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1 Introduction

Regrettably, violence and aggression are not unusual in most mental health care
settings. Dealing with these incidents is a major challenge for clinicians, managers,
consumers, family or the consumer’s personal support person.

Fuller (2015) describes how individuals organise their daily life around their
perceptions of how safe the world is, their vulnerability and their self-worth. Physica \.‘Q
assault violates these assumptions, resulting in fundamental changes in the @
they perceive and interpret the world around them. \\2\
Lanctét & Guay (2014) looked at the literature regarding exposure to ,@;Qplace
violence, including sixty eight studies, and concluded that their review:&@

..demonstrates that there is a growing body of evidence sgkéestmg that the
outcomes of workplace violence are not only profound but mult/;&S
Violence has a significant impact on the victim, often with lasting or permanent
effects. Consequently, organisations carry liabilit struggle to balance
obligations to provide a safe environment for consu \s d staff while delivering

effective care (Lanctét & Guay, 2014). If protocols res are not in place to
proactively guide care before, during and aft nd aggressive incidents
occur, staff will inevitably feel isolated, unsu%’;&ed perhaps even fearful about
going to work. Inexorably, this results in le um care for potentially violent
or aggressive individuals, poor ex or other consumers, possibly
discouraging them from enga{@.m%q ent, and a demoralised workforce.

Mental health services | Qcor@der thls impacts on family members or the

personal support persd e victims of the consumer’s aggression or
violence, have to de th &ﬂe th or consequences and may have feelings of
responsibility. In a ay, are settings, other consumers may be unable to
escape and th foree} Q rable to violent or aggressive incidents and their

consequenc&@

There |s\wo a %ateéfodel to explain the emergence or escalation of violence or
ag e al health care setting. In addition to the consumer, features of
the envi ent ystem (Cooke & Wozniak, 2010) or staff may have an impact.
While t ocC normally on the consumer and to a lesser extent the environment,
the effects(of~emotional reactions by staff on the escalation of aggression is well
documented, but often not readily acknowledged (Haugvaldstad & Husum, 2016).
Sometimes, staff may regard the consumer as being difficult or disruptive if they
perceive them as reluctant to accept professional help or are displaying aggression
that staff believe is not a result of mental illness and can be controlled. Staff
perception of the aggressive incident can affect their resulting emotions (Drach-
Zahavy et al, 2012). This can have a negative impact on the interaction with the
consumer and may, in itself, be a contributing factor towards the aggression.



2 Scope

While this document is concerned with eliminating or reducing violent or aggressive
incidents using best practice and the most appropriate care, it does not address how
violent or aggressive incidents should be managed physically. Other guidelines and
protocols will be in place covering this topic and it may be relevant for them to make
reference to this document. Also, this document does not discuss suitable
medication or details of its application in the clinical care of violent or aggressive@

people. (%)
It is important to acknowledge the well-established link between suicidalitx and
violence and the significance of assessing suicide risk in any consu aking

homicidal threats (Moberg et al, 2014). Therefore, this document sh e read in
conjunction with the Clinical Care of People Who May Be Su:c:dal P

3 Values ‘Qq

The values underpinning this document are informed by t A Chief Psychiatrist’'s
Standards for Clinical Care (2015), which promote careJ\

Person centred

Trauma informed (0' 6

Culturally competent Qo)
O

Developmentally approprlg\{lx

3.1 Recovery-orien@ ,\93

Recovery-oriented pr port eople in taking responsibility for their own

recovery and weII ; @ their life goals. In any setting, when clinicians

. b&
R - d
ecovery-oriente s\@’& Qq/

are recognising person who may become violent or aggressive,
recovery orient haring responsibility for safety to the greatest extent
possible, cr | iles for the person to regain their self-control and
supportrng@ |r or@to pursue their life goals.

3. Zé%rs@ c@‘&red care

Person%ntr are is based on the principles of personhood, individualised care
and empoweésment. In providing clinical care to people who may become violent or
aggressive, 1t is necessary to consider the whole person within his / her social
context, recognising their unique needs, experiences, values and preferences and
supporting self-determination in decision making.

3.3 Trauma informed care

Many people who access mental health services have experienced trauma in their
lives. Trauma-informed approaches to care assist in creating physical, psychological
and emotional safety for individuals who may become violent or aggressive and
should also include awareness of the emotional and physical safety of family, staff
and other consumers around the person. Using least restrictive practice is one
obvious way by which treatment can be delivered in keeping with this care approach.
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The clinician should be aware of the significant gender differences in the way that
trauma is normally experienced and in the resultant symptoms and responses. While
trauma can result from many situations including while receiving health care, for
early life experiences, men more often respond by using destructive behaviours
whereas women frequently retreat, experience depression and commonly display
classic post traumatic distress symptoms. Males tend to use addictive behaviours to
distance themselves from relationships; on the other hand, females attempt to use
these behaviours to maintain relationships and fill a void by ‘self-medicating’ the pam&{,Q

of abuse. \2\0
3.4 Culturally competent care \

Cultural competence enables clinicians to provide care in cross-cult tuatlons
including with Aboriginal people, those from culturally and linguistigally diverse
backgrounds and people from the lesbian, gay, bisexual, transg r and intersex

communities. An awareness of the cultural values and belief out health and
illness that are held by an individual and their families is an Q@'\ant consideration
in the way that care is provided.

