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ABSTRACT

Workplace violence in healthcare is a widespread issue that many healthcare providers
accept as “just part of the job.” According to Occupational and Safety Health Administration, in
2002 to 2013 incidents of serious workplace violence (those requiring days off for the injured
worker to recuperate) were 4 times more likely in healthcare than in any other industry (Bureau
of Labor Statistics, 2017). The aim of this study was to examine the experiences, beliefs, and
knowledge among North Dakota nurse practitioners by administering a survey about workplace
violence in their practice. Using the data obtained by this survey an educational opportunity
about workplace violence was developed and offered to nurse practitioners and other healthcare
professionals. The purpose of this practice improvement project was to improve healthcare
professionals’ knowledge and confidence in the recognition, prevention, and response to
workplace violence in their healthcare practice.

Experiences of workplace violence can have lasting emotional, psychological, and
physical effects on the victims. Increasing awareness and education among healthcare providers
about workplace violence can help alleviate the negative effects felt by those who have these
experiences. Healthcare professionals who feel safe and supported in their work environment
can provide safer, higher quality care to their patients. Decreasing workplace violence in
healthcare benefits everyone and violence is not something that should be considered “part of the

job” (Fredrick, 2014).
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CHAPTER 1. INTRODUCTION
Background and Significance

Workplace violence (WPV) is a serious problem within the healthcare community.
Every healthcare provider is at risk for experiencing violence at work. Patients, their families,
and even other healthcare workers (HCW) can perpetrate violence in the healthcare setting. The
bulk of research about healthcare WPV focuses on interventions and strategies to prevent
violence from occurring. While prevention is important, researchers must also examine how
HCW process the aftereffects of violence at work.

Workplace violence often elicits unfavorable consequences for workers, including HCW.
Per the U.S. Bureau of Labor Statistics (2020), the health care and social services industries are
five times more likely to experience WPV than workers in other industries. HCW accounted for
73% of nonfatal workplace injuries in 2018 (U.S. Bureau of Labor Statistics, 2020). Lanctot and
Guay’s (2014) literature search of the short term and/or long-term consequences of WPV
resulted in 7078 references, of which 68 studies met selection criteria. The authors separated the
consequences of WPV by similarities, resulting in seven distinct categories of consequences 1)
physical, 2) psychological, 3) emotional, 4) work functioning, 5) relationship with
patients/quality of care, 6) social/general, and 7) financial. “Psychological (depression,
posttraumatic stress) and emotional (anger, fear) consequences and impact on work functioning

b

(sick leave, job satisfaction) were the most frequent and important effects of workplace violence’
(Lanctot, 2014, p. 492).
Problem Statement
Healthcare workers endure a wide variety of mental, physical, personal, social, and

economic consequences of WPV. Workers with psychological symptoms because of WPV



rarely seek psychological support. Healthcare workers tend to turn to colleagues for support and
seldom request the help of a professional counselor or psychologist (Lanctot, 2014). Large gaps
exist in the research related to understanding the consequences of WPV that North Dakota Nurse
Practitioners (NDNPS) experience. The primary focus of the project was to explore NDNPS
experiences related to WPV.
Purpose

Nurse practitioners (NPs) living in ND were asked to complete an education needs
assessment survey with the intent of gathering information about NDNPS experiences related to
WPV. The survey responses were collected, analyzed, and synthesized for the purpose of
identifying NPs experience with WPV, including the NPs beliefs, and knowledge, as well as the
organizational support received following the violence. Based upon the knowledge deficits or
informational needs identified via the survey, a customized NP educational program on WPV
was created and offered to NPs in ND and the region of the upper Midwest.

Objectives

1) Gathered information about NDNPS personal experience with WPV, including the type
of violence experienced; the physical, emotional, and psychological consequences of the
violence; perceptions of organizational support; and suggestions for perceived
educational needs regarding WPV in healthcare.

2) After analysis of the survey results, a customized educational program was developed
and presented to NDNPS free of charge via a Zoom platform. The educational
presentation included the knowledge needs or deficits identified in the survey as well as
approaches for preventing and diffusing WPV, and finally strategies and resources for

coping with the consequences of violence at work.



3) Improved HCW confidence in dealing with WPV by providing education and evaluated
provider confidence using the Confidence in Coping with Patient Aggression Instrument

(CCPAI) (Thackrey, 1987).



