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Background

Comorbid medical and mental health conditions such as substance use and suicidal or aggressive
behaviors are prevalent in inpatient medical units and the emergency department (ED). Almost 40 percent
of patients in inpatient medical units suffer from comorbid mental illnesses and these patients have worse
clinical outcomes, longer stays and higher costs.!-> Caring for these patients is stressful and challenging,
and staff are often ill-equipped to manage their needs.>7 In addition, risk of injury from on-the-job assaults
and violent acts is nearly four times higher for health care workers than for employees in other industries.8
Factors such as care providers’ lack of knowledge, training or support, lack of confidence in their skills, and
anxiety or fear can compromise the quality of care for patients with behavioral issues. Other challenges

include environmental safety factors and the stigma that is often attached to these patients.6°

Assessment: Vizient PSO data analysis

The Vizient® Patient Safety Organization (PSO) conducted a retrospective review of behavior-related event
reports submitted from January 2017 through March 2018. Four percent of all reported events were
behavioral events. In non—behavioral (i.e., medical) health care settings, disruptive and assaultive behaviors
and possession of contraband or unauthorized objects were the most common types of behavioral events

reported (Table 1). Males were more often Table 1. Rates of behavioral event types?

involved in behavioral events in medical Percentage
settings than females (54 percent vs. 37 SVl B gl be?/r;\iisoral
percent); the same was true for behavioral Disruptive behavior 31
care settings. Other behavioral event 27
The majority (57 percent) of behavioral Assault . . 10

o . _ Po_ssessmn of contraband/unauthorized 10
events were reported in inpatient medical objects
units (Figure 2). Of these, medical-surgical Self-harm or injury 7
units (24 percent), critical care units (8 Refusal of therapy 6
percent), and specialty units such as Threat by patient 4
oncology, rehabilitation, cardiac and Destruction of property 2
neurology units reported the most Suicide or suicide attempt 2
behavioral events. More than 20 percent of Restraint-related injury/death 2
behavioral events were reported as Sexual assault/rape 1
occurring in the emergency department Consensual sexual activity 0.2

2 Vizient Patient Safety Organization data for January 2017-March 2018.

and 10 percent in outpatient clinics. Number of events = 2,725.
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Figure 2. Locations of reported behavioral events?

60%
50%
w
e 40%
o
>
o
5 30%
o
[=2}
8
s 20%
2
@
o
- .
0% : , , - N N
Inpatient units Emergency Outpatient clinics Ancillary Otherareasor  Operating room
department Services® public areas areas
Location

2 Vizient Patient Safety Organization data for January 2017-March 2018. Number of behavioral events = 2,126; location was not
identified in 599 events.

5 Ancillary services include radiology, rehabilitation, diagnostic, cardiovascular, respiratory, laboratory, pharmacy, etc.

Of the behavior-related events that occurred in non—behavioral health areas, 12 percent resulted in additional
treatment or temporary harm and 0.3 percent in permanent harm or death, compared with 22 percent and 0.3
percent, respectively, of the events that occurred in behavioral health settings (Figure 3). In medical settings,

the events that resulted in serious harm or death were suicide-related.

Figure 3. AHRQ Common Format v.1.1 harm scores assigned to behavioral events?®

35%
30%
£ 25%
L4
>
o
w 20%
@
o
g 15%
o
2
& 10% +
N -
0% - = — T 1
Unsafe condition Near miss No harm evident, Emotional distress Additional Temporary harm Permanent harm,
physical or or inconvenience treatment severe permanent
otherwise harm, or death
Harm score
mBehavioral health settings m Non-behavioral health settings

2 Vizient Patient Safety Organization data for January 2017-March 2018. Number of events in non-behavioral health settings = 2,725;
number of events in behavioral health settings = 670.
Abbreviation: AHRQ = Agency for Healthcare Research and Quality.
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Assaultive behavior

There were 269 events categorized as assaultive behavior, but additional mentions of patient assaults were
found in reports in other behavior-related event categories. The most common locations reporting assaults
were the ED (24 percent), medical and surgical units (21 percent), critical care units (10 percent), and
neurology and neurosurgery units (4 percent). The reported assaults were primarily committed by patients
against staff or other patients. Some events involved allegations by patients of staff abuse or were assaults
by patients of their visitors. Some of the reports of aggressive behavior involved patients with diagnosed
psychiatric disorders; in others the patients were suffering from delirium, dementia or substance use, or had
a history of violence.

Assault victims were most often punched, slapped, kicked, pushed, thrown, bitten, choked, spat at, fondled
or struck with an item. In some cases, the event reporter stated that there was no warning that the patient
was going to strike out. In others, the patient attempted to grab an officer's weapon or the patient or the
patient’s spouse pulled out a knife or other weapon and either threatened or attacked a patient or clinician.
Forty-five percent of assaults caused emotional distress and 20 percent required additional treatment or
caused temporary harm. Physical harm described in events included pain, bleeding, bruises, swelling,
abrasions, scratches, lacerations, bites, punctures and head injuries. Males committed assault more often
than females (54 percent vs 30 percent; in the remaining 16 percent of cases the offender’s sex was not
reported. Fifty-nine percent of assaulters were between the ages of 18 and 65 years, 18 percent were over

65, and 6 percent were children or adolescents; in the remaining, the assaulter's age was not reported.

