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Words used by consumers to describe how it felt to arrive at Eastern State Hospital in restraints.

INTRODUCTION:
The disAbility Law Center of Virginia (dLCV) is the federally mandated protection and advocacy system
for Virginians with disabilities. dLCV’s protection and advocacy services are legally based and authorized
by a number of federal statutes, including the Protection and Advocacy for Individuals with Mental
Illness Act. Advocates and attorneys knowledgeable about disability rights provide both individual
representation and systemic advocacy on behalf of qualifying individuals with disabilities throughout the
Commonwealth. dLCV maintains a regular presence in Virginia’s publicly operated mental health
hospitals, including the Commonwealth’s oldest and largest – Eastern State Hospital (ESH). dLCV
monitors facility conditions at these hospitals, investigates abuse and neglect, and represents individuals
whose rights have been violated.
This report provides an overview of the state of services at ESH with a specific focus on the facility’s
adherence to seclusion and restraint best practices and the guidelines adopted by the Department of
Behavioral Health and Developmental Services (DBHDS). The findings in this report are based on direct
observations, meetings with key hospital representatives, consumer interviews1 and record reviews,
facility-specific seclusion and restraint data, state and facility policy reviews, and a review of nationally
recognized and professionally accepted best practices.
DBHDS policy defines seclusion as the involuntary placement of an individual alone in an area secured
by a door that is locked or held shut by a staff person, by physically blocking the door, or by any other
physical or verbal means so that the individual cannot leave it.
DBHDS policy defines restraint as the use of a mechanical device, medication, physical intervention or
hands-on-hold, to prevent or limit the ability of an individual to move his body or a medication when it
[is] used as a restriction to manage the individual’s behavior or restrict the individual’s condition.
There are three kinds of restraints: mechanical, pharmacological, and physical.
Seclusion and restraint are dangerous and coercive interventions often used in the name of safety at
ESH and other psychiatric hospitals. However, both interventions are widely recognized by mental
health experts and professional organizations, such as the National Association of State Mental Health
Program Directors (NASMHPD) and the Substance Abuse and Mental Health Services Administration
(SAMHSA), as treatment failures.
Eastern State’s far too common practice of secluding and restraining individuals represents one of the
most pervasive rights issues affecting individuals committed to the Commonwealth’s care. Risks
associated with these interventions include physical trauma (including death) and psychological trauma.
ESH is charged with providing care to vulnerable individuals, the vast majority of whom are held at the
facility involuntarily and have experienced trauma.2 Other providers have successfully reduced or
eliminated seclusion and restraint by offering services and fostering an environment entrenched in the
tenets of trauma-informed care.
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Mental health experts advise the use of universal precautions3 to avoid inadvertently causing distress to
individuals who have experienced previous trauma. At this time, ESH has not implemented universal
precautions.
Monthly seclusion and restraint data from 2014 furnished by ESH reveals an upward trend in the
number of treatment failures at the facility. We applied a linear trendline to the data provided by ESH
that shows seclusion and restraint episodes increasing by roughly seven incidents each month.

