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Abstract.

BACKGROUND: Many entry-level and experienced healthcare professionals have not received training in workplace violence
prevention strategies.

OBJECTIVE: This paper describes the development, content, and initial qualitative evaluation of an on-line course designed
to give healthcare workers an opportunity to acquire free workplace violence prevention training while earning free continuing
education units.

METHODS: A group of healthcare violence prevention researchers worked via email and face-to-face meetings to decide appro-
priate content for the course. Educational strategies used in the course include: text; video re-enactments of real-life workplace
violence incidents; and videos of nurses discussing incidents of violence. Initial evaluation involved a focus group of nurses to
discuss the course content and navigation.

RESULTS: The on-line course has thirteen units that take approximately 15 minutes each to complete. The focus group partici-
pants liked the “resume-where-you-left-off”” technology that enables the user to complete any portion of the course, leave to do
something, and return to the course where they left off. Participants viewed the “Nurses’ Voices” videos as relevant illustrations
of violence that nurses face in their workplaces.

CONCLUSIONS: The focus group participants considered the course to be an effective learning tool for people new to the
profession and for those with seniority.
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1. Introduction

The Healthcare and Social Assistance (HCSA) sec-
tor employed an estimated 18.9 million (13.6% of the
total workforce) workers in 2010, making it the largest
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industry sector in the United States that year [[1]. That
same year, the HCSA sector accounted for a dispropor-
tionate number of nonfatal workplace violence injuries
involving days away from work, with over 11,370 in-
juries (or just over 67% of nonfatal violent injuries oc-
curring in all industries) [2]. On average, over the last
eight years, HCSA workers have accounted for 62%
of the nonfatal workplace violence injuries involving
days away from work across all industries. With a rate
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of 9.0 per 10,000 full-time equivalents (FTEs), the risk
of HCSA workers experiencing an assault that requires
time off from work is 4.5 times greater than the overall
workforce rate of 2.0 per 10,000 FTEs [2]. These num-
bers and rates represent only the assaults that resulted
in time away from work and not the less severe phys-
ical injuries or the psychological trauma that HCSA
workers experience from workplace violence.

Compounding the complexity of measuring work-
place violence related injuries to HCSA workers is the
issue of underreporting. The literature suggests that
the number of assaults reported by healthcare work-
ers is greatly underreported [3H7]]. Some reasons for
not reporting assaults are: lack of awareness; cumber-
some reporting process; fear of reprisal; assaults not
being intentional (e.g. dementia); persistent percep-
tion within the healthcare industry that workplace vi-
olence is ‘part of the job’; poor or non-existent in-
stitutional policies, procedures, staff training or sup-
port; concern that violence happens so frequently that
it’s time-consuming to report every event; lack of re-
sponse when reporting; and fear that reporting will re-
flect poorly on the worker (victim blaming) [8H11]

Preventing violence against healthcare workers is
a complex issue because of the variation in purpose
and design of healthcare facilities and the diverse du-
ties performed by the numerous direct and indirect
care occupations encompassed in the healthcare in-
dustry. Complicating the issue even more, as reported
in the literature and through many conversations with
healthcare workers over a period of time is the fact
that the majority of healthcare professionals entering
the profession have not received training in workplace
violence prevention strategies [12H16]. Additionally,
many of the experienced healthcare professionals have
not received formal training in workplace violence pre-
vention strategies [[12].

Recognizing the need for a workplace violence
prevention course that will benefit many occupa-
tions within healthcare, NIOSH researchers collabo-
rated with a multi-disciplinary team consisting of a
healthcare education grantee, healthcare workplace vi-
olence prevention experts from academia, labor, pro-
fessional organizations, government agencies, and pri-
vate consultants to develop an on-line course acces-
sible through any device with an Internet connection.
Designed to keep the interest of all healthcare work-
ers, ranging from the novice healthcare worker to the
most experienced, the interactive course employs text,
case study videos, and personal interviews to convey
the training materials using various approaches. The

purpose of this paper is to describe the development,
content and evaluation of the online course, as well as
future directions for application in various occupations
within the HCSA sector.

