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Abstract


This article explores how the dynamics of violence and support for nurses are influenced by the intersections of race, gender, 
and other social relations in various practice settings. Utilizing a qualitative study design, situated in the naturalistic and critical 
paradigms, this article is grounded in the experiences of key informants (KIs), each possessing significant expertise on issues 
of equity and violence, as well as insight into the current practice settings in Ontario, Canada. The individual KI interviews 
were analyzed using conventional qualitative content analysis, with its focus on capturing emerging insights. The findings reflect 
the everyday nature of gendered and racialized violence, the influence of setting and the effectiveness of existing resources. 
Professional, organizational, and broader policy implications are discussed to support diversely situated nurses within their 
various practice environments.
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Introduction


In Ontario, Canada, nine out of ten nurses are women,1 and a 
significant and growing proportion are women from racial-
ized2 communities.3 In spite of this reality, there is a dearth 
of analysis reflecting gender-based and/or racialized accounts 
of nurses’ work-related illness, injury, disability, or violence 
experiences. This critical knowledge gap limits the evidence 
base for individual nurses, professional associations and 
unions, educators, and policy makers and thus their ability to 
effectively address the complex occupational health dynam-
ics and challenges of caregiving within increasingly diverse 
contexts.


Our study was launched in response to this gap. This 
study, which combines qualitative and quantitative analysis, 
builds on findings from the 2005 National Survey on the 
Work and Health of Nurses (NSWHN: Shields & Wilkins, 
2006), indicating that a majority of Canadian nurses experi-
ence work-related illness, injury, disability, and/or violence. 
It seeks to move beyond the use of gender as an independent 
variable to provide a more finely tuned analysis of the inter-
sections of gender and race in workplace health and risk for 
registered nurses (RNs) and registered practical nurses 
(RPNs) across hospitals and long-term care and community 
settings in Ontario, Canada. By applying gender-based analy-
sis (Armstrong, 2001; Clow, Pederson, Haworth-Brockman, & 
Bernier, 2009; Health Canada, 2000) to the NSWHN survey 


data as well as utilizing this lens to collect new qualitative 
data, the study aims to provide insight into the complex 
social dynamics that shape diversely situated nurses’ expe-
riences of work and health in a Canadian context. The over-
all goal of this inquiry is to identify policies and practices 
that support diverse groups of nurses and enhance their 
practice experiences, thus improving the care of the patients, 
residents, and communities that they serve.


This article provides an analysis of qualitative data emerg-
ing from the first stage of this larger study, the interview of 
key informants (KIs). The interviews with these KIs, selected 
for their expertise, experiences, and understandings of nurses’ 
work environments across all domains of practice, offer crit-
ical knowledge and insight about the effectiveness of current 
supports available for nurses. As the first stage of our proj-
ect, the analysis of these interview data is also intended to 
inform our research path forward, and guide our focus group 
discussions.
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Background


Over the last decade, workplace health and safety for Cana-
dian nurses has had an increasingly high profile in the profes-
sion (e.g., Registered Nurses Association of Ontario [RNAO], 
2008; Torgerson, 2007). Precarious employment, work-related 
illness, injury, disability, and/or violence are realities for too 
many nurses, according to initial findings from the NSWHN 
(Shields & Wilkins, 2006), findings supported by a growing 
Canadian literature base (e.g., Henderson, 2003; Higgins & 
MacIntosh, 2010; Lemelin, Bonin, & Duquette, 2009; O’Brien 
& Wang, 2006). This is an international phenomenon; the 
International Council of Nurses (2006) reports that violence 
against nurses is three times more likely than it is for any other 
professional group. An abundance of international literature 
identifies nurses’ increased exposure to violence in many and 
varied countries around the world, including Australia (Pich, 
Hazelton, Sundin, & Kable, 2010), Finland (Virkki, 2008), Iraq 
(AbuAlRub, Khalifa, & Habbib, 2007), Greece (Papadopoulou, 
2009), Italy (Zampieron, Galeazzo, Turra, & Buja, 2010), 
Scotland (Paterson, Leadbetter, Miller, & Bowie, 2010), 
China (Lee, Pai, & Yen, 2010), and New Zealand (Ventura-
Madangeng & Wilson, 2009).


