


[bookmark: _GoBack]PURPOSE AND SCOPE:
To outline Markham Stouffville Hospital’s (MSH) expectations with regard to establishing and maintaining an early identification and communication system for patients at risk for violent behaviour. Alerting activities are not intended to stigmatize at-risk patients, and will be conducted in a manner that respects ethical principles and aligns with the organization’s honor to care.

To outline communication processes that will provide necessary information and preventive measures to staff regarding patients who present a history and/or risk of violent, aggressive or responsive behaviour in the workplace.

The scope of this document applies to all employees, professional staff, students, volunteers, contractors, and agents of MSH.

POLICY STATEMENT(S):
It is the policy of Markham Stouffville Hospital: 
· That violence in the workplace is unacceptable.  MSH is committed to providing a safe and respectful environment, and will implement measures and procedures to prevent, control and minimize the risk of violence. 
· To support the use of routine preventative practices (see Appendix C) for all patients, and enhanced preventative practices for at-risk patients. Enhanced preventative practices shall be individualized and patient centered, based on any risks identified, while ensuring the protection of workers.
· That when a patient has been identified as a moderate or high risk, they and/or their substitute decision makers (SDMs) will be provided with information regarding the Alert for Behavioural Care (ABC), when safe to do so, and will be provided with contact information for further resources should they request it.
· Each inpatient will be assessed using a standardized and validated violence risk screening tool (see Appendix A).  An individualized Alert for Behavioural Care plan will be developed for those patents assessed as being moderate or high risk for violence.



PROCEDURE:
	At any time

	Everyone within the scope of this policy
	1. For all patients;
a. Use routine preventative practices (see Appendix C)
2. For patients with purple armbands, signage on room door, or when visiting 1Wf;
a. Speak with assigned nurse/delegate prior to approaching patient to verify Alert for Behavioural Care Plan.
b. Continue with routine preventative practices and follow direction of nurse/delegate in approaching patient.
c. Seek assistance from staff/security at any time as needed.
3. Immediately alert security as needed when any patient is acting in a way that is threatening or potentially threatening to their safety, the safety of others, and/or hospital property; calling a Code White as needed.

	Assessing for violence risk and initiating an Alert for Behavioural Care (ABC) in the Emergency Department (ED)
· Screening questions on a patient’s first presentation to MSH will consider:
· Any known history of violence as reported by family/police/emergency services 
· Any previous permanent special indicator
· Does the patient  demonstrate any behaviour(s) suggesting increased risk of violence (refer to Violence screening tool for a list of example behaviours)

	Triage Nurse
	1. For all patients; 
a. Complete screening questions on triage assessment.
b. If any one of screening question is “Yes” alert primary nurse/FN in the ED to determine most appropriate care area and next steps.
c. If all screening questions are “No” no further action is required.

	Primary Nurse
	1. For all patients;
a. If low risk has been identified at triage, no other further action is required unless patient, at any time, demonstrates behaviours suggesting an increased risk for violence, or a violent incident occurs. 
2. For patients for whom a screening question has been answered “yes” at triage or who demonstrates behaviours suggesting an increased risk for violence, or a violent incident occurs; 
a. Use routine preventative practices and consider strategies in Appendix D (Care Planning document) to manage patient.
b. Complete a detailed Violence/Aggression Assessment Checklist (VAAC) screening.
c. If the patient is screened to be moderate or high risk, develop and document an Alert for Behavioural Care (ABC) Safety plan to include risk behaviours, contributing factors, and patient specific de-escalation techniques.
d. Discuss with patient/family members when appropriate, and apply poster on door as soon as possible, and purple armband when safe to do so.
e. Notify facilitating nurse (FN), Charge Nurse or Clinical Leader (CL)/ Clinical Coordinator (CC) and interprofessional care team of Alert for Behavioural Care and ensure the information has been placed in the patient Kardex.
f. Continue to assess and monitor patient’s status, and document observations or changes to care plan every 24hrs or as needed.
g. Poster on door and purple armband will remain on patient during their hospital stay.
h. Seek support as needed (e.g. security, colleagues, FN, CL, Charge Nurse, manager).
i. Ensure Alert for Behavioural Care Plan is communicated to interprofessional team, and during care transitions.
j. Notify Clinical Leader/ Charge Nurse or manager if patient meets criteria for permanent alert.

	
Facilitating Nurse,
Clinical Leader, Charge Nurse, Patient Care
Manager, or
Clinical Operations Manager
	1. For patients who are screened to be moderate or high risk;
a. If armband and poster has not been applied, apply purple armband (when safe to do so) and poster to door.  Ensure staff is aware of risk status and ABC plan.
b. Provide the ABC pamphlet to the patient or SDM when safe to do so.
c. Seek support as needed (e.g. security).
d. If factors exist that prevent disclosure during the same shift (e.g., imminent safety concerns, or a patient’s inability to comprehend materials), document the decision in the patient’s chart and report it to the oncoming Facilitating Nurse/Clinical Leader/Charge Nurse/Patient Care Manager/Clinical Operations Manager.
e. At discharge, with input from team, determine if patient meets criteria for a permanent alert that would be noted as a special indicator in the electronic health record. 

