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ABSTRACT 

The School of Graduate Studies 

The University of Alabama in Huntsville 

 

 

Degree: Doctor of Nursing Practice   College: Nursing 

 

Name of Candidate:  Marilyn Riley 

 

Title:  Reducing Violence in the Emergency Department, Improving Perception of Safety: An 

Aggression Prevention Team Approach 

 

Problem Statement and Purpose: 

Acts of aggression towards nurses has reached never-before-seen levels in Emergency 

Departments (ED) across the United States (US), and it increases by 15% or more every year. 

Nurses and ED staff are subjected to violent patients, daily. Nurses often do not feel they have 

the skills to intervene safely when patients become aggressive, and these behaviors can escalate 

to harmful levels. Nurses must have a safe environment to practice; therefore, it is imperative 

violence stops. This DNP project implements an Aggression Prevention Team (APT) to respond 

in the ED when patients or visitors become aggressive and to improve the nurses’ perception of 

safety.  

Population and Setting: The participants were ED nurses in a rural, 25-bed Critical Access 

hospital. 

Project Design: The purpose of the quality improvement project was to address the clinical 

problem of aggressive patients and the perception of safety among nurses in the ED.  

Evidenced-Based Procedure: This DNP project was the implementation of an APT to intervene 

when patients’ behaviors escalate.  

Evaluation: The nurses’ perception of safety increased based on the mean of the pretest score 

compared to posttest score.  The sample size was nine, and therefore, statistical significance 

could not be determined. There was, however, an increase in reporting WPV incidents and every 

aggressive patient that the APT intervened on, the EMR was flagged.    

Results: Survey was sent to all fifteen RNs. Survey response rate was 60% (n=9). Four questions 

focused on the nurse’s perception of safety. All four questions showed an increase in the mean 

score when pretest and posttest were compared. It can be inferred that by scoring higher after the 

intervention, the nurses’ perception of safety increased. During the 3-month pilot program, the 

APT responded thirteen times. At the conclusion of the pilot, nurses responded with feelings of 

improved perception of safety knowing the team was available in aggressive patient situations. 

Conclusion and Implications: The ED is an environment where WPV occurs on a regular basis. 

The perception of safety is influenced by supports in place, such as nursing supervisor, security 

personnel and the APT.  Implementing an APT in the ED has improved the perception of safety 

among the nurses.  Nurses who care for patients that are aggressive, feel supported by the APT 

and feel more confident in caring for these patients, because they have the additional support the 

APT offers. Nurse leaders should facilitate effective WPV interventions, such as developing an 

APT, and reporting programs to provide nurses with a safe environment to practice.  
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Reducing Violence in the Emergency Department, Improving Perception of Safety: An 

Aggression Prevention Team Approach 

  

Identification of the Problem 

Acts of aggression towards nurses and staff has reached epidemic levels in  

Emergency Departments (ED) across the United States (US) and internationally, with a reported 

increase of 15% or more every year (Hutton, Vance, Burgard, Grace, & Van Male, 2018a).  The 

Occupational Safety and Health Administration (OSHA) (2019), describes workplace violence as 

a behavior or threat of violence, harassment, or threatening gesture that occurs in the work place. 

Nurses and staff who work in ED are subjected to violent patients, daily, and these acts of 

aggression in the ED are a form of workplace violence (WPV). 

  Nurses, often, do not feel they have the skills to intervene safely when patients become 

aggressive, and patient behaviors can escalate rapidly to harmful levels. This aggression can 

begin as verbal threats, cursing, or derogatory words and quickly escalate into a physical 

altercation.  Nurses must have a safe environment to practice; therefore, it is imperative that 

nurse leaders intervene to mitigate the violence (Wong, Ray, & Iennaco, 2019; Zager, Dulaney, 

& Jacobs, 2010).  The purpose of the Doctor of Nursing Practice (DNP) Quality Improvement 

(QI) project was to assess the nurses’ perceptions of safety after the implementation of an 

Aggression prevention Team (APT) to de-escalate patients’’ behaviors. 

Evidence of the Problem 

National Level 

  Nationally, WPV has an estimated annual cost of $4.2 billion (Speroni, Fitch, Dawson, 

Dugan, & Atherton, 2014). WPV accounts for 1.7 million non-fatal assaults each year and results 

in physical, personal, emotional, professional, and organizational consequences.  Organizational 
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consequences include medical treatment costs, and turnover (Hassankhani, Parizad, Gacki-

Smith, Rahmani, & Mohammadi, 2018; Lanctôt & Guay, 2014; Lipscomb & El Ghaziri, 2013; 

Martinez, 2016; McPhaul, London, & Lipscomb, 2013; Mueller & Tschan, 2011; Myers et al., 

2016; Samuels, Hunt, & Tezra, 2018). The costs of WPV are also driven by the treatment costs 

for staff  involved in an incident, missed shifts and long term sequelae such as decreased job 

performance, and morale, staff retention, depression and post-traumatic stress disorder (PTSD) 

(Gillespie, Pekar, Byczkowski, & Fisher, 2017; G. L. Gillespie, Gates, & Fisher, 2015; Hutton, 

Vance, Burgard, Grace, & Van Male, 2018b; Kowalenko, Gates, Gillespie, Succop, & Mentzel, 

2013; Speroni et al., 2014; Yang, Stone, Petrini, & Morris, 2018). According to the Bureau of 

Labor Statistics, (2019), 18,400 workers in the private sector workforce were affected by trauma 

from nonfatal workplace violence significantly enough to require time off from work. The 

Bureau of Labor Statistics (2019), posits that victims of WPV were most often female, 71% 

worked in healthcare and social services, 18% required 31 or more days away from work to 

recover, and 25% required 3 to 5 days away from work.  

Local/Clinical Site 

In the Indiana University Health Frankfort ED, there has been a 100% increase in violent 

patients in the past 12 months.  This increase can be attributed to the high rate of opioid misuse 

in Indiana, and particularly, Clinton County.  The patients who present with violent behaviors are 

under the influence of a substance approximately 25% of the time. These data are collected 

through daily security reports and reported monthly. (Appendix A-IU Health, Frankfort-2019-

Security Data, Appendix B-Security Events-Behavioral Reporting 2019). Patients under the 

influence of a substance, frequently exhibit verbal aggression through the use of foul language, 

and if not de-escalated quickly, can rapidly escalate to aggressive behaviors.   
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In June 2019, the Chief Nursing Officer (CNO), who is the DNP Project Leader, 

identified patient and visitor violence as a strategic priority for 2019 and 2020.  To understand 

the problem, the CNO launched an awareness campaign with all hospital staff.  This campaign 

supported staff to enter incident reports in Clearsight, an incident reporting system, anytime a 

patient exhibited aggressive behaviors. To further increase awareness and staff support, the 

security team was asked to intervene and search any patient that was considered “high risk.” 

Those patients considered high risk include patients under the influence of a substance, patients 

with suicidal ideation, inmates, or any patient acting out. Once these patients are identified, the 

staff call security to search the patient’s belongings for weapons or drug paraphernalia. Because 

these patients are on hospital private property and the security staff are not police officers, they 

have the endorsement to search these high-risk patients’ belongings.  This process has identified 

several safety risks with weapons and substances being found. (Appendix C- Security Searches 

Summary-2019). 

Significance of the Problem 

 The sections below provide details on the significance of the problem to patient care and 

nursing practice. 

The Problem Related to Patient Care 

Patient safety is negatively impacted, directly and indirectly, when nurses who have 

experienced WPV, have higher rates of absenteeism, turnover and lower productivity (Vrablik et 

al., 2019; Weinand, 2010; Weiss, 2016; Wressell, Rasmussen, & Driscoll, 2018; Yang et al., 

2018). Patient care quality is negatively affected when staff are injured and unable to work, 

creating short staffing situations. In these situations, the typical remedy is to utilize per diem or 

float staff to cover the staff absence. These float staff are less familiar with the unit and patients, 
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and experience assaults at three times the rate compared to staff permanently assigned to that 

unit (McPhaul et al., 2013). This cycle of violence and injuries only compounds the problem.  

Exposure to WPV, in any form, may increase the risk of adverse responses by staff, ultimately 

leading to lessened quality care and patient perception that the quality of care is reduced. 

(Lipscomb & El Ghaziri, 2013).  

The Problem Related to Nursing Practice 

Nurses are vulnerable to verbal violence by patients or visitors. Repeated verbal abuse 

can lead to nurses feeling unsafe in the work environment.  Many nurses do not identify or 

perceive verbal abuse as WPV, because no one was physically injured.  This perception of WPV 

perpetuates the problem. This violence has many consequences, including psychological and 

physical stress, compassion fatigue, and burnout and could ultimately result in the nurse leaving 

the organization or the profession entirely (Bourgault, 2019; McPhaul, Vanhoy, Perdue, Moore, 

& Handelman, 2011).   

Significance of the Project to the Problem 

  Workplace violence is a complex issue in healthcare, based on multiple factors, such as 

lack of resources for mental health, the opioid epidemic, hospital understaffing, perceptions that 

management does not support nurses, and lack of education and training for staff that leads to a 

culture and belief that violence is a part of the job (Sever, 2019). The time is now for nurse 

leaders to address the issue of WPV with interventions shown to mitigate violence.  One widely 

accepted intervention in healthcare settings that is particularly successful in the ED is using a 

response team to intervene and support the staff in violent situations (Kelley, 2014; Elizabeth L. 

Pestka et al., 2012; Wong, Wing, Weiss, & Gang, 2015; Zicko, Schroeder, Byers, Taylor, & 

Spence, 2017).   
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  Using rapid response teams in medical emergencies is widely accepted in healthcare 

settings.  The same concept can be applied when using a behavioral emergency response team 

(BERT), a relatively new concept in healthcare.  Having a multidisciplinary and comprehensive 

approach to aggressive patients rather than a show of force with security personnel can be more 

appropriate (Parker, 2019).  A BERT code deploys a team to de-escalate an aggressive situation 

and provide a safe environment for staff and patients (Ambrose, Wing, Weiss, & Gang, 2015; 

Loucks, Rutledge, Hatch, & Morrison, 2010; Parker, 2019; Elizabeth L. Pestka et al., 2012; 

Wong et al., 2015; Zicko et al., 2017). To date, the research reports of behavioral emergency 

response teams show promising outcomes such as a decrease in restraint use, reduction in WPV, 

decrease in active violence codes and total number of calls, and a decrease length of stay. 