CHAPTER 2. LITERATURE REVIEW AND THEORETICAL FRAMEWORK
Workplace violence is a very real and commonplace occurrence in healthcare. A
literature review on WPV was conducted with a focus on healthcare providers experiences with

WPV, including the type and level of violence experienced, the consequences and effects of
WPV, coping strategies, and prevention. The Social-Ecological Model was selected as the
theoretical foundation of the project. Finally, the lowa Logic Model was used as the framework
for the project. The literature, theory, and project framework are further described and defined
in Chapter 2.

Prevalence of Workplace Violence in Healthcare

From 2002 to 2013, incidents of serious WPV (those requiring days off for the injured
worker to recuperate) were four times more common in healthcare than in private industry on
average. In 2013, the broad “healthcare and social assistance” sector had 7.8 cases of serious
WPV per 10,000 full-time employees (Occupational Health and Safety Administration, 2015).
Other large sectors such as construction, manufacturing, and retail had fewer than two cases per
10,000 employees (Occupational Health and Safety Administration, 2015).

Maran et al. (2019) found that among Italian medical physicians, male physicians were
more prone to report violent episodes than female physicians. Among non-physician HCW,
females experience more verbal violence such as insults, while male HCW experienced more
physical violence. Maran et al. (2019) also found that male HCW under the age of 30 were less
likely to report incidents of WPV than male HCW with 6 to 15 years of experience. Liu et al.
(2019) found in a synthesis of literature regarding WPV that the global prevalence of WPV is
very high, particularly in Asian and North American countries. The settings of the emergency

and psychiatric wards reported higher levels of non-physical and physical violence exposure,



respectively. Liu et al. (2019) identified that more experienced HCW, white populations,
physicians, nurses, HCW in urban settings, and those that worked longer hours were more likely
to experience non-physical violence. Also identified were that men, more experienced HCW,
white populations, physicians, nurses, single/unmarried HCW, and those that worked longer
hours were more likely to encounter physical violence (Liu et al., 2019)

Nevo et al. (2019) compared WPV experiences by physicians in the hospital versus
community settings. Using a convenience sample of 63 hospital doctors and 82 community
doctors, Nevo et al. (2019) stated that both groups experienced similar rates of physical and
verbal WPV by patients. Hospital doctors (69.6%) experienced more incidents of verbal and
physical abuse by family members than community doctors (43.1%).

In Nevo’s study the most common reported causes of violence in both groups was long
waiting time (23.9%) and dissatifaction with treatment (16.9%). One difference found between
groups was that community doctors listed unjustified requests for medical prescriptions as a
reason for WPV more frequently than hospital doctors. Seventy-three percent of the total study
population felt that WPV was a significant problem, but a majority of doctors (73.9%) had not
undergone any type of training to prevent or manage WPV.

The Joint Commission analyzed 33 homicides, 38 assaults, and 74 rapes in healthcare
workplaces from 2013 to 2015 which resulted in death, permanent harm, or severe temporary
harm. The most identified root causes of the events were from failures in communication,
inadequate patient observation, lack of or noncompliance with policies addressing WPV
prevention, and lack of or inadequate behavior health assessment to identify aggressive

tendencies in patients (The Joint Commission, 2018).



The Joint Commission suggests the following actions to healthcare organizations to
manage WPV.

1. Clearly define workplace violence and put systems in place across the organization that
enable staff to report WPV instances, including verbal abuse.

2. Recognizing that information comes from several sources (hospitals, clinics, outpatient
settings home care), capture, track, and trend all reports of WPV-including verbal abuse
and attempted assaults when no harm occurred.

3. Provide proper follow-up and support to victims, witnesses and others affected by WPV,
including psychological counseling and trauma-informed care if necessary.

4. Review each case of WPV to determine contributing factors. Analyze data related to
WPV, and worksite conditions, to determine priority situations for intervention.

