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Draft Inpatient Psychiatric Standards of Care

Applicability:  These standards are intended to apply to Alaska Psychiatric Institute as well as other hospitals that provide designated evaluation and treatment, designated evaluation and crisis stabilization.  For each standard, there are a series of icons shown that identify the applicability for that particular standard the icons are:
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  Alaska Psychiatric Institute
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Hospitals that are approved Designated Evaluation and Treatment facilities.
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Hospitals that are approved Designated Evaluation and Crisis Stabilization facilities.
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Applicable to Adult Services.
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Applicable to Children Services

Implementation:  It is envisioned that these standards will be used as a tool for site reviews although this process has not been developed.

Format:
The format for these standards was modeled after the format used by the Joint Commission on Accreditation of Healthcare Organizations (JCAHO).  The content and wording were, where possible, drawn from JCAHO.

Content:
The standards apply in the following areas of concern:

· Use of Restraints and Seclusion

· Patient and Family Member Involvement in Treatment/Discharge Planning

· Clinical Appropriateness of Treatment

· Use of Behavior Management Plans

· Admission/Discharge Interaction between Inpatient and Outpatient Providers
· Grievances
GLOSSARY

Advance Directive.  A document or documentation allowing a person to give directions about future medical care or to designate another person(s) to make medical decisions inf the individual loses decision-making capacity.  Advance directives may include living wills, durable powers of attorney, do-not-resuscitate (DNRs) orders, right to die, or similar documents expressing the individual’s preferences as specified in the Patient Self-Determination Act.  (See also Mental Health Advance Directive)

Appropriateness.  The degree to which the care provided is relevant to the patient’s clinical needs, given the current state of knowledge.

Assessment.  (1) For purposes of patient assessment, the process established by an organization for obtaining appropriate and necessary information about each individual seeking entry into a health care setting or service.  The information is used to match and individual’s need with the appropriate setting, care level, and intervention.

Behavior Management.  The use of basic learning techniques, such as biofeedback, reinforcement, or aversion therapy, to manage and improve an individual’s behavior.

Behavioral Health.  A broad array of mental health, chemical dependency, forensic, mental retardation, developmental disabilities, and cognitive rehabilitation services provided in settings such as acute, long term, and ambulatory.

Community.  The individuals, families, groups, agencies, facilities, or institutions within the geographic area served by a health care organizations.

Competence or Competency.  A determination of an individual’s capability to perform up to defined expectations.

Compliance.  To act in accordance with stated requirements, such as standards.  Levels of compliance include non-compliance, minimal compliance, partial compliance, significant compliance, and substantial compliance.

Confidentiality.  An individual’s right, within the law, to personal and informational privacy, including his or her health care records.

Continuing Care.  Care provided over an extended period of time, in various settings, spanning the illness-to-wellness continuum.

Continuity.  The degree to which the care of individuals is coordinated among practitioners, among organizations, and over time.

Continuum of Care.  Matching an individual’s ongoing needs with the appropriate level and type of medical, psychological, health, or social care or service within an organization or across multiple organizations.

Diagnosis.  A scientifically or medically acceptable term given to a complex of symptoms (disturbances of function or sensation of which the individual is aware), signs (disturbances the physician or another individual can detect), and findings (detected by laboratory, x-ray, or other diagnostic procedures, or responses to therapy.

Discharge.  The point at which an individual’s active involvement with an organization or program is terminated and the organization or program no longer maintains active responsibility for the care of the individual.

Drug.  Any substance, other than food or devices, that may be used on or administered to persons as an aid in the diagnosis, treatment, or prevention of disease or other abnormal condition.

Governing Body.  The individuals, group, or agency that has ultimate authority and responsibility for establishing policy, maintaining care quality, and providing for organization management and planning; other names for this group include board, board of trustees, board of governors, board of directors, board of commissioners, and partners (network).

Guardian.  A parent, trustee, conservator, committee, or other individual or agency empowered by law to act on behalf of or be responsible for an individual.  See also surrogate decision maker.
Individual.  A person who receives treatment services.  The term is synonymous with patient, client, resident, consumer, individual served, and recipient of treatment services.

Intent of Standard.  A brief explanation of the standard’s rationale, meaning, and significance.

Leaders.  The leaders described in the leadership function include at least the leaders of the governing body; the chief executive officer and other senior management; department leaders, the elected and appointed leaders of the medical staff and the clinical departments and other medical staff members in organizational administrative positions; and the nurse executive and other senior nursing leaders.

Licensed Independent Practitioner.  Any individual permitted by law and by the organization to provide care and services, without direction or supervision, within the scope of the individual’s license and consistent with individually granted clinical privileges.  

Medical Record.  The account compiled by physicians and other health care professionals of a variety of patient health information, such as assessment findings, treatment details, and progress notes.

Medical Staff.  A body that has the overall responsibility for the quality of the professional services provided by individuals with clinical privileges and also the responsibility of accounting, therefore, to the governing body.  The medical staff includes fully licensed physicians and may include other licensed individuals permitted by law and by the organization to provide patient care services independently (that is, without clinical direction or supervision) within the organization.  Members have delineated clinical privileges that allow them to provide patient care services independently within the scope of their clinical privileges.