This literature is a dramatic reflection of the costs of vio-
lence for nurses. There are also enormous costs to employers 
and health care systems, given the burden of nurses’ work-
related injury and illness, including insurance claims, costs 
for agency replacements, and issues of retention and recruit-
ment (Baumann et al., 2001).


Considerable evidence shows that gender and race matter 
in the experiences of both men and women as formal and 
informal care providers (Jackson et al., 2005; Zeytinoglu, 
2007). Yet the complex, gendered dynamics shaping working 
conditions within the female-dominated caring professions 
are too often attributed simply to biology rather than to the 
historical ways that lives, including work, have been socially 
organized (Armstrong, Armstrong & Scott-Dixon, 2006; 
Ballou & Landreneau, 2010). Too often, gender and race are 
simply ignored as factors, leading to what Messing (1998) 
labels a “one-eyed science,” and serving to underestimate 
the risks, including injury and illness, faced by the primarily 
female nurses. Similarly, there has been research demon-
strating that racialization has a negative impact on nurses’ 
health (Das Gupta, 2002, 2009; Hagey et al., 2001; Modibo, 
2004). For example, Modibo (2004) illustrates how African 
Canadian female nurses experience abuse from both man-
agers and patients. A recent study of unionized nurses in 
Ontario (Das Gupta, 2009) identifies the risks of racialization 
and the complexities within the intersections of race, gender, 
and class discrimination.


In spite of a growing recognition of the risks nurses face, 
there continues to be a lack of analysis within mainstream 
nursing as to how the intersections of gender, race, language, 
and other social relations influence nurses’ well-being. Despite 


a growing emphasis on healthy work environments by 
international, national, and provincial nursing associations 
(e.g., Canadian Nurses Association, 2005; International 
Council of Nurses, 2007; RNAO, 2006, 2007a, 2007b, 2008), 
limited research examines whether current supports take  
full account of these complex social contexts to effectively 
maximize nurses’ health and safety (Armstrong et. al., 2006).


In response to this analytical gap, we interviewed KIs 
with the purpose of gaining insight into how the risks to, and 
support of, nurses are influenced by the intersections of race, 
gender, and other social relations in various practice settings. 
In this article, we present several examples of the KIs’ reports 
of patterns of violence and availability of supports within dif-
ferent practice settings, the impacts for racialized nurses, and 
the implications for support to prevent, mitigate, or address 
these risks. We situate these within a broader gender-based 
analysis and link this, in turn, to policy and practice implica-
tions for providers, organizations, and larger systems.


Method
Study Design


We selected a qualitative study design, situated in the natu-
ralistic and critical paradigms to explore KIs’ own under-
standings and experiences of the Canadian landscape for 
nursing practice. This design was appropriate for a study 
that aimed for a holistic and comprehensive exploration  
of the social dynamics that shape workplace health, risk, 
violence, and support for diverse nurses.


Sample
A purposive sample of seven KIs was selected for their exper-
tise in the racialized and gendered dynamics that shape the 
current practice environments for regulated nurses in Ontario, 
Canada. Five of these individuals are highly experienced and 
credentialed RNs with significant expertise-across all domains 
of practice: Clinical, education, administration, research, and 
policy in Ontario and beyond. Two are non nurses with broad 
expertise from working with Ontario nurses on issues of 
equity and violence. Most of these participants are racialized 
and hold and/or have held leadership positions as managers, 
professional practice, and/or union leaders.


Procedures
Ethics approval was received from the institutional research 
board. Informed consent was obtained from all participants. 
Participants were individually interviewed, between July and 
September 2008, using semistructured questions. Interviews 
lasted from 90 to 120 min and were recorded and transcribed. 
Efforts were taken to protect identifying information of both 
individuals and organizations. Two researchers analyzed 
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narratives for themes using conventional qualitative content 
analysis, with its focus on capturing emerging insights from 
these participants (Hsieh & Shannon, 2005).