2. Course development

NIOSH and the grantee researchers compiled rec-
ommendations for course material related to risk fac-
tors, prevention strategies, and incident response into
an outline of potential course modules. An expert panel
of healthcare violence prevention researchers then sug-
gested content for the course and provided resources to
substantiate their recommendations. Each expert had
several opportunities to comment on all of the course
content via email. Additionally, 90% of the experts
participated in face-to-face full-day meetings annu-
ally, while the remaining 10% participated via confer-
ence call, during the first two years of the project. The
course development process was enhanced through
face-to-face meetings, which generated discussions re-
garding the course content and helped to facilitate es-
tablishment of the best methods for presenting the ma-
terial in an on-line educational format. The recorded
discussions were facilitated by the NIOSH project of-
ficers and the grantee project managers. Many minor
changes were made in real-time during the meetings.
NIOSH and the grantee researchers collaborated be-
tween the annual meetings to incorporate more sub-
stantial suggested changes into the course materials.

Smaller working groups of NIOSH and the grantee
researchers and the experts with the most relevant re-
search to specific topic areas provided additional input
into the course content. These working groups also dis-
cussed ways to make the content interactive and stim-
ulating for taking the course. The changes that were
made by these working groups were sent via email to
the entire team of researchers for input. The team input
was evaluated by NIOSH and the grantee researchers
that were serving as the project leads to determine how
to design the course to incorporate the suggested ma-
terial.

The number of units in the course expanded over
the two-year development period. The project team de-
cided that having several topic specific units was more
effective than having just a few units that covered sev-
eral topics under an umbrella approach. Each of the
thirteen resulting course units (Table 1) were designed
to take approximately 15 to 20 minutes to complete
during a single session or over a longer period using
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the “resume-where-you-left-off”” technology. Free con-
tinuing education credits are available after completing
the course for those healthcare professionals that have
such a licensing requirement.

3. Course content

The content of the course is a culmination of find-
ings from academia, labor, nursing organizations, and
government research. More specifically, Occupational
Safety and Health Administration Guidelines, Veter-
ans’ Health Administration Programs, and results from
partners’ research were used to develop course content.

3.1. Nurse’s voices

The course contains introductions to most of the
modules, which are entitled “Nurse’s voices”. These
video comments by nurses serve as background for the
content of each module. The nurses in the videos dis-
cuss details about violent situations that they were in-
volved in during their careers.

3.2. Definition, types, prevalence (Unit 1)

This unit serves as background for the entire course.
It assists with raising awareness by starting with the
NIOSH working definition of workplace violence —
“violent acts, including physical assaults and threats
of assault, directed toward persons at work or on
duty” [lI7]. Violence is further defined by typology:
Type I: Criminal Intent where the perpetrator does not
have any reason to be in the place of business other
than committing a crime, such as a robbery. Type II:
Customer/client where the perpetrator of the violence
is receiving a service from the victim. An example of
Type Il violence is a nurse tending to the medical needs
of a patient when the patient strikes the nurse. Type III:
Worker-on-worker where the perpetrator is a current or
previous employee of the business, such as a worker
threatening a co-worker with physical violence. Type
IV: Intimate Partner Violence where a worker’s inti-
mate partner perpetrates an act of violence in the work-
place, such as when an intimate partner shows up in the
workplace to continue an argument that started in the
home [1820]. Customer/client and worker-on-worker
violence are the most common in the healthcare indus-
try, therefore the course has modules dedicated to these
two types of violence [21/22]. Criminal Intent and In-
timate Partner Violence were addressed in the course,
but in much less detail.

3.3. Workplace violence consequences (Unit 2)

It is important for healthcare workers to understand
that they are not the only healthcare worker affected
personally and professionally by physical and ver-
bal workplace violence. For many healthcare workers,
negative outcomes attributed to workplace violence
include: physical injury, low morale; decreased pro-
ductivity; increased job stress; increased absenteeism;
family issues, such as marital problems; and a negative
view of the work environment [23125]]. One negative
outcome associated with workplace violence, turnover,
is illustrated by the results from a survey of registered
nurses conducted by the American Nurses Association.
Of the survey participants, 17% experienced physical
assaults in the workplace during the last year and 57%
were either threatened or verbally abused while work-
ing. The survey revealed that health and safety con-
cerns such as workplace violence play a major role in
nurses’ decisions about whether to remain in the pro-
fession. In fact, one-fourth of the nurses responding to
the survey expressed concerns about being assaulted in
the workplace [26].

The psychological impact of workplace violence is
not only an issue for the victim but also for any co-
workers that witnessed the incident or for co-workers
that hear about the incident after it happened [22123|
25027]. In some severe cases, a healthcare worker may
go into crisis as the result of being a workplace vio-
lence victim or witness. Crisis is defined as “an acute
emotional upset; it is manifested in an inability to cope
emotionally, cognitively, or behaviorally and to solve
problems as usual” [23]].

