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PURPOSE:
Interventions that restrict personal freedom and liberty constitute an infringement on individual rights, and an intrusion into a person’s life.  These procedures may also be stigmatizing to the recipient.  Because these techniques may infringe on a person’s rights and/or cause stigmatization, they require appropriate safeguards, including ongoing approval, monitoring, and oversight mechanisms.

POLICY:

Developmental centers and state-operated community facilities shall formulate local policies and procedures governing the use of restrictive interventions.  These policies shall conform to appropriate state and federal regulations, for each level-of-care.  (See attached “Definitions and Usage Guidelines per Federal and State Regulations.”)

PROCEDURE:

At a minimum, local policies and procedures shall reflect and otherwise incorporate the following:

A. Philosophy, Values and Principles

1. Positive behavioral supports, strategies, and procedures are preferred techniques, and shall be provided by competent, trained staff, who treat residents with respect, dignity, and positive regard.

2. The decision to intervene behaviorally, and the interventions to be used, shall conform to contemporary professional ethics, and focus upon improvements in residents’ overall quality of life, including independence, self-determination, interpersonal relationships and other socially-valued competencies.

3. All behavioral treatment plans shall be person-centered and include participation by the person and his/her representatives, regarding preferences relative to goals and procedures.  

4. All behavioral treatment procedures shall be evidence-based, and supported by peer-reviewed literature.

5. All behavioral treatment procedures shall be the least restrictive necessary to be effective.

6. Restrictive interventions should only occur within the broader context of a humane, therapeutic environment, characterized by protection from harm; continuous access to meaningful, stimulating, and preferred activities and materials; frequent (based on individual preferences), positive interaction and engagement with others; and functional, person-centered habilitation services.

7. The use of restrictive behavioral interventions shall include goals to reduce the restrictiveness of the interventions, and ultimately discontinue their use as rapidly as possible. 

8. Restrictive behavioral interventions are last-resort procedures, used when all less restrictive interventions have been ineffective (or are otherwise clinically contraindicated).

9. Restrictive interventions shall be implemented in a manner to protect the person’s (and peers’) safety, dignity, health, welfare and civil rights.

10. Restrictive interventions shall not be used as a substitute for treatment, as punishment, or for the convenience of staff.  

11. Residents have the right to be free from unnecessary restraint.  Given this right, manual and mechanical restraint shall be used as a last resort to prevent or contain imminent, seriously-aggressive or self-injurious behavior, and their use shall be consistent with the principles of approved crisis intervention techniques.

B. Implementation of Restrictive Behavioral Interventions

1. Persons to be admitted to a facility shall receive an initial assessment, prior to admission, or as soon after admission as possible.  In no event shall this assessment be completed more than 30 days after admission.  This assessment shall include information gathered from Welfare & Institutions Code Section 4418.7 assessments, 24-hour post-admission physical exams, and other post-admission meetings, including the 30-day IPP (Individual Program Plan) meeting.  This assessment shall also include input from the consumer and any other person(s) he/she desires to be present, if the person(s) can be present at the assessment time.  This assessment shall include the person’s advance directives regarding de-escalation procedures and restraints (i.e., preferences regarding these procedures, and if clinically contraindicated, why they are contraindicated); early warning signs, triggers and precipitants regarding escalation and aggression; successful techniques, methods and tools for the person to control his/her behavior; pre-existing medical conditions or physical disabilities or limitations placing the person at greater risk during restraint; and any trauma history, including sexual or physical abuse. 
2. All behavior plans incorporating restrictive interventions shall be based on, and derived from, a current, formal, data-based functional behavioral assessment.  These assessments should include indirect (interviews, record review, standard checklists) and direct (observation, descriptive analysis) procedures, and in some cases, systematic manipulation of environmental events.  

3. Formal preference assessments shall be conducted to identify a person’s preferences and effective reinforcers.  These assessments shall be appropriate to a person’s functioning level (e.g., presentation of items to persons with severe or profound retardation, and observation of their response; interview and observation of persons with mild or moderate retardation).  

4. All behavior plans incorporating restrictive interventions shall include:

a. A focus on positive, preventive, proactive procedures, such as:

(1) Eliminating, reducing, or otherwise minimizing antecedents and ecological conditions causing or exacerbating targeted challenging behavior;

(2) Reinforcing behavior incompatible with, or alternative to the targeted challenging behavior;

(3) Providing meaningful choices;

(4) Actively teaching new skills that serve the same function as, and serve to replace, the targeted challenging behavior; and

(5) Implementing formal skill acquisition plans and data collection for these replacement behaviors.

b. An initial determination of the risks of the targeted challenging behavior versus the risks of the proposed intervention, and the benefits of the intervention versus the risks of the intervention.

c. Informed consent for those restrictive interventions requiring consent, prior to their incorporation into a behavior plan.

d. Data collection procedures that ensure sufficiently valid and reliable data for sound, empirically-based, clinical decision making.  When appropriate, formal data on psychiatric symptoms shall be collected.  Formal data will also be collected on replacement behaviors.  These data shall be used to monitor plan effectiveness, and plans will be changed when ineffective.  

e. Monitoring, by the plan’s author, or by a supervisor of the staff responsible for implementing the plan, for integrity of implementation.  