	Assessing for risk and initiating an ABC for all inpatients (see next section for Mental Health patients) on admission and after any violent incident)

	Primary/ Assigned Nurse
	1. Complete a detailed Violence/Aggression Assessment Checklist (VAAC) screening tool (Sections A and B) on all patients on admission. 
2. For patients screened to be at low risk, 
a. Continue routine preventative practices.
b. Continue regular care.
3. For patients screened to be moderate or high risk
a. Use routine preventative practices and consider strategies in Appendix D (Care Planning document) to manage patient.
b. Develop and document an Alert for Behavioural Care (ABC) Safety plan to include risk behaviours, contributing factors, and patient specific de-escalation techniques.
c. Discuss with patient/family members where appropriate and apply poster to door as soon as possible, and purple armband when safe to do so. Provide the ABC pamphlet to the patient or SDM when safe to do so.
d. Notify facilitating nurse (FN), Clinical Leader (CL), Charge Nurse, Patient Care Manager (PCM), and/or Clinical Operations Manager (COM) of Alert for Behavioural Care.
e. Ensure Alert for Behavioural Care Plan is communicated to interprofessional team, and during care transitions.
f. Seek support as needed (e.g. security, colleagues, FN, CL, Charge Nurse, manager).
g. Continue to assess and monitor patient’s status, and document observations or changes to care plan according to unit standards, and as needed.
h. Notify Clinical Leader/Charge Nurse or manager if patient meets criteria for permanent alert.

	
Facilitating Nurse,
Clinical Leader, Charge Nurse, Patient Care
Manager, or
Clinical Operations Manager
	1. For patients who are screened to be moderate or high risk
a. If armband and poster has not been applied, apply purple armband (when safe to do so) and poster to door.  Ensure staff is aware of risk status and ABC plan.
b. Provide the ABC pamphlet to the patient or SDM when safe to do so.
c. Seek support as needed (e.g. security).
d. If factors exist that prevent disclosure during the same shift (e.g., imminent safety concerns, or a patient’s inability to comprehend materials), document the decision in the patient’s chart and report it to the oncoming manager/clinical coordinator/clinical leads.
e. At discharge, with input from team, determine if patient meets criteria for a permanent alert. 

	
Assessing for risk and initiating an ABC for all Mental Health inpatients 
In a mental health setting, clinicians assess the risk of harm to self or others on a regular basis.  Screening and assessment tools such as the VAAC assist the clinician in identifying risk. These tools do not replace the clinical judgement of the clinician.

Consideration must be made that patients who are assessed to be moderate or high risk -  based on current behaviours, assessment using the VAAC and clinical judgment - should not be given off ward privileges or must be accompanied by a clinical staff to any tests/appointments

	Primary/ Assigned Nurse 
	1. Complete a detailed Violence/Aggression Assessment Checklist (VAAC) screening tool (Sections A and B) on all patients every day. 
2. For patients screened to be at low risk, 
a. Continue routine preventative practices
b. Continue regular care.
3. For patients who are screened to be moderate or high risk 
a. Use routine preventative practices and consider strategies in Appendix D (Care Planning document) to manage patient.
b. Develop and document an ABC Safety plan to include risk behaviours, contributing factors, and patient specific de-escalation techniques.
c. Discuss with patient/family members where appropriate. 
d. Notify Clinical Leader (CL)/ Charge Nurse of Alert for Behavioural Care.
e. Ensure Alert for Behavioural Care Plan is communicated to interprofessional team, and during care transitions.
f. Seek support as needed (e.g. security, colleagues, Clinical Leader, Charge Nurse, manager).
g. Continue to assess and monitor patient’s status, and document observations or changes to care plan as needed.
h. Notify Clinical Leader/Charge Nurse or manager if patient meets criteria for permanent alert. 

	Facilitating Nurse,
Clinical Leader, Charge Nurse, Patient Care
Manager, or
Clinical Operations Manager
	1. Ensure signage is placed at the staff entrance that advises staff to speak with nurse before entering any patient room
2. For patients who are screened to be moderate or high risk;
a. Ensure staff is aware of risk status and ABC plan
b. Seek support as needed (e.g. security).
c. At discharge, with input from team, determine if patient meets criteria for a permanent alert.

	
Permanent ABCs
Applying a Permanent Alert for Behavioural Care Special Indicator
· A Permanent Alert for Behavioural Care (ABC) Special Indicator may be placed on  a patient’s electronic health record when there is:
· A consistent high risk score on the assessment tool during hospital stay
· Any violent incident causing severe property/personal harm during hospital stay
· Reported/confirmed history of significant violence in the community
· Potential for violent behaviours associated with symptoms of chronic illness (e.g. dementia), mental illness, addiction, and/or developmental delay (e.g. autism) 
At discharge and if at any time during the hospital stay when criteria are met to assign a ABC Special Indicator, the following process is followed;

	Clinical Leader, Charge Nurse,  
Patient Care Manager or Clinical Operations Managers
	1. With input from the interprofessional team, determine if the patient meets criteria for a permanent alert.
2. If Interprofessional team agree that ABC be permanent, 
a. Arrange discussion of the need for a permanent ABC with the patient/SDM prior to discharge when possible and/or safe to do so.
b. Provide rationale for decision.
c. Inform patient/SDM of who to contact to appeal decision.
d. Document the permanent alert (apply special indicator) in the patient’s electronic medical record.