5. Develop quality improvement initiatives to reduce incidents of WPV (The Joint
Commission, 2018, Sentinal Event Alert #59: Physical and verbal violence against health
care workers. Workplace Violence Definition)

The Centers for Disease Control and Prevention (CDC) National Institute for
Occupational Safety and Health (NIOSH) defines WPV as “violent acts (including physical
assaults and threats of assaults) directed toward persons at work or on duty (Centers for Disease
Control and Prevention. National Institue for Occupational Safety and Health (NIOSH),
Occupational Violence). The U.S. Department of Labor defines WPV as an “action (verbal,
written, or physical aggression) which intends to control or cause, or is capable of causing, death,
or serious bodily injury to oneself or others, or damage to property. Workplace violence

includes abusive behavior toward authority (HCW, police, managers, security personnel),



intimidating or harassing behavior, and threats” (U.S. Department of Labor. DOL Workplace
Violence Program-Appendices, n.d.).
Types of Workplace Violence

The CDC classifies WPV as one of four types. The four types are:

Type 1. Criminal intent-the perpetrator has no legitimate relationship to the business or its
employees and is usually committing a crime in conjunction with the violence
(robbery, shoplifting, trespassing).

Type 2: Customer/Client on worker-the customer/client relationship includes patients, their
family members, and visitors.

Type 3: Worker on Worker-also known as lateral or horizontal violence which often takes the
form of bullying and includes verbal and emotional abuse.

Type 4: Personal Relationship-the perpetrator has a relationship to the victim outside of
work that spills over to the work environment (Centers for Disease Control and
Prevention, 2016).

Consumer/Client towards worker violence (Type 2) is the most prevalent violence in the
healthcare settings. Type 2 violence is characterized by either verbal or physical assaults
perpetrated by patients and visitors against providers. In a 2014 survey on hospital crime, Type
2 WPV accounted for 75% of aggravated assaults and 93% of all assaults against employees in
healthcare settings (Phillips, 2016). Certain hospital settings are more prone to Type 2 WPV
than other settings. The emergency department and psychiatric wards are the most violent and
well-studied areas. Since rates of assault correlate with patient-contact time, nurses and nurse

aids experience the highest rates of victimization (Phillips, 2016).



Cultural Acceptance of Workplace Violence in Healthcare

Among healthcare professionals, a cultural acceptance of WPV exists. Traditionally,
healthcare professionals have accepted violent behavior as “part of the job” (Fredrick et al.,
2014, p. 22). Workplace violence is grossly underreported by healthcare professionals for a
multitude of reasons. Some of the most common cited reasons for underreporting violent events
are a belief that violent events are part of the job, reporting of events is a cumbersome process
and is unlikely to result in action from leadership, and fear of retaliation for reporting (Speroni et
al., 2014).

In an anonymous survey of hospital workers, 2,098 of 5,385 workers in hospital systems
in Texas and North Caroline had experienced 1,180 physical assaults, 2,260 physical threats, and
5,576 incidents of verbal abuse by patients or family members. Fear for safety was common
among HCW victims at 38%. However, only 19% of the incidents were formally reported and
logged into official databanks. Most employees reported their experiences of WPV informally to
coworkers/managers and said that physical assaults and threats were more likely to be reported in
patient records than verbal abuse (Pompeii et al, 2015). Rees et al. (2018) conducted a survey of
nurses and midwives in Queensland, Australia found that 53% of the 2,397 respondents had
experienced some form of physical or verbal WPV in the previous three months. Furthermore,
respondents that experienced violence reported significantly higher levels of burnout. The
author conceptualized burnout as feelings of frustration, depressed mood, and exhaustion that
arises a negative aspect of caring. Also, the respondents verbalized not reporting the incidents of
WPV, having poor training regarding WPV, and working in rural areas. Reasons for not

reporting incidents of WPV included insufficient time to process report, reporting process was



cumbersome, unsupportive leadership, and lack of leadership response to WPV incidents (Rees
et al, 2018).
Workplace Violence Consequences

Experiences of WPV can have lasting mental and emotional effects for victims. Najafi,
et al. (2017) discussed those nurses exposed to WPV showed reduced tolerance, negative
attitudes toward the nursing profession, and had feelings of fear and insecurity in the workplace.
The nurses also demonstrated poor communication with others due to wanting to avoid
interacting with patients/coworkers and as a result patient care was compromised.

Researchers from the Northwestern Academy of Quality and Safety Initiatives conducted
a survey of 802 HCW at Northwestern Memorial Hospital. Rosenthal et al. (2018) reported that
34.4% of the 802 respondents (435 clinical nurses, 160 physicians, 71 Advanced Practice
Nurses/Physician Assistants, 57 direct daily care personnel, and 23 social workers) had
experienced WPV in the preceding 12 months of which 13.5% were physical assaults.
Respondents of the Rosenthal et al. study (9.4%) who experienced an incident of violence missed
work, and 30.1% considered leaving their job or career because of the violence. More than half
of respondents (60.2%) endorsed at least one posttraumatic stress symptom such as flashbacks,
nightmares, or severe anxiety and 19.2% reported at least two posttraumatic symptoms. Whether
the violence experienced by the HCW was physical or verbal did not change the reported
psychological or physical effects for the HCW (Rosenthal et al., 2018).

