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Abstract

BACKGROUND: Workplace violence is a major public health concern. According to the U.S. Bureau of Labor
Statistics, from 2002 to 2013, incidents of serious workplace violence (those requiring days off) were four times more
common in health care than in private industry. AIMS: An interprofessional committee developed, implemented, and
evaluated a quality improvement project from 2012 to 2016 to reduce workplace violence and prevent staff injury.
The initiative termed S.A.F.E. Response stands for Spot a threat, Assess the risk, Formulate a safe response, Evaluate
the outcome. METHOD: An institutional review board—approved quality improvement survey was implemented
and evaluated. The data were analyzed using descriptive statistics. An interprofessional committee developed and
implemented a comprehensive program to prevent injury, which included (a) a mandatory elearning educational
training, (b) a S.A.F.E. Response with standardized interventions for the clinical conditions affecting safety, and (c) a
clinical debriefing process. A reduction in nursing staff assault incidence rates was identified as a success. RESULTS:
Nursing staff injury rates decreased an average of 40%. CONCLUSIONS: A reduction in nursing staff assault
incidence rates was notable. Clinicians equipped with knowledge, skills, and resources can identify and defuse unsafe
situations to prevent violence. This clinical approach shifts the focus from crisis intervention to crisis prevention,
which reduces injury.

Keywords
workplace violence, staff injury, resiliency

Wyatt, Anderson-Drevs, & Van Male, 2016) with health
care workers in the private sector hospitals experiencing a
110% increase between 2005 and 2014 (U.S. Bureau of
Labor Statistics, 2017). In terms of injuries, costs associ-
ated with health care staff are second only to law enforce-
ment and are estimated to be in the billions (NIOSH,
2002; Papa & Venella, 2013).

Background

Workplace violence is a major public health concern
(American Psychiatric Nurses Association [APNA], 2008;
World Health Organization, 2014). According to the U.S.
Bureau of Labor Statistic (2017), from 2002 to 2013, inci-
dents of serious workplace violence, requiring days off,
were four times more common in health care than in pri-
vate industry. Workplace violence is defined as any physi-
cal assault, threatening behavior, or verbal abuse occurring
in the work setting (National Institute for Occupational
Safety and Health [NIOSH], 2002). Incidences of work-

Method

Preventing Workplace Violence

place violence have increased over the past decade and
remain a major public health issue (APNA, 2016; Centers
for Disease Control and Prevention, 2016; Occupational
Safety and Health Administration, 2016; Phillips, 2016;

In a large urban teaching hospital in the northeast, the
leadership team embarked on a process to improve
employee wellness. While the approach had three prongs
including a smoke-free environment, a healthy eating
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program, and a safe workplace, this initiative focused on
safety in the workplace. The purpose of this article is to
share and discuss the quality improvement program that
was developed and implemented to address workplace
violence.

Interprofessional Task Force. Executive leaders (Chief
Nursing Officer, Chief Medical Officer, Vice President
for Human Resources) charged an interprofessional
group, co-led by a psychiatric advanced practice nurse,
emergency physician, and a trauma physician, to improve
the safety of staff by decreasing workplace violence.
Workplace violence is defined by Occupational Safety
and Health Administration (2008) as any act or threat of
physical violence, harassment, intimidation, or other
threatening disruptive behavior that occurs at work. The
four types of workplace violence include the following:
Type 1, criminal intent; Type 1I, a customer, client, or
patient; Type III, a worker on worker relationship; Type
IV, personal relationships (NIOSH, 2016).

Programs are in place to address three out of the four
types of workplace violence. Type I criminal events are
addressed through a mandatory active shooter training
video. Type III violence involving worker on worker
events, including bullying, are addressed through a pro-
fessionalism and peer support program (Shapiro &
Galowitz, 2016). Type IV events involving employee per-
sonal relationships are addressed by the Occupational
Health Service (OHS) services including manager
training through Human Resources, domestic violence
resources through Passageway, and employee referral to
the Employee Assistance Program (EAP) when indicated.
Security is available to provide assistance. A gap was
identified in the organizational response to Type II work-
place events involving violence from patients, their fami-
lies, or visitors.

Steering Committee. A 60-member steering committee
was assembled to develop, implement, and evaluate a

program to address Type II workplace violence. Our goal
was to prevent workplace violence from occurring during
the provision of necessary clinical care in the acute care
setting. A quality improvement project previously imple-
mented to improve the care of patients at risk for delir-
ium, alcohol withdrawal, and suicide harm (Lakatos
et al., 2015) provided the clinical foundation. Evidence-
informed and team-based approach to care (Lakatos,
Kenefick, Mitchell, Etheredge, & Mylott, 2012) worked
well within our organization and provided the structural
foundation for building a program to impact safety.

Subgroups. The steering committee met monthly, and
membership split into three subgroups to facilitate the
work of the committee. The groups met weekly to review
current and best practice, internal policies and proce-
dures, and evidence-based literature. They recommended
the steering committee (a) develop education and training
on violence management and prevention including de-
escalation techniques, (b) establish a clinical response to
address threats, (¢) standardize interventions for the clini-
cal conditions affecting safety, and (d) establish a debrief-
ing process. While the purpose of the quality initiative
was to decrease all staff injuries, for the purposes of this
article, only nursing incidents were analyzed. The mne-
monic “S.A.F.E.” was chosen to reinforce the active pro-
cess needed to prevent violence. S.A.F.E stands for Spot
a threat, Assess the risk, Formulate a plan, and Evaluate
the outcome. Using “S.A.F.E.” language aligned with the
wellness and prevention focus of the organization. The
final recommendations by all subgroups were accepted
by the executive sponsors and vetted through various
hospital committees.

