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[bookmark: _Toc217482008]Purpose 
The purpose of this procedure is to:
Provide Canberra Health Services (CHS) staff, students, volunteers and contractors with clear direction on Occupational Violence (OV) Prevention, Management, and Support including:
Governance structure for the management of OV
Education and training requirements for staff
Strategies for the prevention of OV in CHS
Response and management of OV 
Reporting of OV incidents
Support for staff and patients following an OV incident
Promoting OV education and training  
To prevent and manage OV by:
Lowering the likelihood of OV occurring
[bookmark: _Hlk213665909]Mitigating the impacts of OV on staff by applying the key interventions in this procedure. 
Addressing OV triggers holistically;
Early recognition, early de-escalation, safe management of acute OV, and adopting prevention strategies
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[bookmark: _Toc217482009]Scope
This procedure applies to CHS staff including contractors, students and volunteers. CHS includes the facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital, University of Canberra Hospital and other off-site CHS facilities, and community-based service.
All staff have a responsibility to adhere to this procedure and associated OV related policies and procedures. 
This procedure should be read in conjunction with the CHS Sexual Safety procedure found on the Policy and Guidance Documents Register.
This document does not include how to respond to or manage instances of bullying, harassment, aggression or violence between staff members. Staff may refer to ACT Government Resolving Workplace Issues page https://www.cmtedd.act.gov.au/employment-framework/workplace-behaviours/resolving-workplace-issues for specific information about this topic. 
For the purposes of this procedure patient means ‘patient, client or consumer’. 
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[bookmark: _Toc217482010]Section 1 - Background
Occupational violence is defined as any situation where a staff member is physically attacked, verbally abused, threatened, subjected to technology-based abuse or incivility by a patient, consumer or visitor in circumstances relating to their work. 
Physical OV includes:
Any form of physical attack including hitting, punching, kicking, grabbing, spitting, shoving, pinching, throwing items, pouring things onto staff, biting, striking, pulling, slapping, tripping, scratching, pushing, kneeing, head butting, threatening with any object, attempts to undress, inappropriate touching, ripping or grabbing clothing.
Attempts to perform a physical attack, even if they miss.
Physical intimidation, such as standing over someone or striking intimidating poses.
Sexual harassment or assault
Injuries, falls or trips that occur when responding to or avoiding OV. These could include breaking up altercations or guiding clients from threatening environments.
Injuries that occur during restraint, forcible giving of medication or seclusion.
Property damage, such as kicking/punching walls, damaging furniture.
Verbal OV includes:
Verbal intimidation, including threats, name calling, yelling, verbal abuse, racial abuse, aggressive swearing either in person or over the phone.
Incivility or inappropriate behaviours, such as:
· Condescending, passive-aggressive or snide comments
· Offensive remarks about appearance, race, gender, weight, or personal characteristics.
· Racial and gender discrimination
· Sexually inappropriate or suggestive comments
Unreasonable demands that are not clinically indicated, evidence-based, or supported by CHS Policy or Procedure.
Technology OV includes:
Filming, photography or audio-recording of staff without their consent
Written content via emails, social media, or text messages to intimidate, threaten, or harass staff
Social media posts that intimidate, defame, harass or humiliate staff
Other OV includes:
Witnessing violence and aggression between patients, or between patients and their family members or visitors, as this could impact on staff’s psychological health
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[bookmark: _Toc217482011]Section 2 - Governance
[bookmark: _Toc213415103]2.1 Organisational Commitment
CHS is committed to the prevention and management of OV. The CHS Chief Executive Officer (CEO), the executive team, management, and staff demonstrate this commitment to preventing and managing OV by remaining aware of OV risks within their area of influence and taking action to minimise those risks.
[bookmark: _Toc213415104]2.2 CHS Divisional (Tier 2) Work Health and Safety (WHS) Committees 
Divisional (Tier 2) WHS Committees provide oversight in the prevention and management of OV for their respective divisions and sub-divisions. Key functions of divisional WHS Committees include:
· Monitoring statistical reports of OV incidents and injuries, education and training compliance, and activities;
· Raising and resolving issues related to OV;
· Escalating unresolved issues to the CHS Peak WHS Committee;
· Consultation and communication of OV initiatives with managers, staff, Health and Safety Representatives (HSRs) and other stakeholders prior to implementation;
· Reviewing and supporting the implementation of initiatives that enhance prevention and management of OV; and 
· Ensuring alignment with Whole of Government OV procedures and initiatives.
Further detail regarding this committee’s remit can be found in the OV Action Plan 2024-28 
[bookmark: _Toc213415105]2.3 CHS Peak (Tier 1) WHS Committee
The CHS Peak WHS Committee provides broad oversight of OV-related matters in CHS, and a consultative forum for managers, staff, and HSRs. Key functions of the Peak WHS Committee include:
· Monitoring statistical reports of OV incidents and injuries, education and training compliance, and activities across CHS; 
· Noting and resolving issues raised, in consultation with managers, staff, HSRs and other stakeholders; 
· Monitor and track progress of OV Action Plan 2024-28 and adherence to OV Procedure.
[bookmark: _Toc148447789][bookmark: _Toc148447891][bookmark: _Toc213415106]2.4. Roles and Responsibilities of CHS staff
[bookmark: _Toc213415107]Chief Executive Officer (CEO), Chief Operating Officer (COO)
· Lead a culture that upholds safety and respect through organisational wide prevention and management of OV. 
· Promote and support the implementation of OV Procedure. 
· Ensure CHS Peak WHS Committee monitor the implementation of the OV Action Plan, OV Procedure, and associated procedures. 
· Provide OV education and training platform and resources for staff.
· Establish infrastructure that enables the operation of this OV Procedure. 
· Ensure systems are in place to facilitate timely and appropriate post-incident support and attention to the wellbeing of staff and patients. 
[bookmark: _Toc213415108]Executive Directors, Executive Group Managers, Clinical Directors, Operational Directors, and General Managers 
· Lead a culture that upholds safety and respect through organisational wide prevention and management of OV. 
· Ensure systems for staff training for OV prevention and management are accessible and effective.
· [bookmark: _Hlk192255444]Ensure there are competent staff with experience working with patients and have allocated time to complete the OV Train the Trainer program which includes delivery of training, preparation time and keeping recertification up to date. 
· Ensure that face-to-face training sessions are conducted with the presence of two trainers as a risk control for psychosocial risk. 
· Meet the CHS Key Performance Indicators (KPI) of 85 precent for the Mandatory OV eLearning training completion and 80 precent for Role Required training (OV Tier 2 and 3 Face to face training) completion.
· Maintain efficient systems of work and a safe environment to minimise OV triggers.
· Identify and address emerging OV risk factors stemming from patients, staff, environment and situations. 
· Promote and support the implementation of OV Procedure and its compliance.
· Monitor OV incident trends.
· Ensure that OV management processes are person-centred and consider the diversity of staff, contractors, patients and visitors.
· Maintain OV Prevention and Management under the mandatory agenda item of ‘WHS’ at all staff/team meetings.
· Provide representative(s) to the CHS Peak WHS Committee that includes all relevant stakeholders including staff representatives, managers, and Health and Safety Representatives (HSRs)
· Supports timely decision-making in managing on-going OV risks to staff. 
· Promote timely and comprehensive reporting of OV incidents
· Facilitate timely and appropriate post-incident support and attention to the wellbeing of staff, patients and visitors.
· [bookmark: _Hlk17969079]Consider the specific needs of managers in supporting staff to reduce OV risks and mitigate physical and/or psychosocial injuries. 
· Ensure that OV risks and controls in their respective divisional or sub-divisional risk registers are monitored and adequate. 
[bookmark: _Toc213415109]Managers
· Lead a culture that upholds safety and respect through organisational wide prevention and management of OV. 
· Promote and support the implementation of, and adherence to this OV Procedure. 
Ensure that staff are given the time and opportunity to complete OV education and training. 
Ensure that staff are prepared to manage OV risk. This may include (but not limited to) education and training, awareness of alerts, and awareness of management plans. 
· Ensure that staff are trained and that CHS is meeting the KPIs.
· Facilitate the rostering of staff members to attend training sessions.
· Deliver refresher training sessions that address the specific training needs of the work area.
Ensure that training is not used as a consequence for poor performance, behaviour or post an OV incident. 
Collaboration with the Staff Development Unit (SDU) team to arrange refresher training sessions that address the specific training needs of staff and support their professional development.
· Ensure that risk management processes are in place to eliminate or minimise the risk of OV.
· Monitor OV incident trends and adjust risk management processes as needed to respond to these trends. 
· Escalate OV concerns and risks, such as repeat OV incidents, to Executive Directors, Executive Group Managers and Clinical Directors.  
· Discuss OV incidents and solutions under the mandatory agenda item of ‘WHS’ at all staff/team meetings.
· Supports staff to respond to OV incidents safely and manage on-going OV risks. 
· Promote timely and comprehensive reporting of incidents to staff incident management system (RiskMan) and ACT Policing according to the OV Procedure.
· Review and manage incidents of OV in accordance with this OV Procedure and associated procedures.
· Facilitate timely and appropriate post-incident support to staff and patients to mitigate the detrimental impacts of OV. 
· Ensure that pressing or dominant OV risks are raised and captured in Sub-divisional Risk Registers. 
[bookmark: _Toc213415110]Staff 
· Cultivate a culture that upholds safety and respect through organisational wide prevention and management of OV. 
· [bookmark: _Hlk17980517]Complete OV education and training for their tier as specified under Section 4 of this OV Procedure.
· Engage actively in all training sessions and activities.
· Provide constructive feedback on training sessions to help improve the quality and effectiveness of the training programs.
· Apply the skills and knowledge gained from training to their daily work tasks.
· Understand and mitigate situational and environmental triggers of OV by partnering with patients and their carers, family and supporters as much as possible. 
· Identify and manage potential OV risks using risk assessment tools, and de-escalation techniques. 
· Respond to and manage OV in accordance with the recommendations of this OV Procedure and training.  
· Report all incidents of OV as a Staff Incident report in RiskMan
·  Staff are to report criminal offences to ACT Policing, unless there is a valid and justifiable reason not to. 
· Escalates OV concerns and risks, including repeat OV incidents, to Managers.
· Seek timely assistance and support from managers to maintain physical and psychosocial wellbeing, and safe return to work.
· Add an FYI flag for OV risk on DHR unless there is one in place that is recent and refers to the same risk.
[bookmark: _Toc192169342][bookmark: _Toc213415111]Staff Development Unit OV Education team, Office of Research and Education
· Oversee the quality and governance of the OV learning and education framework to maintain high standards and compliance.
· Manage and deliver the OV training program through a comprehensive OV ‘Train the Trainer’ approach, ensuring that the responsibility for the rollout is shared across Divisions with support from the SDU OV Education Team. 
· Support the continual review, update, and implementation of the OV training program, including the refresher program, to ensure comprehensive coverage and effectiveness.
· Provide ongoing support to team-based OV trainers and staff to ensure effective delivery of training programs and ensure that the SDU and team-based OV trainers keep their skills up to date through continuous learning and development opportunities.
[bookmark: _Toc192169343][bookmark: _Toc213415112]Team-based OV trainers
· Attend a regular face-to-face OV training session before participating in the Train the Trainer program. This ensures trainers have a comprehensive understanding of the training content and experience it from a participant's perspective.
· Attend OV Train the Trainer program and annual recertification programs to stay updated with the latest training methodologies.
· Maintain accurate records of training sessions and attendance using the Learning Management System (LMS).
· Deliver training sessions that meet the established learning outcomes and objectives.
· Be available to deliver training, including allocating sufficient preparation time.
· Participate in the OV Trainers Community of Practice (CoP) to share knowledge and best practices.
· Actively participate in delivering OV training.
· Tailor OV training within the CHS OV Training Framework for individual work areas.
Deliver and participate in the physical applications of face-to-face training, which may vary depending on work areas (some requiring restraint applications) but is a fundamental component of the Protect module.
[bookmark: _Toc213415113]Work Health and Safety, People and Culture 
· Provide advice and support in relation to maintaining a safe environment, recognising escalation and OV risks, managing on-going OV risks, and OV incident investigations.
· Monitor and review reported OV incidents and escalate reports to Divisional Executive and Management as appropriate.
· Provide statistical reports of OV incidents to the CHS Peak WHS Committee.
· Oversight of the implementation, monitor and review of the OV Action Plan, and OV Procedure.
[bookmark: _Toc213415114]Injury Management, People and Culture 
Provide advice and support on injury management relating to OV incidents including early intervention, workplace rehabilitation and return to work services and workers compensation in collaboration with Chief Minister Treasury and Economic Development Directorate Injury Management Team. 
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[bookmark: _Toc217482012]Section 3 – Alignment with the CHS OV Action Plan 2024-2028
The CHS OV Action Plan 2024-28 is guided by the Socio-Ecological Model (see Figure 1),1 which underscores OV as an interplay of individual, relationship, community, and societal risk factors.  Using the Model, it is anticipated that CHS staff would:
· Assess OV risk factors relative to Individuals, Relationships, Community, and Society simultaneously; and 
· Develop, implement, and prioritise multi-component key deliverables or interventions specific to the identified risk factors.
[image: Socio-ecological model image.  shows individual as a circle, inside relationship circle, inside community circle, inside society circle.  the strategic goals from individual to society are:
Individual- to understand the vulnerabilities and complex needs of individuals involved in OV
Relationship - Form constructive relationships between staff and consumers
Community - Promote physically and psychologically safe systems and processes for staff and consumers to engage and interact
Society - to set and communicate societal standards of acceptable behaviour.]
Figure 1. Overview of multifaceted strategic goals impacting individuals, relationships, community, and society based on the Socio-Ecological Model 
The OV Action Plan is available on the HealthHub - Occupational Violence | Canberra Health Services Intranet. 
This OV Procedure closely aligns with Strategic Objective 3: Foster physically and psychosocially safe systems and processes for staff and consumers to engage and interact.
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[bookmark: _Toc217482013]Section 4 – Operational framework underpinning this OV procedure
CHS adapts the Assault (Aggression) Framework by Kaplan and Wheeler2  as the key framework underpinning the structure of this OV Procedure systematically and logically, as does the CHS OV training framework.
The Framework proposes that violence typically follows a trajectory: Trigger, Escalation, Crisis, and Recovery:
1. Triggers: OV stems from anger, which is an emotional response to situational or environmental triggers. Common situational triggers are miscommunication or lack of, unmet needs or expectations, bad news, perceived unfair treatment or restrictions.3 Environmental triggers are associated with the design, layout and staffing of facilities that make patients feel that they are in custody rather than being cared for, frightened, neglected and isolated. Over- and under-stimulation can be catalysts for escalation, such as noise, clutter, and lack of meaningful activities.3, 4
Escalation: Patient’s psychological, emotional, and physical responses to triggers. In this phase, patients usually exhibit behaviours that include (but are not limited to) agitation, irritability, staring or glaring, strained facial expression, closed fists, wandering, pacing, restlessness, unsettled, repeated movements (i.e. fidgeting, tapping of feet), calling out, raised voice, demanding, or resisting cares.5  
Crisis or Conflict: Happens when the patient is unable to control their anger, hence OV occurs.
Recovery: A period when crisis is de-escalating, but there is always a possibility that the patient returns to the Crisis Phase. In the recovery phase, it is vital to be mindful of the well-being of affected staff, patient, and those who witnessed the event.
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[bookmark: _Toc217482014]Section 5 – Prevention through OV Education and Training
[bookmark: _Toc192169336][bookmark: _Toc213415118]5.1 Tiered OV Education and Training Approach
[bookmark: _Hlk192254750]All CHS staff must have access to appropriate training to understand, assess and manage OV risks relevant to their role, interaction with patients, services they provide and work environment, therefore, all staff are required to complete the Tier 1 eLearning, at a minimum (Table 1). 
CHS has a tiered approach (Table 1) to training that is based on OV risk to staff and staff roles that require frequent patient interactions in settings where vulnerable population groups are present and cared for. While verbal de-escalation should be the primary response to escalating behaviours, it also needs to be acknowledged that it may not always be successful in diffusing crisis or conflict. Therefore, when deciding to train staff in physical restraint, considerations must be made in relation to: 
Circumstances that warrant restraints, i.e., prevent one from harming themselves or others, providing treatment under treatment orders
Environment where physical restraints are applied
Availability of appropriately trained staff to perform restraints, i.e., wardspersons, security officers, mental health staff
Characteristics and vulnerabilities of patients as recipients of physical restraints, particularly involuntary patients and patients who do not have decision-making capacity (e.g.: dementia patients on acute med wards).
Relevant legislation and CHS Policy and Procedures about use of restraints
OV tiered training framework
	Module
	Tier 1
All Staff
	Tier 2
As needed based on role
	Tier 3
As needed based on role