Additionally, these teams improve overall staff morale and positively affect staff perception of 

safety (Ambrose et al., 2015; Loucks et al., 2010; Parker, 2019; Elizabeth L. Pestka et al., 2012; 

Wong et al., 2015; Zicko et al., 2017). Furthermore, the teams can be successfully implemented 

with little to no additional costs to the organization and use existing hospital personnel (Parker, 

2019).    

Because of the increase in aggressive patients in the ED, at the IU Health Frankfort 

Hospital, the CNO developed a Health and Safety Taskforce. This taskforce started its work in 

April 2019 as a multidisciplinary group including RNs, Nursing Supervisor, CNO, Security 

Supervisor, Chaplain, Facilities Manager, Educator, Registrar, Quality Manager and Risk 

Manager. This taskforce was charged with understanding the level and frequency of violent 

occurrences in the ED.  When the taskforce was developed, a gap analysis was conducted and 

revealed there was not a policy in place regarding patient or visitor behaviors, nor did staff 

understand the need to report WPV incidents. Because of the gap analysis, the Patient and 
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Visitor Behavior Policy was developed in late 2019. (Appendix D-Patient and Visitor Behavior 

Policy).  Since its inception, the taskforce has focused on understanding the reporting and 

frequency of events, supporting staff, and developing policies. (Appendix E- Health and Safety 

Taskforce Charter and Goals for 2019 and 2020).   

 The staff at IU Health Frankfort Hospital are trained annually on verbal de-escalation 

techniques. The staff are not trained on how to de-escalate a situation once it has elevated into a 

physical altercation. When staff are involved with aggressive patients, they feel unsafe. This 

perception of feeling unsafe, has been expressed to the CNO during leader rounds and in staff 

meetings. The ED nurses have also expressed that they do not feel safe when there is no security 

officer or nursing supervisor in the building to intervene when aggressive patients are in the ED. 

The RNs perception of safety is a valid concern, particularly with the increase in violent patients.  

The CNO, identified the issue of patient and visitor violence as a top priority and has 

committed to providing the necessary resources to develop a program to mitigate the violence 

(Riley, 2019). Funding was necessary to support the increased staffing of Nursing Supervisor 

and Security Officer.  The financial impact is due to adding a 0.3 FTE to the Security budget and 

a 0.3 FTE to the Nursing Administration budget.  The approximate cost of adding both these 

FTEs is $68,000, annually.  These two additional FTEs have been added and allocated in the 

2020 budget.  On February 1, 2020, both FTEs were secured and there is now 24-hour per day 

coverage for both the Nursing Supervisor and the Security Officer roles. 

PICOT Question 

To address this clinical problem, of WPV, this DNP project was developed based on the 

following PICOT question: 
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Does the implementation of an Aggression Prevention Team (APT), affect nurses’ 

perception of safety in the work environment, the reporting of WPV incidents, and the 

identification of high-risk patients in the EMR, over a period of three months?  

Synthesis of the Evidence 

Search Strategy 

 A literature search was conducted with keywords: Workplace Violence, Healthcare, 

Interventions, Nurses, Emergency Department, Perception, Safety, Prevention and Mitigation. 

Databases used included: The Cumulative Index to Nursing and Allied Health Literature 

(CINAHL) PubMed (Medline), and OVID Nursing Journals were searched for articles. This 

literature review was conducted to explore and understand the literature related to successful 

mitigation of WPV, and to develop interventions supporting staff and patients.  This literature 

review included relevant studies related to WPV affecting nurses in the ED, how WPV affects 

perceptions of safety and the interventions to address WPV.  Of the 365 articles found within this 

search, 99 were relevant and reviewed for this DNP project.   

Inclusion and Exclusion Criteria 

The purpose of this literature review was to find applicable, primary, secondary, 

systematic literature reviews, and guidelines related to WPV affecting nurses in hospital EDs, 

nurses’ perception of safety, and the interventions addressing WPV. The studies chosen for this 

literature review primarily focus on hospital EDs and ED nurses. To narrow the review, and 

because of the differences in international healthcare settings, this review only included studies 

in U.S. hospitals. Findings from the literature search revealed that WPV impacts the staff in the 

entire hospital and is influenced by the hospital culture (Evans, 2017). Because WPV reduction 
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strategies must be broad enough to include hospital culture, relevant studies which focused on 

hospital safety culture were included to view the hospital as a whole.  

Workplace Violence Reporting 

Reporting WPV is, in part, an element of the overall problem (Speroni et al., 2014).  

While the incidence of violence in EDs varies according to the definition used, the actual 

reporting of violence is a substantial factor in obtaining a precise rate of occurrence.  Several 

articles identify under reporting of WPV due to the perception of harm, staff feeling it is part of 

the job, or excessive paperwork (Schnapp et al., 2016; Speroni et al., 2014; Taylor & Rew, 2011; 

Wressell et al., 2018; Yang et al., 2018). Nurses may not report WPV due to barriers such as: a 

workplace culture that does not support a zero-tolerance policy, a perception that violent events 

are accepted, a lack of standard definition of WPV, fear of being blamed for the incident, or lack 

of awareness of the reporting system (Gacki-Smith et al., 2009; Hogarth, Beattie, & Morphet, 

2016; Hyland, Watts, & Fry, 2016; Kvas & Seljak, 2014; J. Morphet, Griffiths, Beattie, 

Velasquez Reyes, & Innes, 2018; Julia Morphet, Griffiths, & Innes, 2019; Schwartz & 

Bjorklund, 2019; Speroni et al., 2014; Swanson, 2014; Taking a Stand Against Workplace 

Violence, 2017; Taylor & Rew, 2011; Vos, 2020).   

According to the United States Bureau of Justice Statistics (2019), the reported rate of 

WPV among nurses was 3.9%.  The literature describes variations in the reporting of WPV rates 

and correlate decreased rates of reporting associated with nurses feeling lack of support from 

leaders, believing nothing will be done or having a negative experience with the reporting 

process (Ahc, 2018b; Arnetz, Hamblin, Ager, Aranyos, et al., 2015; Arnetz, Hamblin, Ager, 

Luborsky, et al., 2015; Findorff, McGovern, Wall, & Gerberich, 2005; Gacki-Smith et al., 2009; 

Hogarth et al., 2016; Hyland et al., 2016; Kvas & Seljak, 2014; J. Morphet et al., 2018; Julia 
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Morphet et al., 2019; Speroni et al., 2014; Swanson, 2014; Taylor & Rew, 2011; van Melle, van 

Stel, Poldervaart, de Wit, & Zwart, 2018; Vos, 2020; Weiland, Ivory, & Hutton, 2017).  

To improve the rates of reporting WPV, nurse leaders need to better understand the 

reasons why nurses do not report the events when they occur, and need to better comprehend the 

factors nurses consider when deciding to report or press charges when patients are involved. 

Nurses are hesitant to report these events, particularly when those patients are mentally impaired 

or have an altered level of consciousness and violence from patients and visitors is often 

accepted in this fast-paced, stressful work environment (McPhaul et al., 2013).   

Reporting mechanisms can be surveys, questionnaires, or incident reports. The 

Emergency Nurses’ Association (ENA) and the American Hospital Association (AHA) have 

developed questionnaires that can identify nurse’s level of perceived safety, prevalence, and rate 

of occurrence of WPV (J. Morphet et al., 2018; Speroni et al., 2014; Taylor & Rew, 2011).   

Nurses’ Perception of Safety 

In 2009, the ENA conducted a large workplace violence surveillance study, in which they 

collected data from ED nurses on a quarterly basis. This online survey focused on WPV and the 

how they responded to the violence. These data were collected in a cross-sectional study 

including over 3000 ENA members. The study was aimed at understanding emergency nurses’ 

experiences and perceptions of WPV.  Based on the results of that study, the ENA developed 

several evidence-based resources to help address and mitigate violence in the ED (Gacki-Smith 

et al., 2009; McPhaul et al., 2013; Medicine, 2015). Several studies in the literature review, 

referenced the ENA study and the perceptions of nurses related to WPV.  Nurse leaders can use 

the results from this large study to develop strategic plans to identify WPV, support nurses in 

reporting WPV, and implement strategies to mitigate the violence.   
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The Joint Commission (TJC) describes measures organizations must take to ensure a safe 

working environment for staff.  In the Safety Culture Project, were workplace safety, patient 

safety and safety culture were identified as elements organizations should incorporate into their 

culture (Stockwell, 2018). Patient safety and staff/workplace safety are necessary in 

organizations because, patient safety cannot be achieved without workplace safety.  Many patient 

safety lessons learned can easily be applied to workplace safety.  A WPV mitigation program can 

be sustained when the organization’s culture is focused on safety (Dewi, 2018; Stockwell, 2018; 

Wong et al., 2019).   

Nurses’ perception of safety in the workplace is multifactorial.  Nurses’ perceive a safe 

environment when they have security staff present or readily available.  Besides security staff 

presence, nurses perceive an increase in safety when the environment is not crowded, noisy or 

there are not long wait times, and they have control of visitors coming into the unit (J. Blando, 

Ridenour, Hartley, & Casteel, 2015; J. D. Blando, O’Hagan, Casteel, Nocera, & Peek‐Asa, 

2013).   

Patient characteristics related to aggression 

Patient behavior, patient care, and situational events emerged as common elements in 

several studies. These studies identified factors that influence WPV as patient behavior and/or 

history of violence, work demands, unit rules, and lack of violence prevention programs and 

training (Park, Cho, & Hong, 2015; Vandecasteele et al., 2015; Wolf, Delao, & Perhats, 2014).  