Contraband or unauthorized articles

Ten percent of reported behavioral events involved possession of contraband or unauthorized articles.
Contraband in these cases was categorized as “other” (39 percent), illegal substances (34 percent),
cigarettes (14 percent), and harmful articles or weapons (13 percent). lllegal drugs were reported more often
in medical than in behavioral health care settings (Figure 4). Review of the narrative event descriptions
revealed that in most of the 255 contraband events that occurred in medical settings, patients brought in and
used or tried to use illegal drugs or alcohol or had bottles of unauthorized pills during their hospital stay. Some
events involved illegal substances or drug paraphernalia discovered after visitors had left.

The types of illegal drugs discovered by nursing staff included morphine, heroin, methadone, cocaine,
marijuana, propane and other unidentified pills, powders or liquids, as well as drug paraphernalia. In most
cases, the patients either attempted to or did ingest, snort or inject the drugs via their own syringes or their
existing intravenous lines. Some of the patients had a known history of substance use disorder and were

more closely monitored; others were caught in the act. In some cases, visitors brought the drugs hidden in
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clever places (e.g., fast food). In a number of cases, the patient involved had a sudden change in condition
and was found unresponsive, hypotensive, or lethargic. When indicated, emergency medical care such as an

opioid antagonist was administered and a rapid response team called.

Other contraband-related events Figure 4. Types of contraband®

involved patients who had sharps or
weapons such as knives, blades or o
guns. Sometimes patients informed staff
they had weapons and handed them §
. . = lllegal substances
over, but in other cases either the g
=
sharps or weapons were found in the 2
. . . 3 Harmful articles
possession of a violent or suicidal 5 or weapons
patient, or the patient lashed out at staff T
with the weapon. In some cases the Cigarettes
organization had preventive measures in ,
lace but procedures were not followed o 20% - o0 fo
P p Percentage of contraband events
by staff. For example, alarms from the m Behavioral health settings ® Non-behavioral health settings
metal detector were assumed to be false
alarms, allowing patients to go through 2 Vizient Patient Safety Organization data for January 2017-March 2018.
Number of events in non-behavioral health settings = 255; number of events
with weapons in their possession. in behavioral health settings = 60.

Suicide-related behavior

Suicide is one of the five most common sentinel events reported to The Joint Commission. Suicide rates in
the U.S. have risen nearly 30 percent over the past two decades.? Fifty suicide-related events in medical
settings — including suicidal ideation, suicide attempts and completed suicides — were reported to the
Vizient PSO. Forty-seven percent of these events were reported by inpatient medical units, 35 percent by
the ED, and 20 percent by non—-behavioral health outpatient settings (e.g., clinics, home health). Suicide
attempts or completions that resulted in permanent harm or death were reported more often in medical
settings than in behavioral health settings. Among older adults, suicide-related events were more common
in medical than in behavioral health settings. Findings from other studies on suicides in general medical
hospitals show that the patients involved in these events are more likely to be older, married and employed

than those in psychiatric settings.*!

Sixteen percent of these suicide-related events were “near-miss” situations, such as suicidal ideations
discovered during a medical visit, patients caught preparing to act on their suicide plans, or unsafe

environments (e.g., patients had harmful articles in their possession or were discharged to a home where
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there was a gun). The majority of suicide-related events reached the patient but 49 percent of these either
resulted in no harm or caused only emotional distress. Twenty percent required additional treatment or
caused temporary harm and 14 percent caused permanent harm or death. Patients most often attempted
suicide by means of strangulation or hanging, mostly with cords from equipment in their rooms, sheets, belts
or clothing. Other methods included overdosing on medication, using a firearm, jumping in front of moving

vehicle and cutting.

The contributing factors reported for suicide-related events were inadequate assessment, observation or
care planning; environmental safety issues; and discharge of patients to home without adequate support or
with an inadequate level of care. Cases of serious attempts or completed suicides in the ED or on medical
units involved inadequate observation of suicidal patients who had access to areas with ligature points or
equipment with cords or tubing that posed a safety risk. Some suicidal patients attempted to strangle or
hang themselves even while a one-on-one monitor was in the same room or just outside the bathroom.
Patients were able to attempt suicide in cases where body or belonging inspections were not conducted or
were inadequate or where constant supervision was not maintained in the ED or medical units. Some
patients committed suicide, or attempted suicide and returned to the ED, at the time of or shortly after
discharge. In these cases, the care planning was reported to be inadequate based on the patients’ risk

factors and resources were lacking.

Leading practice recommendations

The following leading practice recommendations for managing behavioral issues in inpatient medical settings

were developed by Vizient with the guidance of a multidisciplinary team of clinical experts (Appendix A).

e Establish proactive processes for screening, assessment and

ongoing management of patients with behavioral issues.

