PATTON STATE HOSPITAL NURSING POLICY AND PROCEDURE MANUAL


	Patton State Hospital

  3102 E. Highland Avenue

           Patton, California 92369             [image: image1.png]Patton State Hospital

NURSING

POLICY AND PROCEDURE

MANUAL




	Nursing Policy & Procedure: 816

Title: Emergency Use of Behavioral Seclusion or Restraint 

Replaces: 816 dated 6/04

Date: March 2005

Approved:

__________________________________

Regina Olender, RN, MS, CPHQ

Coordinator of Nursing Services

__________________________________

Christopher Sangdahl, M.D. 

Chief of Medical Staff


EMERGENCY USE OF BEHAVIORAL SECLUSION OR RESTRAINT

PURPOSE:

This policy will provide the guidelines, which shall:
a. Outline the requirements and guidelines established by the regulatory agencies of DHS Licensing Division (Title 22), JCAHO, and A.D. #15.14- Seclusion or Restraint.

b. Limit the use of seclusion or restraint to emergency situations when other less restrictive measures have been found ineffective.

c. Maintain individual dignity and rights using the least restrictive means possible.

d. Reduce the risk of injury to self or others by protecting the individual from suffering a loss of physical or emotional control by limiting his/her movements.

e.        Ensure the appropriate use of and care for the individual requiring behavioral restraints or seclusion.

POLICY:

1. Administrative Directive (A.D.) #15.14 – Seclusion or Restraint (1/12/05) details Patton State Hospital’s directive on the use of seclusion or restraint. 
2. The Hospital strives to prevent, reduce, or eliminate the need for the use of seclusion or restraint and attempt to prevent the types of events that have the potential to lead to the use of these procedures. When these procedures are necessary, they are to be used for the shortest time possible. It is the philosophy of the hospital to promote the norm of non-violence. All efforts are made to prevent and/or control behavior that is dangerous to the individual or others. Restraint or seclusion may be used in response to an emergency to protect individuals or others from harm. 
Policy Continued: 

The hospital’s policy is to utilize the least restrictive measure to contain an emerging crisis or control dangerous behaviors. Calming and least restrictive measures should be applied as an alternative to seclusion or restraint unless clinically contraindicated (see A.D. #15.14- Seclusion or Restraint, Attachment D).
3. Admission. All individual(s) at this facility shall have the opportunity to be involved in their care and treatment, including the use of seclusion or restraint. If the individual has an Advanced Directive for Behavioral Healthcare (a legal document which directs staff as to how an individual(s) wishes to be treated in the event they become assaultive or a danger to themselves or others), the treatment team shall review the document and may incorporate the individual’s wishes into the treatment plan as long as the wishes do not compromise hospital safety and security. The treatment team shall not be obligated to follow any Advanced Directive for Behavioral healthcare (A.D. #15.14- Seclusion or Restraint)
3.1. Within 24 hours of admission to the PSH, the admissions psychiatrist/MOD will assess the individual to determine any potential for aggressive behavior and identify treatment approaches that could reduce the potential need for seclusion or restraint. This will be documented utilizing the Initial Seclusion/Restraint Risk Assessment form (PSH 7285 – see Attachment H).
3.2. All individuals shall be assessed for being “AT RISK” for containment upon admission to PSH.

4. The application of seclusion or restraint indicates that the current therapeutic efforts have become ineffective and therefore calls for a review of the individual’s treatment plan. 
5. Nursing staff shall be trained and competent to minimize the use of seclusion or restraint, and when their use is indicated, to use them safely. Seclusion or Restraint shall be applied using standardized techniques taught at the Staff Development Center on Prevention and Management of Assaultive Behavior (PMAB). 

6. Seclusion or restraint may be initiated by nursing staff (RN, PT, or LVN) without a physician’s order but the order must be obtained within one hour.  

7. This procedure shall be implemented to the best of staff’s ability in keeping with human dignity and shall be respectful of privacy issues of the individual and will not be used in a manner that causes undue physical or emotional discomfort to the individual. 

8. Seclusion or restraint:                        

· All forms of seclusion or restraint must always be ordered by a physician and shall be used to the least extent and for the shortest time possible.

Seclusion or Restraint Continued: 

· Shall never be ordered on a PRN basis. Nursing staff is to alert the physician that such order is not allowed, and if necessary attain the assistance of the Unit Supervisor or HSS to intervene.

· Seclusion or restraint shall not be a part of any individual treatment plan (except in special cases where individuals are involved in a Restraint Fading Program (RFP) as described in page 816.10).
· Seclusion or restraint shall never be used for other purpose, such as coercion, discipline, convenience, staff retaliation, aversive treatment, and punishment or as a substitute for less restrictive alternative forms of treatment. The use of seclusion or restraint is not based on an individual’s seclusion or restraint history or solely on a history of dangerous behavior. 

9. All individuals in seclusion or restraint are continuously monitored as follows: 

9.1. Seclusion: a trained assigned staff member, must monitor all individual(s) newly placed in seclusion for the first hour by continuous observation/Line-of- Sight supervision through the seclusion room door window. After the first hour, an individual in seclusion may be continuously monitored (in lock door) using simultaneous video and audio equipment only with a physician’s order. If there is more than one individual in seclusion on a unit, and if the physician’s order allows for video/audio monitoring of these individuals, one staff member may monitor more than one individual via this equipment. If video/audio equipment is not available, the individual must be monitored past the first hour via observation through the seclusion room door window or 1:1 observation with open door. 

9.2. Restraint: Individuals in restraints require continuous observation through 1:1 Supervision by an assigned staff member who is competent and trained.
10. Telephone orders for seclusion or restraint must be based on the RN assessment of the clinical need for these procedures.
11. Documentation of the individual’s condition will occur at least every 15 minutes.  Record findings on the Seclusion and Restraint Patient Care and Observation Record (PSH 7108, revised 11/04). This observation shall include the type of seclusion or restraint in use and the following, as appropriate:
· signs of any injury associated with the application of seclusion or restraint;

· nutrition/hydration

· circulation and range of motion in the extremities

· vital signs, with pain rating assessment
· hygiene and elimination; physical and psychological status; and comfort

· maintenance of privacy issues

· status regarding meeting exit criteria

12. Although individual(s) in restraint are allowed to have blankets/sheets for privacy       issues, the 1:1 staff member  must investigate any unusual noise or motion that       might lead to, and/or be indicative of self-abusive or suicidal behavior.                   Individual(s) with a history of suicidal ideation, suicidal attempt or who are currently        identified as Low Risk Suicide shall be assessed by a physician for need of restraint       vs.  the use of seclusion.

13. Individual(s) who are in seclusion or restraint are regularly evaluated. The physician and/or registered nurse re-evaluate the efficacy of the individual’s treatment plan. The individual shall be made aware of the rationale for the use of seclusion or restraint and the behavioral criteria for discontinuation. Staff shall provide assistance to the individual to meet the established behavioral criteria for release. Seclusion or restraint is discontinued when the individual meets exit criteria. 

