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Original Article

Educational and Managerial Policy Making to Reduce Workplace Violence
Against Nurses: An Action Research Study

Abstract

Background: The level of occupational violence against nurses increases from 68.8 to 98.6
percent, which is a considerable rate among healthcare settings. To create a safe environment
for patient care in the emergency department (ED), a comprehensive program for the prevention
of violence is necessary. The aim of this study was to plan a workplace violence prevention
program (WVPP) to reduce the level of patients' and their families' violence against nurses.
Materials and Methods: The present study is a quantitative part of a participatory action research
project conducted in an 18-month period from October 2012 to May 2014 in an ED of Iran. In
the diagnosing phase, we used quantitative and qualitative approaches. The second and third phases
were assigned to design and implementation of WVPP involving a combination of educational and
managerial interventions. In the evaluation phase, frequencies of patients’ and their families’ violence
against nurses and nurses’ fear of violence were measured. Results: Mc-Nemar test showed that
85.70% (n = 42) frequencies of verbal violence before implementing WVPP significantly decreased
to 57.10% (n = 28) after implementing WVPP (p = 0.007). Statistical-dependent #-test (p < 0.001)
indicated a significant difference in the mean (SD) scores of nurses’ fear of violence before
46.10 (8.3) and after intervention 34.30 (4.6). Conclusions: Applying educational and managerial
interventions was effective in reduction of workplace violence. Thus, it is recommended to include
a combined approach in designing WVPP in cultures similar to Iran and pay attention to effective

interactions with patients’ family.
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Introduction

Violence in the emergency departments (ED)
is one of the most important and frequent
concerns of emergency practitioners.!! To
create a safe environment for patient care in
the ED, there is a need for a comprehensive
program for prevention of patient/family
violence against nurses.”) Studies showed
that violence was a complex and culturally
bound issue. One of the most important
factors in designing a successful program
is to ensure meeting the unique needs
of the intended organization.>* Among
healthcare settings, EDs are at the highest
risk of violence where nurses are three
times more likely to experience violent
events as compared with other employees.?!
The Bureau of Labor Statistics (BLS) data
shows that between 2011 and 2013,
workplace assaults ranged from 23,540 and
25,630 annually, with 70 to 74% occurring
in healthcare and social service settings.!®!
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The ED is the incoming door to all other
hospital wards. Emergency nurses are
practicing on the front line of patient
care.l’” In addition, many well-known
problems such as hospital overcrowding,
long waiting times, shortage of emergency
nurses,”® considering nursing as uncaring,
and misconceptions regarding the staff
behavior can result in ED violent incidents.”
Thus, aggression and violence in EDs are
reported to be highly frequent.['*!!]

The 2006 position statement of the
Emergency Nurses Association (ENA)
entitled “Violence in the Emergency Care
Setting” states, “Health care organizations
are responsible for providing a safe and
secure environment for their employees
and the public.” The necessity of a
comprehensive violence prevention program
with the objective of establishing a safe
working environment to care for patients in
EDs seems almost obvious.>'¥! However, a
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number of governments have so far announced a violence
prevention program. There are several main stages to
any workplace violence prevention program (WVPP):
Management commitment and employee participation,
Worksite analysis, Hazard prevention and control, Safety
and health training, and Recordkeeping and program
evaluation.!®1+1¢]

One of the most important factors in creating a successful
program is to ensure that it meets the unique needs of the
organization. As worksites for healthcare providers and
related occupations vary in purpose, size, and complexity,
WYVPP should be designed to specifically target the unique
nature and varied needs of each organization.’! These
recommendations are not a “model program” or a rigid
package of violence prevention steps uniformly applicable
to all establishments. Employers may use a combination
of strategies recommended in this document depending on
their particular context.[']

Violence and WVPPs in Iran: According to the studies
conducted in Iran, the level of occupational violence
against nurses increases from 68.8 to 98.6 percent, which
is a considerable rate.l'*”!81 There is an obvious lack
of organized educational programs on violence control
and management and ways to appropriately treat violent
patients and their families in Iran’s healthcare system.
Furthermore, no rules and regulations have been approved
in this regard to monitor and coordinate the performance of
healthcare institutes with the aim of reducing the violence
rate.l”) In addition, healthcare professionals, particularly
nurses, are merely recommended to keep calm and practice
self-composure when treating violent patients.?**!!

