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Hospital Workplace Violence and Safety Response

At Mount Sinai Beth Israel (MSBI), an 856-
bed, full-service tertiary teaching hospital in 
New York City, hospital administrators rec-
ognized the need to develop a safety pro-
tocol. Based on this need, they developed 
the Safety Team Assessment Response 
(STAR) code for nursing staff to reduce the 
incidence and severity of violent situations 
in the hospital.

However, the initial attempt to educate 
nursing staff about the new safety protocol 
failed to achieve the desired level of imple-
mentation. The next attempt, a training 
workshop incorporating simulation and 
debriefing, showed promise as a means of 
increasing adherence to the STAR code. This 
article shares the MSBI STAR code protocol 
and implementation journey to generate 
discussion about workplace violence. Spe-
cifically, nurse administrators need to ask 
themselves: What are we doing about vio-
lence in our workplace? More important, is 
it working?

Defining an urgent problem
The Occupational Safety and Health Admin-
istration (OSHA) defines workplace violence 
as “any act or threat of physical violence, ha-
rassment, intimidation, or other threaten-
ing disruptive behavior that occurs at the 

work site.”2 Acts or threats of violence can:
•	 focus on employees, patients, and/or vis-

itors.
•	 be verbal or physical.
•	 ange in severity of harm.2

A major contributing factor to the inci-
dence of workplace violence in hospitals 
is patient history; patients who initiate vi-
olence in the hospital setting often have a 
history of psychiatric problems and/or vio-
lence.3 Particularly in the ED, long wait times 
and the influence of drugs and alcohol may 
provoke patients to commit violent acts 
against nurses.3

The U.S. Bureau of Labor Statistics (BLS) 
data show that healthcare and social assis-
tance workers were victims of assaults and 
violent acts approximately 11,370 times in 
2010.4 In 2013 and 2014, rates of workplace 
violence per 10,000 healthcare and social 
assistance workers in the private sector, 
state government, and local government 
were, respectively, 16.2, 146.0, and 19.3, and 
14.4, 135.2, and 19.3.5,6

When considering the statistics on work-
place violence in healthcare, it’s important 
to recognize two potentially relevant condi-
tions. The first is that the BLS data represent 
only violent acts that resulted in days away 

from work. Other violent acts may have oc-
curred in the workplace but may not have 
been recorded or reported because they 
didn’t result in time away from work. The 
second is that additional factors, including 
the type of workplace, the time the inci-
dent occurred, and the type of injury, may 
contribute to underreporting of incidents 
of workplace violence.6 Therefore, it’s likely 
that the actual rates of workplace violence 
in the healthcare setting are higher than 
indicated. Taken together, these data and 
additional considerations underscore the 
urgency to take action against workplace 
violence in healthcare.

A stellar effort
MSBI is similar to any other large, urban 
healthcare facility and not exempt from the 
risk of workplace violence. Early in 2012, 
MSBI security staff informally reported 
that nurses didn’t react appropriately to 
incidents of potential or actual violence. It’s 
likely that nurses’ inability to recognize the 
warning signs of violence or previous over-
reactions to nonthreatening situations may 
have contributed to these inappropriate 
responses.

With this insight, hospital administrators 
established a violence task force committee 

Healthcare workers, and 
in particular hospital 
workers, are at high risk 
for workplace violence. 
Yet many hospitals don’t 
have safety protocols in 
place, and those that do 
often haven’t examined 
protocol adherence or 
efficacy.



ana-michigan.org Volume 12, Number 1      ANA-Michigan |  9

(VTFC) to address the concerns of increased 
workplace violence related to both patients 
and visitors. The VTFC immediately gener-
ated the STAR protocol with the purpose 
of reducing the incidence of violence and 
mitigating the severity of violent situations 
in the hospital. The STAR code educates 
RNs and patient care associates (PCAs) 
about how to recognize potentially violent 
patients, visitors, and staff, and how to re-
spond appropriately to crisis situations in-
volving these populations.

