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Patients in a forensic psychiatric facility often require escorted transport to medical facilities for investigations or
treatments of physical health ailments. Transporting these patients presents significant safety and custody
challenges because of the nature of patients housed in forensic psychiatric facilities. A significant proportion of
these patients may be transfers from the Department of Corrections (DOC) under legal mandates for psychiatric
evaluation and treatment better provided in a hospital setting, and most of them will return to the DOC. Although
departments of correction have protocols for escorting these potentially dangerous individuals, it is unclear
whether receiving psychiatric hospitals have established procedures for maintaining the safety of others and
custody of these individuals during transportation outside the hospital facility. The literature is sparse on
precautions to be observed when transporting dangerous forensic psychiatric patients, including those with high
escape risk. In this article, we describe one forensic inpatient facility’s procedure for determining the appropriate
level needed to transport these individuals outside of the forensic facility. We also describe the risk assessment
procedure for determining level of transport. These are quality improvement measures resulting from a critical
review of an incident of escape from the forensic facility several years ago.
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In September 2005, a patient acquitted by reason of
insanity on a charge of attempted murder (of a state
trooper) and residing in the maximum security ser-
vice of Whiting Forensic Division (WFD) of Con-
necticut Valley Hospital (CVH), escaped from a
scheduled medical appointment at an acute care hos-
pital approximately 20 miles from WFD. Newspaper
accounts reported a previous escape attempt from
the enhanced service of WFD approximately two
months earlier, during which the patient sustained
the injuries for which he was receiving treatment
from the acute care hospital.1,2 After a frantic man-
hunt by the police, the patient was found and ar-
rested three hours later at a pub from which he had
called his girlfriend, asking her to meet him.

This incident generated much public outcry and
added to the fears regarding forensic patients in the
community. It prompted a critical incident review

of the procedures for transporting patients out of
WFD, ultimately culminating in the development of
a risk assessment process for planning the transpor-
tation of these patients, and the completion of a form
developed specifically for that purpose (Figure 1) as a
quality improvement initiative.

Background

Although incidents such as that described above
are relatively uncommon, each incident attracts gen-
erous media coverage and public angst that makes
them appear more common than they actually are.
For example, in July 2012, a 29-year-old psychiatric
patient in Phoenix, Arizona, who was considered a
danger to others broke free of his restraints and as-
saulted an emergency medical technician while he
was being taken to another facility.3 In another case
in New Zealand in June 2013, a 22-year-old psychi-
atric patient escaped while being transported to a
hospital by his psychiatrist and mental health nurse
and ran into a stranger’s house where he reportedly
stabbed a 21-year-old man multiple times in the face,
throat, and buttocks. A review of escapes from psy-
chiatric hospitals after this incident showed a 63 per-
cent increase in patients who were absent without
leave (AWOL) in the past 3 years; despite this in-
crease, there was no change in security measures.4
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Correctional inmates with psychotic disorder
transferred to forensic hospitals are similar in behav-
ior to their nonpsychotic criminal peers. As a result,
they are at higher risk of exhibiting behaviors associ-
ated with psychopathy such as violence, intimida-
tion, and exploitation of others, and may be per-
ceived to have a higher risk of escaping from the
hospital.5 Therefore, it would be prudent to review
the risky behaviors exhibited by correctional inmates
during transportation, as they are likely to apply to
patients in a forensic psychiatric hospital facility, a
significant proportion of whom are transfers from
DOC. Understanding the risks posed by prison in-
mates to the public during transportation to acute
care hospitals for evaluation and treatment, and the
DOC procedures established to address those risks
would likely prepare administrators of forensic psychi-
atric hospitals to anticipate the same risks from forensic
psychiatric inpatients, especially those in maximum se-

curity settings. The following reported examples of per-
ils experienced during transport of DOC inmates to
acute care hospitals are pertinent. In 2010, an inmate of
a county jail in Santa Cruz, California, overpowered his
(female) police deputy escort while in a hospital for an
MRI investigation, used the deputy’s Taser to stun her,
took her gun, and later held a preschool teacher at gun-
point at a nearby preschool facility.6

