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Session Objectives

Describe proactive processes for managing behavioral 

issues and disorders, including alcohol withdrawal, in 

medical settings 

Discuss effective processes for emergency response to 

behavioral issues and alcohol withdrawal in medical 

settings

Identify and address environmental safety issues and 

learning needs of staff in medical settings 
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Vizient Patient Safety Organization (PSO)

ÅThe Vizient Patient Safety Organization (formerly the University Health 

System Consortium Safety Intelligence PSO) became federally-listed 

by AHRQ in 2008

ÅNational participation of healthcare providers across 39 states and over 

280 providers

ÅPSOs collect and analyze data in a standardized format using the 

AHRQ Common Formats to identify safety improvement opportunities 

and share learnings widely. 
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AHRQ = Agency for Healthcare Research and Quality 

©2018, Vizient PSO and Vizient Data Services, LLC. Disclaimer: For informational purposes only and does not, itself, constitute medical advice. This does not replace 
careful medical judgments by qualified medical personnel. There may be information that does not apply to or may be inappropriate for the medical situation.



Vizient PSO Program Offerings

Participation in the Vizient PSO provides: 

Educational opportunities

ÅEducational web conferences on 

PSQIA and developing a PSES 

ÅCase law updates at in-person 

meetings and web conferences 

4x/year 

ÅMonthly topical safety webinars with 

member leading practices

ÅPSO officer education on high 

reliability and culture of safety 6x/year

ÅEvidence-based and expert 

consensus resources, toolkits and 

safety alerts

Collaborative opportunities

ÅPSO Safe Table discussions amongst 

PSO clinical leaders/content experts

Å In-person networking meeting twice 

annually

ÅPSO listserver collaboration

ÅPSO Safety Huddles 5x/month

ü General hospital, Pediatric, Academic 

Medical Center, Ambulatory Care

ÅExpert advisory groups on various 

safety topics

ÅQuarterly User Groups
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Managing behavioral issues in medical settings was the top safety priority 

identified by Vizient PSO members for our 2018 projects. 

©2018, Vizient PSO and Vizient Data Services, LLC. Disclaimer: For informational purposes only and does not, itself, constitute medical advice. This does not replace 
careful medical judgments by qualified medical personnel. There may be information that does not apply to or may be inappropriate for the medical situation.



Behavior-related issues in medical settings
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Vizient Patient Safety Organization aggregate data  for January 2017-March 2018; Total number of events = 2,725; excludes behavioral health areas. Location was not identified in 

599 events and were not included. *Ancillary services include radiology, rehabilitation, diagnostic, cardiovascular, respiratory, laboratory, pharmacy, etc. 

©2018, Vizient PSO and Vizient Data Services, LLC. Disclaimer: For informational purposes only and does not, itself, constitute medical advice. This does not replace 
careful medical judgments by qualified medical personnel. There may be information that does not apply to or may be inappropriate for the medical situation.



Key findings in behavior-related issues

Å Primarily committed by 

patients against staff or 

other patients

Å Most common in ED

Å Common causes

ïMental health issues

ï Delirium or dementia 

ï Substance use

ï History of violence

Å Types of articles

ï Most common was illegal 

drugs, alcohol or 

unauthorized pills  

ï Sharps or weapons

Å Ingested, snorted, or 

injected drugs via their 

own syringes or existing 

I.V.s. and in some cases,  

patients were found 

unresponsive, hypotensive 

and/or lethargic.
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Å Most common method was 

strangulation or hanging 

using cords from 

equipment, sheets, belts 

or clothing and ligature 

points

Å 14% of events led to serious 

harm or death; more were 

reported on inpatient units.

Å More common among older 

adults in medical than 

behavioral settings

Assaultive behavior Unauthorized articles Suicide-related 

Vizient Patient Safety Organization aggregate data  for January 2017-March 2018; Total number of events = 2,725; excludes behavioral health areas. 

Contributing factors 

Å Inadequate assessment, observation or care planning 

Å Environmental safety issues and insufficient inspection of patient and visitor belongings

Å Discharge to home without adequate support or an inappropriate level of care 

©2018, Vizient PSO and Vizient Data Services, LLC. Disclaimer: For informational purposes only and does not, itself, constitute medical advice. This does not replace 
careful medical judgments by qualified medical personnel. There may be information that does not apply to or may be inappropriate for the medical situation.



Key recommendations

Å Establish proactive processes for screening, assessment and ongoing 

management of patients with behavioral issues.

Å Compliment proactive processes with behavioral emergency 

response plans.

Å Identify and mitigate environmental safety hazards, conditions and 

situations that can lead to violence, suicide or self-harm.

Å Conduct education and training programs on managing behavioral 

issues based on staff membersô roles and responsibilities. 

