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Abstract
Workplace violence is a term referred both to physical and psychological violence that occurs at work. The
investigation of this phenomenon is essential, because the knowledge about the nature of the prior relationship victim-perpetrator, the behaviour acted by the perpetrator and the strategies adopted by the victim to
cope with the experience of victimization, the consequences on individuals, society and organization, give
to scholars and practitioners significant information that could be useful to improve the organizational
prevention and intervention.
This viewpoint described prevalence of workplace violence across the globe, as well as risk factors and preventive measures that employers may put in place in order to contrast this widespread phenomenon. Direct and indirect costs of workplace violence are high, thus governments and policymakers should address
this issue with legislative interventions, supporting employers who have the task to carefully consider this
psychosocial risk factor in their risk assessment process as well.
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Riassunto
La violenza lavorativa è un termine che si riferisce alla violenza sia fisica sia psicologica che si verifica
nell’ambiente di lavoro. La ricerca di questo fenomeno è essenziale, perchè la conoscenza della natura della
relazione tra vittima e carnefice, il comportamento agito dal carnefice e le strategie adottate dalla vittima
per reagire nei confronti dell’esperienza di vittimizzazione, le consequenze sugli individui, la società e le
organizzazioni lavorative, danno agli studiosi ed ai medici informazioni significative che potrebbero essere
utili per migliorare la prevenzione e gli interventi a livello organizzativo. Questo “viewpoint” ha evidenziato
l’elevata prevalenza della violenza lavorativa in tutto il mondo, cosi come i fattori di rischio e le misure di
prevenzione che i datori di lavoro devono mettere a punto per constrastare questo fenomeno diffuso. I costi
diretti ed indiretti della violenza lavorativa sono alti, pertanto i governi ed i decisori politici dovrebbero
affrontare questo problema con interventi legislativi, supportando i datori di lavoro che hanno il compito
di considerare in modo attento anche questo fattore di rischio psicosociale nel loro processo di valutazione
dei rischi.

TAKE-HOME MESSAGE
Workplace violence is a global public health problem, because it is a widespread phenomenon across the
world and a reason of great concern for the consequences that it may have for employers, workers and
economies.
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INTRODUCTION

Violence in the workplace is one of the most
frequent and discussed phenomena, the importance of which is increasing, especially because of the negative consequences that such
occurrences have on victims at the emotional,
psychological and physical levels. Physical violence in the workplace has been defined by
World Health Organization [1] as: “The use
of physical force against another person or
group, that results in physical, sexual or psychological harm. It includes, among others,
beating, kicking, slapping, stabbing, shooting, pushing, biting and pinching”. In addition, psychological violence has been defined
as: “The intentional use of power, including
threat of physical force, against another person or group, that can result in harm to physical, mental, spiritual, moral or social development. It includes verbal abuse, bullying/
mobbing, harassment and threats”. The investigation of physical and psychological violence
is essential, because the knowledge about the
nature of the prior relationship victim-perpetrator, the behaviour acted by the perpetrator
and the strategies adopted by the victim to
cope with the experience of victimization, the
consequences on individuals, society and organization, give to scholars and practitioners
significant information that could be useful
to improve the organizational prevention and
intervention.
Aim of this viewpoint was to describe prevalence of workplace violence across the globe,
as well as risk factors and preventive measures
that employers may put in place in order to
contrast this widespread phenomenon.

DISCUSSION
Prevalence of workplace violence across the
globe

According to a report titled “Workplace Violence and Harassment: a European Picture”
[2], in a sample of approximately 44,000 individuals, 6% of the European workers reported being exposed to threats of physical
violence by colleagues (2%) or other people
(4%). In the USA, the Occupational Safety
15

