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A.   SUMMARY 

Internal events and increasing public attention to violence in general make the Veterans Health Administration (VHA) concerned about violence in health care.  The Deputy Under Secretary for Health appointed a task force to develop both a short- and long-term strategy on violence prevention.  The Task Force identified six major topic areas for review, including policy, current educational programs and strategies, environmental security, clinical treatment and support of victims and bystanders, data systems, and management integration.  The Task Force met twice as a full group, although the subgroups met on multiple additional occasions; reviewed the current VHA policies on violence prevention; heard a range of presentations; presented a Quality Forum to the National Leadership Board; modified the current educational strategy and programs; and completed several products.

The group identified that individual, often isolated, program elements for violence prevention were in place in many facilities across VHA.  Many individual facilities had incomplete programs, programs were not coordinated across VHA, and individual program elements were no longer completely useful in their current form. In particular, VHA’s implementation of education and training, program evaluation, and environmental security is inadequate.  Program elements, therefore, did not function as an integrated, effective system.  Individual systems, though, such as the Vet Centers, have developed a set of effective policies and traditions and appear to have functioned very well without adverse events for many years, suggesting a useful model for at least outpatient settings.   The Task Force’s primary recommendation was to establish a single central coordination site with a Headquarters location, and an organizational home, that provides content and data consultation and support to the VISNs and facilities.  Such a centralized function should complement and support the informal networks that have tried with varying degrees of success to expand violence prevention at VHA.  The report contains additional recommendations related to each of the major topics listed above.

Products and actions completed by the Task Force included:

· A matrix of training needs by job content and administrative responsibility

· A prioritization of needed training

· Environmental security checklists and design guidelines

· A short video as a training and awareness tool for national training on violence prevention

· Presentation to the National Leadership Board Quality Forum

Products and actions under development or modification because of recommendations from the Task Force include:

· Modular elements on Personal Safety, Predisposing and Precipitating Factors, and De-Escalation of the PMDB in CD-ROM, videotape, and paper format, that can be administered without facilitators

· Estimates of the current costs of violence within VHA, as a business justification for a violence reporting/data system

· Alignment of incident reporting codes across various data bases in use throughout VA and VHA

· A national survey on threats and assaults and on perceptions of safety, to be examined in the context of current training and environmental security

· VISN pilot training program

B.   RECOMMENDATIONS (discussed and justified in the report)

Policy

1.   To integrate violence prevention into VHA management systems, points of accountability and central program coordination must be identified at the national, VISN, and facility level.   

2.   Systematic support should be available to facilities and other VA entities in the course of incidents.

3.   At VISN and facility level, identify points of accountability, i.e., a responsible person
Education

4.    All new employees should be trained in violence prevention awareness, in personal safety skills, and in de-escalation skills, as a matter of policy.    

5.    Appropriate training modules should be developed in various media.  

6.    Courses on violence prevention are needed for employees who deal with the geriatrics and seriously-mentally ill populations.

Environmental Security 

7.    Disseminate and encourage use of adapted security checklists as previously described.

8.    Incorporate violence prevention into facility design and renovations for inpatient and outpatient settings. 

Data Systems

9.    Create a violence data registry for program effectiveness evaluation, identification of emerging issues, and research.
10.  Work with CIO to develop design, costs estimates and a business justification for appropriate review (SEC, ITAC, Policy Board, etc.).

11.  Review and align reporting characteristics of ASISTS, WC-MIS, and the Police Package.

Clinical Management

12.  Follow-up the major incidents to examine what we might learn for intervention improvement from them.

13.  Review the current VHA approach to the support, screening, and referral of victims and bystanders by the National Center for PTSD to develop management guidelines.

Management Integration 

14.  Evaluate violence criteria statements in SAFE after national roll-up in the fall to determine accuracy.

15.  Implement a performance measure after SAFE elements are shown to be accurate.

C.   BACKGROUND DATA

       1.  Private Sector
Violence represents a major public health problem in the work place (NIOSH 1996).  In the private sector, over 50% of assaults occur in health care and result from patient attacks on providers (NIOSH 1996).  Over 10% of back injuries in the private sector result from assaults by patients on providers (NIOSH 2001).  According to the National Crime Victimization survey, assaults occur more frequently in health care workers than in the population at large, with rates of 24.8/1000 nurses, 15.7/1000 physicians, and 14.8/1000 general working population.  Rates among mental health professionals are three to four times that (tables 1-2).  Workers compensation claims are filed in the health care industry two to three orders of magnitude more frequently than in the general population (table 3).  In some settings, such as psychiatric facilities, rates of assaults and injuries related to violence are substantially higher.  In Washington State psychiatric facilities, annually 35 injuries per 100 workers were reported from assaults.  An active survey identified 415 injuries per 100 workers during the same time period, more than one order of magnitude higher (Bensley 1997).  Carmel and Hunter identified rates of 16/100 workers (Carmel and Hunter 1989).  Surveys within individual private sector industries suggest a widespread problem.  The U.S. Post Office, for example, recently surveyed its work force and identified that 5% of all employees experienced assaults each year, 16% sexual harassment, and 33% verbal abuse (USPO Survey).  

Injuries resulting from assaults are associated with substantial costs, including workers compensation (medical and benefits), indirect (premature retirement and disability), and administrative.  From a national sample of a single workers compensation carrier’s data, Hashemi and Webster (1998) suggest that approximately 32.5% of claims had no associated costs, 52% of claims only direct medical costs, and 15.5% of claims additional benefits for lost work days.  Less than 10% of claims cost more than $5,000.  LaMar et al (1998) identified an average cost of $3,809 in Minnesota claims and suggested the median lost days of work were 14 but the mean 54 days in the year 1992.  Anecdotal reports suggest two to three-fold rate of permanent disability in injuries resulting from assaults over other routes of injury (Oregon, Connecticut).   In Oregon (Oregon 1996), the average cost of injuries from 1991 to 1995 was $8,795, with an average of 69 lost days of work per incident.  Lanza et al suggested an average cost of at least $5,718 per injury within the VHA (Lanza 1996).   

