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PRESIDENT’S MESSAGE

Why Workplace Violence
By Brian Burger, MSN, APRN, AGACNP-BC, RNFA, CCRN
De-escalation techniques seem to be the answer for most
hospitals when it comes to violence towards nurses and other
members of the healthcare team. When I was employed at a
hospital, I went through multiple training sessions to learn these
techniques. However, these training sessions only do so much to
combat the violence toward nurses without other key measures.
It seems that when a violent event happens, one of two things
may occur: the nurse shrugs it off because they are so far behind
due to understaffing and the burden of increased documentation,
or they report it. Sometimes the feedback is, this sort of thing
happens, it happens all the time and it will happen again.
Therefore, in order to properly address workplace violence,
we must address both staffing and the “it’s just part of the job”
culture.
First and most important is adequate safe staffing. Whether
working in an emergency department taking care of ED patients
(along with the compounded problem of inpatient holds being
housed in the ED), or perhaps the med-surg units with up to
eight patients at a time (sometimes without an independent
charge nurse or a patient care assistant), or ICU nurses that have
to double up with three or even four patients, safe staffing must
be included in conversations about a safe work environment.
Secondly, nurses need proper training and institutions need
policies that protect nurses. It is not acceptable for nurses
to receive verbal or physical abuse from patients. Although
reimbursements are linked to patient satisfaction, it is not
acceptable to act badly towards the nurse in order for the patient
to get his/her way.

The “customer is always right” does not work in healthcare.
Is it acceptable take a swing at your mechanic when a car is
malfunctioning? Is it OK to berate an electrician when the
electric goes out? What about spitting in a waiter’s face when
food comes out wrong? The correct answer to those questions is
NO!, so then why should it be acceptable in nursing and “part of
the job description?”
We did not go to nursing school to get punched, kicked, bit,
spat on, pushed into walls, choked, peed on, blood being
purposefully sprayed on us, called every curse word there is and
maybe some made up ones, threatened with death or have our
family threatened, or get a knife or other weapon pulled on us.
The solution to nurse violence is out there, and it involves
addressing safe staffing and the culture of our profession. We
need to advocate for both of these changes, and we must unite
as one profession to solve these issues. Staffing is a complex
issue but must be fixed with the implementation of several tools
including but not limited to ratios, acuity, ending mandation,
independent charge nurses, guaranteed lunch breaks, increasing
ancillary staff (unit clerk, patient care assistants, housekeeping,
lab techs, transportation, lift team). We also need to stop
accepting abuse because we are conditioned to think that it is
“just part of the job.” We have over 200,000 nurses in Ohio. We
must unite and use our voice. We must protect each other and
look out for each other. We must protect each other against the
violence that is out there. We need to unite to #EndNurseAbuse
and advocate for #safestaffing.
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EDITOR’S NOTES

From
the
Editor
By Kelly D. Trautner
It was an honor to represent ONA at the 2019 Women of Power
event in Columbus with Candace Miller, a bedside nurse at The
Ohio State University Wexner Medical Center, and ONA DEO
Anne Ransone. We eagerly embraced the opportunity to talk
about ONA and nursing with female legislators and other female
leaders from around the state. With women running for public
office in record numbers, this is a powerful moment for ONA to
take a leading role in shaping conversations about nursing, the
healthcare system and health.
The role of nurses in addressing health issues is not a new one.
In fact, well-documented efforts of public health nurses over a
century ago had a significant effect in reducing infant mortality
well over a century ago in Providence, Rhode Island. Nursing
care was shown to have had a real impact on poverty, poor
nutrition, poor living conditions, lack of education, and lack
of governmental policies that contributed to the poor health of
infants a century ago.1
It has been the case for centuries that nurses are key to
identifying solutions for infant mortality- and other health
challenges facing our communities. More recently, a report
released in December by the Ohio Department of Health shows
we are making strides in addressing infant mortality in the state.

4
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However, the report shows we have a 3:1 rate of racial disparity
when it comes to infant mortality. How can this be? What is the
role of nurses in finding solutions?
The proliferation of health information exchanges and
research on social determinants of health, large bodies of work
nationwide document disparities. Yet turning the corner from
documentation to transformation seems so difficult. Addressing
more immediate, acute needs is important. But diving into
the sources of inequity that are so deeply rooted in structural,
upstream factors will be more challenging. Collaboration is key
- it will take an ecosystem and nurses must have a seat at the
table.
Just as the Providence nurses did over a century ago, we must
lean into the true challenges of our time. Whether addressing
health related outcomes in underserved populations or violence
in healthcare settings, the community holds nurses up as the
most trusted voice to advocate and shape solutions. As focus
widens on issues we hold dear, ONA is ready to lean in. Now is
our time.
Reference
1 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3428594/

Ohio Nurses Association
Events 2019

ONA
Convention
2019

Event Dates

October 11-13, 2019

Cornelius Congress Induction Dinner, October 10, 2019
The Westin, Cincinnati
ONA Convention is the premier event for ONA members
and Ohio’s nursing leaders to shape the future of nursing and
healthcare in Ohio. At Convention, attendees enjoy top-notch
continuing education, vote for association leaders, solidify the
structure of the association and decide the vision for nursing and
healthcare for the year 2020 and beyond.
Attendees also network with colleagues, sponsors and exhibitors
from across Ohio and nationwide, while also honoring standouts in the profession at the awards dinner and Cornelius
Leadership Congress induction ceremony. And you can’t forget
the biennial member celebration – a time for everyone to come
together for a little fun!

Delegate Apportionment

The ONA Bylaws entitles each District of ONA one delegate
for every 25 members. The delegates calculated and provided
are in accordance with ONA bylaws outlining the election,
apportionment, and seating of delegates.

Nurses Day at the Statehouse
March 6, 2019
Location: Columbus, OH
2nd Annual Nurse Wellness Conference
March 8 and 9, 2019
Location: The James, Columbus, OH
Nurses Choice Luncheon
April 26, 2019
Nurses Night with the Columbus Clippers
May 11, 2019
Retired Nurses Forum: 2019 Healthcare Issues Potpourri
June 4 and 5, 2019
Location: The Quest, Westerville, OH
ONA Summer Celebration
June 19, 2019
Location: Ohio Nurses Association
14th Annual Nursing Professional Development Conference
September 20, 2019
Location: The Quest, Westerville, OH
2019 ONA Convention
October 10-13, 2019
Location: The Westin, Cincinnati, OH

Districts

Total Members
December 31,
2018

Delegate
Apportionment
2019

03 District Three

623

25

05 Mohican

44

2

07 Erie-Huron

25

2

September 19, 2019
Location: The Quest, Westerville, OH

08 Southwestern Ohio

1,900

76

10 District Ten

224

9

To Register, go to www.ohnurses.org Øevents

12 Mid-Ohio

4,451

179

13 West Central

386

16

15 Southern Ohio

107

5

16 Greater Cleveland

776

32

17 East Central

323

13

18 Knox-Licking

37

2

19 Lake County

46

2

28 Muskingum Valley

100

4

33 Stark Carroll

219

9

34 Summit & Portage

1,061

43

35 Northwest Ohio

257

11

37 At- Large District

408

17

TOTAL MEMBERS

10,987

447

Provider Updates
May 10, 2019
Location: Xenos, Westerville, OH

Interested in becoming a delegate?

The House of Delegates is the governing and official voting
body of the Ohio Nurses Association. Serving as a delegate
is an opportunity to use your voice to shape the Ohio Nurses
Association and the future of nursing and healthcare in Ohio
by voting on ONA bylaws, mission and vision and substantive
issues affecting the work of the association.
www.onaconvention.com

Important Deadlines and Dates

Bylaws Proposals due April 1st
Reference Proposals due April 15th
Cornelius Congress Nominations due April 15th
Award Nominations due June 14th
Election Nomination Forms due June 14th
Registration opens July 1st
Candidate Profiles due July 22nd
www.ohnurses.org | Ohio Nurses Review | Volume 94, Issue 1 |
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Nurses Day at the Statehouse 2019 Co-Sponsors
American Psychiatric Nurses Association, Ohio Chapter

President/Dean: Susan Brammer, PhD, RN, CNE
Number of Members/Students: 550
Website: www.apna.org
Mission Statement: The mission of the Ohio Chapter is the
promote the professional development of psychiatric-mental
health nurses through networking and education.
Legislative Goals/Priorities:
1. Treatment and prevention efforts for opioid addiction;
2. Protection of insurance coverage for mental health/
substance use disorders.

Central Ohio Chapter of the Association of Rehabilitation Nurses

President: Heather Crichlow-Baako, MS, RN, CRRN
Number of Members: 60 Chapter Members – Approximately
5,300 national ARN members
Website: https://rehabnurse.org
Mission Statement: ARN-COARN promotes and advances
professional rehabilitation nursing practice through education,
advocacy, collaboration, and research to enhance the quality
of life for those affected by disability and chronic illness.
Legislative Goals/Priorities:
ARN supports efforts to improve the care provided to
individuals with chronic illnesses.
ARN supports requiring nursing homes to have at least one
direct care registered nurse with specialized training or
experience in rehabilitation on duty 24 hours per day, 7 days
a week.
ARN supports efforts to ensure harmonious and equal
measures across the post-acute care continuum.
ARN supports efforts to ensure that individuals with
disabilities and/or chronic illness have access to
comprehensive, quality care in the setting that is most
appropriate for them.
ARN supports legislation that supports and funds
rehabilitation programs for veterans.
ARN supports legislation that supports and funds programs
for traumatic brain injury.
ARN supports legislation that increases funding for
rehabilitation research at NIDILRR.

Chamberlain University College of Nursing

President/Dean: National Campus President: Dr. Karen Cox,
PhD, RN, FACHE, FAAN
6
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Columbus Campus President: Dr. Judith Kimchi-Woods, PhD,
MBA, RN, CPHQ
Number of Members/Students: Over 25,000 students
nationwide
Website: www.chamberlain.edu
Mission Statement: To educate, empower, and embolden
diverse healthcare professionals who advance the health of
people, families, communities, and nations.
Legislative Goals/Priorities: N/A

Delta Xi Chapter, Sigma Theta Tau International

President: Chapter President- Tracy Schwab
Number of Members: 500 chapter members. Over 135,000
members internationally
Website: http://deltaxi.nursingsociety.org/home
Mission Statement: The mission of Sigma, is advancing world
health and celebrating nursing excellence in scholarship,
leadership, and service.
Legislative Goals/Priorities:
As a global nursing organization committed to advancing
the health of the world’s people, Sigma supports access to
equitable, affordable, quality health care services for all
people. Accordingly, the honor society supports efforts in
countries throughout the world to achieve health system
guided by principles of universal health care coverage and
access to affordable, high-quality health care services, along
with an increased emphasis on prevention, primary care,
coordinated care and reduced health inequities. The honor
society also supports developing systems that will address
social and environmental determinants of health.

Grand Canyon University

President/Dean: Bryan Muller
Number of Members/Students: 20,500 Enrollment / More than
75,000 Online Enrollment
Website: www.GCU.edu
Mission Statement: Grand Canyon University prepares learners
to become global citizens, critical thinkers, effective
communicators and responsible leaders by providing an
academically challenging, values-based curriculum from
the context of our Christian heritage.
Legislative Goals/Priorities:
The two key legislative issues right now that impact GCU,
our nursing students and the entire healthcare industry are
Medical Marijuana and the Opioid Crisis.

Kent State University College of Nursing

Dean: Barbara Broome, PhD, RN, FAAN
Number of Members/Students: 3,000 nursing students
Website: https://www.kent.edu/nursing
Mission Statement: The mission of Kent State University
College of Nursing is to discover, create, apply and
share nursing knowledge, as well as to foster ethical and
humanitarian values in addressing health care needs of Ohio
and the global community. The College of Nursing applies
professional nursing standards and competencies across a
variety of undergraduate and graduate programs to prepare
students to reach their full potential. Students engage in
diverse learning environments to foster critical thinking and
attain excellence in providing care for diverse populations
and advancing knowledge.
Legislative Goals/Priorities:
1. Establish and maintain relationships with elected officials
and staff.
2. Work to ensure adequate financial resources for the
university, the nursing programs and for students seeking
nursing education.
3. Advocate for patient and nurse safety in all settings.
4. Promote nursing research and scholarship.
5. Continue efforts to ensure affordable education and
diversity in nursing.

Mount Carmel College of Nursing

President/Dean: Ann Marie T. Brooks, Ph.D, MBA, RN,
FAAN, FACHE, FNAP
Number of Students: 1090 students 2018-19
Website: MCCN.edu
Mission Statement: In the spirit of the Catholic tradition, we
welcome a diverse population of students from all faiths, to
prepare them academically and professionally as competent
and compassionate nurse leaders, who are lifelong learners,
and who possess the moral courage to continuously promote
the health of individuals and communities.
Legislative Goals/Priorities:
In our Health Policy course, provide students with basic
knowledge so they will continue to:
access current information about State and Federal
legislators
contact legislators with information of concern to nursing
respond to action alerts from ONA on legislative issues

Northwest Ohio Nurses Association (NONA).

