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Introduction
Each year, thousands of Ohio’s most vulnerable children are placed in
institutional settings for months or years at a time in order to treat their
mental health issues. These children often have histories of extreme
violence, abuse and neglect and subsequently require substantial support,
structure, care and supervision. Though it is widely believed that
measures such as seclusion and restraint protect patients and staff and are,
therefore, examples of the support and care these children need, a
Summary Report by the U.S. Department of Health and Human Services
attributes 50-150 deaths each year to the use of seclusion and restraints.
Furthermore, in a 1996 survey of three states, it was found that every 26
out of 100 mental health aides had reported an injury or injuries resulting
from administering a restraint (SAMHSA, 2003, p. 9).

50-150 deaths
occur each year
due to seclusion
and restraints.
26% of mental
health aides
reported injury
resulting from
administering a
restraint.

There is little consistency among reporting standards, leaving the use of seclusion and restraints
unchecked and its effects on institutionalized children largely unmonitored. Though Ohio’s
residential facilities may seem far removed from most Ohioans, it is with our tax dollars that
children are traumatized and physically, psychologically and emotionally harmed in lieu of
receiving the effective, therapeutic treatments they need. This paper draws heavily from the
goals of the OACBHA Kids’ Committee and seeks to provide an updated look at the issue of
seclusion and restraints, with a focus on children’s residential treatment settings. OACBHA is
the Ohio Association of County Behavioral Health Authorities, the state association of county
Alcohol, Drug Addiction and Mental Health Boards.

Problem Statement
The Federal government, several states and a myriad of advocacy and other groups have called
for the reduction and elimination of the use of seclusion and restraints in mental health care
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because their use poses physical, psychological and emotional threats to mental health
consumers. A 2009 report by the Government Accountability Office states that children are
restrained more than adults are and that they are more likely to be injured as restraints often
involve “physical struggling, pressure on the chest, or other interruptions in breathing” (GAO,
1999, p. 1). Furthermore, despite the fact that many facilities only allow restraints and seclusion
in cases when there is a threat to the individual or others, they are often used for trivial offenses,
making their use more punishment than safety precaution (SAMHSA, 2003, p. 9). The scope of
this problem is addressed in a report issued in 1999 by the Federal government, which stated:
Improper restraint and seclusion can be dangerous to both people receiving treatment and
staff, but the full extent of related injuries and deaths is unknown. There is no
comprehensive reporting system to track such injuries and deaths or the rates of restraint
and seclusion used by a facility. Our telephone survey of 51 state P&As (Protection and
Advocacy agencies) found that only 15 states have any systematic reporting to alert these
agencies to any deaths that occur among individuals in residential treatment setting.
(GAO, 1999, p. 5)
In spite of these risks, the use of seclusion and restraints is not uncommon in mental health
treatment. These factors have led to increased attention on the Federal level to this issue. In
2002, President George Bush appointed a commission and charged it with evaluating the public
mental health system and recommending improvements. In its report to the President, the
Commission stated,
An emerging consensus asserts that the use of seclusion and restraint in mental health
treatment settings creates significant risks for adults and children with psychiatric
disabilities. These risks include serious injury or death, re-traumatizing people who have
a history of trauma, loss of dignity, and other psychological harm. Consequently, it is
inappropriate to use seclusion and restraint for the purposes of discipline, coercion, or
staff convenience. (Achieving the Promise: Transforming Mental Health Care in
America, 2003, p. 66)
In addition to the 50-150 deaths that occur nationally each year due to seclusion and restraint, a
2003 SAMHSA report notes that thousands of individuals sustain bruises, broken bones and
other physical injuries resulting from the use of physical restraint (SAMHSA, 2003, p. 9). The
damage doesn’t end there; physical restraint is also psychologically traumatic for the patient, the
staff members and even for many who witness the event. Though these incidents and their
impact is alarming, the use of seclusion and restraints on children in Ohio’s residential facilities
is not only legal, but goes largely unnoticed due to a reporting system described as “…so
confusing that even officials in the state Department of Mental Health and Department of Job
and Family Services struggle to explain how it works” (Cincinnati Enquirer, March 22, 2004).
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Case Example
The following case example illustrates the challenges related to Ohio’s current reporting system.
In 2003, a mental health board began receiving client grievances from youth who were placed at
a 125 bed residential treatment facility for male youths with substance abuse problems and who
were also involved in the juvenile justice system. State regulations require such facilities to have
a policy and procedure in place to ensure adherence to client rights and grievance policies and
procedures, and these include giving clients the ability to report any grievances to the local
county mental health board Client Rights Officer. As the grievances were investigated, a pattern
of abuse and mistreatment of the youth by staff at the facility became evident. Internal reports of
major unusual incidents (MUI) revealed that there were approximately 3 incidents each day that
resulted in a youth being physically restrained by staff.
As these incidents were examined, patterns of staff and client interaction suggested that most of
these incidents were preventable and were perceived by the treatment staff as therapeutic
intervention. In addition, it was discovered that the program used what they referred to as a
“time-out chair”. The facility reserved a room in which youth were assigned for disciplinary
reasons. The room contained little furniture other than enough chairs to accommodate the
number of youth on this disciplinary status. The youth were made to sit in the chair from the
time they awoke until lights out at 9:30 p.m. They were permitted hourly stretch and bathroom
breaks, and were not permitted to cross their legs while in the chair. Youth were required to
complete all their homework and eat their meals while seated in the chair. Some youth spent
several days at a time subjected to this disciplinary procedure, and the log maintained by the staff
noted one youth who spent 28 days in a chair. None of this violated any laws or regulations
governing residential facilities. In addition, regulation about the reporting of incidents involving
seclusion and restraint is not required by the facilities certified by the Ohio Department of
Alcohol and Drug Addiction Services (ODADAS), the state agency which certified the programs
and services at this facility.
The facility is certified by ODADAS allowing it to provide alcohol and drug treatment, and
licensed as a residential facility by the Ohio Department of Job and Family Services (ODJFS).
The abuses identified in the client rights investigation were reported by the local board to
ODADAS and to the regional office of ODJFS. This was done voluntarily, as there are no
established procedures to handle such concerns. Following a series of investigations by ODJFS,
the facility was placed on a probationary status and required to develop and implement a plan of
correction. While the faculty complied with these sanctions, it did not result in any significant
improvements and the problems continued. Unfortunately, inconsistencies in reporting
terminology and requirements inhibit intervention in cases like these. Additionally, as the law
stands, even if these incidents were brought to light, the use of seclusion and restraints would not
be considered a violation of patients’ rights or a detriment to a patient’s recovery. Despite these
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well-known reporting and legislative weaknesses, elected officials, state and local administrators
and provider organizations have yet to take steps to address the problems associated with the use
of seclusion and restraints.