Tracking data on violence within any given organization has been difficult, as different kinds of events are seen in different data systems (Peek-Asa 1998): police reports and work-related injury reports in California suggest that incidents are reported to one or the other system, but only 5% reported to both.  In addition, major under-reporting by a factor of fifteen-fold appeared likely using the “capture-recapture” approach, with an estimate of 1,455 events/100,000 workers.  This was considered so large that accurate estimation of rates was not deemed possible using this standard method.  In fact, such high rates are still well below those in the National Crime Victimization Survey by a factor of five and therefore quite plausible.  Under-reporting within the VA is estimated around 80% (Lanza 1991).   Reasons for under-reporting are widely recognized, and include reasons listed in table 4.

Risk factors for violence among health care workers have been studied extensively.  Risk factors may be broadly grouped into patient-specific, provider-specific, and environment-specific characteristics.  Although non-VHA studies differ, VHA patients demonstrating violent behavior tend to be older, substance abusers, and seriously mentally ill (Lanza 1988, 1991).  Risk factors among staff for assault are lower-level positions (within established hierarchies), increasing time spent with patients, administered discipline, and prior victimization, including prior assaults and a history of abuse (Lanza 1992).  Studies of patient-associated events suggest that these do not arise unpredictably but represent slowly escalating patient behaviors, usually recorded in nursing diagnoses though often not captured in medical recording (Lanza 1994).  Even patient hostility or undirected aggression may serve as a sentinel event for employee- and patient-directed violence.  A substantial number of the assaults in psychiatric settings result from repeat perpetrators.  Drummond (Drummond 1989) suggested that 25% of patients were responsible for almost 50% of assaults; Aiken (Aiken 1984) identified 10% of patients as responsible for 55% of assaults.  In a separate study conducted over a six-month period, Larkin (1989) suggested that less than 10% of assaultive patients were responsible for 50% of assaults and less than 4% of the total hospital population were responsible for 60% of all assaults.  On the other hand, no data clarify whether patient assault outside of psychiatric facilities is due primarily to psychiatric or to non-psychiatric patient assaulters.

Environment-specific factors in health care have addressed primarily co-patient hostility and aggression, violence, ward atmosphere (Lanza 1994), and meal times.  A comparison of patient and staff characteristics specifically related to environmental characteristics of assaults generally showed a similar pattern, but the staff rated the climate more favorably than did the patients (Lanza 1995).   No studies address specific environmental design aspects, such as have been identified in schools or prisons, where day lighting, full-spectrum lighting, glare reduction, warm colors, soothing music, odors, and carpeting have been shown to reduce violence.  In the retail industry (Casteel and Peek-Asa 2000), very clear, consistent, and predictable benefits arise from a discreet set of design criteria.  Such work does not exist for the health care sector, so that explicit design criteria do not exist.

A recent publication suggested that the concept of “defensible space” (Allison and Matthew 1996) was useful in health care facilities.   These concepts were developed in the architecture community in descriptions of aggression and violence prevention in public housing.  They have been used in other industries.  The concepts suggest that violence in the work environment follows the patterns seen elsewhere in society.  General guidelines, therefore, require awareness of four major concepts.

· Territoriality, “zones of perceived influence,” is defined by creating natural barriers (walls, desks, etc.) in locations that correspond to zones of use.  It demands creation of well-defined portals, again in correct locations.  It also includes not separating cohesive zones without necessity, and involves designing clinical office to place clinical staff closer to exits than patients.

·  Natural surveillance refers to the need for active and passive visibility, based on formal and informal observation areas within facilities. Staff areas, such as workspaces and break rooms, some of which may be shared with patients, must be clearly defined.  Space used by both staff and patients should be clearly and obviously demarcated from staff-only areas.  Staff needs to see without always being seen.  Patients and other potential “perpetrators” should never be able to see without being observed.  

· Image and Milieu:  Consideration of image and milieu, from colors, greening, windows, and renovation states are important to make space occupants “respect” their space.

· Adjacencies, such as parking lot locations and visibility, or criminal activities outside the front door, are important for obvious reasons.   

Staff education and training has been shown to reduce assaultive behavior in a series of studies in the early 1980s, leading to common educational components for many violence prevention educational systems (Lipscomb 1992).  In addition, injuries experienced by staff were substantially less severe in trained than in untrained staff (Infantino 1985).  A range of additional interventions has been shown to be effective.  Drummond et al demonstrated a 90% decrease in assaults based on patient flags (Drummond 1989).  These appeared effective particularly in the outpatient setting, and were simultaneously associated with a 40% decrease in hospitalization rates and a major improvement in the quality of clinical care.  In addition to pharmacologic management of assaultive patients, group psychodynamic psychotherapy provides an additional documented way of reducing injuries (Lanza 2001; Lanza 1999).  Within individual VAMCs that tracked staff assaults with a dedicated system, the number of assaults decreased by two thirds, for example in Baltimore.  The combination of playing soothing music, structured rewards for good behavior, substituting plastic utensils, opening gym and courtyard during meals, and training food service workers in therapeutic communication reduced aggressive incidents by 40% in one psychiatric facility (Hunter and Love 1996).

