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Ligature-resistant Behavioral Health Products
Despite increased efforts to identify suicide risk among hospital patients,
Joint Commission®-accredited facilities report about 85 suicides every
year.1 These sentinel events caused surveyors to place additional emphasis
on ligature risks—not only in psychiatric hospitals, but also certain areas
within general hospitals, including emergency departments.2
Each observation of a ligature or self-harm risk is documented as a
requirement for improvement (RFI), with a 60-day window to achieve
compliance.2 While TJC sometimes grants time extensions, officials have
said that ligature-related RFIs are never appropriate for extension.3
The Joint Commission recommends hospitals reference the Behavioral
Health Design Guide, formerly the Design Guide for the Built Environment
of Behavioral Health Facilities. This 120-page resource features equipment
recommendations that protect patients and caregivers.2
Sizewise products are featured in the Design Guide , and trusted by
accredited hospitals nationwide.
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Behavioral Health Bed™

— Fully electric, ligature-resistant low bed
— Standard and bariatric sizes

Behavioral Health Bed™ –
Platform
— Durable, easy-to-clean platform bed

Learn more: Call 800-814-9389
or contact your Sizewise rep
PRD-0032-1218
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Behavioral Health Mattress™
— Pressure redistribution with RF-welded
seams for safety

Behavioral Health Bed™
Fully Electric, Ligature-Resistant Bed

Featured in the
Behavioral Health Design Guide

The first of its kind, Behavioral Health Bed™ is a fully electric bed frame
designed in collaboration with behavioral health clinicians to meet the
needs of dual-diagnosis patients. The bed ensures patient safety by
using PowerSafe™ tamper-resistant fasteners on all electrical parts and
lockout controls accessible with a universal key. An anchor point allows
the bed to be secured to the floor.
— Fully electric with easy-to-use footboard lockout controls
— Electrical articulation for head, knee, and high/low systems
— Contiguous molded head/footboards and side rails
— Tamper-resistant features include encased wiring and security screws
— Designed in collaboration with behavioral health clinicians

sizewise.com 800-814-9389
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Key Specs
BED
Low Position - Deck to Floor  .  .  .  .  .  .  .  .  .  .  .  .  .  .7 .5”
Low Position - Deck to Floor (w/RSS)  .  .  .  .  .  .  .  . 9”
High Position - Deck to Floor  .  .  .  .  .  .  .  .  .  .  .  .  .  . 30”
Deck Width  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .35” or 39”
Deck Length .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 82”
Safe Working Load  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 850 lbs .
Bariatric Version  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Available
SIDE RAILS
Type  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Fold Down
Head Section  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Standard
Foot Section .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .Optional
HEAD/FOOTBOARDS
Type  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . High-Impact Plastic
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CASTER AND BRAKING SYSTEM
Caster Diameter .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 4”
Dual Brake/Steer System  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 4”
BED ANGLES
Head Section  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 0-58°
Knee Section  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 0-49°
Foot Section .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 0-8°
Trend  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 15°
Reverse Trend  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . -15°

1 — Tamper-resistant fasteners and security screws
2 — Footboard lockout controls
3 — Optional Rest Secure System™ with bed exit alarm,
protocol timer, and scale

OPTIONS AND ACCESSORIES
Battery Backup  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Standard
Footboard Lockout Controls  .  .  .  .  .  .  .  .  .  . Standard
Quick-disconnect hand control  .  .  .  .  .  .  . Standard
Floor Safety Mat  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Optional
Locking Storage Box Assembly  .  .  .  .  .  .  . Optional
Pedal Lock Kit  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Optional
Restraint Slots  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Optional
Rest Secure System™ (RSS)  .  .  .  .  .  .  .  .  .  . Optional
Bed Exit Alarm, Protocol Timer, Scale
Seizure Pad Covers  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Optional
Color: Mist  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Standard
Color: Cocoa  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Optional
MATTRESS OPTIONS
Numerous non-powered and low air loss
therapeutic surfaces available .

sizewise.com 800-814-9389
PRD-0017-1218 Product covered by U.S. Patents 7,013,510 and 7,334,277.

Behavioral Health Bed™– Platform
Ligature-Resistant Bed

Available in Mist (shown)
or Cocoa.

Behavioral Health Bed™ – Platform provides optimal patient and
caregiver safety. Made from high-density polyethylene and built with
tamper-resistant fasteners, the Platform is durable and easy to clean.
Anchor points fasten the bed to the floor, ensuring the bed is stable
and secure. Available in mist or cocoa.
— High-density polyethylene: durable and easy to clean
— Tamper-resistant fasteners
— Anchor points allow bed to be secured to floor
— Safe working load of 1,000 lbs.
— Full-enclosure base and low-profile head/footboards available

sizewise.com 800-814-9389
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Key Specs
BED
Sleep Surface Width  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 35”
Sleep Surface Length  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 82”
Platform Height  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .14”
Safe Working Load  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 1,000 lbs .
Product Weight (open base)  .  .  .  .  .  .  .  .  .  .  .  .  .  .250 lbs .
Note: Low-Profile Head/Footboards reduce bed weight by
approximately 40 lbs.
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OPTIONS
Anchor Points, Floor  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .Standard
Anchor Points, Wall*  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Optional
Colors  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Mist or Cocoa
Custom Head/Footboard  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Optional
Full-Enclosure Base  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Optional
Low-Profile Head/Footboard  .  .  .  .  .  .  .  .  .  .  .  .  . Optional
Restraint Slots  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Optional
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*Custom anchor points available upon request and approval
by Sizewise .

MATTRESSES
Sizewise Behavioral Health Mattress™ available with
or without defined perimeter edge .

4

Standard

Low

1 — Two color options: mist or cocoa (shown)
2 — Four anchor points allow bed to be secured to floor
3 — Available Behavioral Health Mattress™ designed with
safety in mind
4 — Head/Footboard available in Standard and Low profiles

sizewise.com 800-814-9389
PRD-0021A-1218

Behavioral Health Mattress™
Ligature-Resistant Pressure Redistribution

Shown with optional defined
perimeter edge

Our Behavioral Health Mattress is a safe option for diverse patient body
types and weights in a very specialized environment. The surface’s
RF-welded seams eliminate the risk of accessing the product’s internal
components, and the optional defined perimeter or raised bolsters
cradle patients at risk of wandering (i.e.: dementia patients).
— Designed for use in behavioral health environment
— RF-welded seams replace zipper, ensure safety
— Optional defined perimeter or raised bolsters
— Fits Behavioral Health Bed™, Behavioral Health Bed™– Platform,
and other Sizewise frames

sizewise.com 800-814-9389

1
Key Specs
OVERALL
Capacity ........................................................ 500 lbs.
Width ................................................................... 35”
Length ................................................................. 82”