Work Group Established
The problem received public attention in 2004 when the Cincinnati Enquirer exposed
shortcomings in the reporting practices of 10 Ohio facilities. These concerns were brought by
member boards to the OACBHA Kids Committee. Under this association, the Kids Committee,
a body that focuses specifically on issues related to children, established a workgroup that
collaborated with other mental health and child advocacy organizations to examine the use of
seclusion and restraints and developed a set of recommendations to address their use in
children’s residential facilities. Guided by the recognition that the obligation to protect the
health and safety of children in residential treatment is paramount and should not be
overshadowed by a desire to project the state, the
Girl Who Died at Parmadale
boards or providers from liability, the Kids
Was Physically Restrained
Committee examined this issue over the course of
one year in their regular monthly meetings.
Not long after these efforts got
underway, a child reportedly died
while being restrained in a residential
Scope of the Problem
facility near Cleveland. In December,
2008, the Cleveland Plain Dealer
During the course of its investigation, the workgroup reported that Faith Finley, a 17 year
found that the six state departments that have old girl, died while being restrained at
oversight responsibilities regarding these facilities Parmadale, a large residential program
varied widely on the type of information they collect. for troubled teens (Plain Dealer, 2008).
The teen reportedly began acting out
This made defining the scope of the problem
and she was restrained by three staff
especially difficult, as standard definitions as to what members using a prone restraint,
constitutes a reportable incident do not exist across meaning she was face down on the
state agencies. The report prepared by the Ohio Legal floor during the restraint. The death
Rights Service (OLRS) provides a chart outlining the was eventually ruled a homicide and
practices and standards of each state regulatory resulted in the arrest and prosecution
agency (see Incident Reporting in Different State of three staff members.
Agencies in Appendix). One department, ODADAS,
As a result of this incident, legislators,
does not require any reporting regarding seclusion state bureaucrats and the Governor
and restraint. ODADAS rule 3793:2-1-04 currently were faced with reporters and the
requires providers to report on major unusual public demanding answers and calling
incidents (MUIs) which are defined as “death or for solutions to this problem. Yet, no
serious injury of a client, allegations of physical, significant measures have been
sexual or verbal abuse of a client, and staff neglect.” taken to address the issues that
could have prevented Faith’s death.
There is no rule that requires children’s residential
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facilities licensed by ODADAS to report the use of restraint or seclusion to any entity, including
the Department itself or the appropriate local board. In addition, changes in administrative rules
and protocols over time made it difficult to quantify the problem.
The Ohio Department of Mental Health (ODMH) revised their residential Notification of
Incident Reporting form in January of 2004, making the reporting of seclusion or restraint
required only if the incident involves: 1) death 2) attempted suicide, 3) an allegation of abuse or
neglect, 4) serious bodily injury or when medical intervention or hospitalization is required, 5)
medication error or adverse reaction, 6) involuntary termination of treatment, or 7) sexual
assault. Though the number of incidents of seclusion and restraint decreased, the decrease only
occurred in the number of incidents reported, not in the number that occurred. According to data
provided by Ohio Legal Rights Services, reportable incidents dropped from over 8000 in 2003 to
578 in 2005. (See Incident Reporting: A Five-Year Review in Appendix).
The Department of Mental Health justified the need for the change by claiming that fewer
reports would increase its ability to manage them more efficiently. That is simply another way
of saying that the department does not have the resources to monitor seclusion and restraint
effectively, so rather than adding or directing resources, the decision was made to change the
criteria and reduce the number of reports. As it stands, the process may be more efficient, but it
cannot be considered more effective.

Successful Practices
Unlike other organizations that failed to successfully monitor and address the health and safety
needs of its consumers, the Department of Developmental Disabilities (ODDD) toughened their
reporting requirements, causing its figures to spike from 12 reported restraints in 2001 to 542 in
2004 (OACBHA, 2006). By adding several staff members to its investigative unit, creating an
online registry of caregivers that have abused people with disabilities, and developing a webbased reporting system for incidents, the ODDD has made strides in reducing the use of
restraints and seclusion. Providers report MUI information electronically to the local DD board
and the local board is responsible for taking immediate action.
HIPAA (federal regulations that govern the use of personal
Agencies are not required to
healthcare information) has not proven to be an obstacle for
notify a child’s biological
the DD system. Boards have access to all MUI information
parent when seclusion or
within their jurisdictions. As information like this about
restraints are used.
successful monitoring activities was identified by the
In fact, using the ODMH
committee, it was added to the list of possible solutions to the
reporting form, a child
problem.
spending 4 out of 7 hours
restrained would go
While the ODDD has taken steps toward eliminating the use
entirely unreported.
of seclusion and restraints, the rules and regulations put forth
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by six other agencies authorized to license or regulate children’s residential facilities in Ohio are
plagued by inconsistencies and wide variability in what is even considered a reportable incident,
what and how information is collected, to whom this report is sent, and what is done with the
report and how the data is analyzed. A matrix of these components was developed by the Ohio
Legal Rights Service (OLRS, 2005), revealing very little uniformity in how mental health
facilities are regulated. These inconsistencies not only make it difficult to compare data to create
a collaborative response to the findings, but they reveal serious gaps in patient protections. For
example, it should be noted that none of the agencies required notification of the child’s
biological parent in reporting incidents of seclusion or restraint. In fact, using the ODMH
Incident Reporting Form, the fact that a “16 year old girl was restrained over 4 hours within a 7
hour period” would go unreported (OLRS, 2005, p. 2). The lack of standard definitions,
reporting, data collection and analysis makes the monitoring of major unusual incidents, such as
the use of seclusion and restraints, impossible. Consequently, this makes it impossible to
regulate the facilities and insure the safety and well-being of children in their care.

Recommendations
The following measures are recommended to reduce the use of seclusion and restraints and
ensure the safety of children in residential treatment:
 Create or assign a single state agency to develop consistent and centralized reporting
standards that assist in the monitoring of trends and which seeks to reduce and eliminate the
use of seclusion and restraint. The agency and policies it develops will be based on the
principle that individuals served by the public system should be treated with dignity, respect
and with the utmost regard for physical safety and emotional and psychological well-being.
The agency will develop and implement policies which include: identification of the risks
associated with seclusion and restraint, outlining of required training components, tracking
and reporting the policy’s requirements and performance improvement processes;
 Create a transparent and inclusive system of decision-making about treatment that
incorporates a wide range of stakeholders, including children, parents, providers, and payers;
 Reform reporting regulations to require that the child’s parent(s), legal guardian(s) or an
advocate be notified in the event that seclusion or restraints are used;
 Provide immediate information to local and state regulatory authorities in order to facilitate
close monitoring and immediate intervention if a child’s safety is at risk;
 Create a comprehensive method of reporting and displaying information about facilities that
is pertinent to consumers in choosing treatment options. For example, the Ohio Department
of Aging’s consumer guide website has a user-friendly interface that provides useful
information about each licensed facility such as family and resident satisfaction scores,
Department of Health inspection reports, fee schedules, staff-to-client ratios, special services
provided, and accreditation information. This creates transparency and accountability among
agencies while increasing the accessibility of pertinent information to consumers; and
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Implement a training curriculum for front line staff and administrators (such as the one
developed by SAMHSA) at residential facilities. Since continuing education is already a
requirement, this curriculum could become a regular component of staff development.

