Behavioral Crisis Team – Key Elements Template

Policy Design
Purpose & Scope: Statement that the policy provides guidance for managing behavioral or mental health crises in pediatric patients throughout the hospital. Define behavioral emergency (e.g., imminent risk of harm due to patient’s behavior, acute severe agitation, dangerous violence, or psychosis)​
Emphasize a zero-tolerance stance on workplace violence and commitment to trauma-informed, patient-centered response.
Activation Criteria: Clear criteria and examples for when to activate a Behavioral Emergency Response (call BERT or similar)​
Example: “Any staff member may activate the BERT if a patient exhibits physical aggression, active self-harm attempt, or escalating behavior not controllable by usual measures.” Include process (e.g., dial XYZ, overhead page “Code Gray Pediatric”) (Statile et al., 2023).
Team Composition & Roles: List who responds to a behavioral code and their roles​
Example:
· Primary Nurse: Continues patient engagement if possible, provides patient history to team.
· BERT Leader (Psych RN, House Supervisor, Social Worker, or MD): Assumes leadership on arrival, directs de-escalation efforts.
· Security Officer: Secures area, stands by for safety; intervenes physically only if directed or if immediate danger.
· Physician (Pediatric or Psych): Orders medications or restraints if needed, assesses medical issues.
· Other members (Child Life/Interpretation Services): Assist with family, help verbal de-escalation, offer diversion techniques.
Intervention Protocols: 
1. Verbal De-escalation: (All staff use common techniques – e.g., calm voice, empathy, setting limits).
1. Medication: Pre-approved rapid sedation protocols if needed (medications/doses appropriate for age).
1. Physical Intervention: Criteria for use of restraints (e.g., patient actively harming self/others). Specify type of restraints allowed, required monitoring (vital signs, circulation checks q15min), and documentation.
1. Post-Incident: Require prompt clinical assessment after any sedation or restraint (vitals, injury check) and a debrief with patient/family if appropriate (to discuss what happened and plan to prevent future events).
Environment and Equipment: Indicate available resources like a Behavioral Emergency Cart (with restraints, gloves, calming tools, etc.), and safe room setup guidelines (remove extraneous furniture, etc. when crisis anticipated).
Documentation: Outline what needs documenting: behavior description, interventions attempted, team members present, orders given, patient response, and post-incident evaluation. Provide or reference a standard Behavioral Event Note or flowsheet in the EHR. Staff involved should also complete an incident report for safety tracking.
Training & Drills: State that staff will be trained on this policy and associated procedures at orientation and annually. Recommend periodic drills to test response (at least once a year, include this in the policy to formalize the practice).
Compliance & References: Reference relevant regulations (e.g., CMS restraint rules, Joint Commission standards) and ethical codes (e.g., ANA Code of Ethics) to reinforce compliance. Include any hospital-specific requirements (like notification of nursing supervisor or on-call psychiatry).



















Behavioral Emergency Response Team Implementation

1. Assemble a Core Team
Identify key stakeholders – nursing leadership, pediatric physician champion, social worker, psych/behavioral health specialist (if available), educator, security representative, and potentially a parent advisor. Form a working group or committee with executive sponsorship.
2. Conduct Baseline Assessment
Gather data on past year incidents (codes called, restraints used, staff injuries). Survey staff on confidence and concerns. Review any existing policies or training materials. Compile findings to define the problem scope.
3. Set Clear Goals
As a team, define what success looks like (e.g., “Reduce patient-to-staff injury events by 50% in 1 year,” “Train 100% of pediatric unit staff in de-escalation by Q4,” “Establish BERT by Q3”). These goals guide the project plan.
4. Develop or Revise Policy
Using input from baseline and best practices (see Policy Template above), draft the Behavioral Crisis Management policy​
5. Design Training Program 
Create a tiered education plan:
1. Content: de-escalation techniques, crisis communication, trauma-informed care basics, protocol overview.
2. Methods: i.e. e-learning module for theory, plus in-person simulation sessions for practice.
3. Identify trainers (educators or staff who get certified in a train-the-trainer style, evidence-based, de-escalation training program).
4. Schedule sessions, starting with high-risk areas (ED, PICU, etc.).
5. 1:1 sitter training orientation and materials (checklist, quick reference guides)​.
6. Pilot Simulation & Drills
Develop 1-2 simulation scenarios (perhaps using the ones we discussed today!) and run a pilot with a small group of staff or the core team. Work out logistics (space, participation, time) and refine scenario or debrief based on feedback. If feasible, also run a Mock Code BERT on a unit to test BERT activation process, purely as a systems test.
7. Launch BERT and Training
· Officially roll out the BERT team (announce hospital-wide). 
· Begin training sessions for all shifts – use a combination of classes, skills fairs, and on-unit in-services to reach everyone. 
· Start 1:1 sitter training for all techs/observers. 
· Ensure a mechanism for staff who miss training to get make-up sessions.
· Provide pocket cards or posters with key de-escalation tips and BERT call instructions as job aids. 
· Reinforce that this is a non-punitive intervention for staff/patient/and family resources.
8. Monitor and Support
· Track Metrics: incidents of restraints, BERT calls (how many, outcomes), any injuries, staff feedback (post-training surveys). For each BERT activation or notable event, do a quick debrief analysis (could be the committee reviews it monthly).
· Feedback Loop: Solicit input – perhaps a brief survey after each BERT event from those involved: “Did you feel supported? What could have gone better?” Use this to tweak training or protocols.
· Recognize & Communicate: Share success stories in staff meetings or newsletters (“Peds BERT team successfully de-escalated a case this week – no injuries, great teamwork!”). Recognize staff who used techniques effectively (this reinforces the behaviors you want).
· Address Barriers: If data shows, for example, night shift calls BERT less – find out why (stigma? lack of availability?) and fix it (maybe assign night shift BERT roles clearly). For example, if security is slow to respond, adjust their responsibilities or add a dedicated officer to the team. Be mindful of the potential for implicit biases (Peterson et al., 2025). PDSA each issue.
· Support Staff: Ensure debriefs after incidents become routine. If a particularly violent event occurs, consider a team cooldown or offering EAP counseling proactively. Burnout can derail the program, so show staff their well-being is a priority.
9. Evaluate 
After ~1 year, evaluate against goals: Has there been a reduction in incidents? Improved staff confidence (maybe repeat the survey)? Fewer patient injuries or restraint uses? Publish these results internally – it keeps momentum. Identify next steps (e.g., extending training to outpatient clinics, refreshing simulation scenarios with new challenges). Plan for ongoing annual training refreshers (perhaps integrate into mandatory education days) and maintain the committee to oversee continuous quality improvement.
10. Scale and Sustain
Make this part of hospital culture: include behavioral crisis management in new employee orientation permanently, ensure the BERT or equivalent team is embedded in emergency management plans, and keep leadership engaged by reporting outcomes at quality or safety committees regularly.
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