Healthcare professionals suffering from any out-
comes of workplace violence may not be able to per-
form to their normal standards of care, thus placing
themselves and patients at risk for injury or patient
care error. The effects of these outcomes can vary from
short-term to long-term in nature and may require pro-
fessional counseling to recover completely [23525127,
28].

3.4. Risk factors for type 2 violence (workplace
violence committed by patients/clients) (Unit 3)

Many factors contribute to healthcare workers risk
of experiencing violence committed by a patient or
client. Examining these factors from various perspec-
tives may encourage healthcare workers to suggest pre-
vention strategies for implementation in their facili-
ties. Violence may occur anywhere in a hospital, but
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Table 1

Course contents by unit title

1. Definitions, Types, Prevalence
4. Risk Factors for Type 3 Violence
7. Intervention Strategies
10. Case Study 2 — Aggressive Visitor
13. Case Study 5 — Sexual Advance

8. Post-Event Response

14. Course Evaluation

2. Workplace Violence Consequences
5. Prevention Strategies for Organizations

11. Case Study 3 — Home Care Threat

3. Risk Factors for Type 2 Violence
6. Prevention Strategies for Nurses
9. Case Study 1 — Psychiatric Patient in ED
12. Case Study 4 — Injury from Cognitively
Impaired Patient

is most frequent in psychiatric units, emergency de-
partments, waiting areas, and in geriatric/long-term
care units [27/29H31]. Additionally, large numbers of
nurses work outside the hospital in high-risk public
sector healthcare settings such as prison and jail med-
ical units, drug and alcohol residential treatment fa-
cilities, or as visiting nurses [15J21132]. The degree
to which each of these workplaces emphasizes worker
safety varies widely. The risk factors for violence vary
from hospital to hospital, and in home care settings,
depending on location, size, and type of care.

Research demonstrates that patients perpetrate the
majority of violence in the healthcare setting [21123|
277]. Researchers use various methods of categoriz-
ing workplace violence risk factors. For purposes of
the on-line course and as guided by the Occupational
Safety and Health Administration (OSHA) “Guide-
lines for Preventing Workplace Violence for Health
Care and Social Service Workers,” risk factors for
patient/client-on-worker violence are categorized into
clinical (or, patient care), environmental, organiza-
tional, social, and economic [33]].

From the clinical perspective, indicators that pa-
tients may be more likely to act out violently include
being under the influence of drugs or alcohol; severe
pain; history of violence; cognitive impairment (e.g.
dementia); and certain psychiatric diagnoses (e.g. per-
sonality disorder) [22134H37]].

Environmental risk factors are unique to each facil-
ity because they relate to the physical layout, design,
and contents of the workplace. However, environmen-
tal risk factors that all facilities must consider include
unsecured access/egress into or throughout the facility;
insufficient heating or cooling; irritating noise levels;
unsecured items, such as furniture that can be used as
weapons; and lack of personal security alarms that per-
mit staff the ability to respond appropriately to work-
place violence incidents [3538].

Organizational risk factors are the policies, proce-
dures, and prevailing culture of the organization related
to safety and security. Policies and procedures involv-
ing security guards and their training in workplace vi-
olence prevention, incident reporting, staffing levels,
shift duration, and overtime are the organizational risk

factors that all facilities should consider when develop-
ing a comprehensive program [3339]. Another factor
to consider is management and staff attitudes toward
workplace violence prevention, as well as commitment
to safety [33]].

Social and economic risk factors vary greatly in na-
ture, but are viewed by most healthcare workers as
an increasing problem [22/35]. OSHA states that ex-
amples of social risk factors include the prevalence
of handguns and other weapons among patients and
their visitors; the increasing use of healthcare facili-
ties by authorities as criminal holds; and presence of
gang members, drug or alcohol abusers, trauma pa-
tients, or distraught family members [33]]. Challenging
economic circumstances can contribute to risk factors
on a personal level in the form of stress levels and on an
organizational level in the form of short staffing (e.g.
not enough staff on duty) [2233/35].

