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National Association of State Mental Health Program Directors
POSITION STATEMENT ON SECLUSION AND RESTRAINT

The members of the Nationa Association of State Menta Hedlth Program Directors (NASMHPD)
bdlieve that seclusonand restraint, induding “ chemical restraints,” are safety interventions of last resort
and are not trestment interventions. Seclusion and restraint should never be used for the purposes of
discipling, coercion, or gaff convenience, or as areplacement for adequate levels of gaff or active
treatment.

The use of seclusonand rediraint creates Sgnificant risksfor people withpsychiaric disabilities. These
risksinclude serious injury or desth, retraumatization of people who have a history of trauma, and loss
of dignityand other psychologica harm. Inlight of these potential serious consequences, secluson and
restraint should be used only when there exists an imminent risk of danger to the individua or others
and no other safe and effective intervention is possible.

ItisNASMHPD’ s god to prevent, reduce, and ultimately eiminate the use of secluson and restraint
and to ensure that, when suchinterventions are necessary, they are administered inas safe and humane
amanner as possible by gppropriately trained personnel. Thisgoa can best be achieved by: (1) early
identificationand assessment of individuas who may be at risk of recaiving these interventions, (2) high
quadlity, activetrestment programs (induding, for example, peer-delivered services) operated by trained
and competent staff who effectively employ individudized alternative strategies to prevent and defuse
ecalaing Stuations; (3) policies and procedures that clearly state that seclusion and restraint will be
used only as emergency safety measures, and (4) effective qudity assurance programs to ensure this
god ismet and to provide amethodol ogy for continuous quality improvement. These approacheshelp
to maintain an environment and culture of caring that will minimize the need for the use of seclusonand
restraint.

In the event that the use of seclusion or restraint becomes necessary, the following standards should
apply to each episode:

. The dignity, privecy, and safety of individuals who are restrained or secluded should be
preserved to the grestest extent possible a dl times during the use of these interventions.

. Secluson and restraint should be initiated only in those individud Stuations in which an
emergency safety need is identified, and these interventions should be implemented only by
competent, trained staff.
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. As part of the intake and ongoing assessment process, daff should assess whether or not an
individua has ahistory of being sexudly, physicaly or emotionaly abused or has experienced
other trauma, induding trauma related to secluson and restraint or other
prior psychiatric treatment. Staff should discuss with each individua strategies to reduce
agitation whichmight lead to the use of seclusonand restraint. Discussion could include what
kind of trestment or intervention would be most hepful and least traumatic for the individud.

. Only licensed practitioners who are specidly trained and qudified to assess and monitor the
individud’s safety and the sgnificant medical and behaviord risks inherent in the use of
seclusion and restraint should order these interventions.

. The least restrictive secluson and restraint method that is safe and effective should be
administered.
. Individuas placed in secluson or restraints should be communicated with verbdly and

monitored at frequent, appropriate intervals consistent with principles of quality care.

. All seclusion and restraint orders should be limited to a pecific period of time. However,
these interventions usudly should be ended as soon asit becomes safe to do so, even if the
time-limited order has not expired.

. Individuds who have been secluded or restrained and staff who have participated in these
interventions usudly should participate in debriefings following each episodein order to review
the experience and to plan for earlier, dternative interventions.

States should have amechaniamto report deaths and seriousinjuries reated to seclusionand restraint,
to ensure that these incidents are investigated, and to track patterns of seclusion and restraint use.
NASMHPD aso encourages facilities to conduct the fallowinginternd reviews: (1) qudity assurance
reviews to identify trendsin secluson and restraint use within the fadlity, improve the quality of care
and patient outcomes, and hdp reduce the use of secluson and redtraint; (2) clinicad reviews of
individud cases where there is a high rate of use of these interventions; and (3) extensive root cause
andyses in the event of adeath or serious injury related to seclusion and restraint. To encourage frank
and complete assessments and to ensure the individud’ s confidentidity, theseinternd reviews should
be protected from disclosure.

NASMHPDiscommittedto achievingitsgods of safdy preventing, reducing, and ultimately dimingting
the use of seclusonand redtraint by: (1) encouraging the development of policiesand fadility guiddines
on the use of secluson and redtraint; (2) continuing to involve consumers, families, treatment
professionals, faclity saff, and advocacy groups in collaborative efforts; (3) supporting technical
assigtance, Saff training, and consumer/peer-ddlivered training and involvement to effectively improve
and/or implement policies and guiddines, (4) promoting and facilitating research regarding secluson
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and restraint; and (5) identifying and dissemingting

informationon“ best practices’ and mode programs. Inaddition, NASMHPD supportsfurther review
and clarification of developmenta consderations (for example, youthful and aging populations) which
may impact clinical and policy issues reaed to these interventions.

Approved by the NASMHPD membership on July 13, 1999.

Vi



Reducing the Use of Seclusion and Restraint: Part 11
Findings, Srategies, and Recommendations for Special Needs Populations

Report Preparation Process

m NASMHPD Medical Directors Council Technical Report Series

Thistechnica report, prepared by the National Associationof State Mental Hedlth Program Directors
(NASMHPD) Medica Directors Council, is fourth in a series intended to provide information and
assigtance to state menta health commissioners/directors on matters of dinical concern. Topics for
technica reports are identified by the Medicad Directors Council in conjunctionwiththe NASMHPD
leadership.