¢ Identify and mitigate environmental safety hazards, conditions and
situations that can lead to violence, suicide or self-harm and set
policies and procedures to address the safety of the immediate
environment for patients at risk of harm to themselves or others.

e Create a multidisciplinary behavioral emergency response plan.

e Conduct education and training programs on managing behavioral

issues based on staff members’ roles and responsibilities.
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Proactive screening, assessment and management

e Conduct screening of patients on admission to medical units for history of mental illness, substance
abuse, suicide or violence, and for current symptoms that should trigger further assessment and
interventions based on the patient’s needs.
e Incorporate a proactive process for psychiatric consultation and collaboration among interprofessional
colleagues to improve care for patients with comorbid medical and mental health conditions.
— A proactive psychiatric consultation team, also known as a behavioral intervention team (BIT), is
typically composed of an attending psychiatrist, a social worker and a clinical nurse specialist
(CNS).412 The BIT identifies and addresses patients who have comorbid mental health issues early in
the hospital stay and has been shown to result in shorter hospital stays, reduced need for one-on-one
staff monitoring and restraints, and lower costs. The educational and collaborative nature of the
process also improves staff satisfaction on medical units. Rather than reacting to requests by the
medical team for psychiatric consultation when symptoms fully manifest, the BIT proactively screens
patients on medical units and identifies treatment needs to improve the effectiveness and efficiency of
medical care and aftercare planning.+512-14
— The goals of the proactive psychiatric consultation team or BIT include:
= Early identification and intervention for patients with comorbid medical and mental health or
substance use disorders to improve their physical care and recovery.12

= Education, interprofessional collaboration and support from psychiatric experts to assist clinicians
in managing behavioral health patients in medical settings through formal or informal (“curbside”)
psychiatric consultation.47:12

= Coordination of care and disposition for patients who require behavioral health hospitalization or

services and referrals after discharge from the medical unit.412

Suicidal ideation

Establish procedures to help clinical staff identify patients at risk of suicide, guide interventions, and facilitate

referral and follow-up after discharge.516

e Review the Joint Commission Sentinel Event Alert on detecting and treating suicidal ideation in all
settings.1®

e Review each patient’s personal and family medical history for risk factors and screen all patients for
suicidal ideation, using a brief, standardized, evidence-based screening tool such as the Columbia-
Suicide Severity Rating Scale (C-SSRS), Patient Health Questionnaire-2 (PHQ-2) or Patient Health
Questionnaire-9 (PHQ-9), or Suicidal Behaviors Questionnaire-Revised (SBQ-R). Also visit the Suicide

Prevention Resource Center to find a consensus guide for EDs and the ED Patient Safety Screener and
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ED Secondary Screener.1®

Reassess when changes occur in a patient’s clinical status at transfer and prior to discharge and when
psychosocial stressors occur such as worsening of physical health or receipt of a poor prognosis.11.15.17.18
Take immediate action to provide a safe environment by checking for and removing unsafe items brought
in by patients and visitors and in the environment.1>18

Develop a standardized process and checklist for conducting environmental safety checks and managing
belongings brought in by visitors, and educate staff on the process.

Assign a continuous one-on-one monitor in acute situations and when warranted based on further
evaluation by a mental health professional. Review its necessity regularly (e.g., every 12-24 hours).1518
Coordinate treatment recommendations among providers, with the patient’s permission.>

Educate staff on the importance of maintaining continuous observation and good communication between
providers, and developing a therapeutic alliance with the suicidal patient. Gaps in observation and others’
negative perceptions of patients’ behavior are potential risk factors for suicide in the hospital.'®

Educate the patient and family members on the warning signs of suicide and available resources (e.qg.,
National Suicide Prevention Lifeline, local crisis and peer support contacts). Direct them to remove
common means of suicide — medications, chemicals, guns — and to discontinue the use of alcohol and
illegal drugs.® Provide trigger locks for guns.

Establish a comprehensive network of behavioral health, primary care and community resources and
referrals to ensure continuity of care for individuals at risk for suicide.6:1°

For additional information, see the section of this tool kit on environmental safety for the suicidal patient

and education and the Vizient PSO paper, “An Analysis of Suicide-related Events.”

Agitation and aggression

Develop a comprehensive violence prevention program that is supported by leadership and includes®:

— A commitment to violence prevention and employee involvement in the prevention program.

— A culture that has zero tolerance for aggressive behavior.

— A workplace risk assessment to identify hazards, conditions, operations and situations that can lead
to violence and evaluate the effectiveness of existing security measures. The assessment should
include tracking and analyzing reports of violence, conducting staff surveys and evaluating workplace
security.

— Tools and practices designed in response to the findings of the workplace analysis, such as:
= Alarm systems, handheld alarms, portable phones or radios, personal communication badges
= Metal detectors, security cameras, safety-focused environmental design

= Computer and signage alerts for patients with a history of violence
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— Aformal violence prevention training program and program evaluation, which includes trauma-
informed principles?® and a proactive approach to prevention.

— Procedures for reporting and responding to episodes of violence, including debriefings and counseling
for employees involved in threatening and violent situations (e.g., employee assistance program).

— For additional information, see the Vizient summary of violence prevention strategies.

e Develop processes to proactively assess and address the causes of agitation and aggression such as

delirium, dementia, alcohol or drug withdrawal and neurological issues.?!

Delirium

e Recognize, prevent and manage delirium in hospital patients.
e Proactively identify patients at high risk for in-hospital delirium (e.g., Mini-Cog Screening Tool).
e Use a standardized tool to identify delirium (e.g., Confusion Assessment Method [CAM]?2 or Delirium

Symptom Interview) and the severity of delirium (e.g., Confusion Assessment Method-Severity).

¢ Identify and treat the underlying causes of delirium and provide supportive care.
e Implement multicomponent interventions to prevent delirium including?3-2:

— Promoting good quality of sleep at night and discouraging sleeping during the day.

— Minimizing environmental noise and providing good lighting and natural light.

— Ensuring adequate nutrition and hydration.