The clinical management of trauma victims has generated a large body of scientific literature.   At present “debriefing” is a common approach after assaults, disasters, and other major trauma.  The approach was initially developed as part of a more comprehensive strategy to reduce the effects of very distressing experiences on professionals, with major components of 1) structured education and preparation beforehand, 2) debriefing for low-level exposures, 3) family support, 4) individual assessment for further treatment and support needs, 5) systematic follow-up and referral, and 6) response teams (Miller; Dyregrov 1997).  Debriefing is often delivered unaccompanied by some of the other elements of the comprehensive package (e.g., structured education, systematic follow-up and referral, family support), and may be implemented as protected time after major events with untrained peer-support professionals.  Recent data suggest that debriefing alone is at best ineffective (Rose 1999) and at worst harmful (Raphael and Meldrun 1995), and that it does little to prevent PTSD in those at highest risk (e.g., high exposure survivors).  The participants who rate it most highly are those at lowest risk of PTSD.  Newer approaches with greater promise include cognitive behavioral therapy after traumatic incidents (Prins 2001).   Importantly, significant numbers of survivors of acute trauma develop distressing acute stress reactions (Bryant and Harvey 2000).  Newly emerging research suggests that, in a subset of these (trauma survivors meeting criteria for acute stress disorder, estimated at approximately 19% of assault victims, Brewin et al 1999), the number persons having chronic PTSD at six months post-incident can be reduced by as much as 80% through appropriate clinical interventions (Bryant et al 1998; Bryant et al 1999).


2.  VHA 

Data from within VHA suggest that incidents are recorded in at least five different systems (table 5), each of which provides slightly different information. In VHA, several different data systems track violent incidents, each with their own weaknesses.   

The Police and Security Service Package (Police Package) tracks incident reports.  It describes victim and perpetrators (patients vs. employees) and characteristics of the incident or assault but does not define injuries or consequences.  This report includes data from 1998 and 1999 (tables), but, because of a Y2K problem, no further analyses are available.  Because of Privacy Act considerations, no personal identifiers may be reported in the national roll-up of the system, and the individual incidents cannot be linked to the WC-MIS or ASISTS package.  Data in the private sector show very clearly that such passive systems are subject to substantial (orders of magnitude) under-reporting, especially for “low-level” violence on clinical units.  Still, these data are accessible at the facility level and worth reviewing.  A major redesign is underway to include tracking of facility security issues and recommendations from year to year (surveillance), national electronic reporting for these issues, and alignment of reporting variables for specific incidents across data systems.   

The Workers Compensation Management Information System (WC-MIS) provides reports of assaults on employees that lead to reported compensable injuries with and without weapons, by occupation, by lost time versus no lost time, and by station (facility, VISN).   It allows identification of case counts and lost time claims rates.  Because the number of  “Continuation of Pay” days is currently not captured systematically, the true number of lost workdays attributed to violence cannot be counted and the true costs are underestimated.   Private sector and VHA data, as discussed later, demonstrate substantial under-reporting, especially for “low-level” violence on clinical units.  Still, these data are accessible at the facility level and worth reviewing.   

The Automated Safety Incident Surveillance and Tracking System (ASISTS) is a VHA employee injury reporting system that does not require filing workers compensation claims.  It provides information on perpetrators, setting of incident, physical location of incident, a text field on the incident description, and information on initial return to work.  Although about 2.5 times as many incidents are reported in ASISTS than in WC-MIS, such passive injury reporting systems consistently demonstrate substantial under-reporting, especially for “low-level” violence on clinical units.  Still, these data are accessible at the facility level and worth reviewing.

The Patient Safety Incident System (PSIS) provides detailed, free-text information on serious patient incidents that may involve employees, but, in general, employee violence is not considered a component of the National Center for Patient Safety Program.   Incidents that meet a threshold of severity and probability may be reported through the Root Cause Analysis process and entered into the PSIS, but no such reports have involved employees since the system’s inception in 1998.

The Computerized Patient Record System (CPRS) records clinical notes on patients, including disruptive and violent behavior, but is not currently “searchable” for those incidents.  Such data are usually kept in nursing notes (Lanza 1991) and are much less likely to be reported in formal systems for the reasons outlined previously.  Discussion of flagging of patients by various levels of violent behavior is underway elsewhere within VHA, but the Task Force felt strongly that the scientific literature supported this approach as a component solution to the problem of outpatient violence. 

Table 6 (WC-MIS) presents rates of total reported injuries in employees by VISN from 1994 through 2000.  An overall 21% decrease in rates occurred from 1994 to 1999.   The known under-reporting outweighs some uncertainties in the rates of injury reporting in 2000 by such magnitude that the apparent decline or even a recent “bump” really should not be used as an evaluation criterion.  Table 7  (OSLE) presents the characteristics of assaults within VHA for two years: 2,800 in 1998 and 2,666 in 1999.  The vast majority were simple assaults without weapons, although more than simple assaults appeared to increase whereas “simple assaults” decreased.  Table 8 (OSLE) identifies victims and perpetrators in the police reporting system.  Approximately equal numbers of employees and patients were victims in each of the years, but twice as many patients as employees were perpetrators.  Tables 9 and 10 (WC-MIS) identify specific occupations of assaults reported causing injuries with and without weapons over the years 1995 to 2000.  The number has dropped by 45%, much greater than the 20% decrease in employees.  On the other hand, the number of assaults reported with weapons has increased five-fold in those same years.  In both the WC-MIS system and the in-house injury reporting system, the vast majority of injured employees were nurses  (75.3% in ASISTS – table 11).  Nurses and nursing assistants experienced similar proportions of assaults with and without weapons (table 12) (WC-MIS).  ASISTS provides some information on the location of the incident (table 13).  The overwhelming majority of assaults occurred in inpatient locations, and even non-clinical staff (such as police officers) were 60% more likely to be injured in patient areas than in non-clinical settings (table 14).  Finally, the majority of injured employees initially returned to work without any limitation of jobs (table 15).  

