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*Protection and Advocacy for Individuals with Mental Illness
EXECUTIVE SUMMARY AND MAJOR RECOMMENDATIONS

Introduction

Physical restraint is an extremely intrusive intervention involving significant risks for psychological and physical injury and even death. Individuals who have been restrained consistently report that the experience violates personal autonomy and basic human dignity, in addition to the negative impact on physical and mental health. Individuals with other disabilities, medical conditions, or histories of abuse face even more risks, as do children and elderly persons. Staff are also at risk of injury when trying to place agitated individuals into restraint, and many express ethical discomfort with the practice.

In Illinois and across the nation, the issue of excessive, inappropriate, and dangerous use of physical restraints in mental health facilities and other settings has been revisited repeatedly in high-profile media reports and investigations over the last three decades.  The interests of people identified as mentally ill seldom seem to capture attention on the public agenda without media exposure. Yet, as media attention recedes, ensuring effective treatment in environments that are safe, humane, and respectful of rights remains a formidable ongoing task. It is critical that advocates and public officials go beyond periodic condemnation of abuses. Instead, efforts should concentrate on securing more consistent public interest in reform and support for effective internal and external oversight to sustain the momentum of improvement without the current reliance on negative media.

As the agency designated by the Governor to administer the federal protection and advocacy (P&A) system in Illinois, Equip for Equality, Inc., (EFE) has a mandate to protect the rights and safety of individuals with disabilities, including investigation of safety issues in the mental health system.  This report details the work of the Restraint Monitoring and Policy Project conducted by EFE. The project included two major components: (1) a study of state-operated mental health facility (state hospital) compliance with the Illinois Department of Human Services (DHS) Policy & Procedure Directive on Restraint in Mental Health Facilities; and (2) a review of national restraint policy initiatives generated as a result of the national debate on restraint utilization that emerged during the course of the state hospital study.  Recommendations are based on findings from both of these project activities, with additional input from national experts, as well as from EFE’s Protection and Advocacy for Individuals with Mental Illness (PAIMI) Program Advisory Council and Restraint Project Advisory Committee (Appendix B).  EFE appreciates the contributions of these two committees. Their review of study findings and input on recommendations was of great assistance. In particular, the PAIMI Program Advisory Council provided an important impetus to the project by urging that attention be focused on private sector hospitals and facilities where the majority of care is now provided.

EFE is grateful to the Woods Fund of Chicago for the generous grant that supported the work of the project. Its patience allowed a thorough review of national restraint policy initiatives and their implications for Illinois. As a result, the project produced a comprehensive set of findings and recommendations for mental health and human services, beyond the state hospital focus of the original restraint compliance monitoring study.

Restraint Compliance Monitoring Study

Problems with restraint and seclusion practices in Illinois state hospitals during the period preceding the study were highlighted in the original complaint filed by the American Civil Liberties Union (ACLU) in the suit known as K.L. v. Edgar. The complaint included charges that mechanical and chemical restraints were used excessively, as a substitute for clinical care, and that both direct care staff and security personnel were inadequately trained in restraint and seclusion. Even before the suit was settled, the Illinois Office for Mental Health (OMH) had directed a degree of administrative and clinical effort toward improving restraint practices with positive impact noted by experts on both sides.  However, the experts engaged by the ACLU expressed uncertainty about the depth and durability of improvement.  The current study was undertaken by EFE in response to concerns raised by consumers and family members affiliated with the Illinois Chapter of the National Alliance for the Mentally Ill (NAMI). The OMH initially refused to cooperate and facilitate access to individual records. Legal action was required to compel compliance with the statutory authority that grants EFE access to records.

Findings from Review of the Literature on Restraints

Recent review articles were canvassed to identify relevant findings from the literature on restraints in psychiatric settings as a context for this study of restraint in adult state hospitals. Contradictory findings have fueled an intense and ongoing debate over the legitimacy of restraint use. High rates of utilization have been viewed with increasing skepticism over the past 30 years. Over the same period, mental health systems have undergone dramatic changes, including major shifts in the service functions of state and community hospitals and in their respective populations. There has been both a shift toward treatment in the least restrictive setting and a shift in admission criteria from a treatment model to one focused on dangerousness. The result has left hospitals with a higher concentration of aggressive individuals at risk for restraint.

The following summarizes the major findings from the literature review:

· Restraint and seclusion are effective techniques for preventing injury and reducing agitation; however, these interventions can also have deleterious physical and psychological consequences for both recipients and staff.

· The wide variation in reported utilization is not reliably explained by recipient characteristics or needs.  Rates of utilization can be influenced by a number of demographic and clinical factors, but have been determined to a greater degree by administrative attitudes, cultural biases, and staff issues.

· Training (e.g., in violence prediction/prevention and safe application methods) has been found to reduce negative outcomes and overall restraint utilization.  However, further investigation is required to establish an empirical basis for maximizing safety and minimizing use.

· Over the last 20 years, there has been a drastic reduction in support for the concept of restraint and seclusion as useful interventions that teach internal controls. The majority of professionals now view restraint and seclusion as interventions of last resort for preventing harm to self or others, destruction of property, or disruption of the therapeutic milieu. A growing minority considers both measures to be intrinsically harmful, indicative of treatment failure, and justifiable only to preclude immediate, serious physical harm to self or others.  Some professionals insist that restraint can and should be completely abolished.  However, practical alternatives for the safe treatment of people with mental illness and violent behavior remain elusive.

· Several factors have been identified that differentiate hospitals with low restraint and seclusion use from those with high use. A strong administrative commitment to minimizing restrictive interventions was apparent in low-use facilities.  Administrative commitment was demonstrated in clear policy statements, quality assurance activities, and an emphasis on crisis intervention, less restrictive alternatives, and staff training. Low-use facilities allowed greater personal liberties for recipients, including telephone and visiting privacy, unscheduled showers, and more off-unit privileges. More comfortable living conditions, particularly in dayrooms and recipient bedrooms, were found in low-use facilities.  Finally, at least 50% of recipients in low-use facilities were engaged in at least 20 hours of therapeutic activities per week.

Legal and Regulatory Guidance on Restraint Use

In Wyatt v. Stickney, 344 F. Supp. 373 (M.D. Ala. 1973), the federal district court set out basic limitations on the use of restraint and seclusion. The right to be free from restraint can be denied only when necessary to protect the recipient from injury.  Restraints can be  authorized only by written order of a qualified professional for a limited period of time and cannot be used as punishment, for staff convenience, or to control danger if less restrictive alternatives are available.

In Youngberg v. Romeo, 457 U.S. 307 (1982), the U.S. Supreme Court recognized constitutionally protected liberty interests in safety and in freedom from unnecessary restraint. However, the Court asserted that the right to freedom from excessive restraint is not absolute and can be in conflict with recipient interests in treatment and safety.  

Illinois legislative policy on restraints is set forth in the Mental Health and Developmental Disabilities Code, which has included a section governing the use of restraints in state mental hospitals since its adoption in 1979. The provisions governing restraint have been amended in response to concerns raised by reviews of state mental hospital practices.

More specific guidance regarding restraint practices in state hospitals is contained in the several successive Policy & Procedure Directives (PPDs) issued over the years by OMH within the Illinois DHS, formerly the Department of Mental Health and Developmental Disabilities (DMHDD). In some aspects, these policy directives have simply mirrored the language of the Mental Health and Developmental Disabilities Code. However, in several significant instances, recent PPDs have been more protective of individual rights than the statute. In these areas, the PPD takes precedence over the Code.

Study Design

In collaboration with EFE, Labor Relations Alternatives, Inc., a training and consulting agency that focuses on risk and incident management, designed a documentation review tool. This tool assessed the compliance of restraint practices in state hospitals with the requirements of the DHS-OMH Policy and Procedure Directive on restraint use. The study reviewed restraint episodes reported by 10 state hospitals between July 1 and December 31, 1997. Since resources did not permit a review of all 1,994 restraint episodes that occurred during the study period, a random representative sample of 325 episodes was drawn.

A review of the findings indicates that state hospitals have improved dramatically in documenting procedural requirements for restraint, in compliance with the PPD. State  hospitals have also made significant advances in bringing restraint practices into conformance with the PPD.  However, the study also revealed several areas in which major improvements in practice are necessary. Critical areas requiring attention by facility and OMH management include the following:

· Restraint use in 10% of episodes for which there was no apparent evidence of behavior indicating sufficient imminent risk to justify its use.

· An absence of evidence that any alternative interventions were attempted prior to the use of restraints in 60% of episodes.

· Failure to release the individual from restraints after more than one hour of calm behavior in 20% of episodes.

· Indications that debriefing processes were carried out in a perfunctory manner and no documentation of debriefing in 12.5% of episodes.

· Unexplained variation in the number of restraint episodes among the 10 hospitals, from a low of 59 episodes to a high of 367.

The study found deficiencies in state hospital restraint practice which make it clear that more must be done to minimize restraint use. State hospitals must focus greater attention on preventing high-risk situations, identifying and de-escalating behavioral crises, increasing the use of alternative interventions, and limiting the length of restraint use when restraint cannot be avoided. This requires fundamental change in the culture of institutions and in expectations regarding the use of restrictive interventions. Through such changes, states in the forefront of reform have achieved dramatic decreases in incidents of aggression and violence, as well as in restraint use.

Recommendations:

· The state hospital director should ensure that staff understand that restraint use reflects the problems in assessment and treatment planning and should be utilized only in emergencies.

· Staff should be provided with clear guidelines and behavioral criteria regarding restraint use and release.

· State hospital management staff should assess the interventions being used prior to restraint to determine whether staff are identifying high-risk situations and are intervening promptly, utilizing a wide range of intervention and de-escalation techniques.

· Preventive approaches, such as screening, advance directives, environmental improvement, and violence prevention, should be emphasized.

· All staff dealing with individuals receiving mental health services should be given comprehensive training in restraint law, policies, and procedures; early intervention and de-escalation strategies; safe application techniques; monitoring during restraint; release assessment; and documentation requirements.

Individuals with mental illness have advocated for a requirement that they be informed of the circumstances under which restraint and other restrictive interventions may be used and that they be given an opportunity to indicate their preference should such circumstances arise. As part of a workgroup of individuals with mental illness and mental health advocates, EFE drafted a provision to address this issue, which was incorporated in legislation to improve procedures for involuntary treatment under the Mental Health and Developmental Disabilities Code.

The legislation was enacted into law this year. Under this provision, upon commencement of services or as soon thereafter as the condition of the individual permits, the mental health facility staff must advise the individual of the conditions under which emergency medication, restraint, or seclusion can be used and solicit the individual’s preferences should such interventions become necessary. This preference must be noted in the person’s record and communicated to his or her guardian and substitute decision-maker, if any, plus any other person designated by the individual.  Prior to employing any of these interventions, the staff must give due consideration to the recipient’s preference.

At present, there are no requirements for public disclosure of information on restrictive interventions by OMH, nor is there provision for oversight by an independent entity. Experience in other states, most notably that of the New York State Commission on Quality Care, demonstrates that public disclosure of information (e.g., restraints utilization rates, comparison among facilities, benchmarking, best practices, etc.) offers the best prospect for driving a sustained commitment of resources and OMH effort. Establishing requirements for public reporting offers a simple but powerful tool for assuring that state hospitals continue to improve in their protection of individual rights and safety.

Recommendation:

· The DHS-OMH should issue a comprehensive annual report on restrictive intervention. The report should include comparative utilization rates for restrictive practices in each state hospital, rates of recipient and staff injuries, appropriate statistical and trend analysis, quality improvement initiatives, significant problems and issues, and improvements expected in the coming year. 

Review of National Restraint Policy Initiatives

During the course of the project, controversy over restraint use in psychiatric settings reached sufficient critical mass to engage the attention of national advocacy organizations, professional and provider associations, federal agencies, and Congress.  EFE extended the project to review the flood of material generated by major restraint initiatives undertaken by the Joint Commission on the Accreditation of Healthcare Organizations (JCAHO), the General Accounting Office (GAO), the National Association of State Mental Health Program Directors (NASMHPD), the Health Care Financing Administration (HCFA), and Congress. The reports, guidelines, position statements, testimony, regulations, and legislative proposals provided an updated framework for consideration of the findings from the compliance study and for the development of recommendations. The bibliography contained in the complete project report includes the major documents reviewed for the project.

A crucial factor in the heightened visibility of restraint issues was a series published in 1998 by the Hartford Courant on deaths associated with restraints in facilities serving adults and youth with mental illness and mental retardation. The 50-state survey documented 142 deaths over a ten-year period, which was considered an undercount of the actual number.  Commissioned by the Courant, the Harvard University Center for Risk Analysis used the data to project an estimated annual rate of between 50 and 150.  The estimate of total deaths over the decade was 500 to 1,500. The series also drew attention to the fact that neither federal or state government agencies, nor private accreditation organizations were collecting data on restraint-related deaths or restraint use. Many of the reported deaths could have been prevented by banning dangerous techniques and mandating staff training. Widespread public furor propelled the restraint issue into the national spotlight. As a result, governmental and private sector agencies undertook a high profile reexamination of policy, regulatory, and oversight issues.

New Regulatory and Legislative Protections for Individual Rights and Safety

Beginning in 1999, Congress began consideration of legislative proposals restricting the use of restraints to emergency situations in facilities receiving Medicare and Medicaid.  Requirements for physician or licensed independent practitioner orders and mandatory reporting of deaths were included in all of the proposals. Many of the provisions in congressional legislative proposals were promulgated by HCFA as a new Patient Rights Condition of Participation (COP). The new COP must be met by all hospitals participating in Medicaid and Medicare. While this appeared to settle many areas of debate, some disputed issues continued to be the subject of lobbying and litigation.

In the COP, restraint for purposes of behavior management is differentiated from restraint for acute medical and surgical care, regardless of setting. The rule states that patients “have the right to be free from seclusion and restraints, of any form, imposed as a means of coercion, discipline, convenience, or retaliation by staff.” The COP requires facilities to inform consumers of their rights and to provide a grievance process. Complaints can also be lodged by individuals directly to HCFA, JCAHO, state agencies, or P&A agencies. 

The most controversial provision of the HCFA COP has been the requirement for face-to-face evaluation by a physician or independent practitioner within one hour of restraint application. The initial take-down of a person has been shown to involve particular risk for injury and death. Support for examination by a physician is based upon the medical complications that can arise from restraint use and the special risks to individuals with complex medical conditions.

The provider coalition strongly objected to the one-hour rule as costly, impractical, and impossible in small and rural hospitals. Provider groups insist that other licensed professionals, nurses in particular, can conduct the necessary face-to-face review of recipient safety and restraint necessity with physician direction and authorization by telephone.

Federal legislation, passed in September 2000 applied new restraint protections to a broader range of facilities. The federal legislation left out specific language on the time frame for physician/independent practitioner review. However, legislative language was clear on a congressional intent not to negate stronger provisions in other regulations or laws.

Subsequently, JCAHO issued new standards governing the use of restraint and seclusion in all health care facilities, including acute care hospitals, that apply restraints or seclusion to patients for behavioral reasons. The prior JCAHO standards only applied to behavioral health care settings.  These new accreditation standards will become effective January 1, 2001.

Oversight of Restraint Practices

The absence of effective oversight was a key finding of the Hartford Courant’s analysis and was confirmed by a recent GAO study of restraint issues. Facilities involved in restraint deaths were licensed by states and sometimes accredited by JCAHO. Yet, licensure and accreditation neither prevented the lethal practices nor provided much disciplinary or corrective intervention after the fatalities. GAO reviewed the roles of JCAHO, state mental health authorities, and P&A agencies in the oversight of restraint practices and determined that no effective framework currently exists for reporting or monitoring.

In the past year, the Office of Inspector General (OIG) of the U.S. Department of Health and Human Services issued four reports detailing the strengths and weaknesses of the current system of hospital quality oversight. Most recently, a report dealing specifically with psychiatric hospitals was released. In these reports, oversight is conceptualized in terms of a continuum. At one end of the continuum, the collegial mode of oversight focuses primarily on performance improvement and education. At the other end, regulatory oversight focuses on investigation and the enforcement of minimum requirements. While both approaches have benefits, there is concern that a dominance of the collegial approach compromises patient protection.

The debate on oversight of restraint practices includes such issues as mandatory vs. voluntary participation by providers, internal quality improvement vs. investigation and enforcement, and protection vs. public disclosure of performance information.  Advocates argue for increased regulatory oversight, investigation, enforcement of more prescriptive rules, and tighter restrictions on provider discretion. Contrasting the approaches of JCAHO, state agencies, and P&A agencies highlights major points of contention between provider and advocacy communities regarding the balance of internal and external oversight of restraint practices.  Reporting is the key area of contention.

JCAHO dominates hospital quality oversight through its accreditation program and the granting of deemed status for Medicare or accredited hospitals. It operates in an almost entirely collegial mode and has structured its accreditation functions with a primary emphasis on voluntary participation, internal quality improvement capacities, and the protection of performance information. Past Joint Commission standards have articulated principles of good professional practice, rather than regulatory specifics.

State government oversight is complicated by its multiple roles as provider, funder, and regulator, even when these functions are performed by separate state agencies. In Illinois, the DHS OMH has primary authority over state hospitals, while the Department of Public Health is responsible for licensure and certification of private psychiatric units and hospitals. With few exceptions, state oversight of restraint and seclusion has developed slowly and has tended to focus primarily, and often exclusively, on state hospitals. A 1999 NASMHPD survey identified only 18 state mental health authorities that require central reporting of restraint and/or seclusion by their public hospitals. This relatively small percentage suggests an ongoing resistance to mandated reporting and central office responsibility for oversight of internal facility quality improvement processes. In many states, regional or even facility-level political independence has impeded statewide policy uniformity, data collection, and review.

State Protection and Advocacy Systems have a unique role as nongovernmental entities with federal statutory authority to monitor health and safety conditions within facilities.  This authority includes direct access to recipient records. Excessive, injurious, and unwarranted restraint use has long been a major focus of P&A activity. Several P&As have been instrumental in improving restraint and seclusion practices in their states, most notably New York, California, and Illinois. In 1998, P&A agencies received over 34,000 reports of abuse and neglect and over 1,000 complaints regarding restraint and seclusion, including 24 deaths. However, these numbers significantly underrepresent the actual scope of problematic practices because of the lack of mandatory reporting requirements.

The new HCFA regulations require hospitals to report any death of a patient while in restraint or seclusion, or when it is reasonable to conclude the death was related to restraint or seclusion. From August 2, 1999, through March 23, 2000, HCFA regional offices have received 20 such death reports. While Florida reported 7 deaths and Texas reported 3, only 1 death was reported for each of 10 other states. None were reported for Illinois during this period. HCFA will conduct on-site complaint surveys of hospitals reporting deaths related to restraint or seclusion. Reports will be passed on to state healthcare licensing and certification agencies that will conduct investigations. 

