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Content Objectives

• Theoretical structures used to achieve cultural 
change in inpatient psychiatry.

• Public Health Model

• Trauma Informed Care

 Methods used to achieve lasting improvements 
in patient and staff safety.

 Ways to maintain the culture and assist with 
staff growth

 Importance of a System Change for a 
lasting change

 Process- not a flipped switch

 Seclusion/Restraint are a treatment failure

 A structure to assist staff in identifying 
interventions, communication and goals

 Join with patients/people  win-win   Platinum 
Rule

 Physical non-offensive moves are the least 
effective actions we do



Definition of Culture

 “the set of shared attitudes, values, goals and practices that characterizes an institution 
or organization”            Merriam-Webster

 Need to define the culture we wish to achieve

 What was the staffs’ vision

 Identify growth and changes needed to support the culture

 Educate 

 Humanize each other

There is 

nothing like a 

dream to 

create the 

future     Victor 

Hugo



6 Core Strategies for the reduction of 
seclusion and restraint          NASMHPD  2008

1. Leadership towards organizational change

2. Use of data to inform practice

3. Workforce development

4. Use of seclusion/restraint prevention tools

5. Consumer roles in inpatient settings

6. Debriefing techniques



What the Joint Commission Says

 Intimidating and disruptive behaviors can foster medical errors, 

contribute to poor patient satisfaction and to preventable adverse 

outcomes, increase the cost of care, and cause qualified clinicians, 

administrators and managers to seek new positions in more professional 

environments. 

 Safety and quality of patient care is dependent on teamwork, 

communication, and a collaborative work environment.

 To assure quality and to promote a culture of safety, health care 

organizations must address the problem of behaviors that threaten the 

performance of the health care team.

TJC, 2015

October 22, 
2019



The Culture
2005

 “Pt did not follow direction, unpredictable”

 “If you can’t control yourself, we will control 
you”



What is Crisis Prevention Management  (CPM)?

 Establish a patient-oriented (centered) model of delivering 
psychiatric care

 Results in an increase of patient and staff safety and satisfaction

 Goal: Enhanced milieu and staff training which will contribute to the 
reduction or elimination of seclusion and restraint



Crisis Prevention Management (CPM)

Vision

▪ Insure an environment of civility and safety

▪ A comprehensive approach to prevent and address aggression 

by patients and their visitors

▪ Develop team safety through communication and tools

▪ Recognition of the importance of trauma informed care and the 

effects we can have upon others



First Wave of Education was in focus groups
How to sell the concept

▪ The use of seclusion and restraint is a 
treatment failure

▪ Why?

WE need to do something different



We need to do something differently
10



Our Major Mistake

“WE have the sickest patients”
 “Crazy”

 “Dangerous”

 “Bulldog”

Focusing too much on reduction of seclusion/ restraint



How did we sell CPM to the staff?

 Part of our culture

 Evolution of thinking and practice

 Multiple level interventions

 Increase in interventions and skill

 Art of nursing

 Patient focused not rule based decisions

 Can we do better than a forensic hospital in 
Mississippi?

 We will create Safety for All



Step 1

 Focused staff groups for information and 
feedback

 Humanize the unit 

 Patient Safety Plan

 Eating Together 

 We needed to identify a theory base for 
interventions 



Personal Safety Plan



Primary Interventions
Programs targeted at the entire population 

to support and educate prior to a problem occurring

Universal 
Precautions

Identification 
of high risk 

patients

Huddles, 
Handoffs, 
Reports, 
Milieu 

Rounds

Patient 
Safety 

Rounding

Staff

Education 

Trauma

Informed

Care

Unit 
Structure

Comfort 

Needed Staff 

Actions
Staff visibility

Clear 
expectations  

Win – Win 
Join with the 

patient

Early support



Identification of High risk patients
Three Admitting Questions

Static / Historical 

While previously in the hospital have you hit or injured someone 
or been placed in seclusion or restraint?

Describe

In the past month, have you threatened or physically attacked 
anyone?

Describe

Have you had an experience you would define as traumatic that 
you think would be important for us to know about while caring 
for you?

Explain



A screen with a positive answer

Aggression assessment at time of admission

*Partner for prevention

*“How can we work together to prevent this from 
happening this time?”

“How can we tell if you are having a difficult time?”

“What helps?”



Secondary Interventions
Programs targeted at specific individuals, to assist with identified problems and prevent escalation 

Patient 
Focused 

Plan 

Resources:

Security, 
OT, PT. 

other RNs

Comfort/ 

Activity 
Cart 

All Staff 
Awareness

Triggers

Decrease 
stimulation

Constant 
Observation

Patient 
Safety Sheet

Medication 
Management



Tools
Patient Support Sheet – For observer and staff

 What symptoms does the person have?

Periods of anger, tried to hit staff when assisting w ADLs

 What do you need to do to help them?