— Avoiding use of physical restraints.

— Ensuring that patients wear their eyeglasses or hearing aids.

— Encouraging early mobilization after surgery and increasing activity; using physical or occupational
therapy.

— Reorienting the patient to time, place and situation, and reducing psychological stress.

— Providing cognitive stimulation; using trained volunteers to talk about past and current events, assist
with eating, drinking and exercise, and facilitate activities such as playing cards.

— Educating family and friends to visit often and to reorient the patient as needed; bring in personal
items from home such as pictures, glasses, hearing aids and dentures; and encourage activity as
permitted. (Niche Need to Know for Patients and Families: Delirium)

— Administering medication based on the patient’s needs; avoiding use of drugs that can bring on
delirium such as benzodiazepines (unless for withdrawal) and anticholinergics; and avoiding

oversedation.

Substance use withdrawal

e |dentify and treat patients who are in drug or alcohol withdrawal early using evidence-based protocols to

prevent adverse outcomes and reduce patients’ agitation and the risk of aggression toward others.
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e Use a standardized alcohol withdrawal treatment protocol with symptom-triggered dosing (e.g., revised
Clinical Institute Withdrawal Assessment of Alcohol Scale [CIWA-Ar]) to improve management and
outcomes. The protocol should focus on the goals of reducing restraint use, transfers to intensive care,

and the incidence of delirium tremens.26

Environmental safety

¢ Identify environmental safety risks in nonpsychiatric hospital settings (e.g., medical inpatient units, ED,
intensive care unit) where patients with psychiatric conditions may receive care.?’
e Follow Centers for Medicare & Medicaid Services (CMS) guidelines for providing care in a safe setting.

— CMS memorandum summary: Clarification of ligature risk policy

— CMS manual system: A-0144, : Revisions to State Operations Manual (SOM) Appendix A: Survey
Protocol, Regulations and Interpretive Guidelines for Hospitals (Rev. 176, Issued: 12-29-17, Effective:
12-29-17, Implementation: 12-29-17); 8§482.13(c)(2)?’

— Vizient webinar recording: Behavioral Health: CMS Clarification of Ligature Risk

e Conduct an environmental risk assessment appropriate to the specific care environment and patient
population. The assessment may include items that pose risks of harm to self or others.

— Aligature risk (point) includes items or areas to which a cord, rope or other material for the purpose of
hanging or strangulation can be attached, such as shower rails, coat hooks, pipes and radiators,
bedsteads, window and door frames, ceiling fittings, handles, hinges and closures.

— Other safety risks include but are not limited to furniture or objects that can be easily moved or
thrown; sharp objects; plastic bags (e.g., garbage); medical tubing or cords (e.g., oxygen tubing, call
light cords), equipment used to check vital signs or administer intravenous fluids; glass (e.g.,
breakable windows); accessible light fixtures; non—tamper-proof screws; unattended medications or
chemicals; and areas with poor staff visibility.?”

— The items outlined in the checklist developed for Department of Veterans Affairs hospitals: VA
National Center for Patient Safety: Mental Health Environment of Care Checklist.?8

e Designate rooms in the ED and medical units that provide additional safety (e.qg., ligature-resistant
features; sharps, glass and medications made inaccessible). For patients who are at risk of harming
themselves or others, implement mitigation strategies for any ligature risks that cannot be permanently
corrected.

¢ Identify and protect patients at risk of intentionally harming themselves or others.?’

— Mitigate safety risks in the patient’s immediate environment.2®

— Develop an environmental assessment checklist and establish policies and procedures that define

who is responsible for completion of the checklist and when it should be completed (e.qg., in advance
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of the patient’s arrival if behavioral issues are known, shift-to-shift, and after visitors leave).

— Remove sharp objects or equipment that patients could use to harm themselves or others from the
room or area when they are not needed to provide medical care.?’

— Implement safety measures such as one-on-one monitoring with continuous visual observation or
video surveillance by trained staff, depending on the level of risk and medical equipment needs.?”

— Develop clearly defined policies and procedures with criteria for evaluating the need for continuous
visual observation by a one-on-one monitor, video surveillance or close observation based on the
patient’s risk. Ensure that all members of the treatment team are aware of their roles and
responsibilities.

o Develop policies and procedures for body and belonging inspections to prevent patients at risk of harming
themselves or others from bringing in potentially harmful items or illegal substances. Involve your legal
counsel in review of the policy and procedure.

e Check the patient’s body and belongings and secure any unsafe items, medications and illegal
substances.

e Develop policies and procedures to determine when staff should check items brought by visitors for
harmful, unauthorized or illegal items or substances before they enter a patient’s room and for securing
these items.

e Consider the use of lockers where visitors can self-check their own belongings.

e Consider using clear, tamper-evident bags to store patients’ belongings to reassure patients that their
belongings are being safely stored.

e Consider restricting food brought in from outside the hospital that is not commercially prepared and in a
sealed container to prevent the entry of illegal substances.

e Develop visual cues for patients at risk that are readily viewable by staff.