14. The Shift Lead/designee shall ensure that the Seclusion and Restraint Patient Care and Observation Record (PSH 7108 revised 11/04) be forwarded as follows once individual meets exit criteria:
· Top pink- Patient Record

· White- Program Copy
15. If seclusion or restraint is continued for more than 24 hours, a Program                       Management and an Administrative Review shall be conducted with  the                treatment team to discuss intervention alternatives: 

15.1. During normal working hours the Administrative Review is coordinated 

through the Medical Director and review team (Medical Director/ designee, Coordinator of Nursing Services/designee, Chief of Psychology and member of individual’s Program Management)

15.2. On weekends,  holidays and after hours the Administrative Review will be coordinated through the Assistant Coordinator of Nursing Services (ACNS) and review team (MOD, ODP (on duty psychologist) and ACNS/HSS. 
16. Seclusion/Restraint Debriefing Form (MH 2507– see Attachment C in A.D. #15.14). The individual and staff (and when possible and appropriate, the individual’s family) participate in a debriefing about the seclusion or restraint episode as soon as possible and appropriate after release, but no longer than 24-hours after release, and during the same shift that the incident was initiated. The nursing staff shall document in the individual’s chart in the ID Note section that the debriefing took place (date and time). The treating psychiatrist shall review and sign the form prior to filing in the individual’s medical record. The debriefings shall be reviewed at subsequent treatment team meetings. 
17. Containment Risks/Alerts. All staff (including “Floats” and Registry staff) will be oriented of those individual(s) with “at risk” at every change of shift report by the Shift Lead/designee and/or passed along by the staff person sitting for 1:1 observation. Each individual’s “at risk” (if present) shall be identified in the following areas: 

17.1 Nursing Assessment (Initial/Update) form

17.2 Initial Seclusion/Restraint Assessment form (PSH 7285) 

17.3 Unit Cardex  
17.4 “Float Orientation” book 
18.  USE OF SECLUSION OR RESTRAINT ON ADOLESCENT (MINOR) CLIENTS
 The following shall be the policy and procedure (JCAHO standards): 

18.1. Obtain the physician’s order for the use of Seclusion or Restraint within one (1) hour of initiation. The order can be written for a maximum of two (2) hours, and can be renewed for an additional two- (2) hours by the physician via telephone or verbal order, after an RN assessment and documentation of justification for continued use of Seclusion or Restraint is indicated.

18.2. The physician must perform a face-to-face evaluation within two (2) hours of initial use of Seclusion or Restraint. If seclusion or restraint continues, the physician must conduct a face-to-face evaluation every four- (4) hours.
GENERAL INFORMATION:

Seclusion or restraint is a high-risk/risk management procedure that is intended to be used only when less restrictive methods have not succeeded or are not likely to succeed in preventing injury to a individual and/or others. Nonphysical techniques are the preferred intervention in the management of ‘inappropriate’ behavior. 

Restraint and seclusion are two separate interventions and are not to be conceptualized as a single process. 
Nursing staff assignments are made according to staff qualifications to care for individual(s) based on the individual’s acuity level, age, and developmental functioning, to minimize 

circumstances that may give rise to seclusion or restraint use and to maximize safety when seclusion or restraint are used.

The key to preventing the need for seclusion or restraint is early intervention with ongoing assessment of the individual by the treatment team and identification of antecedent behavior(s). Treatment planning should include identification of antecedent behavior(s) and identification of effective interventions to be used when antecedent behavior(s) are observed. 

PRECAUTIONS:

Restraints has been demonstrated to produce serious negative physical, psychological, and social effects including skin lesions, overheating and dehydration, temporary or permanent incontinence, feelings of demoralization and humiliation, and temporary or permanent 

disruption of adult identity. In evaluating the applicability of restraint to any clinical situation, the individual’s susceptibility to these effects must be considered. If seclusion or restraint is used without careful clinical judgment, the impact of the treatment value will be ineffective. When an individual is restrained, periodic observation of the individual’s condition should include consideration of whether any of these undesirable effects is developing. 

Physical restraints that limit an individual’s freedom of movement and autonomy may cause several negative physical effects such as muscular weakness, skin damage, joint injury, or circulatory problems. Injuries and death are sometimes attributed to improper application of restraints or fastening of restraints to improper points on the bed.

Dehydration - individual may become severely dehydrated while in restraints or during a struggle over applying the restraints. This dehydration, which is usually combined with overheating due to exertion, can produce cardiovascular collapse or even death particularly in individual(s) who are already ill. Individual(s) easily become dehydrated because they are completely dependent upon others to provide liquids for them. 
Choking – individual in restraints where they must remain on their back are at risk of choking on emesis, food, liquid, or saliva

Circulatory and skin problems - pressure on the skin from tight restraints and immobilization may interfere with arterial and venous circulation. The individual has a potential to develop skin deterioration and pressure sores.

Incontinence - Restrained individual(s) experience the loss of bowel or bladder control when they are not given access to the toilet frequently.

Injury from others - an individual in walking restraints may be physically attacked by other individual(s).

The determination of the presence of precursors to dangerous/violent behavior rests upon the professional judgement of the staff.  It does not require the staff to defer seclusion or restraint until dangerous behavior occurs, but may be based upon knowledge of the individual and its predictive value. There should be documentation in the chart to support staff decisions.

PSH AUTHORIZED FORMS OF RESTRAINT

EXCEPTIONS TO HOSPITAL POLICY REQUIRE APPROVAL BY THE EXECUTIVE DIRECTOR OR DESIGNEE.

1.
Mechanical supports: Used to protect individual(s) undergoing treatment and/or diagnostic procedures, e.g., intravenous therapy or tube feeding, or to protect the individual who is infirm, sedated, or markedly confused secondary to cognitive or neurological impairment. [Refer to NP&P #327 – Protective Mechanical Support Devices (NEW – Feb. 2004)]
a) 
Soft tie or wide piece of muslin

b)
Gloves 

c)
Other protective and supportive devices as ordered by the physician.
2. 
Behavioral Restraints: a physician may order a combination of restraints if neither form of restraint alone is sufficient to ensure individual safety. 
a) Soft tie, or wide piece of muslin or sheet, placed over the torso in a restraining manner -- the physician must specifically order this as an adjunct to five point restraints.
b) Mittens without thumbs which are securely fastened around the wrist with a small tie.

c) Five-point leather restraints consist of one leather waist belt, two ankle cuffs, two wrist cuffs, two figure 8 belts to attach the wrist cuffs to the waist belt, and three leather belts to secure the individual to a designated seclusion or restraint bed

d) Wrist-to-Waist restraint consists of 2 leather wrist cuffs attached to a      leather waist belt to secure the wrists of an ambulatory individual

e) Ankle restraints consist of 2 leather ankle cuffs attached to a single leather belt, which are not authorized for routine use as restraints due to increased risk of fall and the vulnerability of the individual in the event of an emergency. Ankle restraints with wrist to waist restraints may be utilized for transportation outside hospital security areas for security purposes; during toileting and exercise of individual(s) in five-point restraints; and for transferring a individual in a psychiatric emergency to a seclusion room. 

f)  Wrist-to-Waist with Ankle Restraints may be ordered by the physician only with a referral to the Clinical Management Committee (CMC) at the time the order is written or CMC authorization had been given within the last 30 days. Documentation addressing the need for ankle restraint (in behavioral term) shall be entered in the individual record.

g) The Geri-Chair with wrist to waist restraints may be used for violent, unpredictable individual(s) who can not be safely maintained in wrist to waist restraints. This allows selected individual(s), who require restraints to participate in activities that would not be possible otherwise.

h) Expectorant Shields requires a separate physician order.

· This may be utilized any time an individual attempts to spit upon self or others.

· Must be utilized on a singular basis only. Purpose: To reduce/prevent the spread of infection or disease directly resulting from the transmission of spit or other body fluids.

· May be initiated prior to receiving a physician’s order. Order must be obtained within two (2) hours of application. 

· The physician must evaluate the individual to ensure that the individual is free from such complications as nausea, vomiting, respiratory conditions and claustrophobia (review form PSH 7285 for risk evaluation information). 

· The expectorant shield may be applied by all level of care staff that has received training in its use. 

· It is imperative that the individual’s wrists be contained (via wrist to waist, 5-point or Geri-chair) prior to its application. Upon removal of the net, it will be treated as ‘regular’ waste unless contaminated with blood or “O.P.I.M.” in which case it will be treated as biohazardous (infectious) waste (see NPP 816-A- Use of Expectorant Shield). 