Perhaps one of the most tragic of these incidents
occurred in June 2007 when an inmate of Utah State
Prison being escorted to a University Hospital clinic
killed his accompanying corrections officer and es-
caped from custody. This incident came on the heels
of another tragic occurrence in Blacksburg Virginia
in 2006, when an escaping inmate-patient at the
Montgomery Regional Hospital shot and killed a
hospital security guard.7 In response to the Utah in-
cident in 2007, the hospital and DOC officials in-
creased the number of guards who escort inmate-

Figure 1. Transportation Risk Assessment Form.
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patients, and considered the use of telemedicine to
decrease the need for transport.8

Transporting inmates, including those en route to
health care facilities, is reportedly considered the
most risky procedure in which corrections and law
enforcement engage.9 A study by the New York Po-
lice Department in 2002 found that 40 percent of
inmate escapes happened during inmate transport
for any reason.10 A further analysis of data (from
www.troopertrap.com, 2008) regarding reported in-
cidents emerging from transporting inmates from
2002 to 2007, showed that about 12 percent of the
inmates were injured and 3 percent were killed,
whereas about 12 percent of the officers were injured
and less than 1 percent of the officers were killed as a
result of inmate escape during transportation.10

In addition, a report published in the in 20119 on
data collected from January 1, 2010, through De-
cember 31, 2010, reported that there were 72 inci-
dents of attempted or completed escapes by inmates
from acute care hospitals in 2010 while in custody of
law enforcement or hospital security professionals. A
breakdown of the data showed that 78 percent of
elopements during transport to hospitals occurred
when the inmate was in the custody of law enforce-
ment or corrections, whereas 21 percent occurred
when the inmate was in the custody of hospital secu-
rity. The most frequent location of the escapes was in
clinical treatment areas (39.4%), followed by rest-
rooms (29.3%), emergency rooms (14.1%), and out-
side the hospital (e.g., hospital entrance or parking
lot; 17.2%). Most of the escape incidents were asso-
ciated with injury to others, and rarely, death; 26 law
enforcement and corrections staff, 11 health care se-
curity staff, 3 health care staff, 1 patient, and 3 visi-
tors were injured during the escapes, and 2 were
killed.

In an article on inmate transport published in
2009, the authors recommended that a mini risk
management assessment be made before any inmate
is transported, paying attention to such factors as:

. . . selection and preparation of the vehicle; possible vehi-
cle accidents; securing and placement of the prisoner in the
vehicle; acquiring prisoner information; transporting spe-
cial needs prisoners; gender of the prisoner; restraint equip-
ment used; searching the prisoner; the number of prisoners
to transport; nature of the transportation; distance and
route of the transportation; medical purposes of the trans-
portation; using commercial aircraft; officer weapons in-
volved; number of officers required for the transport; and
communications required during the transport.10

Although correctional institutions generally have
protocols and procedures that they follow to protect
their officers and the general public during transpor-
tation of inmates to health care facilities, a review of
the literature suggested that most forensic psychiatric
facilities that house individuals with similar charac-
teristics as inmates (i.e., history of violence) have not
established procedures for safety during transport of
these patients, or if they have, they have not written
about them. Further, although the International As-
sociation of Healthcare Security and Safety State-
ment on Prisoner Patient Security recommends that
the secure treatment of the inmate patient must be
addressed by all health care facilities providing treat-
ment for this population,11 there are no recommen-
dations for identifying the risks posed by individual
patients that would jeopardize safety during trans-
portation outside the health care facility.