President: Denise Oancea, PhD(c), MSN, MBA, RN.
Number of Members/Students: 256
Website: Facebook used for social media contacts.
Mission Statement: The mission of NONA is to: 1. foster
high standards of nursing, 2. stimulate and promote
the professional development of nurses, 3. advance the
economic and general welfare of nurses, and 4. promote the
profession of nursing in the district and the community.

Legislative Goals/Priorities:
1. Safe staffing in all areas of nursing practice.
2. APRN practice - removal of prescribing limitation.
3. Health promotion efforts to decrease infant mortality.
4. Increased awareness, resources, and funding for treatment
of child & adolescent metal health disorders.

Ohio Association of Advanced Practice Nurses

President: Joscelyn Greaves
Number of Members/Students: 2882 total members; 580
student members
Website: www.oaapn.org
Mission Statement: Advocate and promote the role of the
APRN in improving health care in Ohio.
Legislative Goals/Priorities:
1. Removal of the mandated Standard Care Arrangement
2. Reimbursement equity for all Ohio APRNs

The Ohio Association of School Nurses

President: Joan Hlinomaz MS, BSN, RN, NCSN, Licensed
School Nurse
Number of Members: 425
Website: www.oasn.org
Mission Statement: The mission of the Ohio Association of
School Nurses (OASN) is to promote optimal wellness among
Ohio’s school children and their communities by supporting
their educational success and providing leadership, education,
and support for the practice of school nursing.
Legislative Goals/Priorities:
Immunization of Ohio’s school children - An essential role
of the Ohio Licensed School Nurse is to increase student
academic success by improving the health and safety of
students and the school community. Vaccine preventable
disease outbreaks may cause chronic absenteeism and lost
academic time.
OASN supports policy issues concerning immunization of
Ohio’s children that will keep students healthy and in
attendance at school:
• Families are encouraged to make educated decisions
when declining immunizations after discussion with a
healthcare provider, specifically when exempting their
child due to religious or philosophical beliefs.
• For the health of the child and school community, medical
exemption paperwork is to be completed and signed by a
physician or APRN yearly.
• Universal and standard use of the Ohio Impact State
Immunization Information System (ImpactSIIS) by all
healthcare providers that administer immunizations
will provide accurate information for communities and
families.
• A School Nurse Consultant position created at the Ohio
Department of Education will provide expertise and
enforcement of school health policy, procedure and
mandates in all Ohio schools.

Nurses Day at the Statehouse 2019 Co-Sponsors continued on page 8
www.ohnurses.org | Ohio Nurses Review | Volume 94, Issue 1 |

7

Nurses Day at the Statehouse 2019 Co-Sponsors continued from page 7

Ohio Council for Home Care & Hospice

Executive Director: Joe Russell
Number of members: More than 650 home health and hospice
agencies throughout Ohio
Website: www.ochch.org
Mission Statement: As the leading industry voice, OCHCH
is advancing industry standards by providing home and
community-based organizations with the advocacy,
education, and regulatory support they need to help ensure
that individuals receive the highest level of dignity, care,
and respect.
Legislative Goals/Priorities:
Maintaining Integrity While Preserving the Highest
Quality
Legislative and regulatory measures must ensure that all
providers of home care, palliative care, and hospice meet the
same standards and rules when providing care. Consumers
should receive care from properly trained and competent
caregivers, whether the caregiver is employed directly by a
consumer or through an agency. The integrity of programs
must be maintained and the number one priority must be
consumer safety. Unethical activities will not be tolerated.
Ensuring Proper Federal and State Payment Policies
Quality service delivery depends upon adequate and
proper payment procedures. Existing programs need to be
adequately funded before other programs are expanded. We
must develop performance-based payment for Medicare
home health services; reform the annual Medicare inflation
update method; and establish a process for modification of
the prospective payment system for home care and hospice.
Full market basket updates for home health and hospice
payments are needed. An increase in the Federal Medicaid
Match (FMAP) is essential in order for Ohio to continue
operating at current levels. In addition, Medicaid rates
that reflect the true costs of delivering quality care must
be established and frequently reviewed and adjusted in a
transparent manner. The expense of care delivery in rural
areas must be addressed, and we must preserve the budget
neutrality adjustment to the hospice wage index.
Building a Competent Workforce to Meet Future Needs
Ohio continues to have a home health, hospice, and
nursing personnel shortage, particularly in rural and other
underserved areas. We need incentives for recruiting
and retaining personnel, including proper mileage
reimbursement rates and compensation for professional
continuing education and aide in-service training.
Using Technology to Serve and Save
Promoting the use of technology, such as electronic
signatures on forms, telehealth, electronic visit verification,
and implementation of electronic health records can cut
costs and improve service. We support the use of these
advancing technologies, including real time eligibility and
claims adjudication.
Increasing Availability to Serve All Ohioans
High quality home care, palliative care, and hospice
services must be fully available to all Ohioans, whether they
are needy, infirm, elderly, young, or disabled. Medicaid/
Medicare clients deserve the choice of care delivery models.
8
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Support for the rebalancing of long term care expenditures
in state Medicaid programs in favor of home care is
necessary. Home care and hospice must be covered benefits
across all payor systems including long term care and
managed care.
Streamlining the Care Delivery Process While
Partnering with the State to Save Healthcare Costs
We must reduce the regulatory burdens and paperwork
that merely increase the cost of doing business or impede
the delivery of care. Improvements should include multistate reciprocity in Medicare survey contracts, flexibility
in the delivery of home health services under the Medicare
prospective payment system, and more flexibility in the
application of the home health and hospice co-payments.

Ohio League for Nursing

President/Dean: Hope M. Moon, DNP, RN, CNS| Professor
of Nursing, Program Coordinator LCCC/Firelands BGSU
Partnership, Division of Health & Wellness Sciences,
Faculty Senate President, Lorain County Community
College| 1005 N Abbe Road| Elyria, Ohio 44035
Number of Members/Students: 400 +
Website: www.ohioleaguefornursing.org
Mission Statement: The Ohio League for Nursing advances
excellence in nursing education that prepares a strong and
diverse nursing workforce to promote the health of Ohio and
the nation.
Legislative Goals/Priorities:
Support policy initiatives that provide nursing education
programs with the necessary faculty to educate the next
generation of nurses; support initiatives that maximize
existing nursing resources to ensure that patients have
access to quality care; support initiatives that promote
effective workforce planning through timely and evidencebased nurse workforce data collection and analysis.

Ohio Public Health Association – Public Health Nursing Section

President/Dean: Kelly Engelhart
Number of Members/Students: 135
Website: www.ohiopha.org
Mission Statement:
Mission: To be the inclusive voice for Public Health,
to proactively advocate for policies that reduce health
disparities and empower all people to achieve their optimal
health, and to advance the practice of public health in Ohio.
(Adopted October 18th 2018)
Legislative Goals/Priorities: We work on any legislation or
policy which will have a significant impact on public health
nursing and the health field in general and on the health of
Ohioans such as SB302 Health Equity in All Policies.

Ohio State Association of Nurse Anesthetists

President/Dean: Karen Nye, CRNA
Number of Members/Students: 2250

Website: www.osana.org
Mission Statement: OSANA is a dynamic organization that
advances nurse anesthesia practice through excellence
in education, advocacy, knowledge and member
empowerment.
Legislative Goals/Priorities:
Pursue legislation that targets intro-facility ordering for
CRNAs.

The Ohio State University College of Nursing

President/Dean: Bernadette Mazurek Melnyk, PhD, RN,
APRN-CNP, FAANP, FNAP, FAAN, Vice President for
Health Promotion, Dean of the College of Nursing and
university Chief Wellness Officer
Number of Members/Students: Approximately 1020 active
undergraduate and 1040 active graduate students
Website: https://nursing.osu.edu
Mission Statement: We exist to dream, discover and deliver a
healthier world.
Legislative Goals/Priorities:
• Remove the standard care agreement requirement for
Advanced Practice Nurses
• Add adoption of evidence-based practices for reimbursed
care

Ohio Student Nurses Association

President/Dean: Shaina Bahler, President
Number of Members/Students: 1081
Website: ohionursingstudents.org
Mission Statement: The professional association of Ohio
nursing students, committed to developing future nurse
leaders.
Legislative Goals/Priorities:
1. Take action on legislative issues, proposed by members
in OhSNA resolutions, by creating relevant legislative
projects.
2. Provide opportunities for members to improve their
understanding of policy and their involvement with
policy.
3. Implement “resolved” statements of OhSNA resolutions
passed at the 2017 annual conference.
4. Increase collaboration with ONA in meeting the above
goals.

Otterbein University

President/Dean/Chair of Nursing Department: President,
John Comerford
Dean of Professional School, Barb Schaffner, PhD, APRN
Chair, Department of Nursing, Jacqueline Haverkamp, DNP,
MBA, APRN, FNP-C
Number of Members/Students: Otterbein University’s Nursing
Program serves approximately 500 students annually with
16 Full-time faculty and approximately 32 clinical adjuncts
per semester. Currently, in addition to a Bachelor of Science

in Nursing Program, the Department of Nursing offers
BSN-DNP options in CRNA, PMHNP and FNP educational
pathways and offers a Post-Masters DNP Executive track
and Nurse Educator certificate.
The BSN program has a current NCLEX pass rate of 100%
and full approval from the Ohio Board of Nursing. All
graduate programs have current 100% certification pass
rates. In addition, all programs have ongoing accreditation
from the Commission on Collegiate Nursing Education
through 2026, with its most recent survey visit conducted in
November, 2015.
Website: http://www.otterbein.edu/public/Academics/
Departments/Nursing.aspx
Mission Statement: The Department of Nursing is committed
to quality nursing education using a holistic caring
framework to promote quality and safe healthcare. Our
mission encourages personal and professional development
of faculty, staff and students. An appreciation for diverse
perspectives and humane values is central to the mission.
Building on a liberal arts education and a strong science
foundation, the goal of the Department of Nursing is
to prepare lifelong learners who are committed to the
profession, the community, and to meeting changing health
care needs of society.
Legislative Goals/Priorities:
Otterbein faculty, renowned for their progressive ideas have
developed an innovative, interprofessional and collaborative
approach to active learning called HESS (Healthcare
Education Simulation Station) that involves the use of low
cost simulated point-of-care devices rather than costly mid
and high fidelity manikins.
HB 456: Eliminating Nurse Mandatory Overtime:
While legislation was not heard by the Senate health,
Human Services and Medicaid Committee and therefore not
passed during this general assembly, educators at Otterbein
stand behind this bill and can be counted on to advocate for
the re-introduction of this bill in the next general assembly.
HB 191: Regards practice of registered nurse
anesthetists
While House Bill remains unpassed, this education
program supports our CRNA colleagues in their efforts to
provide better anesthesia care by lifting restrictions that are
inconsistent with CRNA education and training.

Ursuline College, The Breen School of Nursing

President/Dean: President – Sr. Christine De Vinne, OSU;
Dean – Dr. Patricia Sharpnack
Number of Members/Students: 1,073 students total in fall 2018
Website: www.ursuline.edu
Mission Statement: Ursuline College offers holistic education
that transforms students for service, leadership and
professional excellence by providing undergraduate and
graduate programs that foster lifelong learning and personal
wisdom in an environment characterized by:
• Catholic and Ursuline heritage
• Women-centered learning
• Values-based curricula
• Inclusive, global perspective
Legislative Goals/Priorities: N/A
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Forensic Nursing: Overview of a Growing Profession
By Julie L. Valentine, PhD, RN, CNE, SANE-A

Originally published in the December 2018 Vol. 13 No. 12 issue
of The American Nurse Today

Combine your nursing skills with forensic science to help
victims of violence and trauma
Takeaways:
• Forensic nursing is a specialized nursing field focused on
providing nursing care to patient populations affected by
violence and trauma.
• Forensic nursing integrates nursing concepts with legal and
forensic science concepts.
• The scope of forensic nursing is broad to encompass the
many patient populations affected by violence and trauma.
IN THE CURRENT ERA of the #MeToo movement and
prominent sexual assault disclosures, these types of crimes
are finally receiving the attention they deserve. Our society
is acknowledging what research has been telling us for years
about the high incidence of sexual violence in the United
States. According to a recent Centers for Disease Control
and Prevention (CDC) report, more than 36% of women have
experienced contact sexual violence in their lifetime and 19%
have experienced attempted or completed rape. Men also report
high rates of sexual violence; more than 17% have experienced
some form of contact sexual violence in their lifetime and nearly
2% have experienced attempted or completed rape.
A benefit of the increased media and cultural attention on sexual
assault crimes is that in many areas of the United States more
victims are reporting the crimes to receive forensic medical
examinations by sexual assault nurse examiners (SANEs).
Many healthcare personnel and nurses are familiar with SANEs
but may not realize that forensic nursing is a much broader
nursing specialty that encompasses caring for patients who’ve
experienced all kinds of violence and trauma.