Data. De-identified data from occupational health,
security, and employee safety reporting systems were
reviewed. Violent patient incidents involving nursing
staff from the occupational health data were analyzed,
and 90% of all injuries were sustained while providing
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Table I. Occupational Safety Reports (n = 40) Filed by Nurses From January to September 2014.

Injury total Body part Example of employee narrative

7 Arm Agitated patient bit and scratched right lower arm.

6 Back The patient became agitated and combative; grabbed me by both wrists and pushed me up against
the wall of the room. Low to mid back strain right and left side.

5 Shoulder Patient dumped pitcher of water onto floor, | leaned over between bed and tray table and patient
kicked me in the left shoulder, neck, and abdomen.

4 Finger | was trying to re-tape and secure patients NGT and the patient bit me.

3 Abdominal Kicked in right lower quadrant abdomen/pelvis by agitated combative patient.

3 Hand Patient grabbed my left hand and pulled it to get out of bed.

3 Neck Patient was violent upon waking up and thrashing. We needed to hold patient down. She hit and
pushed me. Sore neck and back.

3 Wrist Patient was combative trying to get out of bed pulling on NGT/IV and Foley, pushing RN away
while grabbing my left wrist.

2 Head Patient became verbally abusive and combative. Slapped my arm and hit my head with table.

I Chest Several staff were restraining a seizing patient while | attempted to give IM injection; patient
kicked his left leg striking me in the ribs on the right with his knee.

I Eye While pulling patient with draw sheet to patient’s bed. Patient grabbed my face with her left
hand, one finger poked my left eye.

I Face Patient was agitated when entered the room and spit in face.

Note. The incidents are listed in descending order from the most frequent body part (arm) injured, to the least frequent body part (chest and

eye) injured.

care to patients. Additionally, most injuries received dur-
ing the assault were defensive in nature and include upper
body parts. The employee narratives provided at the time
of injury suggest patients were cognitively impaired.
Examples of these narratives are provided in Table 1.

Provider Survey. Clinicians were engaged to better under-
stand the issues they were facing with workplace vio-
lence. To begin improvement efforts, a survey using
questions from the Attitudes toward Aggression Scale
created by Deans (2001, 2004) was developed to assess
staff attitudes for managing aggression. Nine experts with
knowledge of workplace violence from within the system
assisted in development of the survey to improve content
validity and reliability. The survey was approved by the
institutional review board as one component of a quality
improvement initiative (Goodman et al., 2016).

Inpatient clinicians were invited by email to volun-
tarily and anonymously participate (Harris et al., 2009) in
the survey. Completion of the survey served as consent to
participate in the study. A total of 1,866 employees
responded, of which 46% were female and 50% male
(4% did not answer). Sixty-one percent identified their
role (42% nurse, 7% physician, 2% social work, 10%
other), whereas 39% did not identify their role. Survey
respondents answered positively when asked if they were
interested in participating in a quality improvement ini-
tiative designed to reduce incidents of workplace vio-
lence. Improvement efforts were prioritized for attitudes
that less than <70% of survey respondents endorsed.

These involved (a) understanding of communication and
its effect on aggressive behavior including de-escalation
techniques and (b) the adequacy of peer and management
support following an unsafe event.

eLearning Course. Staff survey results revealed only 66%
of staff agreed that the way they communicate can con-
tribute to aggressive behavior. De-escalation techniques
(American Organization of Nurse Executives, 2014; Bow-
ers, 2014; Hardin, 2012; Horn & Dubin, 2013; Nordstrom
et al., 2012) focus on communication as one of the most
impactful ways to diffuse a potentially dangerous situa-
tion, and the results of the survey identified that our staff
did not feel competent in this area. We collaborated with
the Crisis Prevention Institute (2016; Place, 2014) to
develop an e-learning program combining de-escalation
training along with our clinical best practice for patients
with delirium, alcohol withdrawal, or suicide/harm called
DASH (Lakatos et al., 2015). The clinical assessment
tools used with DASH were embedded in the training and
provided the clinical foundation for the S.A.F.E. The Cog-
nitive Assessment Method for the Intensive Care Unit
(CAM-ICU; Ely et al., 2001) was modified (with author
permission; Ely et al., 2001; Lakatos et al., 2015) and is
used to assess all patients for delirium every 8 hours. The
Alcohol Use Disorders Identification Test (AUDIT-C),
developed by the World Health Organization (Babor, Hig-
gins-Biddle, Saunders, & Monteiro, 2001), is used to
assess all patients admitted to the hospital for risk of alco-
hol withdrawal. The Richard Agitation-Sedation Scale



Lakatos et al.

283

(Sessler et al., 2002) is a 10-point scale used to assess the
level of agitation-sedation in patients each shift.