The need for increased oversight in private facilities is confirmed by two of the recent reports by the OIG of the U.S. Department of Health and Human Services. The report entitled The External Quality Review of Psychiatric Facilities, issued in May 2000, concludes that “the extent to which the system of oversight is holding facilities accountable for patient care is questionable, especially in the areas of discharge planning and restraints and seclusion.” An August 2000 report, Restraints and Seclusion State Policies for Psychiatric Hospitals, recommends that an aggressive effort be made to move facilities into compliance with HCFA requirements and that particular attention be paid to the improvement of policies governing private hospitals, which have been much weaker than those applied to state hospitals.

Uniform Protections in Mental Health Facilities

The Policy and Procedure Directives which govern restraint use in state hospitals have been revised periodically in recent years and are already in substantial compliance with new HCFA regulations; however, the provisions of the Mental Health and Developmental Disabilities Code related to restraint and seclusion have not been revised for a number of years. Since the state PPD does not apply to private psychiatric hospitals and units, individuals served in private facilities have not been afforded equally strong protections. New HCFA protections apply to all hospitals receiving Medicaid and Medicare, and new federal legislation covers additional facilities receiving federal funds.  Nevertheless, the Illinois state statutes governing restraint and seclusion ought to reflect current standards and provide uniform protections across facilities in both the public and private sectors. The Mental Health and Developmental Disabilities Code provisions governing restraint and seclusion would offer better long-term protection if legislative language required the revision of practice standards as necessary to reflect improvements in the state of the art and delineation of individual rights.

Recommendations:

· The Mental Health and Developmental Disabilities Code should be revised to provide:

· universal protections for recipients in public and private facilities;

· comprehensive safeguards covering all restrictive interventions (e.g. mechanical, physical, and chemical restraint, seclusion, time-out, take-downs, etc.); 

· clear expectations for recipient safety and reduction of restrictive interventions; 

· special protections for vulnerable populations;

· outright ban of dangerous practices;

· comprehensive training for all staff;

· requirements for documentation sufficient to facilitate oversight; and

· specific mechanisms for quality assurance and public accountability.  

· Mental Health and Developmental Disabilities Code revisions should incorporate the strongest protections and best practices from HCFA regulations, JCAHO standards, the OMH PPD, and other relevant sources.  

The broad authority delegated to P&A agencies under federal law offers untapped potential for improving the protection of individual rights and safety in private psychiatric hospitals. P&As are authorized to investigate abuse and neglect, to pursue administrative, legal, or other appropriate remedies, and to carry out systemic advocacy to implement changes in policies and practices. Limited funding has precluded most P&As, including EFE, from establishing a more active presence in private sector facilities.  

Recommendation:

· As the Governor-designated protection and advocacy system for the state of Illinois, Equip for Equality should be provided with the resources necessary to carry out its independent oversight function, including adequate public funding and clarification of its right to access the necessary records and information.

Promoting Best Practices in Restraint Utilization

The technical report issued by the National Association of State Mental Health Program Directors, Reducing the Use of Seclusion and Restraint: Findings, Strategies, and Recommendations, is worth review by everyone interested in individual rights and safety. An appendix to the report, Recommendations for State Mental Health Agencies, includes the following, among a number of important points: (a) OMH leadership on restraint reduction in the mental health system and other systems that serve people with mental illness; (b) development of a statewide strategy and work plan for prevention, early intervention, and safe utilization; (c) participation in national performance measurement initiatives; (d) assurance that age and developmental differences are taken into account in data systems and benchmarking procedures; (e) incorporating the principles and practices outlined in the NASMHPD Position Statement on trauma; and (f) inclusion of consumer perspectives in the planning and implementation of policies, procedures, training, and monitoring activities regarding seclusion and restraint. Some of the NASMHPD recommendations will require OMH to assume a broader and more assertive leadership role beyond its responsibility for systemic leadership in advancing new approaches and fostering the implementation of best practices, which increase the protection of rights and the safety of recipients and staff.

Securing the support and investment of staff, which is critical to changing the culture of institutional care, requires the incorporation of legitimate workplace safety concerns in  plans and policies. Federal Occupational Health and Safety Administration (OSHA) Guidelines for Preventing Workplace Violence for Health Care and Social Service Workers also merit careful review. The approach outlined by OSHA parallels that of NASMHPD, addressing many of the same issues. The two documents are consistent philosophically and complement each other strategically.  Combining restraint reduction efforts with violence prevention and workplace safety initiatives is being embraced by states at the forefront of reform.

Recommendation:

· The DHS OMH should develop plans for implementation of all of the Recommendations for State Mental Health Agencies from the NASMHPD report on restraint, incorporating strategies from the OSHA Guidelines for Preventing Workplace Violence for Health Care and Social Service Workers that will enhance its effectiveness.

State Level Cross-System Oversight
Serious problems of excessive and injurious use of restraint, seclusion, and other restrictive interventions exist in facilities operated by several systems in addition to the mental health system, particularly in schools and jails. In addition, there are potential negative cross-system implications if attempts to limit restraint use in one system or setting are undertaken without the requisite care and planning. The rights and safety of individuals with disabilities should be protected in all settings and systems, although specific issues may differ. The evolution of knowledge on the risks of such interventions and methods to reduce their utilization calls for a review of the laws, regulations, and standards in all systems. Higher visibility and increased public understanding of these issues are necessary to generate support for solutions that properly balance rights and safety. Most importantly, consistent reduction of abusive practices and improvement in protection require public disclosure and accountability. A cross-system approach to oversight and accountability will be more effective in protecting individuals with disabilities. 

Recommendations:

· The Governor should create a permanent Task Force on the Reduction in the Use of Restrictive Interventions with Persons with Disabilities with members appointed by the Governor and leadership of the General Assembly.  The Task Force should address the use of restrictive interventions in all settings in which such interventions are utilized, including, but not limited to, education, human services, and corrections.
· A plan for standardized annual reporting on restrictive interventions in all systems (health, human services, education, and corrections) should be developed according to the standards governing each particular type of setting, and data should be centrally collected, analyzed, and published in a comprehensive annual report.

· State laws, regulations, and standards governing educational, healthcare, human service and correctional systems should be reviewed and updated regarding the use of restrictive interventions and should ensure adequate protections for individuals with disabilities.  

· Abuse and neglect provisions should be revised to include definitions related to restraint and seclusion when used for coercion, punishment, retaliation, or staff convenience.  

· State agency responsibilities for review and oversight of restrictive interventions as part of their licensure and/or regulatory roles should be clarified and strengthened.

RESTRAINT COMPLIANCE MONITORING STUDY

INTRODUCTION

Two hundred years ago, Philippe Pinel, the French physician who pioneered in the humane treatment of the mentally ill, eliminated the routine use of shackles in psychiatric facilities and articulated principles for nonpunitive restraint, stressing the need to balance safety interests with respect for individual rights (Fisher, 1994).  Striking an acceptable balance between rights and safety has persisted as the essential test of appropriateness in the use of restraints and other restrictive measures.   Over the past 30 years, investigations have consistently found physical restraints being used excessively and inappropriately on recipients in mental health facilities. In response, courts and legislative bodies have sought to move the balance point toward the protection of rights by defining limitations and procedural requirements for the use of restrictive interventions.  However, balancing rights and safety involves complex issues related to clinical knowledge and practice that cannot be solved by regulatory or legislative mandates alone.

Federal Judicial Guidance on Restraints

In Wyatt v. Stickney, 344 F. Supp. 373 (M.D. Ala. 1973), the federal district court set out basic limitations on the use of seclusion and restraint.  The right to be free from restraint can be denied only when necessary to protect the recipient and others from injury.  Restraints can be authorized only by written order of a qualified professional for a limited period of time and cannot be used as punishment, for staff convenience, or to control danger if less restrictive alternatives are available.

In Youngberg v. Romeo, 457 U.S. 307 (1982), the U.S. Supreme Court recognized constitutionally protected liberty interests in safety and in freedom from unnecessary restraint.  However, the Court asserted that the right to freedom from excessive restraint is not absolute and can be in conflict with recipient interests in treatment and safety.  The Court emphasized deference to the “presumptively valid” decisions made by mental health professionals in the exercise of professional judgment.  Any finding of liability requires a departure from accepted professional judgment, practice, or standards so substantial as to suggest that the decision was not even based on professional judgment.  A finding of individual professional liability is precluded if the inability to satisfy normal professional standards results from budgetary constraints.  These caveats leave room for substantial deterioration in restraint practices, especially when funding is inadequate.

Restraint and Seclusion Literature
Recent review articles were canvassed to identify relevant findings from the literature on restraints in psychiatric settings as a context for this study of restraint on adult state-operated mental health facility (state hospital) units.  Restraint use was the main focus of the search; however, the frequency of combined reference to “seclusion and restraint” in the literature blurs distinctions between the interventions.  The survey of literature was not intended to cover special issues relating to elderly, developmentally disabled, and child and adolescent populations, or to other settings, such as nursing homes, schools, or community residential programs.  Equip for Equality (EFE) is engaged in a separate and ongoing effort to address problems related to restrictive interventions in schools and has done previous studies of restraint problems in developmental disabilities (DD) facilities. In addition to the most recent review articles, journals were searched for papers addressing a variety of issues related to restraint use with adults in psychiatric hospitals.

Fisher (1994) reviewed 96 studies conducted between 1972 and 1993, and outlined the following broad conclusions based on his analysis: 


Restraint and seclusion are effective techniques for preventing injury and reducing agitation; however, these interventions can also have deleterious physical and psychological consequences for both recipients and staff.

  
The wide variation in reported utilization rates is not reliably explained by recipient characteristics or needs.  Rates of utilization can be influenced by a number of demographic and clinical factors, but have been determined to a greater degree by administrative attitudes, cultural biases, and staff issues.

 
The operation of inpatient units for severely symptomatic individuals without any use of restraint and seclusion has been considered impossible.  However, some professionals and much of the growing consumer/survivor movement challenge the necessity of these techniques, as well as the way in which they are applied.

  
Training (e.g., in violence prediction/prevention and safe application methods) has been found to reduce negative outcomes and overall restraint utilization.  However, further investigation is required to establish an empirical basis for maximizing safety and minimizing use.

Such contradictory findings have fueled an intense and ongoing debate over the legitimacy of restraint use.  High rates of utilization have been viewed with increasing skepticism over the past 30 years. Over the same period, mental health systems have undergone dramatic changes, including major shifts in the service functions of state and community hospitals and in their respective populations.  As noted by Currier and Allen (2000), there has been both a shift toward treatment in the least restrictive setting and a shift in admission criteria from a treatment model to one focused on dangerousness.  The result has left hospitals with a higher concentration of aggressive individuals at risk for restraint.

A comprehensive review by Walsh and Randell (1995) reaches conclusions similar to Fisher=s, but places more emphasis on what is not known about restraint and seclusion. As a backdrop to their review, the authors report on recent circumstances faced by nursing staff who are struggling to manage inpatient units characterized by increasing recipient acuity, decreasing lengths of stay, and major cuts in staffing.  Maintaining a therapeutic milieu, while safeguarding the rights of individual recipients and assuring the safety of other recipients, staff, and visitors, requires a “juggling act.”  Nurses report discomfort with restraints from an ethical perspective but are centrally involved in the decision-making behind high restraint utilization.  The absence of clear definitions and criteria for restraint use leaves hospital staff without guidance in many situations.  Current institutional risk management concerns increase the probability of restraint use in uncertain situations, since greater liability is associated with injuries from failure to restrain (in terms of suits and damage awards) than with harm from restraint or unjustified use (Felthous, 1987; Staudenmaier, 1996).

Precipitating factors reported in the literature include some in which restraint use appears justifiable, such as physical attack and self-mutilation, and others that are highly questionable, such as refusing staff direction. Walsh and Randell express concern about the gray areas, circumstances in which it can be difficult to distinguish between the premature application of restraint and the timely prevention of assault. For example, behavior sparsely described as “agitated” and/or “escalating” in the record is commonly cited as justification for restraint.  Some authors consider these cases to be highly suspect and indicative of inappropriate restraint use (Chandler et al., 1998).  However, escalating agitated behavior is reported as the most common early warning sign of impending aggression (Stilling, 1992; Owen et al., 1998).  Questions remain concerning how often physical control is being used for reasons other than prevention of violence and how often behavior cited by critics as nonviolent is actually a precursor to violent behavior necessitating intervention (Heilbrun, et al., 1995). 

Littrell and Littrell (1998) describe the conceptual model that places anxious, agitated, aggressive, and violent behavior in a linear progression, as a continuum.  Research and clinician reports indicate that violent behavior is frequently, if not usually, preceded by some gradation of agitated behavior.  Yet, agitated behavior does not always progress to aggression or violence; and some aggressive behavior occurs without warning or apparent provocation.  To address the gray areas, Walsh and Randell recommend prospective studies tracking the circumstances and events preceding restraint use, including more specific descriptions of recipient behavior and interactions between recipients and staff.  Early identification of warning signs and intervention at the first sign that an individual is losing control, offering the individual choices for less restrictive options, has been found to reduce restraint use (Morales and Duphorne, 1995; Sherman, 1999).  Early identification and intervention are also critical in preventing dangerous take-downs and physical holds (e.g., face down with back pressure) that have been implicated in a large number of restraint-related fatalities (Abdon-Beckman, 1997; Chan et al., 1997).   

No reviews or articles were found that offered comprehensive coverage of alternative interventions and their effectiveness.  One-to-one verbal interaction appears to be the most common alternative. Medication is frequently employed, but there is disagreement about how often its use becomes a chemical restraint.  Some alternatives are described as having debatable therapeutic effectiveness, including therapeutic holding and preventive aggression devices.  Time-out, brief isolation, and intensive care areas are potentially useful, but only if designed and used so as to be truly less restrictive than locked seclusion.  Other alternatives include quiet time, music, relaxation tapes, exercise, and beating pillows.

The New York State Commission on Quality of Care has described three general schools of thought on the benefits and risks of restraint and seclusion (1994b).  Over the last 20 years, there has been a drastic reduction in support for the notion of restraint and seclusion as useful interventions that teach internal controls.  The majority of professionals now view restraint and seclusion as interventions of last resort for preventing harm to self or others, destruction of property, or disruption of the therapeutic milieu.  A growing minority considers both measures to be intrinsically harmful, indicative of treatment failure, and justifiable only to preclude immediate, serious physical harm to self or others.  Some professionals insist that restraint can and should be completely abolished.  However, Walsh and Randell criticize proponents of total elimination for offering no practical alternatives for the safe treatment of people with mental illness and violent behavior.

In studies that include consumer perspectives, most report very negative experiences.  Reactions include anger, disorientation, fear, sadness, bitterness, humiliation, and demoralization.  Further, consumers often disagree with staff perceptions of their behavior and whether it warranted such an extreme intervention (Fisher, 1994; Outlaw and Lowery, 1994; Brooks et al., 1994).  A significant percentage of psychiatric inpatients have histories of physical or sexual abuse and are particularly at risk for being re-traumatized by restraint (Massachusetts Department of Mental Health, 1996).  Other groups with particular vulnerability include children, the elderly, and people with physical disabilities, sensory impairments, chronic medical conditions, or multiple diagnoses, or who are on certain medications.  For some individuals, restraint may be contraindicated entirely (GAO, 1999).

The New York State Commission on Quality of Care conducted a series of studies on restraint and seclusion that provided a unique and comprehensive view of New York State practices.  In 1994, the Commission published results from the largest survey ever conducted of former inpatients of psychiatric facilities.    A little more than half of the respondents reported restraint or seclusion episodes while hospitalized. Those who had been restrained or secluded were twice as likely to render a negative assessment of inpatient care.  Approximately three-quarters of respondents who were restrained or secluded stated that they had not been dangerous to themselves or others at the time.  Many commented that staff had responded precipitously in relation to the degree of emotional upset or inappropriate behavior.  Only 47% of respondents reported the use of less restrictive interventions before restraint or seclusion was initiated.  However, staff attempts to use alternatives tended to impact positively on consumers’ overall assessment of care.

A large majority (78%) of respondents reported failures of compliance with existing New York legal and regulatory requirements during the episodes of restraint and seclusion, including the following: not being examined by a physician; not being monitored by staff; lack of periodic release for bathroom, exercise, meal, and water breaks.  Unnecessary force, psychological abuse, ridicule, or threats by staff were reported by 62% of respondents.  Physical abuse was alleged by 29%, with 26% reporting injuries and 10% reporting sexual abuse.  While acknowledging that survey responses cannot be assumed to be completely accurate, the authors rightly assert that the opinions of over 1,000 “customers” of psychiatric hospitals cannot be dismissed.

Although there is broad agreement that restraints are overutilized, estimates of the extent of overutilization in different settings have been lacking.  The absence of national data based on uniform definitions hindered comparative assessment of utilization rates.  The first national hospital survey documented considerable unexplained variation in utilization rates, suggesting an absence of practice standards (Crenshaw and Francis, 1995).  Many hospitals were not even collecting data on restrictive interventions.  The second survey (Crenshaw et al., 1997) found wide variation consistent with the initial findings.  Few hospitals were found to have altered restraint practices, in spite of changing hospital missions, the political shift away from restrictive interventions, and the increasing emphasis on quality improvement activities by both governmental and private accrediting bodies. Data from the second survey suggested some differences in utilization related to facility size and function. Larger and chronic care facilities had somewhat lower restraint rates than small acute care hospitals.  

Facilities with higher forensic populations had greater restraint utilization.  The possibility of appropriate variation in rates based on such factors may be unpersuasive to critics until blatantly illegal practices and excessive use are substantially reduced.

At a state level, the New York State Commission on Quality of Care surveyed restraint and seclusion use over a one-month period at 125 facilities, including state-operated psychiatric hospitals, state forensic psychiatric centers, and general hospital psychiatric units (NYSCQC, 1994b).  Extremely wide variation was found, with 16% of facilities reporting no restraint and seclusion use during the month and 9% reporting very high rates.  The Commission projected recipient odds of restraint or seclusion to vary from more than 1:10 to less than 1:100.  Neither clinical nor demographic characteristics of recipients explained the variation. However, there was some indication that some higher rates (e.g., New York City) were related to a lack of prior contact with and information on recipients.  Although 90% of the facilities maintained data on restraint and seclusion episodes, most made very limited use of this information for quality assurance or comparison with other facilities.

The Commission visited 12 facilities (from the larger sample of 125) and identified several factors that differentiated those with low restraint and seclusion use from those with high use.  A strong administrative commitment to minimizing restrictive interventions was apparent in low-use facilities. This administrative commitment was demonstrated in clear policy statements, quality assurance activities, and an emphasis on crisis intervention, less restrictive alternatives, and staff training.  Low-use facilities allowed greater personal liberties for recipients, including telephone and visiting privacy, unscheduled showers, and more off-unit privileges.  More comfortable living conditions, particularly in dayrooms and recipient bedrooms, were found in low-use facilities.  Finally, at least 50% of recipients in low-use facilities were engaged in at least 20 hours of therapeutic activities per week.