2
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1 — RF-welded seams eliminate the risk of accessing the product’s
internal components
2 — Foot-end vents allow air in and out of the mattress
3 — The optional defined perimeter (shown) or raised bolster edges help
cradle patients at risk of wandering

sizewise.com 800-814-9389
PRD-0022-0918

CONSTRUCTION
RF-welded seams ...................................... Standard
Defined Perimeter Edge .............................. Optional
Raised Bolster Edge..................................... Optional
FABRIC OPTIONS
Envy™ 4-Way Stretch Top Cover. . . . . . . . . . Standard
Polycarbonate 4-Way Stretch Top Cover . . . . Optional
Non-Skid Polyurethane Bottom Cover . . . . Standard
Halogen-Free Fire Barrier . . . . . . . . . . . . . . . Standard
MAP Liner™ . . . . . . . . . . . . . . . . . . . . . . . . . . . Optional

.4X
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Suicide in the ED:

Resources for a Safer Environment of Care
Erica Thibault, MS, RN, APN, CNS, CWON

In 2015, more than 44,000 people took their own
lives, making suicide the tenth leading cause of
death in the U.S. It was the second leading cause
of death among individuals aged 15-34. There
were more than twice as many suicides (44,193) as
homicides (17,793). For healthcare workers, meaning
there is greater opportunity to recognize suicidal
ideation as well as other behavioral health problems
in the ED and the community.1 Despite growing
awareness of suicide risk among hospital patients,
Joint Commission-accredited facilities report about
85 suicides every year.2
In 2017, The Joint Commission (TJC), the U.S.
Department of Veteran’s Affairs, and the American
Society for Healthcare Risk Management (ASHRM)
released information and resources to keep
behavioral health patients safe during assessment
and treatment.2-5 These organizations regularly
report on suicide numbers and recommend specific
actions to prevent and treat suicidal ideation in the
ED and inpatient units.
Sentinel Event Alert 56
In 2016, TJC released Sentinel Event Alert 56, outlining
very specific actions and strategies for detecting and
treating suicide ideation in healthcare settings. It

KEY TOPICS: Behavioral Health • Risk Management

reviews in detail who is at risk for suicide, which may
affect certain demographics disproportionately—
especially men over the age of 45 and military
veterans.6
Risk factors include:
— Mental or emotional disorders (depression,
bipolar disorder, etc.)
— Previous suicide attempts or self-inflicted injury
— History of trauma or loss, such as abuse as a
child
— Serious illness or chronic pain
— Alcohol and drug abuse, including prescribed
medications
— Social isolation or a pattern/history of
aggressive/antisocial behavior
— Access to lethal means
— Discharge from inpatient psychiatric care6
Alert 56 suggests eight immediate actions for safety
planning. TJC recommends using the “assessment
results of the patient to inform the level of safety
measures needed.”6

Continued

Design Guide for the
Built Environment
of Behavioral
Health Facilities
The Design Guide for
the Built Environment
of Behavioral Health
Facilities addresses
the environment of
care for behavioral
health patients. The
document was first
published in 2003,
and is now on its
seventh edition.
Products found to
be safe and durable
are highlighted
in order to help
facilities select the
best equipment
for their patients.

April 2017

Those measures include:
— Providing a safe environment for patients in
acute suicidal crisis
— Not leaving these patients alone
— Checking patients and visitors for items that
can be used to harm themselves or others

Edition 7.2

— Eliminating anchor points or ligature points,
which can be used for hanging or self-injury.6
Lethal means readily available in a hospital setting
include: nurse call cords, electric cords (for IV pumps,
pain pumps, etc.), sheets, long bandages, restraint
belts, plastic bags, oxygen tubing, and bed frames.6
Following Alert 56, ASHRM identified several areas
that may have gaps in care, specifically for ED
patients with behavioral health concerns:5

James M. Hunt, AIA, NCARB
David M. Sine, DrBE, CSP, ARM, CPHRM
Includes a
Patient Safety Risk Assessment Tool

The Facility Guidelines Institute

— Insufficient initial and routine assessment for
patients that demonstrate high risk behaviors.
The strategy includes careful screening,
assessment, and reassessment. For example,
perform an initial assessment upon a change
in condition, change in observation level or
amount of care needed, and discharge. It is
worth noting that patients are at their highest
risk of suicide within one week of leaving a
facility.

484e. PVC molded seating
RockSmart
Norix Group, Inc.
1800 W. Hawthorne Lane, Suite N
West Chicago, IL 60185
800-234-4900
www.norix.com
485a. Tables
Jupiter Series Tables
Norix Group, Inc.
1800 W. Hawthorne Lane, Suite N
West Chicago, IL 60185
800-234-4900
www.norix.com

485b. Tables
Madera Series Tables
Norix Group, Inc.
1800 W. Hawthorne Lane, Suite N
West Chicago, IL 60185
800-234-4900
www.norix.com
490a. Electrically adjustable hospital bed
Behavioral Health BedTM
Sizewise
8601 Monrovia Street
Lenexa, MO 66215
800-814-9389
www.sizewise.net
490b. Electrically adjustable hospital bed
Spirit Bed with Mental Health Package
CHG Hospital Beds
1020 Adelaide Street S.
London, ON N6E 1R6
Canada
866-516-5446
www.chgbeds.com
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Definition:

Ligature-resistant

The Joint Commission defines
ligature-resistant as: “Without points
where a cord, rope, bedsheet, or
other fabric/material can be looped
or tied to create a sustainable point
of attachment that may result
in self-harm or loss of life.”11
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— Dangerous treatment setting. The typical ED
may not accommodate behavioral health
patients. Risk management strategies include
placing patients in designated “safe rooms.”
These rooms should be near the nursing station
and away from doors, and designed with safety
in mind—including minimizing ligature points
such as those on electrical medical beds.
— Insufficient education and training for staff.
Topics for training include restraint and
seclusion, monitoring and management, deescalation, and nonviolent management of
aggressive behaviors.5
A New Emphasis on Ligature Risk
In 2017, the steady trend of sentinel events caused
TJC surveyors to place additional emphasis on

Suicide Statistics10

Source: National Institute of Mental Health

18-25
years
(8.3%)

4% of adults aged
18 and older had
suicidal thoughts
in 2015

26-49
years
(4.1%)

50+
years
(2.6%)

The percentage of
individuals having
serious thoughts
of suicide was
highest among
adults aged
18-25 (8.3%)

The prevalence of
suicidal thoughts
was highest
among adults
reporting two or
more races (8.1%)

Suicide accounts
for $50.8 billion
(24%) of the fatal
injury cost in the
U.S.

identifying ligature risk. Each observation of a
ligature or self-harm risk is documented as a
requirement for improvement (RFI), with a 60day window to achieve compliance.3 While TJC
sometimes grants time extensions past the 60-day
window, they will not give an extension for ligaturerelated RFIs.4

— Lockout features for the controls

When evaluating products for the behavioral health
environment, several factors must be taken into
consideration: safety of the product, ease of use, and
cost of ownership. There are two resources available
for the behavioral health setting.

