Minda Incorporated

AUTHORISATION FOR RESTRAINT/ SECLUSION

Name of Client/ Resident






Preferred Name:


Address








Vocational/day Placement

Commencement Date:






Frequency of Reviews
Initial authorisation by:

	Review Due
	Date

reviewed
	No. times

used
	Reviewed by
	Authority given by

(Name & position)
	Signature
	Outcome: i.e.(amended/ongoing/

revoked)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	


NOTIFICATION/CONSENT OF RELEVANT OTHERS

I have participated in discussions or been informed about the need for restraint/seclusion and I am aware of the necessity for this action.   I consent to the use of restraints/seclusion as outlined in the Restraint Authority attached.

Accommodation Manager  (if appropriate)  ..........................................................

Day Placement Manager (if appropriate)    ..........................................................

Client/next of kin/advocate/guardian/in loco parentis) name & 

signature.............................................................…… ……. Date:  ................................

(Authority will be reviewed regularly and client/next of kin/advocate/guardian/in loco parentis) approval and signatures will be sought only if significant changes are recommended or a specific request is made to review more often).
 (Note: If a parental/guardian signature is difficult to obtain immediately the manager may as an interim measure request permission via the telephone.  This needs to be recorded and dated on file and below on this document.  The signature can then be obtained at the next opportunity)

Interim permission gained from ……………………………………………… via phone on ……………….. (date)

Name and Signature    …………………………………………………………………………………………………..

Review/REVOCATION OF RestrainT Order

This Restraint Order was reviewed on  ..................... by  …………………......................................................

and has been 

(
Revoked from this date:…………………….



Or

(
Continued 
Next review date  ………………



Or

(
Continued with amendments: recorded in attached document

Next review date: ……….…….…. 

I, ..................................................,     ...........................................(position) authorise the use of the continuation/revoking of the above programme dependent on the consent of the appropriate person/s (see above)


Signature.........................................................
Date: .............................

The following is to be completed by the person authorising the restraint/seclusion procedure.
ASSESSMENT OF THE NEED FOR RESTRAINT

1. Explanation of the need for restraint/seclusion and expected positive outcomes for the persons/others. (Describe the risk to the person and others? What is proposed and how will this benefit the person/others?)
2. Summarise previous assessments and the use of less restrictive methods used and the effectiveness of these (include both preventive and teaching methods).  Is the person likely to be able to learn ways to avoid/minimise the risk in the future?  



APPROVAL

Approval is given for  the following restraint to be implemented on the following provisos:

· the person or others are at significant risk of harm;

· preventive strategies and less restrictive methods have proven ineffective;

· special consideration and implementation issues have been considered;

· staff are competent in safely carrying out the procedure;

· that the authority is reviewed within the stated time frame using records of implementation and effectiveness.

Type of restraint required:     

Circumstances when restraint can be used (ie context, time and duration, areas, staff issues):

Special considerations ( eg person’s response to restraint, communication impairments, medical/health issues, number of staff required, limiting factors):

I, ..............................................................,   ...............................................(position) authorise the use of the above programme dependent on the consent of the appropriate person/s (see attached)



Name and Signature.........................................................…………

Date     .............................

Cc main file/ house file,client/family/advocate




Authorisation is required when any restricted intervention or treatment method is used.  Restraint/Seclusion are restricted methods and authority must be given by specialist staff with qualifications and expertise in the relevant area.  

Restraint is the use of any chemical substance or mechanical means whereby movement of any part of the person's body is prevented, restricted or subdued.

Chemical restraint: If the primary purpose of the intervention is to subdue or control a person's behaviour then the use of the substance is a chemical restraint.  If information regarding the primary purpose of the intervention is not available the intervention should be reported as chemical restraint.  If the medication is used to treat a person's illness (psychotropic) then it is not viewed as restraint but a treatment.  However the use of PRN medication  to control behaviour is a restraint and needs to be authorised and documented on the medication card and PRN behaviour guidelines. 

Mechanical Restraint  refers to mechanical devices used to prevent, restrict or subdue movement of any part of the person's body.  Mechanical restraint does not include mechanical supports to position or support an individual, or medical intervention for therapeutic purposes.  For example, the use of an arm splint for a broken arm is not a mechanical restraint but the use of an arm splint to prevent self-injurious behaviour is a mechanical restraint. 

Restraint authorities are not necessary when the restraints are being used as mobility/posture aids or for safety (eg seat belts in wheelchair/car) and the client is accepting of these or can freely choose to exit them.

Physical Restraint refers to the use of any part of one's body to prevent, restrict or subdue movement of any part of another person's body.  Physical restraint is used for the purpose of minimising or eliminating the risk of harm to self or others.

Seclusion is the sole confinement of a person in a room of which the doors and windows are locked from the outside .  Any situation where a person is confined in a room on his/her own and the door cannot be opened by the person from the inside.

Restraints are authorised only when the use of restraint reduces significant risk of injury to the person and others and other less restrictive means have proven ineffective.  Restraints must only be used in the manner authorised and staff should receive training in the correct use of the restraint procedure.  Their use must be documented clearly on each occasion and reviewed.  Review dates must be set and the frequency of review may depend on the form of restraint.  The restraint must be reviewed for its effectiveness and the impact on the client’s quality of life by the person who authorised the method in consultation with other relevant people.

If the need for restraint is due to a physical frailty, medical or neurological issues, (eg mobility, inability to weight bear, maintain posture, following surgical procedures etc) then the appropriate specialist may be the Medical Officer, Physiotherapist, Psychiatrist, or Registered Nurse.  If the issue is behavioural eg wandering, self injury or resisting the use of required restraint/restrictions, then the appropriate specialist may be the Psychologist, or Psychiatrist.

If the necessity is unclear or there is confusion about who should be involved a multi-disciplinary discussion must be held.

Prior to authority being given the Manager of the area and other relevant staff must be consulted.  The client and his/her family/advocate must be informed and agreement sought.

