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A Culture of Safety

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

What we’ll cover.

Q&A

01 

04

03

05

Why this matters now
Joint Commission, OSHA, state legislation — and why budget follows liability.

The numbers behind silence
What's actually happening in home and field-based care.

The committee that changes culture
Who, what, how — and the pitfalls that kill momentum.

06

Live scenario discussion
Four real moments. What would your team do?

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

02 SB 240 & SB 463 in practice
How Texas law maps to an actual visit, from intake to post-visit learning.
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Defining Workplace Violence
Any threat or act at work — including non-physical aggression — that puts a 

worker, patient, or visitor at risk.

Threats Harassment Verbal abuse Bullying Intimidation Physical assault

OSHA & NIOSH: violence at work includes threats and verbal aggression — not just physical acts.

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Four Types of Workplace Violence
Most agencies focus on Type II. But all four show up in home and field care.

T y p e  I

Criminal Intent

No relationship to your org. A robbery, mugging, parking-lot 
break-in.

T y p e  I I

Client or Patient

Most common in healthcare. Patients, family, visitors. Also 
called client-on-worker.

T y p e  I I I

Worker-on-Worker

Lateral or horizontal violence. Bullying. Verbal/emotional 
abuse between staff.

T y p e  I V

Personal Relationship

Domestic violence that follows the worker into the workplace 
or visit site.

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G
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“An act or threat occurring at the workplace that can 
include any of the following: verbal, nonverbal, written, 
or physical aggression; threatening, intimidating, 
harassing, or humiliating words or actions; bullying; 
sabotage; sexual harassment; physical assaults; or other 
behaviors of concern involving staff, licensed 
practitioners, patients, or visitors.” 

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

O F F I C I A L  D E F I N I T I O N

The Joint Commission defines WPV as:

Comprehensive Accreditation Manual for Home Care (CAMHC) Glossary

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Raise your hand if…

Your team has experienced verbal abuse from a 
patient or family member.

Someone on your team has felt unsafe on a visit and 
didn't formally report it.

Your agency has had any of the four types occur —
Type I, II, III, or IV.
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Why now: compliance is the unlock
Workplace violence prevention has moved from "nice to have" to "required." Budget now follows regulation and 

liability.

Joint 
Commission
E P s  e f f e c t i v e  J a n  1 ,  
2 0 2 5

Two new + one revised 
requirement for accredited 
home care.

OSHA
G e n e r a l  D u t y  C l a u s e  
+  2 0 2 4  g u i d a n c e

Employers must provide a 
workplace free of 
recognized hazards —
including violence.

State legislation
1 7 +  s t a t e s  a c t i v e  o r  
p e n d i n g

AK, CA, CT, IL, LA, 
MA, ME, MD, MN, NJ, 
NY, OR, PA, TX, VA, 
WA, WY

Liability & 
retention
D i r e c t  $ $  i m p a c t

Settlements, turnover, and 
recruitment costs all spike 
when prevention is 
reactive.

2025 Joint Commission Update

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

E F F E C T I V E  J A N U A R Y  1 ,  2 0 2 5

Two new and one revised workplace violence prevention requirements for all Joint Commission–accredited 
home care organizations.

EP 6
R E V I S E D  E P

Documentation Establish a formal process to monitor, report, investigate, and document 
safety-related events. Capture and track all WPV incidents.

EP 9
N E W  E P

Prevention Program A multidisciplinary, leader-driven program with annual risk analysis, 
policies, incident reporting to governance, and victim/witness follow-up.

EP 29
N E W  E P

Training & Education Role-appropriate training on prevention, recognition, response, and 
reporting — including de-escalation and intervention techniques.
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EP 9 – What Your Program Must Include

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Designated leader + multidisciplinary team
Named accountability — not a side-of-desk task.

Annual analysis of WPV safety risks
Document the threats and gaps once per year, minimum.

Policies & procedures
Prevention, response, and reporting protocols in writing.

Incident reporting + trend analysis to governance
Numbers go up. Patterns become visible. Leaders own it.

Follow-up + support for victims and witnesses
Trauma and psychological counseling when needed.

EP 29 – Training Requirements

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Education and resources for leadership, staff, and licensed practitioners — appropriate to each role.

1
Prevention

What constitutes WPV. 
Roles and responsibilities. 
Including external law 
enforcement and security 
personnel.

2
Recognition

Early-warning signs —
behavioral cues, 
environmental risks, and 
patterns that precede an 
incident.

3
Response

De-escalation. Nonphysical 
intervention. Physical 
intervention techniques. 
Emergency response.