3.5. Risk factors for type 3 violence (workplace
violence committed by co-workers) (Unit 4)

Healthcare workers commonly face another type of
violence on the job that is called horizontal violence or
co-worker violence. The Joint Commission on Accred-
itation of Healthcare Organizations has acknowledged
that “intimidating and disruptive behaviors” among co-
workers in healthcare settings can adversely affect pa-
tient care and safety [28]. These behaviors include
“verbal outbursts and physical threats as well as pas-
sive activities such as refusing to perform assigned
tasks or quietly exhibiting uncooperative attitudes dur-
ing routine activities” [28]]. The Joint Commission
cited many root causes of co-worker violence includ-
ing the unique culture of healthcare, which includes
“...daily changes in shifts, rotations, and interdepart-
mental support staff”. All of these elements combined
with the real or perceived continuously changing roles
and responsibilities of healthcare professionals con-
tribute to a difficult environment for effective commu-
nication and team building [28]].

Disruptive behavior by co-workers, whether they are
nurses, physicians, or other healthcare workers may go
unreported because the healthcare worker feels their
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options for recourse are limited [28]]. This is especially
true when the target of the violence perceives the per-
petrator as having more authority. When considering
violence between co-workers it is important to distin-
guish between an incident of workplace violence and
an isolated event that may be better described as a
personality conflict. Although, worker-on-worker vio-
lence can be a one-time event, it frequently becomes an
on-going and persistent verbal or electronic abuse of a
co-worker. The best solution is to resolve any conflict
before it becomes workplace violence [28]].

3.6. Prevention Strategies for organizations (Unit 5)

Workplace violence prevention strategies for or-
ganizations involve policy, program, and practice. A
good place for organizations to start their preven-
tion efforts is OSHA’s (2004) workplace violence pre-
vention guidelines. These guidelines outline five ele-
ments for an effective workplace violence prevention
program: management commitment and employee in-
volvement; worksite analysis; hazard prevention and
control; safety and health training; and recordkeeping
and program evaluation [33]. It is the responsibility of
each organization’s administration and employees to
apply these principles to the specific needs of the work-
place. These are guidelines and are not enforceable by
law. However, the Occupational Safety and Health Act
of 1970 section 5(a)(1) the “General Duty Clause” re-
quires employers to provide “...a place of employ-
ment free from recognized hazards that are causing or
likely to cause death or serious physical harm to his
employees.” Workplace violence is a recognized haz-
ard in the healthcare industry and may be cited by
OSHA inspectors using the “General Duty Clause.”

3.7. Prevention strategies for nurses (Unit 6)

Employees are encouraged to become proactive in
preventing workplace violence by volunteering to par-
ticipate on workplace violence prevention committees,
attending prevention training offered by the employer,
becoming familiar with the workplace violence pre-
vention programs and policies, and reporting all inci-
dents including those witnessed [33]].

Preventing violence perpetrated by patients involves
knowing the risks present in specific areas within the
workplace, such as room configuration, moveable fur-
niture, and items suitable for use as weapons can assist
the employee with developing a personal prevention
plan [33]. High risk times of day, such as meal times,

medication times, and shift changes should also be in-
cluded in a personal prevention plan [29/33]]. Main-
taining an awareness of verbal and non-verbal behav-
iors exhibited by patients and their visitors in the im-
mediate area is very important in preventing work-
place violence. Most people provide warning signs
prior to committing acts of workplace violence, such
as verbally expressed anger and frustration and/or non-
verbal threatening gestures [30/33].

Employees working in non-institutional settings,
such as home healthcare providers, have additional
risks associated with people in the patient’s home and
high crime neighborhoods. A safety checklist com-
pleted prior to the first visit to the home is important
for confirming that a background check (history of vi-
olence or crime, drug and alcohol abuse, mental health
diagnoses) is completed on the patient and the patient’s
family members [21I33]]. Additional safety measures
from the OSHA Guidelines include: being accompa-
nied by a team member when a home situation is po-
tentially dangerous; traveling with a cellphone; ensur-
ing that employers know where field employees are;
and using a code word to let the employer know of
trouble [21133]].

No matter if the employee is in an institutional or
non-institutional setting, reporting all workplace vi-
olence incidents is very important. Successful work-
place violence prevention programs encourage report-
ing of all incidents, so they can be investigated to assist
with prevention of similar incidents in the future [33].
The literature suggests that employees are more likely
to report incidents when the process is simple and not
time consuming [49].

The incident reports combined with records such
as, workers’ compensation, safety reports, OSHA 300
injury logs (if required), insurance records, and po-
lice reports will assist the employer with identifying
trends and high-risk conditions [33]. Analyzing these
data can assist the employer with developing preven-
tion and intervention strategies to ultimately reduce vi-
olence against workers and the physical and psycho-
logical outcomes [33/40].

