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Abstract

Problem & Purpose: Workplace violence impacts all health care workers especially those
working in behavioral health, emergency departments (EDs), and trauma centers. The Broset
Violence Checklist (BVC) is an evidence-based, valid and reliable tool demonstrating high
sensitivity and specificity with predicting potentially violent patients within a 24-hour period of
assessment. The tool is available to nurses in the ED but is not widely used within the system

due to a lack of procedure, education and monitoring of compliance.

Methods: A quality improvement project developed a procedure to increase the use of the BVC.
ED nurses and security personnel were trained and compliance with utilization of the tool was
measured. A pre/post implementation survey was conducted to determine perceptions of
workplace violence. A daily report detailing the use compliance and the BVC scores of each
patient was automatically distributed to the emergency department and security leadership. The
outcome measures are: (a) 90% of adult patients > 18 years old seeking treatment in the ED will
be assessed for potential violence using the BVC during the intake and triage process and (b)
overall incidences of workplace violence are reduced. Data were analyzed using descriptive

statistics.

Results: A convenience sample of 6,944 adults > 18 years old entered the ED in an academic
acute care setting for evaluation and treatment in a 14-week period. Compliance with

completion of the BVC pre-implementation was a mean of 74% and implementation of 67%

(u=1355, p=0.014); 18 patients scored > 3 on the BVC (u = 188, p = 0.68).

Conclusion: This quality improvement project illustrates it is difficult to improve compliance

based on education alone. Enforcement of compliance with the procedure and assessment tool
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needs to be hard wired into the workflow of nursing and security personnel. It remains essential
that hospitals incorporate violence assessment tools and strategies in the ED setting. As part of
routine care, ED staff can use screening tools such as the BVC to identify people at high risk of
violence. These tools can offer appropriate behavioral interventions to those who screen high on

the assessment tool.
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Mitigating Workplace Violence Utilizing the Broset Violence Checklist

Workplace violence significantly impacts all health care workers (HCWSs), especially
those working in volatile settings such as behavioral health, emergency departments (EDs) and
trauma care (Phillips, 2016). Workplace violence encompasses a myriad of behaviors, ranging
from bullying, disruptive and intimidating behavior to physical assault and abuse. For the
purpose of this Doctor of Nursing Practice project, workplace violence was defined as violent
acts, including physical assaults and threats of assaults directed toward persons at work or on
duty (Occupational Safety and Health Administration, 2015). According to the Bureau of Labor
Statistics, 27% of fatalities in healthcare and social service settings occurring in 2013 were due
to assaults and violent acts (Occupational Safety and Health Administration, 2015). Blando et al.
(2012) discussed common factors associated with workplace violence including the following:
working with people who have a history of violence or, are under the influence of drugs and
alcohol, inadequate security staff, long wait times and overcrowded waiting rooms and the

perception violence is tolerated and reporting will have no effect.

To date, research has been unable to demonstrate with certainty predictable causes of
workplace violence, making it difficult to accurately identify who will become violent (Bresler &
Gaskell, 2015). Universally applicable methods of risk reduction in potentially violent patients
have yet to be discovered (Phillips, 2016). Due to the underreporting of workplace violence, it is
difficult to fully study and create solutions for this phenomenon. The Broset Violence Checklist
(BVC) has yielded valid and reliable results demonstrating high sensitivity and specificity with
predicting potentially violent patients in a 24 hour period of assessment (Anderson & Jenson,
2018; Hvidhjelm, Sestoft, Skovgaard & Bjorner, 2014, Partridge & Affleck, 2018 & Woods;

Aimvik, 2002). Specifically, the BVC has proven effective in the mental health, trauma and
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emergency department settings. The purpose of this project was to implement a procedure for
the use of the BVC in the setting of an urban academic ED to increase the number of patients

assessed for potential violence during the intake and triage process.

Literature Review

A thorough review of the literature suggests validated risk assessment tools exist that
identify patients potentially susceptible to violent outbursts. The focus of this literature review
was to identify the evidence to support the use of the BVC in reducing episodes of workplace
violence. An evidence review (Appendix A) illustrates there are risk assessment tools that
reliably assist health care workers in identifying potentially violent patients, specifically the
BVC. The literature review began broadly with a review of the evidence focusing on strategies
for implementing the BVC. Discussion follows reviewing the specificity, sensitivity and
significance to predicting potentially violent patients using the BVC within 24 hours of
assessment. A number of studies illustrate the usefulness of the BVC in reducing incidences of

workplace violence in behavioral health, emergency department and trauma settings.

