
D6 MENTAL HEALTH UNIT GUIDELINES

VISITING HOURS 
Monday - Friday:  6 pm - 7 pm / Saturday - Sunday:  1 pm - 2 pm and 6 pm - 7 pm

**Holidays may affect the hours listed above, please confirm visiting hours with staff**

    •  Only 2 people may visit a patient at one time.
    •  Children under the age of 16 years are not allowed on the unit. Minors ages 16-17 must be accompanied by a responsible adult. Proof of age is 
        required (Drivers License, School ID)
    •  Visitors suspected by D6 staff to be intoxicated and/or impaired due to substance misuse will not be allowed on the unit. Future visits for this 
        individual may be denied. 
    •  For privacy reasons, recently discharged patients are not allowed to visit other patients on the unit for 6 months.
    •  Visitors must leave all belongings in an assigned locker upon entering the unit, including cell phones, jackets, hats, purses, wallets, and keys.
    •  Any items brought to patients will be searched by staff.
    •  Visitation will take place only in common areas designated by D6 staff.  
    •  No visitors are allowed in patient rooms or unit hallways.
    •  For the safety of the patients and the unit, visitors and patients are not allowed to have physical contact e.g. kissing, hugging, sitting on laps, etc. 
        Failure to follow this guideline may result in loss of visiting privileges and visitor being escorted off the unit. 

TELEPHONE
    •  No calls are allowed during scheduled group/activity times to prevent interference with your treatment groups.
    •  Telephones are available from 7:30 AM to 10:00 PM.
    •  Phone calls are allowed once per hour, with a maximum 10 minutes per call, whether it is an incoming or outgoing call.
    •  No cell phones are allowed on the unit.
    •  Messages will be taken for any incoming calls for patients. The caller will be asked to leave a name and number and your presence on this unit will 
        not be revealed to the caller. The caller will be told that if you are here and wish to, you will return the call.

PROHIBITED ITEMS
    •  All sharp items including razor blades, knives or weapons of any type (Illegal items will be turned over to security as outlined by hospital policy).
    •  Non-prescribed drugs, recreational drugs including Medical Marijuana (Illegal items will be turned over to security as outlined by hospital policy).
    •  Prescription medications will be placed in a valuables envelope and kept in the hospital safe.
    •  Glass or breakable items.
    •  Lighters or matches.
    •  Tobacco or smoking items (chew, snuff, and dip, snus, water vapor cigs, e-cigs, or any other smoking/tobacco product).
    •  Personal electronic or electrical devices (computers, cellphones, tablets, IPODs, curling irons, hair dryers, heating pads, radios, etc.) 
    •  Perfume or other scented products.
    •  D6 staff may prohibit any item that has the potential to cause harm.
* If a patient accepts any prohibited items from visitors, the visitor may be prohibited from visiting in the future and/or patient’s 
   visiting privileges may be restricted, in accordance with the “Restricting Patient Rights” section of Michigan Mental Health code.

BEHAVIOR
    •  We promote a safe and calm environment. We do not tolerate any form of violence. Aggressive, disruptive, or violent behaviors will not be tolerated by         
        patients or visitors. Hospital Security and/or Law Enforcement will be called for any form of violence or aggression.
    •  Patients are not allowed in other patients’ rooms. Please tell staff immediately if any patient enters or attempts to enter your room. Your room is your         
        own personal space.

We wish you to have a good treatment stay. The following guidelines are for the safety and well-being of all patients and their families. Thank you for your 
cooperation. If you have questions, please feel free to contact your nurse, unit manager or Recipient Rights Officer - 231-935-2335.
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BEHAVIOR CONTINUED...
    •  For safety and therapeutic reasons physical contact (hugging, kissing, hitting, etc.) is not allowed between patients. If a patient touches you or attempts to 
         touch you, please tell staff immediately.
    •  If your behavior is disruptive during a therapy group you may be asked to leave.
    •  The following behaviors are not allowed: illegal activities, vulgarities, obscenities, profanity, sexually explicit language, ethnic, race, religious, or gender 
        intimidation or any other behavior that interferes with the therapeutic milieu.

    * D6 staff maintains the right to determine if behaviors are disruptive, aggressive or otherwise inappropriate.

CLOTHING/BELONGINGS
Patient dress on D6 is casual street clothes and footwear. Shoes are allowed only with a doctor’s order. Clothing should be comfortable, safe, and must not 
disrupt the therapeutic environment of the unit. All belongings will be searched during admission to D6 and stored. You may elect to be present during this 
search. Patients may keep a maximum of 3 changes of clothing in their room.
    •  The hospital is not responsible for lost, stolen or damaged property kept in your possession. Please identify all valuable items to staff. You may choose to send 
        home the valuables, request they be securely stored in the hospital safe or documented on the waiver of responsibility form and kept in your possession.
    •  Not Permitted: Mini-skirts, short shorts, hats, hoods, sunglasses, or bandanas. Clothing that promotes or encourages the use of drugs, alcohol or tobacco, 
        exhibits illegal activities, vulgarities, obscenities, profanity, sexually explicit language, or ethnic or gender intimidation.