Violence in a healthcare environment may stem from a confused, distressed, mentally ill, 

or intoxicated patient. Patients under the influence of a substance are at higher risk for violent or 

aggressive behaviors and gestures towards staff (Ahc, 2018a, 2018b; Bresler & Gaskell, 2015; 
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Gillespie, Gates, & Berry, 2013; Powley, 2013). Patients who exhibit violent behaviors in the 

ED, often are under the influence of a substance.  

These substances can range from methamphetamines, opioids, cocaine, and synthetic 

cathinones, such as bath salts.    Methamphetamine, also known as crystal meth or ice, is 

recognized for its association with violent behavior (McKetin et al., 2014).  Violence associated 

with methamphetamine use is characterized by its unpredictable and often bizarre behaviors, that 

can cause drug induced paranoia (Armenian et al., 2019).   

Opioids and cocaine usage have been linked to violent behaviors and blunt force trauma 

injuries (Armenian et al., 2019). Several studies support that patients who use these substances 

exhibit aggressive behaviors, violent outbursts and paranoia (Hamilton & Goeders, 2010; 

McKetin et al., 2014; Tyner & Fremouw, 2008).  

Patients with a history of violence are more likely to become violent (Alexandercikova et 

al., 2013; Friedmann et al., 2008; Hegney, Tuckett, Parker, & Eley, 2010). One of the most 

substantial risk factors for violent behaviors is a history of violence (Alnıak, Erkıran, & Mutlu, 

2016). Patients with a history of previous violence should be identified in the EMR so staff can 

be proactive when caring for them. By identifying the patients in the EMR, staff can know the 

history of violence and take steps necessary to protect themselves and others. Schmidt et al. 

(2019) suggested the need for a comprehensive and ongoing risk assessment and recommended a 

flag within the electronic medical record to indicate a history or risk of violent behaviors.  This 

best practice was echoed by the Emergency Nurses Association (2020). 

Workplace Violence Guidelines/Toolkits 

Several nursing organizations have developed position statements or toolkits to address 

this issue. The American Nurses Association (ANA) (2015), published a position statement on 
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incivility, bullying, and workplace violence outlining specific responsibilities for both registered 

nurses and employers. The ANA (2019) recently launched the #EndNurseAbuse Campaign as a 

call to action for all nurses, healthcare providers, and organizations to support nurses and end 

workplace violence.  The American Organization of Nurse Leaders (AONL) and Emergency 

Nurses Association (ENA) developed guiding principles and a toolkit to mitigate violence in the 

workplace (Medicine, 2015).     

The AONL and the ENA have developed eight Guiding Principles for mitigating violence 

in the workplace. These include:  

• Violence can and does happen everywhere 

• Healthy work environments promote positive patient outcomes 

• All aspects of violence, including those involving patients, families, and 

colleagues, must be addressed 

• A multidisciplinary team is needed to address WPV 

• Everyone in the organization is accountable for upholding behavior standards 

• When members of a healthcare team identify an issue that contributes to WPV, 

they have an obligation to address it 

• A culture shift requires intention, commitment, and collaboration of nurses with 

other healthcare professionals at all levels 

• Addressing WPV may increase the effectiveness of nursing practice and patient 

care  

• Interventions to address WPV range from education to development of response 

teams to de-escalate the situation when aggression occurs. (Medicine, 2015, p. 

280). 

 

 

Under The Joint Commission’s (TJC) Sentinel Event policy, “rape, assault (leading to 

death, permanent harm, or severe temporary harm), or homicide of a patient, staff member, 

licensed independent practitioner, visitor, or vendor while on site at an organization is a sentinel 

event that warrants a comprehensive systematic analysis” (Sentinel Events, 2017, p. 1). They  

support that every organization will “specifically define acceptable and unacceptable behavior 

and the severity of harm that will trigger an investigation” (Sentinel Events, 2017, p. 1). 
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Workplace Violence Interventions 

Several studies in the literature focus on the interventions aimed at addressing WPV.  

Interventions include education programs for staff on identification, de-escalation techniques, 

and preparation to manage violent or aggressive patients, and development of response teams.  

Findings from these studies are similar to other reports in the literature suggesting that with some 

basic training, nurses can be more prepared to manage aggressive situations (Beech & Leather, 

2006; Mikalonis, 2018; Nachreiner et al., 2005; Wolf et al., 2014; Wressell et al., 2018).   

De-escalation 

Several studies support de-escalation techniques and behavioral intervention teams 

(Gerdtz et al., 2013; Mavandadi, Bieling, & Madsen, 2016; Robbins, 2019; Schwartz & 

Bjorklund, 2019; Wong et al., 2015).  De-escalation strategies should be employed as the first 

line of defense when experiencing aggression and/or potential violence in the healthcare 

workplace.  Organizations need to develop a comprehensive program of continuing professional 

education on de-escalation and aggression management, skill acquisition, peer mentoring and 

support.  

Behavioral Emergency Response Team 

Behavioral Emergency Response Team (BERT) is one intervention that has demonstrated 

success in non-psychiatric settings (Zicko et al., 2017). In non-psychiatric settings, these teams 

are a relatively new concept. The behavioral intervention team can assist and support the care 

team when patients become aggressive. In studies identifying BERT as a viable option to 

mitigate WPV, researchers found that de-escalation of the violent event and support of staff 

when aggressive behaviors occur are necessary in areas of the hospital where violence takes 

place (Angland, Dowling, & Casey, 2014; Ashton, Morris, & Smith, 2018; Casey, 2019; Hartley, 
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Ridenour, Craine, & Morrill, 2015; Martinez, 2016; Powley, 2013; Ramacciati, Ceccagnoli, 

Addey, Lumini, & Rasero, 2016; Rintoul, Wynaden, & McGowan, 2009; Robbins, 2019; Wong 

et al., 2015; Zicko et al., 2017).   

According to Pestka, Hatteberg, Larson, Zwygart, Cox, and Borgen (2012), they 

described the implementation of BERT, and concluded this valuable intervention is not only an 

excellent resource for staff to utilize in behavioral emergencies to improve patient and staff 

safety, it also increases staff satisfaction. Zicko et al. (2017), published an article about initiating 

a BERT in a non-behavioral health unit that resulted in a decrease in restraint usage and 

significant decrease in staff assaults. The researchers determined that a BERT initiative can offer 

a significant resource team which increases patient and staff safety in facilities with or without a 

mental health unit. In a similar study by Kelly (2014), the implementation of an emergency 

department rapid response team reduced patient violent behaviors and provided support for team 

members.  The mission of the team was to provide the best care to behavioral patients by 

responding when patients’ behaviors escalated.   

These teams are similar to rapid response teams (RRTs) “that were initially developed to 

prevent deaths outside critical care units by providing specialized resource teams who could 

respond to patients in emergent situations” (Loucks et al., 2010, p. 60). These teams support the 

initiatives of The Joint Commission and the National Patient Safety Goals (2018), that require a 

method to enable staff members to gain assistance from specialty personnel when they have 

recognized a potentially worsening change in patient condition.   

These multidisciplinary teams assist staff during escalating situations, and by 

implementing a behavioral emergency response team (BERT), the nurse’s perception of safety 

improves due to the support the team provides (Parker, 2019). According to Pestka et al., (2012), 
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the most common situation for team intervention is with verbally aggressive patients.  The team 

can respond and use techniques to calm and help the patient refocus (Chappell, 2015; Stempniak, 

2017). Once the team arrives, they try de-escalation and if that fails, they move through other 

interventions including medications and restraints (Chappell, 2015; Stempniak, 2017). 

Stempniak (2017) stated that behavior response teams were reported as effective and with the 

team in place, 75% of the nurses reported feeling an increased sense of support and safety. 

Practice changes related to behavioral emergency response teams (BERT) or APT, are 

evolving. More organizations are implementing these teams to support the staff, patients and 

reduce the violence in the ED. Studies support the development of programs and procedures on 

how to prevent, intervene, investigate, and report patient violence against healthcare workers.  

These interventions will not eliminate the problem, but will provide support for staff and a safer 

work environment (Warren & Warren, 2017; Wong et al., 2019; Wong et al., 2015; Wressell et 

al., 2018).   

Conceptual Framework 

 The revised Iowa Model of Evidence-Based Practice framework was used for 

implementing the Aggression Prevention Team. This framework is commonly used for the 

evidence-based practice implementation and was introduced in the early 1990s by a group of 

nurses from the University of Iowa Hospitals and Clinics to direct clinicians how to improve 

quality care. The framework included ten steps involving the three main key decision points: “(a) 

Is this topic a priority? (b) Is there sufficient evidence? (c) Is change appropriate for adoption in 

practice?” (Buckwalter et al., 2017, p. 178).  

By applying this framework to the DNP project, the three decision points listed can be 

answered:  
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Is this topic a priority?  

• At Indiana University Health Frankfort Hospital, there has been a 100% increase 

in violent events in the ED.  The Health and Safety Taskforce was developed by 

the CNO and implemented at the hospital in April 2019.  The CNO collected data 

from daily incident reports to understand the depth of the violence in the ED.   

Is there sufficient evidence?  

• The evidence was collected from the literature review and data from the hospital’s 

daily incident reports. The evidence identified the problem and the gaps. This 

evidence supports the need for the project. 

Is the change appropriate for adoption in practice?  

• The literature supports the implementation of a response team to support staff and 

mitigate the violence in the ED. This intervention has demonstrated effectiveness 

in other ED in the US, and therefore implementation in the IU Health ED during 

this project, promote adoption into practice. These key decisions are crucial for 

the success of this project.  The revised Iowa Model for evidence-based practice 

to promote excellence in healthcare is shown in Appendix F-Iowa Model 

(Buckwalter et al., 2017).  