N
,00
3.5 Developmentally appropriate careQ\

The best interest of the child is a primary c%}\ie jon, and developmentally
appropriate care is necessary. This applies jgNparti r to those circumstances
where children under the age of eighteen a r in adult environments, such
as Emergency Departments (EDs) and a ﬁ/ war

4 Obijectives (OSQ’

This document provide d’&c r%n be'§¢t practice for WA Health Service Providers
and thereby aims to | care of consumers who may potentially be

violent or aggre33|$~ \Q* 0\\

|n 'dg@ about how clinical care may assist in the reduction,
a reater awareness of the likelihood of violent and
s by mental health consumers against staff and other
family and their personal support person.

\) reliance on medication to manage incidents and reduce the use
6 of ictive practices.

C)O

m

g



5 Assessment and risk
5.1 Assessment

The most effective strategies to prevent or reduce violence or aggression are
founded on a comprehensive evaluation of the person, which can only be achieved
by a full psycho-social assessment encompassing historic, cultural and current social
and psychiatric factors. The person’s current mental state, history of aggression o@
violence, history of abuse and self-harm, developmental history, triggers apn®
previous response to treatment are all necessary components to enable a psyc}%ét
diagnosis and formulation. Any history concerning relevant medical or nic
issues (for example trauma, drug interaction, sepsis or stroke in the elder, hould
be investigated and eliminated, especially if the person’s behaviour h n out of
character. A physical and / or neurological examination should be co{&
relevant and an appropriate specialist should be consulted. S\O

The clinician should demonstrate genuine empathy and try .t derstand as much
as possible about the individual as a person, not just as a sumer, and consider
how they (the clinician) would feel or react if they were, e person’s place. This
has to be a dynamic process of collaboration wit nsumer and family or

personal support person which acknowledges p @ enf e taking any advance
m@w

cted where

directives into account when they exist. The cli d gain an understanding
of the usual context of violence or aggressi the dual, which includes their
input about their feelings and behaviours I% a aggressively or violently. It is
important to try to ascertain early in th at the consumer actually wants
and expects and to also be aware of e\(g/ , family or legal difficulties. Medical
issues, especially pain and QB@ 5@ % addressed promptly.

Seeking the consumer%ﬁplnl \at risk exists and what may reduce it can
be of value as a w consumer in their own care, as a means to
discover their und@O S|tuat|on and also to encourage them to consider
precursors and gressmn or violence.

Enco or)r Eb%’nt Qassess their own risk and protective factors, for example
by uctured interview, gives them the opportunity to share their
$‘) pe ct n the presence of each domain. This enhances client insight
to tRelimpoxtance of specific factors, but often also brings forth previously
uriaf uso issues and opportunities. (de Vries Robbé & Willis, 2017).

5.2 RiskC)

In providing care where there is risk of violence or aggression, inevitably there has to
be a balance between the safety of the family, personal support person, mental
health staff and other consumers, and the treatment and freedom of the individual
receiving care. While safety is the primary consideration, it is important that care is
provided using least restrictive practice. An overestimation of risk may result in
unnecessary constraints on the consumer and costly interventions (Miller, 2006).

A report, Rethinking Risk to Others in Mental Health Services (2008), produced by a
scoping group set up by the Royal College of Psychiatrists, noted as a key finding
that a culture preoccupied with risk to others had emerged in the UK and that:



This concern with risk, instead of stimulating better and safer practice, appears
to have had a negative impact on mental health professionals, professional
practice, service users and the public.

The public and policy-makers have an expectation that accurate assessment of the

risk for violence or aggression in mental health consumers should be a core skill for
mental health professionals. However, all risk tools currently available have their
shortcomings and the clinician should be wary of those that are simply a list of tick ®
boxes. Some tools are intended to guide assessment rather than just provide a lis
factors. For example, the HCR-20 v3 (Historical Clinical Risk Management

items) attempts to improve on simple, scored risk factor checklists for violencgyand is
designed to be used as part of a structured professional judgement p@ss i.e.
combining the evidence base for certain risks with the an asses t of the
individual. The HCR-20 is used by experienced professionals, normﬁn forensic
settings, and provides a combination of dynamic and historical ri%@ctors. The final
risk judgement based on expert decision making which includ context of past
events, leading to a consideration of what measures couI rove safety in the
future.

Some factors affecting risk will be long term and unl@}y change whereas others
will be more fluid and variable. There should be tiation between static,
immutable factors (e.g. gender, history of \4@7 d dynamic factors (e.g.
treatment compliance, psychosocial stress ich y be modifiable. Because
some aspect of the risk will normally be v sb greater or lesser degree, risk
assessment should therefore be a routr\{z/ process. Risk assessment is an
evaluation of danger or threat in, the ituation and not a predictor of future
events. Assessment shoutﬁé‘se&o Ve tog e individual and should not result in
unnecessary restriction er g@ exists and should be performed in

accordance with the ief{Psyc tr/sts Standards for Clinical Care; Risk
Assessment and Ma h|® sychiatrist, 2015).