As was evident during our discussions with the
medical staff of forensic psychiatric hospitals across
the United States, Canada, and United Kingdom,
there is great variability regarding safety precautions
during patient transport. Decisions about level of
transport are mostly made by the psychiatrist alone
or by the clinical team and only sometimes in con-
junction with security staff. One forensic psychiatric
facility used a standard procedure for all transports
regardless of risk: all patients are transported in wrist
and ankle shackles by two hospital-employed secu-
rity guards. There is also variability in the escort staff,
including trained nursing staff, mental health work-
ers, institutional attendees, contracted private secu-
rity agents, and hospital-employed security person-
nel. We found no comprehensive risk assessment and
management planning before transportation. Of
note, one forensic facility in the United Kingdom
reported that shackles are never used for patients
transported outside of the facility. Notably, however,
the facility also has a well-staffed intramural medical
center, and medical specialists are invited to meet
with the patients on hospital grounds, obviating, to a
large extent, the need for transportation outside the
facility. If there are concerns about risks, the number
of escorts (all trained nursing staff) is increased
accordingly.

Also of note, the escape of a forensic psychiatric
inpatient during transportation outside of the hospi-
tal facility is a rare occurrence, irrespective of the
category of staff providing the escort. For example, a
hospital facility in the northeastern United States
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that employs hospital security staff for escort re-
ported the number of escapes from their facility as
less than one per year, not different from hospitals
that use private security agents.

A literature review on transporting forensic psy-
chiatric patients conducted through PubMed, Psy-
chiatry Online, PsycINFO, CINHAL, other EBSCO-
host databases, Nursing Reference Center database,
and other organizations and AHRQ guidelines con-
firmed that little has been published on this topic.
The search terms used included patient transfer-
[majr] OR “patient transfer”[ti] AND (mentally ill
persons OR “psychiatric patient*” OR psychiatric
OR jails OR prisons OR prisoners OR criminally
insane OR criminal* OR prisoners OR criminally
insane OR criminal*) AND eng[la] AND (ambu-
lances[mh] OR hospitals [mh]) AND (safety OR
safety management OR security OR guideline[pt]
OR recommendations. Other search terms included:
transporting forensic psychiatric patients, transport-
ing aggressive psychiatric patients, and transporting
inmates with mental illness.

Setting

The characteristics of a significant proportion of
patients in a forensic psychiatric facility are identical
to inmates in correctional facilities, and in fact, most
still have connections to the Department of Correc-
tions (DOC). Patients in the maximum security
service of the Whiting Forensic Division (WFD)
generally fall under one of four legal categories: res-
toration of competency to stand trial; evaluation and
treatment of insanity acquittees (those found not
guilty by reason of mental disease or defect (NGRI));
correctional inmates transferred to the hospital for
evaluation, acute care or placement at end of sen-
tence; and civil patients (either voluntary or involun-
tary) admitted because of agitation and risk of assault
that cannot be managed in less restrictive environ-
ments. Most of the competency restoration patients
and inmates transferred for evaluation or treatment
will return to the DOC after their stay in the hospi-
tal. Therefore, the same attention to safety and secu-
rity used by the DOC during transportation should
also apply when the patients are in a forensic psychi-
atric facility.

By definition, those in each of the four catego-
ries described above are high-risk patients. Trans-
porting them outside the confines of the forensic
facility poses daily risk management challenges. A

careful risk assessment is needed to determine the
level of escort necessary to manage the identified
risks.

It is to be expected that DOC inmates and forensic
patients will attempt to escape or cause serious harm
to themselves or others while under escort. This is
true even though they are making their escorted trip
because they have a serious injury or a significant
medical impairment that must be treated. Thus, it
requires some effort to keep in mind the reality that
patients who have been severely assaulted or who
have urgent problems, such as chest pain, may pose
an increased danger to themselves and others while
they are being transported to an outside facility.

Procedure

All patients admitted to the Whiting Forensic Di-
vision of Connecticut Valley Hospital are evaluated
individually as it pertains to the restriction and su-
pervision of transportation outside the facility. A
transportation form was developed to provide a com-
prehensive and collaborative evaluative process for
assessment of risk and determination of the security
level needed for patients leaving the facility.

The attending psychiatrist initiates the transport
risk assessment with input from the clinical team.
Consideration for transport level of escort includes
current legal status and history, severity of charges,
and the superior court-mandated bond designation.
The patient’s clinical history, current clinical status,
elopement risk, and transport compliance history are
also assessed. In addition, clinical factors that lower
risk of elopement such as being medically compro-
mised are considered. The level of transport escort
can range from accompaniment of one nursing staff
member to the highest restrictive level involving
agency police, nursing staff, and transport restraints.