Forensic nursing scope and specialties
Forensic nursing combines nursing care with the legal system
and forensic sciences. Forensic nurses care for patients who’ve
experienced violence and other traumas, such as natural
disasters. Patients include living and deceased victims as well

as perpetrators of violence. The patient population also extends
to communities and society at large. Forensic nurses collaborate
with other professionals outside of healthcare, but they’re nurses
first and use the nursing process to provide compassionate,
holistic care. This distinction clearly defines forensic nurses as
healthcare professionals rather than criminal justice or forensic
science professionals.
As forensic nursing grows, subspecialties will advance to
meet healthcare and societal needs. (See Forensic nursing
subspecialties.) But regardless of the subspecialty, forensic
nurses focus on improving patient and legal system outcomes.
They address the bio-psycho-social-spiritual needs of patients
affected by violence and trauma to promote physical and
psychological health and recovery. Additionally, forensic nurses
use proper evidence documentation, collection, and preservation
practices to ensure optimal analysis findings.
Only RNs can take specialized forensic nursing education,
but forensic nurses come from a variety of educational
backgrounds—from associate to doctoral degrees. Many
forensic nurses have experience in emergency departments,
intensive care units, women’s health, medical-surgical units, or
mental health/psychiatric units.
SANEs make up the largest group of forensic nurses in
the United States. In fact, about 72% of the International
Association of Forensic Nursing (IAFN) members are SANEs.
IAFN provides online education for SANE training and
sponsors the certification examinations for both adolescent
and adult SANEs (SANE-A) and pediatric SANEs (SANE-P)
as recognized by the American Nurses Credentialing Center’s
Magnet Recognition Program®. Nurses must meet the eligibility
requirements before taking the credentialing examination.
In some parts of the United States, the SANE role has expanded
to include providing nursing care and examinations for patients
affected by interpersonal violence, strangulation, torture,
physical child abuse, child neglect, and elder abuse. They also
care for the suspects of violent crimes.

Forensic nursing subspecialties
Currently in the United States, the forensic nurses can
specialize in any of these areas:
• sexual assault
• interpersonal violence
• intimate partner violence
• child abuse and neglect
• elder abuse and neglect
• human trafficking
• death investigation
• incarceration
• refugees with torture victimization history
• mass and natural disasters
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Employment settings
Forensic nurses work in a variety of healthcare settings:
hospitals, emergency departments, clinics, correctional health
centers, and medical examiners’ or coroners’ offices. (See
Forensic nursing care settings.) Many forensic nurses work
on-call, ready to respond when a patient needs their specialized
care, while others are employed as full-time forensic nurses.
States, jurisdictions, and healthcare facilities vary on their
payment structure for forensic nursing services, providing oncall, case-by-case, hourly, or salaried wages.

Educational options
Forensic nursing education is holistic, ranging from learning
about assessment of the psychological impact of trauma to
documenting physical injuries and preserving evidence. As
forensic nurses intersect with the criminal justice system,
education also is provided on expert testimony. A variety
of online forensic nursing education programs are available
through IAFN. Several universities offer courses specific for
SANEs or death investigators, and graduate forensic nursing
programs range from master’s to doctoral degrees. When
exploring SANE education opportunities, look for programs that
meet IAFN guidelines. And keep in mind that to practice as a
forensic nurse, you need both classroom education and clinical
experience.

Key forensic nursing concepts
RNs already practice many forensic nursing concepts, including
compassionate, patient-centered, objective, culturally sensitive,
and evidence-based care. However, forensics’ education
expands on these key concepts to incorporate a thorough
understanding of trauma-informed care, including knowledge of
the neurobiology of trauma and interventions to promote healing
and restore power and control to patients who’ve experienced
violence and other trauma.

Forensic nursing care settings
The broad scope of forensic nursing encompasses many
care settings.
• Forensic psychiatric nurses with an undergraduate
degree may work in mental health settings, while
nurses with an advanced practice degree may provide
evidence-based therapies to both survivors and
perpetrators of violence.
• Forensic nurse death investigators work within
the structure of medical examiners’ or coroners’
departments to investigate deaths, support family and
survivors, and explore the impact of the death on the
community.
• Correctional forensic nurses care for patients
incarcerated in jails, prisons, and juvenile detentions
centers.
• Nurse legal consultants and nurse attorneys also fall
under the umbrella of forensic nursing, addressing
legal issues as they intersect with healthcare. Nurse
legal consultants assist attorneys, while nurse attorneys
represent clients and healthcare organizations in legal
cases.
• Forensic nurse doctoral researchers focus on studies
relevant to forensic nursing science.

Objectivity
Objectivity is critical to forensic nursing, both in terms of
nonjudgmental care when documenting findings and facts and
in interactions with the legal system when serving as an expert
witness or consulting for prosecuting and defense attorneys.
Cultural sensitivity
Culturally sensitive forensic nursing care involves an awareness
of cultural and societal influences on violence, abuse, and
trauma. It also requires a commitment to social justice and
access to care.
Evidence
All aspects of forensic nursing care—from patient assessment
to evidence collection and documentation of injuries—must be
based on research and best practice guidelines.
Violence prevention
Violence prevention is also a foundational concept within
forensic nursing. Under IAFN’s Vision of Ethical Practice, the
scope of forensic nursing practice includes a responsibility to
address violence prevention to promote healthier communities
and nations.

Learn more about forensic nursing
Nurses have always provided care to victims and perpetrators of
violence. Forensic nursing expands that role to individuals and
communities to promote recovery, health, and justice.
To learn more about forensic nursing, visit the IAFN website
(IAFN.org). Note that many states have IAFN chapters with
contact information. You also can read more about forensic
nursing in the official peer-reviewed journal of IAFN,
Journal of Forensic Nursing, and in American Nurse Today
(americannursetoday.com/forensic-nurses-strides-socialjustice/).
Julie L. Valentine is an assistant professor at Brigham Young
University College of Nursing in Provo, Utah, and a forensic
nurse with Wasatch Forensic Nurses in Salt Lake City, Utah.
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VERBAL
DE-ESCALATION
FOR CLINICAL

PRACTICE SAFETY
By Julia Mason Jubb, DNP, RN, CNE, and Cathryn J. Baack, PhD, APRN, FNP-C

Originally published in the January 2019 Vol. 14 No. 1 issue of
The American Nurse Today

The right tools—and support from your organization—will
protect you and your patients.
Takeaways:
• Nurses and other healthcare workers are harmed by violent
patients and family members and need to be safe in practice.
• Many nurses believe workplace violence is part of the job.
• Learning and practicing de-escalation techniques can help
protect nurses and patients.
VIOLENCE continues to be a problem in healthcare settings.
(See Workplace violence stats.) Too many nurses continue to
believe that workplace violence is part of the job, so they don’t
ask for help when they’re in a combative situation with a patient
or family member, and they don’t notify their supervisors of
an injury. However, the American Nurses Association (ANA)
position statement on Incivility, Bullying, and Workplace
Violence states that “all registered nurses and employers in
all settings, including practice, academia, and research must

collaborate to create a culture of respect, free of incivility,
bullying, and workplace violence.” In other words, violence
should never be an accepted part of practice.

Workplace violence stats
Violence is an issue in many workplace settings, including
healthcare.
• The U.S. Occupational Safety and Health Administration
states that “… nearly 2 millionAmerican workers report
having been victims of workplace violence each year.”
• According to data from ANA Enterprise’s Healthy Nurse,
Healthy Nation™ survey, more than a quarter (29%) of
respondents have been verbally and/or physically threatened
by a patient or family member in the past year, and 10%
have been assaulted by a patient or family member while at
work.
• The World Health Organization notes that between 8% and
38% of health workers around the world suffer physical
violence at some point in their careers.
But when you do encounter combative patients or family members,
what should you do? First, remember that they’re in a stressful
situation and may act out for many reasons, including a medical
diagnosis, drug misuse withdrawal, medication effects, mental
health issues, or financial anxiety. Quickly building rapport with
the patient and using proven verbal de-escalation tools can help you
prevent a tense situation from becoming violent.

Verbal de-escalation tools
Verbal de-escalation involves communicating effectively,
offering clear explanations for protocols and procedures,
checking your own behavior to make sure you’re not
contributing to the tension, and offering the patient realistic
options. However, if you’re ever in a situation where you’re
not sure what to do, ask for help from fellow staff members or
your organization’s safety and security staff. (See Verbal deescalation tips.)
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Verbal de-escalation tips
Keep these tips in mind whenever you encounter a combative
patient or family member.
• Take a deep breath.
• Have a planned escape route from the room.
• Stay at least two arms’ length away from the person
escalating and don’t turn your back on him or her.
• Keep your expression and posture relaxed and don’t use too
many gestures.
• Stay at eye level with the patient.
• Maintain a calm expression and voice.
• Keep your hands where the patient can see them.
• Designate one primary person to communicate with the
patient.
• Restate what the patient says so they know he or she has
been heard and to be sure you understand the issues. “Tell
me if I have this correct….”
• Don’t threaten but do set boundaries. “I understand you’re
frustrated with not being able to go home today; however,
it’s important that you do not yell at staff.”
• Don’t use jargon. Speak in short sentences.
• Empathize with feelings and be nonjudgmental.
• Try to understand the reason for the escalating behavior.
• Offer the patient realistic choices when possible.
• Use the person’s name and suggest you both sit.
Alternatively, if possible, walk and talk with the patient to
help relieve stress.
• Be OK with silence; sometimes it gives people time to
realize the difficulty their behavior is causing.
• Don’t argue but do point out consequences of the behavior.
• Be respectful, but don’t answer rude questions.
• Don’t hesitate to get help. Keep yourself safe.
Communicate effectively
Listen carefully to what the patient or family member is saying.
They might not be able to express their actual needs, so look
for a theme while assessing the situation, listen to what is and
isn’t being expressed, and determine what their body language
is telling you. Don’t raise your voice, which may only anger
the patient and cause him or her to speak even more loudly.
Statements such as “I’m here to keep you safe” can be beneficial.
Remind the patient (and yourself) that you’re on the same team
and should be working together. Don’t get caught up in an “us
versus them” dynamic. Treat the patient as an important member
of the healthcare team.
Offer explanations
Many patients and family members won’t understand what staff
members are doing or why. When you’re questioned by a patient
or family member, don’t just state that “it’s policy”; provide a
clear rationale. When you’re sure they understand, you can talk
about options to meet the patient’s needs that are in line with
your organization’s policies.
Be realistic
When offering the patient choices and suggestions to resolve a
situation, be realistic. Determine what the patient has control
over, what feasible choices are available, and how immediate
his or her needs are. Offering an unrealistic option simply to
appease the patient may backfire and result in lost trust. If
possible, walk with the patient while discussing options. Moving
may release stress and help calm the patient.

Check yourself
You can make a situation better or worse, so pay attention to
your own behavior. Avoid anger, closed body language, and
aggression. Instead, stay calm, keep a relaxed posture, and make
eye contact. Keep your hands visible so that the patient doesn’t
think you’re hiding something. Remember that having too many
people in the room may overwhelm the patient; however, for
safety, you may want at least one other staff member with you.

What would you do?
Almost all nurses encounter situations where a patient’s or
family member’s behavior begins to escalate, presenting
a potentially unsafe situation. These case scenarios offer
suggestions for how to handle these situations.
Case scenario 1
You’re caring for Sandy Clemmons* on
the medical-surgical unit. She has type 2
diabetes and cellulitis and is experiencing
alcohol withdrawal. When you enter
her room to administer an injection, she
becomes agitated, quickly escalates, and
attempts to choke you. You have no easy
way out of the room.
Safety tips: Because this patient has a known risk factor for
agitated behavior (alcohol withdrawal), take steps to prevent
escalation. Before approaching the patient’s bed, introduce
yourself, explain what you’ll be doing and why, and ask
the patient if she has any questions. Also consider having
a colleague with you, how you want to position yourself to
administer the injection, and how you can exit quickly if
necessary.
If the patient becomes agitated while you’re at the bedside,
step back at least two arms’ lengths so that you’re not in hitting
or kicking distance and don’t turn your back on the patient.
Keep a relaxed posture, listen to what the patient is saying to
assess her needs, and then explain calmly that you want to help.
If necessary, call for assistance or leave the room to protect
yourself.
Case scenario 2
You’re just coming on shift and hear a patient
yelling from one of the rooms. You also
hear several nurses and other staff members
yelling at the patient to sit down or they’ll
apply restraints. As the patient becomes more
upset and combative, you hear several staff
members say that they’ll try to tie him down.
And then you hear a loud slap.
Safety tips: When a situation is escalating, one person
should be primarily responsible for talking with the patient.
Too many people talking at once can be overwhelming to
everyone. Typically, the patient’s nurse should be the primary
communicator. However, if the patient is angry with the nurse,
another person may need to take the lead role.

