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MEET OUR TEAM 
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BACKGROUND
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 It has been determined that after a crisis event a 
physical restraint or some other physical contact 
has occurred at Heartland Behavioral Healthcare 
Hospital the staff and personnel involved are 
required to complete a debriefing form to 
capture the events surrounding the incident.



SCOPE

First Step: Evaluate the current process/form to 

detect and address what are the underlining 

barriers in the process.

Last Step: Creation of an effective process/form 

that will be utilize once a crisis event that 

involves patient escalation and any event with 

potential trauma. 
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PROJECT GOALS
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1. To present a user friendly debriefing 

form/process that is user friendly within the 

appropriate time frame after the incident 

occurs.

2. To educate, minimize/deescalate crisis, to 

facilitate growth and develop Trauma Informed 

Care.



BASELINE DATA

6

 2016 - 2017
 Monthly Incident Reports
 Monthly Debriefing Forms 



DATA COLLECTION PLAN

 Document the number of Debriefing forms a 

month

 Document the number of Debriefing forms per 

unit

 Time of incidents

 Reason of the debriefing 
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HIGH LEVEL PROCESS - SIPOC
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Suppliers Inputs Process Outputs Customers

1) Code is 

Called 

2) Charge 

nurse assess 

the crisis 

situation

4) Debriefing 

form is 

completed

5) Debriefing 

forms held 30 

days then 

forwarded 

6) Patient 

Safety 

Committee 

Report Out  

 Staff

 Patients

 Bystanders

 EMS

 Police

 Charge 

Nurse

 Date

 Time

 Patient ID

 Staff ID

 Paper

 Pen

 Database 

 Charge 

Nurse 

 HBH

 Reports for 

CEO

 Reports of 

patient and 

safety 

committee

 Debriefing 

assessment

s

  

 CEO

 Patient  

Safety 

Committee

 Nurses

 Unions 

 Staff

 Leadership 

 Families

 Police

3) Charge 

nurse verifies 

patient & staff 

are safe 



DETAILED PROCESS MAP( BEGINNING OF PROJECT)
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TOOLS OF DISCOVERY 

 Project Charter

 Control Charts

 Operational Definitions

 Brainstorming

 RACI 

 Impact Matrix 

 Fishbone 

 CT
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CTQ – Reduce the number of crisis events 

Project Y – How do you measure what the customer wants?

# of 
incidents 
by ward

# 
incidents 

per 
month

# times  
same 

employee 

#  shifts 
that had 
incidents

# 
incidents 
by patient

Times of 
day that 
incidents 
occurred 

Was it at 
the 

beginning 
or end of a 

meal 

End or 
beginning 

of an 
activity 

Beginning 
or end of 

shift 
change 

Onset of a 
holiday 

# of newly 
hired 

employees

# of nurses

# of TWP

How long 
worked on 

the unit

# of 
patients 

on the unit

What 
season of 
the year

Was the 
patient up 

for 
discharge

How many 
visitation 
has the 

patient had 

# of staff 
trainings 

New staff 
to senior 
staff ratio

How many 
exits or 
escape 
routes 

# of forms 
completed

The age of 
the patient 

The sex of 
the patient 

How long 
is the 

patient 
stay

# of total 
incidents



CRISIS SITUATION DEBRIEFING FORM 
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GRAPH IT OUT 
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This graph shows the hospital needs to focus its attention 

on second shift units B1 and B2



ONE MORE GRAPH
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The highest debriefings accrue in Fall and Winter 



EFFECTCAUSE

# of 

Incidents 

occurring

Fishbone Diagram 

Measure Machine Man

Environment Method Material

Shift

Unit

Staff Time

Phone

Hardware:
Computers

Software: email, 
MS Word, Mini Tab,
Electronic Filing system    

Person mentality/physical violent
Charge Nurse Rapport

Lack of Coverage
High Patient to Staff Ratio

Patient Diagnosis (Borderline Personality)

Senior Staff Support and Participation

Staff on 1st and 3rd Shifts
Hospital Emergency Staff

Police and EMT Staff

Other HBH Staff, Interns, Admin.,
Food Services, Custodians, Temps

Physical Environment

Closed Culture: Confining, 
Restrictive, Solitary

Patients (personalities, behaviors, diagnosis)

Group, lack of privacy

Forms

Supplies: filing    
cabinet, paper, pens,

folders, labels, stapler, 
staples,  etc./ toiletries, 

hygiene products, etc. 

Scripts: Medications

Training: develop 
knowledge of diagnosis, 

medications,
side-effects, triggers,

de-escalation, etc.    

Ideal time to 
complete paperwork, 

charts, debriefing forms, etc. 

Debrief with Peers

X1

Moral: Staff appreciations

X2

X3

X3

X4

X5

X6

X7

X8

X9

X10

X11

X12

X13

X14

X15

X16

X17

X17

X18

X19

X20

X21

X22

X23

X24

X25



FUTURE STATE PROCESS MAP
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PROJECT METRICS

16

Outcomes Achieved 

Creation of a new debriefing form 

Increase of staff moral

Decrease in operational process 

Measure Before After Difference

Process Steps 16 9 7

Handoffs 2 1 1

Decisions 2 1 1



PROJECT BENEFITS - INTANGIBLE

 A form that is able to give an accurate 
description of how staff feel after a major 
incident has occurred

 Identify where the highest cases of incidents 
are occurring 

 Opportunity to develop a plan of correction to 
decrease the volume

 Mirrors leadership values and respects staffs 
hard work
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IMPROVEMENT SUMMARY

Debriefing form is outdated 
and has duplicates

Senior staff have data but 
want to isolate that data

Staff view form as a 
disciplinary tool 

Created a new form and 
reduced duplications   

Provided the “other” 
components for further 

research 

Have staff take part of the 
monthly debriefing tally 

process 
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IMPLEMENTATION PLAN
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Task Who When Status

Redesign the current form Ebony/Deborah After the initial kick off 

meeting

Complete

Data Collection Ben Meeting #1 Complete

Survey the new form to staff Ebony/Deborah

Ben

Meeting Number 2 Complete

Take survey of staff moral Ebony/Deborah Meeting Number 2 Complete

Data Mining Ebony/Deborah

Debora

Ongoing

Data Collection Analysis Ebony/Deborah

Ben

Meeting Number 2 Complete

Staff involvement Arevenise/Ben Meeting Number 3 In process



STAFF UNIT EVALUATION TOOL 
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Number of Incidents Resulting in Employee Debriefing

Week of:
(6/18/2017

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

Shift 1st 2nd 3rd 1st 2nd 3rd 1st 2nd 3rd 1st 2nd 3rd 1st 2nd 3rd 1st 2nd 3rd 1st 2nd 3rd

B1

B2

C1

C2

D1

D2

Gym

TOTAL



AS A RESULT

 We were able to provide a new form that was 
efficient 

 We were able to determine which unit needed more 
attention to lessen the amount of debriefing forms 

 We discovered a form isn’t the issue it’s the staff 
who have been exposed to traumatic situations

 Education and training of staff and review of reports 
aid in the more skilled staff and reduction in crisis

 The hospital staff LOVE their jobs and are willing to 
go above and beyond for the care of the patients 
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QUESTIONS/COMMENTS
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