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Many people who live with violence
day after day think that it is part of
the human condition. Yet, this is not
the case. It is possible to predict
violence. It is possible to transform
violent cultures. In my own country
and elsewhere in the world, 
there are formidable examples.
Governments, communities and
people can change the situation.”

Nelson Mandela, South Africa
Nobel Peace Prize, 1993

“



ach year for the past twenty years, when we remember the events at
the Polythechnique where 11 young women were killed, we renew
our wish that such a drama never repeat itself. We are all worried
about violence, because we are witnesses or we are subjected to it

as professionals, and as women. How many of our sisters in Quebec 
are subject to it within the intimacy of their families or at work?
Elsewhere in the world, too many women are abused, mutilated, raped
or deprived of their right to equality. Violence is unacceptable, no matter
how it is expressed!

Our Federation has been involved in the fight against all forms of
violence for many years. In spite of this action, the adoption of a federal
policy to counter violence and the negotiation of such policies in the
majority of institutions, it must be said that violence is still too often
present in our workplaces.

Even if steps have been made to decrease violence against women, we
must remain vigilant and stand together in order to break the wall of
silence that surrounds it in order to prevent and control it. To better
support you in this battle, your Federation has updated its reference
framework, to counteract violence in the workplace, To Work in Dignity.
I sincerely hope that this brochure and the training and tools which will
complete it will enable you to renew your action towards making the
acceptance of violence stop and that the public health network become
a workplace more respectful of people. 

I want to mention, in particular, the work of the women’s groups which
have developed an approach of feminist intervention of de-victimization
to break the circle of violence. It is an effective model that has inspired
us in the development of this brochure.

In Solidarity,

Michèle Boisclair,
1st Vice-President  
Executive Officer in charge of Status of Women
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FORWARD

4

It has been twenty years since the FIIQ broke the silence with the 1990
publication of the Violence towards women, nurses brochure. Advances
have been made during those twenty years. Governments have
recognized that violence is a serious social problem and many legislative
changes have been made. For example, rape is no longer simply a vice
crime but truly a crime against a person. Moreover, women who are
victims of violence now have access to an important network of women’s
shelters and homes of help and most of the health institutions have
adopted a policy against violence. However, even if more and more
women are reporting the violence they suffer, there is still a lot of road
to cover. 

Care professionals are confronted daily with violence: the violence 
that patients are victim to and also the violence that is directed at them. 
A study carried out in 1995 with the nurses of the Federation
demonstrated that the healthcare workplaces in Quebec are a threat to
their physical and psychological integrity. Almost fifteen years later, this
is still the case and that it is also the reality of licensed practical nurses,
respiratory therapists and perfusionists. Indeed, according to the
Commission de la santé et de la sécurité du travail (CSST), 25.8% of the
income replacement indemnities paid in 2007 for the injuries imputable
to violence at work where paid to healthcare personnel; 60.8% of the
benefit recipients were women. 

The FIQ’s position on violence is clear. In its statement of principles, the
Federation commits to promote and to defend women’s rights, to
publicly denounce the iniquities and prejudices that they suffer as well
as to pursue the fight against poverty and violence. Furthermore, it is
stipulated in the Constitution and Bylaws that one of the objectives of
the FIQ is to “fight against all forms of discrimination and abuse, whether
perpetrated against its members or by its members” (Ch.1, Article 3).
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A definition
The many definitions in the studies on
violence all agree on one point: violence is
exercised as an act of power and is linked
to the concept of domination and con -
straint. Violence exists “in all cases where a
person tries to impose his/her will on an -
other person, whether by physical force,
verbal threats, humiliation, etc”.1

When women started breaking the silence
about twenty years ago, they put forth a very broad and inclusive
viewpoint. It was a necessary step in the fight to make the existence of
violence known. Today, in order to continue to progress, it is essential to
properly identify what constitutes violent behaviours, and to differentiate
between conflicts and violence. 

In a training session given by the Regroupement des maisons pour
femmes victimes de violence conjugale, the president, Nathalie Villeneuve,
explains that there are four elements in a violent situation that differ -
entiate a situation of violence from a conflict situation: the gain, the type
of aggressive behaviour, the persistence and the impact.

In a case of violence, the aggressor is always looking to establish his
power through violence. He wants to dominate the other person. His
aggression is intentional and the violence persists through a cycle. The
impact on a victim is considerable: she lives in a climate of fear and
powerlessness. Furthermore, in a conflict situation, each party is trying to
convince the other of his/her rightness. There is no intentional aggressive
behaviour to win over the other person. There can be aggressive
behaviour during the argument, but the bottom line remains a disagree -
ment and not the will to control or exercise power over the other person.

This distinction does not lessen the importance of conflicts that can be
very disturbing for the people involved. However, in the case of serious
conflicts, a process of conflict resolution must be used and not the
recommended approach for cases of violence. Such conflicts require
particular attention without which they can deteriorate into hyper-
conflicts and become difficult to resolve because every action that occurs
is interpreted in light of the conflict and therefore fuels it. A hyper-conflict
can then lead to violent behaviours. 

UNDERSTANDING
VIOLENCE
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As previously mentioned, violence is expressed within a framework of a
power and dominate relationship. It can therefore be expressed between
individuals in a power situation, one against the other, but it can also be
expressed collectively by a group of individuals in a position of power
over other groups. Thus, this becomes gender-based, racist, homophobic
violence, etc.

VIOLENCE TOWARDS WOMEN 
OR GENDER-BASED VIOLENCE
Violence towards women is the expression of unequal relationships
between men and women which has ended up as the subordination of
women to men. The definition of violence which has guided the work of
the Canadian Panel on Violence Against Women and which appears in
the United Nations (UN) Declaration is the following:

“Violence against women means any act of gender-based
violence that results in, or is likely to result in, physical,
sexual or psychological harm or suffering to women,
including threats of such acts, coercion or arbitrary
deprivation of liberty, whether occurring in public or in
private life.” 2

These unequal relationships are reinforced both by the stereotypes
conveyed by society and by the institutions. These are so highly struc -
tured and very few women hold positions of power within them.

Almost all the members of the FIQ are women and therefore gender-
based violence is of particular concern for them. This is why care
professionals have given themselves an objective of zero tolerance as
regards violence.

RACIAL VIOLENCE
As violence towards women is an expression of unequal relationships
between men and women, racial violence is founded on unequal rela -
tionships between groups of different racialized* people. Racial violence
(which can be in the form of racial discrimination) is the expression of one
or more group’s(s’) relationship of power over another group.

