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Healthcare clinicians are at high risk for workplace violence (WPV) from patients and 

visitors;1–3 with 25.5% reporting at least one recent incident of victimization.4 Researchers 

found that WPV has negative effects on providers’ stress, ability to provide safe and 

competent care, job satisfaction, and turnover.2,5–6 In response, several states enacted 

legislation making assaults against healthcare workers a felony or requiring employers to 

implement WPV prevention programs.7–8 Professional organizations voiced their concerns 

about the safety of healthcare workers. The Emergency Nurses Association’s 2010 position 

statement, Violence in the Emergency Setting, states, “Health care organizations have a 

responsibility to provide a safe and secure environment for their employees and the public” 

(p. 1).9

Few WPV prevention programs for healthcare settings are noted in the literature and those 

programs are limited in scope and evaluation.10–12 In response to this program gap, the 

authors partnered with three emergency departments to plan, implement, and evaluate a 

multifaceted, comprehensive WPV prevention program. Emergency departments are often 

cited as the healthcare setting with the highest incidence of WPV.13–15 The overall goal 

of our program was to develop a comprehensive approach for creating a safer work 

environment and make recommendations for future programs. It was hoped that the new 

information gleaned from this work could be used by nursing leaders and employees in 

a variety of healthcare settings. The purpose of this article is to describe the process and 

methods used to implement and evaluate the WPV prevention program.
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Methods

Setting and Participants

The program was initiated at three U.S. hospital EDs from different hospital organizations: 

an urban Level 1 trauma center, an urban hospital, and a suburban hospital. The Level 

1 trauma center has a separate psychiatric ED adjacent to the adult-only ED. The urban 

and suburban EDs serve a general ED population: adult, pediatric, and psychiatric patients. 

Although the project was aimed at the entire ED, clinicians providing direct patient care 

(i.e., nurses, physicians, and unlicensed assistive personnel) were specifically targeted for 

risk reduction and evaluation. The overall project was approved by the Institutional Review 

Boards of the university and respective hospitals. While patients participated during the 

development of the WPV program, data from patients were not collected for the project 

evaluation.

Action Research

The authors used the principles of action research as guidance for program planning, 

implementation, and evaluation.16 The goal of action research is for academic researchers 

to partner with clinicians for opportunities to reflect on clinicians’ practice and implement 

informed actions to reduce WPV exposures. Methods are rooted in the concerns of clinicians 

in real-world settings. Characteristics include action research being cyclical, having separate 

but mutually dependent steps, being participative, generating data, and being a reflective 

process.

The goal of the project was to develop partnerships among academic researchers and ED 

clinicians and leaders to implement a WPV prevention program tailored to the unique ED 

settings while increasing the likelihood of program implementation and sustainability. The 

partnership was initiated by the academic researchers. Initial entrée was facilitated by the 

networking of one of the researchers and all of the ED leaders being members of the Greater 

Cincinnati Emergency Nurses Association. The professional networking that occurred prior 

to the project initiation allowed for an open discussion between the academic researchers 

and ED leaders to tackle a problem of mutual interest and importance.

Program Objective

Program planning included both formative and summative evaluation to identify not 

only whether the program was successful, but provide information regarding factors that 

facilitated or hindered the project’s success. This information is critical for program 

revisions and future planning. The program objective was to implement a sustainable 

comprehensive ED-based WPV prevention program in collaboration with stakeholders.

Program Assessment

Assessment and planning for the project took place over a 21-month period and included 

several strategies to assess the EDs’ risk factors. A 9-month WPV incidence was trended 

to determine the extent of WPV as a local problem. The average clinician experienced 

0.461 violent events per month which extrapolated to 5.5 physical threats and assaults per 

person per year; there was no significant difference in rates amongst the partner sites.17 
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A review of the research literature was conducted to identify known risks for and causes 

of ED WPV.2–3,10 Focus groups were held with ED leaders (physicians, nurse managers, 

nurse educators), employees, and patients to identify WPV prevention, management, and 

post-incident strategies already in place as well as additional interventions that may be 

helpful.18 Walkthroughs were done to identify environmental risks. Meetings were held 

with ED-based safety committees to identify further risks and strategies for reducing risks. 

WPV-relevant policies were reviewed. Multiple meetings were then held with medicine, 

nursing, security/police, registration, management, social work, and psychology to plan the 

intervention. Using the assessment data, an intervention was proposed by the academic 

researchers and discussed with ED leaders and staff.

