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CONTENTS EXECUTIVE MESSAGE 

Mark H. Merrill 
Board Chair 

Sean T. Connaughton 
President and CEO 

Hospitals are places that heal. They are also places where those who do the healing can be victims of violence. 

Regrettably, this occurs in health care settings at a greater frequency than is common in many other industries. A 2016 

report from the U.S. Government Accountability Office (GAO) found that “workers in health care facilities experience 

substantially higher estimated rates of nonfatal injury due to workplace violence compared to workers overall.” 

The GAO report went on to note that U.S. Department of Labor (DOL) data from 2013 show that “private-sector health 

care workers in in-patient facilities, such as hospitals, experienced workplace violence-related injuries requiring days off 

from work at an estimated rate at least five times higher than the rate for private-sector workers overall.” 

Data from the U.S. Bureau of Labor Statistics (BLS) tell a similar story: year-over-year figures show health care workers  

account for the most nonfatal illness and injury cases across industries. 

GAO characterizes workplace violence as “a serious concern for the approximately 

15 million health care workers in the United States.” And that agency isn’t the only 

one taking notice of this serious trend. 

Congress has before it legislation (HR 5223, the Health Care Workforce Violence 

Prevention Act) that in effect would require the promulgation of an occupational  

safety and health rule requiring many health care employers to adopt a  

comprehensive workplace violence prevention plan. 

Through its Hospitals Against Violence initiative, the American Hospital  

Association (AHA) has placed an emphasis on promoting and highlighting success-

ful hospital programs, practices, training, and other initiatives to address various 

types of  

community and health care-associated violence, including workplace incidents. 

There is a practical value in this work – reducing violence is good for the communi-

ty, and for health care workers. There is also a financial consideration. An AHA 

analysis found that “violence response efforts cost U.S. hospitals and health systems  

approximately $2.7 billion in 2016,” including “$1.1 billion in security and training  

costs to prevent violence within hospitals.” 

The Joint Commission is similarly focused on health care workplace violence and earlier this year issued a guidance  

document regarding requirements pertaining to physical and verbal violence against health care workers. 

Likewise, many other health care groups are focusing energy and efforts to combat a workplace violence challenge that 

the International Association for Healthcare Security & Safety (IAHSS) calls a “considerable risk and concern to the 

health care industry.” The organization also urges health care facilities to “establish specific violence prevention and  

aggression management policies, processes and practices to deter, identify and manage violent events.” They are joined 

by groups such as the American College of Emergency Physicians, the Emergency Nurses Association, and others taking 

a stand and advocating for policy changes to prevent workplace violence.  

As a hospital community in Virginia, we are committed to ensuring that our patients receive the best care, and we are  

constantly working to enhance public health. That work includes efforts to make our hospitals safe places for all who 

enter. In this issue of REVIEW Magazine, you’ll learn more about workplace violence and how it impacts hospitals, and 

read about some of the unique response strategies occurring at hospitals in the Commonwealth.  

“Our work  

includes efforts 

to make our 

hospitals safe 

places for all 

who enter. ” 

 

https://www.jointcommission.org/assets/1/6/SEA_WPV_TJC_requirements.pdf
https://www.jointcommission.org/assets/1/6/SEA_WPV_TJC_requirements.pdf
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I 
t’s been said that necessity is the mother of inven-

tion. 

That proverb certainly applies to the origins of an 

employee safety program established to protect Ca-

rilion Clinic home health clinicians who 

work with patients where they live.  

Developing proactive strategies to avert 

workplace violence episodes involving 

health care professionals is a challenge 

many provider organizations have devoted 

attention to in recent years, in part because 

health care staff are far more likely to experience forms of 

assault and abuse while on the clock. 

In the case of Carilion Clinic Home Care, the idea took 

shape when Carilion nurse manager Tracy Stewart was 

completing her graduate nursing studies at Jefferson Col-

lege of Health Sciences in 2014. 

While conducting research for her master’s degree com-

pletion project, which focused on promoting staff safety in 

home care, Stewart’s academic and profes-

sional life intersected, which ultimately 

helped spawn Carilion’s home health safety 

program. 

Its key elements include an after-hours 

phone check-in protocol for visiting staff, 

revised staff ID badges that display less per-

sonal information, enhanced staff training, and strategic 

organizational partnerships.  

Prior to the development of the safety program, Stewart 

and her colleagues had long worried about some uncom-

Words by Julian Walker and Erin Ehrlich-Beard 



25% 

Nurses who  
report being 
physically  

assaulted by a 
patient or a  

patient’s family 
member,  
according  
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Association 

4X 

Health care 
workers are four 
times more likely 
to be victimized 

than private  
sector workers,  

according  
to OSHA 

fortable encounters with patients or family 

members reported by some of the health sys-

tem’s staff of 300 home health and hospice 

caregivers. 

“That kept me up at night,” said Stewart, a Ca-

rilion Clinic Home Care Manager who came to 

home health after working in hospital medical 

surgery and obstetrics units earlier in her career. 

In the absence of a formal safety program, home 

health team members who felt uneasy about a 

particular situation were advised to “just use 

your best judgement. If you’ve got a gut feeling, 

go with that.” 

