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Regarding this PIP Submission Document: 
 

 This outline is a compilation of the “Road Map to a PIP” and the PIP Validation Tool that CAEQRO uses in evaluating PIPs. The 
use of this format for PIP submission will assure that the MHP addresses all of the required elements of a PIP.  

 You are not limited to the space in this document. It will expand, so feel free to use more room than appears to be provided, and 
include relevant attachments.  

 Emphasize the work completed over the past year, if this is a multi-year PIP. A PIP that has not been active and was developed 
in a prior year may not receive “credit.” 

 PIPs generally should not last longer than roughly two years. 
 

CAEQRO PIP Outline via Road Map 
MHP: Santa Clara County 
Date PIP Began:  August 2010 
Title of PIP:  Reducing assaultive behavior in IMDs 
Clinical or Non-Clinical: Non-clinical 
 

 
 

1. Describe the stakeholders who are involved in developing and implementing this PIP. 
 

An initial meeting with the administrators of the three IMDs with which the MHP contracts was held in February 2010 at which 
the concept of the PIP was presented. A multidisciplinary team of stakeholders was assembled in August 2010.  Between 
February and August, to prepare for the first team meeting, staff assembled preliminary data on assaults in IMDs from 
incident reports and began a literature search on the subject.  The first team meeting was held In August 2010 attended by 
the administrators and program directors of all three IMDs, plus the director of 24 Hour Care (the group responsible for 
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placement of clients in IMDs and helping with their transition from IMDs back to the community), members of the decision 
support team that assist with assembling and analyzing data, and MH administration to coordinate the team.   
 
At its first meeting the team discussed how client input would be obtained and incorporated into the process.  It was decided 
that clients would be consultants to the project rather than permanent members of the team in order to value their time and 
contribution but not require their attendance at every meeting.   
 
The team established a bi-weekly meeting schedule and permanent site at one of the IMDs.  They kept that schedule for the 
first year of the project and reduced their meeting frequency to once a month when the intervention was in place.  Agendas, 
attendance and meeting summaries are found in Attachment 1. 

 
 
 

 
 
2. Define the problem by describing the data reviewed and relevant benchmarks. Explain why this is a problem priority 

for the MHP, how it is within the MHP’s scope of influence, and what specific consumer population it affects. 
 
The MHP Operations Group of program managers and division directors, chaired by the deputy director, periodically reviews 
summary information on incidents reported by both county and contract providers.  Incident reports are required when there is 
an accident, injury, severe illness requiring transfer, aggressive behavior, unapproved absence, or death.  Incident reports 
come from outpatient, residential and day programs and institutions for mental disease (IMDs).  In reviewing the summary 
report prepared by the Quality Improvement manager, it was noted that IMD reports comprised 39% of total reports in FY08 
and 36% in FY09.  Upon further examination, the most common incident reported by the IMDS was assaultive behavior, 66% 
of all incidents in FY08 and 75% in FY09.  It was also noted that an inconsistent pattern of reporting occurred.  There are 
three IMDs in the Santa Clara County mental health system; however only one consistently reported incidents in those fiscal 
years.  Based on anecdotal information from the 24-Hour Care team that routinely visits IMDs to facilitate discharges, the 
prevalence of incidents of assaultive behavior is quite consistent among the three IMDs.   
 
Therefore, the Operations group identified two areas for investigation and application as a probable PIP:  a) the lack of 
consistency in reporting incidents among the IMDs and associated implications for identifying and addressing client and staff 
issues, and b) the frequency of assaultive behavior and associated implications for client clinical improvement and staff 
safety.  A brief search for benchmarks for incident reporting and reported assaultive behavior revealed only recommendations 
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from a State report on the need for statewide data collection.  It is anticipated that this PIP will result in improved and 
consistent reporting and improved approached to reducing assaultive behavior of IMD residents.   
 
Using this as a PIP is a priority for the MHP because it not only affects clinical improvement, the therapeutic environment, and 
staff safety, it also affects the MHP’s success in placing clients in home or other community settings.  Clients cannot progress 
to community settings when their behavior is considered too aggressive or threatening to those with whom he or she will 
reside.  At the same time, the MHP’s goal is to stabilize and transfer clients from IMDs to community settings within 85 days 
of admission.   
 
