Attending Registered Nurse
Meeting Minutes
[bookmark: _GoBack]Wednesday August 4, 2021
12:00 – 1:00PM
Zoom

Presiding: Liz Mover, Christina Alexander
Coach: Gino Chisari



	Agenda Item
	Discussion
	Action

	Welcome/Introduction to New/Returning ARNs
	Christina and Liz called the meeting to order at 12:00PM with 16 ARNs present on Zoom. 
	Noted

	Safety Hold Policy (Brian French and Hemal Sampat)

	· Empowers staff to prevent an inpatient from leaving AMA when all the following criteria:
· The patient lacks capacity to leave the hospital AMA and is attempting to do so.
· There is an imminent risk of harm to the patient and/or others from leaving AMA.
· The patient does not meet Section 12(a) criteria.
· Physically or chemically restraining the patient would be excessive.
· If a patient on a Safety Hold becomes violent or causes self-harm and needs to be physically held, then utilize the Restrain and Seclusion policy
· The Safety Hold order needs to be renewed every 24 hours.  
	







	Gun Violence Prevention (Matt Thomas and Meghan Rudolph)
	· In response to a study that assessed nurses comfort and knowledge with assessing firearm access and providing education on safe gun storage, a pamphlet was created and a multidisciplinary committee was formed to develop a Gun Violence Prevention course for nurses.
· Intimate Partner Violence:  HAVEN (Helping Abuse and Violence End Now) and VIAP (Violence Intervention Advocacy Program)
· For patient education handout in Epic, go to Patient Instructions and search for “gun safety”
· Weapons are prohibited at MGH except for law enforcement and corrections carrying out official duties.
	


HAVEN: https://www.massgeneral.org/social-service/haven

VIAP:
https://www.massgeneral.org/community-health/cchi/programs/violence-intervention-advocacy


	ARN Portal Update (Marianne Ditomassi, Jess Beaham, Liz Mover, Christina Alexander)
	· Marianne, Jess, Liz, Christina, and Gino met to brainstorm the layout and content of the future ARN portal.
· The ARN portal development site was shown to the ARN group.
	Please click the following link and email Liz Mover and Christina Alexander comments and content suggestions: 

https://dev-npcs.massgeneral.org/eed/arn/default.shtml

*This is a development site and is only available behind the firewall

	Check In
	
	Noted
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Frequently asked questions regarding the Safety Hold

How is a Safety Hold different from a “medical hold”?

It is the same thing. The previously used term “medical hold” does not exist in MGH policy. Essentially, what the Safety Hold does is provide a common term we can use to say that a patient lacks capacity to leave the hospital and needs to be prevented from doing so. So, if such a patient tries to leave, and Police & Security asks, “Is the patient sectioned?” we can say, “The patient is on a Safety Hold,” and Police & Security will still be empowered to prevent the patient from leaving.

 

How does the clinician determine decision-making capacity?

Decision-making capacity is specific to a decision and to a time. Someone can have capacity to make one decision but not another (e.g., capacity to reject a certain treatment but not to leave AMA). Someone can also gain and lose capacity at different times (e.g., have capacity today and not have it tomorrow). In order to have capacity to make a certain decision, a patient must demonstrate all the following:

· Express a clear choice. If a patient won’t engage in a capacity assessment or can’t express a clear choice, the patient can be deemed to lack capacity.

· Understanding. The patient must be able to comprehend and manipulate the information provided, including repeating it back to the provider.

· Appreciation. The patient must be able to recognize the impact of the decision upon themselves/on their health.

· Rationale. The patient must show a cogent rationale for their decision that is consistent with their values and beliefs.

 
If a patient is at imminent risk of harm from leaving AMA and lacks decision-making capacity, wouldn’t the patient meet Section 12 criteria?