DBHDS provides specific guidance regarding the use of seclusion and restraint in state operated facilities
in Departmental Instruction 214. This Departmental Instruction, released in 2010, includes a seclusion
and restraint philosophy statement. In this document, DBHDS voices a commitment to creating a
trauma-informed system of care and eliminating the use of seclusion and restraint.4 The Departmental
Instruction also requires state facilities to produce annual plans to reduce the use of seclusion and
restraint. ESH has developed such a plan and has adopted the Six Core Strategies for Reducing Seclusion
and Restraint Use©5 to achieve this goal.
For the past year, dLCV has been monitoring ESH for indicators of the presence of trauma-informed care.
Provision of trauma-informed care is closely linked to the reduction of seclusion and restraint. Because
ESH has adopted the Six Core Strategies as their framework for eliminating seclusion and restraint, dLCV
focused on the key indicators in the Six Core Strategies model to evaluate trauma-informed care at ESH.
The Six Core Strategies is a clinical model and evidence-based practice designed for use by institutions
providing mental health care. This model was designed and approved by NASMHPD and endorsed by
SAMHSA. The Six Core Strategies program works to change the way care is provided in these settings by
focusing on the prevention of conflict and violence, the reduction in use of seclusion and restraint, the
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Universal precautions are steps taken to create an environment that makes all people feel safe and in control. It involves
providing unconditional respect to people and being careful not to challenge people in a way that produces shame and
humiliation. Part of universal precautions is the presumption that all people have been exposed to trauma and therefore
would benefit from trauma-informed care.
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implementation of trauma-informed care principles, and the fullest possible inclusion of the consumer in
his or her care. Below is an overview of dLCV’s assessment of the presence of the Six Core Strategies at
ESH. dLCV’s Quick Guide to ESH’s Six Core Strategies Compliance is attached as Appendix D.
SIX CORE STRATEGIES FOR REDUCING SECLUSION AND RESTRAINT USE:
Core Strategy 1 - Leadership toward Organizational Change:
Leadership toward organizational change is a mandatory core intervention. Without the consistent and
continuous involvement of senior facility leadership, seclusion and restraint reduction efforts are
doomed. Overall, ESH has not achieved compliance with this first and mandatory core strategy.
ESH leaders have not provided a strong, directive, and consistent message that they expect reduction
and, ultimately, elimination of seclusion and restraint. The ongoing fluctuations in key facility leadership
positions over several years have hindered progress at ESH. Since 2010, the facility has had seven
permanent or acting Facility Directors. Currently, multiple key senior leaders are new to their positions,
including the Facility Director and the Clinical Director. The Director of Quality Management position
remains vacant. A newly hired Patient Safety Liaison has just begun work.
ESH’s failure to revise the mission and vision statements to reflect commitment to the Six Core
Strategies are examples of missed leadership opportunities. The Executive Committee determined such
changes were unnecessary.6 Leadership has also failed to make an explicit commitment to eliminating
seclusion and restraint, to creating a violence – and coercion – free facility, assuring a safe environment,
and creating a trauma-informed system of care. These deficits exist even though such commitment is
defined as a mandatory core intervention. The new facility director has an opportunity to change the
message and has committed to monthly town hall meetings with ESH staff.
In addition, ESH lacks a “targeted facility or unit based performance improvement action plan” as
described in the Six Core Strategies. ESH’s Seclusion and Restraint Reduction Plan also lacks this
component and does not mandate development of such a plan. The current Seclusion and Restraint
Reduction Plan also deviates from the evidenced-based practice model of the Six Core Strategies. The
annual update of the Seclusion and Restraint Reduction Plan was completed in October 2014; however,
it has remained under revision since then. While this indicates ongoing review, a final plan has not been
approved by leadership. Members of the Seclusion and Restraint Reduction Committee have reported
that a revision is underway, that the new version will be clear and specific, and that it will identify and
make specific parties accountable for action steps.
An essential component of the Six Core Strategies is the “elevation of oversight of every seclusion and
restraint event by senior management that includes the daily involvement of the CEO or COO in all
[seclusion and restraint] events (24/7)...”7 All seclusion and restraint incidents are emailed to the senior
leadership team in the 24 hour nursing report. However, there is no formal protocol for review of
seclusion and restraint events. Although there have been examples of comprehensive review with
corrective action, this is neither the norm nor the standard. Interviews reveal that ESH leadership does
not consistently review all seclusion and restraint incidents. Historically, deep examination into events to
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inform systemic change has not occurred as required by the Six Core Strategies. However, we were
encouraged to learn that a root cause analysis was initiated after a recent seclusion event and that
review was used to inform practice. We would like to see this practice become the norm, not the
exception.
A trauma-informed care policy8 has been written and approved. As a whole, the policy seems to be
rooted in best practices identified and supported by SAMHSA and other leading trauma-informed care
organizations; however, the policy lacks detail. There are no timelines for staff training or methods for
assessing staff competencies. Furthermore, the policy offers little accountability and meaningful
protections. The trauma-informed care policy includes an expectation that all facility policies will be
reviewed and revised to ensure they are trauma sensitive; this is a promising yet unaccomplished step.
Another significant leadership responsibility is to monitor and improve workforce development. ESH’s
coercive culture requires immediate intervention from senior leadership. dLCV has observed and
patients and staff have reported coercive actions, primarily with, but not limited to, nursing staff. This
has been an ongoing issue and has been discussed with multiple directors, acting and permanent.
Leadership has not held staff or supervisors accountable for this behavior. Therefore the culture
continues. In March 2015, all staff were required to attend trauma-informed care trainings. The facility
director reports that nearly all staff have received an initial training. However, our monitoring and staff
interviews revealed varied levels of understanding of trauma-informed care among leadership.
Commitment to reducing seclusion and restraint is also varied. As a result, the entirety of the senior
leadership team has not consistently modeled trauma-informed care principles. DBHDS reports they
intend to survey facility leadership and staff to identify staff attitudes as they relate to trauma-informed
care.
ESH does have the requisite multi-disciplinary team. These are the trauma-informed care change agents
who educate staff about trauma-informed care. Multiple change agents also sit on the Seclusion and
Restraint Reduction Committee; however, all committee members are managers on some level. No
direct care staff or peer support specialists are included in either of these groups. Staff report a desire
to add a direct care staff person and a peer support specialist to the trauma informed care change
agents.
Core Strategy 2 - Use of Data to Inform Practice:
“Achievement of this goal has been hampered by several processes beyond the control of the facility
or the QM Department. Multiple data bases both at ESH and DBHDS Central Office possess
conflicting data and reports that have not been supportive of advanced analysis.”
ESH Seclusion and Restraint Reduction Plan, Annual Update (October 2014)