Anderson and Jenson (2018) conducted a meta-analysis to identify violence risk-

assessment screening tools that could be used in acute care mental health hospitals.

Using the Stetler model of evidence-based practice, the authors identified eight violence risk-
assessment tools, four of which they examined further. After a thorough review of three studies,
the researchers identified the BVC as the best assessment tool for predicting violence in the acute
care mental health setting. The levels of evidence for these studies yielded positive results for
positive predictive value (PPV), negative predictive value (NPV), and area under the curve

(AUC) and reflect sensitivity and specificity. The authors concluded the employment of a
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violence risk assessment screening tool helps to identify those patients at risk for violence
permitting staff to quickly intervene to prevent episodes of violence. Woods and Aimvik (2002)
conducted a qualitative study to describe the usefulness and evolution of the BVC. Studying 109
patients, the researchers measured the prediction of violence within the following 24-hour period
of assessment. Distribution of scores between the violent and non-violent was significant
(p<0.001) and demonstrated a sensitivity of 0.63 and specificity was 0.92. Results indicated the

applicability of a checklist is promising for the prediction of violence.

Hvidhjelm, Sestoft, Skovgaard and Bjorner (2014) evaluated the specificity and
sensitivity of the BVC as a predictor of violent incidents for Danish forensic psychiatry patients.
Patients (n=156) were assessed three times in a twenty-four-hour period. They conducted this
study for 24 months. A Revised Staff Observation Aggression Scale was used to record
aggressive or violent incidents. Analysis of the data was conducted using a standard logistic
regression model and a model for random person effect. Results indicate the BVC demonstrated
satisfactory specificity and sensitivity as a predictor of the short-term risk of violent attacks

against staff.

Partridge and Affleck (2017) evaluated the statistical utility of the BVC when
administered by a trained security officer in an acute care ED. The security officer conducted
BVC assessment on patients who presented to the ED of a public hospital in Australia. Over a 2
month period, violent and aggressive acts were registered into a database by the security officers.
Of the over 2,000 patients evaluated with the BVC, 1.7% (35 patients) committed a violent and
or aggressive act. The sensitivity was 45.7% and specificity was 99.4%. Violent patients were
around 71 times more likely to score > 3 on the BVC than non-violent patients. The authors

concluded the BVC has good sensitivity, specificity and predictive value in the emergency



MITIGATING WORKPLACE VIOLENCE
department setting. Mitigating the impact of violent patients in the ED may be helpful using the

BVC.

In conclusion, these studies have achieved similar positive results related to sensitivity
and specificity of the BVC. Other studies found positive predictive values, negative predictive
values and area under the curve using the BVC. Differences among the studies include the
settings in which the BVC was studied. The settings included both mental health and emergency
department settings although similar positive results were achieved. Other differences include
the level of worker collecting the data. Most studies used nurses with one study engaging
security officers in the completion of the checklist. Results in all studies indicate that the BVC is
a reliable and valid tool for predicting potentially violent patients in a 24-hour period post-

assessment.

Theoretical Framework

Taylor (1983) described cognitive adaptation theory when experiencing threatening
events. Adjusting to a threatening event revolved around three common constructs:
understanding the meaning of the threatening experience, achieving mastery over the event and
the ability to restore self-esteem. Taylor described this theory with reference to cancer patients’
coping efforts. Based on the constructs this theory is transferrable to workplace violence and

was chosen for health care workers experiencing threatening events in the ED.