4
Reporting

How to report — and what 
happens after a report. 
Closing the loop with staff.

Translation: a documented, role-based training program — not a once-a-year poster.

11
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State Legislation

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

AK CA CT IL LA MA ME MD MN

NJ NY OR PA TX VA WA WY

17+ states with active or pending legislation

C O M M O N  T H E M E S

• Mandatory risk assessments
• Written violence prevention plans
• Incident reporting and trend analysis
• Role-based training requirements

S P O T L I G H T

Texas SB 240 & SB 463

SB 240 (2023) built Chapter 331 around home health-licensed 
HCSSAs. SB 463 (2025) closed that gap — every HCSSA with 2+ 
RNs is covered now, hospice included.

Texas SB 240: What’s Required

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

C O M P L I A N C E  D E A D L I N E :  S E P T E M B E R  1 ,  
2 0 2 4
Texas Health and Safety Code Chapter 331 — covering hospitals, ASCs, freestanding EDs, nursing facilities, and 
HCSSAs with two or more RNs.

1
P L A N

Written Plan & Policy
Required for hospitals, ASCs, freestanding EDs, nursing facilities, and 
HCSSAs with 2+ RNs. Defines WPV, sets physical security and reporting 
procedures.

2
C O M M I T T E E

Prevention Committee
At least one direct-care RN, a Texas-licensed physician if applicable, and a 
security employee if available. Reviews the plan and reports to 
governance.

3
T R A I N I N G

Training & Reporting Annual training for direct care staff, a confidential reporting system, non-
retaliation protections, and immediate post-incident medical care.

13
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Texas SB 463: Closing the Loophole

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

C O M P L I A N C E  D E A D L I N E :  S E P T E M B E R  1 ,  
2 0 2 6
A 2025 fix to SB 240 that widens who’s covered under Chapter 331. Newly covered agencies must comply by 
September 1, 2026.

1
T H E  G A P

The SB 240 Gap
SB 240 originally reached only HCSSAs licensed under Chapter 142 for 
home health, leaving hospice-only agencies and other HCSSA types 
unprotected.

2
T H E  F I X

No More Exemption SB 463 redefines “facility” as any Chapter 142-licensed HCSSA with two or 
more RNs, dropping the home-health-only qualifier.

3
T H E  D E A D L I N E

This Week’s Deadline Newly covered HCSSAs must comply with Chapter 331 no later than 
September 1, 2026, the same week as this conference.

Intake to Post-Visit: A Safety Lifecycle
SB 240 requires the plan. This is how home-based care runs it, one visit at a time.

1 • INTAKE
Identify risk before 

care begins.

2 • PREPARE
Equip staff to work 

safely.

3 • VISIT
Protect staff where 

care happens.

4 • RESPOND
Define the response 
when risk escalates.

5 • REPORT
Capture incidents and 

field risk.

6 • LEARN
Turn field intelligence 

into safer care.

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G
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S T A G E  1  O F  6  •  I N T A K E

Identify Risk Before Care Begins

W H AT  S B  2 4 0  R E Q U I R E S
• The plan must “be based on the practice setting.” For home-based care, that setting is the patient’s home and 

community. (§331.004(b)(1))
• The plan must define workplace violence to include threats and potential violence, not only injuries already 

sustained. (§331.004(b)(2))

H OW  AG E N C I E S  O P E R AT I O N A L I Z E  T H I S

• Use a pre-visit risk review: known incidents, prior threats, and household flags checked before a caregiver is assigned.

• Not named in the statute by this term, but it’s how a home-based agency satisfies a plan “based on the practice setting.”

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

S T A G E  2  O F  6  •  P R E P A R E

Give Staff What They Need to Work Safely

W H AT  S B  2 4 0  R E Q U I R E S
• The plan must “provide at least annually workplace violence prevention training or education” for direct care staff. 

(§331.004(b))
• The plan must “address physical security and safety.” (§331.004(b))
• Agencies must “solicit information from health care providers and employees” when building and running the plan. 

(§331.004(b))

H OW  AG E N C I E S  O P E R AT I O N A L I Z E  T H I S

• Pair annual training with real field input, not a once-a-year video.

• The staff walking into homes alone are the best source on what “physical security” actually requires there.

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G
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S T A G E  3  O F  6  •  V I S I T

Protect Staff Where Care Actually Happens

W H AT  S B  2 4 0  R E Q U I R E S
• The plan must address “violent incidents or potentially violent incidents,” not only completed violence. (§331.004(b))
• Workplace violence includes “an act or threat of physical force” likely to cause injury or psychological trauma. 