All hospital staff members, but not pa-
tients or visitors, are qualified to initiate a 
STAR code, which includes two levels of 
severity. A Level 1 code is for less severe sit-
uations involving patients, staff, or visitors. 
The four reasons for initiating a Level 1 are a 
verbally abusive patient who isn’t responsive 
to verbal intervention, invasion of personal 
space that becomes threatening, a person 
who exhibits agitated and exaggerated 
movements, and a person who displays 
clenched fists or a towering posture. A Level 
2 code is for more severe situations involving 
patients only. The four reasons for initiating a 
Level 2 code are a patient presents a danger 
to him- or herself, a patient presents danger 
to others and/or becomes an acute safety 
issue (throwing objects, deliberately de-
stroying property), a patient requires phar-
maceutical intervention, or the team leader 
otherwise determines the need to escalate 
from Level 1.

Initially, the STAR code also included an 
algorithm to be completed by a supervisor 
or nurse manager following each incident, 
indicating the proper procedures for docu-
menting the code event and notifying the 
patient care service department.

The VTFC introduced the STAR code 
hospital-wide in mid-2012 with posters and 
a two-sided, laminated information card 

that provided an explanation of the STAR 
acronym and the purpose of the program, 
the criteria for activating the STAR code, 
and directions for activation. On the back 
of the card was an explanation of the two 
code levels and the personnel responsible 
for responding to each type of code, as well 
as the phone number to use to request a 
psychiatric consult if necessary. The posters 
displayed the same information.

False start
In December 2012, the quality assurance de-
partment gave nursing staff a two-item sur-
vey to gather feedback on the STAR protocol. 
The first question was designed to determine 
how many nurses were aware of the STAR 
code. The second question was designed to 
determine whether those nurses who were 
aware of the STAR code perceived the hospi-
tal to be safer as a result of the new protocol.

Of the 100 nurses who responded to the 
survey, 79 indicated that they were aware 
of the STAR code. Of that group, 76 (82.9%) 
perceived the hospital to be safer because of 
the STAR code. Of the 46 written comments, 
4% referenced improved teamwork, 6% ref-
erenced the provision of guidelines, 4% ref-
erenced faster security response times, and 
38% referenced other positive outcomes. 
Despite this positive feedback and survey 
evidence that the majority of nursing staff 
members were aware of the STAR code, the 
initial introduction of the protocol clearly 
wasn’t successful. Of the 46 written survey 
comments, 15% noted the need for addi-
tional education regarding the code. Also, 
during training conducted in the months 
following survey distribution, nursing staff 
demonstrated a lack of understanding about 
the distinction between threat levels and 
widespread confusion regarding the appro-
priate conditions to activate the STAR code.

This lack of knowledge among nursing 
staff was concerning for several reasons. 
First, when nursing staff fail to call a STAR 
code in potentially dangerous situations, 
it increases the risk of injury to patients, 
staff, and visitors because the appropriate 
responders aren’t notified (such as security 
and the medical team). Second, if the STAR 
code is called when it isn’t warranted, vital 
human resources are wasted. Third, if nurs-
ing staff members repeatedly make unwar-
ranted calls, it’s possible that security staff 
will react more slowly to their requests over 
time.

The VTFC and the director of nursing 
education and research were alerted to the 
need for additional STAR code activation ed-
ucation. Shortly after, the VTFC revised the 
program by replacing the nurse manager 
algorithm with a data collection form. The 
director of nursing education and research 
also approved a training workshop for all 
nonpsychiatric nursing staff.

The training workshop
During 26 sessions (July through December 
2013), 161 RNs, PCAs, and unit secretary as-
sociates from selected nonpsychiatric units 
participated in the STAR code training work-
shop, which was presented in four phases.

