
Literature Based Interven/ons 
 
            The first two subprojects of our QI ini5a5ve draw from exis5ng literature. We began an 
ongoing literature review (SP1) of WPV-related topics including: (1) WPV in healthcare, (2) 
agita5on management, (3) de-escala5on techniques and (4) Code White simula5on training as 
an educa5onal tool. The findings from these literature reviews assisted in guiding the 
development of our interven5ons. 84 ar5cles published from 2012 to 2024 were reviewed. In 
addi5on, from the incep5on of the project, it was evident that a novel approach to measuring 
and monitoring WPV within our organiza5on was impera5ve [21]. To address this requirement, 
our team performed a rapid review to iden5fy 229 quality indicators previously used to measure 
WPV in healthcare environments (SP2) [8]. 
 
Outreach Interven/ons 
 
            Two subprojects placed an emphasis on collec5ng qualita5ve feedback and guidance 
from the par5es involved in WPV incidents. This consisted of performing qualita5ve interviews 
with ED staff (SP4) at four 5me points related to the implementa5on of new interven5ons. Our 
first round (December 2022) included 52 interviews with ED staff and the second round (May 
2023) included 23 interviews with ED staff. ED staff were selected using a convenience sampling 
strategy. Further post-implementa5on interview rounds are scheduled for the future (Figure 3). 
Addi5onally, efforts to create a pa5ent partner and community outreach group (SP12) were 
made to elicit the perspec5ves of all par5es involved in WPV. As a trauma-informed approach 
was emphasized throughout this project’s development, it was pivotal to ensure that pa5ents, 
caregivers, and chosen family members were included [22]. Addi5onally, this ini5a5ve can serve 
as an opportunity to repair rela5onships with pa5ents involved in WPV events as up to 66% of 
individuals who underwent physical restraint indicated feelings of distrust towards HCPs, 
emo5onal trauma, and subsequent delays or omissions in aaending future treatment sessions 
[23]. As of February 2024, four mee5ngs have taken place to orchestrate this ini5a5ve. 
 
Educa/onal Interven/ons 
 
            Two addi5onal subprojects addressed our healthcare ins5tu5on’s requirement for WPV 
training. At the incep5on of our QI project, training related to WPV was reduced to e-learning 
modules owing to Covid-19 pandemic restric5ons. Once these restric5ons were libed, an ad-hoc 
training program (SP5, N = 220) was implemented to address urgent requests for verbal de-
escala5on and situa5onal awareness training in our EDs. We also u5lized this project as a proof-
of-concept demonstra5ng the feasibility of organiza5on-wide in-person WPV preven5on 
training. While sa5sfied with the point-of-care training, staff requested a comprehensive 
training model that placed emphasis on trauma-informed care, de-escala5on, and self-
protec5on skills. Consequently, a second training ini5a5ve (SP8) was implemented to create a 
three-day risk-specific trauma-informed training program. This training is based on the Trauma-
Informed De-Escala5on Educa5on for Safety and Self-Protec5on (TIDES) program [24]. An 
adapta5on of this program was developed in partnership with the psychiatric teaching hospital 
in Toronto, Ontario where TIDES was originally developed.  Clinical leaders, organiza5onal WPV 



experts, and organiza5onal partners including the Joint Health and Safety Commiaee 
contributed to the development and implementa5on process.  Two educa5on specialists were 
hired, spearheading twelve in-house trainer dyads to deliver the training. Each training session 
was led by a dyad consis5ng of a clinician and Security representa5ve to ensure increased 
interdisciplinary collabora5on and role modeling. An organiza5on-wide rollout has begun with 
an emphasis on high-risk areas at UHN (e.g. EDs, specialized inpa5ent units).  
 
Organiza/onal Interven/ons 
 
            Several subprojects aimed to address organiza5onal needs at UHN as they pertain to 
WPV. Once a compila5on of WPV quality indicators was assembled, the top-quality indicators 
for UHN (SP3) were selected through a Delphi process that included key collaborators and 
experts in WPV [21]. 17 quality indicators were iden5fied and opera5onalized through a digital 
WPV dashboard at our organiza5on using data from nine separate organiza5onal databases as 
our sources. 
 
            Addi5onally, structural changes were required for processes related to WPV and Code 
White incidents. A Code White Governance Commiaee (SP6) was established to evaluate and 
streamline processes involved in Code White incidents. The commiaee performed an 
organiza5on-wide needs assessment that included qualita5ve interviews and focus groups with 
pa5ent facing staff (n=257). The needs assessment demonstrated that UHN required improved 
WPV training, standardized response to Code White incidents and designated Code White 
specialists. In addi5on, the commiaee developed the ‘Life cycle of a Code White’ to determine 
which processes required upda5ng [2]. Procedures that required upda5ng included WPV and 
Code White incident repor5ng (SP7), debriefing (SP10) and physical restraint systems (SP11). 
Consequently, reviewing, upda5ng, and implemen5ng modifica5ons to these processes evolved 
into new subprojects. Numerous func5onal units collaborated to develop an efficient, user-
friendly, trauma-informed repor5ng system with 14 mee5ngs dedicated to achieving this feat. 
Furthermore, func5onal units collaborated to implement a hot and cold debrief model and an 
algorithm for flagging a WPV event as a ‘Code White not called’. A hot debrief is a debrief with 
all staff involved in the event within hours of the event’s occurrence [2]. A cold debrief is a more 
in-depth debrief facilitated by the Code White Governance Commiaee and Emergency 
Preparedness that involves all staff involved in the event [2]. Cold debriefs are only necessary 
when further inves5ga5on and resolu5on is required. Following the implementa5on of these 
processes, there have been 304 hot debriefs, 13 cold debriefs and 17 requests to flag a WPV 
event as a ‘Code White not called’. As well, policy changes were implemented at UHN to 
establish a standardized approach to physical restraint u5liza5on, aligning with the objec5ves of 
a new training program and emphasizing the poten5al impact on pa5ents. Nine mee5ngs were 
dedicated to the development of physical restraint systems at UHN. 
 

Lastly, an environmental indicator project (SP9) was implemented within UHN’s EDs. Five 
posters were developed to communicate messages of mutual respect between pa5ents and 
HCPs using trauma-informed language (Figure 4). The research team collected feedback from 
106 staff members through surveys. Although staff voiced that the posters were not enough to 



prevent WPV, they supported the project and requested that more posters be placed 
throughout the hospital (Figure 4). In addi5on, the Department of Security Opera5ons at our 
organiza5on implemented mul5ple interven5ons alongside our QI project, including increasing 
the number of security guards in the ED from one to two guards at all 5mes, as well as 
introducing wearable devices (e.g. body cameras) for all security guards. Both interven5ons 
were received posi5vely by ED staff according to the findings from our qualita5ve interviews.  
 
 