By its nature, home health care can place clini-

cal staff in an unpredictable environment, often 

at odd hours. 

“Given the solitary nature of home care work, 

employees may find themselves in vulnerable 

situations where their personal safety could be 

at risk,” said Stewart, noting that the transience 

of the profession means that home health nurses 

“get up and go when we get a call in the middle 

of the night.” 

Checking on patients in their homes involves 

clinical staff driving significant distances in 

some cases to unfamiliar areas to arrive at 

someone else’s home to do their job. 

That’s part of the appeal to people like Stewart, 

who said she views “home care clinicians as the 

eyes and ears of the physician” when visiting 

patients out in the community. 

“For the most part,” she added, “the patients are 

appreciative.” 

But not always. 

Ornery patients who may become verbally or 

physically abusive are one challenge home care 

nurses face. 

Others can include patients’ family members 

engaging in inappropriate conduct – such as 

illicit drug use or other unlawful activity, bran-

dishing weapons, harassing a caregiver or pa-

tient, or making unwanted advances – in the 

presence of a home health team member. Or 

someone smoking while oxygen is in use, creat-

ing a highly dangerous and combustible situa-

tion. 

Then there are homes in high crime areas, those 

that are unsanitary, house aggressive pets, or 

have insect and rodent infestations. 

Any of these factors can make a visiting nurse 

uncomfortable, unsafe, or unable to fully  

THE WORKPLACE VIOLENCE EDITION 
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Tracy Stewart 

Carilion Clinic Home Care Manager  



perform their duties. 

Carilion home health staff have encountered these situa-

tions and more as they crisscross a region that stretches 

from Lexington, Clifton Forge, and Rockingham County 

in the north, to the West Virginia state line, extends down 

to Roanoke and the many communities that orbit the city, 

then south to the North Carolina border.  

On average, a Carilion home health clinician visits five or 

six patients each day to deliver a wide range of medical 

treatment including wound care, IV infusions, health and 

illness education, personal care, physical therapy, rehabili-

tation, occupational therapy, speech therapy, and disability 

assistance. 

Last year, the team completed 160,000 home visits and 

traveled more than 2.6 million miles in the process. Given 

the sometimes uncertain conditions and the distances trav-

eled, Stewart and her colleagues knew “we needed to offer 

our staff more.” 

So the wheels of change began to churn. 

The process began with a seven-question staff survey, 

which revealed some eye-opening results. Among them: 

Nearly half of the staff (49 percent) reported leaving a 

home early due to a safety concern. Of those surveyed, 60 

percent also cited homes in proximity to documented gang 

activity, pest infestation issues, biting dogs, unsecured 

firearms, flirting family members, and visits in areas with-

out cell phone coverage as primary causes for concern. 

To help address these issues, Carilion instituted an after-

hours check-in procedure for on-call nurses dispatched to 

a home. The nurse calls the hospital’s switchboard, pro-

vides their cell phone number, and details how long they 

expect the appointment to last. The switchboard operator 

then sets an alert to wait for the nurse to call back after the 

appointment. If a call isn’t received, the operator calls the 

nurse twice, then police if a response still isn’t received. 

Another step Carilion has taken is eliminating some per-

sonal identification information on staff name badges, spe-

cifically nurses’ last names, to establish boundaries and 

prevent inappropriate attempts to personally contact staff 

through platforms such as Facebook. 

Stewart said the health system also developed new staff 

training models and established a culture of reporting any 

troubling episodes for the safety of providers and patients, 

rather than just silently accepting abuse on the notion that 

“it just comes with the territory” of home health work. 

Carilion also works closely with its in-house police depart-

ment, which functions as a liaison with local law enforce-

ment as necessary, and has established a multi-disciplinary 

Home Care and Hospice Safety Coalition that meets 

monthly with the in-house police chief to address any safe-

ty issues. 

As hospitals increasingly work to reduce readmissions and 

get patients stable so they can resume life at home, home 

health care is seen as an increasingly efficient and cost-

effective way to care for patients. So as the demand in-

creases, providers will look for models to address the fact 

that home care safety issues are a legitimate concern be-

cause staff members are inevitably exposed to risky situa-

tions. 

Carilion appears to have developed a novel approach to 

addressing this challenge.  

“Our mission is to take care of patients and deliver high 

quality care,” said Stewart. “But our mission is also to pro-

tect our staff. While we were always focused on staff safe-

ty, to be able to formalize an actual program has really 

empowered our staff.” 

THE WORKPLACE VIOLENCE EDITION 
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The Virginia Hospital Shared Services Corporation, also known as VHHA Shared Services,  

delivers an array of products and resources to help Virginia hospitals and health systems  

improve their clinical, financial, and operational performance. Members of Virginia’s  

hospital community are encouraged to visit Shared Services online to learn more about the range of 

available products and services, and select vendor partners who can deliver  

breakthrough performance in areas needed by today’s dynamic Virginia health care  

organizations.  

http://vhhaservices.com 

Contact David Jenkins at (804) 965-1350 or djenkins@vhha.com. 

 
The Patients Come First  

podcast features  

interviews with frontline 

health care providers,  

unsung heroes, and  

leaders like Virginia 

DBHDS Commissioner S. 