Program Intervention

Data supported the need for a multi-component intervention: WPV policies and procedures, 

WPV education, and environmental changes. A best practice policy and procedure was 

written and then tailored to each emergency department in collaboration with the ED 

leaders. Revisions of the plan and documents continued until approved by ED leaders, 

staff, and senior hospital administrators. Written policies and procedures for each partner 

site included each of the following sections: strategies for risk assessment, maintaining 

a safe environment, communication of risk, response to violent events, record-keeping, 

surveillance, and post-incident care. The education component included uniform on-line 

training that provided didactic content for WPV prevention, management, and post-incident 

recovery; and an interdisciplinary class for participants to apply new policies, procedures, 

and on-line training.19 Environmental changes were site-specific, based on assessments and 

availability of site funds. All three sites adopted a process to alert non-clinical staff (e.g, 

environmental services) that a violent person was in the room. In addition, the suburban 

emergency department installed panic buttons, locked doors, and closed-circuit cameras; 

subcomponents already in place at the other partner sites.

Program Implementation

The program was specifically aimed at all ED clinicians including physicians, nurses, and 

unlicensed assistive personnel and implemented over a simultaneous three month period. 

The new policies and procedures were diffused using the intranet, flyers, posters, staff 

meetings, name badge cards, and an interdisciplinary class session.

Program Evaluation

The program was evaluated through a formative evaluation of the program implementation 

and a summative evaluation of program and components. Formative evaluation took place 

over a nine-month period after implementation. Monthly, the project director used a 

checklist to assess the fidelity of the intervention during her ED rounds. She documented 

notes related to her monthly assessments. The data for the nine months were summarized in 

narrative format (see Table 1).

Summative evaluation began with a sample of 80 employees completing an on-line program 

evaluation. Employees rated the program benefit using a 0 (no benefit) to 10 (extremely 

beneficial) scale and the ease of following the program using a 0 (extremely difficult) to 10 
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(extremely easy) scale. Employees identified their beliefs regarding the level of commitment 

to the program by themselves, colleagues, and administration on a 0 (no commitment) to 10 

(total commitment) scale. Lastly, participants rated the importance of the WPV prevention 

subcomponents from 0 (not important) to 10 (extremely important). Means were computed 

to report the results. Participants were given an opportunity to add comments. Additionally, 

all employees who completed the educational component, evaluated the education for 

content, format, instructor effectiveness, and time required to complete the training.

Finally, a program evaluation meeting was held with nurse managers and educators from the 

three EDs to discuss the program implementation after the post-implementation period was 

complete. The discussion questions are outlined in Table 2. The discussion was transcribed 

and summarized.

Results

Formative Evaluation of the Program Implementation

The academic researchers and ED leaders were able to diffuse the program at the EDs over 

the three-month implementation period. Degree of success varied among the sites and for 

the individual program subcomponents. The smaller, suburban ED had the best results for 

institutionalizing and sustaining the intervention subcomponents over the nine-month post-

implementation period. The larger, urban Level 1 trauma center had the least success for 

institutionalization and sustainment. See Table 1 for a summary of the fidelity assessments 

during the nine month post-implementation period.

Summative Evaluation of Program and Components

Of the 80 employees asked to complete the program evaluation, 66% (n=53) did so. 

Employees rated the overall program as moderately beneficial (n=53; mean[X]=5.0). Nurses 

evaluated the benefit of the program the highest (n= 35; X=5.3) whereas physicians 

evaluated the program’s benefit the lowest (n=9; X=3.4). The suburban ED employees 

evaluated the program’s benefit higher (n=12; X=6.6) than the urban ED employees (n=12; 

X=5.8) and the Level 1 trauma center employees (n=29; X=4.1).

Employees rated the ease of program implementation as moderately easy (n=53, X=5.9). 

Nurses rated the ease of program implementation the highest (n=35; X=6.0), with physicians 

next (n=9; X=5.7), and then unlicensed assistive personnel (n=5; X=4.6). Employees at the 

suburban ED rated ease of program implementation highest with a mean of 6.2 (n= 12), 

followed by the Level 1 trauma center (n=29; X =5.9) and the urban hospital (n=12; X=5.7).