	e-Learning x 6 
	Yes
	Yes
	Yes

	Awareness*
	No
	Yes
	Yes

	De-escalation*
	No
	Yes
	Yes

	Protect 3a*
	No
	Yes
	Yes

	Protect 3b*
	No
	No
	Yes


*Modules are delivered face-to-face through a Train-the-Trainer model and allocated via the Learning Management System (LMS).
[bookmark: _Toc192169337][bookmark: _Toc213415119]5.2 OV education and training content
Attachment 1 provides details on the learning outcomes and topics for each of the training modules. Attachments 2 to 4 provides information on the teams that are allocated eLearning and face to face training, frequency and refresher requirements for OV Tiered training. 
Contact the OV Education team for further information if unsure of training Tier requirements: CHS.OVandMHtraining@act.gov.au  
[bookmark: _Toc192169338][bookmark: _Toc213415120]5.3 Other training options
The OV Education team can provide tailored OV training based on a training needs analysis, risk level, and available resources. This may include:
Face-to-Face Training: Conducting in-person training sessions tailored to specific needs.
Capacity Building: Increasing the capacity of managers or educators to run tailored sessions.
Trainer Support: Providing support to team-based OV Trainers who have completed the Train the Trainer Program.
Collaborative Development: Developing tailored OV training in collaboration with clinical and Work Health and Safety teams.
[bookmark: _Toc192169339][bookmark: _Toc213415121]5.4 Patient-specific consideration for specialised behavioural management training
In addition to core training described above, staff may require specialty training to engage with specific vulnerable populations, such as people with adverse childhood experiences, trauma, cognitive impairment, dementia, delirium, and brain injury. This is the responsibility of the work area to determine and provide specialised training. 
[bookmark: _Toc192169346][bookmark: _Toc213415122]5.5 Recognition of Prior Learning (RPL)
RPL may be granted for OV face-to-face training if a staff member has completed an equivalent training program in another health service within the past 2 years.
The process to apply for RPL for OV Face to Face Training is as follows:
Complete the Recognition of Prior Learning (RPL) Form . Refer to the Canberra Health Services Mandatory, Role Required and Area Specific Training procedure available on the Policy and Guidance Documents Register for further information.
Attach a copy of documentation that demonstrates that an equivalent course has been completed.
Refer to CHS mandatory, Roel Required and Area Specific Training Procedure for details about the appeals process.
The Director, Learning and Development (Occupational Violence and Manual Tasks) will contact the applicant directly to advise of outcome.
The LMS will be updated to reflect the outcome by The Staff Development Unit
[bookmark: _Toc192169347][bookmark: _Toc213415123]5.6 OV Training Evaluation
Evaluation and benchmarking are essential to monitor effectiveness of training provided. OV face-to-face training is evaluated via electronic survey at several points after training. Training evaluation includes an immediate post training survey and regular refresher surveys to measure participant satisfaction, confidence levels, key learning, and application to practice. 
OV training evaluation reports are completed yearly, with a clear reporting pathway for the measures described above. The report is shared with consumer and carer advocacy organisations in an annual OV education information session. 
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[bookmark: _Toc217482015]Section 6 – Preventing OV Triggers Holistically
[bookmark: _Toc213415125]6.1 Good staff-patient communication
Build a rapport and positive relationship with the patient. 
Use simple, multimodal communication approaches, such as teach-back, patient information sheets to inform patients about their care, and what they can expect from the service.
When communicating restrictions or limitations (i.e. smoking policy, visiting hours), offer feasible alternatives.
Acceptable behaviours from staff and patients’ needs to be communicated clearly and consistently. The ACT Health Statement of Mutual Respectful Communication document, found on the Occupational Violence page on the Health Hub, should be provided to staff and patients on admission, and OV Posters displayed in clinical spaces.
CHS supports the use of interventions to enhance communication, facilitate constructive relationships, and minimise situational triggers between staff and patients. For example, the use of Safewards in mental health settings, which involves 10 components (Attachment 5), that when implemented together, can reduce OV and restrictive practices.6 
[bookmark: _Toc213415126][bookmark: _Toc148447872]6.2 Efficient systems of working
Staff shortages, poor scheduling, poor allocation of resources, and lengthy wait times are complex and inter-related factors often implicated with increased OV risk.7 It is paramount that staff at all levels strive to address these issues within their sphere of influence to prevent situational triggers of OV. 
[bookmark: _Toc213415127]6.3 Safe working environment
The application of environmental design principles in CHS facilities are necessary to promote a sense of safety and security among staff and patients, facilitate timely response for OV incidents, and reduce the detrimental impacts of OV on staff and patients.  
[bookmark: _Hlk148698490]When designing or refurbishing health facilities, key stakeholders involved need to consider Australasian Health Facility Guidelines (HFG) as well as the concepts of Crime Prevention Through Environmental Design (CPTED, see Attachment 6)8. 
When designing or refurbishing health facilities, ensure all relevant stakeholders are consulted regarding building design. Stakeholders may include staff, HSRs, WHS team, consumer representatives and unions.
Managers are to proactively monitor safety and security risk using CPTED principles (see Attachment 6) and escalate any concerns to their Divisional WHS Committee or Sub-Divisional Risk Registers which are stored locally, or available through the WHS team.
[bookmark: _Toc148447876][bookmark: _Toc213415128][bookmark: _Toc148447873]6.4 Awareness of violence and aggression risk
History of violence and aggression contributes to a patient’s OV risk.5 This information can be used to determine strategies that enable staff to interact and engage with a patient positively and safely.  
Staff should familiarise themselves with a patient’s history. Much of this information can be found under ‘Problems List’ or ‘FYI’ in their Digital Health Record (DHR). Relevant history that staff need to be aware are: 
Absconding
Aggressive/Violent Behaviour
Forensic history
History of having weapons in a health facility or home setting
History of harm to others such as domestic or family violence, or assault
History of self-harm
History of breaching court ordered treatment such as medication regime under a Psychiatric Treatment Order
Inappropriate Sexual Behaviour
Two Workers Recommended.
	Note: When reviewing a patient’s history of violence and aggression, staff also need to check for any Behavioural Support or Management Plans in place. 


[bookmark: _Toc213415129]6.5 Population-specific and condition-specific considerations
Certain population groups and conditions contribute to OV risks. It is paramount that staff are cognisant of these cohorts or situations to be able to support vulnerable population groups and manage OV risks adequately.  
Youth and Children
It is important to understand and accommodate the unique needs of children and adolescents, especially those who are neurodivergent, or have intellectual disability, poor mental health, a trauma background or behavioural concerns. Admission to hospital for some children increases anxiety, and at times escalates behaviours which may lead to OV. The following supports are available:
All clinical staff within paediatrics can work with children and families to develop de-escalation plans and individualised care plans to support care while in hospital. Staff are trained in psychological first aid framework and de-escalation tools which complement Paediatrics-area specific staff training.
Behavioural Care Nurse (Department of Paediatric, Women Youth and Children) to provide support to children who are neurodiverse, are experiencing mental health issues or have intellectual disabilities. 
Occupational therapists (Women, Youth and Children Division) conduct sensory profiling to assist in understanding sensory preferences. Tools at their disposal include sensory trollies equipped with sensory tools which are available to support the emotional regulation of children and adolescents. 
Cognitive Impairment
CHS supports the use of ‘PINCHES ME Kindly’ framework to minimise challenging or responsive behaviours from people with delirium or dementia.9, 10 Principles of this framework can also be applied to people with cognitive impairment or people with intellectual disability. Refer to Cognitive Impairment (Delirium and Dementia) Procedure for more information.
Note: PINCHES ME Kindly Factsheet is available from CHS Intranet | OV Resources 
Carers, family or support people
· If available and with appropriate consent from the consumer, staff will partner with patients’ carers, families or support people to gain an understanding of the patient’s behaviours, and how we can support them to use their own strengths and coping strategies.
Patients with individual needs:
· Resources are available to assist people with individual needs such as those with a disability, people who are deaf or hard of hearing, those who are blind or have low vision, and those who are with culturally or linguistically diverse needs. Please see the ‘Accessibility’ page and the ‘Help for individual needs’ page available on the on the www.canberrahealthservices.act.gov.au webpage.
·  For guidance on addressing the needs of patients receiving care who are non-English speakers or are deaf or hard of hearing and require Auslan interpreters, please refer to the Language Services – Interpreters and Translated Materials for Adults and children procedure available on the Policy and Guidance Documents Register. This procedure includes a range of information including how to access interpreters, and the circumstances in which it is or isn’t appropriate to use a family member as an interpreter. 
· The Aboriginal and Torres Strait Islander Liaison team provides support to Aboriginal and Torres Strait Islander people who access CHS services. Please refer to the Aboriginal and Torres Strait Islander health intranet page available on the Health Hub for further information including how to contact the teams.
Home Visits and isolated and remote work
· Remote or isolated work is defined as work that separates a worker or group of workers from other people that makes it problematic and more difficult to receive help due to the location, time, or nature of work. Staff are to follow the Isolated or Remote Work Guideline for ACT Health Services and the CHS Remote/Isolated/Lone Worker Procedure when working as a lone worker.  
· It is an expectation that staff follow the Home Visiting Procedure and complete the Home Visiting Pre-Assessment form through the flowsheet in DHR prior to home visits. 
· Staff are to use personal duress devices as per Community Duress Alarm Procedure Home Visiting Procedure, and Remote/Isolated/Lone Worker Procedure. 
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[bookmark: _Toc217482016]Section 7 – Early recognition, early de-escalation
[bookmark: _Toc148447875][bookmark: _Toc213415135]7.1 Patient OV Risk Assessment 
· Risk assessment tools can predict the likelihood of OV, prompt staff to de-escalate (early recognition, early de-escalation), and assist staff to communicate OV risks to other staff. 
· Patient risk assessment tools are used to identify early warning signs of OV, such as agitation, irritability, staring or glaring, strained facial expression, closed fists, wandering, pacing, restlessness, appearing unsettled, repeated movements (i.e. fidgeting, tapping of feet), calling out, raised voice, demanding, or resisting care.5 Risk assessment tools also prompt staff to assess for a patient’s aggression or OV history and cognitive status, which can contribute to a patient’s OV risk.5 
· Patient risk assessment is used in conjunction with other interventions, such as those detailed below and in Section 8, to optimise its impacts on OV prevention and management. 
· Staff must familiarise themselves with which risk assessment tool is used in their work area. Table 2 summarises risk assessment tools used in CHS with a summary of risk factors assessed, who it applies to (Population), and where it is used (Context).
· The responsibility of completing the patient risk assessments is usually placed on nurses due to the frequency of their interactions with patients. However, all health professionals should be equipped to conduct risk assessments and communicate their findings to other staff who will interact and engage with the patient.  
· The frequency of risk assessment should be dependent on a patient’s condition or local procedures. At a minimum, patients who have a known history of OV should be risk assessed on presentation or arrival to a health facility. Then, re-assessed as you would with vital signs or as clinically indicated.