— Keyed lockout switches

TJC recommends hospitals reference the Design
Guide for the Built Environment of Behavioral Health
Facilities for design and ligature-resistant equipment
recommendations in order to protect patients and
caregivers.3 The Guide recommends creating a safe
room environment with products that have:7

— Reduced-length cords
— Tamper-resistant features
— Electrical cords that can be secured and
shortened

Another similar resource is the U.S. Department of
Veterans Affairs’ Environmental Programs Service
Mental Health Guide. This document rates products
according to product evaluations, maintenance
concerns, and infection control issues. Reviewed
also is equipment such as mattresses, platform beds,
and electric hospital beds in the section regarding
patient bedrooms.8
The right equipment is only one piece of the
puzzle. In 2017, several government organizations

announced new funding to boost the number of
trained healthcare workers that can assess and treat
substance abuse patients, and allow hospitals and
clinics to expand their mental health services. As
mental health issues are brought to the forefront,
more trained personnel will be needed in both the
inpatient and outpatient settings.9

increased scrutiny to provide a ligature-resistant
environment of care. Additionally, facilities have
an increasing number of safe options available for
treating behavioral health patients.

Conclusion
Hospitals have many options for promoting health
and safety of the behavioral health patient seeking
treatment. Treatment areas should be safe and free
of hazards, such as electrical cords and ligature
points. Since the ED is the main point of entry for
patients with suicidal ideation, hospitals are under
Behavioral Health Bed™
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Meeting the needs of the Behavioral Health
Patient in the Acute Care Setting
Erica Thibault, RN, MS, CNS, CWON
It can be difficult to understand and treat mental
illnesses or behavioral health (BH) issues. Recent
cutbacks in mental health care have left many
undiagnosed and undertreated. Examples of mental
illness include depression, anxiety, bipolar disorders,
schizophrenia, and addictive behaviors. The range
and types of signs and symptoms can vary greatly.
Affected patients may be admitted to a special
behavioral health unit, or if they also have a medical
problem, they can be admitted to a medical surgical
(med-surg) unit.1 Approximately 69 percent of
adults with behavioral health conditions also have
a medical condition, and 29 percent of adults with
a medical condition also have a behavioral health
concern.2

Prevalence of Mental Illness in the U.S.
In 2012, an estimated 4.1 percent (9.6 million) of
U.S. adults age 18 and older were diagnosed with
a serious mental illness. 18.6 percent (43.7 million)
of U.S. adults age 18 and older suffered from some
degree or form of mental illness. These figures do
not include drug or alcohol addicts.3
Mental disorders are also common among U.S.
children. According to the National Institutes of
Health, just over 20 percent of children at some
KEY TOPICS: Behavorial Health

point during their lives will have had a seriously
debilitating mental disorder.4
The Agency for Healthcare Research and Quality
(AHRQ) tracks the costs associated with behavioral
health, which are tallied from the Medical
Expenditure Panel Survey (MEPS). This survey
and its database provide information on the total
expenditures for mental health services, the number
of Americans who have paid for these services, and
the average cost for each person receiving these
services.5
Among all Americans, 36.2 million people paid for
mental health services, totaling $57.5 billion in 2006
(the most current figures available). This means the
average expenditure per person was $1,591.
Within this group, 4.6 million children received
mental health services totaling $8.9 billion. The
average expenditure per child was higher than
that for the average adult, at $1,931.3 In 2006, more
people paid expenses for care related to mental
disorders than any other medical condition, except
for asthma.6
Mental health patients are admitted and treated in a
variety of settings. This includes acute care general
Continued

hospitals, freestanding psychiatric hospitals, longterm and acute care, and skilled nursing facilities.

How Are BH Patients’ Needs Met in
the Hospital Setting?

If a patient is admitted to a med-surg unit, his or her
behavioral health condition often goes overlooked
and untreated, and the necessary medications are
not ordered in a timely manner. This leads to further
stress and anxiety for the patient as well as staff.
Poor communication and inadequate training means
neither the med-surg nor the behavioral health
unit is equipped to deal with possibly unfamiliar
conditions. For example, those admitted to the
behavioral health unit may find that their comorbid
medical conditions may not be fully understood by
the nursing staff.
The problem with the traditional medical model
is the separation of the mind and body, treating
each as if it is a separate unit. So while all of the
patients’ needs should be met, lack of appropriate
communication and staff integration can lead to
neither unit staff being equipped or trained to
manage both sets of needs.8 Many of these patients
require specialized care and equipment while in
the acute care and long-term acute care setting.
This may include private rooms, memory units, or
hospital beds designed to promote safety of both
the patients and staff. One of the ways to do this is to
ensure access to a safe environment.

What Counts as a “Safe Environment”?
A safe environment is an environment in which
the patient can expect the least amount of
complications. This includes the avoidance of “never
events”, or medical injuries sustained while in the
hospital.
A safe environment involves certain equipment
design features for safety.9 This includes furniture
that cannot be moved, covered wall outlets, a fully
electric bed, and screening for dangerous objects.
Never events include pressure injuries, falls, and
infections. It may be necessary to raise the head of
the bed to prevent ventilator-acquired pneumonia
(VAP) or to avoid respiratory complications resulting
from having the bed flat while a patient receives
tube feeding.

The behavioral health unit typically does not have
a fully electrical medical bed, as a traditional bed
has too many removable parts and ligature points.
However, there are medical beds designed for this
environment, with bolted-on head- and foot boards,
removable cords, and floor mounts. These features
reduce injury to patients and staff.
There are several populations that may benefit from
this type of specialty bed, including patients with
delirium, dementia, Parkinson’s or Alzheimer’s, and
substance abuse withdrawal. Many of the newest
low beds on the market, often used for these patient
populations, can be lowered to their lowest position
and locked. Lockout controls prevent patients from
raising the bed, which is imperative for patients at
risk for falls. While not all falls can be prevented,
lowering the bed reduces the severity of the injury
when a fall does occur.10

Delirium

Delirium is a serious disturbance in a person’s
mental abilities that results confused thinking and a
decreased awareness of one’s environment. Delirium
can set in within hours or a few days, and may occur
after admittance to the hospital. Factors for risk can
include chronic illness, various medications such
as anesthesia, infection surgery, or drug or alcohol
abuse or withdrawal.11
Often, hospitals are unaware of a patient’s substance
abuse problem, which can result in violent
withdrawal reactions. Symptoms may include
but are not limited to hallucinations, delirium,
restlessness, agitation, irritability or combative
behavior, disturbed sleep habits, and extreme
emotions such as fear, anxiety, anger, or depression.
These patients may be admitted to a specialty
unit to undergo withdrawal care, where they may
benefit from a bed with no removable parts. It is also
critically important to remove all electrical cords that
may be used for self-harm or to hurt others.