Employees rated the level of commitment for program adoption and fidelity as higher 

for themselves (X=8.2), than for other employees (X=7.0) and ED leadership (X=6.8). 

Unlicensed assistive personnel rated their personal commitment higher (X=8.4) than 

physicians (X=8.3) and nurses (X=8.1). Employees at the suburban ED rated leaders’ 

commitment higher (X=7.3) than employees at the urban ED (X=7.0) and Level 1 trauma 

center (X=6.3).
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The importance of program components/subcomponents ranged from a high of 8.6 (very 

important) for surveillance and monitoring to a low of 6.9 (important) for policies 

and procedures. In addition to surveillance, components/subcomponents deemed as most 

important were environmental changes, education, and post incident care.

The employees (n=315) who completed the educational component provided both positive 

and constructive feedback. Employees reported that overall the on-line training was 

valuable, but too long and fraught with technical problems. The classroom training was 

preferred over the on-line training. Employees believed that the classroom training could 

help them translate the content to their clinical practice. The training did lead to significant 

increases in WPV knowledge.19

Overall the managers and nurse educators described the program as very positive and 

believed the program would be beneficial at reducing WPV (see Table 2). The two 

components/subcomponents identified as most important were the classroom education, 

and the environmental assessments and improvements. The two components/subcomponents 

identified as the least effective were the levels of awareness and conducting a WPV 

assessment screening at triage for all patients.

Discussion

Nurse managers and educators reported the action research partnership between academic 

researchers and clinicians was very positive. They shared that because they have many 

competing priorities, the partnership and assistance was extremely valuable. In particular, 

they valued the expertise needed to evaluate the program and recommend revisions. In 

retrospect, the group discussed they may have attempted too many interventions over a 

three month implementation period. However, these were the subcomponents remaining 

from an even longer wish list of interventions narrowed due to resource availability and 

potential for success.18 Competing priorities also contributed to implementation challenges 

(e.g., visits from The Joint Commission and Centers for Medicare & Medicaid Services). 

The action research process allowed ED leaders and employees to reflect systematically on 

their practice and make informed actions for improvements. The project remained rooted 

in ED clinician concerns and maintained the characteristics of action research that it be 

cyclical, require mutually dependent steps, be participative, generate data, and be a reflective 

process. The experience provides support for partnerships between academic researchers and 

clinicians as a process to tackle social problems such as WPV.

Overall evaluation of the WPV prevention program was mixed. It was not surprising 

that the physicians rated the benefit of the program the lowest. Only a few physicians 

participated in the planning meetings and only a few physicians (n=12) participated in 

program’s educational component. This was in lieu of the fact that physician leaders 

participated in project planning. Whereas nurse managers required nurses and unlicensed 

assistive personnel to complete the educational component, physician leaders in two EDs 

did not. Although WPV against ED physicians is a recognized problem,3 getting physicians 

to value and complete WPV training will continue to be challenging due to physicians’ 

competing time, reimbursement demands, and not being employees of the ED. The lack of 
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physician participation was interesting given Peek-Asa et al.’s discussion that physicians 

were commonly excluded from training and needed to be included.11 Strategies to increase 

participation need to use data reflecting a critical need for change, leverage physician and 

hospital leadership relationships to support change, solicit physician champions to engage 

physician peers, and communicate the importance of physician contributions.

Employees rated surveillance and monitoring as the most important strategy for reducing 

WPV against employees. Yet, the monthly fidelity assessments and the program evaluation 

meeting with the ED managers and educators indicated that this intervention subcomponent 

was one of the least successfully implemented in all three emergency departments. The only 

reason given by managers and educators for this was that employees do not report incidents, 

a consistent problem reported in the literature.2,11 Involving employees in the surveillance 

and monitoring of WPV could help adoption. The ED safety committee is an optimal group 

to diffuse the program, ensure adherence to regular WPV surveillance and monitoring, and 

champion the need to report incidents. Unfortunately, recordkeeping was rated as the second 

lowest subcomponent in terms of importance in reducing WPV. This finding may be related 

to employees not recognizing any benefit of recordkeeping as a form of WPV prevention.

