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Abstract

:

Background: Nurses experience an alarming rate of violence in the workplace. While previous work has indicated that working conditions play an important role in workplace violence outcomes, these studies have not used comprehensive and systematically operationalized variables. Methods: Through cross-sectional survey responses from 4066 British Columbian nurses, we identified which of the 13 psychosocial factors, as outlined in the National Standard of Psychological Workplace Health and Safety, are most predictive of workplace violence perpetrated against nurses by patients and their visitors (Type II violence) and organizational employees (Type III violence). Results: Eighty-seven percent of respondents indicated that they had experienced Type II violence, whereas 48% indicated they had experienced Type III violence over the last year. Lack of physical safety, workload management, and psychological protection were the top three psychosocial factors in the workplace predictive of Type II violence, whereas lack of civility and respect, organizational culture, and psychological support were the top three factors associated with Type III violence. Conclusions: The findings in this study shed light on the distinct psychosocial factors in the workplace in need of investment and intervention to address Type II and III violence.
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1. Introduction


Nurses, worldwide, are at a high risk of exposure to workplace violence (WPV) [1,2,3,4,5], with some evidence indicating that nurses are four times more likely to be exposed to WPV compared to other healthcare workers [6]. Workplace violence (i.e., physical assault, threat of assault, emotional abuse, verbal sexual harassment, or sexual assault) is a costly phenomenon for any healthcare system, but even more so in a strained system experiencing significant human resource demand and inadequate supply [7]. Regardless of its various forms (e.g., physical or emotional) and sources (e.g., patients or co-workers), workplace violence results in negative outcomes for healthcare systems through increasing rates of worker psychological distress, absenteeism, turnover, and patient adverse events [3,7,8,9,10,11]. Previous work has indicated that exploring working conditions that are most predictive of workplace violence is an urgent need [12,13]. Furthermore, utilizing a comprehensive and systematically developed instrument to assess working conditions would allow for a greater understanding of potential predictors for workplace violence within and between sources.



Workplace violence is defined by the Canadian Federation of Nurses Union as “physical or non-physical violence which includes the threatened, attempted or actual work-related incident of physical force or psychological abuse which can result in physical, emotional and sexual injury, harm, or trauma” (para 1, 2023) [14]. Research often categorizes workplace violence according to its form (e.g., physical versus non-physical) and source (e.g., clients versus co-workers). An international review of 136 studies, inclusive of a sample of over 151,000 nurses worldwide, showed that non-physical workplace violence was the most common form of WPV, with 77% of nurses reporting that they had experienced non-physical violence at least once over the last year [4]. A more recent study with Canadian nurses classified workplace violence into physical assault, threat of assault, emotional abuse, verbal sexual harassment, and sexual assault [5]. This study consistently found non-physical violence, particularly emotional abuse (83%) and threat of assault (78%), was the most common form of workplace violence reported by nurses in Canada. These findings are concerning, particularly when considering evidence from a recent scoping review of nursing workplace violence that found that the reporting rate for incidents of workplace violence is often less than 50% [15].



Workplace violence is also classified according to its instigator source. The National Institute for Occupational Safety and Health in the US refers to workplace violence instigated by clients and consumers as Type II and those instigated by other organizational employees as Type III workplace violence [16]. An international review found patients (physical: 64%, non-physical: 54%) and patients’ family/friends (physical: 30%, non-physical: 47%), followed by co-workers, including nurses, physicians, and other staff members (physical: 1.6–6.3%, non-physical: 21.8–39.2%), were the most frequent instigators of workplace violence towards nurses [4]. Other research has revealed similar findings among Canadian nurses [5].



The implications of various forms of workplace violence in healthcare are well documented. A systematic review of 68 studies by Lanctot and Guay (2014) found exposure to both physical and non-physical violence had negative consequences for healthcare worker victims in relation to physical, psychological, emotional, performance, relational, social, and financial outcomes [7]. Psychological (e.g., post-traumatic stress), emotional (e.g., fear), and performance (e.g., absenteeism and job dissatisfaction) implications were perceived as the most severe and the most frequently reported consequences of healthcare worker exposure to workplace violence [7].



Despite these well-studied consequences, workplace predictors of violence towards nurses are less clearly understood. A systematic review of 13 studies examining the antecedents of Type II and III workplace violence towards nurses found that a variety of isolated working conditions were important predictors of WPV [13]. Workplace predictors of Type II violence included the absence of organizational safety/security measures, healthcare errors, the time of the day, working alone, unsupportive management, inadequate staffing, and work overload. Workplace predictors of Type III violence included factors such as staffing inadequacies, lack of professional training, a culture of normalization, lack of group cohesiveness, and lack of ineffective leadership. Despite this evidence, none of the individual studies included in the review used a comprehensive measure of working conditions to determine if certain psychosocial factors were more or less predictive of various types of workplace violence (i.e., most studies only included four to five workplace factors as predictors). As such, employing an instrument that is both systematically developed, and encompassing of a wide range of working conditions, would allow for a greater understanding of how specific psychosocial factors may influence workplace violence outcomes.