Research reviewed by the New York State Task Force on Restraint and Seclusion (NYSCQC, 1995) documented the impact of statutory, regulatory, and policy mandates on restraint practices and rates.  Dramatic reductions in restraint and seclusion followed either the enactment of specific laws and regulations, or the institution of protocols covering use, monitoring, and documentation.  This review also noted a relationship between strict staff adherence to behavior management plans and a reduction in violent episodes, injuries, and restraint use.  Reduction of excessive restraint utilization is possible if clear expectations are established and periodically reassessed.  Sequential studies in Ohio (McCarthy and Salter, 1987; 1988) noted a marked reduction in rates between the first and second review.

Chandler and colleagues (1998) note the contrast between a proliferation of legal and clinical standards for seclusion and restraint and a paucity of published studies on compliance with standards.  The authors describe a compliance study on restraint practices conducted under the auspices of the California P&A.  The focus was similar to the present EFE study, but differed in sampling restraint episodes in both hospital and non-hospital settings operated by a variety of non-state entities, in addition to state hospitals.  Findings indicate a lack of compliance with California=s legal requirements in four areas: legality of restraint orders, employment of less restrictive alternatives, legal grounds for initiating and continuing orders, and nursing care to individuals during the episodes. Substantial problems with the quality and specificity of the documentation complicated the assessment of compliance.  Where in doubt, the authors assumed that recipient rights issues might be involved, rather than simple charting omissions.

Restraint Policy and Practice in Illinois

Illinois legislative policy on restraints is set forth in the Mental Health and Developmental Disabilities Code, which has included a section governing the use of restraints in state mental health facilities (Section 2-108) since its adoption in 1979.  The section has been amended in response to concerns raised by reviews of state hospital practices, including the 1988 report submitted by EFE as the court monitor for the Nathan v. Levitt consent decree.  That report documented widespread and serious noncompliance with Code requirements and recommended legislative action to correct abuses.  Of the many restraint records that were reviewed, not one fully complied with Illinois law.  Justification for the use of restraints was generally deficient, and in many orders, no attempt was made to demonstrate dangerousness.  Almost all orders were issued for the legally permitted maximum length, and individuals were routinely kept in restraints for that time period regardless of their behavior.  The Report of the Governor’s Commission to Revise the Mental Health Code (1989) also documented problems with state hospital restraint practices and called for statutory change.  Substantial amendments were last made to the restraint section in 1991.  Basic provisions are summarized below.

In Section 1-125 of the Code, restraint is defined as:

“…(a) direct restriction through mechanical means or personal physical force of the limbs, head or body of a recipient.  The partial or total immobilization of a recipient for the purpose of performing a medical, surgical or dental procedure or as part of a medically prescribed procedure for the treatment of an existing physical disorder or the amelioration of a physical handicap shall not constitute restraint, provided that the duration, nature and purposes of the procedures or immobilization are properly documented in the recipient’s record and, that if the procedures or immobilization are applied continuously or regularly for a period in excess of  24 hours, and for every 24 hour period thereafter during which the immobilization  may continue, they are authorized in writing by a physician or dentist; and provided further, that any such immobilization which extends for more than 30 days be reviewed by a physician or dentist other than the one who originally authorized the immobilization.

Momentary periods of physical restriction by direct person-to-person contact, without the aid of material or mechanical devices, accomplished with limited force, and that are designed to prevent a recipient from completing an act that would result in potential physical harm to himself or another shall not constitute restraint, but shall be documented in the recipient’s clinical record.”

The authorized purposes for the use of restraints are set forth in the introductory clause of Section 2-108 of the Code and reflect the limits articulated in Wyatt v. Stickney.  “Restraint may be used only as a therapeutic measure to prevent a recipient from causing physical harm to himself or physical abuse to others…In no event shall restraint be utilized to punish or discipline a recipient, nor is restraint to be used as a convenience for the staff.”

The following requirements applied when restraints are ordered:

1.
Except in an emergency, restraints can be employed only upon the written order of a physician, clinical psychologist, clinical social worker, or registered nurse with supervisory responsibilities. 

2.
Professional staff ordering restraints must examine the individual to determine that the use of restraints is justified to prevent physical harm to self or others.

3.
Restraint may not continue for more than two hours unless, within that time period, a physician or a nurse with supervisory responsibility personally examines the recipient and confirms in writing that the use of restraints does not pose an undue risk to the recipient’s health.

4. The order must contain the following: the events leading up to the need for restraints, the purposes for which restraint is to be employed, the length of time the person will remain in restraints, and the clinical justification for that time period.  

5. An order is valid for a maximum of 16 hours.  If further restraint is required, a new order meeting all the requirements must be issued.

6. In an emergency requiring the immediate use of restraints, a qualified person may temporarily issue an order if no physician, clinical psychologist, clinical social worker, or supervisory nurse is available.  In that event, an order meeting the requirements must be obtained as quickly as possible.

7. Restraints may be employed during all or part of one 24-hour period, but cannot be used in the subsequent 48 hours without prior written authorization by the facility director.

      8.    A person in restraints must be observed at least every 15 minutes by staff, and a 

      record must be kept documenting all of those observations.

More specific guidance regarding restraint practices in state hospitals is contained in the several successive Policy & Procedure Directives (PPDs) issued over the years by the Office of Mental Health (OMH) within the Illinois Department of Human Services (DHS), formerly the Department of Mental Health and Developmental Disabilities (DMHDD).  In some aspects, these policy directives have simply mirrored the language of the Mental Health and Developmental Disabilities Code.  However, in several significant instances, recent PPDs have been more protective of individual rights than the statute.  In these areas, the PPD takes precedence over the Code.

The shift from a completely statute-driven approach to greater self-regulation by the state mental health authority has benefits and limitations.  The PPD approach allows the state to make rapid adjustments in response to identified problems, improvements in clinical knowledge and practice, and consumer input. However, PPDs apply only to state hospitals and do not cover private and general hospital psychiatric units.  Given the substantial shift of inpatient psychiatric care delivery to private sector facilities, the enhanced protections contained in the PPD should be extended to private sector facilities.  The Mental Health and Developmental Disabilities Code will require revision to ensure that adequate protections are equally available to individuals regardless of the system in which they receive their care. 

The PPD utilized in this Restraint Compliance Monitoring Study was issued in 1994.  Specific PPD requirements monitored in the study are discussed in the presentation of the study findings.  In September 1997, halfway through the six-month study period, major revisions were made in the DHS Restraint PPD, concurrent with settlement of litigation, known as K.L. v. Edgar.  However, for purposes of consistency, the 1994 PPD was used in assessing restraint episodes over the entire six-month study period. 

The K.L. v. Edgar litigation highlights problems in Illinois restraint and seclusion practices during the period covered by the study.  The original complaint filed by the American Civil Liberties Union (ACLU) included charges that mechanical and chemical restraints were used excessively, as a substitute for clinical care, and that both direct care staff and security personnel were inadequately trained in restraint and seclusion. Expert reports offered differing perspectives on the practices of state hospitals.

The plaintiff’s expert report was prepared for the ACLU by Griffith and colleagues (1997).  While acknowledging some improvements since the initial complaint filing, particularly in Central Office monitoring of seclusion, restraint, recipient injuries, and unauthorized absences, doubts were expressed about the durability of improvements. The experts argued that “... isolated elements were not interlaced to form a comprehensive, overarching vision that was then a useful reference point for the facility leadership struggling with the daily task of caring for psychiatric recipients.”  The experts found a statewide need for continued education and training of frontline clinical staff, “especially with regard to their interaction with recipients and the skills of performing clinical assessments.”  All of the state hospitals were struggling “to contend with problems in the areas of discharge planning and therapeutic programming, and the management of aggressive and threatening recipients.” Finally, the plaintiff’s experts noted that state hospitals were not getting the necessary assistance to “understand Office of Inspector General (OIG) findings and then respond to the findings with program changes, specified educational interventions, or a reallocation of human or material resources.”

The report submitted by the Department’s expert (Lion, 1996) defended OMH restraint and seclusion practices.  When compared with national survey data (Crenshaw and Francis, 1995), OMH data for 1994-95 was reported to be slightly higher than the national average for the number of persons restrained, but below the national average in both incidents of restraint and hours in restraint.  Lion also reported that Illinois rates fell at the low end of the range for New York facilities (NYSCQC, 1994b).  Lion also offered evidence of Central Office leadership in improving restraint practices, including an Annual Restraint Report, memoranda between the OMH Bureau of Quality Improvement and Statewide Restraint Performance Improvement Team, and the materials used in Aggression Management Training in all state hospitals.   In settling the suit, revision of the PPD and funds for training in state hospitals were among the few concessions required of the Department in addition to improvements made after the original filing (Reid, 1998). 

The current study was undertaken by EFE in response to concerns raised by consumers and family members affiliated with the Illinois Chapter of the National Alliance for the Mentally Ill (NAMI).  The Office of Mental Health initially refused to cooperate and facilitate access to individual records.  Legal action was required to compel compliance with EFE’s statutory authority. Over the course of the study, national debate about restraints expanded to encompass a fundamental reexamination of issues and practices with implications for study findings.  After study data was collected, the project was expanded to incorporate information emerging from this reexamination.    

STUDY DESIGN 










Labor Relations Alternatives, Inc., a training and consulting agency focusing on risk and incident management, collaborated with EFE to design a documentation review tool to assess the compliance of restraint practices in state hospitals with the following 1994 PPD requirements:

Obtaining a physician’s order for restraint.

Documentation of the physician’s order for restraint.

Examination by a physician following restraint application. 

Notification of persons designated by the individual.  

Appropriateness of the use of restraint. 

Documentation of monitoring during restraint.

Reason for the release from restraint.

Debriefing individuals following release from restraint.

Time in restraints after first documentation of quiet, calm, or sleeping behavior. 

Use of emergency medications while in restraints. 

Safety issues (e.g., use of security personnel, injuries incurred during restraint).

The study examines restraint episodes that occurred from July 1 through December 31, 1997.  The definition of a restraint episode was provided in the 1994 PPD and specifies that “a restraint event begins when an individual goes into restraint and ends when the individual is released.”  During this six-month time period, 1,994 total restraint episodes were reported by the 10 state hospitals. Since resources did not permit a review of all of the restraint episodes that occurred, a random sample was drawn.  To determine the number of restraint episodes needed to ensure a representative sample of this six-month period, the National Education Association formula was used, resulting in a sample size of 325 episodes. 

Since EFE was not allowed direct on-site access to the records necessary to conduct the evaluation, redacted records were obtained from the state hospitals.  Copies of the following records were requested for each restraint episode in the sample: (a) Physician’s Order for Restraint/Seclusion, (b) Notice Regarding Restricted Rights of Recipients, (c) Restraint/Seclusion Record, (d) Continuation of Restraint/Seclusion Record, (e) Progress Notes related to the restraint, (f) Nursing Care of Patients in Restraints (Assessment Findings), (g) Unusual Occurrence form (where applicable), and (h) Post Restraint Debriefing Tool.  Information from these documents was used to assess the degree to which procedures used in each episode were consistent with  PPD requirements. 

A second sampling issue arose from the wide variation in the number of restraints reported by each state hospital, ranging from 59 restraint episodes reported at Singer Mental Health Center to 367 episodes at Madden Mental Health Center.  To reduce sample error, proportionate stratified sampling was used; that is, the number of restraint episodes randomly drawn from each state hospital was based on its proportion of the total population of restraint episodes for all state hospitals.  Table 1 shows the total number of restraints for each state hospital, the number required to achieve proportionate stratified sampling, and the number of episodes actually reviewed and included in the study sample. While not a perfect match due to missing documentation, the degree to which the proportionate stratified sample was achieved is notable. 

Table 1. Mental Health Facilities by Total Number of Restraints, Sample Size

and Actual Number of Restraints Reviewed
	
MH Centers

	Number of Restraints

7/1 - 12/31/1997


	Proportionate Sample Size
	Actual Number Reviewed

	Alton
	303
	45
	46

	Chester
	342
	51
	51

	Chicago-Read
	266
	40
	41

	Choate
	107
	16
	16

	Elgin
	158
	24
	24

	Madden
	367
	55
	52

	McFarland
	172
	26
	26

	Singer
	59
	9
	9

	Tinley Park
	122
	18
	17

	Zeller
	98
	41
	42

	     Total


	1994
	325
	324


Flawed information provided by some state hospitals presented the greatest impediment in obtaining a thorough, reliable description of the use of restraints in Illinois state hospitals.  First, to draw the sample, each state hospital was asked to provide a list of all restraint episodes, as clearly defined in the PPD, for the July 1 to December 31 study period.  State hospitals responded to the request with different formats and dissimilar data (e.g. a list of physician’s orders, rather than restraint episodes, which might involve multiple orders).  The information sent by a few hospitals was insufficient even to determine whether restraint orders or episodes were actually listed.  Missing and poorly copied documentation posed another major obstacle.  Materials relating to physician’s orders and staff monitoring activities were provided for most episodes, although supporting documentation for restraint continuation was missing in many cases.  Replacement cases were used and when these were depleted, the state hospital was contacted for additional information.  Even with follow-up, progress notes were missing for 38 cases and the debriefing tool was missing or not completed in 39 cases.  In addition, information on various items was sometimes missing or illegible and could not be coded.  For those reasons,  the total number of items that could be coded for each of the issues addressed in the study varies slightly from the total of 324.  Fortunately, reviewing the documentation for physician’s orders and for required monitoring activities could complete much of the assessment protocol.

FINDINGS
Physician’s Order for Restraint

To determine the compliance of restraint orders with the PPD, reviewers considered: (1) the type of restraint applied, (2) the process used in obtaining the order, and  (3) the completeness and quality of documentation.


Type of Restraint

The types of restraints are shown in Table 2 below.  The most frequently utilized restraint was the  4- or 5-point restraint accounting for 222 or 69.8% of the total number of restraints, followed by the use of a combination of restraint and seclusion (restraint type not specified) in 68 episodes (21.4%).  Twenty-five episodes, primarily 6-, 7-, 8-, and 9-point restraints, were categorized as “other.”  Six physician’s orders did not indicate the type of restraint employed.

Table 2. Type of Restraint

	
	#
	%

	4/5-Point Restraint
	222
	69.8

	Mechanical Immobilization
	3
	0.9

	Restraint & Seclusion
	68
	21.4

	 Other


	25
	  7.9



Obtaining the Physician’s Order  

The 1994 PPD requires that restraints may be applied only if a physician provides a written order  to do so.  If the need for the restraint is immediate, other mental health professionals may temporarily order it, but a physician must provide written or verbal authorization within one hour.   In 252 episodes (78.0%), the restraint order was initiated by someone other than a physician.  Of these cases, 186 orders (73.8%) were signed by the physician within one hour, 39 (15.5%) were authorized through verbal orders from the physician, 19 orders (7.5%) exceeded one hour for written or verbal authorization by the physician, and 8 (3.2%) had no date and time noted on the order for the physician’s authorization, so this assessment could not be made.


Documentation of Required Elements in Physician’s Orders 

The 1994 PPD specifies the required contents of the physician’s order as listed in Table 3.  This portion of the assessment evaluated whether the order contained the statutorily required information, regardless of the quality of the documentation.  Findings related to the quality of documentation are reported in the following sections.  Reviewer findings regarding completeness are as follows: physician orders almost invariably included events leading up to restraint (99.7%), the specific behavioral criteria for termination (99.1%), and the length of time for which the restraint was authorized (98.8%).  The most common missing element was the purpose of the restraint, which was present in only 78 (24.1%) of the orders, which is not surprising given that the most recent form (DMHDD-44R/S) for the physician’s order does not include a specific space to record the purpose of the restraint.

One item that proved difficult to assess was the inclusion of a clinical justification for the length of time for which the restraint was authorized.  The section of the form pertaining to duration frequently contained additional justification for the initial application of the restraint instead.  For example, many orders cited: “protection of self and others” as the justification for the length of the restraint.  Consequently, only 196 orders (60.7%) included information justifying the length of restraint.  When the content clearly related to the initial restraint application, the episode was coded as having no information related to length and not evaluated as to quality.   However, such information was used to assess the extent to which the orders clinically justified the restraint.  The length of time behavioral criteria for release had to be exhibited was documented in only 165 of the orders (51.1%).  The criteria for release if the individual fell asleep were found in 214 of the orders (66.0%).

Table 3. Documentation of Required Elements in Physician’s Order for Restraint

	Required Element
	#
	%

	The events leading up to the need for the restraint
	323
	99.7

	The purpose of the restraint
	78
	24.1

	The use and ineffectiveness of other less restrictive interventions prior to the restraint
	285
	88.2

	The specific behavioral criteria for termination of the restraint 
	321
	99.1

	The length of time behaviors must be exhibited for termination
	165
	51.1

	The written criteria for release if asleep in restraints
	214
	66.0

	The length of time that the restraint may be applied


	320
	98.8

	The clinical justification for the length of the restraint


	196


	        60.7




Quality of the Documentation in the Physician’s Order 
The required elements in the physician’s orders were also assessed in terms of the quality of information provided. (See Table 4). To reduce subjectivity in the assessment, operational definitions of quality were developed for each element, and are described below.


Events Leading Up to the Restraint  

The 1994 PPD states that restraint may be used only as a therapeutic measure to prevent harm to self or others.  The documentation of events leading up to restraint use was considered to be adequate if the information provided was stated in behavioral terms with sufficient detail.  The following is an example of adequate documentation:  “individual got angry at a staff member when he was refused a cigarette, verbally threatened to punch the staff member out and took a swing at him.”  Two hundred and twenty-two of the orders reviewed (69.6%) provided an adequate description of events.  The orders that were deficient usually included only a characterization of the behavior preceding restraint, such as:  “combative,” “aggressive,” “uncooperative,” “hostile,” “unpredictable,” or “refusing to follow direction.”  While many orders were deficiently vague, it should be noted that the related progress notes were frequently much more specific.  In one example, the physician’s order states only that the individual was “verbally threatening staff, refusing to follow any direction,” while progress notes describe him as putting his fist in the faces of staff and trying to hit them.


Interventions Attempted Prior to the Restraint 

The 1994 PPD states that restraint may not be used until other less restrictive procedures have been documented to be ineffective or inappropriate for the individual.  The most seriously deficient area of compliance in the study was found in the documentation regarding the use of less restrictive interventions prior to restraint.  Detailed information was either minimal or totally absent in most instances regarding the employment of less restrictive procedures or the reasons they were not attempted, and the circumstances surrounding the eventual need to apply the restraint. 

Typically, the physician’s orders included only vague single descriptors (e.g., counseling, verbal prompt, redirection, or physical prompt) and did not convey any specifics about the situation such as staff actions and recipient responses.   Only 30 of the physician’s orders (10.6%) met compliance criteria for sufficient specificity in describing the interventions attempted.   In some cases, progress notes contained more specific information than the orders, although still insufficient for a full understanding of the interventions that were tried.  A total of 106 (39.8%) episodes had progress notes that clearly described prerestraint interventions.  Using both the physician’s order and related progress notes, prerestraint alternative interventions were categorized (see Table 5).  The majority fell into three categories: redirection/verbal prompt (33.5%), medication (25.5%), and counseling (25%). 