USE OF THE “GERI-CHAIR” AS BEHAVIORAL RESTRAINT

1.  May be used for violent unpredictable individual(s) who can not be safely maintained in      wrist to waist restraints. The Geri Chair can be considered for use with the following         indications: 

a) Limitation of individual movement in addition to W/W and/or ankle restraints; 

b)
Alternative to 5 points restraints for unpredictable and violent individual(s), together with W/W and/or ankle restraints, to allow the individual to get out of the seclusion room and have social contact.

c)
Some medical conditions such as respiratory distress, lack of coordination, etc.; the Geri Chair may be used without restraints.

CARE OF INDIVIDUAL IN RESTRAINT
Meals

1. Individual may be taken to the Day Hall in wrist-to-waist restraint, sit at a table (with assigned 1:1 staff person), and with the non-dominant hand extended and self-feed. 
2. Individual may be seated in a “Geri-Chair” (if available) in the Day Hall, following #1 above. 
3. The individual would be allowed to sit on the side of the bed after the restraint that is        attached to the opposite side of the bed is released. The restraint that is attached to the     foot of the bed is released. The individual would still be in restraints, with one hand still     attached to the side of the bed. The individual could hold the tray with this hand while

Care of the individual in restraints during meals continued: 

    feeding him or herself with the other hand. THE INDIVIDUAL IS NEVER OUT OF             RESTRAINTS. The non-dominant hand may be released from restraint, or it may be        extended so that the individual may self-feed. 
Rest Periods in Wrist-to-Waist alone or with Ankle Restraints
1. The individual is allowed one hour of rest period while in Wrist-to-Waist restraints with      the following options:

a) Individual may return to full 5 point restraints if the same behavior warrants its use. Refer to A.D. #15.14 (page 7, policy  #47).

b) Individual may rest/sleep on his/her bed. The bed should be placed up against the wall to help prevent rolling out of the bed. The assigned staff member will remain within the room in close proximity (maximum of six feet with no physical barriers) to the individual.

Shower

1.  The showering of the individual in restraints requires a minimum of two staff or                  more for safety. 

2.  Plastic shower restraints should be used

3. Be alert to the potential that individual may purposely slip the waist belt off from around their body allowing him/her to use the belt as a potential weapon.

4. The individual in restraint is to be the only one in the shower area. The privacy curtain is to be used as necessary. 

5. The individual is to be undressed one appendage at a time (never allowing                   both arms to be unsecured).
6. Taking restraints off:

a) Have individual kneel on a chair facing the wall

b) Have individual sit/stand unlocking and taking the restraint from the side to prevent a direct aggressive act

c) At staff discretion, may leave the ankle restraints on after undressing.
7. After the shower, towels dry the individual and redress with clean clothing using the reverse process of undressing.

If an individual becomes uncooperative or resistive to the process of showering, use proper PMAB technique to regain control. Identify in the ID note and/or on Seclusion and Restraint Patient Care and Observation Record  (PSH 7108 revised 11/04) the reason for not showering the individual.

Individual(s) with Hearing Impairment (Deaf Unit)

1. The staff member who provides the 1:1 observation should be a staff competent in American Sign Language for communication purposes.

2. The individual must be able to communicate to staff by signing or by other means of communication, e.g. dry erase board and pen, chalkboard and chalk, or pen and paper. 

3. A well-lit room is necessary to assist with communication.

SECLUSION OR RESTRAINT “GUESTING”

PROCEDURE:

1. Home unit will: 

· Contact other units located close to the home unit to locate the closest available seclusion or restraint bed when a restraint/seclusion room is not available on the unit.
· Establish the plans of care.
· Be responsible for RN assessments and individual care needs, i.e. exercise, bathroom needs meals, vital signs, etc.
· Complete the q 15-minute individual observations. 
· Leave the room clean and remake bed with restraints in place.
Guest unit will:

· Provide fluids, urinal, and any immediate needs and document results.

2.   In the event no guest beds are available, each individual in seclusion or restraint within the building is to be assessed for release. If no individual is determined to be ready for release, the unit is to inform the unit physician/MOD. If no resolution can be attained, the Shift Lead shall contact Program management/POD for direction.
3.   Individual’s chart is to remain on the guest unit until the individual is returned.

4. The HSS, during the course of checking on individual(s) in seclusion or restraint, will reflect compliance/deficits in the HSS 24-Hour Report.  

_____________________________________________________________________
PROLONGED SECLUSION OR RESTRAINT

1. If the clinical condition of the individual requires seclusion or restraint longer than (8) hours: 

· A physician must perform a new face-to-face assessment of the individual and write a progress note. A face-to-face assessment must occur at least three (3) times in any 24 hour period, spaced no more than 8 hours apart. The Shift Lead and RN of the unit will be alert to these time periods working closely with the physician to insure this requirement is met. 

· See Program Management and Administrative Review guidelines (page 816.3, section 15).
· Individual(s) who are in seclusion or restraint are evaluated for release on an ongoing basis by the nursing staff. A physician and/or qualified Registered Nurse reevaluates the efficacy of the individual’s treatment plan and works with the individual to identify ways to help him or her gain control.

2. Mandatory referral to the Clinical Management Committee (CMC). If seclusion or behavioral restraints is more than seven consecutive days or more than three times in any 30 DAY PERIOD, a CMC consult is mandatory unless a CMC consult has been completed within 90 DAYS OR THE INDIVIDUAL IS WITHIN THE FIRST 45 DAYS OF ADMISSION. Within (3) three working days of such an occurrence, the unit supervisor/designee shall mail an addressographed consult form signed by the unit

     physician to the chair of the CMC. The unit physician shall order the CMC referral          on the Physician’s Order Sheet.

_____________________________________________________________________

Individuals on Restraint Fading Program (RFP)

Special individualized programs for individuals who exhibit intractable behavior, which is severely self-injurious or injurious to others, have not responded to traditional interventions, and are unable to contract with staff for safety. These programs assist individuals in reducing and eliminating the need for the use of seclusion or restraints. Refer to A.D. #15.14 page 8 for hospital directives of RFP.

Procedures:

1. When an individual is involved in a RFP the usual Seclusion or Restraint Policies and Standards will not apply and the program will discuss how Seclusion or Restraint will be applied.

1.1. The parameters for the use of seclusion or restraint, including exit criteria, how and when seclusion or restraint shall be used and under what conditions will be outlined in the individual’s RFP. The plan must specify that the individual will have a face to face evaluation by the unit psychiatrist/Medical Officer on Duty (MOD), at least twice in each 24-hour period. Such evaluations shall:

2.1.1. Include an assessment of the individuals for physical as well as psychiatric indications for continued Seclusion or Restraint, and any contraindications for their use. 

2.1.2. Occur no sooner than 8 hours apart (occur during normal working hours of 0800 to 1730) and shall be documented in the individual’s Physician Progress Note.

3. Seclusion or Restraint orders may be obtained by telephone or verbal order by a licensed nursing staff or may be written by the Unit Psychiatrist/Medical Officer on Duty (MOD) but must not exceed 12 hours. Orders may be renewed through telephone order obtained by a licensed nursing staff for 12-hour increments if, after RN assessment, the individual continues to meet the criteria established in their RFP. 

An order for restraint might read:

· Continue 5-point leather restraint with Line of Sight Supervision NOT TO EXCEED 12 hours for threat of harm to others. Individual may be up to Wrist to Waist Restraint with 1:1 as tolerated during waking hours, as per RFP.

4. Nursing assessment, observation and documentation shall be the same as outlined in this policy, unless specifically delineated otherwise in the RFP.