One such option for an instrument was developed by the Mental Health Commission of Canada who used an extensive literature review, along with a grounded theory study, to systematically develop a comprehensive measure of working conditions important to the mental health and safety of workers in all sectors [17,18]. The findings of this work identified 13 psychosocial risk factors that were integrated into the National Standard of Workplace Psychological Health and Safety (“the Standard”). The Standard and its measurement tool were recently validated among Canadian nurses [19,20]. According to these studies, ineffective workload management and lack of or limited psychological protection in the workplace were consistently among the strongest predictors of five mental health and three care delivery outcomes. While the relationship between the Standard’s 13 psychosocial factors and mental health and care delivery outcomes has been demonstrated, the relationship between the Standard and workplace violence committed against nurses remains unclear. This study aimed to identify which of the 13 psychosocial risk factors, as outlined in the Standard, are most predictive of Type II and III workplace violence committed against nurses.



This study was informed by theories of healthy work environments such as the nursing worklife model [21,22,23]. According to this model, healthy work environments have certain characteristics—strong leadership, adequate staffing and resources, plenty of opportunities for staff to participate in organizational affairs, collegial relations among staff, and a nursing model of care delivery—that result in positive outcomes for nurses (higher job satisfaction and lower burnout) [21,23] and patients (fewer adverse events) [22] and subsequently lower likelihood of aggression and violence from patients, their families, and the staff.




2. Materials and Methods


2.1. Data Collection and Sample


Through a collaboration between nurse researchers and the British Columbia Nurses’ Union (BCNU), a cross-sectional correlational study was conducted in 2019. The BCNU, representing nearly 48,000 nurses within BC, invited its members to take part in the study via email with the survey link. Nurses were informed that their participation was anonymous and voluntary, and that submission of the survey would be regarded as informed consent. A total of 5512 nurses were recruited, yielding a response rate of approximately 12%. Nurses who were not actively working and did not specify their gender were removed, resulting in a total of 4066 participants. Nurses who did not report their gender accounted for a small proportion of the total sample (less than 2%); hence, we decided not to make them an additional category of gender given the potential drawbacks of adding unnecessary complexity to the analysis and reducing statistical power. The University of British Columbia Behavioural Research Ethics Board provided approval for this study (approval number: H18-02724).




2.2. Variables and Measurements


2.2.1. Outcomes


Two variables were created to indicate the number of unique forms of workplace violence experienced by nurses and instigated by: (1) patients or their visitors and (2) organizational employees, including physicians, nursing co-workers, allied health providers, and management. For each source, participants were asked if they had experienced any of these five forms of workplace violence over the last year: physical assault, threat of assault, emotional abuse, verbal sexual harassment, or sexual assault. Based on participants’ responses, workplace violence was quantified to a numeric value ranging from zero (i.e., having experienced none of the forms workplace violence) to five (i.e., having experienced all five forms of workplace violence) for both instigator sources (i.e., patients or their visitors and organizational employees).




2.2.2. Predictors


Predictors in this study were workplace conditions measured by the 13-factor Guarding Minds at Work (GM@W) Survey [24], which is a validated operationalization of the Standard. Each factor is comprised of five items about a specific aspect of nurses’ work environments, for a total of 65 items in the survey. Participants were asked to rate their agreement to each item using a four-point response scale from strongly disagree (1) to strongly agree (4). Previous literature evaluated the internal structure of the GM@W Survey among BC nurses and confirmed the 13-factor structure [17]. In the current study, workplace conditions were reflected by composite factor scores obtained from confirmatory factor analysis (CFA) [25,26], with higher scores representing healthier work environments. The use of factor scores can alleviate multicollinearity issues between predictors and lead to higher accuracies in prediction [27]. The full list of factors and their definitions can be found in Appendix A.




2.2.3. Controls


Five demographic variables were controlled for in this study, including age, gender (i.e., male or female), nursing experience (in years), sector of work (i.e., acute care, community care, or long-term care), and geographical region (i.e., urban, suburban, or rural). Healthcare sector was dummy-coded as sec1 (acute care = 1, long-term care = 0) and sec2 (community care = 1, long-term care = 0), and geographical region as reg1 (urban = 1, rural = 0) and rec2 (suburban = 1, rural = 0).