Analytical Lens
Our application of gender-based analysis is also informed by 
feminist political economy. This critical perspective assumes 
that the conditions and relations of care reflect the broader 
historical, political, and economic structures as well as pro-
fessional, ethical, and cultural expectations. It considers the 
growing emphasis over recent years on enhancing the health 
sector’s efficiency, effectiveness, and accountability and the 
growing support within health management literature for pri-
vate sector, market-based approaches. It critically questions 
claims that the public sector, including health care, is waste-
ful or inefficient, that private sector management approaches 
and techniques will greatly improve health care, and that a 
“better” managed and more accountable system will result. 
This lens looks at who gains and who is disadvantaged by 
organizational changes, examines contradictions and tensions 
between organizational demands and professional expecta-
tions, assumes that gender and other social locations (e.g., 
immigrant status) matter, and it seeks to promote social change 
(Armstrong, 2001).


Findings
Patterns of  Violence


These KIs offer insight into the patterns of violence and abuse 
that nurses have experienced and are continuing to experience 
in their practice settings. Their interviews identify the current 
reality of a cross-section of violence, from extreme physical 
and verbal incidents, which are well-documented in the nurs-
ing literature, to experiences that are less straightforward but 
no less damaging, including discriminatory dynamics. In this 
article, we foreground what we refer to as racialized violence. 
That is, our focus is on patterns of violence and abuse encoun-
tered by racialized nurses (e.g., immigrants, visible minorities, 
and those for whom English is a second language) and the 
complex ways in which race, gender, and class inform these 
experiences. As one participant reflects:


We know that women . . . are more likely to be victims 
of violence and . . . nursing being a female profession . . . 
if there’s going to be a risk of violence . . . the racialized 
nurse or health professional would more likely be a 
target . . . than somebody who is not and who is in a 
position of power . . . (KI4)


These narratives point to the ongoing reality of institutional 
or systemic bias based on assumptions about gender, race, or 
culture and the attendant devaluation of knowledge, expertise, 


or credentials that influence how these nurses experience 
work and well-being in female-dominated professions. In 
the following section, we discuss the KIs’ examples of the 
everyday nature of violence that have particular implications 
for racialized nurses.


Everyday Nature of Violence
Everyday communication between nurses emerges as a 
source of tension and conflict. Examples are offered of 
nurses’ concerns about not understanding one another’s 
language or culture . . . if you’re not as clear in your com-
munication or jargon, it impacts around your abilities to fit in 
with the team . . . makes you more vulnerable to bullying and 
heightens personal insecurities (KI1). At times, minoritized 
nurses are labeled as aggressive and others are ostracized, 
dynamics that the KIs identify as often attributed to cultural 
differences or gender expectations for behavior. This discord 
can undermine trust between nurses and contribute to unsafe 
work environments. As one KI describes, it is important to 
be able to rely on colleagues, or “needing to know you’ve 
got my back” (KI1).


The KIs also identify incidents of discrimination between 
nurses in the use of phrases such as, “it’s just their culture 
. . . ” when used to discount a colleague’s concern about an 
issue. Another, related tension revolved around whether a 
nurse should have to ask another team member for assis-
tance, or whether this need should be obvious. At one level, 
this example suggests a simple difference in expectations 
about explicit versus implicit communication or anticipat-
ing others’ needs. But the implications of this tension mount 
when it is a racialized nurse who needs the assistance. KIs 
identify discord when some nurses or groups of nurses use 
their “mother tongue” in times of stress, with concern 
expressed by others who do not comprehend the language.


I remember two registered nurses going at it . . . just 
because one . . . could not clearly understand 
the[other’s] language or the diction . . . that individual 
lost faith in that other person as a nurse . . . here was 
the nurse thinking that “I have the qualifications. I am 
respectable. In my country I’ve worked for 10 years. 
And . . . you’re treating me as though I don’t” . . . in 
the workplace in particular . . . you’re looking at 
more internationally trained nurses coming into the 
province . . . and into the country . . . should be taken 
into consideration in preparation . . . to make these indi-
viduals welcome in a different work environment. (KI2)


Nurses also experience abuse and/or abusive remarks 
from patients, residents, or families. “Patients would speak 
in disrespectful terms or . . . call them names . . . [Nurses] 
felt they had no recourse . . . part of the job and the patient 
is always right” (KI6). There are added implications for 


 at WALDEN UNIVERSITY on July 7, 2015ppn.sagepub.comDownloaded from 




http://ppn.sagepub.com/







320  Policy, Politics, & Nursing Practice 11(4)


minority nurses who find themselves on the receiving end of 
racist comments or actions as the following quote identifies: 
“As a visiting nurse . . . When I knocked on the door she 
[patient] opened up the door. She said ‘Oh, I have a blackie 
today’ . . . or people would call and say ‘Well don’t send me 
that nurse who is black’ (KI2). There are multiple and 
serious personal costs suffered by nurses because of the 
everyday encounters with violence.