Medication.  Any substance, other than food or devices, that may be used on or administered to persons as an aid in the diagnosis, treatment, or prevention of disease or other abnormal condition.

Mental Health Advance Directive.  A document or documentation allowing a person to give directions about future mental health care or to designate another person(s) to make treatment decisions in event that the individual loses decision-making capacity.  

Neglect.  An impaired quality of life for an individual resulting from the absence of minimal services or resources to meet basic needs.  Neglect includes withholding or inadequately providing food and hydration (without physician, patient, or surrogate approval), clothing medical care, and good hygiene.  It may also include placing the individual in unsafe or unsupervised conditions.

Patient.  An individual who receives care or services, or one who may be represented by an appropriately authorized person.  The term is synonymous with patient, client, resident, consumer, individual served, and recipient of treatment services.

Policies and Procedures.  The formal, approved description of how a governance, management, or clinical care process is defined, organized, and carried out.

Practice Guidelines.  Descriptive tools or standardized specification for care of the typical individual in the typical situation, developed through a formal process that incorporates the best scientific evidence of effectiveness with expert opinion.  synonyms include clinical criteria, parameter (or practice parameter), protocol, algorithm, review criteria, preferred practice pattern, and guideline.

Practitioner.  Any individual who is qualified to practice a health care profession (for example, a physician or nurse).  Practitioners are often required to be licensed as defined by law.

Prescribing or Ordering.  Directing the selection, preparation, or administration of medications.

Restraint.  Any method (chemical or physical) of restricting an individual’s freedom of movement, physical activity, or normal access to the body.


Chemical Restraint.  The inappropriate use of a sedating psychotropic drug to manage or control behavior.


Physical Restraint.  Any method of physically restricting a person’s freedom of movement, physical activity, or normal access to his or her body.


Seclusion.  Involuntary confinement of a person in a room (alone) or an area where a person is physically prevented from leaving.

Surrogate Decision-Maker.  Someone appointed to act on behalf of another, including court-appointed guardians or attorneys in fact.  Surrogates make decisions only when an individual is without capacity or has given permission to involve others.

Use of Restraint and Seclusion

RS 1.0 
Restraint or seclusion use will be limited to emergencies in which there is an imminent risk of an individual physically harming himself, staff, or others, and non-physical interventions would not be effective.  Non-physical techniques are the preferred intervention in the management of behavior.

Type of Facility

























Population

Intent.  Non-physical techniques are always considered as the preferred intervention.  Such interventions may include redirecting the individual’s focus or employing verbal de-escalation.  Restraint or seclusion will only be employed when non-physical interventions are ineffective or not viable, and when there is an imminent risk of an individual physically harming him or herself, staff, or others.  The type of physical intervention selected takes into consideration information learned from the individual’s initial assessment.  The organization will not permit use of restraint or seclusion for any other purpose, such as coercion, discipline, convenience, or retaliation by staff.  The use of restraint or seclusion will not be based on an individual’s restraint or seclusion history or solely on a history of dangerous behavior.


RS 2.0 
The initial assessment of each individual at the time of admission or intake assists in obtaining information about the individual that could help minimize the use of restraint or seclusion. 
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Population

Intent.  The initial assessment of an individual who is at risk of harming him or herself, staff, or others, will, in consultation with the individual and through review of his or her Mental Health Advance Directives, identify:

· Techniques, methods, or tools that would help the individual control his or her behavior.  When appropriate, the individual and/or family assist in the identification of such techniques;

· Pre-existing medical conditions or any physical disabilities and limitations that would place the individual at greater risk during restraint or seclusion; and

· Any history of sexual or physical abuse that would place the individual at greater psychological risk during restraint or seclusion.

Also at the time of assessment:

· The individual and/or family will be informed of the organization’s philosophy on the use of restraint and seclusion to the extent that such information is not contraindicated.

· The role of the family, including their notification of a restraint or seclusion episode, is discussed with the individual and, as appropriate, the individual’s family.  This is done in conjunction with the individual’s right to confidentiality.

· The organization will determine whether the individual has a mental health advance directive with respect to behavioral health care and will ensure that direct care staff are made aware of the mental health  advance directive.


RS 3.0 
A licensed independent practitioner will order the use of restraint or seclusion.
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Population


Intent.  Because restraint and seclusion use is limited to emergencies (in which a licensed independent practitioner may not be immediately available), the organization may authorize qualified registered nurses or other qualified, trained staff members who are not licensed independent practitioners to initiate the use of restraint or seclusion before an order is obtained from the licensed independent practitioner.  All restraint and seclusion will be used and continued pursuant to an order by the licensed independent practitioner who is primarily responsible for the individual’s ongoing care, or his or her licensed independent practitioner designee, or other licensed independent practitioner.  Immediately after the initiation of restraint or seclusion, a qualified registered nurse or other qualified staff:

· Will notify and obtain an order (verbal or written) from a licensed independent practitioner; and

· Will consult with the licensed independent practitioner about the individual’s physical and psychological condition.

The licensed independent practitioner will:

· Review with staff the physical and psychological status of the individual;

· Determine whether restraint or seclusion should be continued;

· Supply staff with guidance in identifying ways to help the individual regain control in order for restraint or seclusion to be discontinued; and

· If appropriate, issue an order.