Patient risk assessment tools used in CHS and also available in DHR.
	[bookmark: _Toc213415136]Risk assessment tool
	Risk factors assessed in the tool: Aggression or OV history
	Risk factors assessed in the tool: Behavioural concerns
	Risk factors assessed in the tool: Cognitive status
	Population 
	Context

	Broset Violence Checklist (Form 37030 or 37031)
	No
	Yes
	No
	Adults
	Mental Health Units & Teams, 

	Dynamic Appraisal of Situational Awareness: Inpatient Version (DASA-IV)
	No
	Yes
	Yes
	Adults
	DMHU

	Geriatric Behaviour Chart (Form 35150)
	No
	Yes
	No
	Older adults with cognitive impairment
	11A, 11B, community and rehabilitation settings

	Geriatric Agitation Scale (Form 35151)
	No
	Yes
	No
	Older adults with cognitive impairment
	11A, 11B, community and rehabilitation settings

	OVABC
	Yes
	Yes
	Yes 
	Adults
	CH and NCH Emergency departments, Medical wards, Surgical wards, UCH Wards, Outpatients, and Community

	Paediatric Behavioural Assessment, Observation and Management chart (PBOAM, Form 37032)
	Yes
	Yes
	Yes
	Paediatrics
	Children and Adolescent Wards

	Richmond Agitation Sedation Scale
	No
	Yes
	No
	Critically-ill adults
	ICU


7.2 De-escalation Guidelines
When de-escalating behaviours, staff need to use non-verbal and verbal de-escalation techniques to:
· help the patient regain control of their emotions
· reduce anger and frustration
· facilitate a constructive relationship between staff and the patient
· maintain the safety of staff and patients. 
Non-verbal de-escalation techniques are Positioning, Attitude, Looking and listening, Making space, and Stance (Remember: Open PALMS). Verbal aspects of de-escalation need to be flexible and sensitive to the patient’s triggers and what they need at the time. Evidence-based guidelines for de-escalation can be found in Attachment 7.11-13   
If prescribed, medications (i.e. anxiolytics, mood stabilisers, anti-psychotics) should be offered to help the patient calm (not sedate). Do not rush to give, but it is important not to delay if needed, i.e. when non-pharmacological interventions are ineffective. 
[bookmark: _Toc213415137]7.3 Communicating OV risks to other staff
· Communicating OV risk to other CHS staff and external organisations for the purpose of providing health care is critical so they too can interact and engage with the patient positively and safely. 
· Communication of OV risk and management plans (if any) should occur at:
· Clinical handovers, 
· Transfers to another ward or facility 
· Multi-disciplinary meetings
· Referrals
· Letters to other clinicians
· Clinical note taking i.e. flags on DHR
· When communicating OV risk, staff should ensure that any Behavioural Support or Management Plans or any risk control strategies are also included in their communication. 
Back to Contents
[bookmark: _Toc217482017]Section 8 – Safe Management of Acute OV and prevention of further incidents
Response and management of OV covers two aspects:
1. Acute response to ensure the immediate safety of staff and patients
2. On-going management to prevent repeat incidents.
[bookmark: _Toc213415139][bookmark: _Toc148447878][bookmark: _Hlk147921440]8.1 Acute response and management
	Notes: At facilities where it is available, activation of a Code Black should occur when de-escalation techniques have failed or as soon as there is a threat of or physical violence towards, staff, patients, or members of the public.
· Any staff member can initiate a Code Black by pressing the duress buttons located at the site or by dialing 2222 at CHS facilities. In the community setting, staff should activate their personal duress device or follow their location’s escalation plan.
· Staff are to clearly state the location and nature of the incident to the Switchboard operator. 
· It is very important that if a weapon is involved, this is clearly communicated by telling the operator/responding staff what kind of weapon and if it has been used.