Verbal de-escalation for clinical practice safety continued on page 20
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Courts Block Rules That Would Restrict Women’s
Access to Reproductive Health Care Services
By Gregory Craig

Reprinted with permission of the American Nurses Association
Federal courts this week blocked two Interim Final Rules (IFRs)
from the U.S. Department of Health and Human Services (HHS)
that would have significantly expanded the ability of employers
to deny coverage of contraceptives for female employees on the
basis of religious or moral objections.
On January 14th, the U.S. District Court for the Eastern District
of Pennsylvania issued an order granting the motion for a
preliminary nationwide injunction blocking the implementation
of the two IFRs from HHS that would have expanded the ability
of employers to cite moral and religious objections in seeking
exemptions from the Affordable Care Act’s (ACA) contraceptive
mandate. That mandate requires all employers that provide
employer-sponsored insurance for their employees to cover
contraceptives, with narrow exemptions (e.g., religious entities
and closely held for-profit corporations).
The Pennsylvania ruling followed a January 13th ruling from
the U.S. District Court for the Northern District of California
also blocking the implementation of these two IFRs in the
13 plaintiff states in that lawsuit (California, Connecticut,
Delaware, Hawaii, Illinois, Maryland, Minnesota, New York,
North Carolina, Rhode Island, Vermont, Virginia, Washington),
plus the District of Columbia; the judge in the Northern District
of California prominently cited ANA’s amicus curiae brief in his
order granting the motion for a preliminary injunction.

These IFRs would be particularly damaging given the
administration’s proposed regulatory changes to Title X
funding, which provides grants for critical family planning
services for millions of Americans, particularly low-income
women. HHS itself notes in its analysis of the blocked IFRs that
they would result in over 125,000 more women relying on Title
X programs for reproductive health care services, even as the
administration has taken steps that would restrict the ability of
Title X programs to provide those services.
These injunctions block HHS from implementing the two IFRs,
which were supposed to go into effect on January 14th; the
narrower Obama-era exemption policy remains in place during
the injunction. It is worth noting that two nearly identical IFRs
were also blocked in the same district courts in December 2017.
Experts widely expect the defendants in these cases to appeal
to the U.S. Courts of Appeals in the Third Circuit and the Ninth
Circuit, respectively.
ANA firmly believes in universal access to comprehensive and
affordable health care services for all Americans. Access to
basic, preventive reproductive health care, such as birth control,
cancer screenings, STI testing and treatment, and well-woman
exams is critical to the overall well-being of women of all ages
and is an essential health benefit. ANA will continue to advocate
for universal access to quality, affordable, and accessible health
care services, including basic, preventive reproductive health
care services, for all Americans.
Posted on January 17, 2019 on ANA’s Capitol Beat
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An Unexpected Health Care Ruling Leads to Turmoil
By Matthew Fitting

Reprinted with permission of the American Nurses Association
Friday night’s ruling by a federal district judge in Texas v. Azar
that the Affordable Care Act (ACA) is unconstitutional has
created fresh uncertainty in the U.S. health care system. While
the ruling does not immediately impact the health law itself,
it could potentially upend the American health care system in
significant ways.
Members of Congress on both sides of the aisle immediately
vowed to take steps that would retain the ACA’s protections
for patients with pre-existing conditions and Essential Health
Benefits (EHB) while the case continues to make its way
through the legal system (experts widely believe that Friday’s
decision will be appealed to the Fifth Circuit Court of Appeals
and could ultimately reach the Supreme Court).
ANA’s official statement noted that “This ruling puts at risk
access to quality, affordable, and accessible health care for the
millions of Americans whose lives have improved due to the
coverage expansions and consumer protections under the ACA.”
Incoming Senate Finance Committee Chairman Chuck Grassley
(R-IA) promised on Twitter that his committee would hold
hearings on the ruling, and that he would work with Democrats
to “strengthen” the ACA through legislation, while Sen.
Susan Collins (R-ME) said she was sure the ruling would be
overturned and that “There is widespread support for protecting
people with preexisting conditions.”
Senate Minority Leader Chuck Schumer (D-NY) vowed to press
for a vote on the Senate floor “urging an intervention in the
case,” and House Minority Leader Nancy Pelosi (D-CA), widely

expected to lead Democrats as Speaker in the 116th Congress,
pledged to “move swiftly to formally intervene in the appeals
process.”
President Trump indicated via Twitter that a potential Supreme
Court ruling that upheld Friday’s decision would offer an
opportunity to work in a bipartisan fashion “to deliver great
health care.” He called on lawmakers to formulate and pass a
replacement for the ACA, despite the limited success of previous
efforts to do so.
Seema Verma, Administrator of the Centers for Medicare &
Medicaid Services (CMS), was quick to clarify via social media
that the ruling would not adversely impact consumers who were
still shopping for individual health insurance coverage during
the Open Enrollment period that ended on Saturday, December
15th. In a formal statement, the Department of Health and
Human Services (HHS) echoed this point, noting that “This
decision does not require that HHS make any changes to any
of the ACA programs it administers or its enforcement of any
portion of the ACA at this time.”
The Texas v. Azar lawsuit was brought following the
congressional repeal of the individual mandate in December
2017 as part of the Tax Cuts and Jobs Act. The Texas Attorney
General, along with AGs in 19 other states, argued that this
repeal eliminated the Supreme Court’s rationale for finding the
individual mandate constitutional in the 2012 Supreme Court
decision NFIB v. Sebelius. Though driven by these states, the
focus will now shift to Congress, following an election cycle in
which support for major provisions of the Affordable Care Act
and health care in general were key campaign issues.
Posted on December 17, 2018 on ANA’s Capitol Beat
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Occupational Licensure Reform: 2019 and Beyond
By Janet Haebler MSN RN

Reprinted with permission of the American Nurses Association
The 2018 midterm elections clearly got voters’ attention with
reportedly the highest turnout since 1952 which ushered in
a flood of new faces to state legislatures nationwide. More
than 23 percent of state legislative seats will be filled by new
policymakers, including record numbers of women. New
governors were also elected in nineteen states. What might this
mean for policies in 2019?
As different as the political and social landscape may be from
state to state, commonalities exist. Stimulating the economy is a
consistent priority. While many states boast they’ve experienced
a recovery from the 2007-2008 recession, increasing revenues
and limiting expenses is important for continued investment
in business and workforce growth. Policymakers as well as
employers face challenges in identifying what the workforce
needs will be for the future and how to sustain growth, while
simultaneously putting out fires regarding current needs.
Healthcare is a prime example that has seen regional shortages,
changes in practice delivery, and a widespread desire to
increase diversity. As such, it seems logical that barriers and
opportunities for entry into the workforce should be examined,
a discussion which inevitably touches on the question of
occupational licensure.
Currently one in four occupations in the US necessitates a
license and requirements can vary significantly from state to
state. One quarter of all licensed workers are in health care.
The acceleration of licensure requirements in the past several
decades has drawn criticism for creating unnecessary challenges
to enter the job market while limiting mobility between states.
Licensure has been justified by legislators and advocates as
essential to protect the public from low quality services and/or
potential health risks. But studies have been inconclusive that
licensing has increased quality. Some have argued that licensure
has not only created a barrier for certain populations to entering
the workforce but has also limited competition and resulted in
increased costs for the consumer.
A 2015 report entitled Occupational Licensing Framework for
Policymakers from the U.S. Council of Economic Advisers
and Departments of Labor and Treasury spurred a number of
states to introduce legislation that would lessen barriers to entry
caused by occupational licensing, find the least restrictive form
of regulation, and continue to ensure the health and safety of the
consumer. The report noted that current licensure rules impose
burdens on workers, employers, and consumers, and “too often
are inconsistent, inefficient, and arbitrary.”
Triggered by the 2015 report, the Department of Labor’s
Employment and Training Administration awarded funding to
the National Conference of State Legislatures, in partnership
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with The Council of State Governments and National
Governors Association Center for Best Practices, to launch a
three-year project that would: 1) ensure that existing and new
licensing requirements are not overly broad or burdensome
and don’t create unnecessary barriers to labor market entry;
and 2) improve portability for selected occupational licenses
across state lines. The national partners are convening state
policymakers and experts in the field of occupational licensing,
producing research, including a report, and delivering technical
assistance to states.
Supporters for de-regulation contend licensure growth can
negatively influence wages and increase cost to the consumers.
It is suggested that the cost to attain and maintain a license can
be transferred to the consumer with higher charges for services.
Licensure processing can lead to a delay in employability, while
varying licensure requirements between states can restrict
mobility across state borders.
Nursing is not an occupation that’s included in the current
grant-funded research, but there are potential impacts for
the profession as interest in occupational licensure reform
increases. Nursing practice is still not well understood by the
public. While the physical skills and tasks are recognized, the
cognitive function is least appreciated. A lack of understanding
of the intricacies of an occupation can lead to decisions with
unintended consequences.
For example, removing licensure requirements or modifying
licensure standards for other healthcare workers can influence
nursing practice and care, as well as services delivered. We have
seen state legislation to support military members transitioning
to civilian life. Specific to nursing, veterans with healthcare
experience are awarded credit in lieu of completion of a nursing
education program for eligibility to take the National Council
Licensure Examination (NCLEX). Removing the licensure
requirement for nursing assistants, medication aides and/or
similar healthcare workers has caused mixed reactions for the
healthcare worker, the employer, and patients/consumers.
At the center of these discussions are state policymakers,
who establish most occupational licensure requirements and
for whom the goals of consumer protection and economic
opportunity and growth are of interest. As with any proposed
policy change, it’s critical to consider the potential unintended
consequences. Regardless of your perspective, it’s in everyone’s
best interest to actively join our elected officials in these
conversations.
Preliminary findings of the grant project can be found at
http://www.ncsl.org/stateslicense.
Posted on December 18, 2018 on ANA’s Capitol Beat
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MEN IN NURSING

Beyond Feminism: Strategies to Promote Success for
Male Nursing Students
By David Foley, PhD, MSN, RN-BC, CNE, MPA

In recent decades, the perception of nursing as a femaledominated profession has been challenged in part by populist
feminist theory, a branch of sociopolitical theory that advocates
a distinctive shift in assumptions, research, and analysis away
from the male to the female viewpoint and experience (Cott,
1987; Crawford & Unger, 2000). In contrast, nursing feminist
theory provides a rich context within which to analyze the
specific realities of nursing from the female perspective,
especially as it is situated within a tenaciously patriarchal
sociopolitical system (Wall, 2007). Both feminist theory and
nursing feminist theory are highly complex and offer far more
than simple, dichotomous perspectives; as with most theories,
each encompasses a continuum from conservative to highly
progressive (Hagell, 1989; Sullivan, 2002).

Transition to Practice

Feminist Theory’s Influence on Gender-Biased
Practices in Nursing

Many men entering the nursing profession may self-select into
subspecialties within nursing where they simply feel more
comfortable. Specialties such as pediatrics and obstetrics, often
viewed as the ultimate specialties for nurturing and caring, may
appear unavailable to male students (Grady, Stewardson & Hall,
2008). Men continue to be represented in disproportionately
high numbers in more technically based and thus “masculine”
specialties within nursing such as critical care, emergency
services, flight nursing, and administration (Brown, Nolan
& Crawford, 2000). Each of these subspecialties offer men
opportunities to engage in rescue, trauma management, and
leadership, traits that seem more in keeping with traditional
views of masculinity (Christensen & Knight, 2014).

Nursing Education
Despite feminist theory’s challenge to the social and political
forces that have challenged the profession, nursing’s durable
three-fold educational paradigm bounded by knowledge,
skills, and ability remains essentially unchanged. The typical
contemporary pre-licensure nursing model of education thus
requires students to acquire knowledge in the nursing classroom,
followed by constructivist, skills-based instruction in a nursing
resource lab, and then opportunities to integrate knowledge and
skill demonstrating the ability to care for patients in the clinical
setting (Benner, Sutphen, Leonard, & Day, 2010).
Something else, however, has also remained unchanged. Often
unwittingly, nursing pedagogy presents gender-influenced,
unbalanced views of the core principles of nurturing and caring,
attributes that as early as the Nightingale Era historically were
celebrated as innate to the female psyche (Brown, Nolan, &
Crawford, 2000; Paterson, Tschikota, Crawford, Saydak,
Venkatesh, & Aronowitz, 1996). Concerns remain that male
students may thus experience covert—and possibly overt—
gender-biased educational practices. For example, with few
male faculty role models in the nursing classroom, men may
experience a heightened sense of acceptance and self-efficacy as
they encounter life-saving equipment in the Nursing Resource
Lab, guiding them away from nursing theory and toward a
more socially accepted, skill and technically based ‘genderappropriate’ demonstration of nursing (Grady, Stewardson, &
Hall, 2008).
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As new nursing graduates enter the workplace, enduring
stereotypes continue to reinforce that certain concepts like
empathy, caring, and nurturing are more inherent to females
(Kouta & Katie, 2011). Gender-based beliefs that reinforce
men as less nurturing are the implied counterpoint to the
same perspective. Consequently, men’s efforts at caring
are often negated through labeling, tracking, and linguistic
isolation, even from the start of their nursing education; they
are frequently referred to as “male nurses,” while women are
simply called nurses (Grady, Stewardson, & Hall, 2008). Such
exceptionalizing, or labeling male nurses as an anomaly will
continue until men are sufficiently represented within nursing to
create a new norm (Kouta & Katie, 2011).