*The concept of “racialized” refers to the fact that a group of people
from ethnic or cultural communities or “visible minorities” are the object
of a stigmatization based on “race”, which is a socially constructed con -
cept but that has no biological basis.
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According to the International Convention on the elimination of all
forms of racial discrimination adopted in 1965 by the UNO, and
ratified by Quebec in 1978, racial discrimination: 

“Means any distinction, exclusion, restriction or preference
based on race, colour, descent or national or ethnic
origin, which has the purpose or effect of nullifying or
impairing the recognition, enjoyment or exercise, on an
equal footing, of human rights and fundamental freedoms
in the political, economic, social, cultural or any other
field of public life.” 3

This discrimination can be direct, and therefore have the clear effect of
discrimination against a person. However, it may also be indirect and
pernicious. This is the case, for example, when all the norms, practices,
decisions or behaviours in an institution which appear to be neutral,
create or perpetuate disadvantageous situations for vulnerable people or
groups. This is what is called sys temic discrimination.

The care professionals that come from racialized cultural groups are likely
to suffer several forms of discrimination: as women and as people who
are racialized. These acts of violence do not simply add on to each other
but they work together and influence each other and take on a very
different form. They do not act independently of each other, but
constitute a specific system of op pression. This is what is called the 
inter sectionality of violence. 

Some illustrations of the forms of racial violence:
• The transatlantic slave trade;
• The Islamaphobia brought on by the September 11, 2001 events;
• Racial profiling;
• Such words as: “we know all about you people…, you are all …”;
• A professional from a racialized group who, in spite of her competence
cannot get a position of responsibility;

• A racialized person who is the target of comments the moment they are
a little late or lapse;

• The refusal of a patient to be cared for by a racialized person;
• A change of attitude when talking to a racialized person;
• A lack of racialized people in positions of power.

For women from the racialized groups who are faced with violence and
racial discrimination, the consequences are the same as for women who
are psychologically harassed: humiliation, loss of self esteem and in her
capacities and a feeling of powerlessness. These women feel the
violence, know it intuitively, but can’t put a name to it. They often also
experience this violence outside the workplace, which reinforces their
feeling of powerlessness. 
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HOMOPHOBIC VIOLENCE
Homophobic violence is exercised towards people based on their sexual
orientation and is also the expression of unequal relations between
heterosexual and homosexual people. Not very long ago in Quebec, a
homosexual could not hold public office if she was a known homosexual.
Today, even if perceptions have evolved, not all is won.

In 2008, member nations of the UNO appraised the General Assembly of
their concerns about the serious acts against people in some countries
because of their sexual orientation. Assassinations, torture, sexual abuse,
rapes, arbitrary imprisonment and infringement of the freedom of
expression and association constitute acts of violence and serious human
rights violations that many homosexuals still suffer today. Homophobia is
defined by: 

“(…) a negative attitude or feeling, an aversion towards
gays and lesbians or towards homosexuality in general.
It is also the rejection of people considered gay or lesbian
and of all things associated with them, in particular
gender non-conformity”.4

Homosexuals are also victims of stereotypes conveyed by society which
seek to suppress other forms of sexuality. How can they not be hurt by
stereotypes that ridicule sexual orientations that are outside the norm.
Afraid of being rejected or labelled, they hide their sexual orientation to
protect themselves. 

At work, homophobic violence, just like gender-based or racial violence,
can be exhibited by words or offensive jokes, caricatures, disparaging
comments, physical or verbal abuse, psychological or sexual harassment,
intimidation, rejection or social exclusion, etc.



Violence at
work can be
physical,
psychological
or sexual 
in nature. 
It can be 
direct,
indirect or
systemic. 
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The forms of violence 
Violence at work can be physical, psychological or sexual in nature. It
can be direct, indirect or systemic. 

In whatever form, violence is unacceptable.

PHYSICAL VIOLENCE
Physical violence is linked to the use of physical force or means likely
to affect the physical integrity of a person. 

Thus, assaults, sexual abuse, and attempted murder constitute physical
violence.

PSYCHOLOGICAL HARASSMENT 
The Labour Standards Act has contained provisions on psychological
harassment since June 1, 2004 and the definition is as follows: 

“Psychological harassment means any vexatious behaviour
in the form of repeated and hostile or unwanted conduct,
verbal comments, actions or gestures that affects an
employee’s dignity or psychological or physical integrity
and that results in a harmful work environment for 
the employee. 

A single serious incidence of such behaviour that has a
lasting harmful effect on an employee may also constitute
psychological harassment.” 5

The law stipulates that every employee has the right to a work environ ment
free from psychological harassment and that it is up to the employer to
take reasonable action to put a stop to it. 

A report from the Interdepartmental Committee on the prevention of
psychological harassment at work and support to victims revealed 
that the majority of cases of psychological harassment occur within a
relationship of power between a superior and one or several employees.6

VIOLENCE AND SEXUAL HARASSMENT
Sexual abuse includes all gestures, comments or advances of a sexual
nature towards a person. It implies a notion of coercion or implicit refusal,
whatever the context or nature of the relationship between the people
involved. The aggressor may be known by the victim through her personal
or professional life.



The will to assert his power over another person is at the heart of sexual
abuse. The idea of power is moreover included in the definition of sexual
assault developed by the Ministry of Health and Social Services:

“A sexual assault is a gesture
of a sexual nature, with 
or without physical contact,
carried out by an individual
without the consent of the
person concerned or, in some
cases, in particular in the
case of children, by psycho -
logical manipulation or
blackmail. It is an act aimed
at subjecting another person
to his own wishes by an
abuse of power, by using
force or constraint, or by
implicit or direct threats. A
sexual assault undermines
fundamental  r ights ,  in
particular, to the physical
and psychological integrity
and the safety of a person.” 8

(our translation)

Advances, erotic insinu ations,
obscene language or ges -
tures, lustful or suggestive
looks, inappropriate or insis -
tent  proposa ls ,  porno -
graphic or obscene images,
towards the victim while she
is at work, push her into a
corner, ask intimate ques -
tions, voyeurism, implicit or
explicit promises in exchange
for sexual favours are all
expressions of harassment
and sexual abuse.

ACTIONS THAT CONSTITUTE
PSYCHOLOGICAL HARASSMENT 
OR MOBBING:7 

Preventing the victim from expressing herself:
interrupting her, yelling at her, swearing at her,
criticizing her work or private life, terrorizing her with
telephone calls, verbal or written threats, refusing
to associate with her, avoiding eye contact, rejec -
tion, ignoring her presence, etc.

Isolating the victim: refusing to speak to or listen 
to her, giving her an isolated position, forbidding
her col leagues from speaking to her, denying her
presence, etc.

Discredit the victim with her colleagues: speak ill
of her, slander her, start rumours about her, ridicule
her, claim that she has mental problems, attack her
political convictions or her religious beliefs, mock
her background, force her to work in a humiliating
job, grade her work unfairly and in malicious terms,
contest her decisions, question her professional
judgment, etc.

Discredit the victim in her work: deprive her of a
job and see to it that she cannot find one, force her
to do totally useless and absurd tasks, give her tasks
that are well below or well above her competences,
make her do humiliating work, etc.

Compromise the health of the victim: force her to
do dangerous work or work harmful to her health,
threaten her with physical violence, make her incur
expenses with the intent of hurting her, etc.