Hughes Melton, MD, 

whose dedication to care 

makes a difference in  

patients’ lives.  

Learn more about the  

podcast series at 

www.vhha.com. 

http://vhhaservices.com/
http://vhhaservices.com
http://www.vhha.com/communications/patients-come-first-virginia-governor-ralph-northam/
http://www.vhha.com/communications/category/podcast/
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To improve HCA Virginia’s Chippenham and Johnston-Willis Hospitals’ security program, a new application for  

mobile devices called LiveSafe has been implemented. LiveSafe can enhance security communications by allowing 

users to quickly report security and safety tips, contact 9-1-1 or the hospital operator, and provide a virtual escort with 

family or friends in phone contacts. By downloading the LiveSafe app, employees will have the opportunity to send in a 

tip with the precise location of an incident to report. An incident may include anything from suspicious activity,  

physical or verbal assault, theft, lost and found, traffic and parking, harassment or bullying, safety hazards,  

de-escalation, or security officer complaints. 
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A 
series of concerning events involving vio-

lent patient episodes that happened in close 

succession at the University of Virginia 

Medical Center let frontline staff know 

they needed a new approach to respond to 

such situations.  

What evolved from that is the (August 2016) formation of 

the SAVE (Situational Awareness Violent Events) multi-

disciplinary task force at UVA Health System that is 

charged with developing strategies 

to protect hospital staff from vio-

lent patient behavior. 

With support from UVA’s Chief 

Operating Officer and Chief Nurs-

ing Officer, the SAVE Task Force quickly set about devel-

oping, adapting, and implementing new safety protocols 

across the health system. 

The first strategy implemented a little more than a month 

after the task force was established is the placement of 

“STOP” banners outside the doors of patients who have 

exhibited signs of aggression or have shown the potential 

for aggression that could result in a team member injury. 

According to UVA Clinical Nurse Specialist Amy John-

ston, “this visual cueing system helps to identify and com-

municate to team members a need for a safety approach 

when entering a patient room, which helps decrease the 

likelihood of a team member injury.” 

Having that signage in place is helpful for staff because it 

makes them aware that a safety approach is necessary 

when interacting with the patient. It also benefits staff 

members “who may not be part of a direct clinical care 

team such as phlebotomy, therapy, nutrition, and house-

keeping,” but whose work brings them into close contact 

with patients at risk for exhibiting violent behavior, added 

Johnston, MSN, RN, AGCNS-BC. 

The SAVE Task Force convened weekly to develop strate-

gies for the organization and set periodic goals at 30-, 60-, 

and 90-day intervals for key deliv-

erables. 

Not all of the ideas implemented 

by the task force were brand new. 

“There was work being done on 

individual unit levels, be we needed a way to consolidate 

grassroots efforts into institutional drive,” said Johnston. 

“Executive sponsorship by senior leadership was critical in 

assuring operational alignment and removing barriers to 

implementation. Quality and performance improvement 

coaches guided the process of a rapid cadence rollout of 

newly developed work to the entire organization.” 

Following the “STOP” signage, the next innovation put in 

place was a violence mitigation strategy built into UVA’s 

electronic medical record (EMR) system.  

Visual markers, or “flags,” denoting patients with the po-

tential for violent behavior are now a standard element of 

UVA’s EMR system that can be set by any person with 

record access – such as registration staff, emergency de-

Words by Julian Walker and Erin Ehrlich-Beard 
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partment personnel, and bedside nurses.  

The flags appear as a color-coded banner across the top of 

a patient’s record when it is accessed by staff. A yellow 

flag indicates the potential for lower risk behavior like 

verbal aggression, while a red flag warns of a heightened 

risk for physical aggression. Hospital risk management 

and patient safety staff use a weekly report to help identify 

new flags and update status designations within the rec-

ords as needed. 

The flag system enables staff to enter useful information 

about specific examples of inappropriate behavior, which 

provides colleagues with a description of disruptive con-

duct that has been exhibited, its frequency of occurrence, 

and effective mitigation strategies that work when provid-

ing care for a particular patient. 

Sharing this “valuable information with other caregivers 

who might interact with the patient promotes safety and 

creates continuity across various care settings,” Johnston 

said.  

The UVA task force also reviewed and updated its threat 

assessment process. An assessment can be requested by 

any health care team member who has a reasonable belief 

that a person or situation poses a threat of potential harm 

to others. 

In that situation, a team that includes hospital security and 

police, a unit nurse supervisor, attending physician, and a 

unit shift manager huddle and agree on a plan to reduce a 

perceived safety threat.  

Frontline staff who feel unsafe around a particular patient 

also have the option of asking for a private security escort, 

without seeking leadership approval, if a situation war-

rants it.  

Next, the task force developed a SAVE call script to assist 

staff when requesting additional support in response to 

violent or disruptive behavior. Staff are trained to provide 

details using six scripted phrases, with the goal of quickly 

communicating a need to dispatchers who can send the 

appropriate personnel to respond depending on the severi-

ty of the event. 

A new policy on securing unit access doors has also been 

implemented. Prior to the task force, only behavioral 

health and pediatric units were designated as restricted 

access. Now, intensive and intermediate care units are also 

restricted access around the clock because “it was recog-

nized that those care settings are more likely to experience 

visitors with higher stress levels,” Johnston said.  