7 ©2018, Vizient PSO and Vizient Data Services, LLC. Disclaimer: For informational purposes only and does not, itself, constitute medical advice. This does not replace 
careful medical judgments by qualified medical personnel. There may be information that does not apply to or may be inappropriate for the medical situation.



NYU School of Medicine

Using an alcohol withdrawal protocol to 
improve patient safety outcomes

Tim Stroupe, MD, Deputy Chief - Director, Psychiatric ED/CL Services 

NYU Langone Brooklyn
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ÅTo describe the implementation of a multidisciplinary 

protocol based on symptom-triggered therapy and CIWA-

based activations of rapid response teams 

ÅTo demonstrate the positive impact of this protocol and 

process and outcome measures of patient safety 

Overview
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1. Introduction to NYU Langone Hospital - Brooklyn

2. Alcohol Withdrawal Protocols: past and present

3. Results, lessons learned and next steps 

Agenda
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Å 450 bed complex teaching medical center that transitioned from a 

community hospital in Sunset Park, Brooklyn

Å 24,000 annual discharges

Å We have a multitude of specialties including but not limited to:

NYU Langone Hospital ïBrooklyn 

ïLevel 1 Trauma

ïGeneral Internal Medicine

ïInterventional Neurology  

ïAdvanced Endoscopy

ïComprehensive Stroke 

Center

ïVascular Surgery

ïGeneral Surgery

Á Colorectal

Á Hepatobiliary 

Á Surgical Oncology 

Á Robotic 

Á Bariatric 



NYU School of Medicine14

ÅHigh proportion of underserved and underprivileged 

patients (uninsured, undocumented, non-English speaking)

ÅHigher incidence of alcohol and drug use and related 

diseases among people with lower levels of income, 

education, and employment

Socioeconomic factors for our patients
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1. Introduction to NYU Langone Hospital - Brooklyn

2. Alcohol Withdrawal Protocols: past and present

3. Results, lessons learned and next steps 

Agenda
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NYULH-B Alcohol Withdrawal Protocols

Inpatient detox unit was state regulated and 
frequently used fixed tapering protocols to treat 
alcohol withdrawal, leading to longer hospital 
stays with greater use of benzodiazepines.

Patients with medically complicated withdrawal 
syndromes were admitted to Medicine with little 
consistency between providers regarding benzo 
used and benzo dosing.

Delirium with violence and disruptive behavior 
that occur during these states.

2016

Symptom triggered therapy associated with 
lesser use of benzodiazepines (BZD), shorter 
duration of treatment, and less time required in 
higher level of care
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NYULB Alcohol Withdrawal Protocol



NYU School of Medicine18

ÅNurse education on CIWA of videotaped patients and 

validation of assessment against standard scores

Å Introduction of alcohol withdrawal flowsheets into Epic 

including CIWAs and treatments over time

ÅHouse staff and nurse practitioner video course

ÅContinuously educating staff on CIWA and symptom 

triggered therapy

ï Including one-on-one education from Addiction Consultant NP 

and RN to RN validation of scores

Education of Providers
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ÅNurse-led CIWA assessments with better provider 

communication

ÅFrequent nurse/provider collaboration upon initiation of 

treatment

ÅDeploying rapid response teams for CIWA score greater 

than 15

ÅEducation regarding appropriate initial medications, 

triggers for titration of medications, or upgrade to higher 

level of care

Implementation of Protocol
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ÅResponds to patients with CIWA scores of greater than 15 

ÅAllows for quicker triage and escalation when appropriate

ÅExpedites administration of higher dose benzodiazepines 

in highest risk patients

ÅAssesses patients with primary team at bedside and 

provides timely, frequent feedback to team to reduce 

CIWA score variation

ÅFacilitates care continuity, e.g., patient requires higher 

level of care

Why use a Rapid Response Team (RRT)? 
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ÅIntroduction to NYU Langone Health

ÅAlcohol Withdrawal Protocols: past and present

ÅResults, lessons learned and next steps 

Agenda
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Process Measure
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ÅO/E Mortality

ï100% improvement

ÅCase Mix Index (CMI)

ï12% increase

Outcome Measures

Å ICU Utilization

ï6% decrease
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ÅProtocol led to higher value care that was safer and cost 

neutral

ÅProviders noted increased familiarity in treating patients 

with alcohol withdrawal, leading to earlier recognition and 

treatment

ÅRapid Response Team rounds expedited identification of 

patients at risk for decompensation and earlier dosing of 

benzodiazepines

Lessons Learned
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ÅContinued provider reassurance about safe 

benzodiazepine dosing

ÅStandardization of practice in CIWA assessment given 

variation of scores across providers

ÅMore frequent rounding by primary teams

Next Steps



No Inpatient Psychiatry 

Unit:  No Problem

Thomas W. Heinrich, MD, FACLP
Professor of Psychiatry & Family Medicine

Froedtertand the Medical College of Wisconsin 
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Overview