Ie

The Emergencysfep @ﬁ& setting where staff frequently witness violent and
aggressive in regularly required to assess risk. While this can be
difficult in Sy iIro t, it is essential that an objective view is maintained so
that the\asse ent as accurate and meaningful as possible. A review of
rest ice nducted by New South Wales Health (2017) found that the
cult \gn s was ‘overtly stigmatising and discriminatory towards mental
health and that:

.. frequently repeated assertions that mental health consumers are dangerous
until proven otherwise result in a lowering of the threshold for the use of most-
restrictive rather than least-restrictive options.

Risk assessment tools should be treated with caution and should only be one
element of a full assessment, particularly those tools that require the grading of risk
at one of a number of risk levels, which can often be meaningless when taken to be
a predictor of future behaviour (Sigh et al, 2014). Many tools may best serve as an
aide memoire for issues that should be considered as part of structured clinical
judgement, but they should never be used in isolation to arrive at a simple risk rating
that determines the course of action. However, these tools can be of use in
determining that some level of risk exists and have value as part of a thorough
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clinical assessment. Once risk has been recognised, the emphasis should not be on
the attempted prediction of how and when violence or aggression will occur, but
rather what can be done to effect its reduction or prevention.

Further to predictive accuracy, there are fundamental problems about the global use
of risk assessment tools. For example, Shepherd (2016) has raised questions about
the cross-cultural applicability, and hence validity, of some violence risk instruments
for Indigenous Australians in forensic mental health decision making. While there&{,Q
have been some recent improvements in this area, further development of th
tools is required.
AN

5.3 Recognising potential factors for violence or {\\'{b
aggression @Q’

Very few mental health consumers exhibit violence or aggressiQ\ nd there is no
single clinical picture associated with their occurrence. Symptﬁi of mental illness
are dynamic in nature and fluctuate. Therefore, when investigatng the association
between mental illness and any violent behaviour it is imp t to establish whether
a person was symptomatic when the violent incident Ckk red and the type, nature
and influence of the symptoms. Cognitive issued/like ympaired judgement or
reasoning ability, lack of insight, a reduced thres f ression, impulsivity or
unusual affective responses may exist as stablq\@: f e considered which may
occur independent of symptomatic chara;?l@ T%e can sometimes be an
unquestioning assumption about a link betwe m%t illness and violence (Langan,

2010). D
@0 \\(L Q
From a statistical perspe@ thg\ s@hrg{ctor of violence or aggression is a
QQ

history of the same; how, , c&Qpin | or environmental factors may have an

enormous influence. It 'sRdulgBe stressed that the importance of those factors are

based on statistical ;@abi nd @erefore, by definition, will not apply in all cases.

It is essential to ¢ \e§§ny, ntial factors with regard to the person’s physical
r

and social con as e be modifiable, which consequently may affect the
impact a pazk aré} ave.

©) S
5.3.1 deouiﬁntaéiness

o%gsy is ﬁ is a statistically significant factor in the likelihood of violence,

| Ia@vhere there are issues of threat or control.

e F&r pe@le experiencing paranoid psychosis, violent acts are more likely to be
well@nned.

e The presence of hallucinations alone does not increase the risk unless they
evoke negative emotions. Command hallucinations are more likely to be
obeyed if they are delusion related, associated with familiar voices or suggest
personal superiority, potential benefit or self-worth.

e The more systematised the delusion, the more focussed on the target, the
more likely violence will occur.

e Delusions related to threat or control (imagined persecution or manipulation)

present a risk and the combination of delusion and fear presents a high risk
for violence (Coid et al, 2016).



e For schizophrenia, positive symptoms are associated with a greater risk for
violence. High negative symptoms, when present on their own, are associated
with a reduced risk.

e For mood disorders, psychotic (positive) symptoms increase the risk for
violence.

e People experiencing mania tend to be more assaultive when limits are
imposed, for example restricting their movement, but they generally commit ‘Q
less serious acts of violence. (b\

5.3.2 Substance abuse \2\0

Many commentators have highlighted the dramatic increase in risk for via{'@lce or
aggression when there are issues of alcohol or drug abuse, which can lo impulse

control. In addition, the presence of substance abuse problems vertake a
history of previous violence as the best indicator of future violences.\O\

Consumers suffering major mental illness who abuse alc are more likely to
commit violence; for substance abuse the likelihood in ses significantly
(Alinutt et al, 2013). (\

When substance abuse occurs in combination with rs ﬁhly disorder the risk for

violence can be elevated. People with bagr sonality disorder may

demonstrate risky and impulsive behaviour, i |t -directed aggression as a

strategy to regulate intense negative feellng% r, shame or guilt) and display

reactive aggression when they feel threa }T/bed p gﬁo ed or rejected.

Alcohol and many drugs hav&@dls%'\bltln (é\ect and increase the probability that
the person may act ent pulses stimulants like cocaine or
methamphetamine arz @ ass'bmated with disinhibition, grandiosity and

paranoia and contribu behaviour.

Despite the inc a2~n %% presentations where both mental health and
substance ab m present, often there is a disassociation between the
two as far a® nté ning and delivery are concerned. There is a case for
improve %ini an pervision to enable mental health clinicians to better
und@nd e e closely involved with the treatment and management of
sub ce

oblems as they relate to mental health issues. Normally,
clinicial-(?)\ %@\ely deal with consumers having this comorbidity and they should
therefor: mpetent to provide appropriate care without over reliance on
specialist chiafcians within their service.