Workplace violence can have significant financial consequences for individuals and
healthcare organizations. Speroni et al. (2014) found that the cost of treatment for injuries
sustained as a result of WPV for 30 HCW was $94,156 (range $89-$29,883), and indemnity

charges averaged $15,232 (range $6,517-$8,716). The author also found that HCW missed an



average of 11 days of work and worked with restrictions an average of 55.3 days (Speroni,
2014).

The need for HCW is increasing and healthcare is facing a major shortage in the
healthcare workforce. By retaining experienced workers there are staffing and financial benefits
Rosenthal et al. (2018) reported that HCW who had experienced physical or verbal WPV, had
increased incidents of missed work, and had considered leaving a job or career. According to
Gilliland (2019) replacing one advanced practice provider would cost a facility $250,000 to
$300,000. The cost includes the cost of orientation, decreased patient coverage, and
disengagement by remaining team members. Disengagement by other team members results in
an increased rate of turnover and patient safety events, as well as decreased patient satisfaction
(Gilliland, 2019).

Burnout

Healthcare is a caring profession that requires immense physical, mental, and emotional
commitment. Healthcare providers often sacrifice personal well-being to care for others.
Burnout is a term referred to often in the literature used to describe the negative impact that
stress can inflict on a person. However, burnout is not well-defined or is defined differently
depending on setting or context.

Merriam-Webster.com dictionary (2021) defined burnout as: exhaustion of physical or
emotional strength or motivation usually because of prolonged stress or frustration. American
psychologist Herbert Freudenberger coined the phrase burnout in the 1970s to describe the
consequences of severe stress and high ideals in helping professions (Freudenberger, 1974).
Maslach and Leiter (2016) defined burnout as “a psychological syndrome emerging as a

prolonged response to chronic interpersonal stressors on the job” (pg. 103). The authors
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identified three key dimensions of burnout: an overwhelming exhaustion, feelings of cynicism,
and detachment from the job, and a sense of ineffectiveness (Maslach, 2016).

While there is an absence of consensus on how to define or measure burnout, the Maslach
Burnout Inventory (MBI) was developed solely for burnout research. The MBI incorporates
three general scales: emotional exhaustion, depersonalization, and personal accomplishment.
The emotional exhaustion scale measures feelings of emotional overextension and exhaustion
related to work. The depersonalization scale measures unfeeling and impersonal response
toward recipients of one’s care or service. Finally, the personal accomplishment scale measures
feelings of competence and success in one’s work (Maslach, 1996).

While burnout shares characteristics with depression, burnout differs in that burnout
primarily affects a person’s relationship to one’s work. Maslach (2016) found that six domains
influence burnout in the workplace: workload, reward, community, fairness, and values. With
work overload, the ability of people to meet the demands of the job is depleted because of the
inability to rest and recover. Lack of control over the work environment such as violent
incidents, decrease job engagement. Workplace violence negatively influences HCW feelings of
fairness, feelings of reward from employment, and feelings of community support in the work
environment. Health care workers values are compromised by WPV experience, which conflicts
with ideals that drew them to the healthcare field in the first place.

Privitera (2016) found that WPV and burnout had several overlapping organizational
contributions. Organizational contributions shared by WPV and burnout include resource
allocation, cognitive overload, lack of social support, lack of control of environment, emotional
work and distress, psychological contract violation, and administrative toxic. Privitera (2016)

states that identifying and intervening with these overlapping contributions can help to reduce

11



both. As the frontline of the healthcare team, healthcare providers are exposed to the family and
patient’s stressors and the WPV incidents that result from tense interactions. Healthcare
providers are at greater risk of burnout if they feel that the organization does not support a safe
and ethical work environment. Burnout is linked to employee job dissatisfaction, turnover, and
increased absenteeism, which has financial consequences for healthcare organizations
(Poghosyan, 2018).