Dementia

Dementia is an overall term that describes a wide
range of symptoms associated with a decline in
memory and/or other mental skills. This severely
diminished mental capacity reduces a person’s

ability to perform his or her everyday activities.
Alzheimer’s accounts for 60-80 percent of cases of
dementia. Closely related is vascular dementia, which
occurs after a stroke.
These conditions place patients at risk for confusion,
and according to John Wagner (RN), having a fully
electrical medical bed in the memory unit may
promote increased safety and ease of care that benefits
both patient and caregiver. A low feature can also help
patients who have difficulty getting out of bed.

Restraints: A Refresher
Restraints in a medical setting are items that limit a
patient’s movement. Restraints can help keep a patient
from getting hurt or doing harm to others, including
their caregivers.
Restraints may be used to keep a patient in proper
position and prevent movement or falling during surgery
or while on a stretcher; they can also be used to control
or prevent harmful behavior. Restraints are a last resort.
Types of restraints can include:

While Alzheimer’s disease is a form of dementia, certain
behaviors in this population may lead patients to be
admitted to a geriatric or memory unit. At the same
time, the med-surg unit will often treat those patients
who undergo a surgical procedure or have a medical
problem. These patients may be stable at home, but
a different environment exacerbates their symptoms.
Specialty equipment such as electric medical beds may
be helpful to meet care goals.

• Belts, vests, jackets, and mitts for the patient’s hands

Conclusion

Sometimes confused patients need restraints so
that they do not:

Patients diagnosed with both medical and behavioral
health concerns present not only with multiple medical
comorbidities, but with additional critical care needs.
The prepared unit understands the needs this patient
population and adapts accordingly. This includes
having the correct equipment available.

• Devices that prevent patients moving their elbows,
knees, wrists, and ankles
Other ways to restrain a patient include:
• A caregiver holding a patient to restrict movement
• Giving a patient medication against their will to restrict
movement
• Placing a patient in a room from which they cannot exit

• Scratch their skin
• Remove catheters and tubes
• Get out of bed, fall, and hurt themselves
• Harm other people
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The Origin of the
Behavioral Health Bed

Interview with an Expert: John Wagner, RN, MA, BC

John Wagner, RN, MA, BC, is the Director of Clinical Services for Behavioral Health, Department of Nursing,
University of Iowa Hospitals and Clinics in Iowa City, Iowa.
XW: How long has your facility been using the
Behavioral health Bed™?

JW: I took over in 2010 and the unit had 88 beds.
Most of these beds were 26 years old; they
were hand-cranked and could be raised
and lowered by patients, so given the risks
associated with the behavioral health (BH)
patient, these beds were very unsafe for this
population. However, regardless of lack of
safety, there were no real options for a long
time for the BH patient population. In 2010,
we began to meet with Sizewise to discuss
working together on a bed made specifically
for the BH patient. We partnered, and following
that meeting, for 11 months we tested an
existing ICU bed and then went through
various beta versions until we had a bed that
worked for this population.

XW: What were the components of the beta
versions that helped eventually shape the
Behavioral Health Bed design?

JW: We looked at all components that would
affect the ability to give patients functionality
without increasing risk. So we studied things
like wire storage—enclosing them versus tying
them down—and we didn’t want them to
hang because then the patient could use that
for electrocution. We looked at lockout options
such as key codes. Codes were the way many
other companies were locking patients out of

bed adjustment, but this was ineffective as
patients would inevitably find out the code
and share it with other patients. We looked
at bed height, bed frame design, and other
design aspects of the bed in terms of safety
and vulnerability to self-harm behavior.
We also looked at design as it pertains to
biohazards and cleaning, hygiene, and
sanitation. We looked at whether the bed was
designed, as many are today, with the overall
care of the patient in mind—we wanted the
bed to meet the comorbid medical conditions
and illnesses of the BH patient, including
asthma, COPD, and GERD. The bed also needed
a Trendelenburg position component to treat
specific conditions particular to an aging
population. For example, a patient with COPD
would be on a flat bed and we would have to
put blocks underneath to raise the head, but
blocks can be used as a weapon. Partnering
with the manufacturer enabled the design
engineers to draw upon our knowledge and
experience working with BH patients for 30
years, and it gave us the ability to identify what
we believe is needed in a BH bed.

XW: How many patients have been placed on the
product? How long has it been in use?

JW: We have 58 of these beds on our adult unit.
Our units are usually at capacity, so these beds
are in use all of the time. We have had the
beds for almost four years.
Continued

XW: How has this product changed how you give
care? What are the benefits to using a fully
electrical bed in this care setting?

JW: The fact that we now have a bed that
is designed for the BH patient that also
encompasses the design aspects that most
medical beds now include means we have
marked improvement in the overall patient
care experience. Patients can use a bed that
is safe, with minimal ligature points. The bed
can be lowered to the floor and locked in
place. The electrical cords can be completely
removed on some models and the bed can
be safely locked out to patient access. The
mattress is completely sealed so patients
cannot reach the foam. For the elderly or those
with breathing problems, the head of the bed
can be raised to facilitate lung expansion. Staff
can raise the bed to provide care, preventing
back strain.

XW: Any changes or upgrades since the initial
prototype?

JW: The bed went through several changes as the
staff tested it. The bed now includes:
• an optional scale to weigh the patient
• an optional bed alarm
• one central, universal lockout
• a removable short electrical cord
• filled-in molded side rails
• a bolted headboard
• tied-down and secure wiring location
• minimal ligature points
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XW: Can we expect a follow-up to your original
article?

JW: Yes, we are now working on a five-hospital study
and are in the process of collecting data, which
has shown great results thus far.

XW: Can you see any other areas of care using this
product?

JW: Yes. This bed would benefit any patient who
could hurt him or herself on a bed either
by intent or confusion; this can extend to
dementia units, psychiatric units, units that
care for patients who have overdosed, and VA
hospitals, etc. Every ICU should have one. For
those patients who are suicidal even though
the ICU is high visibility, there’s no active way
of preventing suicide and this bed greatly cuts
down on that risk.

XW: What would you tell other facilities considering
the use of the BH bed?

