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Abstract 

 

Project Title:  Program Evaluation of Prevention of Management of Disruptive Behavior-

Military (PMDB-M) 

 

Authors:  McLemore, P.D. & Waters G.M. 

 

Background or Problem/Issue: Healthcare providers (HCP) are the targets of workplace 

violence (WPV) at rates disproportionate to all but those employed in law enforcement, 

accounting for a staggering 75% of reported instances. The monetary cost of WPV within 

healthcare is estimated to be in the billions annually, while the physical and mental health and 

welfare of staff is degraded. The sequelae from WPV are vast and include increased rates of staff 

turnover, fatigue, elevated risks for medication errors, hospital acquired infections, and overall 

low patient satisfaction rates.  

 

Clinical Question: Is the PMDB-M course effective in preparing healthcare workers to manage 

verbal and non-verbal conflict at Womack Army Medical Center? 

 

Project Design: This program evaluation of PMDB-M was guided by the RE-AIM framework to 

determine the program’s efficacy, implementation, and sustainability. The evaluation is informed 

by means of an electronic survey, mock code simulations using standardized patients (SP), and 

subjective interviews.   

 

Data Analysis: Multiple descriptive statistics in concert with univariate and multivariate 

statistical analyses were employed to identify differences in perceived knowledge, skills, 

abilities, confidence, and preparedness between HCPs in different specialties, work areas, 

gender, age, and level of training. General perception of staff safety, violence reporting 

tendencies, and incidents of violence were analyzed. 

Summary of Results: Mock code simulation participants (N=22) reported a statistically 

significant (P<.05) increase in perceived knowledge, confidence, and preparedness as measured 

in a validated tool administered prior to and following the simulation. In an electronic survey 

(N=191) respondents trained in PMDB-M reported a statistically significant increase in 

perceived knowledge, skill, ability, confidence, and preparedness as compared to respondents not 

trained in PMDB-M. Female survey respondents reported a statistically significant decrease in 

perceived skill, ability, confidence, and preparedness in managing violent behavior, though no 

difference in perceived knowledge between their male counterparts was detected. 

Proposed Organizational Impact/Implications for Practice: Evaluating the DoD WPV 

program PMDB-M informs stakeholders of the program's effectiveness and sustainability. 

Evaluating the program elucidates opportunities for improvement, with the overall goal of 

decreasing rate of WPV, improving patient outcomes, and simultaneously protecting the 

organization from additional financial expense.  

Keywords: Workplace Violence, Mock Codes, Simulation, Violence Prevention Programs 
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Program Evaluation of Prevention of Management of Disruptive Behavior-Military (PMDB-M) 

at Fort Bragg’s Womack Army Medical Center 

Healthcare workers (HCW) are frequent targets of workplace violence (WPV). In 2015 

healthcare workers accounted for 75% of all reported incidents of WPV (The Joint Commission 

[TJC], 2018). The Occupational Safety and Health Administration (OSHA) reports that the 

prevalence rates for WPV perpetrated against HCWs is nearly four times higher than those 

employed in the private sector in non-healthcare related fields (2015). Further illustrating the 

disparity between HCW and non-HCW OSHA reports that even when the prevalence rates of 

WPV within construction, manufacturing, and retail trade are combined they are still less than 

those in the healthcare sector (2015). 

Background 

Despite an increase in the attention to and intolerance for violence in the United States in 

recent years, rates of WPV against HCWs and on-the-job injury rates attributable to these events 

continues to increase (Arnetz et al., 2014). Violence in healthcare has escalated to the point 

where TJC issued a "Sentinel Event Alert" in April of 2018, in which they warned healthcare 

institutions of the need for WPV prevention programs, such as the Department of Defense’s 

Prevention and Management of the Disruptive Behavior - Military (PMDB-M). Although the 

risks for WPV across the spectrum of healthcare is diverse, both emergency department (ED) 

and inpatient psychiatric employees are currently identified as being the most vulnerable to 

violence in the workplace (TJC, 2018). Despite numerous studies highlighting the profound 

impact of workplace violence in the healthcare setting, prevention efforts remain inadequate 

(Gates et al., 2011). 
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The Human Cost of Workplace Violence 

Acts of violence directed against physicians, social support staff, and patient care 

technicians are staggering (Gates et al., 2011). In the emergency department setting alone, one 

survey found that 67% of nurses, 63% of patient care technicians, and 51% of physicians had 

been physically or verbally "assaulted in the previous six months…by patients" (Gates et al., 

2011, pp. 32-33). A 2014 survey of registered nurses (RN) and RN students by the American 

Nursing Association found that 21% of all survey respondents reported being physically 

assaulted, and 50% verbally assaulted in the preceding 12-month period (OSHA, 2015). 

Psychiatric technicians proved most vulnerable to violence with 590:10,000 employees suffering 

an injury requiring absence from work, as compared to nursing assistants at 55:10,000, and RNs 

at 14:10,000 (OSHA, 2015). 

Within individual organizations, "employees affected by WPV expressed feeling angry, 

sad, depressed, anxious, and fearful. Additionally, they report meeting criteria for post-traumatic 

stress disorder and feel less safe and satisfied at work" (Gates et al., 2011, p. 33). The secondary 

and tertiary effects of violence against HCWs lead to increased staff turnover, fatigue, and 

elevated risks for medication errors and infections (OSHA, 2015); which in turn may lead to a 

decrease in overall patient satisfaction rates (McHugh, Kutney-Lee, Cimiotti, Sloane, & Aiken, 

2011). These tangible effects, coupled with the TJC warning that violence against caregivers is 

"grossly underreported" (2018, p. 2), should alert installations within the Military Healthcare 

System (MHS) to the importance of continued efforts to effectively employ workplace violence 

prevention programs.  
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The Financial Cost of Workplace Violence 

Some scholars estimate the costs associated with WPV aimed at HCWs to be in the range 

of billions of dollars annually (Papa & Venella, 2013). Costs associated with on-the-job injuries 

of HCWs are only surpassed by those in the law enforcement population (Lakatos et al., 2019), a 

truly alarming statistic. Although difficult to calculate on a per-event basis, there are certainly 

costs incurred as a result the sequelae of WPV to include the increased rates in medical errors, 

the cost of training new staff, and diminished patient satisfaction and overall outcomes (McHugh 

et al., 2011; OSHA, 2015).  

National prevalence rates for violence against HCWs is 11.7 per 10,000 full-time 

equivalents (FTEs) worked, in stark comparison to 3.8 per 10,000 FTEs to employees in the 

private sector working non-healthcare related fields (Arnetz et al., 2014). Additionally, the rate 

of injury from WPV against HCWs is increasing disproportionately compared to those 

employees who work outside of healthcare (Arnetz et al., 2014), and underwent a "110% 

increase between 2005 and 2014" in private sector hospitals (Lakatos et al., 2019, p. 280). 

Focusing on quality workplace prevention programs to reduce the likelihood of healthcare 

workers incurring WPV related injuries can potentially yield cost savings for military treatment 

facilities (MTF). 

Workplace Violence as a Threat to Mission Readiness 

Violence, both physical and verbal, diminish HCWs' ability to perform their primary duty 

of optimizing the health of the force to protect mission readiness (Gates et al., 2015). Womack 

Army Medical Center (WAMC) supports all the tenant units on and around Fort Bragg, NC. 

These tenant units include the 82d Airborne Division, the XVIII Airborne Corps, and U.S. 

Special Forces (SF) school and multiple operational SF units. WAMC is charged with 
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maintaining the health of the largest military population in the world, ready to fight America's 

wars (WAMC, 2019). Any occurrences that reduce the installation's ability to wage war, 

including threats against medical readiness, should be taken seriously and with sufficient vigor to 

ensure appropriate mitigation. 

Violence prevention programs are efficacious at reducing injuries by as much as 40% 

(Lakatos et al., 2019), while simultaneously increasing the reporting of violent events within the 

healthcare organization (TJC, 2018). The refinement of violence prevention methods found 

within PMDB-M are well suited for broad implementation across the MHS, and at a reduced cost 

(DeKunder, 2017). PMDB-M stands ready to increase the capability of WAMC to protect the 

readiness of local U.S. forces.   

DOD Workplace Violence Prevention Program 

Prevention and management of violent behavior training for HCWs is accepted as an 

efficacious modality in both the prevention and mitigation of incidents of violence in the 

healthcare setting. This training was first studied and reported to have positive effects within the 

Department of Veterans Affairs (VA) medical system in 1983 (Lehman, Padilla, Clark & 

Loucks, 1984). The WPV prevention program within the U.S. Military has since gone through a 

series of revisions to streamline the training program and increase its emphasis on verbal de-

escalation techniques, relying on physical interventions only as the last course of action 

(DeKunder, 2017).  

The current program, Prevention of Management of Disruptive Behavior-Military 

(PMDB-M), and its prioritization of de-escalation techniques, provides an evidence-based 

(Lehman et al., 1984; Hallett & Dickens, 2017; Lakatos et al., 2019) and easily trained solution 

capable of being employed across all of the branches of the U.S. military's combined medical 
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force (DeKunder, 2017). The PMDB-M program is currently mandatory training for all US 

Army employees working in the inpatient psychiatric environment (US Army Medical 

Command [MEDCOM], 2016). Before the Coronavirus-19 (CV19) pandemic, local leadership 

mandated PMDB-M training for all inpatient nursing and nursing support staff, however training 

was halted in response to pandemic safety guidelines resulting in only a small number of PMDB-

M trained inpatient medical and surgical staff before January 2020 (V. Price, personal 

communication, September 1, 2020).  

Clinical Question 

Is the PMDB-M course effective in preparing healthcare workers to manage verbal and non-

verbal conflict at Womack Army Medical Center? 