10
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The consequences of violence

There can be considerable consequences depending on the person
attacked and the seriousness of the violence. Also, the impact of violence
on the witnesses and the climate at work must not be forgotten. 

The victim first feels guilt, shame and anger. This feeling is generally
directed at herself: she doesn’t know or she isn’t able to do what must
be done. She may also attempt to hide her uneasiness hoping that time
will make things better. People who witness violence may also experience
the same consequences and themselves become victims. The victim may
be afraid that her personal circle won’t believe her, of being judged or
held responsible for what is happening. She may also be afraid of
reprisals from the aggressor, colleagues or the employer. She then will
choose to be quiet and withdraw into herself, her relationships will be
affected and her personal life will be disturbed by this.

The consequences can be greater for the victim: loss of self esteem,
increase in stress and anxiety, loss of confidence in her competencies,
loss of satisfaction and motivation in her work, injuries and physical
problems, sexual problems, problem adapting, depression, alcoholism,
drug addiction or post-traumatic stress. In the case where the victim must
be absent from work, she will suffer financial losses and there are chances
that she will have to pay the services of a professional and for
medications. It may go so far as she has to prematurely retire.

If the workplace does not intervene in the situation, it will also suffer
consequences: increase in absenteeism, increase in the turnover rate,
recruitment difficulties, tension within the team, deterioration in the
climate at work, loss of interest and commitment at work, loss of
productivity, increase in the risk of errors, reduction in the quality of
services, deterioration in the image of the organization and increase in
the costs linked to absences and legal services. The cost of violence at
work throughout the world represents billions of dollars in expenses and
this constitutes a public health problem. It is therefore clear that it is in
the interest of the employers that they take the necessary preventive
measures in order to prevent and to act to stop violence in the workplace.9

There can be
considerable
consequences
depending on 
the person
attacked and 
the seriousness
of the violence. 



Then, I reminded myself
that the biggest threat is
my own fear…”

Shirin Ebadi, Iran
Nobel Peace Prize, 2003

12
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POWER
TO SEIZE

A high-level of tolerance: 
a sign of powerlessness

A survey conducted by the Federation in 1995 revealed that 90% of the
nurses reported being victims of violence at work. The survey also con -
cluded that they are all potentially at risk for abuse, wherever they work,
irrespective of the type of abuse. It also showed that in the absence of
concrete means to deal with violence, nurses use forgetting as a cop ing
mechanism for the abuse.

In a Léger Marketing survey carried out in 2002 at the request of the FIQ,
the answers from the thousand nurses surveyed showed that the extent
of the problem has remained the same since the 1995 survey. Thus, ten
years after the first policy against violence was adopted, 26% of the
respondents still did not feel safe at work.

Statistics Canada carried out a survey in 2005 on the work and health of
nurses. In this survey, 34% of nurses and licensed practical nurses
assigned to direct care in hospitals or long term care institutions in
Canada stated they had been a victim of a physical aggression at the
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hands of a patient during the year that preceded the survey. Also, 47%
of them stated they had been victims of psychological abuse.10

The violence is not limited to nurses and licensed practical nurses, but
also touches respiratory therapists, baby nurses and clinical perfusionists.
The International Council of Nurses (2004) identified the health sector as
a high risk field, in particular because of the lack of safety measures 
in health institutions, interventions requiring close physical contact, the
workload, a lack of control on the decisions made and a rigid and
structured organization of work.

The feeling of powerlessness as a result of these violent acts and the
impression that there is no foreseeable solution results in a high level of
tolerance for these aggressions. A closer examination of this phenom -
enon reveals that nothing prepares the FIQ members to face this kind of
situation, either as women or as care professionals.

SOCIALIZATION
Socialization trains girls for their future role as women. The assimilation
of feminine stereotypes may cultivate a form of incapacity in women: that
of not taking power over one’s life. The values transmitted to women are
selflessness, gentleness, passivity, censorship of anger, low self- esteem,
non-assertiveness. It is through these values that girls are taught to ignore
their needs and focus on the needs of others and to find their own
personal worth in their relationships with others rather than in their
personal achievements. Understanding, excusing or suffering violence as
inevitable instead of denouncing it: that is what is expected of women.11

Violence is one of the main ways that a man controls the freedom and the
sexuality of women; it accounts for the patriarchal system taking root.
“Historically, priorities have been determined for the sex specific roles
that society assigns to men and women, men exercising power as well as
control over women”.12

Moreover, a 1981 study, in the work entitled, Va te faire soigner, t’es
malade revealed that health-care professionals viewed the mental health
of women in the light of stereotypes, thus legitimizing and consolidating
the traditional roles.13

To oppose the traditional values and stereotypes, girls need courage that
they have not been taught. They must use skills that they have not
developed, such as confrontation or risk, because these are part of the 
male competence.14
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TRAINING
Training reinforces the socialization that already emphasizes feminine
qualities such as self-sacrifice, serving others and being attentive to their
needs. Whereas, during the process of socialization, care professionals
have learned to understand and forgive violence, here they learn that
violence is an inherent risk in their work. Thus, training does not
completely prepare them to face situations of aggression. It does not
teach them that care can be given without compromising one’s integrity
and it does not provide examples of assertive behaviour to deal with
abusive power.

Like many other female professions, giving care is an extension of the
maternal role. The feminine values that are an intricate part of the notion
of care, such as attentiveness, listener and compassion are perceived as
self-effacing qualities. Yet, these values are unavoidable since, without
them, we could not claim a more humane approach to care. However,
they must be compensated for and balanced by the capacity to assert
oneself without being afraid of the conflicts that this could engender.16

Care professionals must learn to protect themselves and to identify what
is unacceptable in an empathetic relationship. It is in this way that violence
will no longer be considered an “inherent risk” at work.

HEALTHY ADULT HEALTHY mAn HEALTHY womAn

Less submissive
Independent
Adventurous
Not easily influenced
More aggressive
Competitive
Less emotional
Less preoccupied by her
appearance
More objective

Less submissive
Independent
Adventurous
Not easily influenced
More aggressive
Competitive
Less emotional
Less preoccupied
by his appearance
More objective

Submissive
Less independent
Less adventurous
Easily influenced
Less aggressive
Not very competitive
More emotional
More preoccupied
by her appearance
Less objective

Table 1
PERSONALITY TRAITS OF THE MENTALLY “HEALTHY” PERSON ACCORDING TO
THE THERAPISTS (BROVERMAN STUDY)15
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THE TACIT SANCTION OF VIOLENCE BY INSTITUTIONS
For a long time, violence has been seen as “part of the job”. An unspo -
ken standard is at work, which unofficially justifies the presence of
violence in the institution. The silence can be understood in such a
context. Because in order to speak up — and this is true about all forms
of violence that women suffer — one must feel supported. So, even if
some employers have started to act to prevent violence, many still deny
the existence of violence. However, the psychiatric units may be the
exception as a number of protocols set guidelines for violence, thus
acknowledging this phenomenon and protecting the personnel. For the
rest, indifference and trivialization often take the place of policies. The
care professionals are faced with a well-established organizational culture. 