FOOD/DRINK
    •  Meals and snacks should be consumed in the community dining room. Unless staff directs otherwise. 
    •  All drinks must have lids on them.
    •  No outside food may be brought onto the unit except a limited amount of individually wrapped hard candy. Meals and snacks will be  provided on the unit.
    •  Please keep food and drinks in your room while attending groups.
    •  No food can be saved from meal trays or kept in the room. Please order only what you plan to eat for each meal.
    •  Meals cannot be shared. Other patients may be on a special diet.
    •  Two cups of caffeinated coffee and/or soda may be ordered on breakfast and lunch trays from the dietary department. No caffeine is allowed after 
        2:00 pm due to possible reactions with medications and impact on mood and sleep.

COMMON AREAS
    •  Common areas for socializing include dining and multipurpose room or patient lounge.  
    •  To protect everyone's confidentiality and privacy please do not loiter at nurses station or in front of patient rooms.
    •  Dining and activity room and patient lounge will be open daily from 6 am to Midnight.
    •  The doors to the dining and activity room and patient lounge will remain open with the lights on at all times. The doors may be closed for group 
        sessions with the therapist present.
    •  For sanitary reasons, no pillows or blankets are allowed in common areas. They must be kept in your room.
    •  Do not lie on the floors or on the furniture in the common areas.
    •  Yoga mats must remain in the exercise equipment area.

SECURITY CAMERAS
For patient and staff safety, the common areas of this unit are monitored by video surveillance cameras. To ensure patient privacy, video 
cameras are not permitted in patient rooms or bathrooms. 

_______________________________________________________________     _________________________________     __________________
PATIENT SIGNATURE 						               	                DATE			                                 TIME

_______________________________________________________________ 
PATIENT NAME (PRINTED)
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Quick Start Checks 

Do policies need to be updated? 

Any new procedures since 3/6/26 

Any unit policies, guideline, forms changes, Lippincott procedures? 



Skin Assessment/Contraband Examination 
 

   
 

 

Munson’s Mental Health Inpatient Unit (D6) is committed to providing a safe therapeutic 
environment that promotes the safety, wellbeing, and recovery of patients.  The safety of 
patients, visitors, and staff of D6 is our priority and everyone’s responsibility.  The unit 
implements several measures to support ongoing safety (versus badge, security cameras, 15-
minute safety checks).  An important step in keeping the environment of care safe starts with the 
patient on admission. 

Patients who are admitted to the unit may conceal items (contraband) which could be dangerous 
or may lead to harm to self or others.  This includes items that are in their personal belongings 
and items concealed on or in their body.    There are a variety of reasons patients choose to bring 
contraband on the unit e.g. concerned they won’t get the medicine they want, self-harm to 
manage distress, plan to overdose, wanting to smoke.   Items patients have concealed and 
brought include medications, razor blades and lighters and cigarettes.  The razor blade and 
medications were concealed on the patient’s body, i.e. under tongue, in underwear and socks, 
and internally inserted.   When a patient is in crisis, their judgement may be impaired, which can 
result in not making good choices.  With this knowledge, it is D6 staff’s responsibility to remain 
diligent to the potential for patients to bring contraband onto the unit.   

To uphold the safety of patients and staff, patients are examined upon arriving to the unit.  On 
admission, all patients are required to receive a complete assessment which includes assessing 
the skin.  It is during this time that the patient is also examined for contraband.  The skin 
assessment/examination for contraband is a review of the skin.  A cavity search is not part of this 
examination.  The only time a cavity search would be conducted would be due to strong suspicion 
that the patient had a harmful item concealed.   A doctor’s order would be required and the 
search would be conducted by a physician with staff present.  

It is understandable that there would be concern for the patient’s privacy, dignity, and respect 
and concern for how the patient may respond.  As providers of mental health care, D6 staff are 
sensitive to the needs of the patients and make every effort to support the patient during the 
examination.   This includes explaining the purpose of the examination and why it is required, 
examining a patient in privacy, exposing only one area at a time during the examine, having the 
same gender staff conduct and witness examination (exception may need to be made with male 
patients if male staff are not working).    

Effective communication is at the core of reducing the patient’s anxiety.  This involves making 
eye contact with the patient, being present (mindfulness, body language), not rushing and 
addressing any concerns the patient may have prior to staff beginning the assessment and 
examination.  During the assessment, it can be helpful to inform the patient as you prepare to 
move to each section and as appropriate, periodically ask the patient how they are doing.  It’s 
appropriate to take a brief break if the patient is displaying signs of anxiety, agitation, etc.  It may 
be appropriate to provide a PRN medication if ordered.   Engaging the patient in an unrelated 



Skin Assessment/Contraband Examination 
 

   
 

topic can be another skill that can be effective in reducing anxiety, e.g. asking questions from the 
BH assessment, discussing a topic that is picked up in conversation such as children, pets, etc.   It 
can provide a welcome distraction for the patient.   