ÅAppreciate one approach to behavioral health 

emergency response teams

ÅUnderstand the potential role of proactive 

behavioral health consultation in the general 

medical setting



The Problem:

ñWe didnôt sign-up for this.ò



A Caseé
Å A 32 year old male with a known history of polysubstance 

use along with a reported history of ñbipolar-

schizophreniaò is admitted after a MVA in which he 

suffered multiple fractures

Å On the second day of admission (POD#1), he becomes 

agitated with the staff

ï Eventually he strikes a nurse

ï Security is called and the patient is placed in physical 

restraints

ï 8 hours later he is still restrained and unmedicated

Å During ortho rounds it is suggested that someone call 

psychiatry to treat his ñbipolar-schizophreniaò 



Making the Caseé



Making the Caseé



Average Daily 

Census

Primary BH 

Diagnosis

Primary Medical Diagnosis with BH 

Secondary Diagnosis

Sequence 

1-2

Sequence 

1-3

Sequence 

1-4

Inpatient 7.43 20.12 32.32 45.78

Observation 1.40 2.25 2.93 3.41

Total 8.83 22.36 35.25 49.19

Making the Caseé



Making the Caseé
Negative Consequences

Agitation in the 
medical setting

Adverse 
patient 

outcomes Poor staff 
moral

Prolonged 
LOS

Staff 
injuries

Lost 
productivity

Poor staff 
retention

Difficulty 
recruiting 

staff

Legal 
concerns

Etc., etc., 
etcΧ



Solutions:
An incomplete listé



Continuum of Care

Behavioral health integration into general 

medical settings

Reactive 
Psychiatric 

Consult 
Service

Behavioral 
Emergency 
Response 

Team

Behavioral 
Intervention 

Team 

Complexity 
Intervention 

Unit



The Continuum of Care (and Service)

Reactive Psychiatric Consult Service

ÅPrimary service consults psychiatry only once a consult 
issue is identified that requires acute management 



The Continuum of Care (and Service)

Reactive Psychiatric Consult Service

ÅPrimary service consults psychiatry only once a consult 
issue is identified that requires acute management 

ÅLimitations with this modelé
ÅReactive and often crisis-orientated involvement

ÅLimited referral rates, when more patients could benefit

ÅReferral of patients in little need of psychiatric consultation

ÅAssessments performed late in hospitalization

ÅInterventions are often directed to clinicians (Physicians and 
AAPs)



Reactive Psychiatric Consult Service 
Not all its cracked up to be..



The Continuum of Care (and service)

Reactive Psychiatric Consult Service

Behavioral Emergency Response Team 
(BERT)

ÅA multidisciplinary team responds to ANY 
care providers concern about patient or 
staff safety



BERT: The Approach

ÅRapid response nurse

ÅCharge nurse

ÅSecurity officer

ÅPrimary team and/or admitting 
medical officer (after hours)

The 
Team

ÅAdditional training

ÅUse of treatment algorithm

ÅDevelopment of care plan

ÅTeam debrief

The 
Method



BERT: Nursing Satisfaction Survey Results



BERT: Results



BERT: Results

Pittsburgh 

Agitation 

Scale: 0-16



The Continuum of Care (and Service)

Reactive Psychiatric Consult Service

Behavioral Emergency Response Team(BERT)

ÅA multidisciplinary team responds to ANY care 
providers concern about patient or staff safety

ÅLimitations of this model 
ÅReactive and often crisis-orientated involvement

ÅLimited referral rates, when more patients and staff could 
benefit

ÅScope of interventions often limited by respondersô scope of 
practice, knowledge-base, or comfort levels

ÅLimited availability of 24/7 behavioral health coverage



The Continuum of Care (and Service)

Reactive Psychiatric Consult Service

Behavioral Emergency Response Team

Behavioral Intervention Team (BIT)/Proactive 
Consult Service 

ÅA BH provider meets with primary team daily to review 
all admissions
ÅProactively identify BH issues

ÅInitiate full psychiatry consult, if appropriate

ÅContinue to work with team to ensure recommendations are 
followed and adjusted as needed



Proactive Inpatient Consultation

The Landmark Study

Sledge WH, et al. Psychother Psychosom. 2015;84(4):208-16. 



Proactive Inpatient Consultation

The Process

Å Psychiatric provider assigned to the primary 

medical team
ÅRounds with team daily

Å Referral sources for consultation
ÅMedical staff

ÅMedical record

Sledge WH, et al. Psychother Psychosom. 2015;84(4):208-16. 



Proactive Inpatient Consultation

The Process

Sledge WH, et al. Psychother Psychosom. 2015;84(4):208-16. 