The form completed by the attending psychiatrist
in consultation with members of the treatment team,
is reviewed in the Whiting Forensic Division Risk
Management Committee (RMC) meeting held every
morning. Members of the RMC include a represen-
tative from each unit (usually the unit director),
nursing and medical leadership, facility police, qual-
ity management staff, program managers, and the
directors of WFD. Should a consensus for level of
escort not be met at the RMC, an intense clinical
review including input from the patient’s attending
psychiatrist will ensue until an escort level determi-
nation is made.

Dike, Nicholson, and Young

471Volume 43, Number 4, 2015



Transport destinations include medical appoint-
ments, some court hearings, general hospital ap-
pointments, and transfers among the different ser-
vices of WFD. Except for individuals on a promise to
appear, all patients going to court for a competency
hearing are transported by judicial marshals, thereby
negating the necessity for completion of the trans-
portation form. All escorts for patients’ trips outside
of the maximum security facility are evaluated. Pa-
tients in our enhanced-security service, a step down
from the maximum security service akin to a medi-
um-security unit, are evaluated for community trips
only if they meet an identified level of high-risk
concern.

Should a patient escort level designation be neces-
sary, the form must be presented to the RMC at a
time as proximal to the scheduled transport as possi-
ble and must be used within 48 hours of approval by
the RMC. Each trip requires a separate discussion
and signature, even if more than one trip occurs on
the same day. Should the patient’s clinical status
change within that period, the form must be re-
viewed with an updated clinical assessment.

The transport form enables the RMC to act effec-
tively as an important part of a quality assurance
process, and to foster an institutional culture of vio-
lence reduction and control. As the pertinent pa-
tients’ forms are reviewed, they paint a picture of the
hospital’s state at the moment. The agency police can
anticipate the number of trips they will be expected
to cover over the day and can make, in a timely
manner, any adjustments or cancellations that may
be indicated in view of the hospital’s overall acuity
state. Other opportunities for collaboration can arise
as well, sharing for example the burdens imposed by
limited resources. Perhaps some trips can be com-
bined or other opportunities found for economizing
on resources. Also differing views can be discussed
and hopefully integrated or resolved.

All factors considered in the transport decision are
documented on the transport form by numerical
identification and confirmed by signature of the at-
tending psychiatrist and the medical director. The
agency police signs the form for escorts involving
their custody, to acknowledge the ordered level of
custody.

The attending psychiatrist and the medical officer
on duty (MOD) may determine the level of escort for
emergency transports to a hospital for acute medical
conditions if the medical director (MD) is not readily

available during regular business hours. Outside reg-
ular business hours, the on-call MD (in consultation
with the medical director reached by phone) deter-
mines the level of escort needed. For forensic patients
transported and subsequently admitted to a general
hospital, the attending psychiatrist (or on-call MD
outside business hours) and the medical director will
determine the level of hospital post needed. The
transport level and hospital post assigned outside
business hours will be reviewed by RMC the next
business day.

The risk form is filed in the assessment section of
the medical record. Only one risk assessment form
for transport should exist at any time; it cannot be
copied and all signatures must be original.

Description of Elements of the Form

Demographic Data

Name (of patient), hospital identification num-
ber, location of the patient (division and unit), and
current legal status are required (Fig. 1).

Occasion or Reason for Level of Security
Determination

The risk form is routinely reviewed at admission,
in treatment plan review meetings, and whenever
changes in a patient’s legal or clinical condition ne-
cessitate recording a change in the patient’s level of
risk. In addition, the form is reviewed before trans-
portation outside of the facility and for assignment of
hospital post for individuals admitted to a general
hospital. Patients in the enhanced-security service of
WFD who have access to the hospital grounds are
generally exempt from this review process before
their transport outside the hospital. That these pa-
tients are allowed to walk the hospital grounds is an
indication that they will pose little risk in the
community.