The use of seclusion and restraint is of great concern to the NASMHPD leadership, NASMHPD
Divisonmembers, saff of menta hedth programs, and individuas who receive menta hedthtreatment.
Seclusonand restraint may causesgnificant trauma—bothphysica injury and psychological harm—to
those subjected to the practices. A number of deaths in ingtitutions around the country have been
attributed to the misuse of secluson and redtraint. 1t is NASMHPD's position that seclusion and
restraint are safety measures, not trestment interventions, and “should be used only when thereexists
animminent risk of danger to the individud or others and no other safe and effective intervention is
possible” (see NASMHPD “Postion Statement on Seclusonand Restraint,” July 1999) Two equdly
important goas of NASMHPD are “to prevent, reduce, and ultimately eiminate the use of secluson
and retraint and to ensurethat, whensuchinterventions are necessary, they areadministered inas sefe
and humaneamanner aspossible by appropriatel y trained personne.” Inaddition, “the dignity, privacy,
and safety of individuaswho are restrained or secluded should be preserved to the greatest extent

possible”

Induly 1999, the NASMHPD Medical Directors Council issued afirg technica report definingpolicies
and principles for seclusion and restraint. The report entitled “Reducing the Use of Seclusion and
Redraint:  Findings, Strategies, and Recommendetions,” was made available as the Hedth Care
Hnancing Administration (HCFA) and the Joint Commission on Accreditation of Hedthcare
Organizations (JCAHO) were developing new standards for secluson and redtraint in hospitals and
as Congress was conddering federa legidation on these practices.

This second technical report on secluson and restraint enlarges the scope of the first by examining in
more depth the use of these practicesin populaions withspecia needs. (1) children and adolescents;
(2) older individuds, (3) individuds who have amentd illness and a co-occurring disorder of menta
retardation and/or developmenta disability; (4) individuas who have co-occurring mentd illness and
substance abuse or dependence; and (5) individuasin forensic psychiatric services.
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] Preparation of the Report

This report was prepared from proceedings of a megting hdd August 17 and 18, 2000 in Portland,
Oregon. Meeting participantsincluded one state deputy secretary for menta health services, four Sate
medica directors, and two representatives from state offices of consumer affairs. One representative
from each of the fdlowing NASMHPD Divisons participated: (1) Children, Y outh, and Families; (2)
Older Persons, and (3) Forensc Services. Staff of NASMHPD and the NASMHPD Research
Ingtitute (NRI) participated and afacilitator and atechnical writer asssted in the proceedings. A ligt
of participants and therr afiliations is included in the Appendices. It is important to note that views
expressed by the participantswere their own and are not necessarily endorsed by their organizations.

Prior to the medting, participantsreviewed informationon the general useof seclusonand restraint, and
on the use of these practices with individuals with specia needs. The materids were not a
comprehensive survey of dl current information about the use of seclusion and restraint with special
needs populations, but sought to establish an informed basis for group discussion.

This report does not prescribe “best practices’ for seclusion and restraint, but gives generd findings
related to each specia population, including principles for reducing and diminaing the use of these
interventions with individuals who have specia needs. Included inthis report are recommendations for
additional discusson, review, research, and technica assstance. The report concludes with
recommendations to NASMHPD, the NRI, and state menta health agencies.

Drafts of this report were prepared by the technica writer and chief editor and distributed for review
and comment to dl meating participants and members of the Medica Directors Council’s Editorid
Board. This report attempts to integrate findings of the literature with the diverse perspectives and
expertise of the participants. The fina report was reviewed and approved by the Medica Directors
Council. Thisreport isaproduct of that Council and does not necessarily reflect opinions held by dll
NASMHPD members or the experts participating in the August 2000 mesting.
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A Synopsis of the July 1999 Technical Report
on Seclusion and Restraint

]} Findings, Principles, and Recommendations

The July 1999 technica report was a first assessment by the NASMHPD Medica Directors Council
of secluson and restraint in menta hedlth programs. Central to the first report was application of the
public healthmode to seclusion and restraint practices: primary prevention (preventing and reducing
the need for secduson and redraint); secondary prevention (usng early and least-redtrictive
interventions to de-escalate Stuations); and tertiary prevention (service recipient and staff debriefing,
program policiesand procedures, and qudityimprovement eva uationto decrease harmwhensecluson
and regtraint must be used). Thefirst report crested a foundation for further review of secluson and
redraint and guided development of this second technica report. The following are key findings,
principles, and recommendations of the first report “ Reducing the Use of Seclusion and Redtraint:
Findings, Strategies, and Recommendations.”

EI Seclusionand restraint should be used only whenthere existsan imminent risk of danger to the
individua or others and no other safe and effective intervention is possible.

| Seclusion and restraint should never be used: (1) as a threet; (2) as punishment; (3) for
control; (4) as a subgtitute for active treetment; (5) because of low staffing levels, or (6) asa
convenience for Staff.

| Menta hedth programs should establish safe thergpeutic environments that reduce and
eliminate the need for secluson and restraint.