2.3. Data Analysis


Descriptive analysis was conducted to illustrate the demographic characteristics of the study sample. The omega coefficient (ω) was computed for each composite predictor to evaluate internal consistency, with a ω of above 0.8 being good and a ω of 0.7–0.8 being acceptable [28]. A supervised machine learning algorithm, random forest (RF) analysis [29], was used to rank the importance of various work environment factors for outcomes of interest with the R package caret [30]. The 13 GM@W factors were regressed on each of the two workplace violence outcomes, while controlling for age, gender, years of experience, healthcare sector, and geographical region. Compared to the conventional regression models, the RF models that take into account the potential complex interactions between the predictors are shown to have better predictive performance [31].



Following other RF studies, a 10-fold cross-validation approach was adopted, and the dataset was split into 70% for training and 30% for testing [32]. Splitting data allows one to examine whether the model that performs well with one dataset (e.g., training data) still has predictive value when used with a new dataset (e.g., testing data). To assess RF modeling performance, two evaluation metrics were used and the root mean square error (RMSE) was calculated for the training and testing sets. Similar RMSE values for both subsets indicate neither overfitting nor underfitting of the data, suggesting good predictability of the RF model. Another evaluation metric was the     R   2    , which is the proportion of the outcome variable variation that the model explains. A higher     R   2     represents better model predictive ability. For each predictor, its relative importance was quantified by the average reduction in prediction accuracy caused by its exclusion from the model. The worse prediction a model without a specific predictor gives, the more important that predictor is. Lastly, partial correlations were computed to test the direction of the bivariate association between the GM@W factors and workplace violence outcomes while controlling for demographic variables.





3. Results


The majority of the participants were female (n = 3726; 91.6%), with a mean age of 40.25 years (SD = 11.52) and mean work experience of 11.03 years (SD = 7.17). In terms of healthcare sector, the proportion of participants who worked in acute care, community care, and long-term care settings were 73.7% (n = 2997), 17.4% (n = 708), and 8.9% (n = 361), respectively. For geographical region, the proportion of participants who worked in urban, suburban, and rural areas were 62.3% (n = 2532), 18.0% (n = 731), and 19.7% (n = 803), respectively.



Descriptive statistics and reliability coefficients of the 13 GM@W factors are presented in Table 1. Table 2 shows the total number of unique forms of workplace violence participants had experienced. Obtained with CFA, using a centering approach, the mean of each predictor was zero. Internal consistency reliability was good for 12 of the work environment factors (McDonald’ ω ≥ 0.8), and acceptable for the psychological job fit factor (McDonald’ ω = 0.74). More than 86% of the participants reported having experienced at least one form of workplace violence from patients or their families/visitors over the last year (Type II). Workplace violence from organizational employees (Type III) was less frequent, with slightly less than half (48%) reporting exposure to at least one type of workplace violence over the last year.



The relative importance of workplace conditions in predicting workplace violence was ranked through RF regressions (results can be found in Table 3). For both outcomes, the training and testing data had similar RMSE values, which implied good prediction ability of the models. Collectively, the predictors accounted for 22% and 14% of the variance for Types II and III workplace violence, respectively. For Type II violence, physical safety (importance score: 27.45) was the most important predictor, followed by workload management (importance score: 26.44) and psychological protection (importance score: 22.56). For Type III violence, the three top-ranked important predictors were civility and respect (importance score: 23.06), organizational culture (importance score: 19.62), and psychological support (importance score: 19.15). The results of partial correlations demonstrated that the 13 GM@W factors were all negatively associated with both workplace violence outcomes. In other words, nurses who reported working in healthier work environments tended to report fewer exposures to both types of workplace violence.




4. Discussion


This study had two key findings. First, the strongest workplace predictors of Type II and III workplace violence committed against nurses were distinct. While lack of physical safety, workload management, and psychological protection were the three most predictive factors of Type II violence, lack of civility and respect, organizational culture, and psychological support were the three top-ranked predictors for Type III violence. Second, the Standard’s psychosocial factors were stronger predictors of Type II than Type III violence.