While the MHP has been successful in reducing the length of stay in IMDs in the past year, there are still some residents 
whose stays exceed the 85 days, and others who are considered long term residents due to criminal history or other 
restrictions that prevent community placement. On average the length of stay for Santa Clara County clients in all IMDs was 
97 days for those admitted in FY11.  This varied by facility as shown in the Table below. 
 
Average Daily Census and Average Length of Stay for Santa Clara County IMD Residents, FY11 
 

  FY11 Clients  Client Days  ADC*  ALOS** 

 

Clients 
admitted in 

FY11 
Admissions 

x LOS 
total 

days/365 

client days/    
# clients = 
ALOS  

Golden Living  116 9959  27  86 
7th Avenue  154 16036  44  104 
Crestwood SJ  97 9928  27  102 
  367 35923  98  97 
*SCCo only 
**Includes only residents admitted in fy11, includes readmissions 
 
 

Assaultive behavior affects all IMD clients, whether they are strong candidates for 85 day discharge or must stay longer.   
 
The IMD administrators and program directors acknowledged that there is a problem with assaults among residents and 
discussed at length their individual facility reporting requirements.  All three routinely sent incident reports to the MHP. In 
addition, those licensed as SNFs reported incidents to the State Department of Public Health, and the MHRC reported to its 
corporate office.  IMD administrators noted that definitions for reportable incidents varied among the reporting agencies, 
which resulted in very different numbers being reported to each one.  The team concluded that data in the incident reports 
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sent to the MHP could not be used as the baseline for improvement for this PIP as it was inconsistently reported among the 
three IMDs.  
 
The full quantitative data collection plan is described in detail in the answer to Question 12. Results of the 2010 data 
collection determined a baseline that was acceptable for this study because it used a consistent set of definitions and 
collection methodology.  The 2010 results are show in the following graph.  
 

 
 
 
 
In addition to quantitative data collection, MHP staff presented studies of assaultive behavior in locked settings.  Most of the 
initial literature to be reviewed focused on the description of assaultive clients and possible triggers.  The later studies looked 
at interventions.  This factored into the team’s discussions of interventions.  The team deferred setting a reduction target 
pending a) the definition of the study group, b) discovery of successful reductions found in the literature, and 3) discussion 
and consensus on a realistic and meaningful target for the study group. 
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3. a) Describe the data and other information gathered and analyzed to understand the barriers/causes of the problem 
that affects the mental health status, functional status, or satisfaction. How did you use the data and information to 
understand the problem?  

 
General discussion within the team, supported by selected literature, revealed that assaultive behavior is endemic to 
institutional settings and can be associated with issues such as: 

 
 Admissions being the result of aggressive or assaultive behavior severe enough to necessitate a secure setting 
 Acquired institutional behavior related to getting attention, establishing control and boundaries, or gaining power 
 Deliberate behaviors associated with fear of community placement. 

 
In addition, the regular replacement of discharged clients with new or repeat residents appears to perpetuate a consistently 
high rate of assaults in spite of programs designed to assist residents in modifying their behavior and symptom management. 
 
In order to substantiate the team’s discussion on why assaults were happening in their facilities, data collection began 
October 1, 2010 and continued through December 31, 2010.  It was designed to capture information not only on diagnosis, 
severity of assault, frequency of assault, action taken, and proximity to discharge date, but also comments pertinent to the 
assault (e.g. incident happened while resident was in the meal line).  Data was analyzed for patterns to inform the team on 
possible interventions. Comments revealed the following:  
 

Category of Comment %

Retaliation 22.4%

No recorded reason 17.6%

Cigarette related (waiting, stealing, begging)  10.4%

Proximity (too close for client to tolerate) 9.6%

Diagnosis (hearing voices, agitated)  8.0%

Verbal altercation resulting in hitting, punching 5.6%

Meals (lines, stealing food) 3.2%
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Category of Comment %

Meds (lines, impatience, aggressiveness) 2.4%

Noise 2.4%
 
 
When these results were discussed by the team, they felt it was important to note how difficult it is to determine the 
true cause of an assault whether there is a reason recorded or “no reason” is noted.  They mentioned the cumulative 
effects of daily institutional living that do not lend themselves to predictability of a certain moment when an 
individual’s tolerance for his or her environment will have been exceeded and aggressive or assaultive behavior may 
ensue. 
 