EI Programsthat promote cultura examinationand change and emphasize primary and secondary
prevention strategies will be successful in reducing and diminating secluson and restraint.
Programs that focus only onimproving the methods and techniques for seclusion and restraint
will not be successful in reducing or diminating these practices.

| A culture of respect must be created for both individuas served and g&ff. This culture must
dress least-redtrictive options for dedling with critical Situations.

EI Individuals, their families, and advocates should help articulate sound treatment values to
promote culturd change and reduce and diminate secluson and restraint.
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Individuds should hdp develop ther own trestment or recovery plans containing measures
chosen by themfor crigs resolutionand taking into account their physical hedth, past physica
and psychologica trauma, and risk for future harm.

The safety, dignity, and privacy of eachindividua who experiencesseclusionand restraint must
be maintained to the grestest extent possible.

Eachevent of seclusonand redtraint should be debriefed withthe individud and withg&ff, and
the information and perceptions discussed in these sessons should be incorporated into the
individud’ s trestment plan.

Training for gaff in prevention and early intervention techniques should be ongoing.

Only gtaff who have been adequately trained should use seclusonand restraint. Staff should
betrained in the use of physica holds, restraint equipment, inthe need to check and document
vital Sgns, and in other essentia practices surrounding seclusion and redtraint.

Evauaion of secluson and restraint events should be an integral part of each program’s
continuous quality improvement process.

Menta hedlth programs using secluson and restraint should be open to independent, external
reviews by JCAHO, state licensing, or other quasi-independent reviewers.
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Seclusion and Restraint: Part Il
Background and Principles Endorsed by the Participants

i State Mental Health Agencies

State mentd hedlthagencies have asther missonsarvingindividuasinneed and those assgned to them
by law, with due regard for public safety. In carrying out this responsibility, state programs are
increesingly serving individuas withcomplex, multiplediagnosesand disabilities (e.g., mentd ilinessand
menta retardationand/or devel opmental disability, or substanceabuseor dependence). 1nsomecases,
individuds entering the state menta hedlth system, such as those ordered for pre-trid evauation in
forensc psychiaric programs, may not be affected by a mentd illness Regardless of diagnostic
complexity, state menta hedlth agencies must ensure each individud appropriate, high qudity care,
including efforts to reduce and diminate the use of secluson and restraint. The misson of esch Sate
menta hedlth agency extends beyond state-operated facilities to include state funded or licensed
community programs.

m Cultural Change

Changing standards of nationa accrediting and certifying organizations (e.g., JCAHO, HCFA) may
influence mentd hedthprograms to reduce and eliminate secluson and restraint. Participants agreed
changeismogt likely to occur when states and menta hedlth programs decide to improve their own
treatment cultures by: (1) establishing high standards for respectful, therapeutic interactions; (2)
increasing the amount and types of “active trestment” given eachday; (3) insuring timely and thorough
biologica/psychologica assessments upon admisson; (4) evauating the number and type of al g&ff,
thar qudifications, and the role each hasin potentia seclusion and redtraint events; (5) de-emphasizing
“control” and “compliance’ in favor of thergpeutic rdationships that offer individuals choices for
interventions and routines; and (6) explicitly adopting the concept that treatment can only occur inthe
context of continuous qudity improvement. Such cultura changes involve dl gaff and will be most
effectivewhenequaly supported by programadminigration, by direct care g&ff, by individuals served,
their families, and advocates.

i General Principles Endorsed
by the Participants

Participants at the August 2000 mesting resffirmed support for the NASMHPD *“Pogtion Statement
on Secluson and Redrant” (ly 1999) and for the findings, strategies, and
recommendations contained inthe first technica report onseclusionand restraint. Participantsachieved
further consensusin areas described below.

EI System-wide Change: State menta health commissioners/directors must work to reduce and

5
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eiminate secluson and regtraint in dl the sysems under their control. They must

examine and improve trestment culturesto rely on prevention and early interventionstrategies
and condder secluson and regtraint a last resort for securing the safety of the individua or
trestment staff. 1t is not enough to change seclusionand restraint practices for some of those
in treatment, but not others; change must be made as broadly as possible.

Strength-based Treatment: Behaviord hedth treatment services should focus on the unique
grengths and abilitiesof eachindividua child, adolescent, and adult. Anindividud’ sfunctiond
ability, and not smply age, should guide thergpeutic interventions.

Early Assessment: A disproportionately large number of seclusion and restraint events occur
in the fird days after individuds are admitted to menta hedthtrestment programs. Individuds
should receive thorough biologica and psychol ogica evaduationsimmediately upon admisson
to identify their medica problems, to understand ther psychologica histories, induding any
higtories of trauma, and to engage them in helping to plan their own intervention approaches.
Knowledge gained inthis process should serve to lower the possibility of seclusonor restraint.

Consumer, Family, and Advocacy Involvement : State mental health programs should work
closely withconsumers, families, and advocatesfor dl individuds with specia needsto reduce
and diminate secluson and restraint. Individuals who themsalves have experienced secluson
and restraint should be encouraged to participate inthe development of program seclusonand
restraint policies and procedures.

