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Workplace safety in health care is a growing concern as violence escalates throughout the
United States (U.S.) to epidemic levels. One in five health care and social service workers report
a non-fatal work-related injury, which is the highest number of injuries reported for all private
industry (Gomaa et al., 2015). The US Bureau of Justice (Harrell, 2011) reported that the rate of
workplace violence (WPV) for nurses is at 3.9% of all workplace injuries resulting in
approximately $4.2 billion dollars in costs (medical care and lost work day/s).
Emergency Department (ED) nursing personnel are more vulnerable to WPV due to the
twenty-four-hour open public access, long wait times, chaotic volatile environments,
overcrowding, and clinical interventions such as restraints, pain medication administration, and
drug or alcohol-intoxicated patients (Angland, Dowling, & Casey, 2014; Arnetz, Hamblin,
Essenmacher et al., 2015; Gacki-Smith et al., 2009; Lipscomb & El Ghaziri, 2013; Speroni,
Fitch, & Dawson, 2014). Approximately 70% to 86% of ED nursing staff experience, physical or
non-physical (verbal or emotional abuse) violence every 12 to 18 months (Campbell et al., 2011;
Gacki-Smith et al., 2009; Gillespie, Gates, Kowalenko, Bresler, & Succop, 2014). Non-physical
abuse is reported to be as high as 94% and more prevalent than physical violence (Edward,
Ousey, Warelow, & Lui, 2014).
The Emergency Nurses Association (ENA) conducted a survey of over 3,000 emergency
nurses about their experiences with WPV (Gacki-Smith et al., 2009). Twenty three percent
reported frequent physical violence and approximately 20 % reported frequent verbal abuse.
From 2009-2011 the ENA conducted a violence surveillance survey of their members (ENA,
2011). Of the 6,504 respondents 42.5% reported having experienced verbal abuse only, while
12.1% reported physical violence with and without verbal abuse within the previous seven days.
Research supports that the majority of perpetrators of violent incidents against nurses are
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patients, family, and visitors (ENA, 2011; Esmaeili, Nabavi, & Reihani, 2015; Gacki-Smith et
al., 2009; Stene, Larson, Levy, & Dohlman, 2015). Patients and their families are usually the
perpetrator of violence due to acute disease, alcohol or drug intoxication, a crisis state of mind
and/or psychiatric complaints (Angland et al., 2014; Arnetz, Hamblin, Essenmacher et al., 2015;
Gacki-Smith et al., 2009; Lipscomb & El Ghaziri, 2013; Speroni, Fitch, & Dawson, 2014).
A challenge in measuring the full magnitude of WPV is health care workers’ reluctance
to report violent events (Arnetz, Hamblin, Ager, et al., 2015). Furthermore, nurses in the ED
perceive that violence as a part of their job, and therefore, may not see the need to report a
violent episode (Hogarth, Beattie, & Morphet, 2015; Lau, Magarey, & Wiechula, 2012; Wolf,
Delao, & Perhats, 2014). It is vital to have accurate data regarding violent events to apply the
appropriate prevention strategies and education.
Statement of the Problem
In a large urban Adult ED in the mid-Atlantic area, which is the setting for this project,
physical assault, and verbal aggression was common and occurred every day. Staff nurses in this
ED expressed to department leadership that they seemed to be experiencing an escalation in
violent events by patients. They attributed the rise of violence to an increase in the number of
psychiatric patients treated in the general ED, patient volumes, and long waits.
A review of 12 months of general and psychiatric ED patient violent behavior or
aggression indicated that fewer than 20 incidents were formally reported in the electronic
database while during the same timeframe over 100 violent incidents were informally reported to
the nursing supervisor. Inconsistencies in how nursing staff reported violent behaviors or
aggression made it difficult to understand the full scope of violence within the department.
Nursing staff acknowledged that underreporting of violent behaviors or aggression was common
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because they happened frequently, and the current reporting system was time-consuming to
complete during their shift.
The current incident reporting system required an individual to log into a separate
computerized system from the electronic health record (EHR) and move through several screens
to complete the documentation. Although this system captured basic information (i.e. date, time
and type of incident, and medical record number), there was a lack of standardization regarding
the details of the incident. Reporters were asked to describe what happened and any specific
observations in a narrative format using free text. This approach created gaps in information that
could be useful in evaluating the incidents. It took approximately 10 to 15 minutes to move
through the sections of the reporting tool to complete documentation of an incident.
The purpose of this scholarly project was to implement and evaluate a standardized tool
embedded in the patient EHR to improve reporting of violent behaviors or aggression in an
urban, high-volume adult emergency department. It was essential to have the actual number and
type of events documented to combat violence adequately. This enhanced data collection process
captured WPV behaviors and information, which can be used to drive interventions, prevention
and de-escalation strategies, and assist with decision-making, resource allocation and staff and
patient safety. These strategies and interventions could then be adapted to use in other healthcare
settings.
Theoretical Framework
The Haddon Matrix was a conceptual framework that guided this project. It was used to
provide an understanding of the problem of workplace injuries, prevention strategies, and
interventions (Haddon, 1972). The matrix combines the phases of injury (pre-event, event, post-
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event) with four concepts: the host, agent, physical environment, and social environment. This
