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ABSTRACT

Workplace aggression is typically studied among health professionals identified as at-risk,
despite being prevalent in all healthcare contexts, including allied health. The aim of the study
was to explore antecedents of aggression among allied health workers in relation to conditions of
work. Surveys were distributed to allied health professionals in an Australian healthcare
organisation and 134 (49%) responded. Logistic regressions and ANCOV As revealed that
support was associated with internal aggression, and role-related factors were associated with
external aggression. This study extends the literature on aggression by highlighting links
between the working environment and specific workplace aggression types within allied health.
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INTRODUCTION

Workplace aggression occurs globally and across all industries, though some industries such as
healthcare are particularly at risk [1]. Studies of aggression in healthcare have focused on groups
considered high-risk such as nursing [2], yet workplace aggression is likely to occur in all areas
of healthcare [3] [4]. Allied health professionals comprise approximately 18 percent of the
Australian healthcare workforce [5], and provide a broad range of services, including but not
limited to psychology, physiotherapy, radiography and occupational therapy [6]. Research has
found that up to 66 percent of allied health professionals report experiences of occupational
violence at some point [3]; however, little research has investigated aggression among allied
health professionals [7].

Research that examines workplace bullying highlights the role of stressful working conditions.
More specifically, the demand control support model (DCS) [8] [9] has been found to aid our
understanding of the antecedents of workplace aggression [10] [11], though limited research has
tested these components as antecedents of workplace violence. In addition, evidence suggests
that negative affectivity (NA) may influence these relationships [12]. Therefore, this study aimed
to explore whether similar factors act as antecedents of workplace aggression among allied
health professionals.

Background

Workplace aggression encompasses bullying and violence behaviors. Bullying can be broadly
defined as persistent, negative behavior from one or more individuals that can range from subtle



unconscious behaviors to more overt types [13] [14]. Bullying is targeted behavior that occurs
systematically, rather than as a single event [15] and, while it may occur in several forms (i.e.
verbal and/or physical), the nature of workplace bullying is often psychological [16]. Violence,
in comparison, can occur as single or repeated incidents, taking various forms including physical
assault, threat of assault, sexual assault, emotional abuse or verbal sexual harassment [17].
Within healthcare, the source of workplace aggression may be internal (i.e. supervisors and/or
co-workers) or external to the organization (i.e. patients and/or patient family/friends; [18].

The environment in which aggression occurs may encompass some important antecedents of
aggression. Studies have found an association between workplace bullying and the work
environment, whereby victims also report poor working conditions [11] [19]. Labeled the work
environment hypothesis, this theory suggests that aspects of the work environment may lead to
bullying [20]. Researchers have since applied the DCS model to bullying to determine whether
high work demands and limited resources (i.e. less control and social support) can explain why
bullying is more likely to occur in some environments [11] [20].

The job demands control (JDC) model proposes that occupations involving high demands and
low control are more likely to lead to poorer employee outcomes [9]. Job demands refer to the
psychological effort or stressors involved in the workload, whereas job control refers to an
individual’s autonomy in the workplace regarding how and when activities are conducted. Social
support was added more recently, referring to the support available to an individual from their
supervisor, co-workers, and family and friends. Each type of social support is a resource that
may buffer against job strain [8]. With the addition of support, the model became known as the
DCS [8], whereby high strain jobs are those with high demands, low control and low levels of
social support.

Studies have consistently found that elements of the DCS model are associated with workplace
bullying [10] [11] [21]. Applications of the JDC model have found associations between both
high demands and low control with reports of bullying [10] [22]. Research applying the full DCS
model has found similar results, with high demands and low social support being associated with
bullying [11].

High strain jobs (with high demands and low resources) may lead to frustration, which may
develop into conflict, deteriorating relationships among staff, and potentially escalate into
bullying [15]. Alternatively, if distressed workers are perceived as less competent by their co-
workers they may be targeted for aggression [23]. Although the DCS model has been applied to
workplace bullying, little research has investigated the utility of the model in predicting
workplace violence. To the best of our knowledge, no studies have investigated these variables
among allied health professionals.