RS 4.0 
A licensed independent practitioner will see and evaluate the individual in person.
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Intent.  The licensed independent practitioner who is primarily responsible for the individual’s ongoing care, or his or her licensed independent practitioner designee, or other licensed independent practitioner will conduct an in-person evaluation of the individual within one hour of the initiation of restraint or seclusion.

At the time of the in-person evaluation, the licensed independent practitioner:

· Will work with the individual and staff to identify ways to help the individual regain control; 

· Will make any necessary revisions to the individual’s treatment plan; and

· If necessary, provide a new written order.  This order and any subsequent orders follow the time limits cited in Standard RS 5.0.

If the individual is no longer in restraint or seclusion when an original verbal order expires, the licensed independent practitioner will conduct an in-person evaluation of the individual within 24 hours of the initiation of restraint or seclusion.


RS 5.0 
Written or verbal orders for initiating and continuing use of restraint and seclusion will be time-limited.

Type of Facility

























Population

Intent.  Written and verbal orders for restraint and seclusion will be limited to:

· Four hours for individuals 18 years of age and older;

· Two hours for children and adolescents ages 9 to 17; and

· One hour for children under age 9.

Orders for the use of restraint or seclusion will not be written as standing orders or on an as needed basis (PRN).

If restraint or seclusion needs to continue beyond the expiration of the time-limited order, a new order continuing the restraint or seclusion will be obtained from the licensed independent practitioner who is primarily responsible for the individual’s ongoing care, or his or her licensed independent practitioner designee, or other licensed independent practitioner.

Time-limited orders do not mean that restraint or seclusion must be applied for the entire length of time for which the order is written.  The standards for periodic assessment, monitoring and assisting, and reevaluation are intended to encourage the discontinuation of restraint or seclusion as soon as the individual meets the behavior criteria for its discontinuation.

When restraint or seclusion is terminated before the time-limited order expires, the original order can be used to reapply the restraint or seclusion if the individual is at imminent risk of physically harming him or herself or others, and non-physical interventions are not effective.  However, when the original order expires, a new order for restraint or seclusion will be obtained from the licensed independent practitioner who is primarily responsible for the individual’s ongoing care, or his or her licensed independent practitioner designee, or other licensed independent practitioner.


RS 6.0 
Individuals who are in restraint or seclusion are regularly reevaluated.
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Intent.  By the time that an order for restraint or seclusion expires, the individual will receive an in-person reevaluation.  This in-person reevaluation will be conducted by:

· The licensed independent practitioner who is primarily responsible for the individual’s ongoing care; or

· His or her licensed independent practitioner designee; or

· Other licensed independent practitioner; or

· A qualified registered nurse or other qualified, trained individual who has been authorized by the organization to perform this function (see Standard RS 3.0 for conditions).

If, after reevaluation the restraint or seclusion is to be continued, the licensed independent practitioner, in conjunction with the reevaluation will:

· Give a written or verbal order for continuation that is subject to the time frames defined in Standard RS 5.0; and

· Reevaluate the efficacy of the individual’s treatment plan and work with the individual to identify ways to help him or her regain control.

If the licensed independent practitioner, or his or her licensed independent practitioner designee, is not the licensed independent practitioner who gives the order, the individual’s licensed independent practitioner will be notified of the individual’s status if the restraint or seclusion is continued.

Reevaluation of the individual in restraint or seclusion will take place every:

· Four hours for adults ages 18 and older;

· Two hours for children and adolescents ages 9 to 17; and

· One hour for children under age 9.

The licensed independent practitioner must, in any event, conduct an in-person reevaluation at least every:

· Eight hours for individuals ages 18 and older; and

· Four hours for individuals ages 17 and younger.


RS 7.0 
Individuals in restraint or seclusion are assessed and assisted.
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Intent.  A trained and competent staff member will assess the individual at the initiation of restraint or seclusion and every 15 minutes thereafter.  This assessment will include, as appropriate to the type of restraint or seclusion employed:

· Signs of any injury associated with the application of restraint or seclusion;

· Nutrition and hydration;

· Circulation and range of motion in the extremities;

· Hygiene and elimination;

· Physical and psychological status and comfort; and

· Readiness for discontinuation of restraint or seclusion.

Staff will provide assistance to individuals in meeting behavior criteria for the discontinuation of restraint or seclusion.


RS 8.0 
Individuals in restraint or seclusion will be monitored.
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Intent.  The purpose of monitoring an individual in restraint or seclusion is to ensure the individual’s physical safety.  Monitoring is accomplished through continuous in-person observation by an assigned staff member who is competent and trained in accordance with the provisions of Standard RS 12.0.  After the first hour, an individual in seclusion only may be continuously monitored using simultaneous video and audio equipment, if this is consistent with the individual’s condition or wishes.  For example, it may be more helpful and less disruptive to the individual if staff does not monitor him or her by physically sitting in the seclusion room or watching through the window into the seclusion room.  If the individual is in a physical hold by a staff member, a second staff person is assigned to observe the individual.


RS 9.0 
Restraint and seclusion use will be discontinued when the individual meets the behavior criteria for their discontinuation.
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Intent.  As early as feasible in the restraint or seclusion process, the individual will be made aware of the rationale for restraint or seclusion and the behavioral criteria for its discontinuation.  Restraint or seclusion is discontinued as soon as the individual meets his or her behavior criteria.  Examples of behavior criteria include:

· An individual’s ability to contract for safety;

· Whether an individual is oriented to the environment; and/or

· Cessation of verbal threats.