(§331.004(b)(2))

H OW  AG E N C I E S  O P E R AT I O N A L I Z E  T H I S

• Field staff work alone, often out of sight of a supervisor.

• Give them a fast, practical way to recognize a risk signal and escalate it in the moment, not after the visit ends.

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

S T A G E  4  O F  6  •  R E S P O N D

Have a Defined Response When Risk Escalates

W H AT  S B  2 4 0  R E Q U I R E S
• The plan must “prescribe a system for responding to and investigating” violent or potentially violent incidents. 

(§331.004(b)(4))
• Facilities must “offer immediate post-incident services,” including any necessary acute medical treatment. (§331.005(a))
• Employees can’t be discouraged from contacting or filing a report with law enforcement. (§331.005(b))

H OW  AG E N C I E S  O P E R AT I O N A L I Z E  T H I S

• Detection, escalation, response, and investigation should run as one connected process…

• Not four separate ones that only meet on paper, after the fact, in a binder.

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G
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S T A G E  5  O F  6  •  R E P O R T

Capture Incidents, Threats & Field Risk

W H AT  S B  2 4 0  R E Q U I R E S
• Staff must be able to “report incidents of workplace violence through the facility’s existing occurrence reporting 

systems.” (§331.004(b)(7))
• The policy must encourage staff to give the committee confidential information on workplace violence. (§331.003(b))
• Retaliation against a good-faith report is prohibited. (§331.005(c))

H OW  AG E N C I E S  O P E R AT I O N A L I Z E  T H I S

• Give field staff a low-friction way to report what they encountered, even when nothing “happened.”

• Near misses are the data most programs never capture, and the earliest warning sign you’ll get.

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

S T A G E  6  O F  6  •  L E A R N

Turn Field Intelligence Into Safer Future Care

W H AT  S B  2 4 0  R E Q U I R E S
• The committee must “review and evaluate the workplace violence prevention plan” at least annually and report results 

to the governing body. (§331.004(d))
• Multi-facility systems must keep violence-prevention data “distinctly identifiable for each facility.” (§331.002(d)(2))
• Agencies must adjust patient care assignments “to the extent practicable” when a patient has intentionally abused or 

threatened a caregiver. (§331.004(b)(8))

H OW  AG E N C I E S  O P E R AT I O N A L I Z E  T H I S

• That last requirement only works if the history is captured and visible at the next intake, not held in one caregiver’s memory.

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G
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The Numbers Behind the 
Silence

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

.1%

Verbal abuse is the 
norm.

of healthcare professionals have experienced 
verbal abuse or intimidation in the workplace.

If only 4% of your team isn't experiencing it, 
you don't have a fringe issue. You have a 
baseline.

M D L I N X ,  2 0 2 3
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%

Home-based care is the 
front line.

of home health workers report physical 
assaults from patients — making home-based 
care one of the highest-risk settings in all of 
healthcare.

Yet most prevention investment still flows to 
hospital settings.

N I O S H  /  O J I N  R E S E A R C H

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

.2%

Turnover is the 
symptom.

annual turnover rate across home care. 
Workers exposed to violence are among the 
top drivers of departure.

Replacing one caregiver costs $3,500–$5,000+. 
Do the math on five departures per year per 
office.

H O M E  H E A L T H  C A R E  N E W S ,  2 0 2 4
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2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

%

Half of incidents go 
unreported.

Only 47% of nurses report incidents to their 
employers — most often because they perceive 
that leadership won't act.

The other 53% is your blind spot. Every 
unreported event is a warning sign that never 
reached the people who could prevent the next 
one.

H E N N E P I N  H E A L T H C A R E  S U R V E Y ,  2 0 2 2

%

Even survivors lose 
focus.

drop in productivity for workers exposed to 
violence. Fear, anxiety, and distraction reduce 
focus and efficiency — especially in 
independent home-based work.

20% means delayed visits, incomplete 
documentation, and slower clinical decision-
making.

I N D U S T R Y  R E S E A R C H

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G
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2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

PAC patients have behavioral health 
needs.

Post-acute care is now de facto behavioral health care. Most caregivers are trained for the body — not the brain.

Mood disorder 44%

Depression 40%

Anxiety disorder 39%

Alzheimer's / dementia 26%

Tobacco use 14%

Alcohol or drug use 8%

Bipolar disorder 6%

Schizophrenia / psychoses 5%

PTSD 2%

Personality disorder 2%

Source: Medicare, 2023

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Why staff don't report —
The Case for a Committee

"It's part of the job."

Normalization — when the perception is that violence is built 
into the role.