Another element suggested as a possible antecedent of workplace aggression is NA. NA is a
dispositional characteristic, and individuals high in NA generally view themselves more
negatively than others, and are more vulnerable to distress and tent to be more nervous than
those with low NA [24]. Individuals with high NA are considered to be more sensitive to
negative daily life events. Thus, the likelihood of perceiving workplace violence or bullying may
be more likely for individuals high in NA. Indeed, NA is often discussed in the context of
workplace stress [25, 26]. In relation to bullying as a stressor, NA and bullying were linked,
whereby employees reporting bullying were likely to be higher in NA [21] [27]. Therefore, this



study chose to include this characteristic when investigating the antecedents of aggression among
allied health professionals.

The broad aim of the current study was to investigate antecedents of workplace aggression
among allied health professionals in relation to the DCS model while investigating the role of
NA as a potential antecedent of reported aggression.

METHOD
Participants and procedure

The sample for this study consisted of 134 allied health professionals employed at a large
Australian healthcare organization. Surveys were distributed to allied health professionals across
all facilities within the organization, primarily based in one state. The response rate for
participation in the study was approximately 49%. The majority of participants were female
(78%), and had been employed by the organization for 9 years or less (72%). In relation to age, 4
% of respondents were aged 24 years or younger, 36% were aged between 25-39 years, 22%
between 40-49 years, and 38% were aged 50 or older.

Measures

Bullying. Prevalence of workplace bullying was measured using a single item scale developed
by Hoel and Cooper [14]. Bullying was defined as a situation where individuals perceive
themselves persistently, over a period of time, as the recipient of negative actions from one or
more persons, and have difficulty in defending themselves. The definition was presented to
participants as part of the item, requesting that they consider this definition in rating their
experience of bullying. The six-point rating scale ranged from 1 (No) to 6 (Yes, almost daily).

Violence. Violence was examined using a scale adapted from Hesketh et al. [17]. The scale
measured four types of violence (e.g. physical assault, threat of assault, emotional abuse and
verbal sexual harassment), as well as the source of the violence (i.e. patient, visitor/family
member of a patient, co-worker and supervisor). Participants were required to indicate the
frequency with which they had experienced each type of violence. This was measured on a four-
point rating scale ranging from 1 (Never) to 4 (3 or more times). Scores across the four sources
of violence were summed creating two subscales: external and internal sources. External sources
were the summed scores of patient and visitor/family member of patient scores, while internal
sources were the scores of co-worker and supervisor.

Demands. Job demands were measured on an 11 item scale developed by Caplan et al. [28]. For
four of these items, participants were required to respond on a five-point rating scale ranging
from 1 (very often) to 5 (rarely). The remaining seven items were rated on a five-point rating
scale ranging from 1 (A great deal) to 5 (Hardly any). The Cronbach’s alpha co-efficient for this
scale was .90.

Control. Control over work tasks was assessed using a nine item scale developed by Karasek
[29]. Each item required participants to respond on a five-point rating scale ranging from 1
(strongly disagree) to 5 (strongly agree). The Cronbach’s alpha for this scale was .75.



Social Support. Social support was measured using a four item scale developed by Caplan et al.
[28]. Each item required participants to provide a response regarding the degree to which they
receive support from their immediate supervisor, co-workers, and family and friends.
Participants were required to respond on a five-point rating scale ranging from 0 (don’t have any
such person) to 4 (very much) for each person(s). These responses formed three subscales (i.e.
supervisor support, co-worker support, and outside work support). The Cronbach’s alpha for the
three subscales of supervisor, co-worker, and outside work support were .89, .82 and .85,
respectively.

Negative Affectivity. Negative affectivity was tested using the ten item negative subscale from
the positive and negative affect schedule (PANAS) developed by Watson et al. [30]. Participants
were required to respond on a five-point rating scale the degree to which they had felt a
particular presented negative emotion over the past week (e.g. hostile, ashamed, upset). The
rating scale ranged from 1 (Very slightly or not at all) to 5 (Very much). The Cronbach’s alpha
for this NA scale was .83.