RS 10.0 
The individual and staff will participate in a debriefing about the restraint episode.
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Intent.  Debriefing is important in reducing the use of restraint and seclusion.  The individual and, if appropriate, the individual’s family, will participate with the treatment team and staff who were involved in the episode and who are available, in a debriefing about each episode of restraint or seclusion.  The debriefing will occur as soon as possible and appropriate, but no longer than 72 hours after the episode.  The debriefing will:

· Identify what led to the incident and what could have been handled differently;

· Ascertain that the individual’s physical well-being, psychological comfort, and right to privacy were addressed;

· Counsel the individual involved for any trauma that may have resulted from the incident; and

· When indicated, modify the individual’s treatment plan.  

Information obtained from debriefings will be used in performance improvement activities.


RS 11.0 
Staffing levels and assignments will be set up to minimize circumstances that give rise to restraint or seclusion use and to maximize safety when restraint and seclusion are used.
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Intent.  The organization will base its staffing levels and assignments on a variety of factors, including:

· Staff qualifications;

· The physical design of the environment; and

· Diagnoses, co-occurring conditions, acuity levels, and age and developmental functioning of individuals served.


RS 12.0 
Staff will be trained and competent to minimize the use of restraints and seclusion, and in their safe use.
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Intent.  The organization will educate and assess the competence of staff in minimizing the use of restraint and seclusion and, before they participate in any use of restraint or seclusion, in their safe use.


Training Requirements for all Direct Care Staff.  In order to minimize the use of restraint and seclusion, all direct care staff as well as any other staff involved in the use of restraint and seclusion will receive ongoing training in and demonstrate an understanding:

· Of the underlying causes of threatening behaviors exhibited by individuals they serve;

· That sometimes an individual may exhibit an aggressive behavior that is related to a medical condition and not related to his or her emotional condition, for example, threatening behavior may result from delirium in fevers, hypoglycemia;

· Of how their own behaviors can affect the behaviors of individuals they serve;

· Of the use of de-escalation, mediation, self-protection, and other techniques, such as time-out; and

· Recognizing signs of physical distress in individuals being held, restrained, or secluded.

Training Requirements for Staff Authorized to Physically Apply Restraint or Seclusion.  Staff who are authorized to physically apply restraint or seclusion receive the training and demonstrate the competence required for all direct care staff defined above, and also receive ongoing training in and demonstrated competence in the safe use of restraint, including:

· Physical holding techniques;

· Take-down procedures; and

· The application and removal of mechanical restraints.

Training Requirements for Staff Authorized to Perform 15 Minute Assessments.  Staff who are authorized to perform 15 minute assessments of individuals who are in restraint or seclusion receive the training and demonstrate competence required for all direct care staff and those staff authorized to physically apply restraint or seclusion, as defined above, and also receive ongoing training and demonstrate competence in:

· Taking vital signs and interpreting their relevance to the physical safety of the individual in restraint or seclusion;

· Recognizing nutritional and hydration needs;

· Checking circulation and range of motion in the extremities;

· Addressing hygiene and elimination;

· Addressing physical and psychological status and comfort;

· Assisting individuals in meeting behavior criteria for the discontinuation of restraint or seclusion;

· Recognizing readiness for the discontinuation of restraint or seclusion; and

· Recognizing when to contact a medically trained licensed independent practitioner or emergency medical services in order to evaluate and/or treat the individual’s physical status.

Training Requirements for Staff Authorized to initiate Restraint or Seclusion and/or Perform Evaluations/Reevaluations.  Staff who, in the absence of a licensed independent practitioner, are authorized to initiate restraint or seclusion, and/or perform evaluations/reevaluations of individuals who are in restraint or seclusion in order to assess their readiness for discontinuation or establish the need to secure a new order, receive training and demonstrate competence required for all direct care staff, staff authorized to physically apply restraint or seclusion, and staff authorized to perform 15 minute assessments as defined above, and are also educated and demonstrate competence in:

· Recognizing how age, developmental considerations, gender issues, ethnicity, and history of sexual or physical abuse may affect the way in which an individual reacts to physical contact; and

· The use of behavior criteria for the discontinuation of restraint or seclusion and how to assist individuals in meeting these criteria.

First Aid, Cardiopulmonary Resuscitation, and Emergency Medical Services Availability.  An appropriate number of staff who are competent to initiate first aid, cardiopulmonary resuscitation, and the use of a deliberator machine will be available at all times.  The organization will have a plan for the provision of emergency medical services.

Involvement of Individuals who have Experienced Restraint or Seclusion.  The viewpoints of individuals who have experienced restraint or seclusion will be incorporated into staff training and education in order to help staff better understand all aspects of restraint and seclusion use.  Whenever possible, such individuals who have experienced restraint or seclusion will contribute to the training and education curricula and/or participate in staff training and education.

RS 13.0 
The individual’s family will be promptly notified of the initiation of restraint or seclusion.
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Intent.  In cases in which the individual has consented to have another person or persons kept informed regarding his or her care and the person has agreed to be notified, staff will promptly attempt to contact them to inform them of the restraint or seclusion episode.  The timing of the notification with regard to the hour of the day or night will be included in the agreement.