framework provided a systematic approach for generating ideas and interventions.
The three phases of care in the Haddon Matrix pre-event, event, and post-event provided
the foundation for the design of a comprehensive and systematic assessment of each incident that
occurred. Each reported violent behavior or aggression was examined from the perspective of the
host which was the victim of violence (ED nurse), the agent which included both the perpetrator
(patient) of physical/verbal abuse and the weapon used and the social (characteristics of patients)
and physical environment (ED). Combining the four concepts with the phases of injury provided
the elements collected for identification of factors that may influence behavior in the ED and
potential prevention strategies.
Evidence Review
The Health Information Technology for Economic and Clinical Health (HITECH) Act of
2009 was aimed at encouraging healthcare providers and hospitals to adopt the use of the EHR
through financial incentives and the threat of reduced payment (Jha, 2010). The assumption was
that using EHRs will improve the quality and efficiency of care by having more accurate, clearly
documented patient information. Incident reporting is a critical element of patient safety and
quality of care and the increasing adoption of the EHR offers the opportunity to incorporate
automated tools into this software (Classen et al., 2011).
The prevalence of underreporting of WPV is a significant problem. Arnetz, Hamblin,
Ager, et al. (2015) compared self-reports of violent incidents with the actual documentation of
the incident. The investigators surveyed employees in an American hospital about their
experiences of WPV during the previous year. They found that out of the 446 employees who
responded to the survey, 62% (275) reported, at least, one violent incident within the last year.
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Of the positive responders, 88% (243) did not document the incident in the database.
Furthermore, only 4% of the 23% who did self-report a violent incident documented at least one
incident in the electronic system. Underreporting of violent incidents has been identified as a
substantial barrier to obtaining accurate WPV and some research has examined options for
improving incident reporting (Iennaco, Dixon, Whittemore, & Bowers, 2013).
One improvement has been changing the format from paper to electronic incident
reporting systems. Moving from paper to an electronic incident form overall increased reporting
by 83.5% (Dixon, 2002). Staff members indicated they liked the ease of use, the availability of
accessing the reporting system from any computer and they did not need to worry about getting
the form to the nurse manager promptly. Levtzion et al. (2009) evaluated the rate, content, and
ease of use related to a voluntary electronic web-based reporting system compared to a paper
method. In this study, there was a reduction of time to complete and submit and incident report
using the web-based system from 7.6 days down to one day. The web-based reporting system
had an average time of 14 minutes to complete. Another benefit of moving to an electronic form
is the legibility and consistency of the information provided which improved the overall quality
of the report.
The next improvement of the incident report was to make refinements to the electronic
form by adopting specific reporting categories and risk stratifications to quantify the significance
of each incident (Dixon, 2002; Haller, Myles, Stoelwinder, Langley, Anderson, & McNeil, 2007;
Levtzion-Korach, Alcalai, Orav, Gradon-Baker, Keohane, Bates, and Frankel, 2009).
A third improvement for incident reporting included the integration of instruments and
data collection elements into the EHR and subsequent surveillance of the record to identify the
risk of harm. In one study, the incident report was integrated into the EHR for an anesthesia
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group performing 48,983 procedures per year. They increased the number of incident reports by
clinicians from a maximum of 23% completion rate prior to implementation of an integrated
EHR form to 85.1% (Haller, Myles, Stoelwinder, Langley, Anderson, & McNeil, 2007). Once
full integration was achieved there was an average of 30 incidents a week.
Classen et al. (2011) evaluated the effectiveness of three methods of identifying adverse
events or patient harm in three hospitals. The three methods were voluntary incident reporting,
screening based on the Agency for Healthcare Research and Quality’s Patient Safety Indicators,
and the use of the Institute for Healthcare Improvement “Global Trigger Tool.” The
GlobalTrigger Tool found ten times more confirmed adverse events than the other tools.
WPV specific assessment tools offer another method of detection for incidents. The
development of a reliable and valid WPV assessment tool based on a standardized format with
specific criteria can capture more information than self-report (Campbell, Burg, & Gammonley,
2015). From their systematic review, the authors concluded that the studies related to scales and
measures were rigorously validated and useful in assessing patients with aggressive behaviors.
Using electronic clinical surveillance to scan the EHR on a regular basis is a proactive
method to determine the safety issues (Danforth, Smith, Loo, Jacobsen, Mittman, & Kanter,
2014). When clear criteria for surveillance was incorporated into EHRs that focused on particular
high-risk conditions, this identified opportunities for development of quality improvement
initiatives.
Providing an easily accessible standardized tool embedded in the EHR has the potential
to reduce the time and effort in documenting violent incidents because it would eliminate
duplicate documentation of objective patient behaviors and this information could be easily
retrieved for analysis. See Appendix A for a summary of the evidence review.
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Methods