In addition, “acute care units implemented routine night 

time restricted access with the ability to restrict access at 

any time by pushing a button if a violent event occurred on 

that unit, or on a unit in close proximity,” she added. 

Signage has been placed outside those units near doorbells 

to better inform patients and visitors of their restricted ac-

Ava Speciale 

UVA Health System Nursing Supervisor  



26% 

Of emergency 
department  
physicians  

report violent  
incidents,  

according to The 
Joint Commission 

30% 

Of nurses report 
violent incidents,  
according to The 
Joint Commission 

WWW.VHHA.COM  │ NOVEMBER 2018 │    12 

THE WORKPLACE VIOLENCE EDITION 

cess status. 

An alert system for explosive violent events, 

along with team member response standards for 

such occurrences, has also been established. Staff 

responses involve team members being on 

heightened alert to activate unit restricted access 

measures and emergency procedures when 

threats are identified. Depending on the situation, 

other safety steps can include drawing curtains, 

turning off lights, silencing phones, and directing 

non-staff to safe areas.  

Following such a call, said SAVE Task Force 

member Ava Speciale, a nursing supervisor at 

UVA, an after-action review is completed to ana-

lyze an explosive violent event. 

“Many staff are involved in the review, which 

usually takes place as soon as possible after a 

violent event,” added Speciale, BSN, RN, TCRN.  

To keep staff sharp and aware of the safety proto-

cols, training modules focused on these strategies 

and procedures have been incorporated into on-

going staff development work at UVA. And 

those efforts are yielding positive results.  

SAVE call times have decreased, meaning criti-

cal communication is occurring more rapidly as 

intended, and threat assessment volume has near-

ly tripled, an indication staff situational aware-

ness has increased, Speciale said. 

“A big part of our work is the culture change,” 

she added. “It’s a big shift to get nurses to realize 

that (violence) just shouldn’t be part of their 

jobs.”  

 

The SAVE task force wouldn’t have been possi-

ble without the endorsement of UVA leadership 

and engagement from staff across the organiza-

tion. 

“We really are representatives of a much larger, 

highly-engaged and phenomenal team that devel-

oped a complete hospital-based violence preven-

tion program that aligns with the current recom-

mendations by the Joint Commission and the Oc-

cupational Safety and Health Administration,” 

said Johnston. 

With this amount of progress shown, the task 

force is now looking to “pinpoint some more de-

tailed work around this topic because we have a 

strong system and processes in place at the foun-

dational level,” she added. “Now we have to 

build off that.” 

Amy Johnston 

UVA Health System Clinical Nurse Specialist  
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http://www.vhha.com/quality-patient-safety/virginia-pso-brown-bag-webinar-series/
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I 
n an era when workplace violence against health 

care employees is a growing concern, Virginia is 

one of several states getting tougher on people who 

commit these acts. 

And the Commonwealth is working to make sure those 

who would target health care workers receive appropriate 

penalties for such crimes. 

Last year, legislation was passed to amend Virginia law to 

expand protections for health care workers who are vic-

tims of violence. Three Richmond-area legislators champi-

oned the issue – Senator Siobhan Dunnavant, MD, (R-

Henrico County); Senator Glen Sturtevant Jr. (R-

Richmond); and Delegate Roxann Robinson (R-

Chesterfield County). 

Bills patroned by these policymakers, and subsequently 

signed into law by former Governor Terry McAuliffe, ex-

pand “the penalty for battery against a health care provid-

er” beyond the emergency room to other parts of the hos-

pital, and is no longer limited to those performing their 

duties in an emergency.  

Statistics consistently show that health care workers face 

heightened risks for workplace violence. The U.S. Bureau 

of Labor Statistics, for instance, found that from 2011-

2013 health care workers suffered 15,000-20,000 work-

place violence-related injuries annually, which required 

time away from work. 

Data also show health care workers are more likely to be 

exposed to violence in the workplace than people in many 

other industries. Underscoring that trend is a 2011 study 

by the Emergency Nurses Association (ENA) which found 

that 54.5 percent out of 6,504 emergency nurses polled 

reported experiencing physical violence or verbal abuse 

from a patient or visitor within a week of being surveyed.  

Some researchers suspect those figures may not fully cap-

ture the scope of the issue due to underreporting because 

many health care workers perceive workplace violence as 

Virginia Strengthens Health Care 

Worker Protections 

Words by Julian Walker and Erin Ehrlich-Beard 
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a condition of their jobs. 

A review of statutory language in other states 

suggests Virginia is one of about three dozen 

states with some form of enhanced penalty law 

on the books for assault or battery against speci-

fied personnel, though different states apply var-

ying criteria and definitions regarding who is, 

and isn’t, covered under the law. Some designate 

“health care providers” as a protected class. Oth-

er states only apply their laws to “emergency 

medical services” personnel, or mental health 

professionals, for example.  

Previously, Virginia’s law applied to battery 

against designated emergency health care provid-

ers. In addition to expanding the application of 

penalties, the 2017 legislation also required the 

Virginia Department of Health (VDH) “to work 

with stakeholder groups to develop guidelines 

regarding the publication of penalties for battery 

on a health care provider and for the training of 

health care professionals and providers in vio-

lence prevention programs.” 