As a provider of care, it may be anxiety producing for you as this can be interpreted by you or the 
patient as intrusive.  This is not an unreasonable perspective. As a rule, no one would want to 
have their body searched.  If you have strong feelings or any level of anxiety re: conducting the 
examination, please discuss this with your preceptor, the clinical nurse specialist and/or the 
manager.  It is important that you are aware of your feelings and be able to effectively manage 
any emotions as this could inadvertently negatively impact the patient and your interaction. 

Included in this module are the guidelines for conducting a skin assessment/examination for 
contraband.  Please review and discuss with your preceptor.  Take the opportunity to be a second 
witness in the skin assessment/contraband check.  Thank you for your diligence and commitment 
to safety. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Skin Assessment/Contraband Examination 
 

   
 

Whenever possible, two staff of the same gender will be present during the skin and body inspection.  
Every effort will be made to have at least one staff member of the same gender as the patient present. 
Searches can be conducted in the patient’s room, patient’s bathroom, or shower room.  Please 
remember if you are searching the patient in their room to ensure the door is closed and if necessary to 
close the window blinds.  

• D6 Staff introduce themselves and escort the patient to their room.   
• BHT remains with patient until RN completes skin assessment/search (BHT is 2nd witness) 
• BHT will complete vital signs and weight if RN is not immediately available 
• RN will explain to the patient the importance of skin and contraband check  

Example introduction:   

“It’s important that we provide safe care and a safe environment for you and others.  One part of this is 
completing a skin assessment and to check you for items that have potential to bring harm to you or 
others.  I will look at all of your skin and document if you have bruises, breaks in your skin and other 
things such as tattoos.   _________ will be here while I complete the assessment.  You will keep your 
gown on, but I will reposition parts of the gown as I look at all the areas of your skin.  I will also ask you 
to lower your underwear and bend your knees.  Let me know if you need to take a brief break during the 
assessment.  Do you have any contraband that you would want to give me before I start the 
assessment?  Do you have any questions?”   

• Check hair, head and face  
• Ask patient to open mouth & check under tongue and inside of cheeks 
• Check arms, back, chest and stomach 
• Ask patient to lift skin folds and check areas (this includes Stomach, Breasts, Scrotum) 
• Check legs 
• Check feet (in between toes) 
• Ask patient to stand with feet shoulder width apart to lower underwear to thighs and bend 

knees for 3-5 seconds (patient can place hands on top of thighs or staff can provide assistance to 
maintain balance if needed) 

• Document findings in I-view and “2nd set of eyes for search (BHT)”.  Any variations e.g. blisters, 
lacerations, burns, pressure ulcers, etc. initiate a plan of care.  

• If skin breakdown is suspected or a pressure ulcer present, a second RN will be needed to 
visualize the area and be documented as the 2nd set of eyes. 

• Document completed search in the admit note in the comment section  
 

For patients that have considerations e.g. paranoid, history of sexual or physical abuse, etc. consider 
slowing the pace of the assessment, checking in periodically on how they are doing, announce as you 
move to the next section, giving the patient the option to say when they are ready to move to the next 
section, providing a PRN to reduce anxiety or other coping skills that help with distraction e.g. ask 
questions from the nursing assessment, etc. 

The patient will be a 1:1 until the assessment/search is completed.  If the patient refuses inform them 
that for their safety and others safety, they will be unable to leave their room.  If they become agitated, 
contact security to stand by and consider having them move to the seclusion room &/or offer 
medication.  If the patient continues to refuse after a prolonged time period (> 1 hr.) discuss with team 
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(charge nurse, manager, asst manager, CNS and/or physician) to determine next steps.  Patients' own 
clothes will be given to the patient after skin assessment/body check unless otherwise determined by 
team (as outlined above). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Violence Reduction Protocol (VRP) 
 

The D6 MENTAL HEALTH staff initiated a Violence Reduction Protocol (VRP) at the beginning of 2016.  
The protocol guidelines were created by an interdisciplinary panel of physicians, nurses, behavioral 
health technicians, social workers and unit clerks.  Since that time, the VRP has undergone some 
changes and revisions, including a name change.  The VRP is currently known as the:  Violence 
Reduction and Prevention program.  Regardless, the initial goal of the program remains the same:  
patient and staff safety.   
 
Other past and current VRP goals include the following: 

• Ensure a uniform, comprehensive, orderly and proactive approach to inpatient violence. 
• Improve effectiveness of staff communication. 
• Eliminate all avoidable restraint and seclusion events. 
• Respond to the Joint Commission patient safety initiatives, including: 

o Identification of safety risk in the patient population. 
o Improve effectiveness of staff communication. 
o Support patients’ collaboration in their own care. 

• Build on current use of the Broset Violence Checklist (BVC) 
 
During your orientation, your preceptor will teach you the current VRP guidelines in more detail.   You 
will be able to initially observe, and eventually complete, the VRP procedures for your assigned 
patients. 
 
Here is a brief overview and explanation of the VRP process on D6 MENTAL HEALTH: 

• Typically, VRP status is determined by a patient’s Broset Violence Checklist (BVC) score at any 
time during the current hospital stay.  This includes the BVC score when the patient presents to 
the hospital (E.D.), or during a stay on other units.   