Individual and unit level data collection and use is also an essential component of seclusion and restraint
reduction. Although ESH collects data at a unit level, the data is limited and not always accurate by ESH’s
own assessment. This strategy directs facilities to collect more specific information (i.e. by shift,
individual, staff member involved, demographics, etc.). Staff interviews reveal that ESH is not capable of
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capturing this data in a timely and consistent manner. Additionally, ESH does not track the use of any
pharmacological restraints.
ESH has reportedly consulted with DBHDS Central Office to obtain improved, more usable reports. Even
though this issue was identified in the action plan in 2013, there have been no advancements in ESH’s
seclusion and restraint data reporting ability. In fact, there are needed reports that are no longer
available to the facility (e.g. ability to run a report specific to an individual) because this capability was
removed by DBHDS’ Central Office. We understand that DBHDS does not anticipate improvement in
data collection until all DBHDS hospitals have converted to the new electronic health record system.
ESH has not been transparent with staff or consumers about their use of seclusion and restraint. Staff
who are devoted to trauma-informed care have sought seclusion and restraint data and ESH has not
provided it. Until there is an investment in quality data collection and reporting, and in using and sharing
data, this indicator cannot be met.
Core Strategy 3 - Workforce Development:
According to personnel data provided by DBHDS, ESH is typically understaffed. Like many other DBHDS
facilities, Eastern State experiences high rates of staff turnover, particularly among direct care staff.
People are often hired with marginal qualifications and then expected to do very challenging jobs with
little support or supervision.
ESH’s job descriptions vary in regards to the inclusion of trauma-informed care and recovery based
values. Review of recent postings reveal inconsistent messages. Nursing staff and direct care workers, in
particular, will be assigned to work anywhere they are needed even though populations vary greatly
from unit to unit. While manpower needs must be met, this practice creates safety concerns by placing
staff with consumers with whom they are unfamiliar. It also undermines many prevention strategies
which require person-specific knowledge to support individualized and appropriate care. The Chief
Nurse Executive has demonstrated that consistency of staff on units is not a priority when making
assignments.
The current practice of staff assignment compromises the essence of the Six Core Strategies.
“This strategy suggests the creation of a treatment environment whose policy, procedures, and
practices are based on the knowledge and principles of recovery and the characteristics of
trauma-informed systems of care. The purpose of this strategy is to create a treatment
environment that is less likely to be coercive or trigger conflicts and in this sense is a core
primary prevention intervention.”9 ESH has policies, procedures and practices in place that
speak of recovery and trauma-informed practices; however, this approach is not apparent in the
actions of many staff. Leadership has not yet emphasized development of an infrastructure that
supports these ideals and holds staff accountable to these concepts.
ESH’s Seclusion and Restraint Reduction Plan indicates that the facility intends to train all staff in
trauma-informed care principles. ESH has made great progress toward completing initial trainings.
However, this strategy demands intensive and ongoing education and training which is not evident. In
addition to training staff, “consistent communication, mentoring, supervision and follow-up to assure
9
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that staff are provided the required knowledge, skills and abilities, with regards to [seclusion and
restraint] reduction through training about the prevalence of violence in the population of people that
are served in mental health settings”10 is required. The availability of positive mentoring and supervision
varies depending on the unit. ESH’s fluctuating nursing assignments negatively impact consistent
supervision and accountability.

Emergency Restraint Chair

DBHDS has adopted Therapeutic Options of Virginia (TOVA) to provide
staff training regarding prevention strategies and approved seclusion and
restraint tactics. TOVA is a required training for all staff at time of hire
and annually thereafter. Both ESH and the DBHDS Director of Quality and
Risk Management have stated the primary purpose of TOVA is to prevent
seclusion and restraint. However, instead of focusing on prevention tools,
this year’s annual TOVA training included new ways to physically restrain
people. ESH has also made the use of the emergency restraint chair, a
restraint device many consumers compare to an electric chair, available
to nearly all units. DBHDS and ESH have demonstrated focus contrary to
DBHDS’s stated vision of a restraint and seclusion free service system.
ESH provides staff trainings regarding trauma-informed care, recovery,
and therapeutic communication. However, competency testing only
exists for trainings on seclusion and restraint, including the TOVA training.
There is negligible competency testing for therapeutic communication,
recovery or trauma-informed responses. This practice blurs the message
of prioritizing prevention before hands-on intervention.

