278 free nodes were created from the stakeholder interviews – 

suggesting 278 free narrative themes.  Each free node was then grouped into 29 tree nodes 

suggesting that 29 key narrative themes existed, such as those that identified rights and 

responsibilities, OHS, new information and such like.  Each of these tree nodes was examined 

again for key concepts to be grouped related to OHS and other factors.  According to these 

concepts, sets were formed on the basis of a fundamental approach related to OHS, an 

overarching approach, funding, prevention and such like until a structure of twelve sets (see 

Table 3.1) was obtained.  Throughout the text, where the findings stem from the focus groups or 

interview with two people, this will be identified; where no reference is made it can be assumed 

the data was generated from an individual interview.  A summary of the process of analysis is 

provided in Table 3.1. 
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Table 3.1: Analysis of key stakeholder interviews 
Method Process Outcomes/Discovery Themes 

Set 1: Policy, Procedure and Practice 
Set 2: Workplace Design 
Set 3: Training and Education 

 
 
 
Content analysis 
of key 
stakeholder 
interviews. 

 
 
NVivo7 
generated 
analysis of 
recurrent 
Themes in 
the narrative 
by nodes 

Set 4: Monitoring and Review 
Set 5: Risk Management 
 
Set 6: Funding 
Set 7: Overarching Approach 
Set 8: Bullying and Harassment 
 
Set 9: Prevention 
Set 10: Practice Management 
Set 11: Organisation and Culture 
Set 12: Client Consultation 
 

OHS Factors 
 
 
 
 
 
From the literature 
 
 
 
 
From the data 
 
 
 

 

     Each participant or focus group was allocated a number for the purpose of de-identification 

and the numbering format is utilised for presentation of the results in Chapter Four.  A content 

analysis of who said what and how many transcripts mentioned an idea was noted.  These are 

presented around key themes according to the literature and other themes stemming from the 

data.  These themes were refined (according to the scope of text within the interviews and focus 

groups) into twelve sets (as outlined in Table 3.1).  For each set, the number of transcripts 

identifying each point was counted along with interpreting responses about the topic in more 

depth, reflecting both a content and thematic analysis. 

 

       These sets were supported in the literature and include the OHS factors of policy, procedure 

and practice, workplace design, training and education, monitoring and review, risk management, 

funding, an overarching approach, and bullying and harassment.  Analysis of the stakeholder data 

reinforced the importance of factors found in the literature.  The factors of practice management, 

organisation and culture and client view was found in the data and further investigation of the 

literature was conducted when this became evident. 

 

     NVivo7 was chosen for three reasons.  The first reason was because the stakeholder interview 

data was part of a larger data set using three other methods (Jick 1979).  The second reason was 

to provide the researcher with experience in computer-based qualitative models of analysis.  

Finally, because use of NVivo7 was considered would improve coherence and organisation of the 

data, and depth of analysis compared to manual analysis. 
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     In summary, semi-structured interviews of stakeholders were coded and thematic analysis 

conducted.  Transcript text was examined to inform the research in detail of factors thought to 

influence an approach to address client-initiated aggression.  Analysis of stakeholder views 

allowed identification of the manifestation of the factors and unique information to inform an 

approach.  Interview data and transcript text was examined to test emerging stakeholder themes, 

and identify new information about barriers and enabling approaches to the management of 

client-initiated aggression, the client view, practice management, organisation and culture, 

bullying and harassment and how to sustain a strategy. 

3.4 Limitations related to methods 

     Limitations of the methods relate to using a mix of focus group interviews and one-on-one 

interview data, as these are viewed as a distinct data collection method.  In particular, 

information obtained from group interviews has a different emphasis to that of one-to-one 

interviews.  None of the participants identified as being of ATSI origin, which is relevant for 

Indigenous perspectives in the development of a strategy to manage client-initiated aggression.    

 

    A further limitation relates to the use of the OHS structure as a framework for the literature 

review and analysis of data.  The OHS framework potentially limited inclusion of other data 

offered by stakeholders during analysis, occurring as a consequence of seeking out information to 

respond to the OHS framework.  Further, that weight of data would be driven by enquiry around 

OHS rather than emerging from stakeholder data.  The author was aware of this potential bias (or 

weighting) and has endeavoured to present the data as it has emerged during analysis of 

participant views.     
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CHAPTER FOUR: INTERVIEW RESULTS  
 

There is no perceived conflict between an OHS Risk Management Approach and a 
consumer focused model of aggression prevention and management.  Good patient 
care can only be provided in an environment that is safe for both staff and patients. 
 

(Tuschke and Laver 2006:50) 

 

     In this chapter, the results from stakeholder interviews are presented and discussed.  The 

twelve key factors in the strategy are: policy, procedure and practice, workplace design, training 

and education, monitoring and review, funding, overarching approach, prevention, practice 

management, organisation and culture, risk management approach, bullying and harassment and 

client consultation.  Before each of these are explored an overview of interview perceptions are 

presented. 

4.1 Causes that may generate client-initiated aggression  

     Stakeholders discussed the causes of client-initiated aggression.  Many felt that waiting times, 

personal behaviour by both staff and clients, drugs and alcohol, issues of cognition (particularly 

in aged care), and recognition of the problem (as opposed to enduring or not acting on it) were 

key reasons why client-initiated aggression occurred.  This suggests that healthcare management, 

staff care and behaviour, client actions and illness, and identity of the issue are key areas to target 

change.  But other strategies such as workplace design, training and education, prevention and 

funding clearly play a role.  But the problem is complex and many different factors are 

interrelated.  One participant (17) took some time to examine the problem of workplace violence 

and contributed to the stakeholder interview discussion with the following summation:  

… they’ve identified, from what I’ve been reading, five different main factors for 
creating the violence within the client/patient area.  And it was the frustration which 
came from lack of information or boredom, impatience, anxiety due to lack of choice 
or lack of space, resentment because people felt no right to appeal decisions, and also 
the alcohol, drugs or inherited aggression and mental instability that people were 
carrying with them as well. 

 
     It is important to note client participants often focussed on aggression from staff rather than 

from other clients (although this was mentioned by one participant).  Expert and trainer 

participants on the other hand, tended to focus on aggression from clients.  Interestingly, these 

groups tended to hold a view that ‘the other’ was the source of aggression rather than themselves 
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or their colleagues.  This is not surprising as it is easy to externalise such negative behaviours, 

but clearly this understanding of the source of aggression needs to change if workplace violence 

is to be successfully addressed.  

 

     Expert participants identified that a historic culture of ignoring the problem, viewing it ‘as 

part of the job’, believing staff or clients are to blame, and organisations not adequately 

addressing the problem of client-initiated aggression are key reasons why such violence had 

increased and continued.  Thus, the causes manifest at both the individual and systemic level.  

4.2 Response to the OHS Framework 

    Most respondents (in 15 of the 17 transcripts) agreed that the OHS framework was 

appropriate.  They suggested that client-initiated aggression exists and is increasing and so that 

anything done would be positive.  They all indicated that previous approaches had not been 

successful.  All the expert stakeholders agreed that the OHS framework should be applied and 

that it had the potential to reduce client-initiated aggression.  Training and education within the 

OHS framework becomes a mandated responsibility of the employer.  All experts stakeholders 

agreed that targeted training was key.  Like other interviewees, they felt that the OHS framework 

was a significant improvement to previous strategies such as the clinical management model.  

The experts suggested that pressure on government and health services from unions, legal 

processes and media meant that more investment was required.  The shift to an OHS framework 

involved an organisation-wide approach that through its own systems would involve 

everybody—organisation, staff, clients and so forth.  Several suggested that “you can’t just throw 

money at the problem” and so being strategic but comprehensive was important.  Some also 

stated that there was still not enough attention on prevention, which needs to be prioritised.  Two 

agreed, “it doesn’t address all issues, such as domestic violence and how they occur in a 

healthcare setting.”  One also claimed “it is a bit of a one size fits all, not all people fit into this 

box.”  Four experts felt that the rural-urban differences were not clearly articulated: “it needs to 

be implemented differently in rural.”  They talked about the need for sanctions and how sanctions 

could be embedded in the OHS framework.   
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    Like the experts, the trainers also supported the OHS framework but some were cautious to see 

how the framework would work.  One participant (11) identified the complexity of dealing with 

the issue:   

I think there’s some real benefits to be gained from having some minimum data 
sets with regard to the evaluation of actual incidents cause I don’t think we really 
understand the size of the problem.  So that’s a major issue.  I think a mandatory 
minimum standards, now you’re talking, if there was a mandatory minimum 
standard rates that would show some of the problems.   I think there would be 
some resistance because it would show the size of the problem, and they need to 
do something about it.  So that sort of thing will be useful.   Resource and not just 
cash dollars, resources in terms of training and maybe the access of the 
particular media styles and there’s no reason why some of the various trainings 
around the state couldn’t be combined to produce some sort of centralized or 
structured training.  I would be interested in that. 

 
Clients were very aware of the issue and concerned about patient rights and safety but were less 

aware about the OHS framework.  After explanation, these groups agreed that the framework 

components were important and provided good information.  Both focus groups expressed that 

the OHS is an improved approach from previous clinical strategies, but they stated that health 

services had more to improve on, before consumers could feel safe and protected.   

 

      When the stakeholders were asked what they thought were important factors in a strategy to 

prevent and manage client-initiated aggression, they identified that issues around practice 

management and culture of healthcare organisations were important.  They also talked about the 

experience of staff, the conduct of staff and how informed staff were as having an impact.  These 

relate to most components within the OHS framework and are discussed in more detail later, but 

it is important to note that skill, expertise and behaviour of staff is seen as crucial.  Stakeholders 

also mentioned recognition of the problem so that organisations will identify then, act and 

manage the problem.  They felt that executive managers had to be aware of the magnitude of the 

issue, for action to occur throughout the organisation.  They also added that statistics and reports 

well underestimated the extent of client-initiated aggression.  Finally they believed that more 

information and knowledge about workplace violence was needed to increase awareness and 

improve management strategies.  These issues are discussed within the relevant themes later in 

this chapter. 

 

     Overall the stakeholder view identified that improvement in the Victorian public healthcare 

sector related to client-initiated aggression could be achieved by addressing practice management 
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issues or staff factors, the culture of healthcare organisations, and by recognition of the hazard.  

Overwhelmingly, stakeholders’ comments indicated that they felt both employees and employers 

carried responsibility for generating the hazard and that the client cannot be held accountable for 

their aggression in totality.  Therefore, an approach to client-initiated aggression must involve an 

organisation wide, multifaceted strategy incorporating all factors to address client-initiated 

aggression and the other typologies of workplace violence in healthcare.  

 

     Stakeholder participants emphasised the importance of strategies to assess, prevent and 

manage the problem of client-initiated aggression.  Most agreed that training & education (n=16) 

delivered to staff and clients, an overarching approach (n=16) that incorporates client 

consultation and client views (n=15), and a rights and responsibilities statement should be in a 

strategy.  Respondents identified organisation and culture (n=16), prevention (n=16), and 

practice management (n=13) as important key factors within a strategy. 

4.3 Policy, Procedure and Practice  

4.3.1  Factors related to policy, procedure and practice that stakeholders consider 
important to address client-initiated aggression  

 
     In 16 of the 17 transcripts, respondents made comments about a strategy when asked about 

PPP. These include improved quality in a range of ways such as workplace satisfaction, 

reductions of incidents, emphasis on prevention and so forth.  Most viewed the application of an 

OHS framework highly beneficial and that focus on policy, procedure and practice would clarify 

the framework.  They identified that consumer consultation was integral to this improvement and 

that the culture of the organisation should be examined.  They also identified that the application 

of policy, procedure and practice would achieve the aims of a risk management strategy.  One 

participant could even envision that policy, procedure and practice would outline a healthcare 

organisation’s approach to training and education, and rights and responsibilities for staff and 

clients, was identified by a participant (15) as follows:  

Well I would imagine that there would be a hospital wide policy and there would be a 
policy for different sections say like Mental Health, Maternity or ED.  Because you 
can have different issues in different departments.  Then you would have to have 
guidelines to how those policies are implemented.  I would imagine that there would 
be a section about education of staff.  I would also think there would be actual value 
of having something there to educate consumers too.  It’s a bit like with rights and 
responsibilities too.  It’s all right to have right’s but we also have responsibilities. 
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Some identified particular issues around policy, procedure and practice.  One participant (3) 

identified a need for evidence-based development of policy, procedure and practice which 

encompassed the local culture and organisational requirements coupled and/or benchmarked with 

action in other Australian states and Standards: 

Understanding of course, that the local cultural and organisational requirements 
need to be met in the same process.  So it will need to be adapted to that local 
environment ….  So it’s about looking at the research out there.  It’s about looking at 
what has been done in other jurisdictions.  So NSW has done a lot of work on this 
particular occupational issue.   So learn from what has been done up there may not 
also apply here in Victoria.  Purely because the organisations are different, the health 
services are different in NSW to what it is here in Victoria.  The Governments operate 
slightly differently as well.  So it is looking at the key elements of the policies and 
procedures. And giving people examples of how they could look and the flexibility to 
modify to suit their own needs. 

 
     Another (14) identified that PPP should outline and establish the commitment of senior staff 

in the healthcare organisation:  

There needs to be a statement and buy-in from senior managers that…violence is not 
acceptable and there’s a commitment to have known strategies and procedures in 
place to improve the state of knowledge that permeates through the organisation.  
That procedures are not just a folder that’s never looked [at].  That they are updated 
and it includes training, workplace design and other issues that’s part of the work 
and part of what we do all the time. 

 
An effective strategy, the participant suggests, is achieved in a statement about non-tolerance of 

violence that is clearly understood by everyone involved with the organisation, by clarifying 

strategies to manage client-initiated aggression within the organisation and executive 

commitment to those strategies.  These participants indicate that updated PPP is integral to 

achieve relevance and adoption of a violence management strategy. 

 

     Respondents identified the importance of integrating prevention (n=15) and having an 

overarching approach (n=15), such as executive leadership and change of culture as the key 

principles in a strategy using PPP.  In addition, organisation and culture (n=15) and practice 

management (n=8) were specifically cited.  Respondents (n=15) wanted an organisation-wide 

commitment in PPP including a philosophical position (n=9), a statement about tolerance be 

applied throughout an organisation (n=8), a rights and responsibilities statement (n=6), a 

standardised process (n=9) and a risk management approach (n=7).  Small numbers of 

respondents spoke about the inclusion of Advanced Directives (n=1), debriefing of staff and 

consumers (n=3), and training and education (n=3) as aspects to include in PPP.  Stakeholders 

indicated that training and education in PPP should incorporate a philosophy of approach (n=6), a 
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client rights and responsibilities statement (n=3), orientation to the existence and application of 

PPP (n=7), a standardised approach (n=5) and response options and time frames (n=6).   

4.3.2  Barriers to and enablers of the implementation of a strategy to address client-
initiated aggression using policy, procedure and practice 

 

      Stakeholders referred to the establishment and operationalisation of PPP as necessary to 

standardise understanding and consistent approach to client-initiated aggression, and to enable 

implementation of a strategy.  Stakeholders also indicated that policy statements should 

demonstrate that an organisation defines client-initiated aggression, the organisational response 

including external legal and legislative requirements.  Definitions must include the type of 

hazard, types of aggressive behaviours, typologies of workplace violence and general definitions 

of relationships and roles (see Chapter One).   

 

     Non-existence of, non-operationalised, or ineffective PPP is a key barrier.  Experts in 

particular believed that there was a lot of work to be undertaken to develop good PPP, to consult 

appropriately between all healthcare organisation to achieve ‘state of knowledge’, and implement 

PPP at a consistent standard across Victoria.  As more than one stated ‘lets get this done’.  While 

the experts and trainers were able to give detail about the implementation of PPP, clients were 

more general in their discussion about simply wanting the PPP effectively implemented.  While 

most felt the framework enabled PPP, some were sceptical about the financial and leadership 

commitment. 

 

     Stakeholders talked about enabling hazard reduction through identification, recognition, 

control, and improvements being implemented and evaluated i.e. the OHS risk management 

approach.  Stakeholders agreed improvements may be simple, have minimal cost impacts, and 

relate more to the practice of healthcare professionals in observing the milieu of their unit or 

facility.  Improvements may include review of existing PPP, a prevention policy, achievement of 

standardisation and the adoption of a risk management approach.  Data related to the specific 

improvements should be collected and evaluated pre and post improvement. 
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4.3.3  Factors that stakeholders consider important to sustain a strategy to address client-
initiated aggression using policy, procedure and practice  

 
      PPP should include quality assurance and organisation-wide application of PPP in order to 

establish and sustain an effective OHS approach.  Participants also identified the need for 

consumer consultation in PPP development and that PPP needs to address the culture of the 

healthcare organisation as a key aim of a strategy.  Stakeholders agreed that PPP should address 

client factors, service delivery methods, wait times, situations of isolated rural and remote 

healthcare practice and response times.  Most stakeholders voiced the opinion that PPP was 

integral to achieving the aims of an approach to manage client-initiated aggression and that 

updated PPP is necessary to ensure a relevant and sustainable strategy.  Thus sustaining such a 

strategy requires organisational commitment and the input of multiple stakeholders.   

 

     Differences between the remote, rural and metropolitan health setting, particularly around 

response times to events and available resources, were frequently acknowledged.  In rural, and 

particularly in remote areas, response times were slower than in the metropolitan setting because 

of overlapping relationships, or because police and other emergency personnel were further away 

and often already committed to other tasks.  PPP statements that offer response options and time 

frames were identified by stakeholders as particularly important to apply to the remote and rural 

health setting.   

4.4 Workplace Design 

4.4.1 Factors related to workplace design that stakeholders consider important to address 
client-initiated aggression  

 
     In 16 of the 17 transcripts, respondents made comments about a strategy when asked about 

workplace design.  These include that an OHS framework should achieved it aims that include 

hazard identification and recognition, general safety improvement and design solutions.   

 

     Respondents (n=14) identified that good workplace design would be proactive in the 

prevention of client-initiated aggression, for instance through appropriate placement of 

equipment, good visual sight lines, and staff areas that is separate and secure.  They also 
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identified that an overarching approach (n=8) would emphasise principles around good 

workplace design so staff would consider this in their daily activity.  Stakeholders also thought 

change in an organisation and its culture (n=8) and staff practice (n=6) would achieve greater 

adoption of this component to ensure that workplace design was considered as a way to achieve 

hazard reduction.  A participant (3) identified that WD could impact significantly on levels of 

violence and aggression by responding to the requirements of certain clients, such as clients with 

dementia: 

… the research around all of this suggests that the way we design our environment, 
our hospitals etc can have a significant impact on the level of aggression and 
violence.  And one of the really good examples of this is a dementia ward … So if they 
can’t get out and if they try to get out because the doors are locked, that increases 
their level of frustration and the levels of aggression and violence follows suit….  So 
… you have [specialised] handles on doors.  

 

     The same participant went on to identify that workplace design is not always about the 

physical environment but also about the design of patient flow, for instance, decreased waiting 

times: 

Traditionally, outpatients have booked patients at the one time to come in each day.  
If you are the last patient to be seen that day for 4 hours, you may have waited all 
that amount of time.  This is not a design issue, it is a process issue, but it is about 
changing the way we do some of those things.  

 
Another participant (5) suggested that WD provided a mechanism for significant control of 

client-initiated aggression:  

…level three which addresses engineering controls or workplace design solutions are 
probably the highest level of control we can establish to deal with occupational 
violence.  In OHS improvement or creating a safer design, and through creating a 
safer design, that is addressing the key criteria…. is to improve safety for all of our 
staff.   …obviously there are the key concepts utilised … the principle in CPTED 
using issues like surveillance, territorial reinforcement etc. etc. … There is always the 
balance.  The more appropriate environment and maintaining the core business, 
which is providing excellent care for our clients as well as maintaining and creating 
safety for our staff and our patients.  It often goes hand in hand it doesn’t necessarily 
create a contradiction.  The criteria of design are different for …areas.  They are 
different because the issues are different.  So there is always different criteria to be 
developed.  The general design feature is that the lowest cost will be in the very early 
stage of a design project.  So if you take aggression issues from as early as possible 
into account which means really commencing with the design brief and talking to an 
architect.    

 
The participant further identified how costs can be contained in the WD process and that a key 

approach is to establish where potential for aggression may exist in a work area.  Design of the 

facility should occur in a way that minimises the risk potential.  All interview participants 
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described the positive impact achieved through good WD in the reduction of client-initiated 

aggression. 

 
     According to respondents, benefit could be achieved through development of design solutions 

(n=11) and as a prevention strategy to client-initiated aggression.  The most frequently identified 

aspects of WD included recognition of design hazards and improvements (n=7) separate family 

and safe rooms (n=8), general safety improvement (n=7), accessible space (n=6), alarms and 

signage (n=4). Respondents also identified staff reconnaissance (n=3), information streams (n-3) 

and patient flow (n-3).  

 
     While the participants valued workplace design, they also recognised that there was not 

enough funding to address the poor designs in existence.  It was suggested that workplace design 

would be considered in new and refurbished buildings, but that in existing buildings only those 

with minimal cost could be addressed.  Thus overall change would be incremental at first.  Like 

the experts, the clients did not anticipate refurbishment in all buildings but gave specific 

examples of their experiences of using health services and the impact of workplace design on 

these experiences, including waiting on uncomfortable chairs in ED with no access to food and 

limited privacy when talking to nurses.  While all participants discussed workplace design to 

some extent, there was little talk about funding and who was paying for changes.   

 

4.4.2 Barriers to and enablers of implementation of a strategy to address client-initiated 
aggression using workplace design  

 
     Stakeholders agreed that design solutions and design of space in a risk management approach 

uses processes to identify, assess, control and monitor and review the interventions.  Priority to 

rectify design issues should be given in proportion to the risk of accident or injury.  Low cost 

solutions reduce hazards, for instance client flow, placement of equipment or substances, 

lighting, access restriction, and reduction in noise and overcrowding exist.  Cost is a key barrier 

to implementing WD solutions.  Stakeholders agreed that consultation with staff and experts and 

data collection that focuses on prevention, protection and reduction of costs would enable 

implementation.  Stakeholders also agreed that consultation would achieve the best systems and 

process flow within the organisation and the best design.  Consultation with staff and clients 

could direct the process to identify the purpose of the space, systems of work, requirements of 

space such as security, signage, quiet areas, or children’s play areas.   
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     Interview participants identified the following WD issues related to the improvement of WD 

that should be considered as part of reducing client-initiated aggression: 

 access to kiosk 
 access to water 
 accessible space 
 activities 
 alarm systems 
 barriers 
 colour 
 comfort 
 design solutions 
 entertainment 
 exits 
 family or safe rooms 
 garden 
 general safety improvement 
 height of benches 
 information streams 
 multipurpose and stimulating 
 noise 
 patient flows 
 protective equipment 
 recognition 
 reconnaissance by staff 
 security personnel and 
 signage. 

 

     Client stakeholders identified that stringent application of design features, for instance ‘target 

hardening’ (creating guarded or enclosed treatment areas such as an Emergency Department 

Triage desk) may impact on the client’s sense of access to healthcare services.  Access also 

relates to the culture of the organisation and how well it meets the needs of the client (for 

example, patient-centred care, clean and cared for spaces, accessible drinking water, a kiosk or 

vending machine in the waiting area, well lit and safe amenities, comfortable chairs, good 

information streams, some entertainment, a separate family space, and attentive staff).  Waiting 

times, provision of meals in the aged sector, treatment delays and pain management combined 

were identified as possible causes of agitation and client-initiated aggression. 

 
     Communication systems (WD measures) that can contribute to an aggression management 

strategy include clear signage, directional lines on floors, an information officer at reception, and 

messages about organisational tolerance to client-initiated aggression.  Participants described 
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communication systems such as emergency response, Code Grey and Code Black systems, that 

are responded to in a timely manner as important factors.  Reporting to senior management on 

return from isolated work in the rural sector, logbooks, mobile phones, two-way radio and alarms 

were other WD measures mentioned by interviewees.  Strategies to enhance information streams 

and processes were cited by the stakeholder cohort as helping to achieve safe workplace design.  