• If a patient has been placed in restraints in the E.D., they should be automatically enrolled in 
the VRP.  

• The nurse can also use nursing judgment to determine a patient’s VRP status.  This is useful 
when the nurse has first-hand knowledge of a patient’s behavior from a prior inpatient 
psychiatric stay.  This scenario also applies to knowledge obtained from security or law 
enforcement concerning a patient’s behavior immediately prior to MMC admission.   
BVC ≥ 2 = VRP enrollment.  NOTE:  A patient can exhibit this score at any time during 
the current admission.  OR:  Nursing judgment based on first-hand knowledge about 
patient’s behavior.  

• VRP status will be visually conveyed on the whiteboard and on patient charts. The laminated 
red stop sign, MMC’s universal sign for violence risk, will be displayed on the whiteboard in the 
report room and on the binders of the green patient charts.  Use of a visual tool makes it easier 
for ancillary staff to quickly survey VRP patients. 

• VRP status will be included in all nursing reports.  Your preceptor will instruct you on this 
process and in the use of the VRP Report form (see below). 

 



VRP Criteria 

  
The following situations result in VRP enrollment: 

 

                  

 Special Considerations: 

1. BVC ≥ 2 in ED: the D6MH RN will use the ED-D6MH Handoff template 
to ascertain the patient’s BVC ED stay. 

2. BVC ≥ 2 on D6MH: the patient will be enrolled in the VRP anytime 
he/she has been involved in a violent event within the last 6 months. 

3. History of Violence: a patient will be enrolled in the VRP if he/she has 
been involved in a violent event within the last 6 months  
Note: patients who have been involved in a violent event in the past (more 
than 6 months since admission) will receive MMC’s universal symbol for 
“history of violence.” 

4. Nursing Judgement: RNs may utilize other methods to place a patient 
on the VRP. Some of these methods may include intuition about a patient, 
other medical diagnoses, information obtained from family/friends, etc. In 
some cases, this may mean temporary VRP until new information has been 
investigated. 

  

 



 



Lippincott Procedure, Skills Checklist:   
Management of Inpatient Behavioral Health Unit Patient Property 
(MUNSON) 

To search patient belongings for presence of contraband, inventory and 
document items brought with patient on admission to the Inpatient Behavioral 
Health Unit, document valuables sent to Nursing Administration or placed on 
the waiver form, and return all personal belongings to the patient at discharge. 

Admission 

__ Confirm the patient's identity using at least two patient identifiers. 

__ Explain the procedure for managing patient belongings. 

__ Take the patients' belongings and place a blank label on all belongings and write their 
name and room number on the label. 

__ Ask the patient if they have any medication, valuables, or other items that could be 
considered contraband. 

__ Ask the patient if they have any valuables they would prefer be kept in a secure, locked 
area off the unit (Nursing Administration). 

__ If the patient wants their valuables to remain with them on the unit, complete the waiver 
form. 

__ Ask the patient to review and sign the waiver. 

__ If the patient refuses to send valuables to Nursing Administration, be locked in their 
assigned locker, and/or sign a waiver form, indicate on the waiver form the patients 
refusal and what valuables they are keeping with them on the unit. 

__ Inform the patient that refusal to secure valuables in their assigned locker or Nursing 
Administration, Munson Medical Center will not be responsible for loss, theft, and/or 
damage of the valuables. 

__ Put on gloves to comply with universal precautions. 

__ Before leaving the Sally Port, search the patients' belongings for non-prescribed and 
prescribed medication. Take care for potential sharp items as you search the belongings. 

__ If the patient does not have prescription drugs, contraband or valuables, continue on. 

__ Contact security per policy ("Weapons and Contraband Policy") if there are non-prescribed 
drugs or other contraband in the patients' belongings. 



Valuables 

__ Place prescription medications and/or valuables the patient has requested be sent to 
Nursing Administration in a valuables bag. 

__ Seal closed the valuables envelope. 

__ Sign the envelope flap of the closed valuables envelope, along with the patient. 

__ Place a patient label on the valuables envelope. 

__ Complete a Valuables Form (#4679). 

__ Place a patient label on the Valuables Form. 

__ Take the valuable envelope and form to Nursing Administration. (You will bring back the 
valuables form to the unit.) 

__ Place the valuables form in the patients' chart under the discharge section. 

__ Document what patient items are being stored in Nursing Administration on the 
belongings form. 

Search, inventory, and documentation 

__ Place the belongings in the laundry room, if they cannot be searched at the time of 
admission. 

__ Place a patient label on all belongings with patient ID label and “Not searched” label that 
are to be stored in the laundry room, or workshop. 

__ Perform hand hygiene in preparation of searching the patients' belongings. 

__ Put on gloves to comply with universal precautions. 

__ Ask the patient if they would like to be present during the belongings search. 

__ If the patient declines to be present during the search, document in a focus note, patient 
refusal and the reason the patient declined to be present (if given). 