5.3.3 Childhood experience

Several researchers have reported a strong association between childhood
maltreatment and later violence and victimisation in adulthood for those people who
display violence or aggression.



e Childhood antecedents of adult violence are often suffering parental brutality,
fire-setting and animal cruelty.

It is now well established that people with mental disorders are more likely to
have been victims of violence and abuse (and / or to have witnessed it as
children) than the general population, and that they continue to be at
increased risk of being a victim of violence. (Khalifeh et al, 2015).

e The greater the number of different types of early maltreatment the (&
extensive the violence in adulthood for violent individuals (Coid et al, 20%}

5.3.4 Self-harm (\

Self-harm has been linked to an increased risk for violence. Sahlin et %gﬁducted a
study which demonstrated a link between self-harm and an mcreased\rl k for violent
offences for both sexes: 5\

DSH [deliberate self-harm] could be viewed as an eatfirbehavioural marker
of difficulties with emotional and behavioural regulgtdn that, independently
of co-occurring psychiatric disorders, may incty the risk of committing
violent crimes (Sahlin et al, 2017). * (1/

Q

e Threats are more likely to be carn;doea @,?e are made to someone who is

5.3.5 General considerations %\Q’

known, are made face-to-face ed late in a controversy rather
than in the initial heat confrQ %

e Either anger or fear&\ % ce and may manifest in behavioural
and phyS|oIog|caI @ ch eristic to the individual:

.. the behay, @ m @% more persistent personal traits such as
threatenin creased motor activity are better predictors of

assau& glag b

. Th@(\clu@ c'gpersonallty traits associated with violence includes:
Mul rance of frustration or criticism, commitment of repetitive
wl (e g. driving recklessly); self-centeredness and projection of

thers

5.3.6 Systemlc issues

There may be issues around the care delivery system that contribute to the
consumer’s frustration and hence the likelihood of aggression or violence. For
example, hospital admission and discharge procedures that are not consumer
centric, long bed waiting times and lack of service provision or capacity would all fall
into this category.

Mental health services must regularly review service configuration and provision to
determine if they contribute to the risk of consumers becoming violent or aggressive
and, if so, develop and monitor strategies to maximise safety.



6 Planning care

As part of the care planning process, three important questions should be
addressed:

e What is it that needs to be known about the person?
e What does the person want to happen? Q
e To what extent are the person’s problems solvable at this time? é\'

Known violent or aggressive consumers should have a management plan i Tsea\ce
that identifies triggers that may initiate these behaviours together wit itable
prevention and de-escalation strategies and the consumer’s responsibitéh\és. The
plan should be shared (and updated) in a timely way with other ments or
agencies where the consumer is likely to present. <

O

In addition to things that may trigger violence or aggression th ay be protective
factors that diminish the likelihood that they will occur. @‘e e should also be
considered both in assessing risk and also for inclusion g personal safety plan
(see below) to guide the consumer, family and clinjgi&)in the future. This plan,
focusing on the ability of the individual to positively {{oteci\and maintain their own
safety, is a preferred approach to the more traditio cagbg?n, which usually details
risk, often with no practical strategy to avmd\@ Id?/ comorbidity exists there
should be an integrated plan. 6

o
Miller (2006) advocates the early expl?\g‘?‘ sible protective factors as a non-
threatening and engaging hi ads to the client opening up and
provides more |nformat|on nslve assessment than in traditional risk-

oriented assessments a fdﬁe sic perspective, Rennie & Dolan (2010)
maintain that: 5

R
Recognition o?b o@e.f rs should be an essential part of risk
managem an n e ons to reduce reoffending.

(\ 6
6.1 %\Fét&’ ag@\g

In prannin t for suicidal people, Jobes (2016) talks about the value of
plannin person will do to keep safe, rather than addressing what they
should not |milarly, in planning to avoid violence or aggression, there should be

a focus on What positively needs to happen to maintain safety. Where comorbidity
exists there should be an integrated plan.

Safety plans support recovery and self-determination and should be developed
collaboratively with the consumer, their family or personal support person. The safety
plan does not have to be a stand-alone document but can be incorporated as part of
the treatment, support and discharge plan outlined in the Mental Health Act 2014 or
as part of a crisis plan in PSOLIS; however, it must be clearly identifiable.
Meaningless plans that are vague or unrealistic or are constructed building block
fashion from generic paragraphs do not serve any purpose.



The safety plan should be revised and updated at points of significant transitions in
care or change / deterioration in clinical state as these represent times of potential
increased risk, and it should be re-visited as part of any post-incident review. The
consumer, their family and personal support person should be invited to participate
in formal, multidisciplinary meetings to develop and review the safety plan.
Opportunities should be provided for them to meet, either separately or together,

with key clinicians prior to and after the meetings.