The acceptance by the employer is shown first by concealing the vio -
lence, denying it or camouflaging it by refusing to recognize the problem
and not acting to prevent it17. The same phenomenon is notable in the
treatment of complaints filed at the Commission des normes du travail
between June 1, 2004 and April 30, 2005; what was reported was
minimalized or the victim’s perception was questioned. Organizations
act once the wrong is committed and they no longer have a choice.18

Health-care institutions and especially hospital centres, are highly struc -
tured environments. Despite the fact that the majority of people who
work there are women, the decision-making structure is patriarchal.
Indeed, the administrative and medical machine is largely male. This
represents a first level of resistance since the majority of these decision-
makers are not sensitive to the issue of violence against women. For a
large number of men, employers, work colleagues or users of services,
“women are servants at both the organizational and personal level. And
those who do not submit must be put in their place“.19

The situation does not seem to be any different for the management of
care, even if it is largely entrusted to nurses. In one inquiry, nurses
revealed that they did not feel recognized by nursing management who,
according to these nurses, “looks down on them, makes them feel guilty,
treats them like children, never consults them on changes concerning
care, does not believe them when they denounce work-related haz -
ards“.20 Many of these women were promoted to management positions
precisely because they accept the established order: they have no
animosity with regard to the existing system, on the contrary, they
support it thus encouraging the status quo. Therefore, their leadership
cannot be a rallying force to transform the system. It can even, in some
cases, promote division and competition.21 In the face of the violence
suffered by care professionals, these managers integrated the tacit norm,
that is that violence “is part of the job“.



Each care
professional
enters the
workplace with
a unique set 
of personal
experiences
and a different
background
with regard 
to violence. 

It is true that care professionals have specific expectations with regard to
women in a position of power. Disappointment is always greater when
their support is lacking. Immediate superiors, capable of standing up to
authority and creating conditions which are favourable for quality team
work which is gratifying for themselves and for their employees. This is
what the FIQ would like to see in all institutions.

PERSONAL EXPERIENCES
Each care professional enters the workplace with a unique set of personal
experiences and a different background with regard to violence. This
affects the level of tolerance that each person has for violence. Of course,
being a witness to or experiencing situations that victimize someone
during childhood increases the chances of once again being a victim as
an adult. The survival mechanisms actually make these women more
tolerant and passive to new forms of violence since aggressions may be
perceived as the norm. They stress that their self esteem is affected and
that the experience of incapacity extends to other parts of their lives.22

This is why care professionals who are victims of violence at work must
be greeted with respect for their personal experience. Listen to them,
believe them, without blaming, judging or making them feel guilty, are
signs of a positive bias; it is the basis of a feminist intervention in a case
of violence.

By putting all these elements together, we can begin to better
understand care professionals’ high level of tolerance for the violence
they suffer. It is imperative that they learn how to protect their physical
and psychological integrity. Before examining concrete measures, this
powerlessness must be looked at in order to see how it is possible to
transform it into control over one’s own life.

From powerlessness to empowerment: 
a devictimization process

The feeling of powerlessness arises when one accepts an intolerable
situation by repressing one’s anger, trivializing the event or trying to
forget it. It is not enough to have alarms, security guards or protocols. If
the care professional does not realize that certain situations lead to
victimization, all the above-mentioned support mechanisms could well
prove useless. After many years of working with battered women,
feminists have defined victimization as:

“ ... a social process which, through socialization, prepares
women to tolerate or take the responsibility for aggression,
even before it is perpetrated”.23

17
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The victims doubt, questioning their actions, and seek solutions to end
their torment. Because of this they let the situation get bogged down.
Above all, they want to find a way out that restores their dignity.24

Each member of the FIQ is asked to refuse to accept aggressive behav -
iour that leaves her powerless: this is the first form of protection, the first
form of prevention.

THE RISK OF SELF-ASSERTION
If we examine the impact of violence, its destructive effects are particu -
larly significant on a psychological level. The victims feel anger, fear and
powerlessness first.

As previously mentioned the integration of feminine stereotypes,
together with academic training, place care professionals in a situation
where they do not learn to assert themselves and to take power over
their lives. To become conscious of this powerlessness and to name it is
the first step. The second step consists of undertaking a process of
change towards new values. This process of devictimization consists of
the following steps: self esteem, self-assertion and anger. These steps
are inter-related and enable the person to stop being a victim and to
dare to be self-assertive. 

SELF-ESTEEM
Self-esteem allows one to like oneself with one’s weaknesses, limits,
failures and dreams simply because one recognizes that she is uncon -
ditionally worthy of love and respect. It allows one to withstand adversity
and to rebuild after a failure, to believe in one’s capacities to act. A
healthy self esteem can distinguish between what is attributed to the
person and what she actually is.25

An experience of violence entails a loss of self-esteem. After having been
a victim of violent behaviour, it is often necessary to learn all over again
to have self-confidence, to believe in one’s abilities and to stop defining
oneself on the basis of the contempt shown by the aggressor. This is a
stage where we must experience new values: giving priority to oneself,
deciding to meet one’s needs, establishing and defending one’s
personal space and demanding to be respected as a person. In other
words, it is granting oneself personal worth.26

SELF ASSERTION
This is about throwing off the passiveness and selflessness encouraged
by the prevailing stereotypes. An assertive person gives herself enough
worth to have power over her life. She expresses her emotions, needs
and rights firmly and in a respectful manner. “Asserting oneself means
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being able, for her well-being and interest, to stand without excessive
anxiety and to express her feelings honestly or to defend one’s opinions
without negating the personal value of the other person”.27

Self-assertion is conditional to effective communication: speak in the first
person (I), simply say what one thinks or what one feels about something,
describe behaviours without making value judgments, expose one’s
emotions and make sure that verbal messages correspond to non verbal
messages.28

The following chart helps us to make the distinction between a passive,
aggressive and self-assertive attitude. It is useful in examining different
behaviours. 

PASSIVE AGRESSIVE ASSERTIVE

Eyes Evasive, shifty Piercing, fixed,
dominating

Good contact

Posture Slumped, lowered
head, drooping
shoulders, body
folded in on itself

Rigid, tense,
imposing, head held
high, body straight

Relaxed, clearly in
touch with her
feelings and the
feelings of others

Gestures Anxious: too many 
or too few gestures;
wringing hands, hands
hiding mouth, recoils,
lowered head,
drooping shoulders

Hostile, threatening,
abrupt; ex.: points her
finger, slaps the table
or complete indiffer -
ence

Indicat ing sense of
assurance; relaxed,
but firm, always
verbally appropriate.

