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Reliance on seclusion, restraint, and psychotropic PRN (as needed)
medication for behavior management has been tied to a variety of un-
toward outcomes that detract from the quality of care in public psychi-
atric hospitals. A large body of evidence has accumulated to demon-
strate that behavioral approaches to care can provide useful alterna-
tives to reliance on seclusion, restraint, and psychotropic PRN medica-
tions. This article draws from the research to outline how behavioral ap-
proaches to psychiatric care can assist in realizing alternatives to these
restrictive interventions. Strategies to assess the behavioral competence
of direct care staff, improve it, and establish ward programmatic struc-
tures that facilitate competent behavioral applications are discussed as
well as methods to enable expert consultation and demonstrate clinical
and administrative support. These steps have had a positive impact in
reducing reliance on seclusion, restraint and psychotropic PRN med-
ication in the inpatient psychiatric setting. Given the wealth of support-
ive data to confirm the value of behavioral applications, there is no ex-
cuse for failing to aggressively pursue these options. (Psychiatric Ser-
vices 56:1105-1108, 2005)

ublic-sector providers of inpa-
Ptient psychiatric care effective-
ly become the setting of last re-
sort for persons with severe, persist-
ent, and frequently dangerous im-
pairments who have not adequately
responded to services available in the
community or private sector (1). Be-
cause such care is often provided
within a context of significant re-
source limitations, there is sometimes
an unnecessarily high reliance on re-
strictive intervention measures—
such as seclusion, mechanical re-
straints, or the use of psychotropic
PRN (pro re nata, or as needed) med-
ication to achieve sedation—under
conditions that jeopardize safety (2).
The reliance on seclusion or me-

chanical restraints to manage prob-
lem behavior contributes to negative
opinions among consumers about the
quality of inpatient care received
(3,4) and to conflicts with advocates
about the right to receive active reha-
bilitative treatment without unneces-
sarily restricting freedom of move-
ment (5). For example, the unneces-
sary reliance on seclusion, restraint,
and psychotropic PRN medication
for behavior management has been a
primary focus of human rights litiga-
tion generated by the U.S. Depart-
ment of Justice (DOJ) against state
psychiatric inpatient facilities.
Similar observations can be made
about the reliance on psychotropic
PRN medication to minimize chal-
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lenging behaviors. Relying on psy-
chotropic medication for its sedative
effect can make it less likely that indi-
viduals will develop the daily living
and coping skills needed to function
outside the inpatient setting (1,6).
Furthermore, the use of benzodi-
azepines, a common class of psy-
chotropic PRN medication, is con-
traindicated for a large proportion of
public-sector inpatients who have a
history of comorbid alcohol or sub-
stance use disorder (7).

Issues such as these make it pru-
dent for inpatient care facilities to
seek alternatives to seclusion, re-
straint, and PRN medication for
managing challenging behaviors.
One promising alternative is to pro-
mote the clinical application of inter-
ventions grounded in behavioral sci-
ence and technology. Despite the
confirmed value of these evidence-
based approaches for managing chal-
lenging behaviors and encouraging
the acquisition of skills critical for
successful transition to outpatient
environments (8), these approaches
are underused or employed ineffec-
tively in many inpatient psychiatric
settings (9-11).

This finding becomes more salient
in light of the growing body of evi-
dence that directly supports the val-
ue of behavioral intervention meth-
ods specifically for reducing reliance
on seclusion, restraint, and psy-
chotropic PRN medications (12-14).
This article reviews several factors
that emerge from these studies as
important for optimizing behavioral
competence and reducing such re-
liance within an inpatient psychiatric
facility.
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Assess behavioral competence
Although the increasing expectation
among oversight agencies is that di-
rect care staff members will imple-
ment rehabilitative treatment plans
that capitalize on existing technology
that focuses on changing behavior,
critics note that these staff and their
supervisors seldom have an adequate
understanding of the concepts and
procedures involved in actively pro-
viding behavioral rehabilitation (15).
However, studies demonstrate that
competence in behavioral rehabilita-
tion—or behavioral competence—
among psychiatric direct care staff
can be assessed in a cost-effective
manner that directly addresses quali-
ty indicators of measurement, such as
internal consistency, temporal stabili-
ty, content validity, construct validity,
and, most important, criterion-relat-
ed validity (16-18). These methods
directly assess situations that direct
care stafl encounter in their daily
practice.

Among a variety of other focal com-
petencies, these measures demon-
strate that stafl members who prac-
tice behavioral competence recognize
how the environment, including their
own behavior, can influence the be-
havior of others; proactively identify
and reinforce behaviors relevant to
the transition to an outpatient setting,
regardless of whether these behaviors
are related to problems; and differen-
tially reinforce preferred alternatives
upon recognition of early problem
behaviors that may escalate. Such
measures can be used by clinical ad-
ministrators to establish staffing pat-
terns and plan programming to facili-
tate active behavioral rehabilitation.