Responds well to reassurance but don’t touch

Is a fall risk, ask if you can take his arm

“Stan take a deep breath and let it out”

Does well w family 

Keep a soft light on at night – R/O delirium

If he starts to stare or becomes angry let him know you are feeling unsafe

 When do you contact the staff

If he threatens you or becomes combative



Tertiary Interventions
provide for those affected

Safety 
Follow Up

Elevate to 
a critical 

level

Debrief

Identify 
Education 
and system 

needs

Perpetuate 
Cultural 
Change

Apology

Prevent 
future 

incidents 

Support Staff

Witnessing



Support Staff

 What do you do when a staff member has been threatened or 
harmed?

How do you find out?

 Do they continue to care for the patient?

 How does you unit support the person/s and staff?

 How does your institution support them?

 What feedback do they give you?



Witnessing 

 Elevate each incident to a critical 
level, rigorously examined and future 
events prevented for that individual 
and other.

 We do this for falls and hospital 
acquired infections 

 Created and perpetuated our cultural change

– Create a win - win situation

– Identified when there were other choices

– “When do you think things first got out of control?”

 Apology to the patient

 At first controversial 

 Not part of our legal documentation

 Outside review of practice

– Communication

– Sharing of knowledge

– Asking for assistance

Lewis, Taylor, Parks, 2009 Crisis Prevention Management: A program to reduce the use of 

seclusion and restraint in an inpatient mental health setting.  Issues in Mental Health 

Nursing



Education

 Educate everyone on the team!

 Safety

 Cultural change

 Develop a team

 Value all observations

 Trauma Informed Care is a corner stone of the program

 Continued education on a yearly bases to improve practice 



Educational Content

 Define the problem and identify the cultural 
expectations

 Why civility

 If it doesn’t bother you it doesn’t mean it is 
OK

 Public Health Model to conceptualize safe 
care

 Trauma Informed Care relate to changes in 
emotional response 

 Opportunity for attitudinal change

 Understanding of our brain response 

 Triggers

 Support our own staff

 Cycle of aggression

 Situational awareness 

 Crisis model and responses, ways to join with the 
person  – practice, practice, practice 

 Nothings has worked, now what?  Ways to maintain 
safety

 Non-offensive physical moves

 Your System : Identification, Plan, Teamwork, Self 
knowledge

 How  you integrate your knowledge into your unit  
culture

 Communication!

 Management of unique populations

 Delirium, Dementia, IDDD, Autism

 Sensory



Findings

Compared with patients with no S/R
Male

Histories of aggression before and during prior hospitalizations

Longer lengths of stay

Cognitively Impaired

Delirium 

 Involuntary

Compared to patients with a single episode
History of aggression outside and inside the hospital

Taylor, et.al. 2012 Characteristics of Patients with Histories of Multiple Seclusion and 
Restraint Events During a Single Psychiatric Hospitalization. American Psychiatric 
Nurses Association



Safety utilizing the System, hospital and unit
Making it part of your culture

1. Identification

2. Plan

3. Communication

4. Teamwork

5. Self knowledge

Don’t Profile!



Two different assessments

Static

 Fight/ Flight/ Freeze

 Past trauma 

 Past history of violence

 Cognitive vulnerabilities 

 IDD, Dementia

 Personality vulnerabilities

Dynamic – changeable factors

▪ Crisis – Unable to use usual coping 
strategies

▪ Many can be triggers

▪ Situation out of their control

▪ Being told “No”

▪ Pain

▪ Delirium / Withdrawal

▪ Intoxicated

▪ Bad New

▪ Family



1. Irritability   (can’t tolerate being around others)

2. Impulsivity

3. Unwillingness to follow directions

4. Sensitivity to perceived provocation

5. Easily angered when requests are denied

6. Negative attitudes

7. Verbal threats

DASA Score    Level of Risk   

0       Low

1 - 3 Moderate

4 + High



Plan

 How do you pass on what works?

 What are successful ways of approaching 
the person

 What does the person want?

▪ Behavioral Plan for the patient capacity and 
ability to discharge

▪ Unsafe behaviors

▪ Successful hospitalization

▪ Safety plan for the patient you can not 
discharge

▪ Create safety structure based on staff 
actions

▪ Unsafe behaviors

▪ Successful hospitalization



Communication
The most challenging aspect

Team Communication

 On a shift how do you have ongoing 
communication with your team?

 How do people know going into the room?

 Signage

 Do you include everyone when you 
develop a plan?

 Never want to hear “I saw that coming”

 Do you have a way for the 
multidisciplinary discuss?

System Communication

 Do you have a way to track all forms of 
aggression?

 Often only seclusion/ restraint

 How will I know if someone was 
aggressive in a prior hospitalization?

 Will I know the last behavior plan for the 
person?

 Will I know what helped them?



Teamwork!  
Our goal is to move the patient through their  

hospitalization safely 

 Who splits- the patient or the staff?

 Do you have a physician champion?

 How much training is completed with 
roles together?

 Who is on your team?

 Is the person who cleans part of your 
team?

 Is the patient/family part of you 
team?

 What are your “unwritten rules?”

 What do you do when a team              
member doesn’t follow the plan?

 How do you foster team resiliency? 
do you foster this as a team?

It takes a 

village