Methods of client communication such as a client rights poster and information booklet, access to 

an information officer, signage, and staff communication on procedures for care within the 

healthcare facility (including waiting times) were also identified as important.   

 

     Stakeholders agreed that access control into healthcare facilities was a key violence 

prevention strategy.  Client stakeholders spoke about accessible space and the needs of both staff 

and clients, being achieved simultaneously.  The staff-to-public interface is a recognised high-

risk nexus of client-initiated aggression (e.g. in emergency departments) (VWA 2004, DHS 

2005a, DHS 2005c).  At this interface the genuine use of the healthcare facility is determined.  

Using good design, access can be met by appropriate questioning, discrete placement of staff, 

clinical areas and client and public space within the healthcare facility.   

 

     Client flow incorporates an organisation-wide approach to the management of the client.  

Designs that achieve good client flow pay attention to client record-keeping and client history 

access, databases, inter-sectoral liaison, client management decision processes, admitting 

procedures, wait times in ED, surgical wait lists, admission process into the healthcare facility, 

information streams on progress back to the client, and discharge, outpatient and follow-up 

procedures.  Clients should always be consulted on decisions related to their care.   

4.4.3 Factors related to workplace design that stakeholders consider important to sustain 
a strategy to address client-initiated aggression  

 

     Stakeholder participants supported the inclusion of the factor of Workplace Design to sustain 

a client-initiated aggression management strategy.  Key points related to WD were to achieve 

hazard identification and recognition and to incorporate general safety improvement and design 

solutions in relation to the hazard.  Focus on prevention, while keeping the healthcare service 

accessible, was also described.  Practical solutions such as staff reconnaissance of waiting areas, 

improved information systems and enhanced client flow through the healthcare system were 
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identified.  Stakeholders concurred that safe workplace design is achieved through consistent 

hazard definition, hazard identification, and analysis of cause and effect relationships.   

 

      Expert participants identified that safe buildings and design solutions generated early in the 

design process are most cost-effective.  Comfortable, usable space, use of light and colour, active 

space with basic amenity that is valued and has design purpose are the broad principles of WD.  

Traditionally the realm of architects, design of space is ideally a process that should include 

broad consultation with end users, and is important to sustain a client-initiated aggression 

management strategy.  Clients implied that ongoing consultation with consumers of healthcare 

services is needed to address the dynamic nature of human behaviour and healthcare.   

4.5 Training and Education  

4.5.1 Factors related to training and education that stakeholders consider important to 
address client-initiated aggression 

 
      In 16 of the 17 transcripts, respondents made comments about a strategy when asked about 

training and education.  These include an executive commitment to T&E, training that uses an 

overarching approach to provide a vision statement and long term goal, as well as emphasis on 

prevention that could well benefit staff personally.  Thus training emphasises the responsibility 

of each individual staff member to embrace the strategy (eg. Trainers may well inform their 

trainees that if they don’t adopt the ‘state of knowledge’, responsibility is their own).  

Participants identified that ideally training is adapted and delivered to the type and experience 

level of staff, and that training content established through a training needs analysis.  Clients 

were very opposed to clinical methods such as medication and restraint to manage client-initiated 

aggression and advocated for training in alternative approaches.  Expert participants talked about 

effective evaluation of training to ensure that it improved the capacity of staff to address client-

initiated aggression.  Client stakeholders also talked about their capacity to deliver training to 

healthcare staff so that the client perspective is incorporated.  All stakeholders agreed that the 

problem of client-initiated aggression, although it would probably never be eliminated, should 

not be regarded as ‘part of the job’ for staff; or expected from clients, for instance - ‘because you 

are mental health client’. 
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     Stakeholders identified that prevention (n=14) and an overarching approach (n=15) are the 

most important content to include in an education program related to the hazard. Participants 

suggested that strategies to prevent client-initiated aggression and a vision statement included in 

the training would enable staff to act appropriately within the organisation.  When receiving 

training staff and clients need to be informed of these issues in order to act within their rights and 

responsibilities.  Clients wanted to know what they were allowed to do, where they could go, 

whom they could speak to for advice and what was expected of them.  In addition, organisation 

and culture (n=14) and practice management (n=11) were mentioned for inclusion in T&E. 

 

     Client participation occurred in one T&E program delivered on client-initiated aggression in 

Victorian healthcare – Management of Clinical Aggression (MOCA).  Client stakeholders felt 

that client participation in training was potentially highly effective.  The concept was simply 

articulated by one participant (15) in the following way:  

  
…. I think with training it’s important to have a consumer perspective for the 
training. 
 

A participant (3) suggested that T&E is intrinsic to convey the principles and philosophy of a 

strategy to assess prevent and manage client-initiated aggression:   

As far as the training and education, it is an integral in the whole process.  It is very 
important all of the way through.  Even for your policy and procedures and design 
issues etc people need to have the understanding so that is part of the training and 
education too. 

 

Another participant (5) opined that T&E must be devised according to the different healthcare 

services areas and risk of exposure:   

Training is very important and it is a very important control mechanism.  A shift 
toward a tiered approach, using a risk management framework.  What is the 
particular risk, looking at the different occupational group of clinicians, using a risk 
management approach.  What is the specific risk and how do we tailor training.   

 

Another participant (4) identified that in order to be strategic in training and education, processes 

such as PPP, in a specific healthcare service area, must be in place.  Training is part of a broader 

approach as stated below: 

You can’t just have T&E you’ve got to have all the processes in front of it.  Once 
you’ve got your policies, you’ve identified your areas, your staff to that level of 
training that’s when you bring your training in.  It’s categorising it and putting it in 
…. 
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     One participant (2) identified T&E as an administrative control similar to PPP.  The same 

participant also recognised the cost impact and the need for evaluation of training in the exercise 

to justify T&E cost to governing authorities:   

Training and education is obviously again relatively low order control.  Is considered 
to be an administrative control just as policies and procedures.  This .. we see in the 
training is training focuses on the incident of aggression on clinical management of 
aggression, and we would like to see generally this framework.  …..in general, 
training in OHS, strong emphasis of that according to recent research results, 
particularly from the UK evaluation of training, measure how effectively… obviously 
a costly exercise and something which is common referred, referred to that we need 
more information from DHS  the money we are spending how we back-fill and justify 
that.  

 
Participants stated that while T&E is viewed as integral, T&E was seen as a process to apply 

after PPP was in place and after risk analysis had been conducted, one that must be targeted and 

have its financial cost considered.   

 

     With respect to the content of training and education programs, respondents attributed the 

highest value to training on service improvement (n=8), policy and procedure (n=7), risk 

identification (n=7), de-escalation techniques (n=6), a general proposition the hazard exists (n=6) 

and a client centred approach (n=6).  When asked about the delivery of training and education 

programs, respondents attributed highest value to a compulsory training requirement (n=7), 

competent trainers (n=7), giving appropriate recipients training determined by exposure to the 

hazard (n=6), use of training gap analysis (n=6) and a positive training culture in the organisation 

(n=6).  In principle, the respondents thought that training should cover parameters for risk 

identification (n=7), and a de-escalation policy (n=6).  

 

     Stakeholder comments illustrate that training and education requires a complex approach but 

that the cost considerations were an overwhelming issue for healthcare services.  The plethora of 

training programs in the ‘competitive market’ and their cost was mentioned many times.  A 

single training approach to client-initiated aggression was not supported.  Expert and trainer 

stakeholders identified that appropriate training was achieved through targeted analysis.  Client 

participants did not value use of medication and restraint and spoke about the fact that ‘consumer 

focus on quality and safety, not violence and aggression’, was a sub-set ‘not coming through 

necessarily’ in the OHS framework.  Therefore, client stakeholders emphasised that consultation 

with consumers of health services was fundamental to getting a strategy right.   
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4.5.2 Barriers to and enablers of the implementation of a strategy to address client-
initiated aggression using training and education  

  
     Executive commitment to training was identified by stakeholders and in the literature as an 

important enabler of strategy implementation.  A previous barrier to an effective approach to 

client-initiated aggression, according to participants, was a practice culture that viewed the 

hazard ‘as part of the job’.  Many indicated that training around the concept of hazard 

identification, assessment, control and monitoring and review would enable change.  

Organisations should also seek to achieve improvement and cultural change within a continuous 

improvement cycle as a compulsory requirement.   

 

     Together participants indicated that core T&E content should include prevention measures, 

PPP, a risk management approach, client behaviours, risk settings, triggers and early warning 

signs as well as hazard assessment using safe workplace design, a risk management approach, 

audits, control measures, staff ratios, communication of policy, de-escalation techniques, 

complaint management, client-centred care, and processes of monitoring and review.  Thus, there 

are high expectations of T&E, both in content and delivery.  Respondents viewed funding as an 

important aspect and T&E as the factor with the highest cost burden in a strategy to prevent and 

manage client-initiated aggression.  

 

     Respondents identified key issues for inclusion when educating on hazard management, 

including the following: 

 awareness of the problem 
 identification 
 client rights and responsibilities 
 client expectations of service standard 
 policies and procedures 
 medication 
 management of acute mental health 
 communication 
 cultural training 
 debriefing 
 de-escalation, and 
 physical techniques – restraint 

 

     Other issues related to delivery of training included: 

 appropriate training is delivered to the right person 
 positive training culture 
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 accreditation Standards for trainers 
 compulsory competency 
 training elicits change in the organisation 
 evaluation of training programs 
 executive and financial commitment 
 induction 
 provision of training methods appropriate for individual organisations 
 training gap analysis occurs, and 
 undergraduate curriculum 

 

    De-escalation and communication strategies were identified as key prevention measures and 

key approaches to achieve adoption, hazard reduction and enable implementation.  Evidence of 

the historical use of coercive, reactive and restrictive modalities of treatment such as 

pharmacology, restraint and seclusion, prior to the use of de-escalation techniques exists.  De-

escalation involves advanced communication, calming and bargaining techniques to de-escalate 

client agitation.  Overall, executive commitment participation and engagements, quality training 

(relevant, appropriate content, targeted etc), and consumer participation input are all enablers of 

effective training.   

4.5.3 Factors related to training and education that stakeholders consider important to 
sustain a strategy to address client-initiated aggression  

 

     Stakeholder participants supported the inclusion of training and education in a strategy.  

Stakeholders agreed that training must consider delivery, relevance, content, cost and evaluation 

and achieve executive commitment to sustain the strategy.  Stakeholders felt that an overarching 

approach to should be built into T&E content and should include historical development of the 

hazard and how both an organisations and a consumer have a role in strategic approaches to 

reduce the risk of client-initiated aggression.  Stakeholders opined that staff should be selected 

for targeted training, that all training content be relevant to a particular service and that training 

delivery is appropriate for training requirements (needs/gap analyses) in order to be cost 

effective.  Participants opined that content to emphasise the importance of ongoing and evaluated 

training, and WD, PPP and de-escalation techniques are necessary factors to educate staff in 

approaches to the hazard.    



MRH (The University of Melbourne) 2011   

- 87 - 

4.6 Monitoring and Review  

4.6.1 Factors related to monitoring and review that stakeholders consider important to 
address client-initiated aggression  

 

     In 14 of the 17 transcripts, respondents made comments about a strategy when asked about 

monitoring and review.  Expert and trainer stakeholders made most comment on M&R, while 

clients felt it was important to learn from previous experiences, incidents and mistakes.  These 

include developing process which respond to Australian Standards and which is consistent with 

other healthcare organisations.  Most participants recognised that meaningful data should be 

obtained from existing processes such as surveys and reports.  They also suggested that review of 

incidents would provide good information for strategic change, enhance implementation of a 

strategy, and update approaches.  To evaluate change when a strategy is implemented, undertake 

processes to review, follow up and update was also considered important. 

 

     One participant (14) argued that M&R represented a process to achieve a consistent and 

systematic state-wide approach to client-initiated aggression.  The participant identified the use 

of data, incident review and follow-up were tools to achieve intervention, systematic change, and 

standardised approach to the hazard:   

So standardisation stands out for me.  Although sorting out individual differences for 
services, but standardisation around those sorts of things, data collection, it has to be 
a state wide whole system approach…. I think it’s really important and it came out of 
the ministerial task force about data flow, and meaningful data.  So that’s about 
incidents and the follow up.  So an incident, review and then a follow up back into the 
front end, so you can prevent it from happening again.  You can make changes to 
your systems.  It was something that came out of state-wide data.  That there is a 
paucity of data across the state.  People report things differently as code black and 
code grey, and there has been a recommendation to standardize that. 

 

Another participant (11) held that targeted M&R was required to truly identify the efficacy of all 

interventions made in the healthcare context, not only the training:  

I think you need minimum standards for how structures occur, and I think you need to 
be auditing on an ongoing basis about how these activities are undertaken.  Not even 
rolling out training, but that the auditing of the services and how they manage 
clinical aggression.  So it’s not the training.   I’m talking about the real stuff.  The 
actual interventions.  And the policies and procedures around interventions and how 
that is learnt.  So that training instruction around all of that stuff needs to be audited.   

 

     Stakeholder participants viewed M&R as important, but also believed that it was a highly 

specialised application and a quality initiative.  Stakeholder themes described both the rationale 
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and the process of monitoring and review.  The respondents collectively perceived M&R 

included the review, follow up and updating of interventions (n=9), obtaining meaningful data 

from existing processes (n=8), evaluating change (n=8), measuring outcomes (n=7), having 

standardised systems in place (n=5) and a sustainable strategy (n=2).  All respondents believed 

PPP should outline the principles and T&E should include M&R content.  In one interview, the 

respondent cited funding as an important facet centred on M&R within a risk management 

strategy.  Ongoing testing of M&R was cited by one stakeholder as a useful strategy, with one 

other mentioning standardisation as necessary.  The usefulness of M&R in actually preventing 

client-initiated aggression was cited by fewer respondents (n=7) while more felt it should be 

included in an overarching approach (n=10).  Organisation and culture (n=8) and practice 

management (n=3) were also identified by participants related to the factor of M&R. 

4.6.2 Barriers to and enablers of the implementation of a strategy to address client-
initiated aggression using monitoring and review  

  

     Stakeholders referred to standards and literature to outline OHS management and systems, to 

demonstrate that the intent and objectives exist within the organisation to enable implementation 

of a strategy.  Intent and objectives include implemented processes, measurements, components 

as developed, consistent hazard identification, knowledge of policy and periodic review.  A 

process to enable a strategy would to include PPP in review committees, in the practical and 

systematic application of WD, and in content and delivery of T&E.  Effective data collection 

processes as part of M&R would allow identification of the system’s efficacy.  Stakeholders 

believed that standardisation, with executive commitment, would provide a robust culture for 

change.  An approach of this nature would be a large undertaking within an organisation, involve 

benchmarking processes, ideally be time limited, and need commitment to implement outcomes.  

Failure to implement an M&R process is arguably irresponsible on the part of the healthcare 

organisation. 

4.6.3 Factors related to monitoring and review that stakeholders consider important to 
sustain a strategy to address client-initiated aggression  

 
     In OHS, useful, successful, efficacious, high-quality, reliable and sustainable outcomes should 

arise from the use of an M&R process in a continuous improvement cycle.  The key rationale for 

M&R, according to the stakeholders, is to standardise processes and sustain an implemented 
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strategy.  Stakeholders identified that M&R was integral to achieving the aims of a risk 

management strategy, and is a cyclic process in application. 

 

     Executive commitment to an OHS strategy was recognised by stakeholders as a strong 

foundation for the success of a strategy.  Specific examples of ways executive commitment to an 

OHS strategy could be demonstrated include: placing M&R data reports as standing items on the 

agenda of OHS Committees; linking M&R with quality improvement initiatives; and uploading 

data to a central collection point in order to develop consistency between departments of DHS, 

WorkSafe and other healthcare organisations in Victoria.  Implementation, monitoring and 

evaluation, and executive commitment to endorse a strategy would encourage staff acceptance 

and adoption into ordinary practice.  Stakeholders identified the fundamental processes of 

review, follow up and update as intrinsic to a strategy.  

 

     The results presented indicate that the OHS approach is supported by the stakeholders.  The 

next section deals with the stakeholder perceptions related to factors other than OHS.  

 

4.7 Risk Management Approach 

4.7.1 Factors related to a risk management approach that stakeholders consider 
important to address client-initiated aggression   

 

     In 10 of the 17 transcripts, respondents made comments about a strategy when asked about a 

risk management approach.  These include an organisation-wide approach in conjunction with 

systematic process across the organisation.  Expert participants identified that a risk management 

approach is applicable to key OHS principles within all components of policy, procedure and 

practice, workplace design, training and education, and monitoring and review.  They also 

described risk management as a part of everyday workplace activity and that by adopting this 

thinking the aims of an OHS strategy would be fulfilled.   

 

    Much of the discussion around risk management has been stated in other sections related to 

each OHS component.  Respondents also indicated that much of the OHS framework was itself 

risk mitigating.  They implied the framework limits the liability of healthcare organisations by 
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seeking to reduce and manage client-initiated aggression with systemic processes.  In a way, this 

acknowledges that the problem is persistent and perhaps even unresolvable.   

 

     Ten respondents perceived the risk management approach to be a specialised application of 

the OHS model.  Stakeholders identified that the risk management approach provided a 

systemised process and approach to client-initiated aggression within the organisation and that it 

applied to the factors of PPP, WD, T&E and M&R.   

 

4.7.2 Barriers to and enablers of the implementation of a strategy to address client 
initiated aggression using risk management 

 

     Historically, the culture of healthcare organisations and healthcare disciplines viewed client-

initiated aggression as ‘part of the job’.  Accepting all four typologies of workplace violence and 

a shift toward modern responsibilities on the part of the healthcare organisation would enable 

implementation of a strategy.  OHS literature describes a duty of care and argues that hazard risk 

management should be conducted by identifying, assessing, controlling, by monitoring and 

revision of improvements and that a system should exist to achieve hazard reduction.  Failure on 

the part of the healthcare organisation to address risk management would be an overwhelming 

barrier to implementation of a strategy. 

4.7.3 Factors related to risk management that stakeholders consider important to sustain 
a strategy to address client-initiated aggression 

 

     Stakeholder participants supported the use of a risk management approach to sustain a 

strategy.  As stated above, key points made by the stakeholder participants identified an approach 

that would systematise processes in the whole organisation, be outlined in PPP and the aim of a 

strategy. All four typologies of workplace aggression must be acknowledged, accepted as 

relevant and addressed. 
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4.8 Funding 

4.8.1 Factors related to funding that stakeholders consider important to address client-
initiated aggression  

 

     In four of the 17 transcripts, respondents made comments about a strategy when asked about 

funding.  These included that funding is considered in the development of a strategy, and that 

executive and leading organisations are committed to provision of adequate funding to address 

client-initiated aggression.  Expert stakeholders identified that immediately evident workplace 

design issues in healthcare services in Victoria required funding to modify/address those issues.  

Participants also described how they thought the OHS framework was innovative as it offered a 

range of tools or strategies for a healthcare organisation to address the hazard while not initially 

meaning a financial outlay.    

 

     Limited information about funding could be obtained from the stakeholders.  Participants 

mostly referred to funding within the context of their own projects or programs aimed at 

developing an assessment, prevention and management strategy.  Actual funding to effect 

specific healthcare organisation changes to address client-initiated aggression and how funding 

impacts on service to increase or decrease hazard exposure was discussed in a limited way.  One 

participant (7) said that funding to investigate workplace aggression was based on the 

organisation’s focus on prevention within a strategy: 

Yes well that’s basically a criteria that has to be for the funding.  Because it’s funded 
from the SDF and the principles of that are it has to have an innovative approach to a 
particular H & S problem and because it’s funded through that fund, it has to have a 
prevention approach.  We wouldn’t fund it if it didn’t.  The way the SDF works it’s one 
of the streams of our overall compliance and enforcement approach.  So we use 
numbers and labels.  We reward good practice and support innovative practice through 
funding.  Through the SDF we also have an Information Education Fund and Small 
Business Fund.  Then we go through increasing the detection of getting caught through 
more workplace visits and prosecuting the worse offenders, and the other end is our 
Work Place awards. 

 

     In discussion about adequate funding to address issues such as staff profiles and enhanced 

safety equipment, a participant (1) identified: 

That will be a conundrum and that’s a problem with the funding needs to come in.  And 
also state/commonwealth synergy so that, because, most organisations receive money 
from different sources, with different um, strings attached.  And I think, it would be 
good if it could be a bit more standardised so that people could be a little bit more 
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creative about how the money is utilised.  So you meet the needs of different (parts) of 
your communities but in a safe way for the staff.  So you can be responsive to your 
community, but also in a safe way for your staff. 

 
The participant identified the need to develop innovative solutions to the problem of under-

funding or multiple funding sources, and reiterated that there is a need to develop consultation 

processes with clients and staff of healthcare services.   

4.8.2 Barriers to and enablers of the implementation of a strategy to address client-
initiated aggression using funding 

  

     Resources, staff profile and lack of support, especially for the rural and remote healthcare 

worker, were identified by most interviewees as barriers to effecting change at the clinical level.  

They suggested a strategy that uses prevention measures would save time and resources, would 

find solutions and proactive designs, and be more cost effective.  Some thought staff and client 

consultation would enhance the cost effectiveness. 

 

4.8.3 Factors related to funding that stakeholders consider important to sustain a strategy 
to address client-initiated aggression  

 

     Stakeholders who discussed funding said that the factor is intrinsic to the process of 

development of an approach to client-initiated aggression.  Participants identified that a pro-

active prevention approach backed by commitment of executive and leading organisations in the 

management of client-initiated aggression is required to sustain an approach.  Staff and client 

consultation was identified as a means to achieve cost effective implementation due to its 

capacity to deliver targeted outcomes through continuous improvement in a strategy.  

Respondents saw a strategy to manage client-initiated aggression that used an OHS approach as 

innovative and valuable. 
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4.9 Overarching Approach 

4.9.1 Factors related to an overarching approach that stakeholders consider important to 
address client-initiated aggression   

 

     In 16 transcripts, respondents made comments about a strategy when asked about overarching 

approach.  These included developing an organisational philosophy toward client-initiated 

aggression for the organisation as a vision statement.  They felt a vision statement was necessary 

to direct the details of a framework and this vision should propose occupational health and safety 

as its primary focus.  They also identified that a strategy to assess, prevent and manage client-

initiated aggression should be multifaceted, holistic in approach and incorporate compassionate 

approaches.  Therefore, this calls for a strategy to be interconnected so all parts of the 

organisation respond.  Moreover participants thought the key aim of a strategy to reduce client-

initiated aggression should be stated in the overarching approach.  In summary, participants felt 

that without a vision statement, the OHS framework targeted the client as the single perpetrator 

of violence.  Client respondents were clear that this was a narrow perspective and a broader 

perspective relating to staff, the healthcare environment and other issues was necessary.   

  

     Stakeholders were united in holding the view that a holistic approach to the problem of 

workplace aggression was integral to the application of a management strategy.  A participant (6) 

identified: 

Whatever it has, it needs to have a philosophy across the top.  So people will know 
that they have got to take a holistic view. 

 

Another participant (12) identified the complexity and interplay of multiple factors within the 

healthcare setting:  

I have difficulties with that.  I can see the practical objections to broadening that out.  
And it is my …. background in relationship to violence that shapes my thinking.  I 
look in a more holistic and interconnected way.  I think bullying is a good example.  I 
know some of the typologies also factor in a more institutional or societal level of 
either violence or being conducive to violence.  In a time of economic rationalism so 
you are more likely to get more patients violent because they are more frustrated, a 
lack of resources, safety.  So putting artificial boundaries can defeat the strategies 
because some of the factors at play around violence and aggression are not in the 
box.  Or it is cut off…..  Or you may well have a patient who is a regular offender in 
the medical setting but they may well have their own patterning of violence 
throughout their life, and fed into how they are currently behaving.  And that is 
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currently boxed off.  I don’t know how you will quite deal with that if you want to 
come up with policy directives. 

 
This participant identified the need for a holistic and interconnected approach, and expressed 

concern with examining only one typology of violence, excluding the broader context and other 

typologies of workplace violence. 