Accordingly, a stakeholder group that includes 

representatives from VHHA, VDH, and the Vir-

ginia Nurses Association (VNA) was established 

to develop recommendations. 

As part of the development process, the work 

group reviewed research and information from 

sources including the Occupational Safety and 

Health Administration (OSHA), and the U.S. 

Centers for Disease Control and Prevention 

(CDC), among others. 

The group’s recommendations incorporate ele-

ments of OSHA’s five core building blocks for 

developing an effective violence prevention pro-

gram, and encourage “hospitals and other facili-

ties providing emergency medical care” to offer 

employee training during new hire orientation 

and each year thereafter that is consistent with 

the OSHA pillars. 

The work group further recommended “a tiered 

approach to training development and admin-

istration” due to a recognition that health care 

settings generally and emergency care settings 

particularly are at an increased risk for work-

place violence.  

The group also suggested options for providing 

information and notice to patients and visitors 

regarding the penalties for battery against a 

health care provider. 

Finally, the group recommended that VHHA and 

VNA coordinate continued work group activities 

to “promote health care workplace violence pre-

vention programs and increase the visibility of 

penalties for those who commit battery on health 

care providers.” 

VHHA and VNA have continued regular work 

group meetings and are in the midst of develop-

ing a second round of recommendations to devel-

op and provide evidence-based resources and 

best practices on violence prevention to health 

care providers. 

Health care providers in Virginia, including the 

hospital community and other clinicians and 

stakeholders, are continuing that work so staff at 

health care facilities and the patients who seek 

treatment there can function in a safe environ-

ment free from violence. 
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VHHA Analytics harnesses the power of big  

data and modern technology tools to provide  

Virginia hospital and health system members 

with important insights to support enhanced  

operational efficiency. The VHHA Analytics 

team has developed interactive data tools to help 

hospital officials improve performance,  

reduce costs, better serve patients, and  

effectively communicate health care issues. The 

data portal enable users to access an array of  

detailed and customized data that can yield  

hospital-specific, regional, and state trend  

reports on topics including 30-day  

readmissions, opioid use, performance  

improvement metrics, and much more. To learn 

more about VHHA Analytics, view  

video tutorials, and request a demo, visit:  

https://tinyurl.com/y9ud7u8z 

HosPAC is VHHA’s political action  

committee. The mission of HosPAC is to 

provide organized and effective political  

action, and to support state candidates who 

will work to improve quality health care 

through policies supported by Virginia’s 

hospitals and health systems. As elected  

officials in Virginia and Washington make 

critical decisions affecting Virginia’s  

health delivery system, HosPAC supports 

candidates for office whose actions show 

consideration for Virginia health care  

providers and the communities they serve. 

To learn more about HosPAC, or to  

contribute, visit www.vahospac.com. 

SUPPORT  
HEALTH CARE 

www.vahospac.com 

https://tinyurl.com/y9ud7u8z
https://tinyurl.com/y9ud7u8z
https://tinyurl.com/y9ud7u8z
http://www.vahospac.com
http://www.vahospac.com/
http://www.vahospac.com
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Words by Julian Walker and Erin Ehrlich-Beard 

Assessing ConflictConflictConflict,,, 

Learning Lessons 

A 
n essential element of patient-centric care 

is medical diagnostic testing, a method 

through which health issues are identified 

so a course of treatment can be prescribed. 

VCU Health has brought a similar diagnostic approach to 

its workplace safety efforts through the development and 

implementation of a process for hospital staff members to 

capture and document instances of workplace violence to 

learn from those situations, and how to better prevent 

them. 

At VCU Health, the process is known as a Post-Assault 

Huddle. 

Launched throughout the organization in February 2018, 

the huddle method is applied to a range of disruptive epi-

sodes from verbal abuse to forms of lashing out that are 

physically violent, explained VCU Health Occupational 

Safety Officer C. Taylor Greene, BS, CHEM.   

The initiative began as a performance improvement effort 

involving hospital security staff and nurses, with initial 

conversations about the idea happening in late 2016.  

More formal plans took shape in 2017, when the concept 

was tested as a pilot program in the hospital emergency 

department and psychiatric units. Those units were identi-

fied as the initial testing ground because they tend to expe-

rience a greater rate of violent episodes, according to 

Greene. 

To assist staff in conducting post-incident assessments, 

VCU Health developed a one-page form to facilitate after-
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event analysis in hopes of identifying key takeaways and 

lessons learned, as well as reporting for record-keeping 

and data-tracking purposes. Compiling information for the 

form is a collaborative process 

involving staff who have the 

potential to be involved with a 

patient during a violent outburst. 

However, only one person submits the document – it pro-

vides fields to list the aggressor, the type of assault, 

whether the patient has been involuntary committed for 

treatment, cite contributing factors, make note of any pre-

incident behavior by the aggressor, state any post-event 

treatment plan modifications, and share any post-assault 

actions that have been or will be taken. 

Not every situation reported will involve a significant vio-

lent event. Sometimes, it might be a patient cursing, being 

argumentative, or spitting. 