(R)acialized nurses experience aggravated forms of 
harassment . . . [and] report experiencing a variety of 
mental health symptoms, physical symptoms . . . with-
drawal from the workplace. [There is a] connection 
between harassment and illness. (KI5)


Practice Location
Participants suggest that abuse occurs in all areas of health 
care, noting particular risks such as isolation and security 
for those who work in rural and community settings. Within 
acute care hospitals, emergency, OR, recovery room, ICU, 
and labor and delivery are especially problematic, as are in-
patient units such as general medicine that suffer from chronic 
understaffing and in which, as one KI suggests, “people are 
warehoused” (KI2). They point out that nurses working in 
nursing homes are more likely to experience physical abuse 
than those in hospitals or community settings.


The narratives identify that a disproportionately large 
number of racialized nurses are practicing in long-term care 
and mental health care sectors where violence frequently 
occurs and underreporting is a key factor. These two settings 
also surfaced as sites where care is devalued compared to the 
acute care sector, serving to marginalize the nurses practicing 
there. “If you think about it [they are] . . . the bottom of the 
totem pole when it comes to recognizing . . . achieving 
credibility” (KI1). They emphasize the added stigma of 
practicing in mental health. “The stigma that goes with 
working in mental health is huge. You tend to have a larger 
proportion of non-Caucasian staff . . . there’s . . . a hierarchy, 
so some of that hierarchy comes with the sector” (KI1). These 
nurses, already more likely to experience discrimination at 
the individual level from patients, families, and colleagues, 
also encounter systemic discrimination in employment and 
workload distribution. “Many of the minority nurses . . . are 
the ones who get assigned to these heavy patients who require 
more care . . . ” (KI6).


Supports
Although at first blush it might seem that nurses have a host 
of support from which to draw, the KIs are in agreement 
that supportive policies and practices are neither as avail-
able nor as effective as they should be for all nurses, despite 
the increase in antidiscrimination policies, antiviolence 


policies, mandatory reporting practices, and workplace 
safety discourse.  They call for comprehensive strategies to 
meet the needs of racialized nurses. In this section, we 
focus primarily on the administrative supports in the work 
setting, and touch briefly on the supports that are linked to 
the educational sector, and the professional and regulatory 
organizations.


There are clear sector differences in available support. In 
spite of improved reporting practices in many agencies, 
gaps remain for nurses. Reports of abuse are treated less 
seriously because of expectations about the sector or type of 
patients. KIs link this gap to the broader, societal failure to 
take seriously the violence to which nurses are exposed in 
their practices. Nurses who want to lay charges following a 
violent event are discouraged by comments such as “. . . 
police aren’t very supportive . . . they look at us and say, 
‘Well you work in mental health. What else do you expect?’” 
(KI1). Neither are verbal and psychological abuses often 
captured in reporting processes nor are nurses supported 
when they occur. This has specific implications for racial-
ized nurses, when, too afraid of backlash, they refuse to 
report experiences of abuse.


The fear is there . . . Depending on the . . . level of 
abuse . . . “Do I report it or do I silently bear it because 
I am who I am . . . If they feel that they would be put 
at a disadvantage or they would be blacklisted or 
whatever listed, you know, they will not report the 
violence . . . So many . . . injuries at work . . . not 
reported . . . because the employers are giving incen-
tives . . . for not taking it any . . . further.” (KI2)


Although abuse may not be intended, the nurse requires 
immediate and ongoing support.