4.9.2 Barriers to and enablers of the implementation of a strategy to address client-
initiated aggression using an overarching approach 

  

    Failure on the part of an organisation to formulate policy and processes, and recognise its 

responsibility to address workplace violence would be a barrier to strategy implementation. 

Emergency Code procedures, operational OHS Committee structures with an agenda that 

addresses the hazard of client-initiated aggression, client and staff consultation, and commitment 

to a total review of the organisation are elements that would facilitate implementation of a 

strategy to manage client-initiated aggression.  Improved systems should include updated 

medical records including flagged files and police liaison to assist in post-incident management.  

Monitoring and review systems such as audits, equipment checks, gap/needs analysis, logbooks, 

and evaluation were identified by stakeholders as necessary to achieve improvement.  Systems 

that use data in a meaningful way to review, follow-up and update findings related to incidents in 

a continuous quality improvement cycle were identified as important by stakeholders.  

Respondents commented that funding was an important element in an overarching approach as it 

impacted on the ability of an organisation to commit resources to a risk management strategy.   

 

4.9.3 Factors related to an overarching approach that stakeholders consider important to 
sustain a strategy to address client-initiated aggression  

 

     Stakeholder participants supported the inclusion of the factor of overarching approach.  A 

sustainable approach would include an overarching organisational philosophy focused on 

prevention and include a tolerance and rights and responsibilities statement.  An overarching 

approach should emphasise prevention measures, the OHS approach, a multifaceted approach 

throughout the organisation, be holistic and interconnected, and consider other contributing 

factors such as the social circumstances of the client.  Participants concurred that an overarching 

approach should state that the organisation aims to address client-initiated aggression.  
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4.10 Bullying and Harassment 

4.10.1 Factors related to bullying and harassment that stakeholders consider important to 
address client-initiated aggression   

 

     In nine of the 17 transcripts, respondents made comments about a strategy when asked about 

bullying and harassment.  Expert and trainer participants mentioned that a culture of bullying and 

harassment is pervasive within healthcare organisations, and ideally should be addressed. Some 

experts, and client views held within both focus groups, indicated that staff conduct in the 

healthcare setting, such as bullying and harassment between staff and toward clients, could 

generate overt aggression from clients.  Standards of personal behaviour were mentioned as a key 

point.  Clients identified that bullying, harassment or inadequate behaviour of staff members was 

highly visible when they were utilising healthcare facilities, such as ED and mental health 

inpatient units.  They further indicated that the management of bullying and harassment was 

required to prevent and manage client-initiated aggression.  Participants identified that PPP 

would be key to outlining action of the organisation in prevention and management, the expected 

behaviour of staff, and state the aim of a strategy to address client-initiated aggression. 

 

     The interplay of ‘organisational’ and ‘internal’ violence had to be considered according to the 

respondents.  They described both overt aggression (perpetrated by staff toward clients) and 

subversive aggression (perceived as inadequate or inappropriate response to client complaints, or 

poor outcomes related to clinical management by the healthcare organisation).  One participant 

(15) claimed that staff could generate client-initiated aggression with overtly aggressive 

behaviour.   

I think aggression can go two ways.  The staff member can also be aggressive or you 
can have something that the staff member does that causes aggression from the client.  
So I suppose like a code of behaviour kind of thing. 

 

     Another participant (16) noted that complaints made by the clients of healthcare services 

could be mishandled or dismissed.  

 I think we need to do a lot of work around the complaints processes.  And people 
[representatives of the healthcare organisations] will tell you their processes are in 
place, but the reality is most people never know what’s happened with their 
complaints, or what’s done or not done.  I’d try and get a letter of acknowledgement, 
or there is no name, things are dismissed.  And it’s about looking at it, what you’re 
hearing and not using it to get defensive.  Every complaint is a treasure.  And they 
[the healthcare organisations] get defensive. 
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     A client complaint offers an opportunity to achieve service quality improvement.  

Achievement of a positive outcome for the client and the healthcare organisation should be a key 

goal of the complaint process.  To ignore a complaint is to loose an opportunity for improvement 

in service quality and safety. 

 
     As indicated, those participants who spoke about bullying and harassment had formed strong 

views.  The client stakeholders in particular identified the problem of bullying and harassment as 

being highly visible to clients, perceptible in the healthcare environment, and having high impact 

on the victims.  It was recognised that bullying and harassment was directed by staff to staff, staff 

to clients, and in some cases by clients to clients.    

4.10.2 Barriers to and enablers of the implementation of a strategy to address client-
initiated aggression using bullying and harassment  

 
     Systems such as risk management and a standardised approach to bullying and harassment are 

required to enable change and implementation of a strategy.  Rightfully, the application of 

sanctions on staff would occur for ‘internal’ aggression, as with clients for client-initiated 

aggression.  A rights and responsibility statement for both staff and clients must exist.  

Respondents agreed that PPP that addresses bullying and harassment and client-initiated 

aggression should exist, be adopted and updated by organisations, their staff and clients.  

Stakeholders identified that addressing the hazard of bullying and harassment would fulfil a 

primary aim of a client-initiated aggression strategy and enable its implementation.  Ignoring the 

typology of ‘internal’ aggression as a contributing cause of client-initiated aggression would be a 

barrier to implementation of a strategy.  

4.10.3 Factors related to bullying and harassment that stakeholders consider important to 
sustain a strategy to address client-initiated aggression  

 

     Stakeholders supported the inclusion of the factor of bullying and harassment in a strategy.  

Stakeholders linked bullying and harassment (‘internal’ violence) to the culture of organisation, 

being related to personal behaviour, and concurred that it may generate client-initiated 

aggression.  

 

     Objectifying client-initiated aggression through recognition of the hazard exposes it to the 

same rigorous processes as any other OHS hazard in the healthcare workplace.  Objectifying 
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practice management offers a rigorous perspective and could be a component of a risk 

management strategy to prevent and manage client-initiated aggression.  Reporting of all practice 

management incidents or internal violence requires compliance of the healthcare sector, its 

executive, and to use data in a meaningful way to sustain a strategy and achieve improvement.  

Training is required on the specific typology of ‘internal’ aggression.  Critical-incident 

management directed toward staff and the client, such as debriefing and management of critical 

incident stress must be in place.   

 

     The issues discussed to date stemmed from the OHS framework and key issues in the 

literature.  Other themes emerged from analysis of the data, namely prevention, practice 

management, organisation and culture, and client consultation that are discussed in the next 

sections.  

4.11 Prevention 

4.11.1 Factors related to prevention that stakeholders consider important to address client-
initiated aggression 

 
     In 16 of the 17 transcripts, respondents made comments about a strategy when asked about 

prevention.  The client participants illustrated that prevention strategies potentially could avoid 

an incident of client-initiated aggression.  They wanted an overarching approach that emphasised 

prevention and techniques like de-escalation and advanced communication rather than refusal of 

service, restraint or pharmacology.  Consumers wanted assurance that prevention is foremost in 

an organisation’s policy.  Participants thought that by creating consistent definitions on forms of 

violence and a philosophy of approach that emphasised prevention that a reduction of the hazard 

could result over time.  They indicated that the application of prevention strategies was vital and 

that this approach could change culture.  Stakeholder respondents did not refer to prevention as 

having a cost consideration within a strategy. 

 

     Participants identified how a rights and responsibilities statement and information targeted to 

staff and clients could provide parameters for appropriate behaviour.  This, they highlighted, was 

necessary to identify responsibilities and consequences of behaviour, particularly where the 

healthcare organisation intended to apply sanctions on clients who behave in an aggressive 

manner.   
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     Participants identified that the healthcare organisation needs to convey ideas about the value 

of both staff and clients, and thereby create a safe and quality service.  Measures, they thought, 

could be put in place for staff that may well in turn protect clients of the healthcare service.  A 

participant (16) described a demonstrable link between a healthcare organisation and its culture 

and its impact on the client: 

Yeah for staff to feel safe and that’s important.  I think that’s another issue that we 
haven’t touched on today, if staff don’t feel safe or supported, it’s that sort of spiral 
down.  If the staff are having that organisational aggression happening, or if they are 
feeling dis-empowered then it’s going to flow down.  So if it’s the only person they 
have power over is the consumer, they might not recognize it….  But they might be the 
bottom of the heap sometimes, they can’t get to make decisions they know the 
consumers, and they are passing it onto the doctor, or whatever, that they’re not 
being heard.  If they don’t feel safe, heard and valued.  We put that message out in 
our …. training as well you need to look after yourself because you’re not going to be 
much good to us (the client) if you’re not feeling valued, and safe.  So we need to 
have things in place nothing to do with aggression but making people feel valued at 
work and feeling O.K. about what they do. 

 

     Changes to the OHS (Vic) Act 2004 and the stipulation to look after the psychological 

wellbeing of staff are put into practice by addressing processes within the healthcare service 

environment.  According to another participant (3): 

That is the adjunct to it.  One follows the other.  So if you get your processes right 
and improve the work environment, and reduce the number of aggressive or violent 
incidents, then there should be by rights, a natural progression to improve personal 
wellbeing, because you are not exposed to the same level of risk.  

 

     Participants shared different views on the implementation of a zero tolerance attitude for 

adoption by Victorian healthcare organisations.  A participant (15) contributed the following 

point: 

I have never have liked that zero tolerance attitude because aggression is often a 
symptom of mental illness and the person is not responsible for what they’re doing.  
So that’s kind of difficult to say, we’re going to ban you from the service.   I can 
understand when that does need to happen.  But it doesn’t sit well with me. 

 
In the Victorian healthcare context, some philosophical tension related to the concept of zero 

tolerance exists: one participant (2) described this as follows  

There was a bit you know, of philosophical tension recognised between the OHS zero 
tolerance approach or the zero tolerance approach allocated to the Union movement 
or to OHS, as opposed to the rather clinical based focus on aggression which sees 
aggression as one part of a clinical condition.   
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     As can be seen in the participants’ views, strategies to prevent client-initiated aggression 

respond to a range of imperatives.  These strategies include what is expressed in the culture of 

specific healthcare organisations, as measures to protect staff and clients, legislative requirements 

and client perspectives.   

4.11.2 Barriers to and enablers of the implementation of a strategy to address client- 
initiated aggression using prevention 

 
     Low cost prevention measures could be achieved through simple WD solutions such as 

improved placement of equipment, surveillance, and monitoring of exit points.  A strategy 

focused on prevention, using PPP, WD, T&E and M&R, would be most effective.  Stakeholders 

also agreed that T&E to prevent client-initiated aggression should incorporate concepts such as 

client communication, de-escalation, service improvement, quality improvement cycles within 

the organisation, reporting and resource use.  T&E content related to prevention would include 

hazard identification, hazard recognition, behaviour early warning signs, orientation to a 

prevention policy, and processes for monitoring and review.   

 

     Stakeholders identified reporting and recording of incidents as a key prevention measure.  

Adherence to reporting procedure and practice requires a positive organisational culture and 

reporting, they felt, has to have few barriers.  Failure to report is a failure in the duty of care as 

stipulated within the OHS (Vic) Act 2004.  The procedure of recording time, gender, place, what 

happened, who was involved, the antecedent, the diagnosis, dates of admission, risk assessment 

of the client at the time, the injuries, time off work, and whether a claim was made, are 

descriptors of an incident that need to be recorded.  Reporting is fundamental to OHS process 

and the responsibility of all within the healthcare workplace.  The organisation has a duty to 

accept the data, and to use the data in a meaningful way to protect and prevent recurrence of the 

hazard. 

 

     Few barriers to implement a prevention approach should exist if a strategy is developed 

through consultation, is acceptable, relevant and useful to staff, the organisation and clients.  It is 

clear that consultation between all parties is required to achieve an approach that meets the need 

of groups who have very different requirements of a strategy.  A key barrier would be that a 

prevention approach is non-existent or not operationalised. 
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     Compulsory T&E on the hazard of client-initiated aggression within healthcare, as an 

operational imperative to prepare the workforce, was confirmed in the stakeholder views.  

Compulsory T&E should include a proactive training culture that prioritises a prevention 

approach.  Mechanisms to review, follow-up and update systems within the organisation and use 

of data in meaningful way were identified as crucial elements of a prevention strategy.  

Continuous improvement in prevention strategies that include a standardised approach to reduce 

the hazard of client-initiated aggression were also cited as important elements. 

4.11.3 Factors related to prevention that stakeholders consider important to sustain a 
strategy to address client-initiated aggression  

 

     Stakeholder participants supported the inclusion of the factor of prevention in an approach to 

sustain a strategy and to attract funding.  Favoured prevention measures include standardisation 

across health sector agencies, consistent definitions, a philosophy of approach and the upholding 

of a charter of rights and responsibilities for staff and clients.  An organisational culture that 

prioritised prevention measures would sustain a client-initiated aggression management strategy.  

Information and compliance processes such as sanctions were methods identified as useful for 

the achievement of change and compliance.  

 

     Explicit communication of rights and a prevention focus could represent a change of culture 

within organisations.  A clearly communicated rights and responsibilities statement with 

adequate distribution would facilitate increased compliance by staff and clients.  Stakeholders 

identified that sanctions could not fairly be instituted in the absence of a clearly communicated 

rights and responsibility statement.  

4.12 Practice Management 

4.12.1 Factors related to practice management that stakeholders consider important to 
address client-initiated aggression  

 

     In 13 of the 17 transcripts, respondents made comments about a strategy when asked about 

practice management.  Participants illustrated that the behaviour of staff within their own 

healthcare practice needed to be recognised as a significant influence over client care, and that 

practice that did not generate a confident client-practitioner relationship could possibly generate 

client-initiated aggression.  Examples they gave included risky clinical practice, staff being 
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dismissive or not surveying client areas, not respecting privacy or client rights etc.  Participants 

identified that as an overarching approach, the healthcare organisation must state recognition of 

healthcare practice as potentially generating violence, and that the organisation intended to 

incorporate its management through training and education, reflective practice, sanctions and the 

like.  Further improvements of culture within the healthcare organisation could be achieved by 

incorporating practice management within a strategy.  Client participants identified that they 

could contribute a great deal of information toward this issue, through client consultation.     

 

     One participant (15) identified that healthcare staff may not be able to (or do not) 

communicate well with clients, leading to client frustration that a staff member is not responding 

to clients’ needs.  The participant suggests that staff need T&E in communication skills as part of 

a strategy to manage client-initiated aggression.   

It definitely needs to be standardized.  And it’s sort of a work ethic thing. I think 
training needs to focus on the culture as well.  Sometimes you can get this culture 
where you’ve got certain staff on who just don’t have good management skills.  And 
their reactions to things is very different to the five that might be on the day before or 
that night.  So you have this standard where by it becomes culturally unacceptable for 
the staff to behave below that standard. Because aggressive behaviour in mental 
health can sometimes be aggravated by the staff and their reactions. …The thing is I 
think the education has to be clear that we’ve changed from that punitive system, but 
some of the staff, they are getting less… 

 
     The participant claimed that client behaviour could be aggravated by staff reactions.  This 

point is consistent with evidence in the literature related to the perceptions of clients related to 

coercive care and staff behaviour.  The participant also speaks to the value of T&E in achieving 

the transmission of the healthcare organisation view. 

 

     Respondents concurred that principles related to practice management must be outlined in 

PPP to achieve an effective approach to the problem (n=6), achieve systems such as risk 

management (n=7), a standardised approach (n=5) and the application of sanctions (n=5).  

Interviewees mentioned WD improvements related to practice management including visibility 

of staff (n=3), design solutions (n=2) and patient flow (n=2).  Client stakeholders commented 

that the absence of a staff presence in waiting rooms led to feelings of isolation and of being 

ignored which led to frustration.  Stakeholders believed that principles of practice management 

should be included in training and education in PPP (n=7), risk identification (n=5), as a general 

response to the problem of client-initiated aggression (n=5), debriefing (n=4) and as part of 

establishing an improvement cycle within the organisation (n=4).   
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4.12.2 Barriers to and enablers of the implementation of a strategy to address client-
initiated aggression using practice management 

  
      Barriers to the implementation of a strategy using practice management were identified by 

respondents and included appropriate rostering, skill mix, staff resources, supervision, and 

isolated work practice.  Limited resources available to manage times of peak client activity, the 

use of inappropriately trained or unqualified staff (such as security personnel or temporary staff) 

as a method of managing, are barriers.  Stakeholders did not identify that practice management 

had an overwhelming cost consideration within a risk management strategy, except where 

resourcing and training input was identified. 

 

     Improvement could be established through WD measures to enable implementation of a 

strategy.  Better design in healthcare practice could include simple procedures such as monitoring 

for early warning signs prior to escalation of workplace violence and reviews of WD to improve 

working conditions for staff.  Respondents cited measures such as the management of client flow 

and reduction in waiting times, as necessary to implement a strategy.  Within an organisation, 

adequate information about compliance procedures, notation in histories and incident reports is 

vital.  Stakeholders agreed that a key approach to enable change in the culture of practice of 

healthcare personnel is to ensure that a rights and responsibilities statement exists for staff and 

that debriefing or sanctions are applied to staff who perpetrate inappropriate conduct. 

 

4.12.3 Factors related to practice management that stakeholders consider important to 
sustain a strategy to address client-initiated aggression  

 

     Stakeholder participants supported the inclusion of the factor of practice management within a 

strategy and viewed this factor as a significant influence and cause of client-initiated aggression.  

Recognition of this factor is important to sustain an effective strategy.  Practice management 

should also be addressed as a core component in T&E with content to include training on the 

mechanisms used to consult with staff and clients.  Client stakeholders reinforced the need for 

client consultation on service delivery, service quality, in training delivery, and for advisory 

input through the existing mechanism of the Client Advisory Groups to the healthcare 

organisation.  
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4.13 Organisation and Culture 

4.13.1 Factors related to organisation and culture that stakeholders consider important to 
address client-initiated aggression 

 
     In 16 of the 17 transcripts, respondents made comments about a strategy when asked about 

organisation and culture.  Participants thought that an OHS framework adopted by healthcare 

organisations would improve quality and safety, and be an incentive for the healthcare 

organisation to implement in a framework.  Again participants described the interplay between 

practice management and the healthcare organisation and culture.  The link, participants 

suggested, went two ways – staff healthcare practice required guidance from the healthcare 

organisation, and the healthcare organisation was reliant on staff to conduct their duties in all 

reasonable care.  Imperatives that are stipulated in policy or clinical evidence needs to negotiate 

the reality of resources such as funding, remoteness and staffing level etc.  According to 

participants, change in a healthcare organisation and its culture could be achieved through client 

consultation, and by leading change via integrating principles of change in PPP, and through 

T&E. 

 

     Many participants identified that client consultation is imperative in formulating a healthcare 

service that meets the needs of the client.  One participant (16) spoke at length about the forums 

and levels at which clients could contribute to the healthcare organisation.   

If you haven’t got consumers on the Steering Committee and the decisions, don’t 
necessarily….  A consumer on a Committee like that will draw in the consumer 
perspective and bring it to the table.  Sometimes you’ll get people doing that but often 
it’s not there because consumers aren’t putting it forward.  It is like men making 
decisions for women.  I think we need to have that presence all the time and not 
tokenistically.  When you say a stakeholder role, consumer participation needs to be 
involved at the planning, development, the evaluation, the training and should be 
involved at every level and not just one person…. 

 

     In the paragraph quoted above, the participant introduced feminist theory as a rationale for the 

inclusion of clients in decision-making within the healthcare organisation.  Structures to facilitate 

client consultation are integral to achieve this goal, but must take care to obtain a range of client 

participant views.  (Payment for participation in consultation were also an issue upon which the 

participant commented.) 
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     Another participant (12) opined that other (unspecified) societal factors may contribute to the 

hazard of client-initiated aggression and that the risk is increasing:  

So you have to look at institutional and societal factors, why is it [workplace 
aggression] increasing?  It can’t just boil down to environmental design.  There has 
to be other stuff out there that means that people are behaving more violently or that 
people are being victimised more often in their jobs. 

 
The participant’s comments identify a strong link between the typologies of ‘internal’, 

‘organisational’ aggression and client-initiated aggression and the interplay of these factors, 

including the organisation’s role in responding to social conditions. 

 

    Subsets of stakeholders identified that in order to address organisation and culture PPP should 

outline a philosophical position of the organisation (n=10), how policy is applied (n=9), a 

statement of non-tolerance (n=8), monitoring and review (n=6), a rights and responsibilities 

statement (n=6), response options and timeframes (n=6), information and complaints processes 

(n=5), and the application of sanctions (n=5).  Stakeholders also felt that T&E should achieve an 

improvement cycle within the organisation (n=8), be a compulsory training requirement (n=8), 

offer a general overview on client-initiated aggression (n=6), training gap analyses be used (n=5), 

examine culture (n=5) and involve training delivery (n=5) by competent trainers (n=5).  

Processes to improve organisation and culture should be monitored and reviewed.   

4.13.2 Barriers to and enablers of the implementation of a strategy to address client-
initiated aggression using organisation and culture 

 

     Stakeholders saw that changing healthcare organisation and culture was necessary and 

achievable by confronting, improving and challenging existing ideas and culture, and that this 

approach would enable implementation.  A coherent philosophical position within the 

organisation and the stringent application of policy were identified as important strategic 

elements.  Stakeholders felt that a rights and responsibilities document that states the 

organisation’s non-tolerance of workplace violence and which is disseminated to all users is an 

important element.  Organisations should operate clear information and complaint processes 

demonstrating transparency and responsiveness.  Staff and client sanctions were identified as a 

means to encourage compliance.  Stakeholders viewed response options and timeframes related 

to client-initiated aggression as the responsibility of the organisation, and felt that monitoring and 

review processes are required.  WD should establish improvements in organisation and culture 

using design solutions that are multifunctional and stimulating and create better information 
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streams, in-patient flow, safe areas, gardens and colour.  Stakeholders also felt consumer 

consultation would assist overcome barriers in service quality, safety and practice management.  

 

     Barriers to implementation include failure on the part of the healthcare organisation to 

respond to the enabling approaches described above, to consult with clients and staff or act on 

suggestions or negative feedback as it is submitted.  Stakeholders did not refer to organisational 

and culture as having a cost consideration within a strategy except where training would be 

applied and should not be a barrier. 

4.13.3 Factors related to organisation and culture that stakeholders consider important to 
sustain a strategy to address client-initiated aggression 

 

     Stakeholders supported the inclusion of organisation and culture in an approach to client-

initiated aggression and agreed that a balance between the needs of the client and hazard 

reduction must be achieved.  Bowie et al (2005) discuss the newer typology of ‘organisational’ 

violence as a factor that may generate client-initiated aggression.  The typology sits soundly 

within the WHO (Krug et al 2002) focus on interpersonal violence, and should be adopted as the 

fourth typology of workplace aggression.  Victorian DHS and WorkSafe Victoria have not 

adopted this typology to date, possibly due to its very recent inclusion into the literature on this 

type of interpersonal workplace violence.  Nevertheless, as the stakeholders agreed, consideration 

of the organisation and culture related to the hazard must occur in future development of an 

approach and to sustain a client-initiated aggression management strategy.    

4.14 Client Consultation 

     Client stakeholders identified the value of client consultation in healthcare services for clinical 

and organisational quality improvement in both the interviews and focus groups.  As willing 

participants in their own healthcare, and perhaps unwilling participants in the receipt of 

institutional healthcare, clients have special knowledge about healthcare services, what works 

and what could be improved.  Clients indicated that PPP related to client consultation should 

exist and be applied.  Policy, interview participants indicated, should direct service improvement 

in procedure, practice, and incorporate consultation using an informative client group.  

Consultation with clients to collect information for quality and service improvement is a concept 

that has been operationalised for some years within mental health services in Victoria.  Client 
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advisory groups associated with general healthcare organisations are available for consultation on 

matters such as intervention strategies.  