	Appeals, complaints management, reconsideration process
If a patient or their SDM wishes to appeal or challenge the ABC status the following process will be followed

	Patient/ SDM
	1. Contact Patient Relations to appeal decision to add permanent alert (special indicator).
2. Complete Appeals Request form (Appendix E) and submit to patient relations.
3. Attend first half of appeals hearing.
4. Contact Patient Relations if unhappy with decision of the Core Appeals Team.

	Patient Relations

	Upon inquiry by a patient/SDM regarding the appeals process:
1. Inform patient/SDM of appeals process.
2. Document discussion with patient/SDM in Patient Relations file.
3. If patient/SDM chooses to appeal, notify Patient Relations Admin Clerk.
4. Send patient the appeals request form for completion.
5. Notify the manager of the area where the appeal of a permanent alert (special indicator) was requested.
6. Notify the Core Appeals Team members of the request to appeal.  Core appeals team members include:
· Patient Relations
· Unit specific Social Worker
· Ethicist
· Unit specific Clinical Director
· Patient Safety Leader
· OHS/HR Representative
· Third Party Physician
7. Schedule a meeting within 30 days for an appeal hearing.
8. File documentation of appeals decision in patient’s Patient Relations file.
9. If patient requests to appeal decision made by Core Appeals Team, notify Senior Leadership Team and Risk.

	Patient Care Manager / 
Most Responsible Physician 
	1. Attend first half of appeals hearing.
2. Present objective data regarding rationale to assign a permanent alert.

	Core Appeals Team Members
	1. Attend appeals hearing.
2. Follow the IDEA Ethics Framework for Decision Making to determine if permanent alert will be removed.
a. All Core Appeals Team members present at appeal must be in agreement with decision.
b. If all team members are not in agreement, a second meeting of the Core Appeals Team members may be requested.
c. If all team members are not in agreement, the Core Appeals Team will notify Risk and Senior Leadership for support and assistance.
3. Document the discussion using the IDEA Ethics Framework.
4. Draft a letter to the patient/SDM outlining the decision and reasons.
5. Enter note in patient’s electronic medical record regarding appeal and decision.
6. If decision to remove permanent alert is made, remove permanent alert from patient’s electronic medical record.
7. Send all documentation to Patient Relations.

	Senior Leadership Team/ Risk
	1. Review case.
2. Follow the IDEA Ethics Framework for Decision Making to determine if permanent alert will be removed.
3. Document the discussion using the IDEA Ethics Framework.
4. Draft a letter to the patient/SDM outlining the decision.
5. Enter note in patient’s electronic medical record regarding appeal and decision.
6. If decision to remove permanent alert is made, remove permanent alert from patient’s electronic medical record.
7. Send all documentation to Patient Relations.



DEFINITION(S):
Alert for Behavioural Care (ABC): A visual and / or electronic alert used to: 
· inform staff of a risk of violent, aggressive or responsive behaviours 
· signal additional and individualized care-needs and preventive measures 
Alert for Behavioural Care Plan: A documented plan that details the care to be provided to prevent or control violent, aggressive or responsive behaviours. It is developed by a clinical healthcare worker or team in collaboration with (when possible) the patient and / or substitute decision-maker (SDM). 
Alerting: A standardized method to communicate safety concerns to workers
At-risk patient: A patient who poses a risk for violent, aggressive or responsive behaviours. At-risk patients will be identified as moderate or high risk.
Appeals, Complaints management/ Requesting for reconsideration process: In the context of an ABC, the complaints management/ reconsideration process is the act of addressing a patient’s and/or SDMs concern with an alert decision. The process involves: 
· Open communication and sharing of information 
· Explanations of alert policies and procedures 
· Decisions and rationales 
· Patients will be advised of the appeals process
Enhanced preventative practices: These are heightened measures used to prevent violent, aggressive or responsive behaviours in at-risk patients and protect staff based on care needs and risk assessment. 
Patient: For the purpose of this policy, a patient is any recipient of care. 
Responsive Behaviours: A protective means by which persons with dementia or other conditions may communicate an unmet need (e.g., pain, cold, hunger, constipation, boredom) or reaction to their environment (e.g., lighting, noise, invasion of space).
Routine Preventative Practices: Violence-prevention strategies such as active listening, awareness of personal space and empathy that are used with all patients to prevent violent, aggressive or responsive behaviours (See Appendix C). 
Special Indicator: An alert on the electronic medical record (Meditech) that is displayed on the patient’s electronic chart. Once applied, the special indicator will be displayed on every subsequent visit by the patient, unless removed.
Staff: Staff members can be: clinical healthcare workers, non-clinical healthcare workers, managers, administrative personnel, physicians, students, as well as any individual who has a working relationship with this MSH.   In this policy, the terms ‘worker’ and ‘staff’ are used interchangeably, and extend to volunteers of the MSH. 
Trigger: A circumstance or situation that may initiate, provoke or impact patient behaviour. Triggers may be physical, psychological or activity-related. 
Violent behaviour: Acts of violence such as but not limited to choking, punching, hitting, shoving, pushing, biting, spitting, shouting, swearing, verbal threats, groping, pinching, kicking, throwing objects, shaking fists, and threatening assault.  
Visitor: Any person who enters the workplace who is neither a patient nor a worker. 
Workplace violence: Under the OHSA, workplace violence means: 
a) the exercise of physical force by a person against a worker, in a workplace, that causes or could cause physical injury to the worker; 
b) an attempt to exercise physical force against a worker, in a workplace, that could cause physical injury to the worker; or, 
c) a statement or behaviour that it is reasonable for a worker to interpret as a threat to exercise physical force against the worker, in a workplace, that could cause physical injury to the worker.