Facial expression Smiles too much or
too serious, looks to
invalidate her own
feelings

Arrogant, dominating,
condescending, stiff
and contemptuous
manner  

Warm, smiling or sad
or angry, but always
reflects the feelings of
the self-assertive
person

Voice Low, too soft,
whining, tense throat,
reduces the impact of
the verbal content

Shrill, loud, sarcastic,
condescending tone

Loud enough and
appropriate for the
verbal message

Table 2
NON VERBAL CHARACTERISTICS OF THE VARIOUS TYPES OF BEHAVIOUR29

ELEmEnTS BEHAVIoUR
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ANGER
Anger has a negative undertone, especially when it is expressed by
women. Anger is associated with a loss of control and with a situation of
conflict. It is often perceived as a type of behaviour when, in actual fact,
it is an emotion. Women are expected to feel guilty, not to get angry. It
is nevertheless possible to express anger in a positive and assertive way,
without destroying the other person or the aggressor. 

Anger is positive energy: it calls for action. When it is denied or repressed,
it turns against us and in the long run can be self-destructive. Failing to
express their anger, women will express sadness, which is socially more
acceptable and less threatening. These two emotions can be pictured to
be at opposite ends of an elastic band. Some women tend to pull only
one side: they always react by being sad. However, pulling only on one
side can cause the elastic band to break.

Anger is linked to self assertion. It allows her needs to be met. It is an -
other way of obtaining respect for one’s needs. It is important not to
invalidate it because it enables us to take action. It is an alarm that must
be heeded: the person is hurt, her rights are being violated, something
is not right and her integrity is being threatened. Anger must be
accepted and recognized, as it is a guide and a call to identify limits. This
does not mean to accept the other’s behaviour or to submit to it, but
rather to adopt a self-assertive attitude. In other words, anger allows us
to move from the cycle of powerlessness to the cycle of power.

• Depression
• Somatic problems
• Exhaustion from controlling one’s anger
• Recovery of energy
• Maintaining fear
• Powerlessness experienced
• In touch with her femininity

• Tension can free her
• Speaks with self assertion
• Increase in self esteem
• Possibility of having access to one’s losses 
and to accept them

Table 3
THE ELASTIC OF ANGER30

SADnESS EmoTIon ExPERIEncED AnGER

PASSIVEnESS
(“self-negation”)

AcTIon
(“granting oneself priority”)
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THE CYCLE OF POWERLESSNESS 
AND THE CYCLE OF POWER
We are going to use a sample case to illustrate the notions of victim iza -
tion and devictimization, as well as the strategies linked to these notions.
To do this, there is a diagram used by feminists in their work with
battered women: the cycle of powerlessness and the cycle of power.31

It is a tool which may prove useful in many situations that you face at work.

In the following case description Julie goes through the stages of power -
lessness following an incident of verbal and psychological aggres sion.
She will make her way from a situation that she first thought had no 
way out to a situation where she dares to assert herself and regains her
own power.

A case description
Julie has worked for 15 years in institution Y. Doctor X has a generally
contemptuous attitude toward the staff: never satisfied, frequently insults the
care professionals and often unjustly criticizes. Like her co-workers, Julie is
afraid of Dr. X. She watches herself and tries not to draw too much attention
to herself when she is working with him. 

Today, she is working with Dr. X. He yells and shouts at everyone during the
procedure. He felt that things weren’t moving fast enough. The atmosphere
was tense. Julie is trying to help him but he doesn’t give her the time. Furious,
he told her: “Get out of the way!” Julie is stunned and unable to say a word.
Before leaving the unit, he comes back to her and in a threatening manner says;
“If you aren’t capable of working, we’ll have to do something about it”. 

Julie was terribly upset. She was deeply hurt to have been humiliated in front
of everybody. She runs to the bathroom to cry, wondering what she had done
wrong. One of her co-workers sought her out in order to comfort her. She
tried to reassure her: “You know how he is! Today, he yelled at you and
tomorrow he’ll pick on someone else. Don’t worry about it and try to forget
about it for awhile.” In the days that followed, Julie arranged with her
colleagues not to have to work with Dr. X. To avoid other problems, she
decided to leave it at that and hoped that he would not carry out his threat.
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PERCEPTION 
OF THE THREAT
Fear ➙ Paralysis

The facts
Doctor X has an aggressive and contemptuous

attitude. He creates a climate of terror.  
Care professionals are in a hierarchical 

relationship with the doctors.

Julie’s reaction
She is afraid and she watches herself 

and tries not to attract attention.

ACTION

Fear of the worst
Julie questions her own capacities and thinks
her chosen profession is no longer for her. 

She feels incompetent. 
She is afraid of reprisals and says you can never win

with a doctor.

Julie takes no risks  
She sticks with what she knows: she avoids
working with Doctor X and decides not to

create any waves. She waits for the
situation to resolve itself.

AGRESSION

The facts
Doctor X insults and threatens Julie.

Feeling of outrage
Julie is shocked and angry.

Julie invalidates her anger
She is incapable of saying a word: 

she hides in the bathroom and cries.
She focuses on the situation instead of

remaining focused on her rights.

OUTCOME AND
LESSON LEARNT

Feeling of failure and powerlessness
Julie feels humiliated and turns the situation on
herself, when she tries to find out what she did

wrong. She is ashamed of having been humiliated 
in front of everyone. She lives in fear of being
reported by Doctor X. She is increasingly tired 

and she no longer enjoys work.

The cycle of powerlessness*

* Adapted from the guide “Les mensonges qu’Horrore me contait”, Prud’homme, Diane, Regroupement provincial des maisons
d’hébergement et de transition pour femmes victimes de violence conjugale, 1991, p. 18.

➤
➤
➤

➤
➤
➤

➤
➤
➤

➤
➤
➤
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Julie
and the cycle 

of powerlessness 

Julie perceives the threat but tolerates the tension. She puts all her energy
into being perfect: she tries to live up to the expected model. At the time of the

verbal aggression, she is outraged and angry, but she quickly loses sight of her
rights — in particular, to be respected as a woman and as a professional — invalidating

her anger. Instead, she focuses on Doctor X and the situation and fears the worst. She
begins to think that she may be responsible for the situation. At the level of action, she
anticipates the worst scenario: Doctor X has all the power and will give her a negative
evaluation. She won’t be able to get out of it. The hierarchical relationship increases her
feeling of powerlessness. She then adopts an attitude of passiveness and of withdrawal. She
will try to make herself forgotten for a period of time. As an outcome, she is not very proud
of herself. She feels ashamed because of the humiliation she has suffered. The fear she feels
takes up all her energy causing her to be tired and have a significant drop in motivation at work.

We must stress the support of her co-worker. This support is important because it breaks
Julie’s isolation. However, in trying to comfort her, her co-worker confirms her feeling of
powerlessness. In short, she suggests that the incident is not important and that she
should try to forget about it. Her message implies that there is nothing they can do
to change the situation.

Julie has no power over the aggression. However, she does have the
power to decide what she will do in the situation. How can she break

the feeling of powerlessness within her and is in danger of
increasing and extending to other aspects of her life?