Chapman, Styles, Perry and Combs (2010) used the theory of cognitive adaptation to
explore nurses’ experiences of workplace violence. The aim of the research was to explore how
nurses adapt to workplace violence. Using the BVC as a risk assessment tool allows the nurse to

adopt skills appropriate for mitigating workplace violence. All EDs experience some form of
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workplace violence. Using the BVC allows the nurse to assess the possibility of an eventin a
logical, step-wise fashion, which gives meaning to exhibited behaviors that could potentially be
violent. Understanding the meaning of the threatening or potentially threatening experience
illustrates the possible knowledge gaps regarding training and provides an opportunity to
understand the prior history of patterns violence. Practicing the implementation strategies
assigned to these observed behaviors allows the nurse to achieve mastery in de-escalation and
escape techniques during these potential events. The third construct, the ability to restore self-
esteem includes post-event debriefing, counselling in the form of employee assistance programs,
referrals to law enforcement and evaluation of the physical environment and cognitive

techniques used.
Methods
The purpose of this DNP quality improvement project was to implement a procedure

(Appendix B) for the improved compliance of the BVC risk assessment tool in the setting of an
urban academic community hospital in the ED to increase the number of adult patients assessed
for potentially violent episodes during intake and triage. Inclusion criteria for the patient

population included all patients > 18 years of age presenting to the ED for treatment. Exclusion

criteria were patients < 18 years old.

This is a descriptive, pre- and post-implementation quality improvement project
implemented to address workplace violence. The study period was conducted from September
2019 to December 2019 and included a convenience sample of 6,944 patients. This project was
approved by the systems Institutional Review Board for Non-Human Subjects Research. The

survey results were administered to nurses and security anonymously by the Survey Monkey
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software and through the use of a password protected computer. Completed surveys were
collected electronically or by personally visiting the ED to collect. Analysis was conducted using

SPSS22, Microsoft Excel for Windows and Survey Monkey software.

The implementation plan occurred over a 14-week period and impacted several structures
and processes. The anticipated outcome of this quality improvement project was to achieve 90%
compliance with completing the BVC on all patients entering the ED, to have all patients with
scores > 3 visited by a security officer and to reduce incidences of workplace violence. An auto
generated report of all patients with BVC scores of >3 was to be distributed to the security
department. In addition, daily automated reports detailing Registered Nurse compliance with
completion of the BVC assessment was to be distributed to the nurse manager and vice president
of the ED (Appendix C). Education was provided to registered nurses and security staff who
work in the emergency department (Appendix D). Finally, communication of all potentially
violent patients, scores of BVC > 3, was to be communicated to all RN and security staff caring

for these patients.

Specifically, during weeks one and two, the project leader (a) provided mandatory
educational sessions (Appendix E) on the procedure to all unit champions, nursing and security
staff who care for patients in the ED; (b) presented current data necessitating the need for
increasing compliance with using the risk assessment tool; (c) presented current data on the
volume of workplace violence incidents in the institution; (d) administered the Survey-Monkey

guestionnaire on perceptions of staff safety (Appendix F).

During Weeks 3 to 5 of implementation, the project leader (a) began providing daily
reports on compliance of use of the checklist; (b) continued staff education on the procedure for

completion of the BVC; (c) began audits of the rounding of the security staff for patients with a
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BVC greater than or equal to 3 (Appendix G); (d) provided routine feedback on compliance and
reporting of workplace violence incidences via e-mails, staff huddles, direct conversations, and

audits.

During Weeks 5 through 14 of implementation, the project leader (a) continued staff
education on the procedure for use of the BVC; (b) continued compliance audits for both
completion of the BVC and the rounding of the security team; (c) garnered feedback from all
stakeholders about the facilitators and barriers to the implementation; and (d) provided ongoing
communication via e-mails, staff huddles, and direct conversations on the status of the project.
At the completion of the implementation, the project leader administered a post-survey via a

Survey-Monkey questionnaire on staff perception of workplace violence (Appendix F).

Descriptive statistics comprise the bulk of the results summarizing distribution and
central tendency. Dichotomous variables are reported as counts and percentages. For continuous
variables, means and standard deviations are presented. Percentages are compared between
independent groups using a chi-square test. Analysis between pre- and post-implementation will
be compared using Mann Whitney U and chi-square will be used for continuous data that are not

normally distributed. The standard p <.05 is used to determine statistical significance.