No clear policy or training

If staff have never been shown how to respond, they won't.

Reporting is complicated

Multiple forms, multiple systems, no follow-up. Why bother.

Fear of looking weak or careless

Caregivers worry it'll reflect on their performance.

Belief patients can't be held accountable

"He has dementia" / "She didn't mean it" gets used to dismiss 
real risk.

No response when they DO report

Silence from leadership trains the team to stop trying.

29
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Why Safety Committees Matter

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Reduce risk & liability
Demonstrate due diligence under OSHA, 
Joint Commission, and state law. Reduce 

settlement exposure.

Promote a culture of 
safety

Reporting becomes a contribution, not a 
complaint. Silence breaks.

Support recruitment & 
retention

Staff stay where they feel protected. "We 
have a committee" is a recruiting line.

A committee isn't a meeting. It's a compliance engine, a culture shift, and a retention lever — at once.

Building Your Committee

• Include staff from clinical, HR, field, and operations
• Define roles clearly
• Establish regular meeting cadence

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G
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Building Your Committee

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Chair / Facilitator

Guides meetings, owns accountability, reports to governance.

E S S E N T I A L Data Lead

Brings incident trends, near-misses, and reports to every 
meeting.

Field Staff Rep(s)

Real-world frontline insight — the room's most important 
voice.

E S S E N T I A L Training Liaison

Drives education rollout and policy translation to staff.

HR / Compliance

Aligns with employee policy, accommodations, and reporting 
structure.

Operations / Ops Mgr.

Owns process changes — scheduling, dispatch, intake 
controls.

Multidisciplinary or it doesn't work. The biggest pitfall: a committee of administrators, no field staff.

Key Functions of a Safety 
Committee

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

01
Risk Assessment
Proactively identify and evaluate safety risks. Use existing data: 
incident reports, HR logs, field staff feedback.

02
Policy Development
Create a zero-tolerance policy. Write the response protocol. Put it in 
the patient handbook.

03
Incident Response
When something happens: who acts, who's notified, who follows up, 
who supports the worker.

04
Education & Communication
Annual training, just-in-time training, and a feedback loop that closes.

33
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Components of a CommitteeComponents of a Committee

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Conducting Risk Assessments

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Before you can fix risk, you have to see it. The data already exists — most agencies just don't aggregate it.

1 Review incidents (and near-misses)

Spot trends: time of day, geography, patient profiles, types of threats. The near-miss is your leading indicator.

2 Use OSHA & NIOSH tools

Don't reinvent. Hazard assessment templates, the OSHA WPV checklist, and NIOSH home care toolkit are free.

3 Map high-risk zones and roles

Specific addresses, specific routes, specific shift windows, specific role types. Know where exposure concentrates.

4 Listen to caregivers

Psychological safety is OSHA-recognized data. Field staff see the early warning signs first.

35
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Policy Development

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Your policy sets the tone. Make it clear, make it specific, make it visible.

S T A T E M E N T

Zero tolerance
● Verbal, physical, and 

behavioral aggression 
are not tolerated

● Applies to staff, patients, 
family, and visitors

● Stated in patient 
handbook and 
onboarding

P R O T O C O L

Response steps
● How to report —

immediate and after-the-
fact

● When to notify 
leadership and law 
enforcement

● When discharge for 
cause is on the table

F O L L O W - U P

Care + closure

● Trauma and 
psychological support 
for victims/witnesses

● Documented follow-up 
with the reporter

● Trend reporting back to 
the committee

Worker Safety Client User Agreement

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G
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Worker Safety Client User Agreement

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Why This Works

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Sets expectations early
Households know the rules before the first visit.

Empowers caregivers
Staff have something to point to when behavior crosses a line.

Documents your due diligence
Critical for compliance and legal posture.

Enables clean discharge
When the agreement is broken, the path forward is clear.

39
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Build Controls & Prevention 
Strategies

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

The best safety plan is the one your team can access in real time — wherever they are.

Mobile safety tools

GPS-enabled apps and devices. Real-
time emergency dispatch. Lifeline for 
staff working alone.

Check-in / check-out 
protocols

Pre-visit briefings. Post-visit 
confirmation. Missed check-in 
triggers a response.

Environmental controls

Lighting in stairwells, parking. Clear 
exits. Threat signage and 
documented household notes.

Pre-visit screening

Risk flags at intake. Address risk 
profile. Behavioral history. 
Pet/weapon notes.

Buddy / pair visits

For high-risk addresses, two-clinician 
scheduling — even if it costs the visit 
window.