 

     All client transcripts described the principle of duty of care.  The exercise of all reasonable 

care is a duty of the healthcare client, the organisation, and staff.  A duty of care exists to other 

individuals in society and within the workplace within the application of the Occupational Health 

and Safety Act (Vic) 2004 and regulations.  PPP statements outline actions and acts where 

foreseeable harm can come to another, but must also incorporate standards to suggest reasonable 

action.  Where an act of negligence occurs, a duty of care may exist; liability may then be 

established.  The Victorian Occupational Health and Safety (Vic) Act 2004 discusses the duty of 

care relationship in Part 3 – General Duties Relating to Health and Safety in Division 1 - The 

Concept of Ensuring Health and Safety, Division 2 - Main Duties of Employers, Division 3 – 

Duties of self employed persons, Division 4 -  Duties of Employees, Division 5 - Duties of Other 

Persons and Part 13  - Other Matters.  In application of the OHS Act (Vic) 2004 the role of the 

healthcare organisation, its staff and its clients to be responsible, active, interactive, and co-

operative becomes evident. 

 

     Client stakeholders (in both the interviews and focus groups) demonstrated intimate 

knowledge of the problem of client-initiated aggression – most as first-hand witnesses.  They 

articulated strong views related to rights and responsibilities for both clients and staff.  They 

offered insights into problems related to communication, provided strong comments about 

service quality, complaints processes, waiting times, and the capacity of pleasant environments to 

improve access and experience for clients of health services.  In contrast to the other expert 

stakeholders, client stakeholders discussed the idea of sanctions, but stipulated the need for a 

rights and responsibility statement for all parties.  They did not agree with sanctions against 

patients, unless sanctions against staff were also applied.  A statement on tolerance to workplace 

aggression must exist, be clear, simple and advertised to inform the client of the organisation’s 

view.   
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4.15 Rights and responsibilities statement 

     All client stakeholders focused on recognition of basic human rights and client rights.  Client 

stakeholders responded strongly to the concept of rights and responsibilities and argued that a 

statement should be evident in an aggression strategy (using an OHS framework or otherwise), 

and visible in the healthcare setting.  Client stakeholders in the focus groups suggested a 

healthcare organisation may be neglecting its responsibilities if it failed to stipulate client rights 

when a client enters a healthcare facility.     

 

     Client stakeholders indicated that a right to access healthcare comes with a responsibility to 

behave appropriately, and to confirm that healthcare staff are not to be violently assaulted.  Client 

stakeholders agreed that staff should also not engage in verbal or physical violence toward each 

other or toward healthcare clients, and that the application of sanctions should not occur in the 

absence of a rights and responsibilities statement.  Their perception was that a perpetrator of 

violence would accept a higher level of responsibility and sanctions if advised of these 

parameters in advance.  Nevertheless, all stakeholders qualified their version of that statement 

with the phrase “unless the person is critically ill”.  Client stakeholders agreed that a rights and 

responsibilities statement should outline client rights and responsibilities within a strategy.   
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CHAPTER FIVE: DISCUSSION AND CONCLUSION - FACTORS IN A STRATEGY TO 

ADDRESS CLIENT-INITIATED AGGRESSION 

5.1 Summary of findings 

     Findings of stakeholder views on an approach to client-initiated aggression were presented in 

Chapter Four and an overview is provided here.  The first key finding is that when asked what 

may generate client-initiated aggression, stakeholders cited practice management, the culture of 

healthcare organisations, the experience of staff, a cross-section of contribution to current 

knowledge, how informed staff were on approaches, recognition of the problem and staff 

conduct.  Therefore, exploration into stakeholder views surrounding practice management, 

organisation and culture, and bullying and harassment became warranted.  A key finding of this 

research from stakeholder views was that a relevant, useful and sustainable strategy should 

include twelve factors of - policy, procedure and practice, workplace design, training and 

education, monitoring and review, risk management approach, funding, an overarching approach, 

prevention, practice management, organisation and culture, bullying and harassment, and client 

views.  All factors need to be considered in a multifaceted, organisation-wide, holistic and 

interconnected risk management strategy to assess, prevent and manage client-initiated 

aggression.   

 

     Secondly, the data found that a strategy to address client-initiated aggression cannot focus 

solely on aggression by the client, but must encompass other contributing factors.  Four 

typologies of workplace aggression are described in the literature as ‘external’, ‘client-initiated’, 

‘internal’ and ‘organisational’ (Bowie et al 2005).  This research confirms that all four contribute 

in an overlapping manner to the incidence of the hazard of client-initiated aggression.  A 

tolerance statement that describes the organisation’s tolerance of and action related to incidents 

of workplace violence must be evident and enforced in the healthcare setting.  A statement that 

includes the appropriate expression of all reasonable care, respect, cultural safety and legal 

boundaries for clients, staff and the organisation cannot be made without client consultation, 

however the obligation to create one exists, and must apply to all staff, clients and the healthcare 

organisation itself. 
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     Thirdly, consultation with staff and clients is paramount in achieving hazard reduction and is 

seen by stakeholders as integral to the monitoring and review process.  Improved service quality 

and safety can be achieved via consultation with employees and clients and is unanimously seen 

by stakeholders as a necessary process to establish an acceptable, relevant and useful strategy.  

Key barriers to the implementation of a strategy were identified by stakeholders as a failure on 

the part of the healthcare organisation to consult, develop, implement or act on knowledge 

derived through incident reports, data and analysis, audits, complaints or non-operationalised 

PPP, and the failure of staff and clients to participate.     

 

     Finally, a balance between the rights of the clients of healthcare services, the organisation and 

their staff needs to be achieved.  Strategies focused solely on management of the client were 

criticised between both the literature and stakeholder participants.  Due diligence would indicate 

that a client rights and responsibilities statement must be communicated effectively to clients 

prior to the more stringent application of sanctions.   

 

     The findings indicate that an OHS framework would potentially achieve better outcomes.  

However, some stakeholders strongly criticised approaches that would only use an OHS 

framework.  These stakeholders identified that the OHS framework was too prescribed, did not 

consider social determinants or social circumstances for the healthcare client.  Some stakeholders 

identified that the problem wasn’t that neat to be addressed by an OHS framework alone and so 

therefore the healthcare organisation had to be flexible in the application of other approaches.  

An example given was sanctions on a person in a rural healthcare catchment, when in the real 

world another available hospital maybe hundreds of kilometres away.  Some healthcare client 

stakeholders asked how an OHS approach would account for staff behaviour and the impact of 

this aspect on the healthcare client.  Healthcare client stakeholders identified that the OHS 

framework appeared to look after the staff and the organisation but not the healthcare client. 
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5.2 Stakeholder perspectives and the literature  

5.2.1 Policy, Procedure and Practice  

 

     Findings in the literature illustrate that PPP is integral to direct a healthcare organisation and 

its staff toward consistent, safe and quality healthcare provision (Ashton and Gill 2000, Conrad 

and Soule 1997, DHS 2004, DHS 2005b, Johnstone 2004).  Such documents establish 

responsibility for health and safety, identify procedures to assess risk, develop procedures to 

control risks and evaluate interventions (Ashton and Gill 2000, Ridley and Channing 2003).  

Similarly, participants identified that continuous improvement, as a quality function, is achieved 

through strong communication and consultation.  They illustrated that relevant updated policies, 

procedures and practice statements, consultation with staff, services and users (clients & visitors) 

could achieve this.  This suggests interventions must be measured, evaluated and undergo regular 

management reviews.  The practice of continuous improvement is the function and duty of all at 

the healthcare workplace.  

 

     The participants suggested that reporting, recording, documentation in the client’s history, 

flagging client histories with special notation of aggression, and systems and protocols to 

communicate between clinicians and agencies, are some of the improvements achieved through 

consistent PPP. Nevertheless, some stakeholders had reservations about flagging files; others 

identified concerns related to privacy, medical record management and ongoing file review.  

Procedures are required to ensure that matters of stigma or prejudicial treatment do not become 

an issue.  Focus on healthcare client rights was overwhelmingly evident in client advisor 

stakeholder view. 

5.2.2 Workplace Design   

 

     In the literature, WD fits into a multifaceted, organisation-wide approach.  Design 

incorporating safety is good management practice, offers predictable business costs, and reduces 

exposure to risk into the future (Alli 2001, DHS 2004, DHS 2005b, Johnstone 2004, ASCC 

2007).  WD is concerned with the core aspects of a safe design policy, design of space, a 

statement of responsibilities and rights for staff and clients, and consideration of the physical and 

psychological wellbeing of staff and clients.  WD must incorporate hazard identification, 
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definitions, a principle of hazard reduction such as the hierarchy of control, with consultation, 

communication and response systems in place.  According to the literature, access to health 

services is achieved in balance for both staff and clients through WD.   

 

     Stakeholders, particularly experts, agreed that client-initiated aggression is related to some of 

these environmental factors and called for them to be addressed systematically.  Some felt that 

cost is a barrier to some WD issues.  Client participants were aware of WD issues, not 

necessarily couched in that term but quickly adopted the term.  

 

     The stringent application of design features was found to be a barrier to consumer access and 

cultural safety.  In particular, target hardening was identified as having an impact on the client’s 

sense of wellbeing when accessing healthcare services; barriers protect staff but make clients feel 

unwelcome, uneasy and reluctant.  This is a major dilemma for healthcare, as an organisation 

must provide a service to clients but also protect staff from violence from some of those clients.  

Again client stakeholders identified rights and responsibilities of the organisation, staff and of the 

healthcare client.  Stakeholders highlighted that a balance had to achieve both security and access 

for healthcare clients. 

5.2.3 Training and Education  

 
    The literature on T&E focuses on key areas related to relevance, content, delivery, cost and 

evaluation approach (DHS 2004, DHS 2005a, Di Martino et al 2003, Mayhew and Chappell 

2001b, VWA 2004, Zarola and Leather 2006).  OHS principles view T&E as an integral 

component of a safe and healthy working environment (DHS 2005b, DHS 2004). 

 

     Client stakeholders, in particular, placed high value on client consultation, the consumer 

consultant role, and a consumer delivery component in delivery of training on the prevention and 

management of client-initiated aggression.  The literature and data concur that knowledge of the 

circumstances for the client must be sought and valued as an explanation for client-initiated 

aggression.  Clients may be willing participants who can inform, identify, and assist to achieve 

solutions in healthcare.  Client Advisory Groups exist within most healthcare services and are a 

source of valuable information used to improve service quality through a continuous 

improvement mechanism.  As participants in T&E, client advisors can provide key and 
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sometimes confronting perspectives on client-initiated aggression, its antecedents, prevention and 

management. 

 
     Findings from stakeholder views identified that T&E in the historical development of hazard 

management strategies would be valuable for employees.  The historical view that workplace 

aggression is ‘part of the job’ should be included in T&E content to uncover how this could 

contribute to client-initiated aggression.  The literature clearly describes actions of healthcare 

environment surrounding coercive treatment, failure to provide clients with a rights and 

responsibilities charter, information systems to patients, wait times, poor service orientation and 

management of complaints (Duxbury 2002, Kallert 2008, Langan 2010).  The healthcare client 

stakeholder view identified these factors as well.  These comments were strongly expressed as 

the lived experience for a healthcare consumer.  T&E content should include an overview of 

previously used management strategies, training methods, hazard identification, the historic 

formation and development of OHS law and structures. 

 

     The literature and findings outline that T&E content must be relevant and current knowledge.  

Zarola and Leather (2006) highlighted that training must be relevant to the healthcare area to 

which it is to be applied.  Systems to identify training requirements should include rigorous 

processes such as reviews of incident reports, risk assessments, training needs/gap analyses, and 

consultation with staff.  Evaluation is necessary at completion of training to establish relevance, 

improvement in knowledge, or a sense of increased competency in the prevention and 

management of client-initiated aggression.  Training content on behaviours, early warning signs, 

communication, de-escalation and evasive techniques is necessary (Farrell & Cubit 2005, Kallert 

2008, Langan 2010).  Critical incident trauma awareness, incident management, use of resource, 

treatment to an acceptable standard and control of hazards, using the ‘hierarchy of control’ model 

were identified as important by stakeholders, who agreed that training requirements should match 

risk exposure and recommended tiered training programs.  Client views must be involved in all 

stages of development of training and education programs. 
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5.2.4 Monitoring and Review  

 
     According to the literature, M&R ensures that exposure to health hazards for employees and 

users are kept to a minimum and any authorised limits are not exceeded.  M&R should be carried 

out in consultation and as a cyclic process.  Both expert stakeholders and the literature reflected 

on the point that results of data must be returned to the organisation for meaningful use as a 

continuous improvement mechanism (Ashton and Gill 2000, Johnstone 2004, Government of 

Western Australia 2006).  Stakeholders did not see value in collecting data without appropriate 

use and outcome.  Client stakeholders identified this point in particular around the sensitive 

nature of data that may be collected.  Any strategy implemented to address client-initiated 

aggression must be subject to evaluation, monitoring and review.   

5.2.5 Risk Management 

 
     The literature describes OHS as the core foundation of a hazard/risk management approach.  

The OHS risk management approach has four primary responsibilities, which are 

Anticipation/identification, Recognition/assessment, Control and  Evaluation.  Hazard or risk 

identification is key to preventing and managing occupational hazards.  The OHS approach 

defines client-initiated aggression as a workplace hazard like any other, such as broken 

equipment, slips trips and falls.   

 

     Risk management was a topic broadly discussed by the expert stakeholders.  In the opinion of 

most expert stakeholders, risk management required a “top” down approach from Executive and 

therefore a corresponding commitment to change.  They also identified that commitment to 

change had to come from staff back up to Management, no matter what their role was in the 

healthcare organisation, staff must also notify and reduce risk.  The principles of risk 

management could be expanded to cover risk as identified by healthcare clients through 

consultation processes.  Client stakeholders identified that a balance had to be achieved between 

the needs of the client for healthcare and that of the organisation to reduce risk.  
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5.2.6 Funding 

 
     The literature indicated that costs associated with client-initiated aggression are probably 

immense but yet to be quantified using comprehensive reporting practice in the healthcare setting 

(Mayhew and Chappell 2001a, Mayhew and Chappell 2005).   

 

     Stakeholders described funding as an important consideration that incorporates organisational 

responsibility beyond an OHS framework.  Stakeholders identified that in order to attract funding 

the organisation would use other approaches.  Respondents commented on the value of executive 

commitment to implementation of a strategy and T&E.  Respondents also argued that funding 

has a systematised application within risk management and both cannot be viewed in isolation 

from each other.   

 

     Concepts around prevention and practice management were not funding considerations in the 

stakeholders view.  Instead stakeholders suggested that innovation would lead to improvements 

in application of prevention strategies and change in staff practices without harbouring 

significant costs.  Participants identified that T&E and WD were the costliest approaches and that 

this was a barrier to their use in addressing the hazard.  Thus, until these many aspects of the 

OHS framework are seriously funded, a reduction of incidence is not likely to be substantial.   

5.2.7 Overarching Approach 

 

     Chappell and Di Martino (2006) concluded that an aggression prevention and management 

strategy must have a foundation in its social context and include factors relating to the interplay 

of the healthcare organisation, environment, society, economics, and political aspects (see also 

Langan 2010).  The review of the literature conducted as part of this thesis found that an 

overarching approach should refer to a prevention and proactive approach in hazard management 

and should have a sound theoretical rationale.  Use of a risk management approach - in particular 

risk identification, assessment, control, and M&R - was cited as useful.    

 

    An overarching approach that describes the policy or concept (NSW Health 2003), provides 

practical guidance (NHMRC 2002b) and has voluntary application (Mayhew et al 2001b) would 

facilitate implementation of a strategy.  Consultation is a duty stipulated within OHS literature 
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and legislation.  Consultation with staff is recognised within a working OHS risk management 

approach in the OH&S Act (OHS(Vic)Act 2005).  The employee also has a duty to notify the 

employer of incidents.  Johnstone (2004) and Alli (2001) outlined how a worker’s intrinsic 

knowledge in identifying, assessing and managing hazards is key to achieving solutions and 

enabling a healthcare organisation to respond.  This study suggests that incorporating violence 

prevention into a broad framework like OHS is appropriate and perhaps overdue. 

 

     Stakeholders called for a standardised approach that would be applied organisation-wide, be 

multifaceted and incorporate a human rights and rights and responsibilities statement for staff 

and clients.  Points around consultation, client rights and responsibilities exist in the literature.  

However, client stakeholders expressed the view that the application of these approaches was not 

highly evident in the real world setting.  Expert stakeholders also identified that systematising 

processes and accountability also was not highly evident in the real world setting.    

 

5.2.8 Bullying and Harassment 

 
     Interpersonal aggression is described in the World Report on Violence and Health (WHO 

2002) and it is acknowledged that bullying and harassment in the workplace has profound 

impacts on individual, healthcare service workers, on their domestic lives (Lam 2002) and on 

clients (although this is relatively poorly understood (Kallert 2008)).   

 

     In stakeholder discussion, a link was found in the literature between health discipline practice, 

workplace culture, organisational processes and the staff/client relationship in the healthcare 

setting.  Client participants identified coercive and unwanted treatments, over-active healthcare 

environments and negative staff attitudes as factors that generate client-initiated aggression.  

Other explanations for the progressive rise in the incidence of client-initiated aggression included 

paternalistic healthcare provision, the situational model, coercive treatment, standards of care, 

failure in duty of care, victimisation of clients, poor healthcare practice, and failure to address 

client-initiated aggression in a holistic way.  It became clear that client-initiated aggression can 

result from bullying and harassment by staff or between staff - this absolutely has to be 

addressed. 
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5.2.9 Prevention  

 
     Previous strategies to the OHS framework predominantly used approaches to manage the 

client and not share responsibility with staff and the organisation.  Prevention sits within the 

OHS framework through the factors of PPP, WD, T&E, and to M&R implemented programs.  

However, prevention as a separately identified concept is not articulated in the OHS framework, 

thus needs to be emphasised as a vision for the organisation and strategies funded.  Other 

multifaceted, organisation-wide prevention strategies appear to be lacking.  Due to funding 

restrictions and the need to manage current incidents, prevention can easily become less of a 

priority.   

 

     Expert stakeholders strongly supported action to prevent client-initiated aggression at the 

level of the organisation, the individual and the workplace.  Client stakeholders identified that 

approaches using sanctions, denial of service or restraint were clearly inappropriate.  Widely 

distributed and applied policies that have a clear policy position to prevent client-initiated 

aggression were required (ACT 1993, Chappell and Di Martino 2006, Department of Health 

2004, DHS 2004, DHS 2005a, ILO/WHO/ICN/PSI 2002, Mayhew 2000a, Mayhew et al 2001b, 

NHMRC 2002b, NSW Health 2003, OSHA 2004, VWA 2003, WHO 2004, Wiskow 2003, 

WorkSafe WA 2006).  T&E and pre-incident prevention, which utilise strategies such as 

worksite analysis and hazard prevention, are identified as enabling approaches.  The literature 

identifies reporting incidents, recording and processes to M&R as methods that enable an 

organisation to prevent client-initiated aggression.   

 

     According to the literature and participant views, the reduction or elimination of client-

initiated aggression, awareness of management options, the application of interventions, and 

emergency team response should be stipulated in a prevention strategy (DHS 2005b, NHMRC 

2002b, WorkSafe WA 2006).  A legal framework, environmental factors and OHS risk 

committees were identified for inclusion within a prevention strategy (DHS 2005b, NHMRC 

2002b).  

 

     Client stakeholders in particular, described that an effective prevention strategy would also 

examine organisational and staff behaviours to ensure that risk response and compliance 

frameworks are observed.  Participants agreed with the literature in identifying security 
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arrangements and identification of high-risk clients on client histories (Mayhew 2000a).  A 

human rights statement and information clearly communicated to clients and staff (especially 

those at particular risk) should be incorporated into an aggression prevention approach (DHS 

2005b, ILO/WHO/ICN/PSI 2002, WHO 2004).  Client participants in particular emphasised need 

for such statement. 

 

     Stakeholders indicated that an applied prevention policy should exist within a client-initiated 

aggression management strategy.  A clear statement of prevention that incorporates pre-incident 

interventions as the first strategy should be an organisational philosophy.  Pre-incident 

interventions include worksite analysis, workplace design hazard prevention, accountability, and 

systematised organisational reporting.  Expert stakeholders referred to structures to review, report 

and collect data on the hazard and return data for utilisation in improvement and hazard 

reduction.  Expert stakeholders identified that prevention strategies are a necessary component of 

a strategy but if to be active they also must be funded.  Client participants identified that often 

they did not see prevention strategies applied in the mental health setting, and that staff could be 

at times perceptibly ignorant to client needs.  Client stakeholders also identified that physical 

barriers such as glass and restricted space make the healthcare environment less welcoming.  

Overwhelmingly on prevention measures, the stakeholders identified the need to balance 

prevention strategies with the needs of healthcare clients.  They could see the benefit of 

prevention strategies. 

5.2.10  Practice Management 

 
     Training and education should incorporate risk identification and focus on solutions to the 

hazard of client-initiated aggression where it is linked to practice management.  Such training 

content, it was found, should include debriefing procedures which focus on any shortcomings 

identified in practice, avoids the recurrence of critical incidents via prevention and management, 

and establishes continuous improvement cycles within the organisation.  The practice of 

healthcare staff was identified in the literature as a risk factor (Duxbury 2002, Kallert 2008, 

Langan 2010).    

 

      Stakeholders agreed that a key barrier to an effective preventative approach to client-initiated 

aggression is the failure of the healthcare organisation to address the frustration felt by clients 

and how this frustration is manifested in incidents.  Expert and client stakeholders identified that 
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models of healthcare practice, workplace culture, the interpretation of clinical and organisational 

processes, inadequate response to complaints, and the staff/client relationship were issues linked 

to the typology of ‘internal’ violence.   

 

     According to stakeholders and the literature, a balanced approach identifies legal and duty of 

care obligations, internal and external processes to comply (auditing/complaints) and the 

meaningful use of data.  Practice management incorporates human resource issues, information 

processes, policy, procedure and practice and training and education.  Healthcare practitioner 

actions in delivery of healthcare, and frustrations felt by staff, may generate aggression, both 

internal and client-initiated.  In the rural and remote healthcare setting several factors including 

isolated practice, use of temporary staff, independent decisions made in isolated healthcare 

practice, staff turnover, emergency support, travel distance and time delays, may all contribute to 

client aggression (NHMRC 2002b).  Insight into the culture of the community can both enable 

and immobilise the rural and remote healthcare worker (NHMRC 2002a, NHMRC 2002b).  The 

rural and remote healthcare worker typically has issues of anonymity, delays in apprehension of a 

reported perpetrator, and management of complex scenarios when the worker is connected with 

the community (NHMRC 2002a, NHMRC 2002b).  See Appendix 3 for further details.   

 

     Some expert stakeholders admitted it was difficult to see how an OHS framework alone could 

address these realities for the rural and remote healthcare worker.  They suggested that 

innovation by the healthcare worker to the context was often required because some of these 

problems suggested an enormous cost to remedy or couldn’t be fixed at all, as the lived reality of 

rural and remote healthcare work.   

5.2.11  Organisation and Culture 

 
     The factor of organisation and culture examines the organisation’s role in generating hazards.  

The literature shows that a hazard cannot be seen in isolation from other causes (Happell and 

Harrow 2010).  Client stakeholders identified that healthcare consumers should not be blamed for 

their behaviour without considering mitigating circumstances such as practice management, 

organisation and culture, and bullying and harassment.  Bowie et al (2005) argued that 

organisational behaviour and its culture is a key factor that contributes to the response of 

aggression on the part of the healthcare client and occurrence of the hazard (see also Kallert 

2008).  Client dissatisfaction with service provision by the healthcare organisation should form 
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part of an examination into incidents of client-initiated aggression, according to the literature 

(Langan 2010) and client stakeholders.  

 

     Stakeholders referred to a balanced approach involving consultation, continuous 

improvement, duty of care obligations, external compliance audits and complaints processes 

could enable an organisation to achieve change in organisational and cultural norms.  

Organisational responsibility, accountability, work systems, client access and cultural sensitivity 

are areas where improvement in healthcare is required according to the stakeholders. 

 
     Together, the literature and findings suggested that organisational responsibility, 

accountability, work systems, client access and cultural sensitivity have received some attention.  