The Task Force considered several additional data systems.  TEMPO, an education tracking system, could be modified to track violence prevention education but does not currently do so on a national level.  The Prevention and Management of Disruptive Behaviors (PMDB) course staff maintains a list of trainees, posted on the DASHO website, demonstrating that less than 3% of VHA employees have participated in PMDB since 1999.  The old Patient Incident Records (PIR) system is “orphaned,” no longer active, and not easily reviewable.  The Task Force is in the process of reviewing those records and incorporating that information into the cost estimates of violence.

These data are consistent with non-VHA data that the majority of work-related injuries result from patient on provider assaults in in-patient settings, including in nursing homes.  A prior report (SMITREC 1997) suggested that a major problem was repeat assaulters, similar to the data from non-VHA psychiatric facilities.  It is not clear what proportion of patient assaulters are psychiatric with complex diagnoses, undiagnosed psychiatric patients, or simply violent patients without disease.  In addition, the location of events is unclear.   

At present, VHA provides stress debriefing as part of its incident management.  There is no formal screening of individual victims or bystanders, either immediately or later, to identify clinical treatment needs.  VHA has not assessed formally whether this approach is effective or beneficial.

D.   CHARGE TO THE TASK FORCE

The Violence Prevention Task Force was organized in response to several dramatic incidents in 1999 and 2000.  The publication of the OSHA Guidelines for the Prevention of Violence in Health Care Facilities, public discussions of the US Post Office Report on Violence, and the NIOSH publication “Violence in the Workplace” suggested that VHA might benefit from reviewing its overall approach to violence prevention.  The charge was to review:

· policies and procedures, 

· implementation of policy, and 

· gaps and existing needs. 

The Task Force worked with the Deputy Under Secretary for Health to define six areas to pursue: (1) review of existing policies and procedures, (2) educational materials, (3) environmental design, (4) data needs, (5) clinical support and treatment of victims and by-standers, and (6) performance measures/management implementation.  

The Task Force met in September and March.  It heard presentations on existing violence prevention programs in Boston and Baltimore, a review of the Office of Security and Law Enforcement data system (Police Package), a comparison of the PSIS (Root Cause Analysis [RCA]) and ASISTS, flagging of patients as practiced in VISN 20, implementation of the Violence Prevention Guidelines for Health Care Facilities (“OSHA Guidelines”) in New York, and a critical review of current support, screening, and treatment of violence victims (see Appendix I for a summary).

E.   POLICY REVIEW 

The Policy Group met at each of the meetings and several times in between.  Existing written policy statements appeared generally adequate in the areas they addressed, although comparison of VA policies suggests that some essential components are not well developed or missed entirely.  It was not clear that policy was implemented effectively or consistently across the country.  Physical aspects, i.e., environmental security, are not addressed in the current policies, although they are contained in the 1997 Under Secretary for Health Information Letter (see Appendix II).  No tracking system exists to identify implementation strategies except an informal network of Master Trainers, who teach the current PMDB course.  This cadre of Master Trainers provides an invaluable national resource; however, the magnitude of trainers is inadequate to deliver the degree of training required in the current format.  Many facilities have not trained all of their employees, as less than 3% of VHA employees have participated in the PMDB course in the last three years.  No data system exists to support program evaluation.  Several VISNs developed local occupational health performance measures for violence prevention.  Because of changes in the denominator in the WC-MIS system, the Task Force could not determine whether these had any beneficial effects.

Although written policies exist, they do not appear to have been fully incorporated into the functioning of the VHA system.  This reflects a common operational problem with separation of policy and line functions.  Major solutions include developing nationally consistent policy guidelines, locating violence implementation at the effective level consistent with organizational performance, and developing organizational rewards for appropriate policy implementation, i.e. incorporation into the performance measures system.

A model facility policy is included in Appendix II.  The group did make three substantive recommendations:

1.  To integrate violence prevention into VHA management systems, some central program coordination and points of accountability must be identified at the national, VISN, and facility level.   This requires establishing a national program office to recommend policy, provide consultation and data support, program evaluation, and tracking and implementation of task force recommendations.  This program may report to some existing function, such as one of the Strategic Health Groups (Mental Health or Occupational and Environmental Health).  A multidisciplinary advisory group which regularly offers input to the national program office should be considered.

2.  Systematic support should be available to facilities in the course of incidents.  The current informal network that exists within some VISNs, in some communities of practice, and in the ADUSH Office should be formalized and be made available in a systematic fashion – for example, in lists of professionals and specific expertise and the development of a critical incident pathway for written (“default”) guidance on management of serious incidents.  The program office should develop the capacity to coordinate and call upon appropriate resources to assist facilities as well as other department entities, in the spirit of “One VA.”

3. At VISN and facility level, identify points of accountability, i.e., a responsible person (in some appropriate field such as mental health, psychology, social work, etc). These may be collateral assignments, but should have clearly defined responsibilities, tasks, and charge.  This individual is responsible to review local data on violence, review training needs, and identify needed resources at the facility level.  It is strongly advised that safety committees assume a lead role in meeting facility requirements and recommendations.  