Primary and Secondary Prevention: Program staff should not let minor problems become
crises. For example, offering an individua experiencing difficulties only the option of going to
his or her room may make secluson and restraint morelikdy. An individua’ s noncompliance
in such a context is more afailure of the staff to respond with flexibility than a sufficient cause
for the use of seclusonand restraint. Staff must also be ableto recognize escalating, potentially
harmful behaviors and intervene before seclusion or restraint become necessary.

Program Assessment: Repeated seclusionand restraint events in any trestment environment
should prompt eva uation of program routines and practices that may contributeto suchevents.
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Preventing, Reducing, and Eliminating Seclusion and Restraint
with Special Needs Populations

Participantsinthe August 2000 meeting hosted by the NA SM HPD M edi cal DirectorsCouncil focused
on five specia needs populations: (1) children and adolescents; (2) older individuds, (3) individuas
with mentd illness and a co-occurring disorder of menta retardation and/or devel opmentd disdhility;
(4) individuas withco-occurring mental illnessand substance abuse or dependence; and (5) individuds
being served in forendc programs.

These populations offer vauable lessons for achieving NASMHPD’ sgodl of preventing, reducing, and
diminating seclusion and restraint. Children and adolescents teach us that secluson and restraint
decisons must take into account the child’ sphysical and cognitivedevel opment, rather than just his
or her chronologicd age. Older individuds may be fragile and present with complex medical,
psychological, and physical conditions best served from a multidisciplinary perspective (eg.,
physicians, nurses, pharmacists). Individuals with co-occurring disorders of menta illness and mental
retardation and/or developmental disability often communi cateby means of behavior whichmust be
assessed in context when congdering the use of secluson or restraint. Individuas with co-occurring
disorders of mentd illness and substance abuse or dependence must be assessed to determine thar
capacity for exercisng self-control and taking persona respongbility inweghingthe use of secluson
and restraint. Treestment of individuds in forensic psychiatric programs must balance public safety
againg therapeutic issues in the use of secluson and restraint. Many issues and recommendations
identified in this report goply equdly to dl specia needs populations, while others may apply only to
one or more, but not al.

]| Children and Adolescents
Findings

Treatment settings for childrenand adolescentsare diverse. More childrenare served inresidentia and
group treatment programs thanin state hospitals or other inpatient settings. Othersreceive mentd hedlth
services in detention centers and secure fadlities for those adjudicated delinquent. Standards of the
Joint Commissionon Accreditation of Healthcare Organizations (JCAHO) and Hedlth Care Financing
Adminigration(HCFA) regarding seclusion and restraint gpply to hospitals, induding state psychiairic
hospitas, serving children and adolescents. Inaddition, HCFA has devel oped regulations to address
the use of seclusion and regtraint in child and adolescent residentia settings. Promising practices to
reduce and diminate seclusion and restraint may differ between hospita and resdentia settings.
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Secluson and restraint decisionsfor children and adolescents must be made using a developmenta
model, and not be based solely on chronologica age. Such decisons mug take into account children's
physicd, cognitive, and developmenta age. For example, inany use of seclusonand restraint, program
daff mus take specid care to avoid damaging the formative growth platesin children’s long bones.
Children’s levd of cognitive development governs the accuracy of their understanding of social
interactions and situations. Children’s sexual development aso must be considered so asto avoid or
minimize traumawhen gaff respond to crigs Stuations.

Staff of child and adolescent programs are at risk, in an especidly immediate way, of confusing their
own childhood experiences and child-rearing practices in their own families with their duties as
professonds to the children they serve. Training and supervision that recognizes and addressesthese
tensgons are important for maintaining clear professonad boundaries.

Recommendations

EI Families, custodians, and/or guardians should be informed of a program’s secluson and
restraint policies and procedures when their children are admitted. Programs should provide
timely notification to these partiesif ther children are secluded or restrained and give them an
opportunity to participate in debriefing each event.

| Mental hedlthprograms should devel op standardized assessment protocols to identify children
who have experienced physicd, psychologicd, or sexua trauma, including abuse, and those
at high risk for secluson and restraint events for any reason. Physica and psychologica risk
assessments should be completed within 24 hours of admission, and before any seclusion or
resraint is used.

| As=ssment should include a review of the child’'s medical condition and disability, if any.
Substance abuse or dependence should be evaluated inthe assessment process for individuas

of dl ages.

| Initid trestment plans should include pogtive interventions to avoid the use of secluson and
restraint, epecidly for children most likely to lose self-control.

EI In the event a child isrestrained, he or she must be continually observed to prevent physica
harm. These observations should be included in debriefing the event with the child and with
gaff.

EI Children who have experienced secluson and restraint and who can articulate the effects of
these experiences should be involved in shaping program policies and procedures and in
traning gaff.
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EI Child and adolescent programs should involve consumers, families, and other advocates to
improve dl treatment services, and spedificdly to reduce and diminate seclusion and restraint.

| Many state mentd health agencies currently do not have Offices of Consumer Affairs
specificdly for child and adolescent trestment services. States should be encouraged to
develop or support specialized advocacy programs for children and adolescents.