Or it could be a situation that appeared to be escalating 

toward a serious event, leading a staff member to push a 

panic button triggering a security response, only for the 

conflict to fizzle out without serious consequences. 

The Post-Assault Huddle pro-

cess is modeled after a similar 

practice in place at VCU 

Health to conduct an after-action assessment of patient 

falls. 

There are several reasons for similarities between the pro-

cesses, explained VCU Health Nursing Safety Operations 

and Resources Director Trina Trimmer, RNC-MNN, 

MSN. 

“It is a method that is already well-known within our or-

ganization by many staff members who are accustomed to 

performing this task as soon after an event as possible, so 

it is fresh in the minds of people involved,” she added. 

“The goal is to get as many team members around the dis-

cussion as possible. Not just nurses – but providers, social 

workers, and others for a talk about what led up to the 

event, as well as the contributing factors prior to the event 

in order to discern any other interventions that can be put 

in place to prevent it from happening again.” 

Since the Feb. 1 launch of the post-assault process, Greene 

said, 63 forms have been submitted documenting an array 

of situations.  

Staff members also submit safety intelligence reports, 

which are part of VCU Health’s tracking system for safety 

events.  

By establishing a culture of reporting, collaboration, and 

assessment, the aim is to help protect hospital staff, 

heighten their awareness of potentially charged situations, 

and arm them with tactics to prevent or de-escalate events 

before they combust, Greene noted.  

That is reinforced by staff training and education, and con-

C. Taylor Greene 

VCU Health Occupational Safety Officer  



WWW.VHHA.COM  │ NOVEMBER 2018 │    19 

THE WORKPLACE VIOLENCE EDITION 

tinued efforts across the organization focused on risk man-

agement mitigation, safety enhancement, and work to de-

ter violence.  

In addition to helping protect patients and staff, these strat-

egies also send a strong message to those who work in 

demanding clinical settings where patient emotions can 

run high, sometimes resulting in inappropriate responses.  

“This gives us a platform to help our team members know 

we are taking this seriously, and abuse doesn’t have to be 

a part of your job,” Trimmer said. 

 

Trina Trimmer 

VCU Health Nursing Safety Operations  

and Resources Director  

https://www.usacs.com/
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Hospitals  Against  Violence Initiative 
Hospitals stand ready to help their communities at 

all hours and represent hope and healing to those 

in need. Many people associate a hospital with a 

happy memory like the birth of a child or an inter-

vention that saved the life of a loved one. Hospi-

tals are those places, but they also treat victims of 

all types of violence. People hurt by violence turn 

to hospitals for care and healing. What some may 

not realize is that violence can also occur inside a 

hospital, including against the physicians, nurses, 

and other caregivers who are there precisely to 

help. At a time when the nation is all too frequent-

ly rocked by news reports of unspeakable vio-

lence, the hospital field has stepped up to become 

even more engaged in combating violence in the 

communities they serve and against its own work-

force. 

The Board of Trustees of the American Hospital 

Association (AHA) launched its Hospitals 

Against Violence (HAV) initiative in 2016 to an-

swer a fundamental question - what more can we 

do to support hospitals and health systems address 

violence in their communities and against their 

workforce? To answer this, the Board focused on 

opportunities to work with the hospital field on 

the best innovative means to combat violence that 

affects their workforce and communities, which 

inevitably finds its way to the hospital doors. 

As a then-AHA fellow attending my first Board 

meeting, I was fortunate to experience firsthand 

the passion these hospital leaders have for assist-

ing the communities they serve overcome chal-

lenges like violence. Since then, as my role with 

AHA has evolved, I am continually awed by the 

resolve these leaders have shown to improve the 

health of their communities by devoting signifi-

cant efforts and resources to tackle the factors that 

contribute to community and workforce violence. 

This deep commitment is evident in the work of 

the HAV team, an association-wide initiative led 

initially by AHA General Counsel Mindy Hatton. 

Our colleagues throughout the association, includ-

ing at the highest levels of the organization, criti-

cally support this work. 

As HAV has evolved, it has developed several 

focal points, including workforce violence pre-

vention, community youth violence prevention, 

Laura Castellanos 

Associate Director of AHA’s Center  

for Health Innovation 
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and efforts to combat human traffick-

ing. AHA has devoted time, energy, 

and resources to this effort, and 

achieved some early successes, but 

much work remains to be done. For 

example, there are opportunities to 

tackle workforce violence issues, including underreporting 

and the lack of uniform definitions for reporting violent 

incidents.    

HAV also has expanded its reach by working with subject-

matter organizations such as the International Association 

for Healthcare Security and Safety, which focuses on secu-

rity issues, and National Network of Hospital-based Vio-

lence Intervention Programs, which focuses on hospital-

based programs to reduce community violence. 

While data may not be comprehensive, those that are 

available tell us that in 2016 alone, violence cost hospitals 

and health systems $2.7 billion, a figure that accounts for 

investments in prevention strategies, as well as the after 

effects of violent episodes such as lost work days, work-

ers’ compensation costs, and more.  

Our continuing goal for HAV is to act as a positive force 

in tackling violence by providing hospitals with resources 

including best practices, shared innovative ideas, success-

ful strategies, and other useful information through webi-

nars, online assets, podcasts, and more. 