Facing historic American cornerstone values of rugged
individualism and industry, the perceptions of men who enter
nursing seem to collide with social expectations that have
historically supported a societal structure that viewed women as
subservient to men (Wall, 2007). In counterpoint, the inherent
notion that effective nursing traits are somehow biologically
determined or socially rooted within females may be an
overarching explanatory variable (Sullivan, 2002). Dismantling
these outdated and dysfunctional belief systems can in part be
resolved by nurturing success for men throughout the spectrum
of nursing profession. Nurse educators can begin by presenting
all students with an unbiased, gender-neutral view of nursing’s
rich career opportunities across the continuum of care (Keogh &
O’Lynn, 2007; Kouta & Katie, 2011).

Strategies to Avoid Gender-Biased Teaching Practices
Achieving these goals requires strategies to avoid gender-biased
teaching practices in the classroom, Nursing Resource Lab, and
clinical setting:

Classroom
• Extend invitations to practicing nurse guest lecturers, who
happen to be men, working across the continuum of care.
Showcasing men working in specialties like Obstetrics,
Pediatrics, Psychiatry and Hospice-Palliative care will
challenge gender-based assumptions about career choices
from the inception of each students’ nursing education.
• Encourage reflective thinking on the formation of students’
emerging nursing identities thinking through journaling.
Journaling allows students to communicate thoughts and
concerns privately, yet opens the door for meaningful
discussion with faculty and advisors.
• Promote open classroom discussion on perceived genderbased differences on the concepts of nurturance and caring
to challenge assumptions among students of all genders.
Nursing Resource Lab
• Avoid discourse that perpetuates gender-based assumptions
of technical proficiency and equipment mastery. Doing so
may deter the notion that men are somehow “better’ with
equipment and thus more suited to working within nursing’s
technical specialties.
• Create case studies and simulations that showcase men
working in Obstetrics, Pediatrics, and other ‘non-technical’
specialties. Simulation can be a powerful vehicle to
highlight many elements of diversity among patients as well
as caregivers.
Clinical Setting
• Arriving to the clinical setting to screen for patients’
caregiver preferences will avoid male nurses being
singled out as a result of a patient “not wanting any male
nurses.” Clinical instructors’ early determination of these
preferences avoids the exceptionalizing of male students by
allowing them to simply be placed with a willing patient as
per their nursing student peers.
• Leverage the potential for pre- and post-conferences as rich
opportunities for meaningful discussions about the concepts
of caring and nurturance. Clinical instructors can assist
students with co-constructing their own definitions of these
concepts as they explore patterns of communication and
interactions with patients.
Social
• Provide meaningful outlets for networking by establishing
a chapter of the American Association for Men in
Nursing®—or alternative organization. With men
continuing to comprise less than 8% of the nursing
workforce, such affinity groups provide students with
opportunities to make important social connections both
within the school and with practicing, successful role
models in the community of interest.

Subsequently, men who chose to pursue a career in nursing
may still be viewed as an anomaly and avoid the profession’s
‘non-technical’ disciplines that are most often associated
with caring and nurturance. Through careful planning, nurse
educators can help create an affirming learning environment
for students across the gender continuum. Whether teaching in
the classroom, Nursing Resource Lab, or clinical settings, nurse
educators can strive to avoid gender-biased teaching practices,
even those that are highly nuanced. In doing so, a new narrative
can be created that will promote gender equality within the
profession.
Let the dialogue begin.
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Conclusion
The rise of contemporary mainstream feminist theory in
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perspective of nursing a profession inherently suited to women.
Nevertheless, it is evident that the perception of enduring
gender-biased teaching practices may also not be an illusion.
A quiet celebration nursing as a ‘feminine’ profession remains
a fading, yet pervasive force that may drive gender-biased
practices in nursing education and ultimately, nursing practice.
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Verbal de-escalation for clinical practice safety continued from page 13
Avoid using medical jargon that the patient may not understand
and don’t make ultimatums that may feel threatening. State your
name and explain that staff are here to help. Actively listen to
your patient to understand what he or she needs. Sometimes
restating what the patient is saying can show that he or she is
being heard and validated. Keep your communication short,
calm, and clear.
*Names are fictitious.

Stay safe
Combative patients and family members can be intimidating,
but with the right tools and support from your colleagues and
safety and security personnel, you can keep yourself and others
safe. And remember that violence at work is not part of the job.
Collaborate with your organization to develop and implement
de-escalation protocols that protect everyone.
Julia Mason Jubb is an associate professor in the RN to
BSN Online Option at Chamberlain College of Nursing,
Chamberlain University. Cathryn J. Baack is an assistant
professor and program director for the DNP program family
nurse practitioner track at Leighton School of Nursing,
Marian University, in Indianapolis, Indiana.
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2019
–
A
New
Year
and
a
New
General
Assembly
By Tiffany Bukoffsky, MHA, BSN, RN
A new General Assembly (GA) marks the beginning of a fresh
start for not only legislators, but for special interest groups and
citizens of our state. The Ohio Nurses Association (ONA) and
nurses across Ohio are no exception and we continue to have our
“eye on the prize” when it comes to legislative priorities for the
133rd. Prohibiting nurse mandatory overtime and additional title
protection language continue to be at the top of our association’s
priority list and we want to ride the momentum of coming out
of a Lame Duck that was both successful and unsuccessful to
accomplish our goals.
House Bill (HB) 456 of the 132nd General Assembly was
introduced by former Representative Robert Sprague (RFindlay), with the intent to prohibit the use of nurse mandatory
overtime. This language, if passed, would have added Ohio to a
list of eighteen other states that have similar laws. ONA worked
diligently over the past two years to provide education to our
legislature on how and why hospitals use mandatory overtime
to fill staffing gaps, which also included proponent testimony in
the House Health Committee and favorable passage out of the
House of Representatives in June of 2018. Unfortunately, two
major health systems in Ohio opposed HB 456 during Lame
Duck, which blocked our bill from advancing in the Senate
before the legislative session ended. With the Ohio Hospital
Association neutral on the HB 456 version that passed the House
of Representatives, the same version will be reintroduced this
session. ONA is currently discussing potential sponsors to
champion our bill and once confirmed, the language will be
reintroduced.
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House Bill (HB) 501 of the 132nd GA was introduced by
Representative Sarah LaTourette (R) and former Representative
(now Senator) Steve Huffman (R). The intent of HB 501 was to
change the title of a veterinary technician to veterinary nurse.
ONA testified in opposition before the House Agriculture and
Rural Development Committee, but the bill was favorably
reported out of committee in April of 2018. Due to ONA’s
extreme opposition and continued grassroots efforts, HB 501
did not receive a full House floor vote for over nine months.
However, one of the bill’s sponsors is a member of the House
majority leadership team and requested a floor vote in December
during Lame Duck. The bill successfully passed the House
of Representatives in December of 2018, but did not advance
through the Senate before the legislative session ended.
Individuals have asked why Ohio was targeted as one of the first
two states to have this language introduced? It was introduced in
Ohio because our state statute does not protect the title “nurse.”
“Registered Nurse,” “RN,” “Advanced Practice Registered
Nurse,” “APRN,” “Licensed Practical Nurse,” and “LPN” are
all protected titles, however, “nurse” on its own is not. ONA is
currently discussing potential sponsors to introduce language
that would strengthen our current title protection and reserve the
title “nurse” to individuals who provide human care.
While our efforts to address mandatory overtime and title
protection continue, we will monitor the state budget bill and
address issues and concerns that arise as legislators and the
Governor’s office determine Ohio’s future for the next two
years.
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Combating Lateral Violence
This independent study was developed by: Barbara Brunt, MA,
MN, RN-BC, NE-BC, FABC
DESCRIPTION
This independent study has been developed for nurses to
learn more about the problem of lateral violence and identify
strategies to decrease it in the workplace.
OUTCOME:
The learner will identify at least one strategy you will
implement to help decrease the incidence of lateral violence in
nursing.
1.3 contact hours will be awarded for successful completion
of this independent study.
The Ohio Nurses Association is accredited as a provider
of continuing nursing education by the American Nurses
Credentialing Center's Commission on Accreditation (OBN-00191).
Expires 11/2020
The author and planning committee members have declared no
conflict of interest. This information is provided for educational
purposes only. For legal questions, please consult appropriate
legal counsel. For medical questions or personal health
questions, please consult an appropriate health care professional.
Copyright © 2018 Ohio Nurses Association
DIRECTIONS
1. Please read carefully the enclosed article " Combating
Lateral Violence.”
2. Complete the post-test, evaluation form and the registration
form.
3. When you have completed all of the information, return the
following to the Ohio Nurses Association, 3760 Ridge Mill
Drive, Hilliard, OH 43026
The post-test will be reviewed. If a score of 70 percent or better
is achieved, a certificate will be sent to you. If a score of 70
percent is not achieved, a letter of notification of the final score
and a second post-test will be sent to you. We recommend that
this independent study be reviewed prior to taking the second
post-test. If a score of 70 percent is achieved on the second posttest, a certificate will be issued.
If you have any questions, please feel free to call Sandy
Swearingen, sswearingen@ohnurses.org. 614-448-1030, Ohio
Nurses Association.

INDEPENDENT STUDY
Introduction

Lateral violence (LV) and bullying have been extensively
reported and documented in the literature, yet this continues
to be a problem in healthcare. This article will address current
issues with the topic. The review of literature will focus on
integrated reviews that highlight the extent of the problem and
the impact on patient care. This is a problem that affects all
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types of nurses, and information on how this affects nursing
students, newly graduated nurses, clinical nurses, change
nurses, nurse educators, and nurse managers will be shared.
Current research studies on various aspects associated with LV
will be reviewed, as well as instruments to measure LV. Finally,
various strategies to combat LV will be shared.
There are many definitions relating to incivility, bullying,
horizontal violence, and lateral violence. The definitions that
will be used in this article are listed below:
Incivility is defined as “disrespectful, rude, or inconsiderate
conduct” (Association for Perioperative Registered Nurses
[AORN], 2015, p. 3).
Bullying is defined as “repeated, unwanted harmful actions
intended to humiliate, offend, and cause distress in the
recipient” (American Nurses Association [ANA], 2015, p. 3).
Horizonal Violence (HV) in nursing is defined as “hostile,
aggressive, and harmful behavior by a nurse or a group of
nurses toward a co-worker or group of nurses via attitudes,
actions, words, and/or other behaviors” (Taylor, 2016, p. 1). This
definition was chosen as it emphasizes it can initiated by or
directed towards either a nurse or a group of nurses.
Lateral Violence (LV) describes behaviors intended to demean,
undermine and/or belittle a targeted individual working at the
same professional level (Sanner-Steihr & Ward-Smith, 2017).
This article will use the term lateral violence to encompass
the behaviors of incivility, bullying, and horizontal violence.
However, the specific terms used by authors will be included
with information about their findings.
Review of Literature
Lateral violence is a huge problem in nursing, and many authors
have completed literature reviews that highlighted both the
extent of the problem and common characteristics (Bambi et al.,
2018; Pfeifer & Vessey, 2017; Roberts, 2015; Sidhu & Park, 2018;
Wilson, 2016).
Bambi et al. (2018) reviewed 79 original papers to determine
the prevalence and factors related to workplace incivility, lateral
violence, and bullying among nurses. Some of the rates they
found were very high – the overall percentage of workplace
incivility ranged between 67.5 % and 90.4%, with workplace
incivility among peers being higher than 75%. Workplace
incivility had a high correlation with burnout, emotional
exhaustion, absenteeism, cynicism, and poor job satisfaction.
There was a much wider range in the reported prevalence of
both lateral violence (from 1% to 87.45%) and the prevalence
of bullying (from 2.4% to 82%). The authors concluded
that workplace incivility, lateral violence, and bullying are
widespread in the nursing profession, and that the consequences
can be serious for the victims and the organization. Prevention
must become a priority.
In a study specific to bullying and LV in Magnet™
organizations, Pfeifer and Vessey (2017) completed a review of
11 articles and found this problem continues to exist and remain