The interactive online education de-escalation training
presents modules on communication, clinical assessment,
intervention, and de-escalation of a threat. Clinicians
view common clinical scenarios in which there is a risk
for workplace violence. The patient’s journey from point
of entry to the hospital (admitting or emergency depart-
ment) through admission to the unit (cardiac, trauma
medical, surgical, or labor and delivery) to discharge is
acted out by clinicians at the hospital. The scenarios
include (a) a young woman with domestic violence whose
husband threatens staff, (b) an older woman with delir-
ium and combative behavior who poses a threat while
staff are providing care, and (¢) a young man who is
angry, agitated, and threatening in the setting of acute
pain and an opiate misuse disorder. More resources are
available to review electronically and/or to print (S.A.F.E.
policy, leadership guide following a traumatic event, and
outline of roles and responsibilities). To evaluate the
learning processes, there are interactive questions the
learner must answer to advance to the next module.
Learners could pause and resume the eLearning at any
time and complete the entire training in an average of 1
hour. The e-learning was assigned to all inpatient clini-
cians, achieving a 94% completion rate within 3 months
(September 2014 to December 2014).

SAFE Response. A S.A.F.E. Response was developed to
allow for rapid recognition of evolving safety threats to
prevent them from evolving into crisis. The S.A.F.E.
Response was modeled after an established process
already in place, the rapid response (Stolldorf & Jones,
2015). A nurse initiates a rapid response (Maharaj, Raf-
faele, & Wendon, 2015; Stolldorf, Havens, & Jones,
2016) when a patient’s medical status requires immediate
attention. Clinicians are paged to the bedside to assess the
patient and implement a plan to address the etiologies and
prevent further decline in medical status. Similarly, a
S.A.F.E. Response is a clinical response designed so staff
can call for assistance when a threat is spotted, in order to
reduce the possibility of violence.

S.A.F.E. Response activation occurs when any mem-
ber of the interprofessional team Spots a potential or
actual threat involving a patient or a patient’s visitor. A
call to the stat line to request a S.A.F.E. Response triggers
the emergency paging system. The patient’s provider
(MD/PA/NP), nursing leadership, and security are noti-
fied to arrive at the patient’s bedside to collaboratively
Assess the patient or visitor situation with the clinical
nurse. Additional consults may be paged to respond to the
S.A.F.E. Response depending on the situation (e.g., chap-
laincy, geriatrics, pain and palliative care, patient family
relations, psychiatry/addictions, psychiatric nursing

resource service, social work, rehabilitation services).
The response shifts the focus from security responding in
isolation to a threat, to a team clinical response to identify
an etiology and put a plan in place to address the threat.
The clinical response includes an Assessment of risk that
is guided by patient’s history and current assessment of
mental status, including evaluation of delirium using
CAM-ICU-Modified (Ely et al., 2001; Lakatos et al.,
2015). The team responding to a S.A.F.E. Response call
determines if a patient has a diagnosis causing the change
in affect, behavior, and/or cognition such as delirium, pri-
mary psychiatric disorder, dementia or traumatic brain
injury, or maladaptive coping (Supplementary Attachment
1; available in the online version of the article). Once an
etiology has been identified, they Formulate a plan. Each
diagnosis has a related plan of care with interventions for
treatment and management to improve safety. The
S.A.F.E. Response is completed with an Evaluation,
which includes a postincident clinical debriefing to pro-
mote staff resiliency (Thompson & Dobbins, 2018; Wax,
Pinette, & Cartin, 2016). The team documents the
S.A.F.E. Response (Supplementary Attachment 1) using
the Situation, Background, Assessment, Recommendation
(SBAR) process (Martin & Ciurzynski, 2015; Stewart &
Hand, 2017). The clinical debrief provides an opportunity
to offer support following a threat to decrease anxiety,
fear, and agitation.

S.A.F.E. Response interventions. The interventions dur-
ing a S.A.F.E. Response are brief and focused on defus-
ing the potential crisis (much like the rapid response is
to prevent a respiratory or cardiac arrest). The evidence-
based approaches and interventions were designed to
improve safety when caring for each high-risk group
(APNA, 2016; Capezuti et al., 2012; Ely, 2017; Girard,
2007; Rabinowitz & Levin, 2014; Rossi, Swan, & Isaacs,
2010; Simpson, Joesch, West, & Pasic, 2014). Clinicians
ensure that the plans of care are activated in the electronic
record for each of the etiologies identified during the
S.A.F.E. Response. Additional resources available on the
intranet include care tips and an online Libguide library
resource for many populations of patients (alcohol with-
drawal, challenging care situations, cognitively impaired
patients, traumatic brain injury, delirium, opiate use dis-
orders, psychosis, and suicidal patients).

The team meets to gather information about what has
occurred and to clarify the threat that was identified. A
plan is put in place using least restrictive measures (Joint
Commission, 2010) to maintain safety. The environment
of care is made safe using policies to guide practice such
as belonging search to remove potential weapons, room
search to remove extra equipment, and potentially unsafe
objects (sharps box, ceiling lift, removable chairs/tables).
Communication is streamlined to ensure everyone is
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informed of any safety threats and clear boundaries are
identified and known by staff. When clinically appropri-
ate, a select group of S.A.F.E. Response members meet
with patients and/or families to review the identified
threat, interventions, and clarify expected behaviors to
ensure safety for all.