Burnout Characteristics

Emotional exhaustion is often described as feeling “empty, drained, and unable to cope.”
(Institute for Quality and Efficacy in Health Care, Informed Health Online, 2020 para 3).
Emotionally exhausted individuals are unable to manage the stresses of daily life and work. The
burned-out worker may experience persistent physical or somatic symptoms such as pain,
fatigue, and/or gastrointestinal problems leading to increased absenteeism (Institute for Quality
and Efficiency in Healthcare, 2020).

Feelings of depersonalization can result in people becoming cynical about their working
conditions and colleagues. Workers view job responsibilities as increasingly stressful and
frustrating. Burned-out workers may distance themselves emotionally from co-workers, become
apathetic, and feel that the job is meaningless (Institute for Quality and Efficiency in Healthcare,
2020).

Burnout can result in a sense of low personal accomplishment that manifests in a negative
outlook about tasks and a loss of motivation to perform those tasks. A lack of individual
creativity and difficulty concentrating are burnout symptoms referred to as disengagement. A
previously high-performing employee may underperform and disengage from co-workers and the

work environment (Institute for Quality and Efficiency in Healthcare, 2020).
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When healthcare providers perceive administrative support to be lacking or absent., they
are more prone to burnout. According to Poghosyan (2018), providers in the hospital and
outpatient setting care for increasingly complex patients and experience higher workloads with
less resources, thus are more prone to experiencing burnout. Due to the factors identified by
Poghosyan, healthcare professionals feel unable to act in a manner that consistent with their
personal and professional values (Poghosyan, 2018).

Workplace Violence Prevention and Intervention

Healthcare workers in emergency and psychiatric departments are the riskiest areas for
WPV (Phillips et al., 2016). Healthcare workers in the elevated risk settings have frequent
interactions with patients and family members who have mental illness and/or substance misuse.
Long-term care HCW are also at increased risk due to caring for patients with dementia or
Alzheimer disease (Speroni et al., 2014). Recognizing the high-risk work environments and the
predisposing factors for violence are essential to developing programs to prevent and respond to
WPV.

In three studies, HCW felt that administrative support increased the likelihood that they
would report incidents of violence (Najafi et al., 2018; Rees et al., 2018; Fredrick et al, 2014).
Healthcare workers failed to report incidents of WPV because they felt the perpetrators were
unable to control their actions due to mental illness or substance use. Workers viewed
victimization as a failure on their part to effectively perform their duties or as just “part of the
job” (Fredrick et al., 2014, p. 22).

Education is an important part of developing comprehensive strategies for dealing with
WPV. Heckemann et al. (2016) found that aggression management training did not necessarily

help nurses develop new strategies for managing aggression from patients or visitors but
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activated existing knowledge. By participating in aggression management training these nurses
become more confident in dealing with aggressive situations and developed strategies for
emotional self-management. Halm (2017) when reviewing seven original research papers also
found similar benefits from WPV education with an increase in nurses’ knowledge, skills, and
confidence in dealing with WPV situations. The Halm study also identified an increased
incidence in reporting events of WPV and a decreased incidence and severity of WPV events
(Halm, 2017).
Theoretical Framework: Social-Ecological Model

Gillespie et al. (2015) used the Social-Ecological Model to develop WPV prevention
programs focused on individuals, relationships, communities, and society. Individuals can
reduce the risk of violence by recognizing their own responses to negative actions of others,
learning de-escalation techniques and violence prevention strategies. Individuals also need to
have an awareness that violence is possible in their work environment. At a relationship level,
support groups and mentoring programs can help employees learn social norms and team
building. Effective communication is also essential among healthcare team members to alert
others of potentially dangerous individuals. At the community level, management provides
support for policies that outline consequences for violent behaviors. Organizations must develop
a zero-tolerance policy for WPV. However, enforcement of a zero-tolerance stance may
compete with the fact that patient satisfaction drives reimbursement. At the society level,
continued efforts to address mental health and substance abuse issues are needed. Legislative
efforts to increase penalties for WPV are imperative. Regional healthcare systems have
integrated education programs such as Crisis Prevention and Intervention (CPI) and Management

of Aggressive Behavior (MOAB) into their training for HCW. Commercial violence prevention
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programs such as CPl and MOAB emphasize de-escalation techniques and identifying ways to
avoid physical confrontation (Gillespie et al., 2015).
Project Framework: The lowa Model