Imam Reza Hospital is one of the biggest medical centers
of Mashhad University of medical science to provide
healthcare and educational services. The new ED of this
hospital, which has been recently built, is the biggest ED
in Eastern of Iran. Researchers have found that the rate of
violence against nurses remains high and prevention efforts
are low. Although there are numerous studies showing
that ED violence is a prevalent and serious problem for
healthcare workers, there is a lack of published evaluations
of interventions aimed at reducing this alarming trend in
Iran. We used an action research approach that emphasizes
on a close collaboration among researchers, hospital
staff, and administrators.??! The members of this research
consisted of an assistant professor as the leader of an
academic-service partnership trip to expand patient and
family education program at the Mashhad University of
Medical Sciences, Head of the ED, head of the emergency
ward, head nurse, and a master student of nursing working
in the ED. The above partnership brings together these
primary stakeholders to perform action research as a
problem-solving process with the stage of assessment,
implementation, and evaluation to increase the success
rate of the violence prevention program. The aim of

this study was to plan a workplace violence prevention
program (WVPP) to reduce the level of patients' and their
families' violence against nurses using an action research.

Materials and Methods

This study is a quantitative part of participatory action
research that carried out in the ED of Imam Reza’s
hospital during an 18-month period from October
2012 to May 2014. Imam Reza’s hospital is a province
hospital in Mashhad-Iran. The method used in this study
was a participatory action research design with cyclical
activities involving diagnosis, action planning, action
taking, and evaluation and specifying learning.l*! Table 1
presents the specific methods used in different phases
of the action research. To critically review the existing
situation, we started the diagnosis phase with a working
group consisting of the researchers, chief physicians of the
department (n = 2), the clinical supervisors (n = 3), the head
nurse and in-charge nurses (n = 5), clinical nurses (n = 8),
and the manager of the security department (n = 1). The
number of participants required to conduct the research
was calculated using a sample size formula to compare two
proportions through carrying out a preliminary study. The
highest sample size was estimated using the values of verbal
violence. Thus, with verbal violence before (pl1 = 0.04),
after (p2 = 0.09), and with 95% confidence interval and
power of 80% sample, the size was calculated 44.

The inclusion criteria for nurses were having at least a
4-month work experience in the ED and having a bachelor
or master’s degree in nursing, and exclusion criteria
consisted of having stressful events such as divorce, death
of relatives, immigration or severe accident, leaving a job
or transfer, and absence in more than one day of training
sessions. The purpose of the focus groups was to determine
whether the strategies planned for intervention were
relevant, acceptable, feasible, and comprehensive.

The first phase of this research (diagnostic phase) aimed at
determining the level of patients and their family violence
against nurses. This stage of the study helps us evaluate
the problem in our EDs and recognizes the major sources
of violence and the common action that nurses take against
violence. In this phase, we performed a cross-sectional
descriptive study on 68 nursing staff in October 2012.'"1 We
assessed the workplace violence frequencies against nurses
using a self-administered questionnaire which was adjusted by
researchers regarding/considering WPV issues in the healthcare
settings from the International Labor Office, the International
Council of Nurses, the World Health Organization (WHO),
and the Public Services International (2003).

The level of nurses’ fear of violence frequencies was
assessed as well. For this purpose, the Fear of Workplace
Violence over the Next Year Scale developed by Schat and
Kelloway (2000) was translated and used; it comprises 12
propositions on a seven-point Likert scale from “completely
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Table 1: Methods of data collection and results of the action research phases

Phase Methods and data collection
Diagnosing Several interviews with the employees and managers
(3 months) A quantitative study aimed at determining the level of patients and their family violence against nurses and their fear

Action Planning
(1 months)

Action Taking
(4 months)

Evaluation
(2 months)

of future violent events at work (n=49); four focus group sessions with participants from the ED (n=19)
Review of scientific literature on workplace violence prevention program planning, including systematic reviews and
national and international guidelines.