Project Design 

 This quality improvement project was developed after an extensive review of the 

literature pertaining to WPV in the ED, nurses’ perception of safety and the interventions to 

address and mitigate the violence. The purpose of the DNP project was to address the clinical 

problem of aggressive or violent patients in the ED and understand nurses’ perception of safety 

in the ED.  This project was designed to assess the nurses’ perceptions of safety, after 
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implementing the Aggression Prevention Team (APT) to intervene when patients’ behaviors 

escalate.   

Setting 

 This DNP project was conducted at Indiana University (IU) Health Frankfort Hospital, 

located at 1300 South Jackson Street, Frankfort, Indiana.  Frankfort Indiana is a rural city in 

Clinton County, with approximately 32,000 residents, of which, 30% are of the Hispanic or 

Latino heritage. The median household income of Clinton County residents is $51,659.   

The hospital is a 25-bed, critical access hospital with an eight-bed ED that is full service 

and available to the community, 24 hours per day, 7 days per week. The daily census averages 

twenty-five patients, nearly 9,500 ED visits per year. The medical conditions seen in the ED 

vary. Patients present with complete cardiac arrest, S-T Elevated Myocardial Infarction 

(STEMI), drug overdoses, suicidal ideation, mental health disorders, minor medical conditions 

such as, sprained ankle and streptococcus pharyngitis. The ED cares for patients of all ages, 

ethnicity, and socioeconomic status.  

The staffing model for the ED is two Registered Nurses, one Unit Support Tech 

(unlicensed assistive personnel), and one ED Board Certified Physician. There is also a Nursing 

Supervisor in house, 24 hours per day, 7 days per week.  The Nursing Supervisor is responsible 

for throughput, assessing critical patients, assisting staff with tasks, assisting with transferring 

patients to higher levels of care, and intervening in aggressive situations.  There is a security 

officer in the hospital 24 hours per day, 7 days per week. 

 This project has the complete support of the President and CNO.  Having complete 

support of the Executive Leadership at IU Health Frankfort, the financial resources, and nursing 

staff support will facilitate the implementation of the project.   
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Population/Participants 

 The population studied was the ED RNs.  15 nurses were eligible to participate, including 

full- and part-time, and per diem nurses.  The average tenure of RNs in the ED is eight years. 

Nine nurses hold a baccalaureate in nursing, six hold an associate degree in nursing. One nurse is 

certified in emergency nursing. Consent was implied upon completion of the survey, meaning 

that nurses could opt out by not completing the survey. With the DNP project leader being the 

CNO, additional caution was taken to ensure that the RNs perceived their participation to be 

voluntary and anonymous. A brief description of the survey intention and voluntary participation 

was included in the email sent to participants. (Appendix G-Email sent to participants) The APT 

intervention was applied to patients in the ED with aggressive behaviors when RNs felt they 

needed additional support beyond verbal de-escalation techniques already in place. 

Design 

This DNP project design was a single site, quality improvement project.  Before and after 

implementing the intervention, the project participants received the Workplace Violence Staff 

Assessment Survey (2017). The project leader used this survey tool to understand the perceptions 

of safety among the ED nurses, how often violence occurs, and how nurses define WPV. The 

intervention implemented was the APT, and the ED nurses were surveyed three months’ post 

intervention and compared to the pre-intervention survey responses. The project design included 

monitoring quality and safety outcomes through the daily Clearsight incident reporting system 

and the daily Safety and Security Reports. In addition, using the PDSA cycle allowed the team to 

slightly change the process to improve. Continual evaluation and re-evaluation of the process is 

critical, as this information can be shared with the key stakeholders to determine success of the 

workplace violence initiative. 
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 Institutional Review Board (IRB) approval was received from IU Health on April 29, 

2020 and from the University of Alabama in Huntsville on May 23, 2020. The survey was sent 

by the DNP project leader to all RNs in the ED via their organizational email on June 1, 2020.  

The post-intervention survey was sent using the same method on September 1, 2020. 

Education  

Education was provided to all RNs, support staff and the members of the response team 

described below. It was provided by the CNO/DNP project leader and the Clinical Educator, and 

began with statistical information on the depth and breadth of the WPV problem both nationally 

and locally. Additional training was provided to the nursing supervisors on how to enter a 

designation into the EMR to flag the chart of patients who have exhibited aggressive behaviors.  

This helps identify those patients with a propensity of violence, so staff can be proactive in their 

interactions. (Appendix-H- Education PowerPoint) 

Aggression Prevention Team Development 

To reduce violent behaviors exhibited by patients in the ED, a multidisciplinary response 

team was developed.  The APT includes: RNs, security, chaplain, nursing supervisor, facilities 

personnel, and nurse manager. This multidisciplinary team supports the staff and patients in 

aggressive or violent situations. The APT is available 24-hours a day, seven days a week to 

intervene when patients exhibit aggressive or violent behaviors. Target behaviors are potentially 

disruptive or threatening actions of individuals with a psychiatric history or other patients who 

compromise the safety and well-being of themselves, other patients, visitors, or staff members. 

Once an aggressive or violent situation is identified, staff activate the team by an 

overhead page. Standard work was established with step by step instructions on how and when to 

call the APT. (Appendix-I-APT Standard Work-Nursing Supervisor and Appendix J- APT Call 
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Tree-Process for calling APT)) The team arrives and has a pre-huddle with the bedside nurse and 

MD to understand the situation and develop an individualized plan for the patient. After the 

event, the Nursing Supervisor or the Security officer lead the team in a debrief to understand 

what went well, what could be improved, and if anyone was injured. This debrief is essential in 

identifying any gaps in the process. (Appendix K-APT Debrief tool). The team roles must be 

clearly delineated and defined, so everyone on the team understands their role and the 

expectations. The APT members and roles are outlined in Table 1. 

All calls are logged by the hospital operator, who announces the event overhead to alert 

the team of the situation and the location. The call log was reviewed weekly and correlated with 

the completed debrief tools to understand the number of calls, and trends in time of day, staffing 

levels, and other environmental factors that could influence the need for the APT. 

To ensure fidelity of the team and the intervention, the DNP leader was also notified of 

each call to the APT.  The DNP project leader responded to the incident and observed the 

process during normal working hours. This was documented in an audit tool that confirms the 

team was meeting the objectives of the project and performing as expected. (Appendix-L-APT 

Audit Tool) 

Evidenced-Based Procedure 

The evidence supports a multifaceted approach to addressing WPV in the ED. The 

evidence-based procedure selected for this DNP project was the implementation of an 

Aggression Prevention Team. The steps in implementing the Aggression Prevention Team are 

outlined below.   
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Recruit participants.  

In this QI project, all the ED RNs were invited to participate.  Once IRB approvals were 

obtained from both IU Health and UAH, the RNs in the ED at IU Health Frankfort were invited 

to participate in this project. (Appendix M-Indiana University IRB Approval Letter, Appendix N- 

University of Alabama in Huntsville IRB Approval Letter) 

Develop the APT.  

This team is a multi-disciplinary response team to intervene when an aggressive patient 

presents in the ED.  A standard work process and a debrief tool has been developed to ensure 

consistency with the team’s response to aggressive or violent situations.  

Educate the APT and nursing staff.  

Education was provided using the electronic education platform (ELMs), in-person small 

groups with PowerPoint slides, discussion and hands on to identify how to call an APT response, 

how to enter a flag into the EMR, and how to de-escalate aggressive behaviors.  

Implement the APT.  

The APT was implemented for a three-month pilot in the ED. With each APT response, 

the team would pre-huddle and debrief to understand how the process worked and what could be 

improved.   

Obtaining measurements/measuring outcomes. 

In this project, the main outcomes measured were: 

• RNs improved perception of safety  

• Reporting aggressive behaviors/WPV incidents 
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• Identify aggressive patients in the EMR via a flag 

Instrument 

 The instrument used to assess perception of safety was the American Hospital 

Association, Workplace Violence Staff Assessment Survey (2017). This survey tool is a 17-

question survey with Likert scale, open ended, free text, yes/no, and 8 demographic questions 

were added. (Appendix-O Tools Used-American Hospital Association-Workplace Violence Staff 

Assessment Survey and Appendix P-Demographic Questions). 

There is no data available related to reliability and validity. To gain face validity, the 

survey tool was sent to seven emergency department nurse experts for their input. The results of 

the face validity indicated that all seven nurses who evaluated the survey, found it was valid for 

the project. This survey tool has been used by many organizations since it was introduced to the 

public in 2017. This survey tool is publicly shared by the American Hospital Association on their 

website. No permission was required as it is readily available by the organization to anyone who 

would like to use it in their facilities (A. H. Association, 2017).  

As an employee of the clinical site, the DNP project leader reduced survey bias by using 

an established tool that has consistent questions. To reduce overall survey bias, the DNP leader 

remained objective by having multiple people review and interpret these data, having the results 

reviewed by the Health and Safety Taskforce members, and verifying these data sources.   

For this project, the questions were transferred to Survey Monkey, an online secure 

platform, and stored on a hospital issued computer that is password protected with two-factor 

authentication. Electronic surveys contain de-identified data only. Each participant chose their 

own, unique, 4-digit code to use in both the pre and posttest survey completion. There is no 

specific identifying data on the survey, such as name, however, gender was one of the 
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demographic questions. With a small sample size, care was taken to provide anonymity. The list 

of participants 4-digit codes assisted the project leader in understanding who took the survey pre 

and post intervention.  This list is stored on a hospital computer for one year after the project is 

complete. IP addresses were not collected.  There was no Protected Health Information (PHI) or 

Health Insurance Portability and Accountability Act (HIPAA) identifiers.   

 Other tools used by the organization since 2017 include, the Daily Clearsight incident 

reports, and daily security reports. Staff are encouraged to enter an incident report in the 

Clearsight incident reporting system any time a potential or actual safety event occurs. As part of 

the Culture of Patient Safety, staff are encouraged to “see something, say something”. These 

events are shared daily with the leaders in all departments, and the risk manager. The risk 

manager trends these data monthly. (Appendix-Q, Incident Reports-Summary 2019) The manager 

of the department where the event occurred, takes action on the reported event by gathering facts 

and, forwarding the incident to the Nursing Peer Review Council, Medical Standards Council, or 

Safety Event Classification Committee for further review.  