The training began with a 15-minute slide 
presentation about the STAR code. Although 
the information covered in the presentation 
was conceptually the same as the informa-
tion provided on the STAR code information 
card and posters, the presentation was more 
detailed and thorough. Staff members were 
then randomly assigned roles in a 20-minute 
simulation necessitating the activation of a 
STAR code.

Next, during a 30-minute debriefing, 
staff members reviewed two handouts: the 
STAR code tips sheet and the STAR code data 
collection form. The STAR code tips sheet 
outlined team and patient debriefing topics 
that nursing staff members should consider 
when documenting STAR code incidents in 
patients’ medical records. The STAR code data 
collection form is required for nurse manag-
ers to document STAR code incidents for the 
patient care service department.

No one-size-fits-all policy can protect every facility 
from workplace violence. What’s important is that 
you determine what protocol works for your facility 
and you work to implement and maintain it.
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For the final 5 minutes of the workshop, 
staff members completed both a check-
list and an evaluation form. The STAR code 
checklist reviewed topics covered during the 
training and the evaluation form collected 
feedback regarding the quality and effec-
tiveness of the workshop.

On the right path
The training immediately resulted in nursing 
staff demonstrating increased knowledge 
of the STAR code. Although no formal data 
collection or analysis took place regarding 
changes in the frequency or appropriate-
ness of STAR code initiations, informal feed-
back from the security staff in the 6 months 
following the training workshop suggested 
that nursing staff initiated more STAR codes 
and in more appropriate situations. It’s likely 
that this was a result of the training work-
shop.

Although an increase in the number of 
STAR codes initiated by nursing staff trans-
lates to an increased demand for security 
staff, when STAR codes are consistently 
appropriate, security staff members can be 
more confident about what they’ll encoun-
ter when they reach the incident location. 
Under these conditions, security staff mem-
bers are more likely to respond in a consis-
tent and appropriate manner.

Since the initial protocol implementation, 
training on the STAR code has been incorpo-
rated into new employee orientation. The 
STAR code protocol is also included in MSBI’s 
annual core competencies manual. It’s fea-
sible that a combination of more accurate 
initiation of the STAR code and consistent 
responses from security staff will contribute 
to a decrease in the incidence and severity of 
violent situations in the hospital over time.

Next steps
According to the American Nurses Associa-
tion, there’s no federal policy in place regard-
ing workplace violence against nurses; how-
ever, numerous states have established their 
own legislation.7 For example, 32 states are 
establishing or seeking to increase penalties 
for assaulting a nurse.7 Although penalties 
are important, penal action is reactive rather 

than proactive. Only seven states require 
that all employers implement workplace vi-
olence programs.7 This legislation is a step in 
the right direction, but we can do more. We 
must do more.

The single most important thing you 
can do to prevent workplace violence is to 
become an advocate for safe working con-
ditions at your facility. Start a discussion. Ask 
that your institution adopt a zero-tolerance 
policy against workplace violence. If your in-
stitution doesn’t have a workplace violence 
protocol in place, ask for one. Refer to OSHA’s 
2015 Guidelines for Preventing Workplace 
Violence for Healthcare and Social Services 
Workers or use other sources that meet your 
institution’s needs. Guidance for developing 
a workplace violence prevention program is 
also available from OSHA.

If your institution has a workplace vio-
lence program or protocol in place, evalu-
ate its implementation and effectiveness. 
Consider training that includes simulation 
to improve outcomes. Workplace scenarios 
and simulations provide learners with the 
opportunity to learn and practice skills in a 
safe and realistic environment.6,8-13 Although 
nursing staff in the ED and on CCUs are at 
greater risk for violence than nursing staff on 
other units, all nursing staff should receive 
this training.14

No one-size-fits-all policy can protect ev-
ery facility from workplace violence. What’s 
important is that you determine what pro-
tocol works for your facility and you work to 
implement and maintain it. There’s a mind-
set in the healthcare industry that workplace 
violence is part of the job.3 Refuse to perpet-
uate that culture. If not now, then when? If 
not you, then who? n
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