— ldentify readmitted patients who have a history of violence in the electronic medical record (e.g., by
displaying a banner in the record).
— Display signage near the patient’s room to alert staff entering the room to the risk.

e Structure the medical record to include readily accessible behavioral notes and plans of care that can be

easily viewed by the multidisciplinary care team and used in coordinating care with outpatient providers.

e Emergency department resource: Tips for Providing Safe Structure for Adult Behavioral Health Patients.2®
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Behavioral emergency response plan

o Develop a systemwide, coordinated approach to emergency management of behavioral issues in medical
settings to enhance patient care and promote workplace safety by minimizing violence.

e Collaborate with interdisciplinary stakeholders to develop a plan to leverage existing resources to manage
behavioral issues based on the organization’s needs.'®

e Consider developing a consultative resource or team with expertise in managing behavioral issues and
de-escalation. Behavioral emergency response teams (BERTs) — modeled after the rapid response team
that addresses medical deterioration — have been shown to reduce assaults and restraint use and
improve staff satisfaction, support, collaboration and education. The BERT includes multiple disciplines
and performs the following?21.30-33;
— Collaborates in a safety huddle with the primary care team and assesses the patient, situation and

level of threat.

— Recommends interventions and resources needed to maintain safety.
— Models effective communication and de-escalation techniques.
— Holds a debriefing with the primary team after a response and develops a treatment plan.
— Facilitates follow-up to evaluate the effectiveness of the treatment plan and modify it if indicated.
— Collects data in a standardized debrief format.

e Develop a process for ongoing evaluation of patients with behavioral issues and support of medical staff
such as®*:
— Rounding by a designated psychiatric liaison
— Rounding protocols for high-risk areas or patents that includes security
— Curbside consultations

e Engage families in providing patient support when warranted.

Education and training

e Develop an education and training program on the management of behavioral issues including mental
illness, substance use, suicide and violence for employees who interact with patients, including clinicians,
supervisors, support staff, one-on-one monitors and security personnel. In addition, educate auxiliary staff
such as receptionists and dietary, housekeeping, and maintenance staff on safety procedures. Involve
patient advisors in developing the program and educating staff and patients.

e Ensure that the appropriate level of education and training is provided based the employee’s role and
responsibilities in patient care as well as the level and type of patient risk in the employee’s specific care
area.?’

e Ensure that one-on-one monitors, who play a key role in ensuring patients’ safety, receive more extensive
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training. Consider creating a specific role and title with competencies that address education and training
on psychiatric management, de-escalation, environmental safety, personal protection and emergency
response.

e Provide in-service education and training at initial orientation and annually that includes®16:

— Review of related policies and procedures

— Employees’ roles and responsibilities in screening, assessing and intervening when behavioral issues

are identified, including evaluating and addressing environmental safety

— Risk factors for and early warning signs of behavioral problems

— How to speak to patients and families with respect and empathy in all interactions

— Nonconfrontational, nonviolent crisis intervention techniques for de-escalating violent situations or
dealing with hostile visitors (CPI'S Top 10 De-escalation Tips34)

— Personal safety strategies such as assessing the environment for safety, remaining vigilant and
having an exit strategy

— Standard emergency response action procedures including use of emergency devices and how and
when to call for an emergency response

— Safe use of restraints

— Procedures for reporting and self-care after an incident

e Certify your organizational trainers in a nonviolent crisis intervention program and identify unit champions.

e Incorporate additional learning modalities such as simulation training and conduct mock behavioral
emergency scenario training with bedside and ancillary staff.?!

e Promote a culture of safety and encourage reporting of incidents of aggression.

Business case for change

e Elicit leadership support for improving care for patients with comorbid medical and behavioral health
conditions and providing a safe environment for staff.
— Share data on workplace safety, injuries and adverse events with leaders and hospital boards.
— Use findings from the literature and member case studies to support the business case for change.

— Have staff and patients present their stories of behavioral issues via video or in person.

Measure processes and outcomes

Collect baseline and ongoing process data such as:
e Number of emergency response team activations and details about the incidents, including:
— Patient demographics and diagnosis

— Location and reason for activation
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— Factors contributing to the behavior
— Intervention and outcome
— Time spent dealing with the situation?1:33
e Compliance with policies and procedures governing one-on-one monitors and environmental safety.
e Percentage of staff who received training on managing behavioral issues and ensuring environmental
safety.

Collect baseline and ongoing data on outcome measures including:

e Patient assaults and homicide attempts on staff, other patients and visitors (frequency, type and level of
harm).2t

e Patient suicide attempts (frequency, type and level of harm).

e Rates of employee injuries (e.g., number of injuries per 100 full-time workers) resulting from patient
behavioral issues, and their associated costs (cost of injury, claims paid, and days away from work,
restricted or transferred).21.33

e Use of one-on-one monitors to manage behavioral issues.13

e Use of restraints to manage behavioral issues on medical units.20

e Length of stay.412-14

e 30-day readmission rates.1213

e Potential denied days.*?

e Delays in transfer of medical patients to inpatient psychiatry units due to unavailability of beds.1214

e Staff satisfaction with education and training.2

e Staff feedback on the impact of interventions, including*12:21.30;

Effectiveness of the intervention and recommendations for improvement

Level of comfort in caring for patients with behavioral issues
Job satisfaction

Safety culture

e Patient satisfaction

e Number of reports of workplace violence.

e Number of discharges against medical advice and elopements.

e Number of reports involving contraband

For more information, contact Tammy Williams or Ellen Flynn.

© 2018 Vizient PSO and Vizient Data Services, LLC. 15
Do not distribute outside of your institution without permission from Vizient.