Designing the protocol of workplace violence prevention program with participation of ED managers and staff nurses.

Approval by the hospital protocol commission to carry out the program.
The educational section included a three-day seminar entitled “Prevention of violence in the emergency department

The managerial intervention involved three phases: before, during and after assault interventions.
The managerial section

Assigning a new role as VPN: This new role consisted of the examination of patients and their families in terms of
the possibility of aggressive behaviors, the implementation of required preventive interventions, recording the actual
instances of violence, and holding follow-up sessions (feedback) after the frequencies of violence.

Before violence: The VPN checked the aggression levels of all patients and their families; after identifying potential
aggressive individuals, the required preventive actions were taken.

During violence: The VPN would have taken the required actions based on a crisis plan.

After violence: The VPN would have held a feedback session with all nurses in the ED particularly those present at
the time of the incident.

Evaluations were conducted periodically during the ward meetings.
Several focus group sessions with the participants to receive their feedback on the outcomes of the program

A summative quantitative evaluation by the researchers to assess the impact of the program on violence against nurses

and their fear

disagree” to “completely agree.” Nurses anticipate their
fear of workplace violence in the future by choosing a
response from 1 to 7 on the Likert scale. A total score of
12 on the scale represents minimum fear, while a score of
84 indicates maximum fear.

The results of the diagnosing phase showed that all nurses
were exposed to verbal violence at least once during the
last year (14.7% once, 69.1% sometimes, and 16.2%
always), while 22.1% had experienced physical violence
during the same time. The most common cause of violence
against nurses was patients’ relatives and most of the nurses
had not taken any action against them. More than half of
the nurses stated that they did not report the incident as
they thought it was ineffective; they also stated that there
was no specific action taken by their supervisors to identify
the cause of violence. In addition, tracking the reported
violence has often been unsatisfactory.!'!

The next step of the diagnosing phase involved the use
of a focus group to gather information from employees
and managers regarding their beliefs on a certain violent
event and identify the strategies that they believed to
be beneficial and sustainable in their work settings. We
invited “the working group” and held four sessions in the
conference hall of the ward. During the first and the second
focus group sessions, the data of the descriptive study
were presented and the participants were asked to express
their experiences regarding the main reason behind the
frequencies of violence. The first researcher made notes of

the main issues raised in discussions. Based on these two
sessions, the main problem was identified as to originate
from the lack of knowledge and skills of the nursing
staff with respect to stress and conflict management,
and communication skills especially with aggressive
patients and their families. According to our participants’
experiences, the second major reason that put the nursing
staff at the risk of violence was the lack of guidelines and
recommendations from the government and professional
organizations to run WVPP. Therefore, the participants and
the researchers decided to develop a two-part WVPP that
would consist of educational and managerial sections.

During the third and fourth sessions (action planning phase),
the framework of WVPP was designed. The researchers
constructed the overall framework of a prevention
program on the basis of a series of literature reviews.
This framework was presented in the focus group session
as a template, while all participants shared their ideas on
individual components of the programs. At the end of
these sessions, decision was made to administer a WVPP
in the ED. The program involved a combination of the
educational and managerial intervention: the educational
component consisted of a three-day seminar. The working
group has some informal verbal communications during
phases of action research. They reviewed reports during
doctor’s visits, doctors, and nursing rounds.

The principal constituents of the managerial component
to the WVPP included the assigning of a new role as
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Table 2: Frequency distribution of the nurses working in ED, according to the amount of violence and the type of
reaction to violence