Not necessarily. The Section 12(a) psychiatric hold enables us to hold a patient against their will if the plan is to eventually transition to a DMH-licensed mental health facility. If the cause of the patient’s lack of capacity is due to something other than a primary psychiatric illness (e.g., if a patient has dementia), the patient might not meet Section 12 criteria. (Psychiatry will make the ultimate determination regarding Section 12.)


Does the Safety Hold let us physically hold a patient to prevent them from leaving?

If a patient needs to be physically held, this would be considered a physical restraint. The rules for this fall under the Restraint and Seclusion policy, and would include needing a restraint order that needs frequent renewal, nursing re-assessments of the patient, etc.

 

A patient is on a Safety Hold and the patient is trying to leave. We try to redirect the patient and the patient becomes agitated. What do we do?

If clinical team determines that restraints are warranted, then the patient can then be physically and/or chemically restrained in accordance with the Restraint and Seclusion policy.




What should we document in these situations?

The clinician should clearly document the assessment of decision-making capacity. The documentation requirements for a Safety Hold are the same as for a patient elopement or patient leaving AMA, namely: a summary of the events that led to the situation, the time that the care team was notified, patient comments and what occurred, and actions taken to assure the patient’s safety.
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Gun Violence Prevention:  It is Everyone's Job!

Norman Knight Nursing Center  for Clinical and Professional Development
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In 2019, nearly 40,000 people died from gun violence across the US

Created by C. Sacks from CDC Wonder 2017 data
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Series 1	Pneumonia	Liver Disease	Sepsis	Firearms	Parkinson's	C. diff	HIV	49157	41743	40922	39773	31963	6118	5698	





Approximately 90 people die every day from gun violence

Nearly 2/3 of firearm deaths are due to
suicide









Mass  shootings

~1%

"Accidental"  shootings

1-2%

Homicides

~35%

Suicides

~60%

CDC Wisqars 2019.

Gun Violence Archive 2019.

Firearm-Related Deaths Are 

Due to Four Different Types of Violence:
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Gun Facts



Access to firearms is associated with an increased risk of death from suicide and homicide (Anglemyer et al, 2015)

Guns in the home are more likely to be involved in an unintentional shooting, a criminal assault, or a suicide attempt, than used to injure or kill in self-defense (Kellerman et al, 1998)

States with more guns have higher rates of homicide and suicide (Hemenway 2010)

States with stricter gun laws have lower rates of firearm fatalities (example -  Massachusetts) (Fleegler et al, 2013)



Storing guns unloaded, locked and separate from locked ammunition is recommended if guns are kept in the home (Grossman et al, 2005)
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Increased Risk of Injury or Death from a Firearm:

Young Children

Teenagers

People who:

Have suicidal ideation  

Are feeling depressed  

Have a history of violence  

Are in or have been in an intimate partner violence  situation

Misuse substances

Are suffering from Alzheimer's or other forms  of dementia

Are Adult older men



Talking to Patients about Gun Safety, Massachusetts Office of the Attorney General
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Published Data; AJN; Sheppard, Kim et al, 2020

Nurse Comfort and Knowledge with Assessing Firearm Access and Providing Patient Education on Safe Gun Storage



Nurses invited via email to participate in a survey regarding SGS

Nurses from 2 inpatient units 

Psychiatry

Medicine

42 Nurses Participated (21 from each unit) 

Nurses expressed minimal knowledge or training on firearm safety and SGS and supported the need for a practice policy and patient education on this topic.







Background and Goal: 

Nurses and other healthcare providers are well positioned to lead efforts to increase awareness of SGS, however there are barriers to providing this education.
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A multidisciplinary committee was formed to develop a GVP class.

Results and Conclusions

Published Data; AJN; Sheppard, Kim et al, 2020

>80% of nurses reported they would feel comfortable educating patients on SGS if information was available

Pamphlet was the endorsed best method for patient education. 

>50% favored a 1-hour inter-professional class including security.

>50% were not familiar with Mass law on SGS

0% had participated in a class on how to educate others on firearm safety and SGS. 