Clinical Rationale

The clinical factors to be considered in making the
determination of risks include current clinical status,
factors that increase risk of elopement, and factors
that lower risk of elopement. Each element under
these subsections is given a numerical value for ease
of documentation on the form. Numerical values are
not assigned in order of importance. For example, in
the Clinical Rationale box (Numbers 1–21), history
of assault/violence over one year (Number 6) is
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clearly of less importance than assault/violence less
than one year (Number 7). Both of them carry less
weight in risk determination than danger to self
(Number 1).

Levels of Escort: A to F

Level F, the least restrictive transport level, involves
one nursing staff member, whereas Level A, the most
restrictive, involves two agency police officers and one
nursing staff member escorting the patient in leg irons
and transport belt (for restriction of hands).

Level of Hospital Post: G to J

When civil patients with minimal risk factors for
violence to self or others are admitted to a general
hospital, Level J of hospital post (no staff required) is
assigned. Noncivil patients must always have a post-
ing of an agency police officer to their unit in the
general hospital. For high-risk patients, a nursing
staff may be assigned regardless of a patient’s legal
status, not only to provide a comforting and support-
ive presence for the patient, but also to alert the gen-
eral hospital staff of the patient’s triggers (and early
signs) of violence.

Transport Treatment Team

The patient’s attending completes this section of
the form with input from the treatment team mem-
bers. The attending assigns the treatment team’s rec-
ommended level of escort (A–F) or hospital post (G–
J), states the clinical rationale (1–21), and signs the
recommendation.

Risk Management

The unit director presents the form at the daily
RMC meeting for review and discussion of the treat-
ment team’s recommended level of escort. The med-
ical director subsequently approves the treatment
team’s recommendation, includes the clinical ratio-
nale for approval, signs and dates the approval. As
noted above, any difference of opinion between the
RMC and the treatment team regarding the recom-
mended level of escort triggers more discussion be-
tween the RMC and the unit attending until a con-
sensus level is reached.

Agency Police Verification

For all escorts involving police custody, an agency
police officer signs and dates the form and notes the
time it was signed, to acknowledge the ordered trans-
port level.

Discussion

Risk assessment for determining level of escort
for transport outside the hospital requires careful
consideration of legal concerns and clinical stabil-
ity. The patient’s legal status (competency restora-
tion, NGRI, DOC transfer, or civil patient) directly
influences the risk assessment.

Patients referred for competency restoration who
have serious legal charges or a high bond (often, but
not always, secondary to serious charges) are usually
assigned a level that includes escort by the police
(Levels D–A), depending on the risk of elopement or
violence. The same applies for sentenced inmates
serving time in the DOC, or presentenced inmates
convicted of serious charges (and facing lengthy
prison sentences). Obviously, appropriate adjust-
ments would have to be considered for fragile and
frail elderly patients and severely medically compro-
mised patients, including, for example, those with
advanced dementia. Police restraints may not be in-
dicated, but that decision must be carefully balanced
with the crimes for which patients have been arrested
and the current risk of dangerous behavior.

Conversely, clinically stable competency restora-
tion patients (low risk of hurting themselves or oth-
ers) with low or no bond (often indicating minimal
charges) are occasionally considered safe to be trans-
ported by staff members alone on Levels E or F.

For insanity acquittees, clinical stability (includ-
ing insight into their problems and expression of re-
morse), seriousness of the crimes for which the pa-
tients have been acquitted, and the presence of severe
personality disorder with significant deceitful and
manipulative behavior all play a role in determining a
safe level of escort. On rare occasions, a decision is
made that a police escort accompany a clinically sta-
ble and otherwise safe patient to community ap-
pointments if the crime for which the patient has
been acquitted is so heinous that it causes sustained
furor and angst in the community, because there are
concerns that the patient-acquittee could be targeted
upon recognition in the community.

Civil patients in a forensic unit fall into a special
class by virtue of their having no legal entanglements
and being entitled to the protections of the Patient’s
Bill of Rights12 and of the federal and state policies
that mandate treatment of patients in the least re-
strictive setting. Decisions about their level of escort
outside the hospital are complicated by vigorous
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challenge by patients’ rights legal advocates of the use
of police restraints to transport civil patients outside
the facility. On the other hand, the police would not
escort civil patients (or any patient for that matter)
outside the hospital unless the escort has full custody
(that is, restraints are in place).