5. All staff who implement or may implement restrictive interventions, shall receive: 

a. Initial and ongoing, competency-based training in crisis prevention and intervention, including, but not limited to:

(1) De-escalation techniques;
(2) Cultural issues affecting people’s behavior;

(3) Positive, proactive, preventive strategies.

b. Competency-based training in individual behavior plans, prior to implementation.  
6. The IDT (Interdisciplinary Team), including the physician who shall conduct a thorough health assessment, will determine (based upon an overall evaluation of all relevant risk and clinical information) the appropriate type of restraint for a person, including positioning of the person, on a case-by-case basis.  With the exception of the conditions listed in # 6.a.(3) below, if restraint would exacerbate a known medical condition (e.g., recent major surgery, “brittle bone disorder,” etc.), or endanger a person’s life, as determined by the Medical Director or attending physician, it is prohibited.  In addition, the person’s face shall not be covered by any item that directly touches his/her face.  Generally, however, the following requirements shall apply:

a. For full-body mechanical restraint use, emergency or programmed:

(1) An order must be obtained from an authorized licensed practitioner.  

(2) The order is only good for a maximum of four hours (for children in an acute hospital setting, two hours for children age 9-17, and one hour for children under 9 years of age).  

(3) If restrained lying down, the person should be supine, not prone, and appropriate medical equipment shall be available in the event that a person requires intervention due to aspiration.  However, if the IDT determines that prone restraint is indicated, and if a person is at risk for positional asphyxiation due to known risk factors such as:  obesity, pregnancy, agitated delirium or excited delirium syndromes, cocaine, methamphetamine, or alcohol intoxication, exposure to pepper spray, pre-existing heart diseases such as enlarged heart, or respiratory conditions such as emphysema, bronchitis, or asthma, then each use of prone restraint shall require written authorization by a physician.  

(4) The person must be under continuous visual observation and checked at least every 15 minutes for overall safety and proper circulation.  

(5) An appropriate, licensed, professional (whenever possible, the person ordering the restraint) must physically observe the person within 55 minutes of the initiation of the restraint.  

(6) The person must be released when calm (as operationally defined by the person’s IDT), and as soon as possible.

[Note:  Items a. (2), (5), and (6), above, do not apply to continuous, non-contingent restraint.]

b. For manual restraint, restraint in the prone position should only be used when absolutely necessary, only for as long as necessary, and only if all other techniques are ineffective or otherwise contraindicated.  Any procedure that obstructs a person’s airway, or impairs breathing or respiration, is prohibited.  In addition, with the exception of the conditions listed in this section below, any procedure which would exacerbate a known medical condition (e.g., recent major surgery, “brittle bone disorder,” etc.) or endanger a person’s life, as determined by the Medical Director or attending physician, is prohibited.  No pressure shall be applied to the person’s chest, back, lungs, diaphragm, or stomach; injury to the shoulder or extremities shall be prevented; and the person’s hands shall not be held or restrained behind their back.  If the person is known to have any significant risk factors, extreme caution must be exercised if interventions alternative to prone restraint are not possible.  Specific risk factors that would warrant extreme caution with respect to the use of prone restraint are:  obesity, agitated delirium syndrome (i.e., extremely agitated and acutely psychotic), drug and/or alcohol intoxication, asthma and bronchitis, prolonged struggle or physical exertion, or pre-existing heart condition.  A staff person (whenever possible a person not involved in the restraint) shall observe the resident for any signs of physical duress (e.g., difficulty breathing, signs of physical pain, etc.) throughout the restraint episode. 

c. If Office of Protective Services (OPS) officers are involved in interventions, clinical staff shall immediately inform officers when an individual has been assessed as at risk for positional asphyxiation, injury, or exacerbation of a known medical condition.  Clinical staff will observe the resident for signs of physical duress throughout the OPS staff intervention.