[bookmark: _Toc213415140][bookmark: _Toc148447879]Acute OV Pathway
During an OV incident staff should:
set off any relevant alarms available/follow their local emergency response procedures
use calm verbal and non-verbal communication
use verbal de-escalation and distraction techniques
seek support from other staff 
retreat to a safe location.
De-escalation is not always successful in diffusing crisis or conflict. In some circumstances, chemical and/or physical restraints are necessary to contain OV risks and maintain the safety of everyone – the patient, staff, other patients, and visitors.
Immediately following the incident staff should:
ensure that everyone is safe and call for help if needed
provide first aid or urgent medical attention where necessary
provide individual support where required, including practical, emotional and social support
report the incident to:
· the staff member’s manager and, if different, the location’s manager
· RiskMan (See the reporting OV as staff incident in RiskMan section below)
· WorkSafe ACT if the matter meets the criteria of a notifiable incident (see the WorkSafe ACT Notifiable incidents section below)
· Any OV involving a criminal offence is highly encouraged to be reported to police by the affected staff (See Involving ACT Police section below).
Document the incident in the patient’s clinical record in DHR.
Staff need to familiarise themselves with relevant procedures for acute episodes of OV. These may include (but are not limited to):
Code Black (Canberra Hospital, North Canberra Hospital (NCH) University of Canberra Hospital (UCH))
Grey Response (Canberra Hospital Emergency Department only) procedure
Paediatric Behavioural Assessment, Observation and Management chart (PBOAM, Form 37032)
Restraint and/or Forcible Giving of Medication to a Person Detained under the Mental Health Act 2015 procedure
Restrictive Practices for People NOT Detained under the Mental Health Act 2015 procedure
Seclusion of Persons Detained under the Mental Health Act 2015 procedure
Adult with Acute Severe Behavioural Disturbance Management at Canberra Hospital
Assessment and admission process for children and adolescents with behavioural disturbances procedure
Challenging Behaviour Guideline for ACT Health Services
Note: The procedures listed in this section can be found on the CHS policy and Guidance Documents Register.
[bookmark: _Toc213415141]Reporting OV as staff incident in RiskMan
All OV incidents (see Table 1) should be reported as a staff incident in RiskMan, whether the incident is perceived to be intentional or unintentional (i.e. when a patient, who is unaware of their actions due to cognitive impairment, hits a staff member during care).
It is the responsibility of the affected staff member to report OV as soon as reasonably practicable. Managers or team leaders must provide staff the time and support to fulfill this responsibility. 
It is best practice to document:
· What happened
· Who was involved or witnessed the incident
· Why did it happen – include potential patient, staff, environmental and situational risk factors
· How did you respond
· How did it make you feel.
WHS receives a copy of the incident, who then forwards it to the relevant managers and if relevant, to Security Operations.
[bookmark: _Contacting_ACT_Policing][bookmark: _Toc213415142]Involving ACT Police
Note: Any OV involving a criminal offence is highly encouraged to be reported to police by the affected staff, with the possibility of laying charges against the alleged perpetrator. If appropriate CHS supports staff to report criminal matters including providing time to do so, and if needed in-person support from a CHS senior executive or delegate. This may entail accompanying the staff member to make a statement and attend court proceedings.
OV incidents involving physical assault, sexual assault or harassment, threats, incidents involving weapons, theft, robbery, property damage, or Workplace Protection Order (WPO) breaches are highly encouraged to be reported to ACT Policing. Affected staff, other staff, witnesses, managers or team leaders can call:
· 000 for emergency or life-threatening situations; or 131 444 for police assistance. 
Note: for any OV that involves sexual assault please refer to CHS Sexual Safety Procedure for advice about responding to a sexual assault including support for staff and contacting police/reporting a crime.
ACT Policing can be also contacted when:
· An OV incident is unable to be verbally de-escalated or contained by a Code Black response;
· A patient or visitor needs to be removed from a CHS facility to protect staff and other patients from ongoing OV; 
· An OV incident occurs in the community; or 
· A patient involved in OV needs to be transferred from the community to emergency services.
When contacting ACT Policing, always ask for the police reference number. Include this in your documentation in the patient’s DHR (if applicable) and staff incident report. 
Note: OV Factsheet_18_Police Engagement_ TaSC is available from CHS Intranet | OV Resources 
[bookmark: _Toc213415143]Situational considerations
There are situations that may not follow the typical acute response pathway, these situations with recommended actions are described below:
[bookmark: _Toc213415144]Targeted harassment or stalking
Keep social media profiles locked or private to control the visibility of personal content. Also consider using a different or alternative name. 
Consider applying to be a silent voter.
Nominate an alternative name to appear in AHPRA public register.
Staff are supported to involve ACT Police and should follow the recommendations under Involving ACT Police. 
[bookmark: _Toc213415145]Aggressive or abusive phone calls
If staff receive aggressive or abusive phone calls, staff should:
Ask the caller to modify their behaviours; 
Warn the caller that the call will be terminated if their behaviours persist; then
Hang up if threats or abuse continue.
[bookmark: _Toc213415146]Threats to staff, CHS or ACT Government
The staff member who receives the threat needs to:
notify their manager or team leader immediately; and
contact the police to report the threat on 131 444. 
The staff member records the police reference number.
The staff member puts a staff incident report into RiskMan, including the police reference number.
When the threat originates from a patient, document the incident in their file and apply a FYI flag.
The manager or team leader will support the staff with the above. 
WHS will provide Security Operations with a copy of the staff incident report.
[bookmark: _Toc213415147]WorkSafe ACT Notifiable incidents
The Reporting Notifiable Incidents to WorkSafe ACT Factsheet is available via the Health Hub.
OV is a notifiable incident when it:
· is sexual assault;
· results in death; 
· results in a serious injury or illness that requires immediate treatment in hospital or is likely to require such treatment; or 
· results in a serious injury or illness that requires an inpatient admission. 
The manager, team leader, or WHS representative must notify WorkSafe ACT within 48 hours of the notifiable incident. To notify WorkSafe or for additional information head to the WorkSafe ACT webpage https://www.worksafe.act.gov.au/health-and-safety-portal/notify-worksafe .
If unsure, managers or team leaders should contact WHS on 02 5124 9410 or chs.workhealthsafety@act.gov.au . 
[bookmark: _Toc213415148]Exposure to bodily fluids
In addition to completing a RiskMan Incident report, affected staff must contact Occupational Medicine Unit (OMU), 02 5124 2321, for blood and bodily fluid exposures such as scratches, bites, and being spat on. 
Managers need to ensure that staff are supported to contact and attend OMU for appropriate management of blood and bodily fluid exposure. 
[bookmark: _Toc213415149]OV from visitors or carers
Visitors or carer may be asked to leave or have their access to a facility restricted if they are disruptive and continue to display violent behaviours. If this is necessary, please contact the Security Team for support 02 5124 5145. 
[bookmark: _Toc213415150]8.2 Post-acute and on-going management of OV risk and recidivism
On-going management should aim to prevent further incidents, reduce staff exposure to OV, and mitigate the impacts of OV. Management components should include:
1. Holding a dialogue with the patient
1. Adding an Aggressive/Violent Behaviour Alert in DHR
1. Developing a Behaviour Support or Safety Management Plan
1. Planning for discharge
1. Other risk controls
1. Consequences for repeat OV when done intentionally and knowingly.
Further, on-going management is a collaborative effort that involves more than one service or discipline. For guidance, Attachment 8 is provided. 
[bookmark: _Holding_a_dialogue][bookmark: _Toc213415151][bookmark: _Toc148447882]Holding a dialogue with the patient
Holding a dialogue helps to understand the function of patients’ behaviours and encourage collaboration to implement strategies that support patients to express their needs calmly and form positive relationships with staff. 
Cognitive impairment should not be a barrier to holding a dialogue. Dialogue can still positively influence behaviours with repetition and consistent limit setting on behaviours that are acceptable and unacceptable. 
Additionally, substitute decision makers can be included to assist with dialogue and communication (see the Consent for Healthcare Treatment Guideline available on the Policy and Guidance Documents Register).
[bookmark: _Toc213415152]Note: Patient Dialogue and Occupational Violence Factsheet is available from CHS Intranet | OV Resources 
Adding an Aggressive/Violent Behaviour Alert in DHR
OV risk is a significant risk to staff’s physical and psychosocial safety. In-line with Work Health and Safety Act 2011, a DHR alert is a practicable measure to communicate such risk to other staff who will engage with the patient.
An Aggressive/Violent Behaviour alert should be added in the patient’s DHR when there is an established pattern of OV towards staff. When adding an Aggressive/Violent Behaviour alert, a reference should be made to their Behaviour Support or Safety Management Plan (see below – developing a Safety Management or Behaviour Support Plan).  