__ Two staff will search the patient's belongings to provide a witness. 

__ If the patient requests to be present, the belongings will be searched in the multipurpose 
room, conference room, or consult room in view of the video camera. 

__ If the patient declines to be present for the search, two staff will search the items in view 
of a video camera. 



__ Carefully search each patient item, the patient will be given to have in their room, for 
contraband (empty pockets, turn clothing inside out, look for strings, flip book pages, etc.) 

__ Large items or items that have multiple items (e.g., suitcase, duffel bag, purse, backpack, 
et.) will not be searched. 

__ Label the unsearched item(s) with patient name and room and "not searched". 

__ Document the unsearched item(s) on the Belongings Form and "not searched" and the 
item(s) location. 

__ Document each patient item in PowerChart on the belongings form located in the adhoc 
form ("Belongings - BH") 

__ Document which staff were present for the search in a focus note. 

__ Print two copies of the completed belongings from once the patients' belongings have 
been searched, inventoried, and documented. 

__ Ask the patient to sign one copy of the Belongings Form. 

__ Place the signed Belongings Form in the discharge section of the chart. 

__ Give the second copy of the Belongings Form to the patient. 

AFTER ADMISSION 

__ **If a patient is given an item that is documented as being in their locker, open a new 
Belongings Form (adhoc) and indicate the patient is in possession of the item. Do not add 
to the original Belonging Form from admission! 

__ **If an item that is documented on the Belongings Form is sent home, open a new 
Belongings Form (adhoc) and indicate that the item was sent home. Do not add to the 
original Belongings Form from admission! 

__ **When additional belongings are brought to the patient after admission, open a new 
Belongings Form (adhoc) and update Belongings Form. Do not add to the original 
Belongings Form from admission! 

__ **When a patient requests an item that is listed on the Belongings Form as “with the 
patient” to be kept in their locker, open a new Belongings Form (adhoc) and update the 
Belongings Form to indicate the item is in their locker. Do not add to the original 
Belongings Form from admission! 

__ **When a patient requests any valuables in their possession, in their assigned locker 
and/or in Nursing Administration be moved to a different location e.g. sent home, sent to 
nursing administration, etc. Indicate the new location on the waiver form and update the 



location of the valuables on the Belongings Form. Do not add to the original Belonging 
Form from admission! 

__ Print a new belongings inventory list each time the belongings list is updated. 

__ Have the patient sign the most recent Belongings Form. 

__ Make a copy of the updated Belongings Form. 

__ Place the original in the chart and give the copy to the patient 

Discharge 

__ Remove all patient Belongings Forms from the patient’s chart (discharge section) 

__ Affix discharge sticker on the most up-to-date Belongings Form. 

__ Remove patient belongings from □room, □locker, □bathroom, □soiled utility room, 
□Nursing Administration (valuables), □medication room (discharge medications, patient’s 
own medication administered while hospitalized). 

__ In a secure area, give the patient their belongings and the Belongings Forms. 

__ Encourage the patient to use the most recent Belongings Form (based on date) to 
compare to belongings being returned to the patient with the Belongings Form. 

__ Complete the discharge sticker. 

__ Inform the patient once they sign the form, they are acknowledging that they have 
received all their belongings. 

__ Make a copy of the signed Belongings Form and place in the patient chart. 

__ If the patient reports an item listed on the Belongings Form is missing ,document the 
missing item in a focus note. 

__ Provide the patient with the Recipient Rights Officers phone number. 

 
 
 
 
 
 
 



 
Not Searched Label 
 
 

 
 
Discharge Label 
 
Locations checked for patient belongings:  
 Belongings Locker  
 Patient’s room  
 Bathroom container  
 Personal Medication prescribed during admission  
 Valuables sent to nursing administration  
 Soiled Utility  

  
My signature indicates that I have received all my belongings upon discharge and my 
acknowledgement that Munson is not responsible for and shall not be liable to me for any missing 
items that I have not raised at the time this acknowledgement was signed.   
  
Patient signature:  
  
Staff signature:  
  
Date:  

 

  



  



 

 
Policy:   "Patient Property Handling, Search, and Prohibited Items."    View it at: 

 https://pstat-live-media.s3.amazonaws.com/pdf_cache/policy/19584143/53edf04d-89f6-4c8f-a3b6-
8ac18f50899b/Patient%20Property%20Handling-%20Search-%20and%20Prohibited%20Items.pdf 

 

https://pstat-live-media.s3.amazonaws.com/pdf_cache/policy/19584143/53edf04d-89f6-4c8f-a3b6-8ac18f50899b/Patient%20Property%20Handling-%20Search-%20and%20Prohibited%20Items.pdf
https://pstat-live-media.s3.amazonaws.com/pdf_cache/policy/19584143/53edf04d-89f6-4c8f-a3b6-8ac18f50899b/Patient%20Property%20Handling-%20Search-%20and%20Prohibited%20Items.pdf


Broset Violence Checklist 
 

Background 
 

Violence towards health care workers, especially in higher risk areas like mental health, has 
become increasingly common.  Research suggests that the quality of patient care as well as 
nurses’ satisfaction with work-life, are both affected when nurses fear violence from their 
patients (Clarke, Brown, & Griffith, 2010).   
 
