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I - Background and Context

A. INTRODUCTION

The intent of this Task Furce Reporl is to review the practices of
seclusion and restraint as they are used in the treatment and managenient
of disruptive and violent behaviors in the modern psychiatric milicu and to
recommend model guidetines tor their clinical application. To this end, we
have reviewed the controversy surrounding the use of physical conrols in
psychiatry, current empirical research, state regulations, indications, con-
traindications and implementation of seclusion and restraint technigues. In
recognition of the complexities ot clinical practice and the greal variations
in patient populations, statt patterns and philosophies of care pervasive in
our uwn field, the guidelines presented by this Task Force must be viewed
as recommendations which may need to be adapied o the special needs of
cach clinical setting. Creative alternatives w seclusion and restraint through
behavioral analysis and behavioral therapics as well as special aspects
pertinent o the care ot children, the developmentally disubled and the
elderly are preseated in this report.

Our attention to the use of physicul controls in psychiatrie practice
tollows public concern and legal controversy over the legitimate role of
seclusion and restraint in the treatment of the mentally ill. Through a series
of judicial reviews, Amicus briefs and position papers. the use of seclusion
and restraint by the psychatric profession has been examined, controver-
sies defined and some resolutions achieved. The legal implications of
phy sical controbs, including the dual obligation 1o use these methods when
necessaiy and refrain when possible, are discussed in light of recent court
decisivns. The Tusk Foree atlirms the parumount importance of good
chinical judgement in the use of physical controls, a position tully supponed
by the Supreme Court in the recent Youngberg v. Romeo decision which is
discussed in section D, ot this chapter. The recontmendations presented by
the Task Force comport with what we believe 10 be sound clinical practice
and under the recent Romeo decision. we believe these recommendations
comply with the constitutional guaranices of the patienis. An important
caveal, however, is that, in certain jurisdictions, state siatutes and adminis-
trative regulations are far stricter than they need 10 be 10 satisty Romeo’s
constitutional mandate. In these jurisdictions, some of Lhe leeway given o
clinical judgement by our guidelines may run counter to state law. It s
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therefore essential that clinicians be familiar with legal timitations that may
operate in the siates in which they practice.

As a matter of policy, however, the Task Force is of the view that matters
of seclusion and restraint may, at least for the present, best be dealt with not
through legislation but rather through e more flexible, and more casily
amendable, mechanisms of hospital policy and administrative regulativns.
T.hcrapism, hospital superintendents, and siate mental health program
directors seem ideally suited (0 undersiand, address, and formulate policy
regarding these complex interlocking issues.

Any discussion of seclusion and restraint of the psychiatric patient in the
modern milieu must begin with the question as 1o why they are needed? To
the non-clinician, the use of physical controls must appear disunctly
anachronistic, a reminder of past abuse and repression of the mentally ill.
The need 1o control and contain disturbed and violent behavior remains
the principal reason tor the persistence of seclusion and restraint in the
modern milieu as in the past.

The last great debate on seclusion and restraini began with the Enhighien-
ment of the 18th Century. The great reformers, Pinel of France, Chiarugi of
lualy and Tuke of England, introduced the moral treatmient of 1the mentall y
ill based upon principles of humane care, education, and above all, & beliet
in non-restraint. The reformers did not all together abandon security in the
name of their morul philosophy. While abolishing all personal instrumental
restraint, they recognized the need for emergency treatment by physical
isolation of the violently disturbed patiem and developed the use of the
seclusion room. Seclusion was defined as a treatment modalitly in contrast
to instrumental restraint which was universally.condemuned as 4 method of
custodial management.

In 1815, a widely celebrated case of abuse at the Bethlem Hospital led 10
parliamentary inquiries inlo the conditions of the insane, The parhiamen-
Lary inquiry tirst documented a need for legislative control over the care of
the insane, then guided the passage of legislation which supervised all that
pertagined 0 the management of the insane including annual inspection,
certification and licensure. Records of admissions, discharges, deaths,
hours of restraint and seclusion were 1o be kept and regularly inspected. The
legislative regulation of the lunatic asylums was a critical step in the
reformation of the mad house into a hospital, a major milestone in the
history of psychiatry.

In America, Benjamin Rush advocaled the abolition of instrumental
restraint in the service of custodial control; huwever he enthusiastically
used the tranquilizer chair as an instrumental form of treatment. As the
debate took shape in America, Isaac Ray stated the position of American
psychiatry in 1844 at the founding meeting of the Association which was to
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become the APA: “Resolved that it is the unanimous sense of this
convention that the atlempt 1o abandon entirely the use of afl means of
personal restraint is not sanctioned by the true interests of the insane.”

Today the scope of this problem, its social and professional implicattons
are poorly understood outside of psychiatric circles and underestimated by
many within the mental heah field. Simply staied, we live in violent tmes,
a fact of American e which exwends w the working reality of the
psychiatric wreatment setting. We have no cures for violence, yel social
forees outside the profession direct our ettorts toward the care ol violent
patients in ever growing numbers. Social policy decisions, legislitive
funding priorities and rising social expectations have increased the visibil-
ity of violent patients and the demands that the mental heahh profession
deal with them.

One example of such social policy is the national trend toward
deinstitutionalization of the chronic mental patient, a product of economic
necessity as much as enhghtened psychiatric reform. With deinstitutional-
ization has come a llood of chronicaily disturbed paticats.olten poorly
prepared for idependent existence, inadeguately supported by community
resources, increasing the visibility and trequency of disturbing and violent
behaviors in the community. No longer the responsibility of large state
hospital systeins, these patients turn in ncreasing numbers 1o the cuer-
geney rooms of the community nienal health center or general hospilul and
a variely of acute psychiutnic mpatient setlings lor support and treatneot.

Other social pressures which have increased the visibility and frequency
of violent behavior at the community level inciude the epidentics of drug
abuse among the young, most recently among the afflugnt children of the
middle class. Epidemics of drug induced violence have followed the
widespread abuse of psychotomimetics such as LSD. amphetamines and
the most deadly phencyehdine, which especially has been associated with
homicides, suicides, and sclt=-mutitation.

Rising sucial expectalions concerning the ability ol mental health profes-
sionals to deal with disruptive behavior has encouraged the redetinition off
aleoho! related offenses and family violence @s symploms ot enuional
illness rather than criminal offenses. In many cities, the community mental
health center emergency room has all but replaced the local police “drunk
tank™ for the management of this socially defined illness. Violent tamily
arguments are brought to the emergency room rather than the precinet.
Using a similar justification, disruptive and disturbed behavior in the jait
setting itself oflen prompts referral o the local menal health center lor
psychiatric evaluation and treatment. Although occasionally well justified
by such presentations as homosexual panic, suicidal gesture and drug
related psychuses. the interest of police authorities in obtaining “psychiatric
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choarancc” b then disruptlive or threatening jail inmates resulis in o lurther
burden ol vielent patients referred to the mental health centers. Finally,
within the Ticld iselll psychiatrists have progressively tiken on the burden
ol treading impulsive character disorders and borderline personalities in
thpatient psychiatric settings. All of these practices incur the inevitable risk
ol in%'rcusing the frequency of viclent and disruptive behaviors on the
mpatent uanit.

Agitaied, belligerent and overtly combative patients still exist within
psych_ialric facilities despite the development of psychotropic drugs and
technigues of behavioral intervention which have done much 1o reduce the
disruptive symptoms of their illnesses. However the limited ctheacy of
pharmacotherapy or behavioral interventions in the prevention, treatment
and management of acule violent behavior is further complicated by
medical, legal and even social constraints on the use of medication or
beh_aviorul therapies 10 control violent patients. Legistation regarding
pau?nls’ rights, coupled with sensitivities w the acute and long-lerm
dewrtmental side effects of drug treatment have led cliniciuns to reconsider
the value of physical restraint and seclusion.

Despilte the persisting need for physical controls, seclusion and restraim
of psychiatric patienis has come under increasing public scrutiny and legal
review. In response to an action paper by the membership of the American
Psychiatric Association, the APA Council on Governmenial Policy and
Law (now the Council on Psychiatry and Law) recommended that a Task
Force be tormed and charged “1o prepare a review of published duts and
psychiatric literature on seclusion and restraint; 10 conduct a survey of state
mental health commissioners on current regulations and problems and 1o
present the Task Force’s view on optimum clinical practice involving
sectusion and restraint. considering that different criteria may be applicable
w children, adolescents, adulis, the elderly, and the developmentaily
disabled.™ Ay the end of 1981, Daniel X. Freedman, M.DD., APA President,
appointed the Task Force. This is the repoit of the deliberations and work
in the three years thai followed. For more extensive coverage of the
historical, clinical and legal issues concerning seclusion and restraint, the
reader is referred 10 the full texi of the work of the members and consulianis
of the Task Force published by the American Psychiatric Press under the
title, The Psychiairic Uses of Seclusion and Restraint (1). We hope this
report and book will be of use 10 all who are involved in the management of
violent psychiatric patients, both trom the clinical as well as policy making
and legal perspectives.

SECLUSION AND RESTRAINT

B. Review of Individual Quantitative Studies

Despite the hmiung factor that the relatively tew empirical studies of
seclusion and restraint are descriptive. ruther than experimental in nature,
some useful general dawa emerge. The task ot extracting such information.
however, is rendered particularly difficult because of ditfering methodolo-
gies, sentings, and patients.

A number of methodological problems, morcover, were common enough
10 mention here. First, very few of the studies corrected their data for “days
at risk,” the principle that a longer 1ime in hospital may increase the Lime
available during which seclusion may vceur, which is a possible source of
distortion of the data. Second. the use of medication was ofien ambiguously
described. Medication may shorten duration ot seclusion: may make
seclusion unnecessary i given early; ur may be precluded in o given case,
making seclusion the unly safe intervention by detault. Third, some settings
had pulicies about sevlusion, with and without relevant considerations as 1o
medication. Some used seclusion preterenuaily, since it introduces no
pharmacologic distortions 1o the diggnostic assessment; others view sechu-
sion as a last resort, 10 be employed only afier other measures (sometimes
even including restraint) have been wuied and have failed. For certain
seltings where violence is uncommon, seclusion may represent a serious
treatment failure and defeat; an ambivalently held, contiicted procedure of
dubious civil-rights validity; or a clumsily-performed, unpracticed brawl,
leaving a host of injuries and grudges in Hs wake. In contrast, in violent-ol-
fender settings, it may represent d routineg tamiliar to the puint of ennui,
smuuthly and thus safely performed by well-trained and practiced swth, w
the benetie ot all patients on the ward. These vastly ditfering pereeptions
and practives must allect the final data obtained oficn in very subtle ways,

We here brietly summarize empirical studies, more extensively ad-
dressed elsewhere (1), The first study in our series was retrospectively
performed by Tardiff' (2) using chart review, standardized recording torms
and direct interview of patient and treating staff on a population of 5580
patients residiag for over one month in Long lsland siate hospitals. He
found that 106 patients were secluded or restrained, a relatively low
percentage of 1.9%. The population studies included large numbers of
chronic patients, but the episodes of emergency interventions, seclusion,
involuntary medication and restraint tended 10 atfect younger putients
curly in their hospital course. 1o short, the more acutely il individuals
showed more evidence ot clinical disorgunization,

In one of the rare prospecuve studies Soloft and Turner (3) studied the
use of seclusion on two gcule eetimnent units in g university hospital. Their
study contained both public and msurance-funded patients and used a
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torced Ljhoicc questionnaire. Over an eight month period out of a total
pupulation of 561 patients, 39 (10.3%) patients were secluded and ac-
counted for 107 episodes of seclusion. In studying precipilants the authors
found that “physical attack on staff’ with actual physical contact” was
si_gllliﬁcantly the leading violent precipitant. The leading non-violent pre-
cipitant, and the second mos1 common precipitant, was “patient escalating,
unable 1o control behavior, inappropriate behavior, ete.” In conurast 1o
other studies, chronicity, commitment and race appeared 10 be clearly
related 1o the incidence of seclusion, vet statistically independent of each
other. The study’s main poin is that seclusion was used primarily to
contain physical violence, a condition representing a valid psychiatric
emergency.

i The third study by Schwab and Lahmeyer (4) used a routine reporting
form as well as a questionnaire W examine seclusion pruspectively in o
gcngrul hospital psychiatric unil in a university teaching huspital. The
setilng mandated d “drug free period” tor each newly admitied paticut (o
aid in the diagnostic assessment and evaluation, a policy decreasing use of
med_icalion in acute management of patient dyscontrol, Out of 142 palticuls
in six months, 52 patients were secluded in an unspecified number of
ep:§0des, 4 percenlage representing 36.6%, a tuirty high percentage in our
series of studies; 18% of patients were also in restraints, The reasons given
by slz_iﬂ' for initiating seclusion frequently presented in a triad; namcly,
“destimulation,” “agitation,” and “poor impulse control.” High census,
youth, and mania were related to seclusion; race was not.