F.   EDUCATION

The Education Group identified over 40 training tools available across VHA.  These tools were developed over a period of time during which needs and violence prevention goals and techniques changed dramatically.  They have not been updated regularly with the exception of the PMDB course.  Their goals are not always clear.  In parallel, no clear definition exists of which knowledge and skills are needed at which level of clinical and administrative work and risk.  The group constructed a matrix of core competencies (table 16) needed at various levels of patient care and administrative responsibility (table 17).   They also identified the PMDB modules that are appropriate for personnel by their respective level of clinical duties, administrative responsibility, and risk of violence.  Some of these modules should be reconstructed in a self-directed format.  Still, some skills, such as de-escalation and physical containment, require hands-on practice with facilitated training.

At present many employees are not adequately trained.  Some trainers have not been able to schedule training because they had inadequate time to give (“collateral duties”).  Not all facilities have scheduled training, as less than 3% of employees have participated in PMDB courses since 1999.  The full PMDB course is currently a 16-hour course, without the ability to provide training in smaller modules.  This time commitment has led some facilities to shy away from supporting assigning training that involves removing large groups of employees from work for large blocks of time. 

Although the content and segments of the current PMDB course are appropriate, the delivery modalities and structure do not reflect adult learning strategies, as adults learn most effectively with training that is local, problem driven, self-directed, and provided in manageable time segments.   The content of some modules may be delivered at least in part in alternative vehicles besides the current facilitator-based sessions.  For example, clinicians may be able to learn de-escalation technique from a video or CD.  Video, CD-ROM and printed materials may support an understanding of predisposing and precipitating factors.  Some content, such as physical containment, always requires facilitator-based, face-to-face training.  Similarly, de-escalation techniques require practice and correction and may require facilitators.  The course may be more acceptable to facilities and more effectively learned by adults if the training modules are offered in different formats that can be completed at different points in time in a more flexible schedule and in less restrictive mediums.  

Therefore, each of the PMDB modules addressing predisposing and precipitating factors, personal safety, and de-escalation should be revised and modified in four formats: web-based (self-administered), video, paper/written, and facilitator-based (as the current PMDB).  Appropriate hands-on, face-to-face training must provide physical containment skills to individuals with patient exposure and risk, especially psychiatric, inpatient, and nursing home clinical staff.  Some staff, primarily those without clinical experience, may also need hands-on, face-to-face training in verbal de-escalation (including the appropriate body language).  

Who should really be trained first remains an issue, given the broad need.  The VHA-external data suggest that psychiatric staff is at substantially higher risk and that they should receive training with higher priority than others.  On the other hand, those same psychiatric patients may pose risks elsewhere in VHA’s health care delivery system.  Although psychiatric staff should be trained first, other staff with direct patient contact need such training.

Given the somewhat cumbersome approach to education, there is interest in developing training at the facility level that would use a recently developed video, new tools, and local trainers.  The Education Subgroup considered a satellite broadcast at which local facilitators would receive training on current data on violence, three major topics areas (personal safety; predisposing and precipitating factors; and de-escalation), and in the use of several tools (physical security assessment checklists).  These facilitators would lead local awareness training.  The Task Force considered a pilot training program in one VISN a useful endeavor, as that would allow evaluation of new products and goals.  Such a pilot program is planned for one VISN, that will use the awareness video, the environmental security tools that have been developed, and a trained facilitator to do local training on violence prevention.  This will allow refining of the training strategy.

The group recommended three major changes:

4.  All new employees should be trained in violence prevention awareness, personal safety skills, and de-escalation skills, as a matter of policy.

5.  Appropriate training modules should be developed in various media.  Unless the required training courses are available in an appropriate format, new and old employees will be unable to complete them. 

6.  Courses on violence prevention are needed for employees who deal with the geriatrics and seriously-mentally ill populations.  The group reiterated the need identified in a 1997 SMITREC report for specific formal training of health care workers caring for the seriously mentally ill, explicitly in identification and management of violent behavior.  This training should be extended to geriatric facilities, the second most frequent location of violent behavior leading to injuries.  A new format for verbal de-escalation skills training should be developed. 

G.   ENVIRONMENTAL SECURITY AND DESIGN

At present, officers inspect facilities annually, using the VA Police Unit 11 Guidebook Physical Security Assessment.  This assessment focuses on traditional physical security and intrusion.  No such assessment occurs on individual units in an attempt to identify violence prevention in a clinical context.  Such approaches were outlined by the collaborative New York Public Employee Federation/NY State Mental Health Department project on violence prevention.

The police checklist approach to security was revised in the context of this task force, in consequence to a first recommendation from the group.  A shortened version was developed for use on individual units (Appendix III). This checklist may be used in three additional ways:  (1) The safety committee may use this checklist to conduct an annual safety/vulnerability assessment of their facility.  (2) Clinical staff on individual units may use this list to conduct security and violence prevention surveys, as “security rounds” at the individual ward level as a component of administrative rounds.  (3) Staff may review local incidents, plot or “map” them on the units, and identify contributing problems in part based on the checklist.  They may then intervene on their own or with the help of the facility director and safety committee.  An additional assessment tool currently in use in the field for inpatient psychiatric facilities was identified (Appendix IV).  

VHA is moving into an outpatient model of care delivery.  The Task Force heard that health care providers in Community Based Outpatient Clinics (CBOCs) increasingly express concern and fear for personal safety.  Several providers have left VHA ostensibly because of the hazard arising from violent patients.  Discussions identified the need for some structured approach to outpatient violence.  Although Vet Centers are frequented by a high-risk population, events are rare.  Discussions with the national program office, regional directors, and local counselors identified the evolution of at least informal “criteria” for physical security and a set of written policies and procedures based on PMDB principles.  A site visit to a Vet Center confirmed the design guidelines outlined in Appendix V.