Barriers identified included: 

lack of knowledge 

lack of patient-education information,

concern for safety

many felt they didn’t know what to do with the collected information. 

Nurses supported the need for a safety protocol, a policy for documentation, and nurse education.





In conclusion:



Nurses from both units expressed minimal knowledge and prior training on firearm safety and safe gun storage, highlighting the need for more education in this area. Comfort levels with asking patients and providing education in this area differed between the units, as did barriers and facilitators. This was somewhat expected as nurses on the psych unit have experience asking these sensitive questions.



In addition to education, nurses from the Medical Unit identified the need for a policy in place for documentation and having a safety protocol if an uncomfortable encounter occurs- this unit is likely more reflective of the general inpatient units at MGH and highlights the need for policies to support nurses who are asking or educating patients on this important topic



Lack of knowledge and lack of educational information were identified as top barriers to asking patients for both units– again, the medical unit did express unique barriers such as lack of time and not knowing what to do with info collected, both important considerations when establishing policy and protocol on our general nursing units.



Giving patients a pamphlet was identified by both units as the preferred education strategy, and both units preferred to give the pamphlet on admission or during hospitalization.  Alarmingly, very few nurses are aware of the GVP Coalition pamphlet, so this is something we can work on- alerting nurses that the pamphlet is in Epic. 



Of interest, just giving all patients the pamphlet as part of hospital education materials was endorsed by some of the nurses. This may imply that the education pamphlet should be printed and distributed to ALL patients during hospitalization regardless of gun accessibility, not a bad idea.



Nurses identified an interprofessional, 1 hour course including security as a best method of learning.
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Pediatric Populations

Nearly 4.6 million children live in households with loaded, unlocked guns (Azrael et al, 2018)

3,390 deaths related to firearms (homicide and suicide) in youths 0-19 years of age were recorded in  2019. (CDC WISQARS 2019)

The American Academy of Pediatrics advises that the safest home for a child is one without guns. 

AAP recommends for those who own a gun:

Guns be stored locked and unloaded, with ammunition locked separately

Ask about guns in the homes where child plays





https://www.healthychildren.org/English/safety-prevention/at-home/Pages/Handguns-in-the-Home.aspx
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Suicide Deaths

Most gun-related deaths in the US are from suicide

Shooting oneself is the most common means of death by  suicide in the US

Fatality rate is extremely high with guns (90%) where most other means it is low (2%) (Conner et al, 2019)

Restricting access to firearms and other highly lethal means is an important part of suicide prevention efforts







9



Intimate Partner Violence

In households where there is a firearm present, a victim of partner abuse is 6 times more likely to be killed than if there were no firearm in the household



More than half of all women murdered with guns are killed by a  family member or intimate partner
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Resources: Intimate Partner Violence

MGH’s domestic violence advocacy group:

	 HAVEN (Helping Abuse and Violence End Now) 

For patients, employees and community members regarding safety in their relationships

Services are free and confidential

 Training for healthcare providers on best practices for working with survivors https://www.massgeneral.org/social-service/haven 

MGH resource for patients & family members who have experienced community violence:

VIAP (Violence Intervention Advocacy Program)

Services include support, safety planning, advocacy, community referrals and training for health care providers

Member of the National Network of Hospital Based Violence Intervention Programs
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Why Talk to Patients About Safe Gun Storage?

Because we know:

That gun violence is a public health issue

There is no law restricting clinicians from inquiring about gun  ownership, safety and storage

As clinicians, we spend large amounts of time with patients and  develop trusting relationships

Each encounter with a patient is an opportunity to potentially prevent future injury/harm
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Tips on Discussing Safe Gun Storage

Emphasize gun violence is a public  health problem & as such, it is:

Like discussions about smoking, hypertension, intimate partner violence, we are teaching patients about improved health and a safe home environment

When asking about gun access, normalize the question:

"We ask everyone this question..."

"MGH is trying to raise awareness regarding safe gun storage…"

"Because there are risks associated with owning a gun..."