I have a lot of nurses who come to me . . . they may be 
experiencing racism, racial slurs that they very much 
experience as violence and then there’s . . . the client 
piece. If someone has dementia there’s very little you 
can do about that and I think that from the client’s per-
spective and what the client needs is one thing and that’s 
very important . . . they are not necessarily intending . . . 
However that doesn’t disqualify the importance of the 
impact on the health care provider. (KI3)


The level of support also varies greatly with the status of 
the provider. Class and gender inform how seriously violence 
is treated, both when it comes from patients and when it 
occurs between nurses and physicians. KIs cited a number 
of incidents of male physician harassment of nurses, 
including throwing instruments in the OR (KI7). “There is 
a perception—if not a reality—that employers have very 
little control over physicians if we’re talking about physician 
harassment” (KI5). Another contrasts the immediate action 
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taken when physicians rather than nurses experience violence 
from patients.


(W)hen there’s violence against a physician, it gets 
addressed very differently and very swiftly than if 
it’s violence against a nurse. I have seen examples 
where . . . a physician was . . . pushed against a wall. 
Like, the client is angry and he, kind of pushes you . . . 
It’s like, “Oh my God, the physician got hit” and all 
of a sudden we’re discharging this client and barring 
them from coming back to our facility. . . . (KI1)


Another observation is that care needs are becoming 
increasingly complex at the same time as the reorganization 
or restructuring of the practice setting has reduced nurses’ 
access to resource or administrative supports in all sectors. 
Thus, KIs cite examples of nurses lacking physical access to 
managers because of their multiple-unit responsibilities. 
Several of their narratives also comment on the costs of this 
lack of access to support for nurses who face increasingly 
complex practice settings. In addition to a physical lack of 
access, the KIs describe a shift in administrator focus, away 
from a priority on clinical leadership to greater concentration 
on administrative and budgetary concerns. As a result, the 
leadership needed to help nurses deal with or address the 
complexities in the relations of care is largely missing. As one 
KI suggests, “Nursing human resources is more a commodity 
to be traded . . .” (KI4). This serves to abandon nurses without 
the necessary support to avoid, defuse, or respond to incidents 
of violence.


Nursing managers and leaders who can identify and deal 
with the increasingly complex dynamics of care are needed to 
foster equity in the workplace, to identify the full spectrum of 
conflict or abuse related to oppression, and to create spaces in 
which a diverse staff can dialogue. More than one KI argues 
that the lack of responsiveness by nurses in managerial posi-
tions reflects a gap in their knowledge and expertise. Recent 
organizational shifts toward multiple-unit managers, non-
nurse managers, and other cost efficiencies have resulted in a 
leadership deficit. “[W]e produce managers who . . . focus on 
administration, but . . . that’s different from leadership” (KI4). 
Another insists, “It’s not in the leadership literature . . . 
guidelines . . . or programs . . . a huge gap in understanding 
workplace violence” (KI1).


The point is also made that managers and other leaders 
need support from the larger organization. “It has to start 
from the top . . . not just saying ‘yes, we have a diversity 
coordinator’ . . . It’s what you do with that person . . . help 
them understand their roles” (KI2). The presence of resource 
personnel such as human rights advisors, diversity officers 
or ombudspersons, although important, are insufficient to 
systematically reduce nurses’ risks and often not available in 
smaller organizations. Examples of the few successful and 
supportive organizations and nursing leaders are mentioned: 


“I was quite impressed . . . they seemed to be walking the 
talk . . . had not only policies, but . . . approaches . . . of sen-
sitizing individuals in management . . . to follow through . . . 
where people are not afraid to come out and say, ‘these are 
the abuses I’m experiencing’” (KI2). Overall, the narratives 
offer few examples of organizations that have created sup-
portive or enabling environments for managers, administra-
tors, and resource personnel to engage with nurses and 
other providers about the complexities of diversity and the 
problems of abuse, especially for racialized groups.


Recruitment, hiring, orientation, mentorship, skill mix, 
and staffing levels are cited as critical, yet poorly utilized 
opportunities to address and reduce nurses’ risks. Policies 
on violence reporting, codes of conduct and human rights 
should be part of every new employee orientation, yet this 
is not consistently carried out. “[We need to] . . . create a 
culture . . . where people really feel like coming to work . . . 
even start with the interview process when you’re . . .  bring-
ing the person on board . . .  to be able to reflect . . . continued 
support of that person . . . opportunities for the individual 
to feel heard . . . and not be judged because they’ve come 
up with an issue” (KI2). The KIs recommend consulting 
immigrant and racialized nurses about their mentoring 
needs and developing programs to address them, thus 
enhancing their resilience and capacity to work within the 
system.