Violence has been defined as “an act that includes physical force such as slapping, punching, 
kicking and biting; use of an object as a weapon; aggressive behavior such as spitting, 
scratching and pinching; or verbal threat involving no physical contact” (Nolan et al., 2001, p. 
421).  
 
Risk factors for violence in the mental health setting have been classified as:  internal, external, 
or interactional. 
 

Internal factors: Inherent characteristics of the patient; further divided into two 
categories: 

o Static:  Demographics, history, diagnosis, personality; or 
o Dynamic:  Untreated psychiatric symptoms such as psychosis. 

 
External factors:  Environmental factors, such as privacy and unit design. 
 
Interactional factors:  Staff/patient relations. 
 

Most research has focused on the determination of internal risk factors most highly predictive 
of violence.  Risk factors most indicative of violence include (Clarke, Brown, & Griffith, 2010): 
.   

• Age (younger); 
• Sex (male); 
• Past history of antisocial and violent behavior, and 
• Substance abuse. 

 
Interestingly, major psychiatric disorders and associated mental disturbances are poor 
predictors of violence (Clarke, Brown, & Griffith, 2010).    
 
Several researchers have discovered that violence (especially assault) is more likely to occur:  
(Lanza et al., 1994; Ng et al., 2001). 
 

• During mealtimes; 
• During the afternoon, and 
• In more congested areas on the unit, such as hallways and social rooms. 



Common precursors to violence include: 
(Powell et al., 1994; Yassi et al., 1998; Alexander & Bowers, 2004). 
 

• Agitation; 
• Placing restrictions on the patient’s behavior (e.g. enforcing unit rules), and 
• Provocation from other patients or visitors. 

 
Current research is beginning to investigate violence that arises from conflicts between staff 
and patients. 
 
Broset Violence Checklist (BVC) 
 
Predicting violence in the health care setting has long created challenges for health care 
professionals.  The traditional approach includes unstructured clinical risk assessments in the 
form of clinical judgment and intuition.  Such assessments have been utilized throughout the 
health care setting with varying degrees of success. 
 
More recently, a number of professional risk assessment tools have been created, and research 
has found that these, more structured tools, are more predictive of patient violence than the 
use of either clinical judgment or intuition.  
 
One of these structured tools is the Broset Violence Checklist (BVC) (Almvik & Woods, 1999). 
The BVC is one of the only violence assessment tools available to aid in the prediction of 
violence potential in the inpatient psychiatric setting.   More reliable than either clinical 
judgment or intuition, the BVC predicts the probability that a patient will turn violent during the 
first 72 hours post admission and throughout the entire length of a patient’s stay on the unit.  
 
The BVC is a six-item checklist that assists the nurse in determining a patient’s potential for 
violence within the subsequent 24 hours. The BVC takes less than one minute to complete.  It 
also helps standardize the observations among nurses, regardless of the nurse’s clinical 
experience.  
 
The BVC specifically assesses the presence of three patient characteristics: 
 

1. Confusion. 
2. Irritability. 
3. Boisterousness. 

 
AND three patient behaviors: 
 

1. Verbal threats. 
2. Physical threats. 
3. Attacks on objects.  

 



 
The creators of the BVC hypothesized that a patient who displays two or more of these 
behaviors is more likely to become violent within the subsequent 24 hour period than a patient 
who does not display such behaviors. 
 
Scoring 
 
The BVC assesses the presence or absence of the above-mentioned patient characteristics and 
behaviors.  A short definition of each of the six categories is included in the assessment tool.   
 
Each of the six items is scored for its presence “1” or its absence “0.” The scores are then 
totaled and interpreted in the following way.  A score of “0” signifies a very low risk for 
violence. Scores of “1” or “2” suggest a moderate risk, requiring preventive measures.   Scores 
of “3” and higher (maximum = 6) indicate that the risk of violence is very high and immediate 
preventive measures should be activated, including a plan for how staff will handle any violence 
that occurs. 
 
The BVC should be completed during each shift.    If the patients’ behavior is escalating the RN 
can complete a BVC through “Adhoc” section in Powerchart.  It is important to reevaluate the 
patients’ BVC, if they received medication due to an elevated BVC, to measure effectiveness. 
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Broset Violence Checklist  
 

Intervention & Scoring Guidelines 
 
 
 

• ALL D6 MENTAL HEALTH patients will receive a BVC score: 
ο Upon admission to the unit; 
ο Each shift (see time requirements below); 
ο Any time a patient exhibits positive BVC behaviors &/or characteristics; & 
ο One hour after medication has been administered based on a BVC score 

 
• BVC Scoring Parameters:  (make sure to change the time in the Powerchart if you don’t 

enter the score right away).    
 