Design
This quality improvement project evaluated if a standardized Aggressive Patient
Management (APM) reporting tool embedded in the EHR improved RN documentation of WPV
incidents in the general ED.
Setting and Sample
The setting was a large, urban, mid-Atlantic adult emergency department with
approximately 70,000 patient visits per year. The general ED consisted of 70 beds including four
critical care/trauma bays, four intensive care rooms, and ten observation rooms. Within the ED,
there was a 12 bed dedicated psychiatric ED for patients with mental health complaints.
Psychiatric nurses care for the patients in this area, rather than ED nurses.
The project sample consisted of all registered nurses (n=125) working in the general ED
including agency nurses. Nurses worked predominantly 12 hour staggered shifts to meet the
volume demand of the department. Regardless of the shift, all nurses in the general ED were
included in the sample. Nurses in the psychiatric ED were excluded from the project sample.
However, documented violent behaviors or aggression in the general ED included patients with
primary and secondary psychiatric chief complaints because the psychiatric ED was at capacity
many days of this project. These patients were physically located, treated and cared for by the
general ED staff.
Procedures
The APM tool was introduced to the nurses in the general adult ED. After collaboration
with the nurse manager, the project leader solicited two RN volunteers. Volunteers were oriented
by the project leader and assisted in educating nurses about the project, were a resource for
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nurses on both day and night shifts, assisted nurses in completing the APM tool in the EHR for
violent behaviors or aggression, and assisted in the identification of missing documentation.
Staff education materials were used to define and standardize reportable conditions for
physical and non-physical violence ensuring consistency in reporting (see Appendix B). The
nursing staff received a handout with specific guidelines for completing the APM tool during
education sessions and posted on the unit for reference (see Appendix C). The guidelines
emphasized documenting patient behaviors objectively within the EHR. Education consisted of
38 group and individual sessions conducted on both day and night shifts as well as weekends.
Sessions occurred over a four-week period with each session taking 10 minutes to cover the
project guidelines and answer questions. A project flyer was also distributed to the staff to
inform them of the project (see Appendix D).
During the project, nurses continued the current practice of reporting violent behaviors or
aggression to the nursing supervisor but also documented violent behaviors in the APM tool
rather than as a narrative note in the EHR. A System Usability Survey that assessed whether the
APM tool was easy to use and effective in capturing the information needed was emailed to the
nursing staff one week after the completion of this project. See Appendix E for a timeline of the
project.
APM Tool
The APM tool was used to document violent or aggressive behaviors exhibited by the
patient (see Appendix F). This tool was separated into four sections each with click boxes to
document the day and shift, precipitant/event, interventions or post event, and the post-event
process. First in the precipitant/event section, the nurse documented what occurred, who was
involved, and what triggered the violence. Second, the nurse indicates the type of violence that
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took place in one of the eight categories: verbal aggression to staff, verbal aggression to patients,
physical aggression to self-non-lethal, physical aggression self-lethal, physical aggression to
staff, physical aggression to patients, and other. The third section was used to document how the
behaviors were addressed. The nurse documented if the patient received medication, verbally
de-escalated, restraints or seclusion were necessary, and any event follow-up necessary. The last
section included a post-event process, which addressed any injuries sustained by the patient or
staff and if debriefing of the situation was needed.
Data Collection
Baseline data collected included date, the day of the week, time of day, type of incident,
precipitant factors, interventions used and staff and patient injuries. Baseline data from the two
months prior to starting this project were retrieved from the nursing supervisor shift report and
the current incident reporting system by the project leader and was entered into SPSS 23 (Pallant,
2013).
After the education sessions, data on incidents of WPV that were reported using the APM
tool were collected for 60 days. Data for each incident included the date, day of the week, time
of day, type of incident, precipitant factors, interventions used, post-event process, and staff and
patient injuries. The project leader generated a data report from the EHR system and prepared
data and entered it into SPSS 23 for further data analysis (see Appendix G). Daily volume of
patient visits was also collected for evaluation of the relationship between the usual number of
patient visits and WPV incidents. Weekly updates of the data collected were provided to the staff
during implementation of the project as a reminder to use the APM tool (see Appendix H).
Two months after the implementation of the APM tool, an online System Usability
Survey using Qualtrics (Snow, & Mann, 2013) was administered to the nurses in the ED to
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assess whether the APM tool was easy to use and effective in capturing the information needed .
The tool was sent to nurses in an email with a link to the survey. The project leader exported
survey results from Qualtrics into SPSS. The System Usability Survey (SUS) was a ten-item
questionnaire. Each question was ranked from 5 (strongly agree) to 1 (strongly disagree) based
on the level of agreement (see Appendix I). The SUS has been used in healthcare to evaluate
electronic documentation for ease of use (Kim et al., 2012). The SUS has been reported as a
valid and reliable tool (Cronbach Alpha as high as 0.92) that has been used for over 25 years
(Bangor, Kortum, & Miller, 2008, 2009; Lewis & Sauro, 2009). For this project, the survey tool
was adapted by removing the word “system” from the ten-question survey and replacing it with
APM.
The SUS was sent to staff via an email link one week after ending data collection. The
SUS utilizes alternating positive and negative statements to reduce response biases (Bangor et
al., 2008). Therefore, to obtain a total score of 0-100, the item scores are re-coded (Sauro, 2011).
For odd numbered questions 1 is subtracted from the item score, whereas for even numbered
questions 5 is subtracted from the item score. Once each item is re-coded, scores are totaled then
multiplied by 2.5. This calculation provided a score of zero to100. A score of 68 or greater is
considered an above-average usability, whereas below average performance is any score below
68. Demographic data collected included age, gender, education and level of RN and ED