The Standard describes a physically safe workplace (importance score: 27.45) as one where employers take appropriate actions to address physical hazards in the workplace through a variety of measures such as training opportunities and access to equipment and tools required to perform work in a physically safe manner [17,18]. Perhaps unsurprisingly, we found that nurses who reported poorer physical safety in their workplace were also more likely to report greater exposure to multiple forms of violence perpetrated by patients and their visitors. This finding is consistent with the findings of a recent qualitative study that reported insufficient security measures, failure to protect nurses, and insufficient infrastructure and equipment as factors that increase the likelihood of exposure to Type II workplace violence [33]. On the contrary, physical safety was the least important predictor of Type III workplace violence, which may be attributed to the infrequent nature of physical forms of Type III workplace violence. Spector and colleagues (2014) found that under 10% of all cases of physical workplace violence towards nurses were instigated by organizational employees, as opposed to patients and their families/friends which accounted for over 90% of incidents of physical violence in the workplace towards nurses [4].



Workload management (importance score: 26.44) was also found to be one of the most predictive factors for Type II workplace violence. Workplaces with appropriate workload management are defined in the Standard as workplaces where assigned tasks and responsibilities can be accomplished successfully within the time available. Effective workload management is dependent on a variety of factors, including access to adequate equipment and resources (human and non-human), minimum unnecessary interruptions and disruptions, and a leader open to discussing staffing and workload [17,18]. This finding is consistent with previous research. A recent cross-sectional study in China found that higher workload among public healthcare workers was associated with increased violence from patients and families [34]. Previous studies have suggested that heavy workload increases the likelihood of Type II workplace violence through its impact on quality and safe care delivery [3,12,13,35]. In other words, when nurses are overworked to the point that they are unable to protect their own health and safety (e.g., increased burnout) and that of their patients (e.g., missed care and medication errors), they are more likely to experience exposure to aggression and violence from patients and their families who are concerned about their safety and wellbeing.



Lastly, psychological protection (importance score: 23.06) was the third most predictive factor of Type II workplace violence. Psychological protection is defined as a work environment where employees’ psychological safety is ensured through minimizing unnecessary stressors, making efforts to prevent harmful situations from unsafe behaviors by clients, and working to prevent harassment, discrimination, and bullying [17,18]. Interestingly, this factor was not among the top predictors of workplace violence from organizational employees; instead, psychological support (importance factor: 19.15) was one of the top three factors associated with Type III violence. Psychological support is defined as a work environment where the organization is supportive of employees’ psychological health concerns and provides assistance and services or benefits to distressed employees as needed [17,18]. The difference in these predictive factors of Type II and III workplace violence may be explained by the difference in the focus on psychological protection versus psychological harm. While psychological protection has a greater emphasis on preventing psychological harm, psychological support focuses on supporting and treating psychologically harmed employees. This may point to greater support being available for nurses that have experienced violence from outsiders (i.e., patients and visitors) compared to those that experience violence from fellow co-workers. Perhaps the culture around supporting victims of Type II workplace violence is much more salient than those that experience Type III violence, and that lack of support further increases the risk of additional Type III violence (e.g., the lack of assistance for victims of bullying, and, relatedly, lack of consequences for perpetrators of bullying, may make increase the likelihood for this violence to occur).



Other important predictors of Type III workplace violence were civility and respect (importance score: 23.06) and organizational culture (importance score: 19.62). Civility and respect describe when employees are respectful and considerate in their interactions with one another and are characterized by fair treatment of employees and effective conflict resolution, while organizational culture is rooted in trust, honesty, and fairness, and involves employees feeling that they are a part of an inclusive workplace community and that everyone is treated fairly [17,18]. Previous research has consistently linked respectful communication and a positive organizational culture to fewer incidents of workplace bullying [36,37].



In addition to the noted differences between the predictors of Type II and III violence, this study found that the Standard’s psychosocial factors are better predictors of Type II than Type III violence. This finding suggests that working conditions may more prominently increase the likelihood of patients and visitors demonstrating aggressive behaviors compared to nurses and other organizational employees. When working conditions are suboptimal to the extent that they compromise nurses’ ability to deliver quality and safe patient care, patients and visitors may be more likely to demonstrate frustration and aggression towards healthcare workers who are perceived as the root cause of their health and safety concerns [12]. On the contrary, and due to their training, healthcare workers may reason that shortcomings in work environments are not the fault of their co-workers, but rather a result of a multitude of systemic and structural constraints in our healthcare policy and design. Healthcare workers are further bound to their professional code of ethics and standards of practice, even in the face of suboptimal working conditions [38,39]. These different understandings might explain the stronger relationships between working conditions and Type II violence as opposed to Type III.