As noted earlier, civil patients in the WFD maxi-
mum-security service are often too dangerous to be
managed in a less restrictive environment, and their
risk of violence is not mitigated by their civil status or
trips for medical appointments outside the hospital.
Most must have tight restrictions at appointments
that can only be provided by police escort, thereby
creating a dilemma for clinicians managing such pa-
tients and the RMC. To resolve this difficulty, the
WFD administration, after consulting with the
state’s attorney general’s office, determined that civil
patients in the maximum security service of WFD
require a second physician’s opinion (usually by the
medical director) in the form of a progress note in the
patient’s chart justifying the use of police restraints
and escort for their transportation outside of the fa-
cility. Forensic facilities may find it prudent to seek
guidance from their facility’s attorneys.

Ethics-Related Concerns

The need to recognize responsibly the serious haz-
ards of escorted trips outside the secure forensic hos-
pital is in inevitable tension with the authoritative
urgings of private and government agencies to keep
to a minimum any use of restraints on psychiatric
patients. As highlighted by the Hartford Courant’s
investigative report in 1998, restraints pose physical
and psychological problems for patients and may re-
sult in death or serious injury.13 Seclusion and re-
straint can be misused when applied for nonclinical
reasons by poorly trained custodial or clinical staff,14

and failure to monitor the patient’s physical status
adequately may lead to fatal consequences. The Re-
source Document on the Use of Restraint and Seclu-
sion in Correctional Mental Health, issued by the
American Psychiatric Association (APA),15 cautions
that seclusion or restraint for protective reasons (as
contrasted with approved behavioral programs) is
not primary treatment in itself, and does not take the
place of efforts to understand and address the causes
of the aberrant behavior. The Centers for Medicare
and Medicaid Services (CMS) interpretive guidelines
explain that “the decision to use a restraint is driven
not by diagnosis, but by comprehensive individual

assessment that concludes that for this patient at this
time, the use of less intrusive measures poses a greater
risk than the risk of using a restraint or seclusion.”16

Even when it is understandable with legally in-
volved patients, the use of police restraints for civil
patients is always controversial. To these pressures,
the growing strength of the recovery movement adds
its force, calling our attention appropriately to con-
cerns regarding the stigma, for example, of sitting in
a waiting room in obvious restraints and in the com-
pany of a uniformed officer. Because of this stigma,
more than a few providers simply decline to treat
forensic patients at all except in an emergency, no
matter whether their expertise is difficult or impos-
sible to find for a patient in need of it. The point of
tension is the competing right of the individual pa-
tient to be free of restraints versus the right of mem-
bers of the public to conduct their affairs safely. The
risk assessment form can be helpful in determining
the precise level of police restraint to be imposed if
indicated and specific reasons why it is warranted.
Thus, the decision to restrain should avoid even the
appearance of being arbitrary or lacking in fairness.

Over time, it is foreseeable that the accumulated
body of completed risk assessment forms could con-
stitute a database that would be valuable for clinical
research on various aspects of risk reduction and vi-
olence prevention. Based on our experience and that
of others,9 it would be irresponsible not to make
some effort to gather, organize, and review the data
on the hospital’s experiences regarding its escort de-
cisions and their outcomes. Clearly the safety of pa-
tients, staff members, and the general public is
squarely at stake. There is an additional obligation to
use the public’s resources with prudence and distrib-
utive justice. It is also of value in promoting the
liberty interests of those being escorted. At the same
time, their privacy rights need not be placed at any
risk, since the data would be entered anonymously.
In fact we find it rather difficult to discover any sig-
nificant ethics-related cost that would be involved.