a large issue even in Magnet™ settings. It has been postulated
that because Magnet™ organizations promote a culture of
collegiality and teamwork, they also reduce the occurrence of
disruptive behaviors. Their review found prevalence rates of
27.3% to 84.8% for staff nurses. One study found that Magnet™
nurses reported significantly less nursing hostility than nonMagnet nurses, but 48.7 % of Magnet nurses still indicated
that they experienced it either daily or weekly. They coded
four overarching management themes from the articles, which
focused on:
a. Policy development and implementation
b. Education and training
c. Surveillance and reporting
d. Accountability
Given the detrimental nature of LV, it is essential that nurses
collaborate to create an organizational culture based upon
shared respect and collegiality. By working together, leaders can
help to establish a just culture – where nurses feel supported,
psychologically safe, and are able to provide high-quality patient
care.
Roberts (2015) reviewed 30 years of research on LV in
nursing. The most commonly cited theoretical explanation
for LV was based on the oppressed group behavior theory
described by Freire in 1971. Although there have been many
recommendations to change the cycle of LV, Roberts only
found two intervention studies in the literature. One focused
on a team-building intervention and the other discussed an
orientation program encouraging new nurses to use cognitive
rehearsal (pre-scripted responses) to shield from LV. The
literature verified that LV, bullying, and incivility exist within
the nursing workforce. These problems are directly related to
patient safety concerns, lack of job satisfaction, and decreased
retention. Better clarification of these concepts and their
etiology is needed for interventions to be planned, executed,
and evaluated. Leadership and empowerment of nurses were
necessary to decrease disruptive behaviors.
Nursing students’ curriculum was the focus on an integrated
review by Sidhu & Park (2018). They reviewed 61 articles to
examine the concept informing educational interventions,
skills, and strategies that addressed the bullying of nursing
students. Concepts identified included empowerment,
socialization support, self-awareness, awareness about bullying,
collaboration, communication, and self-efficacy, which all
linked to empowerment. Active teaching methods that gave
students opportunities to practice skills were the most effective.
The authors identified seven specific strategies educators could
use to empower nursing students and address bullying on an
individual and organizational level.
Wilson (2016) completed a review of 28 articles in the
literature on bullying. He concluded that an average of 2025% of nurses in a range of countries report that they have
experienced bullying behavior in their work setting. Common
behaviors identified were being humiliated, having information
withheld needed to perform their work, and being given
unreasonable targets and deadlines to meet. The main impact
was psychological distress, depression, and a negative impact
on patient care. The authors concluded there needs to be a
zero-tolerance attitude and prompt action for colleagues and
managers to combat and eradicate bullying behaviors.

Several nursing organizations have developed position
statements or toolkits to address this issue. ANA published
a position statement on incivility, bullying, and workplace
violence, outlining specific responsibilities for both registered
nurses and employers (ANA, 2015). AORN published a position
statement on a healthy perioperative practice environment,
noting that disruptive behaviors such as incivility, bullying,
and LV interfere with interprofessional and intraprofessional
cooperation and partnerships (AORN, 2015). The American
Organization of Nurse Executives and Emergency Nurses
Association developed guiding principles and a toolkit to
mitigate violence in the workplace (Chappell, 2015). The
Joint Commission (TJC) issued a quick safety advisory titled
“Bullying has no place in health care” (TJC, 2016) and a sentinel
event alert on physical and verbal violence against health care
workers (TJC, 2018).
Lachman (2014) noted that disruptive behaviors are a violation
of the Code of Ethics for Nurses. The first three provisions
explain the fundamental values and commitments of the nurse.
Provision one requires that the nurse practices with compassion
and respect for the inherent dignity, worth, and unique attributes
of every person. Provision 1.5 deals with the relationships with
colleagues and others. The principle of respect for persons
extends to all individuals with whom the nurse interacts. The
nurse maintains compassionate and caring relationships with
colleagues and others with a commitment to fair treatment of
individuals. Clearly this prohibits nurses from engaging in LV.
Collaboration requires mutual trust, recognition and response
among the health care team, shared decision making about
patient care and open dialogue among all parties. The ANA
Code of Ethics provides a guide for quality care and ethical
obligations in professional nursing practice in today’s healthcare
environment (Brunt, 2016).
Specific groups affected by LV
All groups are affected by LV and much has been written about
specific groups. This next section will summarize findings
relating to the various groups. General information on observers
and enactors will be shared, followed by information related
to nursing students, newly graduated nurses, clinical nurses,
charge nurses, nurse educators, and managers.
MacCurtain and colleagues (2017) examined bystander
responses to bullying and actions that influenced decisions
to intervene. Their findings came from an analysis of 2,979
responses from nurses in Ireland. The most pervasive reaction
to witnessing incidents of bullying was to discuss it with
colleagues. They suggested psychological safety (feeling secure
and safe to task risks within the team or organization) influenced
bystanders’ perception of safety and influenced their response.
Bystanders play a critical role in finding a solution to workplace
bullying. Bystander action alerts the perpetrator to their action
and others’ reaction to it, creating a potential social pressure (or
formal sanctions) to change behaviors. They concluded peer,
supervisory, and organizational safety and support are important
factors in determining whether the bystander would stand back
or step in.
Researchers have suggested that HV may be so integrated in
the nursing culture that individual nurses do not recognize it
when they witness or experience it. Taylor (2016) studied nurses’
perceptions of HV and identified five themes. These were:
Combating Lateral Violence continued on page 26
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1.
2.
3.
4.
5.

Behaviors are minimized and not recognized
Fear inhibits all reporting
Avoidance and isolation are coping strategies
Lack of respect and support
Organizational chaos

The findings suggested that interventions must address a
range of factors that perpetrate HV within the nursing work
environment and consider the complexity of this phenomenon.
After the initial research study, Taylor and Taylor (2017)
postulated that nurses do not recognize HV when they witness
or experience it and identified an alternative approach to address
this issue as part of a qualitative research study on enactors
of horizontal violence. Observation, document review, and
semi-structured interviews in two inpatient hospital units were
conducted in 2012, which identified three distinct types of
enactors of HV. These were the pathological bully, the selfjustified bully, and the unprofessional co-worker. They found
that the unprofessional co-worker was the most frequent type
and found those behaviors in every period of observation lasting
more than a couple hours. Behaviors included eye-rolling,
gossiping, face-making and shouting or using a condescending
tone of voice. Nurses socialized to accept these behaviors as part
of the job may not recognize them as aggressive. They indicated
resources should be redirected towards addressing some of these
lower-level behaviors and developing instruments to measure
these enactor types.
Experiences with LV do not begin once an individual becomes
a nurse but start in nursing education programs. Bowllan
(2015) and Courtney-Pratt and colleagues (2017) described
nursing students’ experiences with bullying. Bullying impacts
students’ self-esteem, ability to learn, and capacity to positively
socialize to the profession of nursing. Prevalence varied from
44% to over 95%. Perpetrators included clinicians, facilitators,
academic educators and fellow students. This undermined
students’ confidence and perception of competence and led
them to question their career choice. Strategies identified by
nursing students to cope with or manage the bullying included
avoidance, trying to “just survive,” as well as seeking support
from trusted academic staff, family and friends. CourtneyPratt and colleagues (2017) concluded that reporting structures
and support strategies need to be reexamined and resilience
training is imperative. Additional interventions identified by
Bowllan (2015) included assisting students with insight into
the prevalence and nature of bullying behaviors, teaching
coping skills to deal with these, providing opportunities for
students to discuss the impact of bullying, and performing selfreflective exercises to enhance awareness about their personal
and professional value systems. Furst (2018) explored nursing
students’ experience with LV and its impact on career choice
satisfaction and found a significant negative correlation between
experiences of LV and career choice satisfaction.
Two authors described specific educational interventions to help
nursing students deal with this problem. Gillespie et al. (2017)
described the development of a multicomponent, multiyear
educational program for nursing students. It included the
following components:
1. A 25-slide web-based voiceover presentation intended
to be viewed annually by all junior and senior nursing
students as part of their annual mandatory training.
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2. A 10-slide, classroom-based guided assessment for junior
students during the fall semester.
3. A practicum-based debriefing guide to be used by faculty
members teaching junior or senior level nursing clinical
practice.
4. A classroom-based role play simulation developed for fall
semester senior level nursing students.
Responses from students and faculty involved in the pilot
program indicated the need to incorporate the program into
additional nursing courses beginning during the sophomore year
of the curriculum.
Palumbo (2018) studied incivility in nursing education and
proposed using an e-learning module that was developed to
help educate nursing students on how to recognize incivil
behaviors within themselves, as well as others, and ways
to combat it. Using a pretest/posttest model, results showed
the nursing students obtained increased self-efficacy in their
ability to define, direct, and combat actions. Incivility and
ways to intervene were presented using voice-over slides, video
scenarios, and embedded quizzes. Students were provided
example of incivility in numerous formats including written,
verbal and non-verbal forms and were provided with a code of
conduct. This module could serve as a model and template for
schools of nursing to help provide effective education and help
in the eradication of academic incivility for future generations
of nurses.
Numerous studies on LV with newly licensed nurses across
the globe have been published. Studies from Iran, South
Korea, Canada, and the United States addressed this problem.
Ebrahimi et al. (2017) explored the Iranian nurses’ use of LV
against newly graduated nurses through a qualitative study.
They identified four categories of violence during their analysis:
psychological violence, verbal violence, physical violence, and
source of violence. In their study they interviewed experienced
nurses who themselves committed workplace violence or
witnessed it against newly graduated nurses. Recommendations
included preparation of nurses for supporting newly graduated
nurses, training newly graduated nurses how to deal with LV,
holding sessions with nurses and newly graduated nurses,
ensuring access to support and evaluation of behaviors of staff
toward them by leaders, and identifying and resolving causes of
violence such as staff shortages, and improper management.
Other authors (Rush, Adamack, Gordon, & Janke, 2014)
focused on transition programs to support new graduates.
They examined the relationships between access to support,
workplace bullying and new graduated nurse transition within
the context of new graduate transition programs. As part of a
mixed-methods study, 245 new Canadian graduates completed
an online survey approximately one year after starting
employment as a registered nurse (RN). In this study 39% of the
respondents indicated they experienced bullying or harassment
and indicated the greatest need for support was at one to
three months. The authors found that participation in a formal
transition program improved access to support and transition for
bullied graduate nurses and suggested these programs include
bullying prevention strategies as well as education/training for
preceptors, unit staff, and mentors to ensure they understood
how to be a helpful resource for new graduate nurses.

New nurse retention was the focus of two articles. Chang and
Cho (2016) examined the relationship between workplace
violence and job outcomes and Weaver (2013) studied the
effects of HV and bullying on new nurse retention. Chang and
Cho defined workplace violence to include physical, verbal,
sexual and emotional abuse. They reported on the first phase
on a longitudinal study tracking RNs for three years. Almost
60% of the 312 respondents indicated experiences with verbal
abuse and over 25% of the respondents had experienced
bullying behaviors. Job satisfaction, burnout, commitment to the
workplace, and intent to leave were the job outcomes measured.
Verbal abuse and bullying were found to have a strong negative
association with job outcomes. Their study suggested that
improving workplace safety by managing workplace violence
could significantly affect the job outcomes of newly licensed
nurses.
Weaver (2013) examined the effects of HV and bullying on
newly graduated nurses and described potential strategies to
break the chain of violence. The consequences of interpersonal
violence included financial loss for hospitals and negative
psychosocial effect and poor retention of new graduate nurses.
To combat this problem individual nurses and healthcare
organizations need to develop appropriate interventions.
Education and mentoring may help but ultimately it is the
responsibility of the individual to police his or her actions and
refrain from participating in interpersonal conflict. For issues
of HV to be eliminated, individuals must be willing to report
incidences, so they can be addressed. Zero-tolerance policies
can prevent bullying and HV but must be enforced to be
effective.
As noted in the literature, LV is pervasive among all nurses,
and numerous authors have studied this among clinical nurses.
Zhang et al. (2017) studied 3,865 nurses from 28 hospitals
in China and found that verbal abuse was the most prevalent
form of violence at 61.25%. They found that nurses who have
less experience, work a rotating roster, work in emergency or
pediatric departments, have low empathy levels, and who work
in poor nursing environments have greater odds of experiencing
violence. They suggested that nurse leaders provide or enhance
support for clinical nurses.
Myers et al. (2016) explored 126 clinical nurses’ experiences
with HV in three diverse non-affiliated organizations within the
United States. Respondents identified HV at all organizational
levels, including individual, group/unit, supervisory/
administrative, and institutional. The authors identified solutions
to HV, including education/training, having/showing respect,
being accountable, communicating appropriate behaviors, and
intervening as necessary. Nurse managers need to continue
to address HV by using a variety of known tactics, as well
as adopting new evidence-based interventions as they are
identified. In addition, they concluded that professional nursing
organizations should continue to disseminate antibullying
messages.
Predictors of nurses’ experience of verbal abuse was studied
by Keller, Krainovich-Miller, Budin, and Djukic (2018). They
examined individual, workplace, dispositional, contextual,
and interpersonal predictors of RNs’ reported experiences of
verbal abuse from RN colleagues in a secondary analysis of a
larger research study. Their sample of 1,208 nurses in this study
found significant predictors of RNs’ experience of verbal abuse