4.1. Strengths and Limitations


In order to identify the relative importance of 13 different psychosocial factors in predicting workplace violence, this study utilized a machine learning technique (i.e., random forest regression analysis), which is generally regarded as a more appropriate approach compared to linear regression analysis [40,41]. Furthermore, the GM@W survey is a comprehensive and validated tool that operationalizes the Standard, allowing for a thorough and replicable investigation of the relationship between working conditions and workplace violence. Despite these strengths, our study had several limitations. First, our study did not differentiate between the various factors for different forms of workplace violence (e.g., predictors of physical violence may be quite different from predictors of psychological violence). Secondly, the data for this study were collected through surveys, which introduced a potential for recall bias. Additionally, caution should be taken when generalizing our findings beyond the study sample (however, it should be noted that a descriptive comparison of demographics between our sample with the provincial nursing workforce demonstrated less than a 10% difference; blinded for review). Finally, cause-and-effect conclusions cannot be made due to the cross-sectional nature of the study. Additional research should be conducted to determine whether a causal relationship exists between the 13 psychosocial factors outlined in the Standard and Type II and III workplace violence in nursing environments.




4.2. Implications


The aim of this study was to identify which of the 13 psychosocial risk factors, as outlined in the Standard, are most predictive of Type II and III workplace violence. This study has generated novel findings that provide some direction for practice and research. Most importantly, we found that Type II violence was more prominent (reported by more than 86% of participants) than Type III violence (reported by 48% of participants), and that distinct workplace conditions were stronger predictors of each type of workplace violence. The high prevalence of Type II violence, in various forms, is a serious source of concern and suggests an urgent need for better policies and intervention that more effectively support prevention and management of this violence perpetrated by patients and their visitors.



Although our findings were generated from a cross-sectional study and cause and effect relationships between factors cannot be assumed, they provide some direction for leaders and practitioners in terms of working conditions that may require further investment and intervention in order to prevent Type II and III violence against nurses. We found that physical safety, workload management, and psychological protection were among the top predictors of Type II violence; in contrast, the strongest predictors of Type III violence were civility and respect, organizational culture, and psychological support. The National Standard website provides a wide range of evidence-based strategies and resources for leaders and employers to address each of the psychosocial risk factors in the workplace [42]. As an example, recommended strategies for ensuring psychological protection in the workplace include, but are not limited to, offering programs and services for those in vulnerable work situations, such as hot zones of workplace violence; these programs and resources may include debriefing sessions, peer support, safe walk program, and secure parking access. Another recommendation is for leaders to be well-educated about their organization’s policies and programs regarding conflict resolution, workplace harassment, discrimination and violence. While reviewing all of the Standard’s recommended strategies and resources is beyond the scope and the space of this paper, the key takeaway is that predictors of Type II and III workplace violence vary. Future research needs to more carefully examine the relationship between these working conditions and various types and sources of workplace violence using more advanced research designs, such as longitudinal studies. In the meantime, however, we have some generic recommendations for leaders and practitioners including creating easy pathways to assess and address workplace violence and its psychosocial factors in the workplace, engaging in training opportunities to better prevent and manage workplace violence, and, perhaps most essentially, fostering dialogue to better support nurses from exposure to various forms and types of WPV. A study by Havaei and colleagues (2019) has shown that nurses who reported that their employers listened to them had higher perceptions of safety [43]. The inclusion of nurses’ voices in developing strategies and policies to reduce violence in their workplaces is of utmost importance.



The findings in our study provide some direction for practitioners, educators, and leaders in terms of workplace areas requiring investment and intervention to address Type II versus Type III workplace violence and point to the need to assess and address each type of violence individually. In order to prevent Type II violence, which the vast majority of our study participants reported having experienced within the last year, investments in security (e.g., security personnel) and workload management systems and strategies may be a successful approach. On the other hand, investing in shifting internal workplace culture would likely be a more effective strategy for reducing and mitigating Type III violence for nurses.





5. Conclusions


This study identified the top working conditions, as specified in the Standard, associated with workplace violence instigated by patients or their visitors (Type II violence) and organizational employees (Type III violence). Results indicated that Type II violence was much more prevalent than Type III violence, with nearly 87% of nurse respondents indicating they had experienced workplace violence perpetrated by patients or their visitors, whereas less than half of the respondents indicated that they had experienced violence instigated by fellow employees. Of particular note, the top three factors related to Type II violence (namely, lack of physical safety, workload management, and psychological protection) were distinct from the top three factors related to Type III violence (namely, lack of civility and respect, organizational culture, and psychological support). These findings highlight that different psychosocial factors in the workplace may be antecedents to Type II and III violence outcomes. Future research should utilize the Standard to determine if a causal relationship exists between psychosocial factors and incidents of workplace violence committed against nurses, and to determine how each factor is related to various types of workplace violence (i.e., physical assault, threat of assault, emotional abuse, verbal sexual harassment, and sexual assault).
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Table A1. Workplace Factor Definitions from the National Standard of Workplace Psychological Health and Safety [18].