No explicit guidelines exist for the health care industry that parallel the “crime prevention through environmental design” (CPTED) that has shown great promise in reducing crime in the retail industry.  It appears that none of the environmental aspects of OSHA’s Violence Prevention Guidelines are implemented system-wide, although individual facilities may comply.  Modern facilities, including those for the seriously mentally ill such as Marion, Indiana, are clearly built according to modern violence prevention considerations.   The Task Force, with its NIOSH member, considered it useful to review facilities systematically and develop a more explicit approach to environmental design in inpatient facilities. 

Although the annual inspection and completed vulnerability assessments are provided to the facility director, the contents are not always available to the hospital safety or Environment of Care committees.    The group recommended that the annual inspection and assessment report should be shared with the medical center’s Safety Committee and included in the JCAHO Environment of Care Security Annual Report.  Although these committees have little direct administrative authority, they are able to track issues and monitor the status of recommendations.  This allows service chiefs and administrators to become better educated/aware of medical center issues with safety/security vulnerability.
Two recommendations were made in the area of environmental security and design:

7.   Disseminate and encourage use of adapted security checklists as previously described.

8.   Incorporate violence prevention into facility design and renovations for inpatient and outpatient settings.  VHA should examine whether current approaches to environmental security in facilities are adequate.  Although no explicit design criteria for violence prevention exist, the facility Engineering Service should review all renovation and new construction projects with the Safety Committee for concurrence and consideration of increased security.   

H.   DATA SYSTEMS

In addition to the national data systems that could be used for surveillance (national systems, collected in an ongoing fashion), VHA collects data in three additional systems.  One exists only at the local level; some are not “rolled up” nationally, and others do not exist as ongoing (i.e., “surveillable”) systems.

The Patient Incident Reports (PIR) is a previously nationally available System of Records that is meanwhile used only at the local level.   Although most facilities use the old form or something similar, no guarantee exists that fields from the old system represent the same information nationally, so that the system cannot be used nationally.   Less severe incidents therefore cannot be tracked.  Many of these incidents are likely to be recorded in CPRS, under nursing notes, and could be searched in a text fashion. 

National Survey:  Given the severity of under-reporting, VHA is incorporating threats and assaults in the national “One VA” survey.  The questions are based on the U.S. Post Office survey.  They will identify the rates of incidents, perpetrator and victim characteristics, and resolution of such incidents (see Appendix VII).  These serve as a national baseline measurement for surveys in the future to evaluate the effectiveness of violence prevention performance measures.

TEMPO represents an education tracking system that could be used to identify who has completed specific training.  

At present these various systems do not communicate.   Incidents reported in one system cannot be examined in others.  Cost implications can be tracked only incompletely.  Training is not currently tracked.  Major under-reporting of incidents is likely, as has been seen in other systems.  Flagging of patients has been shown to be effective but cannot currently be completed.  The Task Force on Violence Prevention agrees on the need for a data system that captures data on violence within VHA and serves the following purposes:

1. Evaluation of program effectiveness

2. Identification of emerging trends, needs, and shifts in behavior

3. Scrutiny of long-term consequences of individual incidents, such as re-injury, degree of disability, and early retirement

4. Hazard identification, i.e., clustering and escalation of disruptive and violent behavior in specific clinical locations

5. Resource allocation

6. Research

7. Tracking of employee education needs and participation – Some additional discussion recognized that such a data system might facilitate patient flagging, as the programming to integrate the records may be similar.

8. Identification and flagging of violent patients across the VHA nationally as patients move across the U.S.

VHA must decide whether to construct a uniform tracking system for violence evaluation.  This can be constructed as a registry, like the HIV registry, where incidents are described fully and pertinent information is “called” from various data systems but information is available to users only in an anonymized form.  Registries of this kind do not support the identification of individual names, so that individual identifiers cannot be searched.  To support identification of individuals, i.e., flagging of violent patients, a data system must be constructed as a System of Records, with Privacy Act notices and ongoing scrutiny. 

The programming for the two alternatives is likely to require similar resources. The major distinction between the two is whether incidents can be searched and identified on personal identifiers.  Under the SOR alternative, data would be stored with personal identifiers.  Access to the system would then need to be strictly controlled.  Under the Registry alternative, data would be stored without personal identifiers, and additional programming might be needed to prevent identification of individuals through multiple parsing of files.  If individuals can be identified, the data system becomes a System of Records, with Privacy Act considerations, the need for a Federal Register notice, and ongoing scrutiny through the Privacy Office. 

The structure for a registry would be a longitudinal database with regular calls to the various data systems.  These data would be collected prospectively and updated at regular, short intervals, to allow for relatively “real time” identification of issues in the domains listed above.  Under the SOR alternative, potentially violent patients could be flagged and that information made available nationally to health care providers.  Under the Registry alternative, no such flagging information would be available to clinicians, but the long-term consequences could be examined.

The data for these various systems will come from existing record systems.  For example, a regular data call to the Police Package, WC-MIS, PAID, ASISTS, CPRS, TEMPO, and RCA can identify the individuals, update pertinent information from each system, and store it.   

Minimal additional personnel time will be required after programming and “debugging” is complete except to evaluate the data.   Programming time for “data calls” and delivery of flagged records represents a variable cost depending on frequency of CPU usage.

The group makes three recommendations related to data:

9.    Create a violence registry for program effectiveness evaluation, identification of emerging issues, and research. 

10.  Work with CIO to develop design, costs estimates and a business justification for appropriate review (SEC, ITAC, Policy Board, etc.).