Plutchik, et al. (5) retrospectively studied via chart review 450 patients in
1_hc public sector in a psychiatric teaching unit of o generil hospital. They
found 18 (26%) patients were secluded in contrist 1o an equil number (;1‘
nu.u-sccludcd vontrols. The secluded population was distinguished by uguin
being younger, longer term patients, more ofien schizophrenic. Precipitants
were personal agitation, uncontrolied behavior, and physical aggression
toward other patients. The main purpose of seclusion was given as isolation
from overstimulation and frustration.

Convertino et al. (6), using chart review and suindard report torms,
presented the first systematic examination of inpatient seclusion at a
community mental health center serving a public seclor population. Of a
total of 121 patients, 25 patients (21%) were involved in 56 episodes of
seclusion. These authors found no significant differences between the
sgcluded and randomly selected non-secluded patienis in terms of agy,
diagnosis and sex or ruce.

Wells (7) retrospectively studied seclusion in a psychiatric unit in u
general hospital with public and private sector patients, The eauct study
method was unclear. However 13 patients out of 319 were secluded in an
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unspecified number of episodes tor 4 seclusion rate of 4%, Neurly all
putients received medications during seclusion. Seclusion correlated with
acuteness of illness, schizophrenia and hypomania, The migor precipilant
wias violent behavior unresponsive 1o all uther measures.

Matison and Sacks (8) rerrospecuvely examined a psychiatne yvoluntary
private sector unit in a university hospital. They found 63 patients out of
875 were secluded in an unspecified nuimber of episodes for a seclusion rate
of 7.2%. Compared with 160 controls, younger, disorganized schizophrenic
patients clearly predominated in the secluded group. The leading precipi-
tant was behavior disruptive to the therapeutic environmenlt, closely
tollowed by assaultiveness to others. A problem with seclusion was the
stuff’s vecasional tendency o ™urn ofi’ the monitoring” of paticnls in
seclusion. The authors stress that seclusion is not iselt trealment but a
place where treatment can oceur, particularly a safe setting in which to
allow untipsychotic medication w work,

Binder (9) rewrospectively reported, using chart review, on the use of
seclusion in a public sector inpalient crists intervenuon unit, Of 30 patients,
22 (44%) patients were secluded in 28 episodes of seclusion i u one and a
half month period. Younger, schizophrenic patients predominated, with
leading precipitants being agitation, uncooperaliveness, anger, and a his-
tory of violence. Actual assaull placed 12th in precipitants. The atypical
patient population were unscreened individuals brought in crisis to the
unit, many by police, and were particularly dithicult and dangerous. This
probably accounts for the high rate,

The last and most recent study of seclusion s that of Oldham and his
colleagues (10). which retrospectively examined the records of 313 patients
sequentially admitied w a 25-bed inpatient unit of 4 university psychiatric
hospital. Of these patients, 37 (18%) were secluded. The secluded patients
were more likely than the nonsecluded patients w be younger, never
married, manic, and involuntary patients with a history of previous
hospitalization, The most common precipitant was escalating agitation; the
next most frequent precipitants were threats or assaults against staff and
property damage. Seclusion was more likely 1o oceur earlier in hospitaliza-
tion, and the total seclusion time was less than three hours. The peak
occurrences of seclusion were during the weekdays at times in the day
characterized by unstructured patent ume and by staft’ unavailability
because of meetings and other scheduled duties. The authors concluded
that early and judicious use of seclusion is compalible with modern
hospital work and that patterns of use retlect both clinical and niilicu
paramelers,

Though the literature on systematic reviews ol seckusion is scanty, it
dwarfs the hiterature on restraint. SolotPs studies (11, 12) are the only
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empirical work, though a handful of descriptive/prescriptive articles exist
as well (13, 14) the last of these addressed 1o decreasing use of reswaint.
Some of the previously reviewed seclusion studies include combinations of
seclusion with restraint, but meaningful patierns are ditficult 1o discern, in
part because of obscurity in recording. Since we are limited by space,
readers are directed 1o the longer treatise (1) tor a more exiensive explora-
tion of this topic.

To summarize, younger, more acute and more disturbed males are
secluded on the basis of a clinically dangerous state, a condition relatively
independent of diagnostic and other variables, correlated with staies of
perceptual, cognitive and behavioral disorganization with consequent dis-
ruption of the therapeutic milien. Most importantly, our review specitically
confirms that seclusion is principally used to contain violence and thus
serves 4 legitimate and irceplaceable purpose on the modern inpatient
ward.

Despite the low level of comparability among the subject populations
served in these studies, it is also clear that severity and refractory nature of
the illness, “acuteness™ of setling, and membership of patients in the public
seclor appear to have a gross positive correlation with seclusion.

Since all the studies here reviewed have been descri ptive and none were
truly experimental, we lack empirical evidence of the actual effectiveness of
seclusion or restraint. The Task Force hopes that this conclusion will spur
readers 10 undertake experimental studies designed 1o overcome this
deficiency.

Perhaps the most difficuit issue 10 assess in ihese studies is the fact that
seclusion or restraint never oceur in a ¢ontextual vacuum: each is s much
an event of multivariate eticlogy as other clinical phenomena. All studies
however, do retlect a cluse it between seelusion or restraint as un inleryer-
tion and the various forms of dyscontrol that they are designed w umelio-
rate. These conclusions further appear 1o indicate the need tor uniform and
systematic reporting methodologies, as well as uniform study designs.

C. A Survey of State Mental Health Directors

Through the National Association of State Mental Health Program
Directors, the directors in the 50 states were surveyed concerning their
regulations governing the utilization of seclusion and restraint, They were
asked about the existence of writlen guidelines as well as any clinical
problems or legal challenges w their guidelines. In addition. they were
asked 10 submit a copy of their writlen regulations. Using a work sheet with
items covering various aspects of the seclusion and restraing procedures,
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the Task Force reviewed each submission by the state mentad health
program directors and present the results in this section.

There were 36 (729) responses from the state directors. There were 23
stules with state-wide written regulutions and 20 states with writken regula-
tions established by cach state institution. Thus some states had both siate-
wide as well as individual institutional guidelines. There were only two
stales without any wrilten regulations. Regulations had been challenged in
three states and in two states they were upheld. In the third state the fegal
challenge involved pending litigation over the use of seclusion in a facility
for mentally ill offenders. The suit maintains that there should be some
form of due process reviews in the seclusion of mentally ill offenders.

There were eleven directors who stated that there have been clinical
problems with the implementation of their states’ regulations. These
problems included: 1. whether vnly physicians should be able o order
seclusion ur restraing as uppused 10 other mental health professionals: 2,
excessive lime demands made on physicians w regularly evaluate patients
placed in seclusion/restraint; 3. lime demands on other professional stadt
tor monitoring patients once secluded or restrained: 4. guestions of duru-
on; 5. appropriated indications tor seclusion and restraint; 6. effectivencss
of seclusion; 7. differentiation of medical restraints trom other lypes of
restraints; 8. informing staif’ about written guidelines and making certain
they use proper procedures for implementing and managing seclusion and
restraint; and 9. some stafl’ have questions as to when 10 remove patients
from seclusion or restraint.

In reviewing state regulations submitted, the Task Force was impressed
by the variability in the length and speciticity of written regulations. [t
should be borne in mind, however, that the regukstions submitted were
usually thuse that were state-wide, Lthus raising the possibility that locui
institulions May have more specific regulations in certain states.

Of the respondents, 19 had no definition for seclusion and 23 had no
definition for restraint in their regulations, Of those states defining seclu-
sion, most included the concept of isolation of the patient in a room which
was locked or from which there was no means of leaving. Most of the states,
namely 235, did not mention any differentiation of time out or other
behavior modification from other types of seclusion. However, in cases
where it was mentioned, the states did distinguish 1ime out from other Lypes
of seclusion.

For those state regulutions defining restraints, most agreed that il was i
technique or use of a device 1o restrict or control a patient’s movement,
Five states gave examples of devices fur restraining patients. Four staies
included “chenical restraints,” that is the use of medication for purpuses of
controlting dangerous behavior, in their regulations on restraining patients,
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Most states did nol mentuon whether medical restraints were included in
their definitions, Of the 13 stales mentioning this, eight excluded medical
restraints from their regulations and five stated that medical restraints
should be used following the same regulations covering other restraints.

Most state regulations specified the indications for seclusion and re-
straint, however, nine state regulations did not. Indications for seclusion
and restraint were basically the same. In 23 states indications for seclusion
or restraint were  prevent harm to the patient or other persons. However,
cight regulations included the prevention of substantial property damage
and 1wo included disruption of the wreaument environment as indicualions.
Seven slates mentioned thal seclusion or restrainl was indicated in the
emergency situauon. However, tour allowed that their use could be part of'a
regular treatment plan as well. The rest of the regulations did nutl mention
the issue of use in emergencies versus non-emergency situations.

Most siates required documentation to support the use of seclusion or
restraint. However, states differed in terms of how specific the documenlta-
tion must be and the form it should 1ake, Some merely mentioned that a
progress note should be entered in the patients’ record, while others were
more exlensive in terms of recording precipitating circumstances, rationale,
prior use ot less restrictive intervention, the time the patient was placed in
seclusion or restraint and the duration of the episode. 1n a few states, state
regulations included forms or logs 10 be used tor patients in seclusion or
restraints.

The person empowered 10 order seclusion or restrainl was the physician
in 12 states, and the physician or other protessionals in 11 additional states.
In their regulations submitted, 13 states did not mention who was empow-
ered to order seclusion or restraini. Ifonly a physician was allowed to order
seclusion or restraint, three states indicaied that the physician should
examine the patient and write the order within one hour afier the initiation
of the seclusion or restraint episode, one stale within two hours, four states
within four hours, one state within eight hours and three states within
twelve hours or more.

The maximum time liniit tor cach seclusion or restraint episode tor most
stales was 24 hours, However, tor three states it was eight hours, tor one
state it was tour hours, and for one state it was one hour. Few states limited
the number of episodes of scclusion or restraint for a patient. However,
most did indicate 2 maximum period of seclusion or restraind atter which
an off-unit review would be necessary. For nine states, 24 hours was the
maximum time a patient could be secluded or restrained betore an otf-unit
review took place. However, tor three states any seclusion or restraint
episode lasting longer than eight hours had 1o be called to the attention of a
hospital director. For one state, once seclusion for a patient ended it could
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not be reinstated tor that patient in the nexi two days without a review by
the facility director. Four states required the release of patients from
restrainis every two hours tor a brief period of time. Most regulations did
not comment on the use of PRN orders for seclusion or restraint. Of the 13
regulations with comments about this, only three states allowed orders for
PRN seclusion and only two allowed PRN orders for restraini.

In terms of nursing observations during seclusion or resiraint. most
regulations specified that patients should be ubserved at least every lifieen
minutes. Few indicated what measurements should be done or whut
observations should be recorded. Sixteen of the stute regulanions indicated
thatl a patient in seclusion vr restraint should be given aecess to wileting and
buthing as well as Huids and food. Few specilied tme intervals tor these
tunctions. und une state indicated that a patent should be given sveess w0
toileting every two hours.

Only five state regulations mentioned compiications thal cun oceur from
seclusion or restraint. In most cases this involved oullining security
measures thal must be taken before and during the seclusion or restraint
episode. For example, dangerous objects such as beits, matches or sharp
objects, as well as glasses, shoe laces, cigareties and dangerous ingestable
items should be removed from the patient. The seclusion room should be
tree of potentially dangerous roum furnishings. Suome stated that the dignity
ol the patient should be preserved during the seclusion or restraint episode.

Only vight states gave detailed recommendations about wehnigues for
safely placing patients in seclusion and/or restraint. Eight states gave some
specitications of the seclusion room. These included general specitications
such as the seclusion room should be large enough as not 1o be conidlning
but not so large as w be vverwhelming or that it should be inspected
regularly and, of course, be sanitary and appropriately heated or cooled.

With regard to techniques of sately placing patients in resirainls, recom-
mendations included assurances that personnel and equipment are ready
before beginning the episode and that any potentially dangerous items
should be removed trom personnel: for example, jewelry or glasses. Several
states were very specific about maneuvers 1o restrain patients and one
itemized wehniques that were not permissible,

Lust, only lour state regulations indicated who is responsibile for ending
the seclusion and restraint episude. In all four regulations a nurse or vther
professional st present were the persons respoisible tor ending the
seclusion or restraint episude, ahthough guidelines tor dewermiining whetler
the episode should be terminated were nut given.

To summarize, most respondents indicated that their states had wriuen
regulalions concerning the sechusion and restraint ol psychiawne pulients
and submitted these guidelines for review. Of course, we have considered
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the pussibility that directors in states without regulations were more likely
not 1o respond to the survey. Few states reported legal challenge of the
regulations, but a number did report problems with implementation of
their regulations.