Table A1. Workplace Factor Definitions from the National Standard of Workplace Psychological Health and Safety [18].





	Item
	Definition





	Organizational Culture
	Organizational culture is a mix of norms, values, beliefs, meanings, and expectations that group members hold in common and that they use as behavioral and problem-solving cues. Organizational culture could enhance the psychological safety and health of the workplace and the workforce when it is characterized by trust, honesty, respect, civility, and fairness or when it values, for example, psychological and social support, recognition, and reward. An organization with good organizational culture would be able to state that (a) all people in the workplace are held accountable for their actions; (b) people at work show sincere respect for others’ ideas, values, and beliefs; (c) difficult situations at work are addressed effectively; (d) workers feel that they are part of a community at work; and (e) workers and management trust one another.



	Psychological and Social Support
	Psychological and social support comprises all supportive social interactions available at work, either with co-workers or supervisors. It refers to the degree of social and emotional integration and trust among co-workers and supervisors. It refers also to the level of help and assistance provided by others when one is performing tasks. Equally important are the workers’ perceptions and awareness of organizational support. When workers perceive organizational support, it means they believe their organization values their contributions, is committed to ensuring their psychological well-being, and provides meaningful support if this well-being is compromised. An organization with good psychological and social support would be able to state that (a) the organization offers services or benefits that address worker psychological and mental health; (b) workers feel part of a community and that the people they are working with are helpful in fulfilling the job requirements; (c) the organization has a process in place to intervene if an employee looks distressed while at work; (d) workers feel supported by the organization when they are dealing with personal or family issues; (e) the organization supports workers who are returning to work after time off due to a mental health condition; and (f) people in the organization have a good understanding of the importance of worker mental health.



	Clear Leadership and Expectations
	Clear leadership and expectations are present in an environment in which leadership is effective and provides sufficient support that helps workers know what they need to do, explains how their work contributes to the organization, and discusses the nature and expected outcomes of impending changes. There are many types of leadership, each of which impacts psychological safety and health in different ways. The most widely accepted categorizations of leadership are instrumental, transactional, and transformational. Of these, transformational leadership is considered the most powerful. Instrumental leadership focuses primarily on producing outcomes, with little attention paid to the “big picture,” the psychosocial dynamics within the organization, and unfortunately, the individual workers. Transformational leaders are seen as change agents who motivate their followers to do more than what is expected. They are concerned with long-term objectives and transmit a sense of mission, vision, and purpose. They have charisma, give individual consideration to their workers, stimulate intellectual capabilities in others, and inspire workers. An organization with clear leadership and explicit expectations would be able to state that (a) in their jobs, workers know what they are expected to do; (b) leadership in the workplace is effective; (c) workers are informed about important changes at work in a timely manner; (d) supervisors provide helpful feedback to workers on their expected and actual performance; and (e) the organization provides clear, effective communication.



	Civility and Respect
	Civility and respect is present in a work environment where workers are respectful and considerate in their interactions with one another, as well as with customers, clients, and the public. Civility and respect are based on showing esteem, care, and consideration for others, and acknowledging their dignity. An organization with good civility and respect would be able to state that (a) people treat each other with respect and consideration in the workplace; (b) the organization effectively handles conflicts between stakeholders (workers, customers, clients, public, suppliers, etc); (c) workers from all backgrounds are treated fairly in our workplace; and (d) the organization has effective ways of addressing inappropriate behavior by customers or clients.



	Psychological Demands
	Psychological demands of any given job are documented and assessed in conjunction with the physical demands of the job. Psychological demands of the job will allow organizations to determine whether any given activity of the job might be a hazard to the worker’s health and well-being. When hazards are identified, organizations consider ways of minimizing risks associated with identified job hazards through work redesign, analysis of work systems, risk assessment, etc. The assessment of psychological demands should include assessment of time stressors (time constraints, quotas, deadlines, machine pacing, etc.); breaks and rest periods; incentive systems (production bonuses, piece work, etc.); job monotony and the repetitive nature of some work; and hours of work (overtime requirements, 12 h shifts, shift work, etc.). An organization with a good psychological demands assessment process for its workers would be able to state that (a) the organization considers existing work systems and allows for work redesign; (b) the organization assesses worker demand and job control issues such as physical and psychological job demands; (c) the organization assesses the level of job control and autonomy afforded to its workers; (d) the organization monitors the management system to address behaviors that impact workers and the workplace; (e) the organization values worker input particularly during periods of change and the execution of work; (f) the organization monitors the level of emphasis on production issues; (g) the organization reviews its management accountability system that deals with performance issues and how workers can report errors; and (h) the organization emphasizes recruitment, training, and promotion practices that aim for the highest level of interpersonal competencies at work.