Results

A total of 6944 patients were treated in an urban academic emergency department. The
number of patients assessed using the BVC was 4556, 67% mean compliance rate. Of the
patients assessed only 18 patients scored > 3 on the BVC. The majority of patients (78%) scoring
> 3 were male and 22% were female. There were zero reported incidences of workplace violence

during the 14-week period.
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The pre-implementation perception of violence survey was distributed to 45 RNs and 35
security personnel. Only 12 RNs (27%) and 5 (14%) security personnel completed the survey.
Post-implementation survey resulted in a RN completion percentage of 11% and security
completion percentage of 2%. The project experienced a decrease in compliance with completing
the BVC during implementation (Table 1). The post-implementation survey noted statistical
significance (Table 2) with the specific question “I feel comfortable reporting workplace

violence incidents”.

Overall, adherence to the established procedure was positive with a compliance
percentage of 67%. The engagement from nursing, security, informatics personnel and leadership
was overwhelmingly positive. There were a number of unexpected obstacles during the initial
implementation of the project. Conversely, there were an equal number of facilitators that
addressed those barriers (Appendix G). First, the BVC was not included in the initial triage
assessment; it was in the secondary assessment. Leadership of the ED was able to integrate the
BVC into the initial assessment making it easier for nurses to complete. Second, it was identified
the security team did not have a network printer, making it impossible to automatically notify
security of potentially violent patients. Temporarily, security had to rely on the nurses calling
security for notification. This was not an effective strategy as the nurses were disenchanted they
had to disrupt their workflow to make a phone call. Leadership approved the purchase of the
network printer and thus the project moved forward with automatic notification. Third, security
did not adhere to the procedure regarding documentation on the rounding sheet. It is not clear to
the project leader why this was not possible. Anecdotally, the staff reported this was not clearly
identified as an expectation of the security staff. Enforcement of this strategy, given there were

only 18 patients scoring > was minimal. Finally, the daily audit tool distributed to the ED
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leadership proved invaluable as the ED manager could coach and counsel RNs who did not

comply with the BVC assessment.

Discussion

The comprehensive literature review for this quality improvement project support the use
of the BVC as a reliable assessment tool for determining potentially violent patients. Achieving
67% compliance with adherence to the procedure is a strength of the project. Strong workflow
processes, such as the BVC being incorporated into the initial triage assessment, were
implemented to support the use of the BVC. Initially there were structural barriers, such as the
network printer, that minimized compliance but were overcome throughout the implementation.
Sustainability of the project relies on the ability of leadership to implement forcing functions into
the process such as making the BVC a mandatory field and creating an automatic notification of
potentially violent patients to security via an electronic mechanism such as Doc Hal, a clinical
communication platform that streamlines real-time communication among nurses via a mobile

application.

There are limitations to this project such as generalizability as this was only completed in
one institution. In addition, the small sample size of completed perception surveys limited the
statistical power. Compliance with completion of the BVC declined significantly post-
implementation. Anecdotally, the staff indicated reporting workplace violence would not do
anything to minimize the phenomenon as they believe nothing would be done to address the
behaviors. Consistent with what is reported in the literature, there is concern staff perceive that
nothing will be done about workplace violence and do not see the value in completing the BVC.

Thus the continued concern with lack of reporting on workplace violence.
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Of particular interest is the fact only 18 patients out of 4,566 assessed were identified as
potentially violent patients. Anecdotally, the staff perceive many patients treated in the ED are
potentially violent. Given this perception, consideration should be given to lower the threshold
for potentially violent patients to a BVC score of > 2 in an effort to identify patients prior to an

escalating event.

Conclusion

This quality improvement project illustrates it is difficult to improve compliance utilizing
an existing tool based on education alone. Developing procedures and the enforcement of
procedures need to be hard wired into the workflow of the nurse and security personnel.
Interventions for violence have received insufficient attention in the literature. The lack of
research-based violence prevention implementation standards from which to work has left nurses
working in hazardous conditions with few reliable resources to prevent and effectively manage
violence toward themselves. The findings from this project can assist leaders in identifying
targeted strategies for mitigating workplace violence. Replicating this quality improvement
project will contribute to the body of evidence supporting the need to identify potentially violent

patients.
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Table 1

Pre-Implementation and Post-Implementation

Pre-Implementation
Mean SD  Median

16

Minimum Maximum

Percentage of ER Patients whose BVC were assessed 74% 15% 76%
Percentage of Patients with a BVC greater than or equal to 1 who 3% 2% 2%
were assessed