Not only is the use of seclusion and restraints considered to have little if any therapeutic value, it
poses a threat to the physical and psychological health of consumers and staff alike. Patients
who experience seclusion and restraint often feel dehumanized and humiliated in addition to
feeling that they are being punished. Studies indicate that mental health professionals are ill
equipped to identify the conditions which may reportedly warrant the use of restraints.
Restraints are used despite a serious lack of understanding about the risks associated with their
use and the availability of other options. SAMHSA illustrates these problems in its 2003 report
calling for the elimination of seclusion and restraints:
In a study of nurses’ decisions based on clinical cues of patient agitation, selfharm, inclinations to assault others and destruction of property, nurses agreed
8 percent of the time, when data were analyzed for agreement due to chance
alone. [Furthermore,] almost half the mental health technicians interviewed in
one study either believed that no good alternatives to restraints exist or could
not identify good alternatives. A survey of nurses found that only 7.4 % were
aware that death was a risk factor of restraint use. (SAMHSA, 2003, p. 9)
The need for more effective regulation regarding the use of seclusion and restraints does not
diminish with state budget cuts and program downsizing. Reporting, tracking, data analysis, site
visits and other important functions of effective regulation are inadequate, inconsistent, poorly
implemented and are unacceptable when it comes to this issue. Unfortunately, regulatory
oversight is often compromised in an attempt to preserve direct services when resources are
diminishing, which poses a significant, but not insurmountable, challenge.

Conclusion
Many Ohio state departments have agreed to begin working toward making improvements in the
way in which major unusual incidents are reported and monitored, but the issues of seclusion and
restraints have yet to receive the attention they deserve. Responsibilities are fragmented between
different divisions within the departments (such as licensing, program compliance, information
management and the children’s division) and generally bogged down with typical bureaucratic
and administrative red tape that hinder such projects. Yet, changes in legislation could act as the
unifying force to demand accountability and effective, comprehensive reporting practices across
treatment facilities. Though it seems that such dramatic changes might come with increased
costs, the toll of current practices on mental health care is much higher. SAMHSA has already
developed training that will reduce and eliminate the use of seclusion and restraints while
increasing staff members’ therapeutic options. Regulatory reforms must include professional
and program development aimed at creating a mental health system that minimizes trauma,
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ensures the safety of consumers and staff and provides a therapeutic environment for those who
depend on these programs. Seclusion and restraint can no longer be an acceptable component of
mental health care.

Sources:
Government Accountability Office (GAO) Seclusion and Restraints: Selected Cases of Death
and Abuse at Public and Private Schools and Treatment Centers, (2009)
Ohio Association of County Behavioral Health Authorities (OACBHA), Developing a Better
Understanding: Children’s Residential Treatment Facilities, (2006)
Ohio Association of County Behavioral Health Authorities (OACBHA), Raising the Standard –
Safeguarding the Health and Safety of Children in Residential Treatment Facilities, (2006)
Ohio Legal Rights Service (OLRS), Incident Reporting: A Fiver-Year Review, (2006)
Ohio Legal Rights Service (OLRS), Incident Reporting in Different State Agencies in Ohio,
(2005)
Ohio Legal Rights Service (OLRS), Licensure and Certification in Ohio, (2005)
President’s New Freedom Commission on Mental Health, Achieving the Promise: Transforming
Mental Health Care in America, (2003)
Substance Abuse and Mental Health Services Administration (SAMHSA), A National Call to
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This document was prepared by Steven Stone, Executive Director of the Mental Health and
Recovery Board of Ashland County (sstone@ashlandmhrb.org) with assistance from Sara Garska.
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The health and safety of children
who experience seclusion and restraint
in residential treatment facilities
are compromised by Ohio’s
current oversight system.
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Behavioral Health Authorities
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January 2006
Ohio Legal Rights Service
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Safeguards
“People with mental illness or mental retardation in
residential settings are among the most vulnerable
members of our society.
Protecting them from abuse and injury is a responsibility of
the federal government, the states, the treatment facilities,
and the P&A system*.
However, the safeguards currently in place are not
comprehensive and fail to fully ensure the rights and safety
of these individuals.”

Ohio Department of Mental Health Oversight:
 Requires facilities to submit Incident Reports on
restraints only if the child requires off-grounds
medical attention.
 Requires facilities to submit Performance
Improvement surveys every 6 months.
 Requires facilities to submit 6 month aggregate
seclusion and restraint data in Part II of Performance
Improvement survey.
 Conducts facility licensure reviews on a 2-year cycle.

Source: Improper Restraint or Seclusion Use Places
People at Risk. Report to Congressional Requesters,
United States General Accounting Ofﬁce, 1999

 Conducts for-cause reviews at facilities.

Where is Ohio’s Oversight when children:
 Get rug burns, bruises, scratches, cuts, or other

“minor” injuries during a physical restraint?
* P&A system: Protection and Advocacy agencies for
individuals with mental illness were established or designated
by states pursuant to the Protection and Advocacy for Individuals with
Mental Illness Act of 1986.

 Are restrained multiple times in a day or week?
 Are physically restrained for long periods of time?
 Are re-traumatized?

None of these incidents would be reported
based on the current ODMH Incident Reporting Form!



An 11 year old boy was restrained 97 minutes.

On January 1, 2004 the
Ohio Department of Mental Health
revised their Incident Reporting Form.

 A 14 year old boy received a chipped tooth during a
restraint.

In 2004, there were over 5000*
restraint episodes in Children’s
Residential Treatment Fa-

 A 16 year old girl was locked in seclusion for 3 hours.
 A 15 year old girl was given an Emergency Medication
Intervention (EMI) and locked in seclusion. Later, she
was removed from the facility by the police.

cilities.

 A 17 year old girl was restrained for 209 minutes on 1
day.
 A 13 year old girl was restrained 18 times in 5 days (298
minutes).
 A 16 year old girl was restrained over 4 hours within a 7
hour period.
A snapshot of 2003 Incident Reports

Of these 5000 incidents,
only 112 were reported
to Ohio Department of
* These 5000 episodes were reported on seclusion and restraint logs
that were submitted by 19 of 21 Children’s Residential Treatment
Facilities to OLRS from January 1, 2004 through October 31, 2004.