The safety plan should:

&
Q}

recognise the individuality of risk by identifying specific triggers and
circumstances that may compromise safety, allowing the safety pl

used proactively and in a preventative way to avert escalation ta\&gression
or violence. @

describe how responsibility for safety will be shared by speb@ng agreed
actions and roles for the consumer, their family, person pport person and
clinician in implementing the safety plan. \

formulate strategies to reduce risk and enhance s which also:

| | N0 i farni |
e take into account the views of the consunQrgn%mr family and their
t

personal support person in identifying v@\ch entions are likely to
work

e link strategies to the consumer sﬁ‘aﬂ and their recovery / life goals
e explore distractions that the ¢ eé |dent|f|ed to reduce the
likelihood of violence or ax

e enhance the consuger keep himself / herself safe
e empower pare ﬁi@an afeguard the child / adolescent by

being actlve |0Qa safety plan.
identify th ns tosbe tak when and by whom in the event of a crisis.
|dent|fy u%: heir family, personal support person and the
|II r (@onitor the person’s safety.

on% ities of the clinician for follow up.
regular reviews of the safety plan at times where it is

cheédu @me
Qidenti th fety arrangements may need to be reviewed and at times
% th@Qre %Qb nised to be periods of heightened risk.

Risk can @?be completely eliminated and positive risk management, which
recognises &l decisions carry some element of risk, should be integral to the process
of safety planning. This approach, which builds on the consumer’s strengths and
enhances their recovery, is based on a trusting therapeutic relationship and uses
least restrictive practice. It involves:

working alongside the consumer and their family and personal support
person, weighing up the potential benefits and harms of possible actions,
being willing to take a decision that involves an element of risk where the
potential benefits outweigh the risks, and

communicating this decision, together with the rationale, to all involved.

10



While shared responsibility for safety is a principle that underpins the response to
people who may be at risk of becoming violent or aggressive, there will be situations
where the consumer lacks the decisional capacity to assess the implications of their
actions. In these circumstances, a clinician has a clear duty of care to intervene in
the best interests of the individual to support their safety and that of others. Reduced
capability for, or outright rejection of, engagement in care should be regarded as a
risk factor in its own right, prompting further exploration of strategies to maintain

fety. N
safety (&

When agreement regarding decisions in the safety plan cannot be reache %1
consumers, their families and personal support person, their views a@w be
acknowledged, decisions discussed with them and continued efforts ma assist
the individual’s responsibility for their own safety and the safety o ers. The
differing views and reasons for decisions are to be documented in the%cal record.

The content of the safety plan is to be shared with the consu se* their family and
their personal support person. If any aspect is not to be co icated, the reason
for this decision is to be documented in the clinical file. @discharge, the safety
plan, or the contents, in the form of a discharge plan, d be available promptly

and include currently identified risks. ON

7 Delivering care ‘\é’&

Much can be done to reduce the likelihood\o aggressive events occurring.
Suitable assessment, adequate prepar @Ch n self-awareness about how they
are delivering care and how hers awareness of the consumer’s
current situation, their needﬁ% atlons can all contribute towards safer
care that is more likely to jve. practltloner needs to have organisational
ability and be capable : Q)lng tegies that work in practice with the flexibility

to adjust them as C|r sta dic@te.

Sometimes, th@‘p cggﬁy \V|olent or aggressive incidents occurring can be
reduced by t attention to how they are perceived by the consumer.
The appro a\ygnot only have an effect short term, but may also influence
whether\vpe 63 IS I@y to engage willingly with services in the future. Clinicians
sho é ing, non-confrontational approach, with regular contact giving
the ack, keeping them informed and honouring any promises made
about re act. The clinician should avoid giving opinions on issues and
grievances@ ond their control.

It is important that the clinician is conscious of their own mood, tolerance level and
potential behaviour in difficult situations (and considers non-verbal cues they may be
conveying, like voice tone and pitch). An aggressive posture and sustained eye
contact are to be avoided. If an honest self-appraisal suggests problems, it may
sometimes be better to withdraw and hand over to someone else. The clinician
should be aware of their own attitude, how engaged they are with the person and
any countertransference emotions. They should present as non-judgemental and
have considered (and ideally reconciled) any barriers that may impede an open
minded approach. Being constantly alert to both verbal and non-verbal cues from the
consumer will help to maintain an appropriate response. There should be a focus on
the behaviours, not the personal characteristics of the individual.

11



Keeping the consumer informed about their current situation and what to expect, for
example the anticipated course of their treatment, ward routines, who each staff
member is, waiting times, when they will be seen by a clinician again or how to
initiate contact, all make a tremendous difference to how the consumer perceives the
care being provided, and often how they are likely to respond to it. As part of
involving the consumer in planning their care, reviewing violent or aggressive
incidents with them can assist in future prevention. During interactions with the
consumer the clinician should: é{,o

e be frank and open and continuously consider the question ‘what do we @&
to know about this person?’

e encourage discussion about any issues sooner rather than later N\

e practice active listening and ask meaningful, relevant, open qu@r@ns while
encouraging responses and remaining alert to verbal and nonp-%&rbal cues

e be aware that revealing some information may indirectly a{(@ family or a
personal support person

e be aware of any deterioration in the consumer’s ment@ te and also treat
unexpected improvement with caution: Q

Many mentally ill individuals who becomeQben ward others, like
many suicidal patients, do so when theg&pp 0 be resolving their
acute illness and are discharged pré&tur n retrospect (Freedman et

al, 2007
) 6
Several papers have identified insufficiggﬂyc‘)m Qlcatlon by mental health staff as a

common problem (e.g. Angl 14&@ a study by llkiw-Lavalle & Grenyer
(2005) revealed dlsparlty quality of communication between
consumers and staff |f|c fewer staff than consumers thought

communication was a &Chm ns should ensure that their communications
with consumers ar at there is a common understanding of what is being
said by each pa

y p l’% \\Q

The consur%@ @pect should be sought on how they came to be in their

present S|t® ion they hope (or fear) may happen now. Also, the knowledge
and members and the personal support person should not be
ov ian should make a conscious effort to understand the person’s

cultu %n? ég and consider how these may affect their behaviour, reaction or
respons ment While an empathic non-confrontational approach should be
used, bounG:grles should be set where necessary.