It is important that DHR Alerts are up-to-date and reviewed at each admission for their applicability. Any clinician can decide to add (or remove) an alert, in consultation with their line managers or multidisciplinary treating team. 
[bookmark: _Toc213415153]Developing a Safety Management or Behaviour Support Plan
Safety Management Plans (Form 37033) should be developed to:
· Communicate patient’s triggers for, and early warning signs of OV to other staff; 
· Improve staff awareness of patient’s OV risk; 
· Enhance staff engagement and interaction with the patient to minimise triggers; 
· Communicate best practice approaches to prevent and manage a patient’s OV risk; and 
· Have a consistent approach to preventing and managing a patient’s OV risk. 
Line managers or senior staff members should initiate the development of Plans with input from patients (as much as possible), and the multidisciplinary team including psychology, neuropsychology and social work teams (if applicable). 
Plans should be visible and accessible to staff interacting with the patient, so that they can interact and engage with the patient positively and safely. 
Plans should be up-to-date and periodically reviewed for their relevance and appropriateness. An appropriate review timeframe is set when the plan is put in place.
If patients have an existing Plan from an external provider that is shared with CHS, this should be adopted or adapted for use in CHS facilities. 
[bookmark: _Toc213415154]Note: Behaviours of Concern Safety Management Plan Factsheet is available from CHS Intranet | OV Resources  
Planning for discharge
[bookmark: _Toc213415155]Alert: Immediate discharge may be considered for patients who are repeatedly violent or abusive, or who pose an intolerable risk to staff, or when all reasonably practicable methods of managing OV have been exhausted. 
Discharge should be considered if the alleged perpetrator of OV:
Does not require critical or emergency care; 
Does have decision-making capacity; 
Displays behaviour that poses an intolerable risk to the safety of staff, patients and/or visitors and cannot be managed safely within the services offered by CHS.
Does not comply with the advice and conditions of a warning letter, conditional treatment arrangement, and/or WPO.
The purpose of discharge planning is to minimise staff’s exposure to OV and should be commenced as soon as OV risk becomes known. The discussion and decision to discharge a patient who continues to pose OV risks needs to be multidisciplinary to balance staff and patient safety. Input might be needed from Executive Leadership, Clinical Teams, Medico-legal, and/or Work Health and Safety personnel to consider the patient’s cognitive capacity, medical drivers of the behaviour, clinical care, discharge support, and staff’s physical and psychological wellbeing. 
The multidisciplinary team should consider the following options:
Immediate discharge as above,
arranging for health care to be carried out by a different service, or
timely discharge if staff safety risks outweigh the benefits or providing care.  
When making arrangements to transfer patients within or out of CHS, clinical staff must also include OV risks and risk mitigation strategies in their handover. If timely discharge is not possible, the multidisciplinary team should:
Instigate controls to maintain staff safety while the patient remains under CHS care (see Other risk controls and Conditional treatment arrangement below);
Facilitate solutions to overcome discharge barriers (i.e. discharge support in the community or home) as soon as possible. 
[bookmark: _Other_risk_controls][bookmark: _Toc213415156]Other risk controls
Managers or team leaders should consider the following controls that reduce frequency, duration, or intensity of OV risks:
Interactions:
Cluster cares – reduce interruptions or unnecessary interactions by bundling care at the same time rather than spacing them out. 
· Value-based care - reduce unnecessary interventions, i.e. twice daily vs every four hours vital signs if medically stable
Staffing
Team care – two people in attendance during cares
Short shifts – Staff are given the option to be re-allocated to a different patient after 4 hours
Staff rotation – staff are rotated to minimize exposure. 
Security presence – Presence or patrols may be requested by contacting the Security Team for support 02 5124 5145.
Physical location
Allocate a treatment room with visibility, exit points, and with minimal noise.
Single room to contain OV risks and reduce risks to other patients.
Ward or service rotation – An in-patient is rotated 2 to 3 weeks between wards to provide respite to staff. 
Telehealth or non-contact appointments. 
Community: Clinic appointments instead of home visits
Specialling or 1:1 care should be used carefully because it could increase staff exposure to OV and may only perpetuate OV due to its custodial nature. When deciding to employ 1:1 care, managers need to consider staff preparedness in terms of level of education, training, and experience in managing escalating behaviours. 
[bookmark: _Toc213415157]Note: SPECIAL Mnemonic and Communication Tips: A factsheet for AINs to support people with cognitive impairment and occupational violence risk is available from CHS Intranet | OV Resources  
8.3 Responses to significant, frequent or ongoing episodes of OV
Consequences for actions are valuable in supporting patients or visitors to reflect on their behaviours, how their behaviours impact other people, and how they can better interact and engage with staff in future. Importantly, consequences reinforce boundaries and standards of behaviour that patients and staff must adhere to, to maintain a positive and respectful environment. 
The following consequences may be necessary when a patient or visitor is involved in significant, frequent or ongoing episodes of OV in CHS facilities:  
1. Warning letter
Conditional Treatment Arrangements
Workplace Protection Order (WPO)
[bookmark: _Toc213415158]Warning letter
A warning letter provides patients with a clear indication of their unacceptable behaviour, and the consequences if it continues.
Warning letter templates are available from the WHS team; 5124 9210 or chs.workhealthsafety@act.gov.au .
The letter should be written by a staff member who has knowledge and oversight of the patient’s poor behaviour.
When deciding whether a warning letter would be appropriate, the following should be factored in the decision-making:
· Number, type and context of OV incidents reported in staff incident reporting system RiskMan;
· Support or buy-in from affected staff or multidisciplinary treating team;
· Interventions that have been offered to the patient and their effectiveness; and
· Advice from Senior Management or WHS. 
A warning letter should include: 
· Date and description of OV incidents; 
· Rationale for the written warning;
Consequences of their behaviour; 
· Relevant information such as Mutual Respectful Communication and Australian Charter of Health Care Rights;
· Contact person for the letter (Note: do not provide personal contact number or email); 
The warning letter must be signed by the Divisional Executive. 
The signed warning letter can be hand delivered or posted to the patient or visitor. When giving the letter in person, consideration should be given as to who is best to provide the letter and to have a discussion with the patient. This could be the supervisor of affected staff members, senior member of treating team, Executive Director, WHS and/or Security Staff.  
Copies of the signed warning letter should be:
· Uploaded to the patient’s DHR; and
· Emailed to WHS (for centralised recording). 
[bookmark: _Toc213415159]Conditional treatment arrangement
The purpose of a conditional treatment arrangement is to minimise the likelihood of staff exposure to OV, while continuing to support patients as they remain under CHS care. Arrangements may include:
· Supervised treatment by security or police;
· Temporary withdrawal of non-critical treatment (i.e. until patient is calm and respectful);
Allocating a safe and secure treatment environment for both staff and patients. For example, for a long-stay patient, regular rotation between wards may be appropriate to reduce staff exposure to OV in a single ward. 
When instigating a conditional treatment arrangement, the following should be factored in the decision-making:
· Number, type and context of OV incidents;
· Interventions that have been offered to the patient and their effectiveness;
· Support from multidisciplinary treating team, Executive Director, and WHS Team.
The patient must be notified in person and writing (similarly to a warning letter) of such arrangements because of their behaviours. In doing so, one must follow the same safety principles as providing a warning letter. 
[bookmark: _Toc213415160]Protection Orders
Personal Protection Order (PPO)
A PPO protects a person named in the order against another person (Respondent). PPO’s state court set conditions the Respondent needs to abide by. The conditions often include that Respondent cannot contact or go near the person. CHS provides legal support for PPO for staff who want to take out a PPO against a patient for OV reasons. Staff who seek to apply for a PPO against a patient must inform their manager or team leader so they can make arrangements to adhere to the conditions of the PPO.
Workplace Protection Order (WPO)
WPOs applies to a workplace and not to individual staff. A WPO can be used to protect employees at a workplace from personal violence and may be an appropriate option when strategies (such as those outlined above) have had limited impact on patient’s behaviours. 
WPOs do not preclude staff from providing health care, nor do they preclude the patient from seeking health care. Rather, a WPO is used to set legally enforceable conditions or behavioural standards that enable staff to provide health care for, and partner with the patient (Respondent). For example, WPO conditions could prohibit the Respondent from:
Engaging in verbal aggression or abuse directed towards staff;
Committing physical violence or property damage;
Harassing, stalking, threatening or intimidating staff at the workplace;
Recording staff without their consent;
Entering the workplace except for medical purposes or attending scheduled appointments;
Being within a certain distance of the workplace except for medical purposes or attending scheduled appointments; and/or