Clinical debrief. The S.A.F.E. Response ends with a
clinical debrief, facilitated by nursing leadership (Laka-
tos, Delisle, Mitchell, & Etheredge, 2014; Wax et al.,
2016) to promote staff resiliency and address any linger-
ing questions. The clinical debrief includes a review and
update of the clinical facts of what occurred to ensure
everyone is on the same page, an evaluation of the out-
come of the S.A.F.E. Response to ensure resolution of the
threat, a review of any patterns or triggers to the threat
to prevent future occurrences, an identification of les-
sons learned, and an adjustment to the plan of care as
necessary. The debrief concludes with a brief check-in
to ensure everyone feels safe and in control and has the
resources. Nursing leadership asks everyone involved in
the S.A.F.E. Response how they are feeling. The goal is
to ensure everyone is feeling back in control with a plan
in place to manage their own emotional responses and to
deploy resources they needed to manage. Some examples
include calling a resource nurse to reduce the workload
of an affected nurse for the remainder of the shift, arrang-
ing for EAP to provide self-care tips during change of
shift, and deploying a security guard to provide frequent
rounds on the unit.

In some situations, the S.A.F.E. Response and/or the
violence triggers emotional responses from staff mem-
bers that make it challenging for them to resume work.
Individual are encouraged to follow-up with the EAP.
Sometimes there are occasions when a larger and more
formal debriefing is arranged. The larger formal debrief
occurs 1 to 2 weeks following the event and is led by the
EAP. Nursing leadership offers additional supports for
staff, such as Reiki, which is provided by hospital volun-
teers; Tea for the Soul, which is provided by the hospital
Spiritual Care department; and soothing music offered by
the volunteer harpist. There are also several units with
rooms devoted solely to staff healing and meditation
where staff can spend time before, during, or after a shift
to rejuvenate.

Implementation of S.A.F.E.
Response, January 2015

In January 2015, the inpatient S.A.F.E. Response was
implemented throughout the inpatient areas. The execu-
tive sponsors recommended an accelerated implementa-
tion to ensure completion well before a planned
conversion to an electronic medical record in May 2015.

The S.A.F.E. Response launch date was communicated
through a series of email blasts, intranet postings, internal
publications, and videos. Leaders from each department
and members of the steering committee facilitated imple-
mentation (Blando, Ridenour, Hartley, & Casteel, 2015).
Train the trainer in servicing, informational posters, and
mock demonstrations were provided. Expert guidance
was provided by the psychiatric nurse resource service as
needed.

S.A.F.E. Response Activation

We tracked the incidence of assaults (U.S. Bureau of
Labor Statistics, 2013) on nursing staff to examine
whether there was reduction in the year and a half since
the S.A.F.E. Response project was initiated. A S.A.F.E.
Response was activated on average three times per month
(N = 54). The majority was initiated during the day shift
(80%), followed by 16% on the evening shift and 4% on
the night shift. Delirium was the most frequent clinical
reason for initiating a S.A.F.E. Response (56%), followed
by maladaptive coping by patient or visitor (24%), pri-
mary psychiatric illness (16%), and dementia or trau-
matic brain injury (4%).

The S.A.F.E. Response provided a framework for clin-
ical teams to come together, complete assessments, diag-
nosis underlying etiologies, identify safety concerns, and
develop plans of care to mitigate safety issues while
delivering care. One unexpected outcome of the S.A.F.E.
Response was an increase in safety discussions during
daily huddles. We see this as a positive culture shift from
a formal activation toward a more organic prevention
model.

Prior to the S.A.F.E. Response, clinicians had not
always understood and/or appreciated the treatable eti-
ologies underlying the safety issues they encountered.
When a behavioral threat occurred, the clinician would
call security for help. Typically, security would be the
first to come into the room to contain the threat, and staff
would enter once the threat was contained. This could
happen several times and did not involve a formal clini-
cal evaluation for the acute change. Following imple-
mentation of the S.A.F.E. Response, clinicians spotted a
threat as an opportunity to call for help, assess for etiolo-
gies, and implement a comprehensive treatment plan to
prevent a crisis. This approach required modification in
nurse and physician routines. For example, when a medi-
cal rapid response is activated, responding clinicians
rush into the patient’s room to provide emergency care.
In a S.A.F.E. Response the opposite is expected, instead
of rushing into the patient’s room, they meet as a team to
assess and devise an approach to diffuse the situation.
This simple modification in approach has great impact
on making the environment less threatening. It
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Figure 1. RN assault incidence rate by pre, during, and post S.A.F.E.

is, however, a different approach for medically focused
clinicians who are used to responding to medical emer-
gencies. Formulating a plan that is part of a S.A.F.E.
Response often requires the team to adjust their work
flow. These modifications may include moving team dis-
cussions away from the bedside, providing a verbal cue
before touching the patient, and modifying their approach
when providing care (physical exams, administration of
medication, personal care) to provide patient more per-
sonal space.