In a study where forensic inpatients provided their experiences of limit setting:

An empathic interpersonal style was considered to be important when setting
limits; this involves listening and finding out what is happening for the patient and
causing them to be acting in a way that is problematic. An authoritative approach
(fair, respectful, consistent, and knowledgeable) was experienced positively by
patients and was found to enhance cooperation (Maguire et al, 2014).

Non-clinical administrative or support staff should also be provided with adequate
training, support and periodic debriefing concerning engagement with consumers,
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which should address topics such as showing respect, recognition of warning signs,
de-escalation techniques and common countertransference emotions. Poor
interactions with administrative or support staff can have negative consequences for
subsequent clinician contact or damage previous work by the clinician to establish a
good relationship.

7.1 Recognising the consumer’s needs as a person Q
N

The clinician should take a person centred approach based on care, compassio
collaboration and respect to empower the consumer by offering choice wha@@
possible. For example, when someone is held on a secure ward, giving th the
opportunity to have short, accompanied leave almost immediately (Wkerever
possible) with the prospect of returning to an open ward within a few d all goes
well, can be a practical demonstration of empathy for the person’s & and can
help build trust and respect. S\O\

There may also be opportunities to have a positive |nfluenc§% behaviour where
aggression or violence has been a learned and rei ed coping strategy
compensating for poor interpersonal skills or social abileuire et al conducted
a meta-analytic review of structured programmes f olescents and adults who
demonstrated repeated aggression or had been com d‘el/hsérsonal violence:

Emotional self-management, mterpersonal% (}ml problem solving and

allied training approaches show ma/nly ve cts with a reasonably high

degree of reliability (McGuire et al, 2

. (\

The practitioner should reco e K@)v eacb(aiervice user's mental health problem
might affect their behawo '\n eir diagnosis, severity of illness, current
symptoms and past @ry % ole ce or aggression). Clinicians should try to
anticipate the impact latgeyp process on the consumer, for example, being
formally detained, mg%a] ve «gfused, having an appeal fail or being in a very
restricted environ kbn ing allowed to leave the building. Clinicians should
also consider ors occurring externally, for example, family disputes
or finanma I uIt [h y affect a service user's behaviour (NICE, 2015).

% QQpersonaI support person

The @b‘ rsonal support person can be at high risk for suffering the
conseq aggressmn or violence and, in cases of murder, are commonly the
victim. Re ar communication with the family and personal support person,
ensuring they have a copy of the safety plan and seeking their help where necessary
sends the message that their involvement is important. If they have been subjected
to violence or aggression, this can also provide a level of support and in return can
present unexpected insights or information to inform treatment.

Service users and their personal support person should always be involved in
decisions about care whenever possible. Involving family and the personal support
person can also provide historic information, for example about domestic violence,
which may lead to an opportunity to provide education or support:
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We do not do enough to educate and prepare families and caretakers on how to
manage violence (Freedman et al, 2007).

In addition, being aware of how the family or personal support person are faring can
assist the clinician’s judgement about respite care (where appropriate) to enable long
term on-going care at home to be maintained.

The family and personal support person should be recognised as bringing reIevant&{,Q
experience and genuine expertise to the assessment and management of risk. T

input should never be ignored. However, because the experienced clinicia

routinely be judging the risk for violence, their professional judgement abo s%@sa ety
should not be surrendered purely on the wishes of the family, for examp allow

the person to return home if there are real issues of concern (Resni . If the
clinician does not agree then they should make extra efforts to we&&ﬁ S|tuat|on
objectively, seeking advice from senior colleagues if necessary. S\O

8 Service policies, protocols and &ﬁﬁ’ture

Features of the environment or the care delivery syste sometlmes contribute to
people behaving violently or aggressively. A busy example, may create
difficulties for recognising mental health |ssues ean that mental health
consumers will not receive appropriate care q may lead to frustration
and anger. A good reference that |nc t | health inpatient service
environmental and care delivery recomm been produced by the Royal
College of Psychiatrists (2015). \q/

Where possible, service s@% RB zbmd excessive stimulation and waiting
areas should be comfort C%su views on this are important to gain an
understanding of what K nm |s like from their perspective. The process by
which consumers ar en uld @t include any unnecessary delays or repetitive
requests for infor Q& hey uld be kept informed if there is likely to be a

significant delay,pefo Seen, in which case they should be offered food and
something t &h olent or aggressive situations escalate, and safety
permits, ¢ sh be engaged separately from other service users to

m|n|m|se\any i

The Nm @1 (?}‘ good communication cannot be overstated. Services have
respon I|ty@ay the foundations for effective communication and should:

e create a culture of positive communication
e ensure clinicians are aware how and when information should be shared
e ensure staff are aware what is, and is not, appropriate self-disclosure.