JW: It greatly improves patient care on several levels,
cuts down on the risks associated with care of
the BH patient, enables staff to better care for
their patients by meeting the basic medical
needs of a growing population, and provides
the patient with functionality without
sacrificing safety.
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PREVALENCE, COST AND THE FUTURE OF CARE & THE PATIENT ENVIRONMENT
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COSTS ASSOCIATED WITH BEHAVIORAL HEALTH
ISSUES. As the costs of healthcare continue to increase in the US, the
costs for behavioral health illnesses also continue to rise. Total spending on
healthcare has doubled over the last 30 years to a current level of about 16
percent of the gross domestic product (GDP).1 The costs associated with mental
illness stem from both direct expenditures for mental health services and
treatment (direct costs) and expenditures and losses related to the disability
caused by these disorders (indirect costs). Indirect costs include public
expenditures for disability support and lost earnings among people with
serious mental illness. Serious mental illnesses afflict about 6 percent of
American adults and cost society $193.2 billion in lost earnings per year.2
Healthcare reform or the Patient Protection and Affordable Care Act (PPACA) is
expected to insure 32 million more people in the U.S. What this means is those
who have serious mental health illnesses will be eligible and encouraged to
seek services, many of them for the first time. Included in the 32 million are
dependent children (up to age 26) who will be covered under their parents’
health plans. The Medicaid program also will be expanded to cover more
families in poverty, resulting in an estimated additional 10 million people
(including children) being eligible for health insurance and mental health
coverage.2 Children and young adults will enter the healthcare system earlier
and will stay in the healthcare system longer.
The PPACA will ensure that insurance companies will not be able to deny
coverage for a preexisting condition, including serious mental health disorders,
Figure 1. Total expenditures for the five most costly medical conditions (AHRQ).
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and that insurance companies will not be able to drop coverage due to illness.3
Medicare and Medicaid pay for a large proportion of mental health services.
With PPACA, the process by which hospitals, clinics and providers are both
compensated for care and evaluated will differ. Hospitals that provide mental
health services will be held accountable for the quality of care they provide.
The act will necessitate that hospitals demonstrate that their services and
programs meet a certain standard. For those programs that exceed the
standard, financial bonuses will be awarded. For those that do not meet the
standard, penalties or withheld payments are possible. This kind of incentivized
method should result in hospitals, clinics and providers striving to provide the
best possible care in the most cost effective way.4

BEHAVIORAL HEALTH ISSUES AND MEDICAL
CONDITIONS. Since budget cuts have affected hospitals for several
years, another trend has evolved. In the 1980s and 1990s, thousands of beds in
hospitals that were designated for psychiatric care were cut back or eliminated.
For those units that are not designed or equipped for the behavioral health
environment, there are risks involved.
This may include injury to the patient
THERE WERE
(unsecured equipment, unmonitored
MORE THAN
environment) and injury to the caregiver
12 MILLION
(unsecured equipment). Other risks
may include costs related to worker’s
BEHAVIORAL
compensation and litigation.

HEALTH VISITS
TO ER’S IN 2010.

The emphasis of care has moved to the
outpatient setting, and this adversely
affects emergency room ER departments. There were more than 12 million
behavioral health visits to ERs in 2010. Of these visits, Medicare was billed
30 percent of the time, private insurance was billed 26 percent of the time
and Medicaid was billed for 20 percent of the time. Of the 12 million visits, 21
percent of patients seen were uninsured. When patients with serious mental
health issues are seen in the ER, the care is not always optimal. In addition,
many people who receive Medicaid and visit the ER have a combination of
medical and behavioral health problems. Approximately 68 percent of adults
with behavioral health conditions also have medical conditions and 29 percent
of adults with medical conditions also have behavioral health conditions.2
Many patients with both medical and behavioral health issues are admitted to
hospitals every day—and they are admitted to units that are not designated
for behavioral health, but to regular units that are not ready or equipped to
manage their behavioral health issues. This is stressful for both staff and the
patient. The nurse has difficulty getting the complete care plan because the
behavioral health providers are not readily available for consultation. If the
CONT. TOP OF PAGE TWO
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THE COSTLIEST HEALTH CONDITIONS IN THE U.S. WERE:

COORDINATION OF MEDICAL AND BEHAVIORAL
HEALTH SERVICES. As PPACA moves forward, new care delivery
models will be implemented. Strategies emphasizing improved access to
inpatient behavioral health units for those who need a higher level of care will
be implemented. More resources will be available for specialized outpatient
clinics designed to prevent admissions to the acute care setting. Behavioral
healthcare will need to be integrated into primary care visits. This is an
opportunity to monitor and support both the patient’s medical issues as well
as his or her behavioral health issues and to develop integration of care and
future care plans. Primary care physicians will need education and resources to
manage these patients. One of the key elements of these programs will include
tracking the quality of care across all settings. This will ensure that programs
can be adjusted and resources be allocated to where they are most needed.

UNITS OF THE FUTURE. If patients need to be admitted to

TWO

the acute care setting, they will be admitted to specially designed medicalpsychological units that can coordinate all of the patient’s needs in one setting.
This includes medical care and behavioral healthcare. Providers will have
the skill set needed to care for these complex patients. Under PPACA, these
unique units will have the resources and equipment necessary for both patient
and staff safety. Look for units of the future to have large, open spaces with
natural light for a calming environment. These units will be able to incorporate
many of the safety strategies already used in behavioral health settings such
as observation rooms and specialty equipment. Equipment of the future will
be designed to meet the safety needs of the behavioral health environment.
Currently, there is little research or evidence on expected outcomes, but the
body of literature in this field continues to grow. Units will be patient-centered
and will be able to adapt to families who stay overnight. Equipment, such
as beds, will be designed to meet the safety needs of the behavioral health
environment, specifically to improve upon the care and safety of the
patient with behavioral health issues as well as the safety of the
care provider.