Implementation Challenge

There were two unexpected Type 1 (criminal intent)
safety events that occurred during the period S.A.F.E.
Response was being developed. The first event was a ter-
rorist bombing attack (Vitello-Cicciu & Quin, 2013) fol-
lowed by an active shooter event (Goralnick & Walls,
2015; Rosenbaum, 2015). These two criminal events
affected everyone, resulting in acute stress reactions and
heightened safety awareness. These events facilitated the
speed and focus of the S.A.F.E. Response and increased
staff engagement. Of note, the quality improvement sur-
vey that served as a baseline of clinicians’ attitudes and
competence was completed 1 week prior to the first
event. These Type I acute criminal events made it
extremely difficult to focus on prevention. Our challenge
was to move the organization through the crises and
focus again on prevention.

Results and Outcomes

Staff Assault Incidence Rates

A reduction in nursing staff assault incidence rates (IR)
was identified as the measure of success. The number of
assaults was converted to a rate so that the assaults could
be compared over time regardless of a change in the num-
ber of staff at the institution. An IR is the number of new
incidents over a specific period of time. The IR is calcu-
lated using the equation number of assaults divided by
employee full-time equivalents times 100 (U.S. Bureau
of Labor Statistics, 2013). Full-time equivalents are cal-
culated as hours worked (rather than number of employ-
ees) in order to standardize full- and part-time employees.
Overall, the Occupational Health data revealed a 40%
decrease in nurse injuries related to patient assaults
between the preintervention and postintervention periods
with some variability within quarters (Figure 1).

As expected, security responses increased (20% per
year) as they responded to each S.A.F.E. response.

Limitations of the Data

A variety of influences can affect reporting and the accu-
rateness of nursing assault IRs. The period for data col-
lection was based on the organizational time frame
provided by the executive sponsors for completion. The
postimplementation period was measured in 3-month
increments. Heightened awareness after implementation
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of an intervention can lead to an increase in event report-
ing. However, the 40% decrease in nursing injury rates
occurred despite heightened awareness of S.A.F.E. events
and the potential for a spike in reporting in the months
following S.A.F.E. Response implementation. It is diffi-
cult to compare the assault data to regional or national
benchmarks because the definition of assault and report-
ing mechanism differ from study to study. The rate of
assault incidents at this institution was about half the IR
rate of local comparable institutions (one academic medi-
cal center and three local community hospitals). The IR at
this institution was approximately half the rate of local
comparable institutions within network (Partners Health
System, 2016).

The smaller the increment, the more variable the data
appear based on the randomness of reporting injuries.
Two reported incidents involved several nurses reporting
injury at the same time. The first incident involved a
patient who was agitated and entered an elevator to leave
against medical advice. Several registered nurses tried to
stop the patient from leaving resulting in multiple staff
being injured. The second incident involved a patient
attempting to get out of bed who was delirious, agitated,
and a fall risk. Several registered nurses were injured try-
ing to stop the patient from pulling out an intravenous
line and ambulating to the bathroom.

A review of the data collection process for adverse
events involving patients and employees revealed sepa-
rate and distinct databases for each department collecting
data including Occupational Health, Security, and Quality
and Safety. While each database functioned for the
department it was designed, a comprehensive review of
the workplace injury could not be constructed due to a
lack of a common data element connecting the individual
database reports. Our ability to compare and cross refer-
ence information was limited to analysis of aggregate
data and description of themes.

Conclusion

The S.A.F.E. Response was instituted for inpatients
beginning in January 2015 as part of the organizational
initiative to improve safety and decrease nursing staff
injury rates. Executive sponsorship and support was criti-
cal to the success of the organizational change and inter-
professional participation created a culture where safety
and a healthier work environment was everyone’s respon-
sibility. The S.A.F.E. Response directly affects patient,
visitor, and staff safety through early identification of
threats and underlying clinical conditions and implemen-
tation of specific interventions tailored to address the eti-
ologies. When an actual or potential threat to safety is
spotted, a S.A.F.E. Response is initiated, resulting in an
interprofessional team responding to the patient’s bedside

to assess risk, formulate a clinical response, and evaluate
the outcome. Close interprofessional collaboration in
developing and implementing a S.A.F.E. Response
resulted in a 40% reduction of nursing injury rates.

Because of this quality improvement initiative,
S.A.F.E. Response elements were approved for inclusion
in a future version of the electronic medical record. This
is expected to improve the completeness, accuracy, and
consistency of documentation and break down the silos
that exist between the clinical, safety, and security report-
ing systems. Understanding the connection between the
clinical etiologies and staff injuries will provide more
robust opportunities to develop preventive models of
care. In 2018, we are implementing a S.A.F.E. program
for our ambulatory settings to address workplace vio-
lence in the outpatient setting.

We must prepare the work force with the skills and
knowledge to assess and treat patients’ affective, cogni-
tive, and behavioral impairments that coexist with the
medical/surgical conditions that bring them into the gen-
eral hospital. The S.A.F.E. Response ensures staff receive
education and training to identify potential threats and
intervene early to mitigate their risk for injury. National
efforts to standardize assessments and clinical interven-
tions to treat evolving clinical conditions that affect
patient and staff safety are critical. Research efforts in
identifying patient presentations, clinical interventions,
specific education, and approaches to care to prevent staff
injury are important in advancing safety and reducing
overall national nursing injury rates.

Acknowledgments

The authors thank the executive sponsors (Jacqueline
Somerville, PhD, RN, Stanley Ashley, MD, and Julie Celano,
MS) for their guidance and support, and co-chair (Joshua
Kosowsky, MD) and subgroup chairs (Mardi Chadwick, BA,
JD, Patty Brita Rossi, MSN, RN) for their leadership, and the 60
interprofessional colleagues for their contributions to this safety
improvement initiative.