The lowa Model is a widely utilized framework used to guide evidence-based practice in
nursing (Figure 1.). Nurses at the University of lowa Hospitals and Clinics in the 1990s
developed the guide for clinicians to evaluate and use research findings to improve patient care.
The lowa Model was revised in 2015 and remains an application-oriented guide for point of care
clinicians to use evidence-based process to promote excellence in health care (University of lowa

Hospitals and Clinics, 2017).
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Figure 1

The lowa Model Revised: Evidence-Based Practice to Promote Excellence in Healthcare

The lowa Model Revised: Evidence-Based

Practice to Promote Excellence in Health Care

Identify Triggering Issues / Opportunities
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Conclusion

Workplace violence is a major public health concern and HCW experience higher rates of
violence than workers in other workplace settings. Healthcare workers are at higher risk for
WPV due to an intimate contact with patients that is integral to their work and have too long
accepted violence as “part of the job.” A cultural shift needs to occur among healthcare
professionals, including developing a belief that violence is not acceptable in any situation.
Administrators and HCW themselves must support a stance of an intolerance to WPV and
prioritize developing violence prevention strategies. Every HCW deserves a safe work

environment.
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CHAPTER 3. PROJECT DESIGN AND EVALUATION
Project Framework: lowa Model

The lowa Model is a stepped approach to evidence-based problem solving, project
implementation, outcome analysis, and dissemination of information to improve or change
practice. The lowa model has been widely used in healthcare as a problem-solving framework.
The steps used by the lowa model include identification of a clinical problem, team formation,
review and synthesis of the literature, translation of the research into practice, critical review of
the outcomes, and dissemination of the results. (University of lowa Hospitals and Clinics, 2017).
Step 1: Identify Triggering Issue

Workplace violence in healthcare is a widespread problem accepted by HCW as “just
part of the job.” In healthcare, nurses and other providers are more likely to be a victim of WPV
than any other profession (Bureau of Labor Statistics, 2017). Research into WPV causes and
effects is important to mitigate the impact WPV has on HCW.
Step 2: Statement of Purpose

As identified in the literature review, HCW experience negative effects from exposure to
WPV. This practice improvement project was designed to increase ND NP knowledge and
confidence in dealing with WPV in healthcare.
Step 3: Assemble a Team

A survey to assess the perceived educational needs regarding WPV by NDNPS was
developed with input from dissertation committee members. Additionally, a psychologist from
Sanford Health participated in the development of an educational presentation for healthcare

professionals.
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Step 4: Assemble, Appraise, and Synthesize Body of Evidence

The results of the survey were analyzed and synthesized with evidence gathered via

literature review. The education focused on knowledge gaps and areas of interest identified in

the survey of NDNPS, specifically, NPs experience, beliefs, and knowledge about WPV, as well

as perceived organizational support following the violence. The bulk of the research on WPV

focused on nurses or physicians. Nurse practitioners have been rarely addressed in research.

Step 5: Design and Pilot the Practice Change

North Dakota Nurse Practitioners completed a survey regarding WPV experiences,

beliefs, and knowledge.

A survey of current NDNPS and North Dakota State University (NDSU) NP students
about experiences and if applicable, response to WPV. Participation was voluntary and
participants were able to withdraw participation at any time.

Potential NP respondents were contacted with the help of the North Dakota Nurse
Practitioner Association (NDNPA) who granted access to the member listserv and the
association’s social media platform.

A target number of NP and NP student respondents was 50.

Collected demographic information including age, number of years of practice, specialty,
and place of practice.

Collected information on NP experiences with WPV and perceived educational needs
regarding WPV.

Administered survey via Qualtrics after IRB approval in Spring of 2021.

Data management: Data was stored in a secure location in the coinvestigator’s residence.

Identifying information was not connected to participant responses as participants names
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were not attached to data. Participants were identified as numbers. Data was collected
using Qualtrics to assist in organizing responses. A NDSU statistician assisted in
analysis of collected data.

Presented an educational session for NPs and NP students. The two-hour educational

session was done via online delivery to maintain current social distancing requirements.

Step 6: Integrate and Sustain the Practice Change

Evaluation of project objectives through data obtained by needs assessment survey and
development of education session.