experience.
Data Analysis
Data collected through the APM toolwere analyzed through descriptive statistics. The
percent of violent incidents during the study period was calculated by using a total number of
violent behaviors or aggression/number of patient visits. These data were compared to pre-
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intervention data collected from the nursing supervisor reports and incident reporting system for
the two months prior to implementation of the APM tool.
Data analysis of the SUS included the mean, standard deviation, frequency, and
percentage of scores above and below usability score of 68 (Bangor, Kortum, & Miller, 2008).
Descriptive analysis was also used for the RN demographic data.
Human Subjects Protection
Data from all reports generated from the APM tool included the patient’s medical record
number and was kept on a password-protected computer in a locked office in the ED. All data
was de-identified when entered into SPSS for coding. No nurse identifiers were collected in the
SUS or in the demographic data.
The project was submitted to the University of Maryland Baltimore Institutional Review
Board (IRB) for a Non-Human Subjects Research Determination. An electronic IRB application
was also submitted to the organization’s IRB for an expedited review. The IRB’s of both
institutions determined that this project did not constitute human subjects research under the
DHHS or FDA regulations.
Results
The project leader and two nurse champions were successful in educating 68% of the RN
staff in the use of the APM tool before implementation of the project. An additional 28% were
trained within 30 days from the start of implementation with 100% of the nurses trained. The
educational sessions were completed on all shifts with the assistance of two nurse champions.
(see Table 1).
Descriptive statistics were calculated for the sample of nurses (n = 20) who completed the
post-intervention SUS survey (see Table 2). The average age of the nurses ranged between 26-45
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years, and 85% were female. The majority of the respondents were BSN-prepared with less than
ten years RN and ED experience.
Pre- and post-intervention data for a number of violent and aggressive behaviors were
compared. Pre-intervention data were collected from the nursing supervisor reports and the
incident reporting system for the two months preceding the implementation of the APM tool.
During this two-month periods, there were six events of reported violent or aggressive behaviors
(see Table 3). The majority (83%) of the behaviors reported occurred during the night shift and
consisted of both verbal and physical violence (60%) requiring interventions such as security
presence. Whereas post-implementation, there was a significant increase (n=151) in reported
violent or aggressive behaviors over a two month period. Verbal aggression accounted for the
majority (64%) of reported behaviors. The percentage of violent or aggressive behaviors per
patient visit reported increased from 0.05% for the two months before the intervention to 1.71%
for the two months post-intervention. Verbal aggression accounted for the highest rate of
violence post-implementation at 1.10%. Data analysis for violent or aggressive behavior by day
of the week had a normal distribution (m=Tuesday, SD =2.06). Thursday had the most reported
violence followed by Monday (see Figure 1). The spike in reported violent behaviors on
Thursday may be due to the weekly statistics update that was given by the project leader to the
staff on Wednesday.
Precipitants of violence or aggression during this project was most commonly recorded
as “unknown” (18.9%), followed by “insists on leaving” (15.7%), “pain medication” (6.7%)
either not receiving pain medication or being discharged without a narcotic prescription,
“visitor/family issues” (5.9%), and “paranoid behavior/ideation” (5.5%) and finally alcohol
(4.7%) (see Figure 2 and 3). Wait times were also collected and analyzed as a potential
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precipitating factor for patient violence or aggression. The potential impact of wait times was
evaluated using patient arrival to the first episode of violence or aggressive behavior (n=106,
m=4.38 hours, SD=4.58). Of the 106 first episodes evaluated, 24% occurred within one hour of
arrival in the ED with an additional 36% between one to four hours (see Figure 4).
The most common interventions used to reduce the violent or aggressive behaviors were
de-escalation techniques (54.7%), an active security presence (37.4%), and benzodiazepine
(16%) and neuroleptic medications (13%) (see Figure 5). Most (39.8%) of the violent or
aggressive behaviors were handled by individual nurse intervention or with the help of additional
staff intervention (31.1%). A small percentage (8.6%) of patients required either a 6-point or 10point restraints.
Physically restraining a patient to protect either them or other people within the
department during their violent or aggressive behavior were considered assaulted. Two patients
(0.8%) needed some intervention while 17 patients (6.7%) had no injuries (see Table 4). In
contrast, seven (2.8%) of the nurses caring for patients, who demonstrated out of control
behavior, experienced assaults with the need for intervention. Four nurses had injuries requiring
follow-up care with occupational health and one nurse required approximately two weeks off
from work. In addition to the medical care, the one nurse required time off to press charges and
attend court.
The data from the SUS survey were also analyzed. There was a 16% response rate to the
survey (n=20) with a mean SUS score of 85.25. Ninety-five percent of the survey respondents
scored the APM tool as above average for usability and effectiveness.
Discussion
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Compared to the other health care providers in the ED, the nurses spend the most time at
the bedside caring for patients which put them in a high-risk group for WPV. The perception of
many ED nurses is that a certain amount of WPV is acceptable and “part of the job” that does not
require reporting the incident (Child & Mentes, 2010). In this project violent or aggressive
behavior in the ED was considered by the administration to be a problem but was not clearly
documented. When incident reporting systems are not utilized to document WPV, it is
challenging for hospital administrators to adequately respond to safety issues of the staff (GackiSmith et al., 2009).
The focus of this project was to evaluate if by simplifying the reporting process using the
APM tool, there would be an increase in the identification and reporting of WPV in the ED.
Comparison of the pre- and post-intervention data revealed a considerable increase in the number
of documented violent or aggressive behaviors. The rate of violence or aggression for two
months before implementing the APM tool was 0.061%, and the two months post-intervention
data demonstrated a more consistent rate of violence at 1.35% which also reflected an increase in
reporting.