Purpose of the Project / Project Aims 

The focus of this project is a program evaluation to determine whether PMDB-M taught 

within WAMC's Department of Behavioral Health is a useful tool to increase staff perception of 

knowledge, skills, abilities, confidence, and preparedness (KSACP) as deemed necessary to de-

escalate and mitigate violence in their workplaces. PMDB-M trained staff members will be 

evaluated for perceived KSACPs through surveys and simulated mock code scenarios involving 

actor portrayals of common disruptive events of a non-physical nature. Secondary focus areas 

will include evaluation of any actual or perceived barriers and unaddressed concerns of staff 

members through participant feedback and debriefings aimed to provide the command with 

feedback and if appropriate, actionable suggestions that may improve the program and 

implementation of PMDB-M.   
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Project Design 

This program evaluation was guided by the Reach, Effectiveness, Adoption, 

Implementation, and Maintenance or RE-AIM framework (Glasgow, Vogt, & Boles, 1999) to 

determine PMDB-M’s effectiveness and sustainability as a WPV prevention program. The 

evaluation involved three distinct arms, which in concert informed the parameters set forth in the 

RE-AIM model. The three arms were: (a) mock code de-escalation simulations; (b) electronic 

surveys; (c) subjective stakeholder interviews. Reach, Adoption, and Implementation were 

addressed primarily by subjective means in the form of interviews with key stakeholders within 

the organization along with surveys, while efficacy and implementation leveraged hands-on 

involvement from the project managers through facilitated mock code de-escalation simulations, 

feedback and debriefings. Maintenance was informed through data synthesis of all three arms, 

and powered the final recommendation based on the same with an emphasis on the future 

sustainability and implementation of PMDB-M. 

General Approach 

The authors will utilize mock code de-escalation simulations, electronic surveys, and 

subjective stakeholder interviews to obtain data meant to answer the clinical question, is PMDB-

M efficacious at preventing and managing disruptive and violent behavior. The project will 

utilize a validated tool in a pre and post simulation survey format and embed it into the electronic 

survey to ascertain any effect on the clinical question. Electronic surveys will expand the data set 

to include a wider swath of the hospital to identify perceived KSACPs, WPV prevalence 

estimates, perceived safety, and reporting tendencies. Subjective stakeholder interviews will 

round the data set out and incorporate qualitative data of the same focus as the previous arms, 
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while also providing staff an opportunity to voice concerns over WPV and recommend any 

solutions they may have formulated.  

Setting 

 As established previously, WPV is noted to have a detrimental effect throughout the 

hospital. As such, the setting of this program evaluation was broad and depended on each arm of 

the study. Volunteers for the mock code de-escalation simulations will be sought from the 

inpatient behavioral health unit as they are required by MEDCOM policy to receive PMDB-M 

training, as well as from the inpatient medical and surgical units, who only recently were 

required to receive the training by local leadership. This approach allowed the authors an 

opportunity to assess the perceived and demonstrated efficacy of PMDB-M training naturally 

without manipulation.  

The electronic surveys would be focused primarily on garnering responses from staff 

members engaged in direct patient care, though responses from administrative and clinical 

support roles were also deemed valuable given the breadth of WPV. The structured interviews 

were targeted to answer specific RE-AIM questions including Reach, Adoption and 

Implementation but were also designed to allow the authors the ability to interact with front-line 

HCWs in their respective places of work so as to gain their perspective in a less structured 

format.  

Procedural Steps 

An overview of our project procedure is graphically depicted in Appendix E. WAMC's 

PMDB-M program evaluation began with engagement of the PMDB-M program manager and 

master trainers to inform RE-AIM, as well as to garner support for the evaluation.  To evaluate 

Reach and Adoption, data was requested regarding the number of people in the target population, 
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and numbers trained. Non identifiable descriptive data on those previously trained in PMDB-M 

and those who undergo PMDB-M training during the project would be collected including, role 

and duty location, licensure, years in current role/overall experience, age, gender, and initial and 

recurrent PMDB-M training dates.  

Shortly after initial interviews with PMDB-M facility experts, stakeholders were engaged 

in discussion to inform the project's intent, identify and mitigate any risks to the study, and 

obtain stakeholder buy-in. After stakeholders were informed, the proposed project plan was 

submitted to WAMC’s Institutional Review Board for a non-research determination and 

approval as an evidence-based project (EBP) (Appendix B). Following non-research 

determination and approval as an EBP the authors proceeded with the program evaluation in the 

manner described herein. 

Mock code de-escalation simulations. To evaluate the Effectiveness of PMDB-M 

training, as well as provide formative feedback on the program’s Implementation and 

Maintenance, the authors designed mock code de-escalation scenarios utilizing standardized 

patients (SP)s for five-minute simulation encounters. These mock codes would be conducted 

with volunteer participants from inpatient behavioral health and inpatient medical/surgical care 

units, the former who were expected to be PMDB-M trained per MEDCOM policy with the latter 

likely to lack the training. The mock codes evaluated both the performance during the encounter, 

and the perceived KSACPs immediately prior to and following the simulation.  

To evaluate performance, a key task checklist (Appendix C) was developed by the 

authors using the stated performance objectives and critical tasks outlined in the PMDB-M 

training material. The validated five question survey on learner’s perceptions by Krull (Appendix 

D) and colleagues (2019) was utilized in a pre-post simulation format (Appendix E), and basic 
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demographic information was collected on each participant. The mock codes were designed not 

only to evaluate the PMDB-M program, but also as a platform to provide opportunity for 

participants to practice de-escalation techniques in a safe and controlled environment and enable 

feedback from PMDB-M facility trainers to address any gaps in knowledge and bolster safety.  

The SPs for the mock codes consisted of three PMDB-M facility trainers, including one 

certified as master trainer and serves as the WAMC PMDB-M program manager. All facility 

trainers were certified through PMDB-M trainer training where they were taught to engage in 

clinical vignettes of a similar nature to the mock code de-escalation simulations, albeit shorter 

and less structured in format. Guidance from the National League of Nursing’s (NLN) simulation 

design template and the International Nursing Association for Clinical Simulation and Learning 

(INACSL), as applicable to behavioral encounters, were utilized in conjunction with WAMC’s 

clinical residency program simulation scenarios to create mock code scripts (INACSL, 2012; 

NLN, 2019). 

Additional guidance from available simulation literature was utilized, leading to a 

prompt-response style of reaction to participant action/inaction during the scenario (Jeffries, 

2005; Lazarra, Benishek, Dietz, Salas, & Adriansen, 2014). The authors sought out and 

incorporated suggestions from the PMDB-M facility trainers, as well as leadership in the 

respective sections wherein the encounters would take place to ensure the scenario was realistic 

and practical. This resulted in the development of two mock code simulation scripts (Appendix 

F) in which only certain details differed to enhance realism between the inpatient psychiatric and 

inpatient medical/surgical units. The mock code instructions, safety, and trigger warning 

briefings were identical between groups (Appendix G).  
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The PMDB-M facility trainers who agreed to participate as SPs in the project were 

involved in the development of the scenarios for the mock code de-escalation simulations to 

ensure both plausibility and reliability in grading. All three SPs were engaged in four training 

and validation sessions, during which each SP participated in the given scenario with both 

PMDB-M trained and untrained individuals. Both the authors and SPs observed these validation 

encounters and provided formative feedback to ensure each SP displayed mild, moderate, and 

severe levels of stress.  Additionally, this was done to assure fidelity with the PMDB-M training 

material guidance (PMDB-M, 2019), repeatability between scenarios, and a manner that allowed 

participants sufficient time to demonstrate skills at each level of stress so they may be 

appropriately graded within the time of the simulation. When all of the SPs and the authors 

agreed the encounters were following the provided guidance with minimal deviation, and that the 

SPs could display each individual level of stress in a manner that could be recognized as such by 

the graders, it was determined that the simulations were adequately validated for the purposes of 

the project. Throughout the validation process, both of the project authors engaged in grading 

volunteers separately and would debrief on the individual grades following the encounter to 

ensure inter-rater reliability. It was agreed that the mean of both author’s grades would be put 

forth for analysis at this junction.  

The mock codes would occur in three settings, with two populations involved. Staff 

volunteering from inpatient behavioral health participated in the mock code de-escalation 

simulations in a conference room proximate to but not on the locked psychiatric ward in order to 

reduce disruption to patient care. Staff volunteering from the inpatient medical and surgical units 

participated in two different conference rooms adjacent their units, where patient care would not 
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be disrupted. All of the rooms for the simulations were cleared of as much furniture and debris as 

possible to maximize personal space on account of CV19 precautions.  

Mock code de-escalation participants were briefed on the rules and guidelines of the 

encounter and read the scenario while standing outside and out of sight of the room in which the 

simulation would occur. Participants were asked to fill out the pre survey, after which they were 

given the chance to ask any questions they had about the upcoming simulation. The participants 

were instructed to knock and enter the simulation room, and the encounter began by them being 

engaged by the SP in accordance with the script. The SP displayed the varying levels of stress 

and responded to techniques and interventions appropriately, but in all cases would escalate to a 

higher level of stress. The SPs would escalate to the severe level of stress for a period of time 

that did not exceed 30 seconds and involved them closing the distance to the minimum of six feet 

often trying to walk around the participant to gain access to a notionally locked unit. The 

encounter was stopped by the evaluators when the participant took action to stop the patient, the 

SP had passed the participant, or at any time when the evaluators determined the minimum safe 

distance of six feet could no longer be obtained. The participant then completed the post survey 

before engaging in debriefing with the SP.  