Previous authors have discussed negative organisational and cultural approaches related to the 

hazard of client-initiated aggression, such as appropriating blame directly to the client or staff for 

an incident and organisational failure to act on a hazard (Duxbury 2002, Langan 2010, Mayhew 

2000a, Mayhew and Chappell 2001a, NHMRC 2002a, NHMRC 2002b, Spector 2001, 

Whittington 2002).   

 

     Stakeholders supported the notion that clients could not solely be blamed for initiating client-

initiated aggression without cause, with views about narrow and negative organisational and 

cultural approaches that ignore the importance of all four typologies of workplace violence 

(external, client-initiated, internal and organisational).  

5.2.12  Client consultation  

 
     From the stakeholder view, client consultation was viewed as particularly important, not only 

by client stakeholders but also by expert stakeholders and trainers.  Clients are experts on the 

perspectives of service users.  Any new healthcare system or approach needs to incorporate their 

views.  This includes issues specific to Aboriginal and Torres Strait Islander people, rural and 

remote residents as well as others with specific cultural, health, psychological or social needs.  

Client stakeholders indicated that genuine consultation from the inception of a program or 

strategy should involve consumers.  They formed the view that it should not be tokenistic and 

that financial payment for client participation should be provided.  This was a key finding from 

the stakeholder view.   
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    A statement indicating tolerance to violence and the rights and responsibilities for staff and 

clients is necessary to inform and provide knowledge of options for due diligence, legal 

boundaries, self-determination and autonomy.  A client-initiated aggression strategy is behest to 

encompass a statement to ensure cultural safety for Aboriginal and Torres Strait Islander 

healthcare clients. 

5.3 Limitations of the study 

     This was a small exploratory study and as such its conclusions should be interpreted within its 

context.  The study focussed on only two hospitals but did include an urban and a regional/rural 

hospital.  Stakeholders from these hospitals along with industry representatives from the same 

state were included, but data from 15 interviews and two focus groups were analysed.  In 

addition, the mix of individual interviews, joint interviews and focus groups means the data is 

somewhat inconsistent.  However, the findings in this study present a genuine attempt to inform 

this topic by anonymously presenting the voices of a range of stakeholders who have knowledge 

about, experience with and have reflected on client-initiated aggression. 
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5.4 Future directions for research on this topic  
 
     Based on this study some gaps in the literature have been noted.  Future directions identified 

through this research are: 

 Exploration of client views for consultation through networking.  Committed people are 

interested in contributing their views as clients of healthcare services.  Linkages with 

client consultants will meet healthcare policy aims to achieve improvements in healthcare 

quality, safety and access.  

 View of ATSI peoples related to a rights and responsibilities statement specific to this 

cultural group requires investigation to enhance cultural sensitivity and awareness. 

 Further research into why client-initiated aggression is relatively higher in the rural and 

remote setting requires investigation. 

 A large volume of data was gathered from stakeholder interviews surrounding the client 

perspective on client rights and responsibilities information, the client perspective as 

witnesses to violence, and ideas on sustainability and communication techniques.  This 

information could be considered as a resource in further research. 

 A multidisciplinary, multi-sector approach to client-initiated aggression in the Victorian 

healthcare sector is in early stages of development of a strategy.  A commitment by 

healthcare organisations is required for the application of knowledge to reduce the hazard.  

 Addition of material on prevention and management of client-initiated aggression to the 

undergraduate training and education curricula of all healthcare disciplines must be 

considered.   

 A compulsory yearly competency must exist across Victorian public healthcare services.   

 Recognition of training based on a needs/gap analysis and related to exposure requires 

development.  

 Finally, the findings of this research suggest that a central database for healthcare 

organisations containing information on training providers, gap analysis tools, and current 

knowledge content requirements would be beneficial. 
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5.5 Conclusion 
  
     This research benefited from the time, expertise and impassioned views of the participants.  

Stakeholders identified key factors to include in a multifaceted, organisation-wide risk 

management strategy that would facilitate identification of client-initiated aggression, improve 

responses to the hazard, and reduce exposure and re-occurrence of the hazard.  Stakeholders 

provided key information about factors related to the OHS model and other factors they thought 

useful in an approach as well as barriers to and enablers of implementation and sustainability of a 

strategy.   

 

     The literature and findings together identified twelve key factors for an acceptable, relevant 

and useful multifaceted, organisation-wide strategy to address client-initiated aggression.  The 

confirmed OHS factors are policy, procedure and practice, workplace design, training and 

education, monitoring and review and risk management.  Other factors identified in the literature 

included funding, an overarching approach and bullying and harassment.  Factors emphasised in 

the data included prevention, practice management, organisation and culture, and client 

perspectives.  This suggests that a comprehensive strategy to client-initiated aggression requires 

these additional elements to achieve a multifaceted, organisation-wide approach.  Within each 

factor, unique elements exist for application in a strategy.  Each of these factors is inter-related, 

and while they have been dissected here for detailed discussion, each is related to the other.  For 

example, a key prevention strategy is training, and training should inform PPP and has funding 

and WD considerations. 

 

     Stakeholders confirmed that all factors in a client-initiated aggression management strategy 

must be based on evidence derived through literature review and consultation; achieve cyclic 

continuous improvement for healthcare delivery quality, safety and standardisation; and be 

acceptable, relevant and useful in order to be adopted by the healthcare organisations, their 

clients and staff.  Executive commitment to a strategy must be maintained by achieving 

approaches proven effective by monitoring and review processes.  A key element of a strategy is 

to proactively promote prevention measures and to state organisational non-tolerance to client-

initiated aggression.  
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     The research found that the factor of PPP should respond to acceptable, relevant and useful 

approaches derived from evidence in literature and consultation, and updated through monitoring 

and review processes.  WD achieves hazard reduction by considering the physical environment 

and work systems.  Cost benefits are achieved if design reduces workplace hazards established 

early in the design process.  Consultation, communication and client-centred care are key to good 

workplace design.  Training and education examines relevance, content, delivery, cost and 

evaluation and should be applied after policy, procedure and practice are in place.  Targeted 

training occurs with analysis of training needs, and the cost burden of training must be 

considered.  Monitoring and review systems are vital to ensure evaluation, follow-up and 

updating of all implemented workplace change.   

 

     Funding providers require a prevention focus and consultation to achieve solutions at a local 

level.  Costs associated with client-initiated aggression are not fully understood but executive 

commitment to address the problem is required.  In an overarching approach, an organisation can 

state its policy, outline its processes and demonstrate organisational responsibility to address 

client-initiated aggression; it should state the rights and responsibilities of clients, staff and the 

organisation.  An overarching approach addresses the interplay of organisation and culture with 

practice management as causes that may generate client-initiated aggression, and identifies that 

all typologies of workplace violence must be applied in a strategy.     

 

     Prevention must be the primary organisational response and promoted to attract funding.  An 

approach that encompasses prevention should be based upon principles related to rights and 

responsibilities, standardisation, a statement of non-tolerance and application of policy.  A 

prevention approach should not be timid in using sanctions for non-compliance by staff, clients 

and the healthcare organisation.  Practice management addresses healthcare discipline practice, 

interpretation of roles and application of healthcare policy and guidelines in clinical care.  

Stakeholders identified that practice management must be accepted as a contributing factor to 

client-initiated aggression and therefore must be responsive to risk management.  Change in 

practice management can be achieved through policy, procedure, practice and training and 

education.  Stakeholders approved the use of sanctions to achieve cultural change and 

compliance so long as it applied to all.  Under the definition of ‘organisational’ violence, an 

organisation that is not responsive to feedback on perceived failures in service delivery breaches 

its duty of care.   
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     Risk management in healthcare underpins all processes in hazard management using OHS 

method of identification, assessment, control and monitoring and review.  It objectifies hazards, 

sets up a response, systematises whole organisation response and recognises all four typologies 

of workplace violence.  Bullying and harassment overlaps with organisation and culture and 

practice management.  An appropriate response to the typology of ‘internal’ violence is achieved 

by providing a statement of rights and responsibilities and applies sanctions where misconduct 

occurs. 

 

     A strategy to assess, prevent and manage client-initiated aggression cannot focus solely on the 

client; it must encompass other factors that contribute to client-initiated aggression.  The findings 

of this research confirm that all four typologies of workplace violence contribute in some way to 

the incidence of the hazard of client-initiated aggression.  A tolerance statement that defines all 

four typologies and describes the organisation’s tolerance and actions related to incidents of 

workplace violence must be evident and enforced in the healthcare setting.  Internal violence 

(bullying and harassment) impacts on clients, and relates to healthcare discipline practice.  The 

typology of ‘organisational’ violence relates to a healthcare organisation’s culture.  A responsible 

organisation should develop an acceptable, relevant and useful multifaceted, organisation-wide 

strategy to address workplace hazards including client-initiated aggression.    

 

     The benefits of engaging in comprehensive consultation with key stakeholders (including 

consumers) and potential users of a strategy were confirmed in this research.  Any aggression 

prevention and management strategy must focus on prevention in a proactive manner.  The 

physical design of health care services must continue to be sensitive to the possibility of client 

aggression.  It is notable that stakeholders saw a blanket ‘zero tolerance’ policy as unrealistic, but 

they agreed that a tolerance statement must exist.  The inclusion of applied OHS factors in a 

strategy may change perspectives related to hazard management, and with the implementation of 

a strategy gradual risk and incident reduction may occur.   

 
     In the literature, it is suggested that client-initiated aggression occurs with relatively greater 

frequency in rural and remote healthcare settings and with more severe impacts, but is formally 

reported more frequently in the metropolitan healthcare setting.  The remote and rural healthcare 

worker is at higher risk, particularly because of the types and rate of violence, access to firearms 
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in farming areas, and isolation and resourcing specific to the rural and remote healthcare setting.  

A matter for specific attention. 

 
     The most important discovery came from analysis of the client stakeholder’s data.  It was 

confirmed that a strategy should include a Human Rights and Rights and Responsibilities 

statement directed toward staff and clients and a tolerance to violence statement.  A strategy 

addressing client-initiated aggression must balance the rights and responsibilities of the 

healthcare organisation, staff and clients with respect to hazard management.  A strategy should 

outline a framework of all reasonable care, respect, cultural safety and legal boundaries for 

healthcare clients, staff and organisations.  A strategy that applies to Indigenous Victorians (who 

mostly live in rural and remote areas) should include a statement related to Indigenous healthcare 

and cultural safety.  A statement outlining rights and responsibilities within a strategy would 

present a framework enabling clients to act with due diligence in full knowledge of their legal 

boundaries and options for individual self-determination and autonomy. 

 

     This research set out to identify factors that stakeholders consider important when addressing 

client-initiated aggression in Victorian public healthcare.  Twelve factors were identified.  This 

research has addressed its aims and provided further understanding on the key research questions, 

as described in detail above.  It was clear stakeholders believed that a client-initiated aggression 

strategy sits well within an OHS approach, but reinforced the importance of prevention, practice 

management, organisation and culture, and client involvement.  Implementation of such a 

strategy will be effective or not based on an organisation-wide approach, funding, executive 

commitment and the use of state of knowledge in the implementation of the strategy.  It would be 

enhanced by using the above 12 factors.  Sustainability is likely to be due to effective 

implementation, relevance, ongoing executive commitment, attention to prevention, and by 

application to all typologies of workplace violence.   

 

     In conclusion, workplace violence is a serious issue confronting healthcare providers.  

Strategies are needed to address client-initiated aggression and other typologies of violence (see 

Bowie et al 2005).  This research suggests an approach or strategy to address client-initiated 

aggression can be well placed in an OHS framework but is required to incorporate prevention, 

practice management, organisation and culture, client perspectives and a rights and 

responsibilities statement, in order to establish an organisation-wide, multifaceted and serious 
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approach.  As outlined here, this is also dependent on executive commitment, staff participation, 

funding, adequate client consultation and commitment to prevention.  There is a long way to go 

before workplace violence will be eradicated; thus it is time to begin. 



MRH (The University of Melbourne) 2011   

- 128 - 



MRH (The University of Melbourne) 2011   

- 129 - 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

BIBLIOGRAPHY 



MRH (The University of Melbourne) 2011   

- 130 - 



MRH (The University of Melbourne) 2011   

- 131 - 

 

(1986) Mental Health Act Victoria Amended 1986. 

(1988) Public Health Services Victoria Act 1988. 

(1997) Aged Care Act (Commonwealth) 1997. 

(2004) Occupational Health & Safety Act Victoria 2004. 

ACT 1993, Reducing Occupational Violence. ACT Public Service Occupational Health and 
Safety Policy No: P-15, Occupational Health and Safety Unit, Chief Minister's Department, 
Australian Capital Territory Public Service. 

AIHW 2002, Rural and remote people. The Eighth biennial health report of the AIHW. 
Australian Institute of Health and Welfare,  Canberra, Australia. pp. 214-22; 270-273. 

AIHW 2005, Rural, regional and remote health - information framework and indicators - 
Vision 1b., in AIHW cat. no. PHE 69. 2005, Australian Institute of Health and Welfare, 
Canberra. 

Alli, BO 2001, Fundamental Principles of Occupational Health and Safety, International 
Labour Organisation, Geneva. 

Ansari, Z, Barbetta, T, Carson, NJ, Auckland, JJ, and Cicuttini, F 2003. ‘The Victorian 
ambulatory care sensitive conditions study: Rural and urban perspectives’. Praventivmed, 
vol 48, pp. 33-43. 
 
Arnetz, J and Arnetz, B 2000.  ‘Implementation and evaluation of a practical intervention 
programme for dealing with violence toward health care workers’. Journal of Advanced 
Nursing, Blackwell Publishing, vol 31 (3.), pp. 668-680. 

ASCC 2006.  Guidance on the principles of safe design for work, Australian Safety and 
Compensation Council, Auditor Generals Department, Australian Government.  

ASCC 2007, Safe Design, Australian Safety and Compensation Council Website, Australian 
Government. Date accessed:  September 30, 2007, 
http://www.ascc.gov.au/ascc/HealthSafety/SafeDesign/Understanding/Whatissafedesign.htm 

Ashton, A and Gill, SG 2000, Monitoring for Health Hazards at Work, Blackwell Publishing. 
Third Edition, UK, pp. 248 -290. 

http://www.ascc.gov.au/ascc/HealthSafety/SafeDesign/Understanding/Whatissafedesign.htm�


MRH (The University of Melbourne) 2011   

- 132 - 

Auditor General Victoria 2005, Managing patient safety in public hospitals, Government 
Printer, Melbourne.  

 
Australian Health Ministers 2003, National Mental Health Plan 2003 – 2008, Australian 
Health Ministers, Department of Health and Ageing: Mental Health & Suicide Prevention 
Branch, Department of Health and Ageing, Canberra. 

Australian Health Ministers' Advisory Council 2004, Cultural Respect Framework for 
Aboriginal and Torres Strait Islander Health, Australian Health Ministers' Advisory 
Council's Standing Committee on Aboriginal and Torres Strait Islander Health Working 
Party, Department of Health, South Australia. 

Australian Standards Limited 2007, Australian Standards: AS/NZ 4801 - 2001; A/NZS 4360 - 
1999; A/NZ ISO 9001 - 2000; A/NZS 14001 – 1996, Australian Standards Limited, Date 
Accessed 30 September 2007. http://www.standards.org.au/ 

Bee, P, Richards, D, Baker, J, Loftus, S, Bailey, L, and Lovell, K 2005, ‘Specialist 
educational intervention for mental health nursing staff: delivery, content and personal 
impact’, Journal of Advanced Nursing, vol 51, no.5: pp. 529-538. 

Bee, PB, Baker, JA, Richards, DA, Loftus, SJ, Bailey, L, Lovell, K, Woods, P, and Cox, R 
2005. ‘Organizing and delivering training for acute mental health services’, Journal of 
Psychiatric and Mental Health Nursing, vol 12: pp. 139-145. 

Benveniste, KA, Hibbert, PD, William WB, and Runciman, B 2005. ‘Violence in health care: 
the contribution of the Australian Patient Safety Foundation to incident monitoring and 
analysis’, Medical Journal of Australia, vol. 1837, pp. 348- 351.   

Bjorkly, S 1995. ‘Prediction of aggression in psychiatric patients: A review of prospective 
prediction studies’. Clinical Psychology Review, vol. 15, pp. 475-502. 

Bourke, L, Sheridan, C, Russell, U, Jones, G, Liaw, S, and DeWitt, D 2004. ‘Developing 
conceptual understanding of rural health practice’, Australian Journal of Rural Health, 
vol.12, pp.181-186. 

Bowie, V, Fisher, B, and Cooper, G 2005. Workplace Violence: Issues trends, strategies, 
Eds, Willan Publishing: Cullompton, Devon. 
 
Cal/OSHA 1994.  Cal/OSHA Guidelines for workplace security, Californian Occupational 
Health and Safety Administration, Government of California, San Francisco. 
 
Cal/OSHA 1998, Cal/OSHA Guidelines for Security and Safety of Health Care and 
Community Service Workers, Californian Occupational Health and Safety Administration, 
Department of Industrial Relations, San Francisco. 



MRH (The University of Melbourne) 2011   

- 133 - 

Chappell, D, and Di Martino, V 2006, Violence at work, Third Edition, International Labour 
Office, Geneva.  
 
Chapman R, Styles I, Perry L and Combs S 2010, Examining the characteristics of workplace 
violence in one non-tertiary hospital, Journal of Clinical Nursing, vol. 19, Issue 3-4, pp. 479-
488. 
 
Cheung, P, Schweitzer, I, Tuckwell, V, and Cowley, K 1997, ‘A prospective study of assaults 
on staff by psychiatric inpatients’, Medicine, Science and the Law, vol. 37, pp. 46-52. 

Conrad, RG, and Soule, RD 1997, Principles of evaluating worker exposure. The 
occupational environment - Its evaluation and control, DiNardi, SR, Editor, AIHA Press 
Fairfax, Virginia, pp.105 -129. 

Cooper, C, and Swanston, N 2002, Workplace violence in the health sector: State of the art, 
ILO/WHO/ICN/PSI Editor, International Labour Organisation, Geneva. 

Crowden, A (2008), ‘Distinct Rural Ethics’, The American Journal of Bioethics, vol 8:4, 
pp.65-67. 
 

Dent, G 2005, ‘Aggression Prevention and Management - Legal Issues’, proceedings in 
Prevention and Management of Aggression: Industry Forum 2005, University of Melbourne, 
School of Rural Health, Shepparton. 

Denzin, N.K 1989. Interpretive Interactionism. Newbury Park, CA:Sage. 

Department of Health 2004. Prevention of Workplace Aggression and Violence. Editor, 
Department of Health, June, 2004. Western Australian Government. 

  
DHS 2004, Industry occupational health and safety interim standards for preventing and 
managing occupational violence and aggression in Victoria’s mental health services, 
Metropolitan Health and Aged Care Services Division, Mental Health Branch, Department of 
Human Services, Victorian Government. 

DHS 2005a, Victorian taskforce report on violence in nursing, Nurse Policy Branch, 
Department of Human Services, State Government of Victoria, November 2005. 
 
DHS 2005b, Department of Human Services - Public Hospital Sector Occupational Health 
and Safety Management Framework Model. Metropolitan Health and Aged Care Services 
Division and Rural and Regional Health and Aged Care Services Division, Department of 
Human Services, Victorian Government. 

DHS 2005c, Occupational violence in nursing: An analysis of the phenomenon of code 
grey/black events in four Victorian hospitals, Editor, Policy and Strategic Projects Division, 
February 2005, Department of Human Services, Victorian Government. 
Bibliography Continued: 

 



MRH (The University of Melbourne) 2011   

- 134 - 

DHS 2005d, Rural directions for a better state of health, Rural and Regional Health Services 
Branch, Editor: Rural and Regional Health and Aged Care Services, Department of Human 
Services, Victorian Government, Melbourne. 

DHS 2006, Doing it with us not for us, Rural and Regional Health and Aged Care Services 
Division, Victorian Government Department of Human Services, Melbourne, Victoria, 
Australia. 
 
DHS 2007, Victoria - public hospitals and mental health services Policy and funding 
guidelines 2007 – 08, Metropolitan Health and Aged Care Services Division, Victorian 
Government, Melbourne. 
 
Department of Health 2004, Prevention of Workplace Aggression and Violence, Editor, 
Department of Health, June, 2004, Western Australian Government. 

Dictionary.com 2006a, Policy, n.d. Unabridged v 1.1, retrieved December 21, 2007, 
American Psychological Association APA, from Dictionary.com website: 
http://dictionary.reference.com/browse/policy 

Dictionary.com 2006b, Practice, n.d. Unabridged v 1.1, retrieved September 30, 2007, 
American Psychological Association APA, from Dictionary.com website: 
http://dictionary.reference.com/browse/practice 

Dictionary.com 2006c, Procedure. n.d., Unabridged v 1.1, retrieved September 30, 2007, 
American Psychological Association APA, from Dictionary.com website: 
http://dictionary.reference.com/browse/procedure 

Di Martino, V 2002, Workplace violence in the health sector: Country case studies – Brazil, 
Bulgaria, Lebanon, Portugal, South Africa, Thailand and an additional Australian study. 
ILO/ICN/WHO/PSI Joint Program on Workplace Violence in the Health Sector, Synthesis 
Report, forthcoming working paper, International Labour Organisation, Geneva, see: 
ilo.org/public/english/dialogue/sector/papers/health/violence-ccs.pdf, accessed January 2006. 

Di Martino, V 2003, Workplace violence in the health sector: Relationship of work stress and 
workplace violence in the health sector, International Labour Organisation, Geneva, see: 
ilo.org/public/english/dialogue/sector/papers/health/stress-violence.pdf, accessed January 
2006. 

Di Martino, V, Hoel, H, and Cooper, C 2003, ‘Preventing violence and harassment in the 
workplace’. Office for Official Publications of the European Communities, Luxembourg. 

Dixon, J, and Welch, N 2000, ‘Researching the rural-metropolitan health differential using 
the 'social determinants of health'. Australian Journal of Rural Health, vol. 8: pp.254-60. 

http://dictionary.reference.com/browse/policy�
http://dictionary.reference.com/browse/procedure�


MRH (The University of Melbourne) 2011   

- 135 - 

Duxbury, J 2002, ‘An evaluation of staff and patient views of and strategies employed to 
manage inpatient aggression and violence on one mental health unit: a pluralistic design’. 
Journal of Psychiatric & Mental Health Nursing, vol. 9, pp. 325-337. 

Duxbury, J, and Whittington, R 2004, ‘Causes and management of patient aggression and 
violence: staff and patient perspectives’. Issues and Innovations in Nursing Practice, vol. 
505, pp. 469 -478. 

Elbogen, EB and Johnson, SC 2009, ‘The intricate link between violence and mental 
disorder: Results from the national epidemiologic survey on alcohol and related conditions’, 
Archives of general psychiatry, vol.66 (2), pp.152-161.  
 
Farrell, G, and Cubit, K 2005, ‘Nurses under threat: A comparison of content of 28 
aggression management programs’, International Journal of Mental Health Nursing, vol. 14, 
no.1, pp. 44. 
 
Flannery, R, Hanson, M, and Penk, WE 1994a,  ‘Risk factors for psychiatric inpatient 
assaults on staff’, Journal of Mental Health Administration, vol. 21, pp. 24-31. 

Flannery, RB, Hanson, MA, Penk, WE and Flannery, GJ 1994b, ‘Violence against women: 
psychiatric patient assaults on female staff’, Professional Psychology, Research and Practice, 
vol. 25, pp. 182.184. 

Fry, AJ, O’Riordan, D, Turner, M, & Mills, K 2002, ‘Survey of aggressive incidents 
experienced by community mental health staff’, Australian and New Zealand Journal of 
Mental Health Nursing, vol. 112, pp. 112-120. 

Gacki-Smith, MPH, Juarez A, Boyett L, Homeyer C, Robinson L and MacLean S 2009, 
Journal of Nursing Administration, vol.39, N.7/8, pp.340-349. 

 
Geason, S, and Wilson, P 1989, Designing out crime: Crime prevention through 
environmental design, Australian Institute of Criminology, Canberra. 

Gournay, K 2005, ‘The changing face of psychiatric nursing’, Advances in Psychiatric 
Treatment, vol. 11, pp. 6-11. 