Percentage of Patients found to have a BVC greater than or equal to 1 2% 1% 2%

who came to the ER
Percentage of Patients found to have a BVC greater than or equal to 3 0% 0% 0%
who came to the ER

IQR
25% 38%
20 0%
1% 0%
0% 0%

95%
9%

5%

2%

Following Education

Mean SD Median

IQR  Minimum Maximum

Percentage of ER Patients whose BVC were assessed 62% 20% 58%
Percentage of Patients with a BVC greater than or equal to 1 who were 3% 3% 3%
assessed

Percentage of Patients found to have a BVC greater than or equal to 1 2% 1% 2%
who came to the ER

Percentage of Patients found to have a BVC greater than or equal to 3 0% 1% 0%

who came to the ER

35% 31%

4% 0%
2% 0%
0% 0%

92%
13%

4%

3%

p<.05
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Table 1 (continued)

Following Addition of BVC to Triage

17

Mean SD Median IQR  Minimum Maximum
Percentage of ER Patients whose BVC were assessed 67% 20% 71% 34% 23% 96%
Percentage of Patients with a BVC greater than or equal to 1 who were 3% 2% 3% 3% 0% 7%
assessed
Percentage of Patients found to have a BVC greater than or equal to 1 2% 1% 2% 1% 0% 5%
who came to the ER
Percentage of Patients found to have a BVC greater than or equal to 3 0% 1% 0% 0% 0% 4%
who came to the ER
Mann-Whitney U Pre-Implementation vs. Implementation (Education &
Triage)

U P

Percentage of ER Patients whose BVC were assessed 1355 0.014
Percentage of Patients with a BVC greater than or equal to 1 who were
assessed 2061 0.251
Percentage of Patients found to have a BVC greater than or equal to 1
who came to the ER 1910 0.71
Percentage of Patients found to have a BVC greater than or equal to 3
who came to the ER 1888  0.68

p<.05
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Table 2

Pre/Post Implementation Survey Perceptions of Workplace Violence

Do you currently assess patients utilizing the
1 Broset Violence Checklist?

Role Frequency Percent
Nurse Pre  Yes 11 91.7
No 1 8.3

Post Yes 5 100.0

Security  Pre No 4 80.0
Missing 1 20.0

Post Yes 1 100.0

Utilizing the Broset Violence Checklist is useful
2 toidentifying at risk patients for violence?

Role Frequency Percent
Nurse Pre  Yes 12 100.0
Post Yes 4 80.0

No 1 20.0

Security  Pre  Yes 5 100.0
Post Yes 1 100.0

In the Emergency Department, the Broset
Violence Checklist is utilized to assess patients at
3 risk for violence?

Role Frequency Percent
Nurse Pre  Yes 11 91.7
No 1 8.3

Post Yes 5 100.0
Security  Pre  Yes 5 100.0
Post No 1 100.0

NT

0.44

5.00

2.55

0.44

6.00

1.00

0.20

0.29

1.00

0.17

18
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Table 2 (continued)

4 | have been the victim of workplace violence?

Role Frequency  Percent
Nurse Pre  Yes 10 83.3
No 2 16.7

Post Yes 3 60.0

No 2 40.0

Security Pre  Yes 3 60.0
No 2 40.0

Post No 1 100.0

5 If you have been the victim of workplace violence,

was it predictable?

Role Frequency  Percent
Nurse Pre  Yes 8 66.7
No 2 16.7

Missing 2 16.7

Post No 2 40.0

Missing 3 60.0

Security Pre  Yes 1 20.0
No 3 60.0

Missing 1 20.0

Post Yes 1 100.0

6 If you were a victim of workplace violence, did you

report it?
Role Frequency  Percent
Nurse Pre  Yes 6 50.0
No 5 41.7
Missing 1 8.3
Post Yes 3 60.0
Missing 2 40.0
Security Pre  Yes 3 60.0
Missing 2 40.0
Post No 1 100.0