Disclaimer: For informational purposes only and does not, itself, constitute medical advice. This does not replace careful medical judgments by
qualified medical personnel. There may be information that does not apply to or may be inappropriate for the medical situation.


mailto:tammy.williams@vizientinc.com
mailto:ellen.flynn@vizientinc.com

vizient.

References

1. Silverstone PH. Prevalence of psychiatric disorders in medical inpatients. J Nerv Ment Dis.
1996;184(1):43-51.

2. Hansen M, Fink P, Frydenberg M, Oxhgj M, Sgndergaard L, Munk-Jgrgensen P. Mental disorders among
internal medical inpatients: prevalence, detection, and treatment status. J Psychosom Res.
2001;50(4):199-204.

3. AHA Task Force on Behavioral Health. Behavioral Health Challenges in the General Hospital: Practical
Help for Hospital Leaders—Recommendations. American Hospital Association website.
https://www.aha.org/system/files/content/00-10/07bhtask-recommendations.pdf. Accessed April 8, 2018.

4. Sledge WH, Gueorguieva R, Desan P, Bozzo JE, Dorset J, Lee HB. Multidisciplinary proactive psychiatric
consultation service: impact on length of stay for medical inpatients. Psychother Psychosom.
2015;84(4):208-216.

5. Triplett P. Development and implementation of behavioral intervention team model at Johns Hopkins
Hospital: preliminary analysis of effectiveness [abstract]. J Psychosom Res. June 2017;97:173.

6. Tierney M. Improving nurses’ attitudes toward patients with substance use disorders. American Nurse
Today. 2016;11(11). https://www.americannursetoday.com/improving-nurses-attitudes-toward-patients-
substance-use-disorders. Accessed April 27, 2018.

7. Neville K, Roan N. Challenges in nursing practice: nurses’ perceptions in caring for hospitalized medical-
surgical patients with substance abuse/dependence. J Nurs Adm. 2014;44(6):339-346.

8. Preventing Workplace Violence: A Road Map for Healthcare Facilities. OSHA 3827. Occupational Safety
and Health Administration web site. https://www.osha.gov/Publications/OSHA3827.pdf. Published
December 2015. Accessed July 27, 2018.

9. Giandinoto JA, Edward KL. Challenges in acute care of people with co-morbid mental iliness. Br J Nurs.
2014;23(13):728-732. doi:10.12968/bjon.2014.23.13.728.

10. Suicide rates rising across the US [press release]. Atlanta, GA: Centers for Disease Control and
Prevention; June 7, 2018. https://www.cdc.gov/media/releases/2018/p0607-suicide-prevention.html.
Accessed July 10, 2018.

11. Ballard ED, Pao M, Henderson D, Lee LM, Bostwick JM, Rosenstein DL. Suicide in the medical setting. Jt
Comm J Qual Patient Saf. 2008;34(8):474-481.

12. Sledge WH, Bozzo J, White-McCullum BA, Lee H. The cost-benefit from the perspective of the hospital of
a proactive psychiatric consultation service on inpatient general medicine services. Health Econ Outcome
Res. 2016;2(4):122. doi:10.4172/2471-268x/1000122.

13. Lee H. Yale Behavioral Intervention Team (BIT) Model study: results from the two-year implementation of
a proactive cl psychiatric service at the Yale-New Haven Hospital [abstract]. J Psychosom Res.

© 2018 Vizient PSO and Vizient Data Services, LLC. 16

Do not distribute outside of your institution without permission from Vizient.

Disclaimer: For informational purposes only and does not, itself, constitute medical advice. This does not replace careful medical judgments by
qualified medical personnel. There may be information that does not apply to or may be inappropriate for the medical situation.


https://www.aha.org/system/files/content/00-10/07bhtask-recommendations.pdf
https://www.americannursetoday.com/improving-nurses-attitudes-toward-patients-substance-use-disorders
https://www.americannursetoday.com/improving-nurses-attitudes-toward-patients-substance-use-disorders
https://www.osha.gov/Publications/OSHA3827.pdf
https://doi.org/10.12968/bjon.2014.23.13.728
https://www.cdc.gov/media/releases/2018/p0607-suicide-prevention.html

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

vizient.

2017;97:157-158.

Desan PH, Zimbrean PC, Weinstein AJ, Bozzo JE, Sledge WH. Proactive psychiatric consultation
services reduce length of stay for admissions to an inpatient medical team. Psychosomatics.
2011;52(6):513-520.

Sentinel event alert: Detecting and treating suicide ideation in all settings. The Joint Commission website.
https://www.jointcommission.org/assets/1/18/SEA _56_Suicide.pdf. Published February 24, 2016.
Accessed May 14, 2018.

Vizient Patient Safety Organization. An Analysis of Suicide-Related Events. Vizient website.
https://www.vizientinc.com/-/media/Documents/SitecorePublishingDocuments/Secured/Solutions
/Clinical/SuicideManuscript.pdf?la=en. Published August 2014. Accessed May 14, 2018.

Inoue K, Kawanishi C, Otsuka K, et al. A large-scale survey of inpatient suicides: comparison between
medical and psychiatric settings. Psychiatry Res. April 2017;250:155-158.

Knoll IV J. Inpatient Suicide: Identifying Vulnerability in the Hospital Setting. Psychiatric Times [serial
online]. June 2013;30(6):10.