Item Physical Violence Verbal Violence Mobbing/bullying
Before n (%) After )/ Before After )/ Before After P
n (%) n (%) n (%) n (%) n (%)
The frequency of being
exposed to violence in the
previous 12 months
Yes 8 (16.30) 6(12.20) Mc-Nemar 42 (85.70) 28(57.10) Mc-Nemar 30(61.20) 13 (26.50) Mc-Nemar
No 41(83.70)  43(87.80) p=0.754 7(14.30) 21(42.90) p=0.007 19(38.80) 36(73.50) p=0.001
Usually event in the
workplace
Yes 2 (100.00)  2(100.00) - 9 (36.00) 19(76.00) Mc-Nemar 15(50.00) 9 (69.20) Mc-Nemar
No 0(0.00) 0(0.00) 16 (64.00) 6(24.00)  p=0.002 15(50.00) 4(30.80) p=1.000
Believing in preventability
of the violent events
Yes 2 (100.00) 1 (50.00) - 23(92.00) 11 (44.00) Mc-Nemar 8 (88.80) 3(33.30) Mc-Nemar
No 0.00 1 (50.00) 2(8.00) 14(56.00) p<0.001 1(11.10) 6(66.70)  p=0.062
(Administration
and 2015)
The level of nurses’
satisfaction regarding
following up the event
Completely dissatisfied 1(12.50) 0(0.00) Wilcoxon 13(34.20) 0(0.00) Wilcoxon 11(39.30) 0(0.00) Wilcoxon
Dissatisfied 4 (50.00) 0(0.00)  p=0317 18(47.40) 3(10.70) p=p.001 11(39.30) 4(33.30) ,=0.020
Moderate 2 (25.00) 2(3330)  yq g9 ©60580) 17(60.70) ,_ 535 5(17.90) 2(16.70) —233
Satisfied 1(12.50) 4 (66.70) 1(2.60) 8(28.60) 0(0.00) 6(50.00)
Completely satisfied 0 (0.00) 0 (0.00) 0(0.00) 0(0.00) 1(3.60) 0(0.00)

violence prevention nurse (VPN); this new role consisted
of the examination of patients and their families in
terms of the possibility of aggressive behaviors, the
implementation of required preventive interventions,
recording the actual instances of violence, and holding
follow-up sessions (feedback) after the frequencies of
violence.

At the end of action planning phase, we assessed again
WVPP frequencies against nurses. These data provide a
baseline to compare with the results of the evaluation phase
[Tables 2 and 3].

The third phase of this research (action taking) included
the implementation of the two-part WVPP; the educational
and managerial.continuing education program included
a three-day seminar titled “Prevention of violence in the
emergency plan.” The main purpose of the educational
seminar was to familiarize nurses with workplace violence
and its dimensions, to train nurses on anger management,
stress management and conflict resolution, as well as
briefing them on the WVPP. The managerial part of the
program was designed and implemented in the three stages
of before, during, and after the violence interventions. In
before violence intervention stage, the VPNs checked the
aggression levels of all patients and their families in terms
of the possible signs of violence at the beginning of each
work shift using the alarming signs of an imminent violence
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form; after identifying potential aggressive individuals,
the required preventive actions were taken to manage
each instance of violence according to the instructions.
The actions consisted of informing all nurses in the ward
about the possibility of aggression by patients and their
families and offering recommendations on taking the
instructed communicative actions during the intervention
educational program, facilitating the care process to shorten
the waiting hours of potential violent patients, making the
required explanations by the medical team to the patient’s
family about the treatment process, and giving on time
information to the families on any sudden change in their
patient’s status.

This is followed by the VPNs recording the identified
potential aggressive individuals as well as the actions taken
to prevent the incident in the daily report log of the shift
supervisors while reporting to the next supervisor.

During violence intervention, if the violent incident
occurred in the ward, the VPNs would have taken the
required actions based on a crisis plan (managing the
instance of aggression, helping the victimized nurse,
calling in the security guards if necessary, and informing
the on-call supervisor to take necessary actions), while
recording the violence cases using the violence report
form was followed by receiving confirmation from the
eye-witnesses.
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Table 3: Type of nurses’ reaction to violence

Items

Physical Violence

Verbal Violence Mobbing/bullying

Before n (%) After n (%) Beforen (%) After n (%) Beforen (%) Aftern (%)