How can she assert her own power in the same
situation?
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PERCEPTION 
OF THE THREAT
Fear ➙ Defiance

The facts
Doctor X has an aggressive and contemptuous

attitude. He creates a climate of terror.
Care professionals are in a hierarchical relationship 

with the doctors.

Julie’s reaction
She can begin to act on the climate of threats 

and try to relieve the tension. 
She can begin to assert herself 

and take her place.

ACTION
Realistic evaluation
of the situation

Julie respects Doctor X and she deserves
the same respect. She has experience and

she is competent. Professionally, she has nothing
to feel guilty about.

Julie chooses to take a risk
She may try to respond to Doctor X right away. Or else,
she goes to see her immediate superior and reports

the incident, accompanied by a co-worker, if
possible, She does not remain isolated: she talks

to the members of her team to identify her
allies. Together, they can develop joint

strategies to force Doctor X to
change his attitude.

AGRESSION

The facts
Doctor X insults and threatens her.

Feeling of outrage
Julie is shocked and angry.

Julie focuses on her rights
She does not question herself.

She knows that she has the right to be
respected as a woman and as a care

professional.

OUTCOME AND
LESSON LEARNT

Feeling of control and self-worth 
During the incident, Julie did not turn her 
anger onto herself. She is proud of having 

protected and asserted herself. The fact that 
she has taken action gives her energy 

and motivation at work.

The cycle of power*

* Adapted from the guide “Les mensonges qu’Horrore me contait”, Prud’homme, Diane, Regroupement provincial des maisons
d’hébergement et de transition pour femmes victimes de violence conjugale, 1991, p. 18.
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Julie
and the cycle of power

As soon as she perceives the threat, Julie can take her place
and assert herself. She can meet with Doctor X and ask him to have

a more professional attitude. If her intervention is productive, there will
not be any aggression. That’s good. However, it is possible that Doctor X will

not pay any heed to what she said and continue his abusive behaviour. It is the
latter hypothesis that will be looked at in this case. At the time of the agression,

Julie remains focused on her rights. She must assert her right to integrity, to respect
of her personal space and to respect as an individual: she demands to be spoken to with
a different tone and to be allowed to do her work. She may not be able to assert herself
at that time. She must not blame herself for this. She is doing her best in a difficult situation.
She can intervene again later. However, the fact of not negating her anger leads her to take
action. When leaving the unit, she goes to her immediate superior and reports the incident
and asks her colleague — who went to the bathroom to comfort her — to accompany her as
a witness. As the outcome, she took a calculated risk. This risk paid off: she did not turn the
situation or her anger on herself. Of course, this does not mean that Julie is not at risk for
reprisals, but she is confident that Doctor X’s abuse of power is known because of her report
and she hopes that she will be able to count on her colleagues who experience the same
intolerable situation.

It bears repeating: the victim has no power over the aggression but she has the power
to decide what she will do in the situation. Sometimes powerlessness is real and
a realistic evaluation may lead the person to not take action. It is a choice. It is

important to choose an appropriate means of action given the situation
and our capacities. Each time a woman takes a calculated risk that

gives her power, she is encouraged to do so in other situations.
Each experience helps her to grow and to move towards

herself, her needs and her rights.

25
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All this may seem magical and easy. It is an example. It is more like a
process in everyday life. Taking one’s needs into consideration and
developing assertive abilities cannot be done overnight. The risks must
be calculated. Each situation must be evaluated on its own merits. The
benefits and losses must be calculated for each situation.32 There are
benefits to conforming to the feminine model: no conflicts, no waves, no
problems. Conforming to the model also brings social recognition: the
perfect care professional, faultless, isn’t that what is expected? However,
there are also drawbacks: loss of self-confidence, neglect of one’s needs
because we are too focused on those of others; and, more generally, 
loss of control over one’s life. Most often, the benefits are short term. In
the long term, they may be costly and, in certain cases, they may affect
our health.

A suMMArY: 
the cycles of powerlessness and power

JULIE DOES NOT FOCUS
ON HER RIGHTS: SHE

INVALIDATES HER ANGER

• General attitude: passiveness

• Action: because she fears the worst
scenario, she does not take any risks
and remains on known ground

• Experience: feeling of failure
and powerlessness

The cycle of POWERLESSNESS: 
what is victimization?

JULIE FOCUSES ON HER
RIGHTS: SHE DOES NOT
INVALIDATE HER ANGER

• General attitude: assertiveness

• Action: because she has a realistic
evaluation of the situation she chooses
to take the risk of asserting herself

• Experience: feeling of control
and self-worth.

The cycle of power: 
what is devictimization?



Protection strategies
For care professionals to have power in situations of violence, they must
accept responsibility for the protection of their physical and
psychological integrity. In other words, each care professional must
choose to protect herself. Being aware of the violence is to acknowledge
it, to avoid denying what we experience and what we feel. It is a step
towards seizing what was experienced, protecting and defending herself
from it. It is not an admission of weakness, but rather the mark of
professionalism.33 The approaches we suggest here are basic and, when
applied, a have preventive effect. They are based on the assertion of
one’s personal worth and rights in a spirit of respect for others. This alone
will not put an end to all forms of violence. Other measures must be
implemented simultaneously. It must be stressed however, that care
professionals can only implement these protection strategies if they can
count on real support from management in order not to be penalized.

INTUITION
The first of these strategies concerns trust in their intuition which care
professionals use every day in their work, but which they forget about
when it comes to themselves. It is the first alarm, the one that indicates
their integrity is threatened. It cannot be said often enough: care
professionals must never take risks in potentially dangerous situations.
However, this implies that they are able to identify such situations. For
some, when victimization at work resembles 
a situation of victimization in childhood, 
the survival mechanisms may increase their
vul ner ability as the aggression can be seen as
the norm. For others, those who believe they
are strong and therefore safe from violence,
can be tempted, in a dangerous situation, to
minimize the risks and treat them as trivial.
The following table is useful in identifying
certain signs that indicate that a person is
potentially violent. It is important to trust 
your instincts.

SAYING NO TO CARE 
AT ALL COSTS
One cannot render good service when
working in a climate of fear. Although it is true
that the law legally requires care professionals
to give the care, nothing forces them
however, to do so in a climate of intimidation.
Care professionals must stop giving care
when they feel threatened: they must leave
immediately and ask for help. In this case, the
refusal to give a treatment may be considered
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At this stage, be vigilant
Given that care professionals
have learned to be focused on
the needs of others, they lose
contact with their own needs.
This takes the form of a loss 
of confidence in their own
perceptions. Yet, trust in one’s
feelings is essential to keep
violence in check.



It is important
to trust her

instincts
and take 
no risks.

As a preventive
measure, care
professionals

must stop
delivering care
when there is a

situation of
intimidation

as a preventive measure. Yet, an assault by patients is a legal offence
recognized as such by Canadian courts.35 Implying that “it is part of the
job” authorizes everyone to insult, threaten and shove care professionals
around, etc. There is therefore, work to be done with employers and
imme diate superiors to bring them to grant as much importance to the
safety of personnel as to the care delivered to patients. However, the first
to be convinced of this are the care professionals themselves because
the concept of “care at all costs“ is deeply-rooted and linked to the
image. The progression of aggressiveness and the time to protect oneself
are presented in the table on the following page.