Graph 1: Incident Reports From Children’s Residential
Treatment Facilities 2001-2005
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Comparison of Administrative Regulations
DEFINITION

REPORTABLE INCIDENTS IN OAC

5122-30-16

“Incident” means any event that poses a danger to the health
and safety of clients and/or staff and visitors of the agency,
and is not consistent with routine care of persons served or
routine operation of the agency.

(2) “Reportable Incident” means an incident that must be submitted to the entities listed in
paragraph (C) of this rule, including incidents that must then be forwarded by the department
to the Ohio legal rights service pursuant to section 5123.604 of the Revised Code. Reportable
incidents are those that involve residents and shall include deaths, serious bodily injuries, alleged
criminal acts, alleged abuse or neglect, any adverse reaction of a resident to a life threatening
degree due to an administered drug, medication errors likely to result in serious consequences to
a resident, and any life threatening situations. As referenced in division (C) of section 5119.611
of the Revised Code, “Major Unusual Incident” has the same meaning as “Reportable Incident”.

Incident report form is not in rule and is changeable at ODMH
discretion.

5123:2-17-02

“Major unusual incident” means the alleged, suspected, or
actual occurrence of an incident that adversely affects the
health and safety of an individual, including acts committed
or allegedly committed by one individual against another
individual.

Reportable incidents include deaths, serious bodily injuries, alleged criminal acts, alleged
abuse or neglect, any adverse reaction of a client to a life threatening degree due to an
administered drug, medication errors likely to result in serious consequences to a client, and
any life threatening situations.

ODMRDD rule also deﬁnes “Unusual incident” as an event or
occurrence involving an individual that is not consistent with
routine operation, policies, procedures, or the care and habilitation
plan of the individual, but is not a major unusual incident as
deﬁned in this rule. Administration of incorrect medication or
failure to administer medication as prescribed shall be considered
and reported as an unusual incident unless the medication error
would otherwise constitute a major unusual incident.

5101:2-9-23

No deﬁnition in rule.

Death, AWOL, non-routine medical treatment or hospitalization, expulsion or suspension
from school, any alleged delinquent or criminal activity by or against the child or teen mother,
suicide or self mutilation attempts, any physical restraint or isolation, alleged abuse or neglect,
any other unusual incident as deﬁned by the agency.

ODJFS uses the term “critical incident” in their rule.

3701-17-62

“Incident” means any accident or episode involving a resident,
staff member, or other individual in a residential care facility
which presents a risk to the health, safety, or well-being of a
resident.

5139-35-11

“Serious incident” means a situation in which injury serious
enough to warrant professional medical attention occurs
involving a resident, employee, or visitor on the grounds
of the institution. Also, a situation containing an imminent
threat to the security of the institution and/or to the safety
of residents, employees, or visitors on the grounds of the
institution.

When a child has been involved in a situation in which physical restraint or force, by a staff
member or child, has been used, a detailed written incident report must be submitted within
twenty-four hours to the court which has placed the child. In the event that the child requires
medical attention, the court which has placed the child shall be notiﬁed immediately.

3793:2-1-04

No deﬁnition in rule.

Death or serious injury of a client, employee, contract staff member, volunteer or student
intern when the person is on the program’s premises, performing tasks for the program or
participating in program activities. Any allegation of physical, sexual or verbal abuse of a
client. Any allegation of staff neglect of a client

ODADAS

ODYS

ODH

ODJFS

ODMRDD

ODMH

OAC

OTHER FACTS

Type of incident is listed on ODH’s Facility Incident Report and
includes: Physical abuse, Sexual abuse, Emotional/verbal abuse,
Injury of unknown origin, Neglect, Misappropriation, Missing
items, Other (specify).

ODADAS uses the term “major unusual incident” in their Quality
Assurance Improvement rule. ODADAS has an incident report
form, but it is not required.

person or
sponsor,
legal guardian agency
guardian/
that
unless
the
the court that rule does not
or advocate placed child,
custodian
individual
placed the
picked by or the teenage refuses or
say
if applicable
child
individual
mother
asks otherwise

Parent or guardian
notiﬁed of incident
Incident report goes to
county board
State department
notiﬁed per rule
Allegations of abuse/
neglect reported to
CSB
Department authority
to investigate/followup
Speciﬁc Incident
Report form
Time frame for
notiﬁcation
On-line incident report
ﬁling
OLRS notiﬁcation
Local agency data
collection and analysis
State department data
collection and analysis









 
   
   

 






24
HRS

24
HRS

72
HRS

immed. if
abuse alleged

24
HRS

24
HRS


 
 
   

 


Information for this report was generated by reviewing the Ohio Administrative Code
and through personal communication with some state agency representatives.
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ODMH

ODMR

DYS

ODJFS
“Residential care
facility” means a
home that provides
supervision and
personal care services
for individuals who
are dependent on
the services of others
by reason of age or
physical or mental
impairment.

ODH
Alcohol and drug
addiction outpatient
treatment program,
residential treatment
program or opioid
agonist program,
ambulatory or subacute detoxiﬁcation
program subject to
or seeking program
certiﬁcation/licensure.

ODADAS

(Note that this
information is the
same as information
for certiﬁcation by
ODADAS.)

“Residential facility”
means a home or
facility that is not a
private residence
in which children
reside where care is
provided by child care
staff employed by an
agency. A foster home
is not a residential
facility.

Licensure

“Approval” means
written authorization
for a residential center
to receive ﬁnancial
assistance from the
department under
state law and is issued
by the department
when a facility meets
applicable standards.

“Community residential
center” means a
facility, referred to
hereafter as CRC,
in which children,
including the children
of any staff residing at
the facility, are given
care and supervision
twenty-four hours a
day.

Kinds of residential facilities or programs
that state agencies authorize through their licensure process

“Residential facility”
means a publicly or
privately operated
home or facility
that meets one
of the following
classiﬁcations: Type 1
facility means a facility
that provides room and
board and personal
care services, and
mental health services
to one or more.Type 2
facility means a facility
that provides room and
board and personal
care services to one
or two people. Type 3
facility means a facility
that provides room and
board to ﬁve or more.

“Residential facility”
means a home or
facility in which a
mentally retarded
or developmentally
disabled person
resides, except the
home of a relative
or legal guardian, a
respite care home
certiﬁed under section
5126.05 of the Revised
Code, a county home
or district home
operated pursuant to
Chapter 5155 of the
Revised Code, or a
dwelling in which the
only mentally retarded
or developmentally
disabled residents
are in an independent
living arrangement or
are being provided
supported living.

ODMH
Certify a person or
government entity to
provide home and
community-based
services and is not
certiﬁed as a supported
living provider.