REFERENCE(S):
Not Applicable.

RELATED DOCUMENTS:
Privacy of Personal Health Information 
Workplace Violence and Harassment Prevention
Code White – Violent Person 
Personal Safety Devices (PSD)

RESPONSIBILITY:
	Required Endorsements
	Sponsor
	Approval Authority

	Clinical Operations Committees – All services
Senior Leadership
Interprofessional Advisory Committee
Patient Relations
Risk Management
Joint Occupational Health and Safety Committees
	Professional Practice Leader
	Director, Interprofessional Practice and Education



 DOCUMENT HISTORY:
	Type
	Individual/Committee
	Date
	Outcome

	Draft
	Professional Practice Leader
	30/08/2018
	New Document; Approved

	Revise
	Professional Practice Leader; Joint Occupational  Health and Safety Committees
	04/03/2021
	Minor Revision; Obtain JOHSC endorsement; 



APPENDICES:
Appendix A: Violence/Aggression Assessment Checklist (VAAC)
Appendix B: Algorithm; Alert for Behavioural Care Process for Patients on Admission
Appendix C: Alert for Behavioural Care Routine Preventative Practices; SCAN
Appendix D: Care Planning Guide for Patients with Alert for Behavioural Care
Appendix E: Permanent Alert for Behavioural Care (ABC) Special Indicator Appeal Form 


Appendix A: Violence/Aggression Assessment Checklist (VAAC)
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Appendix B: Alert for Behavioural Care Process for Patients on Admission
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Appendix C: Alert for Behavioural Care Routine Preventative Practices; SCAN



Appendix D: Care Planning Guide for Patients with Alert for Behavioural Care
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APPENDIX E: Permanent Alert for Behavioural Care (ABC) Special Indicator Appeal Form
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Alert for Behavioural Care  

SCAN   for all Patients   S = Scan      Scan   the environment for potential risks and remove if possible       Scan   –   where is your exit?  Is there a clear path to leave?      Scan   –   what/who is around you?     C = Communicate       Communicate   your whereabouts with other staff      Communicate   to other staff any potential risks, known triggers, and identified  soothing/de - escalating strategies      Communicate   with the patient;   o   Introduce yourself, yo ur role and what you will be doing, how long it should  take …   o   Let them know if you need to approach or touch them, let the patient give  their permission before you enter their personal space   o   Provide options and information     A = Act to Alert        Be Alert   -   regularly observe and monitor for any change in affect or behaviour       Be Alert   to any change in disorientation, confusion, hallucinations, pain…      Alert   others  -   inform others of risks, triggers, soothing strategies especially at  transfer points      Alert   othe rs  -   Ensure staff communication devices are available and working e.g.  personal safety devices     N = Non - judgmental        Speak slowly and clearly in a calm,  non - judgmental   manner      Be aware of personal or cultural sensitivities      Discuss with the patient their  preferences around care      Talk to the patient and/or family about effective strategies that help if they become  upset      Provide quiet, safe spaces to offer patients who need low stimulation environments    
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SCAN for all Patients

S = Scan

· Scan the environment for potential risks and remove if possible 

· Scan – where is your exit?  Is there a clear path to leave?

· Scan – what/who is around you?