The value of direct care staff who
are behaviorally competent is high-
lighted in the following case. Mr. |,
who had a severe deficit in expressive
speech, suddenly began experiencing
agitation, during which he would
grunt loudly and push at others in his
vicinity. The increased reliance on
seclusion influenced the psychiatrist
to establish a PRN option, and the
dosage of Jerry’s standing medication
was increased. A psychiatric aide in-
formed the consulting psychologist
that these episodes seemed to be as-
sociated with the administration of
liquid dietary supplements to other
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patients in the room. On the basis of
this observation, the staff began giv-
ing Mr. J fruit punch whenever others
received their supplements. The agi-
tation and associated reliance on
seclusion and PRN medication were
immediately eliminated.

Improve behavioral competence
Research demonstrates that with
proper training behavioral knowledge
and competence can be improved
among all direct care providers
(17,19). A variety of corollary benefits
will accrue from realizing improved
levels of behavioral competence. For
example, among psychiatric aides, the
most prevalent class of direct care
providers, higher levels of behavioral
knowledge and competence translate
to lower levels of occupational stress.
Psychiatric aids who have higher lev-
els of behavioral knowledge and com-
petence are also less likely to be frus-
trated and dissuaded by common or-
ganizational system impediments,
such as poor staffing and inadequate
programming resources. Further-
more, they report that they are more
active in attempts to apply lessons
learned in behavioral training during
their interactions with patients and
experience more success in their at-
tempts to facilitate desired changes in
patient behavior (20-22). Such re-
sults are consistent with self-efficacy
theory (23).

Improved behavioral competence
enhances the likelihood of contribu-
tions by direct care staff, such as the
contribution described above in Mr.
J’s case. The following example em-
phasizes the importance of being able
to gauge the quality of training that is
offered. A state’s mental health de-
partment sponsored systemwide
training to “improve behavior interac-
tion and management techniques”
used by direct care staff. However,
pre-post assessment of this training
with the hospital’s behavioral compe-
tence measure demonstrated that the
training did not improve the staff’s
knowledge or competence of how to
address the common challenges faced
in their everyday practice. Conse-
quently, a program that had been pre-
viously developed by behavioral staff
within this hospital and that had been
demonstrated to significantly im-

prove knowledge and competence
scores (19) was retained as required
training for all direct care staff.

Create an environment that
facilitates application of skills
Although proper training can in-
crease the behavioral competence of
all direct care staff, it is clear that pre-
existing differences among different
classes of staff will remain (24). Thus
there remains a need for administra-
tive structure that not only encour-
ages the competent application of be-
havioral skills by staff but also ensures
effective oversight by those who are
relatively more competent in this area
of practice.

Such structures have been devel-
oped and studied. More than a half
century of research has confirmed the
value of models of psychiatric inpa-
tient programs that are based on be-
havioral science, such as token
economies and other contingency
management programming (25-27).
These organizational models can be
adapted in a variety of ways to address
the specific needs of patients. For ex-
ample, traditional token economies
can be established in long-term care
settings, such as forensic psychiatric
wards (28), whereas rehabilitative set-
tings, which have a greater likelihood
of active transition to the community,
can emphasize the interpersonal be-
havior of staff as antecedents and
consequences for fostering more
adaptive self-regulation (29,30).

The following case highlights how
such models can be adapted to facili-
tate a transition toward improved
self-reliance. Ms. A had required
multiple hospitalizations over several
years. In frustration, many staff had
labeled her as a “world-class border-
line” because of persistent “attention-
seeking” complaints about physical
ailments and a variety of other prob-
lems. Their past efforts to reason with
her or ignore her complaints had fre-
quently resulted in exacerbations of
the behavior, which led to a reliance
on PRN medication and restraint for
behavior management.

The behavioral consultant devel-
oped a check system for each hour
without specified disruptive behav-
iors. Desired snacks and several oth-
er incentives were available in the
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ward’s token store for consecutive
hours of success. Staff proactively en-
gaged in incidental conversation as
long as checks were being earned.
With success, Ms. A began attending
classes off the ward. She earned
points for attendance and participa-
tion, which were exchanged on the
ward for money that could be spent
in a canteen off of the ward and later
at stores such as Wal-Mart during
off-grounds trips. In addition, staff
would compliment Ms. A to rein-
force positive behavior. The point
system was replicated in her commu-
nity placement after discharge. The
system was later scaled back and
eventually terminated after Ms. A
obtained supported employment.

Facilitate access to

expert consultants

However, even within the structure of
a sound behavioral program, excep-
tionally challenging cases will in-
evitably be encountered. Such cases
will require attention from individu-
als who have expert-level training and
experience in the application of be-
havioral methods (31).

Such expert-level preparation and
competence are rarely included in
the clinical privileging of psychiatric
hospitals. Despite this lack of recog-
nition, the prioritization of reducing
seclusion and restraint by review
agencies, such as the Joint Commis-
sion on Accreditation of Healthcare
Organizations and the DOJ, has stim-
ulated interest. The establishment or
enhancement of a behavioral consul-
tation capability is a frequent out-
come of human rights litigation pur-
sued by the DOJ.

