
Developing Safety Protocols to Prevent Violence 
Against Resident Physicians 

Background  
● Resident safety in the workplace should be of utmost importance. Violence against residents contributes 

to stress, burnout, and PTSD.1  
● Following an incident at the outpatient psychiatry clinic, it was found that there were no uniform safety 

plans or evacuation protocols  across outpatient offices.   
● A review article from 2020 reported that, in the past year: 61.9% of Healthcare Workers (HCWs) 

experienced some form of workplace violence; 42.5% reported exposure to non-physical violence; and 
24.4% experienced physical violence. Verbal abuse (57.6%) was the most common form of non-physical 
violence, followed by threats (33.2%) and sexual harassment (12.4%).  

● The prevalence of violence against HCWs is particularly high in Asian and North American countries, in 
Psychiatric and Emergency Departments, and among nurses and physicians.2 

● A 2012 review of violence in psychiatry residents showed that there was a 25-64% prevalence of verbal or 
physical assault against residents.3 

● A 1991 study suggests residents feel they have minimal training in aggression management.4  Another 
study suggested only 40% of psychiatrists had received some  form of violence management training.5  

● In a 1999 national survey, 33% of residents described their training in management of violent patients as 
adequate, and 37% described their training as inadequate. 28% of residents reported receiving no training 
in dealing with these patients at all. About 20% of residents polled stated that their health system had no 
clear policy for reporting assaults.6   
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Intervention 
De-escalation training will be offered to all residents.  

● Will offer both lecture and hands-on or role-playing opportunities for residents to learn and practice these 
techniques 

● Could also offer links to educational videos and make this training a part of orientation for new trainees.  
● These techniques can be modeled after the 8-part violence prevention program and Prevention and Managing 

Crisis Situations (PMCS), which is already mandatory for psychiatry residents at AOMC.   

Debriefing will be offered after every incident. 

● This would include a structured meeting shortly following the violent encounter where residents can discuss 
their own emotions during the incident and reflect on positives and negatives of how the situation was 
handled.  

● Can also help identify room for improvement in safety protocol and risk assessment 
● One 2011 literature review, suggested utilizing Critical Incident Stress Debriefing (CISD), an evidence-based 

approach.1 CISD involves 6 phases: 1) introduction, 2) fact, 3) feeling, 4) symptom, 5) teaching, and 6) re-entry.  
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Data Collection 
We aim to poll resident physicians at Arnot Ogden Medical Center (AOMC), a rural teaching hospital. The survey 

pertains to feelings of wellness and safety in the workplace.  
Data Collection Method: Survey (Planned SurveyMonkey) 
Anticipated Sample Size: 40 
Inclusion Criteria: All resident physicians at AOMC  
The questionnaire will include topics such as: 
● Experiences/witnesses of physical and non-physical violence 
● History of calling police or security for a violent patient 
● Comfort level in seeing patients alone 
● Proficiency in de-escalation techniques 
● Rank importance/impact of safety alarms, risk assessment, de-escalation training, and debriefing 

Problem and Consequences 
● Lack of formal de-escalation training made available to residents.  
○ Residents may inadvertently put themselves in a dangerous situation if patients are not screened for violence 
○ Residents may not have skills to effectively de-escalate patients 

● Currently there is no formal violence risk assessment made on patients outside of the behavioral health wing of the 
emergency department and the behavioral science unit.  
○ No institution-wide policies on management of violent patients 

● Without intervention, there could be increased physician burnout and potential physical injury.  
○ One study in Europe indicated that 27.7% of psychotherapists in the outpatient setting suffer from PTSD symptoms after a 

violent assault from their patients.9  

Previous Studies on Safety Protocols 
● Current evidence is inconclusive on the effectiveness of de-escalation 

training for reducing staff injuries.  
● However, interventions are more likely to be effective when incorporate 

multimodal approaches 
○ Conflicts are best resolved when patient issues are directly addressed.  

HCWs may be most effective when trained in verbal de-escalation and 
when offered techniques in emotional awareness.7 

A study in 2014 showed that an 8-part violence prevention program for 
outpatient psychiatric staff may be an effective way for residents to  identify 
possible violent situations and act accordingly.  

● This includes training on violence risk assessment, situation awareness, de-
escalation training, and simulations.8  

Other institution-specific options include 

● Redesigning the environment or physical layout of buildings, i.e., arranging office/exam room to place 
HCW closer to the door than the patient.  

● Introducing security measures such as silent alarms for residents seeing patients alone.  
○ A 2018 randomized controlled study suggest that these alarms may protect health care workers from 

violence.10 
● Policy or procedural changes to create safety and evacuation plans  

○  The psychiatry office policy on alerting and evacuation could be used as a model for other outpatient 
offices.   

Follow-up  
● We will offer a post- intervention survey for residents approximately 3-6 months following the 

implementation of training. 
○ The survey will assess how confident and secure residents feel de-escalating patients after completing 

training 
○ We anticipate we will see that residents report they feel more comfortable in their ability to defuse a 

patient and properly assess any dangerous situation that could lead to a violent encounter.  
○ Will also ask if residents would prefer additional training in a specific area 

 
 

Figure 1: https://www.the-hospitalist.org/hospitalist/article/122540/de-escalation-training-prepares-hospitalists-calm-agitated-patients 

For additional information please contact  
Jean Bujdos, DO: jbujdos@arnothealth.org 
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