The inpatient care setting should be able to accommodate regularly occurring co-
morbidity issues normally encountered in the consumer population, whether this is
substance abuse or general physical health problems. Costly disconnects in
treatment because consumers have to attend different departments or organisations
should be avoided where comparatively minor expenditure on equipment or training
would make this unnecessary.
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Services should plan for the fact that violent or aggressive incidents will occur and
have local policies and guidelines in place to ensure that staff and the environment
have been adequately prepared to minimise their likelihood. Much can be done in
this regard:

There is clear international evidence that high-performing health services require
clinical and collaborative leadership and a patient safety culture (NSW Health,

2017). )
r&
Local service policies should address the following:

e A person centred philosophy should prevail within the service. nneII
(2010) advocates a person-centred approach in managing@ggressive
behaviour in older adults where dementia may be a fact ow arousal
techniques with someone who is confused or agitatedy i distraction by
questions about an earlier time in the person’s Iife h is likely to be
remembered, can often avert aggression.

e The service should have clear, readily avaﬂat&gwdellnes in place to
advise how the likelihood of aggressive a lolent incidents can be
minimised or managed, including those inci b tween consumers.

e Service management should overtly sup dealing with aggressive
or violent incidents, both as a gener @ervméculture and specifically in
post incident support, debriefing an matter of course.

e A multi-disciplinary / team appr be adopted for all important
care decisions. The treatm{‘l?‘ ouId determine the important
participants in the Ps\ca dggcludmg stakeholders from external
agencies) and ensée e;cg always present for clinical reviews or
case confereng

e Service use & be foered appropriate psychological therapies,
ei pursuits and groups, and support for

phy3|cal |t|
communi raé&ncul
e The ica ent should be clean, uncluttered and undamaged
éoved or optimised wherever possible, for example, using
cke@ oo enhancing the décor, simplifying the ward layout and

ﬁ@ e ccess to outside spaces and privacy.
% gressive consumers should not be repeatedly allocated to the
cians.
gp management should reinforce to staff that teasing, bullying,
u nted physical or sexual contact or miscommunication between
consumers should be recognised early and dealt with promptly.

e Staff should be trained to recognise risky behaviour and, for inpatient
services, have a realistic search and seize policy in place to remove
weapons with the cooperation of local police.

o Staffing numbers and the level of staff experience should be adequate to
deliver care effectively and safely. Reduced nursing levels, inadequate
nursing breaks or shortages of medical staff have a direct effect on
consumer care and also an effect on staff wellbeing and morale, which has

a secondary impact, further resulting in less than optimum care being
delivered. In addition to having safety consequences, these shortcomings
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can contribute to consumer frustration and consequentially to hostile
reactions.

e Services should prompt clinicians to be constantly aware of what is and is
not a safe environment and what action to take, for example by advising
clinicians to call for help early and stay at a safe distance until it arrives.

e To minimise the risk for violence and aggression, both the service and the
individual clinician have responsibility to adopt a proactive approach to
maintain safety. There should be an organisational commitment to saf
working and an intolerance of unsafe conditions or practices. Clinic a@
should maintain continuous awareness and alertness and evaluate
and situations for risk as a routine part of their practice.

e A culture focused on safety should be promoted, for examplédvising
clinicians that late clinic appointments be avoided, especi when the
clinician sees the consumer alone.

e An open, non-blaming dialogue between staff and gement about
service design and practices that limit safety sho be encouraged.
Services should endorse a culture that questions t@ ectiveness of the
service to minimise risk.

e Safety plans (or that content within other p ®s\should be discussed at
clinical handovers to increase staff awarene ab%.trlggers risks and the

best interventions.
e Timely post incident feedback and d h&flng@ould be provided for both
consumers and staff and this f@&ac should be utilised to effect

improvements.

e Service managers should be v@e @)he warning signs of staff stress or
inability to cope an @ke @#al with the situation. Support should
be provided pro when this is encountered e.g. use of
staff wellness p@‘

e Services sh @cle uidelines concerning early decision making
about se@: may be appropriate); these should address
monitorj Wé?eﬁi@ current medical condition and potential adverse
effec&;

Transfer\ﬁ an%? of e is a crucially important time for effective communication
and i Services should regularly audit the content of General
Pra ne ch Ietters to ensure details of risk, indicators of relapse and the

safety e idciuded.
O&a

Communicgibn processes should take account of diverse mental health governance
structures (e.g. different policies and standards) which can handicap good
communication and hence compromise continuity of care. Services should
continually seek to improve information sharing between stakeholders by the use of
plans and the communication of alerts and collateral risk information. Memoranda of
Understanding between mental health services, other agencies and NGOs that
promote information sharing, while also highlighting policy and practice differences,
can help reduce siloing of information and minimise risk.
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It is vital that important information is recorded not just in the clinical record, but also
in PSOLIS so that it is available across services (including afterhours), to MHERL
(the Mental Health Emergency Response Line) and RuralLink, to mental health staff
in EDs, to other regions and, through the Co-Response Team to the Police. Safety
plans, management plans and crisis plans can be effective ways of communicating
important information.