♣ 7a-3:30p:  complete BVC by 10:00am 
♣ 3:00p-11:30p:  complete BVC by 6:00pm 
♣ 11:00p-7:30a:  complete BVC by 2:00am 
 

If a patient is sleeping, complete the BVC by the scheduled time, & document 
“sleeping” in your Powerchart form.   
 

Note:   If you have already documented your BVC score for the shift, you will need to ad hoc a 
new form to record a positive BVC score if the patient’s status changes.   

 
 
INTERVENTIONS BASED ON BVC SCORE: 

 
o For a score of 1, provide support to the patient and encourage use of 

individualized calming measures. 
o For a score of 2, the patient will be offered a PRN medication and individualized 

calming measures will be encouraged    
o For a score of 3+, a PRN medication may be administered.  Security may need to 

be summoned for support.   
 The patient will have a repeat BVC one hour after medication 

administration. Nurses should assess the patient and document the 
effects of the medication in the PowerChart (focus note).  Per the 
medication orders, a determination should be made regarding necessity 
for additional pharmacological interventions.   

 



Unit Guidelines  
  
  
The Michigan Mental Health Code requires that patients are informed of the guidelines for the unit on 
admission.  This ensures that all patients are treated equally and expectations for behavior are clearly 
communicated.   The unit guidelines primary focus is safety.  Patients are not allowed certain items to 
provide a safe treatment environment.  Additionally, the unit guidelines provide 
information re: behavior, access to certain items on the unit, visitor guidelines and what is considered 
contraband.  Below are the unit guidelines that are given to the patient on admission and posted across 
from the nurses’ station.   Please take time to carefully review to ensure you are prepared when a 
patient asks you a question.  Talk with your preceptor if you have any questions or want to understand 
the reason for the guideline.   
 

 



 



 



D6 MENTAL HEALTH Precautions Procedures 
  

 
Various types of unit precautions are in place to ensure the safety of D6 MENTAL HEALTH patients 
and staff. Depending on symptoms, behaviors or reported thoughts (suicidal/homicidal, 
command hallucinations), specific precautions will be ordered for the patient on admission.  The 
precautions provide another layer of safety and assist staff in monitoring the patient providing a 
specific focus e.g. staff monitors a patient on elopement precaution for walking close to exit 
doors.  Each patients’ precautions will be listed on the large patient white board in the report 
room.  Precautions can be ordered or discontinued after the patient has been admitted to the 
unit based on changes in their symptoms or behavior. Below is a review of the precautions that 
are utilized on D6.    
 
General Procedures 

• Each patient will be rounded on no less than every 30 minutes. 
• Patient location is documented on the Patient Observations (form #3929). 
• Each patient will be assessed individually and a physician will order the necessary 

precautions. 
• Only a physician may discontinue a precaution. 

 
 
Specific Precautions 
A patient may be placed on one or more of the following precautions during their treatment on 
D6 MENTAL HEALTH: 
 
 
GENERAL PRECAUTIONS (GP): 
The patient requires a moderate level of observation and is considered to not need more 
restrictive monitoring. 

• The intent: to provide routine assessment of patient behaviors and to maintain patient 
safety. 

• Frequency of observation: every 30 minutes.  
• Patient location is documented on the Patient Observations (form #3929). 
• The patient must be supervised if off unit for procedure. 

 
 
CLOSE OBSERVATIONS (CO): 
The patient requires frequent monitoring but not necessarily constant observation by the staff 
to prevent unintentional harm to self or others and destruction of property.  

• Patient may have: 
o Unpredictable behavior that requires frequent redirection 
o Bizarre behavior that may lead to destruction of property or unintentional harm 

to self or others 
o Sexually inappropriate behaviors 
o A risk to respond to command auditory hallucinations 



D6 MENTAL HEALTH Precautions Procedures 
  

• Frequency of observation: every 5, 10, or a minimum of 15 minutes (Order must be 
written for a specific interval).  

• Patient location is documented on the Patient Observations Form (form #3929). 
• Assessment of patient behaviors or verbalizations that demonstrate the need for this level 

of observation will be documented in the patient record by the RN no less than once per 
shift. 

 
 
SUICIDE PRECAUTIONS (SP): 
The patient requires frequent monitoring to prevent intentional harm to self. 

• The patient has: 
o Directly or indirectly expressed suicidal ideation, and/or 
o Plan or intent, and/or 
o Has attempted suicide in the immediate past, and/or 
o Experiences command auditory hallucinations to harm self 

• Frequency of observation:  every 15 minutes. 
• Patient location is documented on the Patient Observations Form (form #3929). 
• The patient is not allowed to have any belongings and/or items that staff may determine 

to be potentially dangerous, which may include clothing, sheets, etc. 
• The patient’s suicidality is assessed every shift and PRN to determine the patient’s risk 

and intent and need to continue precaution restrictions. This assessment is documented 
in each shift’s Behavioral Health Assessment (completed by RN). 

 
 
ELOPEMENT PRECAUTIONS (EP): 
The patient requires frequent monitoring to prevent unauthorized leave from the unit that may 
lead to harm to self or others. 