RESULTS

In regards to workplace bullying, 25% of respondents indicated that they experienced some level
of bullying, whether it was very rarely, now and then, or on a monthly, weekly or daily basis (see
Table 1). In terms of workplace violence, the experience of violence was highest for internal
emotional abuse (19.4%), external emotional abuse (14.1%) and external threat of assault
(7.5%), with respondents indicating exposure on one or more occasion. Low levels of exposure
were reported for the remaining categories of violence (see Table 2).

Table 1. Frequency (and Percentages) of Bullying Responses

Bullying response n
No 100 (74.6%)
Yes, very rarely 13 (9.7%)
Yes, now and then 13 (9.7%)
Yes, several times month 4 (3.0%)
Yes, several times a week 2 (1.5%)
Yes, almost daily 1 (0.7%)

Missing 1 (0.7%)




Table 2. Frequency (and Percentages) of Reported Violence

Violence e:r[:(tJetirQsLI e?;fi?:; Internal threat External threat I _nternal E_xternal Intersr;z:(lu\;?rbal Exteggiluzle rbal
frequency abuse abuse of assault ofassault  physical assault physical assault harassment harassment
Never 106 (79.1%) 114 (85.1%)  133(99.3%) 123 (91.8%) 132(98.5%) 129 (96.3%) 129(96.3%) 128 (95.5%)
1 time 12 (9.0%) 8 (6.0%) 0 (0.0%) 6 (4.5%) 1(0.7%) 3(2.2%) 1 (0.7%) 3(2.2%)
2 times 3(2.2%) 3(2.2%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (0.7%) 0 (0.0%) 0 (0.0%)
3+ times 11 (8.2%) 8 (5.9%) 1 (0.7%) 5 (3.0%) 0 (0.0%) 1(0.7%) 2 (1.5%) 1(0.7%)
Missing 2 (1.5%) 1 (0.7%) 0 (0.0%) 0 (0.0%) 1 (0.7%) 0 (0.0%) 2 (1.5%) 2 (1.5%)

Due to a limited number of bullying responses across categories, all responses indicative of
bullying (i.e. from ‘yes, very rarely’ to ‘yes, almost daily’) were summed so that bullying was
analyzed using dichotomous categories ‘no’ and ‘yes’. The same procedure was conducted for
violence categories, so that responses ranging from 1 time’ to ‘3 or more times’ were summed
and violence analyzed in dichotomous categories ‘no’ and ‘yes’. For several violence categories,
there were not enough incidents to conduct analyses. Therefore, analyses were conducted
including only the responses for bullying, external threat of assault and internal and external
emotional abuse. Prior to undertaking analyses of the data, 11 cases were excluded due to either
missing data, or having a social support subscale total of zero. Two univariate outliers for NA
were also excluded, leaving 121 cases for analyses.

Four logistic regressions were conducted using demand, control, support (supervisor, co-worker,
outside work support), and NA to predict the incidence of aggression types bullying, external
threat of assault and internal and external emotional abuse (see Table 3). Co-worker support (B =
-.26, Wald = 6.95, p =.01) was a significant contributor to the regression model for bullying
(Cox and Snell =.16), whereby low levels of support were associated with bullying. Job control
(B =-.19, Wald = 6.22, p =.01), NA (B = .13, Wald = 5.26, p = .02), and job demand (B = .12,
Wald = 4.65, p = .03) were significant contributors to the regression model for external
emotional abuse (Cox and Snell = .15) whereby low levels of job control, and high demands and
NA were associated with the emotional abuse. Co-worker support (B = -.25, Wald = 5.69, p =
.02) and outside work support (B = .27, Wald = 4.92, p = .03) were significant contributors to the
regression model for internal emotional abuse (Cox and Snell = .17), whereby low levels of co-
worker support, and high levels of outside work support were associated with emotional abuse.
There were no significant results for regression analyses involving external threat of assault.