Electronic surveys. To inform Reach, Adoption, Implementation, and cultivate 

suggestions for Maintenance and future directions a 32-question electronic survey was created 

(Appendix H). The same validated five question tool utilized in the mock code de-escalation 

simulations in a pre-and-post format was embedded within this one-time survey to evaluate 

perceived KSACPs on a broader scale. The survey consisted of one filtering question to prevent 

repeat entries, ten questions on respondent demographics to include licensure, place of 

employment, degree of direct patient care, determination of day/night shift, six questions on the 
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prevalence of physical violence and the degrees to which respondents feel safe in their places of 

work, the five validated questions on perceptions of KSACPs, knowledge of and training status 

of PMDB-M, and a free response question on WPV.   

The electronic survey was created using Survey Monkey in an online format accessible 

via web link and a QR code that could be scanned by a respondent’s smartphone. Question 

formats varied, but included dichotomous responses, multiple choice, multiple selection, 

categorical, Likert scaling, and free response. Respondents were able to pause and return to their 

surveys at any point provided the survey was still open, and incomplete surveys could be 

submitted. Any respondent who indicated they had taken the survey before could not answer any 

subsequent questions but could submit the survey, only their response to the filtering question 

was recorded to allow for easy exclusion. It was estimated that the survey would take five 

minutes and ten seconds to complete, and the survey was piloted by 12 individuals prior to going 

live.  

The authors’ goal was to collect 50 completed surveys over one month’s time to include 

in their analysis. The survey was distributed by both targeted and random effort. Web links were 

distributed by means of mass email distributions through both inpatient and outpatient executive 

leadership, with a focus on reaching HCWs in inpatient settings due to the risk demonstrated in 

this population. Distribution was expanded by the authors due to feedback received while 

conducting subjective interviews to include pharmacy, outpatient primary and specialty care 

clinics, occupational health, and outpatient behavioral health clinics. Additionally, the authors 

conducted several walk-abouts of the hospital footprint to engage additional staff with a focus on 

busy clinical areas based on the assumption many HCWs engaged in direct patient care would be 

less likely to routinely monitor email traffic.  
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Subjective interviews with key stakeholders. To inform all areas within the RE-AIM 

framework the authors planned to engage in multiple subjective interviews with key stakeholders 

throughout the organization. This not only included those staff members in leadership, but 

individual employees were considered a stakeholder in their own personal safety and that of their 

patients as well. Both structured and unstructured interviews were planned. Structured interviews 

were conducted with PMDB-M program manager and executive leadership. Unstructured 

interviews were conducted both at random during walk-abouts, and through planned interactions 

with staff in areas identified through either the literature or subjective report to be at a higher risk 

for violence. Structured interviews focused on the implementation and adoption of PMDB-M, 

policies in place regarding WPV, reporting methods and challenges, perceived prevalence and 

effects of WPV in their respective areas of responsibility, as appropriate. Unstructured interviews 

explored many of the same areas addressed in the electronic survey and would also rely heavily 

on the participants' ideas for challenges faced within and improvement for their respective places 

of work. Informal prevalence rates will be obtained from unit-level leadership to evaluate 

perceived need for training and threats of WPV from the leadership level. 

Data Analysis Plan 

Data analysis plans in the three arms: (a) mock code de-escalation simulations; (b) 

electronic surveys; (c) and subjective stakeholder interviews differed due to the varying 

information collected as well as the classification of that data. In all cases the primary focus 

remained the evaluation of PMDB-M’s efficacy as a tool to increase the staff’s perception of 

KSACP. The secondary focus area remains the exploration of the prevalence of violent events, 

trends in reporting and data collection, perceptions of and challenges to safety in the workplace, 

and identification of any potential barriers to safe execution of the healthcare mission. In all 
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cases the authors aimed to explore any relationships in outcomes to demographic descriptors 

including gender and ethnicity, as well as licensure, role in healthcare, and place of practice.  The 

confidence interval for all analyses was set at 95% (p=.05) a priori.          

Mock code data analysis plan. Grading, as determined by the developed key task 

checklist was evaluated after the grades of both evaluators were averaged. Scores were evaluated 

for differences between PMDB-M trained and untrained personnel, as well as by other 

demographic descriptors as mentioned prior. Pre and post perceptions of KSACPs were 

evaluated to determine if any differences exist between trained and untrained populations, or 

between genders, ethnicities, and other variables as mentioned before. After equal variance was 

proven or disproven, an independent t-test was utilized to explore differences in grading 

outcomes between populations. A paired t-test was then utilized to compare the pre and post 

perceived KSACP rating between groups. Descriptive analytics will be applied where possible, 

and where variance is noted, appropriate analysis will be conducted on a post hoc basis.  

Electronic survey data analysis plan. The electronic survey was expected to generate a 

significant amount of data of which the authors analyzed and sought to present the most 

efficacious portions of this data, in respect to the scope of this program evaluation utilized in the 

scope of this program evaluation. Data that is not or cannot be analyzed by the authors by means 

of simple analytical testing is expected to undergo more complex analysis for use in follow-on 

study. The primary focus for data analysis from the electronic surveys was on the following: the 

perceived KSACPs of respondents; the perceived safety and rates of experienced and reported 

WPV; and reporting trends for WPV.  In all cases the authors planned to assess for differences in 

outcome between gender, ethnicity, training status, and location whenever possible.  
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Data analysis of electronic surveys utilized an appropriate independent t-test after 

determining variance within the data set. An ANOVA was utilized to assess for differences in 

outcomes between place of work, role, and ethnicity. Descriptive analytics were compiled, and 

additional statistical analyses were conducted on a post hoc basis where variation in outcome 

was observed.   

Subjective interviews with key stakeholder analysis plans. Comments and responses 

were recorded by the authors and reviewed at the conclusion of the program evaluation. 

Additionally, the authors planned on routine assessments throughout the data collection phase to 

ensure no need for immediate action had become apparent, as well as to further guide 

stakeholder interviews. The authors then analyzed the information collected to evaluate for 

trends in the information. It was planned for this qualitative data to inform trends and 

perspectives of HCWs in a manner that stakeholders can utilize.  

Instrumentation 

Krull and colleagues (Appendix D) 5-statement-survey was used with the author’s 

permission. This short survey specifically measures “the perception of their knowledge, skills, 

abilities, confidence, and preparedness to manage aggressive or violent behavior” (Krull et al., 

2019, p. 26). The authors of the survey report high reliability, with pre survey and post survey 

Cronbach’s α as 0.9648 and 0.9737, respectively (Krull et al., 2019). This instrument lended 

itself to use in this project well, as it is both short in duration and of low complexity, both 

important as it was used serially in some instances. The aforementioned mock code key task 

checklist in conjunction with the scenario script was designed to grade learner performance 

against training objectives within PMDB-M. The electronic survey and its composition are 

discussed previously, as well as the design of the mock code de-escalation simulations.  
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Privacy Concerns 

This project did not involve contact with patients actively receiving healthcare, nor did it 

involve access to protected patient health records; as such, there is no known danger of violating 

the Health Insurance Portability and Accountability Act (HIPAA). No protected health 

information (PHI) was collected during this project. The survey tools and mock codes utilized 

within this project's design did not collect any personally identifiable information (PII) of the 

staff members participating. The interviews aimed to aid the collection of qualitative information 

were collected without the notation of any identifying data in order to ensure the privacy of 

participants and encourage truthful and complete input from those with comments on the PMDB-

M process or their perception of violence within their places of work. Pre-post survey packets 

and questionnaires were provided via PMDB-M training staff, stapled together into packets. 

Respondents were prompted to create a random four letter/number combination that does not 

consist of PII parcels (SSN, phone number, DOB) and write on their packets so they may be 

identified later should they participate in mock codes, and to assist in data analysis and 

comparison without using PII. The packets were kept under lock-and-key by the authors.  

Lack of HIPAA concerns notwithstanding, a privacy review board was warranted and 

obtained. Additionally, the data collection plan involved data safekeeping best practices, 

including password encryption on government computers, and storage of physical property 

(surveys, mock code results, feedback) within suitably locked and secured areas.  

Potential Barriers 

The CV19 virus presented the greatest barrier to the timely completion of this program 

evaluation. Implementation of the PMDB-M curriculum had been halted prior to the author’s 

arrival due to concerns with infection control, on account of the close proximity required to teach 
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the program through its highest level. Though the authors attempted to remedy their inability to 

witness actual training events in person by using the programs records and the three arms of the 

project detailed above, not being able to directly observe training remains the greatest barrier. 

The military’s force protection posture and increased operations tempo may also be expected to 

interfere with the program evaluation, as a large part of the project involved the assistance of 

other WAMC staff members who may have been engaged in other duties.  

Results 

 This program evaluation was completed over the course of ten months with slight 

variations from the proposal. The most predominant variation was our inability to directly 

observe PMDB-M training in the facility due to CV19 precautions during this period of time. 

Despite this, all three proposed arms met their stated objectives, with statistically significant 

findings in each that proved likely to facilitate decision making by stakeholders and hospital 

leadership.  

Mock Code De-escalation Simulation Results 

 A total of 22 mock code de-escalation simulations were implemented over the course of 

five days during the evaluation. Ten inpatient behavioral health and twelve inpatient medical or 

surgical staff members participated in the mock codes. Seven participants reported having been 

trained in PMDB-M previously, and 15 reported not having had the training at any time before. 

All of the participants who reported having received PMDB-M training were employed in 

inpatient behavioral health.  