11.   Review and align reporting characteristics of ASISTS, WC-MIS, and the Police Package.

I.     CLINICAL MANAGEMENT

     
1.   Clinical Support and Treatment of Victims and Bystanders
Considerable recent research exists on the effectiveness of current popular techniques for management of victims of violence and bystanders.  Although Critical Incident Stress Debriefing is a commonly employed technique, it is often used in settings and contexts very different from those in which and for which it was developed.  Newer scientific data suggest 1) individuals who benefit most from it likely need it least; 2) individuals most at risk for PTSD are not likely to benefit from CISD, based on our physiologic and psychological understanding of PTSD, and 3) several randomized trials in fact suggest that, on average, groups of trauma survivors who undergo CISD do worse than untreated controls.  Well known risk factors predict who will develop PTSD after acute stress reactions.  The majority of individuals improve after acute stress reactions without any treatment.  However, those with Acute Stress Disorder have high level of chronic problems, and for these individuals cognitive behavioral approaches show a dramatic decrease in PTSD prevalence at six months as compared with social support.  

It is not clear that VHA’s approach nationally reflects this knowledge.  No systematic follow-up has documented how facilities with major incidents fared after the application of such techniques.  At present, support for local incidents is coordinated through the Office of the Assistant Deputy Under Secretary for Health.  There is no suggestion that this process does not work, but it is also not clear that the most appropriate individuals are available as resources on short notice.  The Task Force considered two recommendations:

12.   Follow-up the major incidents to examine what we might learn from them.  This should include a cross-sectional survey of facilities with major incidents with an examination of current levels of symptoms, a review of the various ways incident support developed, and an examination of the relationships between support strategies and long-term outcomes.

13.   Review the current VHA approach to the support, screening, and referral of victims and bystanders by the National Center for PTSD.

J.  INTEGRATION INTO MANAGEMENT SYSTEMS

In the last years, VHA’s strengths have rested on managing for results rather than in prescribing process.  A preliminary discussion suggested therefore that a formal performance measure would be the most appropriate approach to managing violence within VHA.  Two questions arise: when, i.e., are we ready for a performance measure and what should the measures be.

When:

The PMDB course is still under major revision, as not all of the modules will be available until early 2002.  In addition, although a pilot educational program is under construction, it is likely that the results will not be evaluated until well in the fall.  As neither the pieces nor the new strategy are mature, it appears premature to implement a performance measure.  No performance measure should be considered for this fall.

What:

The Performance Measures Working Group has rejected categorical measures and expected quantitative, i.e., continuous, indicators that allow definition of fully met and exceptional criteria.   Three approaches exist that support the development of a rate based measure.  They include use of individual rates of critical elements, such as total reported incidents or the ratio of reported total incidents to incidents with serious injuries; a percentage of individuals fully trained to the appropriate level of training need; or some constructed measure, such as percentage of program elements in place.

	Measure
	Reason for Rejection

	Reported incidents
	· Denominator instability with low reported numbers makes the rate fluctuate in unexpected ways, and 

· Rate reporting is commonly viewed as a driver to under-reporting.  



	Percent of individuals trained to the appropriate level
	· Training tools are not completed

· No reporting system to capture training

	Percent of program elements implemented.
	· Multiple elements are not complete and data system is not verified




VHA does have a system in place that allows the capture of multiple violence prevention program elements in its SAFE program, the Safety Automated Facility Evaluation.  These elements are listed in Table 18.  The criteria statements in Element 1 refer to the written program and how it must document the presence of program elements.  Element 2 then requires documentation that these program elements are in fact in place.  Element 3 items refer to outcomes of the items in Elements A and B, i.e., safety committee follow-up reports, environmental security assessments, and training.  A constructed measure might include elements of SAFE, including training courses or individuals in critical units who have been trained; annual environmental security assessments; safety committee discussions of such evaluations; physical containment plans; and adequacy of supporting policy.  

The SAFE program is being rolled up in fall 2001 for the first time.  The data elements may need revision, and the system needs to undergo a data quality evaluation before it can be used to support a performance measure.  The Task Force suggested: 

14.  Evaluate SAFE program elements for accuracy and completeness.

15.  Implementation of a performance measure on violence prevention once the system is functional.

J.   CONCLUSION

The Violence Prevention Task Force undertook a comprehensive review.  It identified thoughtful, well-written policies but identified needs for upgrades in environmental security, opportunities for better coordination and communication, and implementation of an accountability system.

The list of recommendations above is extensive.  Some are interdependent.  The priorities for some may change, depending on the success or difficulties in others.  Most are not easy, one-time activities, and many require participation of a variety of offices and institutions.  All of them take time.  In the absence of some central unit that coordinates not just education and training, as it currently exists, but also coordinates data scrutiny, resource mobilization, and information dissemination, they are unlikely to occur.

REFERENCES

Aiken GJM.  Assaults on staff in a locked ward: prediction and consequences. Med Sci Law 1984; 24:199-207 

Allison DJ and Matthew RT. Facility design and security. In: JR Lion, WR Dubin, DE Futrell, eds. Creating a secure workplace: effective policies and practices in health care.  American Hospital Association 1996.

Bisson JI, Jenkins PL, Alexander J, Bannister C. Randomised controlled trial of psychological debriefing for victims of acute burn trauma. Br J Psychiatry. 1997;171:78-81

Brewin, C. R., Andrews, B., Rose, S., & Kirk, M. (1999).  Acute stress disorder and posttraumatic stress disorder in victims of violent crime.  American Journal of Psychiatry, 156, 360-366.

Bryant, R. A. & Harvey, A. G. (2000). Acute stress disorder:  A handbook of theory, assessment, and treatment. Washington, D.C.: American Psychological Association.