Contacting a person at the workplace.
The duration of WPO is generally 12 months, which can be extended upon application to the ACT Magistrate’s court.
The success of the WPO is dependent on the patient (Respondent) having the capacity and inclination to comply with the conditions set in the WPO. At the same time, the utility of the WPO is dependent on staff’s willingness to report WPO breaches to the police. Staff members should be supported by their managers to report WPO breaches. 
WPO is not needed to report breaches of the Crimes Act 1900 to ACT Policing. Please refer to Involving ACT Police.  for further information about reporting criminal offenses to the police.  
Note: Workplace Protection Order and Occupational Violence Factsheet is available from CHS Intranet | OV Resources   
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[bookmark: _Toc217482018]Section 9 – Supporting staff and patient recovery after OV
9.1 Staff recovery and support
All staff should be mindful of possible cumulative effects of OV over time and are encouraged to seek timely assistance and support to maintain their physical and psychosocial well-being. 
[bookmark: _Hlk216799313]After an OV event, affected staff should receive support from their manager, team leader, clinical supervisor, or peers to reduce distress and provide encouragement to access appropriate support services (see Staff Support Factsheet).14 Support may include immediate physical and/or psychological first-aid, medical review, brief time out from their shift, relief from work duties if they cannot continue to work, medical treatment, counselling, leave, and support from colleagues and managers when returning to work.14 
Managers or team leaders should contact the staff member as soon as possible after an incident and determine how and when contact will be maintained e.g. if the staff member will not be at work for a few days, they may feel comfortable with phone or text contact at agreed intervals. Managers should maintain regular contact with the staff member (including those who return to work immediately).
Senior managers must check on the wellbeing of managers and help ensure they also receive appropriate support. 
Senior managers should initiate an operational debriefing as soon as possible (please see Psychological Support for Staff – A Manager’s Guide Guideline available on via the Policy and Guidance Documents register on the HealthHub). 
Operational debriefing can be provided by a senior manager who was not involved in the event or by engaging Employee Assistance Program (EAP). 
After an OV incident, the Divisional Executive may support up to five days ‘Other’ leave. This would be based on “early intervention” to support the staff member with time to recover without having to use their personal leave entitlement.  
A medical review and possession of a medical certificate are no longer required to access OV ‘Other’ leave.
If more than five days of leave is required, staff have the option of submitting a workers compensation claim if further leave is required beyond the initial five-day period or extend their leave through other available options, such as personal leave, where available.
CHS staff may wish to lodge a claim for workers compensation at any time including during the five day ‘other’ leave. The Injury Management team, People and Culture, can provide information on the workers compensation process and can be contacted on chs.injurymanagement@act.gov.au or 02 5124 9617.
[bookmark: _Toc148447787][bookmark: _Toc148447888]Staff members can be referred to Workplace Resolution and Support Services for ongoing support including court support. The WS&R team can be contacted on CHS-HDWorkplaceResolution@act.gov.au 
Affected CHS staff may require support in their recovery and return to work. Injury Management, People and Culture, provides advice and support on injury management including early intervention, workplace rehabilitation and return to work services and workers compensation.  The Injury Management Team can be contacted on chs.injurymanagement@act.gov.au or 02 5124 9620.
Chief Minister, Treasury and Economic Development Directorate’s (CMTEDD) Injury Management Team deliver injury management, rehabilitation and return to work services to CHS staff through their rehabilitation case management services model.  The Injury Management Team forms the link between CHS and CMTEDD’s Injury Management Team.
[bookmark: _Toc213415164]9.2 Patient recovery
Managers or team leaders will initiate a dialogue (see Patient Dialogue) with the patient to help understand triggers or functions of their behaviours and how they can be supported to minimise those triggers. It is equally important to discuss how OV impacts staff and other patients, and that OV is unacceptable in CHS. 
Patients should be referred to appropriate services that can assist them to improve their health and wellbeing. For example, if pain is a contributing factor to OV risk, then referral to Acute Pain Service may be required for optimal pain management.  Or if mental health deterioration is a precipitating factor, referral to appropriate mental health services may be needed. 
The impacts of OV on other staff, patients or visitors who witness incidents should also be monitored and support provided if required.
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[bookmark: _Toc176348490][bookmark: _Toc217482019][bookmark: _Hlk43366294]Evaluation
[bookmark: _Hlk170467190]Outcome
Staff are equipped with the knowledge and skills necessary to prevent (where possible) and manage OV at CHS
There is early recognition and early de-escalation of OV
Support is provided to staff and patients recovering after OV
Instances of OV are reported through RiskMan. 
[bookmark: _Hlk170467240]Measures
This procedure forms part of CHS’s management and response to OV. Trends in the following measures are used to monitor OV:
Number of reported OV incidents – physical, verbal, and other OV
Number of repeat OV incidents
OV Lost Time to Injury Frequency Rate
Number of activated Code Blacks
OV – Workforce Culture Survey
OV type and incidence
Frequency of restrictive practices (available from emergency departments and mental health units)
Patient Experience Survey.
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[bookmark: _Toc217482020]Related policies, procedures, guidelines and legislation
[bookmark: _Toc213415167]Strategies
· CHS Strategic Plan 2024-2029
· ACT Public Sector Nursing and Midwifery Safe Care Staffing Framework 
· Challenging Behaviour Guideline for ACT Health Services 2024-26
· CHS Wellbeing Strategy 2023-26
· Together, Forward 2023-2025
[bookmark: _Toc213415168]Frameworks
· ACT Government Respect, Equity and Diversity Framework 
· ACT Government Protective Security Policy Framework
[bookmark: _Toc213415169]Standards
· National Safety and Quality Health Service Standards – second edition
[bookmark: _Toc213415170]Policies
· Closed Circuit Television (CCTV) Policy 
· Consumer Feedback Management
· Consumer Privacy 
· Dhulwa Mental Health Unit (DMHU) – Searching Policy 
· Essential Education 
· Family Violence
· Incident Management – Clinical 
· Protective Security
· Protective Security – Security Design for Facilities Policy
· Risk Management 
· Security Services – Use of Force
· Smoke Free Environment
· Work Health and Safety 
[bookmark: _Toc213415171]Procedures
· Care of Persons subject to a Psychiatric Treatment Order (PTO) with or without a Restriction Order (RO)
· CHS Increased Nursing Patient Care and/or Supervision 
· CHS Seclusion of Persons with Mental Illness or Mental Disorder Detained under the Mental Health Act 2015 
· Clinical Handover 
· Code Black Plan, Personal Threat Canberra Hospital 
· Code Black Plan, Personal Threat University of Canberra Hospital 
· Community Duress Device
· Dhulwa Mental Health Unit (DMHU) – Clinical Risk Assessment and Management – Aggression and Violence
· Dhulwa Mental Health Unit (DMHU) – Safety and Security During Meal Times
· Dhulwa Mental Health Unit (DMHU) – Searching Procedure
· Dhulwa Mental Health Unit (DMHU) – Use of Force
· Emergency Department and Mental Health Interface
· Grey Response (Canberra Hospital Emergency Department only)
· Home Visiting 
· Incident Management - Clinical
· Management of People Subject to Section 309 
· Mental Health, Justice Health and Alcohol & Drug Services (MHJHADS), Multi-agency Response Guide 
· Missing Patient
· Restraint and/or Forcible Giving of Medication to a Person Detained under the Mental Health Act 2015
· Restrictive Practices for people NOT detained under the Mental Health Act 2015
· Searching of a Consumer and/or their Property
· Seclusion of Persons Detained under the Mental Health Act 2015
· Security Services – Use of Force
· Security Standard  
· Sexual Safety 
· Work Health and Safety Management System (WHSMS)
[bookmark: _Toc213415172]Guidelines and Factsheets
· CHS Psychological Support for Staff – A Managers Guide
· [bookmark: _Hlk77934930]CHS Managers Consultation Guideline
· ACT Health Challenging Behaviour Guideline for ACT Health Services
· ACT Health Isolated or Remote Worker Guideline for ACT Health Services
· ACT Health Manager’s Occupational Violence Incident Response Toolkit
· ACT Mental Health Consumer Network My Rights, My Decisions Form Kit
· MHJHADS The Plain Language Guide for the Mental Health Act 2015 (ACT)
[bookmark: _Toc213415173]Memorandum of Understanding
Mental Health, Emergency, Ambulance and Police Collaboration Memorandum of Understanding between The ACT Ambulance Service, The Australian Federal Police – ACT Policing, Canberra Health Services and Calvary Public Hospital Bruce ACT regarding people requiring mental health care. 
[bookmark: _Toc213415174]Legislation
· Crimes Act 1900 (ACT) 
· Discrimination Act 1991 (ACT) 
· Health Records (Privacy and Access) Act 1997 (ACT) 
· Human Rights Act 2004 (ACT) 
· Mental Health (Secure Facilities) Act 2016 (ACT) 
· Mental Health Act 2015 (ACT) 
· Personal Violence Act 2016 (ACT) 
· Victims of Crime Act 1994 (ACT) 
· Work Health & Safety Act 2011 (ACT) 
· Work Health and Safety Regulations 2011 (ACT) 
· Crimes (Health Directorate) Authorisation 2018 (No.1) 
· Public Sector Management Act 1994 
· Carers Recognition Act 2021
Other
Australian Charter of Healthcare Rights
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	Module No. 
	Learning Outcomes
	Topics