Type of nurses’ reaction to violence

No action was done 1(8.30) 1(9.10) 5(7.00) 1(3.30) 6 (12.30) 4 (26.60)
I was invited to composure 3 (25.00) 0 (0.00) 28 (39.50) 23 (76.70) 15 (30.60) 8(53.30)
I tried to pretend that nothing had happened 0 (0.00) 0(0.00) 6 (8.50) 3 (10.00) 5(10.20) 0(0.00)
I reported to the higher authorities 2 (16.70) 3(27.30) 6 (8.50) 2 (6.70) 5(10.20) 1 (6.70)
I talked about it with my Co-worker 0 (0.00) 1(9.10) 11 (15.40) 1(3.30) 8 (16.30) 0 (0.00)
I transferred myself to another part 3 (25.00) 1(9.10) 4 (5.60) 0(0.00) 1 (2.00) 1 (6.70)
I talked about it with my family/friends 1(8.30) 0 (0.00) 7 (9.80) 0 (0.00) 3(6.10) 0 (0.00)
I tried to defend myself physically 0 (0.00) 3(27.30) 1(1.40) 0 (0.00) 5(10.20) 0 (0.00)
I wrote a complaint letter 1(8.30) 0 (0.00) 0 (0.00) 0 (0.00) 0 (0.00) 0 (0.00)
I asked for help 1(8.30) 2 (18.10) 3(4.20) 0 (0.00) 1(2.00) 1 (6.70)
Violence resource

Relatives 5(62.50) 4 (66.70) 22 (51.20) 17 (60.70) 20 (66.70) 11 (84.60)
Patient 2 (25.00) 2 (33.30) 0 (0.00) 11(39.30) 0 (0.00) 1(7.70)
both 1 (12.50) 0(0.00) 21 (48.80) 0 (0.00) 10 (33.30) 1(7.70)

The cause of not reporting violent event or
lack of talking about it

It was ineffective 4 (80.00) 0 (0.00) 30 (73.20) 5(20.00) 22 (81.50) 4 (40.00)
It was not important 1 (20.00) 1 (50.00) 7 (17.10) 16 (64.00) 3(11.10) 6 (60.00)
I did not know who I should report to 0 (0.00) 0 (0.00) 3(7.30) 0 (0.00) 3(7.30) 0 (0.00)
I was afraid of negative consequences 0 (0.00) 1 (50.00) 1(2.40) 0 (0.00) 1(3.70) 0 (0.00)
I was ashamed 0 (0.00) 0(0.00) 0 (0.00) 3 (12.00) 0 (0.00) 0 (0.00)
I feel guilty 0 (0.00) 0 (0.00) 0 (0.00) 1 (4.00) 0 (0.00) 0 (0.00)

Table 4: Demographic information of the participating
nursing staff

Variables Items n (%) Total (n)
Age. mean (SD) - - 30.6 (3.2)
Sex Male 2 (4.10) 49
Female 47 (95.90)
Marital status Married 31(63.30) 49
Single 18 (36.70)
Type of Formal 2 (4.10) 49
employment Piecework 23 (46.90)
Probationary 24 (49.00)
Work experience <5 years 27 (55.10) 49
5-10 years 19 (38.80)
10-15 years 3(6.10)
Work experience <5 years 43 (87.80) 49
in Emergency 5-10 years 5(10.20)
Department 10-15 years 1 (2.00)
Pass Classes or Yes 1 (2.00) 49
training courses No 48 (98.00)

In the After Assault intervention, as soon as possible after
the incident, the VPNs would have held a feedback session
with all nurses in the ED particularly those present at the
time of the incident. Due to the crowdedness of the ED
and the short times of nurses, the feedback sessions were
usually held during the nurses’ resting hours. These sessions
aimed at scrutinizing the violent incident; the victimized
nurses talked to their co-workers about the incident, while

at the same time the reasons behind the act of aggression
were investigated. Finally, the session proceedings were
recorded in the feedback session recording from which the
attendants in the session signed. Depending on the reason
behind the frequencies, certain preventive measures were
then suggested for taking in the ward based on the ideas of
the attendants.

In the course of the program, frequent sessions were
held with the team members, the VPNs, the heads of
the unit (Chief physician of the department, the clinical
supervisors, the head nurse, and the manager of the security
department), and the researchers, where the program was
constantly revised and balanced. For example, given that
many instances of violence were due to the security guards’
unfitting treatment of patients’ family and considering the
significance of the hospital’s security units in preventing
and managing aggression, a WVPP was also designed
exclusively for the security guards. The content of this
educational program included: definition of violence,
types of violence, sources of violence, alarming signs
of imminent violence, communication and its types, and
precautions in treating violent individuals.