RS 14.0 
A Patient’s medical record will document that the use of restraint or seclusion is consistent with organization policy.
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Intent.  The use of restraint or seclusion will be recorded in the individual’s medical record.  The focus of the entries will be on the individual.  The clinical record will document:

· That the individual and/or family was informed of the organization’s policy on the use of restraint;

· Any pre-existing medical conditions or any physical disabilities that would place the individual at greater risk during restraint and seclusion; and

· Any history of sexual or physical abuse that would place the individual at greater psychological risk during restraint or seclusion.

Each episode of use will be recorded.  The documentation will include information about:

· The circumstances that led to their use;

· Consideration or failure of non-physical interventions;

· The rationale for the type of physical intervention selected;

· Notification of the individual’s family, when appropriate;

· Written orders for use;

· Behavior criteria for discontinuation of restraint or seclusion;

· Informing the individual of behavior criteria for discontinuation of restraint or seclusion;

· Each verbal order received from a licensed independent practitioner;

· Each in-person evaluation and reevaluation of the individual;

· 15 minute assessments of the individual’s status;

· Assistance provided to the individual to help him or her meet the behavior criteria for discontinuation of restraint or seclusion;

· Continuous monitoring;

· Debriefing of the individual with staff; and

· Any injuries that are sustained and treatment received for these injuries or death.

Documentation will be accomplished in a manner (such as restraint and seclusion log) that allows for the collection and analysis of data for performance improvement activities.


RS 15.0 
The organization will collect data on the use of restraint and seclusion in order to monitor and improve its performance of processes that involve risks or may result in sentinel events.
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Intent.  The organization will collect restraint and seclusion data:

· In order to ascertain that restraint and seclusion are used only as emergency interventions;

· To identify opportunities for incrementally improving the rate and safety of restraint and seclusion use; and

· To identify any need to redesign care processes.

The hospital leadership will determine the frequency with which data are aggregated.  Using a patient identifier, data on all restraint and seclusion episodes will be collected from and classified for all settings/units/locations by:

· Shift;

· Staff who initiated the process;

· The length of each episode;

· Date and time each episode was initiated;

· Day of the week each episode was initiated;

· The type of restraint used; 

· Whether injuries were sustained by the individual or staff;

· Age of the individual; and

· Gender of the individual.

Particular attention will be extended to:

· Multiple instances of restraint or seclusion experienced by an individual within a 12-hour time frame.

· The number of episodes per individual;

· Instances of restraint or seclusion that extend beyond 12 consecutive hours; and

· The use of psychoactive medications as an alternative for, or to enable discontinuation of, restraint or seclusion.

Licensed independent practitioners will participate in measuring and assessing the use of restraint and seclusion for all individuals within the organization.


RS 16.0 
Hospital leadership will establish and communicate the organization’s philosophy on the use of restraint and seclusion to all staff who have direct care responsibility.
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Intent.  At a minimum, the organization’s philosophy will address:

· Its commitment to prevent, reduce, and strive to eliminate the use of restraint and seclusion;

· Preventing emergencies that have the potential to lead to the use of restraint or seclusion;

· The role of non-physical interventions as preferred interventions;

· Limiting the use of restraint and seclusion to emergencies in which there is an imminent risk of an individual physically harming him or herself or others, including staff;

· Its responsibility to facilitate the discontinuation of restraint or seclusion as soon as possible;

· Raising awareness among staff about how the use of restraint or seclusion may be experienced by the individual; and

· Preserving the individual’s safety and dignity when restraint or seclusion is used.

This philosophy will be communicated to all members of the organization who have direct care responsibility.


RS 17.0 
Clinical leadership will be informed of instances in which individuals experience extended or multiple episodes of restraint or seclusion.
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Intent.  The clinical leadership is immediately notified of any instance in which an individual:

· Remains in restraint or seclusion for more than 12 hours; or

· Experiences two or more separate episodes of restraint and/or seclusion of any duration within 12 hours.

Thereafter, the clinical leadership will be notified every 24 hours if either of the above conditions continues.  This information will be communicated to the clinical leadership in order for it to:

· Discharge its clinical accountability; and

· Assess whether additional resources are required to facilitate discontinuation of restraint or seclusion; or

· Minimize recurrent instances of restraint and seclusion


RS 18.0 
Organization policies and procedures will address the prevention of the use of restraint and seclusion and, when employed, guide their use.
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Intent.  Organization policies and procedures will include appropriate detail that addresses:

· Staffing levels;

· Competence and training of staff;

· The initial assessment of the individual;

· The role of non-physical techniques in the management of behavior;

· Time-out;

· Limiting the use of restraint or seclusion to emergencies;

· Notification of the individual’s family when restraint or seclusion is initiated;

· Ordering of restraint and seclusion by a licensed independent practitioner;

· In-person evaluations of the individual in restraint or seclusion;

· Initiation of restraint and seclusion by an individual other than a licensed independent practitioner;

· Time-limited orders;

· Reassessment of an individual in restraint or seclusion;

· Monitoring the individual in restraint or seclusion;

· Post-restraint and seclusion practices;

· Reporting injuries and deaths to the organization’s leadership and to the appropriate external agencies consistent with applicable law and regulation;

· Documentation; and

· Data collection and the integration of restraint and seclusion into performance improvement activities.