The APM tool provided clear documentation of specific precipitants for patient violent or
aggressive behavior with the option of selecting “unknown.” Unfortunately, “unknown” was
chosen by the ED nurse18.9% of the time making it difficult to determine the precipitants of the
violent behavior. Choosing “unknown” may reflect the need for more specific elements listed in
the tool such as ETOH or drug abuse, which are also considered common precipitants of
violence (Pompeii et al., 2016). Pain medication was also documented as a precipitant (6.7%).
This finding may warrant further investigation of the regulations governing dispensing of opioids
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and their impact on violence in the ED, or it may be that increases in patient violence are a result
of patients are not receiving their drug of choice in the ED or at discharge.
Based on discussions with nurses and reviewing the cases of documented violent or
aggressive behavior, there was confusion among the nurses about over when to use the tool and
how to accurately complete it. For example, one nurse was bitten by a patient while holding him
for a procedure. The patient was very ill and not behaving normally. Despite being bitten by the
patient, the nurse was not going to report the behavior as violent or aggressive because she felt
the incident was non-intentional. However, with advice from another nurse, she did document it.
In another instance, a nurse left the section of the APM tool on the post-event process blank
because the nurse was unclear how to document the patient’s injury level. When staff were
confused about what to document, they either did not document the behaviors or added it as a
free-text comment. Additional education on the standardized meanings of each section of the tool
may provide more objectivity and less variation in reporting.
The interventions used by the nurses in response to the violent or aggressive behaviors
that were most frequently documented were not unexpected because of the recent training
completed with the nurses regarding de-escalation techniques, security presence, and the use
Benzodiazepam and Neuroleptic medications. The use of restraints was low, which is also not
surprising because of the national and organizational push to reduce the use of restraints in
healthcare (Knox, & Holloman, 2012; Sacks, & Walton, 2014).
Physical assaults against nurses are not frequent, but when they occur, it makes staff feel
unsafe in their work environment. When staff feel unsafe, it may lead to increased turnover of
nurses, increased sick days and injuries, which may be linked to patient satisfaction and
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ultimately patient outcomes (Taylor, Domenici, Agnew, Gerwin, Morlock, and Miller, 2011). It
is important to make staff safety a priority at every level of the organization.
Wait time may have contributed to a number of violent or aggressive behaviors. The
majority of incidents in the ED occurred within the first four hours of arrival the ED. According
to the Centers for Disease Control and Prevention (2014), the median wait time in the U.S. to be
treated in the ED was about 30 minutes in 2010–2011. In the state of Maryland, the average wait
time for patients in the ED was 46 minutes from arrival until they were seen by a provider
(Centers for Medicare & Medicaid Services, 2014 “Hospital Compare” data; measure I.D. OP20). Because wait times in this organization’s ED are extensive at times, prevention interventions
for violent and aggressive behavior should be targeted to patients in the triage waiting room and
initial evaluation of patients.
An unexpected occurrence and positive outcome in using the APM was being able to
provide current WPV data during executive leadership rounds in the department after significant
WPV events that resulted in injuries to nurses. While learning about the data collected from the
APM tool, the hospital executives were also able to see where a nurse was injured and speak
with the staff involved in the incident. This became an important opportunity for the ED staff to
advocate for additional resources and structural changes to create a more secure environment.
Concrete solutions for essential changes to improve staff safety were also discussed. The impact
of the executive rounds resulted in a better understanding by the hospital executives of the
potential threats to the safety of nurses and other staff in the ED. The ED has already begun to
implement several strategies to protect the nurses, including some structural changes in triage to
provide nurses with a second escape route and the inclusion of behavioral alerts in the EHR to
notify nurses and providers of patient-specific previous incidents. For example: a patient who
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was known to carry a weapon and threaten staff during a previous visit triggered a behavioral
alert to have security search the patient before going to triage.
Preventing or minimizing violence in the ED is complex and requires a comprehensive
approach to have the desired outcome of protecting staff and patients. Prevention programs
should follow three fundamental principles; evaluation of the environment, policy and
procedures, and education (Gates, Gillespie, Smith, Rode, Kowalenko, & Smith, 2011;
Ramacciati, Ceccagnoli, Addey, Lumini, & Rasero, 2016). For example, evaluation of the triage
environment should include multiple egresses for staff to escape a violent patient, security
cameras in the major locations, panic buttons worn by staff, and available security officers.
Policy and procedures would include communication, visitor, and reporting policies and
education would include de-escalation or self-defense training (Gates et al., 2011; Ramacciati,
2016).
Scores from the SUS survey reflected an above-average usability. The ease of reporting
may have contributed to the high usability scores. Prior to the implementation of the APM tool,
the nurses had to document violent or aggressive behaviors in a computerized system that
required a separate login from the EHR, a series of multiple screens, many open text options.
The nurses reported this tool as too long and complex to complete in a timely manner. Because
of the complexity of the tool nurses would delay documenting the violent or aggressive behavior,
and in many cases not report the behavior at all. The APM tool can be viewed on one screen, and
includes a number of drop-down boxes for each section that makes it more intuitive to use than
the previous system. Staff appreciated having a tool available to them that reflected how they
typically documented and did not take much time to complete.
Limitations
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A limitation of this project was the inherent bias that individual nurses introduce in
choosing which violent or aggressive behaviors to be documented. For example, an elderly
patient with dementia who is combative may not be reported because some nurses may not see
these behaviors as violent or aggressive, since they are not intentional or controllable by the
patient. Another limitation may have been an underestimation of the impact of updates on APM
tool use that were provided to the staff every Wednesday as a reminder to use the new tool. Staff
received data regularly to improve reporting and measure the benefits of their documentation.
Coincidentally, the largest percentage of reported violent or aggressive behaviors occurred on
Thursdays. The updates may have skewed the normal frequency of violence and aggressive
behaviors that were reported for each day of the week. Also, there was a low response rate to the
SUS survey but of the seventy-two nurses who used the tool more than a quarter (27%) of them
responded to the survey.
Conclusion and Implications
Nurses in the ED, who are at risk for experiencing violence and aggression from patients,
need institutional support and resources to protect them during these incidents, and strategies to
prevent future episodes. Prevention is facilitated through ongoing data collection and monitoring
of violent and aggressive behaviors, and the factors that precipitate them, as well as the most
useful interventions in managing them. Having more comprehensive data allows for more
accurate strategies to be developed. Data collection and monitoring are most effective when
combined with strategies to promote a safe work environment, such as zero-tolerance policies,
availability of a panic button, safety drills, and education and training. Having a safe work
environment also means that nurses can focus on the care of their patients.
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Table 1. Education of ED RN staff in use of APM Tool
Category