3.8. Intervention strategies (Unit 7)

Crisis is the final stage along a continuum of behav-
ioral and emotional responses. Employers and super-
visors need to recognize when a patient, co-worker, or
other individual is moving toward crisis, where they
are along the crisis continuum, and apply interventions
that de-escalate the individual’s response to stressful
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or traumatic events. There are four stages in the cri-
sis continuum each with interventions that are effec-
tive in reducing negative outcomes [23/41-44]. Stage
1 is normal stress and anxiety level and stage 2 is ris-
ing anxiety level. For stages 1 and 2, an employee’s
words and demeanor can defuse tensions, so be aware
of their tone of voice, choice of words, and body lan-
guage when responding to a person in crisis (patient,
co-worker, or other individual). Stage 3 is severe stress
and anxiety with the individual showing signs of loss
of self-control and problem-solving ability. Verbal and
non-verbal interventions are effective at this stage and
the focus needs to turn to protecting oneself and those
around you. Enlist the help of others (i.e. coworkers,
security) and be prepared to use your panic device.
Limit-setting techniques, such as restricting the per-
son to a specific area, can be useful in this situation.
Stage 4 is crisis with the individual being out of con-
trol. An individual in crisis is unresponsive to verbal
intervention, cannot think clearly or appropriately, can-
not express their needs and concerns, and displays fear,
anger, and/or threats [23/41-44]]. The employee needs
to ensure their safety and the safety of others. If the
situation escalates to a level that any form of restraint
is necessary, then the employee must be careful to fol-
low their organization’s policies and procedures while
using physical and/or chemical restraint to contain the
individual.

3.9. Post event response (Unit 8)

The goal of crisis resolution is to prevent violence
from occurring or escalating, to assist the individual’s
return to normal cognitive, emotional, and behavioral
functioning and to avoid crisis recurrence [23/41-44].
When a violent incident occurs, the employee should
file an incident report and report any physical or emo-
tional injuries. They should also utilize their organiza-
tion’s support resources such as the Employee Assis-
tance Program (EAP) to assist in their recovery.

The employer should assist the employee with the
reporting process and filing workers’ compensation
claims. The employer should also make staffing reas-
signments that will keep the worker away from the per-
petrator [33]. If the employer is required to file OSHA
logs and the incident resulted in a qualifying injury to
the employee, then they need to include the incident on
the OSHA 300 injury log. It is good practice to evaluate
the incident to see what procedures worked to contain
the incident and to see what can be changed to prevent
similar incidents in the future.

3.10. Case studies

The course provides reenactments of real life inci-
dents as case studies. These case studies provide an op-
portunity for participants to see reactions during sit-
uations in different healthcare facility settings. Tran-
scripts of these case studies with learning points high-
lighted are provided within the course content.

3.10.1. Case study I — Intervention with a psychiatric
patient in an emergency department (Unit 9)

The aggressive patient in this case study was brought
to the emergency department (ED) by the police. Dur-
ing the month prior to this incident, he was expelled
from his college dorm due to aggressive behavior and
substance abuse. He subsequently moved back into
his parents’ home. Immediately preceding today’s ED
visit, he put his fist through a wall and then turned his
rage toward his father. His parents called the police to
bring him to the hospital for evaluation, because they
suspect he has stopped taking his medication for bipo-
lar disorder.

Upon arrival at the ED, the security officer performs
a weapons check as routine practice when patients are
presented by police, or if they have a record of past
violence. The triage nurse noticed several signs that
the patient may become violent again (i.e. disheveled
appearance, agitation, pacing, fidgeting, and clenched
fists). Examination of the patient’s hospital records re-
veals a history of violent behavior. He was recently in
the ED on two occasions, one for disruptive, violent
behavior, and one for a drug overdose. He rated “high”
for dangerousness on assessment from one of his pre-
vious ED visits.

The video re-enactment of this case study demon-
strates several effective techniques for minimizing the
chance of further violence from this patient. The secu-
rity guard does not leave the patient alone with nurs-
ing staff. He escorts the patient to the triage nurse and
down corridors from the ED to the psychiatric con-
sulting office rather than releasing the patient to move
through the hospital alone. The security officer and the
nurses make every effort not to touch the patient as
touching can be perceived negatively by the patient. As
a consequence the patient could lose control despite his
best efforts. Other calming techniques used by the se-
curity guard and the nurse are talking to the patient in a
calm and caring manner and looking directly at the pa-
tient while not staring. The nurse inquired how the pa-
tient was feeling rather than telling him how he should
feel. It is crucial to get the patient to feel responsible



D. Hartley et al. / Workplace violence prevention for nurses on-line course: Program development 85

for his own care. By actively collaborating with the pa-
tient in his own care, he maintains his dignity and is
personally empowered in taking next steps.