C = Communicate 

· Communicate your whereabouts with other staff

· Communicate to other staff any potential risks, known triggers, and identified soothing/de-escalating strategies

· Communicate with the patient;

· Introduce yourself, your role and what you will be doing, how long it should take …

· Let them know if you need to approach or touch them, let the patient give their permission before you enter their personal space

· Provide options and information



A = Act to Alert 

· Be Alert - regularly observe and monitor for any change in affect or behaviour 

· Be Alert to any change in disorientation, confusion, hallucinations, pain…

· Alert others - inform others of risks, triggers, soothing strategies especially at transfer points

· Alert others - Ensure staff communication devices are available and working e.g. personal safety devices



N = Non-judgmental 

· Speak slowly and clearly in a calm, non-judgmental manner

· Be aware of personal or cultural sensitivities

· Discuss with the patient their preferences around care

· Talk to the patient and/or family about effective strategies that help if they become upset

· Provide quiet, safe spaces to offer patients who need low stimulation environments



Alert for Behavioural Care
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Care Planning Guide for Patients with Alert for Behavioural Care

“This resource is intended to offer care planning strategies to prevent violence from occurring or to prevent violence when patients are at high risk or have a
known history of violence. While these care planning ideas are meant to be suggestions for the plan of care, they should be adopted based on patient need
and the judgement of the care team. These suggestions do not replace any care planning strategies that may be suggested by the patient or his/her family.

Care Strategies are offered in three categories:

High Risk Strategies — patients displaying indicators of aggression or who.
have a known history of agaressive behaviour o who are identified by a formal
sk assessment tool

Medium Risk Strategies — patients who are dispiaying some behaviours that
‘could escalate or whose individual circumstance automatically identiies them
‘a5 a medium isk or who are identified by a formal risk assessment tool

Routine Preventative Practices (.C.AN)  sirategies everyone should
‘adopt for safe care, even if a patient niall presents as low risk

As a general rule, interventions/Care Planning should:
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 Be trauma informed and patient centred (note: patients may have had traumatic experiences in previous hospit:
© Address known triggers that are reflected in the chart, or identified by the patient, friends or family members
 Contain details of any identified triggers ( e.g. scratches when there are loud noises) for staff to avoid

tions that you are unaware of).

* Include patient preferences around care and any cultural or personal sensitivities
* Involve the patient and the family and/or caregivers
*  Identify effective soothing/deescalating strategies from patient, team, family and/or caregivers.
All care planning strategies need to be evaluated for effectiveness and discussed regularly with the care team. Care planning is not a static process and it
changes as the patient’s presentation and level of acuity changes.
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Routine Preventat

e Practices (S.C.A.N.)

Routine Preventative Practices are best practices in safe patient care and should always be used when working with patients or family members. These are
safety strategies meant to keep staff and patients safe, even if someone initially presents as low risk. As health care providers know, patient presentation

and individual circumstances can change rapidly. These strategies are meant to ensure everyone is aware of safe practice no matter where they work or
who they are working with.

A simple way to remember these safety strategies is through the acronym S.CA.N.

S = Scan (apply safety strategies in relation to self, environment, others)
Scan the environment for potential risks and remove if possible — sharps, ligature risks, items that could be used as weapons
*  Communicate your whereabouts with other staff

«  Provide quiet, safe spaces to offer patients who need low stimulation environments
Ensure there are no barriers to egress, have a clear path to the door at all times
 Try to keep 360 degrees of space around you where possible
Ensure staff communication devices are available and working e.g. personal alarms, phone, alarm buttons
C = Communicate (use hospital-specific service recovery protocols such as AIDET® or AHEART)*
«  Communicate to other staff any potential risks, known triggers, and identified soothing/de-escalating strategies

Introduce yourself, your role and what you will be doing with the patient, how long it should take etc (AIDET, A-HEART )

AIDET® Patient Communication - Acknowledge, Introduce, Duration, Explanation, Thank You (source: www.studergroup_com/aidet)
A-HEART - Apologize, Hear, Empathize, Ask, Resolve, Thank (source: www:LMPartnership.com)
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*  Letthe patient know if you need to approach or touch them, let the patient give their permission before you enter their personal space
 Speak slowly and clearly in a calm, non-judgmental manner

 Beaware of personal or cultural sensitivities, language barriers

 Offer options and provide information
A= Act to Alert (follow standard protocols to inform others of risks, triggers, soothing strategies especially at transfer points)
 Regularly observe and monitor for any change in affect, behaviour or level of consciousness
 Bealert to any increases/changes in disorientation, confusion, hallucinations, pain
 Use visual identfiers f there is a concern about changes in behaviour or possible escalation

lon-judgmental (use approaches based on needs of patient and family)
 Speak slowly and clearly in a calm, non-judgmental manner

 Be aware of personal or cultural sensitivities

* Discuss with the patient their preferences around care

+  Talkto the patient and/or family, in a non-judgemental way, about effective strategies that help if they become upset
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Triage/Registration

Behaviours that indicate medium/elevated risk or the need | Possible interventions/care planning and de-escalation strategies for patients

for a formal screening or assessment at medium risk

»  Speaking disrespectfully, swearing, name-calling Routine Preventative Practices plus:
*  Belligerent actions

*  Rude gestures

Displaying impatience, pacing

 Consider whether patient may be hungry or thirsty, especially if they have
been waiting a long time — offer something to eat or

f available
 Consider cultural difference or language confusion — do you need an
interpreter?

id change in tone or volume of speech
« Displays of disproportional anger

*  Difficulty following direction
 Repetitive questions or verbal

 Askif there are any personal triggers for the patient such as crowds, loud

noises etc

jui sk family/caregiver to remain present, as possible
o Arguin
reuing o Check yourself — keep your voice low and calm when interacting with the

patient

* Let the person vent f they need to — do not argue
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Use simple and respectful language and state specifically and directly what
if they are confused or

You need the person to do. You may need to repeat
have memory issues.