One example is a meeting HAV, the Jones Day law firm, 

and HEAL (Health, Education, Advocacy, Linkage) Traf-

ficking convened earlier this year that brought together 

experts from the hospital, health care, and legal field to 

discuss successful strategies to combat human trafficking 

and heal its victims. In addition, with support from key 

partners including Catholic Health Initiatives and Massa-

chusetts General Hospital, HAV successfully advocated 

for a set of 29 ICD-10 codes to provide a 

means for hospitals to report labor and 

sex trafficking. The codes went into ef-

fect Oct. 1, 2018 and are the first of their 

kind. 

In a related arena, AHA’s resolve to fo-

cus on workforce violence prevention is underscored by 

the recent addition of Robyn Begley, DNP, RN, to lead the 

team on workforce violence prevention. Robyn is the new 

Chief Executive Officer of the AHA’s American Organi-

zation of Nurse Executives (AONE) subsidiary and is also 

the AHA’s Senior Vice President and Chief Nursing Of-

ficer. While new to the association, Robyn willingly took 

on the role to serve as the executive sponsor of the work-

force violence prevention initiative that will be integrated 

into the AHA’s overall workforce program. Robyn is a 

tremendous asset to this effort thanks to her years of expe-

rience as a practicing nurse and nurse leader, and her pas-

sion for protecting those who work in our nation’s hospi-

tals and health systems. Robyn also brings a fresh and 

firsthand perspective to workforce violence issues — such 

as workforce resilience, violence prevention, and work-

place safety — and how those challenges directly impact 

the nurses who encounter them.  

As excited as we are about what HAV has accomplished 

so far, we know there is so much more to do and so many 

more perspectives to hear.  

So please visit https://www.aha.org/hospitals-against-

violence for more information, and contact AHA at hospi-

talsagainstviolence@aha.org to share your thoughts or 

feedback. 

Laura Castellanos is Associate Director of AHA’s Center for 

Health Innovation. She began her AHA career as a Richard J. 

Umbdenstock and Institute for Diversity and Health Equity  

Executive Fellow. 

https://www.aha.org/hospitals-against-violence
https://www.aha.org/hospitals-against-violence
mailto:hospitalsagainstviolence@aha.org
mailto:hospitalsagainstviolence@aha.org
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Research Corner: Research Corner: Research Corner:    
InInIn---Depth Data AnalysisDepth Data AnalysisDepth Data Analysis   

 
Words by VHHA Analytics Team 

Virginia Nursing School Acceptance and Enrollment  

VHHA works with state and federal leaders to identify 

funding necessary to achieve the goal of increasing the 

number of Virginia nursing program graduates by two per-

cent each year. As this effort continues, Virginia Depart-

ment of Health Professions (DHP) statistics can help in-

form this work. Data show that in 2016, the most recent 

year for which numbers are available, 15,846 applications 

were sent to nursing programs in Virginia. But only 

10,561 (67 percent) of applicants were qualified for ac-

ceptance. Nursing schools accepted 7,373 (70 percent) of 

that group, which left 3,188 (30 percent) of qualified stu-

dents without a program slot, and thus waiting for a 

chance in the next academic semester. Among the fortu-

nate 70 percent, 6,062 students (82 percent) actually en-

rolled in nursing programs. In the final analysis, just 38 

percent of those who applied to nursing programs were 

successfully enrolled. As part of its data collection efforts, 

DHP gathers information about wait-listed students. Twen-

ty-five of the 72 registered nurse programs that provided 

responses to the DHP survey cited lack of clinical space as 

a reason for turning away students. In Virginia, students 

must complete 500 hours of patient care work – experi-

ence often derived through rotations in Virginia general 

acute care hospitals. While many nursing schools employ 

simulation labs to prepare students for patient work, state 

law stipulates that only 25 percent of the 500-hour require-

ment may be satisfied through simulation. In the survey, 

26 programs (36 percent) cited “inability to expand effec-

tive program capacity” (meaning a program has the maxi-

mum number of students that can be accommodated based 

on available faculty, resources, and instructional stand-

ards) as a reason for turning away qualified students. 

These findings indicate that enhanced funding may help 

boost enrollment in nurse training programs, though it 

does not guarantee an outcome. It is the experience of 

VHHA, for instance, that while scholarships may improve 

enrollment, providing a scholarship doesn’t guarantee re-

cipients will graduate. Of course, issues related to nursing 

school enrollment and completion are complex. For exam-

ple, focusing exclusively on enrollment trends overlooks 

the fact that attrition rates range from 12 percent to 23 per-

cent. Expanding clinical time could help about one-third of 

the nursing programs in Virginia. But that requires plan-

ning and work flow adjustments by clinical site adminis-

trators, staff, and educators. Increasing enrollment and 

completion requires a long-term strategy that includes ad-

ditional faculty, which has budgetary implications for 

nursing programs. State law stipulates a 1-to-10 faculty-to-

student ratio in order to have students in a clinical area; a 1

-to-18 ratio is considered an appropriate national standard 

in institutes of higher education. Efforts to increasing 

nurse graduates in Virginia will require local, state, and 

federal collaboration that likely will take several years to 

bear fruit and necessitate an evaluation of the unique is-

sues affecting nursing schools in distinctive regions of 

Virginia. (September 2018) 
http://www.vhha.com/research/2018/09/07/virginia-nursing-

school-acceptance-and-enrollment/  

http://www.vhha.com/research/2018/09/07/virginia-nursing-school-acceptance-and-enrollment/
http://www.vhha.com/research/2018/09/07/virginia-nursing-school-acceptance-and-enrollment/
http://www.vhha.com/research/2018/09/07/virginia-nursing-school-acceptance-and-enrollment/
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Nursing Licensure Data Show Recruiting Challenges  