Most states agreed on basic indications for seclusion and restraint,
namely to prevent harm Lo the patient or other persons. Few mentioned
more controversial areas such as use in non-emergency situations, before a
dangerous act has occurred, use on a PRN basis, use for the protection of
the treatment environment and in behavior modification programs. They
agreed that an off-unit review should 1ake place afier a patient was secluded
or restrained beyond a certain time period, usually 24 hours, and that a
patient should be monitored while in seclusion or restraint, namely every
15 minutes. Most commented in general terms on the basic bodily needs of
patients in seclusion or restraint.

There was great variability in very lmporiant aspects of seclusion and
restraint such as who is enipowered 1o order these procedures and the time
in which a physician should see the patient once an emergency has resulted
in seclusion or restraint. There were important omissions in the regulations
of many slates such as documentation of seciusion or restraini. Only a few
states had regulations which suggesied an understanding of the imponance
of appropriate techniques for using sectusion or restraint as well as possible
complications that can arise from their use.

This survey further supports the national need for comprehensive,
widely disseminaled, and, hopetully, fully implemented guidelines for the
scelusion and restraint of patients. These regulations from 4 number of
states, along with a review of the literature and the experiences of the
members and consultants of the Task Foree, have tormed the base fur the
guidelines that tollow,

D. Legal Aspects of Seclusion and Restraint

The law of seclusion and restraint revolves largely around the 1932
Supreme Court case of Youugberg v. Roneo. (15) Romeo, a profoundly
retarded man, was committed in Pennsylvania to the Pennhurst State
School and Hospital. While at Pennhurst, Romeo was injured on numerous
vceasions, due sometimes to his own violenee and due at other Limes to the
reactions of the residents to him. Furthermore, Romeo was ofien physically
restrained while at Pennhurst, Cluiming that his constitutional rights had
been violated, Romeo sued the institutional administrators for damages.
Romeu clatmed he had a constitutional right 1o safety, 1w treedom of
movement, and 10 training.

SECLUSION AND RESTRAINT

The Supreme Court ruled that committed patients are entitled constilu-
tonally 1o personal security and w freedom from bodily restraint, although.
as will be seen, the Court qualifies those rights considerably. The Court
construed even more narrowly Romeo’s right (o waining or “habilitution.”
Since Romeu was so protoundly retarded that no amount of training would
enabie him o leave the institution, the case did not raise the question
whether a patient has a right 1o treatment 1o facilitate his release. Similarly,
the case did not preseni the question whether a patient possesses a general
right 1o habilitation per se, Instead, the case presented only the question
whether a patient is entitled 1o training in order 10 avoid unconstitutional
infringement of his rights 10 bodily sately and freedom from physical
restraint. In that narrow context. the Court upheld a right (o training,. It tor
example. traiming in seli-care mught reduce 4 patent’s frustration and
theretore seemingly reduve his aggressivity (and correlative need 1o be
restrained), o right 10 training would probably be in order. In the Court’s
words (pp. 2462-24063) It may weli be unreusonable not o provide
training when training could signiticuntly reduce the need for restraings or
the likelihood of violence.”

Although the Supreme Court found patienis o pussess an interest in
safety, an interest in freedom from bodily restraint, and, to a lesser extent,
an interest in habilivation, the Court recognized that these interesis are far
from absolute and that in fact the interests in bodily safety and bodily
freedom are to some exteni even in conflict (p. 2460). Cognizani of
management concerns, the Court commenied (p. 2460):

In operating an institution such as Peanhurst, there are
occasions in which 1t 1s necessary tor the Swate o
restrain the movement of residents—ior exumple, to
protect them as well as others tfrom violence. Simitlar
restiaints may also be appropriale in a training pro-
gram. And an institution can not protect its residents
from all danger of vivlence it it is 1o permit them 1o
have any freedom of movement,

Accordingly, the Court noted that “the question...is not simply
whether a liberty interest has been infringed but whether the extent or
nature of the restraint or lack of absolute safety is such as to violate due pro-
cess” (p. 2460). In answering the question whether a state has unconstitu-
tionally infringed a patient’s rights, the Coun employed a standard purticu-
larly deferential to clinical judgment. Eager to avoid burdening unduly the
administration of insututions and W avoid restricting unnecessanly the
exercise of professional judgment regarding patient needs, the Cournt
adopted a constitutional standurd that requires only thut “the courts make
certain that professional judgment in fact was exercised” (p. 2461). Thus,
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since “administrators, and particularly professionul personnel, should not
be required to make each decision in the shadow of un action for damages”
(p. 2463), Romeo makes plain that if a lawsuit alleging constitutional
deprivation is filed following the seclusion or restraim of a patient, “the
decision, if made by a professional, is presumiively valid” and *liability
may be imposed only when the decision by the professional is such a
substantial departure from accepted professional judgment, practice or
standard as to demonstrate that the person responsible actually did not base
the decision on such a judgment™ (p. 2462).

Perhaps the most important point about Youngberg v. Romeo is not the
precise rule of law unnounced by the case bul rather its general and clear-cut
attitude about the propriety of deferring 1w protessional judgments and
clinical considerations. The ensuing discussion will focus un some of the
more commonly discussed uses of seclusion and restraint. The discussion
will seek 10 analyze the exient 10 which those uses would be sunctioned by
Raomieo or by related rules of law.

Emergencies—Surely, where a patient, whether voluntary or involuntary,
is regarded as posing an immediate threat of violence 10 self or others,
Romeo teaches that legal and ethical concerns will give substantial flexibil-
ity to clinicians. Clinicians then possess substantial Hexibility in “emer-
geney” situations, Perhaps the most clear-cut definition of an emergency is
4 substantial danger of imminem and serivus viclence 1o oneself or 10
others. Presumably, however, emergency restrictive action would also be
Justified o prevent some serious situations not involving personal vio-
lence, One example might be to terminate unconirollable excitemeni likel y
W lead to exhaustion. Moreover, Rumeo’s flavor, and its concern for
institutional administration, suggests thal emergency seclusion or restraint
may well be warramed w0 prevent behavior that would be seriously
destruciive 10 the physical environment or seriously disruptive 10 the
therapeutic environment.

ideally, 10 ensure that emergency action is being taken only in true
emergencies, the faclors suggesting the need for emergency action should be
clearly documented. The easiest case 10 document is where emergency
action follows a subject’s actual violent conduct or a serious threat or
atlempt 1o engage in viclent behavior, A somewhatl more difficull case is
presented where a clinician concludes on the basis of clinical judgment that
emergency intervention is reguired. Even before Ronieo, however, legal
cases defining emergency action did not seem 10 require a specific violent
act, threat, or attempt on the part of the subject. One case. for cxample,
referred only to sudden, significant changes in the patient’s condition that
gave rise 1o the danger of violent conduct. Romeo will presumably under-
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score the propriely of using clinical judgment in such instunces, particubarly
where experience with a given patient suggests that engaging in ceriuin
specified behaviors is, tor that particular patient, 4 precursor W violence or
to other serious uncontroliable behavior, Documentation and atier-the-fact
review will, however, be easier in cases where overt violent action on the
subject’s part has occurred and is recorded.

Behavior Therapy and Technigues Resenibling Sectusion and Resiraing

The use of seclusion and restraint in aon-entergency situgtions is, even
afler Ruimeo, considerably more complex and unsettled than it is in
situations of emergency. In large part, that is because u prime nun-
emergency use of methods closely resembling seclusion and restraint is tor
purpuses ot behavior therapy, Accordingly, such use of seclusion and
restraint-like methods is actually part of the larger question ol committed
patient’s possible right 10 refuse various surts of intrusive or restriclive non-
emergency reatment (@ voluntacy patient would presumably have u choice
of accepting treatment or of keaving the hospital). The law regarding the
right 10 refuse treatment is itselt very tar from seuled. In the context of
psychotropic medication, the right to refuse treatment question was re-
cently presented to the Supreme Court in Mills v. Rogers (16) in 1982, but
the Court devided the case on other grounds, thus leaving the mujor
substuntive question unaddressed.

The essential legal features reluting v behavior therapy and seclusion
and restragint-like techniques such as lovked time-out and contingent
restraint may be summuarized as {ollows;

I If a restrictive behavioral technigue such as locked limc-out or
contingent restraint is used as pan of a behaviorul program and is invoked
only when one is chgaging in or believed likely 1o enguge in serivusly
dangerous, disruptive, or destructive behavior, the program, though explic-
itly therapeutic in design, will likely be sustained under Runreo’s principles
of emergency management.

2. If a restrictive behavioral 1echnique such as locked time-out or
contingent restraint is used in a program designed 1o reduce target
behaviors that are #or seriously dangerous, disruplive, or destructive (e.g.,
sloppy eating or self-care behaviors), the restrictive action witl not be casily
sustiined by the emergency manugement rationale. Such o case will raise
the guestion of the right of a patient, particularly o competent patient,
refuse won-cimergency restrictive wreaument modalities. That guestion has
not yet been squarely addressed by the Supreme Court and remains legally
risky. Such use of locked time-out and contingent restraint is not, however,
generally regarded by protessionats as chinically indicuted.

3. If a seclusion or restraint-like measure is employed following a 1arget
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behavior that is seriously dangerous, destructive, or disruptive, but is
employed only after the incident is already over (rather than where the
incident is ongoing or predicted), the emergency action rationale should
again be unavailable. Such use of seclusion or restraint would, therefore,
raise the question posed above and mighi also raise the question whether
the use is actually a punitive one—a use which, for reasons discussed in the
brief subsection below, is not generally advocated.

Punishinent, Discipline, und Criminal Law Analogies

[1 may not be per se¢ impermissible o punish mental patients, so long us
they are punished for rule-breaking behavior and not tor their status of
being mentally ill. If they are punished, however, due process protections
wilt probably need 1o be imported from the correctionat arena to the mental
health setting. Thus, there will be & need for some sort of due provess tact
finding mechanism or hearing, some necessity for rather clearly promul-
gated rules of behavioral prescriptions, of appropriate penalties and so
torth.

Yei, constructing such a system may run inio real ditheulty. If disciplin-
ary hearings are analogized to a criminal trial, there is the question whether
a mentally diswurbed patient would be “competent 10 stand trial” and the
further question whether the patient’s mental illness should make him
“nonresponsible” for the behavioral infraction. The mere fact of mental
illness does not, of course, establish incompetence 10 stand wrial or
nonresponsibility for offenses. Yet, it will often be difficull w establish that
a patient is not being punished for his status of being a putient. [nany event,
the law and the public may look askance at attempts 1o punish those who
are in a mental health setting for treatment.

To summuarize tfrom the preceding analysis, a few points deserve 1o be
isulated and reiterated. First, Romeo suggests thut clinicians will possess a
great deal of legal leeway in administering seclusion and restrainis in
emergency situations. Second, the punitive use of seclusion and restraints,
while conceptually possible, bristles with clinical, legal, ethical, and policy
ditticuliics and should not ordinarily be resorted 1o0. Third, the propriety
and practicality of using seclusion and restraint-type procedures explicily
for treatment purposes is, al the moment, quite unclear, pariicularly with
regard 10 competent patients. Nonetheless, ifan approved behavior therapy
program secks 1o use methods such as locked tine-out and contingent
restrainl only with regard to patients engaging in or aboul to engage in
behavior that is seriously dangerous, destructive, or disruptive, the pro-
gram would presumably be sufficienily akin to an emergency management
technique 10 be sustained as such under the reasoning of Runivo.

1I - Indications and Contraindications

The clinician experienced with inpatient work can readily recognize that
seclusion and restraint fit into the definition of patient management in that
they have indications and contraindications. The clinician managing a
ward practices conservatively by secluding early, that is, by maintaining a
tow threshold for seclusion it there is any doubt about its indication.
Therefore, in applying these guidelines, the Task Foree recommends
exercise of reasunable chnical Judgment rather than use ot rigid regulations,
statutes of checklists, We behieve that the judgment of eaperienced profes-
sionals on the scene is the fuctor most consistent with sound care of the
patient.