______________________________________________________________________

POSITIVE BEHAVIOR SUPPORT (PBS) PROGRAM

The PBS Program comprises of a hospital wide consultation team (PBS Team) and a management committee (PBS Management Committee) for specialized consultation services to assist the interdisciplinary treatment (IDT) team in developing treatment plans to promote socially desirable behavior patterns for individuals. IDT Team may seek consultation from the PBS Team for specific individuals on an as needed basis. All consultations require a written request for referral to the team. Refer to A.D. #15.09 – Positive Behavior Support Program for hospital directive outlining the policies and procedures for the program. 

_________________________________________________________________________

OTHER IMPORTANT CONSIDERATIONS FOR SECLUSION OR RESTRAINT:

STAFF TRAINING AND COMPETENCY EVALUATION

All staff participating in the use of seclusion or restraint shall complete and demonstrate competence through testing at the completion of initial orientation and annual re-certification of the approved training in the Prevention and Management of Assaultive Behavior (PMAB) provided at PSH. Staff members may also be asked to take additional training or undergo testing if observations by supervisors or the occurrence of work related incidents with individual(s) suggest a need to do so.

PERFORMANCE IMPROVEMENT

Evaluation of any use of seclusion or restraint is a constant priority for this hospital’s performance improvement program. Daily reports of all restraints or seclusion used are submitted to the Program Director or designee. Each Program as part of the PSH Performance Improvement activities prepares quarterly reports describing the use of restraints or seclusion. The Nursing Performance Improvement Coordinator collects data on the use of restraint and seclusion in order to monitor and improve its performance of processes that involve risks or may result in sentinel events. Health Service Specialists conduct a QA/I performance improvement evaluation for each seclusion or restraint placement.

______________________________________________________________________________
ATTACHMENTS: 

A. Procedural Phases

B. Suggested Guidelines Checklist for Seclusion or restraint 

C. Essential Elements of Required Nursing Care and Documentation

D. Definitions 

E. Role of the R.N.

F. Role of the Shift Lead

G. Role of the H.S.S.

Attachments continued: 

H. Initial Seclusion/Restraint Assessment form (PSH 7285, revised March 04) 

I. 5-Point Leather Restraint Application Position 

J. Pictorial diagram for restraint release during mealtime.

________________________________________________________________________
CROSS-REFERENCE:

California Department of Mental Health Special Order # 119 “Restraint and Seclusion”, Special Order #DMH-902.01 “Prevention and Management of Assaultive Behavior (PMAB) Training
The Federal Omnibus Budget Reconciliation Act (OBRA) of 1987 (for long-term care facilities)  

California Code of Regulations, TITLE 22; JCAHO Comprehensive Accreditation Manual for Hospitals, 2001

Administrative Directive Manual: 

A.D. #15.14 - Seclusion or Behavioral Restraint, 

A.D. #15.09 - Positive Behavior Support Program, A.D. #1.03 - Administrative Directives, Purpose and Procedures, A.D. #5.05 - Orientation/Mandated Training,

A.D. #2.03P - Clinical Management Committee, A.D. #2.09 - Special Incident Reports, 

A.D. #15.08 - Supervision of Patients, A.D. #15.29 - Patients’ Sexual Behavior,

A.D. #4.28 - Nursing Staff Change of Shift Procedure, A.D. #11.02 – Patient Rights and Responsibilities, A.D. #10.03 - Suicide Prevention. 

Staff PMAB Training Manual: 

“Prevention and Management of Assaultive Behavior.”  

Nursing Policy & Procedure Manual: 

NPP #811 - Managing Aggressive Behavior, 

NPP #814 - Continuous Supervision of Individual(s), NPP #819 - Hostility, 

NPP #vii - Change of Shift Procedure, NPP #xxii - Nursing Treatment Teams, 

NPP #317 - Special Incident Report, NPP #1221 - Cleaning of Leather Restraints on the Unit, NPP #1213 - Cleaning of Individual Areas, NPP #1200 - Infection Control Program, NPP #309 - Vital Signs, NPP #110 - Staff Escort of Individuals to Outside Medical Facilities, NPP #327 - Protective Mechanical Support Devices, NPP #816-A – Use of Expectorant Shield (March 2005)
Attachment A

PROCEDURAL PHASES

I. EARLY INTERVENTION 

Early interventions and appropriate counseling and/or therapeutic techniques are to be used before using seclusion or restraint. Nonphysical techniques are always considered as the preferred intervention e.g. redirecting the individuals focus or employing verbal de-escalation. 

	· Reality orientation

· Modify environment

· Voluntary quiet time

· Redirection

· Bed assignment

· Family assist

· Companionship

· Medication
	· Alternate activity

· Music

· Books

· Sorting activity

· Walks

· Cognitive games

· Diversion box



The best approach when initial interventions have not been effective is for Shift Lead, RN, and unit staff as a team makes a decision to determine if seclusion or restraint is needed. 

When gathering for Prevention and Management of Assaultive Behavior (PMAB) show of support, the RN and/or Shift Lead will evaluate containment risk(s) with the PMAB containment team when the use of PMAB is imminent and when the strategy for approaching the individual in crisis is being presented. A “non-engaged” PMAB supervisor will be designated to view entire containment process, monitor the actions of the containment crew as well as the individual’s response to containment. A “non-engaged” PMAB supervisor will be designated to better able to view entire situation, make corrections, recognize and follow up when changes occur with the individual. Other duties: communicate with the individual, urge cooperation and calmness, and/or reassure intent is not to harm but to help.
II.
PLACEMENT INTO SECLUSION OR RESTRAINT
Effectively trained staff can quickly place the individual into behavioral restraints or seclusion and thereby reduce the risk of injury to the individual and others. When intervening in reaction to individual’s actions, use of Gloves & Personal Protection Packets are encouraged to assure staff is protected from possible exposure to blood/body fluids. 
1. In situations in which injury to the individual(s) and/or staff is imminent, behavioral 

     restraints or seclusion may be initiated by nursing staff prior to obtaining physician’s      orders but in all cases within one hour upon initiation. Nursing staff shall describe to      the physician the behavior necessitating the use of the procedure, less restrictive           interventions attempted, and any contraindications (physical or psychiatric) 

     to the procedure.
2. A seclusion room with bed bolted to the floor shall be the only seclusion room bed used when the individual requires seclusion or behavioral restraints.  
3. Transporting an individual from floor containment in restraints to the seclusion or restraint room should always be done using the backboard and gurney to prevent further injury to individual or staff.

4. If an individual requires five-point restraint, the individual shall be placed in a supine position on a properly prepared designated seclusion room bed. Alternate positioning shall be used only if medically indicated and must be specifically ordered by a physician who must be present to evaluate the individual and document justification.

5. Instruct the individual reasons in behavioral terms for being placed into restraints or seclusion and the criteria for release. Describe to the individual measures he/she can take for release.
6. Behavior requiring seclusion or restraint shall be documented in the chart as soon as possible after the procedure is implemented. Documentation shall include less restrictive interventions used or attempted and individual’s response to these. See section IV and V of procedural phase for other required documentation.  
7. Notify the HSS immediately.

III. OBTAINING THE ORDER AND THE ROLE OF THE PHYSICIAN

1. The initial physician’s orders may be given by telephone after reviewing with nursing staff the physical and psychological status of the individual and determining whether seclusion or restraint should be continued. 

1.1. If to be continued, the physician assist staff in identifying ways to help the individual regain control for seclusion or restraint to be continued. 

1.2. The initial orders for seclusion or restraint will be written for a maximum of (4) four hours.  If the clinical condition requires seclusion or restraint longer than 4 hours, new orders must be obtained at a maximum of 4-hour intervals. Exception: See page 816.4 for Adolescent Individuals.