Author Roles

All authors were involved in the research and writing of the
article.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with
respect to the research, authorship, and/or publication of this
article.

Funding

The author(s) disclosed receipt of the following financial sup-
port for the research, authorship, and/or publication of this arti-
cle: This projected was funded by BWH Department of Patient
Care Services and the Presidents Fund.



Lakatos et al.

287

Supplemental Material

The online supplementary material is available at http://jour-
nals.sagepub.com/doi/suppl/10.1177/1078390318788944.

ORCID iD

Barbara E. Lakatos https://orcid.org/0000-0002-5833-7234

References

American Organization of Nurse Executives. (2014) AONE
guiding principles: Mitigating violence in the workplace.
Retrieved from http://www.aone.org/resources/mitigating-
workplace-violence.pdf

American Psychiatric Nurses Association. (2008). Workplace
violence position statement APNA 2008. Retrieved from
https://www.apna.org/i4a/pages/index.cfm?pagelD=3786

American Psychiatric Nurses Association. (2016). APNA posi-
tion statement. Violence prevention. Retrieved from https://
www.apna.org/i4a/pages/index.cfm?pageid=6081

Babor, T., Higgins-Biddle, J., Saunders, J., & Monteiro, M.
(2001). The Alcohol Use Disorders Identification Test:
Guidelines for use in primary care (2nd ed.). Retrieved from
http://apps.who.int/iris/bitstream/handle/10665/67205/
WHO_MSD_MSB_01.6a.pdf;jsessionid=861962C44730F
1B546841289FDACFAE1?sequence=1

Blando, J., Ridenour, M., Hartley, D., & Casteel, C. (2015).
Barriers to effective implementation of programs for the
prevention of workplace violence in hospitals. Online
Journal of Issues in Nursing, 20(1), 1-16. doi:10.3912/
OJIN.VoI20NoO1PPTO1

Bowers, L. (2014). A model of de-escalation. Mental Health
Practice, 17(9), 36-37.

Capezuti, E., Boltz, M., Cline, D., Dickson, V. V., Rosenberg,
M. C., Wagner, L., . . . Nigolian, C. (2012). Nurses improv-
ing care for health system elders—A model for optimis-
ing the geriatric nursing practice environment. Journal
of Clinical Nursing, 21, 3117-3125. doi:10.1111/j.1365-
2702.2012.04259.x

Centers for Disease Control and Prevention. (2016). Nonfatal
injury reports, 2000-2015. Leading causes of nonfatal
injury reports 2001-2015. Retrieved from https://webappa.
cdc.gov/sasweb/ncipc/nfirates.html

Crisis Prevention Institute. (2016). Nonviolent crisis interven-
tion instructor manual. Milwaukee: Author. Retrieved
from  http://www.crisisprevention.com/CPl/media/Media/
Resources/webinar/eRefresher2012/eRefresher-2012-Part2/
Key-Point-Refresher-SAMPLE.pdf

Deans, C. (2001). Nurses’ responses to work-related aggres-
sion (Doctoral Dissertation; No. 23272355). Retrieved
from http://vuir.vu.edu.au/15307/1/Deans_2001.pdf

Deans, C. (2004). Who care for nurses? The lived experience of
workplace aggression. Collegian, 11(2), 32-36.

Ely, E., Margolini, R., Francis, J., May, L., Truman, B., Dittus,
R.,...Inouye, S. K. (2001). Evaluation of delirium in criti-
cally ill patients: Validation of the Confusion Assessment
Method for the Intensive Care Unit (CAM-ICU). Critical
Care Medicine, 29, 1370-1379.

Ely, E. W. (2017). The ABCDEF bundle. Critical Care
Medicine, 45, 321-330.

Girard, P. (2007). Military and VA telemedicine systems
for patients with traumatic brain injury. Journal of
Rehabilitation Research and Development, 44, 1017-1026.

Goodman, D., Ogrinc, G., Davies, L., Baker, G. R., Barnsteiner,
J., Foster, T. C., ... Thor, J. (2016). Explanation and elabo-
ration of the SQUIRE (Standards for Quality Improvement
Reporting Excellence) Guidelines, V.2.0: Examples of
SQUIRE elements in the healthcare improvement litera-
ture. BMJ Quality & Safety, 25(12), 7. doi:10.1136/bmjqs-
2015-004480

Goralnick, E., & Walls, R. (2015). An active shooter in our
hospital. Lancet, 385(9979), 1728. doi:10.1016/S0140-
6736(15)60891-1

Hardin, D. (2012). Strategies for Nurse leaders to address aggres-
sive and violent events. Journal of Nursing Administration,
42(1), 5-8.

Harris, P. A., Taylor, R., Thielke, R., Payne, J., Gonzalez, N.,
& Conde, J. G. (2009). Research Electronic Data Capture
(REDCap): A metadata-driven methodology and workflow
process for providing translational research informatics
support. Journal of Biomedical Informatics, 42, 377-381.
doi:10.1016/j.jb1.2008.08.010

Horn, A. E., & Dubin, W. R. (2013). Management of aggressive
and violent behavior in the emergency department. In L.
S. Zun (Ed.), Behavioral emergencies for the emergency
physician (pp. 170-176). Cambridge, England: Cambridge
University Press. doi:10.1017/CB09781139088077.028

Joint Commission. (2010). Preventing violence in the health
care setting. Sentinel Event Alert, 45(45), 45-47.