Table 3. Logistic Regression Results

Bullying External threat of E_xternal I_nternal
assault emotional abuse emotional abuse

B B B B
Job Demand .03 .07 A2* .06
Job Control .03 -.07 -.19* .00
Supervisor support -.09 .03 -.05 -11
Co-worker support -.26* -.12 .02 -.25*
Outside work support A5 -.07 .03 27*
Negative affect .09 13 13* .02

*p<.05



DISCUSSION

The current study examined several possible antecedents to workplace aggression among allied
health professionals in a large Australian healthcare organization. Although some forms of
violence were reported too infrequently to appropriately analyse, workplace bullying, external
threat of assault and both internal and external emotional abuse were reported by 23%, 7%, 17%,
and 13% of participants, respectively. Although these rates are not as high as those reported by
Alexander and Fraser (2004), they are still alarming given that healthcare organizations often
implement a zero tolerance policy regarding aggression.

The results confirm that elements of the DCS model are associated with different types of
aggression, providing partial support for the work environment hypothesis [20], suggesting that
this hypothesis may be relevant for bullying in addition to violence. Regarding the antecedents of
bullying, the overall pattern of results indicates that aggression that is likely to occur from
internal sources was predicted by social support. Specifically, respondents reporting having been
subjected to bullying were likely to have reported a low level of support from their co-workers.
Similar results were revealed by Hansen et al. [21], though unlike the present study they also
found a relationship between bullying and low supervisor support. In the current study, a similar
relationship was apparent between internal emotional abuse and social support, whereby those
who reported abuse were also likely to report low levels of co-worker support and high levels of
support from family and friends. In comparison, aggression that was likely to come from sources
external to the organization (i.e. external emotional abuse) were predicted by work related
factors. Allied health professionals reporting emotional violence from patients and their
visitors/family members were more likely to report high work demands and low control. An
exception to this pattern was the results concerning the threat of assault external to the
organization, which was not predicted by any of the DCS variables.

The results suggest that poor support between allied health professionals may lead to bullying
and internal emotional abuse [15]. However, though high demands and low job control may have
also led to poor relationships among employees as suggested by the authors, in this instance high
demand sand low control instead predicted emotional abuse from patients and their family
members/visitors. If high demands and low control contribute to errors made by allied health
professionals, patients and their family members/visitors may perceive that these allied health
professionals are less competent than their co-workers, and may consequently abuse them
emotionally [23]. Additionally, outside work support was significantly related to internal
emotional abuse, and this association could be due to several possible reasons. Employees who
were not receiving support from external sources and experiencing internal emotional abuse may
be more likely to leave the organisation due to a lack of social support. Alternatively, increased
internal emotional abuse may lead to employees seeking more social support from family and/or
friends. Future research should aim to determine the exact nature and direction of this
relationship between external support and internal emotional abuse.

In the current study NA was not significantly associated with bullying, external threat of
violence or internal emotional abuse. However, NA was significantly associated with external
emotional abuse. If individuals high in NA have greater sensitivity to negative events than those
low in NA, then allied health professionals with high NA are more sensitive to workplace
aggression (representing a negative event) when the source of the aggression is external to the
organization, such as patients and their family members/visitors. Thus, the current study
illustrated variables associated with both the working environment and those associated with



personality are linked with specific workplace aggression types (i.e. external emotional abuse)
for allied health professionals,.

Limitations and directions for future research

A number of limitations should be considered when interpreting the results of the current study.
First, the design of the study was cross-sectional, and therefore we could not conclusively
determine causal links between variables. Longitudinal studies in future would assist our
understanding of the causal links between workplace aggression and other variables. Further, this
study analyzed allied health professionals overall, limiting conclusions based on specific allied
health professions; therefore, future research is encouraged to investigate whether specific
professions within the allied health group experience more or less workplace aggression and the
possible antecedents surrounding workplace aggression.

Conclusions

This study emphasises the importance of considering stressors in the working environment when
investigating possible antecedents of bullying and extending these to other aggression types of
violence among allied health professionals. Further, the importance of investigating the effects of
NA as an antecedent of aggression was highlighted. Given the essential role and proportion of
allied health professionals in the healthcare workforce, more research should be directed toward
gaining a better understanding of this occupational group and the issues they face, to
consequently improve the working environments of these professionals.
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