[[]] Older Individuals
Findings

Geriatric mentd hedth is defined as specidized services for individuds 65 years old or older; this
definition is found bothinlaw and federal and state funding decisions. However, age is not necessarily
proportionaly related to an individud’ s functiond status and the kinds of interventions that may be
therapeutic. Despitethis, anolder individud’ s functiond leve is often not alarge factor in determining
services or stings. Older individuds may present multiple, complex diagnostic issues, including
medica, psychologica, and physical needscalingfor attention by amultidisciplinary team of physicians,
nurses, and pharmacists.

Aging may cause changes in the ability to communicate, Some obvious, others subtle. Dementia and
ddiriummay profoundly compound loss of thinkingand speaking ability. The effects of depressionmay
be less dramatic, but may dso serioudy impair the ability to communicate. An individud ungble to
communicate will be more likely to experience secluson and redtraint.

Aging may lead to sensory impairments, incontinence, fals, and cognitive disabilities. Older individuas
affected by degenerdive bran disease may be unusudly loud, may become combative when
approached or touched, or may intrude upon others. Inaddition, older individuas served in combined,
generd adult mentd hedth programs may be vulnerable to stronger, more aggressive younger
individuas. The design of treatment spaces should contribute to safety and support.
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Culturd and generationd factors of staff and the individuas served may determine if and how programs
use seclusion and restraint. Family dynamics aso play a role in how older individuds are treated in
mental hedth programs. Some research indicates that secluson and restraint events with older
individuds increase fallowing family vigts. Adult children who place ederly parentsin trestment may
react with grief or guilt and those placed may fed anger toward their adult childrenfor being placed in
unfamiliar Stugtions.

Recommendations

J

Individuas, families, custodians, or guardians should be informed of program policies and
procedures for use of secluson and redraint at the time older individuals are admitted.
Programs should provide these parties timely natification and an opportunity to participatein
debriefing sessonsiif their relatives or wards are secluded or restrained.

A biological/psychologica assessment should be conducted within 24 hours of an individud’s
being admitted to amentd hedlth program. The assessment should pay specid attentionto the
individud’s medical condition and unusud fraglity (e.g., possible swalowing difficulties).
Restraints or PRN medications should not be administered until assessment is completed.

Saff should be trained to recognize and treat chronic and acute diseases, to understand the
dynamicsof control issues, and the effect of these issues on interactions with older individuas
Staff training should not be compromised by high employee turnover rates.

Physdans and nurses should consult with qualified pharmacists to assess the effects
medications may have on individuds (e.g., gait problems, incontinence), including the use of
PRNSs, psychotropic medications, and polypharmacy consderations.

An older individua should never be restrained on his or her back due to risk of choking on
aspirated materid.

Only soft restraints should be used with older individuas. Legther restraints should never be
used as these may cause lesions or fractures, epecidly in cases of osteopoross.

Programs should encourage individuds and families to use advance menta hedlth directives
whenfeasible. Advancedirectives spdll out trestment preferences and may include aternatives
to seclusion and restraint that individuas believe are safer, more effective, and humane.

Many gates have ombudsmenfor older individuals. Menta health programs should be open

to working witholder consumers, ombudsmen, and other advocates, particularly to reduce and
eliminate secluson and redraint.
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]} Individuals with Co-occurring Disorders of Mental 1liness
and Mental Retardation and/or Developmental Disability

Findings

For individuds with a co-occurring mentd illness and menta retardation and/or devel opmental
disability, behavior is often a principal means of communication. Behavior by these individuas should
be assessed asamatter of course before making decisons to use seclusionand restraint. For example,
uncontrolled agitation caused by interpersond conflict might be hard to digtinguishfromagitationcaused
by physicd illness or discomfort, agitation that would only be exacerbated by seclusion and restraint.

Individuds served by the mentd retardation/devel opmenta disability (MR/DD) systempresent abroad
range of leves of severity, from those affected by mild or moderate menta retardation and/or
developmentd disability, to thosewithsevere or profound disgbilities. Individuas with developmenta
disability are at high risk for secluson and rediraint in mental health settings because these settings
generdly are designed for persons with greater cognitive and verba abilities. Less severely affected
individuals may be easier to integrate into mental healthprograms, and traditiond interventions to avoid
secluson and restraint may be more effective.

Mental hedlth program culture may view individuas with severe devel opmental disability as“hopeless’
or “untrestable.” Menta hedlth program staff may not understand the time and number of repetitions
necessary for individuas with developmentd disability to learn new behavior.

Individuds withdevel opmental disability haverdaivey highrates of sdf-injurious behavior (e.g., biting,
pinching, head banging) that, in mental health programs, could lead to seclusion and retraint. In
addition, individuds withdevel opmental disability have a high incidence of chronic or disabling medica
conditions (e.g., curvature of the spine, osteoporosis) that may cause physica restraints to be unduly
uncomfortable or unssfe.

Downsizing and dosng MR/DD fadilities in many states reduced acute-care capacity for individuas
with developmenta disability. In many states, the only acute-care placements for these individuas are
in public mental hedth programs, regardiess of whether the individuas are dso affected by co-
occurring  mental  illnesses. HCFA has different rules for state mental health
programs than for Intermediate Care Facilities for the Mentdly Retarded (ICF/MR). HCFA rules
generdly dlow restraint inl CF/M R when specifiedinanindividud’ sbehaviora management or support
plan and when approved by the ICF/MR *“human rights committee.” A restraint order apart from the
individud’s behavior management plan may be effective for up to 12 hours. Different program
regulations may cause confusion in working with this specid needs population.