Surveillance is important in WPV programs;11 however, surveillance cannot be effectively 

leveraged to offer meaningful recommendations for change without valid data to determine 

problem severity, evaluate hazard control methods, and identify educational needs. Gates 

et al. found healthcare employees do not report WPV for several reasons, including 

undervaluing the importance of reporting, not having time to complete reports, and believing 

that nothing changes in response to reporting.2,18

Administration has a key role in addressing both the importance of reporting incidents, 

and ensuring that changes based on reporting are visible to employees. Employees rated 

the policies and procedures component as the lowest in terms of importance in preventing 

WPV. Narrative comments from physicians at the Level 1 trauma center where no physicians 

attended the educational component stated that they did not know anything about WPV-

related policies and procedures. Although the policies and procedures were discussed and 

applied during the classroom-based education component, the physicians’ lack of knowledge 

reflects a critical gap in the program’s diffusion. It is also possible that employees who 

rated policies and procedures low were reacting to a potential lack of enforcement and 

compliance with hospital policies in general. Reasons found to be associated with low 

compliance include perceived higher level priorities, fragmented organizational structures, 

and inadequate communication.

One of the program’s major success stories was the environmental changes at the suburban 

ED. During the assessment phase, the project team identified that the ED was very 

accessible to the public and at an increased risk for WPV. This ED’s high adherence 

to the WPV program may be a result of the clinician’s seeing the hospital’s financial 

commitment to instilling environmental changes. Interestingly, during the planning meetings 

many employees and managers at the suburban and urban EDs expressed that adding 

metal detectors would be the best intervention for reducing WPV. In contrast, employees 

and managers at the Level 1 trauma center with the metal detector expressed that metal 
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detectors were not necessarily deterrents for WPV.18 This may be related to the metal 

detector only being used during night shift hours. Whereas the environment plays a crucial 

role in preventing WPV, it is important employees and managers do not underestimate the 

importance of a comprehensive approach that includes efforts to reduce risks related to 

patients, visitors, employees, and the environment.

The classroom education was evaluated more favorably than the on-line education, even 

though ED leaders and employees stated during the planning phase that on-line training 

was preferred. The on-line content was necessary because it provided didactic information 

about WPV, phases of escalation, and strategies to reduce WPV as preparation for the 

classroom education.19 The interdisciplinary classroom experience was interactive and 

included problem-based learning exercises using an interdisciplinary team application 

process.19 The on-line program was revised based on the feedback from the participants 

to reduce the time commitment; in particular, repetition was reduced with a focus on critical 

content. ED employees have many time demands and the required number of training hours 

continues to increase. While it is critical that content be essential and presented in the most 

effective format, it is important that ED leaders not resort to on-line training based simply on 

flexibility, cost, and ease of use. Hybrid education as used in this project offers an alternative 

to choosing between on-line or classroom strategies. The EDs will continue to provide the 

education to new hires and are committed to using the program for their annual training 

competencies.

Support for the program by ED leadership varied, with the majority of support coming from 

ED nurse managers. Yet, employees perceived ED leadership as the group least committed 

to the prevention efforts. Security and police involvement was positive, with several officers 

and managers involved in the planning and implementation phases. A collegial relationship 

with security officers is essential for an effective WPV prevention program.20 At one ED, 

the social workers and patient escort managers were very supportive and involved as they 

identified that their employees were also at risk. As described above, the physician group 

was the least engaged in the planning, implementation, and evaluation phases.

Implications

Hospital employees, especially those in the ED, will continue to be at risk for WPV 

from patients and visitors. To support quality improvements and reduce risks, the use 

of a comprehensive program developed collaboratively between academic researchers 

and clinicians should emphasize communication and monitoring (surveillance) linked to 

education and feedback. Single table discussions need to occur amongst ED leaders, 

physicians, clinicians, and safety committee members so that a commitment for WPV 

prevention, management, and recovery can occur. An inter-professional safety committee 

can be responsible for ensuring the uniform adoption and implementation of the program.

Whereas certain settings have unique environmental and training needs, a facility-wide 

approach addressing primary, secondary, and tertiary prevention strategies is highly 

recommended. Diffusion efforts should include strategies that engage all stakeholders, 

including the hard-to-reach physician group. One strategy to accomplish this may be 
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adopting a WPV program at a regional level so that all entities in the regional hospital 

association are active participants. WPV occurs against all healthcare workers, and 

prevention of incidents will continue to be dependent on the involvement of all disciplines. It 

is critical that all employees know what to do in specific situations and how to communicate 

risk amongst each other so that all employees remain safe. It takes just one untrained and 

unprepared employee to place other employees and an organization at risk.
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