and Health Administration (OSHA) noted
that an average of nearly 2 million U.S. workers reported having been a victim of violence
at work [3]. In its survey on the safety of citizens conducted between 2015 and 2016, the
Italian Institute of Statistics (Istat) stated that
some 8 million women and 3.754 million men
claimed to have been victims of sexual blackmail or physical violence in the workplace [4].
These numbers account for almost 10% of female workers, which means that at least one
in 10 women could experience one of these
aggressive behaviours during their working
lives. In particular, the Istat survey focused on
sexual blackmail used as a tool to obtain or
maintain a job or to achieve career advancement. This type of harassment, which in most
cases (80.9%) is not reported by the victim,
involves resignation, intentions to leave, dismissal, redundancy or non-employment.
According to the Bureau of Labor Statistics
[5], the occupational sectors most at risk are
those of health, social services, trade, education, transport, catering, public administration
and defence. The Census of Fatal Occupational Injuries of the Bureau of Labor Statistics, based on Elliot’s studies [6], noted that
health workers are 16 times more at risk of
violence than other workers. The reasons for
this victimization are related to the particular nature of the health care professional; they
are deeply in contact with suffering people
and their relatives/friends. Findings from the
European Survey on Working Conditions [7]
show that more than 20% of the health sector
workforce in the European Union (EU-27)
has experienced some form of negative social
behaviour during the last 12 months of work,
such as verbal abuse, unwanted sexual attention, threats, humiliating behaviour, physical
violence, bullying and sexual harassment
In particular, two EWCS surveys (20052010) have shown that violent behaviour
towards healthcare workers, mostly by patients and their families, represents a serious and dangerous occupational risk that is
constantly increasing [8-15]. The rates were
16% for threats of physical violence and 15%
for physical violence during the previous year
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of work, which are three times the respective averages of other European employment
sectors. Findings from an investigation that
involved 77,681 nurses from ten European
countries indicated an unacceptable level of
violence by patients and relatives and considerable variability between countries. Higher
rates of violence were found in France, the
United Kingdom and Germany, while lower
rates were found in Norway and the Netherlands [16]. In Italy, in 2013, the National
Institute for Labour reported approximately
4,000 injuries caused by aggression or violence by strangers; 1,200 of them occurred in
the health sector [17]. An investigation by the
National Health Service (NHS) published in
2017 indicates that 13% of British hospital
staff report having been bullied by managers,
18% by their work colleagues and 28% by patients and/or relatives. A worrying fact is that
only 48% of bullying accidents are reported,
which suggests that the problem is underrepresented. However, intervention is crucial
to help the victim cope with such a stressful
event. Direct or witnessed contact with violence exposes healthcare workers to dissonant
and contradictory experiences, since, on the
one hand, they are in the role of ‘rescuers’
and carriers of care, while on the other hand,
they experience situations of threat and aggression. Consequences affect these victims
at the emotional, relational and behavioural
levels. Moreover, when these workers are in
a threatening relational climate, the personological characteristics of the operator are
intertwined with defence mechanisms, behavioural reactions and a lack of focus on
what are called ‘non-technical skills’, which
are the behavioural competences [18].

Factors for victimization in the workplace

The factors that make subjects more susceptible to victimization can be individual, contextual or structural. At the individual level,
age, gender, professional experience and relationship with the perpetrator are important
variables. In particular, in the health sector,
the most affected professional figure is that
of nurses [19], and among them, the most at
16

risk are young women with little experience
who are in direct contact with the patient or
caregiver. At the contextual level, there is the
presence or absence of support, the psychosocial environment, the activities carried out,
the presence of clear and shared rules, and the
possibility of the early intervention of guards
in the event of violent behaviour. At the structural level, there is the physical environment,
lighting and the presence or absence of rules
of access to the departments [20].
Investigations on this phenomenon have reported that in some departments, the risk of
victimization is higher than in other departments, i.e., emergency rooms and psychiatric
wards [21, 22]. Moreover, investigations have
been conducted in infectious disease wards
[23], radiology and radiotherapy [24, 25],
home care [26], surgery wards [27], longterm care and geriatric wards [28], physical
therapy [29], hospital wards [30] and intensive care units [31].
Morrison [32] considered the emergency
room as an indicator of the functioning of a
health organization, since it is the interface
between the service, the hospital and the
community. In particular, in emergency departments (a), the workers are in close daily
contact with patients who are experiencing
altered emotional and physical conditions, (b)
the workers experience highly stressful situations due to the high number of daily accesses
and long waiting times, and (c) there is frequently a lack of security systems and adequate staff training regarding the recognition
and management of aggressive patients [33,
34]. In Italy, data from a survey carried out
in 14 regions showed that 90% of the nurses
interviewed reported having been subjected
to verbal assaults, and 35% had experienced
physical violence [35].
A survey carried out in 2009 in relation to the
topic of workplace violence in US emergency rooms showed that in a sample of 3,211
first-aid nurses, 11.0% (range 8.3%-12.8%)
reported having suffered workplace physical violence within the last week, and 43.8%
(range 42.4%-45.7%) had been threatened or
verbally abused [36]. These data were con-
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Primary, secondary and tertiary. Moreover,
according to some authors, prevention should
be similar for all working environments since
none are excluded from the possibility of violent episodes [49]. Primary prevention means
that all strategies aim to focus on the phenomenon before an episode occurs. Effective
phases of this type of prevention include the
selection of aspects related to the goodness
of adaptation to the work task, education on
the recognition of violence by supervisors and
managers, and the facilitation of the resolution of non-violent conflicts. Jeffery [50] proposes the theory of crime prevention through
environmental design, developed for workers
in supermarkets and petrol stations to reduce
the incidence of violence in these professional
contexts. The planned strategies aim to demotivate the perpetrator before he/she commits
any violent action; these strategies include
spontaneous surveillance, natural control activities and territorial reinforcement. Spontaneous surveillance in supermarkets includes
lights, interior and exterior, a clear field of
view and, in some cases, cameras. The reinforcement of territoriality occurs when the
number of clerks/and cash registers are high,
and every border of the commerce is clearly marked and defined. These strategies send
out clear messages of no tolerance to aggressive customers. Control activities occur when
the management is interested in the purchase
of safety devices and increase the number of
staff members during the most critical hours.
Secondary prevention comes into play during
a preliminary phase of reconnaissance and
rapid intervention to avoid serious consequences [49]. Tertiary prevention aims to
minimize the harmful consequences of the
violence episodes; individual psychological
support is an example of a tertiary prevention
strategy. Wilkinson [51] points out that managers have the responsibility and obligation
to assess the risk of violence and to develop
prevention programmes based on the risk experienced by employees. First, an evaluation
should address the analysis and identification
of the most endangered workplaces, because
not all work contexts are equally likely to lead