11
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Individuds with devel opmental disability may be subjected to physica holdsor escort supportsthet are
not considered as restraints by the MR/DD system. The MR/DD system, in contrast to the menta
health sysem, may use less-redtrictive aterndtives than restraint to cam agitated individuas, such as
permitting them to take walks away from their treatment facilities.

Recommendations

J

Individuds affected by mentd retardationor developmenta disability who become agitated or
violent should be carefully assessed for an underlying medica condition that may be causng
the behaviora change.

Individuas with developmenta disability may be victimized more eesly than others. Mental
hedlth program staff should monitor peer interactions to prevent abuse.

The habilitationor treetment program and environment should be evaluated to determine what
factors may contribute to repeated events of seclusion and restraint.

Menta hedthand MR/DD experts should jointly develop “promising practices’ for individuas
affected with co-occurring disorders of mentd illness and developmenta disability.

Individuds with menta retardation or developmental disability staying more than very short
periods in psychiaric fadlities should have habilitation plans and services developed by
providers experienced in working with individuas who have a developmentdly disgbility.

Hakilitationand trestment servicesfor individuas with co-occurring disorders of menta illness
and developmentd disability should be integrated by behavior specidists and menta hedlth
program daff in consultation.

Consumer, family, and advocacy organizations for individuals with co-occurring disorders of
mentd illness and developmentd disability should be formed in each state and at the national
levd. Currently, only four state mentd hedth agencies are known to

have Offices of Consumer Affairswith staff who specidize in co-occurring mentd hedlth and
developmenta disability issues.
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i Individuals with Co-occurring Disorders of Mental 11Iness
and Substance Abuse or Dependence

Findings

Individuas with co-occurring disorders of mentd illness and substance abuse or dependence are a
heterogeneous group with a complex matrix of psychiatric diagnoses, substances abused, degrees of
dysfunction, and severity of symptoms.

Individuals with co-occurring menta illnessand substance abuse disorders have two primary, chronic
biologica disorders; they require specific, coordinated trestment for each to stabilize acute symptoms
and speciaized services to promote recovery.

Mental hedthand substance abuse treetment model s can be somewhat incongruent. Substance abuse
trestment istypically confrontive, focused on breaking through anindividud’ sdenid, and interndizing
self-control and responghility. Substance abuse treatment programs may tend to underestimate an
individud’s need for undergtanding and support. Mentd hedth programs, in contrast, are mostly
supportive and rely on peciaized medications to control symptoms. Mental hedthtrestment programs
may underestimate an individud’ s ability to assume personal responsihility for his or her actions and
to exercise sdf-control. Integrated, interdisciplinary menta hedth and substance abuse treatment is
needed to avoid exacerbating one condition while tregting the other. It isimportant that an individua
with these co-occurring disorders be assessed for self-control and the ability to take respongbility for
behavior.

Mental hedlth programs may refuseto admit individuds affected by mentd illnesswho are intoxicated.
Detoxification programs have unusudly high rates of seclusion and restraint. Once individuals are
detoxified and admitted to menta hedlth programs, secluson and restraint rates tend to decrease.

Recommendations

EI All individuds entering mental hedthtrestment programs should be screened upon admission
for intoxication, sgns and symptoms of withdrawd, and substance abuse or dependence
disorders.

EI Environmenta stimulation and requirements to participate in trestment should temporarily be
reduced for intoxicated individuds and those in withdrawd.Individuds affected by mental
illness whose behavior places them at risk for seclusion or restraint within the first 72-hours
following admission should be reevauated for symptoms of withdrawal.
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| Individuds experiencing withdrawa symptoms should be appropriatdy trested following the
American Society of Addiction Medicine (ASAM) guiddines to reduce agitation, risk of
violence, and seclusion and restraint events.

| Specidized training is essentia for work withindividuas having these co-occurring disorders;
training should include integrated trestment srategies for both conditions.

EI Programs should develop treatment settings where individuas who are experiencing acute
episodes of mentd illness may safely detoxify from the effects of alcohol and drugs without
being unduly subjected to seclusion and restraint.

] Individuals Served in Forensic Psychiatric Programs
Findings

Treatment of individuasinforensc menta health programs must balance two responsibilities: providing
treatment and ensuring public safety. Forendc psychiatric service may be alast resort for individuds
who cannot be ssfely managed inlessredtrictive programs. Indeed, some individuas served inforensic
programs may not be affected by mentd illness (e.g., individuds on pre-trial evaluaion status). In
kesping with ther custody function, forensic program cultures tend to be more authoritarian and
controlling than other trestment settings. Individuas admitted to forengc units are sometimes held in
“adminigraive’ seclusonand restraintsfor safety purposes until evauations or assessments have been
completed.

Use of transport restraints when individuds move between treatment programs and correctional
inditutions, courts, or other public placesis a particular use of restraintsthat may be beyond influence
by forenac menta hedth programs.