ODMR
NA

DYS

ODJFS
“Certiﬁcate” means a
document prescribed
by ODJFS issued
pursuant to Chapter
5103 of the Revised
Code authorizing an
agency to perform
speciﬁc functions or
authorizing a foster
caregiver to care for
children.

ODH

ODADAS
Alcohol and drug
addiction outpatient
treatment program,
residential treatment
program or opioid
agonist program,
ambulatory or subacute detoxiﬁcation
program subject to
or seeking program
certiﬁcation/licensure.
(Note that this
information is the
same as information
for licensure by
ODADAS.)

Certification

NA

Services that state agencies authorize through their certiﬁcation processs

ODMH Certiﬁes the
following services:
Behavioral Health
Counseling and
Therapy
Mental Health
Assessment Service
Pharmacologic
Management Service
Partial Hospitalization
Forensic Evaluation
Behavioral Health
Hotline Service
Crisis Intervention
Mental Health Service
Employment/
Vocational
Adult Education
Social and
Recreational
Self-help/Peer Support
Consumer Operated
Community Psychiatric
Supportive Treatment
(CPST)
Inpatient Psychiatric
Consultation Service
Prevention Service
Mental Health
Education Service
Referral and
Information Service
Adjunctive Therapy
Occupational Therapy
School Psychology
Other Mental Health
Intensive home based
treatment (IHBT)
Assertive community
treatment (ACT)

Ohio Legal Rights Service
December 2005
Developed for the
Ohio Association of County
Behavioral Health Authorities
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Steve Stone, Chair
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by state agencies
in Ohio

Licensure and
Certification
in Ohio
A Closer Look

AF

05
1/

R

/0
12

D

Licensure and Certiﬁcation
Ohio sometimes uses the words
licensure and/or certiﬁcation in
administrative rules that control
and direct state departments.
These words have speciﬁc
meanings.
Licensure is a process by which
a state department authorizes an
agency to run a residential facility
or program.
Certiﬁcation is a process
by which a state department
authorizes an agency to provide
speciﬁc services or activities.

Information for this report was generated by
reviewing the Ohio Administrative Code.

Licensure:
to run a residential
facility or program

Certification:
to provide services
or activities

T

Ohio Association of County Behavioral Health Authorities
Raising the Standard – Safeguarding the Health and Safety of
Children in Residential Treatment Facilities
White Paper
January 20, 2006

Introduction
Children in Ohio’s residential treatment facilities are restrained thousands of times every year.
These restraints often result in non-reportable incidents such as:










Bruises
Chipped teeth
Rug burns
Scratches
Bloody noses
Black eyes
Cuts
Retraumatization
Emergency Medication Intervention

Notification to the child’s parents is not required. Notification to the child’s guardian is not
required. Notification to the Alcohol, Drug Addiction and Mental Health (ADAMH)
Board/Alcohol, Drug Addiction Services (ADAS)/Community Mental Health (CMH) Board
that pays for the child’s treatment is not required. Notification to the ADAMH/ADAS/CMH
Board in the county where the facility is geographically located is not required. Notification to
the Ohio Department of Mental Health (ODMH) is not required. Notification to the Ohio
Department of Alcohol, Drug Addiction Services (ODADAS) is not required. Notification to
Ohio Legal Rights Services (OLRS) is not required. Notification to those outside the facility
where these ―minor‖ restraint-related injuries occurred is not required. This is unacceptable.

Background
In March 2004, the Cincinnati Enquirer ran a series of articles focusing on children with mental
illness and the abuse they suffer in state licensed residential treatment facilities. One year later,
the Columbus Dispatch ran a series highlighting how children in facilities licensed by ODMH
are being ―manhandled‖ and ―drugged into submission.‖
About this same time, the Chair of the Ohio Association of County Behavioral Health
Authorities (OACBHA) Kids Committee received a request to review the impact that changes
to the Ohio Department of Mental Health’s certification standards on the reporting of major
unusual incidents were having on Boards’ ability to properly monitor the care of children in
residential treatment facilities. The Committee agreed that this issue was of significant concern.
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From April through December 2005, the Committee dedicated a portion of each meeting to
focus on this issue in an attempt to gain a clear understanding of how the process in which
incident reports involving children in residential treatment facilities are handled in the
behavioral health system. At the same time, the Committee looked to other systems to identify
potential solutions. It looked to the Department of Mental Retardation/Developmental
Disabilities (MR/DD) to learn how similar incidents are handled in that system and it looked to
the Department of Aging to learn about how that system shares information about nursing home
facilities with purchasers and users of those services.
Children in residential care are the most vulnerable population in the behavioral health system
and therefore deserving of prioritization. In addition to being less likely to understand and
make use of processes in place to protect their rights, children and adolescents are placed in
residential care as a result of an individual or agency’s decision—not their own. For these
reasons, the Kids Committee focus has been and continues to be on improving behavioral
healthcare for children and adolescents in Ohio.
The Kids Committee also recognized that there is a corresponding problem related to the
unnecessary placement of children in residential treatment facilities that results when public
children services agencies and juvenile courts make a unilateral decision to place a child
without input from the local ADAMH/CMH/ADAS Board. While it was acknowledged that
this is a significant problem, Committee members agreed to limit the scope of their work for the
time-being to the safety of children in the behavioral health system for whom the decision has
already been made to place in residential treatment.