Given that one of the other major sources of aggressive
behaviors in patients and their families was lack of
awareness about the physical environment and the ward
regulations and their frequent questions of the ED staff
as strengthening the possibility of violence frequencies,
a series of written guidelines was designed wherein the
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rules, and regulations of the ED in terms of reception and
prioritization of the emergency patients were presented
to patients and their families. Also, an image file, shown
on the monitors in the ED lobby, was prepared by the
researchers to familiarize the clients with different parts of
the ED.

In addition, during the intervention process, educational
guidelines were installed all over the ED (the resting room,
the entrance, the working room, the nursing station, and the
security booth) as posters and fliers to constantly recite the
instructions about the important points on communicative
methods and how to treat violent individuals.

In addition, the VPNs submitted their reports of the
existing obstacles on the way of the implementation of the
program to the chief nurse shortly after the start of WVPP,
and the chief nurse’s response to the appropriate measures
to resolve these complications was issued to the shift
supervisors.

During evaluation phases/between each cycles of the study,
the effectiveness of conducting the program was examined
via two methods. First, the impacts and consequences of
the administration of WVPP from the point of view of the
ward managers and nursing professionals were identified
and inspected. Second, in a collective evaluation, four
months after the implementation, the effectiveness of the
program on the level of violence against nurses and their
fear of the frequencies of violence was re-examined. Data
were analyzed with Statistical Package for the Social
Sciences  (SPSS) software (version 16, SPSS Inc.,
Chicago, IL, USA).

Ethical considerations

After explanation of the research stages, an informed
written consent was obtained from the participants. This
study was derived from a research project and approved by
the Research Ethics Committee of the Mashhad University
of Medical Sciences (IR. MUMSREC.1392.300).

Results

The demographic information of the nursing professionals
who participated in the study is given in Table 4. The results
indicate the frequency distribution of verbal violence rate
and mobbing/bullying against nurses before and after the
implementation of WVPP, based on Mc-Nemar’s test, was
a significant difference for verbal violence (p = 0.007) and
for mobbing/bullying (p = 0.001). Also, Student-dependent
t-test showed a significant difference between the mean
score of nurses’ fear of violence before the intervention
46.10 (8.30) with mean score of nurses’ fear of violence
after the intervention 34.30 (4.60) (p < 0.001). Moreover,
according to Mc-Nemar’s test, frequency distribution
of physical violence against nurses before and after the
implementation of WVPP was not significant (p = 0.754)
as well [Table 2] and the mean score of concern about

the risk of violence at work before the intervention
3.40 (1.10) with mean score of concern about the risk of
violence after the intervention 3.00 (0.90) was statistically
significant (p = 0.006).

In addition, compared to before the implementation of
the program, more nurses (76.00%, n = 19) believed
that verbal violence is not a common practice in their
workplace, while 56.00% (n = 14) thought it was avoidable
as well. Also, after running the program, more than half of
the nurses (60.70%, n = 17) evaluated their satisfaction of
following up the incident as “moderate,” whereas the level
of satisfaction of the violent incident follow-up was much
lower (47.40%, n = 18) before the program where they
had stated that violence is a common workplace practice
and unavoidable (92.00%, n = 23). Furthermore, after
intervention, more than half of the nurses stated that they
do not report the incident as they think it is ineffective;
they also stated that there was no specific action taken
by the supervisor to identify the cause of violence. In
addition, following up the reported violence has often been
unsatisfactory [Table 3].

The results of logistic regression analysis to determine
the relationship between individual and background
variables (Sex, Marital status, Type of employment, Work
experience, Work experience in ED, and Pass Classes or
training courses) on the frequency of violence showed no
significant relationship between these variables and the
frequency of violence.

Discussion

The aim of this study was to plan a workplace violence
prevention program to reduce the level of patients and their
family violence against nurses. One advantage was that we
were able to adapt the implementation of WVPP to our
particular setting and tailor the implementation strategies.
In this way, we empowered the nurses that participated to
play the role of a VPN. It was the nurses themselves who
proposed to use WVPP as a means to provide a safe caring
environment.