In addition, team members shared their experiences and observations on precursors to assaultive behavior.  These include 
client characteristics of poor social skills, poor tolerance and lack of impulse control, excessive waiting in lines (food, 
cigarettes, medications, etc.), intrusive and disruptive residents including those that solicit food and cigarettes, and 
congregating in high volume areas.  This was accompanied by case reviews of residents with patterns of assault.  
 
 
b) What are barriers/causes that require intervention? Use Table A, and attach any charts, graphs, or tables to 

display the data. 
 

The list of causes or triggers for assaultive behavior was derived from the baseline data collection and the team members 
brainstorming on a precipitating factor.  Each clinician member of the team shared information from their extensive work 
with institutionalized clients, including in-depth conversations during de-escalation and therapy sessions. Commonly 
mentioned conditions are listed in Table A 

 
Table A – List of Validated Causes/Barriers 
Describe Cause/Barrier Briefly describe data examined to validate the barrier 

Proximity within environment  Approximately 10% of the assaults were related to the assaulter being in close proximity to 
another resident or staff member.  

Retaliation Over 22% of assaults for which a reason was recorded indicated that the assaulter was 
reacting to having been triggered by the actions of another resident or a staff member 

Axis I condition  Approximately 8% of assaults in which a reason was recorded were related to the 
assaulter’s diagnosis (hearing voices, agitation) 
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Describe Cause/Barrier Briefly describe data examined to validate the barrier 
Client’s perceived need not 
being met  

 Approximately 16% of assaults had a connection to cigarettes (waiting, stealing) and 
meals (stealing, throwing) 

Patterns of sudden invalidating 
moments throughout the day 

 13% of assaults were reported as having no observable reason for the assault and were 
believed to be reacting to their daily circumstances of confinement and restricted choices 

Amount of time in IMD 
(institutional behavior) 

Data found that assaults decline in the first 4 months of an IMD stay, but increase at the 
five months and beyond.  

 
The following graphs illustrate the pattern of assaults in each IMD in the study over time.  It appears that there is a decline in 
assaults in the first four months of stay and an increase thereafter.   
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4. State the study question. This should be a single question in 1-2 sentences which specifically identifies the problem 

that the interventions/approach for improvement. 
 
 

Will the use of specific interventions with a cohort of IMD residents  change the frequency and severity of assaultive behavior 
in the study group?  Will this have a ‘spill-over’ effect on other residents, particularly those known for frequent assaultive 
behavior? 

 
5. Does this PIP include all beneficiaries for whom the study question applies? If not, please explain. 
 
 Yes 
 
6. Describe the population to be included in the PIP, including the number of beneficiaries. 
 

This is an adult and older adult population of all IMD residents, including both Santa Clara County and all other residents.  
This includes 98 at Crestwood, 110 at Golden Living, and 99 at 7th Avenue Center.  IMD residents are clients who have been 
discharged from State Hospitals and acute psychiatric facilities who need to remain in a secure setting until ready for 
community placement.  Crestwood and 7th Avenue care for adults while Golden Living has programs for both adults and older 
adults.  
 
While the study did identify MHP clients, facility staff did not differentiate between Santa Clara County clients and those from 
other counties for their care or the study intervention. The issue of assaults affects all IMD residents and may be initiated by 
any resident regardless of county of origin. Therefore the benefit that the intervention may accrue will affect all residents and 
staff positively. The breakdown of Santa Clara County and all other residents captured in the October-December 2010 data 
collection is shown below.  
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7. Describe how the population is being identified for the collection of data. 
 

Two types of data were collected:  facility-wide data on the overall incidence of assaults and a study group of high assaulters. 
The first population was identified as all residents of the three IMDs with which the MHP contracts.  Data collection included 
all residents who commit an assault, and data recorded each time an assault is committed.  Santa Clara County residents 
were be identified by name, while those from other counties were given a unique but masked identifier to avoid HIPAA 
violations.  All residents were included in the study to address the universality of the issue.   
 
The second population, defined as the study group, was identified by program staff as those clients who had committed 3 or 
more assaults in the 3 months prior to the intervention.  

 
8. a)  If a sampling technique was used, how did the MHP ensure that the sample was selected without bias? 

 
No sampling was used in the facility-wide data collection. 
 
Sampling for the study group was based on assaultive behavior that exceeded 3 assaults in 3 months.  Any client 
fitting this criterion was eligible to participate in the intervention. 
 

 b) How many beneficiaries are in the sample? Is the sample size large enough to render a fair interpretation?  
 

