DCFS/DWTC

Restraint and Seclusion Debriefing
& 
Positive Behavior Intervention Plan
Please attach this form to the Seclusion and Restraint Emergency Procedures report.
	Program:         FORMCHECKBOX 
 AAP          FORMCHECKBOX 
 CAP          FORMCHECKBOX 
 SEDONA          FORMCHECKBOX 
 SUNRISE          FORMCHECKBOX 
 SATP

	Incident Date: ____/____/____
	Incident Time: _____ a.m.  _____ p.m.
	Report Date: _____/_____/_____

	
	Patient:
	Staff:

	Individuals Involved:
	Staff:
	Other:

	
	Staff:
	Other:

	Was a Pain Assessment Form completed?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  (Attach to Seclusion and Restraint Emergency Procedures report)

	Did an injury occur?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Describe injury:

	

	Unsafe or imminent harmful behavior of patient necessitating restraint/seclusion was directed toward:

	(check all that apply)    FORMCHECKBOX 
 Self         FORMCHECKBOX 
 Peers         FORMCHECKBOX 
 Staff         FORMCHECKBOX 
 Other: __________________________

	Descriptive narrative of precipitating event:

	

	Please check what triggered the episode:

	 FORMCHECKBOX 

	Angry over loss of privileges or level status
	 FORMCHECKBOX 

	Negative family contact
	 FORMCHECKBOX 

	Upset about school-related issue

	 FORMCHECKBOX 

	Grief/loss issue 
	 FORMCHECKBOX 

	Perceived rejection
	 FORMCHECKBOX 

	Upset after difficult therapy session

	 FORMCHECKBOX 

	Inability to accept “no” or disappointment 
	 FORMCHECKBOX 

	Physically provoked by peer(s)
	 FORMCHECKBOX 

	Verbally provoked by peer(s)

	 FORMCHECKBOX 

	Inability to process directions 
	 FORMCHECKBOX 

	Psychotic symptoms
	 FORMCHECKBOX 

	Other: __________________

	 FORMCHECKBOX 

	Inability to tolerate transition
	 FORMCHECKBOX 

	Unprovoked and patient unable to express specific trigger
	
	_______________________

	Staff intervention applied prior to restraint/seclusion: (check all that apply)

	 FORMCHECKBOX 
 Ventilation of feelings  FORMCHECKBOX 
 Environmental change  FORMCHECKBOX 
 Limit setting   FORMCHECKBOX 
 Time out   FORMCHECKBOX 
 Verbal interaction

	             FORMCHECKBOX 
 Verbal reassurance     FORMCHECKBOX 
 Reduction in stimuli     FORMCHECKBOX 
 1:1 interaction w/ staff     FORMCHECKBOX 
 Re-direction

	Specify procedure implemented for safety: (check all that apply)

	 FORMCHECKBOX 
 Physical Restraint (CPART)
Time In: ____________
Time Released: ____________

	 FORMCHECKBOX 
 Seclusion 


            Time In: ____________
Time Released: ____________

	 FORMCHECKBOX 
 Chemical Restraint

Time administered: __________

	Results after one (1) hour documented in chart?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


__________________________
        _________________________

 PATIENT NAME


         PATIENT ID
	Staff Debriefing: Staff members discuss what they could have done differently.  Summarize discussion:

	__________________________________________________________________________________________

	__________________________________________________________________________________________

	__________________________________________________________________________________________

	Patient Debriefing: Discuss with patient what he/she could have done differently. Summarize discussion:

	__________________________________________________________________________________________

	__________________________________________________________________________________________

	__________________________________________________________________________________________

	Staff and/or patient actions that may be useful for future prevention of this type of incident:

	__________________________________________________________________________________________

	__________________________________________________________________________________________

	Positive Behavior Intervention Plan developed by staff and patient following restraint and/or seclusion:

	Target behaviors (behaviors to work on): _________________________________________________________

	__________________________________________________________________________________________

	Rationale (reason to work on this): ______________________________________________________________

	__________________________________________________________________________________________

	Goal (what will be achieved): __________________________________________________________________

	__________________________________________________________________________________________

	Environment (what can change to achieve goal): ___________________________________________________

	__________________________________________________________________________________________

	Replacement skills (the positive alternatives): _____________________________________________________

	__________________________________________________________________________________________

	Reinforcements (rewards): 

	· Short Term: _____________________________________________________________________

	· Long Term: _____________________________________________________________________

	Consequences: ______________________________________________________________________________

	__________________________________________________________________________________________

	Duration (length of plan): _____________________________________________________________________


________________________________________
__________________________________  _____________

Staff Member Reporting (print name and title)  
Staff Member Signature

          Date
            
________________________________________
__________________________________  _____________
Witness (print name and title)   

            Witness Signature

      
          Date
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