firmed in a subsequent investigation that involved 7,169 nurses [37].
Physical violence and verbal violence occur
more frequently in psychiatric wards [38].
In a study by Carabellese and Mandarelli
[39] that focused on the safety of workers in
public psychiatric services, the authors argue
that the risk of mental patients committing
violent acts against health professionals increases when mental illness is associated with
factors such as substance abuse [40, 41], being
male [42], having a long clinical history [43],
previous hospitalizations [44] and non-adherence to psychopharmacological therapies.
Moreover, the risk is greater if a lack of the
observance of medication imposed by therapy
is associated with the use of substances [45].

How to prevent the phenomenon

Psychosocial hazards have been described as
key emerging issues that are not limited to
work-related stress, but include high emotional demands, lateral violence, bullying and
harassment. They are recognized as major
challenges to occupational health and safety,
and major concerns leading to burnout syndrome and several organizational outcomes
such as low productivity and high turnover.
In Europe, not only work-related stress but
all psychosocial risk factors have to be evaluated by every employer, in the framework
of occupational health and safety regulation,
through a specific and thorough occupational
risk assessment [46, 47].
The Occupational Safety and Health Administration (OSHA) offered guidelines for the
prevention of violence in the workplace for
health and social workers [48]. They include
the following aspects: 1) Commitment of
management and employee involvement; 2) a
predefined programme; 3) analysis of workplaces; 4) prevention and risk assessment; 5)
training and education; 6) data tracking and
evaluation of prevention programmes. These
guidelines also include tools such as checklists, sample surveys and reports to simplify
risk analysis and programme implementation.
According to the WHO, prevention of workplace violence can take place on three levels:
17
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to aggressive behaviour. It is important that
intervention actions play a role in anticipation and reaction. According to the author,
organizational policies of zero tolerance are
the basis from which to start; the term ‘zero
tolerance’ implies that threats and physical
violence are considered unacceptable, without any reference to the consequences these
actions entail. Another important strategy is
that of an intervention team. This group of
people can assess and deal with a threatening
situation if it does occur. Persons with appropriate skills could include human resources
staff in order to obtain information on collaborators and management, safety staff, health
and mental health professionals for possible
psychological assessments or to give support
in case of trauma and injury, and finally, legal professionals that are useful on those unpleasant occasions when violent behaviour
has legal repercussions. In addition, employee
training regarding the identification, evaluation and management of critical situations,
together with an effective and efficient communication system, are considered key elements of prevention activities [51]. These
prevention measures should be put in place by
employers in the framework of occupational
health and safety regulation, that is, however, fragmented and heterogeneous at global
level. A descriptive analysis showed that most

countries across the globe have not included mandatory psychosocial risk assessment
and prevention in their national occupational safety and health legislation. Furthermore,
there are differences between developing and
developed countries, which more frequently
have legislative measures, with unequal levels
of workers’ protection and adverse effects on
global health [52].

CONCLUSION

Workplace violence is a global public health
problem, because it is a widespread phenomenon across the world and a reason of great
concern for the consequences that this risk
factor could have for employers, workers and
economies. At organisational level, research
indicated high turnover, absenteeism, high
level of conflict among workers, and low productivity. At individual level, research showed
psychological problems such as high levels
of burnout, depression, post-traumatic stress
disorders, and sleep disturbances, and physical problems ranging from minor injuries to
death [53]. Direct and indirect costs of workplace violence are high, thus governments and
policymakers should address this issue with
legislative interventions, supporting employers who have the task to carefully consider
this psychosocial risk factor in their risk assessment process.
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