Another aspect of this core strategy is to provide “treatment activities that offer choices...and that are
designed to teach illness and emotional self-management of symptoms and individual triggers that lead
to loss of control.”11 Choice is not consistently offered at ESH. Interviews indicate that people enjoy the
groups that are led in the psychosocial rehabilitation program. However, not all consumers have access
to these groups. Treatment is viewed not as a right but as a privilege. People are frequently restricted to
their unit because of a challenging support need, an exercised right to medication refusal, or because
ESH staff have failed to evaluate the individual and enter an order authorizing the person to attend
groups off the unit.
Person-centered planning activities are not universal. Many consumers talk about “staying under the
radar” as a survival technique and to expedite discharge. Self-determination and true partnerships with
providers are often halted by coercive treatment. dLCV staff heard multiple examples of this during
interviews onsite. Individuals reported that if a person disagrees with the treatment team’s plan of care,
the team may threaten them with negative consequences. One civilly committed person described how
his psychiatrist told him that if he did not agree to take a certain psychotropic medication, he would not
be allowed to move forward in the privileging process. People perceive constant threats to their
freedom and rights, even from people they identify as supportive. As a result, partnerships, choice, and
self-determination are limited by the control and the power asserted by professionals, reinforced by the
medical model practiced by the facility. The lack of competency testing, mentoring, and supervision on
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principles of recovery and trauma-informed care at ESH perpetuates the culture of coercion and lack of
choice or involvement.
Core Strategy 4 - Use of Seclusion & Restraint Prevention Tools:
As a whole, ESH does not use individualized seclusion and restraint prevention tools. This failure to
exercise universal precautions is not consistent with the Six Core Strategies. This strategy requires the
“use of a variety of tools and assessments that are integrated into facility policy and procedures and
each individual consumer’s recovery plan.”12 Currently, ESH does not use a universal trauma assessment.
Development is reported to be underway. The Clinical Director reports that various other assessments
capture information to assess a person’s seclusion and restraint history, risk for violence, and risk factors
for death and injury. Some assessments may include information that could be used to create an
individualized prevention or safety plan. Interviews with consumers reveal that people often do not
have any such plan (e.g. safety plan, Wellness Recovery Action Plan (WRAP)). One consumer reported
that even though he had a WRAP, it was taken from him by staff and was not accessible to him, even
months later.
Without identification of psychological triggers and “warning signs,” consumers and staff are left
without guidance on how to proceed. Staff are not prepared to de-escalate and prevent crises or to
support the individual. The increase in use of seclusion and restraint shows that staff interventions are
ineffective. Our interviews reveal that direct care staff often fail to intervene in situations that then
escalate into violence and use of seclusion and restraint. Observations of nursing staff on units support
these reports. Multiple consumers report feeling that staff have encouraged violence between peers. In
addition to failing to use prevention strategies, staff may escalate situations by requesting ESH Police to
intervene, thus criminalizing behaviors resulting from ESH’s failures.
Although prevention plans are not widely available, there are some tools available to assist people on
units. Each unit in Building 2 has a locked quiet room. Some quiet rooms have desks and paintings, while
others are stark. People cannot access these rooms without staff assistance; however, they can leave
the room at will. Most individuals on the units do not know about the quiet rooms and very few people
use them. ESH has sensory rooms in the group treatment area but they are typically locked and not
available at all times.
Core Strategy 5 - Consumer Roles in Inpatient Settings:
Contrary to best practice, consumer and external stakeholder involvement at ESH is limited. “This
strategy involves the full and formal inclusion of consumers, children, families, and external advocates in
various roles and at all levels in the organization to assist in the reduction of seclusion and restraint. It
includes consumers of services and advocates in event oversight, monitoring, debriefing interviews, and
peer support services as well as mandates significant roles in key facility committees.”13 While one
consumer has been formally identified as a trauma-informed care change agent, that individual has not
been included among the Seclusion and Restraint Reduction Committee membership. None of the
hospital’s peer support specialists are on the committee.

12
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ESH employs three peer support specialists to support the approximately 300 men and women admitted
to the facility at any given time. Interviews reveal a varying degree of understanding of trauma-informed
care and recovery concepts amongst the peer support specialists. The peer support specialists do have
membership on senior level committees but are not directly involved as trauma informed care change
agents nor on the Seclusion and Restraint Reduction Committee. There is no indication that external
advocates are involved in any facility committees nor does there appear to be any plan to include them.
Core Strategy 6 - Debriefing Techniques:
The goal of implementing the core strategy related to debriefing techniques has two components. The
strategy requires that a debriefing occur after each treatment failure incident. The information learned
is then used to inform treatment. Based on record reviews and interviews with consumers and staff, the
debriefing process is spotty and of questionable quality. Most of the time, the debriefing does not
include all of the involved parties, including the consumer. The process of debriefing is not typically used
as a therapeutic tool nor an “attempt to mitigate, to the extent possible, the adverse and potentially
traumatizing effects of [seclusion and restraint].”14 Without debriefings, there is no knowledge gained.
Without consistent use of debriefings, practice cannot be informed and new procedures cannot be
developed to prevent future treatment failures. A plan to redesign the debriefing form has been in
process for some time; however, senior leadership has not prioritized the revision.
CORNERSTONE I:
Although overall progress towards trauma-informed care at ESH is dismal, the Cornerstone I unit has
demonstrated good outcomes. Cornerstone I was developed with the vision of providing treatment in a
community model based on the principles of trauma-informed care and peer support. This unit clearly
differs from other units at ESH. Consumers use words such as calm, respectful, comfortable,
compassion, peaceful, healing, and patient to describe the unit. Cornerstone I is safer and more
productive than other units as indicated by lower seclusion and restraint rates, less peer to peer
aggression, fewer staff injuries, and shorter average lengths of stay. Seclusion and restraint is virtually
non-existent. There has been one episode of restraint since the unit’s inception. There have been
minimal peer to peer altercations compared to other units. Cornerstone I’s average length of stay is 318
days while the overall average length of stay at ESH is 876 days. Unfortunately, only 22 men, a small
portion of ESH’s census, are benefiting from this treatment model. The outcomes clearly favor the
Cornerstone I model15 and demonstrate that ESH is capable of making strides to become traumainformed.
There are key components to Cornerstone I’s success that align with the Six Core Strategies. The unit
does not have a seclusion room; instead, they have a “zen den.” Inside the zen den, varied sensory tools
are available for individuals to utilize at any time. People can freely access snacks and are provided with
a space to keep their personal snacks. There is a daily community meeting that focuses on individual
concerns. Staff do their best to respond and meet the needs of the consumers. The meeting and agenda
are facilitated by consumers. Cornerstone I staff are mindful of the inherent power and control dynamics
that exist in staff-patient relationships. Staff’s mindfulness contributes to their ability to actively prevent
conflict in the milieu. Community outings are available throughout the week and people are not
14
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restricted from accessing the outdoors. Additionally, the program is committed to not using seclusion
and restraint and frames the use of seclusion and restraint as treatment failures.
The staff structure on Cornerstone I is also different. Frontline staff at ESH have traditionally been
Certified Nursing Assistants and are called Direct Service Associates (DSAs). All DSAs are required to be
Certified Nursing Assistants. In contrast, Cornerstone I employs Recovery Support Specialists (RSSs) as
their direct care providers. While a RSS can also be a CNA, ESH actively recruits individuals with broader
backgrounds and experiences including those who have an associate’s degree or bachelor’s degree in
human services or who are peer support specialists.
Cornerstone I’s leadership has been very active in supporting, mentoring and supervising staff. The
investment in staff is evident. Consistency in staff is a priority on Cornerstone I. The leadership staff
serve in direct care roles as needed. Unit management tries to avoid using staff who are pulled from
other units and who may not be familiar with the Cornerstone I consumers or the program philosophy.
Unit management seems to recognize that inconsistent staffing may be disruptive to the milieu and
possibly increase stressors.
Aside from gender, the consumers served on Cornerstone I are no different from the facility population
as a whole. This is a male only unit serving individuals who are civilly committed or forensically involved.
People who are served on Cornerstone I have a history of trauma. Typical referrals to Cornerstone I have
not been adequately supported on other units at ESH. Cornerstone I selects individuals who would
benefit from the community model and from peer support. dLCV is encouraged by the positive changes
and successes achieved at Cornerstone I. We look forward to seeing the model expand to benefit all
people at ESH.
“When I started to talk to the guys on [my old unit] it added to my fears and anxiety. Some had been
there for five or six years. My anxiety level has decreased by going to Cornerstone. It’s unfair that
everyone cannot have the same treatment.” - consumer