Table 4
SIGNS OF POTENTIAL VIOLENCE34

WHAT ARE THE SIGNS THAT MAY INDICATE THAT 
A PERSON IS POTENTIALLY VIOLENT?

• Jerky voice
• Staring, threatening look
• Blinking of eyelids
• Shifty look
• Use of injuries, threats, sarcasm
• Agitation, jerky gestures
• Paleness or redness of the face
• Dilation of the pupils
• Nervous twitches
• Stiffening of arms and legs
• Threatening stance (finger pointing, clenched fists)
• Shaking
• Tendency to move closer
• Clenched jaws
• Objects thrown to the ground, objects thrown
• Sighs, changes in respiration
• Sweating
• Alcohol and drug consumption
• Etc.

28



BEHAVIOUR OF A PERSON WHO BECOMES MORE
AND MORE AGGRESSIVE AND VIOLENT:

First stage: the person seems stressed out. She hardly succeeds
in repressing outward signs such as: tightly clenched jaws, shifty
or penetrating stare.

Second stage: the person becomes agitated and moves around
a lot. She feels more and more powerless and her feeling of
frustration grows. Anxiety increases.

Third stage: the person begins to insult the other person and to
make threatening gestures. These signs of violence indicate that
we must be vigilant and prepared to use the emergency plan of
action for the institution.

Table 5
PROGRESSION OF AGRESSIVENESS36

SETTING ONE’S OWN LIMITS
Each care professional must set her own limits with regard to what she
considers to be acceptable and unacceptable. It is difficult to draw a
general line since the reference is each person’s perception. To move
from a high-level of tolerance to zero tolerance requires a personal
process by which each person will decide when her dignity is abused.
This is no easy task. With beneficiaries, it means identifying to what
extent suffering can justify the expression of a certain level of aggres -
siveness. In the case of doctors and immediate superiors, it questions
our relationship with authority and the difficulties we have facing it. 

Each time a care professional sets her limits and abides by them, 
she exerts pressure on the status quo and initiates a transformation of
the system. Care professionals have no idea of the power they have to
change things by their individual action, when it is compounded by that
of their colleagues.

SOLIDARITY WITH COLLEAGUES
If care professionals are victims of violence, they are silent witnesses in
many cases. The lack of solidarity is a complex phenomenon because
it is related to fear.

In the previous case description, Julie is verbally abused by the doctor
in front of her colleagues. They let the incident pass because they
believe that this cannot happen to them. It is a way of protecting
themselves in order not to be victims themselves. They are buying
peace. However, the price is high. Without a doubt, they are sad
because Julie was hurt, but their powerlessness has gotten the better

At this stage,
consider
leaving
The solution 
is not always 
to retreat.
However, 
as care
professionals
have not 
received the
necessary
training to face
such situations,
leaving is the
only alternative.

care
professionals
are invited to
set their own
limits and to
establish zero
tolerance for
themselves

29
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of them. Moreover, they are under a great illusion: they are not only
witnesses, they are also victims. Targeted violence is a strategy. It is first
of all a message sent to all care professionals on the team and all other
women: “See how I can treat you if you don’t do what I expect of you“.
And everyone tows the line because of the climate of terror that this
threat creates. As we can clearly see, violence is not a loss of control, but
very much a form of control over others.

The capacity to show solidarity is a learning process in the process of
socialization. Solidarity indicates that there is a break in the transmitted
values. It takes courage and confrontation to dissociate from the

submissive model. Therefore, solidarity is a refusal to conform
to the expectations of the person who wants to impose his
will. Understanding that solidarity is difficult to build can
change the way that colleagues who are incapable of solidarity
are seen. Judging them brings us nothing. On the contrary,
intolerance and intransigence would only force them deeper
into the cycle of powerlessness. 

It is with an open and understanding attitude towards them that,
little by little, we will get closer. They will end up seeing the gains
made by those that assert themselves. The prejudice that spreads
division among women is as old as partriarchy and is deeply
embedded.

The day that care
professionals no
longer accept the
violence directed at
them is the day they
no longer tolerate it
for their colleagues:
they are then capable
of solidarity
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Victims need to feel supported in order to break the silence surrounding
the abuse they suffer. The members of the local union team are the best
allies in these circumstances to welcome them and offer their support.
Local teams have a special responsibility with regard to violence for
changing their environment in order that it cease to be a threat for the
physical and psychological integrity of care professionals. Furthermore,
the team must conduct awareness-raising work with union members,
management as well as other partners in the institution. This union action
should be three-fold.

SOLIDARITY: WORKING WITH CARE PROFESSIONALS
WHO HAVE BEEN ABUSED
The professional who has been subject to abuse needs to be comforted.
The person best-suited to offer this support is the local status of women
representative. She is the ideal person to welcome the victims with the
openness needed to establish a relationship of trust. She is also
equipped to assist them in their proceedings while respecting their
decisions. This assistance can take on various forms: listening, information,
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THE UNION: 
A KEY ALLY
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help in formulating a complaint or support at meetings, etc. The local
status of women representative welcomes the victim with a favourable
bias. It is an essential approach because it involves supporting one of
her colleagues in the risk she takes with self-assertion.

AWARENESS-RAISING AND MOBILIZATION: 
WORKING WITH THE MEMBERS
This encompasses promoting members’ awareness of the violence they
suffer and the means available to counteract it. This awareness-raising 
work is essential in fighting against the implicit norm which prevails in
insti tutions. It involves working with union members to demolish one by
one the arguments justifying the violence in everyday life. Do not under-
estimate the importance of awareness-raising work. When women meet
to discuss violence, they break their isolation. It is the first dent in
powerlessness.

However, discussions are not enough, they must be accompanied by
concrete actions. Local teams, together with the Status of Women Sector,
will propose various awareness-raising activities. These occasions will
contribute to breaking the silence which has surrounded violence for so
long in the institutions. All members of the FIQ are invited to participate.
Mobilization is the best school to experiment with the transition from
powerlessness to empowerment. Thus, the majority of institutions have
adopted a local policy to counter violence at work which constitutes a
good mobilization tool. However, it is imperative to make this policy known,
to apply it and to insure that it meets the needs of care professionals.

PARTNERSHIP: ACTION IN THE WORKPLACE
An intervention to prevent and counteract violence at work is more
effective when it is carried out in conjunction with all the stakeholders in
the workplace: human resources, the other labour organizations etc. Such
solidarity is a valuable asset to begin discussions with the employer in
order to convince him to take action on the issue of violence. This
solidarity must also extend to all the women in the institution.
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Without the participation of management,
our efforts to counteract violence could be
in vain. The responsibility to provide a
healthy, violence-free workplace is incum -
bent upon the employer. However, getting
employers to act on this issue will require a
lot of determination. The resistance that
can be demonstrated must not be under-
estimated. It most often will be indifference
or a tendency to trivialize the issue. It must
not be forgotten either that the subject of
violence is taboo, since it can tarnish the
image of the institution. There is an enor -
mous amount of work to be done in health
institutions to counteract the mentality that says
women, and by extension care professionals, must still conform to
traditional roles. 