1.3. Essentials of the seclusion or restraint order: 

1.3.1. shall specify the precise form of seclusion or restraint

1.3.2. time limited not exceeding 4 hours

1.3.3. reason for placement and release criteria in full behavior terms

2. If the individual is asleep for 30 minutes the individual automatically meets exit criteria. 

3. Physician face-to-face assessment must be performed within 2 hours of the initial order placing the individual in seclusion or restraint and write a progress note documenting in the “Physicians’ Seclusion or Restraint Progress Note” (PSH 7182 – see Attachment B in A.D. #15.14) the individual’s behavior necessitating the procedure, the individual’s physical condition, and the exit criteria.
3.1. Subsequent face-to-face assessment by a physician must occur at least three (3) times in any 24 hour period, spaced no more than 8 hours apart. The Shift Lead and RN of the unit will be alert to these time periods working closely with the physician to insure this requirement is met.

4. The nursing staff member noting the order will insure that it is complete with all required components. 

5. Any telephone orders for seclusion or restraint must be based on the RN assessment of the clinical need for these procedures.  

6. When seclusion or restraint is terminated before the time-limited (4 hour) order expires, that original order can be used to reapply seclusion or restraint if the individual is at imminent risk of physically harming self or others, and non-physical interventions are not effective. However, when the original order expires and the individual’s clinical condition required the continued use of seclusion or restraint a new order must be obtained. 
________________________________________________________________________

IV. INITIATION OF SECLUSION OR RESTRAINT I.D.N. DOCUMENTATION

1. A Special Incident Report (MH 2512) shall be completed each time an individual is placed in seclusion or restraint except when wrist-to-waist restraint was immediately preceded by five-point restraint or vice versa. The individual may be returned to seclusion or restraint for the same behavior for which seclusion or restraint was originally ordered but for only up to the time that the original order expires, and the physician must be notified. A new SIR will not be required for same behavior, same incident. 
2. The staff member initiating seclusion or restraint shall complete an I.D. Note and essentials are as follows: 
2.1.    The behavior for which seclusion or restraint is necessary

2.2.    Evidence that calming and least restrictive measures had been applied and           did not produce the desired results (see Attachment D of A.D. #15.14)

2.3.    Less restrictive interventions attempted prior to seclusion or restraint

2.4.    Reasons the level of seclusion or restraint used are necessary

2.5.    Exit criteria for release. 

3. A post incident critique will be documented on the SIR level 1 Review section, by Program Management/designee whenever:

· Seclusion or behavior restraints are used

· For each incident involving PMAB physical intervention

· For each incident involving team formation for crisis intervention when physical intervention is avoided. 

4.  A Registered Nurse (RN) will immediately assess the individual within 15 minutes for appropriateness and correct application of restraints or seclusion. The INITIAL RN Assessment and Plan of Care/Treatment Plan shall be documented in an I.D. Note using the “SOAP” note format. The IDN section of the SIR could be used for this assessment documentation if needed (e.g. assessing RN had witnessed events leading to seclusion or restraint placement). 

V.    OBSERVATION OF INDIVIDUAL IN SECLUSION OR RESTRAINT
See page 816.2 for essentials of Continuous Observation Guidelines for individuals in seclusion or restraint. 
1. The q-15 minute observation of all individual(s) in seclusion or restraint shall be documented on the Seclusion or Restraint Patient Care and Observation Record (PSH 7108 – revised 11/04) form. This form also notes the type of seclusion or restraint in use, as applicable, at every fifteen- (15) minutes observation. The observation sheet and the individual’s Treatment Plan SHALL BE KEPT on a clipboard (or in the “teal” folder) with the 1:1 staff while the individual is in restraints or seclusion.
2. Explain to the individual what is happening, why, and under what condition(s) restraints or seclusion will be removed. If the individual is unable to understand, repeat each time the individual is evaluated.

3. Although individual(s) are allowed to have blankets/sheets for privacy issues, the staff member assigned to the 1:1 must investigate any unusual noise or motion that might lead to or be indicative of self-abusive or suicidal behavior.   

4. Nursing staff shall immediately notify the unit physician/MOD and HSS of any abnormal finding.
5. Both RNs from the off-going and on-coming shift together will check the individual. 
VI. DISCONTINUATION OF SECLUSION OR RESTRAINT

1. Restraints or seclusion shall be immediately terminated as soon as the individual meets exit behavior criteria and: 

1.1. If an individual is asleep for 30 minutes the individual automatically meets exit criteria.

VII.    DEBRIEFING POST RELEASE FROM SECLUSION OR RESTRAINT 

1. The debriefing occurs as soon as possible and appropriate, but no longer than 24 hours after the individual is released. The results shall be documented utilizing “Seclusion/Restraint Debriefing” form (MH 2507). 

· Identify what led to the incident and what could have been handled differently;

· Ascertain that the individual’s physical well-being, psychological comfort, and right to privacy were addressed

· Counsel the individual involved for any trauma that may have resulted from the incident; and

· When indicated, modify the individual’s treatment plan.

Information obtained from debriefings is used in treatment planning by the ID Team. 

VIII. ESSENTIAL DOCUMENTATION 

1. The Registered Nurse shall enter an IDN at least every four hours documenting their assessment whether release criteria are met and the orders they received from the physician. 

2. Nursing staff shall enter in the IDN at least every two hours (if possible coinciding with the rotation of 1:1 staff) observation notes. The handing-off 1:1 staff will give the on-coming 1:1 a verbal report and will complete an ID Note entry, which shall include but not be limited to: 
  

· Brief history of individual, including alerts, containment risk, etc.

· Individual’s physical and/or medical limitations

· Injuries, and degree of severity (if any), treatments received.

· Detailed account of the individual’s behavior during observation

3. Nursing staff shall obtain vital signs (temperature, pulse, respiration, and blood pressure) and a pain rating assessment shall be recorded at least once per shift (at the beginning of each shift) or more often as clinically indicated. 

4. Include following information as applicable in the IDN section and observation record (specify behavior observations not room location):
· 15 minute assessments of the individual’s status

· Individual’s history, including containment risk(s), alerts, type of restraint used at every q-15 minute observation

· Assistance provided to the individual to help him or her meet the behavior criteria for discontinuation of seclusion or restraint

· Food and fluid intake shall be noted on appropriate form 

7. The Shift Lead/designee shall ensure that the Seclusion and Restraint Patient Care     and Observation Record (PSH 7108 revised 11/04) be forwarded as follows once     the individual meets exit criteria:

· Top pink- Patient Record

· White- Program Copy 

8. Documentation is accomplished in a manner that allows for the collection and analysis     of data for performance improvement activities.

Attachment B

	SUGGESTED GUIDELINES CHECKLIST

Seclusion or restraint


The following checklist serves as a minimum guideline for care of the individual in seclusion or restraint. Consider other items not identified on this checklist that may be pertinent for the individual. Utilizing the Shift Lead Seclusion or Restraint Checklist PSH 7325 also assist as an audit tool to ensure completeness of required documentation. 