Office of the Surgeon General and National Action Alliance for Suicide Prevention. 2012 National
Strategy for Suicide Prevention: Goals and Objectives for Action. Washington, DC: US Department of
Health and Human Services; 2012. http://www.surgeongeneral.gov/library/reports/national-strategy-
suicide-prevention/full_report-rev.pdf. Accessed May 29, 2018.

Trauma-informed care. SAMHSA News. 2014;22(2).
https://www.samhsa.gov/samhsaNewsLetter/Volume_22_ Number_2/trauma_tip/index.html. Accessed
August 7, 2018.

Pestka EL, Hatteberg DA, Larson LA, Zwygart AM, Cox DL, Borgen EE Jr. Enhancing safety in behavioral
emergency situations. Medsurg Nurs. 2012;21(6):335-341.

Yale University School of Medicine. Confusion Assessment Method (CAM) Training Manual and Coding
Guide. Agency for Healthcare Research and Quality website.
https://innovations.ahrg.gov/qualitytools/confusion-assessment-method-cam-training-manual-and-coding-
guide. Published 1991. Updated September 8, 2008. Accessed May 29, 2018.

Nelson JM. Recognizing, preventing, and managing delirium in hospital patients. American Nurses
Today. 2010;5(11). https://www.americannursetoday.com/recognizing-preventing-and-managing-delirium-
in-hospital-patients. Accessed May 14, 2018.

Gorski S, Piotrowicz K, Rewiuk K, et al. Nonpharmacological interventions targeted at delirium risk
factors, delivered by trained volunteers (medical and psychology students), reduced need for
antipsychotic medications and the length of hospital stay in aged patients admitted to an acute internal
medicine ward: pilot study. Biomed Res Int. 2017;2017:1297164. do0i:10.1155/2017/1297164.

© 2018 Vizient PSO and Vizient Data Services, LLC. 17
Do not distribute outside of your institution without permission from Vizient.

Disclaimer: For informational purposes only and does not, itself, constitute medical advice. This does not replace careful medical judgments by
qualified medical personnel. There may be information that does not apply to or may be inappropriate for the medical situation.


https://www.jointcommission.org/assets/1/18/SEA_56_Suicide.pdf
https://www.vizientinc.com/-/media/Documents/SitecorePublishingDocuments/Secured/Solutions/Clinical/SuicideManuscript.pdf?la=en
https://www.vizientinc.com/-/media/Documents/SitecorePublishingDocuments/Secured/Solutions/Clinical/SuicideManuscript.pdf?la=en
http://www.surgeongeneral.gov/library/reports/national-strategy-suicide-prevention/full_report-rev.pdf
http://www.surgeongeneral.gov/library/reports/national-strategy-suicide-prevention/full_report-rev.pdf
https://www.samhsa.gov/samhsaNewsLetter/Volume_22_Number_2/trauma_tip/index.html
https://innovations.ahrq.gov/qualitytools/confusion-assessment-method-cam-training-manual-and-coding-guide
https://innovations.ahrq.gov/qualitytools/confusion-assessment-method-cam-training-manual-and-coding-guide
https://www.americannursetoday.com/recognizing-preventing-and-managing-delirium-in-hospital-patients/
https://www.americannursetoday.com/recognizing-preventing-and-managing-delirium-in-hospital-patients/
https://dx.doi.org/10.1155%2F2017%2F1297164

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

vizient.

Bateman C, Anderson K, Bird M, Hungerford C. Volunteers improving person-centred dementia and
delirium care in a rural Australian hospital. Rural Remote Health. 2016;16(2):3667.

Melson J, Kane M, Mooney R, Mcwilliams J, Horton T. Improving alcohol withdrawal outcomes in acute
care. Perm J. 2014;18(2):e141-e145.

Revisions to State Operations Manual (SOM) Appendix A: Survey protocol, regulations and interpretive
guidelines for hospitals. Pub 100-07. Centers for Medicare & Medicaid Services website.
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017Downloads/R176 SOMA.pdf.
Published December 29, 2017. Accessed May 21, 2018.

VA National Center for Patient Safety. Mental health environment of care checklist. U.S. Department of
Veterans Affairs website. https://www.patientsafety.va.gov/professionals/onthejob/mentalhealth.asp.
Updated November 17, 2017. Accessed May 21, 2018.

Tips for providing safe structure for adult behavioral health patients. Emergency Nurses Association
website. https://www.ena.org/docs/default-source/resource-library/practice-resources/infographics/tips-
for-providing-sage-structure-for-adult-behavioral-health-pts-in-the-ed.pdf?sfvrsn=6aefd9fa_6. Published
2016. Accessed May 29, 2018.

Zicko JM, Schroeder RA, Byers WS, Taylor AM, Spence DL. Behavioral emergency response team:
implementation improves patient safety, staff safety, and staff collaboration. Worldviews Evid Based Nurs.
2017;14(5):377-384.

Loucks J, Rutledge D, Hatch B, Morrison V. Rapid response team for behavioral emergencies. J Am
Psychiatr Nurses Assoc. 2010;16(2):93-100.

Wong AH, Wing L, Weiss B, Gang M. Coordinating a team response to behavioral emergencies in the
emergency department: a simulation-enhanced interprofessional curriculum. West J Emerg Med.
2015;16(6):859-865.