Lakatos, B. E., Delisle, L., Mitchell, M., & Etheredge, M. L.
(2014). Psychiatric advanced practice nurses contribu-
tions to supporting survivors and caregivers affected by
the Boston Marathon bombings. Clinical Nurse Specialist,
28(2), 92-96.

Lakatos, B. E., Kenefick, A. L., Mitchell, M., Etheredge, M. L.,
& Mylott, L. (2012). Shifting from crisis to care: Outcomes
of a psychiatric nursing resource service. In M. Hickey
& P. Kriteck (Eds.), Change leadership in nursing: How
change occurs in a complex hospital system (pp. 134-142).
New York, NY: Springer.

Lakatos, B. E., Schaffer, A. C., Gitlin, D., Mitchell, M., Delisle, L.,
Etheredge, M. L., . .. Baytos, M. (2015). A population-based
care improvement initiative for patients at risk for delirium,
alcohol withdrawal, and suicide harm. Joint Commission
Journal on Quality and Patient Safety, 41(7), 291-302.

Mabharaj, R., Raffaele, 1., & Wendon, J. (2015). Rapid response
systems: a systematic review and meta-analysis. Critical
Care, 19(1), 254. doi:10.1186/s13054-015-0973-y

Martin, H., & Ciurzynski, S. (2015) Situation, background,
assessment, and recommendation—Guided huddles
improve communication and teamwork in the emergency
department. Journal of Emergency Nursing, 41, 484-488.

National Institute for Occupational Safety and Health. (2002).
Violence occupational hazards in hospitals (DHHS
Publication No. 2002-101). Atlanta, GA: Centers for
Disease Control and Prevention.

National Institute for Occupational Safety and Health. (2006).
Workplace violence prevention strategies and research needs.
Retrieved from https://www.cdc.gov/niosh/docs/2002-101/
pdfs/2002-101.pdf


http://journals.sagepub.com/doi/suppl/10.1177/1078390318788944
http://journals.sagepub.com/doi/suppl/10.1177/1078390318788944
https://orcid.org/0000-0002-5833-7234
http://www.aone.org/resources/mitigating-workplace-violence.pdf
http://www.aone.org/resources/mitigating-workplace-violence.pdf
https://www.apna.org/i4a/pages/index.cfm?pageID=3786
https://www.apna.org/i4a/pages/index.cfm?pageid=6081
https://www.apna.org/i4a/pages/index.cfm?pageid=6081
http://apps.who.int/iris/bitstream/handle/10665/67205/WHO_MSD_MSB_01.6a.pdf;jsessionid=861962C44730F1B546841289FDACFAE1?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/67205/WHO_MSD_MSB_01.6a.pdf;jsessionid=861962C44730F1B546841289FDACFAE1?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/67205/WHO_MSD_MSB_01.6a.pdf;jsessionid=861962C44730F1B546841289FDACFAE1?sequence=1
https://webappa.cdc.gov/sasweb/ncipc/nfirates.html
https://webappa.cdc.gov/sasweb/ncipc/nfirates.html
http://www.crisisprevention.com/CPI/media/Media/Resources/webinar/eRefresher2012/eRefresher-2012-Part2/Key-Point-Refresher-SAMPLE.pdf
http://www.crisisprevention.com/CPI/media/Media/Resources/webinar/eRefresher2012/eRefresher-2012-Part2/Key-Point-Refresher-SAMPLE.pdf
http://www.crisisprevention.com/CPI/media/Media/Resources/webinar/eRefresher2012/eRefresher-2012-Part2/Key-Point-Refresher-SAMPLE.pdf
http://vuir.vu.edu.au/15307/1/Deans_2001.pdf
https://www.cdc.gov/niosh/docs/2002-101/pdfs/2002-101.pdf
https://www.cdc.gov/niosh/docs/2002-101/pdfs/2002-101.pdf

288

Journal of the American Psychiatric Nurses Association 25(4)

National Institute for Occupational Safety and Health. (2016).
CDC—Occupational Violence—NIOSH workplace safety
and health topic. Retrieved from https://www.cdc.gov/
niosh/topics/violence/

Nordstrom, K., Zun, L., Wilson, M., Ng, A., Bregman, B., &
Andwrson, E. (2012). Verbal de-escalation of the agitated
patient: Consensus Statement of the American Association
for Emergency Psychiatry Project BETA De-escalation
Workgroup. Western Journal of Emergency Medicine,
13(1), 3-10. doi:10.5811/westjem.2011.9.6868

Occupational Safety and Health Administration. (2008).
Workplace violence: OSHA standards. Retrieved from http://
www.osha.gov/SLTC/workplaceviolence/standards.html

Occupational Safety and Health Administration. (2016).
Guidelines for preventing workplace violence for health-
care and social service workers. Retrieved from https://
www.osha.gov/Publications/osha3148.pdf

Papa, A., & Venella, J. (2013). Workplace violence in health-
care: Strategies for advocacy. Online Journal of Issues in
Nursing, 18(1), 5. doi:10.3912/0JIN.Vol18No01Man05

Partners Health System. (2015). Occupational health data
(Unpublished). Boston, MA: Authors.