9 Education and learning Q\Q

Adequate professional development for staff requires a culture of learnin Q\%I
levels of the organisation that encourages and supports continuous impro ent,
attaches importance to research evidence, nurtures reflective practlce 6@ critical
thinking, values employee contributions and fosters experimenting wi w ideas.
This should occur in a framework of team and system based orga nal learning
(Morgan, 2013), strongly supported by senior service man éent individual
learning alone is not sufficient and is frequently adopted for th ong reasons i.e.
cost rather than efficacy.

Clinicians and service managers should be aware tha a|n skills are required to
assess why and when behaviour is likely to become ive or violent and to be
able to avoid or defuse situations. Services sh @(1}/ support clinicians to
develop these skills and not expect that staff WI| wareness intuitively. The
importance of employing people with the rlghofa t|t nd values is of paramount
importance.

Mental health services, regar@ % (}( ouId proactively put processes and
procedures in place to ens s who are likely to encounter violent or
aggressive consumers @ on@ten r%assessment and clinical management.
Training has a role, b é ongs@e the development of sound clinical skills in

daily practice. Q

Clinical superw |s \@ onent of professional development and support for
staff engag II clinical and managerial staff engaged in clinical
work reqwg |or{¢r§Ievant to their experience and expertise.

/c 88 e providing clinical supervision for all clinicians and in
&ea for% and should not be restricted to junior or less experienced
ciir@@ian

W Health, 2017).

In a stressful situation with consumers, sometimes staff can feel that they have been
insulted or their professional judgement has been threatened, and while this may be
a normal reflexive reaction, it is essential that it is recognised as such and that an
effort is made to react objectively. This ability may not be gained simply by exposure
to a number of violent or aggressive incidents, when the person’s immediate
physiological response, or fight-or-flight reaction, may easily mask cognitive
resources. Staff should be provided with regular, practical training using typically
difficult scenarios where they have an opportunity to experience and analyse their
own reactions and countertransference feelings and then adaptively rehearse and
develop responses. Recognition and management of these feelings should be
delivered as an education subject in its own right, not provided as an adjunct to the
physical management of violence and aggression.
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Trauma informed care and its significance (based upon the consumer’s previous
experience) in comprehending triggers for aggression and violence should be
understood by all clinical staff. This will not be achieved by training alone, it requires
mentorship and regular reinforcement. This is an example of where the knowledge
and experience of consumers and their personal support person can make a
valuable contribution to training.

Service management should seek out, and give credence to, what clinicians believ ®
will improve their practice and work collaboratively with them and support them
achieve that goal.

A
While much can be learned from looking back at adverse events, incI@% near
misses, much can also be learned from good practice. Mental health %& s should
t

have processes in place to systematically learn both from adverse e s and also
from situations regarded as exemplars of good care. The app Mateness of the
service response should be reviewed and ways examined by ch it could have
been improved to identify common factors or patterns thak be amenable to

practice and service change.

Q

The Centre for Mental Health & Safety (2013) devel(@?:a ramework to review the
care of a clinically important sample of patient sw sa micides where the risk
had been rated as low less than seven days b event. The key findings
were:

e ltis feasible to develop a fram@&*& V'\Q\ h|ch to assess the quality of the
risk assessment process.

e In using this fram t <bve a )uallty of risk assessment and
management w. ON{% just over one third of the cases
reviewed. AN

e The essen 9 go@ws @sessment and management is that they are
individual%?w@);nenb

While this r@gr)c z;% @ efers to risk, it also makes recommendations relevant
to assessnrgnt @ement which support the idea that a suitable framework
can be Sffecti g best practice and setting practical standards for clinical
ca de violence and aggression. Local services should go beyond
simp e about intolerance to violence and aggression and should
proacti\él)/ Ish such frameworks to actively guide best practice.
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10 Gauging the effectiveness of local
processes and practices

Services should identify those initiatives with the greatest potential for impact on
frequency and severity of violent and aggressive incidents and monitor their
effectiveness as part of quality improvement to self-evaluate what is and is not
working in each service setting. @
>

Sources of quantitative data can be utilised as part of the evaluation process,\%&

as physical assaults data. Other examples could include: (&
N
e Work health and safety hazard reports @(\
e Results of safety and security audits and vulnerability audits @
e Workers compensation data
e Patients not treated or discharged from hospital due to resswe incidents
e Near miss events and reviews of Root Cause Analys\ orts
e First aid records
e Review of duress alarms logs \(b.
(NSW Government, 2015). Q

Qualitative data could include staff member i \“ w&nd / or surveys on staff
perceptions about personal safety to ascerta%%w s,%e or unsafe they feel. Surveys
that explore inpatient consumers’ feelin and risk about violence or
aggression could provide insight into ho«{‘& is operating.

Quality improvement mdmat@%oul&c%&

e the number a @@ﬁt of ent complaints
o the numbe violedree V., rability audits conducted and where they were

conduc
e then ents instigated as a result of the audits
o pﬁ nC|dents that resulted in changes or additions to clinical
(o]e} Q, sta Cnalnlng / orientation, the environment, incident response

O er existing risk control measures
é ge of assaults reported to police.
When |(@1é} performance indicators to be used as part of an evaluation process,
a balance ®f)qualitative, quantitative, positive and negative performance indicators

gives the clearest picture on the effectiveness of local violence prevention and
management strategies.
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