	1 Awareness
	· Define occupational violence (OV)/behaviours of concern (BOC) including the difference between physical and verbal OV.
· Identify early warning signs, triggers, verbal, and visual cues of escalating OV / BOC in individuals. 
· Identify environmental, dynamic, and static risk factors and controls in your workplace in relation to OV and BOC.
· Identify and utilise personal strategies to maintain emotional control and display non-threatening body language in situations of de-escalation and/or OV in the workplace, where possible.
	· Policies and Procedures
· Triggers
· Escalation Cycle – basic overview
· Instincts and Intuition
· Human Factors and Complacency
· Verbal Cues
· Body Language
· Environment
· Emotions
· Incident reporting and Post Incident support

	2 De-escalation
	· Demonstrate communication skills with a focus on consumer partnership (including empathetic responses, active listening, questioning, validation, providing alternatives, etc.) to prevent or de-escalate aggression/behaviours of concern.
· Demonstrate crisis communication and teamwork skills to manage escalating OV
· Identify emergency procedures to assist in OV incidents such as code black, escalating to manager/Team Leader, support from Wards persons/security/ACT Policing, etc.
	· Escalation Cycle – detailed with overlay
· Acknowledgment and Empathy
· Active Listening
· Questions, Solutions and Choices
· Video – De-escalation in MH setting with debrief exercise
· Phone calls and emails
· Filming and Recording
· Disengagement

	3a Protect without restraint
	· Use evasion/protect techniques to maintain personal, team and consumer safety when responding to an OV incident, aligning with individual roles and responsibilities.
	· Distancing and Stances
· Breakaways and Escapes
· Weapons
· Code Black