Government of Western Australia 2006, Violence, Aggression and Bullying At Work: A code 
of practice for prevention and management, Commission for Occupational Health and Safety, 
Government of Western Australia. 

Happell, B and Harrow, A 2010, ‘Nurses attitudes to the use of seclusion: A review of the 
literature’, International Journal of Mental Health Nursing, vol. 19, pp162-168. 

 
Hays, R 2002, Practising Rural Medicine in Australia, Eruditions Publishing, Melbourne.  



MRH (The University of Melbourne) 2011   

- 136 - 

Hogh A, Sharipova M and Borg W 2008, Incidence and recurrent work-related violence 
towards healthcare workers and subsequent effects.  A one-year followup study, 
Scandinavian Journal of Public Health, vol. 36, pp. 706-712. 
 
Humphreys, JS 1999, ‘Rural health status: What do statistics show that we don't already 
know’, Australian Journal of Rural Health, vol.7, pp.60-63. 

 
*ILO/ICN/ WHO/PSI 2002, Framework Guidelines for Addressing Workplace Violence in 
the Health Sector, Joint Project on Workplace Violence in the Health Sector Editor, 
International Labour Office, Geneva. 

Jick, TD 1979, ‘Mixing Qualitative and Quantitative Methods – Triangulation in Action’, 
Administrative Science Quarterly, vol 24:4, pp. 602-611 

Johnstone, R 2004, Occupational Health and Safety Law and Policy: Text and materials, 
Second edition. Lawbook Co., Sydney.  

Kallert, T.W, 2008, ‘Coercion in Psychiatry’, Current Opinion in Psychiatry, vol.21:5, 
pp.484-489. 
 
Kennedy, M 2005, ‘Violence in emergency departments: under-reported, unconstrained, and 
unconscionable’, Medical Journal of Australia, Source: Media Monitors, Section: General 
News, 3 October 2005, pp. 362. 
 
Krug, E, Dahlberg, L, Mercy, JA, Zwi, AB, and Lozano, R (eds) 2002, World Report on 
Violence and health, World Health Organization, Geneva. 
 
Lam, T 2002, ‘Aggression Exposure and Mental Health Among Nurses’, Australian e-
Journal for the Advancement of Mental Health, vol. 12, pp. 1-12. 
 
Lancee, WJ, Gallop, R, McCay, E, and Toner, B 1995, ‘The relationship between nurses' 
limit setting styles and anger in psychiatric in-patients’, Psychiatric Services, vol. 46. pp. 
609-613. 

Langan J 2010, ‘Challenging assumptions about risk factors and the role of screening for 
violence risk in the field of mental health’, Health, Risk and Society, vol. 12, No.2, pp.85-
100. 
 
Liaw, ST and Fitzpatrick S (eds.) 2008, ‘A textbook of Australian Rural Health’, Australian 
Rural Health Education Network, Canberra. 
 
Mayhew, C 2000a, Preventing Client-Initiated Violence: A Practical Handbook, Editor, 
Australian Institute of Criminology, Federal Government of Australia. 

 
Mayhew, C 2000b, Preventing Violence Within Organisations: A Practical Handbook, 
Editor, Australian Institute of Criminology, Australian Government. 
 



MRH (The University of Melbourne) 2011   

- 137 - 

Mayhew, C, and Chappell, D 2001a, Occupational Violence: Types, Reporting Patterns, and 
Variations between Health Sectors, School of Industry Relations and Occupational and 
Centre, University of New South Wales, Sydney. 

 
Mayhew, C, and Chappell, D 2001b, Taskforce on the Prevention and Management of 
Violence in the Health Workplace, Prevention of Occupational Violence in the Health 
Workplace in Working Paper Series, 2001, University of New South Wales. 
 
Mayhew, C, and Chappell, D 2005, ‘Violence in the workplace: The challenge for health 
authorities is to implement effective preventative strategies and zero-tolerance policy’, 
Medical Journal of Australia, vol.1837. 
 
Melbourne Health 2005, Management of Clinical Aggression MOCA: Pre-training Manual. 
Part.1. 2005, Melbourne Health, Department of Human Services, Victorian Government 
Melbourne. 

Miles, MB and Huberman, AM 1994, Qualitative Data Analysis – An Expanded Sourcebook, 
Second Edition. Thousand Oaks, California: Sage. 

MOVAIT 2005, Management of Violence and Aggressive Incidents Training, Barwon 
Health, Department of Human Services, Victorian Government. 

Mullen, E 1997, ‘Workplace violence: cause for concern or the construction of a new 
category of fear’, Journal of Industrial Relations, vol. 39, pp. 21-32. 

Murray, G, Judd, F, Jackson, H, Fraser, C, Komiti, A, Hodgins, G, Pattison, P, Humphreys, J. 
and Robins, G 2004, ‘Rurality and mental health: the role of accessibility’, Australian and 
New Zealand Journal of Psychiatry, vol. 38:8, pp. 629-634, August 2004. 
 
Nau J, Halfens R, Needham I and Dassen T 2010, ‘Student nurses’ de-escalation of patient 
aggression: A pretest-posttest intervention study’, International Journal of Nursing Studies, 
vol. 47, pp. 699-708. 

NHMRC 2002a, Report on a review of literature on the epidemiology of violence in rural 
and remote Australia and resources to the management of violence, National Health and 
Medical Research Council, Commonwealth Government of Australia. 

NHMRC 2002b, When it’s right in front of you: Assisting health care workers to manage the 
effects of violence in rural and remote Australia, National Health and Medical Research 
Council, Commonwealth Government of Australia. 

Nijman, HLI, a Camp, JMLG, Racelli, DP, and Merckelbach, HLGJ 1999, ‘A tentative model 
of aggression on inpatient psychiatric wards’, Psychiatric Services, vol. 50, pp. 832-834. 

NSW Health 2002, Taskforce on Prevention and Management of Violence in the Health 
Workplace, New South Wales Health, NSW Department of Human Services, Government of 
New South Wales. 



MRH (The University of Melbourne) 2011   

- 138 - 

NSW Health 2003, Zero Tolerance Response to Violence in the NSW Health Workplace, New 
South Wales Health, NSW Department of Human Services, 2003, New South Wales 
Government. 

NSW Police 2007, Safer by Design, New South Wales Police, Government of New South 
Wales. 

NOHSC 1999, Program One Report: Occupational violence, 51st Meeting of NOHSC, 
National Occupational Health and Safety Commission, Hobart. 
 
Nurse Policy Branch 2005.  Victorian taskforce on violence in nursing.  Editor, Department 
of Human Services, Victoria, November, 2005.  State Government of Victoria. 

 
NVivo qualitative data analysis software; QSR International Pty Ltd. Version 9, 2007. 
 
OATSIH 1989, A National Aboriginal Health Strategy, National Aboriginal Health Strategy 
Working Paper, Office of Aboriginal and Torres Strait Islander Health, Department of Health 
and Ageing, Canberra. 

OSHA 2004. Guidelines for Preventing Workplace Violence for Health Care and Social 
Service Workers. Occupational Safety and Health Administration. Editor, U.S. Department of 
Labor, 2004. 
 
Opie T, Lenthall S, MacLeod M, Knight S, Dunn S and Rickard G 2010, ‘Trends in 
workplace violence in the remote area nursing workforce’, Australian Journal of Advanced 
Nursing, vol. 27, No. 4, pp.18-23. 
 
Patton MQ 1999, ‘Enhancing the quality and credibility of qualitative research’, HSR: 
Health Services Research, vol 34:5. Part II. pp. 1189-1208. 

 
Pich J, Hazelton M, Sundin D and Kable A 2010, Patient-related violence against emergency 
department nurses, Nursing and Health Sciences, vol. 12, pp. 268-274. 
 
Polaschek, NR 1998, ‘Cultural safety: a new concept in nursing people of different 
ethnicities’, Journal of Advanced Nursing, vol. 27, pp. 452-457. 

Productivity Commission 2004, National Workers' Compensation and Occupational Health 
and Safety Frameworks, Productivity Commission, Australian Government. 
 
Reynolds C 2004.  Public Health: Law & Regulation. The Federation Press. 

Purtilo R, and Sorrell J 1986, The ethical dilemmas of a rural physician,  Hastings Centre 
Report.  New York.  
 
RCP 1998, Management of Imminent Violence, Occasional Paper OP41, Royal College of 
Psychiatrists, London. 



MRH (The University of Melbourne) 2011   

- 139 - 

Rice P.L and Ezzy D 1999, Qualitative research methods: a health focus. Oxford University 
Press,.Melbourne. 1999. 
 

Ridley J, and Channing D 2003, Risk Management. Sixth Edition, Butterworth-Heinemann, 
Oxford. 

Robinson N 1999, ‘The use of focus group methodology – with selected examples from 
sexual health research’, Journal of Advanced Nursing, vol. 29:4. pp. 905-913. 

 
Seidman I 2006, Interviewing as qualitative research: a guide for researchers in education 
and the social sciences, 3rd edition, Teachers College Press, New York. 
 
Scopelliti J, Judd F, Grigg M, Hodgins G, Fraser C, Hulber, C, Endacot, R, and Wood, A 
2004. Dual relationships in mental health practice: Issues for clinicians in rural settings. 
Australian and New Zealand Journal of Psychiatry. Vol.38: p. 953-59. 

 
Spector R 2001, ‘Is there racial bias in clinicians' perceptions of the dangerousness of 
psychiatric patients? A review of the literature’, Journal of Mental Health, vol. 101, pp. 5-15. 

Tanaghow, APA 2006, Seclusion: Chief Psychiatrist's Guideline, Victorian Department of 
Human Services. Mental Health Branch, Victorian Government, Melbourne. 

Tolhurst, H, Bell, P, Baker, L, Murray, G, Talbot, J, McMillan, J, and Sutton, A 1999, After 
hours medical care and the personal safety needs of rural general practitioners. In 5th 
National Rural Health Conference proceedings, National Rural Health Alliance, 1999. 

Tolhurst, H, Baker, L, Murray, G, Bell, P, Sutton, A, & Dean, S 2003, ‘Rural General 
Practitioner Experience of Work-Related Violence in Australia’, Australian Journal of Rural 
Health, vol. 115: pp. 231 - 236. 

TRAAM 2005, TRAAM: Tiered Response to Aggression and Assault Management, Northeast 
Health Wangaratta, Department of Human Services, Victoria Government. 

TRAMS 2005, TRAM: Therapeutic Response to Aggression Management, St Vincent's 
Health Melbourne, Department of Human Services, Victorian Government. 

Turnbull, J, and Paterson, B 1999, Aggression and Violence: Approaches to Effective 
Management, (eds). Turnbull J, and Paterson, B, Macmillan: London. 

Tuschke, H and Laver, S 2006, Preparing a Resource Toolkit Manual for Health Workplaces 
in Victoria. Non-Tolerance of Violence: Prevention and Management of ‘Client Initiated’ 
Aggression in Victoria's Health Services, Aggression Prevention and Management Project, 
Melbourne Health and Northeast Health Wangaratta, 10 October, 2006, Work in progress for 
Victorian WorkCover Authority, Victorian Government, Melbourne. 
 



MRH (The University of Melbourne) 2011   

- 140 - 

UK Police 2007. Secured by Design. Home Office. United Kingdom Police.  United 
Kingdom Government. Date Accessed: September 30, 2007. 
http://www.securedbydesign.com/ 

VWA 2002, SafetyMAP: Auditing Health and Safety Systems, Victorian WorkCover 
Authority (eds.), Victorian Government, Melbourne. 

VWA 2003, Guidance Note on the Prevention of Bullying and Violence at Work, Victorian 
WorkCover Authority (eds.), Victorian Government, Melbourne. 
 
VWA 2004, Safety Development Fund: Aggression Prevention and Management Project 
Funding Agreement with Melbourne Health and Northeast Health Wangaratta, Victorian 
WorkSafe Authority, November 2004, Victorian Government, Melbourne. 

 
Wakerman, J 2009, Innovative rural and remote primary healthcare models: what do we 
know and what are the research priorities, Australian Journal of Rural Health, vol. 17, Issue 
No.1, pp. 21-26. 

 
Weetra, C 2001, ‘Working with Aboriginal people in Rural and Remote South Australia.  A 
cultural awareness handbook for people working in the health professions’, South Australian 
Centre for Rural and Remote Health, Adelaide University and University of South Australia, 
South Australia. 

Whittington, R 2000, ‘Understanding the problem of violence in mental health care settings’, 
NT Research, vol.5, pp. 113-114. 

Whittington, R 2002, ‘Attitudes toward patient aggression amongst mental health nurses in 
the 'zero tolerance' era: associations with burnout and length of experience’, Journal of 
Clinical Nursing, vol. 11, pp. 819-825. 

Whittington, R, and Wykes, T 1994, ‘An observation study of associations between nurse 
behaviour and violence in psychiatric hospitals’, Journal of Psychiatric & Mental Health 
Nursing, vol. 1, pp. 85-92. 

Williams R 1999, Cultural safety – what does it mean for our work practice? Australia and 
New Zealand Journal of Public Health, vol. 23, Issue No. 2, pp.213-214 (Quote p.213) 
 
Winstanley. S, and Whittington, R 2002, ‘Violence in a general hospital: comparison of 
assailant and other assault-related factors on accident and emergency and inpatient wards’, 
ACTA, Psychiatrica Scandinavica, vol. 106, pp. 144-147. 

Wiskow, C 2003, Guidelines on Workplace Violence in the Health Sector. Comparison of 
major known national guidelines and strategies: United Kingdom, Australia, Sweden, USA 
OSHA and California, (eds.) ILO/WHO/ICN/PSI, Geneva. 

http://www.securedbydesign.com/�


MRH (The University of Melbourne) 2011   

- 141 - 

WorkSafe Victoria 2008. Prevention and management of aggression in health services – A 
handbook for workplaces’.  Canham, K. Health and Aged Care Sector.  Victoria. 
 

Worksafe WA 2006, Code of Practice: Violence, Aggression and Bullying at Work, 
Worksafe Western Australia and The Commission for Occupational Safety and Health, 
Western Australia Government, Western Australia. 

Worksafe Western Australia and The Commission for Occupational Safety and Health, 
Western Australia.  2006.  Code of Practice: Violence, Aggression and Bullying at Work.  
Western Australia Government. 

 
WHO 1996, Prevention of violence: Public health priority, in Forty-ninth World Health 
Assembly, Forty Ninth World Health Assembly, World Health Organization (eds.), Geneva. 
 
World Health Organisation.  2002. World report on violence and health.  Editor, World 
Health Organisation, Geneva. 
 
WHO 2004, Preventing violence: A guide to implementing the recommendations of the World 
report on violence and health. World Health Organization (eds.), Geneva. 
 
Wright, S, Lee, S, Sayer, J, Parr, A, and Gournay, K 2000, ‘A review of the content of 
management of violence policies in in-patient mental health units’, Mental Health Care, vol. 
3, pp. 373-376. 
 
Zarola, A, and Leather, DP 2006, ‘Violence and aggression management training for trainers 
and managers. A national evaluation of the training provision in healthcare settings’, The 
University of Nottingham, Nottingham. 

*ILO/ICN/WHO/PSI: International Labour Office ILO, International Nurses Council 
ICN, World Health Organization WHO, Public Services International PSI. 

 
 
 
 
 
 
 
 
 
 
 
 



MRH (The University of Melbourne) 2011   

- 142 - 

 



MRH (The University of Melbourne) 2011   

- 143 - 

 
 
 
 
 
 
 
 
 
 
 
 

APPENDICES 
 
 
 



MRH (The University of Melbourne) 2011   

- 144 - 

 



MRH (The University of Melbourne) 2011   

- 145 - 

Appendix 1: Other approaches for the health care setting including Codes of Practice, 

Policy, Guidelines and Frameworks. 

Table 1. Sixteen documents examined related to the prevention and management of 
client initiated aggression in the health care setting including Codes of Practice, 
Policy, Guidelines and Frameworks. 
1 Code of Practice:  Violence, Aggression and Bullying or Internal Violence at Work, 2006.  

Government of Western Australia, The Commission for Occupational Health and Safety 
and WorkSafe. (WorkSafe WA 2006) 

2 Prevention of Workplace Aggression and Violence:  Policy and Guidelines.  2004. 
(Department of Health, Western Australia. 2004)  

3 Victorian taskforce on violence in nursing.  Final Report, 2005.  Department of Human 
Services, Victorian Government. (DHS 2005a).  

4 Industry occupational health and safety interim standards for preventing and managing 
occupational violence and aggression in Victoria’s Mental Health Services 2004.  
Department of Human Services, Victoria. (Department of Human Services, Victoria 2004) 

5 Zero Tolerance – Response to violence in the NSW Health workplace.  Policy and 
Framework Guideline. 2003.  (NSW Health 2003).  

6 Preventing Client-Initiated Violence: A Practical Handbook 2000.  (Mayhew 2000).  
7 OSHA Guidelines for Preventing Workplace Violence for Health Care and Social Services 

Workers.  (OSHA 2004).  
8 ACT Public Service Occupational Health and Safety Policy No: 15.  Reducing Occupational 

Violence. (ACT 1993). 
9 When it’s right in front of you:  Assisting health care workers to manage the effects of 

violence in rural and remote Australia. NHMRC 2002.  
10 Taskforce on the Prevention and Management of Violence in the Health Workplace.  

Discussion Paper No: 2.   Prevention of Occupational Violence in the Health Workplace.  
(Mayhew and Chappell 2001). 

11 WorkSafe Victoria: Prevention of Bullying and Violence At Work:  Guidance Note.  
(WorkSafe 2003).  

12 Preventing violence: A guide to implementing the recommendations of the World report on 
violence and health.  (WHO 2004).  

13 Framework Guidelines for Addressing Workplace Violence in the Health Sector. 
(ILO/ICN/WHO/PSI 2002).  

14 Guidelines on Workplace Violence in the Health Sector.  Comparison of major known 
national guidelines and strategies : UK, Australia, Sweden, USA. (Wiskow 2003).  
ILO/ICN/WHO/PSI.  

15 Violence at Work.  International Labour Organisation.  (Chappell and Di Martino, 2006).  
16 Preparing a Resource Toolkit Manual for Health Workplaces in Victoria.  Non-Tolerance of 

Violence.  Prevention and Management of Client-Initiated Aggression in Victoria’s Health 
Services. (Tuschke and Laver 2006). 
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Appendix 2: Factors indicated in the literature to generate client-initiated aggression  

2.1 OHS Factors 

2.1.1 Policy Procedure and Practice 

 

Factors related to Policy, Procedure and Practice are as follows: 

 
1. Violence policy not operationalised within the workplace (DH, Chappell and Di Martino 

2006, VWA 2003, Mayhew 2000b, ILO/WHO/ICN/PSI 2002, Worksafe WA,2006, NSW 

Health 2003, OSHA 2004, ACT 1993, Mayhew and Chappell 2001b, Wiskow 2003); 

2. Inadequate policies (Wright et al 2000); 

3. Relationships with other agencies and information exchange (DHS 2005a, Chappell and 

Di Martino 2006, WWA 2003, NSW Health 2003, NHMRC 1999); 

4. Minimal service delays (DHS 2005a, Chappell and Di Martino 2006, Worksafe WA 

2006, OSHA 2004, ACT 1993, Mayhew and Chappell 2001b, Wiskow 2003); 

5. Dress Code (VWA 2003, NSW Health 2003, OSHA 2004, Wiskow 2003); 

6. Obligations around mandatory reporting in rural and remote communities and response 

from the community (NHMRC 2002b); 

7. Work systems - client flow (DHS 2005a, VWA 2003, DHS 2004, NHMRC 2002b, NSW 

Health 2002, Mayhew and Chappell 2001b, Wiskow 2003, Flannery et al 1994b); 

8. Staff identification (DHS 2005a, Chappell and Di Martino, 2006, Mayhew and Chappell, 

2001b); 

9. Access to data (DHS 2004, NSW Health 2002, NSW Health 2003, OSHA 2004, Chappell 

and Di Martino 2006); 

10. Reduction of cash, valuables (Chappell and Di Martino 2006, VWA 2003, Mayhew 

2000a, NHMRC 2002b, Worksafe WA 2006, Mayhew and Chappell 2001b); 

11.  In the rural and remote health sector practical problems with meeting legal requirements 

such as mandatory reporting.  This may include pressure not to report, action required 

against a friend, relative, acquaintance, fellow worker or employee, or lack of anonymity 

(NHMRC 2002b); 

12. In the rural and remote health sector, size and connections within the community may 

obviate the potential for, or the impact of, reporting.  At a personal level, the healthcare 
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worker can be ostracised and made to feel they have breached the community’s trust 

(NHMRC 2002b); 

13. In the rural and remote health sector, conflict may arise around ethics, of the community, 

the worker and the worker’s professional code of practice (NHMRC 2002b); 

14. In the rural and remote sector, conflict in mandatory reporting and cultural sensitivity.  

Some Australian communities condone aggression and violence to resolve conflict & 

disputes.  It is identified that some communities may seek to manage conflict and disputes 

themselves that is in opposition to the legal requirement (NHMRC 2002b). 

2.1.2 Workplace Design  

 

Factors associated with Workplace Design are:     

 
1. Physical ward layout and environment (Duxbury and Whittington 2004); 

2. Unrestricted areas – poor access control – separation of staff from patient areas (DHS 

2005a, Chappell and Di Martino 2006, VWA 2003, ILO/WHO/ICN/PSI 2002, NHMRC 

2002b, NHMRC 2002a, Worksafe WA 2006, NSW Health 2003, OSHA 2004, Mayhew 

and Chappell 2001b Wiskow 2003); 

3. Weapons screening at Emergency Department; removal of weapons; metal detectors 

(DHS 2005a, DHS 2004, Chappell and Di Martino 2006, Mayhew 2000a, Worksafe WA 

2006, Wiskow 2003, Cal/OSHA 1998); 

4. Security, surveillance, Closed Circuit TV, curved mirrors (DHS 2005a, DHS 2004, 

Chappell and Di Martino 2006, Mayhew 2000a, ILO/WHO/ICN/PSI 2002, Worksafe WA 

2006, OSHA 2004, Mayhew and Chappell 2001b, Wiskow 2003); 

5. Overcrowding and lack of privacy (DHS 2004, Worksafe WA 2006, Nijman et al 1999); 

6. Poor temperature control (Nijman et al 1999); 

7. Free from noxious environmental factors, comfortable, safe, private and homely (RCP 

1998); 

8. Poor lighting (DHS 2005a, Chappell and Di Martino 2006, ILO/WHO/ICN/PSI 2002, 

Worksafe WA 2006, Mayhew and Chappell 2001b); 

9. Target hardening  (management to secure space at risk) (Mayhew and Chappell 2001b, 

Wiskow 2003); 
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10. Alarm systems (DHS 2005a, DHS 2004, Chappell and Di Martino 2006, VWA 2003, 

ILO/WHO/ICN/PSI 2002, NHMRC 2002b, Worksafe WA 2006, NSW Health 2003, 

OSHA 2004, Mayhew and Chappell 2001b, Wiskow 2003); 

11. Noise (DHS 2005a, DHS 2004, ILO/WHO/ICN/PSI 2002, ACT 1993, Wiskow 2003); 

12. Electronic communication - mobile phones, personal alarms (Chappell and Di Martino 

2006, VWA 2003, DHS 2004, NHMRC 2002b, Worksafe WA 2006, OSHA 2004, 

Wiskow 2003); 

13. Décor and entertainment (Chappell and Di Martino 2006, DHS 2004, Worksafe WA 

2006, ACT 1993, OSHA 2004, Zarola and Leather 2006, Wiskow 2003, 

ILO/WHO/ICN/PSI 2002); 

14. Waiting rooms furniture and fittings - appropriate furnishing, comfortable, no objects 

which could be weapons (DHS 2005a, Chappell and Di Martino 2006, Mayhew 2000a, 

ILO/WHO/ICN/PSI 2002, Worksafe WA 2006, O' Connell et al 2000, OSHA 2004, ACT 

1993, Mayhew and Chappell 2001b); 

15. Locks on drug and equipment storage (NHMRC 1999, NHMRC 2002b, NSW Health 

2003, Mayhew and Chappell 2001b); 

16. Treatment rooms locked and interview rooms have two exits- risk control (VWA 2003, 

NSW Health 2003, OSHA 2004, Wiskow 2003); 

17. Reception and Triage protected (DHS 2005a, Chappell and Di Martino 2006, VWA 2003, 

Mayhew 2000a, NHMRC 2002b, Worksafe WA 2006, NSW Health 2003, OSHA 2004, 

Wiskow 2003); 

18. Clear signage (DHS 2005a, DHS 2005b); 

19. Space and equipment management (DHS 2005a, DHS 2004, Chappell and Di Martino 

2006, ILO/WHO/ICN/PSI 2002, Wiskow 2003); 

20. Lockable secure separate bathrooms for staff and clients (OSHA 2004); 

21. Parking - safe, well lit, patrolled (Chappell and Di Martino 2006, OSHA 2004, Mayhew 

and Chappell 2001b); 

22. Escape routes, 2 doors in interview rooms (DHS 2004, NHMRC 2002a, NHMRC 2002b, 

OSHA 2004) 

23. Safe - escape rooms (NHMRC 2002b, OSHA 2004, Mayhew and Chappell 2001b). 
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2.1.3 Training and Education 

 

      Processes to address precipitating factors related to T&E in response to client-initiated 

aggression, suggests an action in response to that risk.     The precipitating factors associated with 

the criteria Training and Education are: 

 
1. Inadequate training (Duxbury 2002, Wright et al 2000); 

2. False positives in staff predictions of patients as dangerous compared to actual behaviour, 

ranging from 64% (short term) and 58% (long term) (Bjorkly 1995); 

3. In the rural and remote sector, multi-disciplinary training is required in relation to 

knowledge about violence, attitudes, communication skills and cultural sensitivity 

(NHMRC 2002b); 

4. A rural and remote healthcare worker needs special skills in de-escalation (NHMRC 

2002b); and 

5. Supervision and mentoring necessary for isolated health worker (NHMRC 2002b). 

 

2.1.4 Monitoring and Review 

 
See body of text in Chapter 2. 
 