No. (%)

RN Staff
General ED RNs
Agency, travelers, float pool
ED Nursing Leadership
Total

106 (84.8%)
14 (11.2%)
5 (4%)
125 (100%)

Education Sessions
Day shift sessions

20 (53%)

Night shift sessions

18 (47%)

Total

38 (100%)

______________________________________________________
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Table 2. System Usability Survey RN Demographic Information (n=20)
Category

No. (%)

Age
< 25 years

2 (10%)

26-45 ears

15 (75%)

> 46 years

3 (15%)

Education
Associates

4 (20%)

BSN

15 (75%)

Diploma

0

Doctorate

0

MSN

1 (5%)

Gender
Male

3 (15%)

Female

17 (85%)

RN experience
0-5 years

8 (40%)

6-10 years

5 (25%)

> 10 years

7 (35%)

ED experience
< 10 years

14 (70%)

>10 years

6 (30%)

Table 3. Reported Pre- and Post-Intervention Violent or Aggressive Behaviors and ED Visits
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Pre-intervention

Post-intervention

Total

April 2016

May 2016

Total

June 2016

July 2016

Patient Visits (No.)

11,380

5554

5826

11,188

5513

5675

Violent Behaviors (%)

0.061%

0.11%

0.02%

1.35%

1.43%

1.25%

Verbal only

1

1 (20%)

0

97

49 (62.3%)

48 (66.7%)

Physical only

1

1 (20%)

0

5

2 (2.5%)

3 (4.1%)

Both verbal & physical

5

4 (60%)

1 (100%)

49

28 (35.5%)

21 (29.2%)

7

6 (100%)

1 (100%)

151

79 (100%)

72 (100%)

Days (7a-7p)

2

2 (33%)

0

61

28 (30%)

33 (46%)

Nights (7p-7a)

5

4 (67%)

1 (100%)

90

51 (70%)

39 (54%)

7

6 (100%)

1 (100%)

151

79 (100%)

72 (100%)

Type of Violence (No./%)

Total
Violent Incidents by Shift
(No./%)

Total
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Table 4. Patient and Staff Post Intervention Outcomes

Category

N (%)

Patient
Assaulted No Intervention

17 (6.7%)

Assaulted With Intervention

2 (0.8%)

Assaulted Resulted in Death

0

No Injury

91 (35.5%)

Staff
Assaulted No Intervention

16 (6.3%)

Assaulted With Intervention

7 (2.8%)

Assaulted Resulted in Death

0

No Injury

85 (33.5%)
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Figure 1. Frequency of reporting violent or aggressive behaviors by day of the week
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Appendix A

Evidence Summary
Author

Date

#
1

Arnetz,
Hamblin,
Ager,
Luborsky,
Upfal, Russell,
&
Essenmacher

2

Campbell,
Burg, &
Gammonley

3

Classen, Resar,
Griffin,
Federico,
Frankel,
Kimel,
Whittington,
Frankel, Seger

Evidence
Type

2015 Nonexperimental

2015

2011

Systematic
Review

Nonexperiment

Sample & Sample
Size

Results/ Recommendations

Questionnaire
n=2010
Response n=446
(22% response rate)

88% reported having a violent incident within
last year but did not report the incident to the
electronic reporting system.
45% indicated they informally reported to a
supervisor or some other method.
23% of respondents who self-reported violent
incident also reported documenting, at least,
one episode in the electronic system but only
4% did. Of those self-reporting incident but not
documenting in electronic system 9% did.
Employees were more likely to report via
electronic system if they sustained an injury
(OR=6.22) or if they lost time from work
(OR=3.56)
Working in a psychiatric or emergency
department had a large portion of
underreported (part of the job)
Accurate incident & prevalence reporting is
essential to preventing WPV
Underreporting results are lack of evidence and
ability to track and trend violence for
interventions to be developed
Lack of standardization and tested instruments
or lacked a specific focus of incident reporting
The global triggering tool was ten times more
efficient in detecting adverse events. It used a
combination of EHR and voluntary reporting
94.9%
Global tool had high sensitivity and specificity

62 Articles included
for review

3 hospitals adverse
event reporting
795 charts reviewed

Limitations

Rating
Strength
Quality

Data may be bias in that
there is a policy stating
that employees injured
on the job must report
the injury in electronic
system
Differences between
survey responses and
actual report may be
due to lack of injury,
recall bias, or lack of
motivation to use
reporting system.

3A

Articles excluded
because in another
language and those
articles that dealt with
visitor violence

2/A

3A
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& James
Danforth,
smith, Loo, &
Jacobsen

5

Dixon

6

2014
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24 Outpatient
electronic clinical
surveillance programs

Strong leadership support is needed for the
success of the project
Culture of Safety in the environment
Access to EHR

2002 QI

1 hospital moving
from paper to webbased system

83.5% increase in the number of submissions
79.5% reduction in event to submission time

1 hospital setting
QI project

5

Haller, Myles,
Stoelwinder,
Langley,
Anderson,
McNeil

2007 QI

1 hospital anesthesia
department 48,983
interventional
procedures

85.1% of procedures were documented on the
integrated incident form
Agreement between chart review and
electronic form 80.6%

5

7

Iennaco,
Dixon,
Whittemore, &
Bowers

2013 Review
Article
Pilot Studyhandheld
devices to
record WPV

Acute Inpatient
Psychiatric united
11 staff participated in
allowing researchers to
shadow them during
their shift

Data was variable but was able to determine
strengths and limitations of each of the
collection tools. Results showed that using a
handheld device in conjunction with a paper
log to record events provided greater accuracy
of exposure. Better data will help in
understanding aggressive behaviors.