The population size varied by site.  The table below shows the facility-wide results for the baseline and illustrates the 
variation in both the number of assaults and number of assaulters.  The size of the study groups varied from 3 at 
Golden Living to 6 at 7th Avenue. 
 
The sample size is quite small and while it rendered valuable information, it will not produce in generalizable results.  
 
Oct - Dec 2010

7th Ave Golden Crestwood Total
No. residents committing assaults 29 21 45 95
No. assaults (3 months) 52 25 101 178
Assaults per resident 1.79 1.19 2.24 1.87  
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Specify the performance indicators in Table B and the Interventions in Table C. 
 
9. a) Why were these performance indicators selected?  
 

The performance indicators were selected to measure reduction in assaultive behavior in IMD clients in a systematic 
way. This question was addressed through a literature review and consensus around realistic indicators.  Because a 
systematic study of this nature has not been conducted before, benchmarks and performance indicators were 
developed by the PIP team.  The team concluded that they would set a target of 5% reduction in assaults overall and 
at each facility, but would also let the data at the end of the intervention determine how realistic this target was.  

 
b) How do these performance indicators measure changes in mental health status, functional status, beneficiary 

satisfaction, or process of care with strong associations for improved outcomes?  
 
The underlying assumption in this study is that reduction in assaultive behavior will produce a healthier environment 
for all residents and staff in IMDs. The goal is to change the process of care with the intention of reducing assaultive 
behavior, improving the quality of residents’ stays and enhancing their potential for recovery and community 
placement. While the intervention is intended to reduce the frequency of assaultive behavior in the high assaulters 
group, we will measure the possible effect the intervention may be having on reducing assaults in the entire 
population. It will be difficult to discern with certainty whether it is the intervention that is causing behavior change or 
some other factor or factors such as heightened staff awareness and early response to assaultive posturing that is the 
underlying cause of change.  
 

 
 Remember the difference between percentage changed and percentage points changed – a very common error in reporting the goal and 

also in the re-measurement process. 
 
Table B – List of Performance Indicators, Baselines, and Goals 

# 
 

Describe  
Performance Indicator Numerator Denominator Baseline for 

performance indicator Goal 

1 
 

Total number of assaults for all 
facilities 

Assaults Oct-
Dec 2010 

Assaults Sep-
Oct 2011 

100% of assaults 5% reduction 

2 Number of assaults at each Assaults Oct- Assaults Sep- 100% of assaults 5% reduction 
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# 
 

Describe  
Performance Indicator Numerator Baseline for Denominator Goal performance indicator 

 facility Dec 2010 Oct 2011 
3 
 

Number of assaults in study 
group at all facilities 

Assaults Jun-
Aug 2011 

Assaults Aug-
Oct 2011 

100% of assaults 5% reduction 

4 
 

Number of assaults in study 
group at each facility 

Assaults Jun-
Aug 2011 

Assaults Aug-
Oct 2011 

100% of assaults 5% reduction 

 
 
10. Use Table C to summarize interventions. In column 2, describe each intervention. Then, for each intervention, in 

column 3, identify the barriers/causes each intervention is designed to address. Do not cluster different 
interventions together.  

 

The team has engaged in general discussions of interventions based on their current activities.  These fall into two groups:  a) 
client based (e.g. DBT, anger management, rewards-based systems), and b) staff based (e.g. staffing ratios, high risk teams, 
reducing physical barriers between residents and staff).  They also discussed at length the need to engage in non-traditional 
forms of therapy for their intervention. The meeting notes reflect these discussions in more depth. 

After considerable dialog, the team concluded that the study group at each facility would be comprised of high assaulters who 
would be invited to participate in the non-traditional therapy groups with other residents. The invitation would be reinforced 
with 1:1 encouragement and possibly intermittent rewards. The specific non-traditional groups are shown in Table C.  

