Workplace Violence
Prevention Strategies
Policy Brief 1: Hospital Strategies
Workplace violence is causing serious harm to staff, patients, and
families at Vermont’s hospitals. This brief provides strategies for
hospitals to address the issue internally.

Executive Summary
Preventing workplace violence is a multi-step process that begins with a
commitment from leadership and is followed by work to address common
barriers and identify an evidence-based policy framework.
In 2021, VAHHS conducted a gap analysis, which identified opportunities to
improve access to violence-prevention trainings, clear up confusion about law
enforcement resources, address the lack of time to incorporate extensive
protocols, and encourage better overall reporting.
To address the issue of underreporting, the task force defined workplace
violence as any threat or act of verbal, physical or sexual abuse or harassment
against any individual or group that occurs in the workplace, or as a result of
workplace culture. Verbal abuse or harassment includes hate speech.
Additionally, reporting of workplace violence should be automated as much as
possible and not left to the discretion of the employee. Employees should have
access to EAP services regardless of whether they had a verbal or physical
encounter.
Trauma-informed training
The task force recommends implementing Six Core Strategies, a traumainformed approach to de-escalation that has significantly reduced workplace
violence at the Brattleboro Retreat and health care facilities across the
country.
Violence-free signage
Finally, violence-free signage can help reassure staff, but when used, should
be worded appropriately to avoid threatening patients
Robust hospital security
Best practices include 24/7 coverage, comprehensive training, and integration
with the team.
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Introduction
The VAHHS Workplace Violence Task Force started meeting in April of 2021 to address issues of
violence prevention in two phases: internal (within the hospital) and external (outside the
hospital). The first phase is to identify effective practices in mitigating workplace and health care
violence, perform a gap analysis of Vermont’s hospitals, and provide recommendations based on
the task force’s findings. The second phase is to research legislative proposals and community
policies to reduce workplace violence, identify the most effective strategies, and put forward
corresponding recommendations.
We recognize that there are widespread issues that contribute to workplace violence such as
extensive boarding, workforce shortages, and a lack of both inpatient and outpatient bed capacity.
These issues will continue to be important parts of the discussion to prevent workplace violence
in addition to the internal strategies that are the focus of this policy brief.

Gap Analysis Findings
Effective strategies for reducing workplace violence include dedicated leaders who encourage a
clear definition of workplace violence that is understood by all hospital staff. These leaders should
also make sure clear response policies and regular trainings are adopted as violence prevention
strategies. OSHA recommends a well-written and implemented workplace violence prevention
program, combined with engineering controls, administrative controls and de-escalation training
to reduce the incidence of workplace violence in any setting.
The VAHHS gap analysis revealed that Vermont’s hospitals have leadership dedicated to
preventing workplace violence, some training to manage aggressive behavior, and a
comprehensive facility hazard identification analysis. The gap analysis anticipates that hospitals
act upon their facility hazard identification analysis outcomes and actively work towards safe
physical spaces and minimizing environmental hazards.
The gap analysis results listed the following areas as opportunities for improvement:
•
•
•
•
•

staff attendance in trainings
specific law enforcement or other security resources
lack of time sensitive protocols
need for clear policy
underreporting of incidents

Definition of Workplace Violence
The task force discussed underreporting and the need to make the post-event process more
automated and less subjective. The first step in standardizing workplace violence procedures is to
agree on a clear definition of workplace violence. After studying definitions from the World Health
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Organization (WHO), Occupational Safety and Health Administration (OSHA), and Safety in Health,
the Workplace Violence Prevention Task Force agreed upon the OSHA definition to ensure a
standardized and comprehensive understanding of the meaning of workplace violence.
OSHA DEFINITION OF WORKPLACE VIOLENCE: Workplace violence is any act or threat
of physical violence, harassment, intimidation, or other threatening disruptive behavior
that occurs at the work site.
It is important to recognize that intimidation and harassment includes verbal abuse and hate
speech. Not only are verbal abuse and threats a valid part of workplace violence, but that they are
also one of the most frequent types of violence and can be a sign of future physical abuse if not
managed (Boyle, 2016). Organizations should create a culture of having employees report all
incidents that fall within the OSHA definition.