THE PREVALENCE OF BEHAVIORAL HEALTH
DISORDERS. The National Institute of Mental Health lists the most
prevalent forms of behavioral health disorders as anxiety, attention deficit
hyperactivity, autism spectrum disorders, bipolar disorder, borderline
personality disorder, depression, eating disorders and schizophrenia. The
occurrence of these disorders is seen within all ethnic groups and in both
males and females (Figure 2).
In the past, behavioral health issues, usually referred to as mental illness,
were kept secret. Today that is no longer the case. We have advertisements
for medication to help with depression, anxiety and other social disorders.
Celebrities, news reporters and a host of others openly talk about the problems
they have had in the area of behavioral health. It is hard to determine the
reason that Americans are no longer afraid to disclose the fact that they may
be afflicted with depression, anxiety, schizophrenia, substance abuse, posttraumatic stress disorder (PTSD), obsessive-compulsive disorder (OCD) and
a host of other behavioral health issues. Many believe that there are several
contributing factors to the awareness of these health disorders. General
awareness of treatments, number of medications available, social acceptability
of depression and anxiety, and ad campaigns are just a few of the proposed
explanations as to why the general public seek help for these once private
conditions. Whatever the reason, there has been a consistent increase in
reported cases of behavioral health disorders.
As illustrated in Figure 2, the youngest age group seems to be the group with
the highest incidence of occurrence. Females are affected more than males
and white Americans have a greater percentage than any of the other races.
Figure 2. Prevalence of serious mental illness in 2008 among U.S. adults
by sex, age and race (SAMHSA).
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patient is admitted to a designated behavioral health unit, he or she often has
complex medical needs that the unit is not prepared to handle. In a regular
unit, the layout of the unit may not be designed for patients who need frequent
monitoring. The typical medical-surgical unit does not meet the safety needs of
the patient or the staff. As mentioned, units that are not designed or equipped
for the behavioral health environment present safety risks to both the patient
and care provider, as well as risk to the hospital (i.e. worker’s compensation
and litigation). The rooms may be far from the nursing station, the equipment
may not be able to be locked up and it is difficult to account for and secure
sharp instruments. The nursing staff has basic education regarding this
unique population but may not have the advanced skills to, for instance,
notice an escalation in behavior. While nurses may place patients in televisionmonitored beds, this is an added expense. Sometimes a sitter is assigned to
the patient, but again this is an expensive option for care.
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Figure 3. Prevalence and growth of behavioral health disorders (NIMH).
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These patients are being admitted to and treated in acute care facilities.
Patients with both acute and chronic behavioral health issues are appearing in
emergency rooms, intensive care units (ICU), and all other units in healthcare
facilities. Acute care facilities have always had patients with behavioral health
issues. With the advances in diagnosis and treatment of behavioral health
illnesses, the numbers of patients being treated in acute care settings for
combined medical and behavioral health issues has increased. There is also
a better understanding now of the impact of behavioral health conditions on
the overall health of the patient, illustrating the need for treatment of these
conditions. For the patient, being seen in the acute care setting seems like an
ideal situation. The opportunity to receive care for all of their health needs in
one place means that they stand a better chance of successful treatment.
Figure 5. Prevalence and growth of behavioral health disorders (NIMH).

5-7% OF ADULTS EACH YEAR
HAVE A SERIOUS MENTAL ILLNESS

PATIENTS DIAGNOSED WITH TYPE OF ILLNESS
Reporting behavioral health disorders (Figure 3) account for almost 30
percent of all mental health disorders, with greater than 5 percent of the
adult population in the United States reporting behavioral health issues.
While the numbers are increasing, the number of those who actually seek
treatment has not increased significantly over the past several years. The
group with the greatest increase in numbers has the lowest percentage of
treatment. It is also apparent that many choose to seek pharmaceutical
assistance without adequate inpatient and/or outpatient care (Figure 4).
Figure 4. Service use/treatment of serious mental illness among U.S.
adults by age and type of care (SAMHSA, 2008).
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The National Institute of Mental Health stresses the need for more available
services for those with behavioral health disorders,5 and the Centers for
Medicare & Medicaid Services (CMS) has new initiatives that address the care
of adults with mental health disorders who qualify for Medicaid.6 These are
both needed, but what may be required is more education about behavioral
health disorders before we can adequately begin to address these problems.

THE EFFECT OF BEHAVIORAL HEALTH
DISORDERS ON HEALTHCARE PROVIDERS &
PATIENTS. While there has not been a rebirth of mental healthcare
facilities, the needs of patients with behavioral health issues are being
met in other ways (See Page 4, Pulse on Research).
The profile of patients with behavioral health disorders has changed.
Behavioral health disorders are not necessarily standalone diagnoses.
Approximately one third of patients with medical conditions have behavioral
health conditions as well. Two thirds of patients who experience behavioral
health conditions have other medical issues.

The staffs of both ICU’s and ED’s know the benefits of this firsthand. These
departments are well prepared to care for a patient with multiple comorbidities,
including behavioral health issues. The problem in acute care facilities occurs
when the patient is transferred out of these areas into a general medical/
surgical unit.
In these units, the same medications and treatments are available. The same
provisions for restraints, sitters, and security remain consistent throughout
the entire facility. What changes is what can be made available to the patient
in the areas of beds and support surfaces. ICU and ED areas have a different
provider to patient ratio and patients are monitored more closely. Nurses in
general have the same basic training in care of the behavioral health patient
unless they specifically work in behavioral health facilities. In some instances,
it may be difficult to provide the same level of care. For example, the proper
equipment for the prevention and treatment of skin issues such as specialized
beds and mattress may not be available. There is a growing need for acute care
facilities to look for up-to-date equipment that provides comfort and safety as
well as therapeutic options for the patient with behavioral health issues.
The patient is the single greatest focus of care. In order to meet the increasing
demands of patient care and balance that with the continued decline in
reimbursement for hospital-acquired conditions, more options must be explored
when addressing preventable medical conditions such as pressure ulcers
and other skin-related breakdown. Total patient care means addressing
all medical and behavioral conditions holistically; this encompasses
equipping the staff, patient, and family with the tools necessary to provide
proper care and a continuum of that care for any necessary treatment.

THREE

58.7

INPATIENT

Percent

60

68% OF ADULTS WITH BEHAVIORAL
HEALTH CONDITIONS ALSO HAVE
MEDICAL CONDITIONS

PULSE ON RESEARCH
A COMPREHENSIVE ONLINE RESOURCE
GUIDE (FOR NURSES, CLINICIANS,
PATIENTS AND FAMILIES)
According to the National Alliance on Mental Illness (NAMI), mental illness is a
medical condition, specifically a mental health condition, which affects the way
a person thinks, feels,and acts on a daily basis. While many people occasionally
experience mental health distress, this distress is considered a legitimate
mental illness when it begins to affect daily routine and functionality.
Symptoms and signs of mental illness can be cognitive, behavioral, and
emotional, such as sadness, confusion, lack of interest in relationships,
abnormal thinking, changes in eating habits, changes in sleeping patterns,
drug or alcohol abuse, inability to cope with problems, extreme shifts in mood,
and suicidal thinking. In addition, there are physical symptoms and signs of
mental illness, including weight loss or gain, fatigue, and back or chest pain.
As expressed by NAMI, there are a myriad of serious mental illnesses (SMI),
namely attention-deficit/hyperactivity disorder (ADD/ADHD), autism spectrum
disorders (ASD), bipolar disorder, borderline personality disorder (BPD), panic
disorder, schizophrenia, OCD and PTSD. These mental illnesses and many others
affect millions of people regardless of demographics. Specifically, according to
a 2010 national survey conducted by the Substance Abuse and Mental Health
Services Administration (SAMHSA), 45.1 million (19.9 percent) adults in the
United States (U.S.) experience mental illness and 11 million (4.8 percent)
adults in the US endured SMI.
While there are millions of people who are affected by mental illness, it is
important to remember that recovery is feasible. However, in order for recovery
to be possible, it is vital that healthcare workers are properly informed of the
facts, symptoms, stigmas, and treatments regarding mental illness. Although
there are various health organizations and initiatives that are dedicated to
researching and spreading awareness about mental illness, support for mental
health resources is shrinking due to the current economy and health system.
Therefore, now more than ever, nurses need to rely on the existing resources
so that better care can be given. The following organizations are phenomenal
mental illness resources that nurses and clinicians should become familiar with
in order to better treat their patients and help them live full and functional lives.