Evaluated attendee knowledge, intent to change practice, need for added education, and
confidence regarding WPV using Confidence in Coping with Patient Aggression
Instrument (CCPAI) (Thackrey, 1987). Pre and post educational intervention
measurements was obtained to determine if objective was met. The CCPAI is a 10-item
tool that uses an 11-point Likert -type scale. The measure has a range from 1 (low
confidence) to 11 (high confidence). This measurement instrument uses a ten-item
unidimensional construct with strong internal consistency (Cronbach’s alpha 0.92) and

precision (standard error 1.5) (Thackrey, 1987).

Step 7: Disseminate Results

Setting

Project results shared during NDSU poster presentation Spring 2021.

The educational survey was administered online using Qualtrics software. Due to social

distancing requirements, the educational session was delivered via NDSU Zoom platform during

a live two-hour presentation on May 4, 2021.
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Sample/Sample Size/Recruitment

The survey sample consisted of members of the NDNPA and NDSU DNP students.
NDNPS were recruited via the NDNPA listserv and social media platform. The NDNPA has a
membership of 400-500 NPs from ND and the region. The survey was open for two weeks. A
total of 43 responses were received, 29 from NDNPS and 14 from NDSU DNP students.
Implementation

A project proposal meeting was held December 17, 2020, and the dissertation committee
approved the project. Approval was obtained from NDSU IRB prior to project implementation.
Additionally, the NDNPA Board of Directors granted approval to use association listserv to
recruit survey participants. The NDNPA secretary sent a prepared invitation and link to the
Qualtrics survey to NDNPA members via the association listserv. The survey was available to
NDNPA for two weeks. An identical invitation was sent by the NDSU School of Nursing
administrative assistant to NDSU DNP of the second- and third-year cohorts of students via the
school’s listserv. A total 34 NDSU DNP students were invited to participate with a response
received from 14 students. The survey was also available to DNP students for two weeks.

A local psychologist with expertise in WPV and provider education delivered the two
hours Zoom presentation on May 4, 2021. Education via online delivery free of charge for
attendees. Education presentation was offered to members of NDNPA and NDSU NP students
and advertised via listservs from NDNPA association and NDSU DNP students. As an added
incentive for attendance two hours of continuing educations credits were offered free of charge
to attendees. Continuing education credits were approved and received from the ND Board of

Nursing.
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Resources and Costs

Zoom through NDSU was free to use for up to 300 attendees. Due to online delivery of
survey and educational session there was nominal cost to the project. The expert speaker, a
psychologist from Sanford Health, volunteered her time for the presentation. The cost
continuing education credit from North Dakota Board of Nursing was $120. There was no cost
from NDNPA to advertise education via social media site.

Evaluation Plan
Obijective One

The survey data was collected electronically using Qualtrics. Qualtrics is a web-based
survey tool that will aid in organizing the data obtained and allows participants to respond
anonymously. To protect the identity of subjects’ data was coded and the results were stored on
an external device locked in the coinvestigator’s home. No one had access to information except
primary investigator, coinvestigator, and a statistician.

Data analysis: This project identified the prevalence of violence for NDNPS and
provided descriptive data regarding this prevalence. While there are many forms of WPV in
healthcare, this study only addressed physical and verbal violence. Participants were also asked
to identify perceived education needs regarding WPV. The data analysis provided frequencies
for variables collected. Data was analyzed using SAS software by NDSU statistician.
Objective Two

Work with psychologist from Sanford Health to develop educational presentation for
healthcare professionals. Provide educational opportunity to NDNPS to address identified

education needs.
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Obijective Three
Improve HCW confidence in dealing with WPV by providing education and evaluate
provider confidence using CCPALI. Healthcare workers taking part in the education session were
administered both a pre and post survey regarding their confidence level in managing WPV.
Confidence levels were measured using CCPAI to compare pre and post intervention levels of
personal confidence for participating healthcare professionals.
IRB Approval
Application and approval for exempt status was obtained from the North Dakota State
University Institutional Review Board (IRB) per university policy. Participation in the survey
and education was entirely voluntary and could be suspended by the participant at any time
without penalty. Participants implied consent by completion of the survey and attendance at the
education session. All participants were adults, NPs, with a MS or doctoral degree and capable
of providing informed consent. The data collected was void of personal identifiers and
anonymously collected via Qualtrics. Only the primary investigator, Co-investigator and NDSU
statistician had access to the survey data and results Participation in the study had minimal risk
to participants. The only foreseen potential risks were loss of confidentiality due to the
collection of demographic data and potential emotional distress due to a participant being asked
to recall a traumatic event.
Project Timeline

e Literature Review Completed

e Proposal document completed November 2020

e Schedule proposal meeting-November 2020

e Proposal meeting-December 2020
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IRB Application and Approval December 2020/January 2021
Conduct Survey-February 2021