 
They also shared some of the efforts they are currently making to address assaultive behavior.  These include:  
 Rehabilitation assessment and restraint risk at admission  
 Developing a personal safety plan at intake in which clients identify triggers to their assaultive behavior and personal 

calming strategies 
 WRAP training  
 Use of dialectical behavior therapy (DBT)  
 Anger management training 
 Use of a high risk teams to monitor and intervene 
 Use of time out or quiet rooms to separate agitated residents 
 Changing processes to reduce excessive waiting in lines (2 meal seatings, aisle dividers for meds lines) 
 Wireless communication devices and personal body alarms to improve response time for potential or actual assault  
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Table C - Interventions 

Number of 
Intervention List each specific intervention Barrier(s)/causes each specific intervention  

is designed to target Dates Applied 

1 
Yoga, movement therapy 

 

Proximity within environment , Retaliation, 
Axis I condition, Client’s perceived need not 
being met, Patterns of sudden invalidating 
moments throughout the day 

Mid-Aug-Mid-
Oct 2011 

2 Mindfulness 
 Same as #1 Mid-Aug-Mid-

Oct 2011 
3 DBT 

 
Same as #1 Mid-Aug-Mid-

Oct 2011 
4 Relapse prevention 

 
Same as #1 Mid-Aug-Mid-

Oct 2011 
5 Medication education 

 Axis I condition Mid-Aug-Mid-
Oct 2011 

6 
 Anger management Same as #1 Mid-Aug-Mid-

Oct 2011 
7 
 Prayer, meditation  Same as #1 Mid-Aug-Mid-

Oct 2011 
 Stress management 

 
Same as #1 Mid-Aug-Mid-

Oct 2011 
 Symptom management 

 Axis I condition Mid-Aug-Mid-
Oct 2011 

 Progress review 
 Amount of time in IMD (institutional behavior) 

Mid-August-
Mid-October 
2011 
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11. Describe the data to be collected. 

 
Facility-wide data collection for the pre-intervention phase of the study consisted of recording each assault and associated 
characteristics on the data sheet found in Attachment A.  Facility-wide post-implementation data collection used the same 
data sheet.  Data for the study group consisted of the selection of a subset of the full complement of residents who qualify for 
the study because each has committed 3 or more assaults in the 3 months prior to the intervention. The study group was 
narrowed to the high assaulters to focus on a) the effect the intervention could have on this high risk group, and b) the 
possible “spill-over” effect any positive outcome may have on the overall rate of assault in each facility. Data collection for the 
study addressed 1) the type of non-traditional therapy the client was to attend, 2) the degree of engagement in each therapy 
session, and 3) the number of assaults committed while participating in the non-traditional therapy.   
 

 
12. Describe method of the data collection and the sources of the data to be collected. Did you use existing data from 

your Information System? If not, please explain why. 
 
The facility-wide data collection sheet was designed by the team and sent electronically to the IMD administrators with 
instructions on how to complete it.  Existing data does not exist that uses a consistent data set and definition of assault.  Data 
collection for the intervention was also designed for the specific purpose of understanding the effects and implication of the 
intervention on the study group.  No comparable data exists within the MHP’s data systems.  
 
The team noted the lack of a consistent definition of assault by the various reporting authorities.  They decided that the 
inconsistency in reporting requirement could not be resolved by the project team, but recommended a working definition and 
a plan for time-limited data collection to allow this project to proceed.  Their working definition of assault was:       
 

Unwanted physical contact in an aggressive way, including hitting, kicking, punching, slapping, spitting, pushing and 
biting another person and/or throwing an object that makes contact with another person. 

 
The definition of assault was refined using a seven level severity scale that the team developed. It ranged from “no apparent 
injury” to death.  The annotated data collection spreadsheet is Attachment 2.  The team also established the data collection 
period as October through December 2010 in order to capture enough data for analysis.   
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Data collection was repeated in September-October 2011.  Because data is still being collected, it is not included in this 
submission.  It will be presented at the site visit in December. 
  
Pre- and post-intervention data was collected on all assaults committed by the study group, with post-intervention data 
identifying participants in the intervention, the degree of engagement in the intervention, and the staff assessment of potential 
for a positive outcome. It should be noted that there may be a ‘spillover effect’ from those who participate in the intervention to 
those who do not.  Residents may be applying their new skills to not only to their own behavior, but also to others. 
 

 
13. Describe the plan for data analysis. Include contingencies for untoward results. 

 
Several aspects of the data will be analyzed.  Pre-intervention data will look at frequency of assaults, diagnoses, severity, 
length of stay in the IMD, proximity to discharge and patterns that emerge from the open-ended comments.  Post-intervention 
data will look at changes in any of these data elements, and also compare the behavior of the intervention participants to the 
universe of residents who committed assaults.  Additionally, data on the effectiveness of the intervention will look at the 
degree of engagement and assaultive behavior pre- and post-intervention.   
 