Data Collection 

 Data was collected using several methods: some are already in use, and other new 

methods were developed for this project. Sources of data collection for this project included the 

Daily Clearsight incident reports, Daily Security Reports, weekly EMR audits, weekly review of 

APT calls/debrief tool, and the Workplace Violence Staff Assessment Survey pre and post 

intervention survey results.  

Daily Incident Reports and Security Reports. 

The incident reports and security reports were reviewed by the CNO/DNP Project 

Leader, along with the nurse manager and the security supervisor. Data was collected from these 
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reports daily, and the seven-day mean was generated into a weekly report. This weekly run chart 

was reviewed for data trends.  These data were compared to the baseline data from 2019.  With 

an increased awareness by staff of the problem, it was likely and expected that the reporting of 

aggressive incidents would increase at the beginning of the project.   

 Weekly EMR Audit.  

A weekly audit in the EMR of aggressive patients’ charts was employed to identify if a 

flag was entered. The patient’s chart was flagged in the EMR when the APT responded to an 

event and the patient was violent or aggressive. These data were plotted on a run chart to 

establish trends.  

Weekly review of APT calls. 

Data were collected on the number of times the APT was called. A debrief tool was 

reviewed by the Health and Safety Taskforce, monthly, to identify trends, such as time of day 

events occur, days of the week, or personnel involved.  

Evaluation 

Data was collected and analyzed using pretest and posttest scores on the Workplace 

Violence Staff Assessment Survey. The paired t-test was used to understand statistically 

significant differences between pretest and posttest scores.  Along with the survey results, the 

monitoring of daily incident reports and Safety and Security reports were used to identify if there 

is an increase or decrease in the reports and the number of patients who the APT intervened on, 

and number of EMR flags. These data gave the DNP project leader an understanding of how the 

nurses perceive the practice environment, how and when nurses report incidents and how and 

when nurses flagged the EMR.   
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Results 

 The pre-intervention survey was sent to all fifteen ED nurses.  The survey response was 

60%, n=9 surveys were completed and returned. The post-intervention survey response was 

60%, n=9 surveys were completed and returned. The data was correlated using IBM Statistical 

Product and Service Solutions (SPSS) and the paired t-test.  On the survey, four questions focus 

on the nurse’s perception of safety.  The pretest and posttest results were correlated for 

significance.   

Demographic characteristics of survey participants indicate they were primarily female, 

88% (n=8), and 12% (n=1), male and 100% (n=9),  22.22% (n=2) had been a nurse 1-3 years, 

11.11% (n=1), had been a nurse 3-5 years, 22.22% (n=2), had been a nurse 5-9 years, 11.11% 

(n=1), had been a nurse 15-25 years and 33.33% (n=3) had been a nurse for over 25 years.  

Additionally, all nurses indicated they had worked at Indiana University Health between 1-9 

years.  Participants indicated their ages between 25-64.  All nine participants reported they had 

personally experienced some form of WPV in the past. Of the nine nurse participants, 88.89% 

report increased perception of safety in the in ED after the implementation of the APT.  (Figures 

1-6, Demographics and WPV Definition and Experience) 

Questions 10, 11, 12, and 13, all focus on the nurse’s perception of safety in various areas 

in the ED. The nurses were asked to rank their level of perceived safety, on a scale of 0-100. 

Zero, meaning not safe at all to 100, feeling completely safe. The statistical results of each 

question are below. 

Question 10, “Rate how safe you feel from WPV in the ED overall”. The mean score on 

the pretest was 71.89. The mean score on the post test was 76.11.  This is an increase of 4.22 in 
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the mean. Although sig= 0.005, (p<0.05) with an N-size of 9, statistical significance cannot be 

established. (Table- 2) 

Question 11, “Rate how safe you feel in exams rooms.”  The mean score on the pretest 

was 64.78. The mean score on the post test was 69.44.  This is an increase of 4.66 in the mean. 

(Table-3) 

Question 12, “Rate how safe you feel in the trauma rooms.”  The mean score on the 

pretest was 65.67. The mean score on the post test was 71.11.  This is an increase of 5.44 in the 

mean. (Table-4) 

Question 13, “Rate how safe you feel in the psychiatric room.” The mean score on the 

pretest was 55.67. The mean score on the post test was 66.00. This is an increase of 10.33 in the 

mean.  Although sig= 0.007, (p<0.05) with an N-size of 9, statistical significance cannot be 

established. (Table-5) 

 Question 15 was aimed at understanding the nurse’s reporting of WPV. The question 

asks, “If you have experienced WPV while working at this facility, did you formally report the 

occurrence(s)?  Pretest responses were; 22.22% (n=2), responded “No, I do not formally report 

the occurrences.”  55.56% (n=5) responded “Yes, I formally reported some of the occurrences.” 

And 22.22%, (n=2) responded “Yes, I formally reported any occurrence of WPV.”  Posttest 

responses: participants responding “No” were 11% (n=1), 44.44% (n=4) responded “Yes, I 

formally reported some of the occurrences, and 44.44% (n=4) responded “Yes, I formally 

reported any occurrence of WPV. (Figure-7-WPV Reporting) 

 Question 22 is aimed at understanding if WPV has increased, decreased or remained the 

same over the past year.  Pretest responses indicate that 55.56 (n=5) feel that WPV has increased, 

11.11% (n=1), indicated WPV has decreased, and 33.33% (n=3) indicate that WPV has remained 
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the same.  The posttest responses indicate that 88.89% (n=8) feel that WPV has increased over 

the past year, while 11.11% (n=1) indicate that WPV has decreased and zero participant 

indicated that it has remained the same.  The majority of nurses completing the posttest, indicate 

they feel WPV has increased over the past year. (Figure-8 and 9, WPV Occurrence) Participants 

indicate that 100% (n=9) participated in and APT intervention during the pilot timeframe. 

(Figure 10-Posttest-Participation in APT) 

Question 25 asks, “Do you feel safer knowing you have the APT as a resource?”.  The 

responses were 88.89% (n=8), indicate affirmatively that they feel safer and only 11.11% (n=1) 

indicate that they do not feel safer.  This question supports the intervention of the APT in the ED 

setting as a way to provide a resource and give nurses the perception of safety. (Figure-11-

Posttest-Perception of Safety) 

Although the sample size was small, and the statistical significance cannot be determined, 

based on the pretest and posttest means, nurses’ perception of safety increased after the 

implementation of the APT. Additionally, nurses’ responses indicate a perception of increased 

WPV events over the past year, and an increase in reporting WPV.  It can be inferred that with 

the mean score increasing on questions 10, 11, 12, and 13, the nurses’ perception of safety did 

improve after the implementation of the APT. 

 Incident reports were reviewed on a daily basis to identify situations nurses encounter 

with violent or aggressive patients.  Daily incident reports were compared to the same time last 

year and found that behavioral events have increased by 100% since 2019.  From January 1, 

2019 to September 1, 2019 there were 103 behavioral incident reports entered into the incident 

reporting system. During the same timeframe in 2020, there were 207 behavioral incident reports 

entered from January 1, 2020- September 1, 2020.  Data was collected from the daily incident 
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reports and plotted on a run chart to identify trends and show the number of event reports during 

the 90-day pilot. (Figure 12-Weekly Incident Reports). Daily Security Reports were reviewed 

and compared to 2019 data.  There has been a significant increase in Safety and Security Reports 

during the 90-day pilot timeframe. This increase could be in part due to increased awareness of 

events, however, the data indicates that there are more events related to psychiatric illness, drug 

overdose, than the same time in 2019.  In addition, there have been an increase in physical 

altercations over the 90-day pilot. (Figure 13-Security Reports- Comparative Data 2019/2020). 

One must also consider the effects of the current pandemic on the increase in behavioral events.  

In the midst of the pandemic, there have been issues with stress, unemployment, depression and 

other mental health conditions that could be a correlation to the increased behavioral events. 

Weekly review of APT calls/debrief tool shows that there were thirteen (13) APT calls 

during the 90-day pilot. All thirteen calls resulted in a full response from the APT.  The pre-

huddle was conducted, the team intervened with the patients, and the post huddle debrief was 

conducted to understand what went well and what could be improved. Analysis of the APT audit 

log indicate that there were more calls during the day shift (9), compared to night shift (4). In 

addition, there were five calls related to overdose, three related to dementia, one seeking drugs, 

two with psychiatric illness and two others.  

Weekly EMR audits showed that a flag was placed on 100 % of charts when the APT 

was called to intervene. There were thirteen APT calls and responses during the 90-day pilot 

timeframe and thirteen flags were placed in the EMR. (Figure-14-Weekly EMR Audit for APT 

Calls and Flags). 

As the project leader, observations were made on many of the APT responses.  During 

these observations, it was noted that the team began to work more collaboratively with one 



30 
 

another as time went on. Additionally, the team supported the nurses, and the nurses became 

more proactive in their calls for the APT. One example was a patient who presented with an 

overdose and was extremely physically aggressive.  During this APT response, the security 

officer was injured. The RN placed documentation in the EMR, including flagging the chart.  

The same patient presented a week later, having overdosed again, and the team was proactive in 

their care, to the point of EMS calling ahead, to alert the team of the patients’ arrival.  The team 

accessed the patient’s chart in the EMR, viewed the notes and flag from the previous visit and 

were prepared for the patient’s arrival, including notifying local police for assistance. This 

proactive approach allowed the team to be prepared for the patient’s arrival, and provide 

excellent care to the patient and support for the staff. 