Electronic form used
mainly by
anesthesiologists and
kept within the
department, so
reliability for hospital
use is unclear
Small pilot study in
only one setting

8

LevtzionKorach,
Alcalai, Orav,
GraydonBaker,
Keohane,
Bates &
Frankel

14,179 incidents
reported in the Webbased system

Modest increase in reporting
30% lab incidents
29% near miss incidents
61% were adverse events without harm
14% caused temporary harm
0.4% caused permanent harm
The application captures incidents, actions and
f/u effectively

Only 1 web-based
system evaluated
Only one academic
center with a strong
safety culture to begin
with

3A

2009

QI

Descriptive

5

5
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APPENDIX B
Educational Plan
Elements of
Education
Introduction

What is Included
 Providing a safe environment for nursing staff to practice is a
priority. It is essential to understand the triggers of violence that
influence the environment and the type of violence seen in the ED.
The magnitude and severity of the problem are not clear because
violent incidents are not always reported. Without information, it is
hard to make the appropriate decisions about resource utilization.

How It Will Be
Delivered
Education Sessions
Handout

 The purpose of this scholarly project is to implement and evaluate a
standardized tool embedded in the patient EHR to improve
reporting of incidents.
 The Aggressive Patient Management Tool (APM) located in the
behavioral health section of the ED narrator will be used to
document all violent/aggressive episodes for 30 days.
Reportable
Incidents

APM
Documentation

 Physical Violence: any act against another person hitting punching
kicking back on regardless of whether there is intentional or not
 Nonphysical violence/Verbal abuse: is considered violence that is
meant to harm psychologically or is supposed to intimidate cause
fear humiliate things such as cursing and yelling at screaming
Document the day of the week
Precipitant/Event- Check all that apply
 What triggered the violent incident?
o Does the patient have dementia
o Does the patient have a mental illness?
 Delusional
 Hallucinations
 Paranoid behavior or ideation
o Are they mentally retarded?
o Having food, peer, or smoking issues?
o Are they responding to the environment
o Are they having visitor/family issues?
o Other-anything that may not fall into the categories that
are listed
Click paper icon that will allow further document if necessary
 Event- Check all that apply
o Verbal aggression to staff
o Verbal aggression to patients
o Physical aggression-objects (hits the wall)
o Physical aggression-self non-lethal
o Physical aggression-self lethal
o Physical aggression-staff
o Physical aggression-patients
o Other
 Intervention-Post Event Check all that apply
o If there was no necessary intervention mark none
o Indicate any medication used to treat the violence or

Education Sessions
Handout

Education Sessions
Handout
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What is Included

aggression
Was there any verbal interventions such as de-escalation
techniques (TeamStepps education)
o Did you set boundaries around behavior such as limit
setting
o Other-behavioral contract
o Were restraints necessary and if so what type
 6-point vest
 10-point vest
 Open door seclusion
 Locked door seclusion
 Do not use Genchair as we do not have them
o Observation
 Do not use Staff presence milieu or zoning Do
not use placed it does not apply to the ED
 Placed on observation (sitter)
 Active security presence (detail)
 Decreased stimulation (note what you did to
decrease stimulation)
o Event Follow-up
 Emergency Bell activated (panic buttons or
button on badge)
 Witness contact-follow-up with witness
 Post Event Process-Check all that apply
o Who was involve or required intervention
 Individual nurse
 Staff intervention
 Identified Leader
 Team process
o Patient Injury Level
 Assaulted-no intervention required
 Assaulted-with intervention
 Resulted in Death
 Other
o Staff Injury Level
 Assaulted-no intervention required
 Assaulted-with intervention
 Resulted in Death
 Other
Qualtrics
 At the end of data collection, an email will be sent to you with a
link to Qualtrics to complete the System Usability Survey (SUS)
 Please complete the survey within 1 week
o

How It Will Be
Delivered
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APPENDIX C

Implementing a Standardized Tool Embedded in the Electronic Health Record
for Reporting Violence in an Emergency Department
Handout

Introduction
 Providing a safe environment for nursing staff to practice is a priority. It is essential to understand the
triggers of violence that influence the environment and the type of violence seen in the ED. The
magnitude and severity of the problem are not clear because violent incidents are not always reported.
Without information, it is hard to make the appropriate decisions about resource utilization.
 The purpose of this scholarly project is to implement and evaluate a standardized tool embedded in
the patient EHR to improve reporting of incidents.
 The Aggressive Patient Management Tool (APM) located in the behavioral health section of the ED
narrator will be used to document all violent/aggressive episodes for 30 days.
Reportable Incidents
 Physical Violence: any act against another person hitting punching kicking back on regardless of
whether there is intentional or not
 Nonphysical violence/Verbal abuse: is considered violence that is meant to harm psychologically or is
supposed to intimidate cause fear humiliate things such as cursing and yelling at screaming

APM Documentation
Document the day of the week
Precipitant/Event- Check all that apply
 What triggered the violent incident?
o Does the patient have dementia
o Does the patient have a mental illness?
 Delusional
 Hallucinations
 Paranoid behavior or ideation
o Are they mentally retarded?
o Having food, peer, or smoking issues?
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o Are they responding to the environment
o Are they having visitor/family issues?
o Other-anything that may not fall into the categories that are listed
There is the paper icon that will allow further document if necessary
 Event- Check all that apply
o Verbal aggression to staff
o Verbal aggression to patients
o Physical aggression-objects (hits the wall)
o Physical aggression-self non-lethal
o Physical aggression-self lethal
o Physical aggression-staff
o Physical aggression-patients
o Other
 Intervention-Post Event Check all that apply
o If there was no necessary intervention mark none
o Indicate any medication used to treat the violence or aggression
o Was there any verbal interventions such as de-escalation techniques (team steps education)
o Did you set boundaries around behavior such as limit setting
o Other-behavioral contract
o Were restraints necessary and if so what type
 6-point vest
 10-point vest
 Open door seclusion
 Locked door seclusion
 Do not use Genchair as we do not have them
o Observation
 Do not use Staff presence milieu or zoning Do not use placed it does not apply to the
ED
 Placed on observation (sitter)
 Active security presence (detail)
 Decreased stimulation (note what you did to decrease stimulation)
o Event Follow-up
 Emergency Bell activated (panic buttons or button on badge)
 Witness contact-follow-up with witness
 Post Event Process-Check all that apply
o Who was involve or required intervention
 Individual nurse
 Staff intervention
 Identified Leader
 Team process
o Patient Injury Level
 Assaulted-no intervention required
 Assaulted-with intervention
 Resulted in Death
 Other
o Staff Injury Level
 Assaulted-no intervention required
 Assaulted-with intervention
 Resulted in Death
 Other
Qualtrics
 At the end of 30-days, an email will be sent to you with a link to Qualtrics to complete the System
Usability Survey (SUS)
 Please complete the survey within one week
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APPENDIX D
Project Flyer
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APPENDIX E
TIMELINE
Goal