by RN colleagues in all categories. One individual (marital
status), three workplace characteristics (setting, schedule, and
role), as well as one dispositional (negative affectivity), one
contextual (organizational constraint) and two interpersonal
factors (distributive justice and workgroup cohesion) were
significant predictors of RN’s experience of verbal abuse by RN
colleagues. They concluded that leaders, in collaboration with
clinical nurses, might consider practice approaches to remove
organizational constraints and increase group cohesiveness.
One multi-intervention strategy to minimize HV in the acute
care setting for clinical nurses was described by Parker et
al. (2016). Evidence-based interventions to create a nurseled culture to address HV included policies, behavioral
performance reviews, and staff/manager educational programs.
They implemented organizational, leadership, and individual
interventions, beginning with an educational program involving
unit and departmental council leaders to share knowledge
and raise awareness of the dynamics and prevalence of HV
among staff and to develop a plan to minimize HV at the unit
level. The Force of Excellence Day Away retreat was attended
by unit-based Magnet™ champions, leaders of unit councils
(staff nurses, unit managers and nursing directors), nursing
professional development practitioners, and the Chief Nursing
Officer. Individuals who attended the retreat were expected to
take the information back to their home unit. To sustain the
initiative, the nursing shared governance structure allowed for
ongoing discussion and incorporation of tips, adjustments and
best practices. At the organization level, there was top-down,
bottom-up commitment to zero tolerance of HV and clear
performance expectations to ensure sustainability. Individuals
were encouraged to use the phrase “Remember the Promise”
as universal messaging to hold peers accountable and curtail
negative behavior.
Another group affected by HV is charge nurses. Longo, Cassidy,
and Sherman (2016) collected data from a convenience sample
of 366 charge nurses and found they also regularly experienced
HV. As nurse manager administrative responsibilities
have expanded, they depend on charge nurses to assume
responsibility for quality outcomes and to help meet the
increasing number of organizational performance measures. As
a result, the charge nurse has a strong influence on the health
of the work environment and the quality of care provided in
patient care areas. The most frequent type of HV experienced by
charge nurses was inappropriate emotional and verbal behaviors
from other nurses. To properly address HV, charge nurses need
to be empowered. Education and administrative support are
essential elements needed by the charge nurse. Longo et al.
(2016) concluded a shared organizational vision for a healthier
work environment would contribute to the quality and safety of
patient care.
Nurse educators can help combat LV in both the educational and
clinical setting. Sanner-Steir and Ward-Smith (2017) conducted
a review of the literature to determine the potential for nursing
faculty to change the cycle of lateral violence. From their review,
they recommended three main strategies for nursing faculty to
use to reduce incidence of LV and help students manage this
phenomenon. First, curricular content should address integrating
LV content into simulation experiences and facilitating that
knowledge into clinical experiences. Second, codes of conduct
should guide behavior for both students and faculty. Finally, as
Combating Lateral Violence continued on page 28
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role models, faculty should be aware of their own behaviors, role
modeling respectful communication, facilitating a courteous
academic environment, and developing nurses capable of
identifying and appropriately responding to LV. These same
strategies can be used by nursing professional development
(NPD) practitioners in the clinical setting.
In another study, Sanner-Steihr (2018) explored the impact of
a cognitive rehearsal intervention of nursing students’ selfefficacy to respond effectively to disruptive behaviors. A total
of 129 nursing students enrolled in their final academic year
participated in this study. Data were collected immediately
prior to and following the education, and again at three months.
Measures of self-efficacy and knowledge remained significantly
increased three months after the intervention compared to
pre-test. She concluded cognitive rehearsal interventions can
increase self-efficacy to respond to disruptive behaviors with
sustained effects up to three months later. Her findings confirm
the need for educators to provide response strategy education in
curricula.
Managers play an important role in holding staff accountable
for LV behaviors and several authors examined various factors
related to leadership style, as well as specific interventions.
Kaiser (2017) examined the impact of leadership styles on the
reported rates of nurse-to-nurse incivility.
There were 237 participants defined as “staff nurses” who
participated in this study. Transformational leadership style
had the strongest correlation with low levels of incivility. Staff
input and leaders/staff teamwork also influenced staff incivility.
Although their data found an association between leader
behaviors and the levels of incivility among nurses, there is no
clear indication that leadership style directly relates to the levels
of incivility among nurses. Rather, data indicate that leadership
behaviors such as staff empowerment and relational factors can
be a vehicle to positively impact nurse-to-nurse relationships.
Olender (2017) looked at the relationship between, and factors
influencing, staff nurse perceptions of nurse manager caring
(NMC). She assessed 156 staff nurses self-report of NMC and
their exposure to negative acts. As staff nurses’ perceptions
of NMC increased, their perception of exposure to bullying
significantly decreased. Her study highlighted the importance
of caring leadership to reduce exposure to bullying behaviors.
The data lend support to the idea of educating nurse managers
relating the application of caring behaviors to support staff at
the point of care.
Instead of looking at manager characteristics, Skarbek and
colleagues (2015) examined which manager interventions were
deemed to be effective and what environmental characteristics
cultivated a healthy, caring work environment. This qualitative
study identified four themes: (a) awareness, (b) scope of the
problem, (c) quality of performance, and (d) healthy, caring
environment. Findings indicated mandated antibullying
programs were not as effective as individual manager
interventions. Systems must be in place to hold individuals
accountable for their behavior. Communication, collective
support, and teamwork are essential to create environments that
lead to the delivery of safe optimum patient care.
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Research Studies on Factors Associated with LV
This next section will outline some research studies on various
results associated with HV, such as intent to help, intent to leave,
psychological distress, teamwork, job satisfaction, med errors,
and impact on nurses’ health.
Baez-Leon and colleagues (2016) explored factors influencing
intention to help and helping behavior in witnesses of bullying
in nursing settings. Three hundred and thirty-seven witnesses
completed self-report measures of variables predicting intention
to help and helping behavior. There was a large amount
of evidence from research on bullying that suggested that
witnesses can greatly influence both the onset and development
of bullying. Five measures were developed to examine several
variables that might function as predictors of intention to help
and helping behavior. These were guilt, tension, identification
with the work group, support to peers’ initiative to intervene,
and absence of fear retaliation. Participants reported intention to
help was propelled by feelings of tension, group identity, support
to peer’s initiative and absence of fear or retaliation. Helping
behavior, however, was only driven by the absence of fear of
retaliation. Fear of retaliation seems to be a factor preventing
witnesses from acting to help victims, and this should be taken
into consideration when designing and implementing policies
against bullying.
Intent to leave due to perceptions of HV in staff nurses was
studied by Armmer and Ball (2015). A random sample of 104
registered nurses from a Midwestern hospital completed a
demographic information form, the Briles’ Sabotage Savvy
Questionnaire (BSSQ) and the Michigan Organizational
Assessment Questionnaire (MAOQ). Correlations indicated a
significant positive relationship between perceptions of HV and
intent to leave. Results also indicated the longer nurses were
employed the more likely they were to perceive themselves
as victims of HV. Younger nurses indicated more willingness
to leave a position due to perceived HV than older nurses.
Strategies to address the impact of HV are needed. Workplace
strategies could include mentoring, ongoing assessment of
organizational climate, and zero tolerance for HV.
Berry et al. (2016) reported phase one study results examining
the relationship of psychological distress and workplace bullying
(WPB). The study was designed to determine the differences
in perceived stress, anxiety state, and posttraumatic stress
symptoms using workplace bullying exposure levels and select
nurse characteristics. Participants completed the Negative Acts
Questionnaire (NAQ), a Perceived Stress Scale, a state anxiety
scale, a Posttraumatic Stress Disorder Checklist (PCL-C), and a
demographic questionnaire. Almost one-third of the respondents
in this study reported WPB behaviors at least twice weekly, with
almost 60% feeling targeted and unable to defend themselves.
WPB was linked to stress, anxiety, and posttraumatic stress
symptoms unrelated to the demographic characteristics. Nurse
leaders need to coach nurses on professional expectations to
address WPB behaviors.
The impact of teamwork on WPB was studied by Logan
and Malone (2017). In this study 128 nurses in two hospitals
completed three surveys: attitude about team work survey, team
characteristics survey, and negative intention questionnaire.
Nearly all respondents agreed or strongly agreed that a team
approach is an effective method for providing patient care, that
the team approach results in better care, that communication is

essential, and that each member needs to spend time and energy
to make the team work. Thirty-one percent of the respondents
reported experiencing WPB in the six months preceding the
survey. They found the presence of team characteristics such as
leadership, communication, cooperation, balanced participation,
and conflict resolution related to low levels of bullying. Nurse
managers can promote effective teams and reduce bullying by
designing and implementing relevant policy and training.

or concentration, 6) silence or inhibits communication, and 7)
patient satisfaction or patient complaints. The results of these
studies indicated that WPB in the work environment jeopardized
patient safety. Participants perceived WPB as a threat to safety
in 9 of the 11 studies. It is crucial to understand the association
between WPB and patient safety so that effective policies and
interventions can be developed that support a change in the
culture of healthcare to one that is respectful of all individuals.

The mediating role of peer relationships between HV and
job satisfaction was described by Purpora and Blegen (2015),
in addition to the association between nurse and work
characteristics and job satisfaction. An anonymous four-part
survey of a random sample of 175 RNs in California provided
the data. A statistically significant negative relationship was
found between HV and peer relationships and job satisfaction
and a statistically significant positive relationship was found
between peer relationships and job satisfaction. Data suggest
that peer relationship can attenuate the negative relationship
between HV and job satisfaction. The authors concluded that
leaders should consider peer relationships as an important factor
when considering effective interventions that foster hospital
nurses’ job satisfaction in the presence of HV.

Purpora and Blegen (2012) developed a conceptual model
to illustrate how the quality and safety of patient care could
be affected by HV. In their model peer communication is
hypothesized as one of many important contributions to
protecting patients from harm and is positively related to
the quality and safety of patient care. Safety needs and
psychological noise provide the link between HV and peer
communication. Using safety needs and psychological noise to
link them, the proposition is that HV is negatively related to peer
communication; that is, as HV increases, peer communication
decreases. This model was supported in a study conducted by
Purpora, Blegen, and Stotts (2015). HV was inversely related to
peer relations and quality of care, and positively related to errors
and adverse events. Including peer relations in the analyses
altered the relationship between HV and quality of care but
not between HV, errors, and adverse effects. Supportive peer
relationships were important to mitigate the impact of HV on
quality of care.

The impact of LV and bullying on patient care has been a
topic of numerous studies. Wright and Khatri (2015) looked
at the relationship with psychological/behavioral responses of
nurses and medical errors in relation to bullying behaviors.
They compared three types of bullying (person-related, workrelated, and physically intimidating) with the outcomes of
psychological/behavioral responses and medical errors. Health
care organizations need to reduce negative components that
impact nurses’ job performance and their mental and physical
health. The sample included 241 participants who completed
the Negative Act Questionnaire-Revised, and outcomes were
measured with a modified version of Rosentein and O’Daniel’s job
performance scale. Person-related bullying showed a significant
positive relationship with both psychological/behavioral
responses and medical errors, while work-related bullying showed
a significant positive relationship with only psychological/
behavioral responses. Physically intimidating bullying did not
show a significant relationship to either outcome. Health care
organizations should identify bullying behaviors and implement
bullying prevention strategies to reduce these behaviors and the
adverse effects they have on outcomes.
Sauer and McCoy (2017) examined the impact of bullying on
nurses’ health. Their sample of 345 nurses licensed in one state
completed questionnaires on demographics, bullying, physical
and mental health, stress, and resilience. In this sample 40%
of nurses were bullied, and a higher incidence of bullying was
associated with lower physical health scores and lower mental
health scores. Nurses who were bullied had significantly higher
stress scores and significantly lower resilience scores. This can
decrease the nurses’ quality of life and impede their ability to
deliver safe, effective patient care.
The effect on patient care and patient safety was furthered
described in an integrative review by Houck and Colbert (2017).
They examined 11 studies that made an association between
perceived WPB and patient safety. Seven themes were identified
that harmed patients or posed a risk to patients, which were: 1)
patient falls, 2) errors in treatment or medication, 3) delayed
care, 4), adverse event or patient mortality, 5) altered thinking