Clinical Justification for the Length of the Restraint  
The justification for the length of an order was considered convincing if the documentation referred to the individual’s clinical history, a pattern identified from previous episodes, the time necessary for medication to become effective, or specifics regarding the intensity or severity of behavior that warranted extreme caution.  Based on these criteria, 111 of the orders (56.6%) were found to provide sufficient clinical justification for the maximum length of restraint approved in the order.  One example of an adequately justified order for length of restraint referred to a “history of needing at least two hours to calm down.”

In many orders, the section for justification of the length of the restraint was simply left blank.  In other orders, this section included information that was pertinent to the restraint but did not address any rationale for the duration of the restraint order.  For example, comments sometimes related to criteria for release (e.g., “client will be calm, no aggressive behavior, no threatening remarks”).  Many comments related more clearly to the justification of restraint initiation, rather than the length, such as the following: “threatens to hurt self if not restrained”; “to allow patient to regain control and not be harmful to self or others”; or “reduce stimuli, protect from self-injury.”


      Table 4. Quality of the Documentation of the Required Elements of the

Physician’s Order for Restraint

	Required Element
	#
	%

	Events described as leading up to the restraint include specific behaviors exhibited by the individual
	222
	69.6

	Specific descriptions of the use of other less restrictive interventions prior to the restraint
	30
	10.6

	Sufficient clinical justification for the length of the restraint


	111
	56.6


Table 5. Interventions *Attempted Prior to the Application of Restraints

	               Intervention
	#
	%

	Counseling
	135
	25.0

	Redirection/Verbal Prompt
	181
	33.5

	Medication
	138
	25.5

	Time-Out
	5
	0.9

	Other
	42
	7.8

	Not Applicable+
	39
	7.2

	Seclusion


	1
	0.2


*Most episodes included the attempted use of multiple interventions prior to the restraint.

+Those episodes coded “not applicable” for prior interventions were those in which the behavior was so sudden and aggressive that staff was unable to try other interventions.

Assessment of Medical Contraindications by Physician or Nurse 
The 1994 PPD specifies that within one hour of application of the restraint, a physician or a registered nurse at a supervisory level above that of the registered nurse who ordered the restraint must examine the individual and confirm that he or she is not at risk while in restraints due to his or her physical or mental condition.  All but 4 of the orders reviewed (320) included sufficient information (i.e., date, time, and qualifications of the person performing the examination) to determine whether the individual had been examined within one hour.  Of these 320 episodes, 293 (91.6%) indicated that either a physician or a registered nurse had assessed the individual.  However, it was not possible for the reviewers to confirm the supervisory status of those registered nurses.
Notifying Persons Designated by the Individual

The 1994 PPD requires that each individual be informed, within one hour of restraint initiation, that he may designate a person to be notified of the restriction of his rights by application of the restraint.  In 223 episodes (69.9%), the “Notice Regarding Rights of Recipients” section of the DMHDD-4 form was completed, indicating that an individual had been notified (Table 6). The assessment did not address whether notifications occurred within the required time frame.  In the majority of cases (63.2%), the individual did not want anyone notified.  Another 62 individuals (27.8%) requested that their guardians be notified of the restraint.  Although EFE is explicitly mentioned as an option in the Mental Health and Developmental Disabilities Code, along with the Guardianship and Advocacy Commission, EFE is not included on the DMHDD-4. 

Table 6. Results of Notification of Persons Designated by the Individual

	Person Notified
	#
	%

	Guardian
	62
	27.8

	Person Designated
	13
	5.8

	Guardianship/Advocacy Commission
	7
	3.1

	Recipient Did Not Want Anyone Notified
	141
	63.2




Appropriateness of Restraint as the Intervention
The Mental Health and Developmental Disabilities Code and the 1994 PPD both limit the appropriate use of restraint to situations in which there is imminent risk of harm to the individual or others.  To assess the appropriateness of restraint use for this study, criteria were developed to indicate imminent risk as follows.  If the behavior involved direct aggressive action against another person or verbal threat was accompanied by physical action suggesting intent to carry it out, the risk was considered to justify restraint use.  The behavior had to constitute a reasonable (not just possible) precursor to imminent harm.  Yelling, name calling, and threats with no accompanying physical gestures are examples of behaviors that were determined not to constitute potential harm to self or others - unless documentation of the individual’s history clearly stated that these behaviors were usually precursors to actual dangerous behaviors.

To determine whether the use of restraints appeared to be justified, two sources of information were used: the physician’s order and the progress notes related to the restraint.  Both sources of documentation were assessed to conclude whether the behaviors described met the operational criteria for risk of imminent harm and, therefore, justified restraint use.  For those orders that contained specific information regarding the individual’s behaviors, 191 (82.3%) were classified as having met the criteria for placement in restraints.  Review of the progress notes resulted in a finding that 234 (82.1%) of the episodes involved behaviors that appeared to warrant restraint.  A cross-tabulation of reviewer assessments was computed to determine episodes for which both sources were in agreement.  In 165 episodes, the reviewer coded both sources as sufficient to warrant restraint. In 20 of the episodes, the behaviors described in the progress notes and the physician’s order were not considered to require use of restraints. This agreement between the two sources accounted for 89.4% of the episodes with sufficient information to be included in this analysis.  For those episodes in which the reviewer’s determination differed for the order and the progress notes, the disagreement was likely the result of the inadequate documentation in the order.

The Overt Aggression Scale (OAS) was utilized to classify behaviors prior to restraint and provide an objective measure of aggressive behaviors (Silver and Yudofsky, 1991).  The OAS ranks the degree of severity for four classes of violent behaviors: verbal aggression, physical aggression against objects, physical aggression against self, and physical aggression against other persons.  Table 7 shows the results of categorizing behaviors prior to the restraint.  Table 8 summarizes all behaviors reported in the documentation by category of aggression.  The rating of behaviors by severity was used to further classify the behaviors reported in the physician’s order and those in the progress notes as either justifying restraint or falling below the threshold of aggression at which restraint would be warranted. 

The following OAS categories and subcategories include behaviors that alone or in combination would reasonably be considered as having insufficient potential for harm to self or others:  (1) Verbal Aggression - all subcategories;  (2) Physical Aggression Against Objects - slams door, scatters clothing, makes mess;  (3) Physical Aggression Against Self - picks or scratches skin, hits self, pulls hair (with no or minor injury only).

In a few instances where the individual pulled the fire alarm with no other accompanying behaviors, none of the categories were appropriate, but these were classified as not sufficiently violent to require restraint.  While 288 episodes (88.9%) included behaviors that would be considered “aggressive,” 36 of the episodes (11.1%) included behaviors that would be considered “nonaggressive” in terms of presenting sufficient danger to person or environment.  Salient findings based on the results of the use of the OAS as shown in Tables 7 and 8 include the following:  Verbal (37.2%) and physical aggression against others (33.5%) accounted for the greatest proportion of the total behaviors coded.  Moderate or clear threats of violence (OAS items 3 & 4) accounted for the majority of events of verbal aggression or 58.7% of the total behaviors coded.  For physical harm to self, the majority of such behaviors (70.3%) involved the individuals hurting themselves without causing injury (e.g., bangs head).  Of the behaviors that were categorized as physical aggression against others, 96.9% were composed of threatening actions or acts that did not result in an injury. 

Table 7. Categorization of Behaviors Prior to Restraint Using the OAS

	“

Verbal Aggression
	      #


	  %



	Makes loud noises, shouts angrily
	     94
	                                33.5

	Yells mild personal insults, e.g., “You’re stupid!”
	     22
	  7.8

	Curses viciously, uses foul language in anger, makes moderate threats to 

others or self
	    114
	40.6



	Makes clear threats of violence toward others or self (“I’m going to kill 

you” or requests help to control self)
	     51
	18.1




	Physical Aggression Against Objects                          
	#
	   %                    

	Slams doors, scatters clothing, makes a mess
	23
	17.6



	Throws objects down, kicks furniture without breaking it, marks the wall
	65
	49.6



	Breaks objects, smashes windows
	19
	14.5



	Set fires, throws objects dangerously
	24
	18.3




	Physical Aggression Against Self
	#
	%

	Picks or scratches skin, hits self, pulls hair (with no or minor injury only)
	17
	18.7



	Bangs head, hits fist into objects, throws self onto floor or into objects (hurts self without causing  injury)
	64
	70.3



	Aggression against self with minor injuries such as small cuts, bruises, or burns
	10
	11.0



	Mutilates self, makes deep cuts, bites that bleed, internal injury, fracture, loss of consciousness, loss of teeth
	0
	0

	Physical Aggression Against Other People
	#
	%



	Makes threatening gesture, swings at people, grabs at clothes
	137
	54.2



	Strikes, kicks, pushes, pulls hair (without injury to others)
	108
	42.7



	Attacks others, causing mild-moderate physical injury (bruises, sprains, welts)
	7
	2.8



	Attacks others, causing severe physical injury (broken bones, deep lacerations, internal injury)
	1
	0.4




Table 8. Summary of Behaviors by Category of Aggression*
	               Category of Aggression
	#
	%

	Verbal Aggression
	281
	37.2

	               Physical Aggression Against Objects
	131
	17.3

	Physical Aggression Against Self
	91
	12.0

	Physical Aggression Against Other People


	253
	33.5


*The behaviors counted in the above table reflect episodes in which multiple behaviors were exhibited prior to the restraint (e.g., individual was threatening to punch staff member [verbal aggression] and threw a chair at him [physical aggression against other people]).

A variable called “justified” was created using the cross-tabulation of assessments of the progress notes and the physician’s order as to whether the restraint was warranted.  The OAS was used to create a variable called “aggression,” which was then compared with the results of the “justified” variable.  Both of these variables rely on the same sources (i.e., the physician’s order and progress notes) and therefore cannot be considered independent measures of whether the behaviors prior to the restraint episode were of sufficient seriousness to result in a restraint.  Nevertheless, agreement in 91.9% of the ratings between the reviewer’s finding and the OAS, which operationalizes aggressive behaviors, offers some indication that subjectivity in reviewer assessment was minimal.

Finally, reviewers noted all restraint episodes in which the documentation provided any evidence that the restraint was done for the convenience of staff, or for punitive or disciplinary purposes, or that the restraint appeared to be the result of staff responding in a manner that escalated the recipient’s behavior to a point where restraint was necessary.  While there were several examples of individuals who were placed in restraints for being “uncooperative,” the following two examples provided some additional indication that the restraint might have been initiated for one of the reasons above:  To be released, one individual had to admit, “he was wrong” and “apologize for what he did.”  He had threatened to hurt someone and tried to elope. During admission, one individual was uncooperative with the interview.  She did not exhibit any threatening behaviors but was described as restless, tearful, out of contact, and with disorganized thoughts.

Monitoring and Documentation While in Restraints

The 1994 PPD specifies that while in restraints the individual must be monitored and that monitoring must be documented every 15 minutes.  Monitoring must include a description of the individual’s behaviors.  All restraint episodes were reviewed to determine whether monitoring was conducted every 15 minutes, and for almost all episodes (316 or 97.8%), this activity was performed according to PPD requirements.  The documentation was then assessed to determine whether staff were recording their observations of the individual with behaviorally specific descriptions, and not just general comments such as “vital signs taken” or “circulation good to all extremities.”  Results are as follows: the monitoring documentation for 92 (28.5%) episodes contained comments that were always described in behavioral terms, 210 (65.0%) contained comments that were adequately descriptive of what the individual was doing for some or most of the entries, and 21 (6.5%) included few or no comments describing the individual’s behavior while in restraints.

Reasons for Release from Restraints

The 1994 PPD requires that an individual be released from restraints when he or she meets the behavioral criteria as specified in the order or when the order has expired, whichever occurs first.  To determine the reasons for release from restraints, the reviewer examined the documentation from the monitoring conducted during the restraint and compared the observations of staff with the behavioral criteria established for release in the physician’s order and length of time authorized in the order.  It should be noted that the length of time for which the exit criteria must be met was not considered in making this assessment since the information was missing for approximately half of the episodes.  Table 9 contains the findings. 

For a large majority of the episodes (236 or 73.5%), the individual was released because he or she met the behavioral criteria, a finding which suggests that staff is indeed adhering to state policy.  In only 8 of the episodes (2.5%) were individuals noted as being released because the order expired, rather than because the criteria had been met.  However, it is somewhat curious that in nearly one quarter of the episodes (72 or 22.4%) the individual met the behavioral criteria at the same time that the order expired. Furthermore, the finding that a majority of restraints are terminated when exit criteria are met does not adequately reflect problems that were evident in the monitoring process.    It was apparent that the more general statements regarding calm or quiet behaviors were used as opposed to more explicit requirements for release.  For example, one order included the following explicit release criteria: “appropriate behavior with verbal/written contract to not harm or threaten.”  However, the behavior exhibited by the individual that led to his release, was “lying quietly.”  In many of the monitoring records, the comment used to explain the individual’s release was “exit criteria met,” but no behaviors specific to those criteria were noted.  The lack of specificity in describing behaviors related to release reflects the finding noted above in which only 28.5% of monitoring documentation included behaviorally descriptive terms.

                                             Table 9. Reasons for Release from Restraints
	Reason
	#
	%



	Expiration of Order
	8
	2.5

	Behavioral Criteria for Release Were Met
	236
	73.5

	Order Expired and Behavioral Criteria Met Simultaneously
	72
	22.4

	Other


	5
	1.6


Length of Time Spent in Restraint

The 1994 PPD sets the maximum length of a restraint order at 12 hours.  The following aspects of the time spent in restraints were examined:  the number of physician’s orders obtained for the episode, the length of time authorized for each physician’s order in each episode, the total time spent in restraints, and the amount of time spent in restraints during which the individual was calm, quiet, or sleeping.  Results (Table 10) indicate that 277 or 85.6% of the episodes involved a single physician’s order.  Most initial physician’s orders were approved for 4 hours (78.9%), with 51 (15.8%) authorized for 2 hours and 15 (4.6%) for 8 hours.  Subsequent orders were almost invariably approved for the same amount of time as the initial order.

Table 10. Number of Orders

	           Number of Orders
	#
	%



	1 order
	277
	85.6

	2 orders
	29
	9.0

	3 orders
	12
	3.7

	4+ orders


	5
	1.6


Table 11 contains the information regarding the amount of time spent in restraints in one-hour increments. Two hundred seventy-nine (86.4 %) of the restraints lasted four hours or less with a mean of 3.37 hours in restraint. 

Table 11. Time Spent in Restraints

	             Time

                 
	#
	%



	1 hour or less
	27
	8.4

	>1-2 hours
	90
	27.9

	>2-3 hours
	70
	21.6

	>3-4 hours
	92
	28.4

	>4-8 hours
	29
	9.0

	8+ hours


	15
	4.6


The monitoring documentation was reviewed to determine the amount of time spent in restraints during which the individual exhibited calm, quiet, or sleeping behavior. Two time frames regarding the observation of quiet, calm, or sleeping behavior were examined: 1) the amount of time that the individual exhibited this behavior immediately prior to his or her release; and 2) any time in which such behavior was observed for a time period other than that immediately prior to his or her release. 

Results of the first analysis are shown in Table 12.  Almost half of the individuals (47.9%) were released within 30 minutes of being calm, quiet, or sleeping.  An interesting finding was that 51 individuals (16.1%) were released without first showing some evidence of being calm, probably as a result of the physician’s order expiring. Approximately four-fifths (81.7%) of those restrained were released within one hour of exhibiting calm, quiet, or sleeping behavior.  The mean time spent in restraints in which the individual was calm, quiet, or sleeping immediately prior to his or her release was 46.6 minutes.  Attention should be directed to the other fifth that remained in restraints more than an hour after calming down.

Table 12. Time Spent in Restraints After Observation of Calm,

Quiet, or Sleeping Behavior Immediately Prior to Release

	              Time
	#
	%



	0 minutes 
	51
	16.1

	1-15 minutes
	46
	14.4

	16-30 minutes
	55
	17.4

	31-45 minutes
	58
	18.3

	46-60 minutes
	49
	15.5

	61-90 minutes
	33
	10.4

	91+ minutes


	25
	7.9


One hundred eight individuals (33.4%) were observed to be calm, quiet, or sleeping some time during their restraint other than the time period immediately prior to their release.  Table 13 contains the frequencies for the length of time (in 15-minute intervals) that calm behavior was observed for any time period other than that immediately preceding release, and it should be noted that the greatest proportion displayed calm behavior for no more than one 15-minute interval, with a mean length of calm behavior of 39.4 minutes.

Table 13. Length of Time of Calm, Quiet, or Sleeping

Behavior Other than Prior to Release
	            Time
	#
	%



	15 minutes
	45
	41.7

	>15-30 minutes
	30
	27.8

	>30-45 minutes
	15
	13.9

	>45-60 minutes
	7
	6.5


	60+ minutes


	11
	10.2


Debriefing Individuals Following Restraint
The 1994 PPD requires that after release, staff discuss with each individual the reasons for restraints, the individual’s feelings about restraints, and how to avoid future restraint.  Documentation of some postrestraint debriefing was found for 266 (87.5%) of the episodes.  The documentation reviewed suggests that the debriefing process may have been perfunctory, and it is unclear whether staff involved in the restraint was included in the debriefing.  However, further information would be required to confirm these impressions.  

Use of Emergency Medication During the Restraint
While in restraints, 134 individuals (42.9%) were given emergency medications.  To determine the relationship between the use of emergency medications and the length of time in restraint, the mean time in restraint was compared for those who were given emergency medication and those who were not.  The mean for those who had emergency medication was 3.59 hours compared to 3.11 hours for those who did not receive emergency medications while in restraints, which may indicate that emergency medication was given only after it appeared that the individual was having difficulty becoming calm.

Safety Issues in the Application of Restraints

Two issues that may provide evidence of the safety of the application of the restraint are the use of facility security personnel to assist in the initiation of the restraint and documentation of any injuries clearly related to the application.  Use of security staff is viewed by some as indicating a greater potential for the use of force to apply the restraints, which may result in an injury, or at the very least, a greater loss of dignity for the individual.  Security personnel were called for assistance in 100 episodes (31.8%).  The actual involvement of security personnel is probably much greater, given that the documentation of the restraint frequently did not address the involvement of security.  While it was difficult to make a determination of whether an individual had been injured while being placed in restraints, all documentation provided by the state hospitals was closely scrutinized to determine whether an injury had occurred during the restraint.  Of 317 episodes, injuries were assessed to be related to the restraint in 13 (4.1%).

DISCUSSION

Overall compliance with the requirements of the Mental Health and Developmental Disabilities Code and the DHS PPD appears to have improved significantly in comparison to findings from the Nathan v. Levitt monitoring report in which virtually none of the orders reviewed were in compliance.  However, the strength of conclusions regarding improvement in performance is diminished by study limitations that resulted from the Department’s refusal to permit direct access to records.  Problems were encountered with the completeness and the quality of documentation submitted by state hospitals.  While reviewers had no access to facility or Central Office quality improvement information, the difficulty many state hospitals had producing an accurate list of episodes raises some questions.  Quality improvement is impossible without the collection and reporting of accurate information. 