Phillips, J. P. (2016). Workplace violence against health care
workers in the United States. New England Journal of
Medicine, 374, 1661-1669. doi:10.1056/NEJMral1501998

Place, P. (2014). CPI’s nonviolent crisis intervention train-
ing program general information and empirical support.
Milwaukee, WI: Crisis Prevention Institute. Retrieved
from https://www.crisisprevention.com/CPI/media/Media/
Resources/research/14-CPI-INT-003_empirical.pdf

Rabinowitz, A. R., & Levin, H. S. (2014). Cognitive sequelac
of traumatic brain injury. Psychiatric Clinics of North
America, 7(1), 1-11. doi:10.1016/j.psc.2013.11.004

Rosenbaum, L. (2015). Being like Mike—Fear, trust, and the
tragic death of Michael Davidson. New England Journal of
Medicine, 372, 798-799.

Rossi, J., Swan, M. C., & Isaacs, E. D. (2010). The violent or
agitated patient. Emergency Medicine Clinics of North
America, 28, 235-256.

Sessler, C., Gosnell, M., Grap, M., Brophy, G., O’Neal, P.,
Keane, K., . . . Elswick, R. K. (2002). The Richmond
Agitation-Sedation Scale validity and reliability in
adult intensive care unit patients. American Journal of
Respiratory and Critical Care Medicine, 166, 1338-1344.

Shapiro, J., & Galowitz, P. (2016). Peer support for clini-
cians. Academic Medicine, 91, 1200-1204. doi:10.1097/
ACM.0000000000001297

Simpson, S. A., Joesch, J. M., West, I. 1., & Pasic, J.
(2014). Who’s boarding in the psychiatric emergency
service? Western Journal of Emergency Medicine, 15,
669-674.

Stewart, K., & Hand, K. (2017). SBAR, communication and
patient safety: An integrated literature review. Medsurg
Nursing, 26, 297-305.

Stolldorf, D. P., Havens, D. S., & Jones, C. B. (2016). Sustaining
innovations in complex health care environments: A
multiple-case study of rapid response teams. Journal of
Patient Safety. Advance online publication. doi:10.1097/
PTS.0000000000000239

Stolldorf, D. P., & Jones, C. B. (2015). Deployment of
rapid response teams by 31 hospitals in a statewide col-
laborative. Joint Commission Journal on Quality and
Patient Safety, 41(4), 186-192. doi:10.1016/S1553-
7250(15)41024-4

Thompson, S. R., & Dobbins, S. (2018). The Applicability
of resilience training to the mitigation of trauma-related
mental illness in military personnel. Journal of the
American Psychiatric Nurses Association, 24, 23-34.
doi:10.1177/1078390317739957

U.S. Department of Labor, Bureau of Labor Statistics. (2005).
National Census of Fatal Occupational Injuries in 2004.
Retrieved from https://www.bls.gov/news.release/archives/
cfoi_08252005.pdf

U.S. Bureau of Labor Statistics. (2013). How fo compute a
firm’s incidence rate for safety management. Retrieved
from https://www.bls.gov/iif/osheval.htm

U.S. Bureau of Labor Statistics. (2017). Nonfatal occupational
injuries and illnesses requiring days away from work,
2015. Retrieved from https://www.bls.gov/news.release/
pdf/osh2.pdf

Vitello-Cicciu, J. M., & Quin, M. (2013). Looking through the
eyes of nursing leaders: The Boston Marathon tragedy.
Journal of Nursing Administration, 43, 436-437.

Wax, J. R., Pinette, M. G., & Cartin, A. (2016). Workplace vio-
lence in health care—It’s not part of the job. Obstetrical
& Gynecological Survey, 71, 427-434. doi:10.1097/
0GX.0000000000000334

World Health Organization. (2014). Global status report on
violence prevention 2014. Geneva, Switzerland: Author.

Wyatt, R., Anderson-Drevs, K., & Van Male, L. M. (2016).
Workplace violence in health care: A critical issue
with a promising solution. Journal of the American
Medical Association, 316, 1037-1038. doi:10.1001/
jama.2016.10384


https://www.cdc.gov/niosh/topics/violence/
https://www.cdc.gov/niosh/topics/violence/
http://www.osha.gov/SLTC/workplaceviolence/standards.html
http://www.osha.gov/SLTC/workplaceviolence/standards.html
https://www.osha.gov/Publications/osha3148.pdf
https://www.osha.gov/Publications/osha3148.pdf
https://www.crisisprevention.com/CPI/media/Media/Resources/research/14-CPI-INT-003_empirical.pdf
https://www.crisisprevention.com/CPI/media/Media/Resources/research/14-CPI-INT-003_empirical.pdf
https://www.bls.gov/news.release/archives/cfoi_08252005.pdf
https://www.bls.gov/news.release/archives/cfoi_08252005.pdf
https://www.bls.gov/iif/osheval.htm
https://www.bls.gov/news.release/pdf/osh2.pdf
https://www.bls.gov/news.release/pdf/osh2.pdf