• The patient has: 
o Behaviorally demonstrated and/or verbalized a desire to leave the unit against 

medical advice  
o Is at risk to plan and institute an elopement from the unit 

• Frequency of observation:  every 15 minutes.  
• The patient cannot have access to their shoes without a provider order. 
• Patient location is documented on the Patient Observations Form (form #3929). 
• Elopement precaution signs will be posted on the main entry door and back door leading 

into the break room.  Purpose:  to alert hospital staff. 
• The patient may not leave the unit for tests unless provider assesses patient is at low risk 

for elopement and documents same. 
• The patient’s elopement risk is assessed every shift and PRN and assessment is 

documented in the nursing documentation. 
 
 
 



D6 MENTAL HEALTH Precautions Procedures 
  

 
 
1:1 PRECAUTIONS (1:1)  
The patient requires continuous observation by a staff in close proximity to the patient to prevent 
intentional or unintentional harm to self or others. 

• Patients requiring this level of observation may be: 
o Suicidal with intent to harm self 
o High risk for pulling out tubes (feeding tubes, urinary catheter, IV) 
o High risk for falls 
o Confusion 
o Wandering due to confusion 
o Impulsive 
o Inappropriate Behavior (sexual, aggressive, etc.) 

• Frequency of observation:  continuous visual observation.  
• Patient location is documented on the Patient Observations Form (form #3929). 
• If the patient has a high risk for violence the staff person can monitor the patient using 

line of site to keep out of striking distance of patient (provider order required). 
• The RN will document patient behaviors or verbalizations demonstrating the need for this 

level of care.  Documentation will take place no less than once per shift.  
 
 
ASSAULTIVE PRECAUTIONS (AP) 
The patient requires frequent monitoring to prevent harm to others. 

• Patients requiring this level of monitoring may be: 
o Verbally or physically threatening 
o High risk to act on those threats 
o Poor impulse control 
o History of violent behaviors in the recent past 

• Frequency of observation:  every 15 minutes. 
• Patient location is documented on the Patient Observations Form (form #3929). 
• The High Acuity Protocol will be implemented to include a behavioral plan 
• Security will be notified of the presence of a potentially violent patient and the possibility 

of an emergency call. 
• Staff will frequently assess the patient for signs of escalating behavior and use de-

escalation techniques early. 
• Staff will use caution when in close proximity to the patient and remain out of striking 

distance when the patient is demonstrating threatening behaviors. 
• The PCC or charge nurse will assess the need for additional staff in consultation with the 

unit manager. 
• Assess the risk of potential harm to others every shift and PRN. The RN will document this 

information in the patient’s medical record. 
• The patient may not leave the unit for tests unless provider assesses patient is at low risk 

for aggressively acting out and documents same. 



D6 MENTAL HEALTH Precautions Procedures 
  

 
 

SEXUALLY ACTING OUT PRECAUTIONS (SAOP): 
The patient requires frequent monitoring to prevent inappropriate sexual behavior e.g. actions, 
comments etc., and/or to acknowledge allegations of a sexual nature that have potential to 
traumatize other patients and/or place patient or staff at risk.    

• The Patient: 
o Has made allegations of a sexual nature toward a peer or staff 
o Displayed sexually inappropriate behavior toward peers or staff 
o Verbalized sexually inappropriate remarks toward a peer or staff 

• Frequency of observation:  every 15 minutes. 
• Patient location is documented on the Patient Observations Form (form #3929). 
• Recipient Rights officer will be notified of behaviors prompting order for SAO 

precautions. 
• If allegations of a sexual nature are made toward staff, all staff will interact with the 

patient in a common area monitored by video.  If this is not possible, 2 staff will be present 
with patient interactions.  If allegations are toward a specific staff person modification of 
patient assignment will be reviewed.  

• When SAO precautions are ordered due to interactions with a peer or staff, boundaries 
will be established and reviewed with the patient and behavioral plan developed as 
appropriate. 

• Staff witnessing or experiencing behavior(s) by the patient will document the event(s) in 
detail (fact based) in the patient’s chart. 

• Patient may need to be continually observed (1:1) if they are unable to control behavior 
due to disease process.   

• Assessment of patient behaviors, verbalizations and mental status demonstrating the 
need for this level of observation will be documented in the shift summary no less than 
once per shift.  

 

 

Policy:  "Precautions - Inpatient Behavioral Health Unit."    View it at:  

https://pstat-live-media.s3.amazonaws.com/pdf_cache/policy/19584312/c984d53c-72b5-4d18-
b540-09d4fc6bdc57/Precautions%20-%20Inpatient%20Behavioral%20Health%20Unit.pdf 

https://pstat-live-media.s3.amazonaws.com/pdf_cache/policy/19584312/c984d53c-72b5-4d18-b540-09d4fc6bdc57/Precautions%20-%20Inpatient%20Behavioral%20Health%20Unit.pdf
https://pstat-live-media.s3.amazonaws.com/pdf_cache/policy/19584312/c984d53c-72b5-4d18-b540-09d4fc6bdc57/Precautions%20-%20Inpatient%20Behavioral%20Health%20Unit.pdf
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