When questions arose regarding some aspect of compliance, the inability to return to original source material for a more complete picture left reviewers with little option but to make a less favorable assumption.  For example, the huge variation in episodes, ranging from 59 to 367, could be due, in part, to the total number served by different state hospitals and/or to the number of acute versus long-term units.   A comparison taking state hospital population into account could not be made because insufficient information was provided to compute rates of restraint use based on patient days.  Nor was information provided on the functional classification of units.  Generally, such wide variation in rates is viewed as an indication of questionable practices and inadequate practice guidelines.

More than two-thirds (78%) of restraint orders were initiated by staff other than physicians.  This finding is not surprising, and other studies have found similar and lower rates for physician initiation of restraint orders (McCarthy and Salter, 1987, 1988).  However, it does point to the critical importance of ensuring that all unit staff receive comprehensive training in every aspect of restraint policy and procedure.  Nursing staff, in particular, are centrally involved in decisions on initial application and release, as well as assessment and monitoring during restraint.  Of those restraint episodes initiated by another mental health professional, approximately 10% of the orders were either not authorized by a physician within one hour, or the time and date were not noted on the order.  Another 15.5% were authorized with only a verbal order within the hour.  State hospitals must have adequate coverage to ensure direct physician assessment and confirmation of orders within an hour.  One-quarter of the episodes failed to meet this standard.

Many of the required contents for the physician’s order were present in reviewed documentation. Frequently, however, reviewers noted that the following items were not addressed:  the purpose of the restraint (75.9%); the length of time that behaviors must be exhibited for release (48.9%); the release criteria for individuals falling asleep in restraints (34%); and the clinical justification for the length of the restraint (39.3%).  More attention must be paid to those aspects of the order that are intended to direct staff regarding the length of time an individual spends in restraint.  Clearly, the format for recording the physician’s order should facilitate compliance with the PPD by including space for all of the required elements.

Using only the physician=s orders, most documentation of recipient behaviors and events leading up to restraint was insufficient for compliance with the PPD, but it improved when progress notes were added.  Orders often included only single adjectives characterizing a behavior, rather than specific descriptions.  This finding suggests that reliance on a review of restraint orders alone would produce much poorer rates of compliance.  Internal quality assurance monitoring is bound to be more time-consuming than necessary if orders remain vague and nonspecific, necessitating the review of all progress notes. 

The most serious inadequacies in the quality of documentation were found in the description of           the interventions attempted prior to restraint use.  Only 10.6% of the orders provided a full account with clearly delineated staff actions.  The progress notes provided somewhat better accounts, with 39.8% of the records providing specific descriptions of prerestraint alternative interventions.  The low compliance rate in documentation suggests that restraints were not a last resort and that alternatives were not seriously attempted.  

Analysis of the attempted alternatives showed that staff relied on very few techniques: counseling, redirection or verbal prompt, and medication.  Rarely did episode records contain any indication of attempts to implement a behavior management program or to use a quiet area to allow the person to calm down.  Further, it was often difficult to assess whether an alternative intervention had been attempted in a timely way with real possibility of de-escalating behavior, or whether staff had responded too late and with too little effort.

The extent of reliance on just three techniques led reviewers to suspect that staff lack the  knowledge and skills to consider alternatives and implement more complex intervention strategies.  Staff trained in the early identification of escalating behavior and comfortable with their intervention skills more readily attempt alternatives and decrease restraint use (Morales and Duphorne, 1995).  Reviewers did not have information regarding restraint training; however, the paucity of alternatives is an indication that staff need exposure to a wider range of techniques and opportunities to develop confidence in using new interventions.

Reviewers determined that approximately 10% of the restraint episodes were not justifiable, based on the behaviors documented by the staff at the time of restraint application.  This finding was reached using both methods of appropriateness assessment conducted in the study:  (1) an analysis of episodes with agreement between the order and the progress notes and (2) the categorization of behaviors according to the OAS, based on all sources of documentation.  The fact that 1 in 10 episodes involved restraint of individuals whose behavior did not warrant such intrusion takes on greater import after consideration of the risks inherent in the use of restraint.  OMH should issue guidelines on specific behavioral criteria and circumstances that constitute a “danger to self or others” sufficient to warrant restraint use.  State hospital management should ensure that the guidelines are clearly understood by all staff, review each episode, and enforce compliance.  Guidelines should stress de-escalation and the use of alternatives, even if restraint might be technically permissible.

The finding that 31.8% of the episodes involved security staff merits further review, based on reports that their participation increases the potential for greater physical force in the application of the restraints.  Guidelines on violence prevention in the healthcare workplace recommend the deployment of security staff to act as a deterrent and to intervene in emerging situations.  But the guidelines also strongly emphasize the importance of specialized training for security staff involved with restrictive interventions (USDOL/OSHA, 1998).

Emergency medications were administered to 42.9% of individuals after placement in restraint. Advocates question this practice as constituting unnecessary chemical restraint after the danger has been resolved (e.g. McCarthy and Salter, 1987). However, recent articles by experts in emergency psychiatry view mechanical restraint as a legitimate (even preferred) intervention when safety requires immediate physical control.  After safety is assured, careful assessment of behavioral etiology can occur. It is also argued that an initial strategy of physical restraint permits the use of new emergency medication strategies intended to increase recipient involvement in choice in selecting the antipsychotic (Hughes,1999, 2000; Fichtner, 2000).  Hilliard (1996) argues that the methods and drugs used in rapid tranquilization have evolved over the past 20 years.  The high doses of older antipsychotics, which caused “an enormous number of acute dystonic reactions,” are said to belong to the past.  Current methods involve decision trees and medication options with less disturbing side effects.  This is a complex issue requiring more extensive analysis. Individuals should be asked their preferences at admission and should be debriefed on their perception of the interventions used in their care.

For almost all episodes (97.8%), monitoring was documented every 15 minutes in accordance with the PPD. However, staff did not always describe their observations and activities in behavioral terms, leaving the quality of the monitoring in some doubt.  Individuals averaged 3.37 hours in restraints, with 57.9% spending three hours or less in restraints.  Approximately four-fifths were released within one hour of exhibiting calm, quiet, or sleeping behavior.  These time periods are significantly lower than those noted in the Nathan v. Levitt Report.  Nevertheless, additional effort should be directed toward identifying the earliest point for safe release. 

Two findings should be of particular interest to state hospitals in their efforts to further reduce the time individuals spend in restraints.  First, in nearly one fifth of the episodes, individuals remained in restraints for more than an hour after staff first observed quiet, calm, or sleeping behavior.  Second, in nearly a quarter (22.4%) of the episodes, expiration of the order and staff notation that criteria for release had been met occurred simultaneously.  This latter finding suggests staff reliance on utilizing the entire length of the restraint order, rather than basing release on specific behavioral criteria.  In about half of the episodes, physicians failed to specify how long behavioral criteria must be exhibited, reducing the probability of release at the earliest opportunity.

While individuals were usually debriefed (87.5%), the documentation suggests that the process may be perfunctory. Further information would be required to substantiate this general impression. However, monitoring documentation typically made no mention that the staff involved in the restraint was also included in the debriefing with the individual.  Nor was there much indication that information garnered through the debriefing was transformed into plans to assist the recipient in avoiding future restraint episodes.

In general, although study findings show marked improvement by DHS state hospitals in many areas, significant compliance issues were identified.  In this study, the existence of an overall strategy for the improvement of restraint practice and reduction of utilization could not be discerned.  The literature is clear on the absolute necessity of a comprehensive strategy to make real gains in reducing reliance on restrictive interventions.  There is strong consensus that the state mental health authority must take a leadership role on the restraint issue, providing support, resources, and oversight to individual state hospitals. 

From other sources of information, it appears that the DHS Office of Mental Health has made progress in providing leadership and producing change. The FY 1999 Annual Report of the DHS Office of Inspector General refers to general findings from site visits to OMH state hospitals, including the following: reduced use of seclusion and restraints, implementation of consumer satisfaction surveys, employment of consumer specialists and advocates, and the institution of sentinel event monitoring and root cause analyses.  However, the Report also notes that state hospitals continue to lag in creating effective Human Rights Committees, which could provide a critical review of restraint practices. In addition, the 1999 Report of the Auditor General for Singer MHC found a 22% noncompliance rate with OMH policy requiring written approval from the Facility Director for a second use of restraint within 48 hours of the initial application.  The stability of improvement remains uncertain. 

OMH accountability to stakeholders and to the larger public within Illinois remains inadequate.  On at least an annual basis, OMH should publish a report that details restraint and seclusion utilization rates by state hospital, reports patient and staff injury data, describes reduction strategies, and comments on impediments to reduction or other significant issues. Regular reporting assures the public of sustained effort and helps to drive continued progress. Most importantly, it can facilitate more consistent public interest and support for doing what is necessary to protect individual rights within a safe and effective treatment environment.

As the federal protection and advocacy organization (P&A) in Illinois, EFE is authorized to provide limited external oversight of restrictive intervention practices in both the public and private sectors. Ideally, P&A organizations play a specific, complementary role to that of state and private entities, “working collaboratively with regulatory agencies to bring about systemic reform” (Harmon, 1999).  The context of OMH resistance in which this compliance study was carried out was far from that ideal. As the reduction of restraint utilization moves past the obvious instances of unjustified use toward more challenging issues of violence management and prevention, the calculation of a balance between safety and individual rights will become more critical and more delicate.  The response of OMH to external review of its service operations will set the tone for the system as a whole.  Greater openness and cooperation is crucial for securing the payoff of external oversight - credible advocacy for the resources to support provider compliance, based on ensuring provider accountability for compliance.

 IMPLICATIONS OF ACTION AND DEBATE ON THE NATIONAL LEVEL

During the course of the project, controversy over restraint use in psychiatric settings reached sufficient critical mass to engage the attention of national advocacy organizations, professional and provider associations, federal agencies, and Congress.  EFE extended the project to review the flood of material generated by and in response to the major restraint initiatives undertaken by the Joint Commission on the Accreditation of Healthcare Organizations (JCAHO), the General Accounting Office (GAO), the National Association of State Mental Health Program Directors (NASMHPD), the Health Care Financing Administration (HCFA), and Congress. The reports, guidelines, position statements, testimony, regulations, and legislative proposals provided an updated framework for consideration of the findings from the compliance study and for the development of recommendations.  The bibliography includes the major documents reviewed for the project.     

A crucial factor in the heightened visibility of restraint issues was the series of articles, “Deadly Restraint,” published by the Hartford Courant in October 1998.  Based on a 50-state survey, the  series looked at deaths associated with restraints in a variety of public and private facilities serving adults and youth with mental illness and mental retardation.  The survey documented 142 deaths over a ten-year period.  Commissioned by the Courant, the Harvard University Center for Risk Analysis used the data to project an estimated annual rate between 50 and 150, for an estimate of total deaths over the decade in the range of 500 to 1,500.  The American Psychiatric Association (APA) questioned the significance of the fatality count, based on the absence of a denominator, i.e., a total restraint-use figure as context for comparison.  However, the Courant series had also drawn attention to the fact that neither federal or state government agencies, nor private accreditation organizations were collecting data on restraint-related deaths or restraint use.  The number of deaths was made more compelling by indications that banning dangerous techniques and mandating staff training might have prevented many of the deaths.  The furor provoked by the series captured a place on the national agenda, propelling both government and private sectors into a high profile reexamination of policy, regulatory, and oversight issues. 

The series has provided a rallying point for consumer and family advocacy organizations.  Additional consumer testimony on restraint issues has been collected by Mad Nation, as well as by the Courant, and continues to be collected by the National Alliance for the Mentally Ill (NAMI).  These reports convey overwhelming feelings of violation, humiliation, fear, and helplessness, which must inevitably engender mistrust and complicate treatment.  The Advocates Coalition for the Appropriate Use of Restraints (the Advocates Coalition) has pressed congressional action.  Chaired by NAMI, the Advocates Coalition includes Bazelon Center for Mental Health Law, The Arc, the National Council for Community Behavioral Healthcare, the National Association of Protection and Advocacy Systems (NAPAS), the National Mental Health Association (NMHA), the International Association of Psychosocial Rehabilitation Services (IAPSRS), and the Federation of Families for Children’s Mental Health.  Some consumer activists are calling for outright abolition of restraint as a legally permitted intervention (Deegan, 1999; Breggin, 1999).

On the other side of the debate, most professional and provider associations insist that the preservation of clinical discretion and flexibility in regulations are crucial for the ultimate protection of individuals at risk of restraint, as well as for staff and other recipients.   Several organizations allied in an ad hoc provider coalition supporting the position that existing accreditation, licensing, and certification requirements are sufficient and that congressional intervention is unwarranted.  The provider coalition opposing imposition of extensive federal regulatory and/or legislative mandates includes the National Association of Psychiatric Health Systems (NAPHS), the American Hospital Association (AHA), the American Psychiatric Association (APA), the American Medical Association (AMA), and the Federation of American Hospitals.  NAPHS and the AHA jointly issued updated guidelines on restraint and seclusion.  While these new guidelines define restraint and seclusion as high-risk interventions, they retain more flexibility in indications for appropriate use, including preservation of the treatment environment or situations where less restrictive methods are considered unfeasible. 

Points of consensus among national organizations signal a much stronger emphasis from both sides of the debate on the protection of individual rights.  Restraint is now broadly considered to be an emergency security measure, not a therapeutic technique. The expectation that facilities will limit restraint to “justifiable” circumstances has shifted to an expectation of continuous reduction and minimization of use.  As always, however, the devil is in the details, particularly in the balance of rights with safety. The following sections highlight areas of agreement and continuing dispute based on Equip for Equality’s extensive review of national restraint initiatives.  Particular effort was made to identify issues that involve gaps in knowledge or resources, the potential for unanticipated consequences, or tension between disparate legitimate interests.

Patient Rights and Restraint Use 

HCFA’s Patient Rights Condition of Participation

Beginning in 1999, Congress began consideration of legislative proposals restricting the use of restraints to emergency situations in facilities receiving Medicare and Medicaid.  Requirements for physician or licensed independent practitioner orders and mandatory reporting of deaths were included in all of the proposals. The bills differed on other provisions, e.g., serious injury reporting, training, and staffing requirements. Many of the provisions in congressional legislative proposals were promulgated by HCFA as the Patient Rights Condition of Participation (COP).  The new COP must be met by all hospitals participating in Medicaid and Medicare.  While this initially appeared to settle many areas of debate, some disputed issues continue to be the subject of lobbying and litigation, as evident in the following discussion.

In the COP, restraint for purposes of behavior management is differentiated from restraint for acute medical and surgical care, regardless of setting.  The rule states that patients “have the right to be free from seclusion and restraints, of any form, imposed as a means of coercion, discipline, convenience, or retaliation by staff.”  While echoing prior judicial and legislative language, specification of these rights in a Medicare/Medicaid COP greatly increases the potential for enforcement on both an individual and a systems basis.  In Youngberg v. Romeo, the Supreme Court allowed for the mitigation of professional liability for violation of patient rights, based on budget constraints. In contrast, the new COP places a facility’s federal reimbursement in jeopardy for violations of patient rights; although it is unclear how readily this major sanction will be employed.  The COP requires facilities to inform consumers of their rights and provide a grievance process.  Complaints can also be lodged by individuals directly to HCFA, JCAHO,  state agencies, or P&A agencies and are likely to be investigated.  The COP provides stronger protections and increases avenues for redress. 

The COP regulations provide that restraints can be used only for short time periods in emergency situations to protect the safety of the individual or others, after less restrictive interventions have proved ineffective, and under an order by a physician or other person permitted under state law to order restraints.  The condition of the person placed into restraints must be continually assessed and monitored. All staff with direct patient contact must have training in the safe application of restraints and the use of alternative methods of behavior modification.  All deaths related to restraint use must to be reported to HCFA regional offices.  

The following additional provisions apply unless superseded by more restrictive state laws:  (1) evaluation within one hour by a physician or other licensed independent practitioner; (2) consultation of the patient’s treating physician (if different) as soon as possible; and (3) limitation of hours for restraint orders (4 for adults, 2 for ages 9 to 17, and 1 under age 9).  The original order for restraints can be renewed for a total of 24 hours; after the original order expires, a physician or independent licensed practitioner must see and assess the patient before issuing a new order.  It should be noted that the current (1997) Restraint PPD satisfies most of the HCFA requirements.

The most controversial provision of the HCFA COP has been the requirement for face-to-face evaluation by a physician or independent practitioner within one hour of restraint application, i.e., the one-hour rule.  The Advocates Coalition was the primary proponent of a requirement for direct physician review within one hour and has strongly opposed any weakening of the rule.  Indeed, many advocates would prefer a limit of 30 minutes and are concerned about the acceptance of examination by non-MD licensed independent practitioners.  Insistence on the one-hour time frame was based on the finding that most serious injuries and deaths occur during the first hour of restraint or seclusion.  The initial take-down of a person has been shown to involve particular risk for injury and death.  Support for examination by a physician is based upon the medical complications that can arise from restraint use and the special risks to individuals with complex medical conditions. 

The provider coalition (NAPHS, AHA, APA, etc.) strongly objects to the one-hour rule as costly, impractical, and impossible in small and rural hospitals.  They insist that other licensed professionals, nurses in particular, can conduct the necessary face-to-face review of recipient safety and restraint necessity with physician direction and authorization by telephone. The American Psychiatric Nurses Association and the American Nurses Association also expressed concern that variations in the definition of licensed independent practitioner might exclude master’s level Nurse Practitioners and Clinical Nurse Specialists from eligibility under the rule in some states.  While HCFA dismissed the cost implications of the one-hour rule as minimal, provider groups insist that costs will be substantial and unrecoverable under current federal reimbursement guidelines.

JCAHO has consistently taken the position that the one-hour rule should have been subject to a longer period of notice and comment before becoming a formal requirement in the COP.  JCAHO comments to HCFA advised evaluation of the one-hour requirement to determine its effectiveness in meeting the specific goals for restraint use, e.g., restriction to defined appropriate circumstances, safe application, and promotion of removal at the first possibility.  Continued opposition to the one-hour rule was also signaled by the fact that the Commission declined to include HCFA COP language on the one-hour rule in its Revised Restraint and Seclusion Standards, which become effective in 2001.  However, JCAHO has conceded that its surveyors will apply HCFA standards in determining deemed status for Medicare Certification through the accreditation process. 

In response to provider concerns, NAPAS and the Advocates Coalition recommended that HCFA grant waivers of the provision on a case-by-case basis for hospitals with legitimate problems in compliance, but retain the one-hour rule intact.  In its Interim Final Rule on the COP, HCFA opted for a compromise position, requiring face-to-face evaluation within one hour, but allowing the use of nonphysician licensed practitioners.  A suit brought by NAPHS and the AHA to prevent enforcement of the one-hour rule failed to prevent its implementation.  The U.S. District Court for the District of Columbia ruled that the decision to require maximum patient protection was reasonable and that enforcement is in the public interest.  However, the court did find that HCFA had failed to conduct the economic impact analysis required by the Regulatory Flexibility Act when it issued the COP.  The court has required HCFA to conduct such an analysis.