Training, Safety Protocol, and Six Core Strategies
In addition to standardizing the definition of workplace violence and promoting incident reporting,
hospitals have an opportunity to implement training that will decrease workplace violence and
improve employee resiliency through a trauma-informed approach. Understanding the
intersection between trauma and the many health and social problems for which people seek care
and treatment, makes providing a trauma informed approach to care critical in preventing conflict
and violence in the workplace (Bowen & Murshid, 2016).
Six Core Strategies in a trauma-informed evidence-based framework for de-escalation and violence
prevention. Six Core Strategies is training to help reduce the need for seclusion and restraints in
psychiatric inpatient units but can be adapted for other areas of the hospital, such as emergency
departments. Studies have shown that the use of seclusion and restraint can cause violence to
both the individual subjected to and staff applying the techniques (NASMHPD, 2009; Sailas &
Fenton, 2000).
Additionally, studies suggest that efforts to eliminate or reduce restraint and seclusion have
reduced youth and staff injuries, reduced staff turnover, encouraged higher staff satisfaction,
reduced lengths of stay, sustained success in the community after discharge, and saved significant
costs (LeBel & Goldstein, 2005). Within a few months of implementing Six Core Strategies, the
Brattleboro Retreat saw a 50% decrease in workplace injuries.

Six Core Strategies
Important aspects of the Six Core Strategies address opportunities identified in the VAHHS gap
analysis and issues discussed at task force meetings, such as:
LEADERSHIP FOR CHANGE
• Develop an action plan based on a public health prevention approach and follow the
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•

principles of continuous quality improvement
Employ regular trainings to ensure clear plans and inform staff of de-escalation
techniques

PATIENT AUTONOMY
• Ensure that patient and family perspectives and input are included in all treatment
decisions
• Provide full information about the service and treatment choices and options. It is
important to note that while some choices may have to be made in crisis, this
information and choice should be a continuous process.
REPORTING AND DATA
• Ensure clear processes to document all workplace violence events
• Promote regular reporting in executive/senior management meetings of progress and
updates related to workplace violence and use of restraints and seclusion
• Report incidents to HR, CEO, and/or other leadership groups for thorough evaluation of
incidents at higher level
• Set realistic data improvement thresholds
RECOGNIZING WORKPLACE VIOLENCE AND ITS COMMON CAUSES
• Look to evidence of congruency with principles of recovery, trauma informed systems,
violence and coercion
• Adopt risk assessments that include service user history, triggers and warning signs; this
information should be shared with all staff, so everyone is aware of potential triggers
• Use debriefing techniques in every incident of restraint and seclusion and apply analysis
to future risk assessment

Workplace Violence Prevention Signage
Evidence suggests that violence-free signage does not necessarily prevent violence from occurring
but can be useful in creating a more cooperative and comfortable environment if it is reassuring
for providers (Kieler, 2020).
Any signage should be phrased positively rather than in a way that could be perceived as
threatening by patients or visitors…for example:
•
•

“Everyone at *hospital name* works together to ensure a safe environment” instead of
“violence is not tolerated here”
“This is a space of respect and collaboration with the goal of providing the best
treatment” rather than “Restraints will be used in response to signs of violence”

Hospital Security Policies
Almost all of Vermont’s hospitals have some form of security for the prevention and
management of workplace violence. The VAHHS gap analysis results showed that the available
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security and law enforcement resources and policies vary depending on the hospital. However,
there are some general best practices for integrating security resources into health care settings.
Training specific to health care space is crucial. According to Medical Group Management
Association, important regular trainings for security personnel include:
•

De-escalation

•

Behavioral health/mental health patients

•

Clinical aggression versus criminal aggression

•

Centers for Medicare & Medicaid Services (CMS) Conditions of Participation
(restraint/seclusion)

•

Emergency Medical Treatment and Labor Act (EMTALA)

•

HIPAA

•

Fire/Life Safety Code

•

Infection Control/Standard Precautions.

Many members of the Workplace Violence Task Force pointed out the value of trainings for nonclinical staff in addition to clinical staff, but also acknowledged that conducting trainings at
limited staffing capacity is a challenge. VAHHS is gathering resources to assist with trainings.
The Workplace Violence Task Force made a strong recommendation that security be available to
emergency departments 24 hours a day, 7 days a week. To maximize security effectiveness,
security officers should be integrated as part of the care team, including de-escalation trainings.
Security officers should also be communicating with patients and clinical staff on hospital units so
they can get a better sense of situations that could be potentially violent and intervene before
they escalate.
The more often security officers can make rounds, the better prepared and involved security can
be in any case that has a risk of becoming violent. Regular interaction between security, staff,
and patients also allows for providers to easily bring a concern up with the officer who can then
speak one-on-one with the patient and family to find out what may be wrong.
Overall, the best security practices may depend on the resources unique to each hospital, but the
more communication and integration security can have with the care of patients, the better
prepared everyone will be to prevent violence.
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Conclusion
Robust security coverage, training, and engagement in addition to frameworks such as Six Core
Strategies, provide a solid direction for Vermont hospitals to effectively prevent workplace
violence and feel prepared to respond to those incidents that may be unpreventable. We will
continue work on this important issue and remain committed to providing resources and strategies
to protect our health care workforce with a dedication to improving reporting, incorporating Six
Core Strategies into Vermont hospital policies, and compassionately communicating that violence
has no place in a hospital setting.
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