If possible, move person away from high traffic/high stimulation areas to a
quiet, safe space

Assess if there are urgent medical needs requiring care

Is the person experiencing nicotine withdrawal? Offer NRT

Assess whether the person requires sensory aids such as hearing aid or glasses
Ask for help from other staff if you are not having success calming the patient

Before a formal risk assessment can take place, patients who automatically should be considered, at a minimum, medium risk include: patients escorted
by police/corrections; anyone suspected of drug/alcohol abuse or withdrawal, patients with dementia, patients with autism, anyone experiencing

hall

ns/delusions/mania

Always communicate concerns about risk and strategies that have been used during transfer of accountal

of the hospital

ity or when patient is moved to another area

Behaviours that indicate high/known risk or the need for a
formal screening or assessment

Possible interventions/care planning and de-escalation strat

patients at high risk

© Previous flag or alert of possible violence
* Flagrant rule violations (smoking indoors)

Entering restricted or staff only areas despite redirection
* Hitting walls, throwing objects

 Purposely damaging property or equipment
_Purposely inciting other patients

Routine Preventative Practices plus:

Move patient to quiet space away from high traffic/stimulating areas
Ask family/caregiver to remain present, as possible

Have security on stand-by or present in the area

Check yourself ~ keep your voice low and calm when interacting with the
patient
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© Inappropriate sexual behaviour
®  Ignoring staff direction

* Interfering with staff’s ability to do th
. Ma

g threats or attempts to intimidate

Be alert to changes in presentation, affect or behaviour

Use simple and respectful language and state specifically and directly what

You need the person to do.

Assess if there are urgent medical needs requiring care

Before a formal

assault whil

k assessment can take place, patients who automatically should be considered high ri
in ER or as an inpatient or property damage or legal/anecdotal history of assaultive behavior

include: patients with a known history of staff

Always communicate concerns about risk and strategies that have been used during transfer of accountability or when patient is moved to another area

of the hospital
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Admission and Inpatient Stay

Behaviours thaf

icate high/known risk or the need for a
formal assessment/re-assessment

terventions/care planning and de-escal
at medium risk

n strategies for patient

Medium risk indicators identified in triage or assessment
Risk assessment tool indicates a medium risk

Patient is uncooperative with tests, medications
Speaking disrespectfully, swearing, name-calling
Belligerent actions, rude gestures.

Displaying impatience, pacing

Rapid change in tone or volume of speech

Displays of disproportional anger

Difficulty following direction or identified rules

Repetiti

questions or verbalizing, arguing
Persistent exit seeking

Routine Preventative Practices plus:

Consider whether patient may be hungry or thirsty — offer something to eat or
drink

Consider cultural difference or language confusion  do you need an
interpreter?

Ask if there are any personal triggers for the patient such as crowds, loud
noises etc

Assess whether the behaviour may be related to grief or trauma and provide
appropriate supports.

Ask family/caregiver to remain present during assessment, as possible

Check yourself — keep your voice low and calm when interacting with the
patient

Let the person vent if they need to — do not argue
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+ Use simple and respectful language and state specifically and directly what you
need the person to do. You may need to repeat it if they are confused or have
memory

*  If possible, move person away from high traffic/high stimulation areas to a

ues.

quiet, safe space
o Assess if there are urgent medical needs requiring care
o Assess whether the person requires sensory aids such as hearing aid or glasses
nt

o Askfor help from other staff if you are not having success calming the p

*  Boredom may be a factor — consider using TV, music, shower, games, cards or
books as a distraction

*  Review medications to determine if something might be required/helpful at
‘this time

Patients who automatically should be considered, at a mi
drug/alcohol abuse or withdrawal, patients with dementia, patients with autism, anyone experiencing hallucinations/delusions/ma
involuntarily who insist on leaving

imum, medium risk include: patients escorted by police/corrections; anyone suspected of
nts in hospital

‘Always communicate concerns about risk and strategies that have been used during transfer of accountability or when patient is moved to another area
of the hospital
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urs that indicate high/known risk or the need fora | Possible interventions/care planning and de-escalation strategies for patients

formal assessment/re-assessment at high risk

© Previous flag or alert of possible violence Routine Preventative Practices plus:

*  Risk tool indicates a high risk of violence . ulating areas. Does the
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Flagrant rule violations (smoking indoors)

Entering restricted or staff only areas despite redirection
Hitting walls, throwing objects

Purposely damaging property o equipment

Purposely inciting other patients

Inappropriate sexual behavi

ur
Ignoring staff direction

Making threats or attempts to intimidate staff, patients,
itors

Application of force or attack directed at an
Blocking the path of a staff member or preventing them
from carrying out their duties
Forceful exit seeking

patient require a more secure area?