I. NOTING THE SECLUSION OR RESTRAINT ORDER:
	The staff member noting the physician’s order for Seclusion or Restraint needs to insure the order is complete with all components: 

a. Psych MHDS Focus # identified on the order sheet

b. Precise form of Seclusion or restraint 

c. The order is time limited not exceeding 4 hours in duration 

d. The reason for Seclusion or restraint is written in full behavioral terms (e.g. Danger to Self, Assaultive to Peer, Striking out, etc.) 

e. Behavioral Exit Criteria for Release 


II. 
NURSING PROGRESS NOTE IDENTIFYING INDIVIDUAL BEHAVIOR AND NURSING ACTION(S)              PRIOR TO SECLUSION OR RESTRAINT: 

	Nursing progress note documents use of less restrictive measures prior to placement into Seclusion or restraint:

a. Offered voluntary quiet time 

b. Offered 1:1 counseling 

c. Redirection/alternate activity encouraged/offered

d. Offered PRN 

e. Other intervention(s) prior to Seclusion or restraint – specify in ID note 

f. Documents agitated/aggressive behavior escalated too rapidly to allow for prior intervention(s)  


II. IDN AT INITIAL PLACEMENT INTO SECLUSION OR RESTRAINT: 
	The IDN at initial placement into Seclusion or restraint should include: 

a. individual searched and confirmed free of contraband 

b. individual informed of why he/she was placed into Seclusion or restraint 

c. individual informed what he/she needs to do to be released (Behavioral Exit Criteria) or documents why individual was not informed 


III. RN ASSESSMENT OF INDIVIDUAL AT INITIAL PLACEMENT INTO SECLUSION OR RESTRAINT: 
	RN evaluation must be within 15 minutes of placement into Restraints or Seclusion. The unit RN or the HSS can accomplish the assessment. This initial assessment must be documented (in SOAP Note format) and must include: 

a. Individual’s behavior 

b. Individual’s physical condition, injuries sustained if any and treatment provided

c. Circulation check 

d. Proper Restraint placement and/or action taken to remedy incorrectly applied restraint(s) 


IV.     PLANS OF CARE/TREATMENT PLAN by the RN: 

	Plans of care should be completed or updated to MHDS requirements within one hour of the individual’s placement into Seclusion or restraint. The Initial Plan of Care (in S.O.A.P. format in IDN) should include the criteria established by the MD for this individual, identified in behavioral terms of what the individual needs to do to be released. Existing individualized treatment plans calls for a review since application of seclusion or restraint indicates that the current therapeutic efforts have become ineffective. 


V. POST INCIDENT CRITIQUE: 

	Once the unit is stabilized from the incident activity a Post Incident Critique is held. The Unit Supervisor/Shift Lead conducts an assessment and evaluation of the incident with all staff who were present during the incident. The “critique” discussion should establish the “who, what, when, where, why, and how” of the incident. Much of the information obtained during the discussion will be useful for writing the Special Incident Report. 

     Items to consider for the post incident discussion: 

a. Establish the circumstances surrounding the incident 

b. The actions of staff taken before, during and after the incident 

c. Identify what actions worked well 

d. Identify “barriers” (e.g. what didn’t work well and why not) 

e. Identify alternative actions staff could have used in order to improve future events 

     A Post Incident Critique is noted in the Special Incident Report (MH 2512)  under the Level I         Review (page 6) section whenever: 

a. Behavioral Restraints or Seclusion are used 

b. For each incident involving PMAB physical intervention 

c. For each incident involving team formation into crisis intervention mode when physical intervention is avoided 


VI. SUBSEQUENT ID NOTES:
	An ID Note by nursing staff is required at least q 2 hours throughout the duration of the Seclusion or restraint, ideally coinciding with the rotation of the 1:1 staff. Items to include in the documentation: 

a. A full set of Vital Signs, including Pain Rating assessment, is required once per shift, or documentation of why this was not done 

b. Document individual’s condition and behavior, including alerts, containment risk(s), physical/medical limitations, injuries (with degree of severity), etc 
c. Document if individual meets the behavioral exit criteria for release 

d. Document individual’s level of understanding of what he/she thinks is the reason for being in seclusion or restraint, and if they are able to verbalize what they need to do to be released from seclusion or restraint 

e. Be sure the IDN “Shift Summary” includes pertinent observations from the Seclusion and Restraint Patient Care and Observation Record (PSH 7108 revised 11/04)


VII. Seclusion and Restraint Patient Care and Observation Record (PSH 7108 revised 11/04):
Write in the individual’s Initial and Final Exit Criteria for Release. This section needs to identify what behavior the MD, with ID Team input, has determined the individual needs to exhibit in order to be released. This log shall be kept with the 1:1 staff on a clipboard (or in the teal folder). At every 15 minute intervals (note as applicable): 

a. Appropriateness for release from, or continuation of, seclusion or restraint. 

b. Behavior status and type of restraint  or seclusion in use at time of entry
           c.   Individual’s activity

	 Seclusion and Restraint Patient Care and Observation Record continued: 

d. Physical condition (skin color & condition, respirations, body position, etc.) 

e. Restraint/circulation check (pull back the bed covers to assess the areas at the points of restraint) 

f. Shower/bath daily 

g. Exercise (Range of Motion, ambulation); Release from restraint q 2 hours, during normal waking hours, for a period of 10 minutes 

h. Fluids offered every 2 hours and intake recorded in cc’s

i. Toileting offered every 2 hours 

j. Food intake recorded in % of amount eaten

The Shift Lead/designee shall ensure that the Seclusion and Restraint Patient Care and       Observation Record (PSH 7108 revised 11/04) be forwarded as follows once the individual meets exit criteria:

· Top pink- Patient Record

· White- Program Copy


VIII. ASSESSING THE INDIVIDUALFOR READINESS FOR RELEASE: 
	     At every 15 minute intervals assess the individual’s emotional and behavioral status to determine if the      behavioral exit criteria for release has been met: 

a. Does the individual remain loud?

b. Does the individual remain threatening to self or others?

c. Does the individual remain aggressive to self or others? 

d. Does the individual verbalize he/she is calm?

e. Can the individual, without becoming verbally or emotionally agitated, describe the events that led to being placed into seclusion or restraint?

f. Can the individual verbalize what he/she could have done differently (e.g. alternative actions) that would have kept them from needing seclusion or restraint? 

g. Does the individual remain physically agitated? 

h. Does the individual display quick body movements? 

i. Are the BP, Pulse, Respirations, and Pain Rating Assessment within individual’s normal limits? 

j. Does the individual display excessive muscle contractions? 

k. Is the individual resisting/straining/pulling at the restraints?

l. Will the individual verbally agree to remain in an unlocked room without restraints for a period of time? 

m. Is the individual asleep? (If the individual is asleep for 30 minutes the individual automatically meets the exit criteria)



IX. TEAM APPROACH TO INDIVIDUALCARE:
	     A multi-disciplinary approach is strongly encouraged for assessing and counseling the individual while in seclusion or restraint. All members of the Team should participate with the individual during this emergency crisis period. 

     Establish an aggression or behavior profile of the individual that led (or leads) to seclusion or restraint use. Identify known or suspected precursor behavior, signs, or verbal cues to the aggression or behavior requiring seclusion or restraint. This data should be reflected in the Team Conference Report. It will be required for floats, other Team members, accepting units, or other facilities to know this information about the individual. 


X. SECLUSION/RESTRAINT DEBRIEFING: 
	     The US and/or Shift Lead shall coordinate with the physician and other shift staff to insure the debriefing is held with the individual and staff to discuss the seclusion or restraint episode. Debriefing is important in reducing the recurrent use of seclusion or restraint. The individual, and if appropriate, the individual’s family, participate with staff who were involved in the episode and who are available in a debriefing about each episode of seclusion or restraint. The debriefing occurs as soon as possible and appropriate, but no longer than 24 hours after release. The results of the individual debriefing shall be documented utilizing the “Seclusion/Restraint Debriefing” form (MH 2507). 