Analysis will use basic time 1-time2 comparisons and percent change. The population size and nature of the intervention 
does not support the use of more rigorous statistical methods.  The intervention chosen is the use of non-traditional therapies.  
However, an identical selection of therapies will not be used in all facilities, and session leaders will by necessity vary the 
style and content of their sessions. Therefore it will be difficult to perform correlation analyses, but will be possible to measure 
overall change in assaultive behavior and infer some possible causal relationships. 

 
 
14. Identify the staff that will be collecting data as well as their qualifications, including contractual, temporary, or 

consultative personnel. 
 
Data will be collected by IMD clinical staff who also complete incident reports.  These staff are familiar with the data collection 
guidelines as well as the operations of their facilities and can provide first hand information on the clients, the nature and 
severity of each assault, the degree of engagement in the intervention, and relevant comments that will add to the richness of 
the information. 
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15. Describe the data analysis process.  Did it occur as planned? Did results trigger modifications to the project or its 
interventions?  Did analysis trigger other QI projects? 

 
The analysis used basic time 1-time 2 comparisons and percent change.  The analysis of facility-wide data is occurring as 
planned. However, the analysis of the intervention group was problematic.  Several issues arose with the study group that 
affected the ability to capture a time series of data.  These include a) poor or very irregular attendance at group sessions, b) 
discharges truncating data capture, and c) positive changes in behavior in some clients selected to be study group members 
that staff reported never attending sessions.  As previously mentioned, the variation in non-traditional therapies offered and 
the differences in group leader styles could not be controlled.  Analysis therefore focused on the availability of non-traditional 
therapies and did not attempt to look at any one as a factor in behavior change. 
 

16. Present objective data results for each performance indicator. Use Table D and attach supporting data as tables, 
charts, or graphs. 

 
 

Include the raw numbers that serve as numerator and denominator! 
 
Table D - Table of Results for Each Performance Indicator and Each Measurement Period 

Describe 
performance 

indicator 

Date of 
baseline 

measurement 

Baseline 
measurement 
(numerator/ 

denominator) 

Goal for % 
improvement 

 

Intervention 
applied & 

dates 
applied 

THIS IS THE BASELINE INFORMATION FROM TABLES  A, B, AND C 
USED HERE FOR COMPARISON AGAINST RESULTS 

Date of re-
measurement 

Re-measurement 
Results 

(numerator/ 
denominator) 

% 
improvement

achieved 

Reduction in 
facility 
assaults 
 

Oct-Dec 2010 178 5% 
Mid-August-
Mid-October 

2011 

September – 
October 2011 Being analyzed  

Reduction in 
assaults at 
each IMD 
 

October – 
December 

2010 

7th Avenue = 52 
Crestwood = 101 

Golden = 25 
5% 

Mid-August-
Mid-October 

2011 

September – 
October 2011 Being analyzed  

Reduction in 
assaults in 
the total 

June-August 
2011 

27 assaults/ 9 
residents  = 
average of 3 

5% 
Mid-August-
Mid-October 

2011 

September – 
October 2011 

12 assaults/ 7 
participants = 

average of 1.7 per 
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Describe 
performance 

indicator 

Date of 
baseline 

measurement 

Baseline 
measurement 
(numerator/ 

denominator) 

Intervention Goal for % applied & improvement dates  applied 
study group 
 

assaults per study 
group participant 

resident 
When “normalized” 
to 12 weeks = 2.2 

 
Reduction in 
assaults at 
7th Avenue 

June-August 
2011 

18 assaults / 6 
residents = 
average 3 

5% 
Mid-August-
Mid-October 

2011 

September – 
October 2011 

10 assaults/ 6 
participants = 1.67 

per study group 
participant 

When normalized to 
12 weeks = 2.8 

6.67% 

Reduction in 
assaults at 
Golden 
Living 
 

June-August 
2011 

6  assaults/ 3 
residents = 
average 2 

5% 
Mid-August-
Mid-October 

2011 

September – 
October 2011 

2 assaults/ 1 
participant = 2 

Normalized to 12 
weeks= 2.4  

-16.6% 

Reduction in 
assaults at 
Crestwood 
 

June-August 
2011       

 
 

 
 
17. Describe issues associated with data analysis: 
 

a. Data cycles clearly identify when measurements occur. 
Baseline data for facility-wide incidence of assaults was clearly delineated as October through December 2010 and 
September through October 2011.  Facility-wide data collection is still going on and will be presented at the site visit in 
December. 
 