 The KSACPs of all who participated in the mock code de-escalation simulations (N=22) 

was measured prior to and immediately following the simulation using the learner’s perception 

survey tool (Krull et al., 2019), which examines a participant’s perceived KSACP to perform a 
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stated task. When participants were asked to self-assess their ability to manage violent or 

aggressive behavior, a significant increase in scoring is noted between pre and posttest following 

analysis by a paired t-test. For knowledge, confidence, and preparedness there was an increase of 

13% [t(21) = 2.21, two tail p = 0.037], 16% [t(21) = 2.80, two tail p = 0.010], and 15% [t(21) = 

2.56, two tail p = 0.017], respectively. An increase in perceived skills by 11% [t(21) = 1.78, p = 

0.088] and ability by 6% [t(21) = 2.01, p = 0.056] was not statistically significant (Table I1).  

 When the pre and posttest KSACPs of trained participants (n=7) were compared to those 

of the untrained participants (n=15) an increase in confidence [t(13) = 3.12, two tail p = 0.008] 

and preparedness [t(13) = 3.12, two tail p = 0.008] of 14% and 15% respectively was shown. No 

statistical difference was found in the reported increases in knowledge (12%, p = 0.054), ability 

(6%, p = 0.172), or confidence (7%, p = 0.189) in the trained vs untrained groups (Table I2).   

 The performance of those trained previously in PMDB-M vs those without training, as 

determined by the mean scores of two raters was evaluated using the key task checklist. The key 

task checklist consisted of interventions / behaviors demonstrated at mild, moderate, and severe 

levels of SP stress. The mild, moderate, and severe level interventions contained a maximum 

score of 8, 18, and 12 possible points, respectively. This accounted for a maximum overall total 

score of 38. A preliminary test for the equality of variances indicated that the variances in scores 

of the trained and untrained groups were not significantly different in the total (F =.407, p = 

0.139), mild (F = .25, p = 0.155), moderate (F = .468, p = 0.180), or severe (F = 2.02, p = 0.19) 

levels of stress intervention performance. Therefore, a two-sample independent t-test was 

performed that assumed equal variances. Those who had been trained in PMDB-M performed 

better in all levels of stress interventions and in overall score, though the results were not 

statistically significant (Table I3).  
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Electronic Survey Results 

 242 respondents completed at least a portion of the survey. Seven responses were 

removed as the respondent indicated they had taken the survey previously, and another was 

removed as they did not answer this filter question. A further 32 surveys were removed as they 

failed to complete one or more of the five validated (Krull) responses embedded within the 

survey, the prevalence of violence, or the safety and reporting responses in the survey. Eleven 

responses were removed for incomplete demographic information. 191 surveys were included for 

analysis in this project. The average respondent spent four minutes and 34 seconds completing 

the survey, which boasted a 78% completion rate for all those who initiated. 226 surveys were 

submitted by means of the online web link, and 16 had submitted the survey by means of the 

scanned QR code during author walkabouts. The electronic survey surpassed its completed goal 

by 282%.  

 Respondents who reported having had PMDB-M training at any point in the past reported 

a statistically significant increase in all of the measured KSACPs, as opposed to respondents who 

reported not having had the training. After determining variance, the appropriate independent t-

test was utilized to analyze for difference in the mean score between the trained and untrained 

group. Those who had PMDB-M training were observed to report greater perceived knowledge 

[15%, t(36) = 2.37, p < .001], skill [16%, t(36) = 2.69, p < .001], ability [11%, t(29) = 3.54, p = 

0.022], confidence [16%, t(34) = 3.54 p < .001], and preparedness [14%, t(19) = 1.97, p = 0.049] 

as compared to those without training.   

 When compared to men (n=30) irrespective of reported PMDB-M training status, women 

(n=161) reported statistically significant lower perceived skill [-12%, t(189) = -2.31, p = 0.021], 

ability [-14%, t(189) = -2.64, p = 0.008], confidence [-14%, t(189) = -2.44, p = 0.015], and 
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preparedness [-14%, t(189) = -2.30, p = 0.022]. Perceived knowledge showed no variation from 

that reported in their male counterparts. It should be noted at this juncture that less than ten 

percent of women reported having taken PMDB-M, where nearly 15% of the men surveyed had.  

 No statistically significant difference in measured survey outcomes including KSACPs, 

perceived safety in the workplace, prevalence of WPV, and likelihood to report was observed for 

differences based on gender, ethnicity, shift worked, place of employment and role in healthcare. 

On average, night shift (n = 26) reported experiencing more incidents of WPV yearly (M = 2.11, 

SD = 4.02), as compared to those staff who primarily worked day shift (M = 1.57, SD = 3.90). 

Seventy-six respondents (66%) reported experiencing WPV sometime during their career. Of the 

76 employees who reported ever experiencing WPV, 71 (93%) reported experiencing at least one 

incident of WPV in the preceding year.  Those who reported experiencing WPV in the preceding 

year report a mean occurrence of 4.1 events in that same time.  

The general perception of individual’s safety in the workplace was measured using a 

Likert scale (0-100). African Americans (n = 47, M=79.5) reported the lowest perceived safety in 

the workplace, followed by Asian American and Pacific Islanders (n = 6, M = 79.8), Native 

Americans and Indigenous People (n = 5, M = 81.4), Hispanics and Latin Americans (n = 14, M 

= 83.5) and Whites or Caucasians (n = 108, M = 85.8).   Further descriptive statistics are 

included in Appendix L. On average, men reported feeling safer (n = 29, M = 88.2) in the 

workplace than females (n = 160, M = 81.35).  

Subjective Interviews with Key Stakeholder Results 

 The majority of staff members and leaders interviewed were enthusiastic about WPV 

prevention, and more often than not vocalized their support of and desire for more WPV training. 

Seven leaders of patient care areas responded to our requests to estimate the monthly occurrence 
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of verbal, or actual threatened or realized physical violence. Only one provided an estimate of 

monthly verbal violence of three occurrences, and the remaining six who responded were unable 

to commit to an estimate but acknowledged verbal WPV is more prevalent than tracked. Two 

leaders estimated two occurrences of physical violence monthly, with one of the leaders 

indicating a physical attack in the preceding 12 months that led to an injury of a staff member 

requiring missed time at work. The majority of individuals and leaders polled indicated that the 

threat of WPV is real, though opinions were mixed on the level of threat. Many nursing staff and 

licensed independent providers who shared their thoughts on WPV for the project conveyed a 

belief that risk from patients and family was inherent in their jobs. This sentiment was not 

echoed by administrative staff with whom we spoke.  

 Interviews with key leaders in several hospital departments were conducted to explore 

prevalence and reporting procedures for WPV. Although all departments fully cooperated with 

the study, none could present the authors with any reports of WPV. This stands in stark contrast 

with the electronic survey, which indicated the average respondent reported 0.6 incidents of 

violence in the preceding year, which extrapolates to 69 reported incidents of violence. What is 

not reported, however, is to whom or what entity the staff member reported those events. 

Interviews with key leaders indicated there were two separate and distinct reporting tools in use, 

one an enterprise-wide form and another a local form. Another form of recording WPV was 

reported to the authors of the study when a key leader reported the occurrence of an assault 

leading to the injury and lost time of a staff member, which was formally investigated by the 

command. The formal investigation report was not requested by the authors as it lay outside the 

IRB approval of the project. Hospital security acknowledged that incidents of WPV were 
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recorded, but no reports were provided, and it was not clear the exact department or individual 

responsible for this data collection.  

 Qualitative remarks were collected throughout the project, both within the survey and 

during subjective interviews. Over 50 encounters were documented, and direct quotes recorded 

in 33 instances. Remarks were independently categorized by both authors, and validated 

following discussion of any differences in categorization. These recorded remarks were analyzed 

and classified into primary concerns, nine of which were related to verbal violence, four over 

concern for physical violence, five over concern for both verbal and physical violence, three 

indicated concern over violence in the form of racism, two were unrelated to WPV, and ten could 

not be classified into the previous categories. Three respondents expressed specific concern with 

the unavailability of security to them in the hospital. Fifteen individuals remarked that they did 

not feel supported by leadership in reference to safety and safety reporting, and voiced 

frustration that reports they made had either been not followed up upon or had no effect.  

Analysis of the Results 

Efficacy of PMDB-M Training 

 PMDB-M training appears effective in increasing reported levels of perceived 

knowledge, skill, ability, confidence, and preparedness of staff members to prevent and respond 

to violent or disruptive behavior in the workplace. The effect of PMDB-M on these perceived 

outcomes is likely understated due to the fact it could not be taught on its prescribed annual basis 

due to CV19 restrictions, with the last documented instance of available training occurring over 

one year prior to data collection. It is reasonable to equate increased reporting of self-efficacy 

with increased performance managing violent or disruptive behavior due to a well-established 
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(Bandura, 1977) and often confirmed link in the literature (Talsma, Schuz, Schwarger, & Norris, 

2018).  

Utilization of Mock Code De-escalation Simulations 

  Participating in the mock code de-escalation scenarios, irrespective of PMDB-M training 

status, yielded increases in the reported knowledge, confidence, and preparedness of participants. 

Though minor increases in reported ability and skill observed were not statistically significant, 

they are likely still clinically relevant. Mock code simulations offer a safe environment for 

participants to practice skills resulting in improved performance (Hazwani et al., 2020). Further, 

mock code de-escalation simulations provide a medium to assess performance in a safe and 

controlled environment (Ironside et al., 2009). The literature boasts evidence that high fidelity 

simulations improve performance, especially in stressful situations such as those expected while 

managing violent or disruptive behavior (Bhullar, Alnaji, Clarke, & Lawrence, 2017; Morton, 

Powers, Jordan, & Hatley, 2019).  