When the patient was brought to see the psychiatric
nurse, the officer introduced the patient and stayed out-
side the door to give some privacy, but with clear sight
lines and the ability to see the psychiatric nurse if help
was needed. The room seemed free from any danger-
ous items or a configuration that could have put the
nurse in harm’s way. The nurse sat at a 45-degree angle
from the patient, giving him his space; she was posi-
tioned so that the patient would not block her access to
the door. She could have sat across the table from him
or moved there if he had gotten more intimidating or
put her at risk.

3.10.2. Case study 2 — Aggressive family member
(Unit 10)

A post-partum patient recovering from a cesarean
section is having her bandages changed by a nurse
when her short-tempered husband enters the room. The
nurse asks the husband to step into the hall for a few
minutes while she finishes changing the bandages. He
is offended with the request and becomes belligerent
towards the nurse. His wife convinces him to step out
of the room, but on his way out he shoves the nurse.
The nurse is shaken by the incident and reports it to her
supervisor. The supervisor encourages her to complete
an incident report.

The nurse and her supervisor decide to meet with
the patient’s husband directly. They ask him to step
into the supervisor’s office in an attempt to protect his
privacy. This is an appropriate course of action on the
surface, but the nurse and her supervisor have now
placed themselves in a room with the aggressive hus-
band standing between them and the only exit. During
their conversation with the husband they do recognize
that he is anxious about his wife and baby. Acknowl-
edging the person’s concerns in an empathetic manner
can assist with de-escalation of tense situations. In this
instance the husband apologizes for his actions and the
matter is closed.

3.10.3. Case study 3 — Homicidal home care patient
(Unit 11)

A home health nurse has provided in-home child-
care counseling and supervision for six months to a
mother and her infant (born preterm). Upon her as-
signment to this case, the nurse’s agency performed
a pre-home visit assessment. The assessment deter-
mined that, although the neighborhood was somewhat

depressed, there was no imminent threat to the nurse.
Budget constraints necessitated that the nurse make the
visits alone. Over the course of these weekly home vis-
its, the nurse and mother developed a trusting relation-
ship.

Shortly before the nurse began counseling the
mother, the mother’s 4-year-old son was placed in his
grandmother’s custody. This was the result of a so-
cial services investigation into child abuse and drug
use in the home. The mother confided to the nurse that
she had taken the blame for her boyfriend’s abuse of
her child hoping to spare him from going back to jail.
He went to prison anyway on a drug charge, and the
mother lost custody of her son. During the nurse’s most
recent visit, the mother’s mood darkened and her con-
versation turned threatening as she told the nurse about
her plans for retaliating against the social worker by
stabbing her. The mother is convinced that she can get
away with this plot and tells the nurse that nobody else
knows about this plan. She then states that if the police
come after her then she will know that the nurse told
them and she will kill her.

After safely extricating herself from the house and
reporting the incident to her employer, the nurse finds
that she is still quite shaken. As an employee bene-
fit, her employer offers a confidential Employee Assis-
tance Program (EAP) as an option. Though she is un-
der no obligation to seek counseling or use a company-
provided counselor, she decides to take the opportunity
to use EAP to help her deal with the incident.

She tells the counselor that she had developed a
good rapport with her client, which may have con-
tributed to her losing sight of the reality that this was
a troubled family household. She believes this is why
she was unprepared when the violence spilled over to
include her. When she was confronted with the threat
of violence, she remembered her training that told her
that if the threat is not immediate (e.g. threat was based
on future events) to remain calm and remove oneself
from the situation as quickly as possible. After leaving
the house the nurse called the social worker to warn her
of the possible danger. The social worker and her em-
ployer made plans to include other people in her future
visits with the mother.

3.10.4. Case study 4 — Injuries from the cognitively
impaired (Unit 12)

A licensed practical nurse (LPN) and a certified
nursing assistant (CNA) working in a long-term care
facility are verbally and physically abused by a cog-
nitively impaired (Alzheimer’s disease) resident. The
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patient has been striking out at nursing staff with ver-
bal insults and personal threats as well as physical at-
tacks including slapping, punching, and kicking. At a
loss for solutions to this problem, the LPN and CNA
approached their nurse manager with their concerns.