1.07

1.20

4.80

1.88

2.12

4.00

0.54

1.00

0.09

0.40

0.26

0.25

19
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Table 2 (continued)

| feel comfortable reporting workplace violence

7 incidents?
Role Frequency Percent
Nurse Pre  Yes 8 66.7 0.30 1.00
No 4 33.3
Post Yes 4 80.0
No 1 20.0
Security  Pre  Yes 4 80.0 NT
Missing 1 20.0
Post Yes 1 100.0
If | file a report of workplace violence, | feel that
g the incident will be acted upon?
Role Frequency Percent
Nurse Pre  Yes 3 25.0 1.89 0.28
No 9 75.0
Post Yes 3 60.0
No 2 40.0
Security  Pre  Yes 4 80.0 NT
Missing 1 20.0
Post Yes 1 100.0
Yes No
| feel comfortable reporting Yes Count 11 6
workplace violence Expected Count 85 85
incidents? No Count 0 5
Expected Count 25 25

p<.05

XZ

6.47

20

p
0.035
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Appendix A

Evidence Rating of Literature for Assessing Patients Prone to Violence

21

Author, year Study Design Sample (N) Outcomes Studied Results Level and
Objective/ (how measured) Quality of
intervention or Rating
exposures compared

Anderson, K. & | To identify violence risk- | Meta-Analysis 29 qualitative #patients identified at The Broset Violence 1A

Jenson, C. assessment screening studies and 3 risk for violence Checklist and Violence

2018 tools that can be used in quantitative Risk Screening-10 tool
acute care mental health synthesis # violent episodes provide the best
settings. assessments for violence

in the acute care mental
health setting.
Limitations: only
examined the results
from the reviewed
studies. No further
statistical information
could be evaluated.

Hvidhjelm, J., To evaluate the specificity | Qualitative Convenience # of aggressive or violent | The BVC was a strong VI B

Sestoft, D., and sensitivity of the Design sample of patients | incidents predictor of violence

Skovgaard, L., Broset Violence Checklist admitted to six with a specificity of

& Bjorner, J. as a predictor of violence psychiatric units. 0.9997 and sensitivity of

2014 for Danish forensic n=156 patients 0.656. Limitations: staff
psychiatry patients. instructed to intervene if

a high score on BVC
thus resulting in
intervention. Tendency
to under-report for less
severe incidents.

Partridge, B., & | To evaluate the statistical | Qualitative Convenience # of patients who 1.7% of patients (35) VIB

Affleck, J. utility of the Broset Design sample of patients | committed a patients committed a

2018 Violence Checklist, a 6 entering an violent/aggressive act violent/aggressive act.
item checklist that rates Emergency Sensitivity was 45.7%
patients according to their Department, and specificity 99.4%.
risk of violence in the n=2064
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subsequent 24 hour

Limitations: Trial was

period. limited to one
Emergency Department.

Author, year Study Design Sample (N) Outcomes Studied Results Level and
Objective/ (how measured) Quality of
intervention or Rating
exposures compared

Rintoul, Y., Provides an outline of the | Review of n=19 Incidents of aggression The impact of aggression | VIIC

Wynaden, D., & | causes of aggression and descriptive and can be mitigated utilizing

McGowan, S. provides an qualitative effective tools.

2009 interdisciplinary action studies Limitations: Summary
plan for intervening with of causes of aggression
aggressive patients in the and does not identify a
Emergency department. methodology that

consistently mitigates

violence.
Woods, P., & Describes the usefulness Qualitative n=109 Prediction of violence in | The applicability of the VIB
Aimvik, R. 2002 | and evolution of the Design the following 24- hour checklist is promising for

Broset Violence Checklist

period

the prediction of
violence. Distribution of
scores between violent
and not violent were
significant, p<0.001.
Sensitivity was 0.63 and
Specificity was 0.92
Limitations: Does not
examine the clinical use
of the checklist and its
ability to predict
violence throughout the
hospital stay.
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Legend

Rating Scale for Hierarchy of Evidence

Level | Evidence from systematic review, meta-analysis of randomized controlled trials (RCTs) or practice-guidelines based on systematic review of
RCTs. or meta-analysis of RCT

Level Il Evidence obtained from well-designed RCT

Level I Evidence obtained from well-designed controlled trials without randomization

Level IV Evidence from well-designed case-control and cohort studies

Level V Evidence from systematic reviews of descriptive and qualitative studies

Level VI Evidence from a single descriptive or qualitative study

Level VII Evidence from the opinion of authorities and/or reports of expert committees

Melnyk, B.M., & Fineout-Overholt, E. (2014). Evidence-based practice in nursing and healthcare: A guide to best practice (3" ed.). New York:

Lippincott, Williams & Wilkins.