Violent behavior as aresult of mentd illness can often be predicted in individuas wel known to staff
and may be preceded by advance warning Sgns. Violent behavior thet is crimina in nature, unrdlated
to mentd illness, is often not predictable. The rate of secluson and restraint may be higher for
unpredictable violent behavior.

Individuds oftenstay in forensc programs for long periods. Staff may have less control over discharge
decisgons than gaff in other settings, a factor they may experience as disempowering.

Individuas committed to aforensic programon afinding of “not guilty by reason of insanity” typicaly
have very long lengths of stay, as do individuas with developmentd disability, due in part to alack of
avalable, less redrictive services. Long stays can undermine staff objectivity and weeken client
motivation for trestment.
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Recommendations

J

Evenin forengc psychiatric settings, seclusion and restraint should be considered a safety
measure of last resort.

As g&ff initidly impose control for safety inforensc settings, they should work with individuds
to interndlize salf-control. Individuals should be progressvely withdrawn from reliance on
seclusonand restraint as they learn to react lessvidently to eventsinthe treetment milieu, and
to gain more control over their behavior.

Forengic treetment saff should always use objective, “people first” language to discuss and
report secluson and restraint.

Seclusion and restraint should not be a direct or indirect consequence of low gtaff-to-client
ratiosin forendc treetment programs.
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Questions for Further Consideration or Research in
Preventing, Reducing, and Eliminating Seclusion and Restraint
With Special Needs Populations

TheNASMHPD Medical Directors Council proposes the fallowing questionsfor further consideration
or research in reducing and diminating secluson and restraint with each of the five specia needs
popul ations examined.

J

Children and Adolescents

Mentd hedth programs for children and adol escents appear quditatively different from other
mental health settings. How is physical contact withchildrenand adol escentsdistinguished from
restraint? Can contact to prompt, guide, or console a child be dearly digtinguished from
restraint? Can “time-out” in the child’s room be defined and practiced so as not to congtitute
secluson?

Children and adolescents, as wel as others, rely on learned behavior to cope with difficult
gtuations. If children learn early to rely on secluson and restraint imposed by othersto help
control their behavior, canthey later learn other lessredtrictive and coercive means of regaining
control? Can critical components of developmentally acceptable secluson and restraint be
identified and provided in g&ff training?

Older Individuals

What, if any, correlationexistsbetweenthe generd hedthand medica conditions of individuds
admitted to geriatric psychiatric trestment and the unusudly high incidence of seclusion and
restraint in the days immediately following admission?

Individuals with Co-occurring Disorders of Mental Iliness
and Mental Retardation and/or Developmental Disability

JCAHO and HCFA standards on secluson and redraint differ for mentd hedth and
developmenta disability programs. In case of co-occurring disorders of menta illness and
developmenta disability, which program standards best gpply for those admitted to menta
hedlth programs for acute care and for long-term trestment?
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Individuals with Co-occurring Disorders of Mental 11Iness
and Substance Abuse or Dependence

What arethe effects of medica conditions inindividuas with co-occurring menta illnesses and
substance abuse on rates of seclusion and restraint? For example, are rates higher with
individuals who have HIV/AIDS or hepatitis?

Isit possble to determineif, or how, g&ff attitudesinfluence seclusonand redraint in different
treastment settings (e.g., psychiatric inpatient, detoxification programs)?

Individuals Served in Forensic Psychiatric Programs

How canterms suchas* security restraints,” * safety,” “ control,” * containment,” and “ custody”
use in forendgc mentd hedth programs be further darified as they gpply to secluson and
redraint practices? Do rates of seclusionand restraint differ betweenjuvenileand adult forensic
treatment programs? If different, can the causes be discovered?

What, if any, relationship exists between the use of secluson and redtraint for individuds in
forensdc mentd hedth programswho are: (1) affected only by a DSM Axis | disorder; (2)
affected only by an Axis |1 disorder; or (3) affected by both Axis| and Axis |l disorders?
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Recommendations for NASMHPD

This second technical report on reducing and eliminating secluson and restraint isintended to provide
an overview of issues and principles and makes recommendations for use of these practices with
individuds with special needs. Much additiona work needsto be doneto: (1) fully understand current
practices of secluson and restraint in menta health programs;, (2) comprehend the effect of program
cultureonthe use of seclusion and restraint; (3) further define terms, especidly withrespect to forensac
trestment settings, and (4) make informed policy decisons and recommendations based on research
data, program experience, and the involvement of individuds, their families, and advocates.

The Medica Directors Council recommends that the NASMHPD |eadership continue to encourage
states to participate in naiond research efforts, and begin to define “promisng practices” for
preventing, reducing, and iminating the use of seclusion and restraint in dl menta hedlth programs.
In addition, the Medica Directors Council recommends NASMHPD take the following actions.

EI Continue working with NASMHPD Divisons, nationa and state partners, and consumers,
families and advocatesto remove barriersfor reducing and eiminating secluson and restraint
with individuas who have specid needs.

EI Confer with its partners at the nationd leve, including the National Association of State
Directors of Developmenta Disability Services(NASDDDS) and the National Association of
State Alcohol and Drug Abuse Directors (NASADAD), to promote better understanding of
trestment populations with co-occurring disorders, to integrate and coordinate treatment
services, and to reduce and eiminate secluson and restraint.