CONCLUSION:
Eastern State Hospital has reached a critical juncture. dLCV is encouraged by the steps already taken to
improve the care and culture: by adopting the Six Core Strategies, by committing to training all staff in
the basics of trauma-informed care, and by supporting Cornerstone I’s efforts to create a seclusion and
restraint free environment. There are multiple passionate internal champions who created and continue
to create positive changes. However, substantial work remains. ESH has demonstrated that it is possible
to reduce and possibly eliminate seclusion and restraint and employ trauma-informed care principles in
Cornerstone I. These successful practices should be replicated facility wide. It is unacceptable to provide
inadequate and potentially dangerous services to the majority of individuals served at ESH when the
facility has demonstrated the ability to provide a higher level of care to a few.
The Six Core Strategies were developed by the National Association of State Mental Health Program
Directors (NASMHPD) and create a roadmap to best practice. In the spirit of DBHDS’s vision statement
and these best practices, dLCV urges the Department and ESH to immediately and fully implement the
Six Core Strategies and to aggressively promote trauma-informed care. dLCV will continue to monitor
the implementation of trauma-informed care at ESH and state wide.
9

APPENDIX A:
Unit ________________________

Gender ____________________ Status ______________________

How long have you been at ESH? ______________
How do you feel about your safety at ESH?

How do staff treat you? Are they respectful?

Have you been involved in any decision making activity at ESH?

Has ESH asked you about your trauma history?

Do you feel like staff know what upsets you? What helps you?

Do you have a safety plan? If yes, do you have a copy? Do staff have a copy?

Have you been restrained or secluded at ESH? If yes, what was that experience like for you? Did anyone
talk to you about the restraint or seclusion afterwards?

Have you ever been or felt threatened by staff?

Can we reference your experiences (deidentified) in relation to our ongoing advocacy work in this area?
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APPENDIX D:
dLCV’s Quick Guide to ESH’s Six Core Strategies Compliance
Core Strategy 1 - Leadership toward Organizational Change
Consistent and continuous involvement of senior facility leadership
Defining and articulating a vision, values and philosophy that expects S/R reduction
Developing and implementing a targeted facility or unit based performance improvement
Action plan (based on a public health prevention approach and follow the principles of
continuous quality improvement) and holding people accountable to that plan
Elevate oversight of every S/R event by senior management that includes the daily
involvement of the CEO or COO in all S/R events (24/7) in order to investigate causality
Review and revise facility policy and procedures that may instigate conflicts
Monitor and improve workforce development issues
Involve administration with direct care staff in this important work
The use of a multidisciplinary performance improvement team or taskforce

Evidence Present?
No
No
No
No

Core Strategy 2 - Use of Data to Inform Practice
Collection and use of data by facilities at the individual unit level to include:
Identify the facility/units’ S/R use baseline
Gathering of data on facility usage by unit, shift, day
Individual staff members involved in events
Involved consumer demographic characteristics
The concurrent use of stat involuntary medications
Tracking of injuries related to S/R events in both consumers and staff
The facility/unit is encouraged to set improvement goals
Comparatively monitor use and changes over time

Evidence Present?