Individuals with exceptional quali-
fications in the area of behavioral ap-
plications can be identified. Such ex-
pertise has been specifically delineat-
ed as a postdoctoral specialty within
clinical psychology (32) and proce-
dures exist for the certification of ex-
pert preparation for the application of
behavioral methods (33).

By realizing such a capability for
consultation, the hospital facilitates
needed guidance and oversight for
exceptionally challenging cases, such
as the one illustrated by the following
example. Concerned about data that
showed a reliance on seclusion and

restraint, a hospital’s psychology de-
partment began a program to review
all cases exceeding a criterion level of
three PRN administrations of psy-
chotropic medication within a week
and instigated a behavioral consulta-
tion and plan when indicated. A 60
percent reduction in reliance on
seclusion and restraint was realized
after the implementation of such
plans (12). The reductions were real-
ized despite the fact that this review
procedure was administered within a
single clinical department and was
not formally part of the hospital’s in-
terdisciplinary quality management
efforts.

Maximize the impact through
clear administrative support
Despite evidence of the positive im-
pact of the efforts reviewed above,
their impact can be strengthened
through clear support by clinical ad-
ministrators within the facility. The
departmental review procedure that
was described above was expanded
beyond the bounds of the clinical de-
partment in which it was developed
to ensure that key clinical administra-
tors were involved in the review
process. By involving these clinical
administrators and systematically
lowering the threshold for case re-
views, overall reliance on seclusion
and restraint was further reduced
within this facility (13,14). When this
specific innovation was compared
with a variety of other organizational
efforts to reduce seclusion and re-
straint, the innovation was found to
be the single most potent factor that
was responsible for the reduction of
seclusion and restraint (14).

Studies also demonstrated that
when the review procedure was ex-
panded to include reliance on psy-
chotropic PRN medication, this type
of medication was significantly re-
duced as well (13). The review found
that weekly psychotropic PRN ad-
ministrations, about 85 percent of
which were benzodiazepines, were
reduced by about 33 percent. This re-
duction in PRN reliance was realized
concurrently with reductions in re-
liance on seclusion and restraint
through application of the same pro-
cedure, which provided evidence that
reduced reliance on seclusion and re-
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straint does not have to result in in-
creased reliance on psychotropic
PRN use for behavior management.

The importance of administrative
support is illustrated by the following
information from the facility dis-
cussed above. As this hospital’s re-
liance on psychotropic PRN medica-
tion decreased, it became apparent
that an individual ward was relatively
highly reliant on psychotropic PRN
medication. The psychiatrist argued
that it would be disruptive and dan-
gerous to minimize the use of lo-
razepam as a PRN medication for
managing problem behaviors on this
ward. A review by the committee,
which included the hospital’s director
and medical director (both psychia-
trists), was able to encourage the im-
plementation of several behavior
plans. The number of individuals who
were given PRN medication three or
more times a week was reduced from
five or six patients a week during the
ten weeks before the review to one or
two patients a week within several
weeks after the review. This reduc-
tion was realized without an increase
in dangerous incidents.

Furthermore, the implementation
of such a procedure does not have to
involve a significant amount of time
from clinicians or administrators. For
example, the project outlined above
(13) later initiated a self-review op-
tion for the treatment team, in which
leaders of the treatment team initially
assessed their own management of
threshold cases according to criteria
used by the review committee.
Through implementation of this op-
tion, steps to reduce reliance were fa-
cilitated and fewer formal reviews by
clinical and administrative commit-
tees were required.

Discussion and conclusions

Unnecessary reliance on seclusion,
restraint, and psychotropic PRN
medication for behavior management
can provoke a variety of untoward ef-
fects that detract from the quality of
care. These interventions often lead
to negative evaluations of the quality
of care provided. The process of ap-
plying seclusion and restraint can
stimulate further aggression. The re-
liance on psychotropic PRN medica-
tion can promote conditions such as
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drowsiness that interfere with the
ability to acquire new knowledge and
skills. Furthermore, the reliance on
benzodiazepines as a PRN option can
maintain a physical addiction. Clearly,
alternatives to these interventions
should be seriously considered.

A large body of evidence has accu-
mulated to demonstrate that behav-
ioral approaches to care can provide
useful alternatives to reliance on
seclusion, restraint, and psychotropic
PRN medications. The research out-
lined above confirms that behavioral
competencies among all levels of di-
rect care staff can be measured and
improved. The application of these
competencies can be enhanced
through the wards program struc-
ture. The positive impact can be fur-
ther enhanced through the adminis-
trative support of clinical leaders. Be-
yond these steps, the availability of
experts in the area of behavior con-
sultation has been demonstrated as
useful for exceptionally challenging
cases.

Thus psychiatric care facilities can
capitalize on these results by develop-
ing training programs, ward manage-
ment practices, and clinical and ad-
ministrative structures that make
more adequate use of behavioral sci-
ence and technology. Given the
wealth of supportive data to confirm
the value of behavioral applications,
there is no excuse for failing to ag-
gressively pursue these options. ¢
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