Rating Scale for Quality of the Evidence

A High Scientific

Summative
reviews
Experiential

B Good Scientific

Summative
reviews
Experiential

C Low quality  Scientific
Summative
reviews
Experiential

Consistent results with sufficient sample size, adequate control, and definitive

conclusions; consistent recommendations based on extensive literature review that includes thoughtful reference to

scientific evidence.

Well-defined, reproducible search strategies; consistent results with sufficient numbers of well-defined studies; criteria-based
evaluation of overall scientific strength and quality of included studies; definitive conclusions.

Expertise is clearly evident.

Reasonably consistent results, sufficient sample size, some control, with fairly definitive conclusions; reasonably consistent
recommendations based on fairly comprehensive literature review that includes some reference to scientific evidence.
Reasonably thorough and appropriate search; reasonably consistent results with sufficient numbers of well-defined studies;
evaluation of strengths and limitations of included studies; fairly definitive conclusions.

Expertise seems to be credible.

Little evidence with inconsistent results, insufficient sample size, conclusions cannot be drawn.

Undefined, poorly defined, or limited search strategies; insufficient evidence with inconsistent results; conclusions cannot
be drawn.

Expertise is not discernable or is dubious.

Newhouse, R.P. (2006). Examining the support for evidence-based nursing practice. Journal of Nursing Administration (36), 337-340.
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Appendix B

Procedure for Utilization of Broset Violence Checklist

Objectives:

1. To mitigate episodes of workplace violence by utilizing the Broset Violence
Checklist (BVC).

2. To provide a safe and therapeutic workplace that is free from violence or threats of
violence.

Indications for use: This procedure applies to all patients that seek treatment through the
Emergency Department.

Definitions:
Staff Member: Registered Nurses, Security Guards, Patient Registration Staff

Broset Violence Checklist (BVC): Is a reliable and validated assessment tool utilized to
determine the prediction of violence within a twelve hour period. This tool is useful in
identifying those patients potentially at risk for becoming violent. The tool provides useful
recommendations for intervening prior to any event.

Workplace Violence: Any act or threat of physical violence, harassment, intimidation, or other
threatening disruptive behavior that occurs at the work site. It ranges from threats and verbal
abuse to physical assaults and even homicide. It can affect and involve employees, clients,
customers and visitors.

Responsibility
All RNs, Registration and Security staff in the Emergency Department.

Procedure

1. The violence risk assessment tool is found in Epic in Flowsheets.

2. The violence screening assessment is a 6 item questionnaire that addresses behavior and
will be completed by the Registered Nurse in the triage area within 15 minutes during
intake and triage.

3. The registered nurse will score based on the presence of the following behaviors:

1) Confusion

2) lrritability

3) Boisterousness
4) Verbal threats

5) Physical threats
6) Attacking objects

If the behavior is present, a 1 is scored for each behavior and then added together to
create a score. Any score of 1 or more indicates a potential for violence with the risk
increasing as the score increases. A score of 3 or more indicates a high risk for violence.
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4. Interventions for patients at risk for violence include:

Moderate (1 - 2) High (3 or greater)
1. Maintain self-awareness 1. Enter room with partner at all times
2. Respect personal space 2. Push panic alarm if available
3. Address root cause of the irritability 3. Behavioral Emergency Response
4. Be aware of self-body position Team
5. Be empathetic 4. Security
6. Keep nonverbal cues nonthreatening
7. Ignore challenging questions
8. Set and enforce reasonable limits
9. Permit verbal venting when possible
10. Stay composed
11. Do not overreact

5. All patients will be routinely assessed every 12 hours after the initial assessment phase in
the Emergency Department.
6. Patients scoring 3 or greater

A report will automatically be generated and distributed to the Security Department.
Security personnel will come to the Emergency Department and will meet with the
Charge Nurse and Triage Nurse regarding the assessment of patient. Together, the team
will monitor the patient and implement appropriate strategies for the mitigation of violent
episodes. Every two hours, the security guard will round on the patient and check in with
the assigned nurse for an update regarding the patient’s behavior. When the patient’s
score is below 3, the Security team will no longer round on the patient.

