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USE OF CLINICAL FOUR-POINT RESTRAINTS IN THE COLORADO DEPARTMENT OF CORRECTIONS
Disability Law Colorado (DLC) has found that:

CDOC has a pattern and practice of placing people in “clinical four-point restraints” (meaning people are chained
to a bed using metal cuffs and chains)

1. resulting in extreme isolation for extended periods of time;

2. without adequate clinical justification;

3. while failing to provide meaningful treatment or interventions; and

4. absent clear clinical criteria for and opportunity to be released from the restraints.
Here is what we have learned from speaking with our clients, Figure 1, Photo of "hard restraints" at CTCF
speaking with CDOC staff, reviewing records, and monitoring these =

facilities:

e This is often done in response to self-harming behavior.

e These rooms are small, and they contain no other furniture
aside from the restraint bed. Each room has a camera. At
SCCF, the restraint rooms contain small slit windows and
nothing else on the walls to speak of. At CTCF, the restraint
cells are slightly larger and brighter, and they have larger
windows. People are given no property, nothing to do or
watch or look at.

e People are “checked” at least every 30 minutes. Typically, this  Figure 2, Photo of Restraint cell at SCCF
involves staff walking by the outside of the person’s cell door
and calling out something like, “Johnson, you ok?” They do not
open the doors or ensure that they get a verbal response from
the restrained person.

e Despite the fact that policy says people should be let up to go
to the bathroom, DLC has received multiple reports of people
being put (even forcibly) into adult diapers.

e Medical staff is supposed to conduct “restraint checks” every 2
hours

e CDOC policies do not contain any limit on the length of time
someone can be restrained in four-points.

e While there are general criteria for placing someone in the
restraints, there is no specific clinical criteria that emphasizes
imminence of the risk of harm, as is typically seen in these
types of policies by DLC staff.

e Severe staffing shortages have greatly decreased the amount
of treatment available to individuals, even in the residential
treatment programs, which has likely increased reliance on
highly restrictive interventions like restraints
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e While DOC policies require in multiple places that certain documentation be kept, DLC has made broad
requests such as for “all records,” “records related to the use of restraints,” and “all mental health
records,” and the required documentation has not been found within the records produced.

e These policies and practices can be compared to those for Open Door Restraint at the state hospital,
where a staff member is present and able to process with the patient AT ALL TIMES. At CMHIP, they
said the longest time they recall someone being in these types of restraints (they use fabric, not metal)
was 4 hours. The idea of leaving someone in overnight or for days or weeks was unfathomable to them.

e Areview of client records showed that at least two individuals spent more than 60 days in clinical
restraints over periods of time lasting less than one year. One person appears to have spent roughly 61

days in four-point restraints over the course of Figure 3, Diagram of someone in restraints, by DLC
roughly 10 months, with the longest single stretch s
lasting at least eight and as many as fourteen days. 2 '

The second person spent 90 days in four-point
restraints over the course of roughly eight months,
with the longest consecutive stretch lasting
roughly 39 days

MOp TONS

WHAT SHOULD BE DONE ABOUT THIS?

e Pass legislation restricting the practice of using
clinical restraints

e Similar to the bill that reformed seclusion in juvenile detention facilities
o Set time limits on how long someone can remain in restraints
o Establish clear and consistent criteria for placing someone into restraints and for extending the
duration of the period of restraint
o Focus on imminence—can be used on in emergency situations
o Require consistent documentation of the basis for restraint, check times, less restrictive
interventions tried, consultations with mental health staff, etc.
o Require that meaningful interventions be provided during restraint period, that staff have much
more frequent and meaningful contact with the person during the restraint
e Require that CDOC report and disclose data on the use of restraint, as well as seclusion (various forms of

restrictive housing and related practices), and chemical restraints, including emergency and involuntary
medications.
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