In reviewing the regulatory impact statement filed with the COP, it is clear that HCFA sidestepped serious analysis of potential costs related to the one-hour rule and other requirements.  For example, the impact statement asserts that cost implications of staffing and training are entirely up to the hospitals because HCFA has offered no direction on exactly how rule requirements must be met.  The rapid time in which the Patient Rights COP was promulgated was justified in terms of the public health crisis of restraint deaths.  Identification of significant costs associated with the rule would have precluded such speed by raising the specter of unfunded mandates.  However, the unacknowledged potential costs of the rule could have negative consequences for patients and their rights.  Potential costs should be analyzed and acknowledged.  In failing to do so, HCFA weakened the case for the one-hour rule.  The federal legislation passed in September of 2000 left out specific language on the time frame for physician/independent practitioner review but does assert legislative intent not to negate stronger provisions in other regulations or laws.  The economic impact statement required by the Court and what lobbyists can make of it may impact the eventual fate of the one-hour rule.

Professional and provider organizations identified a variety of other problems with the COP and  with HCFA’s Draft Surveyor Guidance. In general, provider comments suggest a concern that professional decisions will be continually second-guessed and vulnerable to complaint investigations.  Concern has been expressed over how definitions will be interpreted, including   how narrowly the concept of emergency will be interpreted in judging the justification of restraint.  Further, although the rule appears to allow immediate use of restraints if justified by safety considerations, HCFA guidance suggests that documentation of an actual trial of alternatives prior to restraint is required.  There is a clear need for criteria delineating what will qualify as an acceptable process and a reasonable rationale in rejecting the trial of alternatives prior to restraint use.  Here again, federal legislation passed in September 2000 is seen as moving away from the “must fail” approach to a trial of alternatives prior to restraints, which was implied in draft HCFA surveyor guidance materials.  NASMHPD and JCAHO have indicated some interest in the development of uniform definitions and criteria for restraint use, which could also establish clearer expectations regarding the trial of alternatives prior to restraints.

Potential conflicts between the right to freedom from restraint and other rights specified in the COP have been alleged, particularly with the right to “receive care in a safe setting, free from verbal or physical abuse or harassment.” APA comments offer examples of behavior that is extremely abusive, harassing, and/or frightening, and is also unresponsive to less restrictive interventions but still short of an imminent risk of physical harm using a strict definition.  In such cases, the APA and others argue that either the individual exhibiting the behavior or other patients experiencing it (or both) will suffer a violation of rights for which the facility could be cited under the COP. Theoretically, both sets of rights should be protected. However, it seems quite plausible that conflicts between the rights of individual recipients, or other situations requiring balance among legitimate competing interests, will occur.  Oversight from a system level and from an outside perspective will be important in reviewing the types of conflict that occur, assessing provider responses, and identifying methods to ensure the protection of the full spectrum of COP rights for all recipients.

Equip for Equality strongly supports restraint reform through regulatory and legislative mandate. Nevertheless, mandates are hollow without assurance that facilities have the necessary capacities and resources to be successful in reforming practice.  Otherwise, redirecting difficult individuals to inappropriate settings is a strong probability.  Although many of the negative provider comments reflect resistance to change, others raise real questions about making the regulations work on a day-to-day basis and ensuring protections for individuals with complex behavioral problems.   Changes in staffing and in the physical environment, along with the associated costs, may well be required.  In this regard, the major weakness in the Patient Rights COP is a failure to consider what cost implications might result from its provisions.

Protecting the Ability to Obtain Treatment by Individuals with Mental Illness and Aggressive                Behaviors 

Professionals and provider organizations argue that COP requirements will place additional burdens on facilities already struggling to cope with increasing patient acuity, increasing assault risk, staff reductions, managed care restrictions, liability concerns, and other pressures.  If these pressures become unmanageable, they suggest that hospitals may become unable or unwilling to provide care for high-risk, violence-prone individuals with serious mental illnesses (Sharfstein, 1999; AFSCME, 1999; Appelbaum, 1999; AACAP, 1999; JCAHO, 1999).  Staff in healthcare settings was reported to be at higher risk of injury from assault than workers in construction are from any injury, and construction had been ranked as the most hazardous industry (Lipscomb and Love, 1992).  One study of occupational violence-related deaths among healthcare workers reported 106 deaths between 1980 and 1990 (Goodman et al., 1994).  Rates of staff assault, serious injury, and death are of sufficient concern to be the focus of federal and state OSHA guidelines (Cal/OSHA, 1995; USDOL/OSHA, 1998). 

In a study of private versus public hospital admissions, a presenting problem or a history of assaultiveness were among the factors that caused 60% of the sample to be refused admission by one or more private providers, and caused 55% to be deflected to public hospitals (White et al., 1995).  Increasingly restricted access to general and private psychiatric hospitals would strain the decreased bed capacity of state hospitals.  The probable result of reduced psychiatric hospital access is higher risk for incarceration and homelessness.  Certainly, this result would seem to violate the spirit of consumer protection in the COP, yet falls entirely outside its provisions.  

Recognizing the important liberty interests involved in the use of restraints, advocates have questioned the deference given to professional judgment by the courts.  Experience has demonstrated that the unregulated exercise of professional judgment can result in excessive and inappropriate use of coercive interventions.  In addressing this serious issue, however, care must be taken to avoid unintended consequences for the small percentage among the population with mental illnesses whose symptomatic agitated, aggressive, or violent behavior provokes police intervention.  While the prevalence of violent behavior in the larger population with mental illness is relatively small, rates of threatening, aggressive, and assaultive behavior in acute psychiatric units, forensic units, and emergency rooms are significant and increasing (Heilbrun et al., 1995; Owen et al., 1998; Kuhn, 1999; Currier and Allen, 2000).  Police referral is associated with greater psychiatric disturbance and dangerousness to others but not necessarily a criminal record (Watson et al., 1993).

Some consumer/survivor advocates have argued that consigning those individuals with serious mental illness who exhibit violent behavior to the criminal justice system would be a reasonable price for eliminating coercion from mental health treatment, as noted by Frese and Davis (1997).  However, the criminal justice system affords only minimal access to treatment and even less protection of individual rights than the mental health system, particularly the right to be free from restraint.  In the Youngberg decision, the court makes clear that patients involuntarily committed to hospitals are “entitled to more considerate treatment and conditions than criminals whose conditions of confinement are designed to punish.”

In the criminal justice system, discrimination against people with mental illness is more pronounced than in the larger society.  For example, people with mental illnesses are denied earned-time reductions, sentence-reducing programs, and placement in less restrictive facilities (Miller and Metzner, 1994).  Criminalization of the mentally ill is evident in the increasing jail incarceration rates found in many studies, including research by Teplin in Chicago (1990, 1996) and recent work by New York State (Cox et al., 2000).  National rates of incarceration among people with mental illness are already disturbingly high (USDOJ/BOJS, 1999).  

The mental health system has been slow to pick up unanticipated negative trends, and even slower to spot them across service system boundaries and when costs shift to another budget.  Therefore, monitoring of hospital experiences during the first years of COP implementation seems warranted in order to identify and remedy unanticipated negative effects.  In particular, methods should be developed to pick up indications that even greater numbers of individuals whose serious mental illness includes agitated and aggressive behavior are winding up in jails or other inappropriate settings.

Oversight of Restraint Practices 

The absence of effective oversight was a key finding of the Courant=s analysis and was confirmed by the GAO=s study of restraint issues.  Facilities involved in restraint deaths were licensed by states and sometimes accredited by JCAHO.  Yet, licensure and accreditation neither prevented the lethal practices nor provided much disciplinary or corrective intervention after the fatalities.  Reporting and oversight issues are prominent in legislative proposals for restraint reform.  GAO reviewed the roles of JCAHO, state mental health authorities, and P&A agencies in the oversight of restraint practices and determined that no effective framework currently exists for reporting or monitoring.

In the past year, the Office of Inspector General of the U.S. Department of Health and Human Services (USDHHS/OIG) issued four reports detailing the strengths and weaknesses of the current system of hospital quality oversight.  Most recently, a report dealing specifically with the psychiatric hospitals was released (USDHHS/OIG 2000a). In these reports, oversight is conceptualized in terms of a continuum.  At one end of the continuum, the collegial mode of oversight focuses primarily on performance improvement and education. At the other end, regulatory oversight focuses on investigation and the enforcement of minimum requirements.  While both approaches have benefits, there is concern that a dominance of the collegial approach compromises patient protection.

The debate on oversight of restraint practices includes such issues as mandatory vs. voluntary participation by providers, internal quality improvement vs. investigation and enforcement, and protection vs. public disclosure of performance information.  Advocates argue for increased regulatory oversight, investigation, enforcement of more prescriptive rules, and tighter restrictions on provider discretion. Contrasting the approaches of JCAHO, state agencies, and P&A agencies highlights major points of contention between the provider and advocacy communities regarding the balance of internal and external oversight of restraint practices. Reporting is a key area of contention.

JCAHO Accreditation and Monitoring

JCAHO dominates hospital quality oversight through its accreditation program and the granting of deemed status for Medicare to accredited hospitals.  It operates in an almost entirely collegial mode and has structured its accreditation functions with a primary emphasis on voluntary participation, internal quality improvement capacities, and the protection of performance information.  Past Joint Commission standards have articulated principles of good professional practice, rather than regulatory specifics.  The 1996 JCAHO restraint and seclusion standards reflected progressive, reduction-oriented principles stated in flexible terms.  Standards covered the elements required in facility policies and procedures. In accreditation surveys, medical records were examined for documentation of  the following elements:  clinical justification for restraint use; time-limited orders consonant with hospital policy; measures taken to protect a restrained patient’s rights, dignity, and well-being; and staff monitoring, reassessment, and attention to patient needs. 

JCAHO standards have been described as aiming for the “optimally achievable,” rather than either “minimally adequate” or “best practice.”  Nevertheless, in the first year of application of the 1996 standards, 53% of the surveyed acute care hospitals received recommendations regarding compliance problems with the restraint and seclusion standards, related to such issues as appropriateness of use and patient monitoring.  While performance has improved over the ensuing years, JCAHO acknowledges that compliance with restraint standards continues to be problematic.  There is also some question concerning the review of restraints on psychiatric units in facilities that do not seek accreditation under the psychiatric program using the Behavioral Health Manual. 

Revised Standards, which were circulated in 1999 for comment, are stronger than the older version, but remain less prescriptive in some areas than HCFA or federal legislative proposals, and less protective than is acceptable to advocates.  Weaknesses identified by NAPAS include the following: an inadequate emphasis on the reduction and elimination of restraints, exemption of several settings, allowing unlicensed staff to perform critical functions, and a lack of competency standards for staff involved with restraint and seclusion.  The Advocates Coalition met with JCAHO to press for stronger provisions.  The final Revised Standards, issued in May 2000, incorporate some of the advocates’ recommendations. However, HCFA’s definition of the one-hour rule was not incorporated. JCAHO has acknowledged that HCFA’s standards must be applied in determining deemed status for Medicare certification. Nonetheless, JCAHO’s standards should be at least as protective as HCFA rules. 

Accreditation surveys are conducted too infrequently and focus too much on paper compliance issues to guarantee ongoing facility quality.  JCAHO has developed additional mechanisms to monitor and improve performance.  Under JCAHO’s ORYX Initiative, accredited hospitals must provide quarterly data on performance measures and may (not “must”) select from a number of measures related to seclusion and restraint.  JCAHO also requires accredited facilities to identify all sentinel events (adverse occurrences) and to conduct a root cause analysis of each event to determine contributing factors and identify necessary changes. However, the approach emphasizes research and prevention, not enforcement or public accountability.  JCAHO insists that root cause analysis must be kept confidential.  Their argument is that root cause analysis requires facilities to engage in a no-holds-barred approach to self-evaluation that will not be undertaken at the risk of public self-indictment and potential litigation.  Therefore, facility reporting of sentinel events, including deaths, is voluntary.  According to JCAHO, the ongoing reticence of facilities to report sentinel events can be attributed to the litigious atmosphere and must be addressed by federal legislation extending the disclosure protections currently granted to peer review information. 

Restraint-related deaths are the fifth most commonly reported type of sentinel event among the 400 in the current JCAHO database.  In 1998, JCAHO issued a Sentinel Event Alert based on its review of 20 deaths in the database, including 12 in psychiatric hospitals and 6 in general hospitals. Asphyxiation was the cause of death in 40% of the cases, related to placing excessive weight on the back of an individual in a prone position, covering the head, or pulling arms across the neck obstructing the airway.  The remainder of deaths was due to strangulation, cardiac arrest, or fire.  Root cause analysis identified inadequacies in the following areas: patient assessment; care planning; monitoring procedures; equipment; and staffing levels, credentials, and training.  These findings are similar to findings from a review of deaths conducted by the New York Commission on Quality Care, as well as to the cases in the Courant series.

Cognizant of demands for public disclosure and increased accountability, JCAHO proposes identification of facilities with “a pattern of poor performance or a documented resistance to solving quality and safety problems that place patients at risk for further serious occurrences” by accreditation entities.  On the issue of mandatory reporting, JCAHO is attempting to preserve the fundamentals of its voluntary internal monitoring approach, while acquiescing to clear public demands for prompt investigation of restraint-related deaths.  JCAHO position statements argue  that mandatory reporting of deaths without root cause analysis is of limited value in preventing deaths or improving practice.  They support mandatory reporting of restraint-related deaths if root cause analysis information is protected from public disclosure.

State Government Oversight 

State government oversight is complicated by the state’s multiple roles as provider, funder, and  regulator, even when these functions are performed by separate state agencies.  In Illinois, the DHS OMH has primary authority over state hospitals, while the Department of Public Health is responsible for licensure and certification of private psychiatric units and hospitals.  With few exceptions, state oversight of restraint and seclusion has developed slowly and has tended to focus primarily, and often exclusively, on state-operated facilities.  A 1999 NASMHPD survey identified only 18 state mental health authorities that require central reporting of restraint and/or seclusion by their public hospitals. This relatively small percentage suggests an ongoing resistance to mandated reporting and Central Office responsibility for oversight of internal facility quality improvement processes.  The public sector still must struggle with the historical inclination toward management by scandal and consent decree.  In many states, regional or even facility level political independence has impeded statewide policy uniformity, data collection, and review. 

The DHHS/OIG released a new report in August 2000,  Restraints and Seclusion State Policies for Psychiatric Hospitals. The report addresses compliance with HCFA COP requirements in state regulatory policies for state hospitals and for private hospitals. Regulations for state hospitals reflect greater compliance with the HCFA restraint provisions than those for private hospitals.  Few states have evolved to the point of effective regulation of private facilities, despite evidence that the same deficiencies pervade the private and public sector facilities.  Although states license private and general hospitals and frequently fund inpatient psychiatric care in these facilities, few require reporting of restraint utilization rates or adverse consequences. Stronger protections regarding restraint practices in state hospitals have infrequently been extended to the private sector, as exemplified by the relative strength of the PPD provisions in comparison to the Illinois Mental Health and Developmental Disabilities Code.  However, the new OIG study indicates that state policies will also require adjustment to the HCFA COP.  For example, many states do not now require face-to-face evaluation within the one-hour time frame required by HCFA.

Although many states still protect performance information from public disclosure, required reporting tends to motivate reduction in restraint utilization simply through the attention that recording focuses on the use and the availability of comparative data.  The value of reporting in improving restraint practice increases with systemic leadership to ensure commonality in definitions and criteria, accuracy and completeness in reporting, and support to facilities in making use of the data for internal quality improvement efforts.  New York and Pennsylvania are among several states that dramatically reduced rates through the combination of standards, reporting, and a strong administrative message that restraint is an emergency measure signifying a failure of the treatment approach.  Substantial reductions in restraint utilization rates can be achieved with this combination, particularly where rates had been high.  Pennsylvania, for example, reduced restraint hours by 52% and restraint incidents by 42% between 1994 and 1998 as reported in Networks, published by the National Technical Assistance Center affiliated with NASMHPD. 

Public reporting of information on restrictive practices and safety is, perhaps, the strongest impetus to continued restraint reduction, improvement of practices, and protection of rights.  Without it, restraint practices tend to regress. Over time, slippage occurs - away from improvements attained through massive effort during a period of scrutiny - until problems become serious enough to draw attention. 

It is also important to recognize that more complex strategies may be required to reduce restraint use among individuals with significant problems of aggression and violence.  Pressure focused only on continuously reducing the restraint numbers carries its own risks. The NASMHPD Technical Report on Restraints (NASMHPD, 1999) predicts failure for reduction efforts that do not secure buy-in from all stakeholders.  For example, unions and associations of hospital line staff (AFSCME, 1999; AAPT, 1999) are vehement in their concerns that reduction of restraint use will be secured at the cost of staff safety.  Given what is currently understood about violence prevention and intervention alternatives, to approach an absolute minimum of restraint use, operations, program design, staffing, supervision, training, and public education must all be harnessed in support of consistent values and clinical principles. 

To reach the goal of eliminating restraint and seclusion, without unplanned negative consequences, an ongoing commitment to research and public review is required.  Although states have made progress on restraint and seclusion at very different rates, the most progressive states have defined best practices within the current state of the art and focused on systematic reduction of restraint and seclusion. NASMHPD’s Technical Report provides the most comprehensive outline for systems making the transition away from overreliance on restrictive techniques.  The NASMHPD Technical Report includes the following oversight principles:

Oversight of seclusion and restraint should be an integral part of the organization’s ongoing quality improvement process.  This should include (a) baseline measures for comparison; (b) the sharing of data and analyses of seclusion and restraint rates with external stakeholders as well as clinical and administrative leadership; (c) tracking of all serious injuries and deaths that occur during seclusion and restraint; (d) a mechanism to identify and respond to trends that emerge in the data; and (e) the involvement of service recipients as quality improvement monitors, peer supports and trainers.


In order to ensure that the oversight process has credibility, every organization using any form of seclusion or restraint should be open and accessible to some form of independent, external review process, in addition to JCAHO, state licensing, and other quasi-independent review entities.  The external review entity should have access to aggregate data and incident reports, and should also have the authority to do an independent review of any death or serious injury occurring during restraint or seclusion.  Appropriate external entities would be fully independent from the state mental health agency, have statutory or other legally agreed upon access to all settings where seclusion and restraint are conducted, and have staff who are trained and qualified to conduct reviews.