Participants linked understaffing and lack of support, as 
summarized in the following comment, to the lack of effec-
tive mentoring, suggesting that currently, nurses “graduate . . . 
go into practice and they’re left to flounder . . .” (KI6). They 
connect workplace restructuring and work intensification to 
violent incidents between patients and providers. “Extensive, 
protracted understaffing, under-funding . . . the shift from 
nurses being the front-line managers to . . . non-nurses (in 
management positions) . . . . led to more confusion and less 
coherence” (KI4). Staffing patterns and ratios are discussed 
as intimately connected to minimizing nurses’ risks in the 
practice environment. Mental health and long-term care 
require more and closer attention to skill mix, given the often 
unacknowledged complexity and unpredictability of the care 
in these sectors. “The staffing pattern in long-term care is a 
real issue . . . there’s only one registered nurse . . . large num-
bers of patients who have cognitive impairments . . . don’t 
have the same training as a registered nurse, you’re setting 
them up for failure” (KI4). Overall, concern is expressed that 
organizations have ignored the need to invest resources into 
enhancing the effectiveness of a diverse staff. “In a diverse 
workforce . . . are challenges . . . aren’t things to hide from . . . 
They are things to proactively think through . . . address . . . to 
create a cohesive team . . .” (KI1).


Several promising practices were identified to increase the 
focus on, and enhance the legitimacy of addressing, work-
place violence: The implementation of zero tolerance for work-
place violence; the inclusion of bullying in antidiscrimination 
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policies, and in-service workshops to enhance organiza-
tional capacity. Yet these are not always effective. “There is 
a huge gap between awareness. . . the anti-racism work-
shops . . . and in-service education will hit the awareness 
piece . . . [But it] has got to be translated into action” (KI1). 
Mentoring and formalized peer education were recom-
mended for racialized nurses to promote sharing of strate-
gies that work for them at the various points of care. The 
need to build and strengthen the nurse’s knowledge base of 
violence prevention strategies, such as deescalation, was 
also discussed. Narratives identified the added complexity 
of our increasingly diverse population and nursing profes-
sion, including recent immigrants, who might not be as 
comfortable with the current emphasis on health promotion, 
interdisciplinary education and interdisciplinary teams.


Although KIs report that regulatory, professional, and 
union organizations have key supportive roles to play in 
reducing workplace risks for nurses, challenges are identi-
fied, often resulting from organizational limitations. Gener-
ally, the narratives suggest that these organizations are neither 
fulfilling their responsibilities in the changing practice 
environments nor are they reflecting the diversity of the 
nursing profession. “Mainstream nursing organizations . . . 
nursing talks about professionalism . . . but . . . there are still 
some people . . . on the margins . . . minority people in leader-
ship [would help]” (KI6). The support available to nurses 
within unionized environments can mean higher levels of 
abuse reporting, but the argument is made that reporting 
alone does not guarantee effective resolution. “You’re going 
to see higher reporting amongst unionized employees . . . 
they know they’ve got the support of their union through the 
process” (KI1).“People talk about going to their unions . . . 
but it . . . didn’t materialize into full support . . .” (KI6). The 
development of best practice guidelines by Ontario’s profes-
sional association, although important, doesn’t guarantee 
effective implementation: “The best practice guidelines . . . 
on cultural competency . . . it’s good to have those, but what’s 
the follow through? . . . How do you ensure accountability . . . 
follow up with nurses . . . [to ask] has that worked” (KI2)? 
Another argues, “there isn’t expertise to help implement 
those guidelines . . . we’re not building that capacity system-
atically” (KI1). The significant damage to the quality of care 
is one outcome when nurses’ trust in each other is destroyed 
from lack of support to work through differences and con-
flicts. “The minute we mention race, people get worried 
about being accused of racism . . . We notice it. We just don’t 
want to talk about it” (KI1). Ultimately, the overall integrity 
of the system is jeopardized.