Guiding Principles
The Kids Committee was guided by the following principles as it weighed through the
information that was presented:
o The obligation to protect the health and safety of children in residential treatment is
paramount and should not be overshadowed by a desire to protect the state, the Boards,
or providers from liability.
o As the payer of behavioral health services provided to children placed in residential
treatment facilities, it is the role and responsibility of Boards to evaluate and supervise
those treatment services and the facilities that provide them.
o Boards have an obligation to the public at large to ensure that children are getting safe
and effective family-centered, trauma-informed care and that every precaution is taken
to ensure that children are not retraumatized while in residential care.
o Tracking patterns of seclusion and restraint is a necessary component in the overall
effort to reduce the use of these interventions. [Source: President’s New Freedom
Commission on Mental Health]
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Problem Statement
Ultimately, the Kids Committee concluded that Boards do not have access to sufficient
information to satisfactorily meet their statutory requirements relative to children’s residential
treatment programs pursuant to Ohio Revised Code Section 340.03, 340.033, and 340.04. [See
Appendix A.] In the process of coming to this conclusion, the Committee identified the
following areas of concern:
1. Children’s residential treatment facilities are not required to submit sufficient or timely
information on the use of seclusion and restraint.
2. Current rules require children’s residential treatment facilities to report incidents to the
ADAMH/ADAS/CMH Board but do not define whether the provider should send
reports to the Board in which the facility is geographically located or the Board that is
paying the Medicaid match, if it is different.
3. The general lack of availability and ready access to critical information collected by
ODMH and ODADAS regarding the health and safety of children in residential
treatment facilities prevents placing authorities from making informed decisions.
4. Plans of Correction issued by ODMH and ODADAS to meet its obligation to assure the
health and safety of children in residential treatment facilities only temporarily
remediate an immediate health and safety concern.
Problem 1: Children’s residential treatment facilities are not required to submit sufficient
or timely information on the use of seclusion and restraint.
ODMH
In January 2004, ODMH revised their residential Notification of Incident Reporting form.
Incident Reports for seclusions or restraints are now only required if the incident involves: 1)
death 2) attempted suicide, 3) an allegation of abuse or neglect, 4) serious bodily injury or when
medical intervention or hospitalization is required, 5) medication error or adverse reaction, 6)
involuntary termination of treatment, or 7) sexual assault. As a result of the revision to the
form, the number of Incident Reports related to seclusion, physical restraint, and emergency
medication intervention decreased from 6947 incidents in 2003 to 112 in 2004. At the time, the
Department justified the need for the change by claiming that fewer reports would increase its
ability to manage them more efficiently. As it stands, the process may be more efficient, but it
is not considered to be more effective.
Providers certified by ODMH are required to submit Performance Improvement Surveys every
six months. As part of the Performance Improvement Survey, providers are required to include
seclusion and restraint (including emergency medication intervention) data for the six-month
timeframe. These data are submitted in aggregate form. As of January 2006, these aggregate
data have not been shared with any ADAMH/CMH Board.
Since the change was made to the Notification of Incident Reporting form, Boards are no longer
able to identify current trends and patterns in the use of seclusion and restraint by providers in
their Board area or by providers that are receiving Medicaid match from that Board. More
important, Boards can no longer intervene on behalf of a particular child if reports demonstrate
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that the child is being subjected to multiple restraints. Receiving this information six months
after the fact from aggregated log reports compiled by ODMH prevents Boards from fulfilling
their responsibility to protect client rights and personal safety.
ODMH staff has stated in discussions with the Kids Committee that even if Boards were
informed of all restraints and seclusions, Boards would be prevented from intervening because
the reporting forms do not contain identifying information. ODMH maintains that HIPAA
prevents such information from being included on the form. However, OACBHA and OLRS
disagree with ODMH’s interpretation of the law and contend that so long as a statute or a rule
states that such identifying information may be disclosed to the Board, it would satisfy the
requirements of HIPAA under its ―required by law,‖ and most likely, its ―health oversight
agency‖ exceptions (Ohio Legal Rights Service v. Buckeye Ranch, Inc., 2005).
ODADAS
ODADAS rule 3793:2-1-04 currently requires providers to report on major unusual incidents
(MUIs) which are defined as ―death or serious injury of a client, allegations of physical, sexual
or verbal abuse of a client, and staff neglect.‖ There is no rule that requires children’s
residential facilities certified by ODADAS to report the use of restraint or seclusion to any
entity, including the Department itself or the appropriate Boards.
ODADAS staff reported to the Kids Committee that over a recent ten-month period, they
received 132 MUI reports. Of the 132 reports, 70 did not meet ODADAS’ MUI criteria. The
rule does not mandate a uniform reporting form, nor does the rule specify what kind of
information should be reported. Therefore, these data coming to the Department are reviewed
case-by-case to determine if they qualify as an MUI. It is our understanding that there is no
mechanism in place to collect and analyze data in the aggregate and over time.
Seeking Solutions
At the same time that ODMH was taking steps that limited access to safety information and
ODADAS was maintaining its status quo, the Department of MR/DD toughened their reporting
requirements, causing its figures to spike from 12 reported restraints in 2001 to 542 in 2004.
Since 2000, MR/DD has made the reduction of restraint and seclusion a priority by adding
several staff members to its investigative unit, creating an online registry of caregivers that have
abused people with disabilities, and developing a web-based reporting system for incidents.
Providers report MUI information electronically to the local MR/DD Board and the local Board
is responsible for taking immediate action. HIPAA has not proven to be an obstacle for the
MR/DD system. Boards have access to all MUI information within their jurisdictions.
Problem 2: Current rules require children’s residential treatment facilities to report
incidents to the ADAMH/ADAS/CMH Board but do not define whether the provider
should send reports to the Board in which the facility is geographically located or the
Board that is paying the Medicaid match, if it is different.
ODMH
OAC Rule 5122-26-13 requires providers to forward incident reports ―to both the department
and mental health board within twenty-four hours of their discovery…‖ The rule does not
clarify whether the provider is to notify the Board in which the facility is geographically located
or the Board that is paying the Medicaid match. Considerable confusion exists among providers
and within ODMH regarding which Board they must notify when an incident occurs. [See
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Appendix B.] In some instances, the Board in which the facility is located is notified, and in
other instances it is the Board that is paying for the cost of care that is notified.
A strong case can be made that both Boards should receive notification. It is essential that the
―geographical‖ Board be informed so that it is able to respond to concerns within the
community when an incident occurs. Additionally, it is essential that the purchaser of the
service be informed so that it can adequately monitor the safety of the children for whom public
funds are being used.
Directing providers to send Incident Reports to the ―geographical‖ Board as well as to the
―paying‖ Board would require a minor change in the OAC. When the issue was raised during a
Kids Committee meeting, staff from ODMH stated that while the suggestion seems reasonable,
it is likely to be met with some resistance by providers. Following the meeting, the Department
took steps to gauge the willingness of provider organizations to support a rule change and
learned quickly that they would not support such a change. To date, the request has not gone
any further.
ODADAS
The ODADAS rule requires MUI reports to be submitted to the applicable ADAMH/ADAS
Boards but it does not define ―applicable.‖ As in the mental health system, there is significant
variation in which Board gets the information. In some instances, it is the Board in which the
facility is located which receives the notification, and in others it is the Board that is paying the
Medicaid match.
Representatives from the Ohio Federation of Families for Children’s Mental Health and the
Ohio Citizen Advocates for Chemical Dependency Prevention and Treatment pointed out
during the Committee’s fact-finding that neither ODMH nor ODADAS regularly notify a
parent, guardian or legal custodian when a reportable incident has occurred. [See Appendix C.]
This too seems a critical omission in the process of safeguarding the well-being of children.
Problem 3: The general lack of availability and ready access to critical information
collected by ODMH and ODADAS regarding the health and safety of children in
residential treatment facilities prevents placing authorities from making informed
decisions.
In recent years, legislation has been passed to hold providers more accountable financially;
however, the issue of accountability for safety has not been made a priority by either the
General Assembly or the state departments that regulate these facilities. Ohio’s most vulnerable
children are being served in these facilities, and yet no one system has a good handle on what is
happening inside, and no one is holding providers accountable. In an effort to get a better
understanding of the system of oversight of children’s residential treatment facilities, the Kids
Committee asked OLRS to develop a matrix showing current practice. One glance at this
matrix and it is easy to see how any one system could ―pass the buck‖ when a situation
involving safety occurs. [See Appendix D.]
“…thousands of kids are caught in a system so confusing that even officials
in the state Department of Mental Health and Department of Job and Family
Services struggle to explain how it works. State officials don’t even track
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how many investigations of abuse and neglect are done or their outcomes. At
times the two departments argue over which agency should inspect which
center. With state oversight spotty and confounding, much of the burden for
funding and operating the mental health care system falls to 88 different
counties. As many as five agencies in one county might share responsibility
for a child – who may be in treatment several counties away or even out of
state.”
Cincinnati Enquirer
March 22, 2004