Indications jor Seclusion and Restraint:

1. To prevent imminent harm to the patient or other persons when other
means of control are not effective or appropriale;

2. To prevent serious disruption of the treatment program or signiticant
damage to the physicdl environment:

3. For treaiment as part of an vngoing plan of behavior therapy (discussed
separutely in Chapler 1V),

4. Tu decrease the stimuliation o paticnd receives;

3. Use at the request ol a patient.

Clinical Issuey

The patient can be a danger 16 him or herselt in two ways: first, in terms
of deliberate suicidal acts or selt-mutilation: or second, by a degree of
excitement or behavioral dyscontrol which, if it continues, will result in
exhaustion or injury. The patient can be a danger to others by deliberately
trying 10 harm them through assault, using a weapon or, in other ways,
intentionally endangering them:; or harming others unintentonally as o
result of imarked disorganization of behavior

Likewise, significant damage 1o the physical environment or the dumage
the environment are ofien the resull of psychotic thinking on a functional
or organic basis, involving a number of tamiliar clinical entities. Most
commonly this is mamiested as paranoid delusional thoughts where the
assaull is scen by the patient as self defense against stafl, other patients or
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environmental forces, which are perceived as intending 1o harm the patient.
In cases of grossly disorganized behavior there is ofien incoherent speech,
flailing or hyperactivity, fecal smearing and incontinence, wordless scream-
ing or other manifestations. In some settings willful and/or non- psychotic
violence is valid grounds for administrative discharge rather than seclusion
or l't‘bl['dll']l

I the etiology tor the disorganized violent behuvior is not knowa,
seclusion or restraint may be indicated o maintain the patient in a safe and

secure setling so as to pertorm the requisite evaluation in a drug-free stie if

needed and to make possible observation over time and sate differentiation
of toxic from functional states. In addition, a violent patienl may be
preferentially managed in seclusion and restraint because of medical illness
or drug allergies which would preclude the use of certain medications 1o
treat the condition underlying the violent behavior,

Under certain circumstances, seclusion of a patient may be indicated for
both the patient’s benefit and that of the environment. The delicate balance
of competing interests (namely the patient, other patients, the milieu,) is
ofien diflicult to achieve. Patients who are seriously disruptive to the
environment or who are seriously interfering with the rights of other
patients generally do so because of the underlying disease process. Certuin
events, such as uncontrollable screaming or abuse, public masturbation,
denudative behavior, uncontrolled intrusiveness on others or fecal smvar-
ing, may indeed constituie indications for seclusion or restraint thui derive
from need for a therapeutic environment, but clearly these symploms also
convey the patient’s own need for external controls.

Many siaff’ use seclusion or restraint procedures in anticipation of

imminent dangerous behavior by the patient. With appropriate documen-
tation, statl may rely on the patient’s known history of violent episodes and
their known predecessors, such as escalating, excited motor behavior,
increase in muscle 1one or generalized tension, pacing, loud or profiune
speech and the like,

In using seclusion or restraint, the stalf should have considered or tied
uther means of control, particularly verbal and environmental inweryen-
tions. Prosocial behavior oceurs in the contexi of a humane, stimulating,
and nummlmng therapeutic environment. The first step in a therapeutic
environment is 1o ensure that patients have Commumg opportunities 1o
participate in their environment, to become engaged in activities, and 10
talk or interact with siaff and other patients. Stafl” should be trained,
encouraged, and supervised to optimize their social engagement with
patients, This must take into account, on one hand the well-known
relationship between overstimulation and symptomatic exacerbation in
psychotic disorders and on the other hand understimulation and the social
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breakdown syndrome with social withdrawal, poverty of speech, passivity
and slovenhiness. Thus it is necessury to design environment and individual
treatment programs that fit the tolerance and need for social stimulation of
patients with various disorders.

Recreational materials and structured activities should be readily avail-
abie on all inpatient and day hospital units. Some patients need assistance
and prompting 10 productively engage in the use of recreationul and
rehabilitutive aetivities. Thus, a continuum of active vutreach by suatl is
necessary o ensure that putients are enguged in an appropriate tevel of
activity, given their deficits, assels, and symplomalic handicaps. A thera-
peutic environinent then, would not only prevent the loss ot skiils through
patients’ institutional nonuse, but would also structure and reinforee the
practice of sucial, recreational and role skills that a patient needs tfor
adapting to the hospital and 10 the community.

In terms of other aliernatives, the use of medication as opposed to
seclusion or restraint cannot meaningfully be seen in the contexi of which is
less restrictive (17). the decision as 10 whether one uses medication,
seclusion, restraint or other modalities 1o control dangerous behavior must
be made in terms of the individual patiem. For example, the use of
nedroleptic medication 1 control dangerous behavior in the mentally
retarded may not be us desirable as using restraint or seclusion first. Yol use
of medications first may well suit treatment of an unmedicated paranoid
schizophrenic patient who 1s acting on his paranoid delusions. This point is
discussed turther in Chapter V-C on the developmemally disabled.

Seclusion nmay be used for decreasing stimulation, usualily for psychotic
patients; the quivt atmosphere of the sechusion reom may be a relief trom
sensory overtoad found in some clinical siates (18). This may be an
experience, as one patient described it, similar 1o that of being in *a
combined rock concert and light show while having your skin sandpapered
al the samie time.” Sectuding a putient for this indication must not be done
casually, but rather be used in severe cases or 10 prevent escalation to
violent behavior,

Secluding or restraining a paticnt ou the paticnl’s owi Tequest represents
a valid indication governed by cenain caveats. The patient’s wish o be in
seclusion may be a responsible attenipt w avert an incipient or escalating
state which might result in dangerous behavior, or 0 prevent sensory
overload. However, especially with patients with borderline personality,
voluntary self-seclusion may serve regressive pathologic, rather than thera-
peutics ends. Other maladaptive requests for seclusion include those of the
adolescent allempting to test the limits of siaff’ tolerance or 1o foster a
“macho™ self image. Thus, the clinical differentiation of the meaning of a
request lor seclusion may require that some patienis’ requests for seclusion
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be refused and that ahiernative interventions or hospital locates be offered.

Finally, the use of seclusion and restraint as pan of a regular behavior
treatment program is described later in this Task Force report. Use in this
regard diflers from the other indications in that it is planned beforehand
and monilored so as to lead to a long term change in the patient’s pattern of
responding rather than as only a method of addressing immediate con-
cerns.

Clinical Contraindications

Seclusion or restraint may be contraindicated when prectuded by the
patient’s clinical condition. The patient’s unsiable medical status, resulting
from infection, cardiac illness, disorders of thermoregulation or metabolic
illness, and some orthopedic conditions,may make restraint preterable. En
some neurologic conditions, including encephalitis, deliria and dementia,
the patient’s vulnerability to sensory deprivation as a pathogenic force may
lead 10 worsening of the 101al clinical siate contraindicating seciusion (19).

Other situations representing relative contraindications to seclusion
include: patients experiencing a paradoxical excitement reaction 1o pheno-
thiazine medication; patients who have just taken overdoses and require
close moniloring; patients presenting with the symptoms of serious and
uncontroilable self-abuse and self-mutilation; and the environmental prob-
lem of seclusion rooms that cannot be sufficiently cooled on hot days for
patients on drugs, tor example, phenothiazines, which impair thermoregu-
lation,

With physical vestraint, u pussible adverse eftect is circulatory obstrue-
tion, whichk cun be minimized by temporarily releasing one of four puint
restraints every 15 minutes. Ifa patient is lying on his buck while restrained,
one must guard against aspiration by constant monitoring.

Seclusion of a patient as a purely punitive response is contraindicated.
Similarty, absent a patient’s specific clinical needs, a patient should never
be secluded: 1. for the pure comion or convenience of the stuff, though, as
noled above, it is common for patient and siafl distress o coexist; 2. for
mere mild obnoxiousness, rudeness or other unpleasantness by the putient
tu others:; 3. for staffanxiely alone, though the distinetion of this stute from
contagion of the patient’s own anxiety is not always easy to make on the
clinical scene, or 4, solely because of factors in ward dynamics. The Task
Force does not condone excessive or poorly implemented seclusion or
restraint resulting from inadequate statfing or other resources.

HI - Emergency Use of Seclusion and Restraint

Initiation of'a restraint procedure or placement of a patient in seclusion is
usually an emergency procedure carried out by nursing and other profes-
sional staff’ in accord with established hospital policy for seclusion and
restraint. Nevertheless, such “hands-on™ procedures (other than for pur-
poses described in Chapter V) require a physician’s review and order tor
continuation. The physician should be notified as soon us possible, und
preferably within the hour. For the first episode of seclusion and restraint,
the physician should see the patient, wusually within three howes and
preferably within one howr after an initiation of the seclusion or resiraint
episode. The Task Force emphasizes that the timely examination of the
patient W assess indications and possible contraindicutions of seclusion or
restraint is essential and part ot good medical practice. When notified by
telephone, the physician should indicate his approval pending personal
examination of the patient. During the visit the physician will document
this in the patient’s record. This episode will be reviewed by the patient’s
physician and treatment team. For each subsequent seclusion or restraint
episode for that patient, a physician will be notified within the hour
However, the physician will exercise professional judgment as 1o whether a
visil 1s needed and will indicate any special precautions which must be
taken or monitoring which must be done by the nursing or other profes-
sional siuff.

Physiciun Monitoring

The physician should see a secluded or restrained patient as frequently as
necessary to monitor any changes in the patient’s physical or memal status.
Frequency of these visits may vary, however a minimunt of two visits d day,
approximately 12 howrs apart seems reasonable. Obviously, some patients
will require more frequent visits, for example, patients with concurrent
medtcal problems, patients receiving medical treaiment which may com-
plicate seelusion or restraint, cases of organic brain syndrome, such as those
related 1o drugs or alcohol and silations where hyperthermia may oceur.
When the physician sees the patient. the order tor seclusion or restraint
should be reviewed and the need tor cuntinued seclusion or restraint should
be documented in the patient’s record.
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Time Parameters

A physician’s order is generally valid for 12 hours. The physician should
examine the patient and document in the patient’s record the justification
for continued seclusion or restraint taking into account the mental and
physical status and degree of agitation, adverse effects of seclusion (physical
and emotional), and other factors such as statf and their ability 10 handle
the patient. The Task Force recognizes that in some busy institutions which
handle large numbers of violent patients, more than one individual will be
in seclusion or restraint. This severely ests the stafl”s capuacily to handie
other unsecluded agitated patiens because of the need for observations and
toileting of those who are secluded or restrained. Thus hard and fast rules
cannot be easily established; if the physician can document that nursing
staff are unable 10 handle the patient a1 that point and time, this provides
some limited justification for continued restraint or seclusion. The aciual
condition of the ward and its composition must be considered before a
patient is safely released from seclusion or restraint. Although this decision
must be made with the patient’s condition primarily in mind, 11 is good
clinical practice 10 consider available resources and the ward situation.

If seclusion or restraint is used in excess of 72 consecutive hours for a
patient, the director of the hospital or designee must review snd approve
continued use.

General Comments About Restraint and Seclusion Maneuvers

The Task Force makes the following recommendations concerning the
maneuvers tor restraint and seclusion, based upon the realization that
unitorm techniques are lacking nativnwide.

First, the wechnigue of restraint practice within a particular facility should
be rehearsed and approved by the hospital staff, including the chief of
service of the institution, If the particular wechnique and modality such as
four point leather restrainis or wet packs is viewed as normal practice, that
should be specifically noted in the policy manugl of the hospital and be
disseminaled to all members of the clinical stall as part of the service
training. Written instruction, photographs, and videotapes are desirable,
The Task Force calls attention 10 the model program developed by Lion
and his colleagues to teach restraint techniques.

Certitication of mental health personnel in restraint and seclusion tech-
niques is currenily being carried out by the Department of Heahth and
Mental Hygiene of Maryland under the Violence Evaluation and Manage-
ment Training Grant. Practice sessions 1n the sate and effective use of
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restraint garments as well as certain "lake-down” procedures are given vit i
regular basis to key state mental health employees who in turn teach the
skills 1o their fellow hospital workers, For further information concerning
this program. contact John R. Lion, M.D. or Denis J. Madden, Ph.D.,
Depariment of Psychiatry, University of Maryland Hospital, Ballimore,
MD 21201 (301) 528-6473 or 358-4204, A variely of restraint devices exists
on the market and the Maryland group has also compiled a “formulary™ of
appliances such us Velero and leather himb restraints, body vests, and full
body jackels.

Second. the Tusk Force recommends that legal representatives tor the
nstitution be consulied regarding the use of the particular restraint incth-
ods and their acceptability within the prevailing regulations and laws of the
hospital and state.

Third, the Task Force recommends thal specitic instruclurs on restraint
and seclusion be designated within a hospital tacility to teach these skills 1o
both new clinical siaff and as part of in-service Lraining.

Specific Techniques of Seclusion and Restraint

The implementation of seclusion and restraint procedures place statf and
paticnts al high risk for injury. Lion has reported thut halt ot all assaults
upon stutl oceur during the process of secluding or resiraining disruptive
pativats, or in the munagement ol the seclusion. (20) The proper execution
of u predetermined and well rehearsed set of actions can minimize this risk.
Several important principles ot seclusion and restraint lechnigques apply o
most clinical settings and warrant specific review:

i. Once the decision has been made 1o proceed with seclusion or restraint
of an agitated or disruptive patient, a seclusion or restraint “leader™ is
chosen among available clinical siaff.

2. Suthicient personnel, at least one person per limb and the leader, must
be gathered to present the patient with a “show of torce;” that is, sutficient
manpower to assure that the orders of the staff will be tollowed and can be
enforced by physical means should the patient refuse w comply. While
psychologically intimidating, the show ot turce need nol be displiayved in a
humiliating or threatening manner, Rather than appear “combat ready,”
the supporting statl’ should convey an air of contidence and calm, a
measured control, reflecting a detached and protessional approach to a
routine and familiar procedure.