Escalation tree

Clear path: staff → supervisor →
911. Everyone on the team knows it 
cold.

Training & Education

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

O R I E N T A T I O N

Set the standard from day one.

J U S T - I N - T I M E

Address risks as they emerge.

A N N U A L

Refresh, update, document.

W H A T  T H E  T R A I N I N G  M U S T  C O V E R

What constitutes WPV — including verbal, written, and behavioral Roles & responsibilities of leadership, staff, security, and law 
enforcement

De-escalation and nonphysical intervention skills Physical intervention techniques (where appropriate to role)

Emergency response procedures How and when to report — and what happens after

41
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Fostering a Culture of Safety

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Leadership visibility

Culture starts at the top. Leaders show 
up at committee meetings, ride along 

with staff, and open trainings.

Transparent reporting

Where incidents go after they're reported 
— and what the org did about them — is 

visible to staff.

Celebrate reporting

Recognize the person who flagged the 
near-miss. Reporting is a contribution, 

not a complaint.

In a strong safety culture, reporting is seen as a contribution — not a complaint.

Metrics & Accountability

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

Near-miss tracking

Stop celebrating "zero incidents." Start asking about 
risks and near-misses. Those are the leading 
indicators.

Staff safety surveys

Regular pulse on perceived safety, by role and 
region. Anonymous. Compared over time.

Monthly incident review

Committee reviews the prior month — patterns, 
gaps, and one corrective action.

Governance reporting

Findings and committee activity reported up to 
leadership / board on a fixed cadence.

What gets measured gets managed. What gets shared gets improved.
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Common Pitfalls

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

No field staff voice

A committee of administrators is a meeting. Not a 
committee.

Reports get ignored

Silence after a report trains your team to stop trying.

No follow-through

Action items without owners or due dates die. Every 
meeting needs both.

Caregiver bias dismissed

When staff feedback gets labeled as "opinion," you 
miss the leading indicators.

You don't need perfection. You do need progress your team can see and feel.

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G
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Caregiver Insight Is Not Biased

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G

W H A T  T H E  E V I D E N C E  S A Y S

Asking about safety isn't judging communities —
it's supporting your staff.

Psychological safety is valid data, recognized by 
OSHA and Joint Commission.

Ignoring staff input means missing early warning 
signs.

Caregiver insight prevents harm — it doesn't 
assign blame.

R E A L  S T O R I E S

Parking-lot flag ignored → Car break-in

Staff flagged a parking lot as unsafe. The flag wasn't 
acted on. A break-in happened the following week.

Subtle behavior → Pattern of harassment

A clinician noted "weird vibes" from a household 
member. Three reports later, a clear harassment 
pattern emerged.

Safety committees help sort signal from noise — they don't assign blame.

Your Next Steps

2 0 2 6  T A H C & H  A N N U A L  M E E T I N G
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Your Next Steps

• Commit to one change in the next month
• Bring up proactive safety at your next team meeting
• Start (or take another look at) a risk audit
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A 30/60/90-Day Roadmap
Days 1–30

Identify your safety 
champion

Conduct a baseline 
risk audit

Review existing 
incident reports — or 
document the 
absence of them

Days 30–60

Build your committee 
structure

Hold your first 
committee meeting

Draft or review your 
zero-tolerance policy

Days 60–90

Launch first staff 
training

Establish near-miss 
reporting system

Report findings and 
committee activity to 
leadership
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Resources

• osha.gov/workplace-violence
– OSHA Guidelines

• CDC.gov/niosh/healthcare
– NIOSH WPV Toolkit
– Training modules

WPV Committee Kit 
Templates
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THANK YOU!
Be Proactive. Not Reactive.

Jonas Fortenberry, VP of Business Development, POM Safe    |    Jonas@pomsafe.com
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Appendix
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Scenario 1: The Creepy Greeting

A nurse enters a senior high-rise and a man in the lobby 
says, “Hey beautiful, coming to see me today?” She feels 
uncomfortable but walks past and completes her visit.
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Scenario 2: The Angry Son

During a home visit, a patient’s adult son becomes agitated 
when asked to leave the room during medication 
administration. He raises his voice, slams a door, but 
doesn’t touch anyone.
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Scenario 3: The Isolated Address

A clinician is scheduled to visit a patient in a rural area with 
poor cell reception. She texts a coworker before heading in, 
just in case. Nothing happens—but she felt uneasy.
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Scenario 4: The Patient with a Past

A caregiver discovers through word of mouth that a new 
patient has a past history of violence, but it wasn’t flagged 
in the intake notes. The visit goes fine, but he’s hesitant to 
return.
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