Gender, Ethnicity, and Violence 

Although the statistical significance of observed disparities in perceived safety was not 

established, the decreased perceived safety of all ethnic groups, and Black Americans in 

particular, may hold clinical relevance and correlate with current social trends in the country. In 

general, Black and Asian Americans feel less safe in public as compared to their white 

counterparts (Ashburn-Nardo, Thomas, & Robinson, 2017; Gallup, 2020). Studies conducted by 

Ariel, Lembeck, Moffat, & Hertzog (2018) and Kahkoska, DeSelm, & Young (2020) found 

gender differences in comfort and preparedness when performing stressful tasks under pressure 

and scrutiny in favor of males compared to females. Our results would benefit from additional 

study but are likely indicative of trends seen in greater society at this time.  
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Workplace Violence and Reporting 

A disparity between WPV incidents and reporting was observed, as expected and likely 

in line with the overall healthcare community. In healthcare settings, as low as 20% of violent 

events are being reported, and thus pose a great challenge in creating a safe environment and 

development and improvement in workplace violence prevention programs (Van Male, 2018). 

This program evaluation also identified a general lack of a standardized reporting process, 

central repository for this data, and staff understanding of the same in this institution.  

Organizational Impact 

 This project was the first ever known program evaluation of the DoD’s PMDB-M WPV 

prevention program at a military installation. It validated the efficacy of and supported the 

continued need for PMDB-M training in this military healthcare setting. The program evaluation 

also incorporated high-fidelity simulations in the program evaluation geared specifically towards 

PMDB-M for the first time, and derived sufficient data to drive recommendations to include 

similar simulations into initial and recurrent PMDB-M training.  

 This project also illuminated several areas for improvement, especially in reporting and 

tracking instances of WPV, and generated recommendations for the organization in order to 

further protect their patients, staff, and the ongoing mission of healthcare provision. Potential 

differences in perceived ability to handle WPV and overall feelings of safety were observed and 

allow the organization to take future measures to verify and correct any shortcomings to promote 

equity and reduce any possible gender or racial disparities.  

The broad scope and scale of this program evaluation provided education to both staff 

and key leaders on the occurrence of and threat posed by WPV. As violence in the country 

continues to increase, rates of reporting among HCWs remain woefully inadequate, and the 
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authors view education as a crucial step in increasing this metric to protect safety.  Lastly, this 

project educated staff in the need to include verbal aggression and violence in the spectrum of 

WPV while reinforcing the sentiment that their safety in the workplace as a HCW was important, 

and that violence must not be considered an engrained expectation of HCWs.   

Future Directions for Research and Practice 

Future research is required in multiple areas, and perhaps the first priority should be to 

conduct a similar program evaluation at another MTF to ensure similar results, as it is possible 

for distinct and different threats to safety and reporting to exist between varying organizations. 

Ideally, any follow-on program evaluation should occur outside of CV19 restrictions and witness 

the actual implementation of PMDB-M training to ensure fidelity with training guidance. Further 

evaluation of PMDB-M implementation becomes especially important in an enterprise as large 

as the MHS, as the potential exists for variations in PMDB-M training to effect outcomes in 

patient and staff safety. Specific attention should be paid in future studies to confirming any 

possible disparities in outcomes due to gender or ethnicity so solutions can be applied.  

Specific to PMDB-M implementation and maintenance, the feasibility of expanding the 

brief and impromptu learning vignettes in PMDB-M to include scripted mock code de-escalation 

simulations similar to those in this project should be considered. Of particular interest, the 

observed increase in KSACPs of untrained staff who engaged in the simulations lead the authors 

to recommend further study in the use of simulation as recurrent training for staff. It is 

envisioned recurrent mock code de-escalation simulations, similar to mock code events found in 

Basic and Advanced Life Support training, for example, may increase staff and patient safety and 

should be further explored. 
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The importance of reporting events of WPV must not be understated. If WPV goes 

unreported there is no reason to believe efforts can be adequately targeted to effectively combat 

it. Although this program evaluation made no attempt to explain the relative absence of 

documented occurrences of WPV despite reported incidents of WPV, this is an area that should 

be considered in primary research moving forward. The authors also encourage leadership, at all 

levels, to continuously evaluate for and mitigate barriers to reporting WPV. Although primary 

research on WPV prevention programs has increased in the last several years, additional focus is 

warranted in this area to ensure delivery of evidence based and quality training programs.  

Conclusion 

 Healthcare workers in the Military Healthcare System are not immune to the dangers of 

WPV, and prevention efforts remain critical in order to protect the healthcare mission and 

preserve readiness. PMDB-M training is an effective tool to educate hospital staff, both in and 

out of direct clinical care areas, on the recognition and management of disruptive or violent 

behavior. PMDB-M training also lays a foundation for learning basic customer service and de-

escalation skills, which may benefit the organization in areas outside that of violence prevention. 

The expansion of PMDB-M training, at various levels, is likely to protect patient and staff safety, 

and the overall healthcare mission.  
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Appendix A 

Project Design 
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Appendix B 

WAMC IRB Letter of Determination  

MCXC-DQS 
2020 

DEPARTMENT OF THE ARMY 
WOMACK ARMY MEDICAL CENTER 

2817 REILLY ROAD 
FORT BRAGG, NORTH CAROLINA 28310-7324 

September 02, 

MEMORANDUM FOR L TC Louis Michael Magyar, DNP L TC, AN Uniformed Services 
University of the Health Sciences (USU HS), P and R 

SUBJECT: Determination for Project "Program Evaluation and Prevention of 
Management of Disruptive Behavior-Military (PMDB-M) at Fort Bragg's Womack Army 
Medical Center," 20-10942 

1. The subject project was reviewed by the Womack Army Medical Center (WAMC) 
Human Research Protections Program (HRPP) Office for applicability of human 
subjects protections regulations. 

2. The primary objective of the study is a program evaluation of PMDB-M guided by the 
RE-AIM framework to determine the program's efficacy and sustainability. Data 
collection will inform Reach, and Adoption. Efficacy will utilize mock code simulations, 
feedback, debriefing, and surveys. Implementation and Maintenance includes final 
recommendations based on analyzed data collected, lessons learned, and future 
sustainability. Evaluating the DoD WPV program PMDB-M will inform stakeholders of 
the program's effectiveness and sustainability. Evaluating the program will elucidate 
opportunities for improvement, with the overall goal of decreasing rate of WPV, 
improving patient outcomes, and simultaneously protecting the organization from 
additional financial expense. 

3. This project does not constitute research as defined at 32 CFR 219.102(d) and DODI 
3216.02 because this project is an Evidence Based Practice project that is providing 
program evaluation for behavioral health patient de-escalation and management 
training. The Prevention and Management of Disruptive Behavior-Military program will 
be evaluated under the EBP RE-AIM framework to determine if it is being effectively 
implemented for Womack Army Medical Center staff. This project has been reviewed 
by the Evidence Based Practice Council at Womack Army Medical Center and has been 
approved to proceed as an evidence based practice activity. 

4. This project may be subject to approval from other departments at WAMC or outside 
agencies, but there is no further requirement for review by the WAMC HRPP Office. 

5. In the evernt there is a change to the above-descrilbed project that may affect its 
determination, please submit a modification form in EIRB 
(https://dmrncac.dhhq.health.mil). The WAMC HRPP Office will re-evaluate the project 
if necessary. 
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MCXC-DME-RES 
SUBJECT: Determination of Not Research for, Project "Program Evaluation of 
Prevention of Management of Disruptive Behavior-Military (PMDB-M) at Fort Bragg's 
Womack Army Medical Center," 20-10942 

6. All publications, presentations or abstrac{s arising from {his work mus{ be cleared 
through appropriate publication clearance procedures, and should not refer to this 
project as research. 

7. The point of contact for this review the unclersigned a 

Jennifer S. Kuntz MLIS 
EOD, Human Research 
Protection Program 
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Appendix C 

 

Key Task Checklist 

 

 

  

Prevention and Management of Disruptive Behavior-Military (PMDB-M) 
Stress Levels Normal to Severe Actions and Staff Actions 

Date: Stress Level: Moderate Stress Level: Severe 

Participant #: Staff Action: Verbal Intervention r Staff Action: Limit Setting 
D Remain calm and in control 

Unit: D Respect personal space Limits: 

Evaluator: Waters Mclemore 
D Supportive body language D Simple and direct 2 7 

□ Convey willingness to help D Using 5 words or less 28 

Mild __ Mod Sev J Show Open Hands 0 Describing the desired 29 

Non-threatening eye contact behavior 

Stress Level: Normal/Mild Present reality in a supportive c:: Giving options 30 

Staff Action: Customer Service fashion IS D Appropriate to the situation 

D Allow the Person to Express D Identify the problem I 6 31 

Concern D Focus on problem solving I 7 D Progressive in nature 32 

D Use Shared Problem-solving D Gi,·e information I 8 D Suggest Alternatives 26 D Must be enforceable 33 

Approach D Provide alternatives I 9 0 Schedule Appointment for Actions: 

D Demonstrate Empathy □ Summarize 20 Another Time D Clear and calm in your 

D Be an Active Listener □ Create an action plan 2I 0 Offering a Cold Beverage demeanor 34 

:::J Avoid Being Defensive 0 Validate the Pers01is Experience 0 Relaxation / Visualization c:: 1 on-threatening 35 

D Apologize if Appropriate 22 0 Distraction/Redirection c:: Encouraging 36 

D Follow Through witl1 Their J Ask Open Ended Que.stions 23 0 Use of Quiet Room D Firm yet supportive 37 

Problem D Restate, Reflect, Clarify 24 0 Change of Venue D Respectful and civil 38Non-

D Avoid Blaming Others or D Suggest Collaboration 25 0 Walking, Mild Exercise tlu-eatening eye contact 

"Not Mr Job" 0 Medication ~E~~. 
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Appendix D 

Learners’ Perception Survey 

 

 

  

Knowledge 

1. I have the knowledge needed to manage aggresswe or v.olent panent behaviors 

Skills 

2. I have the sicr!ls needed to manage aggresswe or vrolent patient behaviors. 

Ability 

3 I have the ability manage aggresssve orvK>lent patient behaviors. 

Confidence 

4 I feel confident I can manage aggressive or VIOient patient behaviors. 

Preparedness 

5. I feel prepared to manage aggressive or vt0lent patient behaviors. 

' 

(SD = strongly disagree, D = disagree, UD = undecided, A = agree, SA= strongly agree) 

1111111111 
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Appendix E 

Mock Code Simulation Pre and Post Survey 

S. I fed prc,p;ir-H to._. .aeara:ive or '10kM p,;:itlttrt 
bch~B. 

·------------· 
L An: you Prevention •nd t.lenescment of Disruptive Bchewiors Miliui'l' (PMD~) treincd? 