3. A seclusion monitor is designated o clear the area of other patients and
physical obstructions to entering the seclusion room. In addition, the
monttor stands clear of the physical action, noting any and all injuries or
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ditficulties with physical weehnique. aliow ing 1or an gecurale critique of the
seclusion procedure atler the event.

4. This confrontation with the patient begins with a clear statenment of

purpuose and rationale for the seclusion or restraint, The patient is given few
and clear behavioral opuons without undue verbal threal or provocation.
Forexample, the patient is told that his or her behavior is out of control and
that a period of seclusion is required o assist the patient Lo regain control,
The patient is then asked to walk quietly 1o the seclusion room accompa-
nied by swafl. Since the decision for scclusion has already been made,
negotiation or psychodynamic interpretation at this junciure is supertluous
and leads only to an escalution of distuptive behavior, potentially aggraval-
ing the violence of the event.

5. At this point the tewm has positoned itselfaround the paticnt in such a
mannei as w atluw rapid access 1 the patient's extremitics. Al a predeter-

mined signal from the leader, physical torce commences, with cach sl

member seizing and controlling the movement of une extremity. Using
non-injurious physical techmigue, the patient is brought 10 the ground
through backward movement and cach limb restrained at the joint by a
member of the team. The patient’s head must be controlled 10 prevent
biting. This may be accomplished by crossing the arms over the head,
creating a vise. An additional advantage of this muneuver is that a single
aullendant may control both arms and head simuhancously while the
patient is recumbeni.

6. With the pauent completely restrained on the ground, additional sl

may be cadled 1 secure the Himbs and w prepare 1o move the patient w the
seclusion rvom or to apply the mechanical restraints desired. 1o the mos:
violent of cases, this may require addivonal stalf’ o physically Ll the
puticnt in the recumbent position with arms pinned to sides. legs lickd
tightly 2l the knees, head controlled. with Lt applicd unitormly w the back.
the hips and legs. More compliant patients iy be walked o seclusion with
adequate control over both arms.

7. Once the patient is in seclusion. he/she is positioned on hisfher back
with the head toward the seclusion door and ieet i the opposite direction.
Street clothes are removed, with special attention paid 1o rings, belts, shovs
and other potentially desiructive objects. Medication may be injected at
this ume while the patient is physically restrained. For the most violent
putients, the cross arm-vise maneuver is again estublished. allowing one
attendunt to control head and both arms in prepuration for leaving the
seclusion room, The swfl exit in a coordinated tashion, vine at o lime,
releasing legs first, arms last, the final staff member moving backward out
of the seclusion room door, which is quickly secured,

3. A debricting follows cach seclusion or restraint mancuser. The seclu-
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stoll nomilor feviews e wehnigue wd progress of the event, allowing an
vinotional releise o wension dor the sl members. The event should be
discussed openly among the paticnt popudation W ullay or uncoser lears
associated with tie eruption of violenee and statt use of loree.

Observation

During the period of tine the patient is in seclusion or resiraing observi-
tions regarding behavior should be made every 15 minutes by members of
the nursing stalll In the past, such observations have been traditionally
reterred Lo as “checks™ which wre olten made by simply looking through the
observation gliss winduw of the seclusion room, For severely agitawed or
vivlent patients. such “checks™ may be the only feusible mcthod of obsers -
tion short of upening the seclusion rooin door wnd placing the nursing stat’
al risk for injurs.

Visual checks usually include description of the paticnts behas ior tor
eaample “pacing, yelling™ and mwerely ascertaining that the patient is not
injuring himself/herself by such maneuvers as banging his/her ead on the
wall, or attempting to destroy a wail in the seclusion room. The Task Foree
recommends that once a patient s quiescent, direct observation with the
secluston room duor open be made so that the stale of the patient and a de-
seription of verbal interchange can be documenied on the patient’s chart. A
direct visitulion should oceur no less than every two howrs for previously
ggitated patients or those who have received psychotropic medication in
addinon to being placed in seclusion. Obseryations serve w ascertain the
sately ol the puticnt and to make sure that he/she is not at physical vish for
injury through excessive agittion and exhaustion or through seit-mutila-
tion or selt=destructive activities. The second reason for vbservation relates
to the ussessment tor the remos al from seckusion which wilk be discussed
below,

Cure of the Patient

Toileting of the pauent should be allowed wt least every four hours. The
design of some seclusion room facilities is such that the physical exiting of
the patient may be nevessary i order w0 accomplish this or, the patient nuay
have w be removed frony restraint des ices. In situations where this cannol
be carried out lor reasons ofdanger, wileting can be done through the use of
a bed pan. Privacy is problemaltic here,

Mueals should be brought o the patient at regular intervals when the

(3%
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remainder of the ward is served. All articles should be blunt; plastic knives
and forks can be used as weapons. Meal time can be dangerous for
belligerent patients who can use food as a weapon. In certain rare instances
with severely regressed patients, the food tray may be placed within the
room and the patient may be allowed access 10 it withoul staff persons
being present. However, the rationale for this solitary meal should be
strictly documented in nursing notes; whenever possible, feeding should be
a lime of interaction between patient and staff,

The proper administration of tluids is particulurly important tor paticnts
in restraint or seclusion who may perspire profusely and be prone 1o
dehydration. Documentation of fluid intake, though often dithicutt with
regressed patients, is stull requisite.

Safety of the Patient and Staff’

A full awareness should exist regarding the hazards of the seclusion room.
Theoretically, the seclusion room is an empty cubical with a high ceiling
and recessed lamp fixtures. All walls and ceilings should be made of
material that cannot be gouged out by a patient’s intent upon harming
himseltyherselt. For exumple, plaster board walls are not acceptable.
Protuberances such as oxygen jets are dangerous. Windows must be
construcled of satety plexiglass or otherwise shielded frum breskage. The
matiress itself, the only “turnishing™ of such a room should be construcied
of’ durable toam and not fiber or other substance which the patient could
conceivably use 10 hang or suffocate with. The matiress should not be
flammable. Patients should always be searched belore being placed alone in
seclusion.

Patients in seclusion may exhaust themselves from physical aclivity, A
hyperpyreti¢ response, resulting from the cumulative effect of exertion and
medication is a risk. Somatic exhaustion is also a potential hazard. Other
hazards include fractures and selt-mutilation. These are discussed further in
anather section,

There exist some severely regressed patieats who are menstruating or
prone 1o fecal soiling. While not dangerous, such behaviors are ofien
sufficiently repugnani 10 others to cause avoidance. Hence, the patient is
ignored and approached with wepidation. Negligence is thus a potential
hazard in the seciusion of such patients. :

There exists the possibility of a worsening of'a psychosis due 1o decreased
sensory stimulation inherent in seclusion room use. The patient may
become more delusional as a tunction of being alone and isolated. It has
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been suggested that the emotional impact of seclusion is severe and somwe
debriefing” is necessary foilowing removal from seclusion 10 mitigate
against painful memories.

Removal from Sectusion and Restraint

Patients may be released from seclusion when the goals of the treatment
hiave been achieved; that is, the patient’s behavior is under control and no
longer poses a threat o self” or others or a further disruption 1o the
therapeutic miliew. How may this best be determined? The ability of u
patient to control hisfher behavior is vbserved many times during the
course uf seclusion. Al each entry into the seclusion room tor the purpuse of
teeding, bathing or examining the patient, responsiveness 1o verbal direc
tion may be judged. The first entries into the seclusion room should be
preceded by specific behavioral requests, For example, the patient may be
asked to sit on the floor against the wall tarthest from the door to minimize
any powential act of aggression. In the case of exiremely threalening or
violent patients, seclusion is alwuys entered with a repeat show of foree, If
the patient remains a dunger despite aggressive and rapid neuroleplization,
consideration must be given o 1he concomilant use of mechanical re-
straints or seduling medication W niinimize injury in curing for the paticit.
However the Task Foree cuutions against impatience which may needlessly
result in polypharmacy and side efieets. Couperation with physical exanu-
nations, psychiatric interviews, medical procedures, bathing and lileling,
wogether with nursing observations and assessments of the patient's behay-
iur will develop o data base for making the decision 1o wean Lhe patient
from seclusion. Likewise. the patient in restrainis should be gradually
released in the case of four point restraints,

Medication

The conjoint use of medivation with restraint or seclusion depends upoi
the nature of the condition, degree of ugitation and the gualitative nature of
the aggressiveness. If the patient is flagrantly psychotic or in an extremely
agituted manic stale, medication may be indicaed. Medication, if rutio-
nally used. may shorten the length of stay in seclusion by helping the paticnt
Lo guin mastery und control over aggressive urges, One hazard. however, of
medication of assaultive patients involves the “snow phenomenon™
whereby the patient is rendered so lethargic and helpless by drugs that he
becomes disorganized and combative as a function of organic impairment.
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(21) Clinicians need 1o tread a line between under and over medication and
document specific wrgel symptoms that respond to psychotropic sgents.
The indiscriminate use of parenteral PRN medication should be replaced
by a rationale fixed dosc plan which allows the physician 10 cvuluulg the
patient #t regular intervals with regimens. With PRN dosages, the paticnts
can receive widely varying dosages as a funcuon of nursing shifts. This
makes assessment problematic. Some patients in seclusion can be otfered
medication orally; this may be preferable to the repetitive and demeaning
injection of medication (o a patient who is in restraint or in sectusion.

Clinicians involved in the care of violent patienis should be familiar with
rapid neuroleptization 1echniques primarity described for haloperidol. (22J‘
This technigue utilizes the repetiuve adminisiration of small amounts of
medication until some degree of control is achieved by the patient over
violent impulses. The use of parenteral medication is rarely curative of un
underlying psychosis but is used basically (o induce symiptomalic improve-
ments. Further and more vigorous treatment must ensue betore the core
symptoms such as delusions and hallucinations abate.

Other Uses of Restraint und Seclusion

It is possible 1o use various restraint devices 1n a creative tashion which
allows the patient to mingle with others on a ward or within the room. The
use of garments which restrain extremities or bind patients to a whcclch_air
may allow that individual w participate in group meetings and receive
milicu enrichment which he/she might otherwise not oblain i placed in the
isolation of a seclusion room.
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IV - Behavior Analysis and Therapy and Restrictive
Procedures

Clinicians skilled in behavior analysis and therapy employ procedures
similar 10 seclusion and restraint for therapeutic purposes within a highly
developed theoretical framework and applied technology. Behavior thera-
pists have given thorough consideration 10 the legal and ethical issues
associated with these interventions. Swundurdized policies and review
provesses have been developed 1o prevent their abuse. On both theoretical
und empirical grounds behavioral analogues to seclusion and restraint
should be considered as distinet from their traditional vounterparts.

Traditional vs Behavioral Applications of Restrictive
Procedures

Traditional and behavioral applications of restrictive interventions con-
verge with respect 10 the behaviors that they deal with, but diverge un the
gouls und implementation of treatments. Both approaches use seclusionary
and restruini-like technigues 1o control highly aggressive, destructive. selt-
injurious. and disruptive actions by patients. In a traditional framework,
however, these procedures are emergencey reactions with ully an immediade
objective—to manage the present outburst and prevent injury or properly
destruction. Behavioral applications, in contrast, are planned wreatment
programs whose details are formulated beforchand and whose objective is
long term change in the patient’s patiern of responding, Because behavioral
applications are treaiment-orienied, parameters of restrictive procedures
are adjusted 1o maximize their impact and programs incorporating these
procedures are monitored 1o evaluate their therapeutic etficacy.

Targe1 behaviors must be objectively specified so that COnsequenyess can
te administered consistently and su that treatment progress can be moni-
lored. Assault could be defined as pushing, shoving, pinching, hitling,
scratching, puiling hair, kicking. biting, spiuing on. ripping, grubbing,
throwing un object ul sumeone, ouching anuthers genital area in public, ur
hanging on to someovne without their consent. By writing ¢lear response
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definitions, professional and nursing staff can reach a consensus us o which
behaviors they will and will not atiend to.

Procedures for Reducing Maladaptive Behavior Through
Prompting and Reinforcement of Appropriate Behavior

Behavioral procedures akin to seclusion and restraint are never applied
alone bul rather are always joined with positive programs o initiate and
mainigin appropriate responses. Inlerventions 1o decrease problem
behaviors should be coupled with une, and preferably more than one. of
these positive techniques.

Token Economies

Token economies are comprehensive treatment programs that harness
most of the available reinforcement in the patient’s environment and,
through structured contingencies, use it to strengthen desired responses (23-
25). Tokens and their back-up rewards are utilized as incentives for
improved self-care, prevocational, academic, and interpersonal behavior.
Truly effective token economies require a milieu thai is ennched beyond
what is customarily avuilable in custodial setting.

Reinforcenent of the Absence of Inapproprivte Behavivr (DRO, DRY, utied
DRL Schedules)

Laboratory research has shown that when behuviors other than a targel
behavior are reinforced on an intensive schedule, the warget behavior will
lessen in frequency. Several variations of this procedure have been devel-
oped and can serve as the cornerstone of behavioral programs aimed at
decelerating aggressive or destructive responses.

|. Differential Reinforcement of Other Behavior (DRO). In a DRO
schedule, rewards are delivered to a patient afler a specific period of ime in
which the maladaptive behavior has not occurred (26-28). In general, DRO
schedules enable a patient o be rewarded for engaging in almost any
behavior other than aggression, and hence capitalize on the unigue and full
repertoire of the individual.