Analyze and synthesize survey responses-February 2021
Develop educational presentation-March/April 2021

Deliver education-May 4, 2021

Evaluate education and provider confidence-May 2021
Complete project and dissertation document-July 2021.
Defend dissertation-July 27, 2021

Submitted final documentation to Graduate School-December 2021
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CHAPTER 4. RESULTS
A link to access the Qualtrics survey was distributed to members of NDNPA and NDSU
NP students via email. Forty-three responses were recorded: including 29 practicing NPs and 14
NDSU NP students. Demographic information of participants is summarized in Table 1.
Table 1

Demographics

Sex Frequency
NPN=29 DNP-SN=14
Male 0 2
Female 29 12
Age
NPN=29 DNP-SN=14
20-29 years 2 9
30-39 years 14 4
40-49 years 6 1
50-59 years 4 0
60 years and older 3 0
Years in Practice NP N =29
Less than 1 year 1
1-4 years 8
5-10 years 11
11-15 years 4
More than 15 years 5
Primary geographic location of practice NP N =29
Rural Area (10,000 population or less) 10
Community or Suburban (10,000-50,0000 people) 8
Urban (Greater than 50,000 people) 1
Setting of Practice NP N =29
Inpatient hospital 2
Medical center outpatient clinic 18
Private outpatient clinic 4
Urgent Care 2
Other 3
Area of NP certification NP N =29
FNP 27
ANP/GNP 1
Other (Women’s Health) 1
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Objective One

The first project objective: Gather information about NDNPS personal experience with
WPV, including the type of violence experienced; the physical, emotional, and psychological
consequences of the violence; perceptions of organizational support, and suggestions for
perceived educational needs regarding WPV in healthcare. Tables and bar graphs were used to
summarize data from questions to evaluate participant responses. Results are summarized in
Tables 2-10. While 43 respondents participated in the survey, some questions were not
answered by all respondents. Even if respondent did not answer all questions in the survey, all
responses were included to increase amount of data collected by the survey. The coinvestigator
had planned to investigate if a significant relationship existed between variables such as
demographic variables (age, gender, experience, practice location, and type of practice) and
respondent’s response to WPV experiences. However, the small sample size precluded
evaluation with Chi-square or t-test. Nonparametric statistical tests were also not considered due
to small sample size.
Table 2

Experiences of WPV

Have you experienced workplace violence in your career as a NPN=29 DNP-SN=14
RN, LPN, or CNA?

Yes 18 12
No 7 2
Unsure 4 0

Have you experienced workplace violence in your career as a NP N =29
NP?

Yes 12 NA
No 16 NA
Unsure 1 NA
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Table 3

Type of Workplace Violence Experienced

Type of WPV Experienced

NP N =13

DNP-SN =5

Verbal Only

Physical & Verbal
Verbal & Emotional
Physical, Verbal & Emotional

1

5

Table 4

Perpetrator of WPV Violence

Who Perpetrated Violence?

NP N =13

DNP-SN =5

Patient

Patient/Family

Patient/Coworker
Patient/Family/Visitor
Patient/Family/Coworker
Patient/Family/Visitor/Coworker

gl W

0

= B~ O O

Table 5

Employee Action after Experiencing WPV

After experiencing WPV, what did you do? Able to check
multiple responses

NP N =12

DNP-SN =5

I did not report the incident.

| filed a written incident report as per my organization’s
policy.

I verbally informed my supervisor.

I discussed the incident with coworkers.

| reported to the incident to law enforcement.

Other

A © ©O O W

2

2
3
5
1
1
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Table 6

Employer Response

If applicable, did you feel your employer supported you after the NPN= DNP-SN=5

WPV incident? 12

Yes 5 2
No 3 1
Unsure 3 1
Comment about employer support. 1 1

“As a nurse | was supported as long as the incident was caused
by a patient. However, verbal abuse by a doctor was usually
never dealt with. As an NP | have had verbal abuse by doctors,
patients, and family members. These incidents are not common,
but do happen. | am not afraid to confront individuals myself
about these types of things any longer.”

Table 7

Professional Counseling

Were you offered profess