No 

2. Do you worlt prirnwily in ~I ta.c.tth? (inp.ticM: or outp.ticflt) 

No 

3. How long •go wes your &est PMO~M trainirc? 

6rnonth:;•1 Yc;u ___ 1·2 Ye:acr~ 

4. How rneny times Mwc you been trained? 

___ 2timc:; 

5. How would you dcs.aibc your occ:upetion•I role? 

Oir«t P~ticflt Cafe __ lndirttt Prtic,.nt Caro: 

___ 5upcNi:.or Adl"l'Wlistn1ion 

Participant"----

___ 5 or motoi: time$ 
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6. How Ions It.eve you bem sef'W'l8 in,,.- role (in above qucnion)? 

__ 1 year ___ 2·3 ycan 

7. Whet lioenswc o, ccl'tificetiofli do you hold? 

8. Whet is you, -cc in yc•rs? 

Und«18 18•24 2S-34 3S-45 4S-54 ... 
9. Whet is your ethnicity? (M.y select •II th.et •pply) 

White or Cauc:a:sian 

AAan or A:;ian Am«iun 

Black or African Amcriu,, __ Hi~panic or Latino 

Am«Kan Indian or Ala::ka NatiYc 

Natiw Hawaii~ or Other Pacific l:1-andcr __ 0th« (Pica~, write in bdow) 

10. Whet is your sex? 

Fcmak 

PLEASE STOP HERE!!! 

n.. Y""' "'""'"' "'""I,.""""''"""..,..,..,...,..,..,,,, .. .,;...a...,.,. .. f"'-"~;,..-./ _,,...1,pi,,,,.,. .,;..,,...,..,. .......,., yn,,,. ""~ .-.r 
'"'"t",__""....,., ~ rw.,,,. _,,,_ """"'"'""'"' .,..,. ,,..,. .......... <..., ........ ~ ,....,.~e,...,.,....,...,,,,.....,., 
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Appendix F 

Inpatient Behavioral Health and Medical Surgical Unit SP and Participant Guidance 

 

INPATIENT PSYCHIATRY SCRIPT 

"Jack Bardgen" 

Original case by Paul McLemore, RN and Geraldine Waters, RN 
Adapted for use in PMDB-M Simulations 

PRESENTING COl\<IPLAINT: "I want to see my spouse, right now!" 

ACTUAL DIAGNOSIS: Visitor 

PATIENT DEMOGRAPfilCS: 

Age: 
Sex: 
Race: 

OBJECTIVES: 

22 
Male 
NIA 

I. Seek to tmderstand the problem and apply basic customer service skills. 
2. Recognize and intervene should the individual become agitated. 
3. Protect your patient's privileged infonnation and the security of your unit. 

EQUIPMENT NEEDED: 

None 

Participant Briefing: 

You are the staff member covering the unit and are the most senior employee available. An 
employee you are training returns from the unit's locked front door requesting you to speak with 
a visitor outside who had asked them if it was possible to see their spouse. This is against hospital 
policy and you lack the authority to make exceptions to the mle. Although you are expected to 
address this situation without outside assistance, there is emergency help within shouting distance 
and a panic button you may activate by simply raising your ann. 

Please help the customer to the best of your ability. The encounter will last no more than five 
minutes. In this scenario, the door to the inpatient unit is simulated by the door of the room you 
are about to enter. There exist no consents to :release privileged patient information. 

Participant# ____ _ 

J Bardgen-PMDB Mock Code 1/15/21 
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INPATIENT PSYCHIA1RY SCRIPT 

Presenting Situation and Instructions to the Acto1· 
"Jack Bardgen"" 

You are to play the dependent spouse of a patient on the locked inpatient unit. 
Your spouse may be either male or female at your discretion. You came home from 
working a long night shift to find he/she is mi~sing. The patient had been depressed 
for some time, so at first you think the worst (suicide). You spent all morning calling 
hospitals, but no-one would speak to you. You received a phone call from your 
spouse roughly one hour ago, in which he/she informed you they were on 6S and 
were not being allowed to leave. Your spouse sounded scared, and you were too. 
They asked you to help them. 

You are tired, nervous, angry, and scared all at once. You are relived to know they 
are safe, but anxious because you are being kept in the dark. 

You want the following things, all of which the participant cannot provide: 

1. The Story! What happened? Why? [Normal/Mild] 

2. The release of your spouse! How can they hold him? [Moderate] 

3. To see him right now! Visit on the unit [Moderate to Severe] 

Guidance 

1. Start slow and calm- ensure that you make your initial demand (The Story) 

2. Escalrute per established guidelines; asking for the release of your spotL~e 
should occur in the "moderate" level of stress. 

3. Use suspicion that your spotL~e is in danger as a tool to "spin up" 

Pa,ticipant # ___ _ 

J Bardgen-PMDB Mock Code 1/15121 
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INPATIENT MEDICAUSURGICAL UNIT SCRIPT 

"Peter" 

Orig:inal case by Paul McLemore, RN and Geraldine VVaters, RN 
Adapted for use in PMDB-M Simulations 

PRESENTING COMl[>LAINT: "I want to see my spouse, right now!" 
ACTUAL DIAGNOSlS: Visitor 

PATIENT DEMOGRAPHICS: 

Age: 
Sex: 
Race: 

OBJECTIVES: 

22 
Male 
SPI 

1. Seek to understand the problem and apply basic customer service skills. 
2. Recognize and intervene should the individual become agitated. 
3. Enforce the organization's policy to protect patients and staff 

EQUIPMENT NEKDED: 

None 

Participant Briefing: 

You are the staff member covering the unit and are the most senior employee available. A 
trainee requested for you to speak with a visitor outside asking if it was possible to see their 
spouse. Briefly, the patient's nurse tells you that he/she's been admitted overnight for 
observation. Labs are pending and the treatment team is yet to round on th.e patient. 

Due to COVID-19, a no visitation policy is in place to protect patients and staff. You lack 
the authority to make exceptions to the rule. Although you are expected to address this situation 
without outside assistance, there is emergency help within shouting distanc:e and a panic button 
you may activate by simply raising your arm. 

Please help the customer to the best of your ability. The encounter will last no more than 
five minutes. In this scenario, the door to the inpatient unit is simulated by the door of the room 
you are about to enter. 

Participant# ____ _ 

Peter - PMDB Mock Cod,e 1/28/21 
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INPATIENT MEDICAUSURGICAL UNIT SCRIPT 

IP1·esenting Situation and Instructions to the Actor 
"Peter" 

You are to play the spouse of a patient admitted to the medical/surgical inpatient 
unit for observation. Last night, he/she called 911 after experiencing sudden chest 
pain and shortness of breath. You were sent back from the field exercise to attend 
to your spouse. You received a phone call from your spouse roughly one hour ago, 
in which he/she is crying, asking you to be by his/her side. Your spouse sounded 
scared, and you were too. 

You are tired, worried, and overwhelmed. Your spouse is in acute emotional 
distress and all he/she wants is for you to provide comfort and support. 

You want the following things, all of which the paiiicipant cannot provide: 

1. To know what exactly caused your spouse's chest pain, what the treatment 
team is going to do next, and to tell you that everything is going to be alright. 
[Normal/Mild] 

2. To be allowed to visit your spouse! He/She wants you to be by her side! 
He/she is very anxious, crying uncontrollably, and just wants to be comforted! 
[Moderate] 

3. Demand exemption to the policy! To be allowed in right now! [Moderate to 
Severe] 

Guidance 

1. Start slow and calm- ensure that you make your initial demand. You want 
medical information, the plan, and someone to say everything will be okay. 

2. Escalate per established guidelines; you just want to comfort your spouse. 
Where is the compassion and empathy? "moderate" level of stress. 

3. Challenge the "no exception" policy to spin up. You're wearing a mask, you 
don't have symptoms, you've been vaccinated, your spouse is in a private room. 
It doesn't make sense! They're allowing your spouse to suffer all on her own! 

Participant# ___ _ 

Peter - PMDB Mock Code 1/28/21 
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Appendix G 

Volunteer Briefing and Instructions 

 

 

VOLUNTEER BRIEFING 

Volunteer Briefing 

Thank you for volunteering to participate in the de-escalation mock code scenarios. As a 
reminder, this activity is completely volunta1y. If at any time you would like to withdraw, you 
may do so without any consequences whatsoever. This scenario, which will be briefed to you 
shortly, presents you witl! the opportunity to practice your customer service and de-escalation 
skills in a safe and controlled environment. The brief surveys we will ask you to complete will be 
kept confidential and will not include your names, they will help us evaluate the needs of the 
PMDB-M program. We will use a checklist to evaluate the application of key skills but 
remember, we are not grading you, we are evaluating the program. You can expect an observer 
to end the encounter abruptly, this is by design and in no way reflects your performance in tl!e 
scenario. We will gladly provide some formative feedback following the exercise. 