It is essential that the management in all the institutions where the FIQ
is present formally commit to promoting zero tolerance. This commit -
ment is a message to everyone who works or who is in contact with the
parties in the institution, it will not tolerate any form of violence towards
its personnel, or committed by the latter, in the performance of their
duties. This commitment must materialize through the adoption of a
policy to fight against violence, preventive and safety measures, support
of victims and training of personnel. 

The employer must, without reservation, condemn violence in all forms,
including discrimination. He must take into account that women make
up the majority of the personnel and that, consequently, they may be
the target of a specific form of violence.

MANAGEMENT: 
AN ALLIANCE

TO BUILD
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Here is some information which indicates a way of taking concerted
action at the time of an aggression. The example of Julie will serve as a
guide and can, of course, be adapted. The important thing each time is
to bring the aggression to light because silence, far from protecting the
victims, instead protects the aggressors. These steps involve the three
main parties, without whose participation, zero tolerance is not feasible:
care professionals, the union and management.

You can see how the commitment of one party is dependent on the
commitment of the others: their action is closely linked. The union has
the responsibility to support its members; management has the
responsibility to introduce corrective and preventive measures. As for
care professionals, they must develop broad solidarity to support one
another and to develop assertive attitudes. 
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CONCERTED ACTION: 
STEPS TO BE TAKEN

CARE
PROFESSIONALS

Care professionals are asked to
break the silence by trying to deal with
situations as they arise and by making
formal complaints when necessary. 

It is a way of asserting her own power.

ZERO
TOLERANCE

UNION
The union is invited to support 

its members. Women, in situations 
of violence, find it difficult to 

denounce the violence they suffer. 
They need help and solidarity.

MANAGEMENT
Management is asked 

to have a responsible attitude 
with regard to violence and 

to truly commit itself to stand by 
its personnel, and its female

personnel in particular.



35

relook at the example of Julie

INTERVENTION
On the spot
• Julie must not get into a discussion with
Doctor X nor try to justify herself. At the
first remarks from the physician to her, she
firmly lets him know that she does not
accept his speaking to her in that tone of
voice. She tries to gain respect on the spot.

• This step is difficult and we are often un able
to intervene at that time. Therefore, Julie
must remain focused on her anger and
decide that she will resolve the situa tion
once her shift is over.

Soon after
• On leaving the unit, Julie immediately goes
to the office of her immediate superior,
accompanied by another nurse who will
support her. She reports the incident to her
and completes an incident report which will
be sent to the risk management committee
or the person appointed for this purpose.
She keeps a copy for herself and a copy for
the union. She does not let her immediate
superior intimidate her who may try to
trivialize the incident by discouraging her
not to file a report. 

• Julie verifies with her co-workers, in partic -
ular those who witnessed the incident, how
they will be willing to support her. She must not be surprised if some
of them try to get out of it and do not want to talk about the incident:
they might be afraid and this gives them their own sense of
powerlessness.

Julie has worked for 15 years in
institution Y. Doctor X has a generally
con temp tuous attitude towards the
personnel: never satisfied, he frequently
insults the care professionals and often
unjustly criticizes. Like her co-workers,
Julie is afraid of Dr. X. She watches
herself and tries not to draw too much
attention to herself when she is working
with him.  

Today, she is working with Dr. X; he yells
and shouts at everyone during the
procedure. He felt that things weren’t
moving fast enough. The atmosphere
was tense. Julie is trying to help him
but he doesn’t give her the time.
Furious, he told her: “Get out of the
way!” Julie is stunned and unable to
say a word. Before leaving the unit, he
comes back to her and in a threatening
manner says; “If you aren’t capable of
working, we’ll have to do something
about it”. 
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AFTER THE INCIDENT

By the union
• Based on the fact that the physician’s behaviour affects other staff
members, the local status of women representative proposes a meeting
with the work team to evaluate the scope of the problem. It goes
without saying that attendance at such a meeting is voluntary.

• The work team must come up with a common strategy to force the
physician’s acting-out behaviour to stop and to make him understand
that the care professionals expect to be respected.

• The team may also contemplate a collective complaint against the
physician.

• The local team assures Julie and her colleagues of its support in guiding
them troughout the steps they take within the institution.

By the employer
• An inquiry is carried out as soon as possible following Julie’s report and
the employer identifies the necessary corrective measures.

• He insures that the physician is informed that he must correct his behaviour
and decides on the measures that should be taken if it happens again.

• If there is a collective complaint, he meets with the care professionals
involved, the local team, the administrator of the department involved
and the immediate superior. Together they look at the corrective
measures to improve the climate and tells them about the measures
that will be taken against the physician.
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The FIQ committed, with the first declaration of principles
passed by the delegates at the 1991 Convention: “... to
recognize and to promote the provisions included in the
Quebec Charter of Human Rights and Freedoms”.37 Taking
this commitment was a clear expression of the Federation’s
determination to fight all forms of discrimination and
inequality, including gender bias and racism.

In 1996 the Federation reinforced this commitment by
taking the responsibility to fight against all forms of
discrimination and violence, whether they are committed
against or by its members. It refused to support the mem -
bers who commit acts of violence and decided not to
represent the aggressor.

The aggressor must be held responsible for his/her actions,
he/she must be informed that change in behaviour is
expected and that the favourable bias of the FIQ is ex -
tended to all victims, whether a member of the Federation
or not.

In the specific case of violence, the FIQ believes that the
collective right to a workplace free of violence takes prece -
dence over the right of the aggressor to be defended.
Thus, the FIQ Executive Committee could decide, fol -
lowing an inquiry, not to represent a member who has
exhibited acts of violence.

WHEN THE AGGRESSOR 
IS A  FIQ MEMBER
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The FIQ members must be able to work in
dignity, respected as women and as
professionals. When writing this brochure,
the main concern of the Status of Women
Sector was to choose a stimulating ap proach,
based on the need to use one’s own power
in situations of violence instead of getting
bogged down in a feeling of powerlessness.
Respecting oneself and being respected,
asserting one’s rights, in short, having
control over one’s life, that is the proposed
pro gramme. Putting a name to what we
expe rience and do, is the beginning of
healing and the refusal of oppression.

Care professionals must break their silence. They must take the measure
of their personal worth, the worth of their work and assert themselves.
They can be assured of the support of their union and they have the right
to demand that their employer take responsibility for the violence that
they suffer. This is how zero tolerance can be instilled and how FIQ
members can finally... work in dignity.

This increased awareness of the violence suffered by women at work
must create an openness to all those women who experience violence,
here and elsewhere in the world, including women who are hospitalized. 

CONCLUSION
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