State P&A Systems

State Protection and Advocacy Systems have a unique role as nongovernmental entities with federal statutory authority to monitor health and safety conditions within facilities.  This authority includes direct access to recipient records.  Excessive, injurious, and unwarranted restraint use has long been a major focus of P&A activity.  Several P&As have been instrumental in improving  restraint and seclusion practices in their states, most notably New York, California, and Illinois.  In 1998, P&As received over 34,000 reports of abuse and neglect and over 1,000 complaints regarding restraint and seclusion, including 24 deaths.  However, these numbers significantly underrepresent the actual scope of problematic practices because of the lack of mandatory reporting requirements.

P&As have the authority to initiate investigations and pursue all appropriate remedies to ensure protection of the human and civil rights of persons with disabilities.  Under current federal law, the P&A can access an individual’s records, including investigative reports, if a complaint regarding the individual has been received or if, as a result of monitoring or other activities, there is probable cause to believe that the individual has been subject to abuse or neglect.  Even then, many P&As report hospital resistance to allowing access to records required for investigation, as required by federal statute.  Often, as in the case of this study, court orders must be secured.  Access to records is particularly problematic in private facilities that frequently attempt to shield records from outside review by claiming protection under the peer review process.  A more critical independent review should be undertaken to determine the point at which the costs of shielding dangerous and injurious practices under peer review protection are no longer worth the benefits being claimed.

A 1999 GAO survey determined that only 15 states require any systematic reporting of deaths to the P&A agency and of these, 9 cover only state-operated facilities.  The dimensions of the gap left in exempting private facilities can be appreciated through the experience of New York, the only state with extensive experience in receiving reports from both the private and public sectors.  While in 1984, 71% of deaths were reported by NY state-operated facilities, by 1998, 78% of deaths were reported by private facilities.  New York=s experience is also instructive in the matter of voluntary versus mandatory reporting. In 1977, concern about widespread underreporting led New York to reverse original provisions allowing facility discretion as to whether death reporting requirements were triggered in particular cases. 

The new HCFA regulations require hospitals to report any death of a patient while in restraint or seclusion, or when it is reasonable to conclude the death was related to restraint or seclusion.  From August 2, 1999, through March 23, 2000, HCFA regional offices have received 20 such death reports.  While Florida reported 7 deaths and Texas reported 3, only 1 death was reported for each of 10 other states.  None were reported for Illinois during this period.  HCFA will conduct on-site complaint surveys of hospitals reporting deaths related to restraint or seclusion.  Reports will be passed on to state healthcare licensing and certification agencies that will conduct investigations. 

Current HCFA guidance suggests information sharing and collaboration between the state licensing and P&A agencies.  Although provider organizations lobbied strenuously to prevent passage of bills or regulations that would mandate direct reporting of deaths to the state P&A, the federal legislation that passed in September 2000 authorizes the DHHS Secretary to designate the agencies that will receive mandatory reports of restraint-related deaths.  HCFA is already developing a protocol to ensure that P&As receive sufficient information to conduct investigations based on its rule.

The HCFA regulation features a significant loophole, leaving it to a facility=s discretion whether to report the death of an individual who expired after being released from seclusion or restraints, but who was fatally injured during the episode. The Courant series documented examples of cases in which individuals died while lifesaving measures were being applied or after transfer for specialized care of injuries sustained during restraint or seclusion.  Requiring facilities to report the universe of deaths of individuals with disabilities to an outside entity allows an unbiased determination of the potential contribution of restraint or seclusion to the cause of death.  The National Association of Protection and Advocacy Systems (NAPAS) recommended mandatory reporting of all deaths in its comments to HCFA and to congressional committees, or at minimum, reporting of any deaths occurring within a specified time frame after seclusion or restraint.  A  “bright line” is critical in order to capture all of the deaths related to restraint and seclusion for investigation.  The federal legislation that passed in September 2000, however, mandates the reporting of deaths that occur within 24 hours of restraint or seclusion or when it is reasonable to assume that death resulted from such use.

NAPAS and the Advocates Coalition also sought mandatory injury reporting to facilitate identification of dangerous or abusive practices before deaths result. HCFA did not include sentinel event reporting in the COP, but requested comment on the issue. NAPAS worked on legislation with provisions for mandatory reporting of serious physical or psychological injury.  However, illustrative examples in the proposed bill pertained only to physical injury, leaving the reportability of psychological injury somewhat unclear. Admittedly, the specification of criteria for what constitutes a serious psychological injury is more complex than for serious physical injury.  The APA complained that inclusion of psychological injury could place facilities at risk of citation for failing to report every restraint use as a sentinel event, since many in the consumer/survivor movement view all restraint as inherently abusive and psychologically injurious. 

States representing best practices, such as Oregon, New York, and Massachusetts, have developed trauma paradigms for inpatient units that focus attention on the psychological sequelae of restraint and seclusion, and more importantly, on prevention.  An internal quality improvement approach for psychological injury, which required less formal reporting of findings, could be combined with independent consumer input to better define the parameters over the short term.  In contrast, serious physical injuries are less subject to interpretation and should be reported and reviewed. Further refinement of definitions and criteria might be beneficial prior to a sentinel event-reporting mandate. 

The restraint legislation passed by Congress in September 2000 did not include provisions for mandatory injury reporting, after intensive lobbying by the coalition of hospital associations and the APA.  The limited reporting mandate in the final federal legislation also allows more focus on the development of effective approaches to death investigation.  The GAO survey noted that resource constraints limit the ability of many P&As to conduct investigations of deaths and injuries for which they already get reports. While death investigations are critical, a more proactive approach is required to prevent their necessity.  In line with the recent DHHS/OIG recommendation that aggressive efforts be made to bring policies of private psychiatric hospitals, in particular, rapidly into compliance with HCFA regulations, EFE has placed a priority on establishment of a P&A presence in private psychiatric hospitals and units through on-site visits to assess policies, procedures, and staff training in terms of HCFA restraint requirements, to discuss issues related to implementation of the HCFA COP, and to ensure patient rights information includes access to P&A services.

A substantial increase in complaints related to restraint and seclusion should also be anticipated as word of the HCFA COP and new federal bill spreads among consumers. The GAO report indicated that increasing reporting to P&As without increasing resources to respond would be of limited use in addressing the problem.  NAPAS testimony has emphasized this as well (Decker, 1999).  It is particularly important that P&A agencies have the resources to explore larger issues that may emerge in investigations, involving policy, resources, or advances in technique or knowledge. State and federal agencies are too frequently under pressure or inclined to avoid such issues, but addressing them is a fundamental part of the P&A mission.

Although the federal mandate to P&A agencies entails external investigation, statutory requirement of facility compliance with information requests, and a high likelihood of public disclosure, it by no means precludes P&As from supporting facility and system improvement as well.  The New York Commission for Quality Care provides the model for P&As to utilize a wide range of strategies in promoting system reform.  For example, the Commission pamphlet series Could This Happen in Your Agency? alerts agencies to particular practice issues and risks that have been identified through investigations. The Commission also organized “Choice and Responsibility: Legal and Ethical Dilemmas in Services for Persons with Mental Disabilities,” a groundbreaking conference that explored a variety of cogent issues related to rights and safety.  The P&A approach is to insist on the implementation of best practices in the protection of rights, to identify the boundaries of knowledge and practice, and to press for expansion.  P&As have been effective in utilizing the results of investigation in negotiations to bring about reform of facility practices, state or corporate policies, and regulations.  Litigation is generally not the first choice of strategy by P&As, but it is a powerful motivator in negotiations and an effective tool when it is required.       

One important role of an external oversight entity is providing sound analysis of problems and issues uncovered as a result of oversight.  The analysis must be of sufficient depth and comprehensiveness to generate solutions and secure broad support for whatever resources or policy shifts might be necessary to implement them.  The entity responsible for external oversight must focus on ensuring the protection of individual rights and safety, while understanding the hurdles, barriers, and conflicts inherent in the effort. The organization providing external oversight must be viewed by providers as even-handed and knowledgeable about the challenges they face.  Consumers and advocates must be confident that their rights and interests are the main priority.  Finally, external oversight should provide information for public officials and the general public that will support continuing progress despite the absence of negative media attention.  The following discussion of best practices identifies a number of areas in which an effective external oversight function should play a role.

Implementation of Best Practices

The NASMHPD Technical Report provides a comprehensive outline of effective approaches to reduce the use of restraints, while simultaneously reducing violence and creating a safe environment within hospital settings. The Report notes the likelihood that differing rates of utilization will be necessary for different settings, circumstances, and time periods.  Emergency departments and forensic units are noted in particular, since these are the settings in which individuals with the highest risk for aggression and violence will be served.  The report includes best practice ideas from state efforts and detailed recommendations for state mental health authorities and for future NASMHPD activities.  The state directors recommend a public health approach addressing three levels of preventive intervention.  The Guidelines for Preventing Workplace Violence for Health Care and Social Service Workers (USDOL/OSHA, 1998) takes an approach that is consistent with NASMHPD in terms of values and philosophy as well as public health strategy.  Some examples of the recommended approaches are described below. 

Primary Prevention

In the context of restraint and seclusion, primary prevention encompasses changes in the hospital culture and physical environment to reduce known provocations and to promote safety.  The importance of system leadership in setting an expectation for reduction in the use of restrictive interventions has been noted previously.  Leadership is also required to secure the necessary resources and training for the adoption of progressive treatment paradigms focused on recipient recovery and empowerment, psychosocial rehabilitation, cultural sensitivity, and recognition of recipient trauma histories.  Organizational mechanisms must be created to ensure that recipients   and staff perceive that they are being heard, are being treated fairly, and have a way to resolve conflicts. Alternative Dispute Resolution (ADR) methods are suggested as a useful approach for mediating disputes within the hospital setting.  The ADR process attempts to reduce inequalities between parties in the dispute through the use of a neutral third party.  The goal is to find acceptable solutions prior to or in lieu of a formal grievance procedure.  Primary prevention also includes alterations in the physical space of units and hospitals to reduce noise, increase privacy, improve comfort, and eliminate dangerous conditions.  Guidelines for healthcare workplace safety detail a process for risk identification and reduction that mirror the NASMHPD approach to reducing restrictive intervention and preventing violence.  

Early Intervention - Secondary Prevention 

Risk assessment, focused on short-term risk factors for violence, should be conducted at intake, using established tools.  However, the context in which any risk assessment information is gathered and used by staff is critical.  If not placed in a context of collaborative planning with the individual to avoid distress, escalation, and restrictive intervention, screening for violence risk can become a labeling process resulting in staff fear, hostility, avoidance, or control.  Agitated, aggressive, and assaultive behavior should be assessed and classified in terms of etiology, e.g., situational, organic, functional, to identify appropriate behavioral, pharmacological, or other therapeutic interventions (Blair, 1991; Corrigan et al., 1993; Binder and McNiel, 1999; Coleman et al., 1996).

To ensure a focus on working with each recipient to increase his capacity to recognize and manage distress, several investigators have created consumer survey and interview tools focused on de-escalation strategies and preferences.  The tools pose specific questions and offer illustrative examples on what helps in calming, triggers escalation, is the preferred seclusion or restraint technique, and is the preferred medication for rapid tranquilization.  Intervention plans should be built on consumer responses and preferences to the maximum possible extent.  Consumer survey tools are most useful as part of more comprehensive anger or aggression management skills training approaches (Sheline and Nelson, 1993; Visalli et al., 1997; Love and Hunter, 1999).

Sexual and physical abuse history is another area for screening, although work is still needed on the best timing, staffing, and approaches to getting accurate information with sensitivity.  Even when a trauma screening protocol is developed and mandated, a variety of staff concerns and personal issues have been shown to limit effectiveness.  Information important to avoiding situations of retraumatization for an individual can also be obtained through more general screening related to de-escalation techniques.  Finally, the introduction of a trauma paradigm as part of the overall treatment approach should help to eliminate some of the more damaging past practices (e.g., Mass. DMH, 1996; Read and Fraser, 1998).

Staff development and training must cover a range of strategies to avoid the provocation of power struggles and to de-escalate conflict, in addition to therapeutic approaches.   Substantial research has shown the impact of staff attitudes and interpersonal styles on restrictive intervention use and vulnerability to assault.  While exposure to typical didactic training information is necessary, it is probably not sufficient to evoke the self-reflection and change required to change interpersonal skills, such as limit-setting style, without interactive methods  (Lanza and Carifio, 1991; Lancee et al., 1995; Morrison, 1990; Ray and Subich, 1998).

Psychiatric unit staffing should be adjusted for acuity and should represent the necessary array of clinical disciplines and skills to ensure accurate assessment, identification of appropriate treatment options, and effective implementation.  The inclusion of staff, such as psychologists, skilled in more sophisticated assessment and intervention techniques other than medication is important to avoid the substitution of chemical restraint for physical restraint. Various therapeutic approaches have been identified as effective in addressing agitated and aggressive behavior (Corrigan et al., 1993; Canatsey and Roper, 1997; LePage, 1999; Rabasca, 1999; Frey and Weller, 2000).

At present, state mental hospitals may be more likely to have the requisite variety of psychiatrists, psychologists, and licensed social workers or rehabilitation counselors on staff than private sector facilities with managed care contracts. The capacity of facilities in both private and public sectors to offer a variety of treatment options should be assessed. Any identified barriers, such as reimbursement rates or corporate policies that impede utilization of the range of treatment options necessary to minimize restraint and seclusion should be identified and addressed. The analysis and support available through external oversight will be important where public policy advocacy is required to solve resource, staffing, and training problems.

The HCFA Patient Rights COP includes the right to make directives and have them honored by hospitals.  Ideally, consumers can extend self-management and control over treatment through directives at varying levels of legal formality.  Consumer direction can be developed with the involvement of the treatment team, family, and others or can be formulated independently by the individual. Advance Directives represent the most formal, legally binding approach to maintaining control over treatment during periods of questionable or impaired competence. A number of challenges and uncertainties remain in realizing the promise of Advance Directives for enhancing consumer empowerment and autonomy, increasing collaboration with treating professionals, and improving communication with family members.  Among the major issues identified are barriers to the execution of clinically and legally effective directives, provider concerns and compliance, and the effects of managed care (Srebnik and LaFond, 1999). 

Research in Oregon (Backlar and McFarland, 1996) indicates that directives may have little impact on treatment without supplemental services, such as assistance in formulating directives and maintenance of a central registry.  Competence questions are more centrally involved in the creation and use of Advance Directives because of their intended legal formality.  Three levels of capacity have been identified for assessment in relation to the Advance Directive process: (1) to make the directive, (2) to trigger its application, and  (3) to revoke an existing directive (Halpern and Szmukler, 1997).  For example, the APA asked HCFA for guidance about hospital options and obligations prior to any discharge for the theoretical highly agitated, aggressive patient who is refusing medication, seclusion or restraint through an Advance Directive, and who demonstrates questionable competence regarding the potential conflict between his immediate medical condition and the standing directive.  While the APA seems otherwise to support the concept of Advance Directives, this worst-case scenario is apparently intended to convey the multiple liabilities and professional paralysis the organization sees throughout the COP. 

Semi-structured formats for the development of directives covering specific mental health treatment decisions have been developed by Bazelon Center for Mental Health Law.  Consumer training manuals have been provided by advocacy organizations, including Equip for Equality and other P&As.  At a less formal level, pilot studies have been done on “crisis cards” carried by consumers, which include such information as persons to contact and details of treatment preferences under different contingencies.  The Boston Center for Psychosocial Rehabilitation has begun offering two-day workshops on the creation of Wellness Recovery Action Plans, emphasizing individualized self-monitoring, response systems, and crisis plans.

Intervention Strategies B Tertiary Prevention

The tertiary prevention aspect of the public health model involves the reduction of negative consequences from occurrences that have not been prevented from happening. One critical strategy is to ban those techniques that have been associated with serious injuries and deaths, including face down restraint with back pressure and any technique that obstructs airways, impairs breathing, obstructs vision, or restricts communication. Restraint and take-down techniques associated with positional asphyxia should be avoided. Staff should be trained in alternatives. Client protocols that automatically trigger restraint without individual assessment, such as are employed in some emergency rooms, should be prohibited.

Emergency room policies involving automatic restraint assignment should be reviewed and plans developed to create the necessary spatial and/or staffing arrangements in facilities or systems where the range of psychiatric emergency service components have not yet been developed.  Emergency departments (EDs) vary in their current capacity to handle agitated, aggressive, or violent individuals without either restrictive interventions or disruption of the ED and risk to the other patients and staff.  Since EDs have become a vital interface between the health, police, and specialty mental health sectors, special attention is required to ensure that protection of one set of rights for individuals, e.g., to be free from unnecessary restraint, does not deprive them or others of other rights, e.g., quality medical screening (Ellis et al., 1994; Allen, 1999; Currier and Allen, 2000). 

Studies of weapons possession by individuals with mental illness in emergency rooms report rates as high as 17%, and for ED patients in general as high as 25% (USDOL/OSHA, 1998). The adjustment to new COP requirements among EDs that function as police drop-off points should be monitored because of the higher rates of agitation, aggression, and violence both prior to arrival and in the ED (Reinish and Ciccone, 1995).  Such settings may require special resource adjustment to support retention of current functions and compliance with the COP.

Staff should receive extensive training in de-escalation and alternative interventions.  Additionally, all staff and security personnel should receive periodic training in the safe application of restraints, with an emphasis on the maintenance of as much personal dignity as possible for the individual being restrained. Excellent sources for training include the Crisis Prevention Institute and the Sidran Foundation for trauma-related training. Training should include psychiatrists, who typically do not receive training or who feel undertrained in violence prevention or restraint issues (Schwartz and Park, 1999).  Nurses also express a need for increased training (Lavoie et al., 1988; APNA, 1999). Only staff that has been adequately trained should be involved in any aspect of restraint or seclusion. OMH should consider development of a certification program for restrictive interventions, set standards for the training program, and approve training providers. 

While covering a wide range of public health strategies, these examples offer only a glimpse of the opportunities that are available to facilities and systems to increase the safety and rights protection of both recipients and staff.  In defining an end point to this research in order to develop a final project report, EFE has not defined an end to its exploration of issues and assembly of resources targeted toward reduction of restraint and increase of rights protection and safety.  In order to be effective in carrying out the oversight role that is emerging for P&As, EFE will continue to develop staff expertise and identify resources. We appreciate the chance provided through the grant support and patience of the Woods Foundation that allowed us to focus intensively and understand the issues in more depth than is usually possible.

We have also acquired a wider perspective on restrictive interventions, which suggests that a cross-system approach might achieve broader and more permanent reform in the use of restrictive interventions on individuals with disabilities. For example, although new federal legislation extends protection to more mental health facilities and includes a separate approach for residential facilities serving children, many settings remain outside the coverage of federal protection.  Most notably, schools, wilderness camps, jails, and prisons are not subject to rules with adequate restrictions or oversight.  The Advocates Coalition has identified these areas as the next front in reducing excessive and injurious practices. In our deliberations on final project recommendations, we determined that a state level cross-systems approach was worth pursuing.  We have also selected recommendations specific to the mental health system, involving a mix of external and internal oversight, which should help to maintain current gains and promote sustained progress.