Rules and Guidelines 

-At no time will the patient touch you. 
-At no time should vou touch the patient. 
-You may discontinue at any time, simply raise your hand and leave the room. 
-If the patient raises their hand, they have ceased the encounter, please leave the room. 
- Evaluators may discontinue the scenario at any time, do not feel as if you have done anything 
wrong/incorrect. 
-Personal space is an aspect of PMDB-M, but at no point will you be witl!in 6-feet. 

Trigger Warning 

It is possible for simulated confrontations to be distressing to many individuals. 
Remember, you may discontinue at any time, simply raise your hand and leave the room. If you 
would like to speak witl! a health care professional about any feelings or tl!oughts that concern 
you, simply inform us. A handout containing contact numbers will be provided to you. 

We are tl!ankful for your willingness to help improve our organization, and hope you enjoy the 
opportunity to practice your skills in a safe environment! 

This form was read in full and an emergency contact card was given to participant: 

Paul McLemore: Geraldine Waters: 

Participant# ____ _ 
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Appendix H 

Electronic Survey 

 

Workplace Violence Survey 
FORT BRAGG WORKPLACE VIOLENCE SURVEY AND PMDB-M PROGRAM EVALUATION 

Thank you for taking a few moments of your dme to provide your feedback on the threat of worttplace vlolence (WPV) within your organization. Thia 

survey t. pert of a Uniformed Sarvlcff Unlveratty scholarty proJ.ct and I• not ttMt result of any specific occurrences on tha lnstallatlon. Thi• survey I• 
voluntary and ,nonymout, no atttmpt wlU bt made to Identify you. 

"Wortl.pllct vlolt~ It •ny act or thrtat of phya~I vloltn~•, htranment, Intimidation, or other thrt,attnlng dltruptlvt bth,vlor that ~Cuf'1 at the work 
site. It nmges from th.r.a:tl end wrbal abuM to pttyalcal auauttl and even homlckle. It can affect and Involve amplo)'HI, clients, custom.rs and 
vlsttors.•-OSHA, 2020 

1. Have you taken lhis survey before? 

2. What is your gender? 

(:. Fema1e 

I_, Male 

3. What is your Ethnicity? 

[J Whitt or Cauca1ls.n Bleck o, 

LJ AtlcanAmerican Hispanic or 

I Latino 

n Asian or Asian American 

n American Indian or Alllk8 Ne1ive 

D NaM Hawaiian or other Peettlc lale.ndtr 

r l Another race 

4. What is your age in years? 

...__) Und1< 18 

\.) 18-24 

..._)25-34 

3544 
'.I 

'-) 4$.54 

,JSS-&I 

,) 65• 

5. Are you a: (please choose 1) 

U Civilian (Conuee10r) 

U Active Duty Enlisted (E-1 to E-5) 

V At;We Duty Enli•ted (E-6 to E-9) 

V CMllen(OS) 

V Act/Ve llutyOfficer(0-1 to0-3) 

U Acttve OutyOfflcer(0-4 to0-6) 

6. Whal best describes your contact with patients in your aJrrernl position: 

V Olre<:t Patient Cere and ~terectlon (ClricaJ Care/ Admini1tretlve Suppon) 

lJ Managementfl.eaden~ 

U Little or lnfreq1.1ent Oirea Cere and Interaction IMth Pa1ienta 

l) No direct pat.ant care or ll'lt:et9Ctlon 

7. Which selection best describes your current role: 

~ ) Reglltertd NulM (RN) 

l ) Physician (MO/DO) 

~ ) Nur1t Pr1ctltlone< (NP) 

U Physician Assistant (PA) 

V LlcenMd "'8cllcal Nu111 (LPN,\. VN) 

V EMT/MEDIC 

\ . ./ Patient c.re l'ldlnldan (Noo-Plyeltiatric) 

U Psychiatric Patient Care Technician 

0 Me<licel SUppon Asllstont (MSA) 

U SbJdent 

0 Oth•r (Jllease specify) 

\. ./ Volunteer {Red CroH or Other) 

r " Environmental Stlrvices 

l. .I Security/Law Enforcement 

U Phannacls1 

V Phermecy T~hnldan 

V Socia1Wor1<er(LICSW) 

V Payohologill 

V Adminlstra1or 

V Pabint Advocate / Retolution1 

8. How many years have you worked In your current rote? 

l. ) Less than 1 yea.t 

) Al. least 1 year bu1 Int than 3 yeari 

i..,.) Al. tea&t 3 years but lest than 5 yeara 

l .. l•I leMt 5 y&ars bt.111111 lhan 10 years 

l_ ) 10 years or more 

9. Which option best describes where you primarily wort<: 

U lnpl!itnl (-\/Surglcel) 1J Radiology 

U lnpa1lent (Critical Care) 

U lnp,M!enl Sehevioral Health 

Li Phannacy 

V OccupabOnel Hea~h 

V Outpatient Clinic (Primary Ca.re/ lntemaJ Mediclne)v Admlnl11r&tlve / Non-Patlent Care Area 

V 0""'8tient Clinic: (Surge,y) V Operating Room 

U Emergency Department 

V 0""'8tient S:ehavi0<1I Health 

U Non-Patient Care Area/ Office Setting 

U Other {plea•• specify) 

V Perioperotlv& Care (SDSIPACU) 

u Malemal Child Care (MBU/l&O/NICU) 

V Oull>t""'' Clille (Pedielricl) 
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10. How many years have yoo wori<ed In lhls setting? 

11. The majority of your scheduled shills are: 

Ourlt"G normal bulineu houl'I {Mon-Frt/ Daytime) 

U Outsidt of nonnal bus.Ines, hours (Eve/N9lt, and/or Weekendt) 

V 
12. Have you ever personally wttnesood or 
experienced workplace violence (either verbal or physical)? 

V Yes 

UNo 

13. How many wori<place violence occurrences have you 

witnessed or experienced in lhe past year? 

(Bes! Estimate, O If None J 
14. How likely a.re yoo lo report an incident of PHYSICAL violence? 

0 Nol Likely lo Report 10 Very Likely lo report 

J 
15, How likely are yoo to report an lncldenl of VERBAL 
aggression/violence? 

0 Not Likely lo Report 10 Very Likely to report 

J 
16. How likely are you to report an incident of 
THREATENED VIOLENCE In your workplace? 

0 Not Likely 10 Report 10 Very Likely to report 

J 
17. If yoo were 1.0 report an Incident of wori<place violence, 

how woo Id you go about reporting an episode of physical 

or verbal violence? (Selecl 811 lhal may apply) 

_..,$uP4""190r 

Patient Safety Report (PSR) 

Paotnt Saftr.y Offlct 

['Staff Safety Office 

□Patient Advocate 

O Police/Provos1 Marshall 

n Hospital Security 

0 I would noc repon the event 

[l Unsure of how or who to teport to 

lJ Other (please specify) 

18. Have yoo ever personsl/y reported an lncldenl of physical 
or verbal violence? 

(JYH 

\ )NO 

19. How many lnclden1S of wor1<place violence have yoo 
reported in the past year? 

20. On an average day, how safe do yoo feel In lhe wori<place? 

o Nol Safe 100VerySafe 

0 

21. I receive adoquale training lo keep me safe in the workplace 

l) Strongly agree 

(.; AQ!Ot 

(. / Sornewha1 agree 

l J Neither agree not disag.ree 

l ) Scm•-• <1Jtag19e 

() Disagree 

l ) Strongly disagree 

22. My safety in lhe workplace is a priority lo the organization 

l) Strongly ag,ee 

~ ) AQ!Ot 

l. ) Somewha! agree 

,.) Neither agree not disagree 

1.,_) Disagree 

( ) Strongly dlseg,.. 

23. My organiuilion believes thal my personal s.afety is more 
Important than customer service. 

( 5<,.ng1y ogree 

( . Agree 

( Scm1-1 og1eo 

C · Neither agree no< disagree 

( • Somewtial disagree 

~ OIJIQrH 

(-.,_ Strongly disagree 

24. I have heard of Prevention and Managemen1 of Disruptive 

Behavior-Mililary (PMOB-M) before. 

lJYes 

l No 

25. I have taken PMDB·M training before 

..__) Ytt 

)No 

V Unsure 

26. I last took PMDB-M training: 

C · NA (1 have never taken PMOS-t1) 

~ Unsure 

( Within 6 month• 

C 6 months • 1 year 

( 1-2 yea.rs 

( o,,., 2 10•11190 
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27. I have the knowledge needed to manage aggressive 
or violent patient behaviors. 

(.,, Strongly agree 

(,, AQree 

( __, Undecided 

( __, Disag,ee 

(,, Sttonglyd!sagree 

28. I have the skills needed to manage aggressive 
or violent patient behaviors. 

(_, Strongly agree 

(,.AQn,e 

( ./ Undecided 

( ,' Disagree 

(,, Strongly disagree 

29. I have the ability manage aggressive 
or violent patient behaviors. 

l..., Strongly agree 

(,. AQree 

( ,' Undecided 

( ,• Disagree 

( ./ Strongly disagree 

30. I feel confident that I can manage aggressive or violent patient behaviors. 

I...) Strongly agree 

(.) Agree 

(..) Undecided 

() Disag,ee 

(. ) Strongly disagree 

31. I feel prepared to manage aggressive or violent patient behaviors. 

V Strongly agree 

1...) AQree 

(_ ) Undecided 

() Disagree 

(._) Strongly disagree 

32. Would you like to provide any anonymous comments on workplace 

violence within your organization? 