DIAGNOSTIC AND STATISTICAL MANUAL
OF MENTAL DISORDERS, FOURTH
EDITION (DSM-IV)
The Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition
(DSM-IV) is a manual published by the American Psychiatric Association. It is
a resource for mental health professionals, who are trying to learn more about
their patient’s specific illness. It consists of information on symptoms, possible

causes, statistics, and treatment options for the various mental illnesses.
Mental health professionals in the United States commonly refer to the
manual as their “bible.” (www.psychiatryonline.org)

HEALTHY MINDS
HealthyMinds.org is the American Psychiatric Association’s online resource, which
provides information regarding what mental health illness means, signs of mental
illness, and potential treatment plans. The website allows users to search various
mental health topics and explore facts about particular demographics as they
relate to mental illness. HealthyMinds.org serves a large audience, as its goal
is to be a resource for anyone seeking information about mental illness (www.
HealthyMinds.org).

NATIONAL ALLIANCE ON MENTAL ILLNESS
(NAMI)
The National Alliance on Mental Illness (NAMI) is the largest U.S. grassroots mental
health organization, which is devoted to bettering the lives of Americans affected
by mental illness. It strives to spread awareness about mental illness as well as
provide services, programs, and support for those affected. Additionally, NAMI has
a powerful initiative, Fight Stigma, which aims to fight negative and erroneous
portrayals of mental illness. NAMI is an excellent resource for a large audience,
especially people who have mental illness and their families. For more information,
please visit www.nami.org/

NATIONAL INSTITUTE OF MENTAL HEALTH
(NIMH)
The National Institute of Mental Health (NIMH), which is a component of the U.S.
Department of Health and Human Services, strives to foster understanding and
discover a cure for mental illness by conducting basic and clinical research. NIMH
believes that through scientific research, there can exist a world where mental
illness will be eradicated. NIMH is a resource for all individuals who have been
affected by mental illness, as it provides hope for a future cure. In addition, it is a
resource for healthcare providers that desire to take part in the research. For more
information, visit www.nimh.nih.gov/

ADDITIONAL RESOURCES

1. The Agency for Healthcare Research and Quality (AHRQ), U.S. Department of
Health and Human Services. www.ahrq.gov
2. Commission on Accreditation of Rehabilitation Facilities (CARF).
www.carf.org/programs/BH
3. Mental Health America, (formerly National Mental Health Association)
www.nmha.org
4. Mental Health Resources. www.mhresources.org
5. Substance Abuse and Mental Health Services Administration (SAMHSA).
www.samhsa.gov
6. World Health Organization (WHO) www.who.int/topics/mental_health/en/
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ABSTRACT
The purpose of this article is to describe the process of
developing a safe electric bed for a traditional acute
care adult behavioral health inpatient unit. Many articles and studies exist related to creating a safe environment on acute care psychiatric units, but very few
address the use of electric hospital beds. The process
of adapting a traditional electric bed for inpatient
use by the nursing management team of the Behav-

ioral Health Service at the University of Iowa Hospitals and Clinics is described, including specific safety
features in the prototype bed. Policy changes during
implementation and safety data after 12 months of
bed use on the units are also presented. Results indicate that traditional electric hospital beds can be
safely adapted for use on traditional acute care psychiatric units.
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Figure. Old bed (top) and new bed in elevated (middle) and lowered positions (bottom).
All medical beds in the elevated position have a variety of ligature points. The behavioral
health service bed minimizes these while providing conveniently placed slots for
restraints. In the lowered position, the bed effectively eliminates all ligature points.

F

or the past 25 years, the behavioral health service (BHS) adult
inpatient units at the University of
Iowa Hospitals and Clinics (UIHC) have
used non-electric medical beds for patient
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care. The head and foot of the beds were
raised or lowered by patients and staff using a mechanical hand crank; however,
the height of the beds was not adjustable.
A decision was made to replace the beds

since they were approximately 25 years
old and no replacement parts were available. No suitable beds existed to replace
those in use, so the Director of Nursing
Finance asked the BHS management
team to consider purchasing electric beds
for the inpatient units.
Electric beds have been used for years
on the medical psychiatric unit at UIHC
but have never been considered for use
in the traditional behavioral health units.
Since safety is the main goal of these units,
electric beds are seen as adding risk for
an ambulatory population, with many
patients who are actively suicidal. Traditional electric beds could expose patients
to an active electrical current as well as potential for hanging and strangulation from
wires and the moving parts on the beds.
In recent years, the patients served by
the BHS have required more assistance
with their beds. These patients are often older, more likely to be obese, and
have sub-acute medical conditions such
as chronic obstructive pulmonary disease and gastroesophageal reﬂux disease.
This group often spends more time in bed
and is at higher risk for falls. Adjustable
beds are more important than ever to
serve this growing group of patients. The
purpose of this article is to describe the
process of developing a safe electric bed
for a traditional acute care adult behavioral health inpatient unit. Many articles
and studies exist related to creating a safe
environment on acute care psychiatric
units, but very few address the use of electric hospital beds.
THE PROBLEM
Given the preceding background,
the authors initiated a project aimed
at ﬁnding or developing an electric bed
that would be safe and functional on
the adult behavioral health units. Beds
available from manufacturers of hospital
equipment were evaluated, and it was
soon apparent that none would meet the
safety criteria required for an acute care
behavioral health unit. The Director of
Nursing Finance suggested that the BHS
nursing management team work with a
national manufacturer of medical beds
to modify one of their existing models to
meet BHS needs.
Copyright © SLACK Incorporated