Bryant, R. A., Harvey, A. G., Dang, S. T., Sackville, T., & Basten, C. (1998).  Treatment of acute stress disorder:  A comparison of cognitive-behavioral therapy and supportive counseling.  Journal of Consulting and Clinical Psychology, 66, 862-866.

Bryant, R. A., Sackville, T., Dang, S. T., Moulds, M., & Guthrie, R. (1999).  Treating acute stress disorder:  An evaluation of cognitive behavior therapy and supportive counseling techniques.  American Journal of Psychiatry, 156, 1780-1786.

Carmel H, Hunter M. Staff injuries from in-patient violence.  Hospital Comm Psych 1989;40:41-46

Casteel C, Peek-Asa C.  Effectiveness of crime prevention through environmental design (CPTED) in reducing robberies.  Am J Prev Med 18:99-115

CURRENT INTELLIGENCE BULLETIN 57  Violence: Risk Factors and Prevention Strategies. DHHS (NIOSH) Publication No. 96-100 

Drummond D, Sparr LF, Gordon GH.  Hospital violence reduction among high risk patients.  JAMA 1989; 261:2531-2534

Dyregrov A. The process in psychological debriefings. J Trauma Stress 1997;10:589-605

Goldstein N et al. Report of the United States Postal Service Commission on a Safe and Secure Workplace.  Columbia University, August 2000

Hashemi L, Webster BS. Non-fatal workplace violence workers' compensation claims (1993-1996). J Occup Environ Med. 1998;40:561-7.

Hobbs M, Mayou R, Harrison B, Worlock P. A randomized controlled trial of psychological debriefing for victims of road traffic accidents. BMJ. 1996;313:1438-9.

Infantino JA and Munino SY. Assaults and injuries among staff with and without training in aggression control techniques. Hospital Comm Psychiatry 1985; 36:1312-1314.

LaMar WJ, Gerberich SG, Lohman WH, Zaidman B. Work-related physical assault. J Occup Environ Med. 1998;40:317-24.

Lanza ML, Factors related to patient assault.  Issues in Mental Health Nursing 1988; 9: 239-258

Lanza ML, Campbell D. Patient assault: a comparison study of reporting methods. J Nurs Qual Assur. 1991;5:60-8. 

Lanza ML. Nursing characteristics of patient assault.  Issues in Mental Health Nursing 1991;12:253-265

Lanza ML. Nurses as patient assault victims: an update, synthesis, and recommendations.  Archives Psychiatric Nursing 1992;6:163-171

Lanza ML, Kayne HL, Pattison I, Hicks C, Islam S. Predicting violence: nursing diagnosis versus psychiatric diagnosis. Nurs Diagn. 1994;5:151-8.

Lanza ML.  Environmental characteristics related to patient assault.  Issues Mental Health Nursing 1994;15:319-335

Lanza ML. Patient assault: a comparison of patient and staff perceptions. Issues Mental Health Nursing. 1995;16:129-141

Lanza ML. Psychodynamic treatment of violence.  In: Tardiff K, ed. Medical management of the violent patient: clinical assessment and therapy.  Marcel Dekker, Inc. 1999. 311-333.

Lanza ML.  Assaultive bevahior in the VA: psychodynamic group psychotherapy compared with cognitive behavior therapy.  Submitted

Larkin E, Murtah S, Jones S. A preliminary study of violent incidents in a special hospital.  Br J Psychiatry 1988;153:226-231

Lee C, Slade P, Lygo V. The influence of psychological debriefing on emotional adaptation in women following early miscarriage: a preliminary study. Br J Med Psychol. 1996 Mar;69 ( Pt 1):47-58.

Lion J, Dubin WR, and Futrell DE. Creating a Secure Workplace: Effective Policies and Practices in Health Care. American Hospital Publishing 1996

Lipscomb J, Love CC. Violence toward health care workers: an emerging occupational hazard. AAOHN Journal 1992;40:219-228.

Peek-Asa C, Howard J. Workplace violence investigations by the California Division of Occupational Safety and Health, 1993-1996. J Occup Environ Med. 1999;41:647-53.


Peek-Asa C, Runyan CW, Zwerling C. The role of surveillance and evaluation research in the reduction of violence against workers (1).Am J Prev Med. 2001;20:141-8.


Peek-Asa C, Schaffer KB, Kraus JF, Howard J. Surveillance of non-fatal workplace assault injuries, using police and employers' reports. J Occup Environ Med. 1998 Aug;40(8):707-13.

Prins JB, Bleijenberg G, Bazelmans E, Elving LD, de Boo TM, Severens JL, van der Wilt GJ, Spinhoven P, van der Meer JW. Cognitive behaviour therapy for chronic fatigue syndrome: a multicentre randomised controlled trial. Lancet. 2001;357:841-7

Raphael B, Meldrum L. Does debriefing after psychological trauma work? BMJ. 1995;310:1479-80

Rose S, Brewin CR, Andrews B, Kirk M. A randomized controlled trial of individual psychological debriefing for victims of violent crime. Psychol Med. 1999;29:793-9.

Research and Analysis Section, Oregon Department of Consumer and Business Services.  Violence in the Workplace.  1996 (http://www.cbs.state.or.us/external/imd/rasums/5_2482r.pdf).

Small R, Lumley J, Donohue L, Potter A, Waldenstrom U. Randomised controlled trial of midwife led debriefing to reduce maternal depression after operative childbirth. BMJ. 2000;321:1043-7.

Unter ME, Love CC. Total quality management and the reduction of inpatient violence and costs in a forensic psychiatric hospital.  Psychiatr Serv 1996;47:751-4






























































1
21

_1058944182