2.2 Other Factors 

2.2.1 Factors under Funding 

 
See body of text in Chapter 2. 

2.2.2 Factors encompassing Social Aspects 

 
Social factors are: 

2.2.2.1 Time Profile  

 
     The following factors demonstrate a correlation with higher incidence of client-initiated 

aggression at times of healthcare and community activity: 

 

1. Evenings (Mayhew and Chappell 2001a); 

2. Weekends (Mayhew and Chappell 2001a); 
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3. Public holidays (Mayhew and Chappell 2001a); 

4. Late shopping nights (Mayhew and Chappell 2001a);  

5. Handover times (Whittington and Wykes 1994, Flannery et al 1994a, Mayhew and 

Chappell 2001a); and 

6. Patient activity times – bathing, changing, dining (Flannery et al 1994a, Mayhew and 

Chappell 2001a). 

2.2.2.2 Social factors  

 
     Social factors that are identified are: 
 

1. High unemployment and marginalisation of a disaffected and neglected underclass 

provides a backdrop (Mullen 1997); 

2. De-institutionalisation of those with mental health problems without adequate resources 

(Cal/OSHA 1998); 

3. Carriage of weapons for personal protection, agriculture purposes or societal tolerance 

(NHMRC 2002b, NHMRC 2002a, Cal/OSHA 1998); and 

4. Presence of societal, familial, domestic violence (NHMRC 2002a, Flannery et al 1994b). 

2.2.3 Factors under Practice Management 

 

Factors related to Practice Management are: 

 
1. Almost all assaults occur with at least one other staff member present (Winstanley and 

Whittingon 2002); 

2. Unwelcome or coercive treatments – Limit setting, Involuntary admission, Restraint, 

Seclusion, Medication (Duxbury, 2002, Spector 2001, Lancee et al 1995, Cheung et al 

1997, Gournay 2005, Whittington and Wykes 1994); 

3. Facility location, isolated practice (DHS 2005a, Mayhew 2000a, NHMRC 1999, 

NHMRC 2002b, Worksafe WA 2006, NSW Health 2003, OSHA 2004, Wiskow 2003); 

4. Use of temporary staff (Turnbull and Paterson (eds) 1999); 

5. High risk around admission - 60% assaults occur within 3 days of admission; 16% on day 

of admission (Winstanley and Whittingon 2002); 

6. Insufficient staff resources, especially at high activity times (Nijman et al 1999, Mayhew 

and Chappell 2001a); 
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7. In the rural and remote health sector, a care worker maybe tempted to take the law into 

their own hands because of resource issues (NHMRC 2002b); 

8. In the rural and remote health sector, high turnover of staff generates a break in 

continuity, knowledge, service (NHMRC 2002b); 

9. In the rural and remote health sector, a lack of police and emergency services.  Response 

time may range from 20 minutes to several hours.   Delays in apprehending violent 

offenders in rural and remote areas occurs as a consequence of these factors (NHMRC 

2002b); 

10. In the rural and remote health sector, greater distances are covered in a practice day for 

home visits with timeframes of days or weeks, and not in minutes or hours as in the 

metropolitan sector (NHMRC 2002b); and 

11. Complications and time delays in transport of perpetrators and victims out of the 

community (NHMRC 2002b). 

2.2.4 Factors under Organisation and Culture 

 
       Factors related to Organisation and Culture identifies aspects of the operational behaviour 

and the culture of a healthcare organisation that may increase the risk of client-initiated 

aggression.   The literature identifies the impacts and interplay of the Organisation and Culture as 

a precipitant to client-initiated aggression and include: 

 
1. Waiting periods in excess of 20 minutes (Mayhew 2000a); 

2. Refusal of service (Mayhew 2000a); 

3. Prolonged and untreated pain (Mayhew 2000a); 

4. Misconceptions related to language or cultural traditions (Mayhew 2000a); 

5. Poor information systems to clients and relatives on their health and treatment status 

(Mayhew and Chappell 2001a); 

6. Cultural stereotyping including skin colour related to differentials in diagnostic 

categorisation and coercive mental healthcare (U.S. & U.K.) (Spector 2001); 

7. Staff gender, age and experience (Duxbury 2002); 

8. Face to face contact (Duxbury 2002); 

9. Less senior staff spend more time with patients thus increasing risk exposure 

(Whittington 2002); 

10. Lack of anonymity in rural and remote practice (NHMRC 2002b, NHMRC 2002a); 
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11. Delays in police apprehension or transfers of a violent person in rural and remote 

communities (NHMRC 2002b, NHMRC 2002a); and 

12.  Insight into the culture of the community can immobilise the worker (NHMRC 2002b, 

NHMRC 2002a). 

 

2.2.5 Factors under Bullying and Harassment  

 

See body of text in Chapter 2. 

2.2.6 Factors surrounding Clients 

 
Factors surrounding clients are: 

2.2.6.1 Client Profile 

 
1. Clients returning from leave, and carrying weapons on return (Cal/OSHA 1998); 

2. Some people with mental health disorders (Cal/OSHA 1998); 

3. Neurologically impaired – congenital, acquired brain injury, dementias, delirium (DHS 

2005a, Benveniste et al 2005); 

4. Age, gender and diagnosis (RCP 1998); 

5. Psychosis or stress reaction (RCP 1998); 

6. History of violence (Mayhew and Chappell 2001a, Cal/OSHA 1998); 

7. Substance use (Kennedy 2005, Benveniste et al 2005);  

8. Inpatient, more likely, female perpetrator aged over 70 years (Winstanley and Whittingon 

2002); 

9. Male Youth; 

10. Young males affected by alcohol (Cal/OSHA 1998); 

11. Young males in the inpatient setting (Duxbury 2002);  

12. Young males with a diagnosis of schizophrenia with a previous history of drug use and 

violence (RCP 1998, Flannery et al 1994b); 

13. Clients who use illicit substances, particularly cocaine or multiple drugs (Cal/OSHA 

1998, Gournay 2005); 

14. Correlation with payment (social security) schedules (Mayhew and Chappell 2001a); 
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15. Mental health clients who demonstrate poor compliance on psychotropic medication 

(Gournay 2005); 

16. Deliberate tactic to obtain preferred services or quicker response (Mayhew and Chappell 

2001a); and 

17. Expressive complaints which may have a cultural basis, but may be misinterpreted as 

aggression (Mayhew and Chappell 2001a). 

2.2.6.2 Client view on precipitating factors 

 
1. Too much ward activity (Flannery et al 1994a); 

2. Restriction or lack of liberty (Duxbury and Whittington 2004); 

3. Negative staff attitudes (Duxbury 2002, Nijman et al 1999); 

4. Use of medication, restraint and seclusion (Duxbury 2002); 

5. Emphasis on control and symptom reduction in mental inpatient units (Duxbury 2002); 

and 

6. Staff view that psychiatric patients cannot make decisions due to their reported mental 

state (Whittington 2000). 
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Appendix 3: Key Stakeholder Interview Results 

Table 3.1: Stakeholder Interview Results 

 
Table 3.1: Stakeholder Interview Results 
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TREE NODES                                   

Aims- Aggression Prevention, Assessment 
and Management Program 

13 5 12 13 4 13 7 14 11 11 2 3 10 5 6 7 4 

Achieve an outcome 12 2 7 12 0 12 0 12 7 9 1 0 4 3 1 4 3 

Adaptable and updatable 3 0 2 4 0 4 0 5 2 2 1 0 2 1 0 2 1 
Adoption 7 2 3 9 1 8 0 9 4 5 1 0 3 0 1 2 0 
Appearance of the toolkit 2 0 1 2 0 2 0 2 2 2 0 0 2 0 0 2 0 
Change of culture 7 0 6 4 0 6 1 7 5 2 0 0 4 1 0 1 0 
Client Focus 2 0 2 2 0 3 0 4 2 1 0 0 1 0 1 1 0 
Cost reduction 4 0 2 1 1 3 0 6 1 2 0 1 1 0 0 1 0 
Define violence 0 0 1 0 0 1 1 0 1 0 1 1 0 0 0 0 0 
Dissemination 6 0 3 7 0 8 0 8 2 4 0 1 1 0 0 0 0 
Encompass the issues 5 0 4 4 0 6 0 6 3 6 0 0 4 1 0 2 1 
Executive commitment 5 0 5 5 0 2 1 5 3 3 0 0 2 1 0 2 0 
Facilitate change 6 0 4 6 0 6 0 8 2 1 0 0 2 0 0 1 0 
Improved monitoring and review 3 0 2 2 1 1 0 4 2 3 0 0 1 0 0 1 0 
Improved reporting 3 0 3 3 0 3 0 6 1 1 0 0 1 0 0 0 0 
Increase Awareness 7 0 5 5 0 5 0 8 5 3 0 0 4 0 2 3 0 
Legal Compliance 5 1 5 3 1 5 1 7 3 4 0 0 3 1 0 2 1 
Policy position 3 0 2 2 0 3 1 3 2 2 0 0 2 0 0 1 0 
Promote & encourage healthcare 4 0 4 3 0 4 1 7 2 2 0 1 3 1 1 1 1 
Reduction of violence 6 1 5 4 0 7 0 10 4 5 0 0 5 0 0 2 0 
Risk Management 7 2 3 3 0 7 3 8 3 6 0 1 5 0 1 2 0 
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Table 3.1: Stakeholder Interview Results 
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TREE NODES                                   

Safety 4 0 4 4 0 5 1 8 2 3 0 1 3 1 2 1 1 
Staff Retention 3 0 2 1 0 2 0 5 2 1 0 0 2 0 0 1 0 
State of Knowledge 7 2 3 5 0 5 0 10 2 4 0 0 4 0 1 1 0 
Systematizing processes in whole 
organisation 

8 1 7 7 1 8 1 9 5 8 0 2 5 2 5 3 2 

Tools Templates 5 1 2 4 2 3 0 5 0 2 0 0 2 0 0 0 0 

Approach to all criteria                                       8 0 3 4 0 9 1 5 7 9 0 1 7 0 1 4 0 

Identified Causes of violence 12 9 13 5 7 13 10 11 11 5 7 13 8 0 6 7 0 

Absence of policies 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Aged 2 0 2 1 1 1 2 1 2 1 0 3 2 0 1 1 0 
Client to client 3 0 3 0 0 0 3 0 2 0 0 3 1 0 1 0 0 
Consistency in service 2 2 2 1 0 2 2 1 2 2 2 2 2 0 1 1 0 
Culture 1 1 2 0 0 1 1 0 2 0 2 2 1 0 0 0 0 
Drugs Alcohol 7 1 7 1 1 2 3 3 4 1 1 7 3 0 3 0 0 
Economic rationalism 1 2 2 0 1 2 2 1 2 0 2 2 1 0 0 0 0 
Environmental Design 1 4 2 0 0 0 1 0 1 0 1 4 0 0 0 0 0 
Family 3 0 3 0 1 3 0 1 0 0 0 3 0 0 0 0 0 
General Proposition 4 1 4 0 0 4 4 1 4 1 1 4 3 0 0 1 0 
Grief 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Institutional 2 1 2 0 1 2 2 1 2 1 1 2 1 0 0 2 0 
Isolated work 1 0 1 0 1 0 1 0 0 0 0 1 0 0 0 0 0 
lack of resources 1 0 1 0 1 1 0 1 0 0 0 1 0 0 0 0 0 
Language 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Media 0 0 1 0 0 0 0 0 0 0 0 1 0 0 0 0 0 
Mental health 6 2 6 1 0 1 2 1 6 1 1 6 1 0 6 0 0 
Natural events 1 1 1 0 0 0 0 0 1 0 0 1 0 0 1 0 0 
Noise 0 1 1 0 0 0 0 0 1 0 1 1 0 0 0 0 0 
Organic or brain injury 3 1 4 1 0 1 4 2 3 1 1 4 2 0 2 0 0 
Pain management or Rx delays 5 1 5 2 0 5 5 1 5 1 1 5 2 0 1 0 0 
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Table 3.1: Stakeholder Interview Results 
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TREE NODES                                   

Personal behaviour 4 1 7 1 0 2 3 7 7 1 2 7 3 0 2 0 0 
Risk identification 3 1 3 3 0 1 3 0 3 1 0 3 0 0 0 0 0 
Safety 1 1 1 0 1 1 1 1 1 0 0 1 0 0 0 0 0 
Self esteem 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Sexual or Gender 2 0 2 0 1 2 0 1 0 0 0 2 0 0 0 0 0 
Skill Mix 1 0 2 1 0 1 2 1 2 0 0 2 1 0 1 1 0 
Violence in Society 6 1 6 0 6 6 1 6 1 0 1 6 1 0 0 1 0 
Socio-economics 0 0 1 0 0 0 0 0 0 0 0 1 0 0 0 0 0 
Staff conduct 3 2 3 2 1 2 3 1 3 2 2 3 2 0 1 2 0 
Times 1 0 1 0 0 1 1 0 1 0 0 1 0 0 0 0 0 
Unmet needs 2 2 2 0 0 2 2 0 2 1 2 2 1 0 0 2 0 
Use of weapons 2 2 2 0 0 2 0 1 0 1 0 2 2 0 0 1 0 
Visitors 1 0 1 0 0 1 0 1 1 0 0 1 1 0 0 0 0 
Waiting times 3 1 3 1 0 1 2 2 2 0 0 3 1 0 0 1 0 
Workplace violence bullying physical 2 2 5 0 0 5 5 0 5 0 5 5 1 0 0 2 0 
Consumer Consultation 6 2 5 3 3 5 3 3 6 3 2 3 5 2 3 4 2 
Conflicts in interest 1 0 2 0 0 2 0 0 1 1 0 0 2 0 0 1 0 
Cross section 5 2 2 2 1 3 2 2 5 2 2 2 2 1 2 2 1 
Experience 4 2 2 2 2 3 2 2 4 2 2 2 2 1 2 2 1 
How to do it 3 0 2 2 0 2 1 1 3 2 0 0 2 1 2 1 1 
Inadequacy of consultation 3 0 2 1 0 3 0 1 3 2 0 0 2 0 1 0 0 
Informed 5 2 3 3 3 4 3 3 5 3 2 3 3 2 3 3 2 
New Issues Ideas 3 1 3 3 3 3 3 3 3 3 0 3 3 2 3 3 2 
Policy development 5 2 4 3 2 4 3 3 5 3 1 3 4 2 2 2 2 
Privacy issues 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Quality and Safety 5 2 4 3 2 4 3 4 5 3 2 3 4 2 2 2 2 

Funding 0 1 1 1 4 2 0 0 2 1 0 0 2 1 0 0 1 

Monitoring and Review 11 1 11 11 1 9 3 7 7 6 0 1 5 2 1 2 2 

Anecdotal evidence 2 0 2 2 0 0 0 1 0 0 0 0 0 0 0 0 0 
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TREE NODES                                   

consumer participation 1 0 1 1 0 1 0 0 1 0 0 0 1 0 0 0 0 
Evaluating change 7 0 7 7 0 3 1 2 1 1 0 0 1 0 0 0 0 
Evaluating changes in technology 1 0 1 1 0 0 0 0 0 0 0 0 0 0 0 0 0 
Evaluating community expectations 1 0 1 1 0 0 0 0 0 0 0 0 0 0 0 0 0 
Evaluating legislative change 1 0 1 1 0 0 0 0 0 0 0 0 0 0 0 0 0 
Fields of reporting 4 0 4 4 0 1 0 2 0 2 0 0 0 0 0 0 0 
Hazard identification & Management 1 1 0 2 0 1 0 1 0 1 0 0 1 0 0 0 0 
Meaningful data from existing processes 8 0 8 8 0 4 2 3 3 4 0 0 2 0 0 0 0 
Measurement - deliverables 6 0 7 7 0 4 1 3 1 2 0 0 0 0 0 0 0 
Measurement - dissemination 2 0 3 3 0 1 0 1 0 3 0 0 0 0 0 0 0 
Observation to review and monitor 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Pre & Post 3 0 3 3 0 2 0 0 1 0 0 0 0 0 0 0 0 
Reporting 3 0 3 3 0 1 0 0 1 1 0 0 1 0 0 0 0 
Review, Follow up and Update 10 0 9 10 0 5 1 3 3 4 0 0 3 0 0 0 0 
Standardisation 5 0 5 5 1 4 1 3 2 4 0 0 2 0 1 1 0 
Survey 1 0 1 1 0 1 0 0 1 0 0 0 1 0 0 0 0 
Sustainability 1 0 1 1 0 1 0 1 1 1 0 0 1 1 0 1 1 
96 : Systems are in place 6 0 6 6 0 3 0 1 2 1 0 0 1 1 0 0 1 

Testing 2 0 2 2 1 2 2 1 2 1 0 1 1 0 1 1 0 

Policy Procedure and Practice 13 7 13 11 1 13 11 13 12 13 1 5 11 2 11 7 2 

Achieving balance 6 0 2 3 0 6 6 4 5 5 0 4 4 1 3 2 1 

Application 9 1 6 8 0 9 3 8 9 9 0 3 8 1 6 4 1 
Change of culture 4 1 3 2 0 4 1 3 4 4 0 1 3 0 4 4 0 
Client consultation 3 0 3 1 0 2 0 1 2 2 0 0 3 0 1 1 0 
Clinical management 5 1 3 1 1 5 3 5 3 5 0 3 4 0 5 2 0 
Debriefing for staff and consumers 3 0 3 1 0 2 2 3 3 2 0 0 2 0 2 2 0 
Definition 3 0 1 1 0 2 0 3 3 2 0 1 2 0 3 1 0 
Information and complaints processes 4 0 4 1 0 4 0 3 4 4 0 1 3 0 4 4 0 
Living Wills 1 0 1 0 0 1 0 0 1 1 0 0 1 0 0 1 0 
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TREE NODES                                   

Medication and treatment 4 0 4 1 0 4 1 2 4 3 0 0 4 0 3 3 0 
Monitoring and review 5 0 3 5 0 5 0 3 5 4 0 0 4 0 3 1 0 
Philosophy 8 0 4 8 0 8 2 8 8 8 0 0 6 0 6 3 0 
Presentation 2 0 2 0 0 2 1 2 1 1 0 0 0 0 0 0 0 
Prevention 4 0 4 4 0 4 1 3 4 4 0 1 4 0 4 1 0 
Reporting guidelines 3 0 2 2 0 3 0 2 3 2 0 0 3 0 3 1 0 
Resource 1 1 1 1 1 1 1 1 1 1 0 0 1 0 1 0 0 
Response options and timeframes 6 1 6 6 0 4 3 4 6 4 1 1 3 0 6 2 0 
Rights and responsibilities - Clients 5 0 5 0 0 5 2 3 4 4 0 3 5 0 5 3 0 
Rights and responsibilities staff 5 0 5 2 0 5 2 2 5 3 0 1 5 0 5 1 0 
Risk Management 7 1 5 2 0 7 7 6 3 7 0 1 5 0 4 0 0 
Sanctions 5 1 4 1 0 5 4 3 4 4 0 5 5 1 4 3 1 
Service Policy 4 2 4 3 0 4 1 3 4 3 1 1 4 0 4 1 0 
Signs 1 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Standardised 9 0 5 1 0 9 5 9 5 9 0 0 5 0 4 2 0 
Statement Executive commitment 2 0 0 2 0 2 1 2 1 1 0 0 1 0 1 0 0 
Tolerance 7 1 3 5 0 7 3 7 7 7 1 3 4 1 3 2 1 
Training 3 2 3 1 0 3 3 3 2 1 0 0 1 0 0 1 0 

Workplace design 3 3 0 0 0 3 0 3 1 3 0 0 2 0 0 1 0 

 Training and Education 14 7 14 13 11 14 10 13 13 13 0 4 13 8 8 11 3 

Accreditation standard 1 0 3 3 1 1 0 1 1 1 0 0 3 0 3 3 0 

Client expectations Service standard 3 0 3 3 3 3 1 1 3 1 0 0 3 1 3 2 1 
Clients & Rights and responsibilities 3 0 3 3 3 3 1 1 3 3 0 0 3 0 3 2 0 
Competing training providers 7 0 7 4 3 7 2 2 5 2 0 0 2 2 0 1 1 
Compulsory competency 5 1 6 6 4 5 2 3 6 3 0 2 4 0 2 5 0 
Communication 1 1 1 1 1 1 1 1 1 1 0 0 1 0 0 1 0 
Content 5 1 5 5 5 4 2 3 3 4 0 0 4 1 1 4 0 
Culture 5 0 5 4 3 5 5 4 5 5 0 2 5 0 5 5 0 
Debriefing 3 1 3 2 0 2 3 3 2 1 0 0 2 0 0 0 0 
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TREE NODES                                   

De-escalation 6 2 6 3 2 6 3 3 4 4 0 0 6 0 0 2 0 
Elicit change in the workplace 3 0 3 3 2 2 0 2 1 1 0 0 3 0 3 2 0 
Evaluation 4 0 4 4 4 4 3 2 3 4 0 1 3 1 3 4 0 
Executive Commitment 2 0 2 2 2 2 0 2 0 1 0 0 1 2 0 1 0 
Financial commitment 3 0 4 4 2 2 0 2 0 2 0 0 0 4 0 2 0 
General proposition 6 1 6 6 4 5 5 3 6 6 0 1 3 0 3 3 0 
Historical Development 4 0 4 1 4 2 0 1 1 0 0 0 1 4 0 1 0 
Improvement 6 1 8 8 4 5 4 8 8 5 0 1 5 0 3 8 0 
Induction 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Management of the acutely mentally unwell 
- seclusion 