RS 19.0
The standard for restraint and seclusion does not 

apply: 

· to the use of restraint with individuals who receive treatment through formal behavior management programs; such individuals a) exhibit intractable behavior which is severely self-injurious or injurious to others, b) have not responded to traditional interventions, and c) are unable to contract with staff for safety; 
· to forensic restrictions and restrictions imposed by correction authorities for security purposes; and
· to protective equipment such as helmets, gloves, etc..  
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Intent.  Non-physical techniques are always considered as the preferred intervention. The organization will not permit the use of restraint or seclusion for such purposes as coercion, discipline, convenience, or retaliation by staff, nor will the use of restraint or seclusion be based on an individual’s restraint or seclusion history or solely on a history of dangerous behavior.  A facility may, for example, use ambulatory restraints for wrists or ankles, helmets, gloves, and other measures if the patient’s intractable behaviors are not manageable within the hospital’s usual treatment structures and a special behavior management plan has been developed and ordered by a physician for the safety of the patient or others.  

Patient and Family Participation in Treatment Planning

PP 1.0 
Patients are involved in all aspects of their care.
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Intent.  Hospitals shall promote patient and family involvement in all aspects of their care through the implementation of policies and procedures that are compatible with the hospital’s mission and resources, have diverse inputs, and guarantee communication across the organization.  Patients should be involved in at least the following aspects of their care:

· Giving informed consent;

· Making care decisions;

· Resolving dilemmas about care decisions; and

· Formulating advance directives.

Patients’ psychosocial, spiritual, and cultural values affect how they respond to their care.  The hospital should allow patients and their families to express spiritual beliefs and cultural practices, as long as these do not harm others or interfere with treatment.


PP 2.0 
Informed consent is obtained.
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Intent.  Staff members will clearly explain any proposed treatments or procedures to the patient and, when appropriate, the family.  The explanation will include:

· Potential benefits and drawbacks;

· The likelihood of success;

· Possible results of non-treatment; 

· Any significant alternatives;

· The name of the physician or other practitioner who has primary responsibility for the patient’s care; and

· The identity and professional status of individuals responsible for authorizing and performing procedures or treatments.

PP 3.0 
The family participates in care decisions on the patient’s request.
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Intent.  Care sometimes requires that people other than (or in addition to) the patient be involved in decisions about the patient’s care.  This is especially true when the patient does not have mental or physical capacity to make care decisions or when the patient is a child.  When the patient is not competent to make decisions regarding his or her care, a surrogate decision maker will be identified as appropriate/necessary.  In the case of an unemancipated minor, the family or guardian is legally responsible for approving the care prescribed.  The patient has the right to exclude any or all family members from participating in his or her care decisions, except when another individual has responsibility for care.


PP 4.0 
Patients are involved in resolving dilemmas about care decisions.

Type of Facility

























Population

Intent.  Making decisions about care sometimes presents questions, conflicts, or other dilemmas for the hospital and the patient, family, or other decision makers.  These dilemmas may arise around issues of admission, treatment, or discharge.  These issues can be especially difficult to resolve when the issues involve, for example, involuntary inpatient psychiatric care.  The hospital will have a way of resolving such dilemmas and identities of those who need to be involved in the resolution.  Patients and, when appropriate, their surrogate decision makers, will be afforded the opportunity to substantially participate in the resolution of these issues.


PP 5.0 
The hospital addresses mental health advance directives.


Type of Facility

























Population

Intent.  The hospital will determine whether a patient has or wishes to make mental health advance directives.  The hospital will also ensure that health care professionals and designated representatives honor the directives within the limits of the law and consistent with reasonable medical practice and availability of the treatment requested.  In the absence of the actual directive, the substance of the directive will be documented in the patient’s medical record.  The lack of advance directives will not hamper access to care.  The hospital, however, will provide assistance to patients who do not have an advance directive but who wish to formulate one.


PP 6.0 
The patient’s medical record will document the teamwork involved, including the participants and the process employed in the development of the treatment and discharge plan for the individual patient.


Type of Facility

























Population

Intent.  The intent of this standard is that the level of involvement of the patient, staff, and other participants in the treatment and discharge planning process will be reflected in the patient’s medical record.  The record will document the participants and as well as a description of the process used.


PP 7.0 
The patient will be allowed, when appropriate, to make choices free from undue external influence or interference.


Type of Facility

























Population

Intent.  When appropriate, and within the mission, philosophy, and capabilities of the hospital, the patient and, when appropriate, their family, will be allowed to make choices regarding the services and care they receive.  The patient and, when appropriate, their family, will be allowed to make these choices free from undue external pressure or interference.  


Appropriateness of Treatment

TX 1.0 
Each patient’s physical, psychological, and social needs will be assessed within a time frame specified by organization policy.

Type of Facility

























Population

Intent.  Upon admission for inpatient psychiatric care, each patient will be assessed in terms of his or her physical, psychological, and social needs.  The primary purpose of this assessment is to assist in the treatment planning process.  The time period after admission in which this assessment must occur will be specified in organizational policy.  