7. After each use of restraint (emergency or programmed, manual or mechanical) a debriefing shall be held with the IDT (including staff directly involved in the episode, if reasonably available, and a supervisor), the resident (if voluntary), and if the person requests, a family member, domestic partner, significant other, or authorized representative if that person can be present at no cost to the facility.  This debriefing shall occur within 24 hours of the episode, and preferably by the end of the shift.  The psychologist shall perform an independent review of the episode within one business day, if indicated.  This debriefing, and any resulting changes to the resident’s plan shall be documented in the record, and a debriefing report shall be completed.  The purpose of the debriefing shall be the development of strategies to prevent future use of restraint, including:

a. Assisting the resident to understand the precipitants of the incident, to develop safer, more constructive responses;  

b. Assisting the staff to understand the precipitants, and develop alternative methods to help the resident avoid or cope with the precipitants;  

c. Helping staff develop treatments that address the “root cause” or behavioral functions of the incident, and modify the plan, if appropriate;  
d. Helping to assess whether the intervention was necessary, and implemented consistent with staff training and facility policy.
C. Approval, Review, Oversight and Monitoring

1. Local policies and procedures shall:

a. List all restrictive interventions approved for use at the facility, and the definition of each procedure.

b. Address the planned/programmed (contingent) use, unplanned/emergency use, and use of continuous (non-contingent) restrictive interventions.

c. Describe the approval and oversight processes for all restrictive interventions, including relevant committees (e.g., Behavior Management, Human Rights, Governing Body, etc.), and individual disciplines (e.g., psychologist, physician, IPC, Clients’ Rights Advocate, Program, Clinical, Medical and Executive Directors, etc.).

2. The approval process for plans involving restrictive interventions shall include presentation—at behavior review and/or human rights committees—of the positive programming components of the plan.

3. High use of behavioral (contingent) restraint, and all use of continuous (non-contingent) restraint, shall receive increased committee oversight, review, and monitoring. 

4. For each use of manual or mechanical restraint (as defined in this policy), a clinical and quality review shall be conducted.  In addition, all centers shall include, as part of their facility’s Quality Assurance and Governing Body, restrictive intervention indicators and data sufficient to identify and analyze trends based on times, places, and other related events; and goals for the reduction and eventual elimination of restrictive interventions.

5. On February 1, May 1, August 1 and November 1 of each year, each center shall report the following data to the Developmental Centers Division at headquarters.  Additional data on the following procedures, or other procedures, may be requested as needed.

a. Mechanical Restraint1
(1) Total hours in the preceding 3 months; 

(2) Total number of incidents in the preceding 3 months; and

(3) Total number of residents in the preceding 3 months for whom mechanical restraint was used.

Totals are facility-wide, and provided separately for both programmed and emergency uses.

b. Manual Restraint2
(1) Total hours in the preceding 3 months;

(2) Total number of incidents in the preceding 3 months; and

(3) Total number of residents in the preceding 3 months for whom manual restraint was used.

Totals are facility-wide, and provided separately for both programmed and emergency uses.

c. Seclusion3
(1) Total hours in the preceding 3 months; 

(2) Total number of incidents in the preceding 3 months;

(3) Total number of residents in the preceding 3 months for whom exclusionary, enforced timeout was used.

Totals provided facility-wide.

d. Serious Injuries or Deaths Occurring During, or Related to Restraint4
(1) Total number of serious injuries to residents in the preceding 3 months;

(2) Total number of serious injuries to staff in the preceding 3 months;

(3) Total number of resident deaths in the preceding 3 months.

Totals provided facility-wide.

DEFINITIONS FOR PURPOSES OF DATA REPORTING
1Mechanical Restraint:  Restraint of entire body (does not include limitation of movement of portions of the body, such as arms, only) achieved by any device, equipment or materials (e.g., soft-ties, leather cuffs).

2Manual Restraint:  Restraint of entire body (does not include limitation of movement of portions of the body, such as arms, only) achieved by means of direct bodily contact between resident and staff (e.g., prone or wall restraint).

3Seclusion (prohibited by regulation): Involuntary confinement of a resident alone in a locked room contingent upon challenging behavior.  (This does not include Exclusionary Enforced Timeout:  Removal of a person from an area, and enforced restriction to a room (including designated timeout room) from which egress is continuously physically or verbally prevented, to prevent positive reinforcement of the challenging behavior.)  

4Serious Injury: Any significant impairment of the physical condition as determined by qualified medical personnel, including, but not limited to, burns, lacerations, bone fractures, substantial hematoma, or injuries to internal organs, as defined in DCD Policy Memorandum #129 (Attachment A [G]). 

6. Each center shall analyze, investigate, monitor and track all incidents resulting in resident injury or death related to the use of restrictive interventions.

7. Each center’s crisis intervention curriculum (i.e., ATCM, PART, etc.), and any proposed additions or revisions to the restrictive procedures in each curriculum, shall be reviewed by the DCD Senior Psychologist and the Chief of the Health and Direct Care Services Section, and approved by the DCD Deputy Director.

Attachment

REFERENCES:

Health and Safety Code, Section 1180; Welfare & Institutions Code, Sections 4502, 4503, and 4505; Title 42, Code of Federal Regulations; Title 22, California Code of Regulations; Title 17, California Code of Regulations; DDS Policy Memorandum 125—Consent for Minors to Receive Highly Restrictive Interventions
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