Core Strategy 3 - Workforce Development
Creation of a treatment environment whose policy, procedures, and practices are based on
the knowledge and principles of recovery and the characteristics of trauma-informed systems
of care
Intensive and ongoing staff training and education to create a treatment environment that is
less likely to be coercive or trigger conflicts
S/R application training and vendor choice
Provision of treatment activities that offer choices to the people we serve and that are
designed to teach illness and emotional self-management of symptoms and individual
triggers that lead to loss of control
Requires individualized person-centered treatment planning activities that include persons
served in all planning.
Consistent communication, mentoring, supervision and follow-up to assure that staff are
provided the required knowledge, skills and abilities, with regards to S/R reduction through
training about the prevalence of violence in the population of people that are served in
mental health settings; the effects of traumatic life experiences on developmental learning
and subsequent emotional development; and the concept of recovery, resiliency and health
in general.
● Through staff development training
● Through new hire applicants interview questions
● Through job descriptions

Evidence Present?
Partially

No
No
Partially
No
Yes

No
Partially
No
No
No
No
No
No

No
Yes
Partially

Partially
Partially
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●
●
●

Through performance evaluations
Through new employee orientation
Through other similar activities

Core Strategy 4 - Use of S/R Prevention Tools
Use of a variety of tools and assessments that are integrated into facility policy and
procedures and each individual consumer’s recovery plan.
Use of assessment tools to identify risk for violence and S/R history
Use of an universal trauma assessment
Tools to identify persons with high risk factors for death and injury
Use of de-escalation surveys or safety plans
Use of person-first, non-discriminatory language in speech and written documents
Environmental changes to include comfort and sensory rooms
Sensory modulation interventions
Meaningful treatment activities designed to teach people emotional self-management
skills.

Evidence Present?
Partially

Core Strategy 5 - Consumer Roles in Inpatient Settings
Full and formal inclusion of consumers, children, families and external advocates in various
roles and at all levels in the organization to assist in the reduction of seclusion and restraint.
Consumers of services and advocates in event oversight, monitoring, debriefing interviews,
and peer support services as well as mandates significant roles in key facility committees.
Elevation of supervision of these staff members and volunteers to executive staff who
recognize the difficulty inherent in these roles and who are poised to support, protect,
mediate and advocate for the assimilation of these special staff members and volunteers.

Evidence Present?
No

Core Strategy 6 - Debriefing Techniques
Recognizes the usefulness of a thorough analysis of every S/R event
Values the fact that reducing the use of S/R occurs through knowledge gained from a rigorous
analysis of S/R events and the use of this knowledge to inform policy, procedures, and
practices to avoid repeats in the future
Attempt to mitigate, to the extent possible, the adverse and potentially traumatizing effects
of a S/R event for involved staff and consumers and for all witnesses to the event
Immediate post-event acute analysis
Formal problem analysis with the treatment team. Using the steps in root cause analysis
(RCA) is recommended

Evidence Present?
No
No

Yes
No
Yes
Partially
Partially
Partially
Partially
Partially

Partially
Partially

No
No
Partially
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APPENDIX E:
Eastern State Hospital
Seclusion and Restraint Reduction Plan
Annual Update
October 2014
Program Goals:

It remains the goal of Eastern State Hospital (ESH) to advance a culture of Recovery and Trauma
Informed Care (TIC) and to embed best practices in everything we do. In the past year ESH has made
consistent strides in the development of internal systems that will be in keeping with the National
Association of State Mental Health Program Directors (NASMHPD) belief that seclusion and restraint are
always interventions of last resort and are only implemented when absolutely necessary and include plans
for extinguishing the need for them as part of treatment planning. The Six Core Strategies to Reduce the
Use of Seclusion and Restraint Planning Tool developed by National Technical Assistance Center
(NTAC) and elements of Recovery and Trauma Informed Care are consistently utilized as references in
advancement these goals. In a trauma informed environment it is recognized that the use of seclusion and
restraint creates significant risks for staff and patients alike. ESH’s Trauma Informed Care Work Group
continues its efforts to support advancement of policy development, language modification, training, and
ongoing systems that will support seclusion and restraint reduction and advance a culture of safety
throughout the hospital in an effort to be a model program throughout the Commonwealth with a long
term goal of elimination of seclusion and restraint.
Six Core Strategies:
Developed by NASMHPD, the Six Core Strategies were developed as a road map for seclusion and
restraint reduction. ESH has chosen to use these strategies to guide its efforts on this front as follows.
1. Leadership toward Organizational Changea. Goal: ESH will evaluate and revise as needed its Mission, Vision, and Values statements
to ensure they are in congruence with the TIC initiative and efforts to reduce and eliminate
seclusion and restraint.
i. Update: ESH has reviewed its Mission and Vision Statements and has confirmed
they are reflective of our devotion to partnering with those we serve and
empowering them at every point in their recovery. No revisions have been made.
b. Goal: ESH will develop a TIC policy that articulates its goals and beliefs related to TIC
and seclusion and restraint reduction.
i. Update: A draft policy has been developed and is being prepared for circulation.
c. Goal: Seclusion and Restraint Data will be reported to the Executive Board via the Quality
Management Report on a quarterly basis for review and recommendations.
i. Update: Seclusion and Restraint Data has been reported quarterly to the Executive
Board for review and recommendations since this plan was developed. In exploring
sources of data it was revealed that there are multiple conflicting sources of data. A
request has been submitted to Central Office staff for additional, meaningful and
user friendly reports to be added to the Seclusion and Restraint data base shared by
all DBHDS facilities as soon as possible.
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d. Goal: This plan will be presented to the Executive Board for review, recommendations,
and approval.
i. Update: The Plan was presented to the Executive Board in 2013 and copies sent to
all members. The 2014 Plan Update will also be presented during the October 2014
Executive Board Meeting.
e. Goal: ESH will review all Emergency Code system for consistency with TIC and
Recovery principles and revise as necessary.
i. Update: The Emergency Code System had several delays in implementation
between 2012 and 2014 and was finally rolled out in the spring of 2014. After six
months of use it is recommended that this Goal remain and the Emergency Codes
be reviewed by the Trauma Informed Care Committee for recommendations to
language and practice change.
2. Use of Data To Inform Practicea. Goal: The facility will continue to submit data related to seclusion and restraint events
through the DBHDS Central Office Seclusion and Restraint Data Base.
i. Update: Seclusion and Restraint data continues to be added to the Data Base. The
process for collecting data and hand entering information requires several steps and
many hours of QM staff time.
b. Goal: Seclusion and restraint data will be presented to the Quarterly Quality Committee
for review, analysis, and recommendations.
i. Update: Seclusion and Restraint Data has been reported quarterly to the Quality
Council for review and recommendations since this plan was developed. In
exploring sources of data it was revealed that there are multiple conflicting sources
of data. A request has been submitted to Central Office for additional meaningful
and user friendly from the Seclusion and Restraint data base shared by all DBHDS
facilities as soon as possible. The Quality Council calendar will change October
2014 to support more in depth review and analysis of all reports in the hopes of
facilitating a more robust QM process and directed Performance Improvement
plans.
c. Goal: In the coming year ESH will advance its review of seclusion and restraint data and
facilitate the use of statistical tools and analysis to drive improvement in the numbers and
duration of events. The use of advanced tools will enable ESH to review data by type,
location, time, etc. and develop meaningful strategies in support of reduction.
i. Update: Achievement of this goal has been hampered by several processes beyond
the control of the facility or the QM Department. Multiple data bases both at ESH
and DBHDS Central Office possess conflicting data and reports that have not been
supportive of advanced analysis. Individual events are processed by QM staff
following hours of charts reviews across the hospital and then hand entered into the
CO data base. Existing Reports would then require additional hand counts of all
individual events, a process that is neither reasonable nor feasible at this time. This
issue has been referred to the Director for advancement.
3. Workforce Developmenta. Goal: ESH will provide system wide training in TIC for all levels of staff and all

departments.
i. Update: Awareness and education are the focus of the Trauma-Informed Care
committee. Committee members have signs on their doors and color-coded polo
shirts that they wear on Fridays to raise awareness of themselves as resources on
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trauma-informed care. Monthly messages are posted on laminated cards by Kronos
time-clocks to maintain awareness of trauma-informed care philosophies. Training
has been presented to Pod 3 staff, treatment team members, and executive board
members. The committee plans to next provide training to nursing and direct care
staff, pending scheduling arrangements. The committee is also drafting a guidance
policy on trauma-informed care. Date to be determined following departure of
Clinical Director.
ii. Multiple members of the leadership team were involved in this year in a revision
and update of training relevant to Seclusion and Restraint usage. The first meeting
was held in May 2014 with the purpose of addressing staff mind sets related to
TOVA and to focus on rebuild trust and teamwork among direct care staff to
include, DSA’s, Nurses, Doctors, Social Work, Rehab and Psychology. A small
committee was formed with accomplishing the following task: The dates indicate
completion or ongoing progress.
 Central office staff returned to ESH to retrain current TOVA Trainers in all
aspects of TOVA including updated to acceptable process developed
several years ago but not disseminated to ESH. (August 2014)
 HGTC/AMHTC “Code Response Teams” identified by the Chief Nurse
Executive (CNE) and Staff Development and Training (SD&T) Director.
These staff members will receive advanced training from Central office
staff and will function under the supervision of the CNE and
Day/Evening/Night Administrator on Call (AKA Nursing Supervisor) and
trained by Central Office staff.
 SD&T staff will be assigned to individual units and RNC on those units to
ensure updated TOVA Training completed by all staff. June 11, 2014.
 Nurses in Charge of Unit will be designated as Leader in any seclusion and
restraint incident. June 11, 2014.
 Day/Night/Evening RNC to do debriefing of staff involved in all seclusion
and restraint events and will forward significant findings to the treatment
team and CNE/Clinical Director. Debriefing Form to be created and piloted
by Nursing Department.
 Additional trainers to be added to SD&T. The goal is to add trainers from
different professional backgrounds, i.e. Rehab, SW, Psych, etc. Currently
Interviewing applicants for these positions.
 Therapeutic Communication training class was added to TOVA training
curriculum. July 16, 2014
 Training for all clinical staff on updated TOVA process (floor –chair).
Training currently with completion date of December 1, 2014
 Six TOVA training sessions on revised use of physical restraints that would
allow staff to safely carry, escort and give IM medication to be facilitated
by Mary Clair O’Hara. November 18th, 2014.
iii. As a result of review of TOVA training, new training has been developed on
Therapeutic Communication that is now presented by members of the clinical
departments to all new employees during New Employee Orientation.
b. Goal: Direct care staff and patients will be included in the membership of the TIC.
i. Update: This goal has been successfully accomplished.
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c. Goal: The Quality Management Department will develop and implement training in