2. Differential Reinforcement of incompatible Behavior (DRI1). The DRI
is a type of DRO schedule where reinforcement is administered for
performance of a specific behavior that is topographically incomputible
with the maladaptive target behavior.

1. Differential Reinforcement of Low Rates ot Responding (DRL). In a
DRL, the patient is reinforced only if a specific period of time has elapsed
since the last episode of the undesired behavior.
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Social SKills training

@g.gre.ssi.vc and destructive behavior can sometimes be an indicator off
dchc:gs mn interpersonal skill. Patients may become violeni and disruptive
to saulsfy their needs, if they are unable to use solicitation, persuasion, and
negotiation. Behavior therapists have used social skills training to promote
inleractive behavior that is both instrumentally effective and contextually
appropriaie.
Fhie Teaching hueraction

‘Mu_ny minor disruptive and pre-uggressive behaviors can be managed
cliccqvclyi through a structured sociul skills training sequence, wrmed e
{mfc/:fng anteraction, which consists of 10U components; L. expression of
aflection (a smile, special greeting, physical conacy, joke); 2. praise tor whil
has been accomplished or for some positive progress or adaptive behavior
ot the paticnt; 3. description of the inappropriate behavior; 4. description of
the appropriate behavior; 5. rationale for the appropriate behavior; 6.
dcscr}ptlon of the present consequences; 7. request for acknowledgment; §.
practice; 9. feedback during practice; praise and correction; 10. reward with
praise and tangible reinforcers or points.
Activery Prograinming

Operating alung the sume principle as 1the DRO schedule, activily

programming encourages the performance ot desired behaviors thereby
replacing aggressive and destructive behayior,

Reducing Dangerous Behavior Through Behavioral
Procedures Likened 1o Seclusion and Restraint

fndicativns jor the Use of Restrictive Behavioral Procedres

A num_ber of 1ssues should be considered when planning a behavieral
intervention for an aggressive, self-injurious, destructive, or disruptive
patient.

‘l. Cun a posilive intervention be used rather than a restrictive one o
etfectively deal with the problem behiavior(s)?

2. Whalt is the relative etfectiveness and restrictiseness ot the ayailable
treaiment procedures?

When behavior therupists apply seclusionary and restraint-like prove-
dures, _lhcy attempl 1o balance the restrictiveness of the intervention against
the seriousness of the problem behavior. This is done both 1o encourage the
use of less restrictive treatments and 10 reserve strong consequences for
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truly harmiul and destruciive responses. Theretfore, more restriclive tech-
niques such as seclusionary lime oul, overcorrection, qu_ cgnungen(;
restraint are only recommended for severe aggressive, self-injurious, an
destructive behaviors. _ ) _ _
3. What are the undesirable short-term side effects that might be assovi-
. i o
ated with a paricutar procedure? _ o
4. How feasible and efficient is the procedure in terms of ils duration,
X 1111 1 11 th ey e 2 )
frequency of administration, and stafting requirements: o
5. Will the procedure benefit the patient’s social, medical, and psychiatn
' . - ~ . o A "
status or operate primarily for the convenence ot smﬂ._ N
6. Has a behavior analysis been performed 10 ascerntain the relationships
between target behaviors and environmental antecedents and conse-
quences?
Continuun of Behavioral Procedures Likened to Seclusion and Restraing
\. Social Extinction _ ] ' ) o
Social extinction refers o the withdrawal of aucntion from & pd'llLil)lll,
immediately contingent upon the putient’s cxiublulng some undcs‘,_lm e
behavior. Extinction is most commonly cmpluym_i wilh mild uggressive or
disruptive behavior not resulting 1n physical injury such. us l}uulg_mng
gestures or loud vocalizations. Social extinction is invariably cumbgmd
with programs 1o selectively atiend 1o prusucm_l and u_cceplable bchuw_gn_s.
The key challenge in implementing an etfective eXunciion progra is i
getting all members of the interdisciplinary treatment ieam Lo be consistent
in ignoring the maladaptive behavior.
2. Sensory Extinction o . - ]
In cases where self-injurious behavior is sel-stimulatory, (lhd! s, wh‘.’re
self-injury is a mechanism by which the patient produces .kmeslhellt,.
tactile. or vestibular stimulation thal is reinforciig) removing sensory
’ 1 N Y " 7 =1 "3 N K
consequences of the response can reduce or eliminate suli-zln_] ury. Sensory
extinction procedures are particularly attracuve as bcl_lznletoxja] {ntu:_\%n-
Lions because they do not interfere with the patient’s participation 1n in_nl%uu
activities, or self-care and they enable stafl'to concurrently provide positive
reinforcement tor adaptive behaviors.
3. Comtingent Observation _ o
In contingent observation, @ putient who has done smnglhmg IRUPPropri-
ate is instructed 10 siep away from the ongoing activity, sit ngarby foru IL\_N
minutes, and watch the appropriate behavior of other patients. (29) ll. is
indicated for minor disruptive acts such as VEI‘bZ‘i] aggression or behayfo_?
conflicting with approved tasks and il is most like_ly 10 i_Je therapeulic |
participation in the ongoing activity is positively reinforcing.
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4. Required Reluxation

In required relaxation. mandatory performance of a response incompati-
ble with the undesired behavior is combined with time-out from reinforce-
ment. (30) At the first sign of inappropriate behavior, the patient is told to
tie down and relux in bed for two hours, If the patient is still agitated during
the last 15 minutes of the two hours, the relaxation period is extended until
hesshe is calm for 15 consecutive minutes. This procedure has been
chlective in controlting disruptive, aggressive, and selfinjurious behas jor in
retarded patients and hospital allendants rate the procedure high on social
acceptability and humaneness. A limitatlion of required relaxation is 1hat it
is best suited fur patients who voluntarily comply with statf instructions.
5. Sectusionary Time-our (Time-owl fromn Reinforcentent)

Seclusionary time-out involves placing the patient in a special areu
devoid of reinforcement contingent on the occurrence of maladaptive
behavior. Several aspects of seclusionary time-out distinguish it from
traditional seclusion. Unlike traditional seclusion, whose application is
largely lett up to individual stalt discretion, seclusionary time-out is
administered immediately tollowing cach display of the specitied Largel
behavior. Seclusionary tme-out is also carried out with the minimum ol
emotivnal expression or verbal interaction, other than for brietly snnounc-
ing why the conseyuence is being applied. In addilion, lime-out usually isa
shorter duration than waditivnul seclusion—it can be as briel as five
minutes and rarely lasts longer than une hour.

6. Overcorrection

Overcorrection is an educative procedure that combines a number of
consequences for aggressive, destructive, and setfinjurious responses (31).
Immediatlely contingent upon any sign of violent behavior, the paticnt is
provided with re-education (a brief statement explaining the intolerability
of the patient’s actions and the coming consequences), removal of re-
inforcement for the behavior {e.g., stolen articles are retrieved; arguanents
and fights with other patienis are stopped), tine-out from positive re-
inforcement {e.g., temporary removal from participating in the ward
milieu), and an eHort requirement.

The etfort requirement is a distinguishing clement of the overcorrection
procedure. For a patient who has urinated in a public haltway, the etlort or
restitutional requirement might be 1o serub the walls and fluors not only of
the hallway but of the entise ward. For a patient who has hil someone, the
eftort requirement might be apologizing not only to the object of the assault
but to all other persons on the ward. The rationale for overcorrection is to
re-educate offenders in prosocial responses by having them restore the
situation that they disturbed to a state improved over the original condi-
ton.
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whtingent Restraine )
7-é‘ 33:::;:;;: restraint involves the i[_mpubilizing of some p.m ol d ;l)d
lient’s body either by a device (c.g.._soil ties, restraint chair, gultb .‘mﬂ bt;.lsa1
posey jacket) or by a therapist physically resiraining L_h‘al pal_u:n,t 101' .1 ltl‘L
pericd of ume following the occurrence ot a sp_ecnl_led_ VL.O'IL.III ..tu or
example. self-mutilation. (32,33) Contingent restraint is snnll“u Li‘-)udui);—_
ally to conventional restraining metho.ds, how.fever,‘n demands 'lh(, mmi]“. hn;
ale and consistent administration of resiraint after t.:acl? epl:sode o |'l dt.
targetl behavior. Furthermore, while contingent restraint is bl;-mg applied,
the patient is in lime-outl from reinforcement: sla_lﬂ" mem“ers gl]vt:' lmg
attention to the patient other than what is necessary for mediciat and healt
reasons.

Implementation of Behavioral Procedures Likened to
Sectusivn and Restraint

Staff Competency and Training '

Only professionals whose training best prepares llllcm ‘lu_ sugcrvn_sc l{]:,
administration of these procedures should be respun:uble for dem%n, imple-
mentation and qualily control, While psy?ho]ognslls at th_e PhD and 'M._A.
levels most olien have university and mwrn:ihlp training m’ bCl’}d-\"l(')ll'
analysis and therapy, psychiatrists a_nd other _proless:onals who hjve for Emij
training and practical expericnce in behavior therapy vould design an
apply these procedures.

Authorization N ‘
1t is evident that behavioral procedures cull for a ditferent pr‘gccs? U:q
authorization than emergency medical pruccdun_‘cs such us scglu:-.w)n ffnh
restraint. Behavioral procedures must be uppl_ncut:lc uil an _up‘nu:h.fh.,
moment-lo-moment basis depending on the patient s bch?:l.VIL)l, _11 ‘L.h‘]._y 'are
1o serve as effective consequences. As 4 mcmt?er ?t the mlcrcf@up m'dg
teamn, the physician should be aware of the patient’s therall:;y‘ ;uglllzilc;n :ube
approve his/her plans in wri.ung; _however,‘M.[_). approvad ST{[)]L'I‘ ! (Lire_
required every time a behavioral intervention Is employe L This th.] e
ment would surely delay and impede trealment. !n ;}ddmon,_l L‘Il' “c.
period for which behavivral programs need 1o ‘bc msmglcd l\r\f’l“.t.l‘bl.-l.d. y
exceed the period for which physician’s orders lor_scclusmn_am_i lublldlI‘ll‘
are valid. The reduction of aggressive and destructive behuv‘nur‘m Fh::jun#
mental patients can occur very slowly over weeks or monlt‘n. (34)1,&1.11;‘ IL:
repeated renewal of physician’s orders every !2—48 l?oiurs‘woy g L-'n51
tremely cumbersome, if not unworkable. Both ot these {actors weigh agi
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sole relignce on medical authorization for cuch episode o restriciiyve
behaviorat treatments.

fustructions Accompanying Belravioral Frocedures

Restrictive behavioral interventions invelve staff giving verbal instruc-
lions 1o patients but these instructions can be countertherapeutic unless
delivered correctly. When attempting 10 weaken unaceeptable responses, it
is important 1o minimize the social reinforcement assockited with the
training procedures. Staff members can lessen the likelihood that they are
uninteniionally dispensing reinforeing attention by employing a set of
discreet verbal and nonverbal skiils: 1. Remain calm with a neutral wne of
voice and facial expression; 2. State the rule and the consequence for
breaking the rule; 3. Ignore subsequent verbalizations; 4. Follow through
quickly.

Duration uf Beluvioral Procedire

Duration is un objective dimension of behas ivral interventions thut cun
and should be prescribed and monitored. Clocks and tmers are readily
available and can be set t signal the end of the Leatment interval, Siatt
should be aware thal duration is a parameter of behavioral procedures
which partially determines their therapeutic effect. Because of individual
ditferences in responsiveness 1o these interventions, it may be necessary 1o
vary their duration 10 ubtain a poteni treatment. ’
Cure and Observation of the Patient

For sate1y’s suke, a patient should be quivkly but thureughly searched
betore entry intu a time-out reom or placement in restraints. While in the
time-out roum or while restruined, the patient should be observed periodi-
cully (e.g., every 13 minutes) o see that he/she is causing no harm 1o
himseltzherselt or the environment. Observations should be done us unob-
rusively us possible (.., through a peephole in the time-oul room door or
a closed-circuit video system) 1o minimize the attention given.

