SECLUSION & RESTRAINT

How to Create and Evaluate
a Seclusion and Restraint

Prevention Plan

patient Safety Plans are a very important way to

reduce seclusion and restraint episodes. Read on

to find out ways t0 write and review them.

-TKlm 1. Masiers, M.D.

Seclusion and restraint prevention plans
are the most powerful tools that chiid
4nd adolescent psychiatrists have
because they allow patients to inform
facilities of preferred ways to handle their
irritability and anger. "

Safety.plan forms can be obtained from
several sources, including the National

_Executive Training Institute Manuals.
and in the publication Psychiatric
Services (see the reference list at the
end of this article for the specific .
ariicle and issue). However, all of the

" ones | reviewed had some limitations.
The forms often lacked instruction
about how to elicit information in a
developmentzlly appropriate format:
they did not challenge the patient’s
maladaptive coping stratégies (for
example, throwing things or hitting
people); they did not review facilities’

preferred ways of handling agpression; ’

they did not require practice sessions
1o zssess the effectiveness of the anger
management strategies; and finally,
they were not customized to reflect the
tone or language of the therapeutic
relationship between the child and
his/her psychiatrist, upon which the
acceptance of reatment may be based.
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In order io make the Safety Plan “all it
can be,” it is essential to examine each
element that makes up the document,
in much the same way that one
assernbles bricks to build a wall. Armed
with this information, one can see what
is essential and how the paris fit
together. If it is done well, the document
clearly communicates the child or
adolescerit’s worries, fears, and needs

__and the institution’s compassionate

understanding and collaborative
approach:to dealing with them.

Element 1: Review of Anger Triggers
A patient’s anger may be set off by a
variety of factors: daily living issues such

. as hunget, anger, loneliness, tiredness,

or elements of past trauma such as bed
times, darkness, yelling, raised hands;
or social problems such as teasing or
rejection. Each person's triggers have
unique components based on his/her
age, environment, and experience.

Element 2: Trauma history, especially
related 10 seclusion and restraint
This is by far the most important
element in the entire plan because it is
often the source of intense memories
and affect.

Patients may unleash a flood of
distressing details when they review

_.past abuse, particularly if this occurred

during previous seclusion or restraint
experiences. A potentially beneficial
therapy for these symptom would be -
one modeled on the “abreaction,
context, and correction” experience
that is described in Wild Child (Terr
2005). With other patients, imagined
traurng, like being tied up or “jumped”
or “crushed” during a restraint that
hasn't occurred, will be the major
issue. While reassurances would
naturally occur during these
discussions, they must take a back seat
to elaborations of fears and memories
if the goals are to increase the patient’s
sense of trust and safety in the
treatrment setting.

Element 3: Medical Risks

A) A history of specific physical risks
for a traumatic ouicome duting a
seclusion or restraint needs to be
elicited. Examples include: asthma;
obesity; cardiac dysfunction,
especially electrical conduction
abnormalities; fragile bones;
collagen disorders, like Marfan's

Syndrome; and having a full stomach.

B) A histery of pre existing anxiety
should:be noted. There can be an
interaction between extreme anxiety
and medical conditions which result
in a person effectively being “scared

" to death,” so a panic attack could
trigger reactive airway constriction,
-..arthyibmia, orvomiting. =
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C} The impact of the patient’s current
medications need to be assessed,
especially during a restraint,
particularly if they can increase
heart rate or promote prolonged qt
intervals, like thioridazine does or
can trigger asthma attacks, like beta
blocking agents do.

Element 4: What works when one is
“mad” but can still listen

Review strategies that the 'paﬁent uses
1o self soothe and calm down. Eliciting
these may require specific questions.
Strategies can encompass all sensory
modalities: touch, taste, and smell,
visual, auditory, and kinesthetic.
Examples include common comforts
such as listening o music, playing with
clay, and drawing, or more exotic
options such ds rolling up in a blanket,
chewing something, smelling incense,




' rubbing one’s arms with an ice cube,
putting a warm wet cloth on one's
head, etc. (These should be tried out in
practice sessions if they are acceptable
to the facility and the family. If they are
unacceptable this information should
be recorded in the chart along with

. new strategies that will be developed).

Element 5: What works when one is
angry and cannot listen

Strategies for this level of distress must
take into consideration the patient’s
inability to hear and process
supgestions. The goal of this element
is to find coping skills, such as sitting
on one’s hands, being quiet, and
distracting oneself, until the anger
simmers down and listening and
discussion are again possible.

Element 6: What the institution
expects

A dizlog about anger management
technigues the facility wants patients
to use is important because these
strategies may be expected along with
the patient’s own self controlled
methods. This discussion may be
especially useful if the patient’s own
coping strategies are dangerous or
difficult 1o carry out in the facility.
These conversations may also diminish
the patient’s fear that the institution will
use zbusive “control” methods which
many patients have previously

experienced elsewhere.

Element 7: What practice sessions
will follow '
Anger management strategies should
be subjected to frequent drills and role

plays to make sure they work. This also
affords an oppartunity for patients 1o
learn strategies for dealing both with
being upset and with being enraged.
The sessions will help both them and
the staff remember what to do in an
anger crisis.

Element 8: Prepare a card with
essential anger prevention information
Once the plan is finished, help the
child or adolescent write it on a
laminated 3x5 card that he or she
carries at all times. The card should
include the child or adolescent’s name
and list: 1) the special ways the child
or adolescent shows that he/she is
getting angry and 2) the calming
strategies work best for him/her.’

Element 9: Review and modify the
plan with any seclusion or restraint
or during treatment when the
strategy for anger control changes
To keep the plans current, it is
necessary to work with them, in much
the same way as one modifies an
exercise regimen. The psychiatrist
should play a rmajor role in this element
because it ensures that patients’ safety
plans are being scrutinized and
supervised by the person ultimately
responsible for ordering them.

Element 10: Have the patient
present the plan to parents and
supervising adults at discharge to
use in anger managemeni praciice
efforts and with angry outbursts in
the patient’s post discharge daily life
This strategy ensures that patients
demonstrate “facility tested,” safe

methods for identifying, understanding,
and controlling anger at discharge.
Also, reading this plan to parents and
other supervising adults provides
patients the opportunity to have pride
in their achievements.

For child and adolescent psychiatrists,
the role of leadership in aggression
management work can find no more
productive outlet than the development
and interpretation of patients “Safety
Plans.” | hope that this article has
stimulated your interest in exploring the
treatment possibilities that this type of
document offers.

if you hgve success stories with a
patient safety plan and would like
to share themn in this column, please
contact me by email at

‘kimmasters@brbntasaur.org. |

Dr. Masters is Chief Medical Officer of
ABS New Hope Treatment Centers and
Assistant Clinical Professor of Health
and Behavior at the Medical College
of Georgia.
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home page to find out more.

Newly updated information is available on the AACAP's
web site, www.aacap.org. Click on the “Maintenance of
Certification AACAP Lifelong Learning” link located on the

Module 1: Disruptive Behavior Disorder, Violence and
Homicide is available. This is the first module that AACAP’s
Work Group on Maintenance of Certification has

developed to assist AACAP members in study'ing for the
recertification exam. Get 24 hours of ABPN-approved,
specialty specific CME credits that count toward this
lifelong learning self-assessment requirement by
Ebmpleting Module 1! To order, download the Publication
Order Form from the web site, or call Elizabeth Hughes at
202.966.7300, ext. 106 for further information.
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