If the patient chooses not to share  any information, change the subject, and move on
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MGH Response to Gun Violence

On June 10, 2019, the Massachusetts  General Hospital launched the



MGH Center for Gun Violence Prevention



For more information about the Center for Gun Violence Prevention:



https://www.massgeneral.org/gun-violence-prevention/ 
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For a patient education handout in Epic, go to Patient Instructions and search for "gun safety"





In conclusion:



Nurses from both units expressed minimal knowledge and prior training on firearm safety and safe gun storage, highlighting the need for more education in this area. Comfort levels with asking patients and providing education in this area differed between the units, as did barriers and facilitators. This was somewhat expected as nurses on the psych unit have experience asking these sensitive questions.



In addition to education, nurses from the Medical Unit identified the need for a policy in place for documentation and having a safety protocol if an uncomfortable encounter occurs- this unit is likely more reflective of the general inpatient units at MGH and highlights the need for policies to support nurses who are asking or educating patients on this important topic



Lack of knowledge and lack of educational information were identified as top barriers to asking patients for both units– again, the medical unit did express unique barriers such as lack of time and not knowing what to do with info collected, both important considerations when establishing policy and protocol on our general nursing units.



Giving patients a pamphlet was identified by both units as the preferred education strategy, and both units preferred to give the pamphlet on admission or during hospitalization.  Alarmingly, very few nurses are aware of the GVP Coalition pamphlet, so this is something we can work on- alerting nurses that the pamphlet is in Epic. 



Of interest, just giving all patients the pamphlet as part of hospital education materials was endorsed by some of the nurses. This may imply that the education pamphlet should be printed and distributed to ALL patients during hospitalization regardless of gun accessibility, not a bad idea.



Nurses identified an interprofessional, 1 hour course including security as a best method of learning.
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In Massachusetts Gun Safety is the Law

Purchase requirement: license to carry (LTC - renewable every 6 years)

21 + 

Background check

Firearms safety course

Restrictions on obtaining an LTC:

20 or under 

Undocumented immigrants

Dishonorably discharged ex-military  

Convicted felons

Involvements in drug-related, firearms-related or other violent offenses, or warrants

Committed to a hospital or institution for mental illness or substance use

Gun storage: locked container and/or equipped with a tamper-resistant mechanical lock
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Extreme Risk Protection Order (ERPO)

Bill passed in Massachusetts in July 2018

Order from a judge that suspends a person’s LTC and requires they surrender all guns and ammo

Deemed to be a danger to themselves or others

A petition for an ERPO can ONLY be filed by:

Married to or living with

Related by blood or marriage

Has a child with

Substantive dating relationship or engagement

Police department where the gun owner lives

Business hours: the petitioner must visit their local court 

Off hours: the petitioner must visit their local police department  

Clinicians CANNOT file for a petition but CAN educate families about ERPO
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MGH Weapons Policy

Weapons are PROHIBITED at MGH

Definition: ANYTHING that can be used to inflict death or serious bodily harm

Examples:

Firearms or other projectile firing devices

Knives or other cutting devices

Chemical sprays (OC, mace, etc.)

Tasers or other electronic weapons

Any objects that could be used to injure

Exception: law enforcement or corrections carrying out official duties

Procedure: contact Police and Security immediately, DO NOT CONFRONT
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Police and Security Response

Weapon present:

Contact Police and Security immediately, DO NOT CONFRONT 

Immediate threat or violence, contact Police and Security or 911

Police and Security response:

Assess the danger

Manage the situation

Assess MGH policy or criminal violations

Secure any item deemed to be a weapon in a safe in the Bulfinch basement

Return any lawfully possessed weapon or item when safe and appropriate to do so

Discussing safe gun storage or the weapons policy? Call Police and Security to assist if the…:

…conversation becomes heated or doesn’t go well

…patient makes verbal threats to physically harm you

…patient becomes verbally or physically aggressive

…patient is carrying a firearm
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Police and Security Response

In fear for any reason? Police and Security is always your backup

Call 617-726-2121 (24-hour dispatch center)

Know and call the P/S number for your specific site

Contact 911 under extreme circumstances

Panic buttons  

“Doctor Johnson”
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Questions?

or 

Comments?
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						Series 1
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This study evaluated nurse comfort and knowledge with asking inpatients about
firearm accessibility and providing education on Safe Gun Storage (SGS).
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Safety Hold

Hemal Sampat, M.D.