Noll C, Doyle K. Behavioral emergency response team: Implementing a performance improvement
strategy to address workplace violence. Presented at: American Psychiatric Nurses Association 28th
Annual Conference; October 24, 2014; Indianapolis, IN.
http://feo2.commpartners.com/users/apna_kc/downloads/3047-Noll-Color.pdf. Accessed May 29, 2018.
CPI’s Top 10 De-Escalation Tips. Milwaukee, WI: Crisis Prevention Institute, 2016. The Joint Commission
website. https://www.jointcommission.org/assets/1/6/CPI-s-Top-10-De-Escalation-Tips_revised-01-18-
17.pdf. Accessed July 31, 2018.

© 2018 Vizient PSO and Vizient Data Services, LLC. 18
Do not distribute outside of your institution without permission from Vizient.

Disclaimer: For informational purposes only and does not, itself, constitute medical advice. This does not replace careful medical judgments by
qualified medical personnel. There may be information that does not apply to or may be inappropriate for the medical situation.


https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017Downloads/R176SOMA.pdf
https://www.patientsafety.va.gov/professionals/onthejob/mentalhealth.asp
https://www.ena.org/docs/default-source/resource-library/practice-resources/infographics/tips-for-providing-sage-structure-for-adult-behavioral-health-pts-in-the-ed.pdf?sfvrsn=6aefd9fa_6
https://www.ena.org/docs/default-source/resource-library/practice-resources/infographics/tips-for-providing-sage-structure-for-adult-behavioral-health-pts-in-the-ed.pdf?sfvrsn=6aefd9fa_6
http://eo2.commpartners.com/users/apna_kc/downloads/3047-Noll-Color.pdf
https://www.jointcommission.org/assets/1/6/CPI-s-Top-10-De-Escalation-Tips_revised-01-18-17.pdf
https://www.jointcommission.org/assets/1/6/CPI-s-Top-10-De-Escalation-Tips_revised-01-18-17.pdf

Appendix A. Expert advisory team

vizient.

Vizient PSO gratefully acknowledges the experts who contributed to this work.

Lori Aavik, MA, RN, PMHNP-BC
Senior Director of Nursing
NYU Langone Health

Pauline Arnold, MSN, MSA, HACP
Executive Director, Quality
Southeast Health

Heidi Boehm, MSN, RN-BC
Quality Outcomes Coordinator
The University of Kansas Health System

Christine S. Buth, MHA, BSN, RN, NE-BC
Director of Nursing
Froedtert Hospital

Elizabeth Caine, MSHA, MBA
Administrator, Center for Psychiatric Medicine
University of Alabama at Birmingham Hospital

Liz Carlton, RN, MSN, CCRN-K, CPHQ, CPPS
Senior Director, Quality, Safety and Regulatory
Compliance

The University of Kansas Health System

Gary Colpaert
Vice President, Clinical and Support Services
Froedtert Hospital

Lisa Davis, BSN, MEd, RN-BC

Nurse Manager Psychiatric Nursing Consultation
Service

VCU Health

Thomas Heinrich, MD

Professor, Psychiatry, Behavioral Health and Sub-
specialty Clinics

Froedtert & the Medical College of Wisconsin
Community Physicians

Charles “Mike” Hodges, MA, CHSS
Director, Public Safety
Piedmont Athens Regional

Alison E. Lavery
Assistant Director of Risk Management
Einstein Healthcare Network

Maureen Lewis, MSN, PMHNP-BC
Lead Nurse Practitioner
Johns Hopkins Hospital

Julie Metzger, MSW, LCSW, ACM
Director, Case Management
Southeast Health

Joann Paul, RN, MSN
Vice President of Quality and Patient Safety
Saint Luke's Health System

Georgia (Gigi) Rosenblatt, MS, APRN, PMHCNS-BC

Nurse Clinician, Substance Abuse Services
VCU Health

William Sledge, MD

George D and Esther S Gross Professor of
Psychiatry

Yale University School of Medicine
Yale-New Haven Hospital

Samuel T. Stroupe, MD

Deputy Chief Director, Psychiatric Emergency
Services, and Consultation/Liaison, Psychiatry, of
the NYU Langone Hospital Brooklyn Psychiatry
Service

NYU Langone Health — Lutheran

© 2018 Vizient PSO and Vizient Data Services, LLC. 19
Do not distribute outside of your institution without permission from Vizient.

Disclaimer: For informational purposes only and does not, itself, constitute medical advice. This does not replace careful medical judgments by
qualified medical personnel. There may be information that does not apply to or may be inappropriate for the medical situation.



vizient.

Nancy R. Tommasini, MSN, RN, CNS Erwin Wang, MD, MHA

Psychiatric Clinical Nurse Specialist Clinical Lead for Brooklyn Campus, Value-Based

Behavioral Intervention Team Management

Yale-New Haven Hospital Clinical Instructor of Medicine, NYU School of
Medicine

Kristen Vogrin, BSN, RN, CPHQ Hospitalist, NYU Hospitalist Group

Quality Resource Analyst NYU Langone Health — Brooklyn

Saint Luke's Health System
Dianne Wheeling, MNE, RN-C
Professional Practice Leader, Cognitive Behavioral
Nursing
OHSU Health System

© 2018 Vizient PSO and Vizient Data Services, LLC. 20
Do not distribute outside of your institution without permission from Vizient.

Disclaimer: For informational purposes only and does not, itself, constitute medical advice. This does not replace careful medical judgments by
qualified medical personnel. There may be information that does not apply to or may be inappropriate for the medical situation.