	3b Protect (restraint)
	· Employ teamwork skills that align with team roles and responsibilities to prevent and manage OV/BOC with a focus on reduction of restrictive practices.
· Demonstrate use of restraint techniques including identifying when they are safe and appropriate to use.
	· Restraints – Roles and Responsibilities
· Standing Restraint Rear
· Standing Restraint Front
· Movement restraint and role play
· Seated Restraint (Dhulwa only)
· Down to Prone
· Enter and Exit Confinement
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Mandatory training – Tier 1 OV eLearning
Who
ALL CHS staff, clinical and non-clinical
Frequency
Once upon commencement
Refresher
As needed
What?
2 online eLearning modules accessed through the LMS.
Module One | Positive Approaches to Behaviour (1h 20m)
The first three parts explore positive and proactive approaches to managing behaviours of concern based on respect for the individual and an understanding of their needs. This eLearning module maps to Maybo's certified classroom module 'Positive Approaches to Behaviour'.
Part 1  |  Risks, Rights and Responsibilities  |  30 minutes
Defining behaviours of concern
Planning to reduce risks and vulnerabilities
Rights and responsibilities
Part 2  |  Understanding Human Behaviour  |  30 minutes
Common causes of risk behaviours
Instinctive reactions to emotional or threatening situations
Potential triggers in self and others
Levels of escalation
Part 3  |  Positive Interactions and Choices  |  20 minutes
Meeting people's needs and expectations
Influencing positive outcomes
Overcoming barriers to communication
Module Two | Safer De-escalation (55m)
These parts explore de-escalation strategies to resolve a difficult situation and achieve a positive and safer outcome while maintaining personal safety. This eLearning module maps to Maybo's certified classroom module 'Safer De-escalation'.
Part 4  |  Dynamic Risk Assessment and Decision Making  |  20 minutes
Maybo SAFER model
Risk identification
Informed decision-making
Part 5  |  Skills Preventing Escalation |  20 minutes
Positive, non-aggressive approaches
Safer positioning and teamworking skills 
Strategies to defuse, calm and resolve
Part 6  |  Personal Safety and Post-incident  |  15 minutes
Responding to behaviours of concern
Heightened risk indicators
Exit strategies in higher-risk situations
Post-event impact and responsibilities
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[bookmark: _Hlk216795720]Role required training – Tier 2 OV face to face training
Who
Role dependent. This includes most staff in MHJHADS (apart from inpatient units), Emergency Department, Acute/sub-acute Geriatric, General Medicine, Acute Neurosurgical, Walk in Centres and teams who conduct home visits.
Frequency
Once for the 1-day course (or equivalent)
Content
Module 1 Awareness
Module 2 De-escalation
Module 3a – Protect.
Refresher
Annually or based on work areas training needs.
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[bookmark: _Hlk216795896]Role required training – Tier 3 OV face to face training
Who
Role dependent. This includes most staff in Mental Health Inpatient Units (Adult, Child and Adolescent), Security and Wardspersons.
Frequency
Once for the 2-day course (or equivalent)
Content
Module 1 Awareness
Module 2 De-escalation
Module 3a Protect
Module 3b Protect with restraint
Refresher
Biannually or based on work areas training needs.
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1. Clear Mutual Expectations – Acceptable behaviours from staff and patients are communicated clearly and consistently. ACT Health Statement of Mutual Expectations may be provided to staff and patients and displayed in clinical spaces.
2. Respectful Limits – Staff are assertive, respectful and polite when setting limits or boundaries with patients.  
3. Talk Through - Staff use consistent de-escalation process to help the patient regulate their emotions. 
· Positive Words – Staff use positive language to describe patients and their behaviours to facilitate better engagement with patients. For example, staff may use, complex user instead of ‘frequent flyer’; well-known patient instead of ‘repeat offender’; person with challenging or responsive behaviours instead of ‘aggressive patient’; person seeking help instead of ‘attention-seeker’; person seeking control and empowerment instead of ‘manipulative’, and so on. 
4. Bad News Mitigation- Bad news may include diagnosis, mental health order, cancellation, lengthy wait time, no smoking or health facility rules. Staff need to understand the emotional impacts of bad news on patients, so when applicable, delivering bad news and providing support to the patient should be planned.  
5. Know Each Other - Patients and staff share common, non-sensitive information with each other to build rapport. Information could include hobbies, interests, favourite TV show or film, or preferred music. 
6. Mutual Help Meeting – Periodic ward meetings with staff and patients to encourage collaboration and valued contributions from each other. 
7. Calming Methods - Staff use patient’s own strengths and coping strategies, or explore new ones, before using medication, to strengthen patient’s ability to cope and regulate their emotions. 
8. Reassurance – There are two components to this intervention. First, staff are expected to introduce their role and provide orientation to patients. Second, if OV occurs, staff debrief every patient, every time to increase patient’s sense of safety and support them to reflect on their behaviours.  
9. ‘Discharge Messages’- Patients being discharged leave positive messages for other patients to encourage hope and recovery. 
Note: Information regarding Safewards is available from the CHS Intranet | OV Resources  
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1. Natural Surveillance:
There is ability to observe people, their activities and interactions in shared spaces while maintaining privacy. 
Security personnel should be visible at entrances. 
Use dome mirrors or viewing panels where a line of sight is obstructed (blind spot). 
Open layout where applicable should be preferred  than closed layouts to reduce sense of isolation and enhance observability.  
Closed circuit television should be used where appropriate to optimise safety and security.
1. Access Controls:
1. There is ability to control entry, exit, and general accessibility of facilities by people. 
1. There is ability to search and screen for weapons (see Searching of Consumers Procedure).
1. There are safeguards to limit access to items or equipment that can be used as weapons.
1. Territoriality:
1. There are defined boundaries between ‘staff only’ and public areas. This can be achieved using physical barriers, signage and/or markings.
1. Where applicable, secure ‘staff only’ areas using swipe or badge access. 
1. Glass barriers, depth and height of desks at staff stations need to balance between accessibility of service and protection of staff if OV was to occur.  
Location:
1. There are dedicated areas for patients to self-regulate or ‘cool off’, such as de-escalation rooms. 
1. There are secure rooms that can be used to contain patients who are at risk to themselves and others.  
1. There are areas for staff to retreat in an emergency. 
1. There are dual access and exit points for staff and patients where applicable (i.e. interview or assessment rooms).
Ambient Conditions:
1. Optimise natural lighting with the ability see outside. 
1. Adequate and comfortable temperature control.
1. Minimise noise levels to allow good communication, minimise overstimulation, and enable rest and recovery. 
1. There is access to food and water. 
1. There is access to comfortable furniture. 
1. There is access to positive distractions (i.e. music, sensory toys) or meaningful activities.
Equipment:
1. Install and maintain duress alarm system. 
1. Personal alarm systems are available for staff particularly lone workers or those who work in the community.  
1. Room layout should not permit obstacles between staff and the door. Such as, furniture is arranged to avoid people from becoming trapped or cornered.
1. Where applicable, selection of furniture should not have sharp edges or those that negate the potential to be used as weapons.
1. Doors should open outwards to avoid barricading
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Non-verbal communication – Open PALMS
Positioning
1. Position yourself to be out of kicking and swinging range of the patient. This would also give the patient more personal space. 
1. Position yourself near an exit point so you can easily walk away when you feel unsafe. Careful not to block the exit point for the person. 
1. Avoid backing into a corner so you can easily move away when the patient is escalating.
Attitude
1. Value the person and acknowledge that their concerns are valid.
1. Keep your emotions in check to avoid matching or fuelling the patient’s anger.
1. Be kind and respectful.
Looking and Listening
1. Appropriate eye contact. Balance between being non-confrontational and being alert to your surroundings.
1. Listen actively to what the person is saying. Let them voice their concerns.
Making Space
Maintain normal space, being too close could be perceived as threatening or intimidating.  
Stance
1. Match the patient’s eye level – Stand if the patient is standing, sit if they are sitting. 
1. Hands should be visible to avoid misconception that you might be concealing a weapon. 
1. Stand at an angle to the patient to minimise being perceived as confrontational and provocative. 
1. Be mindful - hand folding could be mistaken for asserting authority or lack of interest.
Verbal Communication
Main communicator
1. Assign one person to establish verbal contact. More people can be more alarming and threatening for the patient.
1. Be prepared to let someone else communicate with the patient if they are not responding to your style.
Clear, concise language
Use short, simple sentences when communicating and give patient’s time to respond. When patients are escalating, their ability to process information might be limited.
Timeout
1. Use time and space to allow patients to ‘cool off’ or ‘get some air’. Step away and re-engage when the patient is calmer. 
1. Use de-escalation rooms or outdoor areas if appropriate.  
Acts of kindness
Offering patients food, drinks, blankets or other comfort measures can be helpful.
Assertive communication
1. Facilitate safe expression of anger and frustration but call out unacceptable behaviours. 
1. Set limits and boundaries early by informing patients how their behaviours make you feel.
1. When setting limits and boundaries, repetition might be necessary to help the patient gain insights of their behaviours.  
Strengths based approach
Ask the patient or their support person what normally helps them calm or ‘cool off’.  Empower them to use their coping strategies to extinguish their anger.
Offer realistic or doable options
Shift the patient’s focus away from their anger towards a solution by providing them with options.
Finding agreements
1. Do not argue, instead agree with the truth or agree in principle. For example, if a patient is frustrated about the wait time, you may say, “Yes, waiting can be frustrating. Is there anything I can help you with while you wait?”
1. Agreeing in principle is useful when patients are making claims that you are unable to validate. For example, when a patient is claiming that they have been mistreated, you may say, “That is not a pleasant experience. Everyone should be treated with kindness and respect”.
Medications
If prescribed, offer medications to help the patient calm (not sedate). Do not rush to give, but it is important not to delay if needed. 
You may say, “I can see you’re getting very frustrated. It is important that you stay in control – would you like a medication to help you?”
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Number of Incidents involving the same patient and recommended actions
Note: in some circumstances, order of actions may vary.  For example, other risk controls may be implemented earlier.
	Position/team
	2 to 3 incidents actions
	4 to 5 incidents actions
	6 or more incidents actions

	Line managers
	Facilitate staff debrief
Develop a Safety Management Plan or Behaviour Support Plan.
Consider warning letter, if dialogue is ineffective. 
	Implement Other Risk Controls (see Section 8.2)  that are applicable.
	Consider Workplace Protection Order (WPO) in consultation with staff and management. 
Monitor WPO breaches and support staff to escalate breaches to ACT Police

	Treating team
	Explore medical drivers of behaviour and clinical management
Support warning letter if indicated  
Initiate discharge planning 
	Consider discharge options
Make appropriate referrals early
	Strongly consider discharge if staff safety risks outweigh duty of care to patients. 

	Management (e.g. ADON, DON, Operational Director)
	Monitor the needs of line managers.
Escalate to Executive Leadership as required, i.e. Warning Letter.
	Support Line Managers to implement Other Risk Controls (see Section 8.2). 
Explore Conditional Treatment Arrangement and escalate to Executive Leadership.
	Apply for the WPO

	Executive Leadership
	Sign and deliver warning letter with middle management. 
Monitor and approve need for staff OV Leave. 
Support 
	Support Middle Management in implementing Conditional Treatment Arrangement.
Support OV Leave
	Support WPO application

	Staff
	Add DHR alert for OV risk
Adhere to the Safety Management Plan or Behaviour Support Plan.
Report OV as Staff Incident in RiskMan and to ACT Police if applicable.
	Adhere to implemented risk controls
Continue to report to RiskMan and ACT Police (if applicable)
	Adhere to the conditions of the WPO
Report breaches of the WPO to ACT Police and RiskMan

	Work Health and Safety
	Assist in developing a Safety Management or Behaviour Support Plan
Assist in drafting or escalating warning letters
Provide support as requested
	Provide advice and support on Other Risk Controls
Monitor incident reports and assist line managers in escalating to Middle and Executive Management
	Assist in preparing a WPO
Monitor breaches of the WPO with line managers, and provide support as required

	Security
	Check-in with line managers if frequent presence or patrols are required
Escort management when delivering warning letters
	Provide patrols or presence to the affected area. 
Escort management when delivering conditional treatment arrangement
	Support staff to adhere to the conditions of the WPO
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