'-.)NO 

(_) Yes (pleasupedfy) 
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Appendix I 

Table II. Mock Code Pre and Post Survey Scores 

Mock Code Pre Post % Increase P-value 

Knowledge 3.41 3.86 13 0.037 

Skills 3.36 3.72 11 0.088 

Ability 3.63 3.86 6 0.056 

Confidence 3.32 3.86 16 0.010 

Preparedness 3.27 3.77 15 0.017 

Table 12. Mock Code 

Mock Code Pre and Post % 

Surveys Trained vs Untrained Increase P-value 

Knowledge 12 0.054 

Skills 5 0.335 

Ability 7 0.189 

Confidence 14 0.008 

Preparedness 15 0.008 

Table 13. Mock Code Perfo1mance 

Mode Code Key Task Checklist Mild Mod Severe Total 

Trained (n=9) ______ 5.79 12.86 8.14 26.8 

Untrained (n=12) 5.35 11.57 6.71 23.62 
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90.00 

85.00 

80.00 

75.00 

Category (n) 

Total (N=191) 

Male (n=30) 

Female (n=30) 

Day Shih (165) 

Night Shih (26) 

II 

Appendix J 

Perceived Safety in the Workplace by Ethnicity 

Perceived Safety in the Workplace 
88.2 

,81..4. . .... 

% Experienced 

WPV (Lifetime) 

66% 

67% 

66% 

(0-100) __ _'!•~:.:"''" 

85.8 

83.4 

Table J2 

% Reported WPV 

(Lifetime) 

58% 

42% 

51% 

825 82.0 82.582.3 

WPV Experienced 

in Past Year 

µ 1.63 (SD= 0.49) 

µ 1.73 (SD= 0.46) 

µ 1.63 (SD= 0.48) 

WPV Reported in 

Past Year 

µ 0.60 (SD= 1.97) 

µ 0.26 (SD= 0.63) 

µ 0.65 (SD= 2.12) 

µ 1.57 (SD= 3.90) µ 0.51 (SD= 1.45) 

µ 2.11 (SD= 4.02) µ = 1.07 (SD= 4.02) 

II 
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Table J3 

Likelihood to 
Perceived 

Report WPV WPV Experienced in WPV Reported in 
Category (n) 

Pt Care Tech/Medic (n= 8) 

Administrator (n= 11) 

Medical Support Assistants (n= 

10) 

Pharmacy (n= 54) 

Safety (0·100) 

µ 

88.1 

82.7 

72.4 

79.4 

(0·100) Past Year Past Year 

µ 

94.7 µ 0.5 {SD= 1.06) 0.0 

91.5 µ 2.81 (SD= 5.98) µ 1.36 (SD= 3.58) 

µ 0.2 {SD= 0.42) 

91.0 µ 2.18 (SD= 5.43) µ 0.61 (SD= 1.20) 
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Appendix K 

CITI Certificates  

 

 

-1CITI 
~PROGRAM 

This is to certify that: 

Geraldine Waters 

Has completed the following CITI Program course: 

Responsible Conduct of Research (RCR) (Cumculum Group) 

Responsible Conduct of Research (RCR) (Cou= L .. merGroupJ 

1 - Basic Course (Sug•> 

Completion Date 26-Aug-2018 

Expiration Date 25-Aug-2021 

Record ID 28226169 

Under requirements set by: ~ I TI 
Office of the Under Secretary of Defense (Personnel and Readiness)_ ~ 

Collaboratovc, lnst11ut1onal Tra n,ng ln111at1Vt! 

Verify at www.citiprogram.org/verifyl?w22e46ac3-c965-4fba-8c72-99db9d 1 acdc9-28226169 

This is to certify that: 

PAUL MCLEMORE 

Has completed the following CITI Program course: 

Responsible Conduct of Research (RCR) (Curr,rulum Group) 

Responsible Conduct of Research (RCR) (Course Learner Group) 

1 - Basic Course (Stage) 

Under requirements set by: 

Completion Date 29-Aug-2018 

Expiration Date 28-Aug-2021 

Record ID 28368564 

Office of the Under Secretary of Defense (Personnel and Readiness) ITI 
Collaborative lnst1tut1onal Training ln1tlat1ve 

Verify at www .citi program .org/verify/?we 12b5537 -f 1a7-4724-95 7 4-dbfdc5c87f02-28368564 
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~CITI 
~PROGRAM 

This is to certify that: 

Geraldine Waters 

Has completed the following CITI Program course: 

Good Clinical Practice (U.S. FDA Focus) 

Completion Date 25-Aug-2018 
Expiration Date 24-Aug-2021 

Record ID 28226168 

GCP for Clinical Trials with lnvestigational Drugs and Medical Devices (U.S. FDA 
Focus) 

(Curriculum Group) 

(Course Leamer 
Group) 

1 -GCP (Stage) 

Under requirements set by: 

Office of the Under Secretary of Defense (Personnel and Readin'-.._.A TI 
Collaborative lnst1tut1onal Training Initiative 

Verify at www.citiprogram.org/verifyf?wf6ffe94b-92b5-4 7bb-b 1 a5-bd32644b8308-28226168 

~CITI 
~PROGRAM 

This is to certify that: 

PAUL McLEMORE 

Has completed the following CITI Program course: 

Good Clinical Practice (U.S. FDA Focus) 

Completion Date 29-Aug-2018 
Expiration Date 28-Aug-2021 

RecordlD 28368563 

GCP for Clinical Trials with lnvestigational Drugs and Medical Devices (U.S. FDA 
Focus) 

(Curriculum Group} 

(Course Leamer 
Group) 

1 -GCP (Stage) 

Under requirements set by: 

Office of the Under Secretary of Defense (Personnel and Readin'-..-.A TI 
Collaborative Institutional Trammg Initiative 

Verify at www.citiprogram.org/verify/?w045ccebe-5f90-4721-8f 45-ed3dcb55b 12c-28368563 
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This is to certify that: 

Geraldine Waters 

Has completed the following CITI Program course: 

OUSD P&R Human Research (Curriculum Group) 

Biomedical Investigators and Research Study Team (Course Leamer Group) 

1 - Biomedical Investigators csrageJ 

Under requirements set by: 

Completion Date 25-Aug-2018 
Expiration Date 24-Aug-2021 

Record ID 2822616 7 

Collaborative Institutional Training Initiative 

Verify at www.citiprogram.org/verifyl?w9e736c6d-4fe4-49ee-b8dd-4ca0a6291 d1 b-28226167 

-1CJTI 
~PROGRAM 

This is to certify that: 

PAUL McLEMORE 

Has completed the following CITI Program course: 

OUSD P&R Human Research (Curriculum Group) 

Biomedical Investigators and Research Study Team (Course Leamer Group) 

1 - Biomedical Investigators (Stage) 

Under requirements set by: 

Office of the Under Secretary of Defense (Personnel and Readiness) 

Completion Date 29-Aug-2018 
Expiration Date 28-Aug-2021 

RecordlD 28368562 

ITI 
Collaborative Institutional Tra,mng lmt1at1ve 

Verify at www.citiprogram .orgtverifyf?w8090e359-04b9-4def-a597-fef7 d3e6c9e 1-28368562 
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gusu 

lll'tl Site Number: 

Princip;il lnvestic;rtor: 

~nt: 

Project Type: 

Project TIiie: 

Project Period: 

AppendixL 

USU (VPR) Fonn 3202N 

OFFICE OF RESEARCH 
4301 JONl:4iil BRlOOC: Ro,.o 

Q~DA.,MA_\"l..Af'.ID20814 

p-,s;:($Ot) ze5.:33os: FAJC(So1) 295e77 I 

NOTICE OF PROJECT APPROVAL 
dlange Number. O~ 

GSH~t-11540 

McLemore, Paul 

Graclate Sdlool of N .. sirig 

S~nt 

Prevention and Mmagement of Disruptive BehilllHlrYMiitary (PMD8-M] Program 
Evaluation at 

9/25/2020 to 2/15/2021 

Assw:ance and Prop:ess Report lnfonniltion: 

Approval Type Approved On Forms Aeceiwd 

Progress Report o TO be SUlmitted N/A 

Remarks: 
This Notice Of Project Approval hi1s been reviewed and approved. Please remember that ~u must submit a final 
Progress Report (Form 32101 upon completion of this project. 

Q.ue<tions reg;mling this approval should l>e clir-.:1 to the ft>0ows,g person II lhe Office of Research: 
Sharon Md...,,, [301) 295-9&1.4.. 

cc: Fle 

K·enneth R.ldford 
uiura., Taylor 

Toya V. ltandolplt, Ph.D~ MSPH Date 
Acting Vice Presmnt for Research 
uniformed 5e!Vices university of the Health sciences 
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MCXC-ME-RCI 

AppendixM 

Womack AMC Public Affairs Office Clearance 

DEPARTMENT OF THE ARMY 
WOMACK ARMY MEDICAL. CENTER 

2817 REILLY ROAD 
FORT BRAGG NC 28310-7301 

MEMORANDUM FOR Louis Magyar 

7 April 2021 

SUBJECT: WAMCPC0816 Program Evaluation of Prevention and Management of 
Disruptive Behaviors (PMDB-M) - Military at Fort Bragg's Womack 

1. Your publication has been reviewed by all appropriate personnel and approved by 
the Department of Research for public presentation/submission. 

2. This approval allows you to present the approved publication at other venues so long 
as only minor changes have occurred. 

3. Thank you for your submission, and we look forward to seeing your scholarly activity 
in the near future. Please include the title of your publication and reference number in 
all correspondence. 

4. The POC for this memorandum is Christy Crawford at 

Christy Crawford 
Research/Clinical Investigation 
Womack Army Medical Center 
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Appendix N 

 

Uniformed Services University PAO Approval 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 