Data for the intervention was recorded by week of participation.  Start dates varied among the facilities, but all recorded 
participation data for at least a seven week period during the general time frame of mid-August through mid-October 
2011. Data for Crestwood is being finalized and will be presented in Table D at the site visit. 

 18



 
 
b. Statistical significance 

Because of the small sample size, data was not subject to significance tests, nor can the results be generalized to other 
populations. Findings should be considered a starting point for further refinement of the study.  

 
c. Are there any factors that influence comparability of the initial and repeat measures? 
 

Factors influencing the comparability of the initial and repeat measures for the facility-wide component include: 
 Staff changes at each facility that could influence the way in which residents perceive their surroundings, making 

them respond more or less combatively to their surroundings. 
 Changes in the general case mix of the residents, which could be characterized as either more or less severely ill. 

There is no common measure of severity of illness at this time, but anecdotal information indicated that the level of 
severity did not change. 

 
Factors that influenced the comparability of the initial and repeat measures for the study group include:  
 Poor or inconsistent attendance at therapy sessions 
 Variable degree of engagement in the sessions 
 Behaviors of others attending therapy sessions 
 Onset of medical conditions 
 Factors external to the therapy, e.g. relations with family, staff, other residents  
 Changes in medications or medication compliance that could either positively or negatively affect the behavior 

patterns of residents. We did not conduct a chart review to measure changes in this, but anecdotal information 
indicated the overall pattern of medication compliance did not change over time. 

 
d. Are there any factors that threaten the internal or the external validity? 

As with any study of this nature, the exact relationship between the intervention and behavior outcome cannot be 
precisely correlated. Variation in the interventions and the group leaders for each type of therapy varied among the 
facilities. Validity normally measures the appropriateness of the intervention to a desired outcome. The attempt in this 
study is to change the climate within the IMDs by offering non-traditional therapies. As with any behavior change, it may 
take more than 8 to 10 weeks to see significant or sustainable change in client behaviors. 
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18. To what extent was the PIP successful? Describe any follow-up activities and their success. 
 

The team indicated that the PIP had a noticeable effect on assaultive behavior throughout each facility, but could not attribute 
the change to the intervention.  Rather, they felt that offering non-traditional therapies to everyone, creating staff awareness 
and innovative approaches to dealing with assaultive behavior for staff and residents, and allowing for those approaches to 
be open to all residents, not just the study group were positive outcomes.  

 
19. Describe how the methodology used at baseline measurement was the same methodology used when the 

measurement was repeated. Were there any modifications based upon the results? 
 

Baseline data collection was repeated without any change at the end of the first year of the study.  It was designed to provide 
an overall picture of assaultive behavior that could be influenced by an intervention.  Therefore it was best to repeat the effort 
without making any changes.   

 
 
20. Does data analysis demonstrate an improvement in processes or client outcomes? 
 

Data analysis appeared to demonstrate improvements in both processes and client outcomes. Improved processes include  
 More consistent observation of all clients for potential assaultive behavior (e.g. agitation, posturing) 
 Targeted observation in areas where residents congregate and at high risk times (e.g. meal lines, med lines, cigarette 

distribution) 
 More rapid response to pre-assaultive behavior (e.g. removing the resident and redirecting to another location or 

activity) 
Improved client outcomes include  

 reduced injuries to both residents and staff 
 increased time spent in socialization and preparation for community placement  

 
 
21. Describe the “face validity” – how the improvement appears to be the result of the PIP intervention(s).  

 
The entire study must be viewed through the lens of “face validity”. There is an appearance of reduction in assaultive 
behavior which, without extensive additional study, cannot be assumed to be the result of the intervention.  Team members 
who are IMD administrators and program directors reported that the attention to the problem created a heightened awareness 
of and attention to ameliorating the situation.  
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22. Describe statistical evidence that supports that the improvement is true improvement. 

 
Time 1 and time 2 evidence from the study group showed weak association between the intervention and the positive 
outcome.  However, anecdotal information from team members indicated observable improvement.  This will be documented 
with the analysis of facility-wide data. 

 
 
23. Was the improvement sustained over repeated measurements over comparable time periods? 

 
Baseline data for facility-wide assaults was collected between October and December 2010.  The same data is being 
collected for September and October 2011 to see if there has been an overall reduction in assaults. This will be followed by a 
team discussion of data and a plan for further engagement if results are promising.   
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