· Identify what led to the incident and what could have been handled differently

· Ascertain that the individual’s well-being, psychological comfort, and right to privacy were addressed 

· Evaluate the individual involved for any trauma (physical and/or psychological) that may have resulted from the incident 

· When indicated, modify the individual’s treatment plan 


Attachment C

ESSENTIAL ELEMENTS OF REQUIRED 

NURSING CARE & DOCUMENTATION

	ACTION
	PRN

MED
	TIME OUT
	1:1
	W:W
	Seclusion
	Restraint

	Provide prior crisis intervention counseling
	X
	X
	X
	X
	X
	X

	Obtain a physician’s order within one hour authorizing the use of seclusion or restraint
	X
	
	X
	X
	X
	X

	Search individual for contraband and dangerous articles. Remove shoes, belts, jewelry, etc, and empty pockets
	*
	*
	*
	X
	X
	X

	Examine the room to assure it is free of dangerous articles 
	
	X
	*
	
	X
	X

	Document in I.D. notes event(s) leading to seclusion or restraint, including less restrictive measures attempted 
	X
	X
	X
	X
	X
	X

	Prepare a Special Incident Report (MH 2512). Include less restrictive measures attempted
	*
	*
	X
	X
	X
	X

	Notify unit RN immediately. If the unit RN is not available notify the float RN, ‘rounds coverage’ RN, sister unit RN, or HSS 
	*
	*
	* 
	X
	X
	X

	RN will assess the individual within 15 minutes and document finding in the individual’s chart
	*
	*
	*
	X
	X
	X

	RN will assess and document recommendation for release from or continued use of seclusion or restraint every four hours and notify the physician/MOD of this assessment
	
	
	
	X
	X
	X

	Review, update, or initiate nursing care plans 
	*
	*
	*
	X
	X
	X

	The Unit Supervisor/Shift Lead/Designee will insure that a post-incident critique is conducted 
	
	
	
	X
	X
	X

	Take temperature, pulse, respiration, and blood pressure (TPR, BP), and pain rating assessment at the beginning of each shift, and as clinically indicated 
	*
	
	*
	X
	X
	X

	Bathe individual daily 
	
	
	*
	*
	*
	*

	Document food/fluid intake (at least q shift)
	
	
	X
	X
	X
	X

	Release the individual when the behavioral exit criteria for release in the written treatment plans have been met 
	
	
	*
	X
	X
	X

	Maintain a daily log of hours in seclusion or restraint on all shifts 
	
	
	
	X
	X
	X

	Report all uses of seclusion or restraint to the Program Director or designee daily 
	
	
	
	X
	X
	X

	Complete Denial of Rights form if a right is requested and denied 
	
	
	*
	*
	*
	*

	Review by Program Management next working day. 
	
	
	
	X
	X
	X

	Treatment plan review by ID Team and Medical Director, Clinical Administrator, Chief of Medical Staff, Chief of Psychology, Chief of Psychiatry, and Coordinator of Nursing Services if in seclusion or restraint > 24 hours. 
	
	
	
	X
	X
	X

	Send a Referral to Clinical Management Committee (CMC) if in seclusion or restraint for seven consecutive days or if more than three times in any thirty-day period. Exceptions: CMC referral done in past 90 days, or individual is in first 30 days of admission. 
	
	
	
	X
	X
	X


SYMBOL KEY:
X = Action to be completed 

*  = Action to be completed as clinically indicated 
Attachment D

DEFINITIONS

1. Voluntary Time Out is defined as an individual’s voluntary change in previous activity and/or location (unlike seclusion which is involuntary) for the purpose of re-establishing self-control. Staff may well suggest such a change, but the individual must freely consent i.e. individual willingly goes alone into a room that is left unlocked. The therapeutic intent, with the individual’s voluntary agreement, is to deliberately separate the individual to another area that allows unrestricted exit, provides a non-threatening environment, and reduces the individual’s level of agitation. 

2. Seclusion is confinement of an individual in a room denying the individual voluntary exit.  

3. Containment is a brief physical restraint of an individual for the purpose of effectively gaining quick control of a individual who is aggressive or agitated or who is a danger to self or others. 

4. Behavior Restraints are defined as mechanical or physical restraint used as an intervention when an individual presents an immediate danger to self or to others. It does not include restraints used for medical purposes (i.e. medical supports).
4.1. Mechanical Restraint: use of a mechanical device, material, or equipment attached or adjacent to the individual’s body that the individual can not easily remove and that restricts the freedom of movement of all or part of an individual’s body or restricts normal access to the individual’s body.

4.2. Physical Restraint: use of physical contact to restrict freedom of movement of all or part of an individual’s body, or to restrict normal access to the individual’s body. This does not include briefly holding an individual without undue force in order to calm, comfort, or physical contact intended to gently assist an individual in performing tasks or to assist or guide from one area to another.
5. Seclusion or restraint Guesting is defined as the use of seclusion or restraint on a unit other than the unit on which the individual normally resides. 

6. One-to-One Nursing Observation for the individual in any form of restraint: An assigned staff member remains with the individual at all times. The assigned employee stays within a designated distance from the individual as indicated in the physician’s order.   

7. Two-to-One Nursing Observation for the individual in any form of restraint: a two assigned staff remains with the individual at all times. Such an order is utilized for selected individual(s) where seclusion or restraint measures are insufficient to insure the safety of others. 

8. “Barrier”: Any object that interferes with staff’s ability to visualize an individual’s activity or behavior during continuous supervision. Examples include but are not limited to: toilet stall doors, privacy screens, blankets, sheets, walls, etc. All staff shall be alert for any type of “barrier” when providing continuous supervision, and shall be expected to use appropriate clinical judgement when making decisions regarding the importance of appropriate barriers for privacy versus the need to ensure an individual’s safety and security.   

Attachment E

ROLE OF THE R.N.
1. A Registered Nurse (RN) will immediately assess the individual placed in seclusion or restraint within 15 minutes for appropriateness, correct application of seclusion or restraint, and individual’s condition. The initial RN Assessment and Plan of Care shall be documented in an Interdisciplinary Note using the S.O.A.P. charting format. The first page of the S.I.R. (the IDN) may be utilized. (Use the same process as that used for charting a “TC.”) 

2. The RN will continue to assess the individual at least every four (4) hours and appraise the physician or other authorized licensed practitioner of their assessment describing the status of the individual towards the goal of helping the individual to achieve the exit release criteria. 

3. The RN shall enter an Interdisciplinary Note (IDN) at least every four (4) hours documenting the individual’s physical and mental status with special emphasis on whether the individual meets the behavioral criteria for release. 

4. If the clinical condition of the individual requires seclusion or restraint longer than eight (8) hours, the physician/authorized-licensed practitioner must be notified of the guidelines for performing face-to-face evaluation. The Shift Lead and RN of the unit will be alert to these time periods, working closely with the physician/authorized licensed practitioner to insure this requirement is met. 

5. Any telephone orders for seclusion or restraint must be based on the RN assessment of the clinical need for these procedures. The Registered Nurse shall assess the individual to determine the necessity for modifying, discontinuing, or continuing the restraint, Geri-Chair used as behavioral restraint, or seclusion order. Based on the RN recommendations to the physician/MOD/authorized licensed practitioner, nursing staff shall obtain a new order to continue or modify the restraint, Geri-Chair, and/or seclusion order.

6. Individual(s) who are in seclusion or restraint are regularly evaluated. The physician/authorized licensed practitioner and/or the Registered Nurse reevaluates the efficacy of the individual’s treatment plan and works with the individual to identify ways to help him/her regain control. 

7. Both RNs’ from the off-going and on-coming shift will check the individual and their findings shall be documented in the IDN.   