Bill Hillman, M.D.





What is a Safety Hold?

Order than can be placed in accordance with a new amendment to the Patients Leaving AMA and Elopement/Patient Disappearance Policy



Empowers staff to prevent an inpatient from leaving AMA when all the following criteria:

The patient lacks capacity to leave the hospital AMA and is attempting to do so.

There is an imminent risk of harm to the patient and/or others from leaving AMA.

The patient does not meet Section 12(a) criteria.

Physically or chemically restraining the patient would be excessive.







Scenario 1

A 55-year-old man with a history of alcohol use disorder is admitted to the hospital intoxicated with metabolic disarray

He expresses suicidal ideation on admission, and after treatment of his acute medical illness, he continues to endorse suicidal ideation

Patient meets criteria for Section 12(a) and can be held involuntarily pending placement in a psychiatric facility

Note: Section 12(a) is legally meant to be a first step in getting a patient to a DMH-licensed mental health facility.







Scenario 2

A 55-year-old man with a history of alcohol use disorder is admitted to the hospital intoxicated with metabolic disarray

Despite appropriate treatment for his medical issues, his course is complicated by development of delirium.

Patient asks to be released from the hospital. Upon assessment by the responding clinician, he does not meet Section 12(a) criteria.

Nonetheless, the RC determines that the patient does NOT to have capacity to make the decision to leave AMA.

When told he needs to stay, he becomes agitated and attempts to hit the staff. 

Security is called, and the patient is physically and chemically restrained in accordance with the Restraint and Seclusion Policy.







Scenario 3

A 55-year-old man with a history of alcohol use disorder is admitted to the hospital intoxicated with metabolic disarray. 

Patient has completed treatment for alcohol withdrawal but continues to require IV fluids for resolving AKI. 

Patient asks to be released from the hospital. Upon assessment by the responding clinician, he is able to express a consistent decision, demonstrate understanding of his medical condition, demonstrate an appreciation of the consequences of his decision, and provide a cogent rationale for his decision. 

He is determined to have capacity to make this decision. 

Patient is discharged against medical advice in accordance with the Patients Leaving AMA and Elopement/Patient Disappearance Policy.







Scenario 4

A 55-year-old man with a history of alcohol use disorder is admitted to the hospital intoxicated with metabolic disarray. 

Despite appropriate treatment for his medical issues, his course is complicated by development of delirium, and he continues to require IV fluids for resolving AKI. 

Patient asks to be released from the hospital. Upon assessment by the responding clinician, he is determined NOT to have capacity to make the decision.

When told he needs to stay, patient remains calm, but replies, “No I’m leaving,” and begins to walk out of his room towards the elevators. 

In this scenario, we have a calm patient who lacks capacity to leave AMA, does not meet Section 12(a) criteria, and attempts to leave AMA when doing so would place him at imminent risk of harm. Restraining this patient may be excessive.



The “Safety Hold” addresses this scenario. 







What can be done under a Safety Hold?

If a patient is under a Safety Hold, a staff member (most notably, Police & Security) can stop an incapacitated patient from leaving the hospital against medical advice by methods that include (but are not limited to):

- Verbal redirection

- Physically blocking a doorway or other exit

- Standing in an elevator to prevent it from closing



Do not place self at risk. Do not put hands on patient.*

*If patient needs to be physically held, please utilize the Restraint and Seclusion policy





How to order a Safety Hold
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