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Promoting a Culture of Safety and Healthy Work Environment
Practice Considerations

Introduction
The American Association of Nurse Anesthetists (AANA) encourages Certified Registered Nurse
Anesthetists (CRNAs) to play an instrumental role in promoting a culture of safety and developing
healthy work environments. Healthy work environments optimize patient safety, enhance staff’s physical
and mental well-being, and help organizations sustain financial stability.
Definitions
The terms disruptive behavior, workplace violence, and workplace bullying are often used
interchangeably. Horizontal violence and lateral violence are also considered synonymous. These
terms depict behaviors that may be physically or emotionally harmful to the victim.
Workplace violence
“Violence or the threat of violence against workers. It can occur within or
outside of the workplace and can range from threats and verbal abuse to
physical assaults and homicide.”1
Disruptive behavior
Characterized by insults, intimidation, verbal threats, humiliation, or sabotage.
Other examples include, but are not limited to: sexual harassment;
unresponsiveness; shouting; sarcasm; exclusion and intentionally distancing
the target.2-5
Horizontal violence
Describes negative behaviors among peers.
Vertical violence
Describes negative behaviors among individuals of varying status.
Barriers to a Culture of Safety and Healthy Work Environment
Workplace violence (WPV) and disruptive behaviors are barriers to fostering a culture of safety. WPV
reportedly affects two million individuals each year, although it is believed many more cases are
unreported. Healthcare workers, particularly nurses, are at an increased risk of experiencing this
psychosocial phenomenon.6-9 Estimates suggest that more than 80 percent of nurses experience bullying
during their careers and are often subjected to two or more incidents weekly.10-13 In light of this evidence,
the World Health Organization considers workplace bullying a public health threat.14 Nurses working in
the operating room (OR) experience higher levels of incivility among their peers and significantly more
from supervisors than in other units (e.g., intensive care unit, medical surgical) and even greater levels of
incivility from physicians.15
Workplace violence may extend to social media as cyberbullying and harassment.16,17 Social media
provides an easily accessible forum for individuals to post messages anonymously to intimidate or spread
rumors, threats and photos communicated widely and quickly. These threats should be reported quickly in
order to prevent irreparable harm to the victim(s). Healthcare professionals should use good judgment
when using social media in order to protect patient confidentiality and to preserve their own integrity and
the integrity of their colleagues and institutions.
Risk Factors that Support Unhealthy Work Environments
It is estimated that healthcare workers are 16 times more likely to experience WPV than other
professions.18 Healthcare workers practicing in the emergency, psychiatric, and intensive care units
experience the highest levels of WPV. Students and new nurses are not immune to WPV and are at a
greater risk of vertical violence due to their need for professional development and mentorship.12,13,19
Table 1 summarizes risk factors that contribute to unhealthy work environments.
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Table 1. Risk factors that may support unhealthy work environments and relationships
Perpetrator8,19,20
External (e.g., patients, visitors)
Substance abuse history
Angry or anxious
Distressed
Mentally unstable
History of violent behavior
Internal (e.g., peers, supervisors)
Previous victim of violence
Skilled in manipulation
Arrogant
Lack of self-esteem

Staff6,8,12,13,19-23
Demanding caseload
Time pressures
Extended work hours
Transporting patients
Working understaffed
Inadequate training
Role conflict among colleagues
Poor relationships with peers

Facility6,8,20-22,24,25
Leadership tolerance of WPV
Low trust among team members
Limited resources
High stress environments
Competitive environments
Poor workflow design
Poorly enforced visitor policy
Lack of WPV policy
Inadequate security

Impact of Unhealthy Workplace Behaviors
Disruptive behaviors, regardless of their intensity, are occupational health and safety hazards that may
affect all members of a work system.12
Patient
Disruptive behaviors place patient safety at risk.26 Poor communication is a leading cause of patient
dissatisfaction and adverse events.27 The 2013 Institute for Safe Medication Practices workplace
intimidation survey found that half of respondents avoided clarifying a medication order with the
prescriber if the physician was difficult to work with when clarifying an order in the past.28 A 2014 study
found that as disruptive communication increased, so did errors and adverse events, impacting outcomes
and the quality of care.10 Unmanaged conflict and disruptive behaviors impact patients through:
•
•
•
•

Medication errors, patient injuries, and deaths19,29-31
Provider delaying communication or not communicating information to colleagues28
Lower overall quality of patient care31
Incomplete transfer of pertinent patient care-related information.26