Reportable Conditions

All incidents of workplace violence shall be reported utilizing the risk management
reporting system.
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Appendix C

Broset Violence Risk Assessment Audit Tool
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Patient
Number

Date
of
Audit

Gender BvC BVC Completed BVvC
Male (M) | Utilized during Score
or (Yesor Intake/Triage
Female(F) No) (Yes or No)

Visit by Security
(Yes or No)

ONO(OTPB|WIN -
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Appendix D
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Completed Emergency Department Broset Violence Risk Assessment Education Tool

Name

Date Completed Education

OINO|OTD|WIN -
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Appendix E

EDUCATIONAL PLANNING FORM

Presentation Title:

Presentation Date:

Speaker Name:
The purpose of this
activity is to enable
the learner to:

Mitigating Violence Utilizing the Broset Violence Checklist

29

June 30, 2019

Karen E. Doyle

Increase compliance for assessing patients for potential violence by utilizing the Broset Violence Checklist.

OBJECTIVES:
TIME
TEACHING
FRAME PRESENTER
_ OBJECTIVES CONTENT (TOPICS/OUTLINE) Statethe | List the Faculty | METHODS/LEAR
List learners objectives in a restatement of the objective time frame for each NER
behavioral terms J for each obiective ENGAGEMENT
I ea ) STRATEGIES
objective
Complete educational session on | Review of procedure for assessing patients 30 minutes | Karen Doyle Review of
the procedure for assessing utilizing the Broset Violence Checklist. procedure.

Checklist.

patients for potential violence
utilizing the Broset Violence
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Appendix F
Pre/Post Implementation Survey

We are seeking your input regarding the facilitators and barriers to utilizing the Broset Violence
Checklist to assess for potentially violent patients. In addition, we are seeking your input
regarding the reporting of workplace violence incidents. Completing this survey will provide
valuable insight into the success factors for assessing potentially violent patients, reporting
workplace violence and to reducing incidences of workplace violence. Completing this survey
will take less than ten (10) minutes. This survey is anonymous. Data will be utilized in the
aggregate to acknowledge successes and to strategize on mitigating workplace violence.

Thank you, in advance, for your participation. The results of this survey will be summarized and
distributed.

Please indicate your role:

o Registered Nurse
o Security Officer

Do you currently assess patients utilize the Broset Violence Checklist?

o Yes
o No

Utilizing the Broset Violence Checklist is useful to identifying at risk patients for violence?

o Yes
o No

In the Emergency Department, The Broset Violence Checklist is utilized to assess patients at risk
for violence?

o Yes
o No

| have been the victim of workplace violence?

o Yes
o No

If you have been a victim of workplace violence, was it predictable?

o Yes
o No

If you were a victim of workplace violence, did you report it?

o Yes
o No
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| feel comfortable reporting workplace violence incidence?

o Yes
o No

If 1 file a report on workplace violence, | feel that the incident will be acted upon?

o Yes
o No

If a victim of workplace violence, how many times have you been a victim?

31
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Patient Name

Room Location

Date

Appendix G
Security Rounding Report
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Time

Broset Violence
Score

Any intervention? What was the
intervention?

Name/Signature
Security Guard

0000

0100

0200

0300

0400

0500

0600

0700

0800

0900

1000

1100

1200

1300

1400

1500

1600

1700

1800

1900

2000

2100

2200

2300
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Appendix H

Implementation Facilitators and Barriers

Barriers

Facilitators

BVC is not in the initial triage but the extended
triage. RNs need to remember to “wrench” the
extended triage into the initial triage for
completion.

Nurse Manager supportive and placed help desk
ticket to move into the initial triage.

Security has to be notified by phone of patients
with score >3. Could be notified via Doc Halo
on cell phone but do not have cell phones.

RNs theoretically supportive of the phone call.

Leadership not in favor of purchasing cell phones

There is no network printer in the security office.

Staff skeptical that security will actually round
and were not happy that they had to make a
phone call.

The NM and Security have found the funding and
purchased the printer. Network printer installed.

RNs have agreed to call security with BVC > 3.

There are many triage nurses and thus are not all
engaged in this project.

The procedure was given to each RN and security
staff.

Daily audit tool provided information to the
manager regarding staff compliance.