	Growth and Development
	Growth and development are present in a work environment where workers receive encouragement and support in the development of their interpersonal, emotional, and job skills. Such workplaces provide a range of internal and external opportunities for workers to build their repertoire of competencies, which will not only help with their current jobs, but will also prepare them for possible future positions. An organization with good growth and development would be able to state that (a) workers receive feedback at work that helps them grow and develop; (b) supervisors are open to worker ideas for taking on new opportunities and challenges; (c) workers have opportunities to advance within their organization; (d) the organization values workers’ ongoing growth and development; and (e) workers have the opportunity to develop their “people skills” at work.



	Recognition and Reward
	Recognition and reward are present in a work environment where there is appropriate acknowledgment and appreciation of workers’ efforts in a fair and timely manner. This includes appropriate and regular acknowledgments such as worker or team celebrations, recognition of good performance and years served, and milestones reached. An organization with a good recognition and reward program would be able to state that (a) immediate supervision demonstrates appreciation of workers’ contributions; (b) workers are paid fairly for the work they do; (c) the organization appreciates efforts made by workers; (d) the organization celebrates shared accomplishments; and (e) the organization values workers’ commitment and passion for their work.



	Involvement and Influence
	Involvement and influence are present in a work environment where workers are included in discussions about how their work is done and how important decisions are made. Opportunities for involvement can relate to a worker’s specific job, the activities of a team or department, or issues involving the organization as a whole. An organization with good involvement and influence would be able to state that (a) workers are able to talk to their immediate supervisors about how their work is done; (b) workers have some control over how they organize their work; (c) worker opinions and suggestions are considered with respect to work; (d) workers are informed of important changes that can impact how their work is done; and (e) the organization encourages input from all workers on important decisions related to their work.



	Workload Management
	Workload management is present in a work environment where assigned tasks and responsibilities can be accomplished successfully within the time available. This is the risk factor that many working Canadians describe as being the biggest workplace stressor (i.e., having too much to do and not enough time to do it). It has been demonstrated that it is not just the amount of work that makes a difference but also the extent to which workers have the resources (time, equipment, support) to do the work well. An organization with good workload management would be able to state that (a) the amount of work that workers are expected to do is reasonable for their positions; (b) workers have the equipment and resources needed to do their jobs well; (c) workers can talk to their supervisors about the amount of work they have to do; (d) workers’ work is free from unnecessary interruptions and disruptions; and (e) workers have an appropriate.



	Engagement
	Engagement is present in a work environment where workers enjoy and feel connected to their work and where they feel motivated to do their job well. Worker engagement can be physical, emotional, and/or cognitive. Physical engagement is based on the amount of exertion a worker puts into his or her job. Physically engaged workers view work as a source of energy. Emotionally engaged workers have a positive job outlook and are passionate about their work. Cognitively engaged workers devote more attention to their work and are absorbed in their job. Whatever the source, engaged workers feel connected to their work because they can relate to, and are committed to, the overall success and mission of their company. Engagement should be seen as a result of policies, practices, and procedures for the protection of worker psychological health and safety. Engagement is similar to, but is not to be mistaken for, job satisfaction, job involvement, organizational commitment, psychological empowerment, and intrinsic motivation. An organization with good engagement would be able to state that (a) workers enjoy their work; (b) workers are willing to give extra effort at work if needed; (c) workers describe work as an important part of who they are; (d) workers are committed to the success of the organization; and (e) workers are proud of the work they do



	Balance
	Balance is present in a work environment where there is acceptance of the need for a sense of harmony between the demands of personal life, family, and work. This factor reflects the fact that everyone has multiple roles: as workers, parents, partners, etc. This complexity of roles is enriching and allows fulfillment of individual strengths and responsibilities, but conflicting responsibilities can lead to role conflict or overload. An organization with good balance would be able to state that (a) the organization encourages workers to take their entitled breaks (e.g., lunchtime, sick time, vacation time, earned days off, and parental leave); (b) workers are able to reasonably meet the demands of personal life and work; (c) the organization promotes life-work harmony; (d) workers can talk to their supervisors when they are having trouble maintaining harmony between their life and work; and (e) workers have energy left at the end of most workdays for their personal life. (f) Psychological protection is present in a work environment where workers’ psychol



	Psychological Protection
	Psychological protection is present in a work environment where workers’ psychological safety is ensured. Workplace psychological safety is demonstrated when workers feel able to put themselves on the line, ask questions, seek feedback, report mistakes and problems, or propose a new idea without fearing negative consequences to themselves, their job, or their career. A psychologically safe and healthy organization actively promotes emotional well-being among workers while taking all reasonable steps to minimize threats to worker mental health. An organization with good psychological protection would be able to state that (a) the organization is committed to minimizing unnecessary stress at work; (b) immediate supervisors care about workers’ emotional well-being; (c) the organization makes efforts to prevent harm to workers from harassment, bullying, discrimination, violence, or stigma; (d) workers would describe the workplace as being psychologically healthy; and (e) the organization deals effectively with situations that can threaten or harm workers (e.g., harassment, bullying, discrimination, violence, stigma, etc).