2016
Feb

Mar

Apr

May

June

Jul

Aug

Sept

Finalize Project Proposal

X

-

-

-

-

Present Proposal and Secure
Committee Approval

X

X

-

-

-

Submit to the IRB Committees

-

X

X

-

-

Conduct Project

-

-

-

-

X

X

Analyze, Synthesize and
Evaluate Findings

-

-

-

-

-

Prepare Final Scholarly Project
Manuscript

-

-

-

-

Present Scholarly Project to
Committee

-

-

-

-

Oct

-

X

X

-

-

-

X

X

-

-

-

-

X

Nov

X
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APPENDIX F
Aggressive Patient Management Tool
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APPENDIX G
Data from Documentation of Incident
Data Elements to Measure
Demographics of sample

Day of Week

Time
Total number of violent or aggressive behaviors
Total number of patient visits
Precipitants (check all that apply)

Coding
1. Sample size
2. Age
a. ≤ 25 years
b. 26-35 years
c. 36-45 years
d. 46-55 years
e. ≥ 56 years
3. Gender
a. Male
b. Female
4. Number of years as an RN
a. 0-2 years
b. 3-5 years
c. 6-10 years
d. 11-20 years
e. ≥ 21 years
5. ED Experience
a. 0-2 years
b. 3-5 years
c. 6-10 years
d. 11-20 years
e. ≥ 21 years
6. Highest level of education
a. Diploma
b. Associates
c. BSN
d. MSN
e. Doctorate
1. Monday
2. Tuesday
3. Wednesday
4. Thursday
5. Friday
6. Saturday
7. Sunday
1. Time of incident
Number
Number
1-Dementia
2-Delusions
3-Food issues
4-Hallucinations
5-Insists on leaving
6-Mental Retardation
7-Paranoid behavior/ideation
8-Peer issues
9-Response to the environment
10-Smoking issues
11-Visitor/Family issues
12-Other

REPORTING VIOLENCE
Data Elements to Measure
Events (check all that apply)

Interventions

Post-event process (check all that apply)
Process

Patient Level of Injury

Staff Level of Injury

Ten-Question Survey

45
Coding
1-Verbal aggression to staff
2-Verbal aggression to patients
3-Physical aggression-objects
4-Physical aggression-self, non-lethal
5-Physical aggression-self, lethal
6-Physical aggression to patients
7-Other
0-None
1-Medications
a. Benzodiazepine
b. Neuroleptic
c. Other
2-Verbal
a. De-escalation techniques
b. Limit setting
c. Other
3-Restraints/Seclusion
a. Six point vest
b. 10 point limb
c. Genchair
d. Open door seclusion
e. Locked door seclusion
4-Observation
a. Staff presence in milieu
b. Placed on zoning
c. Placed on observation
d. Active security presence
e. Decreased stimulation
5-Event Follow-up
a. Emergency bell activated
b. Witness contact
1. Individual nurse intervention
2. Staff intervention
3. Identified leader
4. Team process
1. Assaulted-no intervention required
2. Assaulted with intervention
3. Resulted in death
4. Other
1. Assaulted-no intervention required
2. Assaulted with intervention
3. Resulted in death
4. Other
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APPENDIX H
Staff Weekly Data Updates
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APPENDIX I

Evaluating Usability of the Aggressive Patient Management (APM) Tool
for Documenting Patient Aggression
Q1 Please indicates the extent to which you agree or disagree with the following statements with
regard to use of the APM for documentation of violent/aggressive patient incidents.
Strongly
Agree
(5)

Somewhat
Agree
(4)

Neither
Agree nor
Disagree (3)

Somewhat
Disagree (2)

Strongly
Disagree
(1)

1. I think that I would like to use the
APM to document aggression
frequently.











2. I found the using the APM to
document patient/visitor aggression
unnecessarily complex.











3. I thought the APM was easy to use.











4. I think that I would need the
support of a technical person to be
able to use the APM.











5. I found the various functions in the
APM were well integrated.











6. I thought there was too much
inconsistency within the APM.











7. I would imagine that most people
would learn to use the APM very
quickly.











8. I found the APM very cumbersome
to use.











9. I felt very confident using the APM.











10. I needed to learn many things
before I could be comfortable
documenting in the APM.











Q2 Age






a. ≤ 25 years
b. 26-35 years
c. 36-45 years
d. 46-55 years
e. ≥ 56 years

Q3 Gender




Male
Female
Other, (Please Specify) ____________________
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Q4 Number of Years as a RN






0-2 Years
3-5 Years
6-10 Years
11-20 Years
> 20 Years

Q5 Number of Years of ED Experience






0-2 Years
3-5 Years
6-10 Years
11-20 Years
> 20 Years

Q6 Highest Level of Completed Education in Nursing






Diploma
Associates
BSN
MSN
Doctorate
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