TX 2.0 
Care, treatment, and rehabilitation will be planned and delivered so to ensure appropriateness to the patient’s needs, severity of the disease, impairment, or disability.

Type of Facility

























Population

Intent.  Care will be planned to respond to each patient’s unique needs (including age-specific needs), expectations, and characteristics with effective, efficient, and individualized care.  An essential element in the planning process is assessment of the patient’s condition.  Patients’ care, treatment, and rehabilitation goals will be identified and documented in the individualized treatment plan.  Acting on care goals requires deliberate planning.  For most patients, meeting the goals requires a variety of services that often can be delivered in multiple settings.  For each patient, the most appropriate settings are selected and provided.  Care begins when settings and services are identified and planned.


TX 3.0 
Patients’ progress will be periodically evaluated against care goals and the plan of care.  When indicated, the plan or goal will be revised.

Type of Facility

























Population

Intent.  Progress will be measured against the plan of care and treatment goals.  The frequency of evaluation or reevaluation will be appropriate to the plan of care, services provided, and patient needs.


TX 4.0 
Within the capabilities and mission of the hospital, the patient will have access to the appropriate type of care.

Type of Facility

























Population

Intent.  None.


TX 5.0 
The hospital will ensure continuity over time among the phases of services to a patient.

Type of Facility

























Population

Intent.  When delivery of care spans a period of time longer than two or three days, the hospital will ensure that there is continuity among the various phases of the patient’s care and coordination among the professionals delivering the care.  This continuity of care will be documented in the patient’s medical record.


TX 6.0 
Hospitals providing inpatient psychiatric treatment will ensure that direct service and managerial staff are trained in the latest tested and accepted mental health treatment paradigms contained in clinical practice guidelines.

Type of Facility

























Population

Intent.  Providers of inpatient psychiatric care should offer care consistent with the latest tested and accepted treatment paradigms contained in the clinical practice guidelines.  Direct service staff and managers should receive relevant treatment that will allow them to effectively and appropriately deliver these treatments consistent with reasonable medical practice and the availability of the treatments.


TX 7.0 
The hospital will ensure that treatment planning and delivery of care are sensitive to cultural/religious beliefs and traditions.

Type of Facility

























Population

Intent.  As hospitals engage patients and, where appropriate, their families, in the treatment planning process and in the delivery of care, they will ensure that the patients’ and their families’ cultural traditions and religious beliefs are given consideration.


TX 8.0 
One of the goals of inpatient mental health treatment will be to provide the patient and, where appropriate, his or her family with information about the disease, treatment options, and medications.

Type of Facility

























Population

Intent.  Hospitals that provide inpatient psychiatric treatment will ensure that, as a part of the treatment planning process, the goal of patient and family education regarding the disease, treatment options, and medications is included in the care plan.  


Discharge and Admission Interaction Between

Inpatient and Outpatient Providers

CC 1.0 
The discharge process will be based upon the patient’s assessed needs at the time of discharge.

Type of Facility

























Population

· Intent.  Patient needs are assessed at the time of admission and consistently reassessed during their stay.  As the goals of the treatment plan are achieved and the patient prepares for discharge, a further assessment of continuing care needs will be conducted.  Discharge planning will focus on meeting patients’ needs after discharge.  Discharge planning will identify patients’ continuing physical, mental, emotional, social, and other needs and arranges for services to meet them. 


CC 2.0 
Hospitals will enter into a written agreement with community mental health centers regarding appointment scheduling and ongoing psychiatric care.

Type of Facility

























Population

Intent.  The facility director shall enter into a written agreement with a community mental health center in the area served by the facility to provide coordination and continuity of services related to the admission and discharge of patients receiving inpatient psychiatric care.  The agreement must state that the center will schedule an appointment at the center for:

· Clinical services within one week after a patient’s discharge from the facility; and;

· The agreement will describe the arrangements in place to ensure that the medication prescribed at the facility can continue uninterrupted after the patient’s release. 

CC 3.0 
The hospital will facilitate and coordinate the transition of patients to continuing care through contact with the appropriate community mental health center and other providers as appropriate.

Type of Facility

























Population

Intent.  As a part of discharge planning, the hospital staff will facilitate the contact with continuing care providers, particularly the appropriate community mental health center.  Discharge planning for inpatient psychiatric care will include:

· Coordination of post-discharge continuing care with the community mental health center in the patient’s home community (or community of choice);

· Facilitating scheduling of first post-discharge outpatient appointment;

· Obtaining, where possible, appropriate patient release of information forms;

· Providing appropriate medical records to the community mental health center or other provider that will be providing continuing care; and

· Provision of back-up support, information, and expertise to the organization or individual that will deliver continuing care.


CC 4.0 
Hospitals will work with appropriate community mental health centers to ensure smooth transition into the hospital from the community when necessary.

Type of Facility

























Population

Intent.  The intent of this standard is that inpatient mental health providers will maintain cooperative working relations and good lines of communication with community mental health centers in order to provide an effective continuum of care for the community.  


CC 5.0 
Hospitals will involve the patient and his or her family in the discharge planning process.