Discussion
It is clear from these KI interviews that our current research 
path, to more fully explore how nurses’ social locations inter-
sect with their work-related illness, injury, and violence is 


timely and critically important. These narratives support the 
findings of the NSWHN (Shields & Wilkins, 2005) as well as 
other research and analysis (Das Gupta, 2002, 2009; Modibo, 
2004) that nurses’ work is dangerous, precarious, and fraught 
with tensions and violence that are informed by gender, race, 
class, and culture. They also speak to the urgency of more 
fully understanding the nature of abuse and identifying effec-
tive supports and practices to address these very damaging 
experiences. These findings have even greater resonance, 
considering the increased diversity of our Canadian popula-
tion and nursing profession, including the growing numbers 
of internationally educated nurses. Indeed, these KIs cast a 
harsh light on the individual, organizational, and system-
wide costs of not addressing this violence and its causes.


Participants also speak to the gaps in programs of work-
place support, such as orientation, mentoring, and other 
practice-setting assistance, which are important for all nurses, 
but particularly critical for those from divergent cultures 
and/or educated in other countries. Educational support 
through formal professional curriculum, training, and infor-
mal peer networks have crucial roles in building professional 
and organizational capacity for nurses across domains of 
practice. This is the road to ensuring nurses have the knowl-
edge base, skills, and tools to negotiate their complex prac-
tice environments, support their interdisciplinary colleagues, 
and provide high quality care. Given the implications for 
nurses’ holistic health and retention of valued workers, it is 
critical to create spaces for meaningful dialogue, and iden-
tify effective strategies and resources which can guide 
nurses’ actions to challenge hostile, discriminatory, and 
violent dynamics in relation to their career and work lives 
(Das Gupta, 2002, 2009; Giddings, 2005; McGibbon & 
Etowa, 2009). Cultural bridging is required to assist interna-
tionally educated nurses to feel comfortable in their practices 
(Tregunno, Campbell, Allens, & de Sousa, 2007). Yet this 
type of support is becoming less available as the reality of 
market-based reforms and the attendant assumptions about 
standardized and measurable outcomes continue to shift 
resources away from the relations of care (Adams & Nelson, 
2009; Armstrong, 2001; Rankin & Campbell, 2006).


The gendered assumptions about nurses’ work that serve 
to devalue care, in favor of a narrow biomedical notion of 
cure, also shift attention away from a focus on the relations at 
the point of care (Armstrong, 2001). This lack of attention 
within the context of dramatic increases in the intensification 
of care serves to normalize violence for all nurses. As vio-
lence is increasingly viewed as part of the landscape, the 
everyday impacts on nurses, the work setting, and the entire 
health care system are undermined. There are particular 
implications given the invisibility of racialized violence 
within the professional discourse about health and well-being. 
Although professional associations and unions are providing 
important information for individuals and organizations 
about the dynamics of violence and promising practices, their 
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ability to influence the work environment is indirect (Ontario 
Nurses Association, 2002; RNAO, 2006, 2007a, 2007b, 
2008). The professional expectation that nurses maintain 
therapeutic and culturally competent relationships (College 
of Nurses of Ontario, 2006, 2008), in the context of everyday 
violence and abuse, speaks to the need for a closer collabo-
ration among professional associations, unions and regula-
tory bodies.


These findings lend support to the mounting evidence 
about the costs to patients and nurses of current reform 
directions, including deskilling and the application of mar-
ket-based principles to health care, which has shifted atten-
tion and resources away from the relations of care, 
essentially abandoning nurses who are providing that care 
(Adams & Nelson, 2009; Armstrong, 2001; Rankin & 
Campbell, 2006; Tourangeau, Stone, & Birnbaum, 2003). 
Rather than greater autonomy, decision-making ability and 
accountability, nurses are too often lacking clinical and 
administrative support in an increasingly complex health 
care environment. This complexity is increasing given the 
growing diversity of those who require care as well as the 
nurses who provide it. Adding to this devaluing of the rela-
tions of care is the observation by the KIs that managers and 
other administrators are not afforded the opportunity to 
develop expertise in supporting the relations of care between 
patients, families, and care providers. Instead, they are pres-
sured to focus on the measurable administrative and budget-
ary outcomes of care. This is a critical gap in the ability of 
organizations to effectively address the spectrum of racial-
ized and gendered violence.