PROJECT CONCLUSIONS AND RECOMMENDATIONS

The recommendations of the Restraint Monitoring and Policy Project are based on the results of the Restraint Compliance Monitoring Study and the review of emerging national restraint policy, along with suggestions of the Restraint and Mental Illness Advisory Councils. One day-long meeting was facilitated by Clarence Sundram, former Chairman of the New York State Commission on Quality of Care, who is, perhaps, the foremost expert on realizing the independent oversight potential of P&A systems, particularly with respect to oversight of restrictive practices, such as restraint and seclusion. Each participant was asked to summarize major observations and identify targets for improvement.  From this session, a comprehensive set of recommendations was developed, which addresses changes at different levels of the mental health system. The recommendations were derived from reviewing the work of the entire Project.  

Oversight of Restrictive Interventions Across Systems

Serious problems of excessive and injurious use of restraint, seclusion, and other restrictive interventions exist in facilities operated by several systems in addition to the mental health system, particularly in schools and jails.  In addition, there are potential negative cross-system implications if attempts to limit restraint use in one system or setting are undertaken without the requisite care and planning. The rights and safety of individuals with disabilities should be protected in all settings and systems, although specific issues may differ. The evolution of knowledge on the risks of such interventions and methods to reduce their utilization calls for a review of the laws, regulations, and standards in all systems.  Higher visibility and increased public understanding of these issues are necessary to generate support for solutions that properly balance rights and safety. Most importantly, consistent reduction of abusive practices and improvement in protection requires public disclosure and accountability. A cross-system approach to oversight and accountability offers great potential for protecting individuals with disabilities in all systems more effectively than trying to address each system individually.

Recommendations:

1A. The Governor should create a permanent Task Force on the Reduction in the Use of Restrictive Interventions with Persons with Disabilities with members appointed by the Governor and leadership of the General Assembly.  The Task Force should address the use of restrictive interventions in all settings in which such interventions are utilized, including, but not limited to, education, human services, and corrections. Membership should include all stakeholders, including individuals with disabilities, public officials, family members, advocates, service providers, and professionals.  The role of the Task Force should include development of cross-system standardized annual reporting requirements; preparation of a statewide annual report on restrictive intervention utilization, reduction efforts, and their outcome; identification and analysis of specific problems or issues; and the development of recommendations for administrative, regulatory, and legislative action.

1B. A plan for standardized annual reporting on restrictive interventions in all systems 

(health, human services, education, and corrections) should be developed according to the standards governing each particular type of setting, and data should be centrally collected, analyzed, and published in a comprehensive annual report. 

1C. State laws, regulations, and standards governing educational, healthcare, human service, and correctional systems should be reviewed and updated regarding the use of restrictive interventions and should ensure adequate protections for individuals with disabilities.  Abuse and neglect provisions should be revised to include definitions related to restraint and seclusion when used for coercion, punishment, retaliation, or staff convenience. State agency responsibilities for review and oversight of restrictive interventions as part of their licensure and/or regulatory roles should be clarified and strengthened.

Uniform Protections in Public and Private Mental Health Facilities

The Policy and Procedure Directives of DHS that govern restraint use in state hospitals have been revised periodically in recent years and are already in substantial compliance with new HCFA regulations; however, the provisions of the Mental Health and Developmental Disabilities Code related to restraint and seclusion have not been revised for a number of years.  Since the state PPD does not apply to private psychiatric hospitals and units, individuals served in private facilities have not been afforded equally strong protections.  New HCFA protections apply to all hospitals receiving Medicaid and Medicare, and new federal legislation covers additional facilities receiving federal funds.  Nevertheless, the Illinois state statutes governing restraint and seclusion should reflect current standards and provide uniform protections across facilities in both the public and private sectors. The provisions of the Mental Health and Developmental Disabilities Code governing restraint and seclusion would offer better long-term protection if legislative language required the revision of practice standards as necessary to reflect improvements in the state of the art and delineation of individual rights.

Recommendation:

2A. Provisions of the Mental Health and Developmental Disabilities Code related to restraint, seclusion, and other restrictive interventions should be revised to assure the following: universal protections for recipients in public and private facilities; comprehensive safeguards covering all restrictive interventions (e.g., mechanical, physical, and chemical restraint, seclusion, time-out, take-downs, etc.); clear expectations for recipient safety and reduction of restrictive interventions; special protections for vulnerable populations; outright ban of dangerous practices;  comprehensive training of all staff; requirements for documentation sufficient to facilitate oversight; and specific mechanisms for quality assurance and public accountability.  Mental Health and Developmental Disabilities Code revisions should incorporate the strongest protections and best practices from HCFA regulations, JCAHO standards, the OMH PPD, and other relevant sources.
Until recently, state hospitals have been the primary target of efforts to reduce abuse, neglect, and restrictive interventions.  P&A agencies also have concentrated primarily on public sector hospitals.  However, the majority of inpatient care has been shifted from the public to the private sector.  EFE’s Mental Illness Advisory Council, half of whom are individuals with mental illness and which includes family members, has requested that this shift be acknowledged by an increased focus on private sector hospitals and, in particular, on restraint and seclusion issues.  Federal regulations also call upon P&A agencies to establish, wherever possible, an ongoing presence in hospitals and residential treatment settings.

The need for increased oversight in private facilities is confirmed by two recent reports by the Office of Inspector General of the U.S. Department of Health and Human Services.  The report entitled, The External Quality Review of Psychiatric Facilities, issued in May 2000, concludes that “the extent to which the system of oversight is holding facilities accountable for patient care is questionable, especially in the areas of discharge planning and restraints and seclusion.”  An August 2000 report, Restraints and Seclusion State Policies for Psychiatric Hospitals, recommends that an aggressive effort be made to move facilities into compliance with HCFA requirements and that particular attention be paid to the improvement of policies governing private hospitals, which have been much weaker than those applied to state hospitals. 

The broad authority delegated to P&A agencies under federal law offers untapped potential for improving the protection of individual rights and safety in private psychiatric hospitals.  P&As are authorized to investigate abuse and neglect, to pursue administrative, legal, or other appropriate remedies, and to carry out systemic advocacy to implement changes in policies and practices.  Limited funding has precluded most P&As, including EFE, from establishing a more active presence in private sector facilities.  

Recommendation:

2B. As the Governor-designated protection and advocacy system for the state of Illinois, Equip for Equality should be provided with the resources necessary to carry out its independent oversight function, including adequate public funding and clarification of its right to access the necessary records and information.

Role of the State Office of Mental Health in Reducing Restrictive Interventions

From the Restraint Compliance Monitoring Study, it is clear that state hospitals have significantly improved in documenting procedural requirements. If the documentation reflects practice, it appears that state mental hospitals have also improved considerably in terms of restraint practices and overall compliance with state requirements.  However, deficiencies in state hospital restraint practice found in the review demonstrate that additional effort is necessary to minimize restraint use through prevention, earlier identification of risk, increased use of alternative interventions, and limitation of the duration of restraint when utilization cannot be avoided.  This requires fundamental change in the culture of institutions and in expectations regarding the use of restrictive interventions.  States in the forefront of reform have found that such fundamental change decreases incidents of aggression and violence as well as decreases  restraint use.  While there are some indications that OMH has embarked upon a more progressive approach aimed at reducing restraint use in its hospitals, disclosure of such efforts and their results remains optional and is inadequate for accountability.

The relationship between the public scrutiny generated by advocacy initiatives, such as the ACLU suit, and improvement in state hospital restraint practices cannot be denied. History would suggest that the sustained commitment of state resources and focus by the OMH Central Office and hospitals, which are imperative for continuing improvement and preventing deterioration over time, are unlikely without an ongoing mechanism for public accountability. At present, there are neither clear requirements for public disclosure of information on the utilization of restrictive practices by OMH, nor for regular oversight by an independent entity.  Experience in other states, most notably that of the New York Commission on Quality of Care, demonstrates that public disclosure of information (e.g., restraints utilization rates, comparison among facilities, benchmarking, best practices, etc.) offers the best prospect for driving a sustained commitment of resources and OMH effort.

Recommendation:

3A. The DHS OMH should prepare and issue a comprehensive Annual Report on Restrictive Interventions and Safety Issues, which details comparative utilization rates for restrictive practices in each state-operated facility, rates of recipient and staff injuries and deaths, appropriate statistical and trend analysis, quality improvement initiatives to minimize restrictive interventions and to assure safety, significant problems and issues, and practice improvement expectations for the coming year.  

OMH has the primary responsibility for systemic leadership in advancing new approaches and fostering the implementation of best practices, which increase the protection of rights and the safety of recipients and staff.  The Technical Report issued by NASMHPD is worth review by everyone interested in individual rights and safety. Appendix A to the report, Recommendations for State Mental Health Agencies, includes the following among a number of important points: (a) OMH leadership on restraint reduction in the mental health system and other systems that serve people with mental illness; (b) development of a statewide strategy and work plan for prevention, early intervention, and safe utilization; (c) participation in national performance measurement initiatives;  (d) assurance that age and developmental differences are taken into account in data systems and benchmarking procedures; (e) incorporation of the principles and practices outlines in the NASMHPD Position Statement on Trauma;  and (f) inclusion of consumer perspectives in the planning and implementation of policies, procedures, training, and monitoring activities regarding seclusion and restraint. Some of the NASMHPD recommendations will require OMH to assume a broader and more assertive leadership role beyond its responsibility for state hospitals.

Securing the support and investment of staff, which is critical to changing the culture of institutional care, requires the incorporation of legitimate workplace safety concerns in plans and policies.  Federal OSHA Guidelines for Preventing Workplace Violence for Health Care and Social Service Workers also merits careful review.  The approach outlined by OSHA parallels that of NASMHPD, addressing many of the same issues. The two documents are consistent philosophically and complement each other strategically.  Combining restraint reduction efforts with violence prevention and workplace safety initiatives is being embraced by states at the forefront of reform.

Recommendation:

3B. The DHS OMH should develop plans for implementation of all of the Recommendations for State Mental Health Agencies from the NASMHPD report on restraint, incorporating strategies from the OSHA Guidelines for Preventing Workplace Violence for Health Care and Social Service Workers that will enhance its effectiveness.

Improving Restraint Practice in State Hospitals

The EFE study of restraint practices in state hospitals revealed a number of areas in which improvements in practice are required. Study findings that indicate areas for improvement include the following:

· Restraint application in 10% of episodes for which there was no apparent evidence of behavior indicating imminent risk to justify its use.

· An absence of evidence that meaningful alternative interventions were attempted in 60% of the episodes, as documented in progress notes and physician orders.

· Failure to release the individual from restraints after more than one hour of calm behavior in 20% of episodes.

· Indications that debriefing processes were carried out in a perfunctory manner and no documentation of debriefing in 12.5% of episodes.

· Wide variation, from 59 to 367, in the number of restraint episodes among 10 state mental hospitals.

In combination with these findings, consideration of the recommendations in a variety of reports reviewed in the second component of the project suggests that state hospitals must move toward fundamental changes in unit culture and therapeutic approach in order to reduce unnecessary restraint use.  Facilities should adopt best practices and strategies, which are identified in the NASMHPD and OSHA reports, including, but by no means limited to, the following areas: (a) leadership by facility management emphasizing empowerment, recovery, and minimization of restrictive interventions; (b) analysis and improvement of unit environment; (c) specific clinical criteria to guide restraint use and release; (d) individual liberties and flexibility of unit schedules; (e) a range of activities and programs in which recipients have choices; (f) screening, early identification, and rapid de-escalation of agitated and aggressive behavior; (g) adequate and ongoing staff training on recipient rights, restrictive intervention policies, de-escalation, alternatives, and safety issues; (h) alternative dispute resolution options for recipients and staff; (i) debriefing protocols and treatment plan review; and (j) documentation requirements and quality assurance.

Recommendation:
4A. The state hospital director should ensure that management staff set clear expectations that restraint use reflects problems in assessment and treatment planning and should be utilized only in emergencies.  Staff should be provided with clear guidelines and behavioral criteria regarding restraint use and release, which should be utilized in quality assurance reviews of each episode of restraint use.  State hospital management should assess the interventions being used prior to restraint to determine whether staff are identifying situations with high potential for aggression and restraint use and are intervening promptly, utilizing a range of alternatives.  Preventive approaches should be emphasized, including screening, advance directives, environmental improvement, and violence prevention approaches. 

Individuals with mental illness have advocated for a requirement that they be informed of the circumstances under which restraint and other restrictive interventions may be used and that they be given an opportunity to indicate their preference should such circumstances arise.  As part of a workgroup of individuals with mental illness and mental health advocates, EFE drafted a provision to address this issue that was incorporated in legislation to improve procedures for involuntary treatment under the Mental Health and Developmental Disabilities Code. 

The legislation was enacted into law in 2000.  Under this provision, upon commencement of services or as soon thereafter as the condition of the individual permits, the mental health facility staff must advise the individual of the conditions under which emergency medication, restraint, or seclusion can be used and solicit the individual’s preferences should such interventions become necessary.  This preference must be noted in the person’s record and communicated to his or her guardian and substitute decision-maker, if any, plus any other person designated by the individual.  Prior to employing any of these interventions, the staff must give due consideration to the recipient’s preference.
Recommendations:

4B. All staff dealing with recipients, including security staff, should be given comprehensive training through didactic and experiential modalities, opportunities to practice skills, and periodic refresher training.  Areas of training should include (a) restraint law, policies, and procedures; (b) early identification of risk situations; (c) a variety of alternative intervention and de-escalation strategies;  (d) safe take-down and restraint application techniques; (e) monitoring of physical safety and comfort during restraint; (f) assessment of readiness for release; (g) special needs and vulnerable populations; (h) debriefing; and (i) documentation requirements.

4C. The state hospital director should ensure that staff provides sufficient information in the required documentation to permit a meaningful review of restraint practices.  Particular attention should be given to specifically describing the behaviors that justified the use of restraint, the prior interventions attempted, the clinical reason for the length of time of the restraint, and the behaviors of the individual while in restraint.










                                     Appendix A

Recommendations for State Mental Health Agencies

From

Reducing the Use of Seclusion and Restraint:

Findings, Strategies, and Recommendations

1999

National Association of State Mental Health Program Directors

 Medical Directors Council
The Medical Directors Council recommends that every state mental health agency develop and implement a comprehensive approach to the issues addressed in this report. Specifically, state mental health agencies should:

· Take the necessary steps within their states to ensure that the NASMHPD Position Statement on Seclusion and Restraint is fully implemented in all settings that are operated, funded, or regulated by the state mental health agency.

· Take a leadership role within their states to work with other agencies and organizations that serve people or regulate services for people with mental illness (e.g., juvenile justice, corrections, nursing homes, etc.) to address the issues identified in this report.

· Develop a statewide strategy and work plan for using proven techniques and approaches, including those identified in this report, in order to:

· Create positive environments and cultures that would reduce the development of situations that may lead to the use of seclusion and restraint.

· Intervene early in the development of conflict situations in order to reduce and ultimately eliminate the use of seclusion and restraint.

· Ensure that seclusion and restraint, when used, are carried out in the safest possible manner, for the shortest time possible, and with the fewest possible negative consequences for patients and staff.

· Collect data on the use of seclusion and restraint in all settings where they are used and participate in performance measurement initiatives of the NASMHPD Research Institute, Inc. (NRI) to compare their utilization rates with other states.

· Use seclusion and restraint data as a routine part of their quality improvement system, and should share the resulting analyses with external groups.
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· Establish a mechanism to monitor the use of emergency involuntary medications to ensure that they are not being used inappropriately as a substitute for seclusion and restraint.

· Ensure that age and developmental differences are taken into account in all data systems and benchmarking procedures.

· Incorporate the principles and practices outlined in the NASMHPD Position Statement on Trauma in implementing procedures and policies regarding seclusion and restraint.

· Consider cultural diversity issues and should always involve the perspective of service recipients in the planning and implementation of all policies, procedures, training and monitoring activities regarding seclusion and restraint.
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Appendix C

SUMMARY OF OMH ACTIVITIES TO IMPROVE RESTRAINT UTILIZATION

Overview

Since the latter half of 1997, the period covered by the Equip for Equality Report, the Office of Mental Health has engaged in numerous efforts to impact the use of restraint in State Hospitals.  These range from the implementation of increasingly protective policies and protocols for the use of restraint to strategic efforts to reduce the need for restraint by preventing and reducing violent behavior.  The following is a brief synopsis of OMH’s major initiatives.

Comparative Data Collection and Analysis

The use of restraint has been monitored centrally since 1993.  Statewide bench markings of persons restrained, restraint hours, and restraint episodes has been in place since 1994.  Since June 1999, Illinois State Hospitals have participated in an external performance measurement system.  We are now comparing our restraint utilization with that of most of the State Hospitals in the nation.  The restraint data is currently in the process of being risk adjusted.  This process will factor in the differences between hospital populations and characteristics allowing more valid comparisons between hospitals.

Policy and Procedure Directives

The policy and procedures relating to the use of restraint in Illinois State Hospitals have been revised twice since 1997.  The policy clearly defines restraint as a high risk intervention that is to be used only in the absence of viable alternatives.  Each procedural revision has ‘raised the bar’ in regards to protecting the rights of individuals at risk of restraint, limiting the length of time for restraint use, and improving the quality of care and assessment that individuals receive during and after restraint.

Training

Several restraint related training initiatives have been implemented.  All staff who utilize restraint are required to complete training annually on the policies and procedures governing their use, including the authorization/approval process, criteria for use, monitoring guidelines, and documentation requirements.  A computer-based version of this course is being developed so that staff can receive this training in a more easily accessible manner.

For almost two decades, OMH has required all direct-care staff to complete the Aggression Management Training (AMT) program developed by the University of Illinois at Chicago.  During FY01, OMH began the transition from the use of AMT to adoption of the Nonviolent Crisis Intervention training Program developed by Crisis Prevention Institute (CPI).  This is an evidence based training course which focuses on the prevention of violence and the use of de-escalation strategies.  In addition, escape, avoidance, containment, and transport techniques for dealing with physically aggressive individuals are taught.  A supplemental training module is being developed which will cover the technique for applying physical restraints and a takedown procedure for aggressive individuals utilizing 3-5 staff.

Violence Prevention

More recently, OMH staff efforts have shifted focus to reducing the underlying causes for using restraint, i.e. violence to self and others.  The strategic plan for these efforts is outlined in a “Blueprint for Violence Prevention” which addresses:

· Leadership commitment to non-violence;

· Involvement of employees and patients in determining the causes for and solutions to violence;

· Adopting a cultural “norm of non-violence”;

· Minimizing environmental/institutional factors that contribute to violence;

· Effective and efficient emergency response to violence when it does occur;

· Availability of  “critical incident stress debriefing” to reduce post-traumatic stress to patient and staff victims of violence;

· Implementation of a nationally recognized training program in de-escalation of potentially violent behavior (i.e. CPI);

· Use of evidence-based treatment;

· Comprehensive data collection and analysis.

Submitted by:

Fran Cella, Ph.D.

Chief, Bureau of Quality Improvement

Office of Mental Health
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