Seeking Solutions
To learn more about how other systems that are responsible for the oversight of facilities
serving vulnerable populations within residential care handle the issue of safety, the Kids
Committee turned to the Department of Aging. Beverly Laubert, the State of Ohio Long-Term
Care Ombudsman, attended the September 2005 Kids Committee meeting. She shared that one
way the Department of Aging helps insure accountability of licensed facilities is through the
creation of a long-term care consumer guide website. The website provides a user-friendly
listing of all nursing homes in Ohio and includes several pieces of information that would be
important to prospective clients and those paying for their care. Information on the website
includes: results from family and resident satisfaction scores; Department of Health inspection
report results; fee schedules; staff-to-client ratios; special services provided; and accreditation
information.
Interestingly, it was the nursing home providers’ idea to create the website, and providers are
each billed $400 annually to help maintain it. Despite the fact that nursing homes are regulated
by multiple agencies, the Department of Aging has found a way to make important information
available in one central location, thus making it easier for the client and the purchaser of the
service (if different from the client) to make informed decisions regarding care.
Problem 4: Plans of Correction issued by ODMH and ODADAS to meet its obligation to
assure the health and safety of children in residential treatment facilities only temporarily
remediate an immediate health and safety concern.
In contrast to the approach taken by the Department of Aging, critical health and safety
information in the behavioral health system, it is either not available or very difficult to track
down. For example, ADAMH/ADAS/CMH Boards are not regularly notified when Plans of
Correction are issued by ODMH or ODADAS. When ODMH requires a facility to develop a
Plan of Correction (which can take months to develop and implement) the local Mental Health
Boards are not informed. Furthermore, there are known cases where safety concerns have been
identified and a Plan of Correction required, yet nothing is done to remove the children
currently under the facility’s care or to prevent additional children from being admitted until the
issues are resolved and child safety can be ensured. This is largely due to ineffective and
inconsistent rules governing the licensing of children’s residential facilities by various state
departments.
Nor do ODMH’s Plans of Correction address the global problem of not having timely access to
critical health and safety oversight information. After ODMH approves a Plan of Correction, it
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relies on its regular 2-year review cycle and aggregate data collection to monitor the facility.
Furthermore, its Plans of Correction do not address the local mental health board’s lack of
access to pertinent information to meet its own health and safety oversight responsibilities. The
Kids Committee is not aware of ODMH ever having revoked the license of a children’s
residential treatment facility.
Perhaps more important, parents or guardians have no way of knowing what the safety record is
of a facility when deciding on the most appropriate placement for their ill child. Making this
information readily available would result in better placement decisions and ultimately
improved quality of care for children.
Seeking Solutions
In his presentation to the Kids Committee, Michael (Mick) Ihlenfeld, Deputy Director,
Legal/MUI Division, ODMRDD, stressed the importance of looking at causes of an incident to
identify long-term solutions rather than just focusing on the incident itself.
The Kids
Committee could not agree more; however, until and unless Boards have access to information
regarding the incident or access to Plans of Correction, they cannot begin to focus on the causes
and potential for reform.

Conclusion
Fear of liability and the potential for losing beds if providers go out of business when beds are
so sorely needed have been cited as reasons for not wanting to make needed reforms to ensure
the safety of children in residential treatment facilities. The Kids Committee recognizes and
applauds ODMH for its establishment of Learning Communities, in which providers voluntarily
participate in a program designed to help reduce their reliance on seclusion and restraint.
However, this initiative is no substitute for the safety oversight and information sharing
processes that are employed by the Department of MR/DD and Aging.

“People with mental illness or mental retardation in residential settings are
among the most vulnerable members of our society. Protecting them from
abuse and injury is a responsibility of the federal government, the states, the
treatment facilities, and the Protection and Advocacy system. However, the
safeguards currently in place are not comprehensive and fail to fully ensure
the rights and safety of these individuals.”
Improper Restraint or Seclusion Use Places People at Risk
Report to Congressional Requesters
United States General Accounting Office, 1999

Kids Committee Recommendations
The intent of this White Paper is to express concerns with and expose the inadequacies of the
current health and safety oversight process for monitoring the safety and well-being of children
in Ohio’s residential treatment facilities. Following are recommendations to address the
problems identified herein:
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Require that all incidents of seclusion, restraint and emergency medication intervention
are Reportable Incidents.



Require all children’s residential treatment facilities licensed and/or certified by ODMH
or ODADAS to submit timely electronic reports on all instances of restraint, seclusion
and the use of emergency drugs to ODMH and ODADAS.



Require all children’s residential treatment facilities licensed and/or certified by ODMH
or ODADAS to send copies of all reportable incidents and MUIs both to the
―geographical‖ Board as well as to the ―paying‖ Board.



Require all children’s residential treatment facilities licensed and/or certified by ODMH
or ODADAS to send copies of all reportable incidents and MUIs to the individual or
agency that placed the child.



Establish a standard in the OACBHA Culture of Quality Initiative that speaks to how
Boards should respond to the receipt of reportable incidents to: (1) determine if
intervention is necessary on behalf of an individual client, (2) identify trends and
patterns among providers, and (3) review the contributing factors of incidents with a
view toward identifying long term solutions.



Work with ODMH and ODADAS to develop the infrastructure needed to list all
licensed/certified children’s residential treatment programs on their respective websites
and to list information regarding each program including the number of beds, ages of
children served, treatment specialty, number of substantiated cases of abuse/neglect,
number of reportable incidents, corrective action plan status and other valuable public
information.



Identify a single state agency responsible for ensuring the health and safety of all
children in out-of-home care. Establish a workgroup charged with developing a plan to
transfer authority to the single state agency. Members of the workgroup shall include
representatives of the Ohio Department of Job and Family Services, ODMH, ODADAS,
local ADAMH/ADAS/CMH Boards, Public Children Services Agencies, Residential
Treatment Providers, OLRS, and family representatives.