Quality Management and Performance Improvement to advance system wide
understanding and skill level.
i. Update: This goal has not been accomplished due to multiple competing priorities and a
full time staff member being moved to support Long Term Care Programming following
multiple CMS surveys in the spring. It remains a goal of the QM Department and Annual
Plan.

d. Goal: A review of existing trainings on seclusion and restraints will be conducted and

revised to reflect TIC, Recovery, and preventive interventions.
i. Update: This process is ongoing and will resume following training completion
November 2014.

e. Goal: ESH will reconvene a workforce support group in an effort to support staff members

injured or traumatized in seclusion or restraint events.
i. Update: Critical Incident Stress Management: 14 staff members from all
disciplines have been trained to assist staff in processing critical incidents after they
occur. A new policy describing the program was developed, and is now available
on the intranet. Announcements have been made via email, intranet, Weekly
Bulletin, and posters. This service is voluntary and completely confidential. To date
one request has been received and sessions have been offered to the relevant staff.
f. Goal: The Behavior Management Committee (BMC) will continue to provide consultation
regarding behavioral interventions, reviewing all intervention plans that utilize restrictive
measures prior to implementation.
g. Update: BEEP continues to operate and has seen an increase in the number of referrals as noted
below.

i. 2012: 27 patients entered BEEP; 17 successfully were discharged from the program
(meaning target behaviors decreased to the point they were able to return to regular
programming or be discharged from the hospital)
ii. 2013: 12 patients entered BEEP; 8 were discharged from program
iii. 2014 to date: 20 patients have entered BEEP; 4 have been discharged from program
iv. Currently there are 30 patients being served in BEEP. Of note, there has never been a
seclusion or restraint incident during BEEP programming or on a BEEP outing.
4. Use of S/R Prevention Toolsa. Goal: ESH will develop tools to be utilized with patients in the development of reduction

and prevention plans that are individualized and current.
i. Update: This goal will remain for the coming year.
b. Goal: The Behavior Enhancement and Enrichment Program (BEEP) will be utilized by
patients in need of enhanced communication and socialization skills.
i. Update: see above
c. Goal: ESH will enhance efforts to ensure consistent staffing on individual units.
i. Update: This goal will remain for the coming year.

5. Consumer Roles in Inpatient Settingsa. Goal: ESH TIC and Recovery Committee will include patient representatives.
i. Update: This goal has been successfully accomplished.
b. Goal: ESH TIC trainings will include education regarding the importance of patient and

family or support person involvement in all levels of treatment and Recovery.
i. Update: All TIC trainings conducted to date have included this type of education.
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6. Debriefing Techniques-

a. Goal: ESH will review its practice of Debriefing following all seclusion and restraint
episodes. Debriefing practices will be made consistent throughout the hospital and involve
patients and staff directly or indirectly involved. The process and expectations regarding
Debriefing will be written in facility policy and training will be implemented for direct
care staff regarding the policy, rationale, and expectations.
i. Update: See 3.a.ii for info on debriefing

Summary:
During the past year Eastern State Hospital has made significant strides toward creating a recovery
oriented and trauma informed culture. When reviewing seclusion and restraint data and apparent variation
in report data a decision was made to begin utilizing only data from reports in the Seclusion and Restraint
Data Base operated by the DBHDS Central Office utilized through Codie. The data base allows for the
production of canned but limited reports requiring hand counting, making report writing difficult and time
prohibitive. A request has been made to the Central Office data base administrator requesting additional
and customizable reports which would better support analysis and trending of data and the development
of targeted performance improvement activities.
In reviewing data for the last two quarters through the Codie data base there is evidence of a decrease in
the use of mechanical restraints throughout the hospital but increases in the use of both seclusion and
physical restraints since July 1st. The increase at this time is thought to be directly attributable to the
system wide legislative changes which went into effect July 1st and have precipitated a significant increase
in the number and acuity of the hospital’s admissions. In fact, the increase in admissions began earlier in
the year during the 2014 legislative session when the changes were announced and in essence were
operational at that time. Admissions to the ITP/PSR programs during the October- December 2013 time
period totaled at 13. During the first quarter of this fiscal year (July-Sept), IRP/PSR admissions totaled
55. During the same period, Temporary Detention Order (TDO) admissions nearly doubled.
The Seclusion and Restraint Reduction Plan for October 2014-September 2015 will need to focus on
plans for addressing these changes by identifying and mitigating via treatment and milieu adaptations the
increased risk associated with admissions of this volume and acuity.
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