It was evident that the working group and nurses were
concerned about violence in the ED and perceived the
problem as increasing. Most participants expressed
their dissatisfaction with the perception that violence
against healthcare workers was often accepted by the
administration, managers, and employees as part of the job.

According to the results of the study, first, the level of
verbal violence, mobbing/bullying against nurses, their fear
of violence as well as their concerns significantly decreased
after the implementation of the WVPP. Second, the nurses
came to believe that violent incidents are preventable
and manageable. Third, they ceased to consider violent
incidents as a common workplace practice and as a routine
part of their job and they stated that they are well aware
of violence reporting techniques and that they are capable
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of preventing and managing any act of aggression. Based
on the above findings, it seems safe to claim that the
educational component of WVPP could increase the nurses’
understanding of violence management and the ways to
prevent workplace violence, as it was at this stage where
the nurses received the required instructions on how to treat
violent patients and the techniques to prevent and handle
the violent incident. The results of other studies in this
area confirm the above conclusion as well. In a study on
the effectiveness of another aggression management training
program, Oostrom and Mierlo (2008) discovered that
training results in stable changes in people’s understanding
and behavior; in addition, they found out that aggression
management training can efficiently deepen people’s insight
into aggression and their ability to adjust to unfavorable
working conditions.?*! In our study, as well, the amount of
nurses’ fear of and concern for violence reduced and they
came to accept that violent incidents are avoidable and
manageable, a fact that indicates a change in people’s insight
into aggression management. In another study on the impact
of a one-day training program for emergency nurses on
managing potential violent situations, Deans (2004) found
that first, the number of violent scenarios was calculated in
the course of three months, which demonstrated a relative
reduction; second, the participants experienced higher levels
of self-confidence and cold-bloodedness after the violent
incident and they took part in managing assaulting situations
as a team member.?*

Given that healthcare managers are responsible for
providing a safe working environment for their employees
as well as designing WVPP tailored to the unique needs and
properties of their organizations and considering that we
discovered, during the diagnosis stage, that there is a lack
of rules and regulations in our organization to guide the
way to prevent and manage violent incidents and the nurses
are merely encouraged to observe self-composure while
treating aggressive patients, the managerial component
was designed, in addition to the educational section,
with the active participation of the nurses themselves,
based on which: first, certain guiding policies on treating
aggressive patients were prepared and distributed among
the employees; second, the new role of VPN was defined
for the participant nurses, and in this role, they can identify
potentially violent patients and take measures to facilitate
and accelerate the process of treatment.

As described earlier, the purpose of the focus groups was
to determine whether the strategies planned for intervention
were relevant, acceptable, feasible, and comprehensive.
The planned strategy was supported by all participants in
the four focus groups. Suggested strategies included better
communication, increased facilities of comforting, staffing
issues, enhanced and more frequent training for the staff
and managers, accelerated organizational processes, and
separating patients early when an obvious act of aggression
is observed.

Based on the above findings and with the help of the nursing
staff, a combined educational/managerial WVPP was
designed. The educational component aimed at boosting the
nurses’ knowledge and skill in identifying, preventing and
managing any instance of violence, whereas the managerial
section paid special attention to the examination of signs
of violence within the patients’ family by the VPN making
close bonds with the families of potential violent patients,
trying to avoid the frequencies of aggression by providing
accurate information and facilitating the treatment process.

Although our study design was suited to our objective,
participation of patients’ care givers could improve the
results. The participation of patients’ care givers in the ED
was not possible and it was limitation of our study.

Conclusion

With an action research design and formation of working
group for WVPP at ED of a hospital, we were capable
of adjusting the administration of violence prevention to
our particular medical context and tailor implementation
strategies. The results showed that the administration of
educational and managerial interventions is an effective
strategy to reduce workplace violence. In addition,
managing the violent event and its subsequent interventions
reduced the risk of mental and physical side-effects of
violence in our nurses. Thus, it is recommended to include
a combined approach in designing workplace violence
prevention programs in societies and cultures similar to
our context in Iran and to pay special attention to effective
interactions of nurses with patients’ families.
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