HISTORY OF ELECTRIC BEDS ON BHS
UNITS
The ﬁrst step in implementing electric bed use was to investigate the types
of beds used by other BHS units. After
an extensive search of the literature, very
little was found. Many authors stressed
the importance of careful assessment and
forming a therapeutic alliance with potentially suicidal patients in acute care
settings (Billings, 2004; Comtois et al.,
2011; Ellis, Allen, Woodson, Frueh, &
Jobes, 2009; Temkin & Crotty, 2004).
Others addressed developing and maintaining a safe, yet comfortable environment (Billings, 2004; Huffcut, 2010) by
using breakaway rods in showers and closets, covering pipes and conduits near the
ceilings, removing window blind cords,
and attending to lighting and access to
nature. Billings (2004) also mentioned
searching patients upon admission and
keeping sharp objects and toxic ﬂuids
out of reach for suicidal patients. Only
two articles were speciﬁc to electric bed
use on BHS units (“Electric Beds,” 1991;
Elfawal, 1994). Both articles focused on
warnings about the dangers of electric
beds on BHS units and spoke to the same
concerns for safety expressed by the management team.
The team’s concerns included the
potential for electrocution, hanging by
using the cord, and strangulation and injury by crushing from the moving parts of
the bed. No foolproof method had been
found to restrict patient operation of the
beds or to prevent access to the electrical
parts. While it is likely that electric beds
are currently being used on BHS units, no
published reports that describe adapting
electric beds for safe use were found. The
management team decided to proceed
with the plan to work with a manufacturer to modify an electric bed for safe use
on the BHS units at UIHC.
ASSESSING THE NEEDS FOR
ELECTRIC BEDS
The UIHC is a 734-bed teaching
hospital that covers all medical specialties. The BHS units have a total of 88
beds, including a 22-bed eating disorder and mood disorder unit, a 22-bed
neuropsychiatric unit, a 14-bed gero-

psychiatric unit, a 15-bed child and
adolescent unit, and a 15-bed medical
psychiatric unit.
The management team decided to
start with replacing the beds on the
eating disorder/mood, neuropsychiatric, and geropsychiatric units—a total
of 58 beds. The team then speciﬁed the
safety requirements needed for the beds
themselves. Since the literature had
yielded no articles on safe electric beds
for behavioral health settings, the team
used a combination of the units’ procedures for fall and suicide precautions as

The management
team wanted to ensure
that only staff would
operate the electrical
functions of the beds
and that the beds were
checked on a regular
basis to ensure safety
was maintained.

well as expert opinion from long-time
clinicians to formulate the safety requirements. The essential requirements
were:
● The bed must be a high-low bed
with the ability to lower the top of the
mattress within a minimum of 8 inches
from the ﬂoor.
● The head or foot of the bed must
be able to be raised or lowered independently.
● There must be a shut-off system
operated at nursing discretion.
● The bed should be mobile but also
able to be made stationary as needed.
● The design should reduce ligature
points.
● There should be no exposed motors, wires, batteries, or removable parts.
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MODIFICATION OF AN EXISTING
ELECTRIC BED
A manufacturer of hospital beds
with a local ofﬁce and distribution
center was contacted. The manufacturer agreed to work with the team on
modifying an existing electric bed and
to bear the expense of the modiﬁcation process. The BHS management
team met with the manufacturer’s
representative to review the safety requirements for the electric beds. The
manufacturer’s basic electric bed presented numerous points of concern.
There were many ligature points, the
wires could be easily reached and exposed, the head and footboards were
removable, and the bed was mobile.
In addition, there was a long electrical cord, and the controls could not be
disabled to prevent patient operation.
All of these features provided potential dangers for patients to harm themselves, others, or the environment.
In the following months, the manufacturer worked on the modiﬁcations,
and the representative brought the
demonstration bed back several times
to be evaluated by the team. Evaluation was based on the basic safety
requirements listed above. Unit staff
members were also consulted periodically during the modiﬁcation process. Eventually, the team determined
that the bed was as safe as the current
mechanical beds. Two beds were purchased for trial on the geropsychiatric
unit. The beds worked well and met
the safety requirements. After a few
more minor modiﬁcations, an agreement was reached to purchase beds to
replace the 58 aging mechanical beds.
CLINICAL IMPLICATIONS FOR
ELECTRIC BEDS ON BHS UNITS
Before using the electric beds on the
BHS units, several policies needed to be
amended. The management team wanted to ensure that only staff would operate
the electrical functions of the beds and
that the beds were checked on a regular
basis to ensure safety was maintained.
The following policies were instituted:
● The power to all electric beds
would be disabled by lock and key, and
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KEYPOINTS

Wagner, J.J., & Ingram, T.A. (2013). A Safe Electric Medical Bed for an Acute Inpatient
Behavioral Health Care Setting. Journal of Psychosocial Nursing and Mental Health
Services, 51(1), 31-34.

1.

There is a growing need for the functionality of a medical bed in inpatient
behavioral health settings.

2.

Standard hospital medical beds present significant safety concerns in
behavioral health settings.

3.

With sufficient adaptations and safeguards, it is possible to adapt a medical
bed, enabling it to be used safely in a behavioral health setting.
Do you agree with this article? Disagree? Have a comment or questions?
Send an e-mail to the Journal at jpn@healio.com.

only BHS unit staff would be allowed
access to the keys.
● The power functions of the beds
could only be used if staff were present. At all other times, power functions
would be disabled using the bed key.
● Each bed would be checked twice
per day to be sure the power was deactivated. The checks would be recorded
on the unit rounds record.
● For patients on suicide precautions, the beds would be lowered to
the lowest position—8 inches from the
ﬂoor—eliminating all ligature points
associated with the bed.
In addition to restricting patient
access to the new beds’ controls, the
major safety development was the
elimination of as many ligature points
as possible. For those patients who are
actively suicidal, the ability to lower
the bed to nearly ﬂoor level eliminated the remaining ligature points while
also reducing the risk of injury from
falls (Figure).
The current version of the electric
medical bed has been in use on the
BHS units for more than 12 months.
The beds have proven to be functional, safe, and reliable. No incidents of

patient or staff injury related to the
beds have occurred during this time.
Ongoing monitoring will involve
checking any incident reports related to
bed safety, auditing unit rounds records
for consistency of daily safety checks, and
soliciting anecdotal reports from nursing
staff regarding bed operation and safety.
SUMMARY
The BHS management team at
UIHC was faced with the problem of
replacing 58 aging mechanical beds on
several units. A decision was made to
work with a hospital bed manufacturer
to develop a safe electric bed for the
units. The team based safety requirements on BHS suicide and fall precautions policies, as well as expert clinician opinions. Subsequently, a bed was
developed that eliminated potential
danger from electrical current exposure, possible strangulation or hanging
from cords, and greatly reduced the
number of ligature points on the bed.
In addition, the beds could be lowered
to less than 8 inches from the ﬂoor, further reducing the risk for hanging and
falls. Both daily monitoring of each
bed for safety and staff reports have

shown the beds to be a safe alternative
to traditional mechanical and electric
hospital beds for acute care behavioral
health units.
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