PROGRAM COMMITTEE
January 28, 1969

Present: M. Errickson, chairnan,; M. Krafve, Ms. Bl ongui st, M. Madow, M. Ber g,
ChaplainSreufert, Ms. Myers, Ms. Wngsness, Ms. Ander son, M. Knack,
M's. Finstuen, Ms. Stabbert, M. McHugo, M. Nel son, M. Hor nel

Absent: Dr. Johnson, Ms. Nethery, Ms. Gates, M's. Godw n
Quest : M. Dave Lenway, Vérd Charge on Sout h Mapl e

M s. Wngsness and Mr. Lenway presented t hei r Teamand Vrd Eval uati on of Mapl e Sout h
w th each cormttee nenber receiving a copy of the outline. The coomttee felt that
the outline was a good one and programdirectors said nost of it could be utilized in
their omnunits, but we do need a way of neasuring and a basi c scale to foll owand
eval uate fromone nonth to another. M. Erickson proposed that a coomttee be

appoi ntedtowiteupaform devel opi ngawardeval uati onscal e. Thi sconmttee consists
of M. Errickson, chairman; M. Berg, M. Underhill, M. Lenway, and M s. Jacobsonc

Restraints and Seclusion: Ms. B onguist attended t he state Humane Practi ces neet
that was heldin St. Paul |last Monday. GCentral office asked that each institution
arestraint conmttee to submt infornationto their Sub-Cormttee in regards to
restraints and seclusionintheir respectiveinstitution. Faribault Sate Hspital
al ready has such aworking coomttee. Wenthisinfornmationis submtted to the Sub-
Commttee, theyw || prepare guidelines andwe then hope that Dr. Vail will send a
order out that is nore realistic than that whichwe have had. Questions they woul d
answered i ncl ude:

1. Howlong does the patient stay in restraint and secl usi on?
2. Howdoes t he patient get there?

3. Vs it a benefit to hin?

4. Howdoes it affect the other patients onthe ward?

5. What occurs whi | e t here?

M s. Bl ongui st has asked that t hree nore technicians be added to her coomttee. Ms.
Myer s suggested that a feed-back be giventothe units onthe restraint totals.

M. Madowwoul d |i ke to di scuss behavi or rating scal e data col | ectionw th the Program
Drectors. This topic wll be brought up at the February 11 neeti ng.

Agenda for February 4*
1. M. Wl sandt —eur wor ki ng resi dent
2. Ms. Bomui st---ReviewRestrai nt and Secl usi on
Recor der
Lillian Biehl
/b



Wiile it is recognized that there may he times or circunstances
when it appears advisable to use seclusion or restraint, there
is always the need to question and anal yze these procedures in
order to be sure that they are really 1n the best interest of
the patient —or others with whomthe patient may cone in con-
tact —and that they are in keeping with the treatnent and
rehabilitation programgoals of the institution. A so included
in the discussion of seclusion and restraint, gone consideration
shoul d be given to the area of chemcal restraint.

Seclusion and restraint mght be thought of in terms of their
relationship to:

Care and treat nent

Kunar s? practi ces

Progr anm ng

Specific concerns relating to the use of
secl usion and restraint.

The following outline may serve as a basis for discussion,
eval uation and reconmendati ons.
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Care and Treat nent
I's restraint and seclusion used in the best interest of the patient, or
is it nore frequently used as a staff conveni ence?

How does restraint and exclusion affect patients —does it nmodify be-
havior and if so, for better or worse?

Is it used on a prescription basis, or to neet individual situations as
they arise?

Who nakes the determnation to place a patient in seclusion or restraint?

What happens to the patient who is put in seclusion —howis his time
in seclusion spent?

Wat staff is available to the patient in seclusion —in what frequency
or availability, and for what purpose?

[l - Humane Practice
1) Is the use of seclusion and restraint viewed as punitive by patients?
2) Howis the patient put into seclusion or restraint?
3) For howlong a period of time is the patient kept in seclusion or restraints?

4} Howare patient's needs net while in seclusion?
5 Howisolated is the patient? (Is there a windowin the door, or is he
conpletely renoved visually from anything outside of the seclusion roonf)

6) Howis the process of isolation viewed by other patients?

7) Does seclusion and restraint solve probl ems, or nerely keep patients under
control ?

8) To what extent are patients who areinseclusion and restraints di scussed
by staff in order to try to arrive at a better or different solution to
the problemon the basis of individual needs?



I11. Programmng

1) Does restraint and secl usion refl ect the devel opnent or absence of
program—or is there no rel ationshi p?

2) Is there any programfor patients in seclusion or restraints?

3) Souldthere be and i f so, what kind of programand howshould it be
adm ni st er ed?

4) |Is the use of restraint and seclusion an indication that thereis a

need for nore programmng to keep patients occupi ed so the need for
secl usion and restrai nts nay be mni mzed?

IV Specific Goncerns Relating to the Use of Seclusion and Restraint.
1) Wen should restraint or secl usion be used?
2) For what ki nds of behavi or?
3) Under what conditions?
4) By whomand how shoul d deci si ons be nade?

5) To whet extent are patients invol ved i n expl anati ons, either before or
after being put inseclusion' or restraint?

6) To what extent does staff spend tinme seeking alternatives to secl usi on
and restraints?