Quality Assurance Safeguards in the Use of Behuvioral Procedures

Quality control of the professional, elficacious and ethical use of behav-
ioral procedures such as those tor managing aggression, disruptiveness, and
destructiveness, lies in three major areas:

1. Treutment procedures are described in detil in o manual written by
behavioral experts on the interdisciplinary treatment wum. The provedures
are reviewed and approved by an institutional buard ur commitiee (..,
Human Rights Committee), and are periodically reviewed by protessiona
peers, and extramural advisers.
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2. Systems for measuring and monitoring patients’ progress, or the lack of
i1, are part of the daily clinical operations (|)f the hospital unit. T_hc systems
generate data needed by the interdisciplinary team for making clinical
decisions. . '

3. Competency-based staff training and quality assurance through certi-
fication and periodic re-evaluation of siaff ability are built into the profes-
sional standards ot the facility. ‘

To summarize, behavioral analysis and therapy procedures that are fnkm
1o traditional methods of seclusion and restraint include “1img oul rom
reintoreement,” “overcorrection and pusilive practice.” “eontingent ob-
servation,” “conlingent restraint,” and “extinction,” ’l?hcsc behavioral
procedures differ from the more traditional mcl!lods in that they are
designed and implemented pro-aciively as part of the overall tregtinent
plan for a patient. They are not used as CMCFEency prqcedurcs requiring the
post-hoc and immediate review of a physxciap but, instead, are dimed at
preventing or reducing the trequency of established patierns of assa_u_ll and
property destruction and are developed and supervised by practtioners
skilled in behavior analysis and therapy. .

Prior 1o the institution of behaviorai methods for reducing dungcrgus
behaviors, programs should be implemented that_enhance the adapl!ve
behavioral repertotres of puatients, Often, increasing and sl_l‘cpgl‘hcnmg
prosocial behaviors replaces undesirable acling—ugl and minimizes or
makes unnecessary restrictive behavioral interveniions. Prggrums lo in-
crease prosocial behavior should always be cuncgrr.em with restriclive
interventions. Quality assurance procedures are built-in lOIbL‘h.aVlOl‘ _ihcr—
apy methods through rouline measuremcn_t 2}nd rx_mmiofmg ol lhc
behaviors of interest which provide ongoing ll]lUI‘lﬂl:lllL)llal feedback IU'E
clinical decisions by the treatment eani. Other quahity ASSLrANCe provi-
sions should include annual reviews by Human Rights Committees and
external peer review bodies. Behavior analysis and.lherapy proccdu.rcs
have been documented as efficacious with .a.SSal.llllVE an(_i deslru.clwe,
patients; hence, their availability and proper utilization constitute palients
“right to treatment.”
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V - Seclusion and Restraint in Special Populations

A. Children and Adolescents

Objections 1o seclusion and controversy vver its use ure understandably
itensitied when the patients involved are children. bronically, the inci-
dence of seclusion among some populations of psychiatrically hospitulized
children is even greater than it is for most groups of hospitalized adulis.
This should not be suprising in view of the fact that the intrinsic need tor
external controls that characterizes all of childhood, including adolescence,
is additive 10 the effects of mentat illness which lead to deficiencies in both
Judgment and self-control. The image of violent children, however, is not
readily accepted by the general public nor even by psychiatric protessionals
who do not see them.

Psychiatric huspitahzation iselt is frequemly indicated because of the
same kinds of dangers from lack of adeguate sel-conurol that justiy
seclusion of patients while in the hospital. For some patients hospitaliza-
ton alone with its external structure and protection is suthicient t sllow the
newly adnutied patient, child or adult, 1 act with sufficient self“restraint 1o
preclude the necessity for seclusion. For muny others, this is not the case.
Proper inpatient ureutment calls for the bringing to bear whatever among all
of the parameters of treaument are found to be indicated after cureful
assessment of each child, with subsequent changes made on the basis of
continuous monitoring. However, without adeqguate limits of uncentrelled
behavior when it may arise, any weatment program will break down.

Psychiatric hospitds admining children can be classified by their capaci-
ties and willingness 10 manage certin difficulties: self-harm; vivlence to
others; destructiveness o property: chaotic behuvior such us SHICaring,
denudativeness; and running awuy or wandering off, Some tacilities will
ot aecept children presenting somie or any of these risks or will not keep
them if the behavior becomes overt. Other facilities will neither exclude

chiidren because of these problems nor discharge them for such behavior,
The characieristics of the tacilities tha accept and keep patients manifest-
ing the behavioral extremes listed above are locked doors 1o the outside of
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the hospital and seclusion rooms or other capacilies W restrain the children
a5 may be indicated. Child psychiatrie expertise and stafling depth are not
in themselves sufficient to make the difference.

When children are hospitalized, custody is not imposed. 1L is an instance
of transfer of their immediate custody from heir parents or surrogales w
the hospital staff. Children below the relevant age of consent are not torced
into the position of being in the cusiody of others when they become
hospitalized nor do they surrender any legul autonomy. This is an impor-
tant distinction between the psychiatric hospitalization of children and that
of adults. Although the specific contractual transfer of custody is 1o the
director of the hospital, the functioning parental surrogates in the hospital
are the ward nursing staff who are with the children around the clock.
School personnel, for those hospitals that have associated schools, are
similarly endowed with significant immediate surrogate function tor the
hours the children are with them. Seclusion, as is any intended activity
impinging on a patient in a mental hospital, is imposed under the ultimate
authority of the director of the hospital. However, il is most otten initiated
by the nursing staff immediately present.

The use of seclusion on psychiatric wards for children is a natural
extension of the caretaking practices that protect the chitdren on the wards
and in the activities of the hospital. It is an ultimate in the limit-seiting
procedures which are interwoven with the child-rearing aspects of hospital
care. Seli-injurious, violent, destructive or chaotic behavior must be inter-
rupted if overt or as soon as it is clearly threatened. If it cannot be stopped
by any other means available at that time, then i1 becomes an indication for
seclusion or restraint,

Although the use of seclusion is an ultimile torm of Limit-setting
intervention, it is analogous o parents seading u misbehaving chidd al
home 1o his or her room, but it is clearly notidentical. Children who require
hospitalization because of lack of self-control have not responded o such
traditional limits at home. In addition, children in the hospital may be sent
10 their rooms as an early attempt 1o interrupt deteriorating behavior.
However if they are not in control of themselves, this may be dangerous
because of the profusion of potentially dangerous objects in a child’s regular
room or dormitory. Placement in a seclusion room is then indicated.

Comparative dala about seclusion incidence in ditferent psychiatric
hospitals for children are not presently available, although such studies are
under way, However, the spectrum of hospitals already referred to clearly
exists, and the statistivs for seclusion and restraint from hospitals with
seclusion rooms but with open wards will be ditferent from those with
locked wards. Accessibility 10 mandatory admission from the courts will
also affect the poputation in a psychiatric ward for children.
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_Induca[iuns and procedures tor use of seclusion are penerally identical
with those for adalts, however much this may surpnse the uninitiated.
Ev‘cn seven W wen year old children may require as many as five adults to
salely manage them when they are violently out of conrol. Adolescents
overlup with adults in number of stafl required tor physical control when
DECUssary.

_Alllhough the physician, or viher protessional legally responsible tor
lclmu:al adminisiration of the ward, is charscteristically not immediately
involved in initiation or termination ol seclusion, he or she is very much in-
volv.cd in other ways. Afier notification, preferably within one hour,
comu_med use is on his or her authority, Prolonged stays require direct
s:xummali‘un. The Ward Chiet’s role is vital in conducting regular review of
the use of seclusion buth in general and for each child involved, ensuring
proper use and being on the alert tur evidence of statl sadism or scupegoat-
g ofu chuld. Equally important is seeing 1 it that the ot program fur o
child addresses the issues that arise explusively in the behavior thal
necessitates incidents of seclusionn or restraint.

L.cgislalion and regulations need w include more enubling kanguage i
add.mun to the primarily restrictive lunguage in vrder 10 maintain proper
availability of these procedures for children and adolescents that are vital
when they are indicaled.

B. The Elderly

I'he hlcrulgrc on e use of seclusion and/or restraint in the clderly is
very sparse, in spile of the special clinical features associated with his
pswly;unc pupulalion, As with wl patients. seclusion andfor restraint is
_dcscnbcd as a specitic intervention alony o therapeatic spectrum. This
u_n:ludes bglh cuvironmentd! and interpersonal prevention and interven-
l‘lUIl lc_clmlqucs, as well as the use of cabming psychotropic medications.
bcclumpn or restraint is never 1o be upplied 4s a punitive measure, but only
o alain therapeutic objectives. The decision must be based on clear
ch‘mcal indications, afler considering the benefits and possible adverse
eﬁe_cts qnd consent of the patient is 10 be obtained when feasibie. The
patient in secfusion or restraints musi be under observation according to
estab!lsllcd procedures and returned to full auionomy as soon as possible
The tollowing comments take into consideration the spevial fealures which.
apply for the clderly patient.

\Y']!lc the use of the sectusion andyor restraint shows a reimurkable
variation as u psy chiatric intervention, it appeurs that patients over the uge
of 65 are far less frequently secluded ur restrained than are younger
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paticnts. For elderly patients, Tardift rch{ted_an i_ncidcnce of 0.3% (’_i)‘
while Wells reported that two patients out of 15 in this group were scclugi;d
in another seuting (7). Convertino found none over 65 in a group' qt ._5t
patients (6}. In a still unpublished study, Su'a.ker tound that of 3106 pd’nelgus
admitted in 1982 to a VA psychiatric hospual, 5%_were over age ‘63, but
there was not a single elderly patient placed in sec]u‘s!()n‘or reslrf'ums_dyfl?g
that time (33). This suggests that wh.en the siafl is tgccd with dlthuul
disorganized, objectionable behaviors in an c_lderly pulient, the ;?.ut'u‘gnu
is for other interventions that may be usetul in coping with the situation.

Indications for Elderly Patients

Seclusion and/or restraint are used primul_'ily (W prevent or stop luu:n}_lo.
self'or others, or 1o lemporarily remove a patient whose dxsrupl_we bc.hd: 131
damages the physical or therapeutic environment. }n that regal d on;{ nul : 5
to balance the welfare of all against the interests of one. Rc‘slmml may a ‘:o
bhe necessary in order to carry out life saving interventions lor a patient who
i d., uncooperalive or incompetent. o
? 'Crir]efuesl‘(:je}iy are p;t‘len perceived as being helpless and v1c11mn32;d’ bé
family. society, and a paternalistic health care system (36). Butler ( ‘ } dn !
Eisdorter (38) warn against the abuse of psychouctive drug's, lh‘.‘ s?u‘l’ad
risks of over medication, and suggest that physical restrant of l‘un.,r :
medication must be used only in 4 {rue emergency. Thcrc 15 'alsu 11:
perception that old people are not prone lu‘dungcrous vngl§ncc, :tllh.L;lLrlgl
assaultive behaviors can occur in patients of al} ages, Tardift ;_.md bw?if.an1-
studied the Long Island state hospital pupulguon for u:fsauillvc bcha\ lors
and reported this occurred in 10% of 1t}e patients. l'n this f‘s“";folL'V.'“ gu:u.;'):
14% were over age 65 (39). [n a siudy ofa smgc: hospm_xl geriane uqn,_ ‘PL-;IUIL
reported that among 222 patients, 8% manifested violent bellu\(lu{sltl J
Tardiff has cautioned that siafl must be mgde aware 1hat serious vio «.n;u
can occur in older patients. At the same ume, he commented %hal :r)aﬂv,‘(e1
structured hospital environment, such behaviors tend 10 be suppresse

(41).

Consent to Treatmerit .
Since the use of seclusion or restrainl impused movenient resirvions
and may have aversive eflects relaled_ 10 the lemporary suspcil?llon u:.
patient rights, there is a potential contlict between the legal p!'?u_ullllog O
rights and medical judgment aboul ireatment rc:g_,arded as esséntia L C n;
needs 1o consider as well, the preservation of security, and_lhe personal d‘ll
treatment rights of others. Measures which impose. beha\'uoral comrois'cap
be upselting Lo the patient and 1o others, yel some investigators note llhd;l nt
is precisely to restore authority and 1o reestablish threalened controls tha

40

SECLUSION AND RESTRAINT

will prompt stalf 1o decide on seclusion and/or restraint rather than some
other intervention (4,18). 1f'that is true, one could expect that an untzained,
anxious staft will make such decisions more often.

In an emergency, clinical judgment should prevail without delays 10
obtain consenl, As soon as the emergency subsides, a debricfing is indi-
cated. If the patient is persisiently non-compliant, consideration must be
given 1o aliernative modes of wreatment or conversion 1o involuntary
status. The matter of consent in the elderly poses special problems, when
there is some cogmtive impairment present. 11 is usetul when there is doubt
regarding competence  consent  consult tamily members and o solicit
consullation from both medical and legal sources. This is ondy vne of u
number of unsettled issues in the field of medical ethics (42).

Putentiaf Adverse Effecy

Restrainis may cause abrasions and can also cause humilistion, rage and
increased agitation. The multiple medical impairments, so common in the
clderly, make a close supervision of the secluded or restrained patient
essential. The latter condition may also add the burdens of isolation and
understimulation and lead 1o panic or confusion. The risk of these aversive
effects in the elderly encourage alternative measures, such as providing
interpersonal support, smatl doses of medication. and open seclusion‘in the
coinpany ol a trusted person.