Certainly our findings add to and support many of the 
findings already in the literature on the relationships among 
nurses, their workplaces, and violence. Many of the patterns 
of violence we discuss are also identified in other works, 
including the everyday nature of violence, horizontal vio-
lence, violence from physicians, assault, emotional abuse, 
and harassment from patients and families, and analyses of 
particular practice settings (Canton et al., 2007; Henderson, 
2003; Higgins & MacIntosh, 2010; Howerton Child & 
Mentes, 2010; Paterson et al., 2010; Pich et al., 2010). Our 
findings also buttress many of the discussions already in the 
literature about the paucity of supports for nurses within 
their work environments and the implications of this gap for 
nurses’ health and well-being, recruitment and retention, 
and the implications for patient care (Baumann et al., 2001; 
Howerton Child & Mentes, 2010; O’Brien-Pallas & Wang, 
2006; Omeri, 2006; Papadopolou, 2009).


Our focus on the conditions, contexts and dynamics of 
power, including race and gender, within the current reality 
of rapidly changing practice environments also contributes 
to extending the existing literature by providing a closer 
analysis of how difference counts. Our findings underscore 
the need for more nursing research examining the particular 
workplace risks and supports encountered by specific groups 


of nurses, such as racialized and internationally educated 
nurses, within and across hospital, community, mental health, 
and long-term care sectors. This is especially timely given 
the increase in global migration, the significant and global 
challenges to nurses’ health and well-being, and the concerns 
about the retention of this valuable workforce. The need for 
this analytical approach is also informed by the expanding 
reality of market-based reforms in health care, even within 
jurisdictions with largely public health systems, and the 
implications of this direction for the relations of care. It is a 
problematic tension that, as the complexity within the rela-
tions of care is increasing, the support available at the point 
of care is decreasing.


There are important methodological lessons from these 
interviews for the next stages of our study, including the impor-
tance of qualitative research to fully and effectively explore the 
complexities of the current state of violence and abuse experi-
enced by RNs and RPNs in Ontario. Rendering visible what has 
too often been invisible and neglected in an examination of 
nurses’ occupational health and work, this analysis foregrounds 
the necessity to explore the intersections of gender, race, and 
class. These findings illuminate the importance of exploring the 
contexts of nurses’ practices to better understand the relations 
and conditions of care and their connections to violence and 
abuse. This inquiry must challenge the idea that current man-
agement priorities are simply interested in getting things done 
(Adams & Nelson, 2009; Rankin & Campbell, 2006). These are 
critical issues and the KI interviews offer valuable advice for 
our research path forward and the possibility of creating respon-
sive policy strategies that address the everyday nature and 
implications of violence for nurses.
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Notes


1. In Ontario, the term nurses is regulated and comprised of 
RNs (registered nurses) and RPNs (registered practical nurses). 
In 2008, there were 92,884 RNs, employed in nursing in 
Ontario, 94% of whom were women. In 2008, 27,432 RPNs were 
employed in nursing in Ontario, and 91.5% were women.


2. Individuals and groups who are racialized “experience racism 
because of their skin color, ethnic background, accent, culture, 
or religion [Although they embody many differences, w]hat they 
have in common is they are racialized—they are subjected to 
racism and made to feel different because of their racial/ethnic/
background” (Canadian Research Institute for the Advancement 
of Women, 2005, p. 1). See also McGibbon & Etowa, 2009.


3. Although specific diversity data are not comprehensively 
captured for Canadian nurses, Canada’s overall diversity has 
increased dramatically reflecting in large part the growing 
rate of immigration to this country. The 2006 census identified 
that approximately one in five Canadians were born outside 
of Canada, and in Ontario immigrants make up 28.3% of  
the total population (Canadian Nurses Association, 2009).  
Visible minorities (defined in Canada’s Employment Equity 
Act as individuals other than Aboriginal persons, who are 
non-White) make up the majority of recent immigrants to 
Canada, numbering over five million people, or 16.2% of the 
Canadian population (Vanier Institute of the Family, 2010), 
and over 50% of these individuals reside in the province of 
Ontario (Statistics Canada, 2008). Also in Ontario, 12.3% 
of the nursing workforce has been internationally educated  
(Canadian Nurses Association, 2009).
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