4 0 4 3 2 4 4 0 4 2 0 1 1 0 1 1 0 

Medication 1 0 1 0 0 1 0 0 1 0 0 0 1 0 0 0 0 
Physical Techniques 3 1 3 2 1 3 2 2 3 3 0 0 2 0 1 1 0 
Policy & Procedure 6 4 6 5 3 5 6 6 3 6 0 0 5 1 2 4 1 
Positive training culture 6 1 6 6 6 4 2 4 4 5 0 1 5 1 3 6 0 
Raise awareness 5 2 5 5 3 2 5 3 5 5 0 1 2 1 1 2 0 
Recipients of training 6 2 6 6 6 5 3 3 4 5 0 1 6 1 3 4 0 
Risk Identification 7 7 7 5 3 5 5 6 2 7 0 1 4 0 0 3 0 
Skills Identified 1 0 1 0 0 1 1 1 1 1 0 0 0 0 0 1 0 
Train the Trainer 1 0 1 1 0 0 1 1 1 1 0 0 0 1 0 0 0 
Training delivery method 6 0 6 6 5 6 2 1 4 4 0 1 6 1 2 4 0 
Training Gap Analysis 6 1 6 6 6 6 3 2 5 6 0 2 5 1 2 4 0 

Undergraduate curriculum 0 0 2 2 0 1 0 1 1 0 0 0 1 0 0 2 0 

 Workplace Design 13 13 7 5 4 9 6 12 5 11 1 4 13 0 2 11 0 

Access to kiosk 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Access to Water 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Accessible space 4 6 2 0 0 0 1 2 1 2 0 1 3 0 0 3 0 
Activities 1 1 0 0 0 1 0 0 1 0 0 0 1 0 0 0 0 
Alarm systems 0 4 0 0 0 0 0 0 0 1 0 0 2 0 0 0 0 
Barriers 2 3 1 1 1 0 1 2 0 1 0 0 2 0 0 2 0 
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TREE NODES                                   

Colour 1 2 2 0 0 0 0 0 1 0 0 0 2 0 0 0 0 
Comfort 0 1 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 
Design solutions 11 11 4 5 2 7 2 11 3 11 0 2 11 0 2 8 0 
Entertainment 0 1 0 0 0 0 0 0 0 1 0 0 1 0 0 0 0 
Exits 2 3 2 1 1 1 1 2 0 2 0 1 2 0 0 2 0 
Family or Safe rooms 2 8 2 1 1 1 1 2 0 3 0 1 4 0 0 2 0 
Garden 1 1 1 0 0 1 0 0 1 0 0 0 0 0 0 0 0 
General safety improvement 6 6 2 2 0 3 0 6 1 4 0 1 3 0 0 3 0 
Height of benches 0 2 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Information streams 2 2 2 1 0 0 0 2 1 1 0 0 1 0 0 2 0 
Multipurpose and stimulating 2 2 2 0 0 2 1 1 1 1 1 2 1 0 0 2 0 
Noise 1 1 1 0 0 1 0 1 0 1 0 1 1 0 0 1 0 
Patient Flows 2 2 1 0 0 0 1 2 0 1 0 1 1 0 0 2 0 
Protective equipment 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Recognition 7 7 2 1 0 1 1 7 1 3 0 0 3 0 0 7 0 
Reconnaissance by staff 2 2 0 0 0 0 2 1 0 0 0 0 0 0 0 2 0 
Security personnel 2 2 1 0 2 1 2 1 0 1 0 0 0 0 1 0 0 

 Signage 2 4 1 1 1 0 1 1 0 1 0 0 1 0 0 1 0 

Culture of organisations 13 1 13 12 4 13 5 11 13 11 1 4 13 6 7 9 5 

Concurrent strategies 1 0 1 0 0 1 0 0 0 0 0 1 0 0 0 0 0 

Culture of expectation 2 0 2 1 0 2 2 1 2 2 1 2 2 1 2 2 1 
Enabling factors 4 0 3 2 0 5 0 5 2 3 0 3 3 1 0 1 1 
Philosophy to solutions 12 3 7 9 1 11 3 9 12 12 1 4 12 6 3 12 6 
Recognition of the Problem of occupational 
violence 

8 2 8 3 1 8 4 6 7 4 1 5 14 0 2 3 0 

Rural versus metropolitan 5 3 2 0 1 5 1 3 3 3 0 2 5 0 0 2 0 
Solutions from the research 4 1 6 4 1 6 2 4 5 4 1 1 6 2 2 6 2 

Tolerance 3 0 3 0 0 3 0 1 3 1 0 1 3 0 1 1 0 

Financial accountability 3 2 1 0 0 3 1 2 1 2 0 0 2 0 0 1 0 



MRH (The University of Melbourne), 2011   

 - 164 - 

Table 3.1: Stakeholder Interview Results 

SETS P
ol

ic
y 

 P
ro

ce
du

re
   

   
  

P
ra

ct
ic

e 

W
or

kp
la

ce
   

  
D

es
ig

n 

T
ra

in
in

g 
an

d 
E

du
ca

ti
on

 

M
on

it
or

in
g 

   
  

R
ev

ie
w

 

 F
un

di
ng

 

O
ve

ra
rc

hi
ng

   
   

 
A

pp
ro

ac
h 

 P
ra

ct
ic

e 
   

   
   

M
an

ag
em

en
t 

P
re

ve
nt

io
n 

C
ul

tu
re

 o
f 

   
   

O
rg

an
is

at
io

ns
 

A
im

s 

B
ul

ly
in

g 

C
au

sa
l F

ac
to

rs
 o

f 
V

io
le

nc
e 

 C
li

en
t  

   
V

ie
w

 

E
xe

cu
ti

ve
 

C
om

m
it

m
en

t  

 R
es

po
ns

ib
il

it
y 

S
ug

ge
st

ed
   

   
   

  
Im

pr
ov

em
en

ts
 

S
us

ta
in

 

TREE NODES                                   

Holistic and interconnected 6 1 8 4 1 8 1 5 6 8 0 2 8 2 2 5 2 

Human Rights 5 0 6 5 4 5 2 2 5 2 0 1 6 2 6 3 2 

Clients 4 0 5 4 4 3 2 2 3 2 0 1 5 1 5 3 1 

General 2 0 3 2 0 3 1 1 3 2 0 1 3 2 3 2 2 
Rights and privacy 2 0 2 2 0 2 1 2 2 2 0 1 2 1 2 2 1 

Workers 2 0 2 1 0 2 1 1 2 1 0 0 2 1 2 1 1 

Impacts of violence 3 1 3 1 0 4 0 2 1 2 0 1 4 0 1 0 0 

Multi factorial 3 1 2 0 1 5 0 3 1 3 0 5 1 0 1 1 0 

OHS approach 10 5 9 8 2 10 6 10 7 10 0 3 9 4 4 5 4 

Overarching approach 15 8 14 13 6 15 9 15 15 15 1 8 14 7 7 12 7 

Practice management 6 2 4 5 1 6 4 6 6 5 1 4 5 1 6 4 1 

Strategy to implement 12 1 12 8 0 12 1 7 7 4 0 2 8 7 2 1 7 

Adoption 4 0 4 3 0 4 0 0 3 0 0 0 2 3 1 0 3 

Committee structure 6 0 6 1 0 6 0 2 1 2 0 0 3 1 0 0 1 
Enforcement 4 0 4 3 0 4 1 3 2 2 0 1 2 2 0 0 2 
General principles 7 1 7 1 0 7 0 3 2 1 0 1 3 1 1 1 1 
Meeting schedule 2 0 2 0 0 2 0 0 0 0 0 0 0 0 0 0 0 
Piloting 6 0 6 0 0 6 0 0 1 0 0 0 0 0 0 0 0 
Systematize 6 0 6 2 0 6 0 1 2 1 0 0 2 2 0 0 2 
Training 3 0 3 2 0 3 0 0 2 0 0 0 2 2 1 0 2 
Strategy to sustain 10 0 10 14 1 14 2 6 14 8 0 1 10 14 2 6 14 
Access 4 0 3 5 0 5 1 2 5 2 0 0 3 5 1 2 5 
Adoption 9 0 7 12 0 12 0 3 12 6 0 0 6 12 1 4 12 
Commitment of Executive and Lead 
organisations 

9 0 7 11 1 11 1 4 11 6 0 1 7 11 0 4 11 

Communication 10 0 9 13 0 13 1 5 13 7 0 0 8 13 1 6 13 
Critical review 0 0 0 2 0 2 0 0 2 0 0 0 0 2 0 0 2 
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TREE NODES                                   

Interview consumers 1 0 1 2 0 2 1 1 2 1 0 0 1 2 1 1 2 
Interview key staff 1 0 1 2 0 2 1 1 2 1 0 0 1 2 1 1 2 
Representation 2 0 1 3 0 3 0 0 3 1 0 0 1 3 0 1 3 
Review monitor new ideas 6 0 5 10 0 10 0 2 10 4 0 0 5 10 0 4 10 

Rights & responsibilities statement 1 0 2 2 0 2 1 1 2 1 0 0 2 2 2 1 2 

Suggested improvements 8 2 8 6 3 8 2 6 8 6 1 3 8 2 3 5 2 
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TREE NODES                                   

Aims from a Aggression Prevention, Assessment and 
Management Program 

1 0 1 1 0 1 0 1 1 1 0 0 1 0 1 1 0 

Achieve an outcome 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Adaptable and updatable 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Adoption 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Appearance of the toolkit 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Change of culture 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Client Focus 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Cost reduction 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Define violence 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Dissemination 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Encompass the issues 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Executive commitment 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Facilitate change 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Improved monitoring and review 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Improved reporting 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Increase Awareness 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Legal Compliance 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
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TREE NODES                                   

Policy position 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Promote & encourage healthcare 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Reduction of violence 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Risk Management 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Safety 1 0 1 1 0 1 0 1 1 1 0 0 1 0 1 1 0 

Staff Retention 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

State of Knowledge 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Systematizing processes in whole organisation 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Tools Templates 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Approach to all criteria 0 0 1 1 0 1 0 0 0 1 0 0 0 1 0 0 0 

Identified Causes of violence 2 2 2 0 1 2 2 2 2 0 2 2 2 0 2 2 0 

Absence of policies 1 1 1 0 0 1 1 0 1 0 1 1 0 0 0 1 0 

Aged 1 0 1 0 0 1 1 0 1 0 0 1 1 0 0 0 0 

Client to client 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Consistency in service 2 2 2 0 0 2 2 0 2 0 2 2 1 0 0 2 0 

Culture 1 1 1 0 0 1 1 1 2 0 2 2 1 0 1 1 0 

Drugs Alcohol 1 0 1 0 0 0 0 0 0 0 0 1 0 0 0 0 0 

Economic rationalism 1 1 1 0 0 1 1 0 1 0 1 1 1 0 1 1 0 

Environmental Design 1 1 1 0 0 1 1 0 1 0 0 1 0 0 0 1 0 

Family 1 0 1 0 0 1 0 0 0 0 0 1 0 0 0 0 0 
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TREE NODES                                   

General Proposition 1 0 1 0 0 1 1 0 1 0 0 1 1 0 0 0 0 

Grief 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Institutional 2 2 2 0 0 2 2 1 2 0 2 2 1 0 1 2 0 

Isolated work 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

lack of resources 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Language 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Media 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Mental health 1 0 1 0 0 0 0 0 1 0 0 1 0 0 1 0 0 

Natural events 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Noise 0 0 1 0 0 0 0 0 0 0 0 1 0 0 0 0 0 

Organic or brain injury 0 0 1 0 0 0 1 1 1 0 0 1 0 0 0 0 0 

Pain management or Rx delays 1 1 1 0 0 1 1 0 1 0 1 1 1 0 0 1 0 

Personal behaviour 0 0 2 0 0 0 1 2 2 0 0 2 0 0 0 0 0 

Risk identification 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Safety 1 1 1 0 0 1 1 0 1 0 1 1 0 0 0 1 0 

Self esteem 2 0 2 0 0 1 1 2 2 0 1 2 1 0 0 1 0 

Sexual or Gender 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Skill Mix 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Violence in Society 1 0 1 0 1 1 0 1 0 0 0 1 0 0 0 0 0 

Socio-economics 0 0 1 0 0 0 0 0 0 0 0 1 0 0 0 0 0 
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TREE NODES                                   

Staff conduct 2 1 2 0 0 2 2 1 2 0 1 2 2 0 1 1 0 

Times 1 0 1 0 0 1 1 0 1 0 0 1 1 0 0 0 0 

Unmet needs 2 2 2 0 0 2 2 0 2 0 2 2 1 0 0 2 0 

Use of weapons 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Visitors 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Waiting times 2 0 2 0 0 1 1 0 1 0 1 2 1 0 1 1 0 

Workplace violence bullying physical 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Consumer Consultation 2 1 2 1 0 2 2 1 2 1 1 2 2 1 2 2 1 

Conflicts in interest 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Cross section 2 1 2 1 0 2 2 1 2 1 1 2 2 1 2 2 1 

Experience 2 1 2 1 0 2 2 1 2 1 1 2 2 1 2 2 1 

How to do it 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Inadequacy of consultation 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Informed 2 1 2 1 0 2 2 1 2 1 1 2 2 1 2 2 1 

New Issues Ideas 1 0 1 1 0 1 1 1 1 1 0 0 1 1 1 1 1 

Policy development 1 0 1 1 0 1 0 1 1 1 0 1 1 1 1 1 1 

Privacy issues 1 0 1 0 0 1 0 0 1 0 0 0 1 0 0 0 0 

Quality and Safety 2 1 2 1 0 2 2 1 2 1 1 2 2 1 2 2 1 

Funding 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Monitoring and Review 1 0 1 1 0 1 0 0 1 1 0 0 1 1 1 1 1 
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TREE NODES                                   

Anecdotal evidence 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

consumer participation 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Evaluating change 1 0 1 1 0 1 0 0 1 0 0 0 1 1 1 0 1 

Evaluating changes in technology 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Evaluating community expectations 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Evaluating legislative change 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Fields of reporting 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Hazard identification & Management 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Meaningful data from existing processes 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Measurement - deliverables 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Measurement - dissemination 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Observation to review and monitor 1 0 1 1 0 1 0 0 1 1 0 0 1 1 0 1 1 

Pre & Post 1 0 1 1 0 1 0 0 1 0 0 0 0 1 0 0 1 

Reporting 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Review, Follow up and Update 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Standardisation 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Survey 1 0 1 1 0 1 0 0 1 0 0 0 1 1 1 1 1 

Sustainability 1 0 1 1 0 1 0 0 1 0 0 0 0 1 0 0 1 

Systems are in place 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Testing 1 0 1 1 0 1 0 0 1 1 0 0 1 1 0 1 1 
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TREE NODES                                   

Policy Procedure and Practice 1 0 1 1 0 1 1 1 1 1 0 1 1 1 1 1 1 

Achieving balance 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 0 0 

Application 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Change of culture 1 0 1 1 0 1 0 0 1 1 0 0 1 1 1 1 1 

Client consultation 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Clinical management 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Debriefing for staff and consumers 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Definition 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Information and complaints processes 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Living Wills 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Medication and treatment 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Monitoring and review 1 0 1 1 0 1 0 0 1 0 0 0 1 1 1 1 1 

Philosophy 1 0 1 1 0 1 0 1 1 1 0 0 1 0 1 1 0 

Presentation 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Prevention 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Reporting guidelines 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Resource 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Response options and timeframes 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Rights and responsibilities - Clients 1 0 1 1 0 1 0 1 1 1 0 0 1 0 1 1 0 

Rights and responsibilities staff 1 0 1 1 0 1 0 1 1 1 0 0 1 0 1 1 0 
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TREE NODES                                   

Risk Management 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Sanctions 1 0 1 0 0 1 0 0 1 0 0 1 1 0 0 0 0 

Service Policy 1 0 1 1 0 1 0 1 1 1 0 0 1 0 1 1 0 

Signs 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Standardised 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Statement Executive commitment 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Tolerance 1 0 1 0 0 1 0 1 1 1 0 0 1 0 0 0 0 

Training 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Workplace design 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

 Training and Education 1 1 1 1 0 1 1 1 1 1 0 0 1 1 1 1 1 

Accreditation standard 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Client expectations Service standard 1 0 1 0 0 1 0 0 1 0 0 0 1 0 0 0 0 

Clients & Rights and responsibilities 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Competing training providers 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Compulsory competency 1 0 1 1 0 1 0 0 1 0 0 0 0 0 0 0 0 

Communication 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Content 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Culture 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Debriefing 1 0 1 1 0 1 1 1 1 0 0 0 1 0 0 0 0 

De-escalation 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
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TREE NODES                                   

Elicit change in the workplace 1 1 1 1 0 1 1 1 1 0 0 0 1 1 1 1 1 

Evaluation 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Executive Commitment 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Financial commitment 0 0 1 1 0 1 0 0 0 1 0 0 0 1 0 0 0 

General proposition 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Historical Development 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Improvement 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Induction 1 0 1 1 0 1 0 0 1 0 0 0 1 1 0 1 1 

Management of the acutely mentally unwell - seclusion 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Medication 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Physical Techniques 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Policy & Procedure 1 0 1 1 0 1 1 1 1 1 0 0 1 1 0 0 1 

Positive training culture 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Raise awareness 1 0 1 1 0 1 1 0 1 1 0 0 1 0 0 1 0 

Recipients of training 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Risk Identification 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Skills Identified 1 1 1 1 0 1 1 1 1 0 0 0 1 0 1 1 0 

Train the Trainer 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Training delivery method 1 0 1 1 0 1 1 1 1 0 0 0 1 0 0 0 0 

Training Gap Analysis 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
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TREE NODES                                   

Undergraduate curriculum 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

 Workplace Design 1 1 1 1 0 1 1 1 1 0 0 0 1 0 1 1 0 

Access to kiosk 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Access to Water 0 1 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 

Accessible space 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Activities 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Alarm systems 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Barriers 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Colour 0 1 1 0 0 0 0 0 0 0 0 0 1 0 0 0 0 

Comfort 0 1 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 

Design solutions 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Entertainment 0 1 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 

Exits 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Family or Safe rooms 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Garden 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

General safety improvement 1 1 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 

Height of benches 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Information streams 1 1 1 1 0 1 1 1 1 0 0 0 1 0 1 1 0 

Multipurpose and stimulating 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Noise 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
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TREE NODES                                   

Patient Flows 1 1 1 1 0 1 1 1 1 0 0 0 1 0 1 1 0 

Protective equipment 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Recognition 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Reconnaissance by staff 1 1 1 0 0 1 1 0 1 0 0 0 1 0 0 1 0 

Security personnel 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

 Signage 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Culture of organisations 2 2 2 1 0 2 2 2 2 1 1 1 2 1 2 2 1 

Concurrent strategies 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Culture of expectation 2 1 2 1 0 2 2 1 2 1 1 2 2 1 2 2 1 

Enabling factors 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Philosophy to solutions 1 0 1 1 0 1 0 1 1 1 0 0 1 1 1 1 1 

Recognition of the Problem of occupational violence 2 1 2 1 0 2 2 0 2 1 1 1 2 1 2 2 1 

Rural versus metropolitan 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Solutions from the research 1 1 1 1 0 1 1 1 1 1 0 0 1 1 1 1 1 

Tolerance 1 0 1 1 0 1 0 1 1 1 0 1 1 1 1 1 1 

Financial accountability 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Holistic and interconnected 1 0 1 1 0 1 0 1 1 1 0 0 1 1 1 1 1 

Human Rights 2 1 2 1 0 2 2 1 2 1 1 2 2 1 2 2 1 

Clients 2 1 2 1 0 2 2 1 2 1 1 2 2 1 2 2 1 
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TREE NODES                                   

General 1 0 1 1 0 1 0 1 1 1 0 0 1 0 1 1 0 

Rights and privacy 1 0 1 1 0 1 0 1 1 1 0 0 1 1 1 1 1 

Workers 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Impacts of violence 1 1 1 0 0 1 1 1 1 0 1 1 1 0 1 1 0 

Multi factorial 0 0 0 0 0 1 0 0 0 0 0 1 0 0 0 0 0 

OHS approach 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Overarching approach 1 0 1 1 0 1 0 1 1 1 0 1 1 1 1 1 1 

Practice management 2 2 2 1 0 2 2 2 2 1 1 2 2 1 2 2 1 

Strategy to implement 1 0 1 1 0 1 0 0 1 1 0 0 1 1 0 1 1 

Adoption 1 0 1 1 0 1 0 0 1 1 0 0 1 1 0 1 1 

Committee structure 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Enforcement 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
General principles 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Meeting schedule 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Piloting 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Systemitise 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Training 1 0 1 1 0 1 0 0 1 0 0 0 1 0 0 0 0 
Strategy to sustain 1 0 1 1 0 1 1 1 1 1 0 0 1 1 1 1 1 
Access 1 0 1 1 0 1 1 1 1 1 0 0 1 1 1 1 1 
Adoption 1 0 1 1 0 1 0 0 1 1 0 0 1 1 0 1 1 
Commitment of Executive and Lead organisations 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Communication 1 0 1 1 0 1 1 1 1 1 0 0 1 1 1 1 1 
Critical review 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
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Table 3.2: Stakeholder Focus Groups 
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TREE NODES                                   

Interview consumers 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Interview key staff 1 0 1 1 0 1 0 0 1 0 0 0 1 1 1 1 1 
Representation 1 0 1 1 0 1 0 0 1 0 0 0 1 1 1 0 1 
Review monitor new ideas 1 0 1 1 0 1 0 0 1 0 0 0 1 1 1 1 1 

Rights & responsibilities statement 1 0 1 1 0 1 0 0 1 1 0 0 1 1 1 0 1 

Suggested improvements 1 1 1 1 0 1 1 1 1 1 0 0 1 1 1 1 1 
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Appendix 4 Results of the Formative Evaluation of the APMP 

Table 4.1: Triangulation of findings from the literature review, process evaluation, content analysis and stakeholder interviews applied – Framework to assess, 
prevent, and manage client-initiated aggression in public healthcare 

Literature Review Method 1 – Process Evaluation of the 
APMP 

Method 2 – Content Analysis of 16 
documents 

Method 3 – Themes from 
Stakeholder interviews. 

Triangulation - founding 
structure  

OH&S Risk Management 
present 

OH&S Risk Management Approach 
identified 

Overarching approach – OH&S Risk 
Management fifteen - (15) best practice 
elements found 

Risk Management identified and 
discussed 

Overarching approach – OH&S Risk 
Management - Confirmed 

Policy, Procedure and 
Practice present 

Policy, Procedure and Practice Working 
Party formed for consideration by the APMP 

Policy and Principles - thirty five (35) best 
practice elements found 

Policy, Procedure and Practice 
identified and discussed 

Policy, Procedure and Practice - 
Confirmed 

Workplace Design present Workplace Design  Working Party formed 
for consideration by the APMP 

Workplace Design - forty one (41) best 
practice elements found 

Workplace Design identified and 
discussed 

Workplace Design - Confirmed  

Training and Education 
present    

Training and Education Working Party 
formed for consideration by the APMP 

Training and Education - forty (40) best 
practice elements found 

Training and Education identified and 
discussed 

Training and Education - Confirmed 

Monitoring and Review 
present 

Monitoring and Review considered an 
integral aspect of the process by the APMP 

Covered in activities within the Matrix – 
fifty five (55) best practices elements found 

Monitoring and Review identified and 
discussed 

Monitoring and Review - Confirmed  

Funding present in terms 
related to client outcomes 

 Funding – two (2) best practices elements 
found 

Funding identified and discussed Funding – incorporated in areas 
related to executive commitment 

Social factors present   Social factors identified and discussed Incorporated into Overarching 
Approach and Training and Education  

Organisation and Culture 
present 

 Organisation and Culture – nineteen (19) 
best practice elements found 

Organisation and Culture strongly 
identified and discussed 

Organisation and Culture - Confirmed 

Practice Management present  Practice Management – twenty six (26) best 
practice elements found 

Practice Management identified and 
discussed 

Practice Management - Confirmed 

Bullying and Harassment 
present 

 Bullying and harassment acknowledged but 
did not show specific best practice elements  

Bullying and Harassment identified 
and discussed 

Informed by the literature and 
Stakeholder view -incorporated into 
Practice Management 

Client factors and client view 
present 

 Client rights and responsibilities indicated Client view, rights and responsibilities 
strongly identified and discussed 

Incorporated into an Overarching 
Approach 

Prevention present  Prevention – twenty three (23) best practice 
elements found 

Prevention strongly identified and 
discussed 

Incorporated into an Overarching 
Approach.  
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