Attachment F

ROLE OF THE SHIFT LEAD

Under the guidance and supervision of the Unit Supervisor, the Shift Lead of each shift shall insure all nursing personnel of their shift comply with the following requirements: 

a) Adhere to A.D. #15.14, #15.08, and #15.09.
b) Keys to locks on restraints must be immediately available for emergency release of restraints, i.e. on every employee’s key ring set. 

c) Devices to cut leather straps are to be available at all times. These shall be kept and clearly marked in the “Sharps Cabinet” in the Nursing Station. 

d) Five-point leather restraints have been properly applied to the individual and to the authorized restraint bed. 

e) The individual is searched for contraband and/or dangerous articles during placement into seclusion or restraint. 

f) HSS is notified when an individual is placed into seclusion or restraint and the HSS is appraised if the family needs to be notified (by the HSS) after hours.

g) Insure staff provide and maintain proper documentation.

h) A Special Incident Report (SIR MH 2512) is completed each time an individual is placed into seclusion or restraint, except when wrist-to-waist restraint was immediately preceded by five-point restraint, or vice versa, or if the individual has been released from restraints and his/her behavior requires re-application of restraints within the time frame of the most recent order.

i) Insure that a Post-Incident Critique is conducted and documented. 

j) Every 15-minute face-to-face observation checks are conducted. 

k) Individual is exercised every two hours during normal waking hours. This can be accomplished by ambulating individual to bathroom for toileting or be range of motion exercise for a period of 10 minutes, as clinically indicated. 

l) Ensure backboard and gurney is utilized to transport individual to seclusion or restraint room from floor containment.
m) Ensure adequate staff (minimum two staff members) when ‘specialing’ an individual in five-point restraint (e.g. giving medications, ambulating, checking restraints, checking for release criteria, toileting, etc.).

n) Individual privacy issues are maintained.

o) A face-to-face assessment at Change of Shift is conducted by an on coming and an off going Shift Lead or designee.

p) Status of individual(s) in seclusion or restraint is reported at the Change of Shift meeting with the oncoming shift.

q) Insure the restraint room is kept orderly during the seclusion or restraint process (e.g. no individual belongings such as shoes or clothes, and no other items on the floor). Unit will establish where the individual’s labeled bedpan or water pitcher will be kept during the seclusion or restraint period.

r) Works with the RN and other team members on each shift to assist the individual in achieving the behavioral exit criteria so the individual can be released from seclusion or restraint as soon as the behavioral exit criteria is met.

s) Bed, mattress and linen, and restraints shall be cleaned after each use, before use by another individual and the seclusion or restraint bed is set up and readied prior to the next shift.

10. Shift Lead/designee will insure that the “Seclusion and Restraint Patient Care and Observation Record PSH 7014 revised 11/04) be forwarded as follows once the individual meets exit criteria:
· Top pink- Patient Record
· White- Program Copy 
11. Staff shall meet with the individual in a debriefing session to discuss the event and offer alternatives to seclusion or restraint to assist individual with gaining insight to their behavior. The individual’s responses to how the incident might have been prevented are to be documented and incorporated into the care plan. 

Attachment G

ROLE OF THE H.S.S.
The HSS, as part of clinical supervision, will observe and assess for compliance of the seclusion or restraint individual care requirements. During HSS rounds to the unit, each individual in seclusion or restraint shall be assessed by the HSS and the HSS will document on the Seclusion and Restraint Patient Care and Observation Record (PSH 7108 revised 11/04). The HSS will appraise the Shift Lead and RN of any deviation from the requirements and offer guidance as needed. 

The HSS shall document in the HSS 24-Hour Report the time of the practitioner’s face-to-face physician evaluation of individual(s) in seclusion or restraint and individual(s) in Restraint Fading Program.
FAMILY NOTIFICATION PROCEDURE AND THE HSS ROLE: 

As indicated in A.D. #15.14 “Seclusion or Behavioral Restraint,” there is a shared responsibility among Social Workers and HSS staff to notify family members in the event of the use of seclusion or restraint. This notification can only occur when there is prior written consent of both the individual and designated family member as documented on form PSH 7285 “Initial Seclusion/Restraint Risk Assessment.” When indicated on this form, the social worker will call the family during regular working hours. The HSS will be responsible for calls that need to be made outside of regular working hours. However, no calls are to be made during the hours of 2000 to 0800. The following guideline may be helpful to use as a script when making the call to family members: 

	May I speak with Mr./Mrs. _________, Hello, Mr. /Mrs. _______. I am __________, with Central Nursing Services at Patton State Hospital. Do you recall that (individual’s name) gave us written permission to call you when seclusion or restraint are used as part of a necessary intervention? … I need to let you know that at (time) today/yesterday, he/she was placed in (seclusion or restraint) with observation. This was necessary because it seems that he/she (action/behavior). 

At this time I am unable to provide further details, however you will be notified when the Treatment Team is able to use less restrictive measures and the seclusion or restraint are no longer necessary. We will be happy to include your responses and suggestions in our Team’s debriefing with (individual’s name). During the meeting, we will include a discussion of how (seclusion or restraint) can be avoided in the future. 

If you would like additional information, please call (individual’s name’s) assigned social worker, (name), at (909) 425-(XXXX) during regular business hours. 


The HSS will document in the IDN and the 24-Hour HSS Report action taken. The HSS is also expected to ensure documentation of this information in the ‘Day Book’-“Patient Information” section, “Patient Care Assignments” page, so that it can be reported at the Change of Shift meeting and to the individual’s Treatment Team. 

Attachment H

(to be completed by the Admissions Psychiatrist and filed in the Current Treatment Plan tab of the patient's medical record)

	QUESTIONS 

(This information may be gathered from patient, medical records, and /or patient family members)
	YES
	NO
	UNKNOWN

	Past history of assaultive behavior?
	
	
	

	Past history of behavior requiring use of seclusion or restraint (early warning signs)?
	
	
	

	Any tools, techniques or methods that have helped patient to control behavior?

List:
	
	
	

	Any medical/physical conditions that would place patient at increased risk if placed in prone position, seclusion or restraint, expectorant shield (respiratory conditions and claustrophobia)?

List:
	
	
	

	History of physical/sexual abuse that would place patient at a greater risk if placed in seclusion or restraint?

List:
	
	
	


STATEMENT OF RESTRAINT/SECLUSION PHILOSOPHY: It is the philosophy of Patton State Hospital to promote the norm of non-violence.  All efforts are made to prevent and/or control behavior that is dangerous to the patients or others.  Seclusion or restraint may be used in response to an emergency to protect patients or others from harm.  The hospital's policy is to utilize the least restrictive measures to contain an emerging crisis or control dangerous behaviors. 

	QUESTIONS
	YES
	NO
	UNKNOWN

	Patient informed of hospital's philosophy on seclusion or restraint?

(If clinically contraindicated at this time the rest of the questions shall be completed by Treatment Team at next conference held for the patient)
	
	
	

	If placed in seclusion or restraint does the patient want family member/significant other notified? If yes, who: 

________________________________________________________________

 (Name/Relationship to Patient)                                                                                           (Telephone #)

I,_____________________________ give permission to PSH staff to contact the above stated family member in regards to placing me in seclusion or restraint.

________________________________________________________________

(Patient's Signature)
	
	
	

	Does the patient have an Advance Directive with respect to behavioral health care? 
	
	
	


________________________________________________________________________________________

(Physician's Signature)





 




(Date)

	Family member listed above was contacted on _______________ and does or does not (circle as appropriate) wish to be contacted when patient is placed in seclusion or restraint.

________________________________________________________________________________________

 (Social Worker's Signature)                                                                                                                                                                        (Date)


INITIAL SECLUSION/RESTRAINT ASSESSMENT
Confidential Patient/Client Information

See W&I Code Sections 5328



NOTE: Wrists are not belted into the waist restraint belt.

OPTIONS: Ankles may be cuffed and belted separately or placed in “walking” restraints and belted once to the foot of the bed. 
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