Instruments
The most common instruments used to measure LV in nursing
are the Negative Acts Questionnaire-Revised developed by
Einarsen, Hoel, and Notelaers (2009), the Horizontal Violence
Scale (Longo & Newman, 2014) and Lateral Violence in
Nursing Survey (Nemeth et al., 2017).
The NAQ-R is an instrument designed to measure nurses’
perceptions about the prevalence of HV in their workplace. This
22-item scale asked nurses how frequently they had experienced
negative behaviors such as “being exposed to an unmanageable
workload” or “being humiliated or ridiculed in connection with
your work” within the six months prior to survey completion.
Response choices ranged from one (never) to five (daily). Overall
scores were summed with a total possible score ranging from 22
to 110. The higher the score, the more often nurses experienced
negative acts in their workplace.
The Horizontal Violence Scale (HVS) is a 23-item 4-point
Likert scale used to determine the existence and extent of
HV in practice settings. It can be used to augment the study
of the work environment, especially in relation to healthy
work environments. Longo and Newman (2014) described the
development and psychometric testing of this scale, including
content validity, construct validity, and results of the testing of
the instrument.
Nemeth et al. (2017) described the development and validation
of the Lateral Violence in Nursing Survey (LVNS). The LVNS is
a 23-item survey focusing on the prevalence and seriousness of
LV, causes and other aspects of LV within the workplace. This
could provide leaders with an evidence-based tool to assist with
retention and developing a positive unit tone. The LVNS can
be used to validate the prevalence and seriousness of LV on a
nursing unit or within an entire nursing service.
Combating Lateral Violence continued on page 30
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Strategies to Combat Lateral Violence
The next section will review specific strategies identified to deal
with LV. There has been a plethora of literature addressing ways
to deal with this issue.
Castronovo, Pullizzi and Evans (2016) proposed a unique
solution to deal with nurse bullying behaviors in the workplace.
They believe to resolve the problem of nurse bullying the
solution must include an incentive for institutions to implement
the necessary interventions and to ensure they are effective.
Currently the Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS) has a survey which measures
patients’ perceptions of hospital care. The authors proposed
a national standardized measurement tool be developed and
implemented pertaining to the level of nurse bullying and that
it be factored into the calculation of the value-based incentive
payment in the Hospital Value-Based Purchasing program. A
survey like the HCAHPS could be developed to measure nurses’
perspectives of workplace bullying. They further proposed that
the outcome of the surveys be made available to the public as
an added feature on the Hospital Compare website, which is
currently used with respect to HCAHPS.
One of the strategies proposed by Egues and Leinung (2013)
included education. Workshops, evaluated through pretests/
posttests and written evaluation, revealed increased knowledge
about concepts of LV and their application to the workplace,
recognition of LV, and methods of dealing with LV in nursing.
Other strategies included conscientiously and consistently
role modeling exemplary behaviors, engaging in personal
self-reflection, drafting policies for prevention and reporting,
working as a team, and taking care of oneself. Changes to
address and strategize against LV must be supported.
Cognitive rehearsal as an intervention against incivility and LV
has been discussed by several authors. Dr Griffin first described
it as an intervention in 2004 and updated the literature and
reviewed the use of cognitive rehearsal as an evidence-based
strategy ten years later (Griffin & Cark, 2014). She defined
cognitive rehearsal as a behavioral technique consisting of three
parts:
• Participating in didactic instruction about incivility and
LV
• Identifying and rehearsing specific phrases to address
incivility and LV
• Practicing the phrases to become adept at using them
The use of this strategy has been replicated in subsequent
studies and found to be an effective way to prepare nurses
to identify and address incidents of LV. Cognitive rehearsal
can take on various forms. For example, the TeamSTEPPS
approach (Agency for Healthcare Research and Quality, 2014)
is a communication tool designed for healthcare professionals
which provides an evidence-based framework to improve patient
safety within healthcare organizations. CUS, an acronym for
Concerned, Uncomfortable, and Safety is one communication
structure provided by Team STEPPS. This can be adapted for
cognitive rehearsal by the following response: “I am Concerned
about the tone of this interaction. I am Uncomfortable and
beginning to feel stressed. I’m worried that my discomfort and
stress may impact the Safety of our patients. Please address me
in a respectful way.” (Griffin & Clark, 2014, p. 7).
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Koh (2016) also addressed the use of cognitive rehearsal as a
strategy to manage WPB. He completed a literature review of
nine articles published from 2005 to 2015 and suggested that
cognitive rehearsal scripted responses empowered nurses with
knowledge and confidence to manage workplace violence.
He found it to be an effective individual tool for enabling
individuals to protect themselves against workplace violence.
Effective policies are required to deal with bullying behaviors.
Johnson (2015) focused on policy development based on
suggestions from research and practice to craft effective antibullying policies. She suggested including representatives
from the various groups who will be affected by the policies,
to allow them an opportunity to comment to provide buyin. Successful policies are clear and concise, and contain the
following elements: an introduction, an outline of the roles
and responsibilities of organizational members in workplace
bullying management, and the actions that employees and
managers can take in response to workplace bullying. Policies
are only effective if members of the organization are aware
of them and utilize them. Support for policies needs to come
from all levels of administration, and education needs to recur
frequently.
Keller, Budin, & Allie (2016) described how a task force
to address bullying was used to implement an antibullying
program. Nursing leadership at a Magnet™-designated
academic medical center identified bullying as a priority that
needed to be addressed, since the current policy and anonymous
hotline for reporting behaviors were not effective. Twenty staff
nurses and nurse leaders across the organization volunteered to
join the group. They surveyed nurses with the NAQ-R to assess
the current state. Results were consistent with findings from
other studies. Results were shared with staff and an educational
module was developed to put on the hospital’s online learning
platform. They developed a “BE NICE” Champion Program.
This acronym stood for:
B Bullying
E Elimination
N Nursing
I In a
C Caring
E Environment
The purpose of the program was to provide participants with
the tools needed to identify signs of bullying, support peers,
and ultimately eliminate bullying in the workplace. This three
to four-hour, face-to-face program, led by task force members,
included presentation, demonstrations, role-playing, and
opportunity for practice. The bullying intervention strategy
used was called the 4Ss: stand by, support, speak up, sequester.
Two one-hour follow-up sessions were held six months after the
initial program to allow champions to discuss their experiences
and to assist the task force in prioritizing future directions. The
author concluded that although adoption of position statements
and standards of practice has helped health care organizations
better address bullying in the workplace, a bullying task force
can further foster a healthy and caring work environment.
Using simulation to teach responses to LV was outlined
by Sanner-Stiehr (2017). Simulation provided an effective
platform for delivering education. Objectives reflected restoring
respectful communication and ensuring delivery of safe patient
care, which are ultimately compromised when LV occurs.

Simulations designed to teach LV response strategies can be
presented as stand-alone scenarios or integrated into existing
patient care simulations. Debriefing, which allows time for the
participants to reflect on their experience, remained the most
important step in the process. This allowed participants to
apply response strategies learned in the simulation to similar
situations. This is a strategy that can be used in nursing
education programs, as well as programs for clinical staff.
Taylor and Taylor (2018) indicated that efforts to address HV
have not proven effective to date. Context is recognized as a
contributing factor, and they suggested moving the focus away
from the individual and investigating systems contributions to
use existing quality improvement (QI) frameworks. Framing HV
as a quality improvement concern meant treating all instances of
HV and related behaviors as QI incidents. This requires that all
staff have the following:
1. Awareness of HV and the ability to identify interpersonal
interactions that have negative personal and/or
organizational consequences as potential QI incidents.
2. The analytic tools and skills to conduct root cause
analysis of these incidents, and
3. The ability to act based on the root cause analysis
including development of interpersonal and intrapersonal
skills to address perpetrator, victim/target, and audience/
bystander roles, and the ability to identify systems
failures contributing to unnecessary workarounds and
stress.
They concluded framing HV and related behaviors as a QI
concern would allow institutions to use existing QI framework
and work within an existing QI culture.
Bartholomew (2014) outlined several best practices to eliminate
HV. These included nurturing our young, awareness and
prevention, managerial response, organizational opportunities,
and individual responses. Education should start in nursing
schools and continue with nurse residency programs. Awareness
is the key to prevention for all staff members. Managers need
to hold staff accountable, being persistent and consistent with
their responses. Organizations need a coordinated approach to
this issue. Enacting a twofold model (i.e. increasing a healthy
environment while simultaneously decreasing hostility) is the
most effective approach that managers can take to enact change
at the organizational level. Individual nurses need to assess the
role they play in ending or perpetuating HV and take an active
role in addressing instances of HV.
All of us as nurses need to be aware of the problems related
to LV and implement strategies as individuals and in our
practice settings to combat this problem. The incidence is not
decreasing, despite numerous studies and strategies to combat
it. Lateral violence is detrimental to patient safety and should
not be allowed to continue. This is a serious problem and it is
imperative that the profession addresses this problem. Nurses,
individually and collectively, must enhance their knowledge and
skills in managing conflicts and promote workplace policies to
eliminate LV.
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8. Cognitive rehearsal is an evidence-based behavioral strategy
to deal with lateral violence.
a. True
b. False

Combatting Lateral Violence

9.

Post Test and Evaluation Form

DIRECTIONS: Please complete the post-test and evaluation
form. There is only one answer per question. The evaluation
questions must be completed
Name:
Final Score:
1. Disrespectful, rude, or inconsiderate conduct is:
a. Incivility
b. Bullying
c. Lateral Violence
d. Horizontal violence
2. Repeated, unwanted harmful actions intended to humiliate,
offend, and cause distress in the recipient is:
a. Horizontal violence
b. Incivility
c. Bullying
d. Lateral violence
3. Hostile, aggressive, and harmful behavior by a nurse or a
group of nurses toward a co-worker or group of nurses via
attitudes, actions, words, and/or other behaviors is:
a. Lateral violence
b. Horizontal violence
c. Bullying
d. Incivility
4. Behaviors intended to demean, undermine and/or belittle a
targeted individual working at the same professional level is:
a. Bullying
b. Lateral Violence
c. Incivility
d. Horizontal violence
5. According to the literature review by Bambi et al.,
consequences of workplace incivility included all the
following EXCEPT:
a. Emotional exhaustion
b. Absenteeism
c. Poor job satisfaction
d. Decreased retention
6. Associations that have issued statements or toolkits relating
to horizontal violence include all the following EXCEPT:
a. American Nurses Association
b. Association of periOperative Registered Nurses
c. Association of Nurse Executives
d. American Nurses Credentialing Center
7.

According to Rush et al., the time for the greatest need for
support for new graduate nurses was at:
a. 1-3 months
b. 4-6 months
c. 6-9 months
d. 9-12 months

To be effective, policies that deal with bullying behaviors
should be clear and concise, have administrative support,
and have frequent education.
a. True
b. False

10. Components of the model developed by Purpora & Blegen
include all the following EXCEPT:
a. Quality and safety
b. Peer communication
c. Bullying
d. Psychological noise
11. Castronovo’s solution to deal with nurse bullying behaviors
included:
a. The use of simulation to teach responses
b. Education on workplace bullying
c. The use of cognitive rehearsal strategies
d. A survey to measure workplace bullying
12. The ”BE NICE” Champion program included the 4Ss,
which were:
a. Stand by, Support, Show Solidarity, Sequester
b. Share, Support. Speak up, Stand by
c. Stand by, Support, Speak up, Sequester
d. Show solidarity, Share, Stand by, Speak up
13. Nurses working in a Magnet™ hospital rarely experience
lateral violence due to their culture of collegiality and
teamwork.
a. True
b. False
14. Factors influencing whether a bystander will respond to
bullying behaviors include all the of following EXCEPT
a. Organizational safety
b. Peer and supervisory support
c. Education
d. Psychological safety
15. A multifaceted approach is needed to deal with the complex
issue of lateral violence.
a. True
b. False
16. The 22-item scale instrument used to measure nurses’
perceptions about the prevalence of horizontal violence is
known as:
a. Horizontal Violence Scale (HVS)
b. Negative Acts Questionnaire-Revised (NAQ-R)
c. Lateral Violence in Nursing Survey (LVNS)
d. Briles’ Sabotage Savvy Questionnaire (BSSQ)
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Combating Lateral Violence continued from page 33

Registration Form

17. List at least one strategy you will implement to help
decrease the incidence of lateral violence in nursing.

Name:
(please print clearly)
Address:
Day phone number: (

Evaluation
1. Were you able to achieve the outcome?
OUTCOME: The learner will identify at least one strategy you
will implement to help decrease the incidence of lateral violence
in nursing.
Yes

No

2. Was this independent study an effective method of learning?
Yes

No

If no, please comment:

3. How long did it take you to complete the study, the post-test,
and the evaluation form?

4. What other topics would you like to see addressed in an
independent study?
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)

Email address:
Please return:
- Completed Post-test and Evaluation Form
- Registration Form
TO: Ohio Nurses Association
3760 Ridge Mill Drive
Hilliard, OH 43026
Payment of $15.00 should be made payable to: Ohio Nurses
Association

#REDforED
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