Conclusions 

 WPV is a serious problem in healthcare today, with the ED being the most dangerous 

area in the hospital. By developing and implementing an APT, the incidents of staff injuries, 

patient aggression and overall violence in the ED can decrease, and will support nursing staff and 

improve their perception of safety in the workplace. The literature supports the development of 

such as team to intervene in aggressive patient situations to not only de-escalate the patient, but 

provide safety and support to the staff.  Nurses who care for patients that are aggressive, feel 

supported by the APT and feel more confident in caring for these patients. Nurse leaders should 

facilitate effective WPV programs, with interventions, such as developing an APT, and reporting 

programs to provide nurses with a safe environment to practice. Developing an APT can be 

applied to all areas of Nursing Practice where care is provided for aggressive or violent patients. 

This implementation of an APT can be developed into best practice, and EBP protocols for all 
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nurse leaders to implement in their hospitals. By having a robust violence prevention focus and 

team, we can affect WPV and decrease the incidents in our hospitals. 

Application to Nursing Practice 

 By developing and implementing an APT, the incidents of staff injuries, patient 

aggression and overall violence in the ED can decrease; an APT, supports nursing staff and 

improve their perception of safety in the workplace. Results of this evidence-based quality 

improvement project support the development of such a team to intervene in aggressive patient 

situations to not only de-escalate the patient, but provide safety and support to the staff.  Nurses 

who care for patients that become aggressive or violent, feel supported by the APT and feel more 

confident in caring for these patients. 

Recommendations for future studies include, replicating with a larger sample size to 

determine statistical significance in the paired t-test.  The implementation of an APT should be 

spread across all areas in the hospital.  The plan is to spread the APT to all areas of the hospital 

in early December 2020, and to other hospitals in the System. 

 As nurse leaders it is imperative, we support the nursing team and provide a safe 

environment for them to provide patient care. This DNP Project and developing an APT can be 

applied to all areas of Nursing Practice where care is provided for aggressive or violent patients. 

This implementation of an APT can be developed into best practice, and EBP protocols for all 

nurse leaders to implement in their hospitals. By having a robust violence prevention focus and 

team, we can affect WPV and decrease the incidents in our hospitals. Nurse leaders should 

facilitate effective WPV interventions, such as developing an APT, and reporting programs to 

provide nurses with a safe environment to practice.  

Sustainability 
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 To sustain this work, it is important to understand the limited staff that are available in the 

hospital at any given time.  The Nursing Supervisor and Security officer are vital in the APT 

response.  The CNO, Nurse Manager and Chaplain will continue to respond when in house.  This 

will provide additional support to staff in these challenging situations. The outcomes of the 

project indicate that nurses are more comfortable reporting the events, and flagging the charts, 

which demonstrates additional ways WPV is reported. As with any new process, keeping it at top 

of mind will help to hardwire the behaviors.  Discussing APT at each daily department huddle 

where events can be discussed, as well as learn what went well and what can be improved.  Also, 

adding education about the APT, documentation and EMR flags to all new staff orientation.  

Implementing monthly mock drills, will add to the awareness and continue to improve the 

process.  

 To better understand the survey tool and gain validity and reliability with the questions, this 

project can be replicated at the larger Indiana University Health facilities to gain a larger sample 

size.  Currently two regional and one critical access hospital have the APT in place. As the CNO, 

and being affiliated with all the CNOs across the system, the network of colleagues is strong.  

The CNOs meet on a weekly basis to discuss current trends and issues in the healthcare 

environment.  This weekly meeting is a platform to share the outcomes of this project and assist 

with the implementation at all the hospitals.  If spread across the System, to the other 14 

facilities, this would increase the sample size and provide an opportunity to determine reliability 

of the survey tool.  By spreading this evidence-based intervention to all facilities, this would 

significantly contribute to the literature. 



33 
 

 REFERENCES 

American Nurses Association (2019.) End Nurse Abuse. Retrieved from 

https://www.nursingworld.org/ practice-policy/work-environment/end-nurse-abuse/ 

Ahc, M. (2018a). Employees face opioid overflow in EDs. Hospital Employee Health, 37(5), 

N.PAG-N.PAG.   

Ahc, M. (2018b). Good reporting, data usage can curb workplace violence. Healthcare Risk 

Management, 40(6), N.PAG-N.PAG.  

Alexandercikova, Z., Walton, M. A., Chermack, S. T., Cunningham, R. M., Barry, K. L., & 

Blow, F. C. (2013). Correlates of partner and non-partner aggression among patients with 

substance use disorders in an urban ED. Journal of Substance Use, 18(4), 262-274. 

doi:10.3109/14659891.2012.668260 

Alnıak, İ., Erkıran, M., & Mutlu, E. (2016). Substance use is a risk factor for violent behavior in 

male patients with bipolar disorder. Journal of Affective Disorders, 193, 89-93. 

doi:10.1016/j.jad.2015.12.059 

Ambrose, H. W., Wing, L., Weiss, B., & Gang, M. (2015). Coordinating a team response to 

behavioral emergencies in the emergency department: A simulation-enhanced 

interprofessional curriculum. Western Journal of Emergency Medicine, 16(6), 859-865. 

doi:10.5811/westjem.2015.8.26220 

Angland, S., Dowling, M., & Casey, D. (2014). Nurses’ perceptions of the factors which cause 

violence and aggression in the emergency department: A qualitative study. International 

Emergency Nursing, 22(3), 134-139. doi:10.1016/j.ienj.2013.09.005 



34 
 

Armenian, P., Effron, Z., Garbi, N., Dirks, R., Benowitz, N. L., & Gerona, R. R. (2019). 

Stimulant drugs are associated with violent and penetrating trauma. American Journal of 

Emergency Medicine, 37(4), 645-650. doi:10.1016/j.ajem.2018.06.071 

Arnetz, J. E., Hamblin, L., Ager, J., Aranyos, D., Essenmacher, L., Upfal, M. J., & Luborsky, M. 

(2015). Using database reports to reduce workplace violence: Perceptions of hospital 

stakeholders. Work, 51(1), 51-59. doi:10.3233/WOR-141887 

Arnetz, J. E., Hamblin, L., Ager, J., Luborsky, M., Upfal, M. J., Russell, J., & Essenmacher, L. 

(2015). Underreporting of workplace violence: Comparison of self-report and actual 

documentation of hospital incidents. Workplace Health & Safety, 63(5), 200-210. 

doi:10.1177/2165079915574684 

Ashton, R. A., Morris, L., & Smith, I. (2018). A qualitative meta-synthesis of emergency 

department staff experiences of violence and aggression. International Emergency 

Nursing, 39, 13-19. doi:10.1016/j.ienj.2017.12.004 

Association, A. H. (2017). Workplace Violence Staff Assessment Survey. Retrieved from 

https://www.aha.org/2017-02-15-workplace-violence-staff-assessment-survey 

Association, A. N. (2015). Determining scope of practice for advanced practice registered nurses 

(APRNs. Retrieved from http://www.nursingworld.org/ 

EspeciallyForYou/AdvancedPracticeNurses/Scope-of-Practice-2/Scope-of-Practice 

Beech, B., & Leather, P. (2006). Workplace violence in the health care sector: A review of staff 

training and integration of training evaluation models. Aggression and Violent Behavior, 

11(1), 27-43. doi:10.1016/j.avb.2005.05.004 



35 
 

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), 1-11. doi:10.3912/OJIN.Vol20No01PPT01 

Blando, J. D., O’Hagan, E., Casteel, C., Nocera, M. A., & Peek‐Asa, C. (2013). Impact of 

hospital security programmes and workplace aggression on nurse perceptions of safety. 

Journal of Nursing Management (John Wiley & Sons, Inc.), 21(3), 491-498. 

doi:10.1111/j.1365-2834.2012.01416.x 

Bourgault, A. (2019). Take control of your work environment and personal well-being. Critical 

Care Nurse, 39(6), 10-13. doi:10.4037/ccn2019408 

Bresler, S., & Gaskell, M. B. (2015). Risk assessment for patient perpetrated violence: Analysis 

of three assaults against healthcare workers. Work, 51(1), 73-77. 

doi:dx.doi.org/10.3233AVOR-141888 

Buckwalter, K. C., Cullen, L., Hanrahan, K., Kleiber, C., McCarthy, A. M., Rakel, B., . . . 

Tucker, S. (2017). Iowa Model of Evidence-Based Practice: Revisions and Validation. 

Worldviews on Evidence-Based Nursing, 14(3), 175-182. doi:10.1111/wvn.12223 

Casey, C. (2019). Management of aggressive patients: Results of an educational program for 

nurses in non-psychiatric settings. MEDSURG Nursing, 28(1), 9-21.  

Chappell, S. (2015). The American Organization of Nurse Executives and Emergency Nurses 

Association: Guiding principles on mitigating violence in the workplace. JONA: The 

Journal of Nursing Administration, 45(7/8), 358-360. 

doi:10.1097/NNA.0000000000000214 



36 
 

Dewi, A. (2018). Safety culture assessment: A tool for improving patient safety in hospital. 

JMMR (Jurnal Medicoeticolegal dan Manajemen Rumah Sakit), 7(2), 127-135. 

doi:10.18196/jmmr.7265 

Evans, G. (2017). AOHP urges OSHA to pursue 'zero-tolerance' violence regulation: AHA cites 

current efforts in dismissing need for standard. Hospital Employee Health, 36(6), 61-64.  

Findorff, M. J., McGovern, P. M., Wall, M. M., & Gerberich, S. G. (2005). Reporting violence to 

a health care employer: a cross-sectional study. AAOHN Journal, 53(9), 399-406.  

Friedmann, P. D., Melnick, G., Jiang, L., Hamilton, Z., Friedmann, P. D., Melnick, G., . . . 

Hamilton, Z. (2008). Violent and disruptive behavior among drug-involved prisoners: 

relationship with psychiatric symptoms. Behavioral Sciences & the Law, 26(4), 389-401. 

doi:10.1002/bsl.824 

Gacki-Smith, J., Juarez, A. M., Boyett, L., Homeyer, C., Robinson, L., & MacLean, S. L. (2009). 