Ask family/caregiver to remain present, as possible and contribute to care

planning with known triggers and strategies that work

Have security on stand-by or present in the area

Check yourself — keep your voice low and calm wher

eracting with the
patient

Be alert to changes in presentation, affect or behaviour

Use simple and respectful language and state specifically and directly what you
need the person to do.

Help the patient develop a routine and communicate proactively if there will
be changes to the environment or routine e.g. tests, room change

Assess if there are urgent medical needs requiring care

Have a minimum of two staff members present when provi

g care
Review medications to determine if something might be required/helpful at
‘this time.

Assess and document what devices or implements the patient can have access
to e.g. phone, headphones, cutlery

Consider a behavior modification plan

Offer reassurance and safety

If Acting Out behavior has been identified on previous admissions, try to
problem solve ahead of time

Patients who automatically should be considered high risk include: patients with flag on their chart or a known history of staff assault while in ER
Jinpatient unit; patients who have committed property damage on hospital grounds; patients with a legal or anecdotal history of assaultive behaviour, or
patients exhibiting medium risk behaviour that is not able to be controlled or deescalated

‘Always communicate concerns about risk and strategies that have been introduced or discontinued during transfer of accountability or when patient is
moved to another area of the hospital.
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Outpatient/Community

Behaviours that indicate medium/elevated risk or the need
for a formal assessment/re-assessment

Possible interventions/care planning and de-escalation strategies

+History of medication non-compliance
+  Argumentative, loud

 Pthas missed appointments without notice

isruptive in the w

ing room or in group.
g disrespectfully, swearing, name-calling
serent actions, rude gestures

o Displaying impatience, pacing

 Rapid change in tone or volume of speech

« Displays of disproportional anger

«  Difficulty following direction or identi
* Rep

ive questions or verbal

Routine Preventative Practices plus:

Have two staff attend to the patient if safety is a concern
Consider cultural difference or language confusion — do you need an
interpreter?

Ask if there are any personal triggers for the patient such as crowds, loud
noises etc

Assess whether the behaviour may be related to grief or trauma and provide
appropriate supports

‘Ask family/caregiver to remain present during assessment, as possible

Check yourself — keep your voice low and calm when interacting with the
patient

Let the person vent if they need to — do not argue

Use simple and respectful language and state specifically and directly what you
need the person to do. You may need to repeat it if they are confused or have
memory issues.

If possible, move person away from high traffic/high stimulation areas to a
quiet, safe space

Assess if there are urgent medical needs requiring care

Assess whether the person requires sensory aids such as hearing aid or glasses
Assess me

ion compliance and a possible review of medications

Behaviours that indicate

h/known risk or the need fora
formal assessment/re-assessment

Possible interventions/care plan

g strategies for patients at high/known
risk

* Known history of aggressive behavior
_ Flagrant rule violations (smoking indoors)

Routine Preventative Practices plus:

Have two staff attend to the patient if safety is a concern. A police escort can
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Hitting walls, throwing objects
Purposely damaging property or equipment
Inappropriate sexual behaviour

Ignoring staff direction

Making threats or attempts to intimidate staff
Application of force or attack directed at an

also be requested.
Move patient to quiet space away from high traffic/stimulating areas.

«  Ask family/caregiver to remain present, as possible and contribute to care

planning with known triggers and strategies that work

« Check yourself ~ keep your voice low and calm when interacting with the
patient

 Bealert to changes in presentation, affect or behaviour

* Use simple and respectful language and state specifically and directly what you
need the person to do.

o Assessif there are urgent medical needs requiring care

*  Offer reassurance and safety

«  If Acting Out behavior has been identified on previous visits, try to problem
solve ahead of time

Administrative Considerations

s aknown Best Practice Tool have an updated Crisis Plan in place for all
clients (which includes both client and staff suggested responses when a

s).

*  Review clients flagged as “in
be done visually with cues on white boards and as part of team round
discussions)

person isin

is” and rank in terms of violence risk (this can

© I the program is part of an outpatient mental health department or settings
consider having the client come to the team/program office.
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References and Resources
AIDET® Patient Communication - Acknowledge, Introduce, Duration, Explanation, Thank You www.studergroup.com/aidet

A-HEART - Apologize, Hear, Empathize, Ask, Resolve, Thank (source: www.LMPartnership.com )

Safe Management Group Inc., 2016 Crisis Intervention Training Program: Health care, Oakville, ON www.safemanagement.org
Gentle Persuasive Approaches in Dementia Care, 3" ed., 2017 from: Advanced Gerontological Education, Hamilton, ON, https://ageinc.ca/about-goa-2

Point of care Staff Work Practice Assessment, Public Service Health and Safety Association

Triggers and Care Planning in Workplace Violence Prevention, Public Service Health and Safety Association pshsa.ca/workplace-violence

De-escalation Strategies https://www. n.org/assets/1/6/CPl-s-Top-10-De-Escalation-Tips_revised-01-18-17.pdf
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MARKFHAM STOUFFVILLE HOSPITAL
THIS FORM TO BE USED DURNG DOWNTIME 4 A LARGE iz ptint abe e *+*

