
PEER SUPPORT SPECIALIST PATIENT DEBRIEFING FORM

Patient Name: ______________________________ Unit: ___________

Time and Date of Event: ______________________________________

Type of Event: ____ Prolonged Manual Hold

                          ____ Seclusion

                          ____ Mechanical Restraint

Was there something that happened earlier in the day that upset you?

Have you thought of sitting down with staff or the other patients and “squaring things away”?

What interventions did staff try?

Did you use something to be safe? If so what was it?

Did staff help you to be safe?  If so what?

Did staff use what you said on your Personal Safety Plan to help you?  If so, what was it?

Was your privacy and dignity respected during the restraint or seclusion?
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What else can we do to help you to prevent the use of seclusion or restraint?

Why do you think the seclusion or restraint happened?

What do you need to prevent the use of seclusion or restraint from happening again?

How do you feel about coming to staff if you need something?

How do you feel about my meeting with you, if you need something if you feel staff is not meeting your needs?
During the time you are here, how can I be helpful?

Have you been in restraints or seclusion before? What was that experience like for you?