Violence against nurses working in US emergency departments. Journal of Nursing 

Administration, 39(7/8), 340-349. doi:10.1097/NNA.0b013e3181ae97db 

Gerdtz, M. F., Daniel, C., Dearie, V., Prematunga, R., Bamert, M., & Duxbury, J. (2013). The 

outcome of a rapid training program on nurses’ attitudes regarding the prevention of 

aggression in emergency departments: A multi-site evaluation. International Journal of 

Nursing Studies, 50(11), 1434-1445. doi:https://doi.org/10.1016/j.ijnurstu.2013.01.007 

Gillespie, Gates, & Berry. (2013). Stressful incidents of physical violence against emergency 

nurses. Online Journal of Issues in Nursing, 18(1), 76. 

doi:10.3912/OJIN.Voll8No01Man02 

Gillespie, Pekar, Byczkowski, & Fisher. (2017). Worker, workplace, and 

community/environmental risk factors for workplace violence in emergency departments. 



37 
 

Archives of Environmental & Occupational Health, 72(2), 79-86. 

doi:10.1080/19338244.2016.1160861 

Gillespie, G. L., Gates, D. M., & Fisher, B. S. (2015). Individual, relationship, workplace, and 

societal recommendations for addressing healthcare workplace violence. Work (Reading, 

Mass.), 51(1), 67. doi:10.3233/WOR-141890 

Hamilton, A. B., & Goeders, N. E. (2010). Violence perpetrated by women who use 

methamphetamine. Journal of Substance Use, 15(5), 313-329. 

doi:10.3109/14659890903431611 

Hartley, D., Ridenour, M., Craine, J., & Morrill, A. (2015). Workplace violence prevention for 

nurses on-line course: Program development. Work, 51(1), 79-89. doi:10.3233/WOR-

141891 

Hassankhani, H., Parizad, N., Gacki-Smith, J., Rahmani, A., & Mohammadi, E. (2018). The 

consequences of violence against nurses working in the emergency department: A 

qualitative study. International Emergency Nursing, 39, 20-25. 

doi:10.1016/j.ienj.2017.07.007 

Hegney, D., Tuckett, A., Parker, D., & Eley, R. M. (2010). Workplace violence: Differences in 

perceptions of nursing work between those exposed and those not exposed: A cross-

sector analysis.(Report)(Survey). International Journal of Nursing Practice, 16(2), 188. 

doi:10.1111/j.1440-172X.2010.01829.x 

Hogarth, K. M., Beattie, J., & Morphet, J. (2016). Nurses’ attitudes towards the reporting of 

violence in the emergency department. Australasian Emergency Nursing Journal, 19(2), 

75-81. doi:10.1016/j.aenj.2015.03.006 



38 
 

Hutton, S. A., Vance, K., Burgard, J., Grace, S., & Van Male, L. (2018a). Workplace violence 

prevention standardization using lean principles across a healthcare network. 

International Journal of Health Care Quality Assurance, 31(6), 464-473. 

doi:10.1108/IJHCQA-05-2017-0085 

Hutton, S. A., Vance, K., Burgard, J., Grace, S., & Van Male, L. (2018b). Workplace violence 

prevention standardization using lean principles across a healthcare network. 

International Journal of Health Care Quality Assurance (09526862), 31(6), 464-473. 

doi:10.1108/IJHCQA-05-2017-0085 

Hyland, S., Watts, J., & Fry, M. (2016). Rates of workplace aggression in the emergency 

department and nurses’ perceptions of this challenging behaviour: A multimethod study. 

Australasian Emergency Nursing Journal, 19(3), 143-148. 

doi:https://doi.org/10.1016/j.aenj.2016.05.002 

Kelley, E. C. (2014). Reducing violence in the emergency department: A rapid response team 

approach. Journal of Emergency Nursing, 40(1), 60-64. doi:10.1016/j.jen.2012.08.008 

Kowalenko, Gates, Gillespie, Succop, & Mentzel. (2013). Prospective study of violence against 

ED workers. American Journal of Emergency Medicine, 31(1), 197-205. 

doi:10.1016/j.ajem.2012.07.010 

Kvas, A., & Seljak, J. (2014). Unreported workplace violence in nursing. International Nursing 

Review, 61(3), 344-351. doi:10.1111/inr.12106 

Lanctôt, N., & Guay, S. (2014). The aftermath of workplace violence among healthcare workers: 

A systematic literature review of the consequences. Aggression & Violent Behavior, 

19(5), 492-501. doi:10.1016/j.avb.2014.07.010 



39 
 

Lipscomb, J. A., & El Ghaziri, M. (2013). Workplace violence prevention: Improving front-line 

health-care worker and patient safety. NEW SOLUTIONS: A Journal of Environmental 

and Occupational Health Policy, 23(2), 297-313. doi:10.2190/NS.23.2.f 

Loucks, J., Rutledge, D. N., Hatch, B., & Morrison, V. (2010). Rapid response team for 

behavioral emergencies. Journal of the American Psychiatric Nurses Association, 16(2), 

93-100. doi:10.1177/1078390310363023 

Martinez, A. J. S. (2016). Managing workplace violence with evidence-based interventions. 

Journal of Psychosocial Nursing & Mental Health Services, 54(9), 31-36. 

doi:10.3928/02793695-20160817-05 

Mavandadi, V., Bieling, P. J., & Madsen, V. (2016). Effective ingredients of verbal de-

escalation: validating an English modified version of the 'De-Escalating Aggressive 

Behaviour Scale'. Journal of Psychiatric & Mental Health Nursing (John Wiley & Sons, 

Inc.), 23(6/7), 357-368. doi:10.1111/jpm.12310 

McKetin, R., Lubman, D. I., Najman, J. M., Dawe, S., Butterworth, P., & Baker, A. L. (2014). 

Does methamphetamine use increase violent behaviour? Evidence from a prospective 

longitudinal study. Addiction, 109(5), 798-806. doi:10.1111/add.12474 

McPhaul, London, & Lipscomb. (2013). A Framework for translating workplace violence 

intervention research into evidence-based programs. Online Journal of Issues in Nursing, 

18(1), 1. doi:10.3912/OJIN.Voll8No01Man04 

McPhaul, Vanhoy, M., Perdue, G., Moore, D., & Handelman, E. (2011). Workplace violence: its 

impact on nurses' safety and quality patient care.(MNA / ANA News). Maryland Nurse, 

12(3), 9.  



40 
 

Medicine, N. L. o. (2015). AONE and ENA Develop Guiding Principles on Mitigating Violence 

in the Workplace. Journal of Emergency Nursing, 41(4), 278-280. 

doi:10.1016/j.jen.2015.04.018 

Mikalonis, J. (2018). Successful mitigation of workplace violence against emergency department 

nurses: What hospital leaders are doing to accelerate progress. In G. Mangiofico & T. 

Egan (Eds.): ProQuest Dissertations Publishing. 

Morphet, J., Griffiths, D., Beattie, J., Velasquez Reyes, D., & Innes, K. (2018). Prevention and 

management of occupational violence and aggression in healthcare: A scoping review. 

Collegian, 25(6), 621-632. doi:10.1016/j.colegn.2018.04.003 

Morphet, J., Griffiths, D., & Innes, K. (2019). The trouble with reporting and utilization of 

workplace violence data in health care. Journal of Nursing Management (John Wiley & 

Sons, Inc.), 27(3), 592-598. doi:10.1111/jonm.12717 

Mueller, S., & Tschan, F. (2011). Consequences of client-initiated workplace violence: The role 

of fear and perceived prevention. Journal of Occupational Health Psychology, 16(2), 

217-229. doi:10.1037/a0021723 

Myers, G., Côté‐Arsenault, D., Worral, P., Rolland, R., Deppoliti, D., Duxbury, E., . . . Sellers, 

K. (2016). A cross-hospital exploration of nurses' experiences with horizontal violence. 

Journal of Nursing Management, 24(5), 624-633. doi:10.1111/jonm.12365 

Nachreiner, N. M., Gerberich, S. G., McGovern, P. M., Church, T. R., Hansen, H. E., Geisser, 

M. S., & Ryan, A. D. (2005). Impact of training on work-related assault. Research in 

Nursing & Health, 28(1), 67. doi:10.1002/nur.20058 

OSHA. (2019). Workplace violence. Retrieved from Retrieved from: 

https://www.osha.gov/SLTC/work- placeviolence/ 



41 
 

Park, M., Cho, S.-H., & Hong, H.-J. (2015). Prevalence and perpetrators of workplace violence 

by nursing unit and the relationship between violence and the perceived work 

environment. Journal of nursing scholarship : an official publication of Sigma Theta Tau 

International Honor Society of Nursing, 47(1), 87. doi:10.1111/jnu.12112 

Parker, C. B. (2019). Psychiatric emergencies in nonpsychiatric settings: Perception precludes 

preparedness. Psychosomatics, 60(4), 352-360. doi:10.1016/j.psym.2019.03.006 

Pestka, E. L., Hatteberg, D. A., Larson, L. A., Zwygart, A. M., Cox, D. L., & Borgen, E. E. 

(2012). Enhancing safety in behavioral emergency situations. Medsurg nursing : official 

journal of the Academy of Medical-Surgical Nurses, 21(6), 335-341. Retrieved from 

https://www.ncbi.nlm.nih.gov/pubmed/23477025 

Pestka, E. L., Hatteberg, D. A., Larson, L. A., Zwygart, A. M., Cox, D. L., & Borgen, E. E. 

(2012). Enhancing safety in behavioral emergency situations. Medsurg nursing : official 

journal of the Academy of Medical-Surgical Nurses, 21(6), 335.  

Powley. (2013). Reducing violence and aggression in the emergency department. Emergency 

Nurse, 21(4), 26-29.  

Ramacciati, N., Ceccagnoli, A., Addey, B., Lumini, E., & Rasero, L. (2016). Interventions to 

reduce the risk of violence toward emergency department staff: current approaches. Open 

Access Emergency Medicine, 8, 17-27. doi:10.2147/OAEM.S69976 

Riley, M. (2019). Workplace Violence: Aggressive patients in the emergency department. 

unpublished manuscript. College of Nursing. Univeristy of Alabama in Huntsville. 