Alert for Behavioural Care Violence/
Aggression Assessment Checkiist

Alert for Behavioural Care Fatisnt Name:

Section A
Uncooperative: OYes Oho.
Descriptors: JEasiy annoyed or angered, unable to tolerate the presence of others
CIWill not follow instructions

Verbal abuse:OYes Oho

Descriptors: ClVerbal attacks []Verbally neutral comments uttered in a snariing, aggressive manner
Oswearing  Clniminished cionity DlAbuse  DlRacia siurs Psychological abuse.
OName caling_ Qlinsutts I Provoked fear

History of Viclence: OYes ONo.
Descriptors: [JHistory of being physically aggressive towards a caregiver
[Witnessed [JReported, reported by:

Section B,
Hostie/Attacking Objects (a5 directed at an object and NOT an individual): OYes OMo
Dlovertly loud or noisy Ol icking O Smashing of fumiture  [1Slams doors
DIThe indiscriminate throwing of an object Dsanging

Dishouts out when takking L Smashing windows [l Head-banging

Threats (verbal oulbursU/deTinie tent Lo {midate another person):_OYes ONo

DOlRaising of amvieg Dlaggressive stance [ Making a fist
“AssautivelCombative (An application of force of attack directed at an indvidual:_OYes Oflo
Dlsnoving Llpusning  Ulkicking Llspiting Ll Use of a weapon or weapon of opporturity

OGropng DlFonding  Osting  Dlritting  DlPunching L1 Grabbing of clothing
Clsexual assault [ Kissing

Section C_ Benaviours directed towards: [Istaff_ [l Patient  ClVisitor LJFamily/Caregiver
Dlother: I

Level of Risk_No observed behaviour DlLow viokence risk

‘Answered one (1) Yes in Section A DModerate violence risk
‘Complete the following page.

‘Answered one (1) or more Yes n Section B Clrggn volence risk

R
Answered two (2) or more in Section A Complete the following page

Routine Preventative Practices

sean
Scan environment for potential risks and remove if possible.
Scan yoursel; how are you feeiing?

Communicate

Be aware of communication strategies: active listening, personal space and non-verbal behaviour.
Communicate with team at care transifions.

Awareness/Be Alert

Continue to monitor and remain dlert for any potential increase i risk

Non judgemental Approach
Use ffective therapeutic communication (e.g., maintain a calm, reassuring empathetic demeanor)

MALDOVAS (518) ACUCUAT 1)
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MARKFHAM STOUFFVILLE HOSPITAL
THIS FORM TO BE USED DURNG DOWNTIME 4 A LARGE iz ptint abe e *+*

Alert for Behavioural Care Violence/
Aggression Assessment checklist (VAAC) Pt Name:

‘Contributing Factors and Patient Specific De-escalation Techniques

Pnysica:  ClDefiium DIHunger Dlinfection ] Sensory/Communication impairment LlDementia,
Disubstance withdrawal CIPain ] New medication _Llintoxication
O Conditon causing aktered L1Other:

Peychological ClFear  [JUncertanty LIFesing neglectes L] Loss of control L1 Grief reaction
DParancid behaviowrs  [lBeing lectured [ Anxiety Clother.

Environmental- INase  DlPrivacy  ClPolce/Securty uniforms authority figures
Dl Small spacesiovercrowding LlLighting Ll Time of day.
Dlidentified signicant person (state in comment section)
DI Confined or involuntary detainment

I Gther
(Activiy: [IPersonal care ClBeing offered meds (] Past experience. [1Being touchedmoved
Cichanges in routine . Clother.

Possibi de-escalation techniques for patient
Doforawak [ Listentomusic CIWatchTv Clbraw DRead CITalk 1:1
Dlother.

Safety Plan - Alert for Behavioural Care

‘COMPLETE FOR MODERATE AND HIGH RISK

Placing an st (] Complste the Aletfor Behavioural Coe; Vioence/Aggression Assessment Checkist
2 per uni standard frequency
0 Communicate sk during care transitions [CJRoutine preventative practices (SCAN)
3 inform it rprofessional team and cinical leadership
03 Special indicator - M-ABC for permanent aletin Mesitech

48C ambang on patient: Clves ONo
Comments:

(Poster on door: LIves LiNo
Comments:

Thecapeiic Agproach. [lUse smple fespeiflanguage - [1Proude pten’ssencory ids
Engage with patient/SDM regarding risk level when safe 0 60 50 [Joffer choices
Dl Assess for cultural differences/language confusion

0] Use gentle persuasive approaches to care for patients with dementia
Comments:

Environment ] Environment scan, remove potential fsks if possible  LJRespect personal space

I FamilyCaregiver presence f appropriate DMove patient to quiet, safe space
Comments:

"ALSO COMPLETE FOR HIGH RISK

Actions: ] Alert security and request security assistance as needed
O Carry personal safety devices (PSD) as per policy.
I Minimum of two staff present when providing care where possibie
Comments:

ABOUARC 518) ACUCVAT 1)