Type of Facility

























Population

Intent.  The intent of this standard is that the patient and his or her family will play a substantial role in the discharge planning process.  This involvement will include the following elements:

· Selection of outpatient mental health service providers if appropriate;

· Scheduling of appointments; and

· Selection of treatment approaches and methods.


CC 6.0 
Hospitals will maintain communication and provide information to appropriate outpatient providers during the course of inpatient treatment.

Type of Facility

























Population

· Intent.  The intent of this standard is that, where inpatient mental health treatment is being provided, the appropriate outpatient mental health provider or community mental health center will be kept advised of the patient’s progress as appropriate.  In some cases, where outpatient providers have hospital consulting privileges, this may take the form of case consultation.  IN other cases, it may take the form of written or oral reports to the outpatient provider. Any communication with outpatient providers will be subject to the approval and release of information by the patient and/or his or her family.


Use of Behavior Management Plans

BM 1.0 
If Behavior management procedures are used, they will be used as a part of the patient’s treatment plan. 

Type of Facility

























Population

Intent.  The intent of this standard is that behavior management procedures will not be used with punitive or retaliatory intent or for the convenience of the staff.  If they are used, they will be used when clinically indicated and to prevent harm to the patient, other patients, or staff.  When used, they will be documented in the patient’s plan of care. The hospital should also use educational and positive reinforcement techniques.


BM 2.0 
The use of behavior management procedures will conform to hospital policy.  All behavior management procedures will be reviewed, evaluated, and approved by the Medical Director.

Type of Facility

























Population

Intent.  The hospital will define staff roles and responsibilities for all appropriate disciplines involved in using special procedures.  When behavior management plans are used, they will be included in the patient’s plan of treatment.  Hospital policies will describe:

· Under what conditions specific behavior management procedures can be used and when they should not be used; and

· Requirements of approval of behavior management procedures in a patient’s plan of treatment.

The hospital will use educational and positive reinforcement techniques (for example, alternate adaptive behaviors) wherever possible.  When more restrictive techniques are clinically necessary, the least restrictive alternative will be used to avoid harm to the patient.  Time-out and procedures using restraining devices or aversive techniques are used only consistent with the patient’s plan of treatment, policies and procedures, and state and federal laws.  The hospital will protect the patient’s nutritional status and physical safety (for example, from corporal punishment).  Other patient’s may assist in implementing a patient’s behavior management program only if:

· It is conducted as a part of a structured treatment plan;

· It is conducted under the supervision of qualified staff;

· It is limited to empowering patients to provide positive reinforcement; and

· It does not become abusive.


BM 3.0 
The hospital will ensure that all staff receive training appropriate to their roles and responsibilities with regard to patients.
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Intent.  Hospital staff members will receive training that is appropriate for their roles and responsibilities as applied to patient contact.  This training will include:

· Training to develop appropriate interactions with patients; and

· Protection, security and observation of patients.


BM 4.0 
Patients and their families will be involved in the development of behavior management plans as a part of their involvement in the treatment planning process.

Type of Facility

























Population

Intent.  To the extent possible and practicable, patients and their families will be allowed to participate in the development of behavior management procedures as applied to their specific plan of care.  This involvement may include:

· Identification and, to the extent possible, compliance with patient and/or family desires regarding the methods of behavior management; and

· Setting of treatment goals regarding behavior and behavior management.


Grievances 

FR 1.0
A designated evaluation and designated evaluation 

and treatment site, as well as API, will quarterly report on the number of times during that quarter a staff person within the facility filed charges against a patient for assault or other alleged acts. 
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Population

Intent.  The State believes that the collection of information related to the frequency of staff reports to law enforcement is a legitimate quality improvement goal.  Therefore, this standard requires DES and DET sites, as well as API, to maintain data, to the extent possible, on the number of times in a calendar quarter a hospital staff person files charges against a patient of that facility.  In addition, data is requested that would describe the nature of the incident that led to the filing of the charges, as well as describe any injuries that occurred to staff, other patients, or visitors during the incident that generated the filing of the police report.  Because the request for more detailed information may run afoul of a hospital’s risk management activities, which are confidential under State law, the extent to which a hospital will make this more descriptive event information available is facility dependent.  At the very least, the State maintains that hospitals can make a good faith effort to keep track of the number of times a staff member files charges against a patient, since this fact is a matter of public record and should generally be known to facility supervisors/managers.       



GR 1.0
The hospital has a grievance process that patients and their families are aware of and know how to access (adopted by reference from the HCFA Conditions of Participation for Hospitals).
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Population

Intent.  The hospital must establish a process for prompt resolution of patient grievances and must inform each patient whom to contact to file a grievance.  The hospital's governing body must approve and be responsible for the effective operation of the grievance process and must review and resolve grievances, unless it delegates to responsibility in writing to a grievance committee.  The grievance process must include a mechanism for timely referral of patient concerns regarding quality of care or premature discharge to the appropriate Utilization and Quality Control Peer Review Organization.  At a minimum:

(i) The hospital must establish a clearly explained procedure for the submission of a patient's written or verbal grievance to the hospital.

(ii) The grievance process must specify time frames for review of the grievance and the provision of the response.

(iii) In its resolution of the grievance, the hospital must provide the patient with written notice of its decision that contains the name of the hospital contact person, the steps taken on behalf of the patient to investigate the grievance, the results of the grievance process, and the date of completion.
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