Conclusion

By their very nature, trips outside the hospital tend to
require the close collaboration of staff members who
have a wide range of familiarity with the patient they are
escorting. The staff may likewise vary considerably in
their feelings toward the patient. The same applies to
the knowledge of and feelings about staff members har-
bored by each patient. Having available the risk form,

Transporting Forensic Psychiatric Patients

474 The Journal of the American Academy of Psychiatry and the Law



initiated on admission, regularly updated as a part of
each treatment plan revision, and finalized within hours
of the trip, can be invaluable for staff members prepar-
ing for or participating in an escort without the benefit
of knowing the patient involved.

It takes a tight structure, supervision, restrictions,
environmental manipulation, and prompt interven-
tion by skilled staff to maintain safety in a forensic
hospital environment.17 It is imperative that a sem-
blance of the same be observed and adhered to during
transport of forensic patients to appointments or ac-
tivities outside of the hospital to maintain public
safety. An easy proposition would be to require po-
lice escort and restraints for all patients leaving the
facility, but that would be contrary to the core recov-
ery principle of individualized assessment and inter-
ventions based on a patient’s unique needs. There is
also a risk that it would create an impression that
forensic hospitals are really extensions of the DOC
rather than hospitals. In addition, it may expose the
facility to increased risk of potentially contravening
the Patient’s Bill of Rights. Therefore, if a one-size-
fits-all order process for transporting forensic pa-
tients is more problematic than helpful, forensic psy-
chiatric hospital facilities would have to develop
procedures and guidelines for maintaining order and
keeping patients and the community safe when pa-
tients go on trips outside the facility.

Since the introduction of the risk assessment form
for patient transport, there has not been an escape
from Whiting Forensic Division of Connecticut Valley
Hospital or a serious incident during transport. The
Risk Management Committee was already in existence
before the escape of our index patient in 2005, but the
role was expanded to include reviewing transportation
of patients outside the facility. As a result, there has been
no additional expense associated with the process. One
could argue, however, that since escapes from forensic
facilities are such rare events, implementation of the risk
assessment form may have had little effect in preventing
escapes. Although such an observation is understand-
able, the value of a robust discussion of the risk factors
for escape during transportation by a group of seasoned
clinicians and senior clinical administrators cannot be
underestimated. The process also alerts hospital leader-
ship to the especially dangerous patients in the estab-
lishment, individuals who could require increased
monitoring, and resources for safety inside and outside
the facility.

References
1. Reitz S, Goode S: “Dangerous” Escapee Captured In City Pub.

Hartford Courant, September 29, 2005. Available at http://
articles.courant.com/2005-09-29/news/0509290028_1_escape-
state-police-superior-court/. Accessed January 19, 2014

2. Poitras C: Psychiatric patient tries escape. Hartford Courant,
July 26, 2005. Available at http://articles.courant.com/2005-07-
26/news/0507260084_1_state-trooper-escape-state-police/. Ac-
cessed January 19, 2014

3. Kolborn C: Mental health patient assaults EMT, flees to Phoenix
neighborhood. Examiner.com, August 7, 2012. Available at
http://www.examiner.com/article/mental-health-patient-assaults-
emt-flees-into-phoenix-neighborhood. Accessed October 19,
2015

4. Boyer S: Surge in Mental Health Patient Escapes. Stuff.co.nz,
last updated on June 9, 2013. Available at http://www.stuff.co.nz/
national/health/9132318/Surge-in-mental-health-patient-escapes/. Ac-
cessed January 19, 2014

5. Coid J, Ullrich S: Prisoners with psychosis in England and Wales:
diversion to psychiatric inpatient services. Int JL & Psychiatry
34:99–108, 2011

6. Baxter S, Copeland J, White K: Deputy Tased after Prisoner
Takes Gun; Police Arrest Fugitive on English Drive. Santa Cruz
Sentinel, November 29, 2010. Available at http://www.santacruz
sentinel.com/ci_16733330. Accessed January 19, 2014

7. Urbina I: Escapee kills Two Before Capture, Police Say. NY
Times August 22, 2006. Available at www.nytimes.com/2006/
08/22/us/22escape.html. Accessed November 22, 2015