	Protection of Physical Safety
	Protection of physical safety is present when a worker’s psychological, as well as physical safety, is protected from hazards and risks related to the worker’s physical environment. An organization that protects physical safety would be able to state that (a) the organization cares about how the physical work environment impacts mental health; (b) workers feel safe (not concerned or anxious) about the physical work environment; (c) the way work is scheduled allows for reasonable rest periods; (d,e) all health and safety concerns are taken seriously; workers asked to do work that they believe is unsafe, have no hesitation in refusing to do it; (f) workers get sufficient training to perform their work safely; and (g) the organization assesses the psychological demands of the jobs and the job environment to determine if it presents a hazard to workers’ health and safety.
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Table 1. Descriptive statistics and reliability coefficients of the 13 GM@W factors (n = 4066).
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	Mean
	SD
	Min
	Max
	McDonald’ ω





	1. Psychological support
	0
	0.49
	−1.16
	1.16
	0.83



	2. Organizational culture
	0
	0.56
	−1.38
	1.43
	0.81



	3. Leadership expectations
	0
	0.28
	−0.69
	0.67
	0.83



	4. Civility and respect
	0
	0.59
	−1.49
	1.43
	0.83



	5. Psychological job fit
	0
	0.58
	−1.76
	1.44
	0.74



	6. Growth and development
	0
	0.61
	−1.65
	1.41
	0.82



	7. Recognition and reward
	0
	0.55
	−1.21
	1.33
	0.84



	8. Involvement and influence
	0
	0.59
	−1.52
	1.39
	0.82



	9. Workload management
	0
	0.66
	−1.58
	1.71
	0.81



	10. Engagement
	0
	0.46
	−2.18
	0.68
	0.80



	11. Balance
	0
	0.65
	−1.55
	1.61
	0.81



	12. Psychological protection
	0
	0.64
	−1.39
	1.61
	0.87



	13. Physical safety
	0
	0.75
	−1.63
	1.56
	0.89
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Table 2. Descriptive statistics of nurse exposure to total number of unique forms of Type II and III violence (n = 4066).
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Total Number of Unique Forms of Violence

	
Type II Violence

	
Type III Violence




	
n

	
%

	
n

	
%






	
0

	
540

	
13.3

	
2100

	
51.6




	
1

	
400

	
9.8

	
1511

	
37.2




	
2

	
604

	
14.9

	
376

	
9.2




	
3

	
963

	
23.7

	
60

	
1.5




	
4

	
1193

	
29.3

	
16

	
0.4




	
5

	
366

	
9.0

	
3

	
0.1








Note. Type II violence refers to workplace violence instigated by patients and families. Type III violence refers to workplace violence instigated by organizational employees.
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Table 3. Workplace conditions regressed on two workplace violence outcomes using random forest regression analyses.
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	Type II Violence (-)
	Type III Violence (-)





	1. Psychological support
	16.73
	19.15



	2. Organizational culture
	18.99
	19.62



	3. Leadership expectations
	19.62
	18.69



	4. Civility and respect
	17.95
	23.06



	5. Psychological job fit
	18.98
	16.35



	6. Growth and development
	15.58
	13.43



	7. Recognition and reward
	17.13
	14.21



	8. Involvement and influence
	18.89
	13.45



	9. Workload management
	26.44
	16.51



	10. Engagement
	13.18
	11.60



	11. Balance
	18.32
	16.05



	12. Psychological protection
	22.56
	15.78



	13. Physical safety
	27.45
	11.10



	     R   2     
	0.22
	0.14



	RMSE (train)
	1.37
	0.71



	RMSE (test)
	1.38
	0.70







Note. RMSE = root mean square error. Control variables (i.e., age, gender, experience, healthcare sector, and geographical region) were included in the models. The negative signs (-) represents the direction of the relationship between the predictors and outcomes. Type II violence refers to workplace violence instigated by patients and families. Type III violence refers to workplace violence instigated by organizational employees.
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