Workforce
The impact of disruptive behavior to the worker is costly. Victims of WPV experience poorer states of
physical health and mental health than their colleagues.10,22,30,32-35 Verbal abuse may have a deeper impact
with long-term psychological effects than physical abuse.13 The symptoms and implications typically
reported by individuals affected by WPV are summarized in Table 2.
Table 2. Symptoms experienced by targets of WPV and potential implications for individual staff
Physical symptoms36
Physical pain
Digestive disorders

Mental Symptoms12,13,19,22,24,26,30-32,36
Stress or anxiety
Post-traumatic Stress Disorder
Depression
Loss of self-esteem
Impaired short-term memory
Inability to focus and concentrate
Disturbed sleep patterns
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Implications6,10,22,29-31,34,37,38
Reduced morale
Disengaged
Unmotivated
Resentful
Intent to leave
Decrease in job satisfaction

Students & New Graduates
Student nurses who are affected by WPV, unlike experienced nurses, report an increased desire for
revenge.13 Workplace bullying specifically threatens graduates of healthcare profession educational
programs as they transition into their new roles. Graduate nurses may endure stressful conditions that lead
to burnout during their first year in clinical practice.22,39 They often experience abuse from internal
sources (staff, preceptor, physicians, and their direct supervisors) and external sources (patients, visitors),
while the perpetrator of abuse against experienced nurses is often internal.13 Regardless of the target, the
psychological effects of WPV are most significant when the perpetrator is a staff member.13
Healthcare Facility
Facilities are directly impacted by unhealthy work environments due to the damaging effects on workers.
Individuals are more likely to leave their job or profession if they are dissatisfied.13,23,32,34,40 The
organization’s financial burden is estimated to be between $30,000 to $100,000 annually per victim due
to these destabilizing factors:12
•
•
•
•
•
•

Staff turnover11,12,21,30,34,36,37
Focus away from organizational goals11,12,21,30,34,36,37
Absenteeism and tardiness12,21,24,32,37
Psychological treatment12
Decreases in organizational commitment, team performance, and work output6,12,15,24,29,30,32,34,40
Potential for increased risk of liability associated with a reduction in patient safety26

Promoting a Culture of Safety and Healthy Work Environment
Employers and employees have an opportunity and responsibility to foster a safe work environment free
from distracting, disruptive or violent behaviors. Programs to prevent workplace violence improve the
work environment, job satisfaction, staff retention, productivity, and quality of care.24 Ongoing education
related to the organization’s mission, values and code of conduct, as well as communication skills
development, guide the individual to choose the most appropriate response when faced with WPV.
Despite the estimated prevalence of WPV, approximately 70 percent of United States institutions do not
have programs or policies to address it.8
Developing effective policies and leadership accountability will support change in an organization. A
change in leadership attitudes, responses, and initiatives is only a first step. An effective healthy work
environment program requires a multifaceted approach to continuously improve engagement.
Considerations include:
1. Organizational Assessment21,41
An assessment of the workplace culture of safety provides a baseline for analysis of the existing
environment to identify priorities for improvement.21,41 The Occupational and Safety Health
Administration (OSHA) guidelines recommend an organization-wide assessment, facility or
provider risk identification, management commitment, employee involvement through staff and
supervisor training, and well-documented written records to prevent WPV.42 Additional security
(e.g., cameras), staffing measures, and other facility-specific recommendations may be warranted
after an assessment is conducted.
2. Organizational Policies and Resources
Code of Conduct25,43
An organizational code of conduct supports the culture of safety by defining acceptable and
inappropriate behaviors as well as a process to hold staff accountable for behaviors that
undermine the culture of safety. The Code of Ethics for the Certified Registered Nurse
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Anesthetists guides CRNAs in their professional obligation to be accountable for their own
conduct and integrity in their relationships with other healthcare providers.44
Zero-Tolerance for Violence Policy21,25,36-38,45
In 2003 and 2004, the National Institute for Occupational Safety and Health and OSHA
recommended that healthcare organizations provide a safe environment for their employees.42,46 A
zero-tolerance for violence policy in combination with a code of conduct can help organizations
minimize abuse and possible harm to their employees. The AANA supports and promotes a
culture of safety through the development of comprehensive facility policies for the prevention of
violent or disruptive behaviors.
Initial, Ongoing and Post-event Employee Support43
An Employee Assistance Program (EAP), clergy, peer support program, or counselor may
provide support to staff coping with stressful situations. The AANA Guidelines for Critical
Incident Stress Management detail considerations for facilities, healthcare providers and
individuals seeking resources about managing stress following an adverse event.47
3. Ongoing Staff Education, Communication, Conflict Management and Resolution, Stress
Management, and Wellness21,25,43
Staff education, training and continuing education opportunities are necessary to help an
individual identify, understand, address, cope with, and recover from behaviors that are disruptive
or inappropriate.12,21,35 Research supports staff education in communication skills, stress
management, and conflict management and resolution.
A culture of safety blossoms when staff is personally equipped and supported by leadership with
tools for clear communication and conflict management and resolution to help them deal with
inappropriate behavior.29,36
4. Culture of Safety48
Safety culture develops when leadership demonstrates a commitment to culture change by their
own behavior, provides resources that achieve results, and openly shares safety information. Staff
engages in a culture of safety when they take direct, personal action to address safety issues.
•