The nurse manager was concerned and went to
speak to the patient directly. The nurse manager ex-
plained her position as the manager and about her con-
cerns regarding the patient striking out at the nursing
staff. He was polite enough, but he said he couldn’t
remember ever hitting or yelling at any of the nurses
and said he really liked everyone here. The nurse man-
ager then consulted with the patient’s physicians and
with the pharmacist at the facility. Together they ruled
out any possible medical reasons for his behavior,
any medication interactions, infections, or pain. She
checked with his family to see if there’s anything that
might trigger this kind of behavior. They didn’t have
any suggestions to offer. So, to ease the burden on the
nursing staff the nurse manager set up a two week rota-
tion schedule to spread the stress out a bit. But instead
of making things better, things got worse. That is when
she decided to call a consulting clinical nurse specialist
in gerontological psychiatry to discuss other courses of
action.

Together they decided to create an interdisciplinary
team to identify patterns of behavior in both the pa-
tient and his caregivers. Knowing that certain behav-
iors by staff may trigger abusive behaviors in the pa-
tient at certain times but not at others, the team decided
to examine the entire picture rather than just the abu-
sive moments. This exercise was designed to help the
team isolate the environmental factors from the behav-
ioral factors.

The consulting nurse started her evaluation by ex-
amining incident logs. When she was partially through
the incident reports the LPN and CNA entered the
room speaking to each other in Spanish. The consult-
ing nurse asked if they speak Spanish in front of the
patients on a regular basis. They admitted that they do
frequently. The consulting nurse had just reviewed an
incident report that had an entry where the patient be-
came agitated and yelled at the LPN and CNA to quit
talking about him. Speaking in another language in
front of a patient with a cognitive disorder may some-
times add to their confusion. The consulting nurse sug-
gested that the staff try speaking only English when the
patient is present and see if that helps.

While analyzing the incident reports she noticed that
most of the incidents occurred when the staff mem-
bers were trying to keep all the patients on a sched-

ule, such as at transition times before meals. She sug-
gested making the scheduling a little less rigid and less
structured for the patients. It is important to remember
that the normal aging process can add to feelings of
frustration, anxiety, sadness, confusion, and anger. For
some residents, living in a long-term care facility can
be frustrating, for example the routines around meals,
bathing, and sleep hours can be irritating. Others will
experience a deep sense of loss and loneliness as a re-
sult of moving from their home and family. Simple en-
vironmental conditions, such as changes in noise lev-
els, odors, and lighting can be upsetting to some resi-
dents

The care team should begin with an assessment of
the resident to identify the aging processes that may
be contributing to frustration and thus aggressive be-
havior. Data collection, including learning from a res-
ident’s family and medical team, is also crucial to de-
termine behavior patterns. The key to a successful plan
of care is that it needs to be designed for the individual.

3.10.5. Case study 5 — Patient’s inappropriate sexual
behavior (Unit 13)

A frustrated patient expresses anger at a certified
nursing assistant (CNA). The patient’s physical in-
juries restrict his movements but those restrictions also
lead to his heightened feelings of frustration and aggra-
vation, both early warning signs of possible violence.
The patient follows the verbal outburst with a sexual
advance that involved him grabbing the CNA’s poste-
rior. The nursing assistant responded by telling the pa-
tient that his actions were inappropriate and she left
the room. She immediately reported the incident to her
supervisor.

She told her supervisor that the patient has been de-
manding and impatient, yelling at several staff mem-
bers that they were not moving fast enough. She fur-
ther explained to the supervisor that this time he really
crossed the line, making remarks about her body, and
then grabbing her posterior. She insisted that she not
be assigned to his room anymore.

The charge nurse decided to speak with him about
the incident and to reassign the CNA so she would not
have to interact with him for the remainder of his stay.
The charge nurse said she was taking the matter seri-
ously and that she was filing an incident report. The
charge nurse’s actions demonstrate support for the staff
member.

The charge nurse initiates her conversation with the
patient by telling him that she remembers when he was
admitted and she wanted to check to see how he is do-
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ing. He states that he is frustrated with his condition
that requires him to stay in the facility. She reminds
him that he is making good progress in his recovery.
She then changes the conversation to a discussion of
the incident that the CNA reported to her.