If needed, seek legislative help to further these goals.
“We tinker around the edges, but nobody is biting the bullet and
fixing this problem.”
Cheri L Walter, CEO; OACBHA
Cincinnati Enquirer;
March 22, 2004
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CHILDREN’S RESIDENTIAL TREATMENT FACILITIES
Monitoring for Health and Safety
Today, there is little argument that treating children with serious mental, behavioral and addiction disorders in the community is more
effective than removing them from their families and community supports and placing them in residential care. Residential treatment
is generally viewed as a “placement of last resort,” often being seen as the “end” of the service continuum for the most seriously
troubled children. According to a report by the Surgeon General, the outcomes of providing residential treatment are unknown, and
there is little research to demonstrate whether it is an effective treatment option compared to a less restrictive intervention.
However, research does show that some residential treatment centers (RTCs) are successful when there are key components are
in place. These components include: serving a child whose needs match the program’s mission; involving the family in treatment;
making sure a good plan is in place to transition the child back into the home, school and community; and most importantly, providing
for the child’s safety while in the program.
According to the Bazelon Center for Mental Health Law, one of the reasons cited for the ineffectiveness of residential treatment
is that treatment centers are not adequately monitored to ensure that children in the programs are safe and healthy. In Ohio, the
responsibility for monitoring these facilities falls on many different state and local agencies, each with some oversight responsibility,
but not one charged with ultimate authority over RTCs. (A March 2004 article in the Cincinnati Enquirer described the state’s
system of oversight of RTCs as “spotty and confounding.”) Certainly, having multiple entities involved in monitoring makes it
easier for those agencies to “pass the buck” when an incident involving health or safety does occur.
The monitoring, or lack thereof, of the use of seclusion and restraint is a hot button in Ohio. Seclusion and restraint are interventions
that should only be used when a child is at immediate risk of physical harm to self or others. It is not uncommon for this techique
to be used as punishment or when staff is not adequately trained in other, more humane techniques to de-escalate a situation. This
can often caused a child who has already likely to have experienced significant trauma, to be retraumatized. Therefore, the
reduction of the use of this technique is viewed as highly desireable. Unfortunately, state policy does not reflect this desire as RTCs
are not required to submit timely reports of the use of seclusion and restraint. Without this data, local Alcohol, Drug Addiction and
Mental Health Boards are not able to identify current trends and patterns in the use of seclusion and restraint by RTCs in their
Board area or by RTCs that are receiving Medicaid match from that Board. More importantly, without full disclosure of the use of
seclusions and restraints, Boards cannot intervene on behalf of a particular child if one or both of these interventions is being used
excessively.
Children in residential care are the most vulnerable population in the behavioral health system. The safeguards currently in place
in Ohio are not comprehensive and do not adequately protect the health and safety of children in RTCs. Reforming the system
should be a top priority and should not be overshadowed by less important considerations, such as fear of liability or the potential to
lose scarce beds if an RTC goes out of business -- two common reasons given for not wanting to make needed regulatory reforms.

Children’s Rights
In June 2006, the Ohio Legal Rights Services, through a contract with
the National Alliance on Mental Illness-Ohio and with funding from
ODMH, produced a booklet entitled, Children’s Rights, The Rights of
Children and Their Families Who Need or are Receiving Community Services. These are some of the rights of children in the behavioral health system that are highlighted in the booklet:

Children have a right to:
 get information from their records
 privacy of their records
 services in the least restrictive setting
 talk to a lawyer
 get a second opinion
 not be over-medicated
 not be restrained or secluded unless
absolutely necessary for their safety

Incident Reports in Children’s
Residential Treatment Facilities

Reducing Seclusion and Restraint in Ohio

2. Use of Data to Inform Practice: Includes using
data to identify the facility’s baseline seclusion and
retraint use; gathering data on facility usage by unit,
shift, day, individual staff member, victim characteristics
and other variables; setting improvement goals and
comparatively monitoring use and changes over time.

5. Consumer Roles in Inpatient Settings: Involves
the inclusion of consumers, children, families and
external advocates in various roles through out all levels
in the organization to assist in the reduction of seclusion
and restraint.
6. Debriefing Techniques: Uses the knowledge
gained from a rigorous analysis of seclusion and/or
restraint to inform policy, procedures, and practices
so as to reduce or eliminate episodes in the future.
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Number of Incident Reports in Facilities Licensed by ODMH
(In July 2004, the types of reportable incidents were narrowed to include only those seclusion and restraints that result in serious injury.
Source: Ohio Legal Rights Services)

“The Commission recommends that States have mechanisms
to...track patterns of seclusion and restraint use.”
The President’s New Freedom Commission
on Mental Health

3. Workforce Development: Includes creating a
treatment environment whose policy, procedures, and
practices are based on the knowledge and principles
of recovery and the characteristics of trauma-informed
care.
4. Use of Seclusion and Restraint Prevention
Tools: Includes the use of a variety of tools and
assessments that are integrated into facility policies
and procedures as well as each individual consumer’s
recovery plan.
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1000

1. Leadership toward Organizational Change:
Includes defining and articulating a vision, values and
philosophy; developing and implementing a
performance improvement action plan; and holding
people accountable to that plan.

2005

0

Two years ago, the Ohio Department of Mental Health
and the Ohio Association of Child Caring Agencies
established a “Learning Community” made up of
licensed children’s residential centers that participate
on a volunteer basis. Their goal is to reduce the use
of seclusion and restraint in mental health treatment
settings that serve children by implementing the six
core strategies identified by the National Technical
Assistance Center. These strategies include:

What Can Policy Makers, Local Officials, and Voters Do to
Improve the Health and Safety of Children in Residential
Treatment?
9 Require all children’s residential treatment facilities licensed and/or
certified by ODMH or ODADAS to submit timely reports on all
instances of restraint, seclusion and the use of emergency medications
to the respective Departments and Boards.
9 Work with ODMH and ODADAS to develop the infrastructure
needed to list all licensed/certified children’s residential treatment
programs on their respective websites and to list information regarding
each program including the number of beds, ages of children served,
treatment specialty, number of substantiated cases of abuse/neglect,
number of incidents of seclusions/restraints, number of other
reportable incidents, corrective action plan status and other valuable
public information.
9 Establish a work group charged with developing a plan to designate
a single state agency responsible for ensuring the health and safety
of all children in out-of-home care.

Sources:
American Association of Children’s Residential Treament Centers
Bazelon Center for Mental Health Law
Cincinnati Enquirer
National Technical Assistance Center

Ohio Department of Alcohol and Drug Addiction Services
Ohio Department of Mental Health
Ohio Legal Rights Services
President’s New Freedom Commission on Mental Health