To summuarize, assuultive behaviors veeur atany uge, but the perception
that uld people are less dangerous than the young may result in i jower level
of responsive anxicty in the stalf Statt tends 10 choose other interventions
than seclusion and/or restraint o manage disruptive behaviors or deal with
emergencies in the elderly patient. Because there may be greater risks, there
should be clear indicutions, close moniwring, consent when feasible und
carly termination. Under these conditions, the procedures may fll the
patient’s needs better and more safely than alternative treatments,

C. The Developmentally Disabled

Provedures sindibar 10 seclusion and restraint with developmentally
disabled patients typically involve the systematic upplicution of behuvior
analysis and therupy discussed curlier in this report, Developmentally
disabled patients often show seriously aggressive behuviors fur which
proper wrealment requires restrainl or sectusion-like procedures (43,44),
Several characteristics of the developmentally disabled population may
lead 1o aggression or make aggression more difficult to treat. Severe skill
deficits frequently exist in the areas of seli~care, vocational, leisure, social.
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communicative, academic, and independent living skills. These skill deti-
cits interact with aggression in at least three ways. _

First, developmentally disabled people often lack ‘lhc strulegies and
methods used by people of normal intetligence 1w fulnl_l their needs and
attain their goals. Developmentally disubled people lrcqm;nl]y_cunnol
communicaie well (43), or have hearing or other sensory unpariments
which inhibit their interaction with others (46). Second,.a devclop_mcmz{IIy
disabled person’s aggression may interfere with lcgrnm._g adaptive skills
such as self-care, language, home care, leisure and socngl skills. The presence
of aggressive behavior often necessitates placement in 4 more restrictive
environment such as an institution (47,48). kn such seitings, lhc_llkghhood
of an impoverished environmenlt 1s greatest, wilh_ lllt[?l[l‘]a] sgctal interac-
tiun, let alone constructive skill-building chchmg interactions. lhlr_d,
decreasing aggression in the developmentally d|§ublcd dues not necessarily
lead 1o the establishment of appropriate alternative Tesponses 1o replace the
undesirable behavior (49,50). Unlike most mentally _ill pu‘ucms,ldev'elt')p-
mentally disabled people often do not have a repertuire of adaptive hvEng
skills established prior 10 the onsel of the disorder. Thusl only Couuzolh-ng
aggression until florid symptomatology has bccn_ reduced is not an effective
strategy with most mentally developmenially dlszlibled_pcuple. ) _

Treatmeni for severely aggressive behavior begins with prevention. Thls_
can be facilitated by training care providers to ignore early signs of
aggression, 1o give atlention to the viclim but not the ageressor, and Lo
prevent the aggressor from gaining the ends for. whn;h aggression occur_r-.:d.
It is also important o previde an environment in which _lhe patient receives
much attention and approval tor appropriate behaviors and problem-
solving skills. Environmental interventions can help prevent the oceur-
rence of aggression and consequent use of resiraint or .sc-._'lusn_vc prucc\_iurc_s.

When serious aggression occurs and a more restrictive iutervention is
required, tollow the steps mentioned earlier in performing a caretul bchuy-
lor analysis 1o identify antecedents and consequences a'nd employ l_hts
analysis to aid in the choice of the appropriate resiraint or scclua'llvc
procedure. There are some important considerations in _mukmg contin-
gently applied restraint and seclusive procedures e{iccnve. First, lpcy
should be designed 1o be consistently implemented. If not, the aggression
may inadvertently be reinforced occasionally, and 1herc§(3re become more
difficuli to extinguish. Second, it is necessary 10 specify clearly cxa‘wlly
which behaviors will receive which contingencies, so that all staft are
consistenl, Third. there must be training in alternative uppropriate
behaviors which can serve the purpose formerly served b)( the aggression.

When using partial restrainl procedures which allow a patient 1o remain in
the treatment environment, it is importani to make that environment a
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positive learning and reinforcing environnient. Similarly, the use of
seclusionary time-out with the retarded “presupposes that the individual is
functioning in & “time-in’ environment which s highly enriched @
reinfurcing” (31). Consideration must also be given regarding protecting
the restruined patient from aggressive peers. Ignoring and timeout will
generally be effective only with patients who cnjoy being with others,
receive enough atlention 1o be able 10 discriminate timeout conditions, du
not perform aggressive acls in order W escape responsibilitics, will not seli-
injure to escape timeout, and do not engage in such intrinsically reinforcing
activities as self-stimulation while in Umeout,

The use of psychotropic medications 10 vontrol problem behaviors 0Ly
oceur in as many as 55% of all developmentally disabled people (32-
>4).duespile estimates of psychotic symploms in only 24-38% of this populu-
Lon {33,56). Since 1973, developmenially disabled patients have had a
“right w0 be tree trom unnecessary or exvessive medication” wnd trom
quantities of drugs “that intertere with the resident’s habilitation program”
(57). Contrary 1o legal mandates (37-39), physicians seldom evaluate
efiectiveness adequately (60). Many developmentally disabled individuals
receive antipsychotic medications for extended periods ol lime, increasing
the chance of serious and undesirable side efiects (61). Review of the
research of the effectiveness of psychotropic medications on the develop-
mentally disabled yields little solid evidence of its etficacy in specifically
amelioraling behavioral disorders. However, distinguishable psychiatric
disorders are clearly manifested by some mentally retarded persons (62),
The better studies, in terms of diagnostic screening, report prevalence
estimates of psychotic symptoms in the 24% (55) o 38% range (50). These
prevulence estinrates are signitivantly below the recent estimates of 55% ol
iy pupulution who wre recciving anti-psy chutic dirugs.

Anuther serivus drawbuck 1w the use of anti-psy chotic medications is thial
they have been documented 1o decrease the raie of learming in sume
developmentally disabled patients (63-63), an effect which is especially
unfortunate in a population whose principal shared characteristic is o
slowness o learn. It is not surprising that the effectiveness of behavioral
interventions on undvesirable behaviors has been reduced when combined
with a medication regimen (66-68). It appears critical, then, to assess
adaptive behaviors, such as rate of learning and changes in selt-care skiils,
as well as maladaptive behaviors when evaluating the effect of'a medication
regimen.

Many developmentally disubled paticnts show improventent or no
vhange when withdrawn trom antipsychotic medication (33.60,69.70). bui
no paticnt characieristics have been identitied which predict this response,
Therefore physicians should exercise extreme caution beture instituling
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such medications with developmentally disabled pulis:.ms._ with those
already on psychotropics, gradual withdrawal ol‘su_ch medu;a!wn. staggerc_d
across patients, should be carried out while a consislent training program is
continued (63). Withdrawal eHects, which often 1_ncludlr: behavioral disrup-
tion, may last as long as 16 weeks, 50 the medication withdrawal shouid last
at least this long (71). ‘ o ‘

To avoid the biases which ulten esist concerning mcdicuuuu_ amuong stati
who work with developmentally disabled people, stutt b_lmd o drug
condition should take dawa on both adaptive and muladaptive behaviors
(61.72). _ A N

It is crucial that the etfectiveness of the seclusive and restraint procedures
discussed 1n this chapter be evaluated in terms of thewr cﬂbc}s on !I]F‘ turgel
behaviors for which they are employed. However, 1t lb ‘onen d!thcull o
collect data of sufticient reliability and uscfu!nes_s il chm?ul setngs. ']_“hc
minimally acceptable data system for evalua}mg Inlerventions in 4 clinical
setting and for ethically jusiifying the use of restrictive _procv;dures should
have the characteristics of reliability, validity, appropriate treq_uency and
ulility In helping the physician and treaiment team. _Many of these aqd
other relevant clinical evaluation issues are discussed in greater depths in
the titerature (1,73).
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Summary

The Tusk Force s reviewed cmpirical studies, state regalations wond
legal purameters concerning the psychiutric use of sectusion and restraind,
Froni this review and the experience of the Tusk Foree has come guidelines
in regard to indications, contraindications and nnplementation of seclusion
and restraint proceduores in the Criergency nuinagement of patients as well
as part of behavioral treatment programs. These guidetines may be adapted
Lo special needs of each clinical setting and the legal limitations of each
state. The Task Foree affirms the importance of good clinical judgment in
the use of physical conirols, a position fully supported by the Supreme
Court in the recent Youngbery v, Romeo decision,

The use of seclusion and restraint is only one aspect of the manugement
and reatment of patients and must be seen in the context of u therapeultic
environment where patients have the upportunity W beconie engaged in
activities und 1o alk and interact with stafl and other patients, L addition,
the decision as to whether one uses medication, seclusion, restraint or other
mudalities must be made in werns of the individual patiem on ua chinicyl
basis and not in werms of which is more or less restrictive,

Indications for seclusion and restraint ace 1} W prevent imminent harnt
1o the patient or other persons when other megns of'control are not ettective
orappropriale, 2) o prevent serous disruption of the treatment DrORran or
signiticant damage 10 the physical environment, and 3) for treatment as
pari of an ongoing pian of behavior therapy. For seclusion, additional
indications are 1) to decrease the stimulation the patient receives and 2) use
at the request of the patient, Seclusion and restraint mity be contraindiculed
when precluded by the putient’s clinical condition, for example unstuble
miedrcal status resulting from infection, cardiae llness, disorders of thermao-
regulation and metsbolic iilness. In some orthupedic condivions, restraint
may be preferable and in some neurological conditions, a patient’s vulnera-
bility 10 sensory deprivation may contraindicate seclusion. Other situations
representing relative contraindications t sectusion include patients who
have just taken overdoses and require close monitoring. those with Symp-
toms of serious and uncontrollable self-abuse and self-mutitation, and the
envirenmental problem of seclusion rooms that cannot be suificiently
covled on hot days for patienis on neuroleptics. Seclusion or restraint of a
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patient @s a purely punitive response is contraindicated and should never
be for the pure convenience or distress ol the statt or beciuse ol inadequate
statfing or other resources.

For the first episode of the emergeney use ol seclusion and restraint, the
phiysician should see the patient usually within three hours und preferably
within one hour afier the inidation of the seclusion and restraint episode.
For cach subsequent episode tor that patient, a physician should be notitied
within the hour. However the physician will exercise professional judgment
as 10 whether a visit is indicated and will indicate any special precautions
which must be taken or monitoring which must be done by the nursing or
other professional statf, The physician should see a secluded and restrained
patient as frequently as necessary 10 monitor changes in the patient’s
condition with a minimum being two visits a day, approximately 12 hours
apart. The physician’s order is generally valid for 12 hours, The physician
should examine the patient and document on the patient’s record the
justification for continued secluston and restraint. It seclusion and restraint
is used for longer than 72 consecutive hours the director of the hospital or
his/her designee must review and approve continued use.

The Task Force has made specific recommendations i seclusion and
restraint maneuvers. The techniques for seclusion and restraint should be
writlen, rehearsed and approved in each hospital. The Tusk Force recom-
mends that these techniques be reviewed by the legal representatives of the
institution and that instructors be designated within the hospital facility 10
teach these skills to both new clinical staff an as part of in-service training.
During the period of time the patient is in seclusion and restraint, obscrva-
tions regarding a patient’s behavior should be made every 13 minutes by
members of the nursing statl. Proper cure of the patient including oileting
and meuls should be made at regular intervals, The decision o remove a
patient from seclusion or restraint is based on observations of the patient’s
ability to control himselfyherselfand cooperate with physical examinations,
interviews, medical procedures, bathing and toileiing and other interac-
tions with statf. All sbservations and decisions must be documented in the
patient’s record, preferably on a standard form.

The Task Force has described behavioral applications of seclusion and
restraint procedures which differ from their use in emergency situations in
that behavioral applications are planned treatment programs whose details
are formulated beforehand and whose object is long-term change in the
patient’s behavior. The Task Force has described these procedures and has
recommended that only professionals trained in behavior therapy should
be responsible tor design, implemcentation and quality control of these
behavior treatment programs.

There are special considerations tur some pupulations of patients. The
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usc‘ut' seclusion tor children niay be a frequent vecurrence in hospital
seltings because of problems with seif conrol and because seclusion nry be
rcggrdcd as u natural extension ot the cure-taking, limit-setting provedures
which are interwoven with child rearing. Seclusion and restruin may be
used l%-ss trequently for the etderdy since other meuns ot controlling vioknt
bc‘huvlur may be more ettective in this population. Potential adverse altiets
ot su-clue..‘iun_ and restraint may be exaggerated in the elderty and thus
monitoring is of the utmost impurtance. For the dcvclupmcnluily disubled
the sysiematic application of seclusion and restraint as parl of behavior
lherapy IR Many cases may be preferable to the use of neuroleptic medica-
uons singe in this population, in the absence of psychotic symplomology
these medications may not be indicated and in fact may fusther im pai;'
these patients’ rate of learning,

The Task Foree believes this repurt reflects a definiie budy of knuwledge
o the proper use of seclusion and restraint, and that its recoiminendutions
shuu!d guide clinicians catled upon 1o manage violent behavior as well as
huspiial administrators, lawyers und those charged with formulating weat-
mient policy,
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