•

•

Modeling Appropriate Behavior12,15,21,43
Leadership and staff who demonstrate respect and model respectful conduct improve an
organization’s culture of safety.21,24 Leaders who embrace and model positive behavior
towards others show that unacceptable behavior has no place in their organization.24
Staff Mentorship11,12
Positive mentorship of new staff establishing the expectations for acceptable conduct.11
Negative or ineffective mentoring is linked to decreased job satisfaction of mentees and to
an increase in the risk of errors in patient care.49 Preceptor and mentorship programs
improve the transition for new nurse graduates into clinical practice and decrease
preceptor stress associated with the increased workload of mentoring.29
Open Communication throughout the Organization41
Open dialogue between leadership and staff reduces conflict and is vital to patient safety.29
Discussing situations and their solutions improves trust and communication, decreases
disruptive behavior, and supports resolution of the inappropriate behavior.29 It is important
to address WPV behaviors as close to the time of occurrence as possible.12 Creating an
environment of open communication improves job satisfaction and creates a healthy work
environment.21,29 Staff retention rates are also better in hospitals with self-identified higher
levels of communication quality.29

4

Facilitated discussion between those involved in a WPV experience may be necessary
to understand the issue, and to resolve and prevent future disruptive behavior.
Strategies for meeting with the abuser may include these action steps:

•

a. Leadership determines if a facilitated conversation is indicated to resolve the
issue.
b. Identification of the root causes of the event/behavior.
c. Development and agreement on the plan of action.
d. Evaluation of progress.
e. Communication of appreciation of each other’s willingness to resolve the
conflict.21
Team Skill Development33,43
Patient-Centered Care: CRNAs and the Interprofessional Team underscores that effective
work relationships, collaboration, and communication are the cornerstones of healthy
work environments, which directly impacts patient safety and health outcomes.15,50

5. Quality Improvement Processes9,12,25,36,43
A facility-specific quality improvement process should be in place to assist staff in reporting acts
of WPV.43 A culture of safety grows when workers are able to report WPV incidents and bullying
without fear of retribution and criticism from peers or leadership. Half of all participants in both
the 2007 and 2012 Agency for Healthcare Research and Quality’s Safety Culture Surveys
reported that they feel mistakes are held against them, and 65 percent worried that the mistakes
would be retained in their personnel files. Additional barriers to reporting acts of WPV
include:13,20
a.
b.
c.
d.
e.
f.
g.
h.

Lack of physical injury
Lack of administrative support
Fear of receiving negative feedback or evaluation
Inconvenience of the reporting process
Ambiguous reporting policies
Fear of retaliation
Acceptance of violence or disruptive behavior
Fear of being seen as weak or incompetent

Reporting acts of WPV is necessary to identify and investigate disruptive behaviors and to create
a healthy work environment.
Resources
Visit the AANA’s Wellness in the Workplace website located at www.AANA.com/WorkplaceWellness
for additional information and resources on:
•
•
•
•
•

Disruptive behavior and workplace incivility
Safety in the workplace
Stress management
Workplace ergonomics
Career transitions

Conclusion
The rapidly changing demands and expectations of healthcare magnify the importance of the culture of
safety and code of conduct to minimize disruptive and inappropriate behaviors that may place patients
and fellow staff at risk of harm. The AANA encourages CRNAs to contribute to the development and
continuous improvement of healthy work environment policies and behaviors.
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In August 2000, the AANA Board of Directors adopted Position Statement 1.10, Workplace Violence and Disruptive Behavior.
This position statement was revised by the AANA Board of Directors in June 2010. In September 2014, the AANA Board of
Directors archived this position statement and adopted the Promoting a Culture of Safety and Healthy Work Environment,
Practice Considerations.
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