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Study Results

Figure 1. Residents’ responses to MAVAS Questions

Qualitative Analysis

All 3 faculty members rated the calming and triggering
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Figure 2. Selected responses from the Pre/Post Survey

How well prepared do you feel?
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patient needs to comply like “my priority is to...”, "you
have to/ need to calm down”,
» Punishment-like statements: “if you don't ... then...”

Conclusion

This project successfully addressed an important practice
and knowledge gap and lent structure to the tailored
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The study consisted of a two-part intervention:

protocol-based approach for managing agitated
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1. Online module- all resudepts (N=36) viewed a 4 hour PROCEDURES AGITATION ESCALATION AGITATION pgt.le_nts, espec_lally In busy !ER settlngs. Th_ls appro.ach
JCAHO and OMH accredited verbal de-escalation e e utilizing a combination of online and simulation training can

training, based on “Crisis Prevention and Intervention”
2. Simulation training- all residents did the simulation
training with standardized patients (trained actors)
depicting 3 clinical scenarios: psychosis, intoxication
and cognitive impairment, followed by individual
debriefing with faculty and SP, and small group
debriefing with the other residents in the same session

be replicated in programs across the country as a means to
standardize verbal de-escalation training. There are multiple
limitations that could prevent programs from utilizing a
similar training such as funding for simulation actors, as well
as a lack of experienced actors, and possibly a lack of
simulation space. However this is a proof of concept that
reflects significant benefits reported through pre and
post surveys by residents.
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Of note: restraints and pharmacology were not addressed in our study, and were used as “control questions”
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Confidence level with agitated patients

Pre and post intervention surveys including the
Management of Aggression and Violence Attitude
Scale (MAVAS) were administered.

Calming and triggering behaviors during the simulation
were rated by 3 faculty members.