The patient did not realize that his behavior was
problematic. He said he was acting out because he
rings his nurse button and people do not respond im-
mediately. The charge nurse explained that the staff
members take care of more than one patient and they
are often already attending to another patient when he
presses his call button. She explained that he cannot re-
ceive the care that he needs if he is taking out his anger
and frustration on the nursing staff. She then asked
about the incident where he grabbed the nursing assis-
tant. He stated he was just being friendly. The charge
nurse explained in a calm and nonthreatening manner
that it was not a friendly gesture, but an unwelcomed
sexual advance.

To keep the therapeutic relationship intact, a nurse
may need to set limits on behavior if inappropriate be-
havior is exhibited. Many nurses ignore the inappro-
priate behavior but in doing so they unknowingly per-
petuate it. In this scenario, the CNA reacted to the un-
welcome sexual advance by letting the patient know
his actions were inappropriate and unacceptable. She
stated clearly to the harassing patient that his actions
should not be repeated and were clearly unwelcome.
She had completed the patient’s request, so promptly
left the room. Rather than ignore the issue, the CNA
rightly reported the incident to her supervisor.

4. Course focus group evaluation

Staff members of the grantee conducted a focus
group with nine nurses from a variety of specialties and
different healthcare facilities in the Boston, MA area.
Each of these nurses completed the on-line workplace
violence prevention course prior to participating in the
focus group. Focus group participants discussed the
course format, course technology, ease of use, content,
and suggestions for improvements. Overall, the course
received positive reviews with most of the comments
addressing course navigation issues, such as consis-
tency of button placement and menus to allow naviga-
tion from page to page or unit to unit. All technical is-
sues discussed by the focus group were addressed by
the course development team.

The focus group participants indicated that the
course content touched on all types of violence that

nurses encounter, including nurse-on-nurse violence.
Some participants requested that future versions ad-
dress doctor-on-nurse violence, nurse-on-doctor vio-
lence, and bullying of new nurses by nurses with se-
niority. The suggestions for additional course content
are being considered for future course revisions. The
content of the course was viewed to be at an appropri-
ate learning level for novice and senior nurses.

Comments about the case studies included issues
such as, optional endings to show how to handle the sit-
uations when everything is handled correctly but things
still escalate out of control. The case studies in their
current format present actual cases with real outcomes,
but many of the participants considered these cases
to be the ideal situation where everything went fine.
The facilitator explained that this is by design to in-
corporate comments by experts about why these situ-
ations proceeded without incident and what may have
resulted in a different outcome. The focus group partic-
ipants then indicated that this is an acceptable format,
but suggested the case studies place more emphasis on
the learning points.

The case study about the patient suffering from de-
mentia made many of the participants look differently
at reporting such incidents. One participant stated that,
“Nurses do not typically file incident reports for pa-
tients with dementia.” However, after viewing the case
study that individual said, “they now understand how
reporting may help prevent future events.”

Focus group participants suggested that the course
could be incorporated into training within a healthcare
facility as a lunch and learn (brown bag lunch) with
continuing education units offered. To accomplish this,
the course needs to include a set of slides with hand-
outs for discussion at the lunch. Offering the course as
a self-paced orientation training was viewed as a po-
tentially effective way to present workplace violence
information to new employees.

Participants suggested that NIOSH consider collab-
orating with nursing schools to make the course part
of their curriculum. If NIOSH pursues this option, then
some suggested that a module about nurses with se-
niority bullying recently hired nurses be an additional
module for the course. Participants stated that the ideal
time to require this course in the curriculum is during
the junior or senior years when the students are doing
their clinical work.

5. Future directions

Future evaluation of the course will include a for-
mal evaluation of the on-line training program with ap-
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proximately 200 nurses from across the United States.
Each nurse will take a pre-and post-course survey that
asks questions regarding knowledge of what consti-
tutes workplace violence, their attitudes towards vio-
lence, perceptions of the magnitude of violence, and
behavioral intentions of those committing violent acts.
The post test will be given immediately after comple-
tion of the training and again four weeks later. This
evaluation will provide data regarding the potential im-
pact that an on-line training course can have in preven-
tion of workplace violence.

Further development of the course will include oc-
cupation specific modules. Occupations being con-
sidered currently include those in emergency depart-
ments, psychiatric units, nursing homes, social ser-
vices, home healthcare, emergency responders, and in-
dependent physicians’ offices. The intent is to make
each of these modules approximately one-hour in du-
ration and award one hour of continuing education for
completion of each occupation specific module. The
course was developed to incorporate continuous up-
dating in areas that change periodically, i.e. workplace
violence statistics and other occupation specific mod-
ules.

The course is available for free at http://www.cdc.
gov/niosh/topics/violence/training_nurses.html.
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