Huntsville, Alabama.  



42 
 

Rintoul, Y., Wynaden, D., & McGowan, S. (2009). Managing aggression in the emergency 

department: promoting an interdisciplinary approach. Int Emerg Nurs, 17(2), 122-127. 

doi:10.1016/j.ienj.2008.11.005 

Robbins, K. C. (2019). De-escalation in health care. Nephrology Nursing Journal, 46(3), 345-

346.  

Samuels, S., Hunt, S., & Tezra, J. (2018). Patient violence against healthcare workers. Journal of 

Business and Behavioral Sciences, 30(2), 127-138.  

Schnapp, B. H., Slovis, B. H., Shah, A. D., Fant, A. L., Gisondi, M. A., Shah, K. H., & Lech, C. 

A. (2016). Workplace violence and harassment against emergency medicine residents. 

West J Emerg Med, 17(5), 567-573. doi:10.5811/westjem.2016.6.30446 

Schwartz, F., & Bjorklund, P. (2019). Quality improvement project to manage workplace 

violence in hospitals: Lessons learned. Journal of Nursing Care Quality, 34(2), 114. 

doi:10.1097/NCQ.0000000000000358 

Sentinel Events. (2017).  

Sever, S. (2019). Workplace violence... Part of the job, or not? Alaska Nurse, 70(1), 12-13.  

Speroni, K. G., Fitch, T., Dawson, E., Dugan, L., & Atherton, M. (2014). Incidence and cost of 

nurse workplace violence perpetrated by hospital patients or patient visitors. JEN: 

Journal of Emergency Nursing, 40(3), 218-228. doi:10.1016/j.jen.2013.05.014 

Statistics. (2019). Bureau of Labor Statistics. Retrieved from https://www.bls.gov.    

Stempniak, M. (2017). Violence prevention in hospitals. Hospitals & Health Networks, 91(6), 

32-37.  



43 
 

Stockwell, S. (2018). Joint Commission issues alert addressing violence against health care 

workers. AJN, American Journal of Nursing, 118(7), 14. 

doi:10.1097/01.NAJ.0000541417.67605.8f 

Swanson, K. (2014). The emergency nurse as crime victim: Workplace violence contributors, 

consequences, and reporting behavior. Northcentral University, Retrieved from 

https://elib.uah.edu/login?url=https://search.ebscohost.com/login.aspx?direct=true&db=rz

h&AN=109753990&site=ehost-live&scope=site Available from EBSCOhost rzh 

database. (Ph.D.) 

Taking a Stand Against Workplace Violence (08835381). (2017). Retrieved from Chicago:  

Taylor, J. L., & Rew, L. (2011). A systematic review of the literature: workplace violence in the 

emergency department. Journal of Clinical Nursing (John Wiley & Sons, Inc.), 20(7-8), 

1072-1085. doi:10.1111/j.1365-2702.2010.03342.x 

Tyner, E. A., & Fremouw, W. J. (2008). The relation of methamphetamine use and violence: a 

critical review. Aggression & Violent Behavior, 13(4), 285-297.  

US Bureau of Justice Statistics. (2019). Retrieved from https://www.bjs.gov/ 

van Melle, M. A., van Stel, H. F., Poldervaart, J. M., de Wit, N. J., & Zwart, D. L. M. (2018). 

Measurement tools and outcome measures used in transitional patient safety; a systematic 

review. PLoS ONE, 13(6), e0197312. doi:10.1371/journal.pone.0197312 

Vandecasteele, T., Debyser, B., Van Hecke, A., De Backer, T., Beeckman, D., & Verhaeghe, S. 

(2015). Nurses' perceptions of transgressive behaviour in care relationships: a qualitative 

study. Journal of Advanced Nursing, 71(12), 2786. doi:10.1111/jan.12749 

Vos, J. (2020). Workplace violence: How can we feel safe at work...Reprinted with permission 

from North Dakota Nurse, October 2019, 88(4): 10-10. Kentucky Nurse, 68(1), 15-15.  



44 
 

Vrablik, M., Chipman, A., Rosenman, E., Simcox, N., Moore, M., & Fernandez, R. (2019). 

Identification of processes that mediate the impact of workplace violence on emergency 

department healthcare workers in the USA: results from a qualitative study. BMJ Open, 

9(8). doi:10.1136/bmjopen-2019-031781 

Warren, B., & Warren, B. (2017). Creating a successful workplace violence prevention program 

for healthcare workers. Journal of Healthcare Protection Management, 33(1), 31-43.  

Weiland, T. J., Ivory, S., & Hutton, J. (2017). Managing acute behavioral disturbances in the 

emergency department using the environment, policies and practices: A systematic 

review. Western Journal of Emergency Medicine, 18(4), 647-661. 

doi:10.5811/westjem.2017.4.33411 

Weinand, M. R. (2010). Horizontal violence in nursing: history, impact, and solution. JOCEPS: 

The Journal of Chi Eta Phi Sorority, 54(1), 23-26.  

Weiss, A. P. (2016). Workplace violence against health care workers in the United States. The 

New England journal of medicine, 375(7), e14. doi:10.1056/NEJMc1606816 

Winokur, E. J., Loucks, J., & Raup, G. H. (2018). Use of a standardized procedure to improve 

behavioral health patients’ care: A quality improvement initiative. JEN: Journal of 

Emergency Nursing, 44(1), 26-32. doi:10.1016/j.jen.2017.07.008 

Wolf, L. A., Delao, A. M., & Perhats, C. (2014). Nothing changes, nobody cares: Understanding 

the experience of emergency nurses physically or verbally assaulted while providing care. 

Journal of Emergency Nursing, 40(4), 305-310. doi:10.1016/j.jen.2013.11.006 

Wong, A. H., Ray, J. M., & Iennaco, J. D. (2019). Workplace violence in health care and 

agitation management: Safety for patients and health care professionals Are two sides of 



45 
 

the same coin. Joint Commission Journal on Quality & Patient Safety, 45(2), 71-73. 

doi:10.1016/j.jcjq.2018.11.001 

Wong, A. H., Wing, L., Weiss, B., & Gang, M. (2015). Coordinating a team response to 

behavioral emergencies in the emergency department: A simulation-enhanced 

interprofessional curriculum. West J Emerg Med, 16(6), 859-865. 

doi:10.5811/westjem.2015.8.26220 

Wressell, J. A., Rasmussen, B., & Driscoll, A. (2018). Exploring the workplace violence risk 

profile for remote area nurses and the impact of organisational culture and risk 

management strategy. Collegian, 25(6), 601-606. doi:10.1016/j.colegn.2018.10.005 

Yang, B. X., Stone, T. E., Petrini, M. A., & Morris, D. L. (2018). Incidence, type, related factors, 

and effect of workplace violence on mental health nurses: A cross-sectional survey. 

Archives of Psychiatric Nursing, 32(1), 31-38. doi:10.1016/j.apnu.2017.09.013 

Zager, L. R., Dulaney, P., & Jacobs, D. (2010). Leaders -- stopping lateral violence begins with 

you: lessons learned. South Carolina Nurse, 17(1), 4-4.  

Zicko, C. J. M., Schroeder, L. R. A., Byers, C. W. S., Taylor, L. A. M., & Spence, C. D. L. 

(2017). Behavioral Emergency Response Team: Implementation Improves Patient Safety, 

Staff Safety, and Staff Collaboration. Worldviews on Evidence-Based Nursing, 14(5), 

377-384. doi:10.1111/wvn.12225 

 

 

 

 

 



46 
 

APPENDICES  



47 
 

Appendix A- Indiana University Health Frankfort, 2019-Security Data 



48 
 

 

 







51 
 

Appendix D- Patient and Visitor Policy 
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Appendix E- Health and Safety Taskforce Charter and Goals, 2019 and 2020 

 



57 
 

 

 

 



58 
 

Appendix F- Iowa Model Diagram 
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Appendix G- Email sent to participants 
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Appendix H- Education PowerPoint 
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Appendix I- APT Standard work- Nursing Supervisor 
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Appendix J- APT Call Tree- Process for calling APT 
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Appendix K- APT Debrief Tool 
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Appendix L- APT Audit Tool 
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Appendix M- Indiana University IRB Approval Letter 
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Appendix O- Instruments used- American Hospital Association, Workplace Violence Staff 

Assessment Survey 
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Appendix P- Demographic and additional questions added to survey 

1. How many years have you been a Registered Nurse? 

2. How many years have you worked at IU Health? 

3. What is your age? 

a. 18-25 

b. 26-35 

c. 36-45 

d. 46-55 

e. 56-65 

f. Over 65  

g. Prefer not to answer 

4. What is your gender? 

a. Male 

b. Female 

c. Prefer not to answer 

5. What shift do you work? 

a. Days 

b. Nights 

c. Weekends 

d. Various 

6. Enter a 4-digit PIN 

7. Any additional comments 

a. Free text 

8. Posttest question added: Did you participate in the APT 

a. Yes/No 

9.  Do you feel safer with the APT resource? 

a. Yes/No 
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Appendix Q- Incident reports summary-2019 
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TABLES AND FIGURES  

Table 1- APT Team Member Roles and Definitions  
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Figure 1- Demographic Data-Pretest Survey-Years as an RN 
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Figure 2- Demographics-Tenure at IU Health 
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Figure 3- Demographics-Age 
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Figure 4- Demographics-Gender 
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Figure 5- Survey Results-Definition of WPV  
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Figure 6- Survey Results- Types of Violence Experienced  
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Figure 7- Posttest Survey Results- Reporting WPV 
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Figure 8- Pretest Survey Results- WPV Occurrence 
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Figure 9- Posttest Survey Results- WPV Occurrence 
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Figure 10-Posttest Survey Results- Participation in the APT 
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Figure 11- Posttest-Survey Results- Perception of Safety 
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Figure 14-Weekly EMR Audit for Flags 
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