One of the first reports published that identified age as a 

concern about the nursing workforce arrived in June 

2000, a product of research conducted by Dr. Peter Buer-

haus and his colleagues. The report stimulated wide-

ranging discussion across the health care sector. At that 

time, Virginia did not capture health care workforce da-

ta, and had nothing more than anecdotal information 

about the median age of the nursing workforce in the 

Commonwealth. Virginia’s Department of Health Pro-

fessions (DHP) subsequently established a workforce 

data center, an effort supported by several organizations, 

including VHHA. One of the first projects undertaken by 

the data center was a 2010 nursing supply and demand 

study. That study found that Virginia’s nursing work-

force had commonalities with other states. Similar to 

some other states, Virginia’s nurses were likely to be in 

their mid-40s. The study also predicted those nurses 

would begin to leave the workforce in significant num-

bers in 2015 when many of them reached their mid-50s, 

and it further warned that the number of younger nurses 

entering the workforce would not offset the vacancies. 

As hospitals and health systems have experienced great-

er difficulty recruiting nurses in recent years, statistics 

now available due to DHP’s data collection work that 

began years ago are enlightening. The number of young-

er nurses in the workforce is insufficient to fill vacan-

cies. Examining figures based on the past four years of 

DHP nursing data demonstrates that the number of li-

censes alone do not equate to nurse availability. Since 

2014, the percentage of registered nurses not renewing 

their licenses has exceeded the percentage of new licen-

sees. What’s more, the number of people with nursing 

licenses in Virginia exceeds the number of those who are 

actively working because some registered nurses retain 

their licenses after they leave the workforce. And the 

number of full-time equivalents in the workforce is well 

below the number of working nurses, which is indicative 

of a gap between the number of full-time and part-time 

nurses. While some national reports may predict a sur-

plus of nurses in Virginia in the near future, those pre-

dictions do not align with current data on Virginia’s ex-

isting nursing workforce. (August 2018) 
http://www.vhha.com/research/2018/08/24/nursing-licensure-

data-underscores-recruiting-challenges/ 

 
Jay Andrews serves as Vice President of Financial 

Policy for VHHA, joining the organization in  

November 2010. Jay develops and provides rate  

analysis on Medicare and Medicaid and works on 

other policy-related budgetary and legislative issues. 

He is a graduate of Virginia Tech with a degree in 

Accounting and obtained his CPA certificate in 1987. 

 

David Vaamonde is VHHA’s Vice President of Data 

and Analytics. He develops tools and analyses to 

meet members’ needs, and manages the Association’s 

data resources. David earned his bachelor’s degree in 

Biology and a Master of Public Health from the  

University of Virginia, which he attended as a Bayly-

Tiffany Scholar.  

 

 

Ian T. Oommen is an Analyst for VHHA’s Data and 

Analytics Team. Prior to joining VHHA full-time, Ian 

was an intern at the Association while earning his 

undergraduate degree at VCU. Along with Ian’s  

pre-health background, he has a strong knowledge 

base in information technology such as web  

development, programming, infrastructure, systems 

analysis, and design.  

 

Mike Gaetano is a VHHA Project Manager and Data 

Analyst. Mike earned his undergraduate degree in 

Health Services Administration from James Madison 

University. He is certified in Tableau Analytics, and a 

Certified Associate in Project Management (CAPM). 

Mike is pursuing his Master of Business  

Administration degree at the University of Richmond. 

 

Barbara Brown is VHHA’s former Vice President of 

Data and Research, a role in which she oversaw 

VHHA’s analytical, workforce, and community 

health programs. She previously worked in risk  

management for a multi-state malpractice insurer, at a 

health research institute, and as editor of a national 

nursing journal. Her clinical practice work was as a 

pediatric nurse practitioner and neonatal intensive 

care nurse.  
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www.ISupportVirginiaHospitals.com 
Join the VHHA Hospital Grassroots Network. Register to be an advocate for health care in your  

community. Through our online grassroots member mobilization tool, Muster, VHHA will send updates and  

Action Alerts throughout the year, and periodically ask you to send an e-mail to your state delegate or senator to 

seek their support on important health care issues. The messages are drafted for you, and taking action can take 

less than one minute. Action Alerts are sent to Hospital Grassroots Members on the most important legislative  

issues that our hospitals face. Legislators need to hear from people in their districts to understand the local impact 

of their votes in Richmond. If you previously received VHHA’s VoterVOICE e-mail alerts, you are already  

registered for the Hospital Grassroots Network. Your voice is important.  

Sign up online today at https://app.muster.com/250/supporter-registration/.  
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