EI Work with NASMHPD Divisons, dates, and individua menta health programs to evauae
human resource development issues reevant to the use of secluson and restraint. Developa
multifaceted drategy to advocate ndiondly and at the state leve for human resource
development improvements.

a Severd proprietary staff training programs on seclusion and restraint are available to sate
mental heath and developmentad disability faciliiess NASMHPD should explore the
development of guiddinesfor states to evaluate saff training programs and curricula

a Confer withthe National Inditutes of Mental Healthand the Center for Mental HedthServices
to develop “promising practices’ on the use of secluson and restraint with
specia needs popul ations, induding aternatives to such practices and tertiary prevention(i.e.,
“harm reduction”) when the use of secluson and restraint is deemed necessary.
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The August 2000 discussion of the use of seclusion and redtraint in forensic settings was
incomplete due to time limitations. The NASMHPD Medica Directors Council recommends
that NASMHPD arrange future meetings to permit this subject to be reviewed inmore depth.

Didribute this technica report to dl state mental hedlth agencies, interested federd agencies,
and advocacy organizations.
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Recommendations
for the NASMHPD Research Institute, Inc. (NRI)

The NASMHPD Research Indtitute, Inc., (NRI), under the directionof itsBoard of Directorsand the
NASMHPD membership, has made a commitment to develop, maintain, and improve behaviora
hedthcare performance measures for state inpatient fadilities that submit measures to the Joint
Commission on Accreditation of Hedlthcare Organizations (JCAHO) as part of that organization's
ORY X requirements. M easuresthat relate to seclusonand restraint could be critica for understanding
the complex efforts required to reduce and diminae these practices. The NASMHPD Medica
Directors Council makes the following recommendations to the NRI, independent of, and separate
from, its ORY X performance measurement system.

J

Conduct root-cause andyss to understand the entire system of care, including interactions
between individuds and staff that precipitate seclusion and restraint events. Factors may
include: (1) individud and staff demographic factors that influence program culture; (2) staff
qudifications, length of employment, and sdaries; (3) training available to staff; and (4)
differencesin day, swing, and night shift event rates related to staffing and active trestment.

Conduct a functiona andlyss of programs that have successfully reduced or eiminated
seclusionand restraint. Look at patient demographics, the physcad design of programs, themix
of security and non-security staff employed, and gaff roles in seclusion and resiraint events.
Disseminate information about these successful programs to dl state mentd hedth agencies.

Do sarvice research to evauate “dengty” of special needs populations in menta hedth
programs, the percentage of co-occurring disorders in these programs, and percentage of
individuds in programs who are not affected by mentd illness. Examine the rdationship
between dengty and seclusion and restraint events.

Research efforts should pay particular attention to mental health programs at both ends of the
seclusionand regtraint data distribution continuum (i.e., outliers). Suchandyss would include:
total populationunder consideration; programoutliers; and popul ationsremaning after program
outliers have been removed.

In conjunction with the NASMHPD Technica Assstance Center for State Mentd Hedlth
Panning (NTAC), survey dtate fadilities to learn the types, amounts, and effects of training
provided to staff to reduce and eiminate secluson and restraint.
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| The impact of staff training courses on seclusionand restraint needsto be evaluated. Conduct
comparative evauations of the effectiveness of these courses. Evauate the effect of program
culture and staff competence on reducing and diminating seclusion and restraint.
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Recommendations
for State Mental Health Agencies

The NASMHPD Medica Directors Council recommends that state menta hedlth agencies take the
following stepsto prevent, reduce, and diminate seclusonand restraint intheir menta healthprograms.

J

J

Work with NASMHPD on state and nationd strategies advocating human resource
development improvements to reduce and diminate seclusion and restraint.

Evduate program culture and work force issues (eg., staff demographics, supervisory
dructures, salary rates) that may affect use of secluson and restraint.

Use NRI performance measurement data in continuous quaity improvement processes to
reduce and eiminate secluson and restraint.

Encourage reciproca consultations among loca treatment specidists (e.g., behavior, acohol
and drug) and menta hedlth specidists, induding ones outside the system of state-operated
programs. Theam of consultation should beto ensure that the trestment and habilitation needs
of individuds with co-occurring disorders are identified and that appropriate, coordinated
and/or integrated services are available.

Egtablishor expand state agency-university collaborationto reduceand diminateseclusonand
restraint, especialy an exchange of research opportunities, training, and curriculadevel opment.

States are encouraged to share loca research findings with the NRI and other recognized
research organizations.

Consder developing informeation videos for menta hedlth programs that describe dient rights,
grievance policies of state facilities, and loca policies and procedures for the use of seclusion
and regtraint.

Programs need technical assstance to evauate the safety and effectiveness of redtraint
products, induding their ability to preserve individua dignity and privacy whenused. Purchase
and use of restraint or safety products should be determined by informed decisions, not staff
bias, manufacturer pressure, or cost. For any program congdering ther use, it is
recommended that if severd amilar products are available, each should be tested and
evauated before a purchase decision is made.
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Appendices
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