8. Reavy P, Collins L: Medical Transport of Inmates Resume Fol-
lowing Procedural Review. Desert Morning News, June 28, 2007.
Available at http://www.deseretnews.com/article/680194790/
Medical-transports-of-inmates-resume-following-procedural-
reviews.html?pg�all/. Accessed January 19, 2014

9. Mikow-Porto VA, Smith TA: The IHSSF: 2011 Prisoner Escape
Study. J Healthcare Protect Manage 27:38–58, 2011

10. Ross DL: Prisoner transports, officer safety and liability issues.
CorrectionsOne.com, March 10, 2009. Available at http://
www.correctionsone.com/products/vehicle-equipment/prisoner-
transport/articles/1843670-Prisoner-transports-officer-safety-
liability-issues/. Accessed January 19, 2014

11. Colling RL, York TW: Hospital and Healthcare Security (ed 5).
Oxford, UK: Elsevier-Butterworth-Heinemann, 2009

12. 42 USC § 9501 – Mental Health Rights and Advocacy: Bill of Rights.
Available at: http://www.gpo.gov/fdsys/pkg/USCODE-2006-
title42/pdf/USCODE-2006-title42-chap102.pdf. Accessed De-
cember 3, 2013

13. Weiss EM: Deadly restraint: a Hartford Courant investigative
report (five-part series). Hartford Courant, October 11–15, 1998,
A1

14. Champion MK: Commentary: seclusion and restraint in correc-
tions— time for change. J Am Acad Psychiatry Law 35:426–30,
2007

15. American Psychiatric Association: The Use of Restraint and
Seclusion in Correctional Mental Health Care. Resource Doc-
ument. Washington, DC: American Psychiatric Association,
2006

16. Department of Health and Human Services (DHHS) Health
Care Financing Administration (HCFA): Medicare State Opera-
tions Manual, Provider Certification. Appendix A: Interpretive
Guidelines and Survey Procedures–Hospitals. Washington, DC:
DHHS, 2000

17. Hillbrand M, Young JL, Griffith EEH: Managing risk and recov-
ery: redefining miscibility of oil and water. J Am Acad Psychiatry
Law 38:452–6, 2010

Dike, Nicholson, and Young

475Volume 43, Number 4, 2015

http://articles.courant.com/2005-09-29/news/0509290028_1_escape-state-police-superior-court/
http://articles.courant.com/2005-09-29/news/0509290028_1_escape-state-police-superior-court/
http://articles.courant.com/2005-09-29/news/0509290028_1_escape-state-police-superior-court/
http://www.stuff.co.nz/national/health/9132318/Surge-in-mental-health-patient-escapes/
http://www.stuff.co.nz/national/health/9132318/Surge-in-mental-health-patient-escapes/
http://www.santacruzsentinel.com/ci_16733330
http://www.santacruzsentinel.com/ci_16733330
http://www.deseretnews.com/article/680194790/Medical-transports-of-inmates-resume-following-procedural-reviews.html?pg=all/
http://www.deseretnews.com/article/680194790/Medical-transports-of-inmates-resume-following-procedural-reviews.html?pg=all/
http://www.deseretnews.com/article/680194790/Medical-transports-of-inmates-resume-following-procedural-reviews.html?pg=all/
http://www.correctionsone.com/products/vehicle-equipment/prisoner-transport/articles/1843670-Prisoner-transports-officer-safety-liability-issues/
http://www.correctionsone.com/products/vehicle-equipment/prisoner-transport/articles/1843670-Prisoner-transports-officer-safety-liability-issues/
http://www.correctionsone.com/products/vehicle-equipment/prisoner-transport/articles/1843670-Prisoner-transports-officer-safety-liability-issues/
http://www.correctionsone.com/products/vehicle-equipment/prisoner-transport/articles/1843670-Prisoner-transports-officer-safety-liability-issues/
http://www.gpo.gov/fdsys/pkg/USCODE-2006-title42/pdf/USCODE-2006-title42-chap102.pdf
http://www.gpo.gov/fdsys/pkg/